w Yyeia ev Apdoet
Metappuduilovracg to EXY yia tn
. . BeAtiwon tng Yyeiag twv MoAttwv

EAANVIKA Anpokpatio

Yrnoupyeio Yyeiog

Me tnv unootnpi§n tng Opasdag Apdaong yia thv EAAada tn¢ Eupwnaikig Emttponig

MNPOTELVOHEVO TPOKATAPTIKO IXESLO ApAong, yla Thv avantuén vog kaboAlkou, gviaiov,
Kot OAokAnpwpévou ovuotipatog Mpwrtofaduiag @povtidag Yyesiag, tO omoio
avantuxOnke oto mAaiolo tng npwrtoPouAiag «Yyeia ev Apacel» tou Ynoupyeiov Yyeiag,
ME TNV untootApLén t¢ Opadag Apdaong yia tnv EAAada tn¢ Eupwnaikig Emtponing, petd

ano npdokAnon tou Yrnoupyou Yyeiag K. Adwvi FewpyLadn.

Ito mnpotewvopevo IxESlo Apdaong €xouv AndOsi umoyn, adevog n  EMIKELMEVN
HETappUOULION otov EONYY kat to EZY, adeTtépou OL MPOOTTIKEG yLa KLVNTIKOTNTA OTO
nmAaiolo tng Sdradikaociag tng Atokntikng MetappuBuiong Tou Ymoupyeiou ALOLKNTIKAG

MetappUOuiong ka HAektpovikng AlakuBépvnong.

ZentéuPplog, 2013
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EIZATQrH

Y10 mAaiolo tn¢ npwtoBouliag «Yyeia ev Spdcew» tou Yroupyeiou Yyeilag oe cuvepyoaoia e
Vv opdda 6paong yia tnv EAAada tng Evupwmnaikng Emttponng, cuotiBnke n Emttponn MOY
tov OktwPplo 2012. Epyo tng Emutpomnig eival n koatdption kal UAomoinon Eemikalpou
Ixedilou Apaong yla tnv KaBoAlkn epappoyr evog oAokAnpwuévou Siktuou Mpwtofadutag
Opovtidag Yyeilag, Le oKomo TNV KAAUYN TWV TPAYUATIKWY aVayKwV UYELoG Tou mAnBuouou
kal TN Stacdaiion NG amodoTikng xpriong Twv mopwv. To 2xédlo Apaong Ba oAokAnpwOetl
HETA TNV OAOKANPWON OKPOACEWV PE OAOUC TOUG EUTTAEKOUEVOUG POPELC KAl TNV €V YEVEL
StaBouleutikn) Sladikaoia kot otnv ouvéxelo Ba umoPAnBel otnv EmteAkry Emitponn)
MetappuBulong tou Yroupyeiou Yyeiag yla €ykplon evtog tou NosuBpiov 2013.

Tov Alyouoto 2013 o Ymoupyog Yyelag k. Adwvig Mewpyladng, {ntnoe and tnv Emtponn)
NOY kot tv Opada Apdong yia tnv EAAGSa tng Eupwmnaikig Emttponng, Tnv urmtoBoAn péxpt
TéNog ZemrtepuPplou €vOC TMPOKOTAPTIKOU TIPOTEWVOUEVOU 2Xedlou Apdong ywa tnv
netappLBuLon otnv MY mpokelévou va ekvnoel apeoca TNV SLaBoUAeucn e TO TIOALTIKA
KOMMOTO KOl OAQL TAL EUTIAEKOUEVA LEPN.

MNa T ouviaén TOU TOPOVIOG TIPOTELVOUEVOU TIpOoKATOPTIKOU Ixediou Apdong
aflomonBnkav OAa ta SeSopéva mou cuMéxBnkav amd tnv Emutponty MOY, and to
Yroupyeio Yyeiag, amo to Ymoupyeio AokknTikng MetappuBbuiong kat HAEKTPOVIKAG
AwakuBépvnong kabBwg kot n ExkBeon Texvikng A&loAoynong tng Emtporig MY 1tng
npwrtoPouliag «Yyeia ev Apdoel» tou Ymoupyeiou Yyelag oe cuvepyaoia pe tnv Ouada
Apdong yla tnv EAAGda tng Evpwrnaikig Emtponng: ‘A Future for Primary Care for the Greek
Population’, Prof. Peter P. Groenewegen, NIVEL — Netherlands Institute for Health Services
Research and Prof. Arnoldas Jurgutis Klaipeda University, Department of Public Health,
March 10, 2003. H EkBeon Texvikng AELOAOYNONG TTOU AMOTEAEL avVATIOOTIOOTO TTAPAPTNHA
TOU MAPOVTOG TIPOTELVOLEVOU TIPOKATAPTIKOU Ixediou Apaong adevog avaAUel Tnv mapoloa
Kataotoon ocov adopd tnv mapoxn umnpecwwv MNAOY otnv EANGSQ, adetépou KAVEL
OUYKEKPLUEVEC OUOTAOELG Yla TNV avadlopydvwaor] tTne.

Itnv enefepyacio TWV AVWTEPW CUUUETELXAV:

Yrnoupyeio Yyeiag / MpwtofouAia «Yyeia ev ApdceL»

e [lavAog @sodwpakng, Npoedpog Emtpornic MY «Yyeia ev Apdoew»

e  Opulvn Avbplavakn, Z0uBouldog Yrioupyou Yyeiag, Zuvtoviotpla «Yyeia ev Apdoel»

e Opéotela ZnowomnoUAou, 2UpBouAog YrtoupyoU Yyeiog

e Biktwpla BiBAdakn, Mélog Emtponng MADY «Yyeia ev Apdoe»

e Xpuoobotopog Nouvapng, EmikepaAng MpwtoBouliag «Yyeia ev ApdoeL»
Ynoupyeio Atotkntikig Metapp0uiong kat HAektpovikng AtakuBépvnong

e KupW\\og MamakupiAlou, Z0puBouAog Yrtoupyol AMHA

e Ayyehog Mmivng, Mpoiotapevoc EmBewpntn¢ EAeyktng Anuootag Atoiknong
Ouada Apaong ywa tnv EAAGda tn¢ Eupwnaikig Emitpornig

e Aurelie Vandeputte, Opada Apaong/ Yyeia

e Goran Carlsson, Opada Apdong / Yysia

e Sebastien Renaud, Opada Apaonc / Alowkntikr) MetappuBuion

Ynoupyeio Yyeiag — NpwtoPouria «Yyeia ev ApdaocetL». os\iba 2
ue tnv vmootnptén tng Ouada¢ Apaong tng Evpwnatkne¢ Emttponng




Zx€810 Apdong yla éva kKaBoAko, eviaio kat oAokAnpwpévo cvotnua [pwtofdduiag ®povtidag Yyesiag

Neplexopeva

. TEVIKOG OKOTOG TNG HETAPpLUOULONG
Il. Ew8ikol otoxol
lll. Opdéonua ya tn Sadikaocia tnG HETappLUOULONG

IV. To npotewvopevo IxEdLo Apaong
1. IxeblaopoG eVvOG OAOKANPWHEVOU CUCTHHATOG MpwTofabulag dpovridag vyeiog
2. Avanrtuén tou cuotipatog mpwtofaduag ppovridag vysiag umo tig YMe

l. MPOETOLUOOLO TWV UYELOVOLLKWVY TIEPLDEPELWV VA UTIOSEXBOUV TIG UTNPEGLEG
npwrtofaduiag ppovridag vyeiag

II. Metadopd Twv Sopwv npwtoPfaduiac ppovridag vyeiag tovu EOMYY otig YMe

. Metadopd twv Sopwv mpwtoBadutag ppovrtidacg vyeiag tou EXY otig YNe

NAPAPTHMA 1. EkBeon Texvikng A€loAdynoncg tng Emttpomnig NAOY tng mpwtoBouliog «Yyeia
ev Apaocel» Tou Yroupyeiou Yyelag oe cuvepyaoia pe tnv Opada Apdong yia tnv EAAGda tng
Eupwnaikng Emtponng. ‘A Future for Primary Care for the Greek Population’, Prof. Peter P.
Groenewegen, NIVEL — Netherlands Institute for Health Services Research and Prof. Arnoldas
Jurgutis Klaipeda University, Department of Public Health, March 10, 2003

NAPAPTHMA Il. Empépouc otddia Kal XpovoSLaypappa yla Ty avamtuén evog kaBoAkou,
eviaiou Kal OAOKANPWUEVOU CUOTHUATOC MPWToRAduLag dpovtidag vyeiag

MNAPAPTHMA lll. Emipépoug avaiuon eAEYUEVWY SESOUEVWVY TOU TTPOTELVOLEVOU OXeSiOU
6paong yla tnv avamntuén evog kaBoALkou, eviaiou Kal OAOKANPWUEVOU CUCTHLATOG
npwtoBaduiag ppovrtidag vyeiag
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I. FEVIKOG OKOTIOG TNG LETOPPUOULONG

H Onuwoupyla evog kadoAlkoU, eviaiou Kot OAOKANPWUEVOU OUOCTHUATOC
MpwroBaduias @povribag Yyeiag, LMo TNV €eNOMTELN TwV  YYELOVOULKWV
MNepidbepewwv (YMe) pe otdxo tn OuVvéEXelm otn ¢povtida, tnv moldétnta, TNV

OTOTEAECHATIKOTNTA, TNV KOWWVLKA SIKOooUvn KAl TNV amodoTkotnTa.

Il. Eldkoli otoyot

Erukévtpwon tou EOMYY otnv kUpLa amooTtoAr Tou wg eBVIKO¢ acdaAloTikog dpopeag
uyelog Kal evluvauwon Tou POAOU TOU WG AyopaoTH UTINPECLWV UYelaGg, e
TOUTOXPOVN KATAPYNON TOU SLTTOU TOU pOAOU WG ayopaoTh Kal TapOX0OU UTINPECLWY

uyelac.

Avarmrtuén evog eviaiou cuotripatog NAY otnv EAAGSa, evomolwvtag TG UTNPECieg
vuyela¢ tou EOMYY kat tou EXY pe otoxo tnv SwaodpaAion pLlag €emapkoug,
QTMOTEAECUOTIKAG Kal amodoTikAg S€0UNG UNNPECLWY UYELACG, TOV TIEPLOPLOUO TOU
KOTOKEPUOTIOHOU TOu ouothuatog MNOY kot katd ouvémewa tn BeAtiwon Tou
ouvtoviopoU Ttou, tn OlacddAion NG opBoloykdtEPNg Slaxeiplong Twv
UYELOVOULKWY Sopwv Kal Tou avBpwrivou OSuvapikoU (Latpoug, KOLVOTIKOUC

VOONAEUTEG, LOLEUTEC, ETILOKENTEG UYELOG, GUOIKOBEPATIEVTEG K.AL.).

Emixelpnolakdg HETAOXNMATIONOG TwV ToAuLlatpeiwy tou EONYY (24wpn Asttoupyia)
Kal Twv Kévtpwv Yyelog tou EXY kat umaywyr toug otic (YMe), ot omoieg Ba eival
unevBuveg ylo tnv enomteia, TN Aswtoupyia kal tn xpnuatoddtnon toug (odatpikol
niepidepelokol mpoilmoloylopol ot onoiot Ba AapBdvouv ur PV KTOC Tou peyEBouC
Tou TANBUOoPOU Kol TAPAYOVTEG oL omoiol dUvavial va ovtavakAoUv TNV ovaykn yla

dpovrtida vyeiag).
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e [lepautépw avamtuén tou EAANVIkoU cuotiupatog NOY unod tig YMNe, og éva oclyxpovo
ouoTnUa HE TNV KaBlEépwon Tou Becpol TOU OLKOYEVELOKOU LATPOU, TNV UTIOXPEWTIKN
gyypadn TOU TOAITN OTO UNTPWO TOU OLKOYEVELOKOU LOTPOU, TNV UTIOXPEWTLKA €kdoon
TapATMEUNTIKOU Yyl emiokedn otnv £€elbikeupévn kal SsutepoPfabula dppovrtida vyeiag
(e€alpéoelg oe Ypovioug 0oBevelg Kal eMAEYUEVA VOOHUATA) KoL TNV €VOUVAHWON TwV
Sladkacwwyv Kat Spdoswv TPOAnYng otnv MOY, oto mAaiolo €vog OAOKANPWUEVOU
TPOYPAUMATOC TPOANYNC Kal Tpoaywyng tng uyelag tou eAAnvikou mAnBucpoul, Ttn
Sloxeiplon twv peldovwv mopayovtwy KwdUvou Kal tnv KaBoAwkn ebapuoyn €Bvikou

TIPOYPAUUOTOG TIPOCU UMTWHATLKOU EAEYXOU YLA ETUAEYUEVO VOO LOTAL.

e Aflomoinon Twv MPOOTTIKWV yLa KWVNTIKOTNTA oTo TAaiolo tng Stadikaciag tng ALOLKNTIKAG
MetappUBuiong Ttou Ymoupysiou AwWKNTIKAC MetapplBbuong kot  HAEKTPOVIKAG
AlakuBépvnong, HE OTOXO TNV avadlopyd@vwon TOU CUCTAUATOG, TNV AVOKATOVOWUN TWwV
£pPYOOLWY, TWV APUOSIOTATWY, TOU TPOUTIOAOYLOHOU KOl TwV avBpwvwy Mopwy, LECW TNG

afloAoynong.

lll. Opdonua ywa tn Stadikacia TG LeTappLOUIONG

2.  AloBOUAEUCEL OXETIKA ME TNV avadiapBpwon Kat TG €MIAOYEG ylo TNV
avadlopydavwon Kat Entkupwon: 30 NogpuBpiou, 2013

4. Npostowaocia yia tnv epappoyn (Vopko mAaiolo, Kivntikotnta, SLEVOETAOELS
yla T xpnportodotnon): 31 AekepPpiov, 2013

6. Erikowvwvia Kat StaBouAsuon e Tov TANOUGHO Kal Toug eviLapePOUEVOUG:

ouvexnG kab’oAn tn SLapKeLa TNG LETAPPLUOULONG

Ynoupyeio Yyeiag — NpwtoPouria «Yyeia ev ApdaocetL». os\iba 5
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IV. To mpotewvopevo IxEdLlo Apaong

1. Ixebioon evoc oAOKANPWUEVOU CUOTHUOTOC MpwTtofadua ovtidac vysiacg (und
TLC UYELOVOLULKEC TtepLdEPELEC)

A. APXEZ, TENIKH AOMH KAI NOPOI
a) Edappoyn eviaiwv apxwv, alAd pe SladopeTIKEG AUCELG:

- Ta KUpLA XOPAKTNPLOTIKA TOU CUOTAUATOG MpwTtofabuiag ¢ppovtidag otnv
EAMada odeilouv va eival eviaio - Ttauvtdxpova wotoco, Oedouévng NG
Slopopdiag TMOAAWV TEPLOXWV OVA TNV ETUKPATELA (VNOLA, OTTOUOVWUEVEC,

QYPOTIKEG KaL TTAPOUEDOPLEG TIEPLOXEG), O TPOTIOC MPOCEyyLong Suvatal va dtadEépeL.
B) XapoKTNPLOTIKA UTINPECLWV:

- KaBoAwn kaAuyn pe tov mpoodloplopd piag Baolkig SEoUNG UTNPECLWV

TPOG OAOUG TOUG TTOALTEG
- MNpooBacipeg yewypadlkd UTINPECLEG MO KAOE onueio TNG EMKPATELAC

- MoldtNTa KoL CUVEXELD OTN PpovTida — EAKUOTIKEC O€ TETOo Babuod mou va

QIOTEAOUV TTPWTN ETUAOYN OKOUN KOL OTLG OLOTLKEG TIEPLOXEC
- EAeUBepn emidoyn amo KATAAOYO OLKOYEVELAKWY LOATPWV

- MNep\appavouv yevikoUg ylatpolg, maboAdyoug, malSlatpous Kal mbavwg

KOl LATPOUG AAAWV ELBLIKOTATWV

- Epdaon otnv moAukAadiky Opdada MOY (olkoyeVELAKOG LATPOC, KOWOTLKOG
VOONAEUTNAG, LOLEVUTAG, EMLOKEMTNG UYElOG, PUCIKOBEPATEUTAC K.A.), OTNV KAT OlKOoV
dpovtida kat otnv Stacuvdeon pe AANeG umnpeoieg (PUXIKAC UYELOC, KOLWVWVLKAG

dpovtidag, eknaidevong, K.A.).
- OLKOVOLKQA TIPOOCLTEG UTtNPEGCLEG € OAOUG
- YMOXPEWTLKNA TIAPATIOUTH oTNnV €el8keuévn Kal Seutepofaduia ppovtida

- 24wpn KAAUYPN ylot EKTAKTO TIEPLOTATIKA, E£YKALPN OVILLETWILON Yla UNn
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ETMEIYOUOEC TEPUTTWOEL, OUVEXELWD TNG ¢povtidbag yla Xpovieg TmabnoeLg,
TAPATOUNEG, TMPOANYN Kal AAAEG TAPEUPACEL e OoTOXO TV BeAtiwon dnuooclag

vyelag.
y) Aopég mapoxng NOY:
- Kévtpa Yyeiag kaAumrtovrag katd péco 6po 50.000-100.000 mAnBucoud

- Owkoyevelakd Latpeia — poakpompoBeopa, pe 3-5 owkoyevelakoug Latpoug, 1
nadlatpo, emayyeAUATIEG UYElag KAl SLOLKNTLIKO IPOOWTILKO, KaAUuTttovtag 5-10.000
TANBUGOUO, CUUIMANPOUEVA OO ATOULKA LATPELX OLKOYEVELAKWY LOTPWY, OTOU oL

ouVvOnKeg to eMIBAAAOLV.

