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Background: In August 2023, Poland enacted the Act on Certain Medical 
Professions, introducing binding legal requirements for 15 previously unregulated 
health professions. The Act mandates continuous professional development 
(CPD) and registration in the Central Register of Persons Authorized to Practice 
a Medical Profession. Its primary aim is to enhance legal accountability, 
standardize qualifications, and improve healthcare quality and safety.
Objective: The aim of this article is to provide a comprehensive assessment 
of the 2023 Act on Certain Medical Professions, including an analysis of the 
effectiveness of its legal provisions in strengthening professional accountability 
and patient safety, as well as an evaluation of its potential economic implications 
for the healthcare system.
Methods: Employing a normative-descriptive approach, the study conducts 
a legal and policy analysis and includes a comparative overview of similar 
regulatory models in selected EU countries.
Results: The Act formalizes these professions and introduces significant legal 
and organizational duties. While it may result in short-term costs—such as those 
related to ICT systems, registration, and CPD—it offers long-term benefits through 
improved care quality, reduced medical errors, and enhanced patient trust.
Conclusion: The Act marks a major reform in Polish healthcare regulation. 
Despite higher compliance demands, it strengthens professional standards and 
system efficiency. Future empirical studies should examine its long-term impact.
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Highlights

	•	 What is already known about the topic? Across the EU, medical professions are governed 
by national legal frameworks regulating access, qualifications, and professional 
obligations. Countries such as Latvia, Lithuania, and the Czech  Republic have 
implemented laws covering certification, registration, and continuing professional 
development (CPD), typically aligned with Directive 2005/36/EC on the recognition of 
professional qualifications.
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	•	 This article provides the first comprehensive legal and economic 
analysis of the Polish Act of 17 August 2023 on Certain Medical 
Professions. The Act introduces two key statutory obligations—
mandatory registration in a central public register and compulsory 
CPD—for fifteen previously under-regulated health professions.

	•	 What does this study add to the literature? The article combines 
doctrinal legal analysis with health policy and economic 
perspectives, offering an interdisciplinary assessment of the new 
law’s implications. It contributes to the literature by highlighting 
how formal legal regulation supports professional accountability, 
enhances transparency, and enables quality control in 
healthcare delivery.

	•	 What are the policy implications? While implementation may 
entail short-term costs related to compliance, administration, 
and training, the long-term benefits include improved systemic 
efficiency, reduced medical errors, and stronger public trust. The 
new regulatory framework also creates conditions for more 
equitable healthcare financing and better labor market 
integration. The study has broader relevance for policymakers in 
high-income countries regulating emerging health professions.

1 Background

The Act of 17 August 2023 on Certain Medical Professions 
(ACMP) (1), in force since 26 March 2024, introduced key regulatory 
changes to the Polish healthcare system. It defines fundamental 
standards for the practice of 15 specified medical professions, 
establishing both rights and obligations for practitioners and 
significantly broadening their legal liability.

The primary objective of this article is to provide a comprehensive 
assessment of the 2023 Polish Act on Certain Medical Professions, 
combining two complementary perspectives:

	(1)	 a legal analysis of the effectiveness of its regulatory instruments 
in strengthening professional accountability, improving the 
quality of care, and ensuring patient safety, and

	(2)	 an economic evaluation of the anticipated impacts on the 
healthcare system, labor market, and public expenditure.

The central research question is therefore: How does the Act 
balance legal-regulatory effectiveness with its economic consequences for 
the Polish healthcare system? Specific research issues include: standards 
of professional conduct necessary to avoid liability; obligations to 
inform patients of their rights; conditions for refusing service 
provision; supervision requirements for returning practitioners; and 
the legal nature of the Central Register of Persons Authorized to 
Practice a Medical Profession.

A major challenge in analyzing the Act lies in its linguistic 
imprecision and the need to adopt certain interpretative assumptions 
a priori, which must nonetheless be treated as legally binding.

Economically, a crucial issue is the effect of statutory rights and 
duties on healthcare system performance. The Act regulates 15 
professions: dental assistant, electroradiologist, dental hygienist, 
addiction therapy instructor, medical caregiver, optometrist, 
orthoptist, podiatrist, prophylaxis specialist, hearing aid technician, 
pharmaceutical technician, massage therapist, orthopedic technician, 
medical sterilization technician, and occupational therapist.

A notable gap concerns dietitians, who are covered only when 
providing services financed from public funds under Article 5(35) of 
the Act on Healthcare Services Financed from Public Funds (2). As a 
result, identical professional activities performed in private practice 
fall outside the Act’s scope, creating regulatory asymmetry. This 
inconsistency may cause unequal market conditions and complicate 
public spending oversight. It also means that professionals doing the 
same work may face different legal obligations simply because of how 
their services are financed.

Comparative analysis shows that similar regulatory models exist 
in EU member states. In Latvia, medical professions are governed by 
the Law on Medical Treatment (3); Lithuania regulates them under the 
Law on the Recognition of Regulated Professional Qualifications (4); 
while the Czech Republic employs a mixed model via Act No. 48/1997 
Coll. and supplementary acts (5–7). Despite national differences, these 
frameworks are underpinned by EU Directive 2005/36/EC on the 
recognition of professional qualifications (8). Further comparative 
evidence can be drawn from other OECD countries. For instance, in 
the UK, the introduction of mandatory medical revalidation has 
formalized appraisal systems and significantly enhanced the 
monitoring of professional practice, though comprehensive outcome 
metrics are still being evaluated (GMC, UMbRELLA report) (9, 10). 
In Sweden, recent labor market reforms include substantial publicly 
funded CPD and retraining—estimated at around SEK 11 billion 
annually—aimed at strengthening workforce skills and adaptability 
(11). Additional OECD evidence supports this trend. For example, 
Denmark’s 2018 Health Personnel Act introduced mandatory digital 
registration and continuous education programs, initially costing 
around EUR 25 million but resulting in measurable reductions in 
administrative errors and workforce attrition (12, 13). Similarly, in the 
Netherlands, national re-certification for allied health professions has 
led to long-term savings through improved quality control and 
integration with electronic health systems (14).

Thus, the Polish Act of 2023 aligns with broader European trends 
toward standardizing and formalizing medical professions within a 
unified regulatory structure.

This study uses a qualitative, normative-descriptive approach 
based on legal and policy analysis of the 2023 Act. It combines 
doctrinal methods, focused on statutory provisions, legal doctrine, 
and case law, with a policy-oriented perspective examining the Act’s 
economic and organizational implications for the healthcare system. 
The normative-descriptive approach was applied in three steps. First, 
sources were selected based on their legal relevance (statutory acts, 
parliamentary records, case law), credibility (peer-reviewed 
commentaries, official reports), and timeliness (2010–2024). Second, 
where possible, comparative references to other countries were 
incorporated. Third, the findings were synthesized thematically, 
combining doctrinal interpretation with an assessment of systemic 
and economic implications.

The data sources used in this study are secondary and publicly 
available. These include national legislation, European Union 
directives, parliamentary documentation, and legal commentaries. 
The research is retrospective and cross-sectional in nature. 
Comparative elements are also included.

From an economic perspective, the implementation of the Act 
involves both short-term expenditures and potential long-term 
savings. The preliminary cost estimates presented in this article were 
derived from publicly available data, including parliamentary 
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budget documents, official statements of the Ministry of Health, and 
comparative OECD and Eurostat indicators (15–21). These 
estimates should therefore be  interpreted as indicative rather 
than definitive.

For analytical purposes, costs were categorized into three 
groups: (1) infrastructure and ICT expenditures (including system 
development, cybersecurity, and interoperability); (2) recurrent 
training and CPD costs; and (3) administrative and staffing 
expenses related to registration and monitoring. The projections 
assume initial investment costs of approximately PLN 40–60 million 
for ICT infrastructure, with annual maintenance of PLN 
4–6 million, and CPD-related costs of PLN 50–150 million per year 
(16–18).

When assessed over a medium-term horizon of five to 10 years, 
these costs may be offset by efficiency gains arising from reduced 
hospital readmissions, improved professional competence, and lower 
rates of medical error. Simulation models based on OECD and 
Eurostat data suggest that a 2.5–5% reduction in avoidable 
readmissions could generate annual savings of PLN 70–200 million in 
public healthcare expenditure (15, 19–21). Consequently, the reform 
may prove fiscally neutral—or even cost-saving—within a decade of 
full implementation.

The economic implications also extend to the private healthcare 
sector. While private providers are expected to bear part of the 
compliance and training costs, they may benefit from improved 
service quality, reduced malpractice risks, and greater patient trust. 
The combined effect of these factors is likely to enhance overall market 
transparency and stimulate fair competition between public and 
private healthcare entities.

