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1978: WHO Declaration Alma-Ata

A main social target of
governments, international
organizations and the whole
world community in the coming
decades should be the
attainment by all peoples of
the world by the year 2000 of a
level of health that will permit
them to lead a socially and
economically productive life.

Primary health care is the key
to attaining this target as part
of development in the spirit of
social justice.”




ASTANA, KAZAKHSTAN
25-26 OCTOBER 2018

GLOBAL
CONFERENCE

ON PRIMARY
HEALTH CARE



AT, LM
3834 OCToRIN 48

ON PRIMARY
HEALTH CARE

Declaration of Astana

“strengthening PHC is the most inclusive,
effective and efficient approach to enhance
people’s physical and mental health, as well as
social well-being, and that PHC is a
cornerstone of a sustainable health system for
UHC and health-related Sustainable
Development Goals.”



PHC can cover the majority of a person’s health needs
throughout their life




The components of PHC

Addressing the broader determinants of health * advocates for policies that promote
(social, economic, environmental, people’s and protect health and well-being
characteristics and behaviours) * co-developers of health and social
services

HEALTH &
WELL-BEING

Meeting people’s health
needs through
comprehensive care
throughout the life course,
strategically prioritizing key
health care services aimed at

individuals and families
through primary care and the A whole-of-society approach to health and well-being

population through public centred on the needs and preferences of individuals,
health functions families and communities

Primary care & essential public health
functions as the core of integrated
health services



Why is PHC important?

* Primary health care is well-positioned to respond to
rapid economic, technological, and demographic
changes, all of which impact health and well-being.

* A primary health care approach draws in a wide range
of stakeholders to examine and change policies to
address the social, economic, environmental and
commercial determinants of health and well-being.

* Treating people and communities as key actors in the
production of their own health and well-being is critical
for understanding and responding to the complexities
of our changing world.



The complex interplay of factors

that lead to improved health

Contributory factors to changes to under-five mortality rate, 1990-2010
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Approximately half of the gains in reducing child mortality from 1990 to 2010 were due to
factors outside the health sector (such as, water and sanitation, education, economic growth)

Bishai DM, Cohen R, Alfonso YN, Adam T, Kuruvilla S, Schweitzer J (2016) Factors Contributing to Maternal and
Child Mortality Reductions in 146 Low- and Middle-Income Countries between 1990 and 2010.



Why is PHC important?

* has been proven to be a highly effective and efficient way
to address the main causes and risks of poor health and
well-being today, as well as handling the emerging
challenges that threaten health and well-being tomorrow.

* |t has also been shown to be a good value investment, as
there is evidence that quality primary health care reduces
total healthcare costs and improves efficiency by reducing
hospital admissions.

* Addressing increasingly complex health needs calls for a
multisectoral approach that integrates health-promoting
and preventive policies, solutions that are responsive to
communities, and health services that are people-centred.



Why is PHC important?
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SDG 3 “Ensure healthy lives and promote well-being for all at all ages”

Target 3.8 “Achieve universal health coverage, including
financial risk protection, access to quality essential health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all”
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MOVING TOGETHER

TO BUILD A HEALTHIER WORLD

_—— . -— S s e .
UN High-Level Meeting on Universal Health Coverage, 23 September 2019, New York

PHC is the foundation for UHC

PHC oriented health systems provide quality services that
are comprehensive, continuous, coordinated and people-
centered.

With these characteristics along with its emphasis on
prevention and promotion, PHC reduces inequities in
health, and is highly effective and efficient,

particularly for the management of chronic conditions
such as non-communicable diseases, including mental
health.
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Most countries can scale up
#PrimaryHealthCare using domestic
resources — either by increasing public
spending on health, or by reallocating
spending — or both... This is a political
choice. #HealthForAll

Countries need to spend more
on primary health care.

39 Retweet 71 sucnuove

U0 THD

Countries should start
with an additional

1% GDP

allocation to PHC to
accelerate PROGRESS
TOWARDS UHC!

