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1 
• Improve the experience of care 

2 
• Improve the health of the population 

3 
• Reduce per capita costs of healthcare 

Health Affairs 27, no3 (2008):759-769 



STRONGER Primary Care … 

Health 

outcomes 

Cost-
control 

Responsiveness 

Starfield, 1994; Doescher, 1999; Delnoij, 2000; Shi, 2002; Macinko, 2003 

 



    “International evidence indicates that  
 
      health systems based on effective Primary Care with highly -trained generalist 

physicians(Family Doctors)  
     practicing in the community, 
  
     provide both more cost effective and  
     more clinically effective care than  
      
     those with a low primary care orientation.” 
     
      

    Barbara Starfield, 
    world wide Primary Care advocator  

Starfield B. Primary care: balancing health needs, services and technology. 
Oxford: Oxford University press,1998. 

Better Health Outcomes- Lower Costs  
Greater Equity in Health 



ΠΦΥ: Μιλάμε όλοι για το ίδιο πράγμα; 

Ναι μεν:  
- Η στήριξη, η οργάνωση και η ενίσχυση της 

ΠΦΥ είναι το θεμέλιο ενός επιτυχημένου 
Συστήματος Υγείας  

 
- Η εφαρμογή του θεσμού του Οικογενειακού 

Γιατρού αποτελεί το θεμέλιο λίθο 
 

Αλλά: 
-καθώς η Ελλάδα έχει το προνόμιο να διαθέτει 

πολλούς και καλούς γιατρούς υψηλά 
εκπαιδευμένους και εξειδικευμένους , ο θεσμός 
του εξειδικευμένου γιατρού στην ΠΦΥ πρέπει 
να επαναπροσδιοριστεί και να αποτελέσει το 
φίλτρο που θα ανακόψει τη ροή των ασθενών 
στα νοσοκομεία  

 
Γ. Πατούλης, Πρόεδρος ΙΣΑ 



Primary care is the first level of professional care in 
Europe, where people present their health problems 
and where the majority of the population’s curative 
and preventive health needs are satisfied  

    Starfield, 1992; Allen et al, 2011 
 
By its nature, primary care can best be provided close to 

where people are living and without obstacles to 
access.  

Primary care is generalist care, focused on the person as 
a whole, instead of on only one specific organ or health 
problem. 

Primary Care- Πρωταρχική Φροντίδα 



What should primary care contribute? 

“The essential role of primary care is to provide 
people with first contact care, health 
promotion and basic treatment,  

 

as well as to facilitate adequate access to other 
health care and related services for those who 
need this”.  

 
Starfield B, Shi L, Macinko J. 2005 



The key features of a health system  
led by Primary Care 

• a person focus across the lifespan rather than a disease 
focus 

 
• accessibility with no out-of-pocket payments 

 
• distribution of resources according to population needs 

rather than demand 
 

• availability of a broad range of services including 
preventive services  
 

• coordination between different levels in the health system 



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.”  



Απόκλιση των συστημάτων υγείας από  
τις θεμελιώδεις αξίες της ΠΦΥ 



PHAMEU MONITOR FRAMEWORK 

Dimensions of the PC structure 

Governance of PC 
system 

Economic conditions 
of PC system 

PC Workforce 
development 

Dimensions of PC outcomes 

Quality of PC 
 

Efficiency of PC 
 

Dimensions of the PC Process  

Access  
to PC services 

Comprehensiveness of 
PC services 

 

Continuity of PC Coordination of PC 



DIMENSIONS IDENTIFIED 
 PRIMARY CARE STRUCTURE & PROCESS 

Dimensions of the PC structure  

Governance of PC 
system 

Economic conditions 
of PC system 

PC Workforce 
development 

Dimensions of the PC Process  

Comprehensiveness 
of PC services 

Total: 12 indicators 

PC expenditures 
PC coverage 

Employment status 
Remuneration system 
Income of PC workers 

Profile PC workforce 
Professional status 

Supply and planning 
Academic status 
Prof. associations 

Total: 10 indicators 

System goals 
Equity in access policies 

Collaboration policies 
(de)Centralization 

Quality management 
Patient advocacy  

 
Total: 11 indicators Total: 16 indicators 

First contact care 
Disease management 

Sole GP contacts  
Medical procedures 

Preventive care 
Health promotion 

Medical equipment 
 

Access  
to PC services 

Total: 12 indicators 

 Density PC workforce 
 Geographic availability 
 Access at practice level 
 Affordability of services 

