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Greeting

Particularly in western culture, the mental patient has assumed many different
positions within social groups.
He has been considered a sacred person, a person worthy of protection, a soothsayer, a cursed or contaminated person, an outcast. He was deified, protected, and
tortured. Finally, he was marginalised—until Europe started to understand that he
is a person, an equal member of society.
In Greece, this development took a long time to happen, but it is taking place
today. The more that the mentally ill are living within the community and the
more the “curtain” of the stigma is being raised, the more pressingly the question
is being put: Are the mentally ill citizens? Do they have rights arising from their
condition? Do they have the same rights as other citizens?
Can the psychiatrists, the police or relatives replace the mental patient as a person
before the law and the evolution of society? The answers are not self-evident, but
they are clear:
The mental patient is a citizen, he has rights as all citizens do, and also obligations.
He is an autonomous individual. The law is there to protect and to help him. We
are thus led to advocacy and self-advocacy. In our effort to protect the rights of the
mental patient. In our effort for the mental patient to feel like a citizen suffering
from some illness and not like a patient within a community that merely tolerates
him.
P. Sakellaropoulos
Professor of Psychiatry and Child Psychiatry
Chairman of the Board of Directors of the Society of Social Psychiatry & Mental Health
Maria Lazaridou
Psychiatrist
Scientific Director of the Society of Social Psychiatry & Mental Health
Translation: Peter Close - Nick Lingris for Radicalel
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Greeting

For the transition from the charity-based to the rights-based approach to people
with psychosocial disability, the basic principle governing the project “Action platform for the rights in mental health” of the Society of Social Psychiatry & Mental
Health, we have a basic tool in our hands which is none other than the UN Convention on the Rights of Persons with Disabilities.
The Convention is a conquest but also the basis for new claims. In other words, it
is more of a starting block than a finish line! Especially in the case of psychosocial
disability, much effort is needed to unhook our legal system from outdated reasoning. The next step in the fight for a Greece free from obstructions and discrimination
is the implementation of the Convention, which depends inter alia on the political
pressure that organisations representing people with disabilities and their families
and other stakeholders are in a position to exercise.
This manual will provide the necessary information to ensure that mental health
entities and professionals in the sector are in a position to inform people with psychosocial disability of their rights and to support them in legal activities, and, in
addition, in a position to monitor the implementation of legislation and to strive for
additional policies and legislative initiatives.
The manual gives continuance to a project implemented by the National Confederation of Disabled People titled “Strengthening the Collective Expression and Advocacy of People with Mental Disability” (B.P. “Development of Human Resources”),
which included actions for the strengthening and support of the movement of people with mental disability with the aim of reinforcing autonomy and collectivity.1

We hope that the voluntary contribution
of the National Confederation of Disabled People as an entity representing
people with a disability (of all categories) and their families to the work of
the Society of Social Psychiatry & Mental Health, providing knowledge, experience and good practices, will give added
value.
The cooperation of the two bodies—the
National Confederation of Disabled People and the Society of Social Psychiatry
& Mental Health—constitutes a strong
mechanism for influencing policies regarding the human rights of people with
psychosocial disability. Moreover, the
impetus of the Convention calls on us to
join forces.
Ioannis Vardakastanis
Chairman of the National Confederation of
Disabled People (NCDP) and the European
Disability Forum (EDF)
Translation: Peter Close - Nick Lingris for Radicalel

1 See http://www.esaea.gr/projects-tenders/national-projects/952-praxi-endynamosi-tis-syllogikis-ekfrasiskai-tis-synigorias-ton-atomon-me-psyxiki-anapiria
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Introductory Note
Mental health continues to be treated as a low-priority issue in most countries despite the fact that the World Health Organisation (Regional Office for Europe) reports
that “27% of the adult population [in Europe] have experienced at least one of a
series of mental disorders in the past year”2.

proving the respective services. Advocacy is considered to be one
of the eleven actions3 that constitute an integrated policy on
mental health and one of the main strategies for achieving the
promotion of health.

Despite all the efforts and the progress that has been achieved in most countries,
not only does mental health remain low on priorities, but even when it exists on the
agenda one observes a very great distance between what the law or the institutions
stipulate and what happens in reality.

It forms a useful means for increasing awareness on mental
health issues and ensuring that they belong to the priorities
of governments. In addition, it seeks improvements in policy,
legislation and the development of mental health services. It
contributes to information, education, research, empowerment,
mutual assistance, advisory interventions, mediation, pleading
and denunciation. However, knowledge about the care networks
that follow its ideas and values is limited4.

The problems relate to various levels: (a) to the level of awareness of the population,
prevention and the promotion of mental health, (b) to the level of the stigma, of
social exclusion and breaches of fundamental rights experienced by people with
serious mental health problems, (c) to the level of the adequate functioning of the
institutions which exist to protect the rights of these people and to ensure the implementation of the corresponding legislation, and (d) to the level of access to adequate community services. The system is very fragmented and people do not have
equal access to it.
In recent years, there has been an attempt which in our opinion can be a turning
point in bringing substantial changes to the issue of mental health and mainly to
the everyday lives of people who suffer from such problems. It is the effort for mental health to be seen from the point of view of human rights and to link demands to
the self-evident notions of respecting and protecting them and not to the à la carte
“sensitivity of society” or “tolerance”. Of course, for this to happen, the mentality of
the professionals, of the users of mental health services themselves, of the institutional players, but also of society in general needs to change. A systematic building
of broader alliances is required, which will aim at elevating the people with mental
health problems themselves to key protagonists and interlocutors. At the same time,
the political dimension of the problem needs to be projected and systematic pressure needs to be applied to decision-making centres in Greece and Europe. A concept
absolutely connected with the above is the concept of advocacy and self-advocacy
in mental health.
“The advocacy movement began 40 years ago as a means of combating the stigma and prejudice against people with mental disorders but also as a means of im2 See http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/data-andstatistics.
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“Institutionally, advocacy in Greece is based on a series of laws
and texts. Greece has a fairly adequate legislative framework
which guarantees the rights of people with mental disorders.
Advocacy actions in our country are carried out both by government bodies such as the Mental Health Directorate of the Ministry of Health & Social Solidarity and also by groups/user organisations and their families, non-governmental organisations and
mental health workers.” (Μalakozi, Κadoglou 2012). Of course,
the basic aim of advocacy is to lead to self-advocacy and to the
pursuit of the rights of the interested parties by themselves.
3 The remaining actions are: legislation and human rights, financing, the planning
& organisation of services, the improvement of the quality of services, the
workplace policy & programmes, psychotropic medicines, information systems,
human resources and education, mental health of children and adolescents,
research & evaluation (W.H.O., 2003)
4 See Malakozi A., Κadoglou M. (2012) Advocacy in the mental health sector, a
modern theoretical approach. http://psychografimata.com/7489/i-sinigoria-stochoro-tis-psichikis-igias/, Carlisle S. (2000). Health promotion, advocacy and
health inequalities: a conceptual framework. Health Promotion International,
15(4), 369-376, Cutler P., Hayward R., Tanasan G. (2006). “Advocacy: are civil society
organisations any good at it? And what exactly is it anyway? Supporting userled advocacy in mental health. Monitoring human rights and the rule of law in
Europe”, eumap.org., World Health Organisation, 2003). Package of directives for
the policy and the mental health services. Advocacy for mental health. Ministry
of Health and Social Solidarity. Mental Health Directorate Psychargos Support and
Monitoring Unit - Phase B. Greek version edited by Vangeis Ζacharias (2004).
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A serious effort in this direction is the work of the National Confederation of
Disabled People, “Strengthening the Collective Expression and Advocacy of People With Mental Disability”, with the training program which was carried out
and the comprehensive manual that was prepared relating to self-advocacy5

are observed over time? What is the institutional process that anyone can
follow, and which institutions / entities are addressed if a right is violated?
At the same time, we include a comment from the viewpoint of what is
actually happening in everyday clinical practice.

Despite these efforts, though, in practice, violations of the rights of people with
problems of mental health are continuously observed. Simultaneously, a low
participation not only of professionals, but also of the sufferers themselves and
their families, as well as their associations, is being observed in the pursuit of
protecting their fundamental rights.

In conclusion, we would like to point out the method of communication
that the manual adopts. An important factor is the systematic sensitisation of society, with the aim of eliminating the stigma on mental illness
and moving the mentality from “charity” to equal participation of the individual as someone who possesses the same human rights as all citizens.
This applies particularly at a time when the socio-political crisis possibly
makes people and societies close up and leads those most vulnerable to
even greater marginalisation.