7%\ World Health

WWW.WHO.INT/2019-UHC-REPORT B/ Organization



WONCA reaction to Astana Declaration

“WONCA notes that the Declaration no longer includes the specific mentioning of
family doctors or any other members of the primary healthcare teams.

The prior public draft did include different disciplines needed in the Primary Health
Care (PHC) team, but these have all been removed in the final version signed by
Member States.

Put public health and primary care at the centre of UHC
We must enhance capacity and infrastructure for public health functions and develop quality primary care that is
continuous, comprehensive, coordinated, community-oriented and people-centred. We will appropriately prioritize
disease prevention and health promotion. We will ensure adequate public health and primary care workforce
s (including PHC nurses, family physicians, midwives, allied health professionals, and non-professional community
health workers) working in teams with competencies to address modern health needs. We will promote
management practices that ensure decent work including adequate compensation, meaningful opportunities for
professional development and career progression. We will guarantee the awailability of appropriate medicines,
products and technologies. We will allocate sufficient resources to research, evaluation and knowledge
management, promoting the scale up of effective strategies for multisectoral action, public health and primary care.

While we had hoped and strongly advocated for Family Medicine to be specifically
included in the declaration,”

(5? Wonca



WONCA reaction to Astana Declaration

“we are encouraged that many of the documents
supporting the Astana Declaration do include family
doctors/general practitioners as key members of these
teams.

Family medicine was mentioned multiple times during the
plenary sessions; in addition,

several side events during the Global Conference on Primary
Health Care highlighted the work and reach of family
doctors”

(5? Wonca


http://www.who.int/docs/default-source/primary-health-care-conference/workforce.pdf?sfvrsn=487cec19_2
http://www.who.int/docs/default-source/primary-health-care-conference/workforce.pdf?sfvrsn=487cec19_2
http://www.who.int/docs/default-source/primary-health-care-conference/workforce.pdf?sfvrsn=487cec19_2

GLOBAL n
CONFERENCE \RNFOREENS
ON PRIMARY '\l
HEALTH CARE  \ERaysirrasdon

operational Framework - Draft for Consultation

Flasam prowics your commanis on e orefl ieod here: Congulisdon on Cparsionel Framassork

Making the caee for PHC

From wielon to action

hultssciorsl mcion PHC haalth workfoms

Gamltty In PHC Imisgrating publio beatth and primany cars

— THE LANCET

Ve d§3 Wt 301G - Fagns 65 L6 | Ocione 3034, 03 e et con

[igital technotogle:
Intsgrading Fealth carvicac Tha role of hocplialc In PHC

PHC and health smesmganolsc

:
:
i

Masting heatth nesde through PHC

Benual, mprodusiive, matsmal, nestom, ohild & Didar
sdolacoarnt Heatth

E

“The Astana Declaration marks the beginning of a better

future for primary health care. Leadership after the

Reglonal reports on PHC

Astana meeting is essential to rejuvenate and revitalise
all aspects of primary health care.”
Atncs AT ERGTT i T 1 .
Rl L I )
Commem Proan Artites The LanortComumisions  Review
PAvay e et eTes Bea wadvy e RS AAGE O R
EurepE My et Bl v Waalern 'sers 2100 covmry N et v gan et o e g R
o eam v —oton ST ——
- neay

o e




ON PRIMARY
HEALTH CARE

Declaration of Astana

“We envision Primary Health Care and health
services that are high quality, safe,
comprehensive, integrated, accessible,
available and affordable for everyone and
everywhere, provided with compassion,
respect and dignity by health professionals
who are well-trained, skilled, motivated and
committed”
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Build sustainable primary health care

PHC will be implemented in accordance with national legislation, contexts and priorities. We will strengthen
health systems by investing in PHC. We will enhance capacity and infrastructure for primary care — the

first contact with health services — prioritizing essential public health functions. We will prioritize disease
prevention and health promotion and will aim to meet all people’s health needs across the life course through
comprehensive preventive, promotive, curative, rehabilitative services and palliative care. PHC will provide a
comprehensive range of services and care, including but not limited to vaccination; screenings; prevention,
control and management of noncommunicable and communicable diseases; care and services that promote,
maintain and improve maternal, newborn, child and adolescent health; and mental health and sexual and
reproductive health?. PHC will also be accessible, equitable, safe, of high quality, comprehensive, efficient,
acceptable, available and affordable, and will deliver continuous, integrated services that are people-centred
and gender-sensitive. We will strive to avoid fragmentation and ensure a functional referral system between

primary and other levels of care. We will DeneTit Trom sustalinable PHC that enhances nealn systems' resilience

to prevent, detect and respond to infectious diseases and outbreaks.