Patient satisfaction 
 

Continuity of PC 

Total: 9 indicators 

Longitudinal continuity 
Informational continuity 

Relational continuity 
 

Coordination of PC 

Total: 7 indicators 

Gatekeeping system 
Skill mix 

Collaboration of care 
 Public health integration 



Primary Care in Greece- LOW strength 



Primary Care Data availability 

- ranking countries - 

Bottom 11: 

GR  CY  MT  IS  LU  

IE  IT  SE  PL  RO  SI  

 

Indicators at level: 

Ranking of countries on data availability for indicators by level of primary care system  

(1=No missing values; 2= 2nd country with least missing values... 31=31th country with most missing values) 

 

 AT BE BG CH CY CZ DE DK EE ES FI FR GR HU IE IS IT LT LU LV MT NL NO PL PT RO SE SI SK TR UK 

Structure of PC system 3 1 1 1 13 1 3 4 1 2 7 1 14 1 4 12 2 1 6 1 15 1 5 5 4 8 10 9 1 11 1 

Process of PC system 9 4 1 18 19 11 1 3 3 5 6 3 21 1 14 16 15 1 17 2 20 1 10 8 1 12 13 7 1 4 4 

Outcome of PC system 4 8 5 7 22 9 12 14 9 2 6 7 23 14 20 18 19 7 21 10 17 1 13 16 15 10 14 14 11 19 3 

Total Ranking  5 4 2 9 18 7 5 7 4 3 6 4 19 5 13 15 12 3 15 4 17 1 9 10 7 10 12 10 4 11 3 



Current challenges in health care  

• Demographic developments  
• More complex care demand (multi-morbidity)  
• More demand for home-based care  
• Greater diversity of patients (migration)  
• Changing health risks (more related to lifestyle)  
• Patients have better access to health information 
• Rising expenditures  
• Diminishing returns on health investments  
• Technological developments  
• Developments in health human resources  

Building primary care in a changing Europe.  
European Observatory on Health Systems and Policies, WHO 2015  



strategies for PC strengthening  

• Personal doctors / (voluntary) gate keeping  
• Integration and teamwork (skill mix change)  
• Involvement of empowered patients  
• Evidence-based medicine (guidelines)  
• Electronic medical records / medical IT  
• Targeted incentives structures  
• Accountability / clinical governance  
• Better organized primary care out of hours  
• Monitoring Primary care reform processes 

Building primary care in a changing Europe.  
European Observatory on Health Systems and Policies, WHO 2015  



Στοχεύοντας στην ενδυνάμωση της ΠΦΥ 

Increase 
funding for 

primary care 

Reform primary 
care payment 

methods 

Shift care out of 
the hospitals 

Improve access 
to primary care 

Change the skill 
mix 

Economic crisis, health systems and health in Europe: impact and implications for policy.  
WHO Europe/ European Observatory on Health Systems and Policies, 2014   



What adaptations are needed?  

• More person-centred care (rather than disease-centred) 
• Patient empowerment 
• More integrated provision of services in health facilities and 

in community 
• Prevention, health promotion more important  
• Pro-active population based approaches 
• Re-design of tasks (e.g. delegation within teams)  
• More explicit care coordination  
• Innovation of care processes (e.g. transmural care chains)  
• Better use of information and  computer technology  
• Innovation in medical and nursing education  

Building primary care in a changing Europe.  
European Observatory on Health Systems and Policies, WHO 2015  



Governance 

• refers to the vision and direction of health policy 
• the role of primary care in the health care system 
 
Deliberate explicit policy specifying:  
• the division of roles between levels of care 
• the curative and preventive services provided at 

the primary care level 
• the coordination function in the health care 

system and  
• incentives for providers 

Building primary care in a changing Europe.  
European Observatory on Health Systems and Policies, WHO 2015  



Εμπόδια στη διαχείριση χρόνιων νοσημάτων…  



Ποιο ρόλο επιθυμεί η πολιτεία για  τον 
Γενικό Γιατρό; 

Μπορεί ή δεν μπορεί 
ο Γενικός Γιατρός να 
διαχειρίζεται τα 
συνήθη χρόνια 
νοσήματα στην 
κοινότητα, όπως την 
XAΠ, την άνοια, κλπ  



A Culture of Caring 

• an organizational culture that is explicitly 
focused on honoring patients—their 
autonomy, their values and their role in 
achieving health outcomes. 

