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6. Greece

By Professor Nikos Maniadakis & Georgios Katsikostas-Michopoulos105 

6.1. Introduction 

The Greek healthcare system is considered a mixed system, it combines elements of both Beveridge 
and Bismarck models, with a large private sector. Greece has a National Health Service (NHS) 
financed through taxation, but healthcare is also covered on behalf of Social Security Funds (SSFs) 
by an organization called EOPYY (National Organisation for the Provision of Health Services). This 
organization contracts alongside public services, a large number of private providers (financed by out 
of pocket direct payments and private insurance). This fragmentation and complexity has led to 
inefficiency, hence since the implementation of the Memorandum of Understanding rescue 
agreements, signed in 2010 with European Institutions and the International Monetary Fund (IMF) the 
healthcare system has been under constant reforms. These reforms aim to increase efficiency and 
effectiveness in the provision of healthcare services and to control costs.  

The Ministry of Health has jurisdiction for supervising and organizing healthcare. It is responsible for 
setting priorities at a national level, defining the extent of funding, allocating relevant resources, 
introducing legislative framework, implementing the laws and regulations, regulating professionals 
and the private sector and managing the National Health Service. Until 2001, the system was quite 
centralized but the establishment of Regional Health and Welfare Authorities (PeSYPs), which later 
were renamed Health Region Administrations (DYPEs), led to a level of decentralization. There are 7 
Health Region Administrations, responsible for planning, coordination, supervision and control of the 
operations of all public Health and Social Service Providers (Hospitals, Health Centres, Regional 
Medical Centres, Social Care Units, etc.), for supervising all private sector entities (physicians, 
diagnostic centres, hospitals) and for making proposals to the Minister of Health for improving 
healthcare delivery and for making it more efficient.  
The public healthcare provision system comprises the centralized service within the Ministry of 
Health, a framework of primary, secondary and tertiary care services at the regional and local level, 
as well as a number of special public health organizations which are under the patronage of the 
Ministry of Health, such as the National School of Public Health, the National Medicines Agency, and 
other regulatory, research, education and services entities.  

Following the 2011 Kallikrates reforms, Greece is divided into 7 administrative districts (decentralized 
administrations) headed by a general secretary. On a secondary, regional-level, there are 13 regions 
or "peripheries", headed by an elected Governor and governed by an elected Regional Council. 
These regions are responsible for running public services at regional level. Due to the existence of 
separate regional health structures, they have limited intervention in the healthcare field. Regional 
and prefectural authorities are mainly undertaking administrative and bureaucratic responsibilities 
such as: (a) the distribution of public subsidies and financing to public entities, as determined by the 
health ministry and the Ministry of Finance and Economics, the provision of health booklets for those 
on low incomes, the licensure and the monitoring of the private sector (doctors’ and dentists’ 
surgeries, laboratories, hospitals, diagnostic centres, etc.), which is in accordance with the legislative 
framework set by the Ministry of Health, and certain tasks pertinent to environmental and public 
health. Moreover, at the level of service provision, municipalities are responsible for running public 
infant and child care centres, open care centres for the elderly (KAPIs) and for implementing certain 
welfare programs such as “Home Assistance”. Finally, some large municipalities run a small number 
of health care centres, especially in the greater area of Attica. For instance, the City of Athens 
operates 7 Municipal Health Clinics in 6 of the 7 City Districts to ensure Primary Healthcare services 
are accessible to all citizens. 
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6.2. Finance system 
 
In Greece public statutory financing is based on social insurance and taxation. Historically, the Greek 
health system was developed largely based on social security by meeting health needs based on 
membership to insurance funds. Subsequently a NHS was established, which is funded by taxation. 
Finally, private provision and financing has grown at the higher levels in EU. Hence, today the 
healthcare system is financed by a mix of public and private resources.  
 
The primary source of revenue for the social insurance funds are the contributions of employees and 
employers (including state contributions as an employer). Social security insurance is mandatory for 
all working people and pensioners in Greece and their dependents. The state budget, via direct and 
indirect tax revenues, is responsible for covering administration expenditures, funding health centres 
and rural surgeries, providing subsidies to public hospitals and insurance funds, investing in capital 
stock and funding medical education.  
 
The third important source of healthcare financing is private expenses, mainly of out-of-pocket 
payments for services not covered by social insurance, payments for services covered by social 
insurance but bought outside the public system for reasons related to time, cost and quality, co-
payments and various unofficial payments for bypassing waiting lists or ensuring more attention on 
the part of the doctor. There is a low penetration of private health insurance with 90% of total private 
expenditure being out of pocket expenses.  
 
Health Insurance Institutional Framework 
The National Health Service Organisation (EPOYY) was established in 2012. The EPOYY is a public 
law entity and is the single public healthcare purchaser in Greece. The EPOYY is under the 
supervision of the Ministry of Health. Prior to 2017 there were 4 large public social funds and 20 
smaller ones.  Since 1st of January 2017, almost all social insurance funds were unified with the 
establishment of EFKA (Unified Social Security Agency). Membership is compulsory, therefore there 
is no freedom of choice of fund, nor is there any competition. Part of the deductions paid to EFKA is 
dedicated for Health insurance contributions which is a responsibility of EOPYY to use for the benefit 
of the insured.  
 
