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The burden of disease in Greece, health loss, risk factors, and
health financing, 2000-16: an analysis of the Global Burden
of Disease Study 2016

Global Burden of Disease 2016 Greece Collaborators*

Summary

Background Following the economic crisis in Greece in 2010, the country’s ongoing austerity measures include a
substantial contraction of health-care expenditure, with reports of subsequent negative health consequences.
A comprehensive evaluation of mortality and morbidity is required to understand the current challenges of public
health in Greece.

Methods We used the results of the Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) 2016 to
describe the patterns of death and disability among those living in Greece from 2000 to 2010 (pre-austerity) and
2010 to 2016 (post-austerity), and compared trends in health outcomes and health expenditure to those in Cyprus and
western Europe. We estimated all-cause mortality from vital registration data, and we calculated cause-specific deaths
and years of life lost. Age-standardised mortality rates were compared using the annualised rate of change (ARC).
Mortality risk factors were assessed using a comparative risk assessment framework for 84 risk factors and clusters to
calculative summary exposure values and population attributable fraction statistics. We assessed the association
between trends in total, government, out-of-pocket, and prepaid public health expenditure and all-cause mortality
with a segmented correlation analysis.

Findings All-age mortality in Greece increased from 944-5 (95% uncertainty interval [UI] 923-1-964-5) deaths per
100000 in 2000 to 997-8 (975-4-1018) in 2010 and 1174 -9 (1107 -4-1243-2) in 2016, with a higher ARC after 2010 and
the introduction of austerity (2-72% [1-65 to 3-74] for 2010-16) than before (0-55% [0-24 to 0-85] for 2000-10) or in
western Europe during the same period (0-86% [0-54 to 1-17]). Age-standardised reduction in ARC approximately
halved from 200010 (-1-61 [95% UI 191 to —1-30]) to 2010-16 (~0-87% [-2-03 to 0-20]), with post-2010 ARC
similar to that in Cyprus (—0-86% [-1-4 to —0-36]) and lower than in western Europe (-1-14% [-1-48 to —0-81]).
Mortality changes in Greece coincided with a rapid decrease in government health expenditure, but also with
aggregate population ageing from 2010 to 2016 that was faster than observed in Cyprus. Causes of death that increased
were largely those that are responsive to health care. Comparable temporal and age patterns were noted for non-fatal
health outcomes, with a somewhat faster rise in years lived with disability since 2010 in Greece compared with Cyprus
and western Europe. Risk factor exposures, especially high body-mass index, smoking, and alcohol use, explained
much of the mortality increase in Greek adults aged 15-49 years, but only explained a minority of that in adults older
than 70 years.

Interpretation The findings of increases in total deaths and accelerated population ageing call for specific focus from
health policy makers to ensure the health-care system is equipped to meet the needs of the people in Greece.

Funding Bill & Melinda Gates Foundation.

Copyright © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0
license.

Introduction

Greece entered an austerity programme in 2010 as part of
a financial bailout imposed by the European Commission
and the European Central Bank in coalition with the
International Monetary Fund.' Its recession has been
compared with the USA’s great depression of 1929-39,
with most of the budget allocated to debt payoff, and
contraction of national gross domestic product (GDP).?
Compounded by a shrinking economy, health expenditure
in Greece also proportionally shrank from 9-8% of
GDP in 2008 to 8-1% in 2014.** Reduced health spending,

required as part of the austerity programme, has been
criticised for not containing specific provisions to
safeguard the National Health System,** a system
instituted in the 1980s as part of the national programme
of compulsory social insurance and through which most
residents of Greece receive care. By contrast, health
expenditure within the EU rose from 9-4% of GDP in
2008 to 10% in 2014.°

Following the onset of austerity measures, multiple
reports noted adverse health trends, increasing
out-of-pocket health expenditure, and unmet health-care
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Research in context

Evidence before this study

Following the global financial crisis, Greece entered into an
austerity programme in 2010 that has substantially affected
health expenditures. Reports from the Hellenic Statistical
Authority, the European Centers for Disease Control, and
published studies have documented untoward effects on public
health following the onset of austerity measures. However, these
studies have generally been limited in scope, including being
limited to examining only a few causes of illness or mortality,
examining only official statistics, and not continuing beyond the
first few years of austerity. To better understand the current state
of public health in Greece, its trajectory pre-2010 and post-2010,
and the broader impacts of financial crisis and austerity on health
requires comprehensive evaluation of multiple health-related
domains, including all-cause and cause-specific mortality,
non-fatal health loss, risk factors, health spending, and
demographics.

Added value of this study

This study expands on what is known about the effects of the
austerity-driven reductions in national health spending on
population health in Greece by utilising data from the most
comprehensive effort to date to estimate summary measures of
global population health—the Global Burden of Diseases,
Injuries, and Risk Factors (GBD) initiative. Previous research has
focused on the reporting of short-term mortality and morbidity
trends that were observed within the first years of the
implementation of the austerity programme that limits their
sensitivity to detect adverse health outcomes with longer
incubation times. In addition to assessing risk factors for the
aforementioned health changes, this study investigates the

needs.”” According to the Hellenic Centre for Disease
Control and Prevention, tuberculosis rates have risen
among native-born Greeks.® HIV incidence nearly
doubled from 2010 to 2012, reaching 10-4 per
100000 population and prompting reinstatement of
syringe distribution programmes; subsequently, HIV
incidence decreased from 2012 to 2016, back to 5-7 per
100000.° Increasing rates of major depression and
suicidality have been documented,*” along with
stagnation in maternal, infant, and child mortality.>">*

Despite the temporal relationship with austerity
measures, these reports were criticised for not being
supported by national estimate data,” or being only partly
associated with the economic downturn.” Furthermore,
some published communications reported less dramatic
health changes in Greece, including actual improvements
in cardiovascular mortality.*” The discordance of
estimates derived from different data sources, such as
between the Hellenic Statistical Authority (ELSTAT) and
the EU'’s statistical office (EUROSTAT), has been further
suggested as an obstacle to obtaining pragmatic estimates
for temporal changes in health indicators in Greece.*

temporal linkage between health financing and health loss until
2015. We did a comprehensive analysis of annual changes in
population health in Greece from 2000 to 2016 using regional
comparators that allowed us to capture region-specific divergent
temporal trends, and we assessed these trends in conjunction
with population structure data and health financing measures.
The combination of these data sources enabled us to identify
evidence of a disproportionate decrement in the health of Greeks
as compared with regional populations from 2000 to 2010
(pre-austerity era) to those from 2010 to 2016 (post-austerity
era), which was concordant with decreases in national health
spending. Further comparison of crude and age-standardised
mortality rates indicated accelerated population ageing in Greece
compared with Cyprus, with major population shrinkage in the
15-34 years that might be associated to indirect effects of the
crisis, such as longstanding unemployment, reduced wages, and
stringent taxation schedules.