We want to highlight these dimensions with this manual and to contribute, so
that primarily the people with mental health problems themselves and their
families, but also all entities, institutions and people coming into contact with
them, are able to recognise basic points as to when these rights are being violated and what the institutional procedure is that someone can follow in order
to support their pursuit. In particular, we must recognise by our actions that
people with mental health problems have the right to act as individuals and
to strengthen—without hindering once more—their effective participation in
whatever concerns them. By building alliances and pursuing their objectives,
the users of mental health services themselves and their families should be
protagonists in every effort to change.
This manual does not purport to be an exhaustive legal text. After all, there
are specialised manuals to serve this purpose. Its aim is to constitute a comprehensible, simple and intuitive “initial recognition and first aid” tool for the
infringement of rights in cases of mental disease. We hope that its language is
understandable but also that it states our position from the outset: when talking about mental health and the person with mental health problems, we are
talking of a citizen with rights and obligations, and not of some person whom
we are addressing as an object of pity or fear.
The structure of the manual follows this rationale: What is the legal and institutional framework that defines rights? What are the main violations which

With this aim, the programme is addressed to the mass media, which unfortunately continue to contribute to the stigmatisation. Relations with
journalists need to be cultivated in a systematic way, so that they themselves change from being producers of stigmatisation to becoming ambassadors of this new way of viewing mental health and the people facing
corresponding problems.
Athena Frangouli, PhD,
Speech Therapist, Deputy Chairman of the Board of Directors of the Society of
Social Psychiatry & Mental Health
Panagiota Fitsiou, Psychologist MSc
Project Manager
Translation: Peter Close - Nick Lingris for Radicalel

5 See http://www.esaea.gr/projects-tenders/national-projects/952-praxi-endynamosi-tis-syllogikisekfrasis-kai-tis-synigorias-ton-atomon-me-psyxiki-anapiria?tmpl=component).
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Editor’s foreword

Mental health was always a testing ground for freedom. Faith on the part of those
who command their conscience and control their will in the ability of the mentally
“divergent”, of the “different ones”, to exercise their rights was thought to be heretical for many centuries. From the emblematic act of the French Revolution to
open the gates of the asylums, releasing the abandoned internees, up to the modern
battles for closing the asylums and the constant reminder that the rights belong
to all those who share humanity without any other qualification, nothing can be
reminiscent of this past of exclusion any more.
Yet this past still haunts our societies, because the game between the “possession”
of rights and the “capacity to exercise” them conceals traps for people with mental
health problems. Often, even if we recognise rights for them, we doubt whether they
are “capable” of enjoying them. How does the idea of self-determination fit in the
treatment of the mind? In other words, if the key for the exercise of rights is awareness and will, perhaps by definition the mentally “divergent” are excluded from this
exercise, at least until we are convinced that “they have been cured”?
This logic is not simply arbitrary, as the ability of self-determination is not always
associated with some level of conscience, especially when we are talking about the
basic rights of the integrity of the body, health and personal safety, privacy and
freedom of expression. We now know that it is also a logic that undermines every
therapeutic perspective. In contrast with paternalistic obsessions, the exercise of
rights, with the necessary support from the individual’s environment, is, apart from
anything else, a basic choice for the gradual restoration of his autonomy. In the current years of deep crisis, the ghost of this logic is before us again; for us to support
the rights in mental health we need resources, which could easily be considered to
be “inessential” by technocrats of the financial and political world, as the voice of
whoever stands to benefit remains tragically weak.

ble footprints. These are specific guarantees of law,
with binding validity at the international level first,
but also in the framework of our national regulations. These guarantees, equipped with specific control mechanisms (both administrative and judicial)
need to become known, mainly to those directly
involved, as the quality of their daily lives may depend to a large extent upon their use.
This is exactly the purpose of the book that you are
holding. The advice of legal and clinical scientists
with considerable experience in dealing with incidents, cover the key test sectors of mental health
rights, stressing the functional value of the guarantees that we find in the law today. However, they
have another dimension, too: that which detects
problems and shortcomings of the current framework, and steps forward to make specific proposals
to the legislator to address them. Because, if we
must conclude something from this excellent example of interdisciplinary cooperation in our programme, it is that the act continuously motivates
the fight for rights, inspiring those who truly mean
it, especially in these difficult times...
Takis Vidalis, Ph. D.,
Senior scientist, Legal Advisor of
the Hellenic National Bioethics Commission,
EU Expert
Translation: Peter Close - Nick Lingris for Radicalel

Even so, what has been done so far for rights in mental health, has left valua-
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Ι.

Psychiatric Confidentiality

Α. Introduction

Evangelos Mallios
Attorney at Law, PhD in Law
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Respect for medical confidentiality is one of the oldest principles and obligations
in medical ethics and has formed part of every code of ethics in the medical and
nursing professions, but also in all health professions.
The reason for protecting medical confidentiality is, principally, the necessity to
safeguard the personality of the patient. The information covered by the rule of
confidentiality constitutes extremely sensitive information related to the least accessible part of our personal lives, which we justifiably wish to keep secret. Indeed
the disclosure of information covered by medical confidentiality could potentially
expose the patients affected to social stigma, discrimination at work and marginalization.
Medical confidentiality is protected on account of the trust that permeates the doctor-patient relationship. This trust springs from the vulnerable position of the patient in relation to his doctor and from the nature itself of the medical profession.
More specifically, given that the patient comes to the doctor in fear, anguish or need,
the doctor is under obligation to protect him and respect this state of weakness.
Trusting in his doctor, the patient will reveal confidential information regarding his
health and himself and there is therefore a demand that these remain secret.
Finally, medical confidentiality is inextricably entwined with public health. There
is little doubt that the patient may fail to disclose information or even avoid going
to hospital if there is no absolute certainty that his information will remain confidential. If a person suffering, for example, from an infectious disease is reluctant
to attend a medical appointment fearing that this information may be divulged, he
imperils not just his own health but also the health of all individuals he may come
into contact with.
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Β. Protection
To begin with, the protection of medical confidentiality is entrenched in international treaties, including, amongst others, the 1948 Geneva Convention and the 1981
WMA Declaration of Lisbon on the Rights of the Patient. Recently, the right of disabled persons to privacy an d dignity was entrenched in the Convention on the Rights
of Persons with Disabilities (Article 22). Respectively both the European Court of
Human Rights6 and the Court of Justice of the European Union7 have accepted that
medical confidentiality and health-related information are protected as constituent
parts of the private life of the patient8.
In domestic law, the protection of medical confidentiality was clearly articulated
already in 1939, when the Code of Medical Practice came into force (Mandatory Law
1565/1939). According to Article 23 of the Code:
“The doctor is under obligation to maintain absolute secrecy on anything that he saw,
heard, learned or perceived in practicing his profession, that constitutes confidential
information of the patient and his kin, with the exception of those cases in which
special legal provisions compel him to divulge confidential information”.
Medical confidentiality is also protected by the Code of Medical Ethics (law
3418/2015). In Article 9.1 it is determined that “the doctor is under strict obligation
to maintain absolute secrecy about any information on the patient or his kin he
obtains or is revealed to him by the patient or third parties, in the context of performing his duties9”.

“The patient has the right, to the extent that this is possible in real conditions, to
enjoy protection of his private life. The confidentiality of the information and of the
content of the documents that concern him, of the medical notes and findings, must
be guaranteed”.
Finally, the observance of the confidentiality of medical papers is regulated by Law
2474/1997 on the protection of personal data. This law determines that confidentiality must be observed in data processing. The information must remain confidential, which implies that it must be used by the strictly limited number of persons
who are charged with collecting, archiving and processing this information (Art. 10).
According to the provisions of Law 2472/1997, information regarding the health of
mental patients is classified as “sensitive” personal data, which means that stricter
conditions are attendant on divulging this information (Art. 2b and 7).

C. Meaning and extent of
medical confidentiality
What is the extent of medical confidentiality?

With particular reference to mental health patients the Code of Medical Ethics reiterates the obligation of abiding by medical confidentiality and in addition determines
the following:

Medical confidentiality covers all information related to the patient, that comes to
the doctor’s knowledge or is disclosed by the patient or a third person in the context
of performing his duties.10

“The psychiatrist must be aware and acknowledge that the suffering person is rightfully a partner in the therapeutic process. The therapeutic relationship is based on
the doctor’s discretion and on mutual trust and respect, so that the person suffering
from mental disorders will be enabled to take part in the decision-making process
according to his personal values and preferences” (Art. 28.4).

