
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

Aleksandrova-Yankulovska and Steger BMC Health Services Research         (2024) 24:1189 
https://doi.org/10.1186/s12913-024-11624-6

BMC Health Services Research

*Correspondence:
Silviya Aleksandrova-Yankulovska
silviya.aleksandrova-yankulovska@uni-ulm.de
1Institute of the History, Philosophy and Ethics of Medicine, Ulm 
University, Ulm, Germany

Abstract
Background In the last decades all health systems have experienced a lack of resources. Against this background, 
the idea of   applying personal responsibility of the patient as a criterion for allocation of resources (PRCAR) is gaining 
increasing attention. Bulgarian healthcare reform has been marked by the implementation of many new strategies, 
that grounded our scientific interest towards investigating PRCAR in Bulgarian public health law and social legislation.

Methods Through a search of national legal databases 7 documents were selected and subjected to content 
analysis.

Results Prospective responsibility was found in two and retrospective responsibility - in three documents, two of 
which imposed explicit penalties on the patient. Two documents did not distinguish between the types of patient 
responsibility. PRCAR was found to be controversial through the prism of the social justice principle. The discussion 
was conducted through the perspectives of evidence translation of research to law, particularities of social cohesion 
in Bulgaria, and the interpretation of principles of public health ethics.

Conclusion Although PRCAR was traceable in Bulgarian legislation, no supporting arguments for its introduction 
were deduced. The applicability of PRCAR should be further studied and wider public debate should be initiated.

Key points
• In the context of insufficient healthcare resources experienced by all healthcare systems, the idea of   applying the  

personal responsibility of the patient as a criterion for the allocation of resources (PRCAR) is appealing.
• If striving for a common European vision on PRCAR, then each European country’s view on the subject would be 

of key importance, and studies in this direction are necessary.
• Our manuscript offers an in-depth expert analysis of the presence of PRCAR in public health law and 
social regulation in Bulgaria, which is one of the more recent EU member states but experiences the same 
developmental trends as other European healthcare systems.

• As PRCAR is still an under-researched concept, our results will be of particular interest to other public health 
researchers.
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Introduction
In the second half of the 20th century all healthcare sys-
tems began to experience a lack of resources against the 
background of a continuous increase in the consump-
tion of healthcare. Resource allocation has become not 
only an important healthcare management problem but 
also a priority topic in the field of public health ethics. In 
the context of the concept of health promotion, which 
has developed intensively since the 80s of the 20th cen-
tury, the idea of   applying the personal responsibility of 
the patient as a criterion for the allocation of resources 
(PRCAR) in health care is gaining more and more 
supporters.

Two concepts of personal responsibility have been dif-
ferentiated. Much of the bioethics literature has been 
focused on retrospective responsibility, i.e. whether peo-
ple should receive lower priority access to health care if 
they are responsible for their illness. The prospective 
responsibility has gained more attention just recently. It 
is focused on preventive, responsible behaviour to avoid 
future negative consequences for the health of the indi-
vidual, third parties, and society as a whole [1]. Within 
this concept, new variations have arisen that spark ethi-
cal debates. Such is Feiring’s model [2] according to 
which an individual who has causally contributed to their 
condition should be given equal priority only at the first 
instance of medical need but further needs to commit to 
a lifestyle contract, i.e. engagement with certain health 
behavioural changes. Disagreement or non-compliance 
with the lifestyle contract would result in a lower prior-
ity of access to public health care. Feng-Gu proposed a 
modified Feiring model [3] which places more emphasis 
on the nature of the lifestyle change attempt rather than 
on the result.

Against the background of the still ongoing debate on 
retrospective versus prospective responsibility in health 
policies for resource allocation [4], the first examples of 
lifestyle-dependent access to health care already exist [5]. 
One in three clinical commissioning groups in England 
refuse or delay elective operations on patients such as hip 
and knee replacements until patients stop smoking or 
lose weight. This applies to non-urgent elective surgical 
procedures [6], with various exclusion criteria [7].

In Germany, the 2007 legislative reform took a step 
toward greater consideration of personal responsibility 
with the introduction of additional patients’ contribu-
tions in non-medically indicated procedures, incentives 
for participation in preventive measures, and chroni-
cally ill patients’ compliance [8]. In general, however, 
the health insurance law in Germany has so far refrained 
from assigning central importance to the idea of personal 
responsibility.