2 Formal and legal requirements for 
practicing a medical profession under 
the ACMP

Article 2(1) of the ACMP (22) sets out the formal and legal 
prerequisites for practicing one of the 15 regulated medical 
professions. These include: full legal capacity to act; no final conviction 
for intentional offenses prosecuted by public indictment or for fiscal 
crimes; full public rights; and proficiency in Polish, confirmed by a 
formal statement or acquired through Polish-language education or 
training. Additionally, practitioners must possess relevant education 
or qualifications specified in the Annex to the Act or recognized 
through EU or international agreements, and must be registered in the 
Central Register of Persons Authorized to Practice a 
Medical Profession.

The requirement of full legal capacity, common to other medical 
professions such as physicians and nurses, also applies to roles like 
health prevention specialists and occupational therapists. As 
Włodarczyk notes, legal regulation requires identifying who has the 
passive and active legal capacity to enter and perform in legal 
relationships (23). Loss of such capacity—e.g., through incapacitation 
caused by mental illness or addiction—results in automatic 
disqualification from professional practice.

The Act also requires a clean criminal record and enjoyment of 
public rights, aligning with standards for paramedics under Article 
2(6) of the 2022 Act on the Profession of the Paramedic (24). However, 
paramedics must additionally demonstrate that their prior conduct 

guarantees ethical performance—stricter than the requirements for 
physicians and nurses, who must prove relevant education, capacity 
to act, ethical standing, and health condition (25, 26). This raises 
concerns about the proportionality of imposing such rigorous criteria 
on non-autonomous roles like occupational therapists, while ethical 
conduct is not listed among formal prerequisites for any of the 15 
professions under ACMP.

Although ethical breaches entail professional liability, the absence 
of ethical standards at the entry stage is problematic. It remains 
unclear whether this is a legislative omission or an intentional choice. 
De lege ferenda, the ACMP should be amended to ensure ethical 
conduct is a prerequisite for these professions, in line with patient 
safety considerations.

Economically, registration in the Central Register affects 
healthcare quality and the cost-efficiency of labor market access. 
While delays in registration may defer employment and reduce early-
career income, the cost (100 PLN) and processing time (up to 
3 months) are relatively low and unlikely to deter candidates. At the 
macroeconomic level, however, the creation and operation of the 
Central Register entails substantial costs. Development of the ICT 
platform and ensuring cybersecurity are estimated at 40–60 million 
PLN, with recurring annual expenses of 4–6 million PLN (17). These 
expenditures reflect the need for interoperability, digital security, and 
system upgrades.

3 Professional practice with due 
diligence, in accordance with current 
medical knowledge and skills

Each person practicing a medical profession is obligated to 
perform their duties with due diligence, in accordance with current 
medical knowledge and the skills necessary for their profession, while 
respecting patients’ rights and ensuring their safety (27, 28) (Art. 15 
of the ACMP). To discuss this requirement further, it is essential to 
clarify the concept of due diligence. As R. Kędziora explains, this 
criterion is objective and abstract (29). In practice, it involves 
identifying a socially accepted model of optimal conduct under 
specific circumstances and comparing the practitioner’s actions to that 
standard (30). Liability may arise not only from a departure from this 
model but also from a failure to foresee the likely consequences of 
such behavior (31).

Economically, failure to meet the due diligence standard leads to 
increased system costs. Medical errors—often linked to a lack of 
diligence—generate expenses from complications, extended 
hospitalizations, and litigation (32). In the U. S., such errors cost the 
system an estimated USD 20 billion annually (33). In Poland, 
compensation claims range from PLN 10,000 to over PLN 1 million 
(EUR 2,361 – EUR 236,183) (34).

To mitigate these risks, profession-specific conduct models are 
developed—such as the “good doctor” or “good nurse.” Analogous 
models should guide other medical professionals like prevention 
specialists, dietitians, occupational therapists. These models help 
assess both competencies and obligations, especially regarding the 
foreseeability of consequences resulting from negligence. Establishing 
such standards enables uniformity in fulfilling the requirement to act 
with due diligence and apply current medical knowledge, thereby 
ensuring patient safety and quality of care (35).
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The introduction of evidence-based practice (EBP) reinforces these 
standards. EBP not only improves treatment outcomes but also 
enhances cost-efficiency by limiting unnecessary procedures and 
hospitalizations (36). Thus, embedding EBP into the professional 
responsibilities of healthcare practitioners reflects both legal and 
economic imperatives.

A separate but related obligation imposed by Article 15 of the Act 
is the provision of services aligned with current medical knowledge. 
As A. Fiutak notes, this concept goes beyond codified scientific 
knowledge and includes praxis—practical experience that co-shapes 
the epistemic base of medical science (37). The requirement implies a 
duty to engage in methodologically aware, falsifiable, and verifiable 
practice (38). While “current medical knowledge” is globally objective, 
its application must be context-sensitive, factoring in both the specific 
medical case and the practitioner’s qualifications. The patient’s right 
to treatment in line with such knowledge must be understood in this 
individualized context.

From an economic angle, adherence to current medical knowledge 
enhances cost-effectiveness in healthcare delivery (15, 39). For 
instance, type 2 diabetes patients treated according to American 
Diabetes Association (ADA) guidelines incur lower healthcare costs 
than those treated otherwise (40). Similarly, EBP in rehabilitation has 
been shown to improve care quality while addressing the financial 
pressures on the system (41). Avoiding ineffective methods reduces 
rehospitalization, a major driver of medical costs. Further, as Dizon 
et  al. argue, integrating EBP and quality standards into medical 
education improves health outcomes and supports cost monitoring 
per patient, thereby assisting in the prevention of avoidable 
readmissions (42).

These legal and economic rationales are not unique to the 15 
professions covered by the Act. They mirror provisions found in other 
statutes governing the practice of physicians. Article 4 of the Act on 
the Medical Profession outlines obligations to act in line with current 
medical knowledge, adhere to professional ethics, and exercise due 
diligence. However, it notably omits an explicit reference to the 
obligation to act within legal boundaries—despite Article 53 of the 
same Act imposing professional responsibility for legal violations. This 
omission seems intentional, as physicians, like all citizens, are 
presumed to comply with applicable law without such a reminder. Yet, 
explicitly citing legal violations as grounds for disciplinary action 
emphasizes their relevance within the framework of professional 
liability (43).

These same principles apply per  analogiam to the 15 medical 
professions specified in the ACMP. Although these roles may not carry 
the same level of institutional autonomy as physicians or nurses, the 
obligations toward diligence, evidence-based practice, and legal 
compliance are equally binding. Uniform expectations in legal 
responsibility and professional standards strengthen public trust and 
optimize the quality and efficiency of healthcare delivery.

4 Obligation to inform the patient of 
their rights and to comply with them

Pursuant to Article 16 of the ACMP, a person practicing a medical 
profession is obliged to comply with patients’ rights (44) and to inform 
patients of their rights in accordance with the Act of 6 November 2008 
on Patients’ Rights and the Patient Ombudsman (45). Every medical 

professional is thus under a dual obligation: to observe (46) and to 
inform patients of their rights (47). Fulfilling the duty of providing 
information is a prerequisite for the legality of any action taken by a 
healthcare professional (48, 49). Therefore, it is essential to provide the 
patient with information about their health condition and therapeutic 
plan, enabling them to participate consciously and actively in the 
treatment and care process (50). This duty includes communicating 
with the patient (51) in a manner that is clear, comprehensible (52, 53), 
and adapted to their intellectual capabilities, using words, terms, and 
names that are simple and understandable. One must bear in mind that 
a medical professional only fulfills their duty when the patient 
understands (54) the content of the message—not just hears it, as 
J. Jabłońska rightly emphasizes (55, 56). If the healthcare professional 
notices that the patient has not fully understood the information, they 
should repeat the explanation, address doubts, and clarify unclear 
points (57). It is essential that the patient clearly understands what the 
healthcare professional  – for example, a dietitian or occupational 
therapist – is communicating, as well as the nature of the proposed 
service. Such understanding enables the patient to make an informed 
decision by weighing benefits, drawbacks, and possible risks.

From an economic standpoint, the duty to inform and respect 
patients’ rights affects not only the quality of care but also reduces 
costs stemming from litigation, compensation claims, or 
communication errors. Research shows that improving 
communication between healthcare staff and patients leads to fewer 
legal disputes and, consequently, significant savings within the 
healthcare system (58–60).