• eschew medical paternalism in favor of 
radical patient-centeredness—letting patients 
define what matters most to them, and 
focusing on that. 



Patient empowerment 

 
• a new role for patients, shared decision-making and 

patient empowerment are ingredients to make care for 
chronically ill people and prevention more effective  
 

• patients should be integrated in health care systems by 
using their potential for self-management.  
 

• a challenge is to create higher satisfaction among patients.  
 

• patients move from relatively passive recipients of care to 
more active and well-informed care consumers 

 



Out-patient care underfunded 



Dramatic decline of outpatient care budget 
2009-2014 

2009 2014 Change % 

Total health 
expenditure 

23,3 billions € 15,3 billions € -34% 

Per capita 
total health 
expenditure 

2,148 € 1,417 € -34% 

Health 
expenditure 
for outpatient 
care 

6,6 billions  2,9 billions -56% 

Per capita 
expenditure 
for outpatient 
care 

611 269 -56% 

Source: National School of Public Health  www.esdy.gr 



Financial incentives  

 
• new payment systems, including incentives for 

integrated care and community orientation, should 
help new policy aims to be realized 

 
• facilitate primary care to take up an active role in 

health promotion and prevention 
 
• The employment status and mode of remuneration 

may also influence the attractiveness of primary 
care professions 



• Value = Health outcomes achieved per dollar spent 

 

 

 

• What matters for the patients 

 

• Unites the interests of all actors of the system 
     If value improves, patients, payers, providers, and suppliers can all 

benefit/ improved sustainability of the system  



The Value agenda 

 
• a supply-driven health care system organized around what 

physicians do   
     a patient-centered system organized around what patients need 

 
• volume and profitability of services provided (physician visits, 

hospitalizations, procedures, and tests)   
     patient outcomes achieved 
      
More care and more expensive care is not necessarily better care… 

 
• Restructuring how health care delivery is organized, measured, and 

reimbursed. 
 
 

M. Porter, T. Lee. The Strategy That Will Fix Health Care. Harvard Business Review. Oct 2013 



Μετατόπιση του ενδιαφέροντος- 
ευθυγράμμιση των κινήτρων 

Όγκος 
υπηρεσιών 

Αξία 
υπηρεσιών 

it is patient health results that matter, 
                              not the volume of services delivered 
 

Η αποζημίωση κατά πράξη αντιστρατεύεται την παραγωγή 
αξίας (προκλητή ζήτηση υπηρεσιών).  
 
Η παραγωγή αξίας για τους ασθενείς θα πρέπει να καθορίζει 
τις ανταμοιβές όλων των άλλων παικτών του συστήματος. 
 



 
Measuring value in health care 

 

 Michael Porter, 2007 



Access to primary care 

• providing access to services for all who need them, irrespective of 
personal characteristics, socioeconomic status or health status- 
EQUITY 

• The volume and types of services should be in good proportion 
relative to the needs of the population- RESPONSIVE 

• The remoteness of services in terms of travel distance for patients 
determines the geographic accessibility of primary care. 

• At practice level, resources should be organized in such a way as to 
accommodate access (e.g. appointment system, after-hours care 
arrangements, home visits). 

• Any financial barriers-  co-payments and cost-sharing-  determine 
the affordability, and thus the financial accessibility of primary care 
 

• Out of hours = out of general practice, home visits- home bound 
patients 



Universal Health Coverage 

UHC improves how health care is financed and delivered –  
so it is more accessible, more equitable and more effective. 
 

NOBODY SHOULD GO BANKRUPT WHEN THEY GET SICK! 
 
“UHC is one of the most powerful social equalizers among all policy options.”  
Dr. Margaret Chan, WHO Director 
 



 
Health insurance 

coverage  
NOT universal 

 
• long-term unemployed  
 
•  many self-employed 
workers not able to pay their 
contributions 
 
 

• 2.500.000  
NOT covered 
 



Unmet need 
couldn’t afford it  >> waiting time  /  too far to travel 



Navigation: “Tom-Tom of the care” 

Searching for the appropriate level of care that 
is needed: 

 

• Encouraging informal care/self-care, when 
possible 

• Providing care when needed 

• Referring to medical specialist care when 
necessary 

 



THE ECOLOGY OF MEDICAL CARE 
REVISITED 

Green et al. Results of a Reanalysis of the Monthly Prevalence of Illness in the 
Community and the Roles of Various Sources of Health Care. NEJM 2001 



development of chains of care  

• managed by evidence-based protocols and 
guidelines 
 

• Quality assurance through the development of 
evidence-based clinical guidelines for GPs. 
 