- MNeplpepetaka latpeia

B. XPHMATOAOTHZzH TOY 2YZTHMATOzZ

O mpoUTMOAOYIOMOC OPXIKA KATAVEUETAL HE BAON TA LOTOPWKA OTOLKElD,  EVW
peoonpoBeopa ovpdwva HeE Toug €BvVIkOUG oTOXOUG, ouvidooovtal odalplkol
niepldepelakol mpolmoAloylopol ot onoiot Ba Aappdavouv ur’ OV kTG Tou peyéBoug tou
mAnBuopol Kal mapAyovieg oL omoiol duvavtal va avtavakAouv tnv avaykn yla dpoviida
vyeiag. O mpolmoAoylopog yia to 2014 Ba otnpBel otoug MpoUMOAOYLOMOUG Yo TV
npwtoBaduia ppovtida vyeiag tou EONYY kat tou EZY yia to 2013, evw yla to 2015 Ba
avantuxBel péow alyopiBuou Katavoung, LE otadlakr) MPOoocapuoyrn, O Mepimtwon

HEYAAWV aOKALCEWV.
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. AIOIKHZH
Yrnoupyeio Yyeiog:

e Aapfavel ¢ amodAoelS yla TOV TOUEA TNG UYELAG Kal oTo MAAiolo tNG €6VIKAG

OTPATNYLKAG VLA TNV LYELQ, avamTUOoEL TNV €BVIKN oTpatnyLkn yia tnv NOY.

e T[pooblopilel tn PBaowky 6éoun umnpeowv MNOY (0Aeg TG SpAOTNPLOTNTEG TIOU
adopoulv otnVv Mpootacia tng uyeiag, otnv mpoAnln tng acbévelag, otnv ppovtida

UYELOG KOL OTNV QMOKATACTAON).

e [poodlopilel kal €MOMTEVEL T €OVIKA TPOTUTIA, CUUTIEPIAAUBAVOUEVWY KOl TWV
ENAXLOTWV ETUITPENMOUEVWVY TIPOTUTIWV Ppovtidag kal eAEyXeL, o €BVIKO eminedo, To

puBULOTIKO TAaiolo.

e KaBopilel Toug otoxoug Tou mpolmoAoylopou yia tnv NOY oe €Bvikod eminedo kat o

eninedo YMNe.
YyelovouLlkEG MepldEpeLeg:

e EKTIHOUV TIG avaykeg ¢povtidag uyelag otnv mepldpEpela Kal KAtabBETouV €TroLo

ox€élo oto Yroupyeio Yyeiag.

e EmBAémnouv oe mepldpepelako eninedo tnv enitevén twv €BVIKWY MPOTUMWV OTNV
ntapoxn MNAOY otov LWTIKO Kot SnUoacLo ToHEQ, e pUBULOTIKO pOAo Goov adopd ota
KY kot ota Owoyevelakd latpeia. EmBAEmMoOuV tnv ouvepyaoia UE TOUG LATPOUG
aMwv eldkotATwWyY Kal pe tv deutepofaduia ¢povtida. EmPAENOUV TNV THRPNON

TwV npolmoAoylopwv Twv KY kat tTwv OKoyeveLaKWV latpeiwv.

e Emomrtevouv TIC OOUEC KAl TIG umnpeoie¢ mpwtofabulag ¢povtidag uyeiag mou
napgxovrol and 1o EXY, SaocdaAiloviag tnv mowotnta tTNG Ppoviidag KoL tnv

opBoloyikn Slaxeiplon Tou avBpwrivou Suvautkou.

e Jyvamrtouv, yla toug dnuoctoug mapoxous MDY cupPAcelg mMopoxnG UTINPECLWY UE

tov EOTYY.
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Kévtpa Yyeiag kat Owkoyevelakd latpeia:

o Aloxelpilovtal TG unnpeoie¢ mpwrtofadulag ¢povtibag uyelag mou mapExouv,
Slaodalilovtag tnv mowdtnTa tnG Pppovtidag kat tTnv opBoloyikn Slaxeiplon tou
avBpwrmivou SuVapLKoU Toug Kat G€pouv TNV euBUVN yLO TNV TIAPOXT TWV UTINPECLWY

OMw¢ €xouv Kaboplotel and Tig CUUPBATELS TOUG.
EONYY:

e Jupdwvel pe to Ymoupyeio Yyelag oe €Bvikd emimedo kal oe etiola Baon tov

npoUmoAoylopod yia tnv NOY, pe dedopévn t Baoikr €oun umnpecLwy Lyelag.

e Juvamtel oupBAcELC yla TNV Ttapoxn unnpecwwv MY kat T xpnuatodotnon Toug,
HE KAOe Yyelovoulkn Mepldépela Kal, wG ayopaotng, €MIBAEMEL TRV MOPOXN TWV
UTINPECLWV TIOU €X0UV oUUdwVNBElL — TOOO TOV OYKO, 00O KAl TNV OLOTNTA, TNV (0N

Kal Sikaln KOTavour Kal AANEG OXETIKEG TOPAUETPOUC.

e [apakoAouBei o eminedo cUUPBAONG OAEG TG OXETIKEG UE TNV TTOPOXI] UYELOVOULKWV
UTINPECLWYV TIOPAUETPOUC OMIWC £XOUV OUUDWVNBEL OTIG OXETIKEG cUMPBAOELS, KOBwWG
Kal Tnv opBoAoyLKn Xpron Twv MOpwV TTou SAmavwvTol yLo TIAPATIOUTIH 0 akpLBEG

SloyvVWwOoTIKEC e€eTAoELg, KaBwG Kal otnv e€eldikeupévn Kal deutepoBaduta ppovtida.

. ANOPQMINO AYNAMIKO KAI KAGEZTQZ 2YMBAZEQN

o) Amatteital evOeAeXNC EKTIUNON TWV AVAYKWV O avOpwrmivo SUVAULKO, HECW TNG

afloAdynong mou Ba akoAouBroel wote va anmotunwBel n SltabeouotnTa TWV KATWOL:
- latpotl ava eldikotnta
- latpol ava mepldEpeLa KoL TEPLOXN

- AMoL emayyeA\patie¢, oupmeplAapBavopEVWY  TwV  08OVTLATPWY, TWV
VOONAEUTWY, TWV HOLEUTWY, TWV ETLOKEMTWY UYElag, Twv GuolkoBepameutwy Kat

aMwv, ava epLPEpELa KAl TIEPLOXN

- ALOIKNTIKO TIPOOWTILKO QVA UYELOVOULKN TIEPLPEPELA — YLOL TOL OLKOYEVELOKA
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latpeia, ta Kévrpa Yyeiag kat tig YNE
B) EmoxLkOTNTA OTLG AVAYKEG (TOUPLOTLKA TtEPLOSOC K.4L.)
y) Z0v8eon HE KvNTIKOTNTA
6) KaBeotwg cuppacewv — ANPn anodpAacewv OXETKA UE:
- Anpoocioug umaAAnAoug
- Aopiotou Xpdvou
- Epyaocia oto EXY
- JupBaocelg yla toug OKoyeVELAKOUG LATPOUG
- JUMPBAOCELG yLa TOUG LATPOUG AOUMwV ELSIKOTATWY
- JupBAOELG TTOU UTIOKELVTAL O OpOUG OLOTNTAC Kal Xpnotn¢ Staxeiplong
- Alayeiplon Twv cUPBACEWV PE LIOLWTEC TOPOXOUG
- AplBu6c wpwv epyaciag, kKAAudn eKTOC wpapiou epyaciag

- ETikoupLkO LATPLKO TIPOCWTILKO Kal AAAEG CUUPBACELS

A. KAAYWH (Fewypadikn kabwg Kot avadopLka LLE TLG TTUPEXOUEVES UTNPECLEC)

A. NARpnG vewypadiki kKaAudn OANG tng emikpatelag kot aflomoinon tou Beopol Tou
ETUKOUPLKOU TIPOOWTILKOU O€ TEPLOGOUG auxpng 1n o mepimtwon  €Aewdng

ETAYYEALATIWY UYELQG.

B. KaBoAwn kaAun mou nepthappavel dpovtida, mpoAndn, dtdyvwaon Kol UTIOXPEWTLKNA
TIOPOTIOUTI) HE TNV UOBETNON KAWIKWV KateuBuvtnpiwv odnylwv oto mAAioo NG

ETUOTNHOVLIKA TEKUNPLWHUEVNG KALVIKN G TTPAENC.

2T. AIABOYAEYZH KAI ENIKOINQNIA
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Kpivetal amapaitnto va mpayuoatonownBel StaBoluAeuon He OAOUG TOUG EUTTAEKOUEVOUC
dopeic, oupnep\apBavoUEVWY TWV XPNOTWV TWV UTINPECLWV UYeiag, avadoplkd HE TO
oxedlaouod TNG TEAKNG opydavwong tou cuothuatog MDY, kabwg kal va epunedwOel Stapkng
ETUKOWVWVIa KB’ OAn tn SldpKkela TG HeTappLOULONG. EWBIKOTEPNG onuaciag eival n
SlaBolAevon emi ToUu €UPOUC TWV OPACTNPLOTATWY KL TWV OTOLTNOEWV HE TOUG
EMAYYEAUQTIEG TOU TOUEQ TNG UYELAC, eMi TOU pOAou TwV Yyelovoulkwy Mepldepelwv Kat emi
Twv oupBoaoclakwyv oxéoswv PeTall EOMYY kal Twv Yyelovoukwy Mepibepelwv. Anatteital

evVOEAEXNG AVAAUGN VLA TNV EKTLUNGCTN TWV AVOYKWY TWV TIAPAKATW OUASWV:
A. Twv aoBevwv
B. TwV eMayyeALATIWV UYELOG, CUUMEPIAAUPAVOUEVWY TWV YLATPWY
I'. Tou yevikoU mAnBuopol

EKTOG oo TV EMIKOLVWVIA TOU VEOU POVTEAOU Tapoxn ¢ untnpeowwyv MNAY, kpivetat avaykaia

KalL N eMKowvwvia tng Stadikaoiag tng Kvntikotntag (Slapkela, kpttripla afloAdynong KAT.)
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2. Avanrtuén tou cuotiuatog Npwtofaduiag Ppovridag Yyeiag und tnv enomteia

Twv YMNE

I. MNpostowaoia twv Yysovoukwy Nepupepetwv yia tnv urtodoyxn tng NPY

A. NOMOGOEZIA

Mpoetolpaoia Twv vopoBeTikwv aAlaywv — Mpooxédilo otig apxég AskeuBplou, 2013

B. AIAKYBEPNHZH
KaBe YNE Ba mpénet (1-14 mopakdtw):
1. Noa StaBEtel tn Stokntikn kavotnta va dlaxetplotetl tnv NOY — apxég AskepBpiov 2013.

2. Na npoxwpnoet otnv afloAdynon Twv udpLotdpevwy dopwv Tou EZY kat tou EONYY mou Ba
purmopouoav va aflomotnfouv yla tnv apoxn unnpectwyv MOY kat va emAé€ouv Tov aplOuo
Kat tnv katavoun twv Sopwv MY (omwg kat tov apOud twv epyolopeévwy) ToU
QTOLTOUVTOL Yla TNV KAAUYPN Twv ovaykwv Tou MANBUOHOU TIOU OVAKEL O aUTH— HEoa

AekepPpiou, 2013.
3. Na ouvayel cupBaocelg pue tov EOMYY — 31 AskepuPpiouv, 2013.

4. Na evnuepwBel amnd tov EONYY oxeTika e To cUOTNUA apakoAolBnong tn¢ molotnTag —

lavouadplog, 2014.

5. Na avantuéel To KaTAAANAO cUCTNUA TIAPATIOUTIWY EVTOG TNG Mepldépelag, kabBwg KaL tnv

nAgktpovikn tn¢ Stacuvdeon pe tnv HAIKA — OeBpoudplog, 2014.

6. Na opioel Ttoug Okoyevelakoug latpoug - apxég 2014. Na opyavwoel Kal va B€cel o€ oL

TOUC KOTOAOYOUC TWV OLKOYEVELAKWVY LATPWV KoL TNV eyypadn Twv acBevwv - Anpidiog, 2014
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- XPHMATOAOTHZzH TOY 2Y2THMATOzZ

7. No TIPOETOLUACEL TNV CUVOALK EKTILUNON yla TtV Xpnuatodotnon tn¢ YMNe pe Baon to
LOTOPLKO KOOTOG Kal AapBavovtag umodn emUTAEOV KOOTN YLa TOUG EMAYYEAMATIES (KUpPLwG
yla Toug Latpoug) tou EOMYY — Mpwto oxédlo, péoa NoepuPpiou 2013, teAikn amodaon,
Aek€pPBplog 2013.

A. ANOPQIINO AYNAMIKO KAI KAOGEZTQZ 2YMBAZEQN

8. N EKTLUNOEL TG AVAYKEG 0€ SLOIKNTLIKO POoWTKO yia Tig YME, pe Tnv avabeon twv VEWV

kaBnkovtwv — Noéupplog, 2013.

9. Na eKTLUAOEL TIC AVAYKEG 0 avOpwrivo Suvapko yio kaBe KY kot Olkoyevelako Lotpeio

(6nwg avta Ba Stapopdwbouv) — AeképPplog, 2013.

10. Na HEPLUVAOEL yLa TN HETAKIVNON SLOKNTIKOU TIPOCWILKOU, Ao TIG LOVASEC LYEiag Tou

EONYY — lavoudplog, 2014.

11. Na pepwuvAoel ywa tn Slaxeiplon OAwv Twv CUUPBATIKWY BEUATWVY OXETIKA UE TN

petadopd mpoowrikou aro tov EOMYY oto EXY - cuvexEg .

12. Na cuvayel véeg ocupPaocelg pe tov EOMYY kal toug avdloyoug emayyeApaties vyeiag
(kuplwg Latpoug) AapBavovtag umoyn MAPAYOVTEG TTOU OXETI{OVTAL LE TNV EVOWUATWON TOU

véou ouotrpatog NAY otn cuvoAlk SoUr Tou TopEA TG LYELQG.

2T. AIABOYAEYZH KAI EMIKOINQNIA

13. To Ymoupyeio Yyelog Tpemel va €XeL wG OTOXO TNV €upela umoothplEn NG
HETAPPUOULOTIKAC Slepyaociag, kat va SLaBouAeutel Pe OAO TO EUTAEKOMEVA HEPN YLla TNV
aveUupeon tou BEATioTtou tpomou edapuoyng tou oxediou. OL YMNE Ba mpémel va mpoBouv

avaAoyw¢ oe epldpepelakég StaBoulevoelg- OktwPplog, NoguBplog 2013.

14. To Ymoupyeio Yyelog TPEMEL va KATAPTIOEL €va €OVIKO EMIKOWWVIOKO OXESLOo,

OUUTEPAAUPAVOUEVWY TWV TOTIKWV Kol TEpLPEPELOKWY ETUMESWY, ME OTOXO TNV
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evnuépwaon tou TMANBuoUOoU, Kal MPOoWBWVTOG TNV AUECN ETUKOWVWVIA TWV TIOAITWVY HE TO
Yrnoupyeio Yyeiag. MOALG odokAnpwBel n Siadikaocia ANPng tng anddaong, Kal KAtd T
Sldpkela TG vAomoinong, Ba TPEMEL va. CUVEXLOTEL N ETUKOLVWVIA PLE TOUC TIOALTEG IE OTOXO
TNV evnuépwon yla To véo cvotnua MNOY aAld kat tnv mpowbnon tng NOY — OktwpPplog,
2013, OePBpoudplog, 2014.