However, the Act omits legal provisions regarding the duty of 
professional secrecy and exceptions to that duty (61). Although such 
provisions are contained in the Act on Patients’ Rights and the Patient 
Ombudsman, their omission from the present act is legally unjustified. 
This is because there is no obligation on the part of the patient to 
consult regulations found in other legal acts, which often leads to low 
levels of knowledge and awareness in this area.

The obligation to inform the patient (62) is directly connected 
with the issue of consent (63) to medical procedures (64). As 
K. Gibiński and J. J. Rybicka rightly note, “before the patient signs 
the consent form, a dialog between the doctor and patient (65) 
regarding the case must occur; a paternalistic monolog by the 
doctor is unacceptable.” (66). The Supreme Court has rightly 
stated that “a patient cannot be treated as an object of decisions 
made by others and cannot be deprived of the freedom to decide 
about their own health.” (67, 68). According to the Court, this 
does not mean that a doctor must inform the patient about all 
possible consequences of a procedure. The doctor is only required 
to provide the information necessary for the patient to give 
informed consent. This includes the type and purpose of the 
procedure, its positive and negative effects, and the likelihood 
of complications.

Informing the patient of all possible consequences could 
unnecessarily worsen their emotional state and lead to an unfounded 
refusal to undergo treatment. Therefore, doctors should not 
be required to inform patients about every potential complication, 
especially rare ones (69–76). The extent of the informational duty 
should be based on what a reasonable person in the patient’s situation 
objectively needs to know to make an informed and prudent decision 
(77). Hence, the content of the information should be tailored to the 
patient’s age, intellectual level, and mental state.
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5 Need for and right to refuse to 
perform a healthcare service

If there are justified doubts regarding the execution of an assigned 
healthcare service, a medical professional has the right to request 
justification from the issuer of the order and also the right to refuse to 
perform the service. Any refusal must be documented in the medical 
records, and the ordering party must be informed (Art. 17 of the Act).

It should be emphasized, prima facie, that a medical professional 
has a statutory right to refuse to provide a healthcare service. This 
means that in justified cases, they may normatively refrain from 
performing the service (78). However, two additional obligations 
are imposed on the medical professional (79): first, to inform the 
ordering party; second, to meticulously record the case in the 
medical documentation.

Economically, the right to refuse may serve to rationalize 
healthcare costs, especially in cases where a service is medically or 
ethically unjustified. Avoiding low-value or high-risk procedures 
reduces unnecessary expenses, limits legal risk, and improves resource 
allocation (80). Moreover, enforcing this right may reduce burnout 
among healthcare personnel, which has measurable economic 
consequences, such as absenteeism, staff turnover, and decreased 
productivity (81).

Such a refusal may be justified by invoking the conscience clause. 
In such a case, the medical professional may refuse to perform the 
service. However, like physicians, they are obligated to provide 
assistance when it is urgently needed. As K. Piech rightly notes, this 
does not apply to situations where the patient could safely receive 
assistance at another time (82, 118). Therefore, if immediate care is not 
required, the service may be provided at another facility or by another 
professional. This solution is valid both medically and legally.

6 Interruption in practicing a medical 
profession

Anyone who has not practiced a medical profession for more than 
5 years within the last 6 years, and intends to resume practice, is 
obliged to work under supervision for 6 months (Art. 19 of the Act). 
As D. Karkowska correctly points out in reference to nurses and 
midwives, “a serious flaw in current legal standards is that nurses 
cannot appeal decisions of regional nursing councils regarding the 
location, duration, or training program. These decisions are not made 
in the form of resolutions (a contrario Art. 40 of the Act on the 
Profession of Nurse and Midwife)” (83).

Moreover, the Supreme Court ruled on 30 January 2002 that “any 
refusal by a regional nursing council to assist in organizing retraining, 
and thus enabling the resumption of the nursing profession after a 
five-year break, may justify civil liability of council members under 
tort law.” (84). In its decision of 21 February 2007, the Supreme Court 
also held that retraining is not required if the nurse or midwife 
completed undergraduate or graduate studies in nursing or midwifery 
during the break (including both regular and supplementary 
programs) (85).

Although a regional council may refuse to assist in retraining, 
nurses and midwives who completed a degree during a break of more 
than 5 years may be exempted from this obligation. The Supreme 
Court’s legal interpretation in this matter is entirely justified and 

favorable to nurses and midwives. By analogy, this should also apply 
to the ACMP. Conversely, nurses and midwives who did not undertake 
education during the break must undergo retraining under the 
supervision of a specialist.

From an economic perspective, exempting those who pursued 
formal medical education during a break from retraining prevents 
unnecessary costs and helps reduce staffing shortages caused by delays 
in returning to practice (86, 87). Applying a maiori ad minus 
reasoning, if completing a higher education degree in nursing or 
midwifery exempts one from retraining, then completing at least one 
form of postgraduate medical education—such as a specialization, 
supplementary, specialist, or qualification course—should also 
justify exemption.

De lege ferenda, a similar legislative proposal should be made 
regarding the 15 medical professions defined in the ACMP, such that 
completing medical studies or postgraduate education during a 
career break would constitute a sine qua non condition for 
exemption from mandatory retraining. This proposal aligns with the 
principle of effective human resource management in healthcare 
(88, 89).

7 The legal nature of the CRPAPMP

A major reform introduced by the ACMP is the creation of the 
Central Register of Persons Authorized to Practice a Medical 
Profession (CRPAPMP). This public register allows verification of 
qualifications for professionals in 15 regulated medical professions 
and enhances transparency for patients and healthcare providers. 
Unlike registers for doctors or nurses, the CRPAPMP is not 
maintained by a professional self-government, as no chambers have 
been established for these professions. Consequently, registration does 
not entail automatic membership in any self-governing body, which 
removes institutional constraints on professional activity.

The register serves both patients and healthcare institutions, 
ensuring that only qualified individuals provide services. It qualifies 
as a public register under Article 3(5) of the Act on the 
Computerization of Activities of Entities Performing Public Tasks and 
is maintained by the Minister of Health. Registration is conducted 
electronically and requires submission of an application, correction of 
any formal deficiencies within 21 days. Once verified, the applicant 
receives an individual registration number (Articles 3–12 of the 
Act) (90).

By 26 September 2024, all practitioners must be  registered. 
Non-compliance beyond 25 March 2025 may result in a fine of up to 
PLN 5,000 or restriction of liberty, thus ensuring enforcement of 
the obligation.

8 The right and obligation of 
continuing professional development 
(CPD)

The Act also introduces a dual obligation and right to undertake 
continuing professional development (CPD) (Article 20). CPD 
includes both structured education and self-directed learning aimed 
at updating knowledge and skills. This requirement aligns with the 
principle that “medicine evolves rapidly” and maintaining current 
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knowledge is crucial to ensure effective and safe patient care (91). 
From a financial perspective, CPD constitutes one of the largest 
recurrent costs introduced by the Act. Accredited training averages 
1,000–3,000 PLN per professional per year (18). With approximately 
50,000 practitioners covered, this translates into 50–150 million PLN 
annually. Costs are shared between healthcare institutions, employers, 
and in part may be co-financed by EU structural funds (16).

CPD obligations, derived also from Article 18 of the Act on the 
Professions of Physicians and Dentists, are legal duties as well as 
ethical imperatives. They aim to maintain high standards of 
professional conduct. The Act obliges public authorities and employers 
to support this process (92).

CPD encompasses two key categories: (1) advanced training 
courses whose curricula are developed by the Center of Postgraduate 
Medical Education, and (2) individual self-education.

9 Formal postgraduate education 
opportunities

Medical professionals may also participate in postgraduate 
education through specialist training (under the Act of 24 February 
2017) or qualification courses (Article 22). The latter are intended to 
equip experienced professionals—those with at least 3 years in the 
field—with skills for specific tasks (Article 23).

Economically, CPD is an investment in human capital, consistent 
with the theories of T. W. Schultz and G. S. Becker (93). It increases 
the productivity and employability of healthcare professionals and 
improves the quality of services provided (16). A failure to update 
knowledge results in opportunity costs, greater risk of medical error, 
higher treatment costs, and legal exposure for employers (94).

Higher qualifications are also correlated with increased earnings 
and professional mobility (95). For healthcare institutions, CPD 
reduces staff turnover and recruitment costs (96, 97).

The term “professional development” under Article 61(1) 
of the Act on the Professions of Physicians and Dentists includes 
all forms of post-licensure education except postgraduate 
internships (98, 99). However, this exclusion is debated. 
Encyclopedically, professional development is the pursuit of 
excellence and better socio-economic positioning through skill 
enhancement (100). It is not necessarily tied to an employment 
relationship (101).

The Act’s current definition of CPD is narrow. De lege ferenda, the 
inclusion of postgraduate university studies as part of CPD should 
be considered.

