
Abstract
	Background: Informed consent is an integral part of healthcare provision. It is a process where doctors explain to the patient the diagnosis, treatment methods, alternatives and risks so that the patient can make an informed decision. Despite the importance of regulating the consent process, there is limited studies in Kazakhstan on how effectively this process is practiced. Methods: This paper analyzes the medical informed consent process in Kazakhstan, covering ethical protocols and governing legal & regulatory acts and aims at comparative analysis of the consent process in Kazakhstan with the UK. Results: The process of informed consent for medical intervention lacks provision of its principles and Kazakhstan's system does not provide for a multi-stage system of verification of consent and patient safety. The local practice needs a guideline document on informed consent for medical workers, which describes all the basic principles of action. Conclusion: Transformation and adaptation of local practices to international standards based on the experience of world leaders in medical ethics (UK) will be the key to success in achieving progress in the informed consent process in Kazakhstan.









Introduction 
Historical background of medical ethics
Ethics and Medicine are two disciplines that encompass a set of moral norms of professional activity in the field of health care, providing for the relationship between medical staff and patients. The field of medicine in the 18th century covered only the treatment of the patient, and the patient fully trusted his life to doctors without unnecessary questions during invasive interventions. However, with the advancement of science and medicine in the 18th and 19th centuries, ethical issues began to resonate in society. The first possible documentation where a doctor warns about the risks to patients can be found in Europe in the eighteenth century: the practice of intentionally infecting a person with a weakened form of smallpox in order to develop a strong immunity to the disease (Kubar, 2018). At that time generally doctors limited themselves to verbal warnings, without fully explaining the treatment and possible alternatives. Only a century later, in 1847 the first document “the Code of Medical Ethics” that confirmed patients' consent to surgical interventions in written form appeared (Carmen & Joffe, 2005). As adopted by the young American Medical Association, the Code drew significantly on the work of the English physician-philosopher Thomas Percival, whose 1803 code of medical ethics set standards of conduct relative to hospitals and other charities (American Medical Association [AMA], 2017). However, this confirmation was used as a legal defense of doctors' rights rather than patients' rights. Only after the end of the “Second World War”, after the “Nuremberg Process”, “the Nuremberg Agreement” was formulated and this event was the beginning of the birth of the concept of informed consent (Annas, 1991). The main reason for this was the terrible experiments of Nazi doctors on human beings. The most famous were experiments’ of Prof Joseph Mengele in concentration camps, which highlighted the need to introduce ethical and legal rights in any medical interventions worldwide (Kerby, 2022). One of the most relevant principle of the ethical code is the informed consent, meaning the voluntary consent of any individual to participate in any research or experiment, with clear understanding of consequences. 
Informed Consent Principles
Informed voluntary consent is a principle in medical ethics and medical law, according to which for a medical intervention, especially one involving risk, the patient's consent must be obtained (Shah et al., 2024). It is a legally enforceable document that informs the patient of all possible risks, alternative treatments and foreseeable complications. Many patients do not fully understand the importance of the informed consent process, mistakenly assuming that the consent process is limited to the formal signing of documents. Actually, incorrect or ineffective informed consent can have several consequences that affect both the patient and the healthcare system. Reduced effectiveness of treatment, increased litigation, loss of trust in the physician - these are just a few of the possible risks of improperly administered medical informed consent. In order to be valid the informed consent should comprise all of the following (Edgman-Levitan & Schoenbaum, 2021):
1. Voluntarism - free from coercion;
2. Capacity to consent;
3. Disclosure – properly informing the patient;
4. Patient understanding;
5. Decision;
Voluntarism requires that the patient be free from “coercion and from unfair persuasions and inducements”. Coercion refers to morally inappropriate pressures from individuals or institutions that constrain patients’ exercises of choice; serious illness by itself does not compromise voluntarism. The capacity to consent refers to a person’s ability to understand and voluntarily agree to consent. It can be affected by various factors like age, mental health and cognitive ability. Disclosure involves providing the patient with the information needed to understand a procedure: nature and purpose of the treatment, potential benefits, risks, alternatives, consequences. Patient understanding requires that the patient comprehend the information given and appreciate its relevance to her individual situation. Decision-making refers to the patient’s authorization allowing a physician to execute the proposed treatment (Professional Standards Authority [PSA], 2024). These all aspects of the informed consent process provide the patient with autonomy.  This consent ensures the patient's right to make an informed choice about his/her own health, offering him/her all possible options in the course of treatment. 
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Figure 1. Schematic representation of the informed consent components
With the rapid development of the medical field and the annual introduction of modern technologies in treatment processes, informed consent is of particular importance, as it provides the patient with legal and ethical aspects, as well as transparency of medical procedures, protection of rights and effective achievement of awareness. 
Today, every year the prevalence of morbidity among people is increasing, which leads to an increase in surgical interventions. According to the Ministry of Health of Kazakhstan (2024), 928,000 surgeries were performed in hospitals in the country, which is 3.8% more than in 2023, and 29.6% more than in 2018. The importance of effective communication between patients and physicians improved in the last decades and gained relevance. For many years, medical sciences have been trying to develop solutions that could lead to complete disclosure and full understanding of patients’ medical conditions. However, despite the importance of this stage, it appears that the process of signing an informed consent in Kazakhstan faces a number of difficulties that hinder treatment and reduce the effectiveness of this form: hard-to-access terminology, formal approach to signing and the possible difference of local practice from the international standard. Therefore, the relevance of this topic is determined by the fact that it is necessary to raise the level of awareness of patients about their rights, as well as to improve the process of interaction between the patient and the doctor, taking into account ethical norms.
Informed Consent and Communication
Treatment in medicine is not only to preserve human health, but also to promote its recovery. In the era of advanced technology, the relevance of doctor-patient communication and the establishment of a trusting relationship plays an extremely important role in improving the effectiveness of treatment. A study done by Sukhov & Karashuk (2022) involving more than 34,000 patients showed that patients who trust their physicians are much less likely to experience stress and depression, which has an impact on improving quality of life and reducing symptoms of illness. Therefore, the main distinctive aspect of today's medicine is the personalization with a patient-centered approach. A special feature of this approach is the doctor's focus on the patient's needs during treatment. This level of treatment can only be achieved if the patient is fully provided with the necessary information about his/her health, and is aware of the importance of each step of the therapies. Moreover, due to the lack of specific instructions during patient communication, the importance of the physician's ability to adapt to the needs of each individual, taking into account their emotional and social state, is growing. 
These aspects of medicine emphasize the relevance of this topic, indicating that by obtaining a whole picture of the states of the informed voluntary consent process in Kazakhstan, it is possible to achieve patient-centered treatment with maximum effectiveness that can be adapted to international standards. However, the transition from Soviet-era medicine to modern standards of health care still faces practical problems. Conceptual perception of the historical doctor-centered approach is the main problem in the process of achieving a patient-centered approach in post-Soviet countries (Zhumadilova et al., 2018). Most patients and doctors prefer to make decisions oriented only to the physician, without colloquial discussion with the patient (Gotsadze & Zoidze, 2021). This tendency is explained by the fact that patients often value trust more than autonomy, which may reflect cultural values influenced by the post-Soviet legacy even after so many years (Shakhabov et al., 2020). In the doctor-centered approach, hierarchical norms are fully applied with the doctor's authority over the patient's autonomy. Because of this, the patient plays a passive role without active participation, resulting in reduced adherence and treatment efficacy. In contrast, the patient-centered approach focuses entirely on patient autonomy, taking into account individual needs/values and actively involving the patient in the decision-making process (Edgman-Levitan & Schoenbaum, 2021). In turn, the informed voluntary consent process strictly requires a patient-centered approach from the health care system. Freedom of choice is the key to success in the current state of medicine. The process of discussing with the patient about all risks, alternative treatments and possible consequences will not only improve the patient's understanding of their health, but will also have a positive impact on treatment. A trusting patient-doctor relationship strengthened by the required health information will start a new tendency in the field of health care, improving the final outcome of invasive interventions, taking into account legal and ethical aspects. 
International Standards
International medical practice is a unified system of standards, methods and practices that are generally accepted in different countries and recognized internationally. The system helps to maintain transparency and quality, improving the overall level of health care in all countries. Aspects of international practices include advanced technologies, diagnostic and preventive methods that aim to optimize current medicine. Adapting to international practices and implementing their standards will allow Kazakhstan to achieve effective medicine in the process of informed consent. One of the most relevant guidelines available for ethical professional conduct are from the General Medical Council [GMC], the regulator body for doctors in the United Kingdom. The GMC UK developed the “Good Clinical Practice” guidelines, ensuring doctors compliance with ethical and legal norms towards the patient (General Medical Council, 2024). According to the Professional Standards Authority website, the GMC meets all 18 of the 18 standards of good regulation (PSA, 2024). It means that the historical primacy in shaping the principles of informed consent belongs to the UK. Moreover, one of the most important and large bodies regulating the informed consent process were created here. Therefore, when comparing local practices, the UK can be chosen as the representative of international standards. 
Currently, the Informed consent process in Kazakhstan is regulated by a national legal act - the Code of the Republic of Kazakhstan (Code of the Republic of Kazakhstan, 2020). The country's healthcare system operates under the mandatory health insurance system “Social Health Insurance Fund”, introduced in 2020, which has brought new aspects to the process of obtaining informed consent. This system required additional measures in the consent process, especially concerning the coverage of and financial implications of medical interventions. Nevertheless, the level of realization of these norms in practice is still unclear and unexplored. 
A comprehensive review of the existing literature in authoritative databases confirmed the research gaps. Multidisciplinary databases that contain studies covering multiple fields of life such as medicine, ethics and sociology were used to comprehensively review studies related to the main topic of the project. As a result, investigations from multidisciplinary databases such as Google Scholar, EBSCOhost, Scopus, Web of Science were limited to the study of international standards and specific regional issues of informed consent. Medical and ethical databases were used to study ethical challenges associated with the field of health care. Researches from PubMed, Cochrane Library, Medline Ultimate raised the problem of patient autonomy in surgical interventions and provided a current picture of the informed consent process as medical and ethical databases. However, even these databases did not include studies analyzing the process of informed consent for medical intervention in Kazakhstan. Therefore, we can identify a research gap as the lack of information and detailed analysis of the informed consent process in Kazakhstan, in terms of comparing its compliance with international standards, patient-centeredness, and legal and ethical aspects. A comprehensive analysis of the existing system would help to identify the weaknesses of the process itself and identify the main problems faced by the healthcare sector in Kazakhstan. It is important to note that doctor-patient communication plays as important a role in the informed consent process as the signing of the document by the patient when fully informed. Despite existing studies on informed consent in medical practice, there is still a lack of studies in Kazakhstan that analyze in detail the level of patient understanding of the content of this document and the process of doctor-patient interaction to ensure proper awareness. In some cases, a patient may have complete trust in a health care provider and not consider it necessary to understand the contents of this document comprehensively. However, true awareness in signing a consent form can only be achieved if the patient fully understands the content of the consent and knows his/her rights. Therefore, in international practice, more patient-centered treatment methods are used, including specialized (individual) ways to explain the information contained in the voluntary consent form to the patient in detail. On this point, a comprehensive analysis of the informed consent process will not only help to identify the limitations of the current system, but will also help to compare local practice with the international standard, suggesting solutions for its best adaptation to patient-centered medicine with high treatment efficacy. 

