General background data

The Republic of Lithuania is situated on the east coast of the Baltic Sea.

It is bordered by Belarus to the east, Latvia to the north, and Poland and

the Russian Federation’s Kaliningrad enclave to the south. The capital,

Vilnius, has a population of 580 000. In March 1990, Lithuania regained its

independence from the USSR, and in September 1991 became a member of

the United Nations.

A single chamber Parliament (Seimas) elected for a four-year term and a

president elected for five years govern Lithuania. The country is

administratively divided into ten districts, each of which is headed by a

centrally appointed district governor. The districts are essentially

administrative tiers of the central government with certain responsibilities

in health and social care. There are additionally 56 local governments or

municipalities, each with its municipal council, elected every three years

(Lithuanian Health Programme, 1998).

The health care system in Lithuania has been in the process of a shift away

from an integrated model towards a contract model of care. Significant changes

in the system have been prompted by two major events: the appearance of a

state health insurance system and enforcement of legislation redefining

property rights and the status of health care institutions.

In Lithuania, the middle-aged population’s longer average lifespan, and the

progress in the field of medicine – which enables many people to survive

following complicated illnesses and accidents – have greatly contributed to an

increasing number of disabled and older people who have difficulty caring for

themselves. Additionally, the low fertility rate in the country, l.3 children born

per woman, has also been a prime factor leading to ageing of the population.

Currently, the disabled comprise 10%, and persons over 65 years of age 13.4%,

of the total population. In terms of the informal care system, it is important

to note that despite a recent increase in support for caring activities by

governmental and nongovernmental organizations (e.g. Caritas and the

Red Cross), most care provided for the disabled and elderly is still carried out

by family, neighbours, friends, and volunteers.
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However, demographic changes (e.g. the rapid ageing of the population) and

employment changes (e.g. the increase in the percentage of women in the

labour force) will make it increasingly difficult for the informal care system to

continue to carry such a high burden of caring responsibilities for the disabled

and elderly.

Migration from rural to urban areas in Lithuania has also become an important

LTC issue in Lithuania. First, with the migration of young individuals from rural

areas to Lithuania’s cities, there has been a reduction in the number of people

in rural areas able to provide informal care. Secondly, because of the sudden

increase in pre-retirement age employable individuals in urban areas, it is more

difficult for young people in urban areas to find jobs. This has not only caused

problems on the job market, but it has also encouraged elements of the young,

urban population to seek the status of disabled in order to receive benefits

from the Government. These factors demonstrate the growing long-term care

needs in the country. This case study will attempt to look at the needs for LTC

in Lithuania in more detail and will describe the health and social system

currently in place. It is as yet unknown how the health and social systems will

respond to the growth in needs and if this response will be adequate.

General health, social and LTC system

Basic income maintenance programmes

In Lithuania, all disabled and elderly people receive a disability or old-age

pension. However, it should be emphasized that these pensions are

insufficient to maintain reasonable living standards.

Organizational structure of decision-making

The Ministry of Health is responsible for the entire health care system policy.

It is actively involved in drafting legal directives and issuing the consequent

regulations for the sector. The Ministry of Health also has overall responsibility

for the public health system’s performance. Through the State Public

Health Centre it manages the public health network including ten country

public health centres with their local branches (in total, 50 institutions). The

State Public Health Centre has subordinate bodies, which deal with prevention

of communicable diseases, health education and other public health functions.

The Ministry of Health develops a public health care infrastructure by

establishing state programmes aimed at the achievement of key health

targets and by making decisions together with the Ministries of Economy and
 Finance, on major investment projects. Regulation and control of worker safety 
are the responsibility of the Ministry of Social Security and Labour, while the Ministry
 of Health is in charge of the performance of occupational health care providers.
In addition to the national health system, there are two parallel state-run health

care systems that account for up to 2% of total public health care expenditure.

One is run by the Ministry of Internal Affairs and serves the police and prisons.

The other is run by the Ministry of Defence and provides health care services

for military personnel. The Ministry of Finance funds health care delivery

provided under the supervision of the Ministries of Defence and Internal Affairs.