II. Metadopa twv Souwv mpwtofabuoc  dpovtibac uyeiac tou EONYY ot

Yyelovoutkec MeplbepPeLeC

A. ANOMAZEIZ NOY NPENEI NA AHOOOYN
a) Katdpynon tou poAou tou EONYY wg mapoxou npwtofadutag ¢ppovridag vyeiag

- Anodaon yla LETATPOT TWV ETUAEYUEVWY SOUWV 0 SOUEC TTpwTORABULOC

dpovtidag vyeiag os Sedopévo xpovo, oto mAaiolo Tou véou xaptn NOY

- Anodaon yla tnv emthoyn Twv Sopwv tou EZY mou Ba Asltoupyrioouv tnv

ETOUEVN UEPQL

- AeTTOpEPNG €€ETOION YL TNV OVAYKN TWV VOULKWY TIPOETOLUACLWY Yla TLC

anodAoeLg
B) Alaxeiplon mpoowrnikou EONYY
- Eldikol tatpol mou Ba amoppodnBolV amod to VOoOKoUELa
- Elbikol Latpot mou Ba oteAexwoouv ta KY ( mpwnv povadeg vyeiag EONYY).

y) Awdkaocia kal ypovodlaypappa €PopUOynNG  UTIOXPEWTIKOU  GUOCTAUOTOG

TLALPOTIO UTTWV
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B. XPHMATOAOTHzH

AleuB€Tnon TwV XpNHOTOSOTIKWY BEUATWY yLa T AELTOUPYLO TOU VEOU CUCTAMOTOC

I. AIOIKHZH

Katavoun kat Staxeipion véo mpoowrikol tou EXY ota KY, T OLKOYEVELAKA LATPELO KAl TN

Sloiknon otig YME

A. ANOPQIMINO AYNAMIKO KAI KAGEXZTQZ 2YMBAZEQN
o) AleuBETnon BeUATWY OXETIKA PE TO KABEOTWE CUUBACEWV
B) AfLoAOynon LaTpLlkoU MPOoWTILKOU ava Katnyopia ava KY/Olkoyevelako Latpeio

y) Mpoypaupota ekmaibevong ywo OAoug Tou epyalopevoug tou EIY mou Oa

amooxoAouvtal oto €€N¢ otic povadeg tng NAY (cupnepAapBoVOUEVWY TWV LOTPWV)

2T. AIABOYAEYZH KAI ENIKOINQNIA

a) Avamntuén oxediouv StafoUAeuong Kal EMLKOWVWVIOG HE OAOUG TOUG EpYAlOUEVOUG TOU

EONYY mpwv tnv edapuoyn tn¢ anodaong

B) Avamtuén oxediou SlaBouAeuong Kal EMLKOWVWVIOG LE OAOUG TOUG EPYATOLEVOUG TWV

YMNe npwv TNV edpappoyn tng anodaong
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lll. Metadopd tTwv Souwv pwtofadutoc dpovtidac vysioc tou EXY OTIC UYELOVOULKEC

EPLPEPELEC

A. ANOOMAZEIZ NOY NPENEI NA AHOOGOYN

a) Metadopad twv Kévipwy Yyelag katl twv Mepidpepelokwy latpeiwv oTIC YYELOVOULKES

MNeplpEpeleg

- Anodaon yla anokomnr Twv dopwv tng MY tou EXY 0 CUYKEKPLUEVO XPOVO —
KATA Tov (810 TPOMO TNG HeTadopds Twv povadwy tou EOMYY- oto mAaiclo Tou vEou

xaptn NOY

- Anodoon yla v enavaAertovpyla Twv Sopwv tou EIY yia tnv NOY tnv

EMOUEVN PEpQ

- AemTopEPNG €€ETOON YL TNV OVAYKN TWV VOULKWV TIPOETOLUACLWY Yla TIC

anopAoeLg

B) Awaxeipion avBpwrmivou Suvapkou tou EXY
- Ouotaotika dev Ba umtapEouv pPetaBoAég
y) Z0vayn cupBdacewyv yla mapoxr umnpecLwy Pe tov EOMYY

- Awadlkaoie¢ Tou TPEMEL va TMPOCOLOPLOTOUV OXETIKA WE TN ouvadn

oupBacewv pe tov EONYY yla LeTOPEPOUEVEC UTINPECILEG
B. XPHMATOAOTHZzH
a) MpoUmoAoyLopog

- OLmopot yia tnv NMOY Ba dtaxwplotolv anod tov mPoUMOAOYLOUO TWV VOCOKOUELWY Kot
Ba evowpatwBouv otov npolmoAoylopod twv YMNe yia tnv MY (téoo oe eninedo YMNe, 600

kat o€ eninedo KY/ Mepidpepetakou latpeiov)

- To UYog tou mpoimoAoylopou yia tnv NAY, 6a nmpoodloplotel, Aappavovrag unoyn

Ynoupyeio Yyeiag — NpwtoPouria «Yyeia ev ApdaocetL». oe\iba 16
ue tnv vmootnptén tng Ouada¢ Apaong tng Evpwnatkne¢ Emttponng




Zx€810 Apdong yla éva kKaBoAko, eviaio kat oAokAnpwpévo cvotnua [pwtofdduiag ®povtidag Yyesiag

TO VEO poOAo TG MDY ya mapoxn 24wpng dpovtidag vyeiag, poAo Tov omoio KATEXOUV HEXPL
ONUEPA TO VOOOKOUEID, KOL TO OLKOVOULKO OIMOTEAECMO amd Ttnv edapuoyrn g

UTTOXPEWTLKNA G TLAPATIOMTTNG.
. AIOIKHZH

Ta Kévtpa Yyelog kat ta MNepidepelakd latpeia Ba emomtevovial amo TG YYELOVOULKEG

MNepiudépelec.
A. ANOPQMINOI NOPOI KAI KAGEZTQZ ZYMBAZEQN
a) AfloAbynon Latpkol MPoowrikol ava Katnyopia ava watpeio kat ava YME
B) Mpoypdppata ekmaidevong ywo O0Aoug Tou epyalopevouc tou EZY mou 6Oa

araoxoAouvtal oTo €€n¢ oTLG Lovades tng NAY, cuUMEPNAUBAVOUEVWY TWV YLATPWV.

2T. AIABOYAEYZH KAI ENIKOINQNIA

a) Avamntuén oxediov StafoUAeuong Kal EMLKOWVWVIOG LE OAOUC TOUG £pYalOUEVOUC TOU

EZY mpwv TNV edappoyn Tng anodaonc.

B) Avamntuén oxediou SlaBoUAeuaong Kal EMKOVWVIOG LE OAOUG TOUC EPYOAIOUEVOUG TWV

YNe mpwv TNV edapuoyn tng anodaong.
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Introduction

This Mission Report describes the results of a mission that aimed at assessing the current state of
primary care, current and future challenges and a vision for the future of primary care in Greece. The
mission to Greece was conducted from 9-11 January 2013 by Prof. Peter Groenewegen and Prof.
Arnoldas Jurgutis, who are also the authors of this mission report.

The mission was part of the technical assistance to Greece in the field of health care which is
provided on the basis of agreed collaboration between the Greek government and the EC Task Force
for Greece (TFGR). A Memorandum of Understanding (MoU) between the Ministries of Health (MoH)
of Greece and Germany plays an important role in providing the technical assistance. The Greek MoH
has established a Health Reforms Steering Committee with several subcommittees, among which a
subcommittee on primary care. September 17, 2012 the Ministry of Health launched the initiative
“Health in Action” with the aim of developing a specific structure, process and tools in order to
manage efficiently and effectively the reforms in the Greek health system. In support of the
implementation of structural reforms in the Health Sector in Greece a Roadmap and detailed Action
Plans will be developed for the priority areas. One of the key objectives of the Health in Action
initiative is the development of an integrated Primary Health Care network with the aim of meeting

population needs and ensuring efficient use of public resources (Presentation F. Andrianaki').

Reforms in primary care are consequently a priority to the Greek MoH. One of the reasons for
prioritizing PHC development is the need to decrease the workload of hospitals, in particular as
regards everyday health problems not in need for specialized health care (Draft Programme for
Technical Assistance in the field of health, Dec. 2012). This is one of the symptoms of an inefficient
organization of the health care system. According to the Draft Programme the objectives of the
technical assistance are to support Greek authorities in:

. Ensuring equitable, qualitative and timely access to primary health care (PHC) services to the
entire population

. Assigning comprehensive and gate-keeping health care services as well as health promotion
and disease prevention activities to PHC actors, and facilitate PHC participation in home care services
° Establishing, with these objectives in mind, a nationwide network of General Practitioners,
supported by other vital PHC professionals

. Ensuring internal and external quality development

. Reinforcing governance at PHC and district levels.

! presentations refer to the presentations on the first day of the mission, 9 January, at the Ministry of Health.
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The Health Reforms Steering Committee has several other subcommittees that are relevant for
primary care. We would like to mention the subcommittees on human resources, on pharmaceuticals
, EOPYY, and on hospitals. Integration of recommendations of the subcommittees is one of the tasks
of the Steering Committee.

This mission report starts with the objectives of the mission. We then briefly discuss the approach
that was chosen. The substantive chapters start with an assessment of the state of primary care in
Greece, based on the key dimensions of primary care, followed by a summary of the main problems
of primary care in Greece. We then outline a possible future for primary care in Greece and we end

with recommendations to realize this envisaged future.

The draft mission report has been reviewed for factual mistakes by the chair of the Primary Health
Care Subcommittee and by the contact person at TFGR. All remaining errors and the views expressed

in this mission report are the sole responsibility of the authors.

The authors of this mission report acknowledge the excellent preparation of the mission by the MoH
Primary Health Care Subcommittee and in particular its chair, Dr. Pavlos Theodorakis, by MoH staff

and by TFGR.



Objectives of the mission

The Draft Programme for Technical Assistance in the field of health (Dec. 2012) contained a definition
of PHC and the objective of the mission. PHC was defined in the Draft Programme as: “an easily
accessible and geographically available comprehensive out-patient service, capable of independently
handling the majority of health problems with a gate-keeping function towards specialized health
care and with important tasks related to home care. PHC will in a longer perspective include several
categories of health professionals”. PHC is the point of first contact with health care. To be able to
handle the majority of health problems, it needs to have a generalist approach; not necessarily in
one person, though, as PHC can be delivered by a team of health care providers, adding to the
comprehensiveness of primary care. However, continuity of care and co-ordination of care are
important aims in primary care. Finally, it is important that primary care takes the responsibility of a
defined group of patients and takes into account the context (community, family etc.) of individual

patients (Starfield, 1994).

According to the Draft Programme the prime objective of this mission was to assess the volume and
quality as well as the strengths and weaknesses of PHC in Greece. The assessment should make it
possible to propose modalities to develop a PHC infrastructure, to set up a network of general
practitioners/family physicians, and in the medium term to establish a PHC system with a referral
function to specialist and hospital care, and with public health functions and relations to home care
as part of the Greek health care system.

As main tasks during the mission, the Draft Programme exhorted the experts to focus on issues
leading to short-term actions and to medium-term structural changes:

° Assess PHC volume and quality, if possible in different parts of Greece

. Describe cooperation with key partners - municipal home care on one hand and specialist
and hospital care on the other

. Determine the possibility for PHC to function as gate-keeper today and measures to be taken
to fulfill this role

. Assess possibilities for team-work contributions to improvements of quality and cost

effectiveness

. Describe PHC contributions today to health promotion and disease prevention
. Review current and suggest future contracting modalities
° Review national policy for PHC



. Prepare a draft roadmap for the next steps (including main objectives and actions),
timetable, milestones and deliverables
° Derive out of this a common plan for technical assistance, identify areas of intervention and

respective actions of technical assistance, and set up objectives for each area of intervention.

The authors of this mission report have attempted to live up to these ambitious expectations.



Approach

In preparation of the mission we have read several background documents on health care in Greece,
among them the Health systems in Transition (HiT) volume on Greece (Economou, 2010) and a report
of the OECD (Economou, Giorno, 2009). We have also surveyed the international journals that

publish research articles on health care and primary care in Greece.

TFGR of the EC, in cooperation with domain leader Germany and the Greek MoH, organized a three
day mission to Athens. The programme of the mission was defined in consultation with the
international experts. The programme consisted of one day of central information at the MoH by
several experts from the MoH, from the field of health care and from health services research. The
following two days were devoted to fact finding through site visits to health service delivery
organizations in Athens and surrounding areas. We have visited:

- A rural health centre within the Greek national health system (NHS)

- A semi-urban health centre within the NHS

- An accident & emergency department within a public general hospital

- A prefectural health unit of the unified insurance organization (EOPYY)

- A local health unit of EOPYY

- A private diagnostic centre

- A private general practice.

We have used our notes from the site visits to illustrate the challenges and opportunities that we
have seen in health service delivery in the centres we have visited. Of course we have only seen this
small sample of how health care is delivered in Greece. In the review process of this Mission Report
we have therefore explicitly asked Greek experts to assess how generalizable our observations are

and we have retained only generalizable observations.



Assessment of the state of primary care in Greece

The Greek health care system is a mix of three main components (Mossialos et al., 2005; Economou,

2010):

A tax-based national health system (NHS) that is responsible for public hospitals and health
centres outside the main urban centres.

An insurance system, based on premiums paid by employees and employers and organized in
a few large and many small occupation-based social insurance funds that combine
responsibility for health care and pensions. Recently the health insurance part of the main
social insurance funds merged into one organization, EOPYY, covering more than 90% of the
population. EOPYY runs its own health care delivery units in urban areas, covering more than
70% of the population.

A private insurance system (fairly small and mainly consisting of additional insurance) and a
private delivery system, consisting of private hospitals, diagnostic centres and private

physicians, most of which have contracts with EOPYY.

All health care is directly accessible without referral. The population thus has direct access to a

variety of health care institutions, funded from the NHS, the social insurance system, private

insurance or private payments. In such a fragmented system it is very difficult to identify what

exactly is the primary health care sector. As presented by the MoH, directly accessible public and

private health care institutions in Greece include (presentation N. Bechrakis, senior adviser to MoH):

Outpatient department of public hospitals 134
Rural Health Centres 201
Regional Rural Clinics 1460
Special Regional Rural Clinics 38
EOPYY clinics 150
Diagnostic centres 4000
Private doctors 25500
Private dentists 12586
Private clinics 175
NGO health foundations 400
Municipal Clinics 80
NHS Physicians 23500



. Total number of Physicians 72000
. EOPYY Physicians 6500 (5500 with open contract and 1000 with 1-2 years contract)

. EOPPY Physicians 4500 (with contract for 200 visits per month)

Although these institutions within the health care system of Greece are directly accessible, they do
not fit into the widely accepted definition of primary care by Barbara Starfield: primary care is the
entry level of the health care system providing accessible, comprehensive care in an ambulatory
setting to patients in their own context on a continuous basis, and coordinates the care processes of
patients across the health care system (Starfield, 1994). The philosophy of primary care is that care
should be generalist when possible and specialist when necessary. This emphasizes the importance
of good coordination between primary care and secondary care (specialist care, hospital care,
specialist diagnostic services).

An important characteristic of Greek health care is that people pay a large share of health care
expenditure out-of-pocket in the form of official co-payments and in the form of under-the-table
payments.

There is in general a lack of reliable information about quality of care in the Greek health care
system. This hampers the monitoring of the results of reform processes.

The geography of Greece poses its own problems for health care delivery. A large share of the
population lives in a few major conurbations. The rest of the country is sparsely inhabited, often

mountainous and consists of numerous larger and smaller islands.

Our assessment of primary care follows the key dimensions of primary care. These dimensions have

been developed as a result of a review of the literature (Kringos et al., 2010). See the figure below:
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PRIMARY CARE SYSTEM FRAMEWORK

Dimensions of the PC structure

Governance of PC Economic conditions PC Workforce
system of PC system development

Dimensions of the PC Process

Access
to PC services

Comprehensiveness
of PC services

Continuity of PC Coordination of PC

Dimensions of PC outcomes

Quality of PC Efficiency of PC Equity in health

We briefly describe the current situation for each dimension and identify what we see as the main

problems and challenges in each dimension.