The key macro- and microeconomic effects resulting from 
mandatory continuing professional development and registration in 
the CRPAPMP are summarized below (Table 1).

10 Conclusion

In conclusion, the formal and legal requirements for practicing 
one of the 15 medical professions regulated by the ACMP are generally 
standard, with two notable exceptions: the legal obligation of 
continuous professional development and mandatory registration in 
the CRPAPMP, classified as a public register. These provisions reflect 
the complexity and layered character of the Act and are justified under 
the current legal framework.

The first requirement—ongoing improvement of professional 
qualifications through postgraduate education and continuous 
development—is both a legal duty and a professional right. It ensures 

TABLE 1  Systemic and individual impacts of continuing professional development (CPD) and mandatory registration.

Dimension Observed/Expected Effect Supporting literature

Macroeconomic 	•	 Shorter hospitalizations

	•	 Fewer misdiagnoses

	•	 Reduction in unnecessary treatments

	•	 More efficient public spending

(102–104)

Microeconomic 	•	 Improved labor market resilience

	•	 Lower risk of professional exclusion

(105–107)

Systemic Adaptability 	•	 Enhanced responsiveness to demographic and epidemiological shifts (108, 109)

Cost–Benefit Perspective 	•	 High short-term costs:

	o	 ICT infrastructure (40–60 mln PLN initial, 4–6 mln PLN annual)

	o	 CPD programs (50–150 mln PLN annual)

	o	 Staffing/administration (10–20 mln PLN annual)

	•	 Long-term efficiency and quality gains:

	o	 Savings from reduced readmissions (70–200 mln PLN annually)

	o	 Lower litigation costs

	o	 Workforce productivity improvements

(16–19, 110)

Regulatory Function 	•	 Registration and CPD increase service quality

	•	 Ensure professional competence

(111–113)

Consumer Confidence 	•	 Transparency improves trust

	•	 Greater willingness to seek and pay for services

(114, 115)

Quality Assurance 	•	 Competence evaluation protects against substandard care

	•	 Leads to better patient outcomes and satisfaction

(116, 117)
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the maintenance of high standards in healthcare and serves the public 
interest by safeguarding the quality of medical services.

The second requirement introduces regulated access to these 
professions, emphasizing their social importance and simultaneously 
imposing stricter legal obligations on practitioners. This strengthens 
accountability and professional integrity.

From a legal and economic standpoint, the Act of 17 August 2023 
carries important implications for the Polish healthcare system. It 
directly affects human resource planning, workforce management, 
and the financial dimensions of training and staff development. 
Regulatory formalization may also enhance public trust in 
medical services.

Introducing an obligation under the Polish Act on Certain 
Medical Professions to provide warnings through the IMI system 
would primarily benefit potential patients. This applies especially to 
those who might receive services from individuals performing these 
professions. The provisions on administrative cooperation contained 
in EU acts implemented through the IMI system include Regulation 
(EU) No 1024/2012 of the European Parliament and of the Council of 
25 October 2012 on administrative cooperation through the Internal 
Market Information System and repealing Commission Decision 
2008/49/EC (“the IMI Regulation”) (OJ L 316, p. 1). The legal basis 
also comprises Commission Decision 2009/739/EC of 2 October 2009 
setting out the practical arrangements for the exchange of information 
by electronic means between Member States pursuant to Chapter VI 
of Directive 2006/123/EC of the European Parliament and of the 
Council on services in the internal market (OJ L 263, 7 October 2009, 
p.  32). Under this obligation, competent authorities in other EU 
Member States would provide information about a person practicing 
an allied health profession if a decision had been made to suspend or 
restrict their professional rights, or if a preventive measure had been 
issued by a court.

This information would concern individuals whose right to 
practice has been restricted in any way in another EU country or in 
the Swiss Confederation. Although for medical professions such as 
physicians or nurses this obligation already exists under current 
Polish regulations, the professional self-governing bodies of 
physicians, dentists, and nurses have the ability both to transmit and 
to receive information related to the procedure for recognizing 
professional qualifications.

This obligation should also apply to individuals practicing allied 
health professions who were trained abroad and subsequently apply 
for professional authorization in Poland. It should likewise apply to 
those seeking recognition in Poland of a specialization obtained 
abroad, as well as to Polish professionals intending to work in another 
country based on the recognition of qualifications obtained in Poland.

Inclusion of new professions in the regulatory framework entails 
costs related to maintaining the central register, ensuring digital 
infrastructure, funding mandatory training, and adjusting 
remuneration systems and career progression models in healthcare 
institutions. Preliminary estimates based on available Polish and 
international data suggest that the Act may have measurable fiscal 
implications. According to national hospital data, the rate of 30-day 
readmissions in Poland has been reported at approximately 12.5% (20) 
and in some settings even higher, reaching 19.2% (21). OECD and 
Eurostat statistics indicate that Poland records over 7 million hospital 
discharges annually, with an average cost per case of roughly 4,000–
5,000 PLN (15, 17).

Assuming that improved regulation, registration, and continuing 
professional development contribute to a reduction in avoidable 
readmissions by just 5%, potential annual savings could reach 
150–200 million PLN in public healthcare expenditure. Even more 
modest effects (a 2.5% reduction) would generate savings in the range 
of 70–100 million PLN.

These estimates were obtained using a simple cost-multiplication 
model based on publicly available OECD and Eurostat data. With 
approximately 7 million annual hospital discharges in Poland and an 
average treatment cost of around PLN 4,000–5,000 per case (17, 19), 
each 1% reduction in readmissions corresponds to roughly PLN 
280–350 million in potential annual savings (7,000,000 × 0.01 × 4,000–
5,000). Consequently, a 2.5–5% reduction would theoretically translate 
into total savings of PLN 0.7–1.6 billion per year.

However, because not all readmissions are fully preventable and a 
large portion of hospital expenditures are fixed rather than variable, 
the effective fiscal impact is expected to be substantially smaller. For 
this reason, the main text presents a conservative estimate of PLN 
70–200 million in potential annual savings—representing only the 
realistically avoidable portion of readmission-related costs.

In macroeconomic terms, the potential savings of PLN 
0.7–1.6 billion per year represent approximately 0.4–0.9% of the 
annual public healthcare budget in Poland. Although this share may 
seem modest at the national level, it equals the entire annual funding 
of major national health programs, such as child psychiatry or 
vaccination. At the institutional level, such savings correspond to the 
yearly budgets of two to three regional hospitals, making the fiscal 
implications substantial in operational terms. The magnitude of 
potential efficiency gains is therefore consistent with the 0.3–1% range 
observed in OECD countries following comparable regulatory and 
quality reforms (9–13, 15, 39).

These figures should be treated as illustrative simulations rather 
than precise forecasts; however, they highlight that the Act’s medium-
term impact may be  at least fiscally neutral and potentially cost-
saving. Such projections align with international evidence showing 
that strengthening professional standards and introducing mandatory 
continuing education reduces adverse events and readmissions, 
thereby improving both quality of care and system efficiency (15, 39).

Comparative experience from OECD countries confirms this 
trend: in the UK, mandatory revalidation has enhanced professional 
accountability and patient safety monitoring, while in Sweden, large-
scale public investment in CPD has improved workforce adaptability 
and retention. These examples indicate that the Polish reform is part 
of a broader international movement toward regulatory formalization, 
suggesting that despite initial costs, long-term benefits for both 
patients and health systems are likely.

In the long term, the formalization of these professions should 
be  assessed along two complementary dimensions. As a legal-
regulatory instrument, the Act enhances professional accountability, 
standardizes qualifications, and improves patient safety. As an 
economic policy tool, it entails short-term compliance costs but offers 
potential medium- and long-term benefits in terms of fiscal neutrality, 
cost-efficiency, and labor market stabilization. This dual perspective 
confirms that the Act represents not only a milestone in healthcare 
regulation but also an intervention with measurable economic 
significance for the Polish health system.

A key limitation of this study is the current lack of publicly 
available economic data related to the implementation of the 2023 
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Act. The unavailability of detailed cost and outcome indicators 
constrains the depth of the economic analysis presented. Future 
publication of empirical data by governmental or research institutions 
would significantly expand and refine the economic dimension of 
this article.

Beyond its national significance, the Act also offers lessons for 
other EU and OECD countries. It demonstrates the value of aligning 
new professional regulations with EU directives, thereby facilitating 
cross-border mobility of healthcare workers. For countries facing 
similar workforce shortages, the Polish example underlines the 
importance of integrating CPD and transparent registration systems 
as tools for both domestic quality improvement and international 
workforce portability.