EOPYY is responsible  for purchasing services for all covered under all of the public sector social 
security funds. The establishment of EOPYY was an attempt to reform social health insurance, and 
health care in general. The main pursuit of establishing a single health purchasing agency was to pool 
all health resources into it and operate as a monopsony, with increased bargaining power over health 
providers. Moreover, by establishing a single agency, the purpose was to achieve the homogenization 
of health benefits to all of the insured and provide access to a single system of healthcare provision 
and also to increase efficiency, transparency and accountability. 
 
Private Health Insurance 
Private health insurance (PHI) takes the form of supplementary or complementary, profit-making, 
primary or secondary care schemes providing cover for faster access, better quality of services, better 
accommodation, specialized services, and increased consumer choice. The total number of insurance 
companies operating in the health insurance sector exceeds 20, according to the Association of 
Insurance Companies of Greece. Approximately 12% (2017) of the population is covered by private 
health insurance. The profile of the population in Greece covered by private insurance differs from the 
general population's profile in terms of use and spending of medical services. According to 2015 
ELSTAT report, PHI concerned about 4% of total health spending, whilst out of pocket private 
spending was 35% of total health spending. 
 
The limited uptake of private health insurances in Greece, compared to other countries is mainly due 
to economic and social factors. The economic factors have to do mainly with income as well as the 
existence of coverage by social insurance, which is considered free of charge and universal. 
Additionally, studies show citizens' reluctance to pay one private insurance company for PHI, when 
they are accustomed to paying their doctor or hospital directly. In order to provide incentives for 
citizens to buy PHI, legislation was implemented from the early 90s to allow tax deductions for private 
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insurance premiums. Presently, those who have private health insurance are not exempt from 
contributions to their social security fund, nor are they entitled to a tax exemption for the premiums 
they pay for their insurance.  
 
Healthcare expenditure in Greece is 8.3% of the GDP. Of the total healthcare expenditure is 30% 
financed out of taxes, social insurance contributions (NHI) accounts for 29%, out-of-pocket payments 
for 35%, private insurance for 4% and other sources 2% (OECD Health Statistics 2017).  
 
Greece: Healthcare expenditure 

Healthcare expenditure %GDP 8.3% 

Healthcare expenditure by type of financing: 
- Government schemes:  
- Compulsory NHI 
- Out-of-pocket 
- Voluntary NHI 
- Other 

 
30% 
29% 
35% 
  4% 
  2% 

OECD Health Statistics 2017 
 
 
6.3. Benefit package and co-payments 
 
Health coverage determines the types of care services offered to patients under the statutory public 
scheme and the related costs and co-payment methods. Coverage is regulated and reflected mainly 
by the Uniform Health Benefit Regulation (EKPY). According to the legislation, equal access to all 
insured is guaranteed to a unified system of healthcare provision, which has as its aim the prevention, 
preservation, promotion, improvement, rehabilitation and protection of health. This regulation 
determines the health benefits in the exact kind, extent, amount, way and procedure of granting, the 
beneficiaries of these provisions, as well as the way of reimbursement of the related expenses which 
are calculated with the use of DRG system (KEN). Coverage for these services is provided for both 
insurance fund members and their families. The Health Benefits include: prevention and health 
promotion activities; primary healthcare, medical care, diagnostic medical procedures; preclinical 
examinations; physiotherapy, occupational therapy, speech therapy, psychotherapy; pharmaceutical 
care; dental, and oral care; special treatment; hospital care; use of an exclusive nurse; patient mobility 
costs; obstetric care and childbirth allowance; hospitalization abroad; health recovery; provision of 
remedies and prostheses; benefits of bath-therapy, aero-therapy and food provision. Insurance 
coverage and entitlement to healthcare benefits are evidenced by a health booklet issued at the 
request of the insured to his insurance institution. 
 
Unemployed Greeks were entitled to healthcare from national health insurance for a maximum of a 
year, and after that period, healthcare was no longer covered, and patients had to pay for their own 
treatment. However, the employment level in Greece increased gradually to close to 30% with most of 
the unemployed being long-term unemployed. Hence a significant proportion of the population 
(around 20%) lost its coverage and access to healthcare in the context of statutory schemes. In 2014, 
the Greek government and the lenders started initiatives to extend health coverage to uninsured 
people and to provide for their care in public entities. Finally, free access for the uninsured in the 
public health system was granted by law 4368/2016. According to the law, all people who are 
registered as unemployed, refugees and those earning less than €2,400 a year individually or €3,600 
as a couple, are entitled to free healthcare, with the threshold rising for families according to how 
many children they have. Additionally, coverage is provided to individuals with a disability or specific 
chronic condition (certified by public authorities), whose actual income does not exceed €6,000 
annually for an individual, increased by €1,200 for the spouse and for each dependent family member 
(minor or protected child).  
 