Governance

The governance of the health care system at national level is divided between several ministries. The

main responsibility for the health care system is with the MoH and within the MoH there is a

Directorate General for Health Services with a separate directorate for primary care. Other ministries

are also involved in the governance of primary care. The Ministry of Labour and Social Protection is
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responsible for the insurance funds (although not for EOPYY) and for IDIKA, the government-owned
company for social and health e-infrastructure. The Ministry of National Education and Religious
Affairs is responsible for basic medical education. The Ministry of Defence operates a number of
military hospitals and specialist services. The Ministry of Finance and Economics is responsible for the
allocation of tax money to the health care system, for salaries for NHS employees and covers the
deficits of the health insurance funds. It is also responsible for the health insurance funds for civil

servants (now merged into EOPYY).

The National Health Service (NHS) was introduced in 1983 (Law 1397/83). The NHS contained a view
on PHC, based on universal coverage and equal access. PHC was to be developed based on urban and
rural health centres, staffed by GPs and with a referral system to specialist and hospital care. It also
envisaged a unified insurance system with one central fund. However, urban health centres were
never established (resulting in a persistent fragmented PHC system). The unified insurance fund was
only realised in 2012 with the establishment of EOPYY. Since the establishment of the NHS several
committees have advised about reforms in PHC, laws have been written and have passed parliament,
but in general were not implemented (see Economou, 2010, ch. 2). Plans have been made to
establish a network of GP practices, capitation payment and a referral system. All in all, there is no
all-encompassing blue print plan for the organization of (primary) health care in Greece. There have
been numerous plans over the past 30 years that were only partially implemented or not

implemented at all (Davaki, Mossialos, 2005; Economou, 2010).

The governance of PHC is strongly centralized. Although there are regional health authorities, their
autonomy is severely restricted. Autonomy is low both in the NHS services and in the EOPYY services.
This was illustrated in our site visits. The directors of health centres or units e.g. do not have the
authority to change the mix of personnel in their centre or unit. If they need new staff, or want to
change the existing mix of personnel, they first have to send a request to the regional authorities.
The regional authorities can make a request to the MoH once per year. The MoH decides how many
new staff members can be employed for every region. Due to the financial crisis, there are no
opportunities to increase staff (1/10 rule enforced by Troika — one new staff member can be
recruitment when ten have retired), but also changing the existing mix seems to be nearly
impossible.

The NHS rural, semi-urban and a few urban health centres are part of general hospitals

administratively.
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There is no national quality management infrastructure, such as quality assurance programmes
(Economou, 2010, p. 110). There are also no incentives for care providers (professionals and
organizations) to improve the quality of care (Economou, Giorno, 2009, p.25). It seems that some
form of clinical governance was introduced in the rural and semi-urban health centres in 2004.
Health centre directors play a central role. Locally, some attempts to introduce quality indicators
have been made. Countrywide accreditation systems and a referral system based on GPs have been
announced (Laws of 1997 and 2004), but not implemented (Economou, 2010, p. 111). The MoH does
not routinely use process and outcome measures (or indicators) to monitor PHC services. There are
no official statistics on quality of care in primary care (PHAMEU, p. 7). There is no system of

periodical re-certification of health care professionals.

The NHS health centres are usually large organizations with equally large premises. The size of the
premises is regulated in detail. Even when NHS health centres, given local circumstances, do not
need such big premises, they have to keep to the legal requirement that a health centre should be at
least 1000 m®. Both the NHS health centres and the EOPYY health units have problems with
attracting staff to operate equipment. In our site visits we came across unused X-ray and ultra sound
equipment. We have the impression that Greek health care in general is strongly oriented towards
medical technology, especially diagnostic technology. Supplier induced demand is evident in the use
of services, including laboratory and imaging diagnostics — these services are covered through fee for
service payment with partly (up to 15%) co-payment from patients, when patients seek these

services in the private sector only.

Private diagnostic centres are well equipped with modern diagnostic technology and often used as
first point of contact with the health care system. In a well-designed primary care system with access
to specialist and hospital care after referral, the access to diagnostic services should also be re-
examined. Diagnostic services should be available in primary care practices and health centres or
accessible on referral by GPs to diagnostic centres or hospitals, to the extent that these facilitates
efficient use of equipment and personnel. Private diagnostic centres also provide office based
medical care, including preventive check-ups, for privately insured population groups. With the
available infrastructure and equipment an ideal health care system could be built, but only after a
thorough redistribution (presentation G. Sarantavagas). Private centres have more strict
requirements (for premises and staff) to get accreditation and license to provide medical services.
The private centre that we visited also reported about a quality assurance system and quality

indicators.
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Recent data from the MoH indicate that up to 35 per cent of overall out-patient visits are to private
doctors (out of pocket payments). Visits to doctors at rural and semi-rural health centres and non-

specialised doctors are only 5 per cent of overall visits (presentation N. Bechrakis, MoH).

There is no strong patient movement in Greece. There are a number of small, disease specific
organizations. They have no institutional role in health planning or regulation. The two most
influential user groups are the Association of Disabled People and the Confederation of Pensioners,
but they mainly focus on pensions and benefits rather than health care provision and coverage
(Economou, 2010, p. 34-35). Initially patient rights only applied to hospital patients (Law 2071/1992);
later this was extended to all patients (hence also those seeking primary care) (Law 2519/1997).
Rights pertain to: most appropriate services for their condition, care with due respect for dignity,
right to refuse consent, right to information, information must be comprehensible and accurate,
right to information on risks associated with procedures, right to (not) agree with participation in
research, protection of private life, respect for religious and ideological convictions, right to present
complaints (see Economou, 2010p. 40-42). However, the Health systems in Transition report does

not contain information about the actual implementation of these rights.

The rural and semi-urban health centres are owned by the NHS and personnel has the status of civil
servants. The health care units of the insurance funds are owned by EOPYY and here personnel is also
employed and has a status that is comparable to civil servants. Apart from employed personnel,
EOPYY also has contracts with physicians and practices. Hence, EOPYY is both provider of care and

purchaser.

There is no integration of different PHC services (Lionis et al., 2009). Rural and semi-urban NHS
health centres provide both primary care and preventive services. However, EOPYY health units do
not provide programmatic prevention. Equipment for mammography often is available but without
organized programmes, only opportunistic screening takes place. Home care is mainly organized
within the social sector (Ministry of Labour), led by social workers, and only informally related to
health home care. Organized home care programmes depend on EU funding (structural funds), that
is basically temporary. In the visited health centres of the NHS it was reported that home visits to
chronically ill patients are performed by health visitors. Information of the semirural health centre (in
an area of 38,000 population) indicates that during 2012 health visitors have made only 33 home
visits to chronic patients (Annual statistics Vari Health Centre). Many people rely on informal care

and the private sector (presentation V. Vivilaki).
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In conclusion:

Governance is divided between different ministries, with a lack of adequate information and
statistics (steering in the dark) which might easily lead to debating the facts instead of directions for
development of the system. A lack of governance and adequate information provides opportunities
to frame the system. Health care is fragmented in many respects. Funding and provision of care are
through public tax-based system, social insurance based on occupation, and private funding and

provision. There is no integrated fund for social health insurance contributions and tax contributions.

The distribution of responsibilities between national government and district and local
authorities(centralization-decentralization), health insurance funds and NHS, public and private
sector is unclear. There does not seem to be a clear definition and a broadly supported vision of
primary care, priority setting, financing, supply planning and management, service provision or
quality monitoring. There is no explicit governmental policy to regulate the distribution of primary
care providers and facilities more evenly. The delivery of integrated primary care is an issue that
needs extensive efforts. There is a low level of development of ICT solutions. Policy-making is not

informed by data or indicators and results of empirical research are not being used.

Human resources and PHC workforce development

The human resource problem in Greece is threefold: There is a large oversupply of physicians and
dentists with the highest population ratio in the OECD countries, combined with a shortage of
nurses. The geographic distribution is uneven, and the share of generalists and specialists is
unbalanced. These issues will also be addressed in the subcommittee on human resources. However,
they are so central to the problems of primary care in Greece that we feel the need to address them

in this mission report also.

Oversupply carries the risk of supplier induced demand and overall high utilization rates. However,
there is also a strong mal-distribution both in terms of geographical coverage and in terms of
specialties. There are shortages in rural and remote areas. This is partly solved by the requirement of
physicians after graduation to work one year in an underserved area. However, these physicians are

by definition quite inexperienced, easily leading to over-prescription and over-referral. General
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practice/family medicine as an independent medical speciality has been established in 1985.
Presidential Edict 80/1985 determined modern requirements for the speciality of Family Medicine in
order to staff the newly established rural health centers (Economou, 2010). For some period the
attention of policy makers was focused on how to direct new medical graduates to choose GP as a
career. Nevertheless, there is a huge shortage of practising GPs (approximately one per 3,000
inhabitants).Following data from 2007, out of 2700 GP posts in rural health care centres only 1200
such posts were filled by specialists in general practice (Mariolis 2007). At the same time, there is a
shortage of nurses compared to international standards (see Economou, 2010, ch. 5).The number of
nurses per 1000 population has decreased from 3.43 in 1990 to 3,3 in 2009, while the number of
practicing physicians during the same period increased from 3.4 up to 6.1 (OECD Health Data 2012).
There is no standardized job description for primary care physicians, nor for other medical specialists.
As a consequence, many medical specialists work outside their area of specialist expertise. Some of
the other health care professionals, such as midwives, do have a job description.

There are seven public university medical schools offering a six-year medical course that leads to the
acquisition of a medical degree (Economou, 2010). Most medical students do not choose for
specialization in general practice/family medicine. The proportion of medical students in Greece
choosing GP/FM for specialisation is very low — 3,1percent (data from 2004 annual statistics
Prefecture of Athens, Greece). GP/FM specialization is four years most of which (38 months) is in a
hospital. There is no training in evidence-based medicine (presentation S. Koupidis; see also Sbarouni
et al. 2012). From the establishment of the NHS in 1983 on, there have been several attempts to
strengthen the specialty of family medicine. However, these attempts were not successful. There are
no evident incentives for physicians who graduated in family medicine, compared to internists and
paediatricians who practice in first line care.

The culture in undergraduate and postgraduate training of doctors is clearly oriented towards
specialisation. This reinforces public expectations about primary health care services and over-
valuates the role of different specialities within first line out-patient care (Markaki 2007). The Faculty
of Medicine of the University of Crete remains the only one among seven medical schools in Greece
to include primary health care in its undergraduate curriculum (Belos 2005). The professional status
of GP/FM seems to be low in Greece and there are no significant attempts to strengthen this
academic discipline. As an example, the Medical School of Athens, the largest and most popular
institution for training doctors in Greece, since 2006 has only an elective course in General Medicine
for undergraduate students. Medical students in FM/GP are trained by specialists representing
different specialties. A study on career preferences among undergraduate students indicated that

only 44 out of the 1021 (4.3%) respondents stated that GP is or could be among their choice for
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specialty. The major obstacle discouraging respondents from choosing GP/FM as a specialty was
reported to be the lack of specialization of this discipline (59.2%), followed by perceived difficulty in
finding a career post, low grade of acceptance by the medical community, and low social prestige
(14.8%, 13.7% and 12.3% respectively) (Mariolis 2007).

Although there are too many physicians with narrow specialisation (underemployment up to 25% in
2010) and a shortage of GPs, there is no government policy to introduce specific regulations or
human resource planning to redress these imbalances (Economou, 2010, 2010).

The Greek Association of General Practitioners is a member of WONCA (World organisation of family
doctors). We lack information about activities of the association. We also lack information about
unions or comparable organizations that trade the interests of primary care professionals who are

employees of the NHS or EOPPY.

In conclusion:

The workforce is unbalanced, with too many physicians and too few nurses, health visitors and other
health professionals; and too many specialists and too few GPs. Moreover there are large
geographical inequalities. Training of GPs is heavily focused on hospital care and in many cases their
education is by specialists in other fields. There is no clear job/task description for GPs and other PC
providers and there are no specific incentives for physicians in first line care to specialize in family
medicine. There are no government human resource policies to stimulate specialisation in general

practice.

Economic conditions of the primary care system

Health care expenditure is estimated at 9.6% of GDP. Health expenditures are decreasing since 2009
(presentation by C. Economou). Also public expenditures are decreasing and now within Troika
targets (presentation by H. Kandiloros). Expenditure for prescribed drugs is a separate target;
expenditures are being reduced by stimulating generic prescribing.

Because of the fragmented system of health care with many different services providing first contact
care, there is no reliable estimate of the share of PHC in total health expenditure. Health care is
funded from tax money, social insurance premiums and out-of-pocket payments. The latter amount
to 37 % of expenditures (Economou, 2010). Black payments are caused by under-funding and under-

staffing of health care facilities (public hospitals). However, also cultural beliefs and traditions play a
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role. Especially for surgery extra private payments have to be made, as well as in order to obtain
nursing care in hospitals.

Primary care providers are in salaried service of either the NHS health centres or the EOPYY health
units, or they are self-employed. EOPYY physicians have the right to work in private practice in the
afternoon/evening with a contract to EOPYY on a fee for service basis. Doctors from NHS health
centres are not allowed to work in private practices. Salaried physicians in public hospitals are
allowed to ask fees in the afternoon, split between them and the hospital. In general the incentives
are to provide more services. There is only one insurance fund that operates with capitation
contracts (Economou, 2010, p. 66).

The earnings of GPs/FPs are lower than those of medical specialists. Salaried GPs/FPs in NHS health
centres earn approximately €2.000. Physicians in EOPYY health centres who have additional earnings

from private practice earn approximately €1.500.

In conclusion:

Payment for GPs is low (compared to other specialists and compared to other countries). GPs are
mainly in salaried service, but also self-employed on fee-for-service basis (possibly creating a
problem of perverse incentives). There is a large share of private spending and under the table
payments (less strong in PC than in hospital care).Conditions of work and employment contracts
differ for PHC doctors working in NHS centres compared with these working with direct, permanent

contracts with EOPYY.

Access to pc services

There is no system of mandatory referrals or gate keeping. As a consequence people can visit
whatever health care providers or services they want. At first thought this might seem very
accessible, but it is not. Co-payments, private contributions and under-the-table payments result in a
very high share of private expenditures. This results in unequal distribution of the financial burden. In
Greece, it seems as if primary care is equated with ambulatory care in the broadest sense, with a
heavy accent on specialist care and diagnostic procedures (PHAMEU; Kringos 2012). However, the
international evidence shows that PHC as the first point of contact and the pathway to more
specialized care, makes it possible for PHC to take responsibility for the health of the population
instead of only for patients who happen to visit a service. Direct access to all services leads to what in

a medical analogy could be called an ‘infarction’ of the health care system. Pathways to more
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specialized care are obstructed, leading to long waiting list to get an appointment to a physician,
which in its turn obstructs the pathways to emergency care.

During our site visits we have observed the consequences of this infarction. To avoid waiting long
time for an appointment, patients self-declare their problems as an emergency. With no professional
organization of triage, patients are waiting long time in the health centres or units, for a physician
who does not know their medical history and who is overburdened by the number of patients.

As a consequence, there is no effective appointment system in PHC. Telephone and email
consultations are only seldom used, although they could facilitate access in remote areas. There are
some projects to use telemedicine, but this is not used on a regular basis (Presentation G.
Sarantavagas).

Access is also hampered by the size of health centres and units. Smaller family physician practices
could bring care closer to the people, which is important from the point of view of taking into
account the community context of patients. In one of the EOPYY health care units we visited, there
had been a pilot with a number of smaller family physician practices in the catchment area of the
health care unit. This was part of a broader experiment with thirteen pilots that started in the 1980’s.
Top priority of the management of this health care unit would be to strengthen these satellite
practices.

Patient satisfaction with the ease to reach and gain access to general practitioners was relatively low
(2007).There are large regional differences in access due to low number of GPs and the existence of

vacancies. Access is also hampered by formal and informal cost sharing.

In conclusion:

Access to health care is strongly hampered by the current fragmentation of the system. Although
there is direct access to all health services, there are waiting lists and large private expenditures. Care
could be organized closer to the people by establishing small family medicine practices. In remote

areas, telemedicine could be used more fully.

Comprehensiveness of pc services

The EOPYY health care units often employ a whole range of specialists, but in the units we visited

there was no system of referral from the emergency services to the office-based specialists or

between specialists. Hence, lack of coordination makes the service internally fragmented where it
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could have been comprehensive. The uncoordinated utilization of medical specialists leads to a
fragmented, disease and diagnosis oriented approach to patients instead of a holistic approach.
Sometimes health centres and health care units lack crucial equipment or they have equipment but
not the personnel to operate it. As concerns equipment we observed a huge difference between the
private diagnostic service we visited and the EOPYY health care units and NHS health centres. In the
health centres and health care units, physicians often have a very small role, limited to prescribing
and referring.