Objectives:
To comprehensively analyze the process of informed consent form for medical intervention in Kazakhstan, considering international standards and local peculiarities, and identify problems and shortcomings existing in traditional methods of clinics:
· Conduct a detailed review of existing legislation governing informed consent in clinics of the Kazakhstan;
· [bookmark: _heading=h.gjdgxs]Identify the main problems in understanding the consent form for different categories of patients;
· To check and compare local policies and practices with international standards and identify discrepancies or inconsistencies;
· To offer practical recommendations for improving the process of the informed consent form and achieving effectiveness in the patient's understanding;

Hypothesis:
The existing forms of informed consent for medical intervention in Kazakhstan may not be sufficiently adapted for patients, and current health system practices may differ from the international standards.

Materials and Methodology:
	The methodology of this study aims to provide an in-depth and comparative analysis of the informed consent process for medical interventions in Kazakhstan. Qualitative research will be conducted as part of the methodology to provide a comprehensive picture of the consent process for further evaluation and to eventually propose recommendations for improving local practice. The research is a comparative-analytical study that covers legal and ethical aspects. It includes a study of legal and regulatory acts governing the consent process, identifying and comparing the features of the international standard (UK) with Kazakhstan medicine and analyzing the academic literature on this process. 
	Obtaining detailed information on the juridical aspects of the informed consent process requires an analysis of the regulatory and normative acts. The key regulatory documents in this matter for Kazakhstan are the “Order of the Ministry of Health and Social Development of Kazakhstan” and the “Code of the Republic of Kazakhstan”. The protection of patients' rights, the responsibilities of medical staff and the standard form of consent are fully provided by these legislative documents. A detailed qualitative analysis of these documents, especially the clauses and articles indicating the obligations and rights of medical personnel and the patient, will help to identify possible uncovered aspects of the process of voluntary consent in invasive interventions in Kazakhstan. The main regulatory documents for the UK to review are the "recommendations of the General Medical Council (GMC)" and "National safety standards for invasive procedures (NatSSIPS)". These normative documents describe in depth the process of voluntary consent in the UK, thus providing detailed information on the legal aspects for comparison with the legal acts of Kazakhstan. All four resources are used for comparative analysis to provide detailed information on the similarities and differences in the legal requirements for informed consent in the two countries. In addition, as well as analyzing the regulatory acts, it is important to compare the standardized forms of informed voluntary consent to medical intervention approved by the regulatory institutions for both country. The main purpose of this comparison is to examine the content of informed consent, to determine the level of information available to patients and to identify the distinctive features of the two consent standards. 
	Identifying tendencies, obtaining an overview of regional practices and proposing recommendations to improve the informed consent process in Kazakhstan requires a qualitative analysis of the academic literature. The analysis will review academic articles, studies and publications on the topic of informed consent to medical intervention from a variety of credible sources and databases. The rationale for the selection of specific databases was clarified in the introduction. All databases mentioned above were searched using the following keywords: informed consent, medical intervention, knowledge, patient, invasive procedure, Kazakhstan. No year restrictions were applied. To make the search as comprehensive as possible, Boolean operators “AND” and “OR” were used. Inclusion criteria were: studies evaluating the informed consent process; articles in three languages (Kazakh, Russian and English) in peer-reviewed academic and scientific journals; full-text articles available in electronic form. Exclusion criteria were: studies that included patients with mental/cognitive impairment, articles/journals evaluating informed consent used to participate in clinical trials, studies based only on interviews or surveys, studies that do not assess understanding of informed consent. A detailed review of the academic literature will also help to identify key issues related to the voluntary consent process for invasive interventions. The content analysis will provide detailed information on the worldwide medical tendency for comparison with local practice and will provide recommendations on how to overcome the problems found, based on the experience of other countries.