The Specialty of

General Practice/Family Medicine

° General practitioners/family doctors are specialist physicians trained in the principies of the discipiine

. They are personaldoctors, primarily responsible for the provision of comprehensive and continuing
care to every individual seeking medical care irrespective of age, sex and iiness

. They care for individuals in the context of their family, their community, and their culture, always
respecting the autonomy of their patients

. They recognise they will also have a professional responsibility to their community.

. In negotiating management plans with their patients they integrate physical, psychological social,
cultural and existential factors, utilising the knowledge and trust engendered by repeated contacts

. Generalpractitioners/family physicians exercise their professionalrole by promoting health,
preventing disease providing cure, care, or palliation and promoting patient empowerment and
self-management. This is done either directly or through the services of others according to health
needs and the resources avallable within the community they serve, assisting patients where
necessary in accessing these services.

. They must take the responsibility for developing and maintaining their skills, personal balance and
values as a basis for effective and safe patient care

. Like other medical professionals, they must take responsibility for continuously monitoring,
maintaining and if necessary improving clinical aspects, services and organisation, patient safety and
patient satisfaction of the care they provide



The 5 Star Doctor 2019

WONCA Europe is proud to announce the winner of the WONCA Europe Award of Excellence in Health
Care — The 5-Star Doctor 2019:
Dr Anargiros Mariolis, Greece

A short extract from Dr Anargiros Mariolis' application:

“The Hero of Primary Health Care in Greece”, “The Role Model of General Practice”, “The Samaritan on the
ancient grounds of Sparta”... These flamboyant terms, quotes from journalists, patients and community
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We will strive to avoid fragmentation and
ensure a functional referral system between
primary and other levels of care.
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“We will create decent work and appropriate compensation for health
professionals and other health personnel working at the primary health care level
to respond effectively to people’s health needs in a multidisciplinary context.

We will continue to invest in the education, training, recruitment, development,
motivation and retention of the PHC workforce, with an appropriate skill mix.
We will strive for the retention and availability of the PHC workforce in rural,
remote and less developed areas.

We assert that the international migration of health personnel should not
undermine countries’, particularly developing countries’, ability to meet the health

needs of their populations.”
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“Family practice is the best way to provide integrated health services
at the primary health care level.

With an emphasis on health promotion and disease prevention family
practice helps keep people out of hospitals, where costs are higher
and outcomes are often worse.

Strong political commitment is essential to improve access, coverage,
acceptability and quality of health services, and to ensure continuity
of care.”

Dr Tedros Adhanom Ghebreyesus,
Director General World Health Organization, October 2018




For the World Health Organization th W rld Organization of Family

LML MW

Dr Tedros Adhanom Ghebreyesus
Director-General

Date: 28 January 2019 Date: 28 January 2019
Place: Geneva, Switzerland Place: Geneva, Switzerland

The World Health Organ/zatlon (WHO) and the World Organization of Family
Doctors (WONCA) signed a Memorandum of Understanding on 28th
January 2019, during the annual Executive Board meeting of WHO in
Geneva, in which all WHO Member States participate.

The MOU reflects the key role played by family doctors and GPs
in achieving the global goal of Universal Health Coverage,
through comprehensive, patient-centred, professional
primary care.

¢7DRY, World Health >
y\i\@" ¥ Organization (‘ﬁ Wonca
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WONCA signs landmark MOU with the WHO

Tedros Adhanom Ghebreyesus & L
@DrTedros

’.