Home visits are uncommon in the Greek health care system (Presentation V. Vivilaki), although there
is an increasing need as a result of the ageing of the population.

Rural health centres have a major role in prevention; private practices (often single handed) and part
of the EOPYY health units don’t have systematic prevention programmes. In our site visits we have
met individual physicians who see prevention as an important part of their work. However, because
there is no defined population, it is impossible to organize systematic prevention programmes and to
have outreaching programmes in the community. There are 54 mother and child preventive services
in Greece. They are sometimes organized in separate units and sometimes within a health care unit
or health centre. We have visited an example of both. As an obstacle to provide continuous and
comprehensive, family oriented primary health care services for children serves strong attitudes of
the Greek population to address health problem of their children mainly to private paediatricians
(out-of pocket payment). There was only one child during the consultation hour of the paediatrician
in NHS sub-urban health centre we visited. The NHS rural health care centre we visited, operated
clinics which provide primary and secondary prevention services, e.g. an antismoking counselling
clinic, hypertension clinic, diabetes clinic. Almost every doctor in the centre, in addition to
consultation hours for planned patients, once per week works in such preventive clinics. However,
the approach is passive and not programmatic — work only with patients who decide to come to the
clinic. As far as we could observe, there was no continuity, cooperation or referrals to these clinics
from health visitors and/or other PHC staff. It seems that the initiative to start such clinics is not
based on an assessment of community health needs, but starts from the doctors own interest — after
special CME courses they are allowed to start these clinics.

In general, community health needs and priority problems are not assessed. There is lack of modern
public health policy approaches with health needs assessment and priority setting on community and
national level. So far Greece has neither developed a health targets programme for setting priorities,
nor a national plan for the implementation of a Health in All Policies approach (Economou, 2010,

page 70).
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In conclusion:

Directly accessible care is usually specialized, there is no holistic approach to patients and there is no
community orientation. It is care restricted to those who visit the particular service and not care for a
community or population. Therefore it is not possible to organize programmatic and outreaching

preventive care.

Continuity of care

Personal continuity is a problem due to the fragmented health care system. Informational continuity
relies on good information systems, both within primary care and between primary and secondary
care. There is no uniform use of medical records (neither paper nor electronic). Referral letters are
not common. Only occasionally primary care practices receive information within 24 hours about
contacts of patients with out-of-hours services. There seems to be no information exchange between
specialists with general practitioners after the completion of an episode of treatment.

Extension of the system of e-prescriptions to diagnostic procedures and referrals is one way of
facilitating continuity of care. E-prescription is a recently introduced system that obliges physicians to
prescribe drugs via an electronic system. The use of the system is mandatory and currently followed
by 90% of the doctors. Problems include lack of computer equipment in NHS health centres and
EOPYY health units, causing an increased administrative burden. Physicians in A&E departments and
out-patient departments and private physicians often send patients off with a written prescription
and advise them to go to a health centre or health unit to have the prescription entered in the e-
prescription system. Patients often feel obliged to pay some money for entering the e-prescription.
The system of e-prescribing could develop into the starting point for electronic medical records that
allow exchange of information between care providers and complete records for primary care

providers.
In conclusion:

Continuity of care is very weak in all three dimensions — interpersonal, longitudinal and informational

continuity.
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Coordination of care

Coordination of care is severely hampered by the absence of a referral system and lack of
information exchange between health care providers. There are many different pathways to first line
care (NHS rural and semi-urban health centres, EOPYY health units, private practices and diagnostic
centres, ambulatory services and A&E departments of public and private hospitals) that are used
next to each other and after each other without systematic coordination. In the rural and semi-urban
health centres of the NHS referral to (out-patient) specialists is more common, while these health
centres are administratively part of the public hospitals (Presentation P. Perdikaki).

As a consequence of this lack of coordination, repetition of diagnostic tests and prescriptions is
common (Oikonomou, Tountas, 2011). E-prescribing should lead to clearer picture of drug use by
individual patients. If plans to extend e-prescribing to ordering of diagnostic tests are realised, more
information will be available to be able to coordinate care.

Health centres provide opportunities for coordination within PC, because they employ also other
primary care workers and because they have links to social services. However, there is no
information about actual coordination.

Home care and long term care in the home situation for people with restrictions in daily activities or
handicaps are not integrated in primary care. There are no explicit institutional links between home
care and primary care, but local primary care and home care services seem to work together in

practice (Genet et al, 2013).

In conclusion:
Coordination of care is also very weak. This leads to inefficient health care utilization and waste

(repeat diagnostics and prescriptions).

Quality of primary care

When we discussed ‘governance’, we have noted the lack of national quality programmes and
indicators. Basically there is no systematic information about quality of care in PC. There are no
generally accepted and used clinical pathways for chronically ill people nor guidelines. An exception
is the Cretan Guideline Evaluation Group.

An attempt to measure quality of care of patients with cardiovascular diseases has been presented in

the visited semirural health centre, which serves an area with 48,000 inhabitants. The centre has
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reviewed information on systolic and diastolic blood pressure, level of glycosylated haemoglobin
(HBA1), low density lipids (LDL) and cholesterol recorded in the electronic records, set up for patients
with cardiovascular disease. This review was limited to only 69 patients. The administration of the
health centre indicated lack of “stable doctors per patient”, i.e. lack of continuity and no patient lists,
as the main obstacle for the introduction of a quality measurement system.

Within the framework of cost control in the pharmaceutical sector, prescription protocols are being
developed and implemented. However, these protocols are medicine oriented and not morbidity
oriented (Presentation N. Apostopoulos). The e-prescription system will enable feedback to
prescribers about prescription volume and the use of generic drugs. This might lead to quality
improvement.

Eurobarometer surveys have shown large dissatisfaction with the health care system and many
people feel that health care becomes unaffordable. In general the public perception of quality of care

is low (Presentation C. Economou).

In conclusion:

There is a lack of information about quality of primary care. Quality indicators for primary care
should be developed between health care providers, funders and the MoH. They should be part of
systematic quality cycles. There are nearly no guidelines in primary care and the public perception of

quality of care is low.

Efficiency

There is a lack of information to assess efficiency in a quantitative way. However, there are many
signs of inefficiencies in the Greek health care system.

As a result of direct accessibility of highly specialized physicians, these physicians also deal with
numerous health problems that do not require specialized diagnosis or treatment. This leads to
overburdened specialists and reduced access for those who really need specialized care. To change
this pattern, rules and regulations have to change, but also information and education for patients
has to be available. Patients currently have the feeling that they save time and money by directly
going to a specialist (Presentation M. Kouerinis).Also there are financial incentives for diagnostic
laboratory services and imaging examinations. Greece is the leading country in Europe on availability

of MRI units - 22,6 per million population - and has a very high rate of performed MRI examinations —
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97,9 per 1000 population in 2008, compared e.g. with the UK (33,6) and the Netherlands (38,6)
(OECD Health Data 2012).

In conclusion:
Although the necessary information to formally assess the efficiency of Greek (primary) health care is

lacking, many signs point to low efficiency.

Equity

There is an increasing number of uninsured persons. Greece has (as a consequence of its long and
difficult to monitor borders) a large population of undocumented migrants. However, the number of
uninsured currently also increases through the economic crisis. Unemployment is now somewhere
between 26 and 30% of the workforce and an estimated one third of them are uninsured. Access to
services for the uninsured is restricted.

Out-of-pocket payments and especially black payments also contribute to inequitable access to
services. A consequence of the lack of guidance and coordination of care is that people have to direct
their own care pathways and some will be better able to do this than others. This leads to
inequalities related to income and education and an unequal distribution of expenditures.
Consequently there are large unmet needs among uninsured and low income people (Presentation C.
Economou).

Health services and human resources are also unequally distributed over the country. The
concentration of physicians is highest in Attica — 7,3 per 1000 inhabitants - and lowest in Central

Greece (2,7), Western Macedonia (3,2) and South Aegean islands (3, 2 per 1000 inhabitants).
In conclusion:

There are clear and increasing inequities in health care in Greece. These inequities relate to health

status, socio-economic status and place of living.
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Summary of the main problems of primary care in Greece

The health care system in general shows important problems in the following areas:

- Governance is divided between different ministries. Health care is fragmented in many
respects, both in health care funding and provision.

- Huge private expenses, including under-the-table payments, leading to a regressive system
with large socio-economic inequalities.

- Perverse (or irrational) incentives for providers, leading to supplier induced demand and
over-consumption especially of prescription drugs and diagnostic procedures.

- Unbalanced health workforce with too many doctors and too few nurses; and too many
specialists and too few GPs. Geographical inequalities.

- Low prestige of family doctors/general practitioners when compared with specialists. Strong
traditional  hospital and specialised care oriented culture in undergraduate and
postgraduate training of doctors as an obstacle for development of family medicine as
independent academic discipline.

- There is no lack of problem analyses and policy ideas to solve problems, but there is a lack of

continuity in policy-making and of implementation of policies. (presentation P. Theodorakis).

These general problems affect PHC and contribute to a number of specific problems in PHC.

U Governance: Unclear distribution of responsibilities between national government and district
and local authorities (centralization-decentralization), health insurance funds and NHS, public and
private sector. No broadly supported vision of primary care, priority setting, financing, supply
planning and management, service provision or quality monitoring. No explicit governmental policy
to regulate the distribution of primary care providers and facilities more evenly. The delivery of
integrated primary care is an issue that needs extensive efforts. Low level of development of ICT
solutions. Lack of use of results of empirical research by policy makers.

U Economic conditions for PC: Low payment for GPs (compared to other specialists and compared
to other countries),mainly in salaried service, but also self-employed on fee-for-service basis
(potential problem of incentives). Large share of private spending and under the table payments (less
strong in PC than in hospital care). Gaps in available equipment especially in rural areas.

U Workforce development: Unbalanced, lack of GPs and nurses in primary care. Training of GPs
heavily focused on hospital care. No clear job/task description for GPs and other PC providers. No

policy in health education to redress the balance between generalists and specialists and to increase
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the attractiveness of residency training in family medicine. Lack of proper attitudes and public health
management competences for the managers of primary health care institutions

L Access: Low use of appointment systems, telephone and email consultations. Patient satisfaction
with the ease to reach and gain access to general practitioners was relatively low (2007). Regional
differences in access due to low number of GPs, vacancies. Cost sharing for prescription drugs. Lack
of information on actual consultation rates.

U Comprehensiveness: Sometimes lack of crucial equipment. Often very small role of GPs, limited
to prescribing and referring. Rural health centres have some role (though limited)in prevention,
lacking a clear community orientation; private practices (often single handed) mainly focus on the
patients visiting practice.

O Continuity: Personal continuity is a problem due to the fragmented health care system.
Informational continuity relies on good information systems, both within primary care and between
primary and secondary care. Referral letters are not common. Only occasionally primary care
practices receive information within 24 hours about contacts of patients with out-of-hours services.
No information found about communication of specialists with general practitioners after the
completion of an episode of treatment.

U Coordination: no referral system. Health centres provide opportunities for coordination within
PC, no information about actual coordination.

O Quality: no information about quality of care in PC. As reported in one of the visited primary
health care centres, there are some recent attempts to start introduction of PHC quality indicators.
However, these are not part of a system of broadly accepted quality indicators. Some private
practices and diagnostic centres have more advanced quality assurance systems. (presentation S.
Koupidis).

O Efficiency: not enough information to assess efficiency. Health care institutions measure quantity
of services (visits, laboratory tests etc.),but not how these service contribute to improvement of

population health.
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A vision of future primary care in Greece

We are aware of the fact that it is impossible but also not necessary nor desirable to give a detailed
description of a desired future for primary care in Greece. Impossible, because that would need
much more information and time to work out in detail, but more importantly not necessary nor
desirable because it is the task of the different stakeholders, including patients, in Greek health care
to work towards solutions of the problems that fit the situation in Greece. This is why this chapter is

only a charcoal sketch of how we envisage primary care.

Governance of the primary care system: building a common vision

Strengthening primary care with GPs/FM as its core and mandatory referrals for specialist and
hospital services should be a key priority of the Greek government and support from major
stakeholders in the health care system should be actively sought. This requires leadership on all

levels of the health care system (central, regional and local).

We envision an organization of primary care in Greece that is responsive to the health care needs of
the population served and of individual patients, that guarantees equity in access to health care, and
that is efficient and sustainable in the long run. To realize these outcomes the fragmented nature of
health care has to be mended through structural reforms in the areas of governance of the health
care system, the economic conditions for PHC and the health care workforce. These structural
reforms aim at improving access to high quality PHC of a comprehensive nature, continuity of care,
and coordination of care. Well-organized PHC (and health care in general) will contribute to a healthy
population and through this to a health(y) economy. Therefore one of the first steps should be a
clear vision on what primary care means in the context of the Greek health care system and what
types of health care institutions (private and public) should provide primary health care services in

the future.

Economic conditions, resource allocation and contracting

Funding of PHC providers (organizations, practices) should be geared to population needs and
contain incentives for organizations and health care workers to put patients at the centre and
provide high quality care. This can be realized by an appropriate mix of capitation and fees for
specific services or targets to be reached. The system of payment of primary care professionals

within the organizations or practices is up to the organizations and can be salaried employment
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and/or payment on the basis of a mix of capitation and fees. If PHC organizations and GPs have a
preference for GPs to be in salaried employment (as many are now), that should be possible, but in
that case the organization that employs GPs should be paid in the same way as independent
practices with self-employed GPs.

The level of payment of PHC workers with an adequate professional training (see section on
workforce development) should be in line with their responsibilities for a defined population.

PHC units (be they organizations, partnerships of doctors or individual doctors) should be
autonomous organizations that provide care on the basis of a contract to an insurance organization
and/or the NHS. The conditions for service provision (i.e. requirements for premises, staff,
equipment, accreditation etc.) and contracts should be equal for all categories of providers of PHC
services — NHS, EOPYY, private. The transition phase may need special solutions. However, EOPYY
should develop from a mixed provider and purchaser organization towards a purchaser organization
only. This is in line with developments over the past twenty years both in social health insurance
systems and national health systems of splitting the roles of purchasers and providers.

Allocation of health care resources to PHC organizations should be based on the health care needs of

the population cared for through an allocation formula.

Workforce development

The Greek health care system has access to positive human resources:

U There are GPs/Family physicians, although by far too few;

O A considerable number of internal medicine doctors (“pathologists”) who might need retraining
into family physicians;

O In primary health care centers of the NHS, nurses and health visitors to some extent organize

preventive work in the community.

These resources can only be used in positive ways if they are backed up by a clear system of
governance that aligns responsibilities according to a shared vision on the future of the health care
system, in particular PHC.

Education, both initial and specialist education, continuous education and where necessary
retraining, is an important aspect of the primary care workforce. To begin with, courses in primary
health care and family medicine should be included in the undergraduate curriculum of medical and
nursing education.

Special education and accreditation requirements should be introduced for doctors and nurses

working in primary health care organisations. There should be financial incentives introduced for
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physicians who have specialty training in family medicine/general practice. If applicable, comparable
incentives should be available for nurses and other personnel who have a training that is especially
geared to primary care. A transition period is needed and special training courses should be
accessible for PHC doctors and nurses, who have no training in primary health care. Primary health
care doctors (including internists and pediatricians working in PHC) should receive training to obtain
core primary health care competences. Training on patient centred communication and on tools for
patients’ empowerment are needed, which should result in increased patients’ responsibility for self-
care with adequate support from PHC. Systematic development of clinical guidelines should be
stimulated in training of PC professionals and in continuous medical education. Primary health care
professionals should obtain proper competences needed for teamwork and cooperation with other
health and social care providers. Inter-professional case-based training courses should be included in

undergraduate and continuous medical education.

Managers of health care institutions should have appropriate attitudes towards the role of well-
balanced, primary health care oriented health care systems. Special public health management
training courses targeted to health care managers should be developed as compulsory continuous
education.

In order for population, patients and secondary health care providers to know what the tasks and
competences of PHC units are, job descriptions will be needed. These job descriptions should include

the responsibility of PHC for out-of-hours care.