As a result, the right of free access to all public health institutions for the provision of nursing and 
healthcare to uninsured and vulnerable social groups was established. The most fundamental change 
introduced by the above framework is the equalization of the rights of insured and uninsured people in 
Greece. The health coverage guaranteed by the new framework is complete and includes nursing, 
diagnostic and pharmaceutical coverage. The uninsured are eligible to the exact same care that 
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EOPYY’s insured are entitled by the public healthcare institutions. Every Greek citizen or person 
legally residing in Greece with an individual Social Security Number (AMKA) is eligible for healthcare 
services. In case of non-legal residents, coverage is provided in acute cases where immediate health 
coverage is needed and in cases of patients belonging to vulnerable groups. Such cases include 
pregnancy, sick children, chronically ill, disabled, mentally ill, people suffering infection or accident 
and emergency cases. All people irrespective of any status, even illegal immigrants are entitled to 
free access to public hospital emergency departments. 
 
Co-payments 
There is no charge for visits to public primary care facilities, outpatient clinics of ESY hospitals and for 
hospital treatment in the public sector. Out-of-pocket payments in public hospitals concern only very 
exceptional cases such as room upgrades, not reimbursed by the health insurance fund. The 
government has introduced private practice for hospital ESY and academic doctors and established 
afternoon private outpatient clinics in public hospitals. Doctors are paid on a fee-for-service basis for a 
consultation, with flat rates ranging from €24 for doctors in rural hospitals to €72 for medical 
professors in university-affiliated hospitals. In most cases, these services are covered by payments 
that are non-reimbursable by social insurance. However, any diagnostic test or clinical care provided 
during the consultation or prescribed is reimbursable. Most of the amount of the paid fee goes directly 
to the hospital and the rest to the doctor. The rationale for the introduction of afternoon private visits in 
public hospitals was to avoid informal payments and tax evasion, as well as to enhance patient 
choice, and to reduce waiting lists, but on the other hand increases patient costs and inequalities in 
access.  
 
In terms of visits to primary care physicians contracted by EOPYY for simple consultation these are 
free of charge for the person visiting. However, there are cases that include charges for the patient. 
When the visit includes a medical intervention, there is 15% co-payment and the same applies for 
diagnostic testing and imaging. Moreover, there is an upper limit of 200 patient visits per month for 
every contracted health professional and when a physician exceeds that limit the visit must be fully 
paid by the patient. Also, in cases that the patient demands services that are not included in EOPYY’s 
list, the patients has to carry the cost of the service. Last, if the insured chooses on his own initiative 
to visit the doctor outside of the normal office hours and has agreed to undertake a private visit, he 
must fully reimburse the doctor. 
 
Dental care is characterized by strong presence of the private sector with little or no state 
involvement. Most citizens go to private practitioners for ordinary dental care and the services of the 
public system are almost exclusively oriented towards the treatment of oral diseases and serious 
conditions. More than 90% of dental practitioners are employed in the private sector, and the 
financing of services in private dental practice is almost exclusively at private expense. Health centres 
provide services to children and cover emergency cases in the general population free of charge. 
 
For pharmaceuticals there is a positive list, which also comprises a sub-list with expensive products, a 
negative list, and a list with the non-prescribed pharmaceuticals (MHSYFA). Citizens pay 100% of the 
costs of drugs in the last two lists. In terms of the products in the positive list, there is no co-payment 
for products dispensed in hospitals or products for serious and life-threatening conditions. For other 
products there two systems of co-payments applied. There is a statutory co-payment of either 10% or 
25% depending on the drug category. On top, there is an internal price referencing system. EOPYY  
sets reimbursement prices, called reference prices, for each cluster of products, based on the prices 
of the less expensive products in the cluster. If patients get products with price higher than the 
reference price, they pay on top of statutory rate co-payment, the difference between the reference 
and the actual prices of the product.            
 
Private health coverage 
Private health coverage derives from voluntary private insurance. In most cases, it has a 
supplementary role and provides, to the insured, freedom of choice between available health 
providers and services. For private health insurers pre-existing conditions and chronic illnesses are 
excluded from cover and insurers offer many different benefit packages, some of which offer full 
coverage and some others coinsurance on top of the statutory coverage package for giving better 
access to private care providers. Premiums for individual contracts are based on individual risk rating, 
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while group contracts are based on community rating. The drivers of risk rating are: age, sex, 
profession and the medical history of the insured. Potential subscribers are required to provide 
information about their family and personal disease history and are required to undergo medical 
examinations. Private health insurers can reject applications, exclude pre-existing conditions or set 
age limits. Health insurance contracts are not offered for purchasing to those beyond the age of 65. 
 