To date, large-scale surveys of the medical communi-
ty’s or general public’s opinion on PRCAR have not been 

conducted. However, the results of several small national 
studies are similar. 65.4% of participants in a British sur-
vey [3] supported limited access to health care in cases 
of repeated breaches of the lifestyle contract. A large-
scale survey by Everett et al. [4] among 428 medical pro-
fessionals in Great Britain and 1141 doctors in Norway 
showed no definite preponderance of opinion, except the 
support (57.98% and 67.43%, respectively) for additional 
payments on patients responsible for their illness. This 
was supported by only 11% of Swedish doctors [9], but 
83.9% supported smoking cessation as a required lifestyle 
change before hip replacement in a consequent study 
[10]. Traina [11] found controversial opinions among 
Norwegian clinicians about the introduction of a formal 
prioritisation criterion based on individual responsibility.

Since 1990, Bulgaria has undergone a period of pro-
found healthcare reform to improve the effectiveness of 
the healthcare system. The reform has affected in parallel 
the structure of the healthcare system with the introduc-
tion of new types of healthcare institutions and the type 
of financing from a state monopoly system to a social 
health insurance model. Corresponding healthcare legis-
lation was adopted and many modern approaches to dis-
ease prevention and health promotion were introduced 
[12]. Within the first priority area of the National health 
strategy 2021–2030 is health promotion [13]. Its imple-
mentation opens opportunities for new approaches. All 
of this has grounded our scientific interest towards inves-
tigating the novel concept of personal responsibility in 
Bulgarian public health law and social legislation.

Methods
Our research question is: whether the concept of per-
sonal responsibility is present in Bulgarian public health 
law and social legislation.

The search for relevant documents was done in two 
phases. First, legal documents were derived from the Bul-
garian national legal portal: Lex.bg. These included the 
three main laws regulating the Bulgarian healthcare sys-
tem, i.e. Bulgarian Health Act, the Law on Health Insur-
ance, the Law on Health Institutions, and the main law 
on social security, i.e. Social Security Code. The Code 
of Professional Ethics of Physicians in Bulgaria was also 
in the first line of selected documents. Legal documents 
of the lower hierarchy, that were referred to in the main 
laws, were also subjected to keywords-driven search. The 
core set of key words included: “responsibility”, “personal 
responsibility”, and “patient’s responsibility”. We searched 
for these keywords in the texts of the documents. Sec-
ond, we searched national health strategies. The respec-
tive keywords searched in the titles and within the texts 
included: “health strategy”, “smoking”, and “obesity”.

The study presents documentary research based on 
national legal documents and strategies. Only documents 
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that are currently in force were included. Documents 
that did not contain provisions on personal responsibility 
for health were excluded. Altogether 7 documents were 
selected and subjected to content analysis. The content of 
the documents was analysed manually and systematically 
categorised based on the following criteria: issuing insti-
tution, a corresponding type of personal responsibility, 
and the resulting penalty on the patient. National socio-
logical studies and official institutional reports were also 
reviewed.

Results
We have identified 7 documents that contain texts rel-
evant to the research question (Table 1).

Main laws
In the order of hierarchy, we started with the Bulgarian 
Health Act. In the background of the constitutionally 
guaranteed right to health care, no explicit texts referred 
to the concept of personal responsibility. However, per-
sonal responsibility of the prospective type was implied 
in Art.94, stating the duty of the patient to take care of 
his own health, among other patient’s duties [14].

Next, direct personal retrospective responsibility was 
implied in the Law on Health Insurance, Art. 111, where 
persons who have damaged their own health or have 
damaged the health of others in a state of alcoholic intox-
ication or drug abuse, must reimburse the healthcare 
costs to the National Health Insurance Fund. For the due 
amount of money, the Regional Health Insurance Fund 
may request the issuance of an order for immediate exe-
cution in accordance with Art. 418 of the Civil Procedure 
Code [15]. Thus, the resulting penalty for the patient is 
imminent and explicit.

Clearly defined retrospective personal responsibility 
was found in the Social Security Code, Art. 46, according 
to which monetary compensation for temporary inca-
pacity is not paid to insured persons who intentionally 
damage their health to receive leave or compensation, 
violate the regime determined by the health authorities, 
have become unable to work due to the use of alcohol or 
narcotic agent, have become unable to work due to hoo-
liganism and other anti-social behaviour, or have become 
unable to work due to non-compliance with the rules for 
safe work [16]. The negative consequences on the patient 
are explicit.

