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The need of the population for health care provi-
sion is increasing day by day. The demand is never-
theless not accompanied by a proportional increase
in health care resources.1 Hence, the provision of
medical care through �modern� health care systems,
even in developed countries, is judged as inadequate
with regard to meeting the needs of society.

The last decade a new link has been added in the
chain of problems arising from the process of health
care provision. The state, the society, the medical
community and the other health agencies recognise
now that Continuing Medical Education (CME) does
not follow the rate by which the medical problems of
society are growing, so that the health needs of the
population are not being fully met2,3. The problems
associated with medical education and the adequate
coverage of contemporary medical needs have been
pin-pointed since many years and several efforts have
been made towards their solution4-6. On the other
hand, the potentials of research have accelerated
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progress in health care technology, at the same time
expanding their applications7, many of which have
direct bearing on clinical practice8.

The subsequent reduction in the lapse of time be-
tween the introduction of a new technology and its
clinical applications makes the issue of CME more
imperative than ever before. The physician is respond-
ing to the challenges posed by the contemporary trends
and requirements through the process of CME9,10.

In keeping with these developments, governmen-
tal legislative regulations are being instituted, an
example of which is the recognition of the patient�s
rights; these interventions have instilled into patients
the perception that they can and, after all, they should
expect always more from the health care system of
their country.

In recent years, CME has been a topic of consid-
erable debate in our country11. Several proposals that
have been sent in from time to time, have not been
accepted for a number of reasons. Some suggest a

The aim of this study was the estimation of the
attitude of Greek physicians on the issue of Continu-
ing Medical Education (CME). Four hundred � fif-
teen physicians (professors, private office practitio-
ners, consultants/senior registrars, registrars and oth-
ers) participating in a medical congress answered a
questionnaire of five points: a) the kind of scientific
educational activity preferred, b) the selection crite-
ria of scientific subjects, c) who must undertake the
expenses, d) the ways that CME can be more effec-
tive and e) the extend to which printed and elec-
tronic press is being used as a means of CME. The
answer in question a was discussions with experts
(>82%), clinical tutorials (> 81%) and lectures (>
81%). The answer in b was the health needs of popu-

lation (>92%) and the educational needs of the doc-
tors (> 92%). The answer in c was scientific societ-
ies (> 87%) and public health services (> 73%).
The answer in d was the establishment of obligatory
attendance (> 82%), more CME events in district
areas (> 80%) and more educational CME events
(> 73%). In conclusion Greek physicians believe
that the discussion with experts is crucial for their
education, subject selection must be based prima-
rily on the health needs of the population and the
educational needs of the doctors, and the attendance
must be obligatory at least for a minimum number of
scientific events. Also there is a preference for CME
activities in district areas.
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standardised CME based primarily on attendance,
while CME calls for the active participation of the
physician. Others recognise CME as a commitment
of the physician to his profession, while the principal
of CME is ruled by ethical issues in the context of the
voluntary provision of medical services12. Another
point that also makes the implementation of the pro-
posals concerning CME difficult is that their objec-
tives do not square with the demands and the needs
of society. The citizens demand that the physicians
show human behaviour, efficiency and competence
in covering their medical needs. The implication of
these controversies is that there is no central plan-
ning of CME in our country and that the demands
and needs of our society as regards health care pro-
vision are not worked out in the process of CME.

In the face of the inactivity or the debate among
those who are responsible for the activities of CME,
the individual Greek physician and patient, who will
profit by the process of CME, may feel unable to do
anything but watch.

This study attempts to compare the preferences
of physicians with different practice backgrounds as
regards the kind of CME, the way by which it will be
provided and relevant cost issues.