•  Usually such guidelines have been produced by a 
combination of stakeholders, including ministries 
of health, a college or association of GPs and 
medical specialists. Sometimes foreign guidelines 
are used and adapted for the national situation 



Άριστη πρακτική για την ανάπτυξη κατευθυντήριων 
οδηγιών: αναζήτηση ομοφωνίας- συναίνεσης 



Ακατάλληλη Φροντίδα 

Κατάχρηση 

Υπερθεραπεία σε νοσοκομεία 
(πχ χολοκυστεκτομές, 

αμυγδαλεκτομές, καισαρικές ) 

Υπερσυνταγογράφηση 

 (πχ αντιβιοτικά) 

Υπερδιάγνωση και κατάχρηση 
διαγνωστικών δοκιμασιών    

(πχ MRIs, CTs) 

Ανεπαρκής 
χρήση 

Ανεπαρκής χρήση 
αποτελεσματικών 

παρεμβάσεων  

(πχ εμβολιασμοί, δοκιμασίες 
screening για νεοπλασίες) 

Υποδιάγνωση 

 (πχ ΧΑΠ, υπέρταση) 

Κακή συμμόρφωση σε αγωγή 

Κακή χρήση 
(βλάβη που δυνατόν να προληφθεί) 

Ανεπιθύμητα συμβάντα  

 στο νοσοκομείο  

Ανεπιθύμητα συμβάντα  

εκτός νοσοκομείου  



Πόσο “evidence based” μπορεί να είναι μια γνωμοδότηση,  
όταν δίνεται χρονικό περιθώριο απάντησης 4 ημερών; 



Data infrastructure  

The degree and quality of primary care data 
availability shows: 

• the potential capacity of a country to evaluate 
and monitor the state of primary care 

• identify improvement areas, and  

• be accountable and transparent on system 
performance 



 
Measure Outcomes and Cost for Every Patient  

 

Μέτρηση, Αναφορά και Σύγκριση των Αποτελεσμάτων    
Βελτίωση των Αποτελεσμάτων και Ελάττωση Κόστους 



Building an enabling  
Information Technology Platform  

• Χρήση της τεχνολογίας πληροφορίας (ΙΤ) με τρόπο που να κινητοποιεί την αναδόμηση του 
συστήματος παροχής υπηρεσιών και την μέτρηση των αποτελεσμάτων 

 

• Επικεντρώνεται στους ασθενείς. Το σύστημα ακολουθεί τους ασθενείς στις διαφορετικές 
υπηρεσίες, δομές και χρόνους ενός πλήρους κύκλου φροντίδας 

 

• Χρησιμοποιεί κοινούς κώδικες πληροφοριών. Οι πληροφορίες μπορούν να αναζητηθούν, 
ανταλλαχθούν, ερμηνευτούν από όλα τα μέρη του συστήματος. 

 

• Ενσωματώνει κάθε είδους πληροφορία για τον ασθενή (εικόνες, εργαστηριακά αποτελέσματα, 
παραπομπές και κάθε άλλο στοιχείο που βοηθά στην πρόσληψη μιας συνολικής εικόνας για τον 
ασθενή). 

 

• Ο ιατρικός φάκελος είναι προσπελάσιμος σε όποιον συμμετέχει στη φροντίδα του ασθενούς. 

 

•  Ενσωματώνει ειδικά εξειδικευμένα πρότυπα για κάθε νόσημα.  

 

• Διευκολύνει την εξαγωγή δεδομένων. Τα δεδομένα είναι απαραίτητα για τη μέτρηση των 
αποτελεσμάτων υγείας, του κόστους που ακολουθεί τον ασθενή, τον έλεγχο των παραγόντων 
κινδύνου .   

Μ. Porter, 2011 



Άνδρας με Στεφανιαία Νόσο 
 Δείκτης Καρδιαγγειακού Κινδύνου 2 ; 



Άνδρας, καπνιστής, με Σακχ. Διαβήτη τύπου2 και 
χειρουργηθείσα περιφερική αγγειακή νόσο –  

Δείκτης Καρδιαγγειακού Κινδύνου 2 ;  





Continuity of care 

• Continuity of care consists of relationship continuity and 
management continuity (Hill & Freeman, 2011) 
 

• Relationship continuity implies that patients benefit from 
having a long-term relationship with a primary care 
provider that goes beyond specific episodes of illness or 
disease.  