To begin with, Medical confidentiality covers the obvious: the disease the patient is
suffering from and the medication prescribed. It also covers the patient’s medical
history, the circumstances in which the patient was admitted to a hospital or private clinic (e.g. voluntary admission or involuntary commitment) and any information related to his health.

It should be noted that not only psychiatrists but also psychologists are bound by
medical confidentiality. In particular, Art. 9.1 of Law 991/1979 determines that
“the psychologist must keep absolute secrecy on anything that he learns or perceives
in practicing his profession”.

In addition to health-related information, medical confidentiality extends to every
piece of information communicated to the doctor during the provision of health
service to the patient. Thus, medical confidentiality covers information about the
sexual identity of the patient (e.g. the fact he is homosexual) his family life (e.g. the
fact that he has separated with his wife) or even his every-day habits and prefer-

6 ECHR, Ζ vs Finland, 25.2.1997, §95, Μ.S. vs Sweden, 27.8.1997, §35
7 CJEU, Commission vs Germany, C-62/1990, 8.4.1992.
8 P. Paparigopoulos- Pahlivanidis, Public Health Law, Nomiki Vivliothiki Publications, p. 275 ff.
9 Also see articles 15 and 18 of the previous Code of Medical Ethics (Royal Decree of 25-5/6-7-1955 “On
regulating Medical Ethics”).
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The right of the patient to enjoy protection of the confidentiality of his information is
further entrenched in Law 2071/1992 on the Reform and organisation of the National
Health System. Amongst other provisions, Art. 47 determines that

10 V. Mallios, Article 13 – Medical Confidentiality in T.K. Vidalis and Th. K. Papachristos (eds), Medical
Ethics. Article-By-Article Analysis of Law 3418/2005. Sakkoulas Publications 2013, p.117.
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ences. In the case of psychiatrists, the visit to the medical practice constitutes
confidential information in its own right since it indicates the nature of the
patient’s condition.
What is the meaning of medical confidentiality?
The obligation of medical discretion consists in the prohibition of communicating, that is to say of disclosing to third persons information or facts that came to
the doctor’s knowledge during the exercise of his duties, irrespective of whether
this information concerns the patient or other persons.
Who is bound by medical confidentiality?
For the strict and effective implementation of medical confidentiality, the doctor cannot limit himself to exercising discretion about information he obtained
personally. It is his duty to monitor all those who collaborate with him and
thus have access to the information that falls within the provisions on medical
confidentiality.11
What is the duration of medical confidentiality?
The obligation to maintain medical confidentiality begins the moment the doctor becomes aware of the medical condition and of any information relating to
the patient’s health and continues after the relationship of doctor and patient
has ceased to exist and the completion of the therapeutic course. Medical confidentiality continues after the patient’s death.
Are the provisions applicable to mental health in any way different?
It is obvious that psychiatrists are equally bound by confidentiality as doctors
in other specialisations in providing mental health services. Medical confidentiality takes on a particular importance in this field, since psychiatric clinical
practice relies on extensive discussions with the patient covering a broad range
of personal matters. In these discussions, which can sometimes become confessional, the psychiatrist is informed of many personal secrets of the patient,
which the patient would probably never disclose to anyone. This means that in
the case of mental patients medical confidentiality becomes particularly important since it constitutes an essential prerequisite of psychiatric therapy and
the information obtained by the psychiatrist during therapy is sensitive and
personal.
11 On this matter see the legal opinion 2/1996 of the Prosecutor of the Supreme Court according
to which persons assisting the doctor in any way, even occasionally, have an obligation to maintain
absolute secrecy on the confidential information that came to their knowledge. Also Poinika Chronika
Review 1996, p. 1742.
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Can medical confidentiality be used against a mental health
patient?
Medical confidentiality may not be used against the patient himself. This stems from his right to be kept fully and clearly informed
on the condition of his health (Art. 47.4 Law 2071/1992, Art. 28.5
Code of medical Ethics). Thus it is not possible to prevent a patient’s access to the records that concern him and are kept in a
public hospital or private clinic. This still holds even if it is not
to the patient’s best interests to obtain information that concerns
him.
Consequently, a hospital’s or private clinic’s refusal to furnish a
mental patient with access to his records is illegal. The patient can
demand that the records be furnished to him immediately12 and,
furthermore, he can take the matter to court and seek compensation for the damages (moral and/or material) he suffered as a result
of the refusal to grant him access to records that concern him.

D. Lifting of medical confidentiality
As it is often the case, the need to protect the confidentiality of
information on a patient may conflict with the need to protect the
health of a third person or even with public health (as in the case
of infectious diseases). For this reason, existing legislation provides
for particular cases in which it is permissible to lift medical confidentiality and provide third parties with information pertaining to
a mental patient.
However we must make the following remark from the very beginning: the exceptions that allow for the lifting of medical confidentiality and the divulging of information on a mental health patient
to a third party should be interpreted very strictly and used only as
a last resort when it is absolutely necessary in order to achieve the
ends which these exceptions are supposed to be serving. Exceptional caution and reserve are essential when a psychiatrist or other
health professional provide information on a patient.

12 According to opinion 727/2001 of the Legal Council of State: “ the obligation
of civil service departments to allow all interested parties to obtain knowledge of
administrative or private documents is immediate and requires no previous approval
or order of the Prosecutor of the First Instance Court”.
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The mental patient consenting
The obligation to abide by medical confidentiality is lifted if the patient consents to
the disclosure of particular information (Article 13.4 Code of Medical Ethics)13. Even
though the Code of Medical Ethics does not define the precise form of consent, Law
2472/1997 enjoins that the consent be in writing, which is also warranted for the
safety and protection of the involved parties (doctor and patient). According to the
best opinion, any form of assent that has been recorded in writing, is particular and
clear and has been given in advance is deemed to be a written consent. However,
even if the person involved consents to the lifting of confidentiality this does not
necessarily mean it is valid. This is the case, when the volition of the mental patient
was not freely formed, but is rather the outcome of fallacy, deception and threat or
the product of corporeal or psychological violence.
In addition to the case in which the patient himself consents, the lifting of medical
confidentiality and the divulging of information concerning the patient is possible
in the following cases:
When the doctor seeks to fulfill a legal duty. This is the case when the disclosure of
information is enjoined by the law or when the doctor has reliable information that
a criminal act is being planned or that its perpetration has already started at a point
in time when it is still possible to prevent the performance of the act or forestall its
consequences.
When the doctor seeks to preserve a legal or other justified and essential interest,
whether it is a public interest, the doctor’s interest or the interest of another person
that cannot be preserved in any other way and
When a state of emergency or a situation of defense concurs14.
In addition to these cases which are applicable to all medical conditions, Art. 28.9 of
the Code of Medical Ethics makes the following special provision for mental health:

13 See Article 400.1 of the code of Civil Procedure which allows for the lifting of confidentiality in a civil
law trial if the interested party grants permission; article 183.1 of the Code of Administrative Procedure on
the ability of doctors and other health professionals to testify in an administrative trial; and Art. 212.c of
the Code of Criminal Procedure on what is applicable in a criminal trial. In contrast with what is applicable
in civil and administrative trials, this article of the Code of Criminal Procedure determines that the
procedure becomes invalid “if doctors, chemists, midwives and their assistants are examined as witnesses
on confidential information they obtained when practicing their professions, unless a specific law provides
that they must inform the authorities.” Ch. Bakas, The obligation of Doctors to testify in a criminal trial.
Concept, Content and limitations. Thoughts and Reflections on the subject of medical confidentiality in Law
and Health. Antonios Sakkoulas Publications, Athens-Commotini 1994, p.17.
14 This provision reiterates the exception contained in Article 371.4.c of the Criminal Code regarding
removal of the element of imputability in the breach of professional secrecy. Regarding the concepts of
emergency and defense one must take recourse to Articles 22 and 25 of the Criminal Code respectively.
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“the violation of medical confidentiality is allowed when its observance could result
in serious bodily or mental harm to the parson suffering from the mental disorder or
to a third party”.
According to the principles and cases we have hitherto expounded, medical confidentiality may be lifted on account of:
Special legislation that has come into effect
It is possible to divulge information on a mental patient, if the disclosure is enjoined
on the psychiatrist by a special or general law, when the legislature itself decrees
exceptions form medical confidentiality. For example, it is possible to record the
kind of medical condition from which the patient suffers in the medical insurance
booklet. In this particular case the recording of the condition is justified because its
purpose is to outline a person’s health condition, which is necessary for insurance
organisations and the exercise of the rights of the mental health patient himself
(e.g. convalescence leave). On the contrary, it is inappropriate to record a medical
condition on a public document, when this is not justified by the purpose the document serves (school leaving or military service certificate).
The perpetration of a crime
Furthermore, it is possible to breach medical confidentiality and communicate patient information to police and prosecutorial authorities, if the doctor has obtained
informational that a crime is being planned or that its perpetration has already
begun15. The following conditions must be fulfilled in order for the conveyance of
information to be legal:
- Τhe act must be a felony, not a minor offense or misdeameanour.
- The psychiatrist’s information must be reliable and not simply a rumour or an
unverifiable conjecture.
- The notification of information to the competent authorities should be consequential, meaning that it should have the potential of preventing the act or forestalling
its consequences.
Thus, in those cases the psychiatrist becomes aware of the perpetration of a crime
he should distinguish whether the crime has already been committed by the patient
in which case he is bound by medical confidentiality and may not disclose the fact.
Hence if he does not disclose it he is not liable for harbouring a criminal. If the
crime is being planned or its perpetration has begun and can still be prevented, the
psychiatrist must inform the police authorities in good time16.