Other studied documents
Of particular interest for our study was the Code of Pro-
fessional Ethics of Physicians in Bulgaria as a document 
that provides the basis for professional norms of conduct. 
A broader interpretation of Art.12 of the Code corre-
lated with the idea of prospective responsibility. Appar-
ently, the physician has the right to refuse medical care 
on the grounds of lack of trust except in emergencies 
[17]. Patient’s non-compliance with prescriptions, on 
the other side, is a cornerstone reason for distrust in the 
therapeutic relation and it was among the key criteria for 
imposing prospective responsibility in the referred stud-
ies in Norway and the United Kingdom [4].

Of the reviewed ordinances, we have found an implicit 
criterion of the patient’s responsibility in the liver trans-
plant algorithm of the Recipient Selection Ordinance. 
Art. 2 stipulates: “The purpose of this regulation is to 
ensure equal access of citizens to transplantation based 
entirely on medical selection criteria”. However, the 
described procedure of recipients’ assessment, includes 
accumulation of points. The detailed instructions distrib-
ute the points as follows: “need for urgent retransplan-
tation (failure of the transplanted liver in the first week 
after transplantation) = 30 points; fulminant liver failure 
in the absence of previous liver disease = 20 points; other 
reason = 0 pts.” [18]. Therefore, if the patient needs liver 
transplantation due to alcoholic cirrhosis, he would not 
gain any points, which dooms him to remain at the end of 
the waiting list.

Table 1 Outline of the national documents included in the 
analysis
Document Issuing 

institution
Type of personal 
responsibility

Result-
ing 
penalty

Bulgarian Health Act Bulgarian 
Parliament

Prospective 
responsibility

Implicit

Law on Health Insurance Bulgarian 
Parliament

Retrospective 
responsibility

Explicit

Social Security Code Bulgarian 
Parliament

Retrospective 
responsibility

Explicit

Code of professional ethics 
of physicians in Bulgaria

Minister of 
Health after 
adoption of 
Bulgar-
ian Medical 
Association

Prospective 
responsibility

Implicit

Regulation no. 17 of May 
27, 2004 on the conditions 
and procedure for inclu-
sion of persons in need of 
organ transplantation in 
the official register of the 
executive agency “Medical 
supervision” and for the 
selection of a specific re-
cipient of an organ, tissue 
or cells

Minister of 
Health

Retrospective 
responsibility

Implicit

National Health Strategy 
2021–2030

Bulgarian 
Parliament

Not distinguished No

Recommendations for 
good clinical practice in 
obesity

Minister of 
Health

Not distinguished No
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Lastly, we have looked into the national health strate-
gies targeting smoking and obesity, the two criteria that 
have been already applied in some international prioriti-
sation policies [5].

The Bulgarian National Health Strategy 2021–2030 is 
an official document adopted by the Parliament and the 
activities in line with it are funded by the state budget. 
Smoking is targeted in Priority 1: Public health - strength-
ening the capacity of public health; Health promotion 
and disease prevention [13]. A variety of health promo-
tion activities are envisaged to increase public awareness 
of the effects of the risk factors, but no notion of personal 
responsibility could be traced in the document. The sus-
ceptible groups were guaranteed equal access to services 
and activities related to health promotion and reduction 
of risk factors.

Similarly, in the “Recommendations for good clinical 
practice in obesity” [19] different approaches to achieve 
behavioural change and reduction of Body-Mass-Index 
are described. However, it is done more in the form of 
instructions to physicians and general recommendations. 
Thus, they miss the active involvement of the patient and 
any implication for the patient’s responsibility. They are 
also in no way related to limited access to further health 
care.

Discussion
Regardless of the high hopes placed on the concept of 
health promotion to save healthcare resources, the health 
systems kept being overwhelmed by unmet patient needs 
and growing expenses [20] which in turn necessitated the 
search for new strategies and partnerships. The latter pre-
sumes a change in the role of the patients from consum-
ers of health services to well-informed individuals who 
are enabled to make responsible decisions for their health 
in the context of favourable conditions provided by the 
states and communities. In such a scenario it seems justi-
fied to hold patients responsible for their lifestyle choices 
and related health status. However, this contradicts the 
social justice principle, that has been long proclaimed in 
contemporary medicine and medical ethics. The Decla-
ration of the World Medical Association (WMA) on the 
rights of patients states that any choice between patients 
for treatment should be based on medical criteria only 
[21]. Thus, a choice based on patients’ lifestyle is pre-
cluded because it cannot be considered a “medical crite-
rion” and would easily qualify as discrimination.