Implications of all the available evidence

These findings point to multifaceted effects of the financial crisis
in Greece: direct effects of reduced health spending on mortality
and to a lesser extent morbidity age and temporal trends, and
indirect effects related to a major shift in demographics with
population ageing emerging as a public health concern.

The increase in total deaths in children younger than 5 years and
older adults with increase in causes sensitive to resource
availability (eg, access to screening and urgent care) suggest that
the health system requires substantial restructuring to cope with
the effects that the financial crisis has had on resource
availability, resource allocation, and population structure.

As a sovereign nation neighbouring Greece that
shares the Greek ethnicity (with a smaller fraction
of Turkish Cypriots, Armenians, and Maronites),
language, and socioeconomic structure at large, Cyprus
represents as close a direct comparator to Greece as
exists in western Europe. Although in former years
large proportions of the population adhered to a
Mediterranean diet, dietary habits are changing rapidly,
with increasing obesity, persistent smoking, and alcohol
use despite public health efforts to reduce consumption.
Similar to Greece, a steep rise in HIV was documented
in Cyprus post-2010,” but the prevalence and trends of
other conditions in Cyprus have been much less
explored. Cyprus also felt the profound impacts from
the recession and entered a financial bailout programme
in the 2012-13 period in the aftermath of the Greek
financial crisis, although recovery was faster than in
Greece.”

Documenting of the effect of diseases on population
health is very demanding from the standpoint of
both surveillance and analytical methods. The only
comprehensive effort to quantify global population
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health is the Global Burden of Diseases, Injuries, and
Risk Factors Study (GBD).” GBD is therefore the natural
platform for comparison between different locations.
In this report, we use the GBD 2016 results to explore
temporal trends in health loss, risk factors, and health
financing in Greece from 2000 to 2016, comparing with
those of Cyprus and western Europe overall.

Methods

Overview and metrics

GBD 2016 quantified multiple measures of health loss
for 333 causes and 84 risk factors for each 0f 195 countries
and territories, 23 age groups, and both sexes from
1990 to 2016.” For the present analysis, we compared
Greece, Cyprus (estimates refer to the Republic of Cyprus
only), and the GBD region of western Europe (Andorra,
Austria, Belgium, Cyprus, Denmark, Finland, France,
Germany, Greece, Iceland, Ireland, Israel, Italy,
Luxembourg, Malta, the Netherlands, Norway, Portugal,
and Spain). Our comparisons are primarily for both
sexes combined and for wider-ranging age groups than
those used in the analysis.

We compared rates across locations to control for
population size, age standardisation to control for age
structure, and comparative rankings and disease rates
from more granular age groups to examine specific
causes and risk factors more closely. We compared trends
using the annualised rate of change (ARC), computed as
the final estimates, divided by initial estimates, then
divided by number of years, using the natural log
transformation of this figure. Detailed methods for the
overall study and for each specific cause and risk are
available in the GBD 2016 summary publications,**
each of which is GATHER compliant. The next sections
are brief descriptions of methods for deriving each of the
GBD metrics included in the present analysis; these
metrics include deaths, health expenditure, years lived
with disability (YLDs), and summary exposure values
(SEV) for risk factors.

The GBD study’s protocol has been approved by the
research ethics board at the University of Washington
(UW). The GBD study shall be conducted in full
compliance with UW policies and procedures, as well as
applicable federal, state, and local laws.

All-cause mortality and causes of death

Mortality estimation methods are described in detail
elsewhere.”” Briefly, all-cause mortality was estimated
primarily from vital registration data, adjusted for
completeness in Greece, Cyprus, and each of the other
countries of western Europe, all of which had
uninterrupted vital registration time series from
pre-1990 to either 2014 or 2015. Spatiotemporal effects
and covariates were used to extend estimates to 2016.
Under-5 mortality and mortality for ages 15-59 years
were estimated separately and linked using empirical
life tables to derive age-specific and sex-specific all-cause

mortality. The lowest observed risk of death for each age
group in total populations of greater than 5 million was
summed to construct a global standard life expectancy,
which was 86-6 years at birth for GBD 2016.

Cause-specific deaths and years of life lost (YLLs) were
estimated for underlying causes of mortality, ensuring
that the sum of all specific causes is equal to all-cause
mortality. Each death was assigned to a single cause.
Vital registration and census death data were adjusted for
incompleteness and misclassification (eg, prostate cancer
in a female); non-specific and intermediate codes
(eg, sepsis, heart failure, unknown causes) were redis-
tributed using age-specific, sex-specific, and geography-
specific  statistical redistribution methods Dbefore
modelling. The most commonly used estimation method
was with the Cause of Death Ensemble model (CODEm).
CODEm uses a train-test-test approach, first testing all
combinations of selected country-level covariates and
their relation to in-sample data, then ranking those
component models based on out-of-sample predictive
validity to construct weighted ensembles. All ensemble
models are again ranked on a second round of out-of-
sample predictive validity to select a final model. Cause-
specific fractions were multiplied by all-cause mortality
estimates to calculate cause-specific deaths, then scaled
with all other causes to match all-cause mortality. YLLs
were calculated by multiplying age-specific deaths by
global standard life expectancy at age of death.

Health expenditure

Methods for estimating total health expenditure,
government health expenditure, out-of-pocket health
expenditure, and prepaid public health expenditure
have been described previously.” Briefly, health
spending data were extracted for 1995 to 2014 in national
currency units and were divided by GDP reported by
WHO, then multiplied by GDP per capita in 2015
purchasing-power-parity-adjusted currency.* We added
a segmented correlation analysis (Spearman’s rank
correlation coefficient) per financial period of interest
(2000-09; 2010-14) to assess the relation between trends
in health expenditure and all-cause mortality.”