Results and Discussion:
The field of healthcare in the developed countries has historically been one of the most regulated areas of society. In particular, ethical and legal aspects prevail when assessing the current level of medical progress in a country. When assessing informed consent, it is important to analyse legal and normative standards, the perception of informed consent by patients and physicians, and the content of the consent form. Patient rights in healthcare are based on international human rights standards, many of which are reflected in regional international agreements and national constitutions. Therefore, the compatibility of regional legal norms with international standards should be constantly improved, striving for full adaptation of international practice to local medicine. Because of this, it is important to identify the main similarities and differences between Kazakhstan and the UK in a comparative analysis of the legal and regulatory norms of the consent process. 
[bookmark: _GoBack]In Kazakhstan, the process is regulated by the Code of the Republic of Kazakhstan “On the Health of the People and the Healthcare System”. Citizen’s and patient’s rights are specified in “Section 2. Chapter 12. Rights and obligations of individuals in the field of the healthcare. Articles 76-78” (Appendix F). “Section 3. Chapter 16. Rights and duties in the field of healthcare and guarantees of their provision. Articles 134 – 138” (Appendix C). These articles cover the main 6 aspects to be regulated: 
1. The rights of patients; 
2. Right to information; 
3. Informed consent; 
4. Right to refuse medical care; 
5. Provision of healthcare services without consent; 
6. Standards of the medical care. 
It is important to note that the Code of the Republic of Kazakhstan covers a wide range of patients' rights, ensuring their protection at various stages of receiving medical care. The Code also requires transparency from the medical institution in providing information to the patient, emphasising the need to respect the individual needs of each patient. This means that the legal-regulatory norms of Kazakhstan cover ethical aspects, obliging their observance. However, there are also many shortcomings that can be an obstacle to the informed consent process. Firstly, practical implementation may encounter difficulties due to resource constraints of medical institutions and insufficient patient awareness. The Code of the Republic of Kazakhstan ‘On Public Health and the Health Care System’ in Article 134, paragraph 1, subparagraph 5 states that services should be provided to the extent that the level of medical technology allows. Large differences in funding in different regions of Kazakhstan and differences in the level of provision of medical equipment create inequities in the provision of medical services. This also applies to the informed consent process, where only some medical centres can afford the latest medical technology for audio-visual delivery of information to the patient. Secondly, patients may have difficulties in understanding medical information (the content of informed consent), especially if it is presented in complex language or without taking into account individual perception peculiarities. The Code of the Republic of Kazakhstan does not provide for cases in which the patient does not fully understand the information. The subparagraphs that give the patient the right to be ‘treated with dignity’ and the ‘right to comprehensive information’ merely generalise the process of informing, without any obligation to convince medical staff of the patient's true awareness. This can be a serious threat to both the patient's health and the process of informed consent to medical intervention. Full awareness is one of the most important steps in the informed consent process.  All other steps are directly related to the patient's level of understanding of the information in the consent. Patient misunderstanding of medical information or lack of awareness can lead to: 
1) consenting to invasive interventions without realising all the risks and alternative treatment options; 
2) the possibility of manipulation by medical staff when the patient consents to a procedure without understanding its consequences. 
This weakness is even more significant in informed consent processes, where information is often provided in complex, inaccessible medical terms. Moreover, even if the information provided by the doctor is fully understood, there is no control over the completeness of the information provided. The reason for this is that there is no clear standard in any regulatory act as to what information should be provided to the patient. Sometimes there may be no information about alternative methods of treatment, sometimes about possible risks or foreseeable consequences. For example, the standard of voluntary informed consent for invasive interventions approved by the legislative bodies of Kazakhstan provides only general information about the treatment and lacks detailed information about diseases, treatment methods and alternatives (Appendix E). In comparison, the US or UK standards provide a detailed description of treatment methods, the meaning of medical terms with comprehensive explanations, information on post-surgical recovery and any risks or implications. Because of this, it is impossible to evaluate the informed consent process in Kazakhstan, as it will be up to the doctor to provide the remaining basic information. As mentioned earlier, international standards of international practice strive to establish a patient-centred approach, in which the autonomy of the patient comes before the authority of the doctor. However, this problem leads to the authority that is a feature of the doctor-centred approach, which allows major treatment decisions to be made according to the doctor's subjective preference rather than the patient's. Lack of information or lack of patient awareness may increase the number of dissatisfied patients, as they are deprived of autonomy by limiting their right to make treatment decisions. Thirdly, although the code provides for respectful treatment of cultural and personal values, patients' language barriers have been neglected. Language barriers generally cover a wide range of factors, including complex terminology, language accessibility to the patient and communication with the doctor. Kazakhstan is a multi-ethnic country with 130 ethnic groups. Although Kazakh is the state language and Russian has official status, a significant proportion of the population - particularly among ethnic minorities such as Uzbeks, Uighurs, Koreans and Dungans - may have limited fluency in both languages. Despite this linguistic diversity among the population, Kazakhstan's official legal framework does not provide for the use of medical interpreters in medical facilities to assist patients with limited knowledge of Kazakh or Russian. This is particularly important when it comes to building effective communication while receiving  medical services in regional clinics. It is important to note that even if the patient and doctor speak the same language, medical terminology remains complex and may not be understood by the patient. The content of a fixed standard of informed consent for invasive interventions includes complex terms such as heredity, anaesthetic benefits, environmental and occupational factors, invasive intervention. However, only the meaning of one term (invasive intervention) has been elucidated in the notes of the form. As a result, these problems may lead to a lack of awareness of patients about their health and treatment. 
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Figure 2. Standard of the patient's written voluntary consent form for invasive procedures in Kazakhstan
The main documents that guide doctors in the UK during the informed consent process in invasive interventions are ‘GMC: Decision making and Consent’ and ‘National Safety Standards for Invasive Procedures’. In the course of a detailed analysis of the British standards and their comparison with regulatory and legal acts in Kazakhstan, the main strengths of the British documents and what aspects should be focused on reformation of the informed consent process in Kazakhstan were identified. The comparative analysis of the two standards demonstrated high levels of coverage on both the legal and ethical sides, becoming a benchmark for local medicine.
The document ‘General Medical Council: Decision making and consent’ is a guide for UK doctors to ensure ethically correct and legally appropriate decision making in medicine. The standard covers all the important issues that can arise in the informed consent process, from ‘What doctor should tell a patient when talking about risks’ to ‘What doctor should record?’. A comprehensive treatment of all important topics related to the consent process is a key feature of this document. The document is 24 pages long and covers all the important steps, offering detailed steps to achieve a completely transparent patient-doctor relationship, as well as genuine patient information. The document is based on seven key principles that should be covered in the decision-making and consent process (Appendix A):
1. All patients have right to be involved in decisions;
2. The exchange of relevant information specific to the individual patient;
3. Patients must be heard and informed;
4. Doctors must consider the individual needs of the patient;
5. All adult patients have capacity to make decisions, unless opposite is proven in line with legal requirements;
6. Treatment of patients with limited capacity must be of overall benefit to them;
7. Patients should be supported whether their right consent is affected by law or not;
All seven aspects aim to protect the rights of patients and improve the health services provided through the informed consent process. Furthermore, the document reports that this standard applies to every healthcare decision that is made about a patient. It includes decisions about treatments, procedures, interventions, investigations, screenings, examinations and referrals. Through adherence to these principles, not only in the consent process but in all areas of medicine where the patient makes decisions, the UK has achieved high standards of medical ethics and the protection of patients' rights. It is important to note that in addition to the basic principles that every health care professional should adhere to, the recommendations also include supplementary provisions. Unlike the Code of the Republic of Kazakhstan, which does not oblige doctors to check the patient's awareness, the GMC requires them to check whether the patient has understood the information provided by medical institutions, if necessary, to provide an explanation of every difficult to understand word and to adapt their communication style depending on the needs of the individual. One of the key aspects that has not been provided for in the legal and regulatory acts of Kazakhstan is the obligation to record. Every discussion of treatment, prognosis and alternative methods must be described in detail and recorded by the doctor in medical records, and decisions must be reviewed if necessary. Such regulation helps to conduct the dialogue as informative and objective as possible, without attaching the doctor's subjective point of view. Moreover, the standard takes into account the specifics of each case: the nature and severity of the patients' condition, how quickly a decision must be made, the level of risk and the degree of uncertainty. Therefore, the guideline proposes a ‘proportionality principle’ that is tailored to each case, taking into account all the factors influencing the decision-making process. The principle states that the amount of information required to be presented to the patient is correlated with the seriousness and complexity of the treatment. This approach not only gives the doctor the freedom to adapt his treatment method to each situation, but also becomes a reference point in emergency situations, when time for decision-making is short and the patient's condition is severe. It would seem that because of the relatively infrequent number of extremely severe cases, the main focus should be on the day-to-day normalities of the informed consent process. However, special attention to just such details becomes a basic foundation for the field of medical care, among them the informed consent process. Therefore, one of the key features of this standard is its broad scope, which envisages even the most undesirable scenarios and offers recommendations on how to deal with them. Considering all the above-mentioned strengths of one of the main documents on the informed consent process in the UK, key aspects of the GMC have been identified that are worth adapting to in the field of public health in Kazakhstan:
· Patient-centred approach which requires that all important medical decisions are made on the basis of the patient's individual needs, emotional state and life circumstances. All important aspects of the consent process including transparency, awareness and voluntarism are covered in this approach. In addition, the adaptation of medical terminology for the purpose of simplification is also included in the patient-centred approach. Compared to the standard voluntary consent form for medical interventions in Kazakhstan, the GMC standard requires the symplification of all hard-to-understand terms and words. If necessary, it is even recommended to use graphical resources. Checking patient understanding is also a key step in this approach. Medical staff should ask questions to check the patient's understanding and to ensure that the basic information has been fully assimilated. With all these options provided, the right to choose still remains with the patient. This trait emphasises the patient's autonomy by completely limiting any manipulation or pressure from the medical staff. Therefore, all these characteristics of the patient-centred approach aim to improve patient satisfaction and promote more effective treatment.
· Flexibility in the informed consent process with shared decision making. Every patient is a unique case. It means that the principle of ‘one size fits all’ does not work in the informed consent process. It is important to adapt to each patient and, based on individual needs, to tailor the dialogue to discuss the advantages and disadvantages of each option together. The flexibility of this principle is that the GMC allows verbal consent for simple procedures where the patient's life will not be in serious danger. However, in the case of complex invasive procedures, it is imperative that the patient is thoroughly informed of all possible risks, informed of alternative treatments and given written voluntary consent, with the ultimate right of choice given to the patient. Moreover, in all cases, medical staff should be prepared to review the decision and adapt to changes. The informed consent process is not only a discussion or signing of a document, but also a continuous interaction between the doctor and the patient, during which many things can change. Therefore, there should always be flexibility.
In the UK, unlike Kazakhstan, in addition to the document reuglising the process of informed consent during medical interventions, a second main document has been developed, which is aimed at improving patient safety during invasive procedures. The National Safety Standards for Invasive Procedures (NatSSIPs) document contains standards that serve as a benchmark for minimising medical errors and lethal cases while ensuring patient safety. As in the GMC document, in this standard the patient is the main subject of the process. Their active participation in decision making is an essential step in creating a culture of safety. In addition, the document outlines multi-stage, consistent safety standards aimed at standardising all procedures. It includes - The NatSSIPs Eight - eight key steps to ensure patient safety (Appendix B):
1. Consent and Procedural verification; 
2. Team Brief; 
3. Sign In;
4. Time Out;
5. Implant use;
6. Reconciliation of items;
7. Sign Out;
8. Debrief/Handover;
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Figure 3. NatSSIPs 2 standard summary
As can be seen, the UK has adopted a systematic approach to patient safety, covering all stages of the procedure and reducing the likelihood of errors. Furthermore, the NatSSIPs require the setting of a common standard across the whole health system. This approach will help to achieve the same high levels across all UK hospitals and clinics, ensuring that medical procedures are safe without discriminating patients. Regardless of which medical centre a patient goes to, they will be assured that the level of care provided will be the same in all regions, which will also have an impact on trust in medical staff. 
A full analysis of the NatSSIPs standard revealed the key strengths of the standard. The document focuses on teamwork of all medical staff and proposes to formalise this process. Unlike in Kazakhstan, a comprehensive briefing of medical teams is conducted every time before and after procedures. It is also important to note that patient check-ups are carried out at every stage of treatment, requiring multiple confirmations of the patient's identity and verifying the correctness of the chosen procedure. This multi-step verification of consent helps avoid future legal problems and improves the quality of care. 
The standard goes beyond just regulating procedures. It obliges regular staff training, i.e. training courses on risk management and safe performance of procedures. Given the possible risks during operations, each member of the medical staff (doctors, nurses, allied health professionals) must be able to manage complications to ensure patient safety. 
Moreover, the safety training of doctors is necessary in order to recognise errors and manage risks in time. One of the main features of the standard is the introduction of a culture of open discussion "Just Culture". Many doctors are afraid to make mistakes, especially when it comes to reporting them openly to their colleagues. It is important to remember that medicine is not an automatised system. It always has a human factor, where even the most experienced medical professional can make a blunder. However, for fear of being judged and suspended, many doctors choose not to speak openly about their lapses, which can lead to these outcomes in the future. Through a culture of open discussion, recurring errors can be significantly reduced when staff can freely discuss failures, this provides an opportunity to identify systemic errors, not just physician errors. Also, open discussion helps teamwork and builds trust, which will affect the effectiveness of the procedure. Doctors are human beings just like everyone else. To achieve complete equanimity during procedures, physicians need to be sure that reporting an error will not be punished or condemned by colleagues or administrators. In addition, promptly identifying errors and correcting them will help reduce a significant number of complications, thereby improving patient safety.      
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Figure 4. Comparison of Kazakhstan’s Health Code, GMC and NatSSIPs 2
To explore the informed consent process in Kazakhstan in more detail, another qualitative analysis was conducted by searching for all scientific articles, studies and publications on the topic of informed consent to medical intervention from various credible sources and databases. The study selection process is shown in Fig. 5. In total, 261 articles were retrieved from the databases, of which 1 was included in the review based on the inclusion/exclusion criteria. Such a small number of studies on this topic is due to the fact that the issue of informed consent has not yet gained the necessary importance in Kazakhstan. Unfortunately, the only study that met all the requirements was only aimed at studying the principle of informed consent in Kazakhstan, without a detailed analysis of the process. Moreover, it had many methodological gaps, sampling errors and poor links between the results and the existing literature. Due to the lack of a clearly stated purpose, conclusions had to be drawn from the content of the study itself. Therefore, it can be concluded that the topic of medically informed consent in Kazakhstan is under-researched and still requires recommendations to overcome the existing shortcomings.
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Figure 5. Results of literature searches to identify studies of medical informed consent in Kazakhstan

Recommendations:	
1. Formalisation of the medical informed consent process. The qualitative analysis of UK and Kazakhstani regulatory documents showed a difference in the standardised guidance documents that clearly spell out the ethical and legally valid actions to be taken during the informed consent process. The absence of such a document in Kazakhstan results in different levels of quality across all health care facilities. Medical staff do not have clear guidelines to follow or refer to depending on the nature of the complexity of situations. Because of this, all actions and decisions are made on the basis of doctors' own beliefs, which leads to different results and quality of medical care. 
2. Implementation of multi-stage validation of patient consent. Informed consent is a continuous process that is not limited to just signing the patient's consent. The main purpose of informed consent for medical intervention is to enable the patient to make the final decision when fully informed. However, there is no single system in place to accurately verify that patients are truly informed. It means that the system of consent verification in Kazakhstan is not sufficiently structured, which can lead to misinformation or undesirable litigation.  Therefore, the introduction of multi-stage consent verification at each stage of medical intervention is the best solution.  The use of digital technologies to both explain informed consent and to record the process of obtaining the patient's consent, dividing consent into several stages to avoid impulsive decisions are possible suggestions for the introduction of multi-stage consent verification.
3. Developing a safety culture and introducing regular courses on medical ethics and safety issues. In local practice, mistakes made by medical staff during procedures often remain hidden for fear of being judged or excluded from healthcare. Such actions hinder the development of the patient safety system and negatively affect the formation of transparency in healthcare. A comparative analysis with the UK where a restorative safety culture ‘Just Culture’ has been introduced, whereby patients trust healthcare providers to investigate safety events in order to learn rather than blame them, has shown the need for such a system in Kazakhstan. Encouraging medical errors is important both to create honest reports of medical procedures and to recognise systematic errors. It is also important to hold regular training sessions to deal with erroneous cases and to organise simulation sessions on safety during procedures.  
4. Developing and increasing the number of observational studies aimed at quantitative and qualitative analysis of the informed consent process with active participation of both doctors and patients. One of the shortcomings of Kazakhstan's system of informed consent is the lack of studies in this field. As already mentioned, during the study only 1 paper was left matching the inclusion/exclusion criteria. The small number of research studies on this topic indicates that the informed consent process remains neglected. Moreover, researches in which both medical workers and patients openly express their opinions will help to assess the real dynamics of the consent process in local practice. The empirical data obtained on attitudes and understanding of informed consent through structured interviews or questionnaires will improve the analysis of legal awareness among patients and doctors. It is important to note, empirical research is not limited to a particular city or region, and can cover all parts of Kazakhstan. A comprehensive analysis in all regions of the country will help to build a current picture of the consent process in different areas and conduct a comparative analysis to identify regional differences. As a result, detailed information on informed consent in Kazakhstan can be obtained and specific gaps in this area can be identified.