PRCAR in the studied documents
Despite this controversial ethical background, the con-
cept of patient responsibility is traceable in Bulgar-
ian health and social legislation. While in the Bulgarian 
Health Act and the Code of Professional Ethics of Physi-
cians in Bulgaria it is very subtle and leaves much room 

for interpretation, the other laws are more specific and 
bind the concept with concrete negative consequences 
for the patient. Still, these do not go so far as to be asso-
ciated with the notion of the lifestyle contract. The pro-
visions in the Law on Health Insurance and the Social 
Security Code seem to be driven more out of concern to 
prevent abuse of public funds than out of health promo-
tive goals. From a consequential point of view, however, 
they reach the same effect, namely to warn people against 
intentional damage to their health. There is no room for 
deeper interpretations and it certainly does not extend 
to the notion of the lifestyle contract and does not dis-
tinguish prospective and retrospective types of personal 
responsibility.

One of the most controversial positions that we found 
is the one in the Code of Professional Ethics of Physicians 
in Bulgaria, as it goes against the traditional uncondi-
tional dedication of the physician to the patient. How-
ever, in line with the growing importance of respecting 
the autonomy of both parties entering into a therapeutic 
relationship, it is understandable to also encounter provi-
sions for respecting the physician’s autonomy, as long as 
they are balanced with the right of the patient to medical 
care. In our case, this is achieved in Art.24 through the 
unconditional duty to provide emergency care and the 
duty to refer the patient to another colleague in the event 
of the physician’s withdrawal [17].

As for the algorithm for the choice of recipient of a 
liver transplant, it does raise ethical concerns. On the 
one hand, personal responsibility is only implicit and 
there is no clear mention of a deleterious lifestyle. Thus, 
it could be argued that this is just an overly broad inter-
pretation on our part. On the other hand, alcoholics will 
inevitably be non-prioritised according to the scoring 
procedure described. Moreover, none of the other algo-
rithms in the same ordinance, i.e. for kidney, heart, and 
lung transplantation, contain a similar point system. We 
then have at hand an objective conclusion of imposed 
personal responsibility that contradicts the ethical guide-
lines in place. The WMA Statement on organ and tis-
sue donation clearly proclaims that the choice between 
recipients should be based on “severity and urgency 
of medical need, length of time on the waiting list and 
medical probability of success”. Social status, lifestyle, and 
behaviour should not be used as allocation criteria [22]. 
On the other hand, the generally deteriorated health sta-
tus of these patients already puts them towards the end 
of the waiting list because of the “low medical probabil-
ity of success”. Thus, we can argue that some “objective” 
criteria for resource allocation are already distorted and 
discriminatory because of the interaction of different life-
style factors.
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Introduction of new legal regulation
Law is often used as a tool of intervention. However, the 
successful development and implementation of the law 
depends on a well-cultivated partnership with all stake-
holders [23]. Such partnership extends to all activities 
accompanying the establishment of the law: (1) research 
on most strategically relevant public health questions 
[24]; (2) development of model laws based on the best 
available science [25]; (3) complex community educa-
tion and advocacy campaigns; and (4) monitoring public 
health outcomes [23]. Thus, it is critical to first conduct 
research on important public health issues, then the 
translation of this research experience into effective leg-
islation, and lastly, monitoring and evaluation of legisla-
tion’s impact. From this perspective, we can question 
the evidence on which the laws, adopting PRCAR, step. 
At least for the Bulgarian national context such research 
data are absent. As for the international context, we have 
shown that the available research is rather narrow, small-
scale, and nationally focused, which makes the data not 
representative. The successful implementation of pub-
lic health laws and the attainment of their goals require 
active collaboration on the side of the targeted commu-
nities. These should be reached through health educa-
tion strategies and advocacy campaigns. In the Bulgarian 
context, though, such campaigns have not taken place, 
which additionally undermines the public support of the 
concept of patient responsibility. It is even more valid for 
Bulgarian society, in which social cohesion is estimated to 
be low [26]. Social cohesion is “the property by which the 
whole society, and individuals within, are bound together 
through the action of specific attitudes, behaviours, rules, 
and institutions, which rely on consensus rather than 
pure coercion” [27]. Among the key measurable features 
of social cohesion is the level of trust [28] which has 
been assessed as low in Bulgarian society [29]. Societies 
with higher levels of social cohesion have been shown to 
be generally healthier [30]. One striking example of the 
effect of reduced social cohesion in Bulgaria was revealed 
during the COVID-19 pandemic, where Bulgaria reg-
istered the lowest rates of uptake of at least one dose 
of vaccine among the EU member states, namely 30.5% 
versus 82.1% in Ireland and 77.9% in Germany [31]. All 
of this happened in the background of mistrust in the 
offered prevention measures. The interests of public 
health and the safety of other members of society took a 
back seat. These lessons from history, together with the 
consideration of national particularities, must be consid-
ered when introducing new public health policies.