• personal or family continuity, where the continuity of care 
between a single provider or a family is stressed 
 

• The quality of the longitudinal relationship between 
primary care providers and patients, in terms of 
accommodation of patients’ needs and preferences, such 
as communication and respect for patients, determine 
relationship continuity. 



Management continuity 

• coordination and teamwork between 
caregivers and across organizational 
boundaries.  

 

• an organized collection of each patient’s 
medical information readily available to any 
health care provider caring for the patient. 
This can be reached through medical record-
keeping, clinical support and referral systems 



List of patients 
• Continuity of primary care is facilitated in primary care by GPs having a list 

of patients for whose medical care they are responsible, either personally 
or as a group 
 

• For coordination is essential: Accountability and responsibility for a 
defined practice population 

 
• patients visiting their usual primary care provider for their common 

health problems rather than attending multiple primary care providers or 
medical specialists 
 

• potentially a trade-off between choice and continuity 
 

• The average population size served by GPs in EU is 1687 
 
• Average list size in Turkey (3687), Malta (2500), the Netherlands (2322) 

and the Slovakia (2163); and the smallest in Luxembourg (500), Belgium 
(718), France (800), Italy (1094) and Norway (1219) 



Coordination of primary care 

Primary care physicians can have an important role in 
coordinating the health care of their patients, 
including:  

• coordination within primary care 
• coordination of input from medical specialists 
•  and coordination with public health to address 

broader public health issues  
 

• Lack of coordination of specialist care can lead to 
unnecessary costs, duplication of services and higher 
risk of medical errors. 



Referral system- gatekeeping 
One method of achieving coordinated care is for access to a specialist to be available 

only by referral from the patient’s GP, the so-called “gatekeeper” function.          
The role of providing first-contact care is more developed in countries with a 
gatekeeping system  

 

• 1. No gatekeeping system in place.                                                             
Patients have direct access to most physicians  

      (Austria, Belgium, Cyprus, Germany, Luxembourg, Switzerland, Turkey) 
 

• 2. No formal gatekeeping system in place, but there are incentives.    
Direct access to most physicians is possible if costs of the visit are paid privately       
(Czech Republic, Denmark, Finland, France, Iceland, Ireland, Malta, Slovakia) 
 

• 3. Partial gatekeeping system in place.                                                      
Patients need a referral for only a selection of physicians  

      (Hungary, Latvia, Poland, Sweden) 
 

• 4. Full gatekeeping system in place.                                                                      
A referral is normally required to access most specialist physicians  

      (Bulgaria, Estonia, Italy, Lithuania, Netherlands, Norway, Portugal, Romania, 
Slovenia, Spain, United Kingdom). 



Gatekeeping 

" In Greece too many people get health 

care they do not need,  

while in the same time they do not get the 

health care they need.  

 

Gatekeeping is necessary to help people 

get the care they need.  

 

Ask those who are against gatekeeping, 

how they gonna ensure that people will get 

the care they need..." 

 

 

Wienke Boerma, 
Director, Netherlands Institute for Health 

Services Research (NIVEL) 

 

Health in Action, Ηigh Level Conference,  

Athens Dec 2013 

 

 



A major role of primary care is to assure that specialty 
care is more appropriate and, therefore, more effective 

We know that: 
    1. Inappropriate referrals to specialists lead to greater frequency of 

tests and more false positive results than appropriate referrals to 
specialists. 

 
    2. Inappropriate referrals to specialists lead to poorer outcomes 

than appropriate referrals. 
 
    3. The socially advantaged have higher rates of visits to specialists 

than the socially disadvantaged. 
 
    4. The more the subspecialist training of primary care MDs, the 

more the referrals. 

 Sources: Starfield et al, Health Aff 2005; W5:97-107. van Doorslaer et al, Health Econ 2004; 13:629-47. Starfield B, 
Gervas J. Comprehensiveness v special interests: Family medicine should encourage its clinicians to subspecialize: 
Negative. In: Kennealy T, Buetow S, ed. Ideological Debates in Family Medicine. Nova Publishing, 2007 



What constitutes a high quality referral or transition? 

Safe Planned and managed to prevent 

harm to patients from medical or 

administrative errors.  