Strengths
1. The study fully analyzes the informed consent process focusing on local practice. In identifying the research gap, it was found that the number of researches examining the process of informed consent for medical intervention in Kazakhstan is limited. However, informed consent is a fundamental step in medical ethics and patient rights, which makes this topic highly relevant to Kazakhstan. Therefore, this study as a first mover may become the basis for future projects where empirical and quantitative data will be used. 
2. The research covers different disciplines of science including law, ethics and medicine. This helps to broaden the relevance and scope of the study, allowing to get conclusions that will be useful for several areas of society. This interdisciplinary approach enhances the degree of analysis by identifying key features and differences between local practices and international standards. Moreover, the practical significance of the study makes the results of the analysis extremely important for patients, affecting the healthcare system and the legislation of Kazakhstan. 
3. The social orientation of the research project has a direct impact on important aspects of national medicine - transparency, trust and freedom of choice. The aim of the project is to address the interaction between doctor and patient during the consent process by analyzing compliance with the basic principles of informed consent. In this way, the study is focused on improving patient welfare, contributing to the protection of patients' rights and achieving full trust in the healthcare system. On this basis, the results of the project will have social value for all citizens of Kazakhstan.  

Limitations
	Nevertheless, despite the results obtained and the in-depth and comparative analysis carried out, this study has several limitations which need to be considered. First, research lacks empirical data. One of the main objectives to be covered in the analysis is the examination of normative legal documents, standards, articles and their comparison with international standards. Because of this, the main focus of the research had to theoretically analyze the official documents of both countries. As a result, the study did not include patient or physician surveys, as well as lacks analysis of questionnaires and specific clinical cases in medical institutions in Kazakhstan. Such limitations narrow the possibilities of obtaining the real picture of current practice of informed consent. Secondly, the study includes a narrow sampling frame. Although the work aims to compare domestic practice with the international standard to identify weaknesses in the informed consent process in Kazakhstan, the analysis focuses primarily on the UK as a benchmark of ethical medicine, without covering the systems of other countries. Consequently, a comparative analysis of the informed consent process with the UK limits the scope of the ethical and legal analysis by providing data from only one country and preventing more extensive findings. A broader comparative analysis including other countries' healthcare systems would broaden the scope of the study and help to identify more recommendations for reforming the regulatory frameworks of the Republic of Kazakhstan. Third, the research lacks statistical and quantitative data. When it comes to assessing the effectiveness of any process in the field of healthcare, it necessarily requires quantitative characterization of aspects of this area. In particular, statistical data related to patient knowledge or satisfaction could improve the validity of the findings and reduce the degree of bias in evaluating the consent process. As a result, due to the lack of quantitative data, the study is limited in reliably assessment of the current system in Kazakhstan and in revealing the current situation of the consent process in local practices.

Conclusion
	Medical informed consent is an ongoing process that consists of many important parts. Importantly, achieving long-term perspectives in this complex process requires a long time. An in-depth analysis has shown that in Kazakhstan the process of medical consent is only formally involved, ignoring the basic principles in practice. The reason for this was many factors, including the influence of historically established doctor-centered approach in post-Soviet countries, the lack of multi-stage verification of consent and patient safety, as well as the non-existence of a culture for open discussion of errors. Therefore, Kazakhstan's healthcare system needs to adopt key aspects of international standards, adjusting them to the necessary practices in local medical organizations. Most significantly, it is necessary to realize that in the modern world medicine cannot exist without ethics. The process of informed consent to medical intervention should not only formally protect the rights of the patient, but also reflect respect for individual preferences and choices. Based on this, it can be concluded that the transformation of the informed consent process in Kazakhstan requires a change in the current views on doctor-patient interactions, and should make a leap towards safe, ethical, and most importantly, patient-centered medicine.    
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Appendix E – Standard of the patient's written voluntary consent form for invasive procedures in Kazakhstan (original version)
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Appendix F – The Code of Republic of Kazakhstan. “On Public Health and the Healthcare System”, Section 2. Chapter 12. Articles 76, 77 and 78. Patient’s right and obligations (original version)
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Appendix G – The Code of Republic of Kazakhstan. “On Public Health and the Healthcare System”, Section 2. Chapter 12. Articles 76, 77 and 78. Patient’s right and obligations (translated version)
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Terminology

We use the terms ‘must’ and ‘should’

the following ways.

©  "You must'is used for a legal or ethical duty you're expected to meet (or be able to justify
why you didn't).

© "Youshould" is used for duties or principles that either:
© may not apply to you or to the situation you're currently in, or

©  you may not be able to comply with because of factors outside your control

The seven principles of decision making and consent

One

Al patients have the right to be involved in decisions about their treatment and care and be
supported to make informed decisions if they are able.

Two

Decision making is an ongoing process focused on meaningful dialogue: the exchange of relevant
information specific to the individual patient.

Three

Al patients have the right to be listened to, and to be given the information they need to make a
decision and the time and support they need to understand it.

Four

Medical professionals must try to find out what matters to patients so they can share relevant
information about the benefits and harms of proposed options and reasonable alternatives,
including the option to take no action.

Five

Medical professionals must start from the presumption that all adult patients have capacity to
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ns about their treatment and care. A patient can only be judged to lack capacity to
make a specific decision at a specific time, and only after assessment in line with legal
requirements.

Six
The choice of treatment or care for patients who lack capacity must be of overall benefit to them,
‘consultation with those who are close to them or advocating for

Seven

Patients whose right to consent is affected by law should be supported to be involved in the
decision-making process, and to exercise choice if possible.

The scope of this guidance

1. This guidance s relevant to every health and care decision that you make with every patient.
This includes decisions about treatments, procedures, interventions, investigations,
screenings, examinations and referrals.

2. Decisions about consent to disclosure of
confidentiality. Decisions about provi
by this guidance.

3. This guidance applies equally to decisions about mental and physical health, and in whatever
setting your interaction with a patient takes place, including remote consultations.

4. For patients under 18 this guidance should be read alongside 0-18 vears.

formation are covered in our guidance on
ing innovative treatments or approaches are covered

Taking a proportionate approach

5. Not every paragraph of this guidance will be relevant to every decision that you make with or
about a patient. Your judgement about how to apply the guidance will depend on the specific
circumstances of each decision, including:

a. the nature and severity of the patient's condition and how quickly the decision must be

made. See also paragraphs 62-64 on Treatment in emergencies.

b, the complexity of the decision, the number of available options and the level of risk or
degree of uncertainty associated with any of them

¢ theimpact of the potential outcome on the patient’s individual circumstances
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(CraTea 134. Mpasa naunerTos

1. Nomano mpas, ykasanrenx 5 11

12 vacToRsero Konexca, naukenT wneet npaso wa:

1) BocTofiHoe GpaseHHE B MPOLSCCE MPOGATEKTHKI, AWATHOCTHKM, MEYEHWR, YBIXHTENbHOE OTHOUHAE K CBOWA KYASTYDHSN
AHsroCTHA UeHHOCTAR;

2) MEZNUMMCKYS IORDS 5 OHEPEZHOCTH, OMDERENAENDH WCKISUTENEHO Ha OCHOBE MEZWLAHCKWK KDHTEPAES, Ge3 SAHSHAR Kaxik-
UG BHCKPUAMHOLHOHX 03KTOPOS;

3) 460, Sameny BpaHa WIK MEZMUMHCKOH ODTaH3IUAK, NPEAOCTASAANUSH METWIMCKYS MOWDUS & PBRKEX F3PIHTHPOBIHHOTD
OG5ena GeCTZTHOR ASZAUACKOR NONOMH W (ATH) 5 CHCTEME OBSSATENBHOTO COUABNSHOTO MEZWLWHCKOTO CTPXOBIHHS, 32 HCKIRMEHAEN
Chysaes OKa3aHA SKCTPEMHOR W HEOTAONKOH NONOW;

2) onoBSuENKE O TOM, STO B MERALHCKOH OPTIHASILAN BERYTCA BYRHO- W (WI) SHIEOHIOTNISHAE W SATHCS;
5) obneruenme CTpazani & TO Wepe, § KaKOR 370 NGIBOMRET CYNECTSYNUA YPOSEHs MERMLUHCKAX TEXHOTOTWH;

) NoyerHe WADODHALIN (aHHSE O GOSKGKHOM DHCKE W NPEANYUECTSZX, NDEMIATACHSX W ATSTEDHATHSHSX AETONGX NEHEHHS,
CBegennn O BOIMONNX MOCTEACTEMAX OTKa32 OT MEYEHNA, NHOOPHAUMA O ZMETHOSE, NPOTHO3E N MIZHE NEHEGHX MEPOTPHRTI &
BOCTYTHOlh 175 NBUAEHTS GopRe, 3 TaKKE PaSHACHENHE MDHSMN STHCKH STO AONOH WIW NEPSBOa B APYTYD MEZAUMHCKYS OpraNA3aLHS) W
HES3BHCHHOTO AMEHAR O COCTOAMMN CBOETO SIODOBSA H MPOSEREHHE. KOHCATAYNS;

7) MonyerAe WADOPHBLIN O CEONX MP3B3X W OORSEMHOCTAX, OKESHBBENSX YCAYTaX, CTOWNOCTA MATHX YCAYT W paskepe
CoonTaTS, NOpAZKE WX MPEZOCTABNEHAS C YETOR AOCTYTHOCTA A1A WL C HBDYUSHARMA SPENHR W (W) CAYXE; HasHasaeon
MEKaPCTBEHHON CEACTBE; MEANNHCKX PaCOTHAKAX, OKB3SEIOMX CHY NEZHUMACKAE YCAYTH;

) OTKE3 OT YUBCTUA § YUEOHOR MPOLECCE, 3 TAKKE OT MPACYTCTBA TPETX MU MH MPOBEAEHUA MEHEGHO-NAT HOCTHMECKIX
npouenyp;

) W pasa, MpeRyCHOTPENNSIE S3KOHANA PECTOTHKH KaSBXCTIH.

2. UAGOPHALAS O NPaSEX NBUNENTa PASNEUBETCA B MECTaX WaTAAZHOH BTHTALIN MERWINHCKNX OTaHASAUHH .

3. HeBMUMMCKSR MDD MPEIOCTIBARETCA MOCTE NOT)SeHA WHGOPAWOSIHHOTO COTNBCHR NaUAEHT Ha ORYHEHAE. METMINHCKOH
OMOUM. UHQOPADOSEHHOR COTABCHE MALWENTa NPW WHSASWEHSX GHEUBTENSCTSEX COCTASARETCA MO QOPNE, YTSEPKASHHON YIOTHOMOUEHHSN
opranon.

2. MlSWeHT AOKET WaSHAHTS TWUO, KOTOPONY CASAYET COOGANTS WHRODHALAR O COCTORKHN ETO 3A0POSSA. WAGODHBLIHA O
COCTORMMM 310p0BSA HOKET GSTL CKPSTa OT MBUAEATA C JMETOM eFO COCTORHAR SI0POSBA W COO0ERa CYIDYTy (CYMPYTE) MauMenTa, ero

GAH3KNA PORCTEEHHAKEN WIN SAKOHHIA NPEACTRBHTERAM.