Non-fatal health loss as expressed by YLDs

Epidemiological data from systematic literature reviews,
health surveys, surveillance systems, disease registries,
and hospital and claims databases were used to
generate cause-specific and sequela-specific prevalence
and incidence estimates using a variety of modelling
approaches, of which Bayesian meta-regression compart-
mental modelling in DisMod-MR 2.1 was the most
common.” Disability weights for each unique health
state were derived from population surveys of more
than 60000 respondents completed for GBD 2010
and GBD 2013.»* A microsimulation framework was
then used to adjust for comorbidity, and YLDs for each
cause were calculated by multiplying prevalence and
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Number of deaths (all ages) Rate of death (all ages, per 100000)  Rate of death (age-standardised, per 100 000)
Greece
2000 103470 (101126-105 663) 9445 (923-1t0 964-5) 630-6 (616-4 t0 643-8)
2010 111720 (109215-113 992) 997-8 (9754 t0 1018) 5371 (525-1t0 548-1)
2016 127694 (120356-135108) 1174-9 (1107-4 to 1243-2) 509-7 (4789 to 541-4)
ARC 2000-10 0-55% (0-24 to 0-85) -1.61 (-1-91to -1:30)
ARC 2010-16 2.72% (1-65 t0 3-74) -0-87 (-2:03 t0 0-20)
Cyprus
2000 6236 (6059-6427) 893-2 (867-8-920-5) 7403 (718-810762-8)
2010 6431 (6227-6658) 763-6 (739-5t0790-7) 566-6 (548510 586-6)
2016 7229 (6919-7566) 7939 (759-8 to 830-9) 5381 (514-6 t0 563-8)
ARC 2000-10 -1.57% (-1-91to -1-18) -2:67 (-3-03t0-2-29)
ARC 2010-16 0-65% (013 to 114) -0-86 (-1-4t0-0-36)
Western Europe
2000 3840157 (3803360-3875763) 971 (9617 to 980-0) 624-6 (618-5t0 630-5)
2010 3876317 (3837211-3913200) 929 (919-6 to 937-8) 5087 (503-4 to 513-8)
2016 4189406 (4104536-4272881) 9783 (958510 997-8) 475-1(465-3 to0 484-9)
ARC 2000-10 -0-44% (-0-57 to -0-3) -2:05 (-2-18 to-1-91)
ARC2010-16 0-86% (0-54 to 117) -1-14 (-1-48 to -0-81)
Global
2000 51464936 (51060928-51865787) 8422 (835:6 to 848.8) 1111-3 (1103-3t0 1119-5)
2010 53304029 (52 825670-53789 494) 7716 (764-6 10 778-6) 928 (920-3t0 935-7)
2016 54698580 (54028 682-55514 892) 739-9 (730-9t0 751.0) 832:7 (8227 t0 845.0)
ARC 2000-10 -0-88% (-0-98t0-0-78) -1-80% (-1-89 to -1.71)
ARC 2010-16 -0-70% (-0-92 t0 -0-48) -1.81% (-2-02 to -1-59)
Ranges are smallest to highest. ARC=annualised rate of change.
Table: Mortality estimates for Greece, Cyprus, western Europe, and globally in 2000, 2010, and 2016

corresponding disability weights for each sequela of
each cause.”

Risk factor estimation and SEVs

The GBD 2016 comparative risk assessment (CRA)
framework classified each of 84 risk factors and clusters
of risk factors into one of three categories: behavioural,
environmental and occupational, or metabolic. Data on
risk factor exposure levels were identified, evaluated,
and modelled using similar approaches to non-fatal
models, with added emphasis on accurately fitting
distributions of exposure for continuous and polytomous
risk factors. Quantitative relative risk was estimated for
each risk-outcome pair, and population attributable
fraction statistics were calculated using standard GBD
CRA methods.” SEVs represent risk-weighted sums of
total exposure in each population, scaled from 0 to 100.

Uncertainty estimation

Uncertainty for each metric was derived from 1000 draws
from the distribution of each estimation step by age, sex,
and location for each year included in the GBD 2016
analysis; lower and upper uncertainty intervals (Uls)
represent the ordinal 25th and 975th draws of each
quantity. Uls allow final estimates to reflect the combined
uncertainty of multiple modelling steps. Uls for mortality

and YLLs reflect uncertainty in regression coefficients,
uncertainty due to sampling and non-sampling error in
the cause-of-death data, uncertainty due to various model
specifications, and uncertainty in the levels of all-cause
mortality. Uls for YLDs reflect uncertainty in prevalence
estimates, distribution of severity within each cause, and
disability weight valuations. Aggregation of uncertainty
across age, sex, and location was done on each draw
assuming no correlation.”

Role of the funding source

The funders of the study had no role in the study design,
data collection, data analysis, data interpretation, writing
of the report, or the decision to submit the article for
publication. The authors had access to the data in the
study and had final responsibility for the decision to
submit for publication.

Results

Mortality and causes of death pre-austerity and
post-austerity

The all-age, all-cause mortality rate in Greece was
1174-9 (95% UI 1107-4-1243-2) deaths per 100000 in
2016 compared with 997-8 (975-4-1018) in 2010 and
944-5 (923-1-964-5) in 2000. This finding corresponded to
a 0-55% (95% UI-24 to 0-85) ARC from 2000 to 2010,
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Figure 1: All-cause mortality by age group from 1990-2016 in Greece, Cyprus, and western Europe

followed by a 2-72% (1-65 to 3-74) annualised increase
from 2010 to 2016—a five-times greater ARC post-austerity,
with evidence of continuing acceleration (table). The rise
in the ARC for all-age mortality was also threefold higher
in Greece post-austerity than the 0-86% (95% UI
0-54 to 1-17) rise seen across western Europe for the same
period, which was in the opposite direction of the global
estimate of a 0-7% (=0-92 to —0-48) fall in all-age mortality
from 2010 to 2016. The ARC for all-age mortality in Cyprus
increased by 0-65% annually for 2010 to 2016, which was
more favourable than regional and global estimates, but
was still a retrogression compared with 2000-10 estimates
(ARC-1-57% [-1-91to—1-18]). In terms of age-standardised
mortality, Greece’s ARC was among the worst-performing
countries in western Europe from 2010 to 2016 (appendix),
with a reduction from -1-61 (-1-91 to —1-30) from 2000 to
2010 to a marginally negative ARC of —0- 87 (-2-03 to 0- 20).

Mortality trends in Greece were especially unfavourable
in adults 15 years or older, with the largest increases seen in
those aged 70 years or older (figure 1). Disaggregation of
trends in age-specific mortality revealed that, although
Greece had slower improvement than Cyprus and western
Europe in most age groups from 2000 to 2010, the ARC of
age-specific all-cause mortality was similar across all three
locations in ages 15 and older from 2010 to 2016, albeit
worse from birth to age 14 in Greece (appendix). In parallel,
there was evidence of a rapid change in population structure

from 2010 to 2016, with a reduction of population in age
groups of 15-34 years and increases in population age
groups of 55-59 years and 75 years and older (appendix). In
comparison with Greece’s ageing population, all population
age groups over 20 years of age in Cyprus recorded slight
increases during the same period (appendix).