Future research should quantify the actual costs and savings 
resulting from implementation of the Act, including ICT 
maintenance, training expenses, and quality-of-care outcomes. 
Comparative longitudinal studies across EU member states could 
further clarify the relationship between regulatory formalization and 
healthcare efficiency.

Author contributions

JP: Conceptualization, Data curation, Formal analysis, Funding 
acquisition, Investigation, Methodology, Project administration, 
Resources, Software, Supervision, Validation, Visualization, Writing – 
original draft, Writing – review & editing. MP: Conceptualization, 
Data curation, Formal analysis, Funding acquisition, Investigation, 
Methodology, Project administration, Resources, Software, 
Supervision, Validation, Visualization, Writing  – original draft, 
Writing – review & editing.

Funding

The author(s) declare that no financial support was received for 
the research and/or publication of this article.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Generative AI statement

The authors declare that no Gen AI was used in the creation of 
this manuscript.

Any alternative text (alt text) provided alongside figures in this 
article has been generated by Frontiers with the support of artificial 
intelligence and reasonable efforts have been made to ensure accuracy, 
including review by the authors wherever possible. If you identify any 
issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

References
	1.	Act of 17 August 2023 on Certain Medical Professions. Journal of Laws 2023, item 

1972. Ustawa z dnia 17.08.2023 r. o niektórych zawodach medycznych. Dz.U. (2023).

	2.	Act of 27 August 2004 on Healthcare Services Financed from Public Funds. 
Consolidated text: journal of Laws 2024, item 146 with amendments. Ustawa z dnia 27 
sierpnia 2004 r. o świadczeniach opieki zdrowotnej finansowanych ze środków 
publicznych. Tekst jednolity: Dz.U. (2024).

	3.	Ārstniecības Likums [Law on Medical Treatment]. Latvijas Vēstnesis. (1997).

	4.	Law on the Recognition of Regulated Professional Qualifications. Official gazette of 
the Republic of Lithuania. (2008).

	5.	Czech Republic. Zákon č. Veřejném zdravotním pojištění [Act No. 48/1997 Coll., on 
Public Health Insurance]. Czech Republic (1997).

	6.	Czech Republic. Zákon č. 95/2004 Sb., o podmínkách získávání a uznávání odborné 
způsobilosti a specializované způsobilosti k výkonu povolání lékaře [act no. 95/2004 Coll., 
on the conditions for obtaining and recognising professional and specialised qualifications 
of physicians]. Czech Republic. Czech (2004).

	7.	Czech  Republic. Zákon c. 96/2004 Sb., o podmínkách získávání a uznávání 
způsobilosti k výkonu nelékařských zdravotnických povolání [Act No. 96/2004 Coll., on the 
conditions for obtaining and recognising qualifications for non-medical healthcare 
professions]. Czech Republic, Czech (2004).

	8.	European Parliament. Directive 2005/36/EC of the European Parliament and of the 
council of 7 September 2005 on the recognition of professional qualifications. Off J Eur 
Union. (2005) 1:22–142.

	9.	Archer J, de Bere SR. The United Kingdom's experience with and future plans for 
revalidation. J Contin Educ Health Prof. (2013) 33:S48–53. doi: 10.1002/chp.21206

	10.	General Medical Council. Evaluating the regulatory impact of medical revalidation: 
the UMbRELLA study (final report). GMC. (2016). Available online at: https://www.gmc-
uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/
evaluating-the-regulatory-impact-of-medical-revalidation (accessed 6 September 2025)

	11.	Cedefop. (2022). Sweden: funding retraining and lifelong learning. European Centre 
for the Development of vocational training. Available online at: https://www.cedefop.

europa.eu/en/news/sweden-funding-retraining-and-lifelong-learning?utm_source 
(Accessed September 6, 2025).

	12.	Druedahl LC, Mølby Hansen J, Freese EL, Almarsdóttir AB, Traulsen JM. 
Mandatory medication content in the curricula of six health care personnel types with 
patient contact in Denmark. Basic Clin Pharmacol Toxicol. (2019) 124:431–8. doi: 
10.1111/bcpt.13147

	13.	Kuhlmann E, Denis JL, Côté N, Lotta G, Neri S. Comparing health workforce 
policy during a major global health crisis: a critical conceptual debate and international 
empirical investigation. Int J Environ Res Public Health. (2023) 20:5035. doi: 
10.3390/ijerph20065035

	14.	Foroughi Z, Ebrahimi P, Aryankhesal A, Maleki M, Yazdani S. Hospitals during 
economic crisis: a systematic review based on resilience system capacities framework. 
BMC Health Serv Res. (2022) 22:977. doi: 10.1186/s12913-022-08316-4

	15.	Albright RH, Fleischer AE. A primer on cost-effectiveness analysis. Clin Podiatr 
Med Surg. (2023) 41:313–21. doi: 10.1016/j.cpm.2023.07.006

	16.	European Union. Health at a glance: Europe 2020 – State of health in the EU cycle. 
Paris, France: OECD Publishing (2020).

	17.	OECD. Health at a glance 2023: OECD indicators. Paris, France: OECD 
Publishing (2023).

	18.	Centre of Postgraduate Medical Education (CMKP). Course catalogue and fee 
schedule. Warsaw: CMKP (2023).

	19.	Eurostat. (2022). Hospital discharges and length of stay statistics. Available online 
at: https://ec.europa.eu/eurostat/statistics-explained/ (Accessed September 8, 2025)

	20.	Kryś J, Łyszczarz B, Wyszkowska Z, Kędziora-Kornatowska K. Prevalence, reasons, 
and predisposing factors associated with 30-day hospital readmissions in Poland. Int J 
Environ Res Public Health. (2019) 16:2339. doi: 10.3390/ijerph16132339

	21.	Wieczorek-Wójcik B, Gaworska-Krzemińska A, Owczarek A, Wójcik M, 
Orzechowska M, Kilańska D. The influence of nurse education level on hospital 
readmissions—a cost-effectiveness analysis. Int J Environ Res Public Health. (2022) 
19:4177. doi: 10.3390/ijerph19074177

https://doi.org/10.3389/fpubh.2025.1679450
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1002/chp.21206
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/evaluating-the-regulatory-impact-of-medical-revalidation
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/evaluating-the-regulatory-impact-of-medical-revalidation
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/evaluating-the-regulatory-impact-of-medical-revalidation
https://www.cedefop.europa.eu/en/news/sweden-funding-retraining-and-lifelong-learning?utm_source
https://www.cedefop.europa.eu/en/news/sweden-funding-retraining-and-lifelong-learning?utm_source
https://doi.org/10.1111/bcpt.13147
https://doi.org/10.3390/ijerph20065035
https://doi.org/10.1186/s12913-022-08316-4
https://doi.org/10.1016/j.cpm.2023.07.006
https://ec.europa.eu/eurostat/statistics-explained/
https://doi.org/10.3390/ijerph16132339
https://doi.org/10.3390/ijerph19074177


Pacian and Piekut� 10.3389/fpubh.2025.1679450

Frontiers in Public Health 09 frontiersin.org

	22.	Zimmermann A, Banasik P. The impact of new legal regulations on the rules of 
practicing the nursing profession (part I)/Wpływ nowych regulacji prawnych na zasady 
wykonywania zawodu przez pielęgniarki (część I). Nurs Probl. (2012) 20:388.

	23.	Włodarczyk M. The problem of employee subjectivity/Problem podmiotowości 
pracowniczej. Lab Soc Secur. (1983) 4:7–8.

	24.	Paramedic and the Self-Government of Paramedics. Act of 1 December 2022 on 
the Profession of Paramedic and the Self-Government of Paramedics/Ustawa z dnia 
1.12.2022 r. o zawodzie ratownika medycznego oraz samorządzie ratowników medycznych. 
Consolidated text: Journal of Laws 2023, item 2187. (2023).

	25.	Doctor and Dentist. Act of 5 December 1996 on the Professions of Doctor and 
Dentist/Ustawa z dnia 5.12.1996 r. o zawodach lekarza i lekarza dentysty. Consolidated 
text: Journal of Laws 2024, item 1287. (2024).

	26.	Act of 15 July 2011 on the Professions of Nurse and Midwife. Consolidated text: 
journal of Laws 2024, item 814/Ustawa z dnia 15.07.2011 r. o zawodach pielęgniarki 
i położnej. Tekst jednolity: Dz.U. (2024).

	27.	Nielubowicz J. The doctor in the eyes of the patient. Humanistic values of medicine 
at the turn of the 21st century. Doctor-patient relationship/Lekarz w oczach chorego. 
Humanistyczne wartości medycyny u progu XXI wieku. Polish Medical Weekly. 
(1993) 18:396.