The Ministry of Social Welfare and Labour is a separate ministry for social

services and social service development. Until 1990, the main focus of social

care was institutional care for the elderly and the physically and mentally

disabled. During the last ten years, the number and variety of public care

institutions increased, nongovernmental institutions appeared in the field, and

development of non-institutional forms of care also began to receive attention.

In 1998, there were 29 nongovernmental care institutions (of a total of 90) for

the elderly. Among voluntary non-governmental organizations, the Red Cross

Society, the Caritas Federation, the Diabetic Association, the Association of

the Blind and Visually Handicapped, and the Society of Chernobyl Victims have

been influential in public debates. The church has a limited role in the health

sector. The Roman Catholic Church manages a hospital in Vilnius. In addition,

a few rural nursing homes are administered and financed by the Church.

Policy setting (defining priorities and types of services that should be provided)

is very centralized. The Ministry of Health decides on the priorities at the

national level. At the regional level, each of the ten districts has a district

governor who is appointed by the Lithuanian Government and is responsible

for implementation of state policy in a number of spheres including health care.

The health care function is carried out by the position of District Physician.

Some health care providers (district hospitals, specialized health care

facilities) are governed by the district administration. Decision-making in

regards to this network of providers requires participation of the Ministry of

Health. The districts are in charge of implementation of the state health

programmes in their respective regions.

Budget allocation in the past was controlled more on the local level. However,

after the recent move towards a single payer insurance scheme, changes are

developing in the control of health care budgets. This issue will be discussed

in more detail in the chapter on the financing of health care in Lithuania.

The licensing process has traditionally been centralized, but is moving towards

being controlled more at the local level. Price setting is also very centralized.

evident until after a few years have passed.

Financing and purchasing

Until 1997, the state health care system in Lithuania was mainly funded

by taxes, with the majority of financial resources coming from local budgets

and the remainder from the national (state) budget. Local budgets were

(and still are) comprised of taxes collected within their respective areas

(mainly a portion of personal income tax). Some taxes (e.g. property and land

taxes) are collected locally. Others are transferred to the central government

based on criteria such as local population size and density.

The historic rate of expenditure per capita was also an important criterion.

This takes into account the actual social infrastructure within groups of

municipalities. In effect, this was a situation somewhere between an

incremental historical allocation and a weighted capitation formula.

A state health insurance scheme – the National Medical Social Service – was

first implemented in Lithuania in 1991. The Law on State Social Insurance

laid the legal foundation for a social insurance system and principles of health

insurance, and increased public participation in health care costs. Between

1991 and 1995, the law was limited in scope, covering pharmaceuticals and

convalescence costs that were partly reimbursed. A 1994 law on a health

protection system defined the role of the state and local governments in health

care administration. Laws passed in 1996 on health insurance and health care

institutions created the basis for introducing health insurance and the accreditation

and legal status of institutions.

National State Insurance was an obligatory, single-insurer scheme. Under

this scheme, payments were made to defray expenses of preventive and

curative medical treatment. These included reimbursement of the costs of

pharmaceuticals prescribed during outpatient treatment, and reimbursement

of the costs of sanatorium vouchers. This scheme also reimbursed blood

donations and transportation, as well as health care expenses of the disabled.

This scheme was administered by the State Social Insurance Council and

supervised by a tripartite council consisting of representatives of the

Government, the trade unions and employers’ organizations. In 1992, the State

Patient Fund, a type of purchasing agency under Ministry of Health supervision

was established by the Government, and was financed by the Ministry of Health.

Between 1992 and 1996, the State Patient Fund’s role was to finance the

current operating costs of health care institutions on the basis of contracts

with prospective payments.

During the prolonged process of development of the current Health Insurance

Law, various approaches to health insurance, including some of the ideas

implemented between 1991 and 1996, as described above, were considered.