 
6.4. Pharmaceuticals 
 
The main responsibility for the planning and implementation of pharmaceutical policy lies with the 
Ministry of Health. The competent authority for the evaluation and market authorization of 
pharmaceuticals is the EOF (Ethnikos Organismos Farmakon), which was established in 1983 and is 
a public entity of the Ministry of Health. Within the scope of its mission, EOF also monitors post-
marketing product quality, safety and efficacy, as well as product manufacturing procedures and 
clinical studies. It also develops and promotes medical and pharmaceutical research and provides all 
stakeholders with useful information. EOF is assisted in its work by its subsidiaries: (a) the IFET, 
which performs statistical analyses and distributes the products that are under the EOF’s authority in 
order to cover permanent or extraordinary product shortages in the market, and (b) the EKEVYL, 
which is responsible for certification, quality control and research on medical devices.  
The prices of all medicinal products, either branded or generics, and OTC drugs (the OTC market is 
partly deregulated recently) are government controlled. The competent authority for pricing is the 
Ministry of Health. A pricing committee, composed of delegates from all stakeholder groups, sets 
pharmaceutical prices which are published in a Price Bulletin. The pharmaceuticals price setting 
system has been based on the type of product in question. According to legislation, the prices of on-
patent medicines are set as the average of the three lowest ex-factory prices in the EU-28. Any 
available price (e.g., ex-factory, wholesale, retail, hospital, insurance) is collected from official, 
published sources, and the necessary conversion of retail or wholesale to ex-factory price is made 
according to methodology and rates determined by the National Organization for Medicines (EOF). 
Using External Reference Pricing, pharmaceutical prices are reviewed (re-pricing) twice per year. 
Following each re-pricing, the Positive Reimbursement List is also reviewed, in order to update 
reimbursed prices accordingly. At the same time, Greece is included in the ERP basket of half of the 
EU-28 countries (14 out of6 28) and is among the countries with the highest frequency of re-
referencing (biannual). 
For off-patents, the prices are set either at 50% of their last “protected” price or by the same method 
as for on-patents, with preference to the method that leads to the lowest price. Generic drug prices 
are set at 65% of their off-patents originals. For products manufactured or packaged domestically, 
production and distribution cost factors are taken into account. The estimation of cost includes 
production and packaging expenditure, as well as expenditure on management, allocation and 
distribution. Moreover, the cost of research and developing the active substance, as well as any new 
investments, are considered. The net profit rate is 8.5% and is calculated on top of the total cost 
excluding depreciation, interest and third-parties’ profit for outsourcing production. 
 
Build-up of prices 
According to the legislation, the following prices apply to medicinal products. The highest ex-factory 
price is the selling price from the authorization holder to wholesalers and is calculated in accordance 
with the provisions of the following legislation. The ex-factory price is based on the wholesale price 
reduced a) for all compensated medicinal products by EOPYY at a price of up to €200 by 4.67% and 
at a price above €200.01 by 1.48%, b) for prescription drugs, which are not compensated, by 5.12% 
and c) for non-prescription drugs by 7.24%. Highest wholesale price of drugs is the selling price to 
pharmacies. This includes the gross profit percentage of the wholesale drug license holder, calculated 
as a percentage of the maximum ex-factory price. The highest retail price of drugs is the price 
available to the public by pharmacies and is determined by the wholesale price, adding the legal profit 
of the pharmacy. (For pharmacies, the mark up rate is determined as follows: (a) for non-prescription 
medicines up to 35% of the wholesale price, (b) for prescription drugs which are not compensated 
35% of the wholesale price, for all compensated medicines with a rate ranging from 30-2.25%, as the 
price increases. 
The highest hospital price of the medicines is the selling price from the authorization holder to the 
State, the Public Hospitals, the Social Care Units, the EOYPYY pharmacies, the legal entities under 
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the public law of paragraph 1 of Article 37 of Law 3918/2011, and pharmacies in private clinics with 
more than 60 beds. The maximum hospital price is determined on the basis of the ex-factory price 
reduced by 8.74% or the wholesale price reduced by 13%. 
The authorization holder may request reductions from the maximum ex-factory prices for all 
categories of medicinal products which are accepted by a supplementary pricelist which is approved 
by decision of the Minister of Health on the recommendation of the Directorate for Medicines and 
Pharmacies of the Ministry to which it is submitted request. The Marketing Authorization Holder may 
apply for a medicinal product to be removed from the Medicinal Product Price List if he has previously 
been lawfully discontinued. The voluntary reduction of the price of a reference medicinal product does 
not reduce the price of the corresponding generic unless the authorization holder of the generic 
requests so. Furthermore, MAH may sell non-prescription drugs to wholesalers at prices below the 
maximum, provided that they appear on the relevant document. Wholesalers may sell non-
prescription drugs to pharmacists at prices below the maximum, provided that they appear on the 
relevant document and, accordingly, pharmacists may sell these medicines at prices below the 
maximum, also subject to the inclusion in the sales receipt. 
For wholesalers the mark up rate is determined as follows: (a) for non-prescription medicines, up to 
7.8% of the maximum net ex-factory price, (b) for prescription drugs which are not compensated by 
EOPYY as a percentage of 5.4% of the maximum net ex-factory price, (c) for all compensated 
medicinal products by the state as 4.9% of the maximum net ex-factory price, when it is up to €200, 
(d) for all compensated medicinal products at a rate of 1.5% of the maximum net ex-factory price, 
whichever is greater than €200.01. 
Pharmaceutical companies distribute pharmaceutical products in the Greek market either through 
wholesalers to pharmacies or directly to public hospitals and EOPYY pharmacies. It is also possible 
for companies to sell pharmaceuticals directly to pharmacies. In areas where there is no pharmacy, 
doctors at health centres can also dispense drugs. Hospitals purchase medicines according to the 
needs of each of their departments. The procurement procedure is carried out by the in-hospital 
pharmacy. A special hospital scientific committee approves any new drug to be ordered. The terms 
and conditions for the establishment and operation of a pharmacy are included in the current 
pharmaceutical legislation, compliance with which is supervised by the Ministry of Health. In addition, 
the Ministry supervises the operation of 29 EOPYY’s pharmacies and 39 pharmacists’ cooperatives. 
 