Responsibility for a defined population

One of the key features of strong PHC is that primary care services take responsibility for health and
health care for a defined population. It is therefore recommended to list the population with
individual PHC physicians or PHC practices/organizations. An option for implementation is to start
this on a voluntary basis and giving incentives to both patients and providers who accept a new PHC
model (to be explored further in an action plan). The referral function should be actively developed.
This requires cooperation of primary care, patients and medical specialists and hospitals. E.g. people
who self-refer to a specialist or hospital should in principle be referred back to primary care. This
could be difficult in a transition period. Therefore strong incentives to use primary health care
physicians as a first contact physician should be introduced. Also out-of-hours care should be
reorganized. Primary care physicians and nurses should be in the lead in out-of-hours care to prevent
patient flows to hospital and specialist care after normal office hours.

The roles of the Health Regions, currently considered in the country, need further considerations.
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Organization

Strong primary care always restricts choices of patients as well as health care providers. However,
the organization of strong primary care should provide as much as possible freedom of choice to
patients. Therefore, geographical restrictions should be avoided as much as possible. Choice of
primary health care providers could be limited to those within the same administrative region.
Anyway, the links with population oriented preventive and social services should be taken into
account.

The organizational form for PHC needs further consideration, but PHC units should be more
autonomous to make changes in their staff-structure (following particular population health needs
and in line with newly developed formal requirements for PHC competences). The quality of the
premises and equipment, including ICT, should be brought up to date. To test various organizational
forms and models of cooperation with secondary health care, it is recommended to start with pilots
in selected pilot areas (perhaps on a voluntary basis, with clear requirements and conditions for
participation, and in a transparent procedure).

A strengthened first contact and coordination function of primary care will lead to increased patient
flows to primary health care. To be able to manage increased patient flows, teamwork in primary
health care should be emphasized and the role of primary health care nurses, health visitors and
other health care professionals should be enhanced. Primary health care nurses should obtain
leadership skills and play an active role in coordination of care, community health promotion and
disease prevention. Particular attention should be extended to vulnerable groups (unemployed, low
income, low education) which currently have lower accessibility to health services due to financial
barriers.

The interface with specialist care — specialist clinics and hospitals — must be organized to create a

good working referral system.

Information

Special mass media campaigns are needed to emphasize the importance of high quality family
medicine, aimed to increase public acceptance and support to the primary health care reform.
Quality indicators should be developed and used in contracting and monitoring, and as information
to patients

The municipalities seem to be very heterogeneous, but their roles in e.g. home care should be
strengthened, including the interface between home care, public health and primary care.

Primary level mental health care may become an important question in the future.
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Recommendations

The MoH and the stakeholders in (primary) health care should develop a clear vision on
strengthening primary care with GPs/FPs as core profession. Stakeholders should be actively involved
in vision development. A national PHC development strategy should be adopted by the MoH and

possibly by Parliament.

Access to primary care should be with the lowest possible cost-sharing from private or under the
table payments. This is possible in a system of stepped access through mandatory referrals to
specialist and hospital care and diagnostic services. Introduction of a referral system requires that
the links between PHC and specialist and hospital care will be redefined. Patients should be on the
list of specific physicians (personal list system). The community orientation of PHC should be
developed through relations with preventive services, community care and primary level mental

health care.

Funding of primary care should be geared to population needs through an adequate resource
allocation formula. Payment of primary care physicians should take the form of a mix of capitation,
fee-for-services and/or bonuses for specific targets. The level of payment of primary care
professionals should be in line with their increased responsibilities. Those primary care professionals

with a specific primary care education, such as GPs, should receive specific incentives.

Steps should be taken to split the purchaser and provider functions in health care and contracts
between purchasers and primary care providers should be based on the same principles and
conditions for all primary care providers. Primary care organizations should be able to make their

own choices in using their budget.
Primary care physicians should develop clinical guidelines in cooperation with other stakeholders.
The development of a system of quality indicators is strongly recommended. Quality indicators

should be part of quality improvement cycles at different levels.

Continuity of care should be facilitated by well-developed medical records. A possibility is to build on

the e-prescribing system.
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Primary care professionals should have clear job descriptions that guide educational requirements

and contracts and that inform patients on what they can expect from primary care providers.

An assessment of training needs for primary health care doctors and nurses working recently in
practice is recommended and short training courses to obtain core competences required by job

description should be developed and implemented.

Policies for education and training of health professionals should address the misbalance between
generalists and specialists and serve to increase the number of students in residency of family
medicine. Courses in primary health care and family medicine should be included in the
undergraduate curriculum of medical and nursing education. Curriculum of the family medicine
residency should be reviewed and adapted so that obtained competences are relevant to primary
health care practice. A referral system and personal list system should as far as possible be

reconciled with freedom of choice for patients of their preferred primary health care provider.
Implementation of a comprehensive PHC system could begin in a small number of selected pilot
areas. Pilot areas could be asked to participate on a voluntary basis, with clear requirements and

conditions for participation, and in a transparent selection procedure.

The advantages of a strong primary care system for an equitable and sustainable health care system

should be communicated to the wider public. A mass media strategy should be elaborated.

In the whole process of reorganizing primary care, independent monitoring and evaluation are

extremely important. This requires an investment in collecting and analyzing information.
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. MNAPAPTHMA I

Emipépoug oTadia Kat Xpovosiaypappa yio Ty avantuén evog KaBoAtkol, eviaiou Kot OAOKANPWHEVOU GUGTHUATOG PWTORAOuLIag dpovtidag uyeiag

2014
[ NoéuBptog [ DekEpBpPLOG Q1 [ @

ZtéxoL ApaoTnpLOTNTES IxoAwa/Mapadoxé:
X PaoTPLOTATES wi] w2 [w3a[wa|wi] w2 | wa[wa|wi]w2][w3][wa| lav. | ®ep. | Mépr. | Anp réMa/Mapaboxés

MNapouociaon Tou MPotewdpevou oxediou Apdong, yia Thv avantuén evog kaBoAtkou,
eviaiou, kat ohokAnpwpévou cuotrpatog NMpwtopdadutag dpovtidag Yyeiag otov Yroupyd
Yyeiag and tnv Opdada tng MpwtoBouliag Yyeia ev Apdoet kot tnv Opdada Apdong yLa tnv
EA\G8a tng Eupwraiknig Emtpomrig

11

AaBovAeucn Tou Youpyou Yyeiag He Ta TTOALTIKE KOHOTO KoL TOUG AUECQ

T1. Madwacia Ang anddaong kau €UMAEKOHEVOUG POPELS yLa TV Tipo-amddacn Tou StaxwpLopol Tou EONYY kal tnv

Emukowwvia Tou petappuBluoTikol oxediov gvoroinon tou ouotripartog NOY, cUpdwva pe TNV IPOTAoT TG OHASag TG
npwrtoBouliag Yyeia ev Apdoet kat tng Opddag Apdong yia v EAA&Sa g EE, kat tnv H katavonon tng avaykng yia petapplButon tou cuctripatog NOY kat tng vmapéng
eruBupia yla nepattépw Stepevvnon péow tng afloAdynong tou EONYY oto mAaioto tng TieptBwpiou yia cuvaiveon oto TeEAKS HOVTEAD

Stadkaoiag tng AtotknTikrg MetappUBpiong.

Avakoivwon g npoanddacng tou Yroupyou Yyeiag kat €ykplon tng agloAdynong tou
EOMYY amé to KIM
1.4 ‘Eykplon a6 to KIM tng ékBeong afloddynong tou EONYY

1.3

Emkowwvia kat StaBolAeuon armd tov Yioupyo Yyelag mpog tTa KOUUaATa Kot Toug dpeca
eVBLADEPOUEVOUG YLOL TO VEO KBOALKO, eviaio Kat OAOKANpwHEVO cuotnpa MDY

200Taon UIKTAG EMtportG (Mevikog Mpappatéag Yroupyeiou Yyeiag wg Zuvtoviotig, 2
dropa amnd 1o YY, 2 dropa arnd tov EOMYY kat 2 dropa and to Yroupyeio ALOKNTIKAG
MetappuBpiong kat HAektpovikig AtakuBépvnonc) yia tnv a§loAdynon tov EONYY
(ohokArpwon Sadikaociag eviog 4 eBSopdswv)

2.1

Z0vtagn kaL Tpowdnon KOG EMLOTOANG OXETIKA e TO oKOTd ard To Y. Yyeiag kat to
Yroupyeio Alokntikrig MetappiBuiong kat HAeKTpovikrg AlakuBépvnong
" (oupmephapBavopevwy Twv Opwv Avadopds Kat Twv TPoTUTwWV Tou YrtAlok. MEeT.) yia
T 2.: A§lohdynon Tou EOMYY oto mAaioto tng NV afloAdynon tou EOMYY e 3 aVTIKELUEVIKOUG OKOTOUG (GeVapLa)
AlowknTikAg MeTappuBULONG KaL Twv
HVNUOVIAKWY CTOXWVY UTS TNV Kown
kaBodrynon tou Y. Yyeiag kat tou Y.
AloknTkrAG MetappiBuiong Kat
HAektpoviknig AtakuBépvnong

H 8146g0n eMapkwy Kot a§LoTIoTwV SESOUEVWV YLaL TNV UTIOCTHPLEN TNG
AnoteAeoUATIKAG edappoyng Tou Staxwplopol tou EONYY kat tng evonoinong tou
ouotripatog NOY

MpoadLoplopodg epmnelpoyvwpova omod tnv Opudada Apaong yia tnv EAada tng EE yia tnv
2.3 mapoxn texvikig BonBelag, ouvragn npooxediou Opwv Avadopdg yia tTnv TEXVLKR
QOCTOAr

24 ‘Evapén Stadikaciag afloddynong tou EONYY , cuMoyr| eSopévwy, avartuén tou
TPOOXESLOU TNG €KOEONG, ATOCTOAN TIPOCYESLOU OTOV EUMELPOYVWHOVA YLa OXOALAOUO.

2.5 Workshop pe gpnelpoyvwpova yia tnyv enegepyaoia tou mpooxediou

AvaBewpnon g £kBeong a§LoAdynong Kot AoCTOAR GTOV EUTMELPOYVWHOVEL YLOL TEAKA

oxXOALa

Avabewpnon /enkatponoinon tng ékBeong afloAdynong touv EONYY cOpdwva pe ta

2.7
OXOALOL TOU EMTELPOYVWHOVA.

2.8 KatdBeon tng tehkrig mpdtaong oto YY kat To Y. Aowkntikrg Metappubpiong

3.1 Mapouciaon TG MPOKATAPKTLKAG TPATACNG atov Yroupyo Yyeiag

MNepattépw avamtuén g MPOKATAPKTIKAG TPATACNG UE EVOWHUATWON AETTTOUEPELWV
3.2 OXETIKA HE TO POAO KA TLG APHOSLOTNTEG TOU OLKOYEVELAKOU LATPOU, TO KABESTWG TwV
ouppdoswy, TG uninpeoieg g NOY k.a.

T 3. OpLOTIKOTIOINGN TOU VEOU HOVTENOU EVAG
kaBoAtkoU, eviaiou kat oOAoKANpwHEVOU
ouotipatog NOY otnv ENGda ( and thv
Opada tng npwtoBouAiag Yyeia ev Apdoet
o€ ouvepyaoia pe v Opdda Apdong yia thv
EAN\G8a amo tnyv EE, To Y. Alotkntikig
MetappuButong kat HAEKTPOVIKAG 3.4
AakuBépvnong kat tov MNOY)

To épyo Ba mpaypatonolnBel pe TNV TEXVLKN UTIOCTHPLEN TIOU TapEXETAL HEoW TG Zupdwviag

Evowpdtwon nepattépw Se5opEvwy ou £Xouv IPoKUPEL VOTEPA a6 TV a§toAdynan 5 bops € w oy
UVELOQOPQAG HETAGU TOU Kattou

Tou EONYY
ALEUBETNON OLKOVOULKWY INTNHATWY Tou vEou povtédou MDY (Sopr mpoimoAoyiopon,
XPNHATOPOEG K.a.)
A§LOAOYNON KAt EVOWHATWON OTO HOVTEAO TPOTACEWY artd TV afloAdynon tou EOMYY kat
3.5 el0pogg ano tn dnpodota SLaBoVAEUCH HE TO TIOALTIKA KOHUATO KA TOUG AHESQ
evbLadepduevoug
I
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T4. Npoetolpacia vopoBeTikoL mAatsiou yia
™ véa Sopr| Tou cuoTrpatog NAY yia tnv
unodoxn tng NAY amnd tg Yne

ApaoctnpLotnteg

4.1

4.2

4.

w

Nepattépw avdAuon tng vopoBeoiag kaL EVPECNG VOULKWY onpeiwv tou xpARlouv
TPOTIOTOL CEWV

MNpoodLoplopdg anapaitnTwy TPononotoewy, cupneplapBavopévwy (a) tng eniluong
TWV OLKOVOULKWV NTNpdTwy tou EONYY mou ekkpepoLV Kat (B) tnv petaBoln twv
udLotapevwy cupBdoewy epyaciog

Avartuén mpooxediou mou mepAapBavel OAeG TIG avayKaieg VOUOBETIKEG AANAYES

NoéuBprog

AeképBprog

Ql

Q2

Ito)oL Ix6Aa/Napadoxég
W1[ W2 [W3|W4[W1| W2 |W3[W4|W1W2(W3| W4 lan Dep. Mdp. | Anp

To épyo Ba paypatonolnBel pe TNV TEXVLKN UTIOOTHPLEN TIOU TIaPEXETAL HEOW TNG Zupdwviag
Suvelodopdg petagl tou YY kat tou MOY

T5. KaBoplopdg oprig StakuBépvnong tou
ouotipatog NOY

S.

N

5.2

5.4

5.5

5.6

Avartuén SLotknTikig tkavotnTag twv Yre yia ty unodoxn tng NOY

Aglohdynon twv udLotdpevwy Sopwy Tou EZY kat tou EOMYY nou Ba pnopovocav va
aglononBouv yia v napoxn urnpeotwv NOY kat anddaon yLo tov aptbpd kot v
Kkatavopr Twv Sopwv NOY (6rwg Kat tov aptBuo twv epyalopévwy) Tou amattouvTaL yLo
NV KGAUYN TWV QVayKWV Tou TANBUGHOU TIOU QVAKEL OE QUTH

ZUvadn oupBdoewv petafy EOMYY kou YMe

Evnpépwon and to v EOMYY OXETIKA He TO oUoTNHa IapakoAoUBnong thg molotnTag,
APXLIKE HEOW TNG XPONG BELKTWV TTOLOTNTAG.