The idea that prevailed was that of a national insurance scheme, financed

through a fund that was separate from the national budget. The Law on Health

Insurance was adopted in May 1996 and implemented in 1997, bringing

the functions and responsibilities of the State Social Insurance Agency to the

Patient Fund, alternatively known as the State Health Insurance Fund, in

accordance with the 1996 Law on State Health Insurance. This law

established a separate social insurance scheme covering all health care

expenditures, to be administered by the State Patient Fund and its ten regional

branches, the territorial patient funds (one such fund for each district),

constrained by the national budget.

The State Social Insurance Agency is responsible for the provision of

pension benefits, as well as maternity and sick leave benefits. In addition, it is

responsible for the collection of all social insurance contributions. These

contributions finance the three branches of social insurance: pensions,

maternity and sick leave benefits; national health insurance administered by

the State Patient Fund and the territorial funds; and unemployment benefits

administered by the Labour Exchange (UNDP, 1999).

In terms of the sources of funding for the health system in Lithuania,

employers transfer a certain percentage of personal income tax and

contribute a certain percentage of the payroll tax. Self-employed persons

contribute a proportion of their personal income tax. Farmers cover themselves

and their adult family members by paying a percentage of their declared

income. The exact rate of contribution is set annually by the Parliament.

The State covers children up to the age of 18, students, beneficiaries of social

assistance and social insurance cash benefits, and persons with certain

illnesses. The state budget contributes a per capita payment (annually

approved by the Parliament) on their behalf.

Although the main responsibility for payment for health care has been

transferred to the State Patient Fund, general taxation also plays a major role

in financing social insurance. In 1998, only about 20% of the State

Patient Fund revenues were derived from payroll taxes and contributions of

self-employed, as shown in Table 2 (European Observatory on Health Care

Systems, 2000). The remainder involves deductions from income taxes or

state budget transfers. Lithuania has therefore chosen a mixed financing system

based on social insurance contributions and taxation. This financing system

represents a compromise between the proponents of tax-based and those

of insurance-based systems.

Financing of health care through social insurance accelerated dramatically

from 1997 following implementation of the health insurance legislation.

Yet, since some very important health care functions such as public health,

infrastructure investments, national programmes in health protection and acute

care, are still financed directly through local and national budgets, some

reduction of the share of health insurance in health care financing may be

expected in the future.

Hospitals receive money from regional patient accounts for the number of days

allocated for the treatment of a particular disease.

In 1995, changes in regulations were introduced. These regulations concern

the reimbursement of registered drugs (by the government) and calculation

of their reference prices (in Lithuania these are called ‘basic prices’).

The Government reimburses patients for drug purchases.

 Services delivery system

Until 1996, local health care infrastructure was organized and financed in

a pyramidal fashion. Municipal hospitals were at the top, below which were

specialized local medical institutions and village hospitals, followed by

outpatient clinics and, finally, small clinics at the bottom.

The picture of the outpatient institutions network has since changed

significantly as a result of the process of separation of facilities (most

commonly, outpatient clinic services) from hospitals. Currently, various

outpatient models are in use in the municipalities.

The municipalities are now responsible for providing primary health care to their local populations.

They have been granted ownership for outpatient facilities and nursing homes.

The position of Municipality Physician has been established with supervisory

and decision-making authority in the area of primary health care. Moreover,

municipalities have a wide range of responsibilities in the implementation

of local health programmes and improvement of public health activities.

Private primary health care is still not very widespread, although there are some

private gynaecologists, internists, and most of all dentists. For the most part,

private primary care takes the form of single or small group physician-owned

practices. In many communities, physicians often lease clinic space from

public health care institutions.

There were 566 private dental practices with 1901 employees in 1998.

The share of dentists working exclusively as private providers is high

(697 dentists or 79% of the total), in contrast to other medical specialties

(179 physicians, or less than 26% of total) {Ministry of Health, 1998).

An additional innovation within the primary health care sector involves

implementation of the concept of community mental health services.

Mental health centres in municipalities are currently in the process of being

established. Each of these is to be staffed by a team comprised of three

psychiatrists, one clinical psychologist, three mental health nurses, and two

social workers.