Reimbursement  
The Ministry of Health in collaboration with EOF formed the Assessment Committee for the 
Preparation of List of Prescription Drugs responsible for the creation and update of the reimbursement 
“positive” drug list. The list is uniform, and it is revised at regular intervals. The inclusion criteria in the 
list are the proven therapeutic efficacy, patient tolerance and safety of the product. The principal 
criterion for the inclusion of an original medicinal product in the positive list is the therapeutic efficacy, 
which is evaluated based on the severity of the disease, the effectiveness/safety ratio, the possibility 
of using alternative treatments (medicinal or not) and the target population. Moreover, recently new 
criteria for the inclusion of new pharmaceutical in the positive list have been introduced. In particular, 
new drugs will be placed on the positive list provided that they circulate in nine EU Member States, 
and in six of them are reimbursed, three of which have a health technology assessment system 
(HTA). At the same time, specific evaluation criteria will be used to compensate for medicinal 
products, such as the added therapeutic value of the new drug in relation to existing treatments, the 
credibility of the clinical documentation and the cost-benefit ratio after taking into account the 
budgetary impact on public pharmaceutical expenditure in line with the country's pharmaco-
epidemiological data.   
 
In Greece only prescription medicines included in the positive list are reimbursed by social insurance. 
In contrast, over-the-counter product (OTC), “lifestyle” drugs and prescription medication in the 
negative list are not reimbursed. As a result a patient filling a prescription at a private pharmacy has to 
pay: a) Co-payment for medicines amounting to 25% of the value of the medicinal product. Excluded 
from the above are the chronic illness categories that are provided with 10% or zero participation as 
listed in EOF’s lists. It is noted that reduced or zero participation concerns exclusively and strictly only 
the pharmaceutical co-payments that concern the treatment of specific diseases. Excluded from the 
above are also: transplant recipients, end-stage patients with chronic renal disease, paraplegic and 
quadriplegic patients and AIDS patients for their antiretroviral medication. Moreover, there is no co-
payment for medications administered during pregnancy and lactation, for the treatment of accidents 
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at work, for medicaments supplied by EOPYY’s insured from pharmacies or warehouses of the 
Agency, for medicines purchased from state hospitals pharmacies as well as for compulsory 
vaccination under the National Vaccination Program. In contrast, individuals eligible for EKAS and 
their families contribute with a 10% rate instead of 25%. Also, a fixed payment by the patients of the 
amount of one (1) euro per recipe to EOPYY is to be paid to private pharmacies’ prescriptions. 
In the cases where the selected product taken by the insured has a retail price that coincides with the 
reference price, the patient pays only his statutory participation percentage. In cases where a drug 
with a retail price higher than the compensation price is selected, the patient covers, in addition to the 
statutory participation foreseen, the entire difference between the compensation price and the retail 
price of the medicinal product. In cases where the retail price of the preference drug is lower than the 
compensation price, the difference between the retail price and the compensation price is deducted 
by half the institution's planned statutory participation. The amount that the patient covers in addition 
to the statutory participation may not exceed €50 per unit formulation. 
The uninsured individuals have to pay the same as the insured unless they fall into the income 
(ranging from €2,400 annual income for an individual to €6,600 for a family with five dependent 
members or one-parent family with six dependent members), clinical (individuals with a disability of 
67% and above) and social exceptions (minors under 18 years of age, prisoners, individuals in 
juvenile care institutions, refugees and those residing in Greece with a stay for humanitarian or 
exceptional reasons and members of their families), in all these case the individuals are eligible to 
zero co-payment. 
 
Pharmacies 
Licenses for the establishment of pharmacies are granted to licensed pharmacists, in Greece or in a 
Member State of the EU, as well as to other individuals who are nationals of Greece or a member 
state of the EU, by the Public Health Directorate of the Regional Unity of the headquarters of the 
pharmacy and by decision of the Regional Commissioner and declared by the holder of the license to 
the relevant Pharmaceutical Association. With the newest legislation introduced, it is now possible 
that an individual who is not a pharmacist can receive a license to set up a pharmacy as long as in the 
new company there is a pharmacist who owns shares worth over 20%. Additionally, population 
restrictions apply to those holding a license. In municipalities and municipal or communal regions with 
a population of up to 1,000 inhabitants, only one pharmacy license is granted. In municipalities and 
municipal or communal regions with a population 1,001 and over, a proportion of 1,000 inhabitants 
per pharmacy is required. The legislation which stated that pharmacies must also be a certain 
distance away from each other is no longer in action. According to ELSTAT, in 2015, 10,380 
pharmacies operated in Greece, i.e. 9.5 pharmacies per 10,000 inhabitants. Compared with data from 
the European Association of Pharmacists (PGEU), it appears that Greece has by far the densest 
network of pharmacies in Europe. 
 