5. 33U4Ta TpaS NBUNENTOS OCYRECTBTASTCA TOCYAIPCTBEHISU OPTaHZN, ODTaHSBLNAH SIpISOOXDIHENH, OOseCTBeHHAAN
oGsenueruEAN 5 MpEReRBK W KOMTETEHUMM.
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CraTen 135. OBA3anHOCTH nauwenTos
1. NomAo obssaHoCTe, yKasaHX & Chase 12 HACTORSErO KOREKCR, NaLNEHT 0B%san:
1) APHHARATS Weps K COXpaREHH  YKDETASHAD CBORFO SAOPOSER;
2) MpORBRATS & OBMEHN C AEQHIMHCKUNA DRBOTHAKANN VEEXEHHE W TRKT;

3) COO6uATS Bpaty G WKGOPHAAD, HEOBXOMANYO AR MOCTIHOBK IABTHO33 W Aevewss S30OTEBaNAZ; MOCNE A34H COTAACHS Ha
MEAMLCKOE BNCUBTENBCTEO HEYKOCHNTENsHO BHMOTHATS HASHAUEHHR NELMLMHCKAX PRGOTHHKOR;

2) COBMARATS NPABANS SHYTPENHETO PACTODALXA  GEPEXHO OTHOCHTBCA X WNYRECTSY AELMLMHCKOH OPTEHASAUMN, COTPYMASGTS
HEZUUHHCKIN IEDCOHATON MPH MOy SeNHHA NETAUAHCKOR oK

5) CBOSBPENEHHO WHOODHPOSATS WELMLAHCKAX PACOTHIKOB OO WSEHEHWA COCTORHWR CEOSFO 3R0POSSA B MPOUSCCE AMAFHOCTAKH W
Tlesenua, 3 TBHE B CAYNARK BOSHAKNOSSHAS 3007EBaNT, MPEACTIBTROWAX ONACHOCTS A1A OKPYXBNUAX, W0 TOROSPENHS Ha HIX;

6) He coBepuaTS AciCTEM, HaPyUBBLAK NPaB AYTHX MAUAENTOS;
7) BHRONHATS We OGASGHAOCTH, NPERYCHOTDEHHSE 3aKOHaMH PECTYBAMKN Ka3aXCTaH.

2. 0GZ3aMHOCTH NaweNTOB, yKaSaHSE 5 MOTYMKTEX 2), 3) W S) MYWKTa 1 WACTORuel CTaTew, PACTPOCTPIHASTCA 13 pomsTenei
WK WX 7L, HEMOCPERCTBENHO OCYLECTNROWNX 5 CTAUAOHaPE YXOR 32 COTorin PEOSHKON.

Cramea 136. Mpaso wa oTka3 o7 MemMACKOH noKOIA

1. MlaWieHT Wik €ro 5aKoMR MPEACTISATETS WASET MPABO OTKESATSC OT METWUHCKOH MOWDU, 33 HCKTGHEHAER CY4aes,
penycHOTpensx CraTueil 137 HacTORero Kogexca.

2. Tk OTKE3e OT MERUMHCKOH NONOLY MBUAEHTY WIK 7O S3KOHHOMY MDSACTABHTENG AELMLAHCKHT PRCOTHHK A3ET PaSSACHENHS 5
BOCTYTHOli 115 MBUAEHTS WIK T S3KOAOTO MSICTASHTENS GOpHE O BOSHOKHX MOCTEACTBNRX.

3. OTKES O WERANHCKOR NONOS C YKaSIHAER SOIMOXHEDX NOCHEACTSH OPOPRIAETCH SAMUCER 5 MEZALAHCKIX AOKYHENTIX, B TON.
WHCRE B SMEKTPOHHON QODHITE, W NOMHCHBIETCA MBLAEHTOR TGO €70 33KOHHSN MDEACTABHTENEM, 3 TBKXE MEZLAHCKIK PaCOTHAXOM.

© Cayuac OTX233 OF MOATHCaNNA NAUAEHTOR MHGO ETO SaKOHHSA MSICTASHTENEH OTKAS3 OT MEZWUMMCKOH NONOWH OCYEECTEMRETCH
COOTBETCTEYOUAR 33THCS 06 STOM 5 AEMLAHCKOR ADKYMEHTIUNN, B TON HHCTE B SMEKTPOHHON GODHITE, W MOTACHBIETCH ACTHAHCKN
pasorHuon.

2. Mok OTKa3e 33KOHX NPEACTIBHTENE HECOBEPEEHHONETHEND AUGD HEREECTOCOBHOTO MWLa OT MERALAHCKOR Nowoa,
HEOXORANOH LA CaCeHWA XHSHA YKGSaHHX THL, NETWHCKSR OPTHASALWS BTPaSE OOPATHTHCA B OPran ONEXH  MOTESHTENSCTSa
(WIK) & CYR ARA SBUMTH WX WHTEDECOS.
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CTaTeA 137. OKa3aHWe MEZMUMHCKOW MOMOWM 6€3 COTNacHA nauwenTa

1. Oca3aHAe MeRMNHCKOR NOROS GE3 COTABCAR NaUHENT JOMYCKASTCA 5 OTHOSSHHN AW

1) HEXORAWAKCA B BOKOSON, KOWBTOSHON COCTOAMNMN, He MOSSORSNUEN SHPASHTS C800 507}

2)  sabonesanAmA, NPEACTIBIAOAN ONACHOCTS AR OKPYXEHIAX;

3) € Taxenuan ncHXHsECKWA paccTPOCTEaNA (3300nesaHHRN);

2) € nCkseCKuNH PACCTPORCTBINA (3a60nEBZHAMAK), COBSPUMBIINX OBISCTBENHO ONacKoe neswHe.

2. COTMaCHE Ha OKE3aHHE MEZMUMHCKOH MONOLA B OTHOSEHHN HECOBEPUSHHOTETHI, 53 HCKTGHEHHEN CTY“GES, MpeyCHOTpEHX
DJHKTON 2 CTRToM 78 HACTOARErO KOREKC3, # COTABCHR AMR TWL, MDHSHOHHAX CYIOM HeASECTOCODHINA, R3O WX SaKOHHSE
npencrasuTent.

3. Pellese 06 OKaSaHWN MERWWMACKOR NOMOI 623 COTAACHA B OTHOUEHAN MWL, YKASAHHSIX B NYHKTE 1 HACTOARe CTaTBlt,
PHHANIET KOHCATAYN, 3 NPH HESOSHOXHOCTW COBPATS KOHCHWYA — HENOCEICTSEHHO MEAWLNHCKHT PRGOTHAK C noCTeRyEaM

YBeOMTEHHER. TOMKHOCTHS MWL MEZWUNHCKO OpTaHASaLH

2. OKa33HAE WERMNHCKOR NONOSH 023 COTMBCHR NUNENTS MPOROTKAETCA 0 HCHESHOBEHHR OCHOBaNA, MDEAYCHOTPERHSI MYHKTON.
1 wacrosuei craten.

CraTba 135. TpeGosanun K Pa3paGoTKe CTEHAZDTOB OPFEMIN3AUINN OKZ32HA METAUMCKOH MOWOS
1. CTaHAPT OpraMASaLIN OK332WHA NEALMHCKOR MOMORMN — HODNBTWSHH NP3BOBOH BKT, YCTaHBSIWSBOWA TPEGOSIHAR  MpaBWTE
K MPOUECCaN OpraMASaLAM OKZ3aHHR NEALMHCKOR MONGWA B CODTSETCTWA C 33OHONATENSCTEON PECTYGMAKH K33aXCTa B 06NacTH

sapascoxpanenss.

2. CTaHEPT OpraWASaLIM OKB32MAR NEZALMHCKOR NONORH P3PACITHBAETCA MO NPOOHNSH 3a00TEBaHA (CAYXG) W BKAGWaET 5 Ceb3
cneayeae TpeGosanks:

1) otwne nonoxesna;
2) CTPYKTYPY OpraH3aUNR, OKE3HBSOWAX ASAMLIKCKYO NOROSSS

3) OCHoBHHE 338N W HGNPABAEHAR ERTENLHOCTH OpFSHASAUI, OKG3HSRIAK MERHMHCKYD NONDMS;
) OPAIOK OKESaMAS EAUNHCKOH NONOIA & P33PeSe YPOSHEH, SWI0S, QOPN W YCAOBM e OKa3aHR;
5) pexonenayanst erar patoTinKos;

Ry ————

7) wHoe ¢ yueTon ocobennocre npoduna 3abonesana (CAYXGS).

3. CTaHABDTH OPraHW3AWAN OKG3GHWA MERMUMHCKO NOMORN Pa3paBaTHSBCTCA W YTEEPXAGHTCA YIONHOMOHEHHSM OPFaHOM.
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Article 134. Rights of Patients
1. In addition to the rights specified in Chapter 12 of this Code, a patient has the right to:

1. dignified treatment during prevention, diagnosis, and treatment, as well as
respectful attitude toward their cultural and personal values;

2. medical care prioritized solely based on medical criteria, without the influence of
any discriminatory factors;

3. choose or replace a doctor or medical organization providing medical care within
the guaranteed volume of free medical care and/or the compulsory social health
insurance system, except in cases of emergency and urgent carc;

4. be informed that audio andor video surveillance and recording are being
conducted in the medical facility:

5. relief from suffering to the extent permitted by the current level of medical
technology;

6. receive information (data on potential risks and benefits, proposed and alernative.
treatment methods, consequences of refusing treatment, diagnosis, prognosis, and
treatment plan in an accessible form, as well as explanations for discharge or

transfer to another medical facility) and an independent opinion on their health
‘condition, and to request a medical consultation;

7. receive information about their rights and obligations, services provided, cost of
paid services and co-payment amounts, the procedure for their provision
(accounting for accessibility for persons with visual and/or hearing impairments),
prescribed medications, and the medical professionals providing care;

8. refuse to participate in the educational process or the presence of third partics
during diagnostic and treatment procedures;
9. other rights provided by the laws of the Republic of Kazakhstan.

2. Information about patients'rights shall be displayed in visible locations within medical
faclites.

3. Medical care is provided after obtaining the patient’s informed consent. Informed consent
for invasive procedures must be documented in the form approved by the authorized
body.

4. A patient may designate a person to whom information about their health status should be:
disclosed. Health information may be withheld from the patient (depending on their
condition) and disclosed to their spouse, close relatives, or legal represcntatives.

5. The protection of paticnts'rights is ensured by sate authorites, healtheare organizations,
and public associations within their competence.
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Article 135. Obligations of Patients
1. In addition to the obligations specified in Chapter 12 of this Code, a paticnt must:
1. take measures to preserve and strengthen their health;
2. show respect and tact when interacting with medical professionals;

3. provide the doctor with all nccessary information for diagnosis and treatment;
strctly follow medical prescriptions aficr consenting to medical intervention;

4. comply with intenal regulations and trea the medical fcility’s property with
care; cooperate with medical personnel when receiving carc:

5. promply inform medical professionals of any changes in their health during

dignosis/treatment, as well s in cases of contracting or suspected contagious
discases;

6. refiain from actions that violate the rights of other patients;
7. fulfill other obligations provided by the laws of the Republic of Kazakhstan.

2. The obligations of patients specified in subparagraphs 2), 3), and 5) of paragraph 1 of tis
Atticle also apply to parents or other persons dircctly caring for a hospitalized child.

Article 136. Right to Refuse Medical Care

1. A patient or their legal represcntative has the right to refsse medical care, except in cases
provided for in Article 137 of this Code.