Effective Based on scientific knowledge, and 

executed well to maximize their 

benefit. 

Timely Patients receive needed transitions 

and consultative services without 

unnecessary delays 

Patient-centered Responsive to patient and family 

needs and preferences.  

Efficient Limited to necessary referrals, and 

avoids duplication of services. 

Equitable The availability and quality of 

transitions and referrals should not 

vary by the personal characteristics of 
patients. 

Ed Wagner, Mac Coll Institute for Healthcare Innovation 



Integration and coordination  
• The lack of multidisciplinary collaboration and teamwork 

is not only identified as a gap in health policy but also as a 
weakness in the process of service delivery.  
 

• The problem is not new, but it is becoming more urgent in 
the light of growing complexity of care.  
 

• Breaking down barriers between medical professions and 
between levels of care could start in medical education and 
be facilitated by specific incentives.  
 

• Cooperation and coordination between primary and 
secondary care might benefit from the creation of 
multidisciplinary professional education programmes, 
teamwork and multidisciplinary practices. 



Συνεργασία- Διασύνδεση- Συντονισμός  
Ομάδες Υγείας 



Διασύνδεση ΠΦΥ με  Εξειδικευμένη Φροντίδα 

• The ideal combination of primary and specialty care will vary by patients’ 
subgroup/ medical condition/ individual patients across time.  

 

• A joint team, organized around meeting the needs of patients.  

      Shared goal of improving outcomes and efficiency for their common patient. 

 

• Systematic efforts to share protocols, define handoffs, and build personal 
relationships.  

 

• Access to the same clinical information system, consistent outcomes data 
routinely collected and shared.  

 

• Bundled payment systems that reimburse primary care and specialty clinicians as 
a group for a given patient increases the likelihood that they will collaborate. 

Porter et al. Redesigning Primary Care: A Strategic Vision To Improve Value By Organizing 
Around Patients' Needs . Health Affairs, 32, no.3 (2013):516-525 



Συνεργασία με ειδικούς ή  
αθέμιτος ανταγωνισμός… 



 



 



 



Στρεβλώσεις … 
 
• H πρόσβαση στον ιατρό της ΠΦΥ  πολλές φορές δεν είναι δωρεάν (μόνο 200 

δωρεάν επισκέψεις το μήνα) 
 

• ο συμβεβλημένος ιατρός με τον ΕΟΠΥΥ αποζημιώνεται κατά πράξη για να 
αντιγράφει κάθε μήνα την ίδια συνταγή… 
 

• Ο ιατρός θα αποζημιωθεί με ακριβώς τον ίδιο τρόπο είτε έχει 200/ 200 
ρυθμισμένους διαβητικούς ασθενείς, είτε 200/200 αρρύθμιστούς…  
 

• Ο ασθενής αποφασίζει ο ίδιος ποιόν ειδικό πρέπει να επισκεφτεί για το 
πρόβλημα υγείας του, με τον ΕΟΠΥΥ να πληρώνει τις επιλογές του, που πολλές 
φορές είναι λανθασμένες… 
 

• Ασθενείς που χρειάζονται εξειδικευμένη φροντίδα αντιμετωπίζουν εμπόδια στην 
πρόσβαση (αναμονή, out of pocket)- περιοχές της χώρας χωρίς κανέναν 
συμβεβλημένο ειδικό 
 

• Τα εμπόδια στην πρόσβαση στην ΠΦΥ, αλλά και στην εξειδικευμένη 
εξωνοσοκομειακή φροντίδα οδηγούν στο φαινόμενο της αντίστροφης 
υποκατάστασης- επιβάρυνση των νοσοκομείων 



Άμεσες διορθωτικές κινήσεις προς άρση στρεβλώσεων 



Determinants of health and  
health expenditure mismatch 

New England Healthcare Institute, 2005 

US health care costs are widely out of 
alignment with the actual determinants of 
health.  
 
50% of health status is determined by 
diet, exercise, smoking, stress and safety 
or lifestyle choices and available options 
and only 10%  by access to health care.   
 
Yet 88% of Americans’ health dollars are 
spent on access to care and treatment 
and only 4% on lifestyle option and 
choices.  
 
This mismatch  results in higher and higher 
costs for less and less health benefit. 



Delivering  
Preventive Care  
Earlier   
in Lower Cost Settings  
is the key for the success of  
Value Based Care.  
 