Paramedical centres or stations are based in rural areas and employ one

physician’s assistant and/or one midwife. There are about 1000 such

centres in rural Lithuania. They provide some routine health care, first aid in

emergencies, home nursing, perinatal obstetric care, and also supply

non-prescription drugs. Most of these centres are administratively linked to an

out-patient clinic.

An out-patient clinic is a group practice most commonly found in small towns,

which is mostly responsible for providing unspecialized primary care.

It includes a general practitioner and/or an internist, a midwife, a dentist, and a

pediatrician. Currently, there are 226 outpatient clinics in all of Lithuania.

At the present time, some of the physicians working in outpatient

clinics participate in general practice retraining programmes, which are

provided by municipalities. Under current regulations, catchment populations

corresponding to these specialties are as follows: for a general practitioner,

500–2000; for an internist, 500–2000; for a pediatrician, 200–800.

Outpatient clinics in large towns employ 10–20 different kinds of specialist

physicians. They are equipped with X-ray equipment, ultrasound scanners and

other diagnostic technology. There are approximately 140 such outpatient

clinics throughout the country.

They are responsible for almost all primary and secondary outpatient care in

the towns where they are based, and secondary out-patient care to the rural

population. Recently, outpatient surgery has begun to be offered by larger

outpatient clinics.

Municipalities have been granted ownership for outpatient facilities and

nursing homes. Municipalities are engaged in operating small and medium

size hospitals within their localities, in accordance with legislation, which has

delegated this function to them. This process has not yet been completed

because there are still discussions on who (districts or municipalities)

should be responsible for medium-sized hospitals, and how administrative

responsibilities should be distributed between the different levels.

According to the social services law adopted in 1996, municipalities have

the major responsibility for social service provision. Social services include

institutional care (for the elderly, disabled, children with special needs

(e.g. orphans)) and some home care. Social workers and nurses play a

leading role (especially social workers) in social service provision.

Currently, the vast majority of Lithuanian health care institutions are non-profit.

Public health care institutions are financed by the State Health Insurance Fund

(SHIF). Property rights and administrative functions fall under the jurisdiction

of the Central Government (Ministry of Health), its ten country branches

(the country administration), and the 56 municipalities.

The vast majority of primary care provision and hospital care is governmental.

Most home care providers are also governmental, with some coming from the

NGO sector. In addition to publicly provided health care, a private sector has

developed, providing mostly outpatient health care services which are paid

out-of-pocket.

Private health insurance is permitted. There are a few private insurance

companies, mainly dealing with coverage of health care expenditures

of Lithuanian citizens during foreign travel and for foreigners residing in

Lithuania.

There are two competing associations of medical professionals: the

Physicians Association and the Association of Medical Professionals.

Specialized professional societies of physicians, dentists, pharmacists,

public health specialists and others deal with professional standards and

continuing education of their members.

In 1998, there were 29 nongovernmental care institutions for the elderly,

while governmental public care institutions for the elderly were subordinated

to municipal and district administrations. A few district care homes housed

1771 people, while 1701 elderly persons lived in 50 municipal care homes.

The share of residents living in nongovernmental care institutions for the

elderly doubled since 1995, accounting for 14% of the total number of persons

in care institutions.

 Social Workers

Social workers are populous in Lithuania, but increasing attention to the needs

of the disabled and elderly has created a demand for more social workers.

The formal training of professionals in this field has started at both

university and junior college levels. The fact that social workers’ functions are

as yet poorly defined remains the main obstacle to the development of this

profession.

Volunteers

Volunteers are often the providers of social care for the disabled and elderly.

However, the system of volunteers in Lithuania is not well developed.
People with Disabilities 

The 1991 Law on Integrating Disabled People provides for a broad category of rights and public benefits to which disabled
people are entitled legally. Legal provisions for access to buildings for the disabled are in place but are not widely enforced; the vast majority of public buildings remain inaccessible to the disabled. 