.@WHO is fully committed to #PrimaryHealthCare & recognizes
the unique role of family doctors to achieve #HealthForAll. We
will work with @WoncaWorld to realize the @GlobalGoalsUN &
the Astana Declaration & fill the global 18 million health
workforce gap.

The realization of Universal Health Coverage for All, with special focus on the role of
family doctors, general practitioners, and primary care teams, including by facilitating
understanding of the concept of UHC and proactive participation of the extended
primary care team in its realization.

b) Promote the delivery of primary care, and the central role of family doctors in the
delivery of that care.

2 c) Develop and implement specific programmes, in consultation with WONCA’s member
/149 11:03 PM - Jan 28, 2019 organizations, as appropriate, to strengthen and improve health services and family
medicine programmes, with particular attention to medical professional teaching,
undergraduate and post-graduate training programmes, continuing professional
development, and programmes to encourage cross-disciplinary working. A separate
workplan and exchange of letters will be established by all relevant parties to develop
and implement such specific programmes.

O 59 people are talking about this

d) Where necessary and to the extent feasible, making available personnel of one party
for training by the other party in priority areas of health systems strengthening.
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Assigning providers and care teams responsibility for an appropriately sized group
E m pa n el m ent of people, some of whom may be actively seeking care, and others not

METHODS
Countries use geographic, voluntary, or insurance-based methods to form groups of people for providers or care teams.

General population Empanelment methods Panel Provider/care team
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BALANCE Providers Panels
One of the most important and challenging aspects of o

empanelment is ensuring that the panel of any provider m

team is appropriately sized, so care teams can manage the ﬁ ]

health of all patients without becoming overburdened.

i@ & ¢

Effective empanelment, sometimes referred to as rostering, supports local priority setting and proactive
population outreach by helping providers understand and enumerate the needs of the communities they serve.



First-Contact Accessible

High-quality primary health care can meet 90% of population health needs and should
be the first point of contact for most people and most health needs, most of the time

To be an effective first point of contact

primary health care must consistentlyzieliver FIRST-CONTACT ACCESSIBILITY

services that users trust, value, and can ACCESS +« TRUST - QUAL ITY
easily access.
Do patients trust Are facilities
People and value services? present?

m
11

RGAELR G —_—
ﬁ w ﬂ ;: - “\

e
tiiﬂ M‘i‘ﬂ’gﬂ i *’ At

Community o
- Specialists

E___
=l
e
v
]

Hospital

Are cos ts Are competent
prohibitive? health workers
available?



Continuous

Continuity creates an environment in which patients experience discrete healthcare events
as coherent, connected, and consistent with their medical needs and personal context

Continuity is critical for care Communication
teams, case management, R REEEEEEEEEE SRR R R R e
and the full patient journey: : : :

CARE TEAM
Every member of the team
communicates fully

CASE MANAGEMENT Te— - —
Patient information is

Patient History

constantlyupdated @ - -—-—---=---—---—------
and accessible toall II"'

PATIENT JOURNEY

Patient has a consistent e,
experience at each care e

interaction . . . . .

FROM : : THROUGH
INFANCY Care Interactions ADULTHOOD




Person-Centered

Person-centered careis organized
around the comprehensive needs of
people rather than individual diseases

It engages people in full partnership with
health care providers in promoting and
maintaining their health.

Person-centered care considers a patient’s
social, career, cultural, and family priorities
as important facets of health.
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EDUCATION & SUPPORT

To be empowered users of the health system, patients must be educated and
supported to make informed decisions and actively participate in their own care.



Comprehensive

High-quality primary health care treats the “whole” person within their family, cultural, and community context
— delivering a wide range of preventive, promotive, curative, and rehabilitative services

To address an individual's full range of Physical Mental Social
needs — taking into account the political, weli-being well-being well-being
economic, social, and environmental

determinants of health — a wide scope ‘

of services must be available and Commu nity

integrated across levels of care and
between the health and non-health
sectors. ®

|‘j‘|
Disease

Rehabilitative Management

alth Workers
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Coordinated

High-quality primary health care is coordinated around a person’s needs and preferences
throughout treatment and across various care sites. Coordination ensures appropriate
follow-up treatment, minimizes the risk of error, and prevents complications.