Greece: Expenditure retail pharmaceuticals by type of financing 

- Government & compulsory schemes: 
- Voluntary HI 
- Out-of-pocket 
- Other 

51.7% 
  0.0% 
48.3% 
  0.0% 

OECD Health Statistics 2017 
 
 
6.5. Primary care and hospitals  
 
Primary healthcare is defined as a system providing a bundle of basic and completed services of 
healthcare, at individual and family level and constitutes the first contact point of the citizen with the 
health system. PHC in Greece is delivered by a mix of public and private health service providers.  
 
Primary Care 
In the public sector, the primary care network of services comprises hospital outpatient clinics, rural 
single doctor practices, and rural and urban primary health centres. Many of the primary care centres 
have been established in the 80s and 90s. In recent years many primary care centres founded and 
operated by Social Insurance Funds where incorporated into the public primary care network, which 
was termed PEDY, and was supervised by the regional health authorities – DYPE. Recently, a reform 
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of the public primary healthcare system was introduced by Law 4486/2017. The aim of this legislation, 
as of many previous initiatives, was to set a comprehensive system of primary healthcare services for 
free, universal, equitable and non-discriminatory access. In this context, the Health Centres and the 
Rural Health Centres of PEDY were maintained and renamed, also a process has started to recreate 
the public primary care network with the introduction of new decentralized structures, termed as Local 
Health Units (TOMYs). They are planned to cover specific target population and to be staffed by a 
multidisciplinary healthcare-professional team, including family doctors and nurses, health visitors, 
social worker, etcetera. Considered as family medicine units, emphasis is given on preventive 
medicine, school health, vaccination, chronic patients management, continuous and holistic care for 
the citizen.  
TOMYs are planned to be the first point of contact for the citizen with the National Health System and 
to develop community-based interventions such as vaccinations for vulnerable population groups, 
information campaigns for the general population and regular visits to schools, KAPI and workplaces. 
The new network will be constituted by 239 Local Health Units (TOMYs) in 65 urban centres, which 
will be staffed by approximately 1,300 doctors (general medicine, pathology and paediatrics) and an 
additional 1.500 nurses, social workers and health visitors. Each TOMY will cover the needs of 
10,000-12,000 inhabitants, while in the case of very remote regions or small islands they may be 
smaller or larger depending on local situation. Each TOMY will operate from 8 am to 9 pm daily on a 
weekly basis and will be housed in existing structures of the former PEDY or in buildings belonging to 
the State or Local Government Organizations.  
 
Another important point of this reform is the initiative for the introduction of the concept of a family 
doctor for every citizen, insured or uninsured, which is yet to be applied in practice. Each family doctor 
is planned to have approximately 2,000 citizens who will have to enrol in their relevant TOMY or their 
locally available physician who has been contracted by EOPYY. The family doctor will refer and at the 
same time make an appointment with a specialized doctor, either the Health Centre or the hospital. 
Apart from that, EOPYY will continue to contract with private doctors who will provide Primary 
Healthcare services in their clinics to meet needs where necessary and where public structures are 
not sufficient. Also in each Health Centre there is a plan to establish and operate a Dental Group that 
will control the oral health of the population . Maternal care is elevated as a priority, there will be 
advisory and supportive services for pregnancy, childbirth and  the prevention of gynaecological 
cancer. The reform aims to introduce the concept of public accountability and social control of Primary 
Healthcare units.  
 
Private primary care is delivered mainly through private practices. There are more than 25,000 private 
practices and laboratories and approximately 400 private diagnostics centres and 200 outpatient 
services in corresponding private clinics in the private primary care sector. Most of them are equipped 
with high-quality and latest medical technology and compete in that front, quality and access with the 
public sector. Most private diagnostic centres are in Athens and Thessalonica. Private practices, 
laboratories and diagnostic centres are contracted by EOPYY to provide healthcare services to the 
insured of the Sickness Funds. They also provide services directly to patients on a fee-for-service 
base, covered by out-of-pocket payments or private insurance. Because of the absence of general 
practitioners most of the primary care providers are specialists and usually they practice in their own 
surgeries, compensated on a defined fee-for-service basis. Doctors and laboratories contracted by 
EOPYY are paid on a fee-for-service basis. Fees are usually set at a very low level, and there are 
quotas, rebates, claw-back ceilings and thus formal or informal additional payments are regularly 
made by patients. Primary care is also provided by physiotherapists, speech therapists and 
occupational therapists, who are reimbursed on a fee-for-service basis directly by patients or by 
EOPYY if they are contracted.  
ESY doctors are not allowed to practice private medicine while employed by the public sector. 
However, they are permitted to offer care to private patients visiting afternoon outpatient clinics of 
public hospitals on a fee-for-service basis. University academics have also the right to undertake 
private consultations and have the right to see patients in afternoon outpatient clinics of public 
hospitals. Moreover, they can maintain their academic post but resign from practicing in public 
hospitals and in this case, they may move and practice in the private sector. 
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Hospitals 
Secondary and tertiary healthcare is provided by ESY hospitals, other non-ESY public hospitals (e.g. 
Military) and private clinics. According to the type of services they offer, Greek hospitals are 
categorized as either general or specialized. General hospitals include departments such as 
medicine, surgery, paediatrics, psychiatry, obstetrics, gynaecology and other specialized units, 
supported by imaging and laboratory services. Their size varies from big general hospitals in large 
urban areas to district hospitals located in the main administrative district, to small hospitals in semi-
urban areas and towns. Specialized hospitals are referral centres for a single specialty such as 
obstetrics, paediatric care, cardiology, psychiatry and so on. The most complex and technologically 
sophisticated services are offered by hospitals which, either in their entireness or partly for specific 
departments, are affiliated to medical schools. There are also some rural health centres called “health 
centre-hospitals”, which provide basic diagnostic services, minor surgery and care for patients who 
need nursing care; they operate in distant and isolated areas such as islands, remote areas or 
mountainous locations. 
 