	28.	Bączyk-Rozwadowska K. Principles of equity as a means of protecting the injured 
in medical law/Zasady słuszności jako instrument ochrony poszkodowanych w prawie 
medycznym. Białystok Legal Studies. (2017) 17:34.

	29.	Kędziora R. Criminal liability of a physician in connection with the performance 
of medical activities/Odpowiedzialność karna lekarza w związku z wykonywaniem 
czynności medycznych. Warsaw: Wolters Kluwer Polska (2009). 43 p.

	30.	Dukiet-Nagórska T. Patient autonomy and polish criminal law/Autonomia 
pacjenta a polskie prawo karne. Warsaw: Wolters Kluwer Polska (2008). 35 p.

	31.	Patryn R. Determining the principle of due diligence from the perspective of court 
rulings/Określenie zasady postępowania lekarza z należytą starannością z płaszczyzny 
orzecznictwa sądowego. Law Med. (2012) 2:80–90.

	32.	Chen J, Ghardallou W, Comite U, Ahmad N, Ryu HB, Ariza-Montes A, et al. 
Managing hospital employees’ burnout through transformational leadership: the role of 
resilience, role clarity, and intrinsic motivation. Int J Environ Res Public Health. (2022) 
19:10941. doi: 10.3390/ijerph191710941

	33.	Rodziewicz TL, Houseman B, Vaqar S, Hipskind JE. Medical error reduction and 
prevention In: TL Rodziewicz, editor. StatPearls. Treasure Island, FL: StatPearls 
Publishing (2025)

	34.	Sochański M. Compensation for medical error. Civil law. Sochański & Partners/
Odszkodowania za błąd medyczny. Prawo Cywilne. Sochański i  Wspólnicy. (2024). 
Available online at: https://sochanski.com/prawo-cywilne/odszkodowania-za-blad-
medyczny/ (Accessed June 8, 2025).

	35.	Krasnowolski A. Professions of public trust, regulated professions and liberal 
professions. Genesis, operation, and current issues/Zawody zaufania publicznego, 
zawody regulowane oraz wolne zawody. Geneza, funkcjonowanie i aktualne problemy. 
Warsaw: Office of Analyses and Documentation of the Senate (2013). 3 p.

	36.	Center BL. The financial and human cost of medical error… and how 
Massachusetts can Lead the way on patient safety. Boston, MA: Betsy Lehman Center 
for Patient Safety (2019).

	37.	Fiutak A. Criminal liability for performing a medical procedure without the 
patient’s consent/Odpowiedzialność karna za wykonanie zabiegu leczniczego bez zgody 
pacjenta. Warsaw: C.H.Beck (2016). 16 p.

	38.	Widłak T. Interpretation of the clause “current medical knowledge” in polish law – 
outline of epistemological and methodological issues/Interpretacja klauzuli “aktualna 
wiedza medyczna” w polskim prawie  – zarys zagadnień epistemologicznych 
i metodologicznych. Gdańsk Legal Stud. (2017) 2:603–14.

	39.	Avanceña AL, Prosser LA. Innovations in cost-effectiveness analysis that advance 
equity can expand its use in health policy. BMJ Glob Health. (2022) 7:e008140. doi: 
10.1136/bmjgh-2021-008140

	40.	Zakeri M, Lewing BD, Contreras J, Sansgiry SS. Economic burden of nonadherence 
to standards of diabetes care. Am J Manag Care. (2023) 29:e176–83. doi: 
10.37765/ajmc.2023.89376

	41.	Chan F, Rosenthal DA, Pruett SR. Evidence-based practice in the provision of 
rehabilitation services. J Rehabil. (2008) 74:3–6.

	42.	Dizon JMR, Grimmer-Somers KA, Kumar S. Current evidence on evidence-based 
practice training in allied health: a systematic review of the literature. Int J Evid Based 
Healthc. (2012) 10:347–60. doi: 10.1111/j.1744-1609.2012.00295.x

	43.	Zielińska E. The act on the professions of doctor and dentist/Ustawa o zawodach 
lekarza i lekarza dentysty. 3rd ed. Warsaw: Wolters Kluwer Polska (2022). 15 p.

	44.	Drozdowska U. Patients' rights protection model in the patients’ rights and 
patients’ rights ombudsman act of 6 November 2008/Model ochrony praw pacjenta w 
ustawie o prawach pacjenta i Rzeczniku Praw Pacjenta z 6 listopada 2008 r. Bialystok 
Legal Stud. (2010) 8:242

	45.	Patients’ Rights. Act of 6 November 2008 on Patients’ Rights and the Patients' Rights 
Ombudsman/Ustawa z dnia 6 listopada 2008 r. o prawach pacjenta i Rzeczniku Praw 
Pacjenta. Consolidated text: Journal of Laws 2024, item 581 (2024).

	46.	Nojszewska E. The healthcare system in Poland. Warsaw: LEX a Wolters Kluwer 
Business (2011). 12 p.

	47.	Śliwka M, Gałęska-Śliwka A. The patient’s right to healthcare benefits in European 
Union law/Prawo pacjenta do świadczeń zdrowotnych w prawie Unii Europejskiej. Law 
Med. (2006) 4:30–45.

	48.	Lis W. Errors related to giving consent for medical services/Błędy związane z 
wyrażaniem zgody na udzielenie świadczenia zdrowotnego. Sci Noteb Catholic Univ 
Lublin. (2018) 4:397.

	49.	Lis W. Patient consent to medical acts in the polish legal system/Zgoda pacjenta 
na czynność medyczną w polskim porządku prawnym. Sci Noteb Catholic Univ Lublin. 
(2018) 3:56.

	50.	Guzowska M. The patient’s right to information on their health condition as one 
of the rights in the treatment process/Prawo pacjenta do informacji o stanie zdrowia 
jako jedno z praw przysługujących w procesie leczenia. Judicial Rev. (2009) 9:91–102.

	51.	Augustynowicz A, Budziszewska-Makulska A. Act on patients’ rights and the 
patients’ rights ombudsman/Ustawa o prawach pacjenta i Rzeczniku Praw Pacjenta. 
Warsaw: CeDeWu.pl Technical Publishing (2010). 70 p.

	52.	Ignaczewski J. Commentary on cases regarding consent to healthcare services In: 
H Ciepła, J Ignaczewski and J Skibińska-Adamowicz, editors. Commentary on family 
cases/Komentarz do spraw o wyrażenie zgody na świadczenie zdrowotne. Warsaw: 
LexisNexis (2014)

	53.	Filar M, Marszałkowska-Krześ S, Zaborowski P. Liability of physicians and 
healthcare institutions/Odpowiedzialność lekarzy i  zakładów opieki zdrowotnej. 
Warsaw: LexisNexis (2004). 10 p.

	54.	Lenczowska-Soboń K. Is it necessary to obtain a statement at the ER about persons 
authorized to receive information on a patient’s health and consent to treatment?/Czy na SOR-
ze należy odebrać od pacjenta oświadczenie w sprawie wskazania osób upoważnionych do 
uzyskiwania informacji o jego stanie zdrowia oraz o zgodzie na leczenie? LEX QA227817. (n.d.).

	55.	Jabłońska J. Communication between doctor and patient in the light of current law/
Komunikacja między lekarzem a pacjentem w świetle obowiązującego prawa. Law and 
Medicine (2008). Available online at: http://www.prawoimedycyna.pl/index.
php?str=artykul&id=69 (Accessed Jul 1, 2025).

	56.	Jabłońska J. The right to informational self-determination and its concretization/
Prawo do informacyjnego samostanowienia i jego konkretyzacja. Medicus, p. 3. (2005).

	57.	Gubiński A. Commentary on the code of medical ethics preceded by the basics of 
physician criminal liability/Komentarz do kodeksu etyki lekarskiej poprzedzony 
podstawami odpowiedzialności karnej lekarza. Warsaw: Publishing Department of the 
District Medical Chamber (1993). 116 p.