As for specific causes of death, adverse effects of medical
treatment, self-harm, and several types of cancer stood
out as consistently increasing in Greece across all ages
(figure 2). Within specific age groups, other causes are
apparent, with rapid increases in deaths due to neonatal
haemolytic disease and neonatal sepsis in children
younger than 5 years, and prominent increases in
self-harm among adolescents and young adults. Greek
adults aged 1549 years had increased mortality due to
HIV, several treatable neoplasms, all types of cirrhosis,
neurological disorders (eg, multiple sclerosis, motor
neuron disease), chronic kidney disease, and most types of
cardiovascular disease except for ischaemic heart disease
and stroke (appendix). This result contrasts with Cyprus,
where drug use was the only top ten cause of death that
increased in the 1549 years age groups, and with western
Europe, where no causes increased from 2010 to 2016. In
adults aged 70 years or older, only a subset of causes of
death increased in Cyprus and western Europe, but nearly
all increased—and increased more rapidly—in Greece
between 2010 and 2016 (appendix).
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Figure 2: Proportional
distribution of causes of
death for age 15-49 years (A)
and 270 years (B) in Greece
Figure shows all level 3 Global
Burden of Diseases, Injuries,
and Risk Factors causes of death
with colouring of causes that
have increased from 2010 to
2016, as deaths per 100 000.
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Health expenditure

Total health expenditure in Greece increased consistently
from 2000 to 2008 (the year Greece’s austerity programme
commenced), at which point total health expenditure was
cut by US$130-32 per capita and has since remained in
decline (figure 3). When assessing the associations
between mortality rates and total health expenditure in
Greece, two distinct patterns were observed: during the
2000-08 period, an interrupted increase in total health
expenditure was associated with a slow incremental
increase in total mortality (Spearman’s r=0-88), whereas
from 2009 to 2014, this relationship was reversed
(Spearman’s r=—0-99) as the rate of increase in all-cause
mortality hastened in the setting of compound decreases
in total health expenditure. The same trend was noted for
total health expenditure in Cyprus, but the cuts were not
as substantial and there was a 1-year lag compared with
Greece. Associations between total health expenditure
and mortality were also different in Cyprus (appendix),
because all-cause death rates decreased continuously
until 2012. Examining more granular components of total
health expenditure, including government, out-of-pocket,
and prepaid public health expenditure revealed broadly
similar trends (appendix). Prepaid public health expen-
diture dropped by 14% from 2008 to 2009, consistent
with the onset of austerity measures, but increased to
pre-austerity levels thereafter, which could be consistent
with the pursuit of private health care due to inefficiencies
of the public health system (appendix).

YLDs pre-austerity and post-austerity

Trends in non-fatal health loss were less dramatic than
those of mortality. A consistent pattern for causes of
YLDs was noted across Greece, Cyprus, and all of
western Europe. Low-back and neck pain, migraine,
depressive disorders, anxiety disorders, and skin diseases
were the top five causes of YLDs in all areas for both
2000 and 2016, whereas oral disorders (caries of
permanent teeth and chronic periodontal disease) and
tension-type headache were the most prevalent
conditions (appendix). HIV increased in both Cyprus
and Greece from 2000 to 2016 in adults.

Risk factors

Age-standardised SEVs for each of the most detailed risk
factors, which represent risk-weighted sums of total
exposure in 2000, 2010, and 2016 show that Greece has
higher exposure to several risks than either Cyprus or
western Europe, including smoking, ambient ozone
pollution, high body-mass index (BMI), and diet low in
omega-3 and polyunsaturated fatty acids. Behavioural
and metabolic risk factors accounted for the majority of
attributable YLDs in Greece and Cyprus in 2016. The
appendix shows the trends in age-standardised YLDs
due to these factors from 2000 to 2016. In western
Europe, 936-2 (663-2-1283-9) YLDs per 100000 were
attributable to metabolic risks in 2016, which was a

2500
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Figure 3: Mortality according to total health expenditure in Greece

slight decrease compared with 2010. The corresponding
2016 estimates for Greece and Cyprus were
892-1 (632-3-1229-2) and 1055-2 (749-7-1436-4) per
100000 YLDs attributable to metabolic risks, respectively.
The burden attributable to behavioural risks recorded a
steady fall for western Europe and Cyprus from 2000 to
2016, whereas an opposite trend was observed in Greece,
with an overall increase of 2% in YLDs attributable to
behavioural risks from 2000 to 2016. Disaggregation of
metabolic risks revealed an increase in YLDs attributable
mainly to high BMI, high fasting plasma glucose, and
high blood pressure in Greece since 2000. The risk
attributable to tobacco continuously increased in Greece
since 2000, ranking first among behavioural risks with a
2.25% increase in YLD percentage attributable to
tobacco from 2010 to 2016. Alcohol consumption and
dietary risks ranked second and third, respectively. By
contrast, during the same period, YLDs attributable to
tobacco reduced by 8-1% in Cyprus and 13-2% in
western Europe.

When paired with age-specific mortality rates to
calculate smoking-attributable mortality, approximately
70% of the 2016 gap in all-cause mortality between
Greece and western Europe for ages 1549 years could be
attributed to excess smoking in Greece, whereas much of
the remainder can be attributed to high BMI. For those
aged 70 years or older, however, only 25% of the excess
mortality in Greece could be attributed to smoking and
approximately 15% to high BMI (figure 4).

Discussion

All-age mortality in Greece was stable from 1990 to 2000,
began to increase from 2000 to 2010, and accelerated
upward from 2010 to 2016. The inflection point around
2010 was most pronounced in the very young and very
old and, on aggregate, led to a 50% slowdown in the
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(A) Summary exposure values. (B) Deaths per 100 000 attributable to risk factors age 15-49 years. (C) Deaths per 100 000 attributable to risk factors age =70 years.

reduction in age-standardised mortality in Greece since
2010. Much of the increase in all-age mortality was
concentrated in adults. Reasons for the increase included
population ageing, a net fall in the number of young
adults living in Greece, and a higher-than-average
exposure to behavioural and metabolic risk factors. Many
of the causes of death that increased in Greece are
potentially responsive to care, including HIV, neoplasms,
cirrhosis, neurological disorders, chronic kidney disease,
and most types of cardiovascular disease. Improvements
in child mortality in Greece have also stagnated

since 2000, with increases in deaths due to neonatal
haemolytic disease and neonatal sepsis since 2010, both
of which might also reflect reduced health system
performance.

Findings of reduced improvement in age-standardised
mortality after austerity are consistent with those of
Laliotis and colleagues,” who also reported slowing of
overall mortality reduction in Greece after the financial
crisis despite differences in data sources and methods
(official statistics from Hellenic Statutory Authority
and EUROSTAT vs vital registration adjusted for
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incompleteness, misclassification, and comprehensive
statistical modelling). Laliotis and colleagues also noted
that those older than age 75 years had more negative
effects than remaining adult age groups, identified a
reversed epidemiological transition manifested as a
nearly 10% increase in mortality due to communicable,
maternal, neonatal, and nutritional diseases, and
reported a worsening of mental health in Greece. The
GBD 2016 findings of static child mortality also align
with reports of increases in infant mortality and stillbirths
post-austerity.”