2. Incase of refusal, a medical professional must explain the potential consequences in an
‘understandable manner.

3. Refusal of medical care (with noted consequences) shll be recorded in medical
‘documents (including clectronic format) and signed by the patient (or legal
representative) and the medical professional.

Ifthe paticnt (or legal representative) refses to sign, a corresponding note shall be made in the
‘medical records and signed by the medical professional.

4. Iflegal representatives refusc lfe-saving care for a minor or incapacitated person, the
‘medical facility may appeal to guardianship authorities and/or the court to protect their
interests.
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Article 137. Provision of Medical Care Without Patient Consent

. Medical care may be provided without consen for individuals:

2.
3
4.

in shock or a coma, unable to express their will;
‘with discases posing a danger to others;
‘with severe mental disorders (illnesses);

‘with mental disorders (illnesses) who have committed socially dangerous acts.

2. Consent for minors (except cases under Article 78(2) of this Code) and incapacitated
individuals is given by their legal represcntatives.
3. The decision to provide care without consent for persons lsted in paragraph I shall be

‘made by a medical council or, if convening one is impossible, by the attending physician
‘with subscquent notification of the medical facility's officias.

4. Care without consent continues untilthe grounds specificd in paragraph 1 cease to exist.

Article 138. Requirements for Developing Medical Care Provision Standards

1. The medical care provision standard is a regulatory legal act establishing requirements
‘and rules for organizing medical care in accordance with the healtheare laws of the
Republic of Kazakhstan.

2. Standards are developed by discase profiles (services) and include:

s oo

gencral provisions;
structure of medical care providers;

‘main tasks and activities of care providers;

procedures for care provision by levels, types, forms, and conditions;
recommended staffing;

recommended medical cquipment;

other requirements based on discase profile (service) specifics.

3. Standards are developed and approved by the authorized body.
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MuHUCMD 50paB0OKpaHEHUS.
u cousansnozo pasums
Pecnynuxu Kosoxcnan 7. ayiicencéa

Tucemenoe noGposonsoe cornacke
RaukenTa npn WHBaIWEHLX BMEUATETLCTEAK

B, (nonsepxnyTs) nauvenT/saKonh mpeacTasHTeNs:

(Ganunua, wns, OTIECTSO (TPH ETO HanAdAH) NBUAENTA/3IKOWHOTO MPERCTISATENR)
waxonsce 5

(HannenosaHE MeDAHCKOR OpraNHSAL)
B30 Cooe cornacue wa nposeneHe (TORSEPKHYTS): AW/THLY, 33KOHHSM
npencrasuTenen KoTopOro  ABnROCH:

(Ganunus, wna, OTSeCTSO (npH €ro Wamwawn), AaTa poxaersa)
cneayeseit mpoueayp

(yKasaTe HanNeHoaRAE MPOLEAYDS)

1. 5 WGopRAPOSH/ (3) O UERX, XIPAKTEDE, HEOBrOMpHATHX
'5608KTaX TIEHHPYEROTO WHBASHEHOTO BHEUATENSCTS3, COTMaceN(Ha) €O
SCeMH MOBTOTOBATE S AN H CONPOBOXIBOANA SOSHOKHSAA
BHECTESHOROTWHECKNA WEPOTPHSTHSMN, 3 TBKKE C HEOXORAMSIN MOBOsHAA
measTensCTBaMA. § MpeAympeXAEH(a), UTO 5O BPERA WHEASHEHOTO
BMEUSTETCTER MOTYT BOSHAHYTb HEMpERBWIEHHSE OOCTOATENSCTS3, PHCKM
OCAONHENMS 1 MOHAKAR, TO STO AONET SKNGSaTS HEDYEHHR CO CTOPOWS
CepaeuHo-COCYANCTOl, HEpBHOI, ASXETEnsHOR W ZpYTWX CHCTER
XHSHERERTETLHOCTH OPTaHHSH, 4TO 3TO CBR33HO C HenpemKanEpeHHsn
pWMHEHHE BpeAa 3R0POSED. B TAKOM CAYUBE, A COTMACEH(Ha) Ha
pHHeHeHe SpaLINA BCESOSHONIHSX HETOROS NEHEHAS, HATPIBTEHSX HD
VCTDBHEHWE BHLEYKASAHHMX OCAOKHEHME

npunoxene.
K npuKasy NAWACTDa 3paBoOxpaNENHS
W cowanenoro passiTs
Pecnybnuc Kasaxcran
o7 20 n2s 2015 roma ¥ 364

copra
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2. A CT3BAK B U3BECTHOCTL BPaya 060 BCeX Mpobnemax, CBASARHLX
€ MO 350poBBEM (CO 3A0POBbEN L3, 3AKCHHSN MPEACTABHTENER KOTOPOTO
5 menmoce)

acencTsennocTs;

‘annepruseckne npossnena;

WHMBHAYaRSHaR HENEDEHOCHAOCTE NEKBPCTSEHHSX MPENapaTos 1
ponyKTos. muTanua;

noTpeSnenne TG WSReMHF;

snoynoTpeGense ankoronen;

‘3noynoTpeGReNHE HAPKOTHNECKWAK CpeRCTEaNA;

nepenecerie TpaBs, ONEpaUN, 3300NESAA, FHECTESMOTOTHIECKAE
rocobun;

SKOROTUSECKHE W MPOKSBOACTSEHNE G3KTOPH GHSWIECKO, XuAWECKOR
WK GHOROTWSeCKOR NPHPORS, BOSRSTCTBYEME Ha MeHA (THU3, 33KOHHSM
PEACTaBUTENSN KOTOPOTO § ABARSCH) B0 BPENS KHSHEASRTENSHOCTH;

puAnachE nexapcToeHHsE CpencTs:

3. % Wnen(z) sosmoMHOCTS 3a1aBaTs neHe SONPOCH BPaLY M Ha sce
‘sonpocst noyun(a) HesepTssanue oTEeT.

2. 7 o3uaxomnen(a) CO BCeMA MYHKTaWA HACTOSEFO AOKYWENTS W
cornacen(a) < Hamn.

Roanuce sassuTens: (nausent/saxonrath npeacTasuTens)

foTa sanommena: /. J201_r.

Bpav (Gamunns, wna, OTIECTEO (NN €ro Kandmn)
Roanuce:

punesan

1. UHBBSUEHOR SMESATENECTED - MEBAWACKSR NPOLSAYP3, CBASEHHER
© MpowNKHOBeHHEH epes ecTeCTBeNNsE SHeWME Gapsep OPTIHASH (KOX2,
CAMSHCTSE OBOMONKK) (AMBSKUNA, AATHOCTWSECKaR MPOUSAYPa,
XHpypruseckas onepawn u TaK zanee).

2. Cornacue Wa poseneHHe WHEa3WBHOTO SHEUTENSCTER AOXET GaTS
OTo3BaNO, 32 UCKIIRUEHWEM CTYUBEE, KOTZ2 NERMUHCKAE PACOTHAKH Mo
XHSHeHN OKESBHARA YXE TDHCTYMIH X WNB3SHSHON) SHESATENSCTSY # ero
peKpaseHHe WK S03SDAT HeSO3MNIS B CBESH C YTPOSON AR XS X
saoposs naukenta.
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Cramea 76. TapamTua obecnesenna npas

oBracrn sapasooxpaenns
1. ToCyRapCTEO rapaNTApYET rpaxaanan PeCTyGRAKH KesaxcTan:

1) pasri Z0CTYR K MEANUHCKDH oW

2) xauecTso memnuHCKOH rowoa;

3) kauectso nexapcTaenHoro obecnesenns;

) HOCTYIHOCTS, 300EKTUEHOCTS W GESONACHOCTS ARKAPCTEEAHSK CRACTS;

5) Nposezerire WEPONDHRTHR 10 MPOPATIKTAKE 3360M2SaNHT, GOPAPOSEHAS SI0POBOTD 0GPa33 XSHA H SAOPOSOTO THTaHHR;
) Ca000RY PENPO/KTHSHOT BS60P3, OXGRHY PETPOIYKTHEHOT SAOPOSSA W COCTRAHHE PETPOTYKTHSHX P33

7) canuTapHo-snuaemKOnOr Wseckoe GrarononyKe.

2. PecnyBnNca Ka33XCTaH TBpINTUPYET TDaKRZHAM PECYOMNKN KI33XCTaN S3WATY OT NG GOPN DACPHAMHZLIAN W

CTUTRATUSAUAM, OBYCTOBTEHHSX HaTUUHEN Y WAX KaKx-MWGO Sabonesawui u CocTRNN

Cravea 77. Npasa rpaaan PecnyGmc Kasaxcran
1. Tpaxaane PechyOnAKN Ka3aXCTaH WAeRT MD3BO Ha:
1) Ronyene aDaHTHPOBENHOTO OGbeNa GeCTTBTHON MEZMMHCKOH MR

2) oficnedere nexapCTSEHN CPEICTSRNA W MSWIAHCKWIA WSZETUANA B DAAKEX TapIHTHPOSIHKOTO oOnema GecnnaThol
HEZMUHCKOR ONOWA W (WIK) B CHCTeMe OB33TEMBHOTO COUBTHOTO NEZHUMHCKOTO CTPIXOBaNHAR;

3) CooBom 460D AERMINHCKOTO PaCOTHAKE W CYOLEKTS SEpRSOOXpaHEHAR;

2) MOnyseHAE EHEGHOTO MNTaKHR 5 Cry4ae HEXOXIEHAS MBUNENTS H3 NESEHAN B CTOHOHIPHX YCAOSHAX;

5) ZOMOMHTENSHYO AESMLNHCKY NONOUS CSEPX TaPAHTHPOSIHKOTO 00BN GECTASTHOR ASIWWAHCKOR MONOWN W (TH) © CHCTENE
OBR3ETELHOMD COUMRNEHORD MEANAHCKOTO CTPAXOSEHAA 33 CUeT COBCTBSHHAX CPEACTS, CPEACTS OpraWSauAl, CACTEMS AOCPOSOREHOTD
MEZUUHCKOTO CTaXOS3HNA M WX MCTOSHAKOS 5 COOTSETCTBIN C 33€OHOIATENsCTBON PECTYOIMKH Ka3axCTan;

) oTyseHHE MERWLHCKIK W WHSX YCTYT Ha nAaTHOR OCHOSE;

7) Ronysere MeaMUHCKOR NOKOW 32 NPERERaMN PECTYGTKH KBSBXCTaH 33 CYeT GABXETHSX CPACTS MDA HAMWHN NOKB3aHAH &
OpAAKE, OMPELEAAENON YIOTHOMOUEHHSIA OPTaHON;

5) Monysee # APSIOCTIBTENHE COOTEETCTS NN AOKYNEHTOS, YAOCTOSSDAGHX GaKT BPEMEHHOR HETPYIOCTOCOBHOCTH, &
COOTBETCTEMN C 3aKOHORATENSCTSON PECTYERAKN Ka3BXCTaH;