15 Also see Article 232 of the Criminal Code.
16 Otherwise he is liable for concealing a crime (Art. 232 of the Criminal Code).
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The need to protect the rights of third parties
Moreover, a psychiatrist may divulge information on a patient in order to safeguard
public interest or the interests of the patient himself or the interests of a third party, if no other recourse is available. In this case, the psychiatrist should gauge the
extent to which the legal good he is called upon to protect by lifting medical confidentiality is essential and justified (e.g. health, life etc.), rather than a legal good of
minor importance.
In this sense, the psychiatrist may divulge information that came to his knowledge
in practicing his profession if bodily or psychological harm is likely to occur to the
patient17 or other person. This is a path preferred across the globe and entails that
the psychiatrist will inform the victim or the authorities of the impending ill or that
the psychiatrist will take appropriate measures if he deems that the probability
of the act occurring is higher than not occurring. Thus, for example, if a patient is
suffering from schizophrenia, the doctor is not bound by medical confidentiality and
he is under obligation to provide information to the patient’s family. The ultimate
purpose of disseminating this information18 is to preserve the health of the mental
patient.
It is for the psychiatrist to gauge the gravity of the threats potentially posed by the
patient and assess whether these are likely to materialise. In this case, the psychiatrist is not criminally liable “for being in breach of professional duty”, since the
disclosure of information covered by confidentiality has the purpose of protecting
the corporeal integrity of third parties form risk. However, as soon as this becomes
possible, it is ethically proper to inform the patient should this disclosure take place.
Particular points of interest in Child-Psychiatry
Special issues arise from practicing Child-Psychiatry, since the parents of the child
or teenager are directly involved in the therapeutic relationship. What happens
if the physiatrist makes a diagnosis of child-molestation or teenager demands of
the psychiatrist not to disclose to his parents the condition from which he suffers?
There are difficult questions for which there are no relevant provisions in Greek
legislation.

is kept secret, there can be no uniform answer. It is
up to the psychiatrist to assess whether disclosing
the condition of the underage person to his parents
is the best interests of that person’s health. Hence,
if the psychiatrist deems that disclosing the child’s
condition is in the best interests of the child’s health,
the psychiatrist has the right to lift medical confidentiality despite the patient’s opposition.
On scientific reasons for lifting confidentiality
The anonymity of the patient’s identity must be
protected when the psychiatrist is using clinical or
other material for educational or scientific purposes
(e.g. research papers, studies, conference papers). In
these cases no deviation from medical confidentiality is justified unless the patient himself has given
his express consent to disclose information about
his person and on condition that his consent is legitimate and valid and the publication of his identity
is justifiable in the context of the particular study.
Thus, the publication is still possible if the disclosure of the patient’s identity or of information that
could potentially lead to the ascertainment of the patient’s identity is necessitated by the character of the
publication. However, in this case the consent of the
patient is required. The consent must be in writing
and must be particular: it should concern the particular instance of publicizing his information and
should not have been given at a different time and
in circumstances that bear no relation to the time
of consent (e.g. general consent to manage personal
information).

It is globally accepted that cases of child molestation, once diagnosed by the psychiatrist, should lead to a lifting of medical confidentiality and reporting to the competent authorities. Regarding the case in which a teenager demands that his condition
17 See the decisions of the Supreme Court 109/1960 and 99/2004; Nomiko Vima Review 2004, p. 1641.
18 On this matter see decision nr. 95/2002 of the Hellenic Data Protection Authority. The decision 30/2002
of the same Authority is also relevant (Dikaio Meson Enimerosis kai Epikoinonias Review 2004, p.126).
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E. Access to the records of Mental Health Patients
Who has access to the records of mental health patients?
The question of the identity of the third parties that can access the medical records
of a mental health patient is also relevant. According to the Code of Medical Ethics,
these parties are the patient himself –to state the obvious- the doctors (Art.14.5),
the relatives of the patient after his death(Art.14.8), judicial authorities, district attorneys and the Prosecution Department (Art.14.9) and other state agencies and
authorities (Art.14.5).
For example, in a child custody trial the Court or the Prosecution Service have the
right to order that medical records relating to the mental health of either parent are
forwarded to them from hospital archives. The court or prosecutorial authorities are
in each case competent to assess whether the information contained in the record
is essential19.
Does a third party have the right to be informed of a medical record?
The following case is also relevant. The request to acquire documents from the medical record of a patient is not made by the Court itself but by another person (who
may or may not be the patient’s relative), so that these records may be used in a
court case. Such cases have been repeatedly brought before the Hellenic Data Protection Authority. According to its rulings, the person making the request should
invoke the reason for doing so and the hospital should pass the application onto the
Data Protection Authority requesting permission to that effect.
Examples of cases in which permission was granted
The Hellenic Data Protection Authority granted permission to a psychiatric hospital
to provide a hospital report to the brother of a mental health patient describing
in detail the condition of the patient and specifying whether she was capable of
managing her affairs (Ruling 93/2011). This report was to be used in a request to
have the patient declared incapacitated and be vested with guardianship or power
of attorney.

Similarly, the Authority has in many cases granted permission that a mental health patient hospital report is provided to a member of the separated
couple to be used in a divorce and/or custody trial
against the other member (see rulings: 108/2011,
52/2013, 62/2013, 104/2013, 144/2013, 145/2013,
80/2014,83/2014, 99/2014, 9/2015)20.
If the above conditions are not fulfilled, divulging
personal information on the health of a mental patient is prohibited and a prosecutorial order is no
ground for lifting this prohibition, since the order is
given on the self-evident that the provision of medical information falls within the exceptions of Law
2472/1997.Thus, the psychiatrist who, despite the
order of the Prosecution Department, has doubts
whether the exceptions of Law 2472/1997 are concurring is under obligation to take the case to the
Hellenic Data Protection Authority.
20 In other cases the Hellenic Data Protection Authority has
ruled that carrying out medical research is a legitimate reason
for processing and accessing clinical records (46/2004, 47/2004,
16/2005, 32/2006). The Hellenic Data Protection Authority
determines the terms and conditions under which permission is
granted, in order to safeguard the rights of patients (rendering data
unidentifiable, recording data within the physical boundaries of the
hospital etc.)

19 See Aim. Panagos, The Contribution of the Greek Ombudsman to facilitating access to the medical
records of mental patients” medical confidentiality vs access to documents in Greek Ombudsman: Medical
Confidentiality, Sakkoulas Publications 2006, p.229.
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Your Rights in Practice
Extrajudicial Protection
Hellenic Data Protection Authority
If there is a breach of your medical confidentiality you may report the breach to the
Hellenic Data Protection Authority. Once it ascertains that there has been a breach,
this independent administrative authority will enjoin administrative penalties (Law
2472/1997, Art. 21). If you are not satisfied with its decision you have the right to
appeal against it to the Council of State.
Greek Ombudsman
You may also take recourse to the Citizen’s Advocate, with special jurisdiction to
investigate cases related to “the rights of health, welfare and social solidarity”. The
Citizen’s Advocate does not have the power to enjoin penalties but can act as an intermediary and can lead to an extrajudicial settlement of the issue, which has been
the case on a number of occasions.
Body of Health and Welfare Inspectors- Special Committee for Monitoring
the Protection of the Rights of Persons with Mental Disorders
The Body of Health and Welfare Inspectors (Law 2920/2001) and the Special Committee for Monitoring the Protection of the Rights of Persons with Mental Disorders (Law 2716/1999, Art. 2) are competent bodies with which a complaint may be
lodged. Once the breach of the medical confidentiality of a mental health patient is
ascertained, both these bodies have competence to forward their completed reports
to the administrative body that is competent to carry out a disciplinary investigation and to the Prosecutor (Law 2920/2001 Art. 6 and Law 2716/1999 Art. 2).
Medical Association

Civil and Administrative Courts
You may bring the matter before the competent
civil or administrative courts, depending on
whether the breach of your medical confidentiality occurred in a private clinic or state hospital respectively. In this case you may apply for
compensation for trespass against personality
(moral damages). If you are not satisfied with
the decision you may appeal to the Civil or Administrative Courts of Second Instance and finally you may appeal before the Supreme Court
(Areopagus) or the Council of State.
Criminal Courts
In addition to civil liability, the doctor also incurs criminal liability. Indeed breaching medical confidentiality constitutes a criminal offence
which is prosecuted upon indictment. The Criminal Courts (Courts of Misdemeanours) are competent to try the case in the first instance, the
Court of Appeal in the second instance and the
Supreme Court in the third and final instance.
Criminal liability is stipulated in Article 371.1
of the Criminal Code “On breaching professional
secrecy”.