Coordination of care often requires
both health care teams and information
systems to reach out proactively.

PRIMARY HEALTH CARE SYSTEM

Specialty facilities

Community-
based services




* Link: patients with community resources to facilitate
referrals and respond to social service needs

* Integrate: behavioral health and specialty care into care
delivery through co-location or referral arrangements

* Track and support: patients when they obtain services
outside the practice

* Follow-up: with patients within a few days of an emergency
room visit or hospital discharge

« Communicate: test results and care plans to patients and
families

* Provide: care management services for high-risk patients



Tea m_Based Ca re O rga n |Zat| on Strong team—lbased care makes PHC offerings more

comprehensive and contributes to better coordination of care

STRUCTURE OF THE TEAM

There is no ideal team size or composition, These depend

on the needs and size of the patient group, as well as the

competencies of the health workforce. Community

Health Administrative

T LT o gy
i 0 41 baed o v

PANEL ‘ EXAMPLE TEAM
TEAM CULTURE S
Team members should work to build a ysicians
strong team culture to support patients. . respect and trust

It is important that team members: within the team

M .

N | 'ﬂ m Iﬂ i ‘ Community
| EX R - Workers
' i* *i‘i ii" a sense of collective

fhAA responsibility for the health
of their patients.

about Nurses

delegation of responsibilities

Administrative Pharmacists
Assistants -



Commu nlty Engagement. The active and continual solicitation and incorporation of community input

in the planning, governance, and implementation of primary health care

A RANGE OF ENGAGEMENT OPTIONS
Create resources and communication channels to invite community feedback and ensure transparency
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Respectful, accessible care




The level to which providers are available, competent, and

Ava | la bl llty Of Eﬁe Ctlve P H motivated to sufficiently address patients’ PHC needs

[Can a patient see a provider when needed?)

PROVIDER AVAILABILITY

Three components determine availability:

Sufficient Time

Each provider has enough time to
devote to each patient’s needs

Minimal Absenteeism
That workforce is predictably onsite
and availble to serve patients

Suitable Workforce

An adequately sized workforce with
appropriate skill mix and equitable
distribution

.l




Availability of Effective PHC Thelewttowhichprovides ave avallable competent, and

motivated to sufficiently address patients’ PHC needs

( During interactions with providers, do the patients receive appropriate care? )

PROVIDER MOTIVATION PROVIDER COMPETENCE RESPECTFUL AND TRUSTING

May be intrinsically or extrinsically Should be pursued during pre-service RELATIONSHIPS

driven, and is affected by both training , in-service training, and during Patients and providers should have

availability and competence standard supervision. Training should be - mutually trusting and respectful
specific to the skills and tasks providers relationships that are strengthened
are expected to provide over time

KNOWLEDGE INFORMS PRACTICE

o
N Instructor Providers j

INTRINSIC EXTRINSIC

Fulfillment from Money or work
work and benefits, housing,
appreciation vacation time,

of patients other opportunities



Financial Access

The absence of financial barriers to care such as excessive costs at the
point of care and associated costs.

TO OVERCOME FINANCIAL BARRIERS TO HEALTH CARE, PATIENTS SHOULD HAVE:

Cost Protection
Do | have health insurance
that protects me from

catastrophic health
expenditure?

Reasonable fees

When | am at a facility, do |
pay burdensomeout-of-
pocket payments for care?

Reasonable associated cost

Do | have indirect costs
associated with accessing care,
such as those for childcare, lost
wages due to missed work, or
transportation?”

For financial access to care

H ce of barriers sing care when needed, including excessive
Geographlc AcceSS 1adequate transportation, and other physical challenges
BARRIERS TO GEOGRAPHIC ACCESS ——

Human Resources Providers
Is there a provider present in my . ? %
facility or community? t . ‘I(
Facility Distribution Y
Is there a physical radl {
facility nearby? i |
s ; :
¥ i
| | — >
T L Toofan?

Inadequate Transportation or Difficult Terrain
Am | able to get to the facility?