 
 
Providers must focus on improving 
individual and population health, 
reducing the number of avoidable 
emergency room visits, hospitalizations 
and readmissions and significantly 
improving the patients outcomes at an 
earlier point across their patient 
population.  



#1 in overweight children 



#1 in daily smoking adults 



Poor performance in cancer screening 



Health impact of chronic diseases 

Preventing Chronic diseases. A vital investment. WHO 2005 



Number of chronic disorders by age-group 

Barnett K et al. Lancet 2012 



Prevalence of multimorbidity  
by age and socioeconomic status 

On socioeconomic status scale, 1=most affluent and 10=most deprived. 

Barnett K et al. Lancet 2012 



Χρόνια Νοσήματα & Φτώχεια 

• Φαύλος κύκλος 

 

• Οι φτωχοί είναι περισσότερο 
ευάλωτοι 

 

• Αυξημένο κίνδυνο έκθεσης 
σε παράγοντες κινδύνου 

 

• Ελαττωμένη πρόσβαση σε 
υπηρεσίες υγείας  

Preventing Chronic diseases. A vital investment. WHO 2005 



Η παρέμβαση πρέπει να ξεκινά από την 
ενδομήτρια ζωή  



Παράγοντες κινδύνου για  
χρόνια νοσήματα 

Preventing Chronic diseases. A vital investment. WHO 2005 



Chronic Diseases can be  
prevented and controlled 

Preventing Chronic diseases. A vital investment. WHO 2005 



Chronic Diseases 
• major public health issues that  contribute the most to the global NCD burden 
 
• the chronic disease epidemics take decades to become fully established – they 

have their origins at young ages  
 

• share behavioural risk factors: tobacco use, unhealthy diet and physical inactivity 
 

• given their long duration, there are many opportunities for prevention 
 
• they require a long-term and systematic approach to treatment  
 
•  Evidence-based interventions are available  

 
• ≥40 % of people with chronic conditions have ≥ 1 such condition argues strongly 

for more sophisticated mechanisms to communicate and coordinate care 
 

 
• People with NCDs or at risk of developing NCDs require:  
       long-term care that is proactive, patient centred, community based and 

sustainable.  
       Such care can be delivered equitably only through health systems based on PHC. 
 

 



Reduce the burden of infectious diseases 
and prevent premature deaths 



The Economic Value of Vaccination: 
Why Prevention is Wealth 

 
• a substantial preventive measure that improves health and allows 

individuals to contribute to economic growth by better physical, cognitive, 
and educational performance 
 

• significant savings by avoiding the health costs associated with treating 
diseases 
 

• reducing societal burden through the prevention of indirect costs of 
disease, such as absenteeism from work, productivity losses, and working 
days lost for parents and caregivers. 
 

• confer indirect protection through a herd effect to unvaccinated 
individuals and groups. Vaccination of a fraction of a population reduces 
the number of those susceptible to infection within the population. This 
benefit is increasingly important given today’s globalisation and nomadic 
cross-border population movements 



Estimated human and economic burden in 
Europe of some new preventable diseases 

Journal of Market Access & Health Policy 2015, 3: 29204 - http://dx.doi.org/10.3402/jmahp.v3.29204 



Health effects translate into positive economic outcomes 
for healthcare systems and to society as a whole 

the most cost-effective public health intervention 
after clean water 
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1,8x 

Portuguese experience 
capitation formulas, performance links & 

payment modalities  

Alexandre Lourenço 

9th October 2014 
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Contracting environment, process and interactions 

Monitoring & 

Evaluation 

Services 

Design 
Provision 

of care 

Providers 

identification 

Health needs  

assessment 

General 

Principles 

National Audit Office, 2010 
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Other components 

Fixed salary 

Warranty of minimum earnings 

Minimum number of adjusted patients 

Other activities 

mailto:alexandre.lourenco@icloud.com


alexandre.lourenco@icloud.com  

1,8x 

Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Other components 

Other activities 
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Diagnostics 

  

Pharmaceutical consumption 

 

Clinical profile 

 

 Age 

  

 Gender 

 

Demographic Characteristics 

Individual risk 
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Diabetes type 2 

  

High blood pressure 

 

Clinical profile 

 

 67 years old 

  

 Man 

 

Demographic Characteristics 

Individual risk 

4,3  
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Minimum number of adjusted patients 

 1550 patients* or 1917 adjusted 

patients 
 

* It is in discussion a minimum number of 1900 patients or 2350 

adjusted patients. 