Health professionals who have breached the medical confidentiality of their patients are also liable for disciplinary action. The local Medical Association is competent to initiate disciplinary proceedings and handles the case on its own motion
following a complaint, announcement or your own application, given that you have
legitimate interest.

Judicial Protection
If medical confidentiality is breached you also have the right to take recourse to the
courts.
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Clinical Parameters
Melpomeni Siokou
Psychologist –Educational Expert
Translation: Constantine Lerounis for Fractality,
Perrakis M. & SIA E.E.

In the classical medical model, as we move away from the treatment of the body
and focus on the world of emotions, individuals with mental health problems and
specialists have greater needs of medical confidentiality. In psychiatric, and more
generally in psychotherapeutic praxis, confidentiality constitutes the foundation of
the therapeutic alliance that must inform the therapist- patient relationship. Confidentiality in this relationship reinforces the patient’s confidence in the therapist,
which is important for the patient to be able to share material from their emotional
life. Furthermore, ensuring the coherence and continuity of the self is dependent on
the expert who is recording the personal thoughts and emotions of a human being
and therefore their individuality.
As a result, confidentiality is not only a concept based on moral principles or abstract notions of human rights, but is an essential part of the therapy’s effective
functioning. As such, it is a necessary tool and a prerequisite for the better understanding of the individual suffering from mental health problems and for the
integrity of the therapy.
The protection of confidentiality is one of the fundamental elements in working
with adults or children and adolescents. At the beginning of a stable therapeutic
collaboration, the mental health specialist must inform the patient of the conditions
of their collaboration, its confidential nature as well as special circumstances where
confidentiality might be lifted.
As well as being discreet with client’s personal information, the therapist should
also take steps to ensure adequate protection of files, records and general personal
documents. Thus, all records and any material from the meetings must be archived
anonymously to make the identification of the patient impossible by third parties
who do not form part of the therapy. The patients themselves have the right of
access to assessments and reports that concern them and the right to be kept informed of the state of their health and of the progress of the proposed therapeutic
intervention. This briefing should be both descriptive and explanatory so that it can
benefit the therapeutic relationship.
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However, in clinical practice we frequently face a number of
questions regarding the lifting of medical confidentiality and
there is often no easy answer to that. The therapist -patient
relationship is typically a very close one, and it is necessary
to examine meticulously the circumstances surrounding each
case. The specialist is required to consider legal issues and the
code of ethics whilst using their own professional and moral
judgment. The rapport with the patient forms part of this procedure so that the patient may comprehend the reasons for
lifting confidentiality and provide their consent.
Hence, the specialist needs sometimes to disregard confidentiality, which is a code of professional ethics, being impelled
to do so by a different, humanistic code of ethics which pertains to protecting the life of a person from real danger. Confidentiality can be lifted when the therapist grows concerned
for the safety of the patient, such as when there is a rapid
deterioration of the patient’s health or when the patient is
contemplating ending their life. Confidentiality is also lifted when the safety of persons interacting with the patient
is under threat. Family members are notified in the case of
adults and in the case of children or adolescents the parents
are consulted.
The lifting of absolute confidentiality may also be due to
purely therapeutic reasons, when sharing information on the
patient amongst therapists is required. This sharing of information is for the benefit of the patient and the objectives of
the therapy. Sometimes the collaboration of therapists (e.g.
psychologist and psychiatrist) on the same individual is necessary. Furthermore, when a clinician is working with children and adolescents, it is essential that they maintain a close
collaboration with the clinician who is offering support to the
parents.
Additionally, when dealing with patients whose care requires
the participation of close relatives (e.g. a person with psychotic symptoms who lives alone or is suffering a relapse), the
concept of confidentiality becomes broader and more flexible,
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given the need to work together with the carers. It is important to explain
to the patient (adult, child, adolescent) that in order for the therapeutic
process to succeed, a collaboration between specialists and carers and
between specialists themselves must be established, which requires the
sharing of information about the patient.
Often the issue of privacy and confidentiality is of concern to mental
health practitioners in relation to case presentations or book publications. Given that the training and therefore the development of therapeutic thinking involves academic writing, the therapist has to ensure the
client’s anonymity and the concealment of their identity. On occasions,
the client’s permission is requested in order for the therapist to use material from the sessions. The decision regarding which specific occasions
these should be, requires consideration on an individual basis. The main
criterion to consider here is the client’s best interest. This is not an easy
matter to grapple with, nor one that a satisfactory answer can easily be
given. On the other hand, progress and development in the area of psychotherapy depends both on confidentiality and upon the need to conduct
research.
Sometimes the disclosure of information belonging to medical confidentiality may be due to the involvement of third parties wholly unrelated
with the therapeutic process, exposing the patient to potential stigma
and discrimination. By classifying confidentiality as a human right we
must commit to its protection and describe the steps that must be taken
when this right is violated. In such cases, the patient must be helped to
recognise the violation and understand that it is entitled to protection.
The patients should also be empowered so that they can stop the violation to the extent which is within their ability or influence. It is important that appropriate guidance must be given to the patient, so that he
can seek legal assistance.
It can be said that therapeutic confidentiality manifests itself as the therapeutic response to the fundamental need for privacy. A stable therapeutic relationship entails securing confidentiality as a self-evident requirement and allows both patient and therapist to process together anything
that touches on the preservation or lifting of this confidentiality, within
or beyond the boundaries of the therapeutic relationship.
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ΙΙ.

Involuntary Hospitalisation
Evi K. Mylonaki
Lawyer
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.
(Ed. Mata Salogianni)

Involuntary psychiatric examination or even hospitalisation of persons facing
mental health problems constitutes a very unusual life experience for such persons: their freedom is restricted and they are subjected to involuntary hospitalisation, even though they have neither requested nor consented to this.
Therefore, the legal framework must not only be clear, but it must also be adhered
to consistently, in accordance with the international Convention for the Protection
of Human Rights and Fundamental Freedoms in what regards the commitment of
a person to a psychiatric hospital without such person’s consent.
According to recent research, the percentage of involuntary hospitalisations in
Greece corresponds to approximately 55-65% of the total number of hospitalisations, in contrast to the European average of only 7-8%. This evidences not only
deficiencies in primary health care, but also the great frequency of the measure
and the consequent need to put special guarantees in place in order to avoid the
violation of the alleged “patient’s” rights.
Legal Framework
Involuntary hospitalisation was originally provided in Law ΨΜΒ/1862 (on the
foundation of Mental Asylums), one of the longest standing laws of the Greek
State, and it was defined as the “collection and treatment of the deranged”; later,
it was also provided for in Legislative Decree 104/1973 (“on the mental health
and medical care of those suffering from a mental disorder”) where it was defined
as “commitment to a psychiatric hospital or clinic21”. These provisions remained
in force until the enactment of currently applicable Law 2071/1992 (“Regarding
the modernisation and organisation of the Health System” Articles 95 ff.) and of
Article 16 of Law 2716/199922.
21 In combination with the decision of the Minister of Social Services number Γ2β/3036 of
20.11/31.12.1973.
22 See also the general provisions of Article 1687 of the Greek Civil Code where it is stipulated that the
Court alone may decide on cases of involuntary hospitalisation.
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According to Law ΨΜΒ/1862, there were two ways in which a ‘”deranged” person
could be committed to a mental asylum: (a) After a petition of private individuals (family or other relatives) to the asylum’s administration or (b) Commitment to
the asylum following an order from a state authority. Article 22 of Law ΨΜΒ also
provided in that those committed could appeal to the Courts requesting their immediate release. Following a simple petition of the person committed and with no
further proceedings, the court could order the release of that person and conduct an
inspection of the institution.
According to Legislative Decree 104/1973 there were three ways of being admitted
to a psychiatric hospital: (a) voluntary hospitalisation, (b) involuntary commitment
and (c) forced commitment of “dangerous psychopaths”, under the so-called “prosecutorial authority” provisions of Article 5. The governing principle and philosophy
of this law was the individual’s complete dependence on psychiatrists, since the
manner and duration of the hospitalisation was conditional on their opinions and
decisions. The danger of arbitrariness that was inherent in abandoning the persons
committed to the decisions of psychiatric specialists, and in treating them only as
”patients” and not as “subjects of the law” rendered necessary the modernisation of
the relevant legal framework of mental health in general and involuntary commitment in particular.
Until the implementation of the law which is currently in force, the commitment
of a person in a psychiatric facility against such person’s wishes fell within the
authorities of psychiatrists and administrative agents, the only criterion being ”dangerousness”. Even though Article 5 of Legislative Decree 104/1973 stipulated that
it was sufficient for the person to pose a threat to himself or herself, the weight
was placed not on treatment but on the burden borne by others (family and social
environment). Moreover, we should not ignore the fact that cases where commitment was combined with an appropriation of property or other rights of the person
committed were not rare23.
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commitment, the person who suffers from mental disorder must present a real danger to his or her own health or to third parties, the admission must serve mainly
purposes of treatment, another, less restrictive manner to provide treatment must
not be available and, finally, the opinion of the person himself or herself must be
taken into consideration.