Medical facility

Transportation issues Medical facility



T| m el | ness Patients must be able to access primary care services with acceptable
and reasonable waiting times, and at days and times that are convenient to them

BARRIERS TO ACCESS
Common issues include:

jpti 2100 fuld

y Mg ﬂE

N~ ‘ ; Medical facilities
Inconvenient : Inefficient or non-existent : Long waiting times/short consultation
operational hours : appointment systems : times once patients are at the facility

IMPROVED ACCESS STRATEGIES
Facilities can improve timeliness
by using some of the following ° ol
strategies: | B
T i
Appointment systems .I | Remote consultations

HHH?}‘ IMPROVED ACCESS
Integrated, comprehensive Group visits for
services in the same visit .‘ . general health education

Staggered shifts to extend facility
operating hours

&ﬂ:&




Information Systems Use

EFFECTIVE USE OF INFORMATION SYSTEMS INCLUDES...

Public health datap

Facility data —p

Patient data

>

il
11

o

Routine collection of data

Interpretation of data

5

Use of data for priority setting Reporting data

Includes the collection, reporting and use of data across
all levels of the PHC system

YVYVY

and performance monitoring to stakeholders

... AND REQUIRES ...

Sufficient staff capacity...

........................

oooooooooooooooooooooooo

........................

...to capture, report, and
=— | reviewdata using existing
~ | Information system
infrastructure

CENTRAL CONSIDERATIONS ARE:

O
o

Il
=L

©
@

€ Technical - Whatkind of technology
is used for information systems and
how do these fit within existing data

[ o

€ Behavioral - How can staff be trained
to use the technical information
systems and how will it fit into their
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€ Sustainability - How will these
programs or interventions be
designed with sustainability in mind.




Performance Measurement and Management

Performance measurement and management is the process of establishing targets, monitoring
performance against those targets, and implementing and adapting improvement efforts

MEASUREMENT SEQUENCE:

o Establish Targets
Targets should be set in collaboration Targets
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Providers Patients

@ Collect & Track Data
Facilities should measure progress
toward targets, using systems that
easily integrate into their already
existing environment and that don’t
place a burden on providers

€) Adapt & Improve
Once facility performance data is
received, health system stakeholders
must have processes in place to interpret
data and use results to drive adaptation
and improvement efforts. A number of
quality improvement frameworks are
available to support this step.

yamm

Performance data Framework for improvement

THE IMPORTANCE OF

SUPPORTIVE SUPERVISION
Supportive supervision of individual
providers is a key component of
performance measurement and
management.

Supportive Supervision

Supervision should not be punitive, but
instead focused on collective problem F AW
solving and identifying gaps and

opportunities to fill them.




Local Pr|0r|ty Settlng Strategic action plans that correspond to the local burden of

disease and needs and preferences of the population

EFFECTIVE PLANNING INCLUDES:

SIBIPI
CASACAS
In;l ........ et

Regular collection Burden of disease and
of data : population health needs

pidan 4 4 ba iy

Identification of
relevant services

Engage communities and identify preferences



ProaCt|Ve POpU lat|0n OUtreaCh Caring for people in communities and homes

€ SEGMENTATION

Ideally, all individuals receive community-based care, but health

systems may need to prioritize community-based care only for specific
segments of their panel.

€) COMMUNITY PROVIDERS

Health workers with specific training deliver
services within communities.

PANEL EXAMPLE SEGMENEXAMPLE SERVICES [

COMMUNITY SETTINGS
Homes Publicspaces Community clinics
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Education

i ]" 'ﬂ "

Medication

Health centers, hospitals

Testing and specialists

€ roLLow-uP

Community providers are linked to higher-level
facilities such as health centers, hospitals, and
other specialists who can address more
complicated cases with clear, bi-directional
communication systems




Safet Patient safety is ensured or compromised by factors related to provider
y competence, diagnosis accuracy, medicines, supplies, communication, and more

FIVE COMPONENTS OF SAFETY:

SAFETY SYSTEMS:

Facility leaders should ensure that systems are in place to identify errors,
understand root causes, and adapt accordingly. Leaders must create a culture
where providers can raise concerns without fear of punitive action, and where

everyone isvalued as a key participant in improving safety

Diagnosis:

Mis-diagnosis and other diagnosis
errors may occur for a variety of
reasons, but are generally related
to uncertainty, system level failures,
or faulty thinking or reasoning

Procedural adherence:
Procedural safety has a number
of root causes related to provider
adherence to proper process.