 

Increased number of adjusted patients 

equivalent to increased earnings 

 

  
Other components 

Age Adjusted patient 

0-6 1,5 

65-74 2,0 

>74 2,5 
Other activities 
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Only for MD - Home care 

 

€/per visit 

Maximum of 20 visits/month  

  

Other components 

Other activities 
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

P4P to the all unit 

Set of 22 contracted indicators select from a 

national set of more than 100 indicators 

 

  

Other components 

Number Level Type Wheitgh 

2 National Access 7,5% 

7 National Clinical Performance 26,0% 

2 National Efficiency 24,0% 

1 National Perceived quality 5,0% 

4 Regional Any 15,0% 

2 Sector Any 7,5% 

2 Local Any 15,0% 

Targets defined by national heath objectives, good practices, 

resources available and historical data 
Other activities 
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National set of indicators select for the period 
2014-2016 

Utilization rate of medical consultations in the last 3 years 

Rate nursing home visits per 1,000 patients 

Proportion of pregnant women with adequate follow-up 

Proportion of women in reproductive age with appropriate monitoring in family planning 

Proportion of Infants within the first year of life with adequate follow-up 

Proportion of seniors without prescription anxiolytics, sedatives and hypnotics 

Proportion of patients with more than 13 years old characterized with smoking habits in the last three years 

Proportion of hypertensive patients older than 65 years old with controlled blood pressure 

Proportion of controlled diabetics 

Proportion of patients satisfied 

Pharmaceuticals expediture per user 

Ancillary exams expenditure per user 
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Supplement Coordination 

 

Supplement Training (interns)  

Other components 

Other activities 
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Health Care Professional Remuneration 

Salary 

Capitation 

Fee for service 

P4P 

Activities outside the basket of services: 

 

e.g. Smoke cessation  

Other components 

Other activities 
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Ποσοστό γυναικών 26-65 ετών  
που έχει υποβληθεί σε Παπ-τεστ  
την τελευταία τριετία   
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Ποσοστό γυναικών 50-70 ετών  
που έχει υποβληθεί σε μαστογραφία  
τα τελευταία 2 έτη 
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Proportion of controlled diabetics 

37,8 

59,8 

68,6 

49,3 

41,5 

61,6 

70,3 

53,0 
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ACSS – SIM@SNS 2014 
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Proportion of hypertensive patients  
with controlled blood pressure 

35,4 

52,6 

64,0 

45,3 

37,8 

53,8 

65,2 

48,0 

UCSP-M USF-A USF-B Todas ARS | Todas
UF-M

2012

2013
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Φαρμακευτική δαπάνη 
 
 
 
 



From Non-System  
to System  

Swenson, Stephen MD, et al. Cottage Industry to Postindustrial Care –  
The Revolution in Healthcare Delivery. NEJM, January 20, 2010 

Κατεστραμμένο, αναποτελεσματικό σύστημα  

Κατακερματισμένη, επεισοδιακή, χαοτική                        
μη συντονισμένη φροντίδα 

Πάροχοι απομονωμένοι  

 Μοντέλο οικιακής βιοτεχνίας  

Πολλαπλά σημεία εισόδου 

 Πολλαπλά μονοπάτια φροντίδας 

Διαφορές σε αποτελέσματα  
Αδυναμία σύναψης μακρόχρονης σχέσης, 

Διάχυση ευθύνης  

Αποζημίωση για την όγκο-ποσότητα υπηρεσιών 

Ολιστική, συντονισμένη φροντίδα 

Συνέχεια φροντίδας- μακρόχρονη σχέση 
συνεργασίας με ασθενή  

  Συνεργασία- διασύνδεση ιατρών, επαγγελματιών 
υγείας, υπηρεσιών, δομών 

Κοινός στόχος η βελτίωση της υγείας του ασθενούς 
και του πληθυσμού  

Ευθυγράμμιση των κινήτρων των παικτών- 
αποζημίωση παρόχων βάση της αξίας που παράγουν 

Μέτρηση- καταγραφή-δημοσιοποίηση 
αποτελεσμάτων υγείας και κόστους για κάθε ασθενή   

Ενσωμάτωση υψηλής τεχνολογίας 

Διαφάνεια των αποτελεσμάτων 



“Knowing is not enough; we must apply. 

Willing is not enough; we must do”. 

                                                                   -- Goethe  