What is involuntary hospitalisation?
An initial and very important change in the current legal framework is the change
of name from “commitment” to ”involuntary hospitalisation”’.
Involuntary hospitalisation is the admission and stay of a person in an appropriate
Mental Health Unit without such person’s consent (Article 95, Law 2071/92).
The following conditions must be fulfilled for involuntary hospitalisation:
Ι. a. The person must suffer from a mental disorder.
b. The person should be incapable of deciding what is in the best interests of his or
her health.
c. The consequences of non-hospitalisation will either be the lack of treatment or the
eterioration of such person’s health, or
ΙΙ. The hospitalisation of the person suffering from a mental disorder must be essential in order to prevent acts of violence either against himself or herself or against a
third party.
The Law further clarifies that “a person’s inability or refusal to conform to the social,
moral or political values that appear to be prevalent in society does not in itself
constitute a mental disorder”.

Law 2071/1992 which is currently in force seems to be in harmony with Recommendation R (83) 2/22.2.1983 of the Committee of Ministers of the Council of Europe “Concerning the Legal Protection of Persons Suffering from Mental Disorder
Placed as Involuntary Patients” and international treaties (European Convention on
Human Rights, Article 5, par.1). However, it is worth mentioning that the Committee of Ministers revisited the matter with a new Recommendation on 22.09.2004
concerning the protection of the human rights of persons with mental disorder.
According to this recommendation, which has incorporated the basic principles of
European Court of Human Rights case-law regarding the criteria for involuntary

The conditions outlined above do not have to be simultaneously concurrent, but
only one is sufficient to subject a person to involuntary hospitalisation. However, according to a different view, the principal exponent of which is E. Phytrakis24, after the
ratification of the Oviedo Convention for the protection of Human Rights and Dignity of the Human Being with regard to the Application of Biology and Medicine: Convention on Human Rights and Biomedicine (Article 7) in Law 2619/1998, the second
condition of the above provisions was abrogated and consequently it is not possible
to order involuntary hospitalisation based on the criterion of dangerousness. The
new Code of Medical Ethics (CME, Law 3418/05, Article 28, par. 8) is moving in the
same direction, where the requirement of treatment is provided as a condition of
involuntary hospitalisation, along with the existence of a mental disorder.

23 See E. Vergonis [Prosecutor of the Ioannina Court of First Instance], Issues of Interpretation and
Implementation of Articles 95-101 of law 2071/1992 on involuntary hospitalisation in Mental Health Units.
(Paper in the One Day Conference on “The involuntary hospitalisation of a psychiatric patient: Findings and
Proposals” Arta 19.03.2011)

24 See E. Phytrakis, Involuntary hospitalisation: a dangerous cocktail of treatment with imprisonment,
Paper read at the one day conference of the Hellenic Psychiatric Association and Ati magazine “Involuntary
hospitalisation” Athens 02.03.2012. Also published in Ati magazine Issue 5/2013.
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Who may request the involuntary hospitalisation of a person?
The alleged patient’s hospitalisation may be requested by the patient’s spouse, lineal
relatives without any limitation on the degree of kinship, collateral relatives up to
the second degree, or by the patient’s custodian or court-appointed guardian by a
petition filed with the Public Prosecutor of the Court of First Instance having jurisdiction in the district where the patient resides or is staying. If these persons do not
exist, and in cases of emergency, the involuntary hospitalisation may be requested
by the Public Prosecutor of the Court of First Instance having jurisdiction in the
district where the patient resides or is staying (Article 96, Law 2071/1992).

The crucial condition for involuntary hospitalisation: medical opinions
According to the law, the petition must be accompanied by the reasoned, justified
and written medical opinions of two psychiatrists or, if that is not possible, of one
psychiatrist and of another doctor in a related field; such opinions should refer to the
conditions of involuntary hospitalisation.
If the procedure is initiated by the Public Prosecutor ex officio or if it is stated in the
petition that the examination was not possible because the person concerned refused to cooperate, the Public Prosecutor has the right to order such person’s transfer to a public psychiatric clinic in order to undergo examinations so that medical
opinions may be drawn up. On this matter, in a special report of the Greek Ombudsman entitled “Greek Ombudsman‘s Ex officio Investigation into the Involuntary
Hospitalisation of Mental Patients” (May 2007), it is noted that:
“It has resulted that in 50% on the total number of hospitalisations, there was no
reasoned medical opinion on the existence of a specific mental disorder. This contradicts Opinion 19/1996 of the Public Prosecutor of the Supreme Court, according
to which “the medical certificates of the two doctors may be written on the same or
a on separate document each, it is necessary, however, that they be reasoned, which
means that they should contain actual incidents (manifestations of the disorder, acts
of violence, if any, prior hospitalisations and their locations and reason, why medical
care is impossible outside the hospital, conclusions about the disorder and its scientific foundation etc.)”
To sum up, according to the above research, the necessity of involuntary hospitalisation as a recommended method of treatment meeting the conditions of the law
is not justified.

The transport of patients by the Police
As we have already mentioned, if the Public Prosecutor initiates the procedure ex
officio or if it is stated in the petition that an examination could not take place due
to the person’s refusal to cooperate, the Public Prosecutor has the right to order that
such person be transferred to a public psychiatric clinic so that an examination will
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take place and medical opinions be drawn up.
According to the law (article 96, par. 5) “the transport will be carried out under conditions ensuring the respect of the patient’s personality and dignity, and the duration
of the patient’s stay thereat for the necessary examinations may not exceed 48 hours”.
However, according to the findings of the Greek Ombudsman’s report, in 97% of the
cases the transport of the patients was carried out by the police. This unjustifiable
treatment of mental patients as threats to public order and safety is manifested in
their transport in a patrol car or police van, the use of handcuffs25, and the presence
of a police escort even though the sight of uniformed personnel intensifies patients’
agitation or aggravates the condition of their health.
However, there seems to be no dispute on the matter in case law: the act of the Public Prosecutor of the Court of First Instance towards the police is not an arrest warrant but an administrative order. The transport of a person who does not wish to be
hospitalised entails certain actions on the part of the police (search, identification,
forced transport to the psychiatrist) which do not have the nature of an arrest but
should be carried out with discretion, the best possible treatment and the avoidance
of publicity (Public Prosecutor of the Supreme Court 12/1999).
It other cases it is accepted that it constitutes an “arrest”, in the sense that, although
the Public Prosecutor’s act is administrative since it is not linked to a criminal offense, “it is evident that it is an instruction requiring the arrest of a person, it is
founded on an explicit directive which has the nature of an arrest warrant, in the
broad sense of the term, and it justifies the arrest... therefore, since the person will
not come forth voluntarily, the police officers to whom the order has been given must
exercise the necessary force (Public Prosecutor of the Supreme Court 3899/2007).
In any case, the Law does not provide a mandatory police intervention for the transport of that person. On the contrary, the provisions of the law on a “dignified transport” would entail, as acknowledged by the Greek Ombudsman and by the Hellenic
Psychiatric Association, the patient’s transport in a National Emergency Assistance
Centre ambulance or in conventional cars (as provided by the Programs of Intervention in Crisis), with an escort of nurses, in Health Centre ambulances, or with
by special Service to be established by the Mental Health Units particularly for this
purpose.