More than 350,000 disabled persons live in the country--10,000 of them children. During 1998 Parliament allotted approximately $35 million (140 million Litas) for persons with disabilities, including $20 million (80 million Litas) for institutions caring for such persons, $6.8 million (27.3 million Litas) for various specific programs, and $5.8 million (23.4 million Litas) for orthopedic assistance programs. A project in Kaunas to build an apartment building for persons with
disabilities has not been completed due to a lack of funds and to the fact that the pending privatization of the state institution that was to have supervised the project is still not complete. A center for deaf children and a program for children with special orthopedic problems have been created.

Summary 
Community-based (non-institutional) long-term care provided by the social

system is a new phenomenon in Lithuania. According to the Social Services

Law adopted in 1996, municipalities have the major responsibility for social

services provision.

Carers and social workers provide non-institutional home care nursing,

including shopping and housekeeping services. In 1997, more than 2200

carers were involved in care delivery throughout the country, but this is

undoubtedly insufficient to meet the current need.

The development of funding for community-based (non-institutional) long-term

care only came into being with the adoption of the Social Services Law.

Unfortunately, despite the adoption of this law, home care is only provided for

the most disabled groups and the funding is currently insufficient to meet the

need.

In 1998, 9 million Litas were spent on home care versus 209 million Litas for

institutional care. In spite of support by nongovernmental charities (for example,

Caritas and the Red Cross), social care in the community remains an activity

carried out mainly by families, neighbours, friends, and volunteers.

In additional to informal caregivers, general physicians, nurses and social

workers also provide care for disabled people in the home. State medical

social experts are engaged in the setting of disability.

One of the main goals is to determine disability in accordance with the degree

of its severity for persons starting from 16 years of age (under 16, the ability

grouping is performed by institutions of children’s health care). Doctor experts

evaluate the level of patients’ functional impairment, severity, causes of

disability, rehabilitation needs and requirements of the disabled, integration of

disabled persons into the society, and need for home care.

Long-term care services are supplied by both governmental and NGO

providers. Elements of the care for the severely disabled are as follows:

general health care and management of chronic

diseases (under the auspices of the health system);

personal care (grooming, bathing, meals);

household assistance (cleaning, laundry, shopping);

physical adaptation of the home to meet the needs

of disabled persons;

provision of supplies, assistive devices, equipment

and drugs;

palliative care; and

provision of information to patient’s family

Caregivers are trained at the junior colleges and universities. Different districts

have significantly different capacities for long-term care provision. Differences

also exist between rural and urban populations. Community- based long-term

care is provided by both the health and social systems. As noted earlier, small

outpatient clinics are based in rural areas. They employ a physician’s

assistant and a midwife, and provide routine health care, home nursing and

supply some drugs. Social aid is provided by the municipal social workers.

In urban areas there are larger outpatient clinics. They employ a general

practitioner or internist, a midwife, a dentist, and a pediatrician. They are

responsible for almost all primary outpatient care, including home care.

General practitioners evaluate the needs for institutional care.

Until 1990, the main form of long-term care was institutional care for the e

lderly (retired pensioners) and the physically and mentally disabled, provided

only by governmental care institutions. During the last ten years the number

and variety of care institutions has increased, nongovernmental care

institutions have appeared and the development of non-institutional forms of

care have begun to receive attention as well 
As mentioned previously, in 1998 there were 29 nongovernmental care

institutions for the elderly; the share of residents living in such institutions has

doubled since 1995, accounting for 14% of the total number of persons in care

institutions. Govermental public care institutions for the elderly were

subordinated to municipal/district administrations – a few district and fifty

municipal care homes housed 1771 and 1701 elderly persons, respectively.

Of 4173 residents in institutions for the elderly, 76% were over age 65.

Approximately 30% of the residents in institutions for disabled adults receive

intensive nursing care. State or municipal budgets cover 70% of residential

institutions for the elderly. User fees cover approximately 30% of the costs

of care in homes for the elderly, with residents paying 80% from their

retirement or disability pensions. The remaining costs are covered by state

or municipal budgets.