A variety of checklists and tools
are available to help providers
improve procedural safety

Transitions:

Transitions between care providers
as part of patient hand-offs or shift
changes are moments where
miscommunication can cause errors
to occur

Medicine:
Prescription falsification, errors
in dosage, and patient compliance
issues are all factors that affect
medical safe




High-Quality Health Resilience of

Primary Health Care Status Equity Health Systems
Effective Service Responsiveness Efficiency
Coverage to People

Availability of
Effective PHC Services
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OnoLadNMOTE OUOLOTNTA LLE TIPOCWIIA 1] KOTOLOTACELG EIVOLL EVIEAWG CUUTTTWHOTLKA KoL OUSEHL OXEDN EXEL LE TNV MPAYUOATIKOTNTA



2U0TNUO TTOLPOLTTOULTTH G-

turope lor Patients

"using financial incentives to encourage patients to register with a
general practitioner (GP) or family doctor and

using a referral system to define a cost-effective path of care:
from GP, to outpatient specialist, to hospital, to emergency care,
while encouraging patients to have less recourse to unnecessary

care and emergency services”

Suggested measures for Investing in Sustainable Health Systems two
clear recommendations for Member States:

* Reducing the unnecessary use of specialists and hospital care
e Improving primary healthcare services

“Investing in Health - Key Messages”, European Commission, DG Health and
Consumers; February 2013



1. YmoXpewTIKA SNAWGCN OLKOYEVELAKOU

ylLotpou oo OAOUC TOUC TTOALTEC

e 0 moAitng Ba kKANBel va SNAWGCEL TOV OLKOYEVELAKO YLATPO TTOU
610G EMOUMEL KaL TTOU OTNV TEALKI) ATTOTEAEL TOV YLATPO OTOV OTOLO
TIPOOTPEYXEL VLA TIC AVAYKEC LYELOC TOU.

* O OLKOYEVELAKOG YLOTPOG Ba pmopel va sival yevikog/
OLKOYEVELAKOC LaTPOC, cite madiatpog yia maidid, ite maboAoyo¢
yla EVAALKEG.

* O OLKOYEVELOKOC YLaTPOC Ba UImopEL va elval yLatpog SnpocLwv
Sopwv, LbLwtnc cupuPeBANUEVOC, LYW LOLWTNC.

* H unoxpewtikn 6nAwon Oa pnopei va cuvdeOEL pe TNV dtatipnon
TOU SLKOULWMATOC VoL TtOAQLBAVEL TTOLPOXEC arto tov EONYY-
dappaka, EEETACELG, KATT



2. Eloaywyn ovotriipatoc avadopac ano tnv NPY >

e€ELOLKEVUEVN, EEWVOOOKOUELAKN KAt VOOOKOUELaK, dpovTida

e Tooo AOYyw TNC KATOVOUNC LATPWV OTLC ELOLKOTNTEC OTN
XwWpPa Hoc, 000 Kol TNC KOUATOUPOLC TTOU £XEL AVATITUEEL
o EAAnvoc aacBevng, cuoTNUO OPOTTIOUTING QLUOTNPO-
gatekeeping, eival moAU SUGKOAO va epapHOCTEL Kall
Ba pepel peyalec avtlOpAoELC.

e [MoAU kovtUTEPA OTNV EAANVLKNA TIPAYUOTLKOTNTA ELVaLL
10 ovotnua avadopac nou epappoletal otn MaAAla.
OwKovouLKA Kivntpa otouc acBeveic va
XPNOLUOTTOLOOUV TOV OLKOYEVELOLKO TOUG YLOTPO oV
onpeio mpwtng emadng, mov Ba PpEpPeL Kal TN
(ntoupEevn aAAayrn KoUuAtoUupac oTtadLoKA.