There are about 140 public hospitals according to the Ministry of Health “Health Atlas”, out of which 
nearly half are general hospitals and 7 are university hospitals. In addition to the 140 ESY hospitals, 
there are 18 public hospitals operating outside the national health service. These include: 14 military 
hospitals funded by the Ministry of Defence, which provide health services to military personnel and 
their families exclusively, 2 university hospitals under the supervision of the University of Athens, 
which receive extra funds from the Ministry of Education and provide highly specialized care to all 
insured citizens and 2 hospitals under the supervision of the Ministry of Justice, serving the needs of 
prisoners. 
Public hospitals and rural health centres generally operate on a mixture of a budget financed from 
state subsidy to cover salaries and capital investments and Diagnosis Related Groups (KEN) tariffs 
paid by EOPYY, to cover operational costs. Private financing in ESY hospitals represents another 
source of revenue but small in terms of percent in the overall budget. It involves out of pocket 
payments and private insurance payments for room upgrades, extra services and afternoon outpatient 
clinics. Army hospitals operate on annual budgets provided by the Ministry of Defence and through 
supplementary payments by EOPYY on a fee-for-service basis for non-military patients hospitalized in 
these facilities. 
 
There are approximately 150 private clinics in Greece, comprising general hospitals, but also 
specialized ones in maternity, psychiatry, and long term and rehabilitation care. The private hospital 
sector of the country has two groups of providers. One category includes a small number of 
prestigious high quality, comprehensive care, high technology, well equipped private hospitals with 
150–400 beds, mainly in Athens and Thessalonica. The other consists of small hospitals with fewer 
than 100 beds, either general or specialized located mainly outside the two major cities. The number 
of these hospitals has decreased over the years due to the shrinking of the sector. Private hospitals 
charge on a fee for service or per diem basis and are funded by EOPYY, private insurance or out of 
pocket money. 
 
Emergency care 
Public emergency pre-hospital care is provided through the ESY and the facilities of the EKAV. EKAV 
was established in 1985 (Law 1579/1985) and is responsible for the provision of first aid and 
emergency medical care to all citizens, as well as transportation to health care units, free of charge at 
the time of use. It also provides continual training to doctors, nurses and other healthcare personnel in 
all aspects of emergency medicine and health care. EKAV’s central service centre is located in 
Athens, with branches in most regions of the country, serving about 500,000 patients annually. 
All public hospitals have emergency departments, which operate on a rotation basis. In urban areas, 
hospitals are on-call every three or four days, but in the districts (with only one hospital per city) they 
are on-call every day. A tertiary hospital, in combination with one or two smaller ones, is jointly on-call 
24 hours a day in Athens and Thessalonica and other major cities. During on-call days the outpatient 
departments are used as accident and emergency departments, and provide emergency services that 
complement the functions of the National Centre for Emergency Care (EKAV), the authority for 
emergency cases transfer and coordination. In the districts, patients are (if necessary) transferred to 
the main hospital of the region, or to big referral centres in Athens, Thessalonica, Crete (especially for 
the Aegean islands), or Ioannina and Patra (for the Ionian Islands). 
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For dealing with crises and natural disasters the Ministry of Health has created an Integrated System 
of the National Healthcare (EKEPY) so as to effectively co-ordinate all personnel and involved parties 
with incident management, emergency and health-related crises. Apart from the above, there are also 
private emergency care providers that operate independently at the large private clinics and are there 
to serve patients with private insurance and other private patients willing to pay out-of-pocket. 
 