) GessosneaIoR W peryNRpHE MOTyeNME OT FOCYASPCTBEHHAX OPTaHOS, OPTMASALNI W NESBUSTO SpaSa B Mpesensx wx
KOAeTeNLIA SOCTOSEPHOM WHSOpHANK O NETOLEX MBOSWIBKTHKH, AWBTHOCTAKH, NSEHAR S36OTESIHA W WERAUAHCKOH DEaOTHTUH,
KAMHHECKIX WCCTEZOBaMNAX, OaKTOPSX, SAUANUAX Ha 310POBSE, BKNOH2A COCTORHAE CPels OOMTOHAS, YCIOBWR TRYIR, GuT2 H OTANX,
'3A0POBOM MATIHI W GESONBCHOCTH MALESKX TPORYKTOS;




image20.png
1@) monyuyenMe OT rOCYAAPCTBEHHHX OPraHos, HESABMCUMEX SKCMEPTHHX OPraHW3auMit W CYOLEKTOE & COepe COpAleHMA.
MEKaPCTBEHHX CDEACTS, MEAWMHCKINX WSREMWH WHGODRALAN © GESONCHOCTH, SMJSKTHEHOCTA W KIUECTSE DERMA3YEMSK NEKBPCTEEHHSX
cpencrs, memaHckwx WSRENH;

11) 3audTy coenewi, COCTaBARRLAX Tallny NSZUNACKOFO PACOTHAKS;

12) sosweweHe BPER3, MPHHHHEHHOTO 310POSH P OKES3NHN WN MEALAHCKOR MOWORN, 5 COOTBSTCTBAN C SaKOHORITEBCTEON
PECTYOIAKN Ka33XCTaH, 5 TOR SHCHE NTeR OCYMCTBNEHNA CTPaX0B0H SunaTs;

13) 32Ty CRONX 3B W SKOHAHX WKTEDECOS B OGACTH OXpaHs 320p0s:
Kasaxcran;

5 CooTaeTCTBMM € SaKOMORETEABCTEON PeCTyGRKA
14) obwanosanne AciCToN (0e30EHCTENR) MEZWUMHCKAX W GIPRAUESTAMECKX PACOTHHKOD B NOPAAKE, YCTGHOBTEHHON 3aKOHaNH
pecnynucn Kasaxcran;

15) XORSTACTE § SHIECTORMME OPraKH O MABNEUCHAN HESBSHCAMX SKCNEDTOB W (WIW) NPOGATEHEX CEWNBMACTOB B Cryvae
HECOTAACHA C BHOmaNA TOCYAIPCTEENHON MELMLAHCKOR SKCTEpTHSS;

16) £06POSONHOE BONMSLABNEHHE O EOSMOKHOCTH SSCTYMNTS B KAYECTSE AOHODa;

17) £auy sonewsABNENNR O COTRACHN TWGO OTKESE H3 WSLRTWE Y MAK MOCRE CHEPTH TKaWeR (SaCTA TXaK) W (1H) OpraHOS
(43CTH OpraKa) 5 UensX TPBHCINBHTaUMH © ODAIKE, OPEREAEHHON HaCTORUAN KOREKCON;

18) £ty WKODRAPOBIHHOTO COTRBCHR WA OTKB33 Wa MeSenMe W MPOSSISHAE AYTHX EAWLMKCKWX SHELATENSCTS, B ToM “cre
~pouABKTIECKIX MHBHEOK;

19) coonnary;

26) monyuenHe OBESCOMMBaNHR DK TeEHAN XPOHIECKIK HEHSTEMREK 3260nesaMNH;

21) nonyuenke 5 AOCTYTHOR GOpHE WHGODHALAA O COCTORKHA SI0POSSA, 5 TON WHCAE CBSAEHAS O PESYSTATIX MEIHUHACKOTD
O6Cnenceans, AUATHOSE H O MPOrHOSE 330OTEBIHA, METOLAX OKESHAR NETUAMCKOR ONORH, CBASIHKON C HANA PHCKE, SOBAONIX
HIRX STAUMHCKOTO SNSSATEnBCTB3, €70 MOCTERCTSNRX  PESYIBTATaX OKZS2HAR ERAUAHCKOR NONOWN;

22) nonywenke AOCTOSEPHOR 4 CBOSSPENEHHOH WHSODHALINN O 3KTOpaX, COCOGCTSMMNX COXPaHEHWO SEOPOSSA WAK OKESHBZOLHX
Ha X HETaTHSHOR STHRHHE, BKIONRR WAPODHBLM O MPOSHTAKTHKE Sa607ESaH, CIHHTAPHO-SMMISRAOTOTHAECKON GTarONoAy ik,
COCTORMMM OKpyXOUEH CeI, MOTEHUNANSHOR OMBCHOCTH AR 3A0POBSA HAOBSKE SSTOMMREROX PACOT K OKESHEAEISX YCAYT,
PAUOHATLHX HODHZK MWTaNAR, KBYECTSS W GS30NaCHOCT MOAYKLUNK, O30S M YCAYTS

23) Wie Tpasa B COOTBETCTEMN C 3aKOHBMA PECTYOMMKN Ka32XCTaH.

1-1. THua C OrpaMANeNN SOSMORKOCTANA (THUB C HHESMWIWOCTSR) WASKT NPISO Ha NePBOOYEPEHGE OOCAYKABINHE 5
opranwsaunsx 3npas00XpaHENHA.

2. Mewurul ARENT D380 PESaTL BOMPOC O NATEPHHCTSE  CBOGOZHOTO 55603 COBPEMeHX METOZOS MpeZyTpExaeHHs
HeXenaTensHOl GEPENSHMOCTH B UERAX MABHAPOSIHAR CeMSH W OXDaNH CBOETO SIOPOBEA.

7pas0 rpaxaan Ha oxpay ABTEpHHCTSa OBecnewWsaeTCA:
1) MpoSeReNHEN METWUMCKNX OCHOTDOS, IMMaRHSECKHA HIDTGLSHAER # OSIOPOSAEHHEN XEHSWH DENpOL)KTHSHOTO B03p3CTa;

2) nesenER MO METULIMCKIN NOKB33HARR OCHOBHSK 33607E5aHH, HETOCDACTSEHHO BIMAGLAX Ha PETPOAYKTHSHOE 310poBsE
MEHEMH M 3H0DOSBE DEGEHKE. NDH MOCTYMNEHAA B CTALOHAD MO YXOLY 33 GOMGHAM DEGEHKOM.
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(Cravba 78. Npasa Reeii
1. MoWMO Mp3S, NPERYCHOTPeNHSX MHKTON 1 CTOTHM 77 HACTORMETO KOREKCa, KIXEA PEOSHOX WieeT Npaso Ha:

1) ons308aAe CoBpeMeNUN 1 SOPEKTHSHNN YCAYTANN CHCTENS SID3SCOXDIHEHAA  CPRACTBINA neseHus Goneswel 1
soccranosnerua 350posen;

2) ofpasosane & oracTH OxpaH 310possA;

3) MPOMRBKTHMECKNE MEZUUNHCKWE OCHOTDH # IMHARASECKOS HIOROIEHAE, NEveHWe, NeKaPCTSeHHOE ofecnedeHne, O310pOsewne i
saxusmaue;

2) OK333HAE WERMLNHCKOR NONOS 5 MEDHOR OSAOPOBTEHHS § OPTSHHSOSAHHOTO OTISX3 5 NOPAIXE, OMSETASHON YTOMHONOHEHHSN
opranon;

5) CBHATBPHO-TUTHEHINECKOE MPOCBEUEHAE, OBYNEHHE W TPYA B YCIOBWAX, COOTBETCTBJIEAX €r0 MSHOMOTHNECKHA OCOBEHHOCTAN
W COCTORNM 310P0BSR W HCKNOURK BOSIEACTSME Ha HErO HEGRar OTPHATHAX 02KTOPOS;

) Monyere NETMUMACKOR AOKYWENTaLIA O COCTORMMA 310POSA Ha GSCTIATHOH OCHOSE 1O NECTY MPAKDETAEHAS NPH NOCTyMIEHAA
+a ysety u TpyRoycTpOiCTSE;

7) onyere WADOPHALINA O COCTOSHAN SI0POSBA B AOCTYMHOR 475 HETO opHe;

) Monysere WADOPHALIA B AOCTYTHON GOPME O SAOPOBOM OOPISE HSHA  DIBWTSHOR MWTZHA, O BDELE KYDEHHS, YTOTPECTENHS
RenKCaKTUBHSX BeueCTS;

) nonysee 5 BOCTyMHOR GopHE WKGOPABLAK OO CXPaHE PETPORYKTHSHOTO 3A0POBES;
16) nonyuenke nBATHATHEHOR MeZMUHCKO MORORH.

2. HecosepuenHoneTHHE 5 BO3PACTE WECTHAZLBTW NET W CTSpUE WHEAT NP3 Ha WHOODAWPOSIHKOS COTRACHE WIN OTKES Ha
OK333HHE MPOBABKTANECKDH, KOHCYMSTATHEHO- IABTHOCTAHECKOH NONDILA, 33 HCKTGHSHHEN XNHPYPTHHECKIK SHEUTETLCTS, HCKYCCTSEHHOTO
pepsBaNn GepeNeNHOCTH, KOTOPSE TPOWSSOIATCA C COTAACHS WX POIMTENEH WM 33KOHHSX MpeACTasHTEnch.

3. Mpw nedewin ReTeR 5 YCIOBWRX CTAUAOWZD 5 B03PACTE O MATW AT, 3 TaKke GOnbX AeTel CTAPUSTO 803p3CT3,
HYXGBAXCS MO 3aKTWNEHAD BaYEH B ZOTOMHTEASHOM YXORE, MSTEPH (OTUY) Wit WHONY WLY, HEMOCPEACTEEHHO OCYRECTIROUERY YXOR
33 peGeHKON, MPEAOCTABAASTCA BOSHOXHOCTS HEXOATSCA C M & MELWLAHCKOH ODTGHASAMA X SASETCA JWCT WIK CNPaSKa O speneHHo
HETDYAOCTOCOBHOCTH 5 COOTBETCTBNN C S3KOHOIATENSCTBON PECTyOMMKH KaSBHCTaH.

Kopwauas AT peGenka 40 OIHOTO TORa XHSHA COECNEWSASTCA GECTTBTHSA TWTEHHEN & WELWLAHCKOH OPTaHASaUNN Ha Becs
nepuon npeBssanua no yxomy 3a pedenkon.

2. Tpu RN B BHGYRBTOPRX W CTAUAONZPOSaWERNANX YCIOBARX KETE 5 BO3PACTE 40 MATH FET, 3 TaKXe Comuweix feTel
CTapuEro B03paCTa, MYKIAGWAXCA N SaKMOeNND SpateR B AOTOTHNTENSHON YXORE, MATEDH (OTUY) WIH WHORY WL, HEMOCPEACTSEHHO
CymecTERSIENY YXOR 33 PECEHKOR, MPSIOCTIBARETCA SOSMONHOCTS HEXOMATECA C WAA C SSaNER JUCTa WIK CD3BKH O SpeMeHHOi
HETDYAOCTOCOBHOCTH 5 COOTBETCTBNN C S3KOHOIITENsCTBON PeCTyOMMCH KaSBXCTaH.