Several plausible explanations could account for the
trends of disease burden observed in Greece recently;
the full explanation is probably multifactorial. First,
population ageing in Greece preceded the economic
crisis and could have contributed to the slow but
measurable increase in all-cause mortality rates since
2000. Acceleration of population ageing since 2010
could be due to the massive emigration of early to
mid-career educated professionals in pursuit of financial
stability, in what has been referred to as brain drain.*
Our findings for cause-specific mortality after 2010 do
not support ageing as the only culprit, however, because
increases were also noted in deaths due to neonatal
haemolytic disease and neonatal sepsis in children
younger than 5 years, self-harm among adolescents and
young adults, HIV in young adults, and several treatable
cancers in younger adults. At the same time, the
demographic transition in Greece cannot be considered
independent to the economic crisis, because emigration
can be triggered by crisis-related increments in
unemployment, reductions in wages, and stringent
taxation schedules.”

Second, reversal in per-capita health expenditure in
Greece in 2009-10, despite a continually ageing
population that would have been expected to lead to
increased spending, might have caused a fiscal and
organisational shock to the health-care system. Since the
implementation of the austerity programme, Greece has
reduced its ratio of health-care expenditure to GDP to one
of the lowest within the EU, with 50% less public hospital
funding in 2015 than in 2009.* This reduction has left
hospitals with a deficit in basic supplies, while consumers
are challenged by transient drug shortages.” Concurrently,
nearly a quarter of the population lost health insurance
from the national health-care programme due to
longstanding unemployment, while more than 20%
reductions in the minimum wage reduced consumer
buying power.* Uncoupling of causes of health loss due
to existing unhealthy behaviours and rooted inefficiencies
of the health system from those due to the effects of
austerity-related health policies is challenging and limited
by data availability. Nonetheless, steep changes in health
loss indicators since 2010 support a role of the austerity
measures in accelerating the pre-existing health burden
since 2000. Without careful mitigation and planning
within the health-care system, large cuts could challenge

the ability to maintain services at a level required to meet
the growing health needs of an ageing population.”***
Constriction of health-care provision in Greece has been
associated with a decrement in self-rated health following
the onset of the austerity programme.*** The austerity
measures were coupled with societal measures and
structural reforms to ameliorate any adverse effects to the
population’s wellbeing, but these reforms have not yet
yielded a measurable effect on health burden.”

Third, elevated BMI, smoking, and unhealthy diet are
increased in Greece, which is responsible for much of the
excess mortality in adults aged 15-49 years compared
with Cyprus and western Europe. However, age-
standardised mortality attributable to tobacco fell more
quickly after austerity than before (-1-21% s
-1-36% annually), as did high BMI (-0-75% vs
—1-52% annually), whereas the age-standardised mortality
attributable to wunhealthy dietary habits increased
(-1-86% vs -0-88% annually). Although increasing
trends in risk factors might be responsible for much of
the excess mortality in younger adults, this study found
that risk factors account for only a minority of the excess
mortality in older adults. Furthermore, elevated BMI,
smoking, and unhealthy diets could be linked to
deficiencies in the establishment or implementation of
health policies and social inertia, as well as direct and
indirect effects of the economic crisis.’ Behavioural health
policies encompassing health and nutrition education in
Greece need improvement, with recent reports indicating
the need for enhancement of nutritional services,
reduction of disparities in health-care access, and
expansion of limited rural primary care services” to
improve regional performance of areas such as the
Aegean islands.” Notably, the number of individuals with
unmet health-care needs nearly doubled since 2010, with
a considerable fraction reporting health-care cost as the
main reason for not receiving the recommended
health-care services.” These reports point to a potential
additive effect of the economic crisis to existing
deficiencies in health services.

Fourth, and relatedly, risk factors associated with disease
burden are also linked to region-specific inertias and
could therefore extend beyond the structural deficiencies
of the Greek health-care system. Greece has adopted the
EU recommendation for smoke-free laws by setting one
of the most stringent smoke-free policies among all EU
countries, which called for completely banning smoking
in enclosed public spaces.” The implementation, however,
has been largely unsuccessful.#* Interestingly, an analysis
of the Hellas Health survey* reported a 5% reduction
in the prevalence of smokers in Greece from
2008 to 2011. This reduction might be a joint result of a
tobacco taxation programme and reduced spending
power.* The lack of a major effect of the crisis on health
loss due to cardiovascular diseases, as reported by many
investigators,”* might be explained by lifestyle changes
related to the financial crisis, such as reduction in tobacco
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usage following the increased taxation programme and
increase of physical activity related to reduced usage of
private transportation vehicles.”

Fifth, contemporaneous to the economic crisis, Greece
has been hosting an increasing number of refugees from
Syria notably, which could pose an additional challenge
for national health and welfare systems and warrants new
investigations on the effect on the national health status.

Similar to the slower reduction in health loss noted in
Greece, Cypriot estimates showed that overall fatal health
measures continued to decrease at a similar slower pace
in the post-austerity era compared with 2000-10. ARC in
age-standardised mortality fell at -0-86% post-austerity
compared with —2-67% pre-austerity. Although Cyprus
also implemented an austerity programme, the effect of
the crisis on the health of residents of Cyprus as
compared with those in Greece is consistent with the
development of the economic crisis in each country. The
Greek financial crisis was handled by an ongoing
austerity programme based on taxation and broad cuts
that still has not stabilised the economy or produced
sustainable control of the deficit.* By comparison, the
austerity programme imposed in Cyprus in 2013 entailed
an aggressive cut,* that led to transient turbulence but
was followed by a programme focused on growth and
structural reform of the public sector, including the
health-care system, which led to an early exit from the
austerity programme for Cyprus.*

The trajectories of health outcomes in Greece and
Cyprus in the post-austerity era offer valuable lessons
for policy makers aiming to limit health effects in
regions contemplating broad-based cuts. In Cyprus,
austerity measures had direct effects on health care that
aimed to increase the efficiency and sustainability of the
national health-care system.® The main health-care
reform measures taken concerned establishing user
charges (ie, co-payments), rationalising diagnostic
examinations, and introducing guidelines to minimise
waste of health resources.” In Greece, austerity
measures aimed directly at the reduction of the health-
care expenditure to GDP ratio without a structured plan
for reform.”® Notably, Greece holds the second-highest
rank among EU countries for the highest number of
doctors per 1000 inhabitants, indicating the availability
of a medical workforce that is not efficiently utilised.” In
addition to Greece and Cyprus, other European countries
including Spain, Portugal, Italy, and Ireland have been
faced with austerity measures or received bailout
packages that affected their health-care systems. There
were varying effects on population health among these
countries. In Spain, mortality dropped during the
economic crisis, whereas in Ireland male suicide rates
increased by more than 50% following the onset of
the crisis.* The present analysis revealed that, when
comparing age-standardised mortality rates among
these countries that were affected by the regional
financial crisis, there were varying trends for overall

worse outcomes, which were more pronounced for
Cyprus, Portugal, and Greece.