Material and Methods
The examination of the attitude, as well as the

position of Greek physicians on the major issue of
CME was based on the completed questionnaires
which had been distributed to 2500 physicians at-
tending a multispecialty Conference held in Athens.
The study population consisted of the following prac-
tice groups: university professors, private office prac-
titioners, consultants and senior registrars in public
and private hospitals and registrars. The distribution
and collection of the questionnaires was assigned to
a team of four student nurses from the Nursing Fac-
ulty of the University of Athens. The questionnaires
were handed over to physicians entering certain ses-
sions of the Conference, and the completed ones were
collected on exit. The selection of the sessions for
the distribution of the questionnaires was based on
their expected attendances. The rationale for the
selection was to achieve as representative a sample
of the medical community as possible.

The questionnaires were completed by physi-
cians coming from different fields of practice. All
four days of the Conference the distribution of the
questionnaires continued; physicians were therefore
asked to complete only one questionnaire each.
Questionnaires were completed by 552 practitioners.

The structure of the questionnaire aimed to re-

veal the attitude or the preferences of the physicians
in relation to five essential CME topics.

The first topic concerns the kind of scientific
educational activity that would satisfy them most
(as a part of the organisational structure of a confer-
ence or a congress), the second topic examines how
the selection of the subjects for presentation/dis-
cussion should be made, the third topic treats the
issue of the undertaking of the costs, the fourth ex-
plores how can CME become more effective and the
fifth records the extend to which printed and elec-
tronic press is being used as a means of CME.

1. As regards the kind of scientific educational
activity of their liking (lectures, clinical tutorials,
symposia, round tables, discussions with experts), the
intensity of their preference among these kinds was
rather evaluated than what their choice would be if
they were to attend only one kind of such a scientific
activity. This seemed most appropriate as it is com-
mon that most, if not all, of the above mentioned
activities constitute integral parts of a conference or
a congress.

2. In relation to the way the subjects covered in
these activities should be selected, the study sought
to determine the position of the physicians on the
following question: The selection of subjects should
be based on: a) the health needs of the population,
b) the educational preferences of health profession-
als or c) the putative interest of the public agencies
of health care?

3. The allocation of CME expenses is now start-
ing to puzzle the governments and the community,
since they shoulder this burden. The financial bur-
den of CME deems disproportionate to the knowl-
edge it provides. It has been estimated that the costs
of conferences held world-wide exceeds US$ 140
billion in a year13. The physicians attending the con-
ference were asked who they thought should under-
take the CME costs arising from the conference
organisation, the participation and the transporta-
tion of those who will attend the CME event, among
the following alternatives: scientific societies, pri-
vate or state agencies, or the participants themselves.

4. The effectiveness and the efficiency of CME
should be assessed in the context of the regulation of
its organisational structure, regardless of whether it
is statutory established or not. For the purposes of
the consideration of the relevant parameters, the
attendees were asked their opinions as regards: a)
the creation of a co-ordinating committee for the
CME process, b) the institution of more educational
events, c) whether participation should be obliga-
tory or not, d) the rating of the CME activities.
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5. The physicians were asked to indicate their
relative use of printed and electronic press to the
purpose of CME.

In the groups of questions regarding the preferred
kind of CME activities, the way of subject selection,
the improvement of the effectiveness of CME and
the undertaking of the costs, the answers of the phy-
sicians should reflect their preference in a four level
scale: not preferred, partly preferred, much preferred,
very much preferred. Those with at least a partly
preference constituted the first group, while those
with objection constituted the second group. As re-
gards the extend of their use of printed and elec-
tronic press, the ranks of the scale were as follows:
not at all, occasionally, a lot, very much. Those using
at least occasionally a kind of press entered the first
group and those who were not using the press at all
entered the second group.

The computer software SPSS 10.0 was used for
the statistical analysis, which included chi square test
comparisons (Pearson or Fischer exact test).

Results

From a total of 552 physicians, 41(7.4%) were
university professors, 114 (20.7%) private office prac-
titioners, 160 (29%) consultants or senior registrars
in hospitals and 100 (18,7%) registrars. The remain-
ing 131 (24,1%) subjects were excluded from the
study either because they occupied executive posi-
tions (hence, they were not actively practising medi-
cine) (100 subjects) or because they did not state
their practice mode (31 subjects) (Table 1).