About the monitoring of public health outcomes, we 
looked at the official reports of impact assessment of the 
investigated legal documents. Impact assessment is a for-
mal mechanism that systematically examines and ana-
lyzes the impact is of planned and implemented public 

policies according to a strictly defined algorithm [32]. As 
for the available impact assessments of the documents 
that we studied, we found that they do not include any 
special consideration of the texts related to the individual 
responsibility of patients.

Principles of public health ethics applied
Further, we have examined the Bulgarian case of the legal 
implementation of PRCAR through the prism of the prin-
ciples of public health ethics, namely the principles of 
imposing harm on the separate individual for the benefit 
of the society (harm principle); effectiveness; proportion-
ality; necessity; least infringement; public justification; 
and reciprocity [33, 34].

The application of the harm principle would lead to 
individual patients being denied access to certain health-
care measures based on their responsibility for their 
health status. This would be justifiable as long as there 
is a clear benefit for the society. Such is presumed with 
the saved resources from the particular patient and their 
redistribution to the other patients in need. However, 
such an effect would have an impact only if it is applied 
on a large scale with an accumulation of significant sav-
ings. Otherwise, it will play a more educational role in 
society than being a real tool for accumulating resources.

The conditions of the effectiveness principle would not 
be met because of the lack of real representative large-
scale data in support of the positive effects of the PRCAR.

The proportionality principle would require clear data 
on the lump sum of benefits so as to assess whether the 
risk-benefit ratio of the new policy is favourable. How-
ever, such data are currently not available in the Bulgar-
ian context.

The necessity principle states that the proposed inter-
vention should produce an outcome that cannot be 
achieved by another intervention that does not cre-
ate such moral infringement. Healthcare reform is still 
ongoing in Bulgaria, with mixed results. The issue of 
scarce healthcare resources is undoubtedly a hot issue 
in the public health agenda, but jumping at the concept 
of patient responsibility before being able to safeguard 
equal access to health care and real health insurance 
coverage is rather extreme. Instead of freeing up more 
healthcare resources such an approach might exacerbate 
health inequalities since the population groups that are 
most likely to fall under the scope of the personal respon-
sibility, are those that generally have lower health literacy 
and are of lower social class [35].

The least infringement principle would require that 
we first try other milder approaches to motivate people 
towards healthier lifestyle rather than cutting their access 
to healthcare procedures in case of unhealthy lifestyle.
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The transparency principle requires justification of the 
new policy in public debate and as discussed above, such 
public debate is absent in Bulgaria for now.

The most difficult interpretation in our study would 
be the principle of reciprocity. In general, it means the 
obligation of society to mitigate the burdens imposed by 
public health regulations and actions by supporting an 
individual who is complying with public health mandates. 
How can society support an individual who is deprived 
of access to healthcare procedures based on his or her 
individual responsibility? This could mean the transfer of 
care from the health system to the social system. But is 
this really a resource-saving strategy?

Limitations
The limitations of our study are related to the specificity 
and novelty of the investigated concept. We have covered 
the main documents regulating the Bulgarian healthcare 
system but we do not claim to have been able to encom-
pass the multitude of existing legal documents of lower 
hierarchy. Also, our normative research could not be 
extended to the real healthcare practice, as this requires 
empirical research instruments.

Conclusions
Although in a less categorical form and not directly 
related to access to specific planned treatments, PRCAR 
is embodied in the Bulgarian legislation. However, 
we couldn’t find enough supporting arguments either 
through the science of evidence translation from research 
to law or through the principles of public health eth-
ics. There is no research supporting the introduction 
of PRCAR or proving its effectiveness to date. Thus, it 
is necessary to accumulate data on the applicability of 
these norms. Especially useful in this regard could be 
mixed method studies to combine quantitative data on 
a national scale with qualitative studies on the views 
of patients, users of social services, healthcare profes-
sionals, and the general public. Last but not least, wider 
public debate should be initiated both in the direction of 
clarification of the concept of PRCAR and the arguments 
for its eventual implementation in healthcare delivery.
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