After treatment in a hospital for an acute event such as a stroke, an individual

may receive care in an infirmary before he/she returns to the community.

The cost of care in the infirmary is covered by municipal budgets for a specific

period of time (i.e. three months). After this period of time expires,

the infirmary services must be paid for out-of-pocket.

The share of municipal child care homes has increased relative to the number

of district child care homes. In 1998, almost one quarter of the total number of

children in institutions (821 children) lived in 19 municipal childcare homes.

There are 17 nongovernmental child care homes, representing a fourfold

increase since 1995, and housing 10% of children in institutions.

In view of the fact that many admissions in rural municipal hospitals were for

nursing purposes, a network of nursing inpatient facilities began forming,

based mainly in existing small hospitals in the rural areas. Some social care is

provided by the health care system. At the present time, social workers are

employed by the nursing hospitals. In 1997, more than 30% of the staff in

social care institutions were medical personnel. Coordination of the two

systems of care, subordinated to two different ministries, is still rather poor.

 Present and future needs for long-term care,

and gaps between needs and provision of

services

General morbidity, including virus and influenza type illnesses, was

498.2 cases per 1000 adults in 1997. The incidence of cardiovascular

diseases in 1997 was 181.4 cases per 1000 inhabitants (MoH, 1998).

The incidence and prevalence of malignant neoplasms is gradually

increasing, while the number of deaths is quite stable. In 1997, 12 849 new

cases of diseases were registered; 51 551 people had cancer. During the last

few years, among males the incidence of lung and stomach cancer has

decreased, but the incidence of prostate, skin, and oral cavity cancer has

increased. The incidence of skin cancer is increasing most rapidly among

women (MoH, 1998).

The incidence of tuberculosis is increasing. In 1997, 2926 new cases of

tuberculosis (including relapses) were registered, i.e. 79 cases per 100 000

inhabitants. The main problems are the high rate of incidence of

smear-positive lung tuberculosis and antibiotic-resistant cases, which are

caused by noncompliant patients and discontinuity of treatment (MoH, 1998).

Alcohol and drug abuse have a negative influence on the health of the

population. The incidence of alcoholic psychosis has increased. During the

last few years, it has recently stabilized, but the prevalence of drug abuse has

increased significantly.

Over the last seven years, suicide has become a serious social problem

for Lithuania. The overall suicide rate steadily increased from 1991 to 1996.

Suicides among the rural population increased sharply in 1970–1980 (by 75%)

and much less in the towns (by 20%). Since 1990, the trend has to some

extent reversed; urban suicides have jumped by 64%, while the rural suicide

rate grew by 75%. In 1996, the suicide rate hit a mark previously unseen in

Lithuania: 46.4 per 100 000 (1723 suicides that year). This indicator was the

highest in Europe and among all countries submitting data on mortality

patterns to the World Health Organization (European Observatory on Health

Care Systems, 2000).

A more focused estimate of the number of the disabled was calculated by

analysing the following known categories of individuals:

Persons receiving disability pensions 38.3%

Persons receiving old-age pensions 21.5%

Persons aged 80–84 15.6%

Persons aged 85 and over 11.4%

Disabled children 2.4%

Other categories 10.8%

This analysis revealed that the total number of disabled in Lithuania exceeds

350 000 and comprises about 10% of the entire population.
One of the major issues in the public agenda in relation to the care of these

disabled and the elderly is defining the balance between community and

institutional services both from the point of view of cost and quality of life.

Currently, there is a lack of non-institutional services for those in need of LTC.

Maintaining the disabled and the elderly in their homes and out of institutions

as long as possible is most conducive to healthy recuperation, both physically

and emotionally. It also costs both the family and the state considerably less.

There also needs to be increased funding for training for LTC personnel

(i.e. social workers, nurses, etc.). Long-term care of the disabled and elderly

persons, their social integration, and the improvement of their quality of life is in

Lithuania a complicated problem in many aspects: juridical, medical, social,

economic, and ethical.