The positions of CME acceptance in the 5 practice
groups are as follows (Tables 2, 3):
1. Preferred kinds of scientific activities

As regards the preferred kinds of scientific activi-
ties, 74% of the attendees expressed at least positive
preference for lectures, 76% for symposia, 81% for
clinical tutorials, 78% for round tables, 82% for dis-
cussions with experts, and 5% for �other activities�.

2. Way of subjects selection
In relation to the way by which the selection of

the CME subjects should be made, 92% of the at-
tendees expressed an at least positive preference for
a selection process based on the health needs of the
population, 92% for a selection based on the educa-
tional needs of the physicians, 82% for a selection
based on the interests of competent agencies and
7% for �other ways�.
3. Undertaking of the costs of the activities

The minimum percentage of physicians who ac-
cept the undertaking of the costs by scientific societ-
ies is 87%, by public agencies 82%, by private agen-
cies 78% and by the participants themselves 37%.
4. Improvement of the effectiveness of CME

Percentages of minimum positive preference
as regards means that could lead to the improve-
ment of the effectiveness of the CME were 81%
for the creation of a co-ordinating committee, 73%
for the institution of more educational events, 80%
for the organisation of CME events in district ar-
eas, 82% for the establishment of obligatory at-
tendance of a minimum number of scientific
events, 81% for rating the CME activities, 71%
for the financial aid for the trainees, and 4% for
�other means�.
5. Use of printed and electronic press

At least 93% of the physicians had a positive pref-
erence for journals, 90% for books, 92% for CME
events, 62% for visual learning aids, while at least
46% access Internet for CME purposes.
6. Comparisons of preferences for kinds of CME
activities among different practice groups

Table 2 demonstrates that, compared to private
office practitioners, professors show a slightly higher
preference percentage for round tables (p=0.080,
NS) and for a process of subject selection based on
the assessment of health needs (p=0.080, NS). In
this group, however, appears the higher percentage
of �other ways of selection� (p=0.049), as well as the
higher percentage of Internet use (p=0.001).

Table 1. Practice groups, percentages responding to the study and percentages of participation in the analysis.

Practice group Number responding Percentage Percentage of
to the study responding to participation in

the study (%) the analysis (%)

Professors 41 7.4 9.8
Private office practitioners 114 20.7 27.3
Consultants/Senior registrars 106 29.0 38.3
Registrars 100 18.7 24.6
Others 131 24.1 -
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Table 2. Percentages of at least acceptance of professors (P), private office, practitioners (POP), consultants/senior registrars
(C/S) and  Registrars (R).

Kind of scientific activity P POP C/S R
(%) (%) (%) (%)

Lectures 78 80 74 82
Symposia 81 80 76 79
Clinical tutorials 85 83 81 86
Round tables 90 79 82 78
Discussions with experts 83 82 83 86
Other activities 22 13 7 5

Way of subjects selection
Based on health needs 100 93 92 95
Based on educational needs 95 92 95 98
Based on suggestions of public agencies 88 86 82 94
Based on other criteria 27 14 14 7

Undertaking of the costs of the activities
Scientific societies 95 87 90 91
Public agencies 93 82 92 94
Private agencies 78 83 83 92
Participants 56 53 56 37

Improvement of the effectiveness of CME
Financial aid for the trainees 71 74 73 83
More CME events 73 84 74 89
Obligatory attendance 85 84 86 82
CME activities in district areas 85 84 80 89
Other ways 10 11 7 4
Creation of a co-ordinating committee 81 86 91 81
Rating of the CME activities 85 81 84 84

Use of printed and electronic press
Journals 97 94 96 93
Books 90 92 92 95
CME events 93 95 92 92
Visual learning aids 73 66 62 68
Internet 80 52 46 53

As shown in Table 3, professors, in comparison
with consultants and senior registrars, have a higher
percentage of preference for other CME activities
(p=0.012). They prefer, with higher percentages, the
selection of the subjects to be based on the assess-
ment of health needs (p=0.046) or on other criteria
(p=0.042), and they maintain that the creation of a
co-ordinating committee would improve the effec-
tiveness of CME (p=0.048). Finally, they have higher
percentages of Internet use (p=0.000).

Professors, compared to registrars, show a
slightly higher preference percentage for round
tables (p=0.061) and other CME activities
(p=0.004). Furthermore, they show a higher pref-

erence percentage for �other criteria for subject
selection� (p=0.002). In this group, the preference
percentage for the undertaking of the costs by pri-
vate agencies is lower (p=0.021), while a higher
preference percentage for the undertaking of the
costs by the participants themselves is noted
(p=0.028). A lower percentage suggests that more
CME events should take place (p=0.017). The per-
centage of Internet use is higher in this group
(p=0.002).

Private office practitioners compared to consult-
ants and senior registrars,  show a lower preference
percentage for the undertaking of the costs by public
agencies (p=0.010), and a higher percentage of pref-
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erence for more CME events (p=0.027).
In comparison with registrars, private office prac-

titioners show a lower preference percentage for the
undertaking of the costs by private or public agen-
cies (p=0.006) and a higher preference percentage
for the undertaking of the costs by the participants
themselves (p=0.014). Private office practitioners
preferred in higher percentage, compared to regis-
trars, other CME activities (p=0.029), while their
preference percentage for subject selection based
on suggestions of public agencies was lower

Table 3. Significant levels of two by two differences in percentages of at least acceptance of professors (P) private office
practitioners (POP), consultants/senior registrars (C/S) and registrars (R).

Kind of scientific activity C/S and POP P and C/S P and POP P and R R and POP R and C/S
P P P P P P

Lectures 0.183 0.396 0.485 0.395 0.441 0.114
Symposia 0.252 0.333 0.563 0.500 0.481 0.341
Clinical tutorials 0.413 0.327 0.437 0.530 0.271 0.147
Round tables 0.279 0.166 0.080 0.061 0.474 0.209
Discussions with experts 0.505 0.568 0.578 0.383 0.273 0.296
Other activities 0.090 0.012 0.140 0.004 0.029 0.280

Way of subjects selection

Based on health needs 0.461 0.046 0.080 0.182 0.352 0.222
Based on educational needs 0.233 0.667 0.405 0.321 0.043 0.176
Based on suggestions of
public agencies 0.275 0.288 0.501 0.169 0.036 0.004
Based on other criteria 0.541 0.042 0.049 0.002 0.064 0.057

Undertaking of the costs of the activities

Scientific societies 0.323 0.210 0.119 0.345 0.209 0.391
Public agencies 0.010 0.635 0.088 0.499 0.006 0.398
Private agencies 0.549 0.292 0.297 0.021 0.037 0.024
Participants 0.357 0.550 0.422 0.028 0.014 0.002

Improvement of the effectiveness of CME
Financial aid for the trainees 0.516 0.449 0.431 0.070 0.056 0.034
More CME events 0.027 0.542 0.095 0.017 0.183 0.001
Obligatory attendance 0.437 0.568 0.541 0.390 0.367 0.238
CME activities in district areas 0.233 0.295 0.541 0.343 0.183 0.032
Other ways 0.185 0.418 0.515 0.161 0.033 0.176
Creation of a co-ordinating
committee 0.157 0.048 0.275 0.579 0.189 0.016
Rating of the CME activities 0.310 0.508 0.342 0.500 0.361 0.546

Use of printed and electronic press
Journals 0.262 0.564 0.325 0.279 0.530 0.204
Books 0.539 0.418 0.466 0.230 0.265 0.280
CME events 0.252 0.582 0.441 0.539 0.230 0.515
Visual learning aids 0.334 0.137 0.253 0.344 0.423 0.220
Internet 0.190 0.000 0.001 0.002 0.458 0.135

(p=0.036). They demonstrate greater preference for
seeking other ways for improving the effectiveness
of CME (p=0.033), as well as for other criteria for
subject selection (p=0.064).

Consultants and senior registrars show a lower
percentage of preference for subject selection based
on suggestions of public agencies (p=0.004) and a
higher percentage of preference for using other se-
lection criteria (p=0.057), compared to registrars.
Lower expense rates should be allocated to private
agencies (p=0.024) and higher expense rates should
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approach and planned diffusion of new medical
knowledge.

The first parameter cannot be used to justify the
delay in the organised implementation of CME, when
the amounts traded for CME activities are big and
are disposed without any kind of control; conse-
quently, they could be allocated in a way that would
take into account the needs and the demands of soci-
ety in the modern world for better health care provi-
sion. It has already been mentioned the financial
burden of CME activities deems disproportionate to
the knowledge it provides. It has been estimated that
the costs of conferences held world-wide exceeds
US$ 140 billion in a year13. Eighty two percent of the
attendees expressed at least positive preference for
the undertaking of the costs by public agencies, while
87% preferred that scientific societies would under-
take the costs.

The possibility that the medical community will
react unfavourably has been put forward as a major
inhibitory factor in the decision making for the acti-
vation of CME processes, that would lead to its ef-
fective contribution in contemporary medical devel-
opments, many times.

Eighty two percent of the participants request the
establishment of obligatory attendance of CME
events. The finding of such a high percentage of posi-
tive answers in this topic has raised a great deal of
concern. This position comes as a result of the transi-
tion from the negative side of the myth to a side which
raises troubling questions. A few years ago, no one
would consider suggesting the establishment of
obligatory attendance of CME events. This finding
gives us the opportunity to pinpoint that the concept
of CME does not provide for such procedures. CME
should be based on ethical principals and come as
result of the internal need of a doctor to voluntarily
provide medical services. In this context, CME is a
moral commitment that should be acknowledged by
every single doctor. It is noteworthy that all doctors
have the right to participate in CME activities and
therefore the appropriate facilitating conditions
should be provided to them.

In Europe, participation in CME activities is vol-
untary. Furthermore, the European Union of Spe-
cialist Doctors and the Standing Committee of Eu-
ropean Doctors have adopted a chart of principles,
according to which a doctor has the ethical commit-
ment and duty to keep himself continuously and life-
long updated14,15. The European Association of Gen-
eral Practitioners pinpoints that ethical commitment
is not adequate by itself, although it motivates the
participation of the doctors in the CME process16.

burden the participants (p=0.002). In the group of
consultants and senior registrars, the percentages of
preference for improving the effectiveness of CME
through financial aids for the trainees, through more
CME events or through holding CME events in dis-
trict areas were lower (p=0.034, p=0.001 and
p=0.032, respectively), while preference for the cre-
ation of a co-ordinating committee was higher
(p=0.016).

Discussion

The contribution of the Greek physician in the
modulation of �contemporary medicine� has been
slack. It has been claimed that the condition which
would trigger and activate his participation in the
evolution of his science is the up-grade of CME.

In spite of the desperate appeals of the medical
community, no political will to activate the proce-
dures of CME has been manifested during the past
years. As a consequence, the diffusion of new medi-
cal knowledge, that would allow the physician to keep
himself up-to-date in relation to their potential ap-
plications, follows a rather disorganised pattern. In
contrast with the international situation, the way CME
is realised in our country at present, does not cover
all needs of a �modern health care system�. This is
partly due to a lack of central planning, which in
combination with the absence of the necessary ori-
entation hinder the process of adapting CME to clini-
cal practice and, hence, improving health care pro-
vision.

The answers of the participants in the confer-
ence with regard to subject selection are of particu-
lar importance, as they can serve as a useful guide
for a medical organising agency. Ninety two per-
cent of the physicians support that the selection of
the subjects should be based on the health needs of
the population, and the same percentage backs sub-
ject selection on the basis of the educational needs
of the trainees. Public agencies (e.g. district au-
thorities) have a place of significant priority (per-
centage 82%) in this selection process. At present
scientific medical societies are tasked with select-
ing CME subjects and, with the help provided by
pharmaceutical companies, make strenuous efforts
to cover the range of the scientific and economic
requirements of CME.

The reasons usually given for this inactivity as
regards the activation of the institution of CME as
already legislated, are the following two: first, the
costs arising from the creation of the organising com-
mittee and, second, the possibility that the medical
community will react to the efforts of an organised
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Undoubtedly, the most significant parameter of
CME activities is the quality of the educational pro-
grams, regardless of whether they are voluntary or
obligatory17,18. For these reasons, the position of the
conference attendees on the issue should really set
the community thinking, as it conveys an intangible
message of anxiety and concern, which have pos-
sessed practitioners. A recent Israel�s supreme court
decision upholding the condemnatory judgement of
the court of the first instance against doctors with the
accusation of malpractice due to ignorance of re-
cent literature data contrasts with fixed and univer-
sally accepted positions about the autonomy of a
doctor in the provision of medical care19.

The need for reviewing the principles of CME is
imperative. This need is also underpinned by studies
evaluating the effectiveness of CME recently pub-
lished20. Several investigators have come to contra-
dictory results as regards the implementation of
CME, which are summarized as follows:

a) CME promotes a doctor�s skills in performing
key procedures,

b) CME has little effect on clinical practice and
c) CME has little effect on health outcomes of

the provided care21-23.
The effect of the time invested in the attendance

of educational activities on the quality of the clinical
practice of medicine has been questioned18, while it
has been claimed that the traditional procedures of
CME may constrain the development of new, more
effective forms of education, which would promote
continuous learning24. A study indicated that time of
attendance of educational activities was not associ-
ated with an increase in the ability of performing
medical procedures25. In this context, the benefit of
establishing a fixed time licence for practising medi-
cine is double: first, doctors will be prompted to keep
up with the evolution of medical knowledge and, sec-
ond, it provides a means to differentiate between
practitioners who fulfil the necessary conditions to
continue practising medicine and those who do not26.

The results of the present study have put on
complementary study procedures aiming to detect
the position of a wider range of specialist doctors,
both in numerical scale and in terms of practice
group, which are in the analysis stage at present.

The condition presented so far has led to some
seemingly odd effects in health care provision by
contemporary health care systems, the most impor-
tant of which are the following three:

Many of the developments in medicine, especially
in laboratory medicine, have direct implications in
clinical practice. It seems as medicine had never

before so much to offer to mankind as it has at present
day. However, never before have doctors been sub-
jected to such strenuous criticism. It has recently been
claimed that nowadays few people trust doctors, the
provided health services and the medical profession
in general27.

Never before have so many resources been spent
for health care provision, at least in the developed
countries, while these resources seem more insuffi-
cient to cover basic health needs than ever.

In developed countries, the increase in life ex-
pectancy is accompanied by an increase in the preva-
lence of chronic disease and disability.

The changes in modern health care systems are
also associated with the following issues of concern:
a) the delay in updating medical professionals in
underdeveloped and developing countries with re-
gard to new kinds of disease, and b) the emergence
of new diseases as a result of the increase in life
expectancy, in particular in developed Western coun-
tries, which has also led to an increase in chronic
diseases, as well as the demand for the rehabilita-
tion of such patients. These shortcomings are trans-
formed to medical needs, which have been added to
the already existing socio-medical problems health
services have to solve.

The dilemmas and the concerns arising from the
recent changes in the practice of medicine should
sensitize the competent agencies to the need not only
to re-examine CME programs, but also to adopt a
more humanistic approach to the doctor-patient re-
lationship in undergraduate curricula and CME pro-
grams.
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Ð.Í. ÆçñïãéÜííçò, È. ÊáôïóôÜñáò, ÔåñÝæá
ÌïõóéáìÜ. Ç èÝóç ôùí ãéáôñþí ãéá ôç
óõíå÷éæüìåíç éáôñéêÞ åêðáßäåõóç óôçí ÅëëÜäá.
ÉððïêñÜôåéá 7 (2): 84-92

Óêïðüò ôçò ìåëÝôçò åßíáé ç åêôßìçóç ôçò èÝ-
óçò ôïõ ¸ëëçíá ãéáôñïý áðÝíáíôé óôï ìåßæïí èÝ-
ìá ôçò ÓÉÅ. Ç ÓÉÅ åßíáé çèéêÞ õðï÷ñÝùóç ôçí
ïðïßá ðñÝðåé íá áíáãíùñßæåé êÜèå ãéáôñüò, ï ï-
ðïßïò Ý÷åé äéêáßùìá êáé êáèÞêïí íá áîéïðïéåß
êÜèå åõêáéñßá êáé ìÝóï ãéá áõôü ôï óêïðü, êá-
èþò ç ôá÷ýôáôç åîÝëéîç ôùí ãíþóåùí Ý÷åé êáôá-



HIPPOKRATIA 2003, 7, 2 91

óôÞóåé óÞìåñá ôç ÓÉÅ ðåñéóóüôåñï åðéôáêôéêÞ á-
ðü ðïôÝ Üëëïôå.

Ãéá ôéò áíÜãêåò ôçò ìåëÝôçò óõíôÜ÷èçêå åñùôç-
ìáôïëüãéï ðïõ äéáíåìÞèçêå óå ãéáôñïýò ðïõ ðáñá-
êïëïýèçóáí Þ/êáé óõììåôåß÷áí óå  Éáôñéêü ÓõíÝäñéï.
Óêïðüò ôïõ åñùôçìáôïëïãßïõ Þôáí ç áîéïëüãçóç ôçò
ÓÉÅ üðùò ôçí áíôéëáìâÜíïíôáé äéÜöïñåò êáôçãïñß-
åò ÅëëÞíùí ãéáôñþí (êáèçãçôÝò, åëåýèåñïé åðáã-
ãåëìáôßåò, äéåõèõíôÝò êáé åðéìåëçôÝò äçìïóßùí êáé
éäéùôéêþí íïóïêïìåßùí, åéäéêåõüìåíïé) êáé ç ðñï-
âïëÞ ôçò èÝóçò ôïõò. ÅîåôÜóôçêáí ïé áðüøåéò ôùí
ãéáôñþí üóïí áöïñÜ ðÝíôå ðáñáìÝôñïõò ôçò ÓÉÅ:
ôï åßäïò ôçò åðéóôçìïíéêÞò åêäÞëùóçò ðïõ ðñïôé-
ìïýí, ôá êñéôÞñéá ìå ôá ïðïßá ðñÝðåé íá ãßíåôáé ç
åðéëïãÞ ôùí èåìÜôùí ðïõ êáëýðôïíôáé óôéò åêäçëþ-
óåéò ÓÉÅ, ôï öïñÝá ðïõ êáëýðôåé ôï êüóôïò ôùí åê-
äçëþóåùí ÓÉÅ, ôïõò ôñüðïõò ìå ôïõò ïðïßïõò ìðï-
ñåß íá âåëôéùèåß ç áðïôåëåóìáôéêüôçôá ôçò ÓÉÅ, êáé
ôçí Ýêôáóç óôçí ïðïßá ï Ýíôõðïò êáé çëåêôñïíéêüò
ôýðïò ÷ñçóéìïðïéåßôáé ùò ìÝóï ÓÉÅ.

Ôá Ýãêõñá åñùôçìáôïëüãéá ðïõ óõìðåñéëÞöèç-
êáí óôéò áíáëýóåéò ôçò ìåëÝôçò Þôáí 415. ¼óïí á-
öïñÜ ôéò ðñïôéìÞóåéò ôïõ óõíüëïõ ôùí ãéáôñþí ãéá
ôï åßäïò ôçò  åðéóôçìïíéêÞò åêäÞëùóçò, óçìåéþèç-
êáí ôá áêüëïõèá ðïóïóôÜ: (á) äéáëÝîåéò: >74%,
(â) óõìðüóéá: >76%, (ã) êëéíéêÜ öñïíôéóôÞñéá:
>81%, (ä) óôñïããõëÝò ôñÜðåæåò: >79%, êáé (å) óõ-
æçôÞóåéò ìå åéäéêïýò: >82%. Ó÷åôéêÜ ìå ôá êñéôÞ-
ñéá ìå ôá ïðïßá ðñÝðåé íá ãßíåôáé ç åðéëïãÞ ôùí
èåìÜôùí ðïõ êáëýðôïíôáé óôéò åêäçëþóåéò ÓÉÅ: (á)
>92% õðïóôçñßæïõí üôé êñéôÞñéï ðñÝðåé íá åßíáé ïé
áíÜãêåò öñïíôßäáò õãåßáò, (â) >92% õðïäåéêíý-
ïõí ùò êñéôÞñéï ôéò åêðáéäåõôéêÝò áíÜãêåò ôùí ãéá-
ôñþí, (ã) >82% ðñïôåßíïõí ùò êñéôÞñéï ôï ðéèáíü
åíäéáöÝñïí ôùí äçìüóéùí öïñÝùí õãåßáò. Ðïóïóôü
>73% åîÝöñáóå èåôéêÞ ðñïôßìçóç ãéá ôçí ïñãÜíù-
óç ðåñéóóüôåñùí åêðáéäåõôéêþí åêäçëþóåùí,
>80% åß÷å èåôéêÞ ðñïôßìçóç ãéá ôç äéïñãÜíùóç åê-
äçëþóåùí óôçí ðåñéöÝñåéá, êáé >82% åß÷å èåôéêÞ
ðñïôßìçóç ãéá ôçí êáèéÝñùóç ôçò õðï÷ñåùôéêÞò ðá-
ñáêïëïýèçóçò åíüò åëÜ÷éóôïõ áñéèìïý åêäçëþóå-
ùí ÓÉÅ áðü êÜèå ãéáôñü. Äéáðéóôþèçêáí, ùóôüóï,
óçìáíôéêÝò äéáöïñÝò óôéò ðñïôéìÞóåéò ìåôáîý äéá-
öïñåôéêþí åðáããåëìáôéêþí êáôçãïñéþí.

Ôá áðïôåëÝóìáôá ôçò ìåëÝôçò õðïäåéêíýïõí óç-
ìáíôéêÝò äéáöïñÝò óôéò ðñïôéìÞóåéò ôùí ãéáôñþí
ìåôáîý ôùí äéáöïñåôéêþí åêäçëþóåùí ÓÉÅ. Éäéáß-
ôåñï åíäéáöÝñïí åêöñÜóôçêå ãéá ôéò óõæçôÞóåéò ìå
ôïõò åéäéêïýò. Ç åðéëïãÞ ôùí èåìÜôùí ðñÝðåé íá
ãßíåôáé áîéïëïãþíôáò, êõñßùò, ôéò áíÜãêåò öñïíôß-
äáò õãåßáò êáé ôéò åêðáéäåõôéêÝò áíÜãêåò ôùí ãéá-
ôñþí. ÅíäéáöÝñïí Ý÷åé ç ëåðôïìåñÞò ìåëÝôç ôùí
äéáöïñþí óôéò áðáíôÞóåéò ðïõ äßíïõí ïé äéáöïñå-

ôéêÝò åðáããåëìáôéêÝò êáôçãïñßåò. Áîéïóçìåßùôï åß-
íáé, åðßóçò, ôï õøçëü ðïóïóôü (74%) ðïõ õðïóôç-
ñßæåé ôçí êáèéÝñùóç ôçò õðï÷ñåùôéêÞò ðáñáêïëïý-
èçóçò åíüò åëÜ÷éóôïõ áñéèìïý åêäçëþóåùí áðü êÜ-
èå ãéáôñü, ôç óôéãìÞ ðïõ ç ÓÉÅ èåùñåßôáé çèéêÞ
õðï÷ñÝùóç óýìöõôç ìå ôï éáôñéêü ëåéôïýñãçìá.
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