The present analysis shares the limitations of the
GBD 2016 study, first and foremost the challenges of
capturing all sources of uncertainty, lags in data
availability, variation in coding practices and other biases,
and limitations of existing analytical tools, which might
not fully capture temporal trends in mortality, incidence,
and prevalence. Second, and relatedly, these analyses are
based on comparatively sparse data from more recent
years, especially for non-fatal health outcomes. Third,
lack of adequately matched information on health-care
fund allocation by age and condition precluded analysis
of its association with estimated health outcomes. It
cannot be excluded that changes in population structure
or indirect effects of the economic crisis and not the
austerity-related reduction of GDP allocation to health
care were the main drives of health loss in Greece. Fourth,
although Cyprus and Greece share language and socio-
economic structures in general, other differences between
them could bias our findings.

In conclusion, there is evidence of a disproportionate
decrement in the health of Greeks compared with
regional populations, which parallels the course of the
economic crisis. From 2010 to 2016, Greece was faced
with a five-times greater rate of annual all-cause mortality
increase and a more modest increase in non-fatal health
loss compared with pre-austerity. During the same
period the ARC of age-standardised mortality reduced to
nearly half the ARC for the 2000 to 2010 period. The
findings of steep quantitative changes in mortality trends
and qualitative changes in mortality causes with a rise in
communicable, maternal, neonatal, and nutritional
diseases since 2010 suggest that an effect of the abruptly
reduced government health expenditure on population
health is likely. Nonetheless, the marginally negative
ARC of age-standardised mortality reflects notable
changes in population age structure in Greece when
compared with the crude estimates for total mortality,
probably related to emigration of young adults. There is a
need for targeted studies to disaggregate the causes of
accelerated population ageing and to determine the
needs of the health-care system to cope with these
changes in population structure. The findings of
increases in total deaths and accelerated population
ageing call for specific focus from health policy makers
to determine the public health needs to cope with these
changes.

Global Burden of Disease 2016 Greece Collaborators

Stefanos Tyrovolas, Nicholas ] Kassebaum, Andy Stergachis,
Haftom Niguse Abraha, Frangois Alla, Sofia Androudi, Mate Car,
Vanessa Chrepa, Thomas Fiirst, Nancy Fullman, Josep Maria Haro,
Simon I Hay, Mihajlo B Jakovljevic, Jost B Jonas, Ibrahim A Khalil,
Jacek A Kopec, Helena Manguerra, Ira Martopullo, Ali Mokdad,
Lorenzo Monasta, Emma Nichols, Helen Elisabeth Olsen,

Salman Rawaf, Robert Reiner, Andre M N Renzaho, Luca Ronfani,
Maria Dolores Sanchez-Nifio, Benn Sartorius, Monika Sawhney,

Dayane Gabriele Alves Silveira, Vasiliki Stathopoulou, Emil Stein Vollset,
Konstantinos Stroumpoulis, Roman Topor-Madry, Fotis Topouzis,

www.thelancet.com/public-health Published online July 25,2018 http://dx.doi.org/10.1016/52468-2667(18)30130-0



Articles

Miguel Tortajada-Girbés, Miltiadis Tsilimbaris, Nikolaos Tsilimparis,
Dimitrios Valsamidis, Job F M van Boven, Francesco S Violante,
Andrea Werdecker, Ronny Westerman, Harvey A Whiteford,
Charles D A Wolfe, Mustafa Z Younis, Georgios A Kotsakis.

Affiliations

Parc Sanitari Sant Joan de Déu, Fundacié Sant Joan de Déu, Universitat
de Barcelona, CIBERSAM, Barcelona, Catalufia, Spain (S Tyrovolas PhD,
] Maria Haro MD); King Saud University, Riyadh, Saudi Arabia

(J Maria Haro); Institute for Health Metrics and Evaluation (S Tyrovolas,
N J Kassebaum, N Fullman, S T Hay, I A Khalil, H Manguerra, I
Martopullo, Prof A Mokdad, H E Olsen, E Nichols, R Reiner,

E Stein Vollset, H A Whiteford), Department of Anesthesiology and Pain
Medicine, Seattle Children’s Hospital (N ] Kassebaum), Department of
Pharmacy & Global Health (A Stergachis PhD), and School of Dentistry
(V Chrepa MS, G A Kotsakis DDS), University of Washington, Seattle,
WA, USA; Mekelle University, Mekelle, Tigray, Ethiopia

(H N Abraha MS); School of Public Health, University of Lorraine,
Nancy, France (Prof F Alla PhD); University of Thessaly, Larissa, Greece
(Prof S Androudi MD); Ministry of Health of the Republic of Croatia,
Zagreb, Croatia (M Car PhD); Department of Epidemiology and Public
Health, Swiss Tropical and Public Health Institute, University of Basel,
Basel, Switzerland (T Fiirst); Faculty of Medical Sciences, University of
Kragujevac, Kragujevac, Serbia (Prof M B Jakovljevic PhD); Department
of Ophthalmology, Medical Faculty Mannheim,
Ruprecht-Karls-University Heidelberg, Mannheim, Germany

(Prof ] B Jonas MD); School of Population and Public Health, University
of British Columbia, Vancouver, BC, Canada (] A Kopec PhD); Institute
for Maternal and Child Health, IRCCS Burlo Garofolo, Trieste, Italy

(L Monasta DSc, L Ronfani PhD); Imperial College London, London, UK
(Prof S Rawaf MD); Western Sydney University, Penrith, NSW, Australia
(Prof AM N Renzaho PhD); IIS-Fundacion Jimenez Diaz, Madrid, Spain
(M Dolores Sanchez-Nifio PhD); UKZN Gastrointestinal Cancer
Research Centre, South African Medical Research Council, Cape Town,
South Africa (B Sartorius); Marshall University, Huntington, WV, USA
(M Sawhney PhD); Brasilia University, Brasilia, DF, Brazil

(D G A Silveira MD); Attikon University Hospital, Athens, Attiki, Greece
(V Stathopoulou PhD); Alexandra General Hospital of Athens, Athens,
Greece (K Stroumpoulis PhD, D Valsamidis PhD); Jagiellonian
University Medical College, Krakéw, Poland (R Topor-Madry); Aristotle
University of Thessaloniki, Thessaloniki, Greece (Prof F Topouzis PhD);
Hospital Universitario Dr. Peset, Valencia, Spain

(M Tortajada-Girbés PhD); Department of Medicine, University of Crete,
Heraklion, Greece (Prof M Tsilimbaris PhD); University Heart Center of
Hamburg, Hamburg, Germany (N Tsilimparis PhD); University of
Groningen, Groningen, Netherlands (] F M van Boven PhD); University
of Bologna, Bologna, Italy (Prof F S Violante MD); Federal Institute for
Population Research, Wiesbaden, Germany (A Werdecker,

R Westerman PhD); Division of Health and Social Care Research,

King’s College London, London, UK (Prof C D A Wolfe MD); and
Jackson State University, Jackson, MS, USA (Prof M Z Younis DrPH).