L

AvAmtuén KatdAANAoU CUCTHHOTOG TOPAMOUTWY EVTOG TNG I
nAektpovik Stacivseon pe tnv HAIKA

Kat

OpLOGG OLKOYEVELAKWV LATpWV- OL YME opyavwvouv kat BETouv oe Loyl Toug KataAdyoug
TWV OLKOYEVELOKWY LATPWV KaL TNV eyypadr Twv acbeviv

To épyo Ba paypatonolnBel pe TNV TEXVLKN UTIOOTHPLEN TIOU TIaPEXETAL HEOW TNG Supdwviag
Suvelodopdg petagl tou YY kat tou MOY

T6. AvBpwrtvo Auvapikd Kat KaBeoTtwg
oupBdoswy

6.1

6.2

6.3

6.4

EKTipnon Twv avaykwv oe SLotkNTIKS TPOowTtKo yia Tig YNe |, pe Ty avabeon twv véwv
KoBnKovVtwy

EKTipnon twv avaykwv oe avBpwrivo Suvapiko yio KaBe KY kat Otkoyevelako Latpeio
(6rwg autd Ba Stapopdwbolv)

Metakivnon SLowknTkoU pocwrikoy, arnd Tig Hovaseg vyeiag tou EOMYY

AleuBETNON OAWV TWV ATAPALTNTWY BEUATWY OXETIKA HE TLG CUPBACELG pe Tov EOMYY kat
Toug avdloyoug emayyelpartieg vyeiag (kupiwg Latpoug) Aappdvovtag undgn napdyovteg
TIOU OXETI{OVTaL HE TNV EVOWHATWON Tou VEOou cuaThpatog MDY atn cuvoAikr Sopr tou
Topéa TG uyeiag

To €pyo Ba mpaypatonotnBei pe TNV TEXVLKN UTOCTHPLEN TIOL TlapéXETaL Héow TNG Zupdwviag
Suvelodopdg petagl tou YY kat tou NOY

T7. Elukowwvia tng Stadikaoiag tng
KNTKOTNTaG 0to mhaiolo TG ebappoyng
Tou véou ouoTrpatog MY

7,

=

Avakoivwon oxediou kwntkdtntag (otoxol, emhe§ipdtnta, SLapkela K.a.) oto maioto
avartugng Tou véou cuotripatog MDY kat Tou MAGvou cuvEXLong Aettoupyiag Tou
oUOTARATOG

Avakoivwon g Stadkaciag avoxtig tpdoAning (kpitipia, BéceLs, €i6n cupBdoewy
K.0)

Avakoivwon Tou teppatiopol Aettoupyiag twv moAwwy Sopwv kat évapén Aettoupyiag twv
VEWV




Yyeia ev Apaocel

MetappuBpilovtoag to EZY yia T
BeAtiwon tng Yyeiag twv MoAttwv

—
= EAANVIKA Anpokpartia
Yrnoupyeio Yyesiag

i

Me Tnv utrooTApPIEn TG Opadag Apdong yia Tnv EAAGSa Tng EupwTtraikng EmiTpotrig

Napaptnua lli
Emipépoug avaAuorn eTTIAEYHEVWY OEQOUEVIV

MPOTEINOMENO ZXEAIO APAZHZ I'lA THN
ANATTY=H ENOZ KAOOAIKOY, ENIAIOY KAI
ONOKAHPQMENOY ZYZTHMATOZ Moy

2emTéEMRpPIOG 2013



Kpiolpeg oTpEBAWOEIC UPICTAMEVOU CUCTAMATOG
oy (1)

 MIANBwpPIoHOC laTpwyv Kal TauToxpovn EAAEIPN OIKOYEVEIAKWY
laTpwyv

« YTTEQP@POPTWON TWV VOOOKOUEIWY - au¢naon Twv 0aTTavwy

- 2NMavTikn d1oIKNTIKN €mIRApuvon yia tov EOTTYY kail un
ATTOOOTIKEC UTTNPECTIEC UyEiag

« XQMNAO €TTITTEQO TTAPEXOUEVWYV UTTNPECIWY, AVETTAPKNC KAAUYN
TWV TTPAYMATIKWY AVAYKWYV TOU TTANBUOUOU, TTAVTEANC aTrouaia
OUVEXEIAC TNG PPOVTIOAC



Kpiolpeg oTpEBAWOEIC UPICTAMEVOU CUCTAMATOG
Moy (2)

« Katakepuatiopévo cuotnua MNAY-utrapcn rToAAaTTAWY
TTUAWYV €10000U OTO oUCTNMA.

* [loAAQTTAOI TPOTTOI JE TOUC OTTOIOUG CUUBAAAovVTaI Ol
YIQTPOI JE TOV OPYAVIOMNO - OlEUPUVAN TNG AVIOOKATAVONNG
* 'EANEIYN ouvTOVIOUOU, dlaOcUVOECNG KOl CUVEXEIQC OTIC
dopég MNPY

* AVIOCOKATOVOUN TG KATA KEQAAN KATavaAwaong Kal Tou
KOOTOUG

e XaMNAN avTATTOKPICIUOTNTA — XOUNAEC TTPOCOOKIEC TOU
TTANBuopouU



Kpiolpeg oTpEBAWOEIC UPICTAMEVOU CUCTAMATOG
Moy (3)

« EuBUvVN TV idIwV TWV XPNOTWYV UTTNPECIWY UYEIQC 000
agopa Tnv avalnTnon £CeIOIKEUPEVNG PPOVTIOAC.

* 'EANEIYN NAEKTPOVIKOU IATPIKOU (PAKEAOU.

« ATTOUCIQ I00TNTAG OTNV TTPOCRACN (O€ TOTTIKO Kal XPOVIKO
eTTiTTEd0) TwWV EAAAVWY TTOMITWY oTNnV MNPY

* ATTOOTTAOUATIKEG KAl EAAITTEIC OPACTNPIOTNTEC TTPOANWNCG,
ayWYNG Kal TTPOaywyrn¢ TnG uyeiac.

e ATTouaia oAoKANPwPEVNGS PPOVTIOAC UYEIag, KaBWC Kal TNG
OlIAOUVOECNC TWV YEVIKWV YIATPWYV UE AAAEC EIOIKOTNTEC
oTNV TTPWTORABUIa PpoVTIda uyEiac.



Kpiolpeg oTpEBAWOEIC UPICTAMEVOU CUCTAMATOG
oY (4)

« ATTOUCIQ £VOG OCIOTTIOTOU CUCTIMATOC KATAYPOAPNG KAl
ATTOTUTTWAONG TWV TTPAYMATIKWY TTOIOTIKWY KAl TTOOOTIKWV
oTOIXEiwV Tou ouoTpaTog MNPY

* [1poo@aTn eapuoyn NAEKTPOVIKWY CUCTNMATWY OTTWG N
NAEKTPOVIKN ouvVTAyoypAa@non, M€ ATTOTEAECUO VA unv
EXOUV TTPOCAPMOCTEI TTANPWC OTIC ATTAITACEIC TOU
EAANVIKOU TTEPIBAAAOVTOC.

* ATTOUCIO CUCTAPATOG NAEKTPOVIKAGC TTAPATIOUTIAG TOU
XPNOTN TWV UTTNPECIWYV UYEIQG HECA OTO CUCTNMA.



Kpiolpeg oTpEBAWOEIC UPICTAMEVOU CUCTAMATOG
Moy (5)

* EANITTA) IKAVOTNTA O€ DIOIKNTIKO ETTITIEQ0 TNG €V YEVEI
OIKOVOUIKNG dlaxEipiong TOU GUCTAUATOC.

* ATToUuCia OIAPAVEIAC TWV OIKOVOUIKWY CUVAAAQYWV.

« ATTOUCIQ HIOC ETTIOTNMOVIKA TEKUNPIWMEVNS (Baoiouévn o€
OEPATTEUTIKA TTPWTOKOAAQ Kal KAIVIKEG KATEUOUVTIPIEG
YPOMUEC) KAl TAUTOXPOVA OIKOVOMIKA BIWOIUNG 1ATPIKNG
TTPAKTIKNG.



NMANOWPICHOGS 1aTPpWV

METABOAH AEIKTH 2000-
2010EE 27

METABOAH AEIKTH 2000-




-
NMANBwpPIcHOC laTpwv

3.1.1. Practising doctors per 1 000 population, 2010 and change between 2000 and 2010 (or nearest year)
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["evikoi 1a0TpOoi/ 10TPOI AAAWYV EIOIKOTATWV

3.1.2. Generalists and specialists as a share of all doctors, 2010 (or nearest year)

B Generzlists! Specialists®
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1. Generalists include general practiioners/family dectors and other generalist (non-specialist) medical practiioners.
2. Specialists include paediatricians, obstetricans/gynaecologists, psychiatrists, medical, surgical and other specialists.

Source: OECD Health Data 2012; Eurostat Statistics Database.

QECD (2012), Health at a Glance: Europe 2012, OECD Publishing.
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"EAAg1pn voonAguTtwy: 3,3 /1000 KOTOIKOUG

3.3.1. Practising nurses per 1 000 population, 2010 and change between 2000 and 2010

2010 {or nearest year)
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OEMEAIQAEIX APXEZ (1)
EOvikoU Awktuou MDY

- lodtnTa otV TTPOCRaCN TWV UTINPEECIWV UYEIAG yia OAOUG Toug
KATOIKOUG TNG XWPaG.

- OAoKANpwpEvN @povTida pEoa OTNV KOIVOTNTA ATTO TOV OIKOYEVEIOKO
1aTPO Kal TNV opada MY yia kdBe aropo.

- oloTikEC uttnpeaicg MNPY

- Alaxeipion Tng TTANpo@opiag yia Tnv uyeia kabe atdpou, Pe Epeaocn
OTNV  EUTTIOTEUTIKOTNTA KAl TNV KOAUTEPN TTPOCRBOCIPOTNTA  OTO
ouoTtnua Yyeiag.

- EQapuoyry OeopoU  OIKOYEVEIOKOU  1QTPOU KOl  OUOTHAMATOC
TTAPATIOUTING 0€ €DIKO Kal oTn deuTepofabuia kai TpiToBaduia
@povTida uyeiac (eCalp€oelc O0€ XPOVIOUC aoBeveic Kal ETTIAEYPEVA
voonuarta)

- ECao@aAion TNG ouveEXEIOC TNS PPOVTIOAGS

- [lapoxny UTINPECIWV KAl KATAVOUN TIOpwvV PACEl YEWYPOAPIKAG
KAAUWNG Kal TTPAYHOATIKWY avVAYKWV



OEMEAIQAEIZ APXEZ (2)
EOvikoU Awktuou MDY

- N€O, ETTAPKEC OIOIKNTIKO JOVTEAO OTO TTAQiCIO TOU E2Y
« Y100€£TnNON VEWV POAWYV VIO TOUG ETTAYYEAUQTIEC UYEIQC
« AvaTtrtu¢n NAEKTPOVIKOU QAKEAOU UYEIQC YIa KABE TTOAITN

» Métpnon KAIVIKAG OaTTOTEAEOUOATIKOTNTAG Kal KOBIEpWON TTPOTUTTWV
TTOIOTNTAG KAl EAAXIOTNG atTodoong yia 1a KY

- KaBigpwon avaykaiag 0€ouNng UTINPECIWY UYEIAG WG UTTOXPEWTIKAG
oTa TTAQioIa0 EvOC OCUMBOAQiIoU PE TOV TTOAITN

- OpidovTia A&IToupyIkn dIaoUvOEDN N KAl EVOWUNATWON TWV UTINPETIWY
UYEIaG, KOIVWVIKNG PPOVTIOAC KAl WUXIKNG UYEIaC.

+ AVATITUGN OUOTAMATOG €KTIUNONG TWV AVAYKWY KATAPTIONG  TWV
ETTAYYEANATIWV UYEIQC , ETTEVOUOVTAG HOKPOTTPOBEOUO OTO AVOPWTTIVO
duvapikd ¢ [PY kai otnv BeAtiwon TNC  T0OIOTNTOC  TWV
TTAPEXOUEVWY UTTNPECIWV



.
Atrotuttwon NM®Y otnv EAAGSa

>300 povdadeg
uyeiag

EONMYY

>10.000 1aTpoi

Kévrtpa Yyeiag kai
Mepipepeiakda
larpeia

138 TEMN, TEI
Noookopgiwv

AlayvwoTIKA KEVTPO

v

I31WTIKOG TOPEDG

MoAviarpeia

OTA A’ BaBuou o

MKO




YOIZTAMENEZ AOMEZ YIEIAZ EOIYY

YOIZTAMENEZ

AOMEZz EONYY

FENIKEZ YNHPEZIEZ

noy ZYMMNAHPQMATIKEZ

YMHPEZIEZ NO®Y

= ————— 59 21aBuoi NpooTaciag
53 Toikég Movadeg Mavag Maidiou kai
Yyeiag Eenpou
98 ToTmikd IaTpeia 9 Kévtpa OIKOYSVSIG!(OL'J
lMpoypappartiopou

47 NopapxIakég
Movadeg Yyeiag 7 aiE

25 Aoitroi
OTTOKEVTPWHEVOI
OXNUATIOUOI

1 AlayvwoTikS KEvTpo Kai
laTpiknG TNG Epyaaoiag

2 Kévtpa MaidowuxikAg
Yyenuvig

113 utinpeoicg vyeiag (27
oTo IKA ka1 86 oTa
IBIWTIKA TOUG 1aTPEIN)

1 Kévtpo MpoANTITIKNG
laTpIknG




Yopiotapeveg Aopuég Yyeiag EONMYY
(Yevikég uttnpeoieg MNAY)

- 47 Nopapxiakec Movadec Yyeiag
- 53 Totmkeg Movadeg Yyeiag
« 1 lNoAuiatpeio Tou 1. TAZY

- 98 Tomkd larpeia (88 ota 1arpeia tou IKA kai 10 pe yiatpoug oTta
IDIWTIKA TOug 1aTpeia 1 K.Y.) trou utrayovrtal o€ NOUOPXIOKES Kal
Totrikég Movadeg Yyeiag

« 25 AoITToi  ATTOKEVTPWHEVOI  OXNMUATIOMOI  TTOU  UTTAyovTal  O€
Nopuapxlakeg kal Totrikeg Movadeg Yyeiag

- 113 utTnpeaieg uyeiag TTou €CaKOAOUBOUV va AEITOUPYOUV EVTAYUEVEC

OTIG UTTNPEDicC ac@aAliong ( 27 ota 1atpeia Tou IKA kai 86 e yiatpoug
oTa IOIWTIKA TOUG 1ATPEIQ)



Yopiotapeveg Aopuég Yyeiag EONMYY
(CUUTTANPWHOTIKES UTTNPETiES MNDY)
- 7 21aBupoi Apeonc BonBeiac (2AB) T1OU  utrayovral o€
Nopapxiokeg kal Totmkeg Movadeg Yyeiag

- 59 2100poi [lpootaciac Mavag [lMaidiou kair E@rifou TtT0U
uttayovtal o€ Nopapxlakeg Kal TotmkeG Movadeg Yyeiag

- 9 Kévrpa Oikoyevelakou NpoypaupaTiIoyou TTOU UTTAYyoVTal O€
Nouapylakec kal Totrikeg Movadeg Yyeiag

« 1 Kévtpo MNMpoAnTTiKA¢ laTpikng
. 2 Kévtpa MaidowuxikAC YYIEIVAC
« 1 AlayvwoTikd Kevipo kai latpikng Tng Epyaaiag



Y@ioTauevo TpoowTriko Tou EONYY

laTpIKO TTPOCWTTIKO 5.765 *(oupTrepIAapBavopévwy 453
IATPWYV PJE oUUBaon opiIoPEVOU
XPOVOU)

YYEIOVOUIKO TTPOCWTTIKO 2.841

AIOIKNTIKO TTPOCWTTIKO 1.373

2UvoAo 9.979

*EKTOC TV 5.765 1atpwyv, o EOTNYY £xel ouvawel cupBoAaia opiopévou Xpovou yia
200 emmoKEWEIG TO PAVA JE 5.127 1I01LTEG 1ATPOUG DIAPOPWYV EIBIKOTANTWYV

*ATT0 TOUC 5.765 1aTtpoug Tou EOTNTYY, trepittou 800 diaBéTouv £TTioNg
ouupacn opicpévou Xpovou yia 150 eTTICKEYEIC TO Prva oTa 1I0IWTIKA TOUC

Ypa@eia.