	58.	Mazor KM, Simon SR, Gurwitz JH. Communicating with patients about medical 
errors: a review of the literature. Arch Intern Med. (2004) 164:1690–7. doi: 
10.1001/archinte.164.15.1690 (accessed 6 June 2025)

	59.	McDonald TB, Van Niel M, Gocke H, Tarnow D, Hatlie M, Gallagher TH. 
Implementing communication and resolution programs: lessons learned from the first 
200 hospitals. J Patient Saf Risk Manag. (2018) 23:73–8. doi: 10.1177/2516043518763451

	60.	Mello MM, Roche S, Greenberg Y, Folcarelli PH, Van Niel MB, Kachalia A. 
Ensuring successful implementation of communication-and-resolution programmes. 
BMJ Qual Saf. (2020) 29:895–904. doi: 10.1136/bmjqs-2019-010296

	61.	Wnukiewicz-Kozłowska A. The right to privacy and medical confidentiality – 
some remarks in light of ECtHR case law/Prawo do prywatności i tajemnicy lekarskiej – 
kilka uwag w świetle orzecznictwa ETPCz. Bialyst Law Stud. (2022) 25:187. doi: 
10.15290/bsp.2020.25.02.09

	62.	Rososzczuk A. Commentary on the judgment of the Court of Appeal of 15.01.2015, 
I ACa 856/14/Glosa do wyroku SA z 15.01.2015 r., I ACa 856/14. Judic Rev. (2016) 6:130–6.

	63.	Lenczowska-Soboń K. The issue of obtaining consent for treatment of elderly 
persons/Problematyka odbierania zgody na leczenie osób starszych. ABC  – Practical 
Commentary, LEX.

	64.	Daniluk P. The obligation to provide the patient with information regarding 
medical procedures/Obowiązek udzielania pacjentowi informacji w związku z 
podejmowanymi czynnościami leczniczymi. Law Med. (2006) 3:82.

	65.	Głowacka MD, Mojs E. Law and psychology in healthcare/Prawo i psychologia w 
ochronie zdrowia. Warsaw: Wolters Kluwer Polska (2012). 16 p.

	66.	Gibiński K, Rybicka J. Dilemmas of informed consent/Dylematy świadomej zgody. 
Pol Med Weekly. (1994) 25:600.

	67.	Sobolewski P. The scope of the information obligation. Supreme court judgment 
of 28 august 1973, I CR 441/73 In: Z Banaszczyk, M Boratyńska, W Borysiak, L Bosek, 
B Janiszewska and M Safjan, editors. Law towards medicine and biotechnology. 
Collection of judgments with commentary/Prawo wobec medycyny i biotechnologii. 
Kraków: Wolters Kluwer Polska (2011). 184–5.

	68.	Nesterowicz M. Commentary on the Supreme Court judgment of 28 August 1973, 
I CR 441/73. OSP 123. (in Polish) / Glosa do wyroku SN z dnia 28 sierpnia 1973 r., I CR 
441/73. OSP. 1974;z. 6:poz. 123. (1974).

	69.	LEX. Supreme court judgment of 8 July 2010, case no. II CSK 117/10. LEX no. 
602677. / Wyrok SN z 8 lipca 2010 r., II CSK 117/10. LEX nr 602677 (2010).

	70.	OSPiKA. Supreme Court judgment of 27 August 1968, case no. I CR 325/68. 7–8: 
item 165. (in Polish) / Wyrok SN z 27 sierpnia 1968 r., I CR 325/68. OSPiKA. 1969; nr 
7–8: poz. 165. (1969).

https://doi.org/10.3389/fpubh.2025.1679450
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.3390/ijerph191710941
https://sochanski.com/prawo-cywilne/odszkodowania-za-blad-medyczny/
https://sochanski.com/prawo-cywilne/odszkodowania-za-blad-medyczny/
https://doi.org/10.1136/bmjgh-2021-008140
https://doi.org/10.37765/ajmc.2023.89376
https://doi.org/10.1111/j.1744-1609.2012.00295.x
http://www.prawoimedycyna.pl/index.php?str=artykul&id=69
http://www.prawoimedycyna.pl/index.php?str=artykul&id=69
https://doi.org/10.1001/archinte.164.15.1690
https://doi.org/10.1177/2516043518763451
https://doi.org/10.1136/bmjqs-2019-010296
https://doi.org/10.15290/bsp.2020.25.02.09


Pacian and Piekut� 10.3389/fpubh.2025.1679450

Frontiers in Public Health 10 frontiersin.org

	71.	Legal Review (NP). Supreme court judgment of 14 November 1972, case no. I CR 
463/73. Legal Review (NP), No. 4, p. 585. (in Polish) / Wyrok SN z 14 listopada 1972 r., 
I CR 463/73. NP. 1975; nr 4: s. 585. (1975).

	72.	OSNCPiUS. Supreme court judgment of 20 November 1979, case no. IV CR 389/79. 
4: item 81. (in Polish) / Wyrok SN z 20 listopada 1979 r., IV CR 389/79. OSNCPiUS. 
1980; nr 4: poz. 81. (1980).

	73.	OSNCPiUS. Supreme court judgment of 28 august 1972, case no. II CR 296/72. 5: 
item 86. (in Polish)/Wyrok SN z 28 sierpnia 1972 r., II CR 296/72. OSNCPiUS. 1973; nr 
5: poz. 86. (1973).

	74.	OSNC. Supreme court judgment of 28 august 1973, case no. I CR 441/73. 7–8: item 
131. Wyrok SN z 28 sierpnia 1973 r., I CR 441/73. 1974; nr 7–8: poz. 131. (1974).

	75.	LEX. Supreme court judgment of 1 April 2004, case no. II CK 134/03. LEX no. 
355344. Wyrok SN z 1 kwietnia 2004 r., II CK 134/03. LEX nr 355344 (2004).

	76.	LEX. Supreme court judgment of 9 November 2007, case no. V CSK 220/07. LEX no. 
494157. (in Polish) / Wyrok SN z 9 listopada 2007 r., V CSK 220/07. LEX nr 494157 (2007).

	77.	Kulesza J. Patient’s consent to a medical procedure and criminal liability for failure 
to provide assistance (art. 162 CC)/Zgoda pacjenta na zabieg leczniczy a 
odpowiedzialność karna za nieudzielenie pomocy (art. 162 k.k.). Judic Rev. (2007) 5:12.

	78.	Kulesza J. Lack of patient consent to a medical procedure and the physician’s duty 
to assist/Brak zgody pacjenta na zabieg leczniczy a lekarski obowiązek udzielenia 
pomocy. Law Med. (2005) 2:66–84.

	79.	Berwick DM, Hackbarth AD. Eliminating waste in US health care. JAMA. (2012) 
307:1513–6. doi: 10.1001/jama.2012.362

	80.	Dewa CS, Loong D, Bonato S, Thanh NX, Jacobs P. How does burnout affect 
physician productivity? A systematic literature review. BMC Health Serv Res. (2014) 
14:1–10. doi: 10.1186/1472-6963-14-325

	81.	Piech K. The limits of the guarantor’s duty performed by a doctor/Granice 
obowiązku gwaranta wykonującego zawód lekarza. Legal Econ Soc Mov. (2021) 
3:107–22. doi: 10.14746/rpeis.2021.83.3.8

	82.	Karkowska D, Włodarczyk C. Medical law for nurses/Prawo medyczne dla 
pielęgniarek. New York: LEX (2013).

	83.	Legalis. Supreme court judgment of 30 January 2002, II CKN 243/01. Wyrok SN z 
30 stycznia 2002 r., II CKN 243/01. Legalis (2002).

	84.	OSN. Supreme court judgment of 21 February 2007, III ZS 1/07. 2008;5–6:88. / 
Wyrok SN z 21 lutego 2007 r., III ZS 1/07. OSN 2008; nr 5–6: poz.88 (2007).

	85.	Hitchell KS, Johnson L. CMS finalizes rules for distribution of 1000 new Medicare-
funded residency positions and changes to rural training track programs. J Grad Med 
Educ. (2022) 14:245–9. doi: 10.4300/JGME-D-22-00193.1

	86.	Ivanova NA, Burashnikova IP. Improving the effectiveness of legal regulation of 
targeted training of medical workers as a way to solve the problem of shortage of medical 
personnel. Sci Bull Omsk State Med Univ. (2023) 3:30–3. doi: 
10.61634/2782-3024-2023-10-30-33

	87.	Burns HK, Sakraida TJ, Englert NC, Hoffmann RL, Tuite P, Foley SM. Returning 
nurses to the workforce: developing a fast track back program. Nurs Forum. (2006) 
41:125–32. doi: 10.1111/j.1744-6198.2006.00048.x

	88.	Malesic N, Hukeljic B, Mustafic L, Kurtagic D. Influence of human resource 
management on work efficiency of healthcare professionals. Int J Biomed Healthc. (2024) 
12:104. doi: 10.5455/ijbh.2024.12.104-108, (accessed 9 June 2025).

	89.	Karkowska D. Medical law for nurses/Prawo medyczne dla pielęgniarek. Warsaw: 
Wolters Kluwer, pp. 317–318. (2020).

	90.	Bober B. Health security as an important component of state security/
Bezpieczeństwo zdrowotne jako istotny komponent bezpieczeństwa państwa. Secur Stud. 
(2016) 1:33–64.