[1pOTELVOLEVO UTTOOELYUA EQAPLOYIC

Auénon anolnuiwonc ytatpou eéetbikevonc ava eniokePn ota 20 € (aro10).

* av o aodevi¢ ExelL napartoun aro tov Ol tou:
— KaAuyn tou koatou¢ twv 20 € ¢ erioksYnc amo tov EONYY.

— Tuxov rnapaxkAwvikéc eéstaast mov da cuotnosL o Latpog eéetbikevong
arro{nuiwvovrat kata 85% amo rov EONYY.

* av o aocPevi¢ bev Exel maparounn aro tov Ol Tou:
— Ta 10€ ano ta 20€ tn¢ emiokeyng ta MANPWVEL 0 ACIEVIIC.

— ExeL 50% oupuuETOX) OTO KOOTOC TWV MAPAKAIVIKWY EEETACEWV OTIC OTTOIES
duvatov va tov naparéuP et o Latpog eéetbikevons

(onuelwTéoV Twc¢ eVOEXOUEVN EQapuoyn autoU Ja eéapavicel OUCLAOTIKN Kal TO
claw back yia tou¢ kAtvikogpyaotnpLlakous LaTtpoug).



3. ASontpennc anolnpiwon Tou

OLKOYEVELOKOU YLOTPOU

* HBaon tnc anolnuiwonc Ba npemel elval per capita,
otaOuiopévn yia to mtpodil KivdUvou tou aacBevouc-
nAikia, Uldo, voonpotnta.

* |KOVOTIOLNTLKN KOLVETOL N atb&énon tnC
HEoNC per capita anolnuiwong ota 40€ / £to¢
Ao tnv avolonpernn Twv 10€ /€10 mou LoXVEL TWPA.

* H avaélonpennc npoteivouevn anolnuiwon anoteAEce
TNV AITOKAELOTIKN OULTiOl TOU volualyiou tne mpotaonc
tou EOIYY yia ouuBaoelc Ue IOLWTEC OLKOYEVELAKOUC
LATPOUC...
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* Kata kedpaAnv apotffy ko
* Apolfn yLa CUYKEKPLUEVEC TIPALELC KoL
* Apoln Baocel dektwv anodoonc



4. Xpnuatodotnon tnc MY kot

TNC EEWVOOOKOUELOKAC EEELOLKEVMEVNC PpOoVTIOOC

* nenévduon otnv NOY Pépvel peyaleg emotpodEg kal kablota tnv
napéuBaon gV noMoiq auTOoXpPN uaroéoroo LLEVN,
LEOW TOU TtEpLOpLOp.OU un amapaitntwy, anpoocbopwv N KAl EMKIVOLUVWVY
eTlokEPewv o€ yatpoug, TEM, voonAewwv Umtnpectwy 1, Kal
napeUBAcEwWV.

e EvaAAaKTlKoL TpOmoL XpnHotodotnonG Tov CUCTAOTOG,
TOUAQXLOTOV OTNV apXLkn ddaon, ou Ba npémnet va e€etdoeL o YY yla TV
armapaitntn evioxuon tn¢ xpnuotodotnong tng EEWVOCOKOUELAKNG
dpovtidac ivat:
— a) emPBoAn dopwv apapttaq o€ npowvra KortvoU, lAKOOA Kot (axapn-

TIOU amoTteAoUV ouvaua TOUG KUPLOUG T PAYOVTEG KWVSUVOU yla Ta XpOovLa N
UETASOTIKA Voo paTa

— B) emBoAr} GUPHETOXNG OTOUG AlOPAALGHEVOUC OTO KOGTOG YLOL OLKOYEVELOKO
yLatpo Kot yiot EMoKEYPELG O LOTPOUG EEELOLKEVGEWV
- AVAAOYN LLE TNV OLKOVOULKH KOTAOTOON
- AVTLOTPOPWC avaAoyn e TNV avaykn vysiog
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Keep the Astana Spirit alive!
Thank you