The role of the Public Prosecutor and the decision of the Court
After ascertaining that the formal requirements of the Law are fulfilled, and provided that the two medical opinions agree that involuntary hospitalisation is necessary, the Public Prosecutor will order that the patient be transported to an ap25 Activation of Article 147 of Presidential Decree 141/91 on applying restraint in all cases of transporting
handcuffed persons.
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propriate mental health unit within the Mental Health District where the patient
resides. Thereafter, the Public Prosecutor must address a petition to the competent
Single-Judge Court of First Instance so that the latter may decide on the involuntary
hospitalisation26.
The court must hold non-contentious proceedings in camera within ten days of
receiving the file. The patient will be invited to attend the proceedings 48 hours in
advance, and he or she has the right to bring a lawyer and a psychiatrist as an expert
advisor. The Court may order the examination of a patient by a third psychiatrist if it
considers that the opinions of the two psychiatrists differ from one another, or that
they are not convincing, or if the scientific director of the hospital holds a view that
is contrary to the opinions of the psychiatrists.
The court ruling must be specifically reasoned. If the petition is accepted, the person’s stay in the mental health unit will continue, and if it is dismissed, the patient
will be immediately discharged.
Therefore it is evident that it is the competent Court that has the right to order an
involuntary hospitalisation, and not the Public Prosecutor, who is merely laying
the groundwork for the procedure27. It is also clear that the law provides for a strict
period in which the Public Prosecutor must petition the competent court, which will
convene within ten days. No deadline exists for the issuance of a judgment, but the
general provisions on non-contentious proceedings apply, according to which the
judgment must be rendered as soon as possible (Article 756 of the Greek Code of
Civil Procedure).
If the above ten-day deadline is not respected, the continued stay of the alleged
“patient” is not legitimised by the Public Prosecutor’s transport order, even if it is
evident that the person has a mental disorder. An appeal and an objection may be
filed against the judgment of the Court of First Instance within two (2) months from
the time such judgment was rendered. The Medical Director of the Mental Health
Unit in which the patient is hospitalised also has the right to use the legal remedy
of objection.
In practice, these deadlines are not respected. According to the report of the Greek
Ombudsman, the average period from the patient’s admission to the scheduling of a
hearing date is 41 days, with a minimum of 7 and a maximum of 118 days.
It is worth noting that due to the non-observance of the foregoing deadlines, Greece
has been condemned twice by the European Court of Human Rights for violating the

European Convention on Human Rights (Article 5, par. 1(e) on the Right to Liberty
and Security). Both cases (Venios v Greece and Karamanof v Greece) were heard in
2011 and financial penalties were imposed on Greece for failing to observe the strict
deadlines stipulated in Law 2071/92 and therefore for illegally depriving a person
of his or her liberty.
Is involuntary hospitalisation in a private clinic permitted?
According to the law, involuntary hospitalisation in private clinics would require a
Ministerial Decision, which has not been issued so far. Therefore, involuntary hospitalisation in a private clinic is illegal. (Opinion of the Public Prosecutor of the
Thessaloniki Court of First Instance 2/2009).

The obligation to inform the patient

Once the patient is transferred to the hospital for involuntary hospitalisation, the
Director or other person with authority to do so must brief the patient on his or her
rights and particularly on the right to appeal. A record will be drawn up for this
briefing, and signed by the person who conducts the briefing, and by the patient’s
escort (article 96, par. 4)
It has been ascertained that in practice this requirement of the law is not consistently adhered to. The same applies in what regards notifying the patient of the
hearing date (under the law, such notification must be made 48 hours before said
date) so that the patient may attend, if he or her so wishes, with a lawyer and a
psychiatrist as an expert witness.

Conditions of hospitalisation
The conditions of involuntary hospitalisation must serve the requirements of treatment. Therefore, leaves, organised trips and stays in monitored spaces outside the
hospital confines should not be precluded. In all cases, respect for the patient’s personality must be shown and the restrictions imposed on individual freedom should
only be determined by the state of the patient’s health and the requirements of
medical care.
The above wish list is not adhered to in practice. In these hospitals, patients are
crowded in camp beds, there are no outdoor yards, the conditions of hygiene are unacceptable, the patients remain restrained for days on end, and medication is seen
as the only conceivable form of treatment.

Termination - Duration- End of involuntary hospitalisation
26 See N Bilenakis, ‘Case Study or Everything you would like to ask about involuntary hospitalisation
answered’ in Involuntary Hospitalisation of Mental Patients, Medical and Legal issues in the Implementation
of Law 2071/92, Beta Publications 2011.
27 Also see the special provisions of Article 1687 of the Civil Code.
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Involuntary hospitalisation will be terminated when the conditions that led to it
cease to exist. In this case, the Medical Director must discharge the patient and, at
the same time, serve a relevant report to the Public Prosecutor.
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Involuntary hospitalisation cannot exceed six (6) months. After the first
three months, the scientific director and one more psychiatrist will file
to the public prosecutor a report on the condition of the patient’s health.
However, a research in files carried out for the aforementioned investigation of the Greek Ombudsman showed that the foregoing doctors’ report
was found in none of the cases where the commitment was extended for
more than 3 months.
An important right of patients and of their relatives is that they may file
a petition to the public prosecutor, requesting that the involuntary hospitalisation be terminated. If the petition is not accepted by the Court of
First Instance to which the prosecutor will immediately forward it, a new
petition may be filed after three months.
In exceptional cases when hospitalisation must be extended for more
than six months, this is only possible based on an agreement of 3 psychiatrists, one of which will be the attending psychiatrist and the other two
will be appointed by the public prosecutor.

Conclusions
It is obvious from the foregoing that many provisions of Law 2071/1992
are not observed, resulting in the dire violation of the rights of individuals
with mental health problems.
Furthermore, there is still much to be done in implementing the Psychiatric Reform, in order for involuntary hospitalisation not to be the only
way forward for the treatment of mental patients. As proposed by several
competent agencies, psychiatrists and the Greek Ombudsman, primary
mental health care needs to be developed, treatment continuity in the
provision of primary, secondary and tertiary health care must be ensured,
and support networks for the families of mental patients must be developed, as must be community awareness and health education programs.

Your Rights in Practice
Extrajudicial protection
You may file a complaint with:
-The Greek Ombudsman (see previous chapter)
- The Special Committee for Monitoring the Protection of the Rights of Persons with
Mental Disorders (see previous Chapter)