	91.	Karkowski TA, Korczak K. Knowledge management in healthcare using selected 
ICT solutions/Zarządzanie wiedzą w ochronie zdrowia z wykorzystaniem wybranych 
rozwiązań ICT. Kraków: Wolters Kluwer Polska (2016). 17 p.

	92.	Zielińska E. Duties of a physician In: E Zielińska, editor. Act on the professions of 
doctor and dentist. Commentary/Ustawa o zawodach lekarza i lekarza dentysty. Warsaw: 
Wolters Kluwer Polska (2022). 75–7.

	93.	Becker GS. Human capital: A theoretical and empirical analysis, with special 
reference to education. 3rd ed. Chicago: University of Chicago Press (1964).

	94.	Andel C, Davidow SL, Hollander M, Moreno DA. The economics of health care 
quality and medical errors. J Health Care Finance. (2012) 39:39.

	95.	Pissarides CA. Equilibrium unemployment theory. Cambridge, MA: MIT 
Press (2000).

	96.	Averens T, Van den Broeck K, Van De Veerdonk W, Franck E. Predictors of exit 
and retention of care professionals at organizational and team levels: a literature review. 

Voorspellers van uitstroom en behoud van zorgprofessionals op organisatie-en 
teamniveau: een literatuurstudie. Tijdschrift voor Geneeskunde. (2023) 4:1–22. doi: 
10.47671/TVG.78.22.130

	97.	Schroyer CC, Zellers R, Abraham S. Increasing registered nurse retention using 
mentors in critical care services. Health Care Manag. (2016) 35:251–65. doi: 
10.1097/HCM.0000000000000118

	98.	Bartkowiak G. Raising qualifications and self-development of medical personnel 
In: M Dobska and K Rogoziński, editors. Fundamentals of healthcare facility 
management. Podstawy zarządzania zakładem opieki zdrowotnej. Warsaw: 
Wydawnictwo Naukowe PWN (2017). 397.

	99.	FSK. Judgment of the supreme administrative court of 12 April 2018, II FSK 969/16. 
LEX no. 2499664. Wyrok NSA z 12 kwietnia 2018 r., II FSK 969/16. LEX nr 
2499664 (2018).

	100.	Encyclopedia WIEM. Professional development. Encyklopedia WIEM. 
Doskonalenie zawodowe. (2024). Available online at: http://portalwiedzy.onet.
pl/74655,doskonalenie_zawodowe,haslo.html (Accessed Mar 18, 2024).

	101.	OSNAPiUS. Judgment of the supreme court of 25 may 2000 (I PKN 657/99, 
OSNAPiUS 2001, no. 22, item 660). Wyrok SN z 25 maja 2000 r. (I PKN 657/99, 
OSNAPiUS 2001, nr 22, poz. 660). (2001).

	102.	World Health Organization. Global strategy on human resources for health: 
Workforce 2030. Geneva: WHO (2016).

	103.	Hassan SM, Okoli EC, Azike CA, Okoye NA, Adindu NK. Assessing the impact 
of community health workforce on the efficiency and accessibility of healthcare delivery. 
Arch Curr Res Int. (2024) 24:167–73. doi: 10.9734/acri/2024/v24i10918

	104.	Bamakhrama AAS, Alqarni AMS. The impact of strategic human resource 
management on healthcare service delivery efficiency. Saudi J Nurs Health Care. (2024) 
7:390–4. doi: 10.36348/sjnhc.2024.v07i12.007

	105.	Dwivedi S, Gupta A. Strategically addressing skill gaps and imbalances among 
health employees In: S Dwivedi, editor. Contemporary challenges in social science 
management: Skills gaps and shortages in the labour market. Leeds, England: Emerald 
Publishing Limited (2024). 17–33.

	106.	Mincer J. Schooling, experience and earnings. New York: Columbia University 
Press (1974).

	107.	Nesari TM. Skill development and Ayurveda sector: bridging the gap of 
workforce in India. Int J Ayurveda Res. (2023) 4:113–7. doi: 10.4103/ijar.ijar_137_23

	108.	Simões de Almeida R, Costa A, Teixeira I, Trigueiro MJ, Dores AR, Marques A. 
Healthcare professionals’ resilience during the COVID-19 and organizational factors 
that improve individual resilience: a mixed-method study. Health Serv Insights. (2023) 
16:11786329231198991. doi: 10.1177/11786329231198991

	109.	Riess H. Institutional resilience: the foundation for individual resilience, especially 
during COVID-19. Glob Adv Health Med. (2021) 10:6728. doi: 10.1177/21649561211006728

	110.	 Bloom DE, Canning D, Sevilla J. The effect of health on economic growth: a production 
function approach. World Dev. (2004) 32:1–13. doi: 10.1016/j.worlddev.2003.07.002

	111.	Browne J, Bullock A, Poletti C, Cserző D. Recent research into healthcare 
professions regulation: a rapid evidence assessment. BMC Health Serv Res. (2021) 
21:1–12. doi: 10.1186/s12913-021-06946-8

	112.	Lal DK. Regulation of health workforce in India. Rev Direito Sanit. (2018) 
19:87–130. doi: 10.11606/issn.2316-9044.v19i2p87-130

	113.	Ferrari A, Odone A, Florindo N, Mandelli PG, Signorelli C. Risk management 
training in healthcare companies in light of legislative changes. La formazione nel risk 
management nelle aziende sanitarie alla luce delle novità legislative. Acta Biomed. 
(2017) 88:365.

	114.	Levay C. Organizing healthcare transparency In: KJ Baehler, editor. The Oxford 
handbook of governance and public Management for Social Policy. Oxford, 
United Kingdom: Oxford Academic (2023)

	115.	Levinson W, Wong BM. Aligning continuing professional development with 
quality improvement. CMAJ. (2021) 193:E647–8. doi: 10.1503/cmaj.202797

	116.	McDonald F. Regulation of health professionals In: B White, F McDonald and L 
Willmott, editors. Health law in Australia. 2nd ed. Melbourne: Thomson Reuters 
(Professional) Australia Ltd. (2014). 611–57.

	117.	McInerney J, Schneider M, Lombardo P, Cowling C. Regulation of healthcare and 
medical imaging in Australia: a narrative review of the evolution, function and 
impact on professional behaviours. Radiography. (2021) 27:935–42. doi: 
10.1016/j.radi.2020.12.004

	118.	Dawidowska M. Health security as part of national security and a measure of the 
organizational efficiency of the state/Bezpieczeństwo zdrowotne jako element 
bezpieczeństwa narodowego i miernik sprawności organizacyjnej państwa. Sci J Coll Inf 
Manag Adm Warsaw. (2017) 4:41.

https://doi.org/10.3389/fpubh.2025.1679450
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1001/jama.2012.362
https://doi.org/10.1186/1472-6963-14-325
https://doi.org/10.14746/rpeis.2021.83.3.8
https://doi.org/10.4300/JGME-D-22-00193.1
https://doi.org/10.61634/2782-3024-2023-10-30-33
https://doi.org/10.1111/j.1744-6198.2006.00048.x
https://doi.org/10.5455/ijbh.2024.12.104-108
https://doi.org/10.47671/TVG.78.22.130
https://doi.org/10.1097/HCM.0000000000000118
http://portalwiedzy.onet.pl/74655,doskonalenie_zawodowe,haslo.html
http://portalwiedzy.onet.pl/74655,doskonalenie_zawodowe,haslo.html
https://doi.org/10.9734/acri/2024/v24i10918
https://doi.org/10.36348/sjnhc.2024.v07i12.007
https://doi.org/10.4103/ijar.ijar_137_23
https://doi.org/10.1177/11786329231198991
https://doi.org/10.1177/21649561211006728
https://doi.org/10.1016/j.worlddev.2003.07.002
https://doi.org/10.1186/s12913-021-06946-8
https://doi.org/10.11606/issn.2316-9044.v19i2p87-130
https://doi.org/10.1503/cmaj.202797
https://doi.org/10.1016/j.radi.2020.12.004

	Legal and systemic implications of the 2023 Polish act on certain medical professions–regulation, workforce requirements, healthcare system impact
	Highlights
	1 Background
	2 Formal and legal requirements for practicing a medical profession under the ACMP
	3 Professional practice with due diligence, in accordance with current medical knowledge and skills
	4 Obligation to inform the patient of their rights and to comply with them
	5 Need for and right to refuse to perform a healthcare service
	6 Interruption in practicing a medical profession
	7 The legal nature of the CRPAPMP
	8 The right and obligation of continuing professional development (CPD)
	9 Formal postgraduate education opportunities
	10 Conclusion

	References