Yopiotaupevo larpiko rpoowtriké EONYY ava

KaTnyopia cuuaong

Movipol 127
AopicTou xpovou 4.529
AopioTOU XPOVOU KAT ATTOKOTTH) 19
ouuBaon

AopioTou XpOVOoU-PEPIKA aTTaoXOANON 37
TOTAL 5.312
Oplouévou xpovou 453

2UVOAIKOG ApIBu6g 1aTtpwy EONYY = 5.765



YQIOTAPEVO YYEIOVOMIKO Kail OIOIKNTIKO TTPOCWITIKO
Tou EOIYY ava katnyopia cupaong

Movipol 2.828
2 UuBaaciouxol 13
2UvoAo 2.841

Movipol 1.165
AopioTou xpovou 208
2UvoAo 1.373

EOITYY, Maiog 2013



-
Yopiotapevol ETrayyeApaTtieg Yyeiog

ciwenea N

[ME EAeykTC PAPUOAKOTTOIOC 3
[ME Xnuikwv- Bioxnuikwv- BioAGywv 20
[ME PapuakoTrolwyv 120
[ME Puoikwv latp. AKTIVOQUOCIKWV 3
[ME YuxoAoywv Koivwvikng Epyaciag 14
[ME NoonAguTIkn¢ 1
ZUvoAo 161

EOTYY, 27/9/2013



-
YopioTauevol EtTrayyeAparieg Yyeiog

EBucGTrTa TE

TE NoonAeuTikKnG - MaIEUTIKAG 820
TE ®uoikoBepartreiag 140
TE larpikwv Epyaotnpiwv 214
TE Padioloyiag - AkTivoAoyiag 149
TE OdovToTeXVITwV 60
TE Koivwvikng Epyaciag 8
TE Oikiakng Oikovopiag 1
TE EmokemTwy Yyeiag 153
TE Yyeiovouikoi TexvoAoyol NoonAguTEg 4
TE E1dIkwv Oepatreutwyv 10
TE Anuooiag YyIEIVAG 2
2UVoAo 1.561

EOIYY, 27/9/2013



-
Yopiotapevol EtTrayyeApaTtieg Yyeiog

AE BonBwv Noookopwv
AE NoonAeuTikng
AE YTTaANAAwV Papuakeiou

AE XelpioTwyv laTpikwy ZUCKEUWV

AE BonBoi latpikwv & BioAoyikwv Epyaciwv
AE OdovTtoTeEXVITWY

AE NoookOuwv - TpaupaTIopopEwWV
2UvoAo

EOIYY, 27/9/2013

414
3
122
107
199
85
70
1.000



-
YopioTauevol EtTrayyeAparieg Yyeiog

kil

YE lNpakTikwv NoooKOuwv 20
YE Epgaviotwyv Xeipiotwyv 2
YE OdovrotexvITwv 6
YE Noookopwyv - TpaupaTiopopEwyv 7
YE lNapaokevaoTwyv 2
2UvoAo 37

EOIYY, 27/9/2013



Y@ioTapevo AioiknTiko Npoowtriké

Karnyopia Ap1Buo6g

AE 816
YE 120
TE 157
[E 289
[MpoowTTIKO 39
KaBapiotntag

PUAakeg 13
2UvoAo 1.434

EOTYY, 27/9/2013



-
latpoi Tou EOIYY ev duvauel

OIKOYEVEIOKOI
latpoi latpoi Tou EOIYY 2UupBeBAnuEvOl 1OTPOI
(MovipoLIAAX Kol pe pe Tov EOINYY
ouUpBaon £épyov) (200 eTTIOKEWEIQ)
["eviKoi 1aTpOI 156 421
[TaBoAdyol 869 1177
Aveu €10IKOTNTAG 191 7
TOTAL 1.216* 1.605

*AT1T6 TouC 1.216 1aTpoug, trepitrou 120 eival ye cuupacn £€pyou

€K TWV OMoiwv 227 givall OLKOYEVELOKOL yLaTpol TAOTIKA ortd to 1960 Kat
KortavEpovtat o€ 14 TMY tng Attikiic kot 7 NMY tng emap)iag




AAAEgG €10IKOTNTEG TTOU B uTTOPOUC AV VO AVAKOUV OTNV
opada Tng NAPY (utrdé culnTnon)

Moudlatpkn 418
Yuxlatpki 129
OdovTtiatpiki 690
MwpofioAoyia 156
KuttapoAoyia 42
Xelpoupyikni 233
KapdioAoyia 505
AKTIVOSLAYVWOTIKN 114
Yuylatpiki Naidwv 16

ZUvolo 2.303



EIOIKOTNTEG TTOU TTPOTEIVETAI VA LHETOKIVNBOUV
OTO VOO OKOlEiIa Tou EZY

AAAepylodoyia MAaGTIKN XELPOLPYIKA
FfactpevtepoAoyia 85 Mvevpovoloyia 255
NevpoAoyia 147 PeupatoAoyia 52
MuvaukoAoyia 272 Agpuatodoyia 168
Evdokpivodoyia 88 Rl e
OpBomatdikn 393 O¢BaApoAoyia 290
OupoAoyia 145 Nomeg 123

2UVOAIKOG apIOuOG 1aTPWYV TTOU HETAPEPOVTAI OTA VOOOKOMEIO Tou EZY = 2.246



Movadeg uyeiag TTou AsiToupyei 0 BeoUOG TOU
OIKOYEVEIOaKOU YiaTpou (1)

MONAAEZ ATTIKHZ APIOMOZ OIKOI'ENEIAKQN IATPQN

TMY NIKAIAZ-KOPYAAAAOY 14
TMY ArIQN ANAPTYPQN 20
TMY AXAPNQN 11
TMY FAAATZIOY 10
TMY FAYQAAAZ 19
TMY AA®ONHZ 13
TMY HAIOYTOAHE 8

TMY KAAAIGEAZ 28
TMY MOZXATOY 5

TMY N. KOZIMOY 10
TMY N. AIOZIQN 4

TMY N. ®INAAEAOEIAZ

TMY NATHZIQN 23
TMY MNA. ATTIKHZ 12
ZYNOAO 180



Movdadeg uyeiag TTou AsITOUupyEi 0 BeoUOG TOU
OIKOYEVEIOKOU YIaTpou (2)

MONAAEZ EMNMAPXIAZ APIOMOZ OIKOI'ENEIAKQN IATPQN

NMY BOAOY 13
NMY HPAKAEIOY 5
NMY KAPAITZAZ 7
NMY KEPKYPAZ 2
NMY AAPIZAZ 6
NMY TPIKAAQN-KAAAMIAKAZ 4
NMY XANIQN 10

2YNOAO 47



e
Movadeg NOY tou EXY

ApiBuos

Kévtpa Yyeiag 207
[MoAuduvapua lMNepipepeiakd 80
laTpeia

[Mepipepeiaka aTpeia 1.460
Ei1dIka TTEpIPEPEIAKA 1aTPEIA 38

2UVvoAo 1.785



.
NMpoowTtriko Kévtpwy Yyeiag ava YIE

IATPIKO | NOZHAEYTIKO | AIOIKHTIKO | EMIZTHMONIKO | MAPAIATPIKO | TEXNIKO | Aoino
88 190 108 31 43 14 5

1" YTIE

21 YME 251 230 148 44 80 61 55
31 YME 175 254 50 9 58 36 109
41 YMNE 430 516 80 10 112 79 114
51 YIE 299 396 195 16 68 58 46
61 YIE 638 616 280 23 141 141 104
71 YME 190 115 59 10 29 10 78
2YNOAO 2071 2317 920 143 531 399 511

(NoéuPBpioc 2012, dedouéva ESY.net)



NMpoowtriko Mepipepeiakwy laTpeiwv ava YIE

YNE

1" YTIE

2" YTIE

3" YTE

40 YTIE

SN YTIE

6" YTIE

7" YTIE

2YNOAO

ArPOTIKOI
IATPOI

&S
/3
74
190
215
36

683

FENIKOI IATPOI H’
EMIMEAHTEZ B’

46
128
206
110
241

93

824

2YNOAO
IATPIKOY
NPOZQMNIKOY

141
201
280
300
456
129

1507

(Noéupplog 2012, dedopéva ESY.net)

NOZHAEYTIKO | MAIEYTIKO

23
48
8
17
29
0

125

O 0 © w o0 o

33

2YNOAO

169
257
291
326
593
129

1665



Baoika emimeda Opyavoong tng Ppovridag Yyeiag
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Nepipépeia ALl TV 500.000 kai dve

NIy Asvurepofaduia 50.000 - 500.000
KoivoTnTa Mowrofaduia 500 - 50.000

Oikoyéveia Avrog@povriéa 1-10 aroua



AT1ro Tn Baon TnG TTUupauidag oTo KEVTPO Tou EXY

Specialized care

Community Emergency Hospital
= mental department
control 1 unrtm f Maternity
_ | [ centre Consultant Trafiic
Diabetes clinic H_H garalfor PP sccident Pl mﬂ’ Surgery
e muiti-drug resistance pragvia
Rafarral for < ;
complications Hermia

Diagnostic services

CT . Diagnasic support Training

Sean / \" support Training cenfre
-
Cytology —
ab | Papsmems |
Alcohalism
Wasta disposal
| inspection Alcoholics
Environmental Mammagraphy anonymous
health lab .
Cancer Women's
Specialized screening shelfer NGOs
prevention services centre




2UCTNMO TTAPATTONTTWY OTN MDY

megoinsing Opovitaa Yyelac | EoKomTeC



OIKoyEVEIOKOG P —
10TPOG EBVIKG
MpwToRAOuIO [N TTPOYPAMHA

\

YTInpeaieg
MntpdTnTAG

\ Aéopun
YITnNpeoi1wyv N

YTINPECTiEC
[Maidiou

YTTNPETiEC
[uvaikag ot1o KY

[MpwTeg
BonBeieg

OIKOoV
ppoVTIida OJdovTIaTPIKN

\ YTrnpeoieg PpovTida
OikoyevelakoU \
MpoypauuaTiIcuoU

N\




Atopun uttnpeoiwy oto KY

-« OIKOYEVEIOKOC 10TPOG

- EOVIKO TTpOYPANUA TTPOANTTITIKOU EAEYXOU

- Y1rnpeoieg MNaidiou

- Ymrnpeoiec Mntépac/Iuvaikag

- Y1rnpeoieg Oikoyevelakou lNpoypaupaTiopou
- Kat’ oikov @povTida

- [NpwrTecg Borbeieg

- OdovTIaTpIKN ppovTida

- [MpwTtoBd&BuIa Wuxikn Yyeia

- E10Ika laTpeia (11x. AlapntoAoyiko, AlakoTrri¢ Katrvioparocg)
- YTTNPEoieC QuaoikoBepaTreiag



.
OIKOI'ENEIAKOZ IATPOX

- ['evikoi latpoi, NaBoAdyol, (MaidiaTpol)

- MNapatrouTtn o€ OeUTEPOBABUIO/EIOIKOTNTES, EPYOCTNPIOKES
N AAAEC £€ETAOEIC

- AgxovTal aoBeveig 0To 1aTPEio N 0TO KY kai
TTPAYMATOTTOIOUV ETTIOKEWEIC KAT OIiKOV

» O1 TTOAITEG £XOUV DIKaiwPa EAeUBEPNG ETTIAOYNG, PETAGU
TWV OIKOYEVEIOKWY 1ATPWV TNG TTEPIOXNG £uBUVNG Tou KY
TTOU AV KOuV

- H emAoyn viveral kaBe 3eTia - aimioAoynuévn aAAayn Pe
aitnon otnv YIE

- KGBe oIKoyevEIOKOG 1aTPOGC £XEI TNV IATPIKA ppovTida 1600-
2200 TToAITWV

- KGBe olkoyeveIakOg TTaIdiaTpog EXEI TNV IATPIKI pPOoVTida
900-1200 traIdiwv



OIKOYEVEIOKOC
1ATPOC

Maia/ KOIVOTIKO'S
MQIEUTAC NoonAguTn¢

ETTiokETTTNG

DUCI00epaTTEUTAC Yyeiag
\
AMNNoI

EtrayyeAuarieg
Yyeiag




Qpapio Asitoupyiag Oikoyevelokwy larpeiwv/ laTtpwv

- AgITOUpPYiO O€ TAKTIKO WwpPApIo, 8 wpeg/ nUEPaA, 5
NUEPEC TNV €POOPAdA OTO OIKOYEVEIOKO TOUC
latpeio N oto KY.

« YTTOXPEWTIKA Ba epnuepevouv otnv €0pa tou KY
8 wpec/ Bdouada (ouvoho 48 wpeg/ €fdouada
WTD).



Alapuop@won TEAIKOU HICOOU OIKOYEVEIOKOU
IaTPOU

Prim yia

ApI1Buog Ap1BudC XPOVIOUC Prim yia

KOT OiKOV

TTOAITWV EPNUEPIWV aoBeveic Kal ETTIOKEWEIC

NAIKIWPEVOUC

H apoify Twv oikoyevelakwy 1aTpwyv Ba uttoAoyileTal ye Baon Tov
APIOUO TWV EYYEYPAUMPEVWY OE QUTWY TTOAITWYV, TOV APIOUO TwV
ePNUEPIWY (Max 32 WPEC TO unva) Kabwc kai pe Baon TTpOoBEeTa
KpITApla 1Tou Ba e€aopaAidouv TNV ICOTIUN TTPOCRACN TWV a00EVWY
OAWYV TWV KOIVWVIKWY OPJAdwWYV oTnV TTpWwTOoRABUIa TTEPIBaAWN.



EvOeIkTIKN Baoiki) HiocBoAoyikn KAipaka Oikoyevelakou laTtpou pe Baon
TOV APIOUO TWV EYYEYPOAMMEVWY TTONITWYV (UETA POPWIV)

LSEEE) L 1000 eupw

ao0eveic
1800-1999 | ,
Q00OeVEig 1100 eupw
2000-2199 p= ,
Q00OeVEig 1200 eUpWw

2200 + . ,
Q00OEeVEIG 1300 eUpWw



.
TUTTOG UTTOAOYIOOU UWPOUG aTTOO0XWYV
OIKOYEVEIOKOU 10TPOU

« ATTOOOXEG -
R;= §;+ 0; + (ne,; + ncl-) * priml + nHV; x prim?2

Otrou

R; = OUVOAIKEC ATTOOOXEC OIKOYEVEIOKOU 1aTPOU |
S; = MI000OC olkoyeveIoKoU 1aTpoU (Baon KAipakag)
0; = APIBUOC EPNUEPIWV

ne; = APIOUOS NAIKIWUEVWV

nc; = APIBUOC XPOVIA TTAOXOVTWYV

nHV; = apIBUOG KAT 0IKOV ETTIOKEWEWYV TO UNva



KdéoTtog véou cuoTthipartog NAOY

THE = HE_, + HE_ +HE . + HE,+ HE,,

THE cuvoAwkn damavn vyeloc

HE,, dartavn olkoyevelakwy ylaTpwy
HE, daravn moudlatpwy

HE . damavn ylatpwv €10KOTATWY

HE, darmavn epyaoctnplakwy eCETACEWY

HE  damavn dappakwy

21NV avwTépw THE mTpétrel va rpooTeBouv Kail Ta AsIToupyIkd £€§o0da



-
XpnuarodoTnon véou cuotiparog NOY

P.-f.- b, a-cm, smr,
RHE= - THE
P

n

RHE kA&Lo0TO0G-0hatplkoc ipoUTTOAOYLOUOC TIEPLOXAG

P, mAnBucuog meploxng

f. mAnBuopog yuvaikwy neploxng
b, apBpogyevvnoewyv mepLloxng
a, mAnBuopog avw Twv 65 eTwWV

cm, TMANBUONOG XpPOoViwg MACXOVIWVY TEPLOXNG
SMr, TTpoTUTIOTIOLNHEVA TtNALKa BvnoLlpotnTag

p,, MAnBuopog xwpag



-
Nouo0etikeg PuBuioeig

Metagopda douwv o€ E2Y utro Tnv emmotrteia Twv YIE
NEEC EPYATIAKEC OXETEIC UPICTANEVOU TTPOCWTTIKOU
EOTYY ka1 véou TTpoowTrikou MNAPY (wpdpio,
KadnkovTa, auoifBn)

- YTTOXPEWTIKN TTAPATIOUTI TN AguTEpOoaBuIa
dpovTida
KaBopiopog poAou EOTTYY w¢ ayopaaoTr) utTnpeciwy
UYEIag

- AvaBewpnon vouikou TTAaigiou YTIE

- Aclotroinon uviotauevng vouobeaiag (N1397/83 kai
N3235/04)



MeTappuBUIOTIKN I'IpéTqan

Movdadeg vyelag e Kevtpa Yyelag
EOTYY : EX2Y

Aloiknon

* YTE mAApn appodiétnTa yia Moy

KaAuwn tTAnBuopuou

* AVTIUETWTTION ONUAVTIKOU TTOOOOTOU KOIVWV TTABHCEWV ATTO OIKOYEVEIAKOUG
1aTPoUg

* MAQPNG yewypa@ikr) KaAAuywn atro upiotaueva KY kal TToAuiatpeia Tou
EOTITYY (uetd TOV ETTIXEIPNOCIOKO TOUG JETAOXNUATIONO 0 KY aoTIKwv
TTEPIOXWV)

S

Kivntpa yia TTAn6uouo

)

» OIKoyevEIaKOG 1aTPOG

» KaAUtepn TpdoBaan, AiyoTepn ToAQITTWEIa
* Meiwon k6oTOUG

» KaBoAikr] kdAuwn TTAnBucpuou

J

‘AvayKaia n Olgpelvnon KIVATPWY OTTWG N Katapynon Tng Xpéwong €5 oTIg
\ MOVAJEC TTPWTORABUIAC PPOVTIOAC UYEIQG



-
Kpioipeg EveEpyeleg

/

LAHOKéVprO'I] ouoTRpaToc dioiknong MY J

*Evioxuon apuodIoTATWY (OIKOVOUIKWY, dIoIKNTIKWYV ) YTIE yia MNPY

A

LAvaeso'opnan EPYOOIOKWY OXEOEWV 1aTpwWV MDY J

* Evapuovion dIa@opETIKWY cupBacewy 1atpwyv E2Y kal EOMYY

Vi

LAvaeau'upnon XpnuaTopong cuctuarog NMNAOY J

*AlaXwWPIOUOG TTPOUTTOAOYIOHWY KEVTpwY YyEiag attd VOOOKOEIQ Kal
hHovadwyv uyeiag amro EOTNYY
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