Judicial Protection
a) When you are admitted in a Mental Health Unit, a record must be drafted, confirming that you have been notified of your rights, and especially of your right to
i) be invited to appear before the Single-Judge Court of First Instance for the confirmation of Public Prosecutor’s order regarding the commitment,
ii) file an appeal or objection against such Court’s judgment,
iii) undergo medical examinations three months after having been admitted, in order to ascertain whether further hospitalisation is required.
iv) leave the hospital after six months, unless it is deemed that further hospitalisation is required. If this is the case, a medical examination must follow after three
months and discharge is compulsory after six months, unless it is once more decided
that further hospitalisation is required.
b) During the hospitalisation. First, a petition will be filed by the Public Prosecutor
to the Single-Judge Court of First Instance regarding the approval of the prosecutor’s
order of commitment. The proceedings will be held in camera. The person hospitalised must be invited 48 hours in advance and has the right to attend with a lawyer
and a psychiatrist as an expert advisor. The proceedings must be held 13 days after
the person has been transferred to the Mental Health Unit. In practice, deadlines are
never adhered to and frequently the hearing takes place after the period of involuntary hospitalisation has come to an end. An appeal and an objection may be lodged
against the judgment.
You, a relative or your court-appointed guardian have the right to file a petition with
the Public Prosecutor to terminate hospitalisation. If the request is refused by the
Court of First Instance to which the Public Prosecutor will forward the petition, a
new petition may be filed after three months.
a. If provisions of the European Convention on Human Rights were violated during
your hospitalisation, you have the right to appeal to the European Court of Human
Rights if you are not satisfied with the rulings of national Courts (see further below,
esp. the Chapter on the commitment of criminally unimputable offenders).
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Clinical Parameters
Maria- Marinella Lycou
Psychologist- Psychotherapist
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Common sense dictates that the extreme manifestations of a pathological condition
can be avoided through medical prevention and therefore primary care in mental
health can limit significantly the use of involuntary hospitalisation.
Also, offering proper support to the person suffering from mental health problems
in secondary and tertiary care reduces the frequency and need for hospitalisation as
well as its duration, whilst enhancing the patient’s inclination to co-operate. This in
turn facilitates voluntary admission to hospital when it cannot be avoided.
Therapeutic experience has evinced the positive contribution of a stable and longterm therapeutic relationship to the amelioration of mental health. The trust that
grows as a result helps the patient to acknowledge the condition’s existence and
separate from the healthy parts of the personality. This enables the person facing
mental health problems to invest in his health and deal with his condition in a
responsible manner.
On the contrary, the change of doctors in public hospitals, where the same medicines are prescribed year after year, induces persons who have undergone involuntary hospitalisations to conceal further symptoms, out of fear that dosage may be
increased and the period of hospitalisation may be extended, but mainly due to the
fact that the patient is unable to accept the fact of illness.
Those who have experienced involuntary hospitalisation describe it as a traumatic
experience. Given the ineluctably traumatic experience of mental disorganisation,
the aggressive and punitive behaviour of others deepens social isolation and thus
the distance from external reality.
This is corroborated by the testimonies of persons with mental health problems who
‘invested’ in their illness during their involuntary hospitalisation by manifesting a
state of delirium and hostile emotions to doctors and relatives.
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In the field of interconnecting primary, secondary and tertiary
care, I would like to share two relevant experiences from my time
at the Institute of Mental Health for Children and Adults and the
Society of Social Psychiatry and Mental Health.
C. came to the Institute of Mental Health for Children and Adults
with a long history of periods of involuntary hospitalisation and
was immediately subjected to psychiatric monitoring and psychotherapy. In the 12 year that followed he required two shortterm periods of hospitalisation the first of which started with
the intervention of the judicial Prosecutor, police presence and
required an ambulance.
The assertive community treatment (systematic sensitisation of
the local community and of the key persons involved) that had
already taken place in the local police department focusing on
educating and sensitising the stuff in dealing with people facing
mental health problems was crucial to the supportive behavior of
the police officers… as a result the patient preferred the police car
over the ambulance to travel to the hospital…Unfortunately these
practices are not the rule…However, in exercising a modern social-community psychiatry we must apply pressure on every institution, in order to form these practices into a prevalent model.
In the duration of this month-long hospitalisation the psychiatrist of the Institute of Mental Health for Children and Adultsco-operated with the psychiatrist of the clinic, whilst at the same
time C.’s therapists in the Mental Health Institute for Children
and Adults worked together with the Society of Social Psychiatry
accommodation support therapists in order to provide better support since his family support network had collapsed at that time.
Subsequently, he was admitted to tertiary care, at which point a
voluntary short period of hospitalisation was needed during his
period of adjustment. Today, some 10 years later, he has required
no further hospitalisation.
The second case concerns a patient with a long history of periods
of involuntary hospitalisation that started when he was 12 and
continued with no breaks till his 35th year, when he was admitted to tertiary care, having been labeled as a “difficult and aggres-
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sive patient”. His transfer to a protected apartment and his integration with the
neighbourhood, in conjunction with regular psychological support opened a new
chapter in his life where he could be calm, sociable and responsible for taking his
medicine and regulating his diet. From the very first day the neighbours wondered
“what’s the matter with him and requires therapists” and to this very day, 17 years
later he has not required a single day of hospitalisation.
For a long time I have collaborated with structures the design of which was inspired by the idea of psychiatric reform. These structures invested in therapeutic
continuity, the interconnection of primary, secondary and tertiary care, community
treatment and the support of the families of those who suffer from mental illness.
To protect the right of individuals with mental health problems to dignified living
and care, I see no alternative but to extend these practices.
The innovation that Mental Health Mobile Units presented and still present could
not be omitted from our proposals for the reduction in the number of involuntary
hospital admissions. From the time the first Unit was founded in Phocis in 1981
(later continued its operation in Thrace) till the institutionalisation of mobile units
in Law 2716/1999, more than 25 units have been founded and are still operational.
In the framework of social psychiatry, Mobile Units of Mental Health are the foundation stones of the provision of mental health services and the protection of the
rights of mental health patients especially in small and remote prefectures. Prevention, informing the local inhabitants, timely intervention and frequently intervention in crisis, therapeutic treatment, and maintaining contact with both the
family of the patient but also the community have been all undertaken by the
Mobile Units. It is the Mobile Unit that ensures stability and continuity in care. The
unit attempts to treat the patient as a biopsychosocial whole and deal with social
or work-related issues whilst taking the necessary steps so that the patient may
receive appropriate treatment when required. The mobile unit offers its services as
close to the patient’s place of abode as possible. Its main objective is dealing with
psychiatric issues in the community without having to cut the sufferer off from the
community. The local society, the neighbourhood, other health services in the prefecture as well as key individuals (local authorities, police department, prosecutor)
do not merely assist but actively participate in the work of the Mobile Unit, securing the sufferer’s right to remain an active member of the community.

directly in order either to avoid an involuntary hospitalisation, or, if hospitalisation is necessary, to obtain the
consent of the suffering person.
From the statistical data of the Mobile Units in Phocis
and Thrace it may be safely inferred that the percentage
of involuntary hospitalisations is much lower than in
prefectures where no mobile Units are active. This may
be ascribed to the fact that Mobile Units act as points
of reference for persons with mental health problems
and ensure continuity in the care of the patient at every
stage in his life and the development of his condition
and connection with the necessary services. We should
not expect that the suffering person will seek a service
that is far removed from his place of abode after a potential hospitalisation. A service is needed to orchestrate
all the necessary interventions so that the patient will
not be ineluctable led to a relapse and an involuntary
hospitalisation.
A final comment may be appropriate on the percentage
of involuntary hospitalisations that exceeds 50%. This
is related to institutional defects and deficiencies but
mainly with the distortions of the psychiatric care system. Both the lack of primary care services (mobile units,
mental health centres) and of continuity in care that
leads to most and the most painful relapse and the distortion inherent in the system, which will not allow the
suffering person to be admitted to hospital, when this
becomes necessary, unless there is a Prosecutor’s order.
The conclusions should be obvious.

The following could be seen as the hallmark of the integration into the community
of the Mobile Units in Phocis and Thrace: once contacted, both the prosecutor and
the police –having been systematically sensitised for years- inform the family of
a patient in crisis what the Mobile Unit has to offer and they get in touch with us
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ΙΙΙ.
Mental illness and
capacity to decide

Maria Mousmouti
PhD in Law
Centre for European Constitutional Law
Translation: Mata Salogianni

What is legal capacity?
All Greeks are equal before the law and have the right to freely develop their personal and social life. These fundamental rights are consolidated in articles 4 par. 1 and
5 par. 1 of the Greek Constitution.
While all individuals have equal rights and obligations, they must have legal capacity in order to be able to exercise them, i.e. the capacity to take legally valid decisions, and to enter into binding contractual relations. In principle, any person who
has attained 18 years of age has legal capacity (article 127 of the Greek Civil Code).
However, some persons, despite having attained 18 years of age, do not have legal
capacity or have limited legal capacity due to functional obstacles that limit their
ability to take decisions. Such obstacles, which may be temporary or permanent,
may be due to mental impediments, a disorder, chronic conditions, damages caused
by accidents, as well as drug addictions and much more. In the Greek legal system,
a person with limited legal capacity may enter into legally valid agreements only in
the cases or under the conditions provided by law, otherwise such agreements will
be null and void28.
Legal capacity is critical for almost all legal relations. On the one hand it constitutes
an expression of individual autonomy, which is the foundation of personality and a
condition for participation in social life. On the other hand, it affects all areas of an
individual’s life, from where to live (the choice of place of residence or the acquisition of a house) whether to marry, vote, work, sign contracts etc29.
28 Article 130 of the Greek Civil Code.
29 European Union Agency for Fundamental Rights, Legal capacity of persons with intellectual disabilities
and persons with mental health problems, http://fra.europa.eu/en/publication/2013/legal-capacity-personsintellectual-disabilities-and-persons-mental-health-proble-0 .
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Article 12 of the UN Convention on the Rights of Persons with Disabilities30 explicitly provides that persons with disabilities must enjoy legal capacity on an equal
basis with others in all aspects of life, and that disability in itself does not justify
the deprivation of the capacity to decide and to contract. Functional impediments
cannot justify the deprivation of the right to decide or the right to equal participation in collective decision procedures. