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any investigators have reported the increasing incidence of pervasive developmental
disorders (PDD), noting that this is probably due to more precise diagnoses, as a result
of professionals’ increased awareness and knowledge, as well as increased public
awareness. Child mental health services are usually the first to examine these patients
and consequently are required to deal with this increase on a practical basis. The aim of this study
is to investigate the factors which may be responsible for this increase in PDD cases in a community
mental health centre over a ten year period and to examine whether this has led to a differentiation
in service delivery. Consequently, two sets of factors are investigated: factors pertaining to the
children themselves, as well as their families and factors related to service provision and delivery.
48 children, aged between 2 and 6 years (Mean: 3,5 yrs) with pervasive developmental disorder, as
well as their families are divided into two groups according to year of intake. Data collected from
patient files included prenatal and perinatal information; medical the and developmental history;
family functioning; and hereditary factors. Data from the Service included professionals involved in
each case; number of diagnostic sessions; referral for further examinations; patient’s symptoms and
level of functioning; cognitive functioning; recommendations and outcome. There was no significant
difference in age at intake between groups. The number of cases with pervasive developmental
disorder has doubled over a ten year period at our Service. There was no significant difference
between groups, with regard to conception, perinatal, developmental and medical histories. There
is a trend for increased non-medical referrals. Service delivery has not differentiated over the ten
year period. In conclusion, no specific factors were identified to justify the increase in PDD cases
at our Service over a ten year period, however the trend for more non-medical referrals seems to
imply a rise in public awareness of these disorders. Despite augmented patient intake without the
complementary increase in staff, service provision at our setting has remained stable, delivered
according to a multidisciplinary model and designed according to individual patient needs.
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Introduction

Recent investigations on the epidemiology of
pervasive developmental disorders (PDD), or more
specifically autistic spectrum disorders (ASD), show
that the incidence is much higher than previously
thought. Child mental health services worldwide
report a significant increase in children with these
disorders particularly in the past ten years."® PDD
incidence was reported as being between 9 and 15
in 10,000 births in various parts of the world.>™"" In
a recent article, Fombonne* proposes that the best
estimate for the prevalence of all autistic spectrum
disorders is close to 0.6%.

Most researchers seem to agree that this signifi-
cant increase in incidence of PDD is probably due to
more precise diagnoses, as a result of professionals’
increased awareness and knowledge, increased pub-
lic awareness, as well as the fact that this diagnos-
tic entity includes more diagnostic categories, such
as Asperger’s syndrome. Although the possibility of
a “true increase” is not entirely ruled out, there is no
evidence for this from available data.*

While the debate for the causes of this observed
increase continues, child mental health services are
required to deal with this issue on a practical basis.
There is considerable concern about the response of
service providers, particularly in the public sector.'?
In many countries, including Greece, this increased
demand in service provision is not accompanied
by a corresponding increase in funding or support,
which is necessary to provide the appropriate early
intervention for these patients.”>"

In Greece, these are vital issues, since appropri-
ate services for PDD children were inadequate, even
before the increased demand for service delivery
of recent years. Service providers and policy mak-
ers are still not in tune with demand, and conse-
qguently many of these children are not receiving the
appropriate intervention at the appropriate time.
Community Mental Health Centres are often the first
to diagnose these patients and a heavy responsibil-
ity is placed on the professionals to direct them to
therapeutic and educational settings, which are of-
ten difficult to find or already replete.
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The Child and Adolescent Unit of the Community
Mental Health Centre of Byron-Kessariani is a sec-
tion of the University of Athens 1st Psychiatric
Department, serving the inhabitants of four Athenian
municipalities for over 25 years. In the past few years
an increase in new cases presenting PDD has been
observed.

The aim of this study is to investigate the factors
that may be responsible for this increase in PDD cas-
es at our Centre over the past 10 years and to exam-
ine whether this has led to a differentiation in service
delivery. Consequently, two sets of factors are in-
vestigated: factors pertaining to the children them-
selves, as well as their families and factors related to
service provision and delivery.

The hypotheses which were investigated were as
follows:

1. The cases with diagnosed PDD will have increased
significantly over a ten year period.

2. Children with PDD will now be chronologically
younger at intake as a result of increased public
and professional awareness of these disorders.

3. Furthermore, over a ten year period, more children
with higher functioning PDD will be observed,
since these are now more easily identifiable.

4. Their parents will have a more precise demand at
intake: more concerned with the child’s behaviour
and communication, as a result of increased public
awareness.

5. Service delivery will be differentiated to meet the
increased demand.

Material and method
Sample

Sample consisted of 48 children between 2 and 6
years of age (Mean age: 3;5 yrs), who had applied to
our Service and had been diagnosed with PDD, ac-
cording to ICD-10 criteria.” The children were divid-
ed into two groups according to the year of intake:

Group A: Intake in years 1995-1999.

Group B: Intake in years 2000-2004.

In the whole sample (Groups A and B), 18.8% were
girls, whilst 81.3% were boys, making the proportion
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of girls to boys 1:4. There was no significant differ-
ence in the gender distribution of the two groups
(Fisher’s exact test p=0.228).

Materials and procedure

The following data were collected from patient
files: gender; age at intake; symptoms referred by
parents; prenatal and perinatal information; pa-
tient’s medical history; developmental history; feed-
ing history; parents’ educational and socio-econom-
ic status; ethnic background and home language/s;
family situation; siblings and order among siblings;
hereditary and familial factors; school/nursery;
stress-inducing factors; referral source; visits to oth-
er doctors/services.

Data from the Service included: professionals in-
volved in each case (child psychiatrist, psycholo-
gist, speech therapist, occupational therapist, social
worker); number of diagnostic sessions; referral for
further examinations (neurological, endocrinologi-
cal, genetic, audiological); patient’s symptoms at the
diagnostic procedure (behaviour, attention, commu-
nication, language, etc.); level of functioning; cogni-
tive functioning (through 1Q testing); recommenda-
tions made to the family for his/her remediation;
outcome.

All patient files were re-examined at the present
time by a child psychiatrist and initial diagnosis was
re-confirmed in all cases. Furthermore, the authors
certify that there are no known conflicts of inter-
est and certify responsibility for the ensuing manu-
script.

Data analysis

Statistical analysis was conducted through SPSS.10.
Non parametric tests were used to compare the two
groups. Normality criterion for skew and kurtosis
was z<1.96."° Since this is an exploratory research
study, all inferences were based on a p<0.05 level of
significance. Further exploratory correlations were
calculated in order to examine the relationship be-
tween continuous variables. In all cases the analyses
were two-tailed.
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Results

With regard to the whole sample’s (N=48) gen-
eral characteristics, the following were found: Mean
age at intake was 41.23 months (3 years 5 months),
SD=13.17, range between 24-80 months. There was
no significant difference in age at intake between
Group A and Group B (Mann Whitney U=203.00,
p=0.569).

Group A consisted of 13 children (27.1%) and Group
B consisted of 35 children (72.9% of the sample), an
increase, which is statistically significant (Binomial
test p=0.002). The number of children presenting
PDD has doubled, since they make up 2.3% of all
cases applying to our Service in the past five years,
whereas they had made up 1.1% of the cases in the
previous 5 years (figure 1). It is worth noting that in
1995 there were no new cases, while in 2003 and
2004 they constitute 43.8% of the whole sample.

There was no significant difference between
groups, with regard to conception (Fisher’s exact test
p=0.467), pregnancy (x*=1.600, df=2, p=0.449) and
birth (x?=3.088, df=2, p=0.214). Most of the children
(95.6%) showed no complications in conception, nei-
ther during pregnancy (81.8%). Over half (55.6%) had
a normal birth, 37.8% were born through caesarian
section, whilst 6.7% presented other complications.
Furthermore, 88.6% were full-term babies, and Mean
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Figure 1. Polygon for number of cases for each year
of intake.
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birth weight was 3341 grams (SD=387.6, range 2440-
4400), 93% of the infants having a birth weight with-
in normal limits. Over half of the sample (52.3%) did
not show any perinatal problems: 38.6% had some
degree of jaundice, whilst 9.1% had other problem:s.
Two of the infants were placed in an incubator. Otitis
media was noted in 47.6% of the sample, while 9.5%
had epileptic episodes in their medical histories. No
other illnesses or accidents were reported at signifi-
cantly increased rates.

With regard to feeding histories, no significant dif-
ferences were found between the two Groups with
regard to lactation (Fisher’s exact test p=0.706), eat-
ing solids (Fisher’s exact test p=0.358) and being
selective in food (Fisher’s exact test p=0.226). As
a whole, 70.8% of the newborns were breast fed.
Following that, their parents report feeding difficul-
ties in 71.9% of the whole sample, many of the chil-
dren still being highly selective in food, while a high
percentage of the children (21.2%) were still not eat-
ing solids.

No significant differences were found between
Groups in language development (Fisher’s exact test,
p=0.105). Taking the sample as a whole, 53.2% was
reported to have spoken first words at around one
year of age and 19.1% after the second year. However,
27.7% of the children were non-verbal at intake. Over
one child in five (22.2%) had regressed in their lan-
guage, and 28.6% were echolalic.

No statistical significance was found between
Groups regarding toilet training (Fisher’s exact test
p=0.722). Only 34.1% of the sample was toilet trained
at the time of intake. Children in Group B walked ear-
lier (13 months) than those in Group A (15.3 months),
a difference which was statistically significant (Mann
Whitney U=98.50, p=0.030).

Half of the sample (50%) was not yet attending
nursery or kindergarten classes, at intake. The rest
were attending normal nurseries or kindergartens in
the catchment’s area. No significant differences were
found between Groups (x?=1.214, df=2, p=0.545).
Most of the children had commenced school after
their third birthday. Only 2 of the children had ever
been separated for some reason from their parents
for any length of time (over one month).
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No significant differences were found between
Groups with respect to father’s (x?=1.028, df=3,
p=0.794) or mother’s (x’=0.952, df=3, p=0.813) edu-
cational levels. Comprehensive data showed the fol-
lowing: the fathers’ and mothers’ educational levels
were low in 20% (Group A) and 12.5% (Group B) of
the cases, medium in 17.9% and 17.5% respectively,
relatively high (six forms in high school) in 25.6% and
35% respectively and high (further education or uni-
versity degrees) in 36% and 35% respectively.

Few parents (2%) were unemployed and a high per-
centage (37.5%) of mothers was housewives. Many
parents (20.8% of fathers, 16.7% of mothers) were
immigrants. No significant differences were found
between Groups regarding father’s origin (Fisher’s
exact test p=0.425) or mother’s origin (Fisher’s exact
test p=0.659). Almost 19% of the families speak an-
other language than Greek in the home or use two
languages. No differences were found in age at in-
take between Greek and immigrant children (Mann
Whitney U=103.50, p=0.403).

Regarding family’s functioning, the majority
(95.7%) of the parents live together and 81.8% de-
scribe their relationship as good. In 21.4% of the
families there is a related problem in the family: 3
children (9.4%) have a sibling with a related problem
(learning difficulty, specific language disorder and
autism). However, 44.7% of the children do not have
siblings, although Group B have significantly more
siblings than Group A (Mann Whitney U=107.50, p=
0.004).

Although no significant differences were found
between Groups A and B with respect to the paedia-
trician and other medical services as a main source
of referral (Fisher’s exact test p=0.136), there is an in-
crease in non-medical sources of referral, such as the
parents themselves or self-referral, school/nursery
and other clients. While medical referrals increase
from 12 to 23 from one time period to the next, the
non- medical referrals increased from 1 to 11 (table
1). Although this result was not statistically signifi-
cant, due to the small sample size, it may be seen as
a trend. Taking the sample as a whole, 34% of the
parents were referred to the Centre by their pae-
diatrician and 40.4% were referred by other medical
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Table 1. Referral source for children of Group A and Group B

Referral Group A Group B Total Percentage
Medical

Paediatrician 6 10 16 33.3
Other services 6 13 19 39.6
Total 12 23 35 74.5
Non medical

Self-referral 0 5 5 10.4
Community 0 2 2 4.2
School 1 4 5 10.4
Total 1 11 12 25.5
Missing 0 1 1 2.1
Total 13 35 48 100.0

services. Only 10.4% were referred by their school or
nursery, whereas 10.4% of the parents were self-re-
ferred.

With regard to service delivery, it was found that
there were no differences between groups with re-
gard to intake demand (Fisher’s exact test, p>0.05),
and whether the families had previously applied to
another service (x*=2.173, df=4, p=0.704). During
intake, most parents (93.3%) showed concern about
their child’s speech development, whereas 47.6%
were specifically concerned about their child’s
communication with the environment, a difference
which is statistically significant (Mc Nemar test,
p<0.001), suggesting that these parents were more
aware of their children’s communication needs. The
parents of four children mentioned that they were
worried about their child’s regression, either in
speech or in feeding. Parents of over half of the chil-
dren (55.8%) reported behaviour disorders in their
children, 31% describing their child as “overactive”.
None of the parents used the label “autistic” (table
2). Moreover, 40% of the parents of both Groups
have visited another service before applying to our
Service for help. In fact, 45% of these families have
applied to several other mental health settings or
doctors.

In our Service, the mean number of sessions for
the diagnostic procedure was 4.3 sessions (SD=1.7,
range 1-9). There was no statistical difference be-

tween Groups (Mann Whitney U=161.00, p=0.146).
Over 70% of the children were examined by three
professionals (child psychiatrist, psychologist and
speech therapist). No statistical difference was found
between Groups in the different professionals who
assessed the children (Fisher’s exact test, p>0.05).
Ten children were offered therapeutic intervention
at our Service. The median of sessions for these
therapies was 39 sessions (range 6-279 sessions). A
number (28.3%) of families in both Groups did not
comply with our recommendations.

No significant differences were found between
Groups regarding the childrens' symptoms at diag-
nosis (x?=4.850, df=6, p=0.563). Regarding the whole
sample, the childrens' symptoms during diagnosis
may be described as follows: 91.3% presented stere-
otypic behaviour, 43.5% presented echolalia, 58.7%
had no functional speech, 54.3% made no eye con-
tact, 37% had no symbolic play, 51% presented stere-
otypic play and the rest had poor and unimaginative
play, 60.9% were overactive.

Formal cognitive testing was possible on only
19.1% of the sample, where the non-verbal Merrill-
Palmer Test was used. Thirty percent of the children
tested had a low non-verbal 1Q score (less than 70).
An approximate level of functioning, on a five-point
scale, was estimated for each case, through all of the
accumulated clinical data (table 3). No significant dif-
ferences were found between Groups with regard to
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Table 2. Parental concern during intake for children of Group A and Group B

Parental concern Group A Group B Total

N (%) N (%) N (%)
Language delay 12 (92.31) 30 (85.71) 42 (87.5)
Regression 0 (0) 4 (11.43) 4 (8.33)
Communication probs 8 (61.54) 12 (34.29) 20 (41.67)
Behaviour probs 6 (46.15) 18 (51.43) 24 (50.0)
Overactivity 3 (23.08) 10 (28.57) 13 (27.08)
N.B. Some parents did not provide answers to all questions because they were non-applicable
Table 3. Level of functioning for children of Group A and Group B
Level of functioning Group A Group B Total

N (%) N (%) N (%)
1. Very high 0 (0) 0 (0) 0 (0)
2. High 2 (16.67) 6 (17.65) 8 (17.39)
3. Moderate 6 (50) 12 (35.29) 18 (39.13)
4. Low 2 (16.67) 14 (41.18) 16 (34.78)
5. Very low 2 (16.67) 2 (5.88) 5 (10.87)
Total percentage 12 (26.09) 34 (73.91) 46 (100.0)

their level of functioning (Mann Whitney U=194.00,
p=0.791). The lower the child’s level of function-
ing, the earlier his/her parents apply to our Service
for help (Spearman’s correlation, rs=0.44, df=44,
p=0.002).

The following recommendations were made after
completion of the diagnostic procedure: 44.4% were
advised to attend normal school with supplemen-
tary special therapies on a one-to-one basis, 38.9%
were advised to attend a more specialised therapeu-
tic setting and 13.9% were advised to attend a spe-
cial school. No significant differences were found in
the recommendations made to the parents of Group
A and Group B (x*=0.420, df=2, p=0.811).

Discussion

This study confirms that the frequency of children
with PDD applying to our Service in the past ten years
has increased significantly. New cases with PDD ap-
plying to our Service increased approximately 100%
from one five year period to the other, whereas in
the same period, the general rise in new cases was
28%. Consequently, although cases with PDD con-

sisted of 1.13% of all new cases from 1995-1999, they
increased to 2.3% of new cases from 2000-2004.

Research in other countries has shown similar re-
sults."'®" |n particular, Baker's'® research in a pub-
lic service for children and adolescents in Australia,
shows similar results to those presented in this study:
in 1989, 17 new cases of autism increased to 45 cases
in 1997.

Most researchers have identified factors, such as
improved screening tools, changes in diagnostic
criteria and increased public awareness to justify
this increase, although they do not completely rule
out the possibility of a “true” increase. Our study,
whose subjects were the clinical cases presenting
themselves at a community mental health centre, at-
tempts to investigate some of the factors which may
have attributed to this rise in frequency of new cases
with PDD.

If the rise in frequency could be attributed to im-
proved diagnostic tools, changes in criteria and
increased public awareness, one would have ex-
pected that these would be reflected in service de-
livery at our Centre. For instance, the increase could
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have been a result of more sophisticated diagnostic
tools, more experienced or specialized personnel or
a much more sophisticated referral system, in the
form of a more sensitized and aware school system
or community, who would be more capable of iden-
tifying these disorders.

Although our results show that referrals from
school (10% of the cases) or from the parents them-
selves (15% of the cases) did not change signifi-
cantly over time, there appeared to be an increase
in non-medical referrals from one time period to
the next, which however was not statistically sig-
nificant due to the small sample. Consequently, it
could be argued that there is a tendency in the last
few years for increased awareness of these issues
by parents, schools and other community members.
Furthermore, there is an indication that parents are
more aware of children’s developmental milestones,
since the children in Group B walked significantly
earlier than those in Group A, indicating that those
parents were not appeased by this developmental
milestone.

Our second and third hypotheses were not con-
firmed by our data: the children in Group B were
not significantly younger at intake, nor did these
children have a higher level of functioning than
those in Group A (table 3), something which would
have reflected a true increase in public awareness
of these issues. It is interesting to note that most
children from both groups are referred by their
pediatrician or other medical sources, which re-
fer children equally from all levels of functioning.
Children who are referred by the school seem to
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have a higher level of functioning and are older, but
owing to the sample size, no significant difference
was found (table 4).

Conversely, many of the parents came to our
Service principally with the demand that their child
was “language delayed”, and not concerning the
child’s communication, behaviour or social skills. To
compound this finding, a large number of families
(40%) had already visited other services concern-
ing their child’s problem and more than one family
in four (28%) discontinued their co-operation with
our Service of their own accord, although this rate is
lower than that observed for the rest of the patients
attending our Service, which is at 45.7%."° It appears
that many families are not able to accept the diag-
nosis of PDD easily, and at this relatively early stage
in their child’s life, they are still unable to come to
terms with the severity of their child’s problem. In
Greece, the national medical system allows the pa-
tient to seek a second or even third medical opinion
from various public medical services (Community
Health Centres, Paediatric Hospitals, etc.) or even
from private practitioners.

In this study, family and environmental factors,
which possibly contributed to the child’s disorder,
were also investigated. Some researchers have sug-
gested that prenatal and perinatal risk factors, as
well as adverse environmental factors, may contrib-
ute negatively to an already sensitive biochemical
make-up, something which may partly explain the
rising frequency in these cases.’®*' Furthermore,
these children may have family histories of mental
illness, substance abuse and domestic violence.?

Table 4. Crosstabulation between level of functioning and referral source for children who are referrring by the

school
Count Referral Total
1 2 3 4 5

Level of functioning 2 1 3 3 7
3 1 5 2 10 18
4 3 5 8 16
5 3 1 4

Total 5 16 1 5 18 45

1: Self-referral, 2: Paediatrician, 3: Community, 4: School, 5: Other services
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In our study we focused on stress-inducing events
or adverse family functioning as a possible com-
pounding factor in these disorders. However, our
results showed a remarkable lack of stressful fac-
tors in our sample’s children and their families. Most
of the families live harmoniously together, with no
blatant socio-economic problems and no other re-
ported stress-inducing factors. Although there are a
relatively large number of immigrant families in our
sample, this seems to reflect the evolutions in greek
society.

Our fifth hypothesis concerned our Service itself
and its contribution to this increase in frequency,
for instance, whether there are new members in
the professional team, more specialized diagnos-
tic tools or indeed any differences in the diagnos-
tic procedure.” However, yet again the results of
our study did not confirm this: the clinicians are
the same people they were 10 years ago, although
inevitably more experienced. No new diagnostic
tools are being used. The diagnostic procedure has
not changed and is strictly multidisciplinary. Even
the mean number of diagnostic sessions has re-
mained stable over the years (4.3 sessions) despite
the increased demand. In fact, our study highlights
the fact that even though our clinical team has
been working in the community for over twenty
years and the number of patients is on a constant
increase, service delivery has not changed during
these years. In a study examining service delivery
for these disorders in the USA, it was observed that
there was a 40% decrease in mean service days for
these disorders over the past few years.*

Most of the patients (70%) were examined by a
child psychiatrist, psychologist and speech therapist
only. More than 20% of the total sample was offered
therapy intervention at our Service. These were usu-
ally cases who presented other coexistent factors,
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such as inadequate parental care, stressful life events
or other compounding medical factors, which need-
ed further investigation.

In conclusion, this study offers some preliminary
data on the observed rise in frequency of patients
with pervasive developmental disorders applying to
our community-based service. Although the number
of cases in our study is relatively small, it is represent-
ative of the frequency in our catchments area, which
consists of approximately 600,000 inhabitants in the
inner Athens urban area.

Our data does not indicate any reasons for this
increase, however the only plausible explanation,
which may only be described as a tendency, is that
of increased public awareness. On the other hand,
our study shows that, despite the increase in patient
intake without the complementary increase in staff
at our Service, services are still delivered according
to our original multidisciplinary model of conduct
and according to individual patient needs. Neither
more sensitive diagnostic tools, nor more inclusive
diagnostic criteria seemed to play a part in this in-
creased diagnosis.

Limitations

Our study reports data from a specific community
mental health service and therefore a considerable
limitation is that our sample consists of few cases.
More research is necessary to generalize these find-
ings with larger samples and in other areas and in
other services throughout Greece. Epidemiological
studies are necessary tools for service providers, but
longitudinal research is also necessary since it al-
lows the evaluation of service delivery and provision
with respect to individual patient needs, something
which is urgently needed by the clinician in the first
line.
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AuEnpévn MPoGENEUGH KAl TIAQPOXI] UTINPEGLWV
GE TMAIOIA PE OLAXUTEC AvamTUELAKEC OLATapaxEC

M. BAaccomoUAov, B. Pétoika, A. MeAd, Z. Kaloygpdkng, A. MAoupumidng,
E. Aalapatou, A.K. AvayvwoTtomoulog

A’ Yuxiatpikry Khivikrj, Movdda Maidikric kat EpnpPixric Yuxiatpikric, Kévtpo Kowvotikri¢ Yuxiatpikric,
Mavemotriuto ABnvawv, Abrva

Wuxiatpikn 2010, 21:294-303

Y€ TOMEG €pEUVEG €xel avapepBei N al€non TNG CUXVOTNTAG TWV TIEPIOTATIKWV P Sidxutn avamtuélakn dia-
TApaxn Kal ol TIEPIOCOTEPOL EPELVNTEC CUUPWVOULV OTL AUTH N alénon mMOavov va oeileTal o€ akpLBEoTtepn

Sldyvwon mou gival amoTéAeopa TNG auénpévng yvwong Kal euatodnTtomoinong Twv EMAYYEAUATIWV LYEIOG

yla autr TN SlayVwoTIKA ovToTNTa, KAaBWE Kal TnG auénuévng evatodntomoinong tou Kotvou. MapoéAo mou

Sev éxouv amokAeloBei ANNEG atTieg yia autr) TRV avénon, Sev UTTAPXEL KAIA CaPNG EVOEIEN amd TIC £PEUVEC

auTn ™ oTiyur. Ot unnpeoieg YUXIKAG uyeiag maldiwy gival cuvrBwg ol TTPWTEG TTOU KAAoUVTAL Va Slayvw-
OOULV AUTA TA TTEPIOTATIKA KAl CUVETIWG VA TA AVTILETWITIOOUV O€ TIPAKTIKO emimedo. Ztnv EAMada ot unnpeoi-
€¢ mou e€umnpeToLyV Ta maldld pe S1dxuTn avamtulokr SlaTapayr Kal TIG OIKOYEVELEG TOUG HTAV OVETTOPKEIG,
akopa mpv amd tTnv auvénuévn {ATNoN yla mapoxr UTNPECLWV TwV TEAEUTAIWV Xpovwv. MoANd amd auTd ta

TIEPIOTATIKA KA Ol OIKOYEVEIEG TOUG OEV TUYXAVOUV TNG KATAAANANG TTapépBaong éykatpa. Ot emayyeAUaTIES

OTA KEVTPA KOWVOTIKAG YUXIKAG LYIEIVAG PEPOUV HEYAAN €UBUVN 0TV KaBodriynon autwy Twv acBevwv ota

KATAANNAQ BgpameuTiKA Kal EKMASEUTIKA TTAQIOLA, TTOU 0TO SNOCIo Topéa eival SuoeupeTa r Sev €xouv Sia-
Béo1ueg Béoelc. O okomAg TNG EAETNG AUTNG gival n Slepelivnon Twv TapaydVTWV o Hrmopei va o8nyouv o

autnyv TV mapatnenBeica avénon o€ éva KoVOTIKO KEVTPO YUXIKNAG Lyeiag katd tn Sidpkela plag SekasTiag,
KABWG Kat ot MOAVEG EMITTWOELG TNG OTNV TTAPOYXK UTTNPECIWV. TNV Tapovoa €peuva peAeTrhOnkav Vo Eexw-
PLOTEC EVOTNTEC: TTAPAYOVTEC TIOU APOPOUV Ta TTAUSIA KA TIG OLKOYEVEIEG TOUG KAl TTAPAYOVTEG TTOU aQYOPOUV

TNV TTAPOXN UTTNPECIWV TNG CUYKEKPIUEVNG UTTNPETIAC. 48 MadId (2-6 €Twy, péon nAkia 3,5 €tn) pe T S1d-
yvwon tng Sidxutng avanmtulaknig Slatapayn xwpiodnkav oe S0o0 opddeg avaloya pE TO XPOVO TIApATo-
urmi¢ Touc. Ta e€N¢ oTotxeia cuveAéynoav amod Toug AKENOUG TWV AGHEVWY TTOU TNPOUVTAL OTNV UTINPEGIA:

@UAO, NAKIa KATA TNV TTAPATTOUTTH, CUMTITWHOTA CUUPWVA [IE TOUG YOVEIC, TIPOYEVVNTIKA KAl TTEPLYEVVNTIKA

oupPdvTa, 10TPIKS Kat avamTuELaKO 1I0TOPIKO Tou TTAISI0V, EKTTAIGELON KAl KOIVWVIKO-OIKOVOUIKN KaTdoTaon

TWV YOVEWY, €OVIKOTNTA, OIKOYEVEIOKH KATAOTAON KAl A&lToupYia, KAnpOoVOouIKoi TapdyovTeg, oTpecoyova

YEYOVOTQ, TINYH TTOPATTOUTTAG, TTANPOMOPIES YIa TO OXOAEI0 Kal AANEG LUTINPETIEC TTOL 0N €ixav MOKEPOEI.
Ta oTolkeia amd v UTNPEGia aQopPoUV TouG EMAYYEAUATIEG PUXIKAG UYEIG TTou evemAdKknoav og KABE mept-
oTaTIKO (MadoPuxiatpog, YUxoAdYOC, KOIVWVIKOG AEITOUPYOC, AoyoreSIKOG, EpyoBepameuTig), Tov aplOuo

TV S10YVWOTIKWY CLVESPIWY, TNV TIAPATIOUTTH VI AAAEC 1ATPIKEC EEETATEIC (VEUPONOYIKT, EVOOKPIVOAOYIKH,
YEVETIKH], AKOUOAOYIKH), T0l CUUMTTWHATA TOU TTAtS10U KATA TN S1ayvwoTIKR @Acn (CUUTTEPLPOPA, ETTIIKOIVWVIQ,
Aoyog, K.4), To emimedo AelToupyiag Kal Tn YVWOTIKA AElToupyia, TIC TPOTACEIG GTOUC YOVEIC Yia TNV TTAPEU-
Baon kat Tnv ékPBaon. Aev UTIHPXE OTATIOTIKA ONUAVTIKY Slagopd avdaueoa oTig SUo ouddec 6oov agopd

™V nAia Tou TadloL KATA TNV mapamopnr. Ta meploTatikd pe diaxutn avantulakn diatapayr éxouv Oi-
m\aolaoTel katd T Sidpkela piag dekaetiag. MapdN autd Sev umdpyel kamola ca@rig EvOelEn yla Tnv artia

AUTAC TNC avénong oToug TapdyovTeg Tou SlEpeuviOnKay, EKTOC Ao id TAON YIA N IOTPIKEG TTAPATTOUTIEG.
H mapoxn unnpeoiwv dev €xel StapopomolnBei péoa o’ autd To XPOVIKO SlACTNUA. ZUUTEPACHUATIKA, SeV

EVTOTTIOTNKAV CUYKEKPIUEVOL TTAPAYOVTEG TTOU Ba prmopoloav va atttoAoyioouV Tnv avénon Twv madlwv Ye

Siaxutn avamtuélokn Slatapayr oTnv CUYKEKPIEVN umnpeaia katd tn Sidpkela pag SekasTiag. H tdon yla

UN-LATPIKEG TTAPATIOUTTEG {OWG va iy Vel pia PeyaAUTePN eualoOnTomoinon Tou Kotvou. MNMapolo mou ta Tept-
OTATIKA OTNV UTINPETia £X0uV SIMAACIACTEL, XWPIG TNV TAPAAANAN avénon Tou aplBpol Twv EMAYYEAUATIWV

mou gpyadovTal 6’auTr, N TTAPOXK UTTNPECIWV EXEL TTAPAEVEL 0TABEPT, CUUPWVA UE TO SIEMOTNUOVIKO HO-
VTENO, Kal BaaileTal oTIC I0IKEC AVAYKEC TOU KABE a00eVOUC Kal TNG OIKOYEVELAS TOU.

Né€eig eupeTnpiou: SidxuTeg avanTuélakég SlaTapayEg, KOIWVOTIKEG UTTNPEGIEG, TTAPOXK UTINPECLWY, OU-
xvotnta
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