Contributors

ST, GAK, AS, and NJK designed the study and drafted the manuscript.
ST and GAK analysed the data. All other authors contributed to the
interpretation of the data and revision of the report. All authors had
primary responsibility for final content and act as guarantors. All authors
read and approved the final report.

Declaration of interests

MDS-N was funded by Instituto de Salud Carlos III (Miguel Servet
CP14/00133). MT reports grants, personal fees, and non-financial
support from Novartis Hellas, grants from Bayer Hellas, personal fees
from Allergan Hellas, non-financial support from KOOPER Hellas,
grants from Johnson & Johnson, and grants from Alcon Hellas, outside
the submitted work. The other authors declare no competing interests.

Data sharing
Data of the GBD study are publicly available at http://www.healthdata.
org/results/data-visualizations.

Acknowledgments
We express our appreciation to Kate Muller for her assistance in the
manuscript production, and to Joseph Dieleman for sharing his

expertise on methods for estimating health expenditure. We thank all of
the persons who have contributed to the data collection, analysis, vetting,
and critical interpretation of the GBD 2016 study overall. GBD is
supported by the Bill & Melinda Gates Foundation. ST was supported by
the Foundation for Education and European Culture (IPEP),

the Sara Borrell postdoctoral programme (reference CD15/00019 from
the Instituto de Salud Carlos III) and the Fondos Europeo de Desarrollo
Regional (FEDER). ST was awarded with a 6 months visiting fellowship
funding at THME from M-AES (reference MV16/00035 from the
Instituto de Salud Carlos III). GAK received a scholarship from the
American Academy of Periodontology Foundation in support of his
academic career.

References

1 European Commission. The economic adjustment programme for
Greece. 2010. http://ec.europa.eu/economy_finance/publications/
occasional_paper/2010/pdf/ocp61_en.pdf (accessed Oct 7, 2017).

2 Alderma L. Is Greece worse off than the U.S. during
the Great Depression? July 9, 2015. https://www.nytimes.com/
interactive/2015/07/09/business/international/is-greece-worse-off-
than-the-us-during-the-great-depression.html (accessed Oct 9, 2017).

3 Kentikelenis A, Karanikolos M, Reeves A, McKee M, Stuckler D.
Greece's health crisis: from austerity to denialism. Lancet 2014;

383: 748-53.

4 Vlachadis N, Vlachadi M, Iliodromiti Z, Kornarou E, Vrachnis N.
Greece’s economic crisis and suicide rates: overview and outlook.

J Epidemiol Community Health 2014; 68: 1204-05.

5 European Commission. The second economic adjustment
programme for Greece. Fourth Review. 2014. http://ec.europa.eu/
economy_finance/publications/occasional_paper/2014/0p192_en.htm
(accessed Oct 9, 2017).

6  World Bank Group. Health expenditure, total (% of GDP).
https://data.worldbank.org/indicator/SH.XPD.TOTL.ZS
(accessed Oct 9, 2017).

7  OECD. Health at a Glance 2015—OECD indicators.
http://www.oecd.org/health/health-systems/health-at-a-glance-
19991312.htm (accessed Oct 9, 2017).

8  European Centre for Disease Prevention and Control. Country
profile for Greece. March 18, 2014. http://ecdc.europa.eu/en/
publications-data/country-profile-greece-4 (accessed Oct 9, 2017).

9  Laliotis I, Ioannidis JPA, Stavropoulou C. Total and cause-specific
mortality before and after the onset of the Greek economic crisis:
an interrupted time-series analysis. Lancet Public Health 2016;

1: e56-65.

10 Hellenic Center for Disease Control and Prevention. Global AIDS
Response Progress Report 2015. http://www.unaids.org/sites/
default/files/country/documents/GRC_narrative_report_2015.pdf
(accessed Oct 29, 2017).

11 Madianos M, Economou M, Alexiou T, Stefanis C. Depression and
economic hardship across Greece in 2008 and 2009: two cross-sectional
surveys nationwide. Soc Psychiatry Psychiatr Epidemiol 2011; 46: 943-52.

12 Rachiotis G, Stuckler D. McKee M, Hadjichristodoulou C.

What has happened to suicides during the Greek economic crisis?
Findings from an ecological study of suicides and their
determinants (2003-2012). BMJ Open 2015 25; 5: e007295.

13 Parmar D, Stavropoulou C, loannidis JP. Health outcomes during
the 2008 financial crisis in Europe: systematic literature review.
BM] 2016; 354: i4588.

14 Vrachnis N, Vlachadis N, Iliodromiti Z, Valsamakis G, Creatsas G.
Austerity and health in Greece. Lancet 2014; 383: 1543—44.

15 Fountoulakis KN, Theodorakis PN. Austerity and health in Greece.
Lancet 2014; 383: 1543.

16 Tapia Granados JA, Rodriguez JM. Health, economic crisis,
and austerity: a comparison of Greece, Finland and Iceland.

Health Policy 2015; 119: 941-53.

17  Filippidis FT, Gerovasili V, Millett C, Tountas Y. Medium-term impact
of the economic crisis on mortality, health-related behaviours and
access to healthcare in Greece. Sci Rep 2017; 7: 46423.

18  Technical mission: HIV in Cyprus, 15-17 October. European Centre
for Disease Prevention and Control. June 2, 2015. http://ecdc.europa.
eu/en/publications-data/technical-mission-hiv-cyprus-15-17-october
(accessed Oct 9, 2017).

19 Koutsampelas C, Polycarpou A. The distributional consequences of
the Cypriot crisis. Cyprus Econ Policy Rev 2013; 7: 47-61.

www.thelancet.com/public-health Published online July 25,2018 http://dx.doi.org/10.1016/52468-2667(18)30130-0

11



Articles

12

20

21

22

23

24

25

26

27

28

29

30

31

32

33

Murray CJL, Lopez AD. Measuring global health: motivation and
evolution of the Global Burden of Disease Study. Lancet 2017;

390: 1460-64.