Long-term care 
Long-term care in Greece is provided to three categories of people characterized by a high level of 
dependency: the elderly, people with physical and intellectual disabilities and people with mental 
health problems. The open care centres for the elderly (KAPIs) are public law entities, financed by the 
Ministry of Health and run by municipalities. They aim to provide psychosocial support, health 
education and preventive activities to older people, thus improving their well-being, while they 
continue to live in their own personal and social settings. The main services offered include preventive 
medical services, such as blood pressure measurement and blood sugar tests, physiotherapy 
programs (for example, preventive physiotherapy, rehabilitation), ergo therapy programs (for example, 
orthopaedics), education on health matters, including lectures on proper diet, clothing, prevention of 
accidents and personal hygiene, as well as recreational activities. There are more than 320 KAPIs 
around the country and the number is increasing. The centres are staffed by a team of social workers, 
health visitors, occupational and physical therapists and family assistants. 
Home help for the elderly as a program was initiated by the Ministry of Health and is run by 
municipalities in close collaboration with KAPI. The aim is to provide home care to the elderly, the frail 
and those who live alone, to improve their quality of life, to ensure that they maintain their autonomy 
and independence, and to keep them active in their family and social environment, thus reducing the 
need for institutional hospital care. A social worker, a nurse and a home helper pay regular visits (on a 
scheduled basis) to elderly people in their home, providing help, care, counselling and psychological 
services, and assistance with everyday tasks for those unable to perform them on their own, 
according to individual needs. Collaborating NGOs also offer substantial support in this area. Today, 
home help programs across the country provide help for over 100,000 elders and people in need and 
employ nearly 3,400 professionals. 
The daily care centres for the elderly (KIFIs) are an alternative form of public support and protection 
offered to the elderly with the aim of keeping them within their family environment. This service is 
provided to people aged over 65 suffering from chronic or acute physical or mental disorders, who 
depend on others for care, have economic problems and face social and family problems. Services 
include daily care and coverage of basic needs, psychological and emotional support, and assuring 
the delivery of pharmaceutical care. 
Several Church organizations or NGO’s offer a variety of services including last-resort residential care 
for frail elderly people, residential care for people with incurable diseases, infirmaries for chronic 
diseases, residential care for the disabled and physiotherapy centres. Lastly, there is a wide network 
of private long-term care facilities which accommodate the additional or unmet needs of elders and 
patients. Their fees are determined according to the services they provide. 
 
Greece: Expenditure by type of service* 

Inpatient care 
Outpatient care 
Long-term care 
Medical goods 
Collective services 

40% 
25% 
  2% 
28% 
  4% 

*Total is not exactly 100% due to rounding 
OECD Health Statistics 2017 
 
 
6.6. Recent developments 
 
In 2010, the Greek economy entered a deep and multi-faceted crisis (large fiscal deficit, huge public 
debt, shrinking GDP, growing unemployment etc.). As part of the conditions of a financial support 
package from the EU and IMF the country adopted strict austerity measures aimed at reducing the 
fiscal deficit and restoring market confidence in the future of the economy. This resulted in significant 
budget cuts and public healthcare expenses were reduced consecutively. 
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Healthcare was one of the priority areas of interventions in the reform program designed for the Greek 
economy. The reforms have focused in five main areas, fiscal control, public health insurance 
consolidation, public hospital management modernization and pharmaceutical policy redesign.  
 
Elements of these reforms include in the fiscal field the introduction of fixed budget and rebate and 
claw back mechanisms for all budget items. In the health insurance field, the main reform has been 
the introduction of EOPYY as a monopsony of healthcare services. There was consolidation of 
hospital services in certain areas, and improvements in their budgeting, accounting, reimbursement, 
IT and procurement operations, benchmarking and performance measurement and reduction at 
staffing levels and salaries. There has been implementation of an e-prescription system which 
incorporates all medical acts in the country and is used for monitoring. In the pharmaceutical arena, 
there were significant revisions in the pricing and reimbursement systems, auditing of prescription, 
prescription protocol implementation, negotiations with providers, Health Technology Assessment, 
reduction in mark ups of pharmacists and wholesalers, generic penetration support, positive and 
negative list implementation. The reform program in healthcare is still ongoing.   
 
Future Challenges  
There are many challenges facing the healthcare sector in Greece. First there is underfunding and 
public funding for healthcare as percent of GDP is much lower in comparison to other EU countries of 
similar economic status. In particular, public health expenditure in Greece is very low. Austerity 
measures have deprived the system of capital equipment and other infrastructure and in the future a 
main challenge will be to bring overall public expenditure at recommended levels, and at the same to 
time to cover the needs for capital and infrastructure. This will take place in an environment where 
there will be a lot of competition for money from different sectors. Moreover, the public system will 
have to cope with the needs of implementing the ongoing reform in primary care. This all will happen 
at a time where most modern healthcare systems move to the era of value based health care. The 
system in Greece will need to make major advances to be able to catch up from an organization point 
of view with modern European healthcare systems.    
 
Many of the ongoing reforms were implemented abruptly, under pressure, without proper planning 
and technical support. Many of the problems of the system prior to the economic crisis still prevail. It 
is a mixed system, fragmented, financed by many different sources, with lack of modern mentality and 
organizational patterns, with no cost and outcome measurement at individual level and with a 
deficient primary care system.  
There is a misbalance between private and public providers. The state is still managing hospitals and 
using the healthcare system for political benefits and for hiring party affiliated managers. 
In the next few years long term unemployment will be high, and this will put a challenge from a 
funding perspective. Moreover, proper planning based on needs assessment is still an objective. The 
ministry needs to develop techniques to match supply to demand and to direct funding in the areas of 
needs. Also, staffing and development of an older NHS staff will be a challenge. Moreover, the 
defragmentation of the system and the seamless cooperation between primary and secondary care.        
 
Technological progress shifts quality and effectiveness up but also moves prices of technologies to 
the same direction. It will be a challenge to cope with new developments and the demands of an 
aging and less healthy population, that create a dynamic grid of long-term challenges for all 
healthcare systems.  
Hence further reforms are needed to structurally unify the health sector, develop primary healthcare, 
to pool and to better use the financial resources, modernize the payment system of providers, 
introducing new managerial and administrative methods, adopt cost-effective and monitoring 
mechanisms, and to develop policies for better allocation of resources.  
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