5. LETH UKOTSHOT 503pACTa B NEPHOR MOTYSEHNA B CTOLNOHSPASX YCIOBHEX CTIEUNBTHSHPOBZHHOI MESULAHCKOH NOROH,
HEZUUHCKOH PESBATHTaUNM, 3 TIKXE NaRTWBTHSHOR EIWUHACKOR MONOWA WAEGT A0 Ha HENPEpsEHOE OBPaS0sarHE B NOPAIKE,
(OMPERENEHHON YIOTHOROSEHHSA OPFaHON COSHECTHO C YTIOTHOHOHEHHSI OPTanoR 5 OGTaCTH OGpaS0BaHAS.
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OraHA3aUMN 3APRBOCKPANEHHA, OKaSHEZOWAE NEAWLIHCKYD MONOUs ASTAN, CO3AAGT YCAOBAR AMA UTP, OTASXA W NPOSASHMS
socnuTaTensrol patoTs.

. ZeTh C orpaaseHAN BOSONHOCTENM, SapaXeHNSe BUN-WHGEXLWER, WNEKT NDIBO Ha NORySEHKE GECTAATHON MEANKO-
enarorHeckoll KOPDEKUAOHHOT NOMIEPHXH © OPTaHASILMAX OOPaSOB3HAS, SIDISOOXPINEHHA B COOTSETCTSMA C 3aKCHORITENSCTEON
pecnynukn Kasaxcran.

et 33paKenHse BUM-WAGSKUNER, WASST NPaSO Ha NpECBaNHE 5 AONGX DEGEHKA M WA OPTEHHSBUARX SIIBCOKPINENNS
oopasosanns.

ReTw, poxaene OF AaTepell, 3apaKenHsX BIM-HHOSKUNER, WASOT MPaSO Ha MOMyeNHe CRCTIATHX BRBNTHPOBIHHSK MONOSHX
CHecei 5 COOTBSTCTSMNN C YCTaHOBTEHHA HODKENA THTENH.

5-1. LeTi C OrpaMAseHN SOSMOMKOCTANA (2ETH C WHESIWIWOCTSR) WASKT NSO Ha NePBOYEPEHGE OOCAYKABINHE 5
opranusaunx 3npaB00XPaHENHA.

7. Mlepestes WemAAHCKIX MPOTWSONOKa3aHA X MoMeweHHO AETEH & ZOW PECEHK W OPTaHASaWAK OBP3SOBZNAR, OPTaNK3ALIMA AMA
BeTeR-CHpOT  neTe, OCTIBENNCA Ge3 NONeSEHAS PORNTENCH, YTBSPKIASTCA YTOTMOMOHEHHSM ODraHON.

5. BeTU-CHOTS, ASTH, OCTaBAWECH 03 NONeNeHHA POMNTENe, W AT, ASTAGEAECS NOTYNITERSNA CTELABMSHSX COUBTEHX
YEnYT, 2O ROCTAKENAR W BO3PACTa TPEX MET BKIRWNTESHO MOTYT COREPAETSCA B OCYABPCTBEHHSX MESMUMHCKINX OPTaHASBLAX &
opAIKe, YCTEHOBREHHOR YTIOTHONOEHHN OPTBHON.
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Article 76. Guarantee of ensuring rights in the field of health care
1. The State guarantees to itizens of the Republic of Kazakhstan:
1) equal access to medial cares
2) quality of medical care;
3) quality of drug supply:
4 availabilty,offectiveness and safety of medicines:

) implementation of measures to prevent discases, promote a healthy lifestyle and healthy
nutrition;

6) freedom of reproductive choice, protection of reproductive health and observance of
reproductive rights;

7) sanitary and epidemiological well-being.

2. The Republic of Kazakhstan guarantees citizens of the Republic of Kazakhstan protection

from any forms of discrimination and stigmatization duc to the presence of any discases or
condiions.

Article 77. Rights of citizens of the Republic of Kazakhstan
1. Citizens of the Republic of Kazakhstan have the right to:
1) recciving a guaranteed volume of free medical care;

2) provision of medicines and medical products within the framework of the guaranteed
‘volume of free medical care and (or) in the system of compulsory social health insurance;

3) fiee choice of a medical worker and a healtheare subject;
4) receiving therapeutic nutrition if the patient is undergoing treatment in  hospital sctting:
) additional medical care in excess of the guaranteed volume of frec medical care and (or) in
the system of compulsory social health insurance at the expense of own funds, funds of

organizations, the voluntary health insurance system and other sources in accordance with the
legislation of the Republic of Kazakhstan:

6) receiving medical and other services on a paid basis:

) receiving medical care outside the Republic of Kazakhstan at the expense of budgetary
funds if there are indications in the manner determined by the authorized body:

8) receipt and provision of relevant documents certifying the fact of temporary disability, in
‘accordance with the legislation of the Republic of Kazakhstan;

9) free and regular receipt from goverment agencics, organizations and the attending
‘physician, within the it of their competence, of reliable information on methods of
prevention, diagnosis,treatment of discases and medical rehabilitation, clinical rescarch, factors
affecting health, including the sate of the living environment, working, living and resting
conditions, healthy nutrition and food safety;
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10) obtaining information from government agencies, independent expert organizations and
entites in the field of circulation of medicines and medical devices on the safety, effectiveness
‘and quality of the medicines and medical devices sold:

11) protection of information constituting a medical worker's secret:
12) compensation for harm caused to health during the provision of medical care, in
‘accordance with the legislation of the Republic of Kazakhstan, including through the
implementation of insurance payments:
13) protection of their rights and legitimate interests in the ficld of health protection in
‘accordance with the legislation of the Republic of Kazakhstan;

14) appealing the actions (inaction) of medical and pharmaceutical workers in the manner
established by the laws of the Republic of Kazakhstan;

15) a petition to higher authorities to involve independent experts and/or specialized
specialiss in the event of disagreement with the conclusions of the state medical examination;

16) voluntary expression of will regarding the possibility of acting as a donor;

17) giving an expression of consent or refusal to the removal of tissues (parts of tissuc)
‘and/or organs (parts of an organ) from them after death for the purpose of transplantation in the
‘manner determined by this Code;

18) giving informed consent or refissal to treatment and other medical interventions,
including preventive vaccinations:

19) co-payment;

20) obtaining pain relief in the treatment of chronic incurable discases:

21) obtaining information in an accessible form about the state of health, including
information about the results of a medical examination, diagnosis and prognosis of the discase,

‘methods of providing medical care, the risk associated with them, possible types of medical
intervention, its consequences and the results of providing medical care;

22) obtaining reliable and timely information about factors that contribute to the maintenance
of health or have a negative impact on them, including information about discase prevention,
sanitary and epidemiological well-being, the state of the environment, the potential danger to
‘human health of the work performed and scrvices rendered, rational nutritional standards, the
quality and safety of products, goods and services:

23) other rights in accordance with the laws of the Republic of Kazakhstan.

1-1. Persons with disabilitcs (persons with disabilities) have the right to priority service in
healtheare organizations.

2. Women have the right to decide on motherhood and freely choose modern methods of
preventing unwanted pregnancy for the purposes of family planning and protecting their health.

‘The right of citizens to matemnity protection is ensured by:
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1) conducting medical examinations, dynamic monitoring and health improvement of women
of reproductive age:

2) treatment for medical reasons of the main diseases that dircetly affect the reproductive
health of women and the health of the child. upon admission to a hospital to care for a sick child.

Footnote. Article 77 as amended by the Laws of the Republic of Kazakhstan dated
27.06.2022 No. 129-V1I (shall come into force upon expiry of ten calendar days after the date of
its first official publication); dated 06.04.2024 No_ 71-V1I (shall come into force upon expiry of
sixty calendar days affer the date of is fist official publication); dated 19.04.2024 No. 74-

VI (for the procedure for eniry into force, see Asticle 2).

Article 78. Children's rights

1. In addition to the rights provided for in paracraph | of Article 77 of this Code, every child
has the right to:

1) use of modern and effective health care services and means of treating discases and
restoring health;

2) cducation in the field of health protection;

3) preventive medical examinations and dynamic monitoring, treatment, drug provision,
health improvement and vaccination;

4) provision of medical assistance during the period of recovery and organized recreation in
the manner determined by the authorized body:

5) santary and hygienic education, raining and work in conditions that correspond to his
‘physiological characterisics and state of health and exclude the impact of unfavorable factors on
him

6) obiaining medical documentation on the state of health frec of charge at the place of
attachment upon admission to study and employment;

) receiving information about his health status in a form accessible to him;

8) receiving information in an accessible form about a healthy lifestyle and proper nutrition,
about the dangers of smoking and the use of psychoactive substances:

9) obtaining information in an aceessible form on reproductive health protection;

10) receiving palliative medical care.

2. Minors aged sixteen years and older have the right to informed consent or refusal to
receive preventive, consultative and diagnostic care, with the exception of surgical interventions
‘and artficial termination of pregnancy, which are performed with the consent of their parenis or

legal representatives.
3. When treating children under the age of five in a hospital setting, as well as sick older

children who, according to the doctors” opinion, require additional care, the mother (father) or
other person dircctly caring for the child is given the opportunity to stay with him/her in the
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‘medical organization and is issued a certificate or sheet of temporary disability in accordance
‘with the legislation of the Republic of Kazakhstan.

Anursing mother of a child under one year of age is provided with free meals at a medical
facility for the entire period of care for the child.

4. When treating children under five years of age, as well as older sick children who,
‘according to doctors” opinion, require additional care, in outpatient and inpatient settings, the
‘mother (father) or other person directly caring for the child is given the opportunity to stay with
him/her with the issuance of a certificate or sheet of temporary disability in accordance with the
legislation of the Republic of Kazakhstan.

5. Children of school age during the period of recciving specialized medical care, medical
rehabilitation, and palliative medical care in inpatient settings have the right to continuous
‘education in the manner determined by the authorized body jointly with the authorized body in
the field of education.

Healtheare organizations providing medical care to children create conditions for games, rest
and educational work.

6. Children with disabilitics infected with HIV have the right o receive free medical and
‘pedagogical correctional support in educational and healthcare organizations in accordance with
the legislation of the Republic of Kazakhstan.

Children infected with HIV have the right to stay in children's homes and other healtheare.
and educational institutions.

Children born to mothers infected with HIV have the right to receive frec adapted milk
formulas in accordance with established nutritional standards.

6-1. Children with disabilities (children with disabilitics) have the right to priority service in
healtheare organizations.

7. The list of medical contraindications for placing children in a children's home and
‘educational organization, organization for orphans and children left without parental care, is
‘approved by the authorized body.

8. Orphans, children left without parental care, and children who are recipients of special
social services, up to and including the age of three years, may be kept in state medical
organizations in the manner established by the authorized body.

Footnote. Article 78 as amended by the Laws of the Republic of Kazakhstan dated
27.06.2022 No. 129-V1I (shall enter into force upon expiry of ten calendar days afier the date of
its first official publication): dated 20.04.2023 No. 226-VI1 (shall enter into force on
01.07.2023).
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