GBD 2016 Mortality Collaborators. Global, regional, and national
under-5 mortality, adult mortality, age-specific mortality, and life
expectancy, 1970-2016: a systematic analysis for the Global Burden
of Disease Study 2016. Lancet 2017; 390: 1084-150.

GBD 2016 Causes of Death Collaborators. Global, regional,

and national age-sex specific mortality for 264 causes of death,
1980-2016: a systematic analysis for the Global Burden of Disease
Study 2016. Lancet 2017; 390: 1151-210.

GBD 2016 Disease and Injury Incidence and Prevalence Collaborators.
Global, regional, and national incidence, prevalence, and years lived
with disability for 328 diseases and injuries for 195 countries,
1990-2016: a systematic analysis for the Global Burden of Disease
Study 2016. Lancet 2017; 390: 1211-59.

GBD 2016 DALYs and HALE Collaborators. Global, regional,

and national disability-adjusted life-years (DALYs) for 333 diseases
and injuries and healthy life expectancy (HALE) for 195 countries
and territories, 1990-2016: a systematic analysis for the Global
Burden of Disease Study 2016. Lancet 2017; 390: 1260-344.

GBD 2016 Risk Factors Collaborators. Global, regional, and national
comparative risk assessment of 84 behavioural, environmental and
occupational, and metabolic risks or clusters of risks, 1990-2016:

a systematic analysis for the Global Burden of Disease Study 2016.
Lancet 2017; 390: 1345-422.

Global Burden of Disease Health Financing Collaborator Network.
Evolution and patterns of global health financing 1995-2014:
development assistance for health, and government, prepaid private,
and out-of-pocket health spending in 184 countries. Lancet 2017

389: 1981-2004.

Koenker, R. Quantile regression for longitudinal data.

J Multivar Anal 2004; 91: 74-89.

Flaxman A, Vos T, Murray C. Integrated meta-regression framework
for descriptive epidemiology. Seattle, WA: University of Washington
Press, 2014.

Salomon JA, Vos T, Hogan DR, et al. Common values in assessing
health outcomes from disease and injury: disability weights
measurement study for the Global Burden of Disease Study 2010.
Lancet 2012; 380: 2129-43.

Salomon JA, Haagsma JA, Davis A, et al. Disability weights for the
Global Burden of Disease 2013 study. Lancet Glob Health 2015;

3: €712-23.

Mathers CD, Salomon JA, Ezzati M, Begg S, Vander Hoorn S,

Lopez AD. Sensitivity and uncertainty analyses for burden of disease
and risk factor estimates. In: Global Burden of Disease and Risk
Factors. Washington, DC: International Bank for Reconstruction and
Development, World Bank; New York, NY: Oxford University Press,
2006. https://www.ncbi.nlm.nih.gov/books/NBK11802/

(accessed May 10, 2018).

Vlachadis N, Kornarou E. Increase in stillbirths in Greece is linked
to the economic crisis. BMJ 2013; 346: f1061.

Ifanti AA, Argyriou AA, Kalofonou FH, Kalofonos HP.

Physicians’ brain drain in Greece: a perspective on the reasons why
and how to address it. Health Policy 2014; 117: 210-15.

34

35

36

37

38

39

41

42

43

45

Karamanoli E. 5 years of austerity takes its toll on Greek health care.
Lancet 2015; 386: 2239-40.

Ifanti AA, Argyriou AA, Kalofonou FH, Kalofonos HP.

Financial crisis and austerity measures in Greece: their impact on
health promotion policies and public health care. Health Policy 2013;
113: 8-12.

Dieleman JL, Squires E, Bui AL, et al. Factors associated with
increases in US health care spending, 1996-2013. JAMA 2017;

318: 1668-78.

de Meijer C, Wouterse B, Polder ], Koopmanschap M. The effect of
population aging on health expenditure growth: a critical review.
Eur J Ageing 2013; 10: 353-61.

Vandoros S, Hessel P, Leone T, Avendano M. Have health trends
worsened in Greece as a result of the financial crisis? A quasi-
experimental approach. Eur J Public Health 2013; 23: 727-31.

Hessel P, Vandoros S, Avendano M. The differential impact of the
financial crisis on health in Ireland and Greece: a quasi-experimental
approach. Public Health 2014; 128: 911-19.

Kousoulis AA, Angelopoulou K-E, Lionis C. Exploring health care
reform in a changing Europe: lessons from Greece.

Eur ] Gen Pract 2013; 19: 194-99.

Tyrovolas S, Tountas Y, Polychronopoulos E, Panagiotakos D.

A parametric model of the role of nutritional services within the
health care system, in relation to cardiovascular disease risk among
older individuals. Int J Cardiol 2012; 155: 110-14.

Filippidis FT. Tobacco control: a victim of political instability in Greece.
Lancet 2016; 387: 338-39.

Choros E. New images for cigarette packs in Greece. http://greece.
greekreporter.com/2016/05/20/new-images-for-cigarette-packs-in-
greece/ (accessed Jan 31, 2018).

Filippidis FT, Schoretsaniti S, Dimitrakaki C, et al. Trends in
cardiovascular risk factors in Greece before and during the financial
crisis: the impact of social disparities. Eur J Public Health 2014;

24: 974-79.

Strupczewski J, Breidthardt A. Last-minute Cyprus deal to close
bank, force losses. Reuters (London), March 25, 2013.

US News. With austerity light on taxes, Cyprus sees economy
rebound. https://www.usnews.com/news/business/articles/
2016-05-20/with-austerity-light-on-taxes-cyprus-sees-economy-
rebound (accessed Dec 8, 2017).

Petrou P. Crisis as a serendipity for change in Cyprus’ healthcare
services. ] Med Econ 2015; 18: 805-07.

Niakas D. Greek economic crisis and health care reforms:

correcting the wrong prescription. Int J Health Serv 2013;

43: 597-602.

Tyrovolas S, Tountas Y, Polychronopoulos E, Panagiotakos DB.

The implications of nutrition services within the health care system
on the quality of life and longevity, in developed countries:

a re-analysis of 38 studies. Cent Eur ] Public Health 2011; 19: 13-19.

www.thelancet.com/public-health Published online July 25,2018 http://dx.doi.org/10.1016/52468-2667(18)30130-0



	The burden of disease in Greece, health loss, risk factors, and health financing, 2000–16: an analysis of the Global Burden of Disease Study 2016
	Introduction
	Methods
	Overview and metrics
	All-cause mortality and causes of death
	Health expenditure
	Non-fatal health loss as expressed by YLDs
	Risk factor estimation and SEVs
	Uncertainty estimation
	Role of the funding source

	Results
	Mortality and causes of death pre-austerity and post-austerity
	Health expenditure
	YLDs pre-austerity and post-austerity
	Risk factors

	Discussion
	Acknowledgments
	References