Since 1990, the first task of the health care system has been to guarantee

basic medical services (immunization, children’s health care and the

provision of emergency and vital assistance). In October 1991, a Lithuanian

Supreme Council decision was made on the formulation and implementation

of a national health model.

Processes, which are still being implemented such as insurance provision,

the implementation of medical training programmes, etc., were envisaged as

part of this concept. The concept included the development of an active

state health care policy with emphasis on primary and preventive health care.

It considers the development of a comprehensive legal framework for health

care vital to successful reforms.

Difficult socioeconomic circumstances in Lithuania forecast augmentation of

the numbers of disabled. The need for long term-care in Lithuania is

gradually increasing.

The following key strategic steps in social policy development have been taken:

1. The act concerning protecting the rights of the disabled

was adopted in 1990.

2. The law of social integration of the disabled was adopted

in 1991.

3. The act concerning proclamation of the year of the disabled

in 1996 was adopted in 1995.

Organizations of the disabled, particularly on the national level, began to actively

participate in this process. In 1992, the Lithuanian Council for affairs of

the disabled was established. The Council had two main purposes:

1. To manage several million Litas (24 million Litas

in the year 2000) given directly by the Government

for implementation of projects from the different

members of the organizations.

2. To publicize the problems of the disabled in order

to increase public awareness.

According to Lithuanian rehabilitation authorities, the following model of the

structure of the LTC system should be developed. It includes 13 key

components that are present but need to be developed:

1. Legal support

2. Medical rehabilitation

3. Vocational rehabilitation

4. Education of specialists

5. Compensatory techniques, orthopaedic means

6. Environmental modification

7. Culture, sports, recreation, religion

8. Information

9. Transport

10. Social services

11. Benefits

12. Training of specialists

13. Medical social expertise

During the period of 1992–2000, this system began to develop. There has

been disproportionate development. For instance, environmental modification

has not yet been developed. Nonetheless, many rehabilitation institutions (60

units with 6000 beds) have been established, and more than 70 types of specialized

technical aids and 250 types of prosthetic and orthopaedic aids have

been produced. Approximately half of the municipalities have started to

actively participate in this process.

The greatest progress has been achieved within the legal system. During

the same period there were roughly 70 different laws and regulations adopted

that all, essentially, deal with implementation of the law on social integration of

the disabled.

LTC issues are more actively being dealt with in the European PHARE project,

the World Bank, and other international programmes.

The major barriers to implementing long-term care services include:

Psychological resistance to social integration.

There is a need to raise awareness about the disabled,

their rights, their needs, and their potential.

Financial resources are insufficient because

of economic difficulties.

Activities of local authorities are still insufficient.

Lack of skilled specialists.

Lack of experience in creating a LTC system.

We need to work towards the provision of programmes run by multidisciplinary

teams of professionals for early detection, assessment, and treatment of

impairment. This may prevent, reduce or eliminate the disabling effects of

some illnesses. Such programmes should ensure the full participation of

persons with disabilities and their families at the individual level, and of

organizations of persons with disabilities at the planning and evaluation level.

Local community workers should be trained to participate in areas such as

early detection of impairment, the provision of primary assistance, and referral

to appropriate services. We should ensure that individuals with disabilities,

particularly infants and children, are provided with the same level of medical

care within the same system as other members of the society, that persons

with disabilities are provided with all standard treatment and medication

needed to maintain or improve their level of functioning, and the rehabilitation

services need to reach and sustain their optimum level of independence and

functioning.

The priority areas in long-term care promotion in Lithuania are:

Increasing community awareness of people

with disabilities.

Advocating for social integration

in the community.

Enacting more effective laws for people

with disabilities.

Providing enforcement mechanisms

for disability laws.

Developing a philosophy for social service

delivery.

Developing independent advocacy agencies

to represent all Lithuanians with disabilities.

Establishing Independent Living Centres.

Developing barrier-free designs for urban and

community buildings.

Setting up group homes to enable the disabled

to live in the community.

Supporting the creation of a rehabilitation

system.

Promoting more participation of the disabled

in health care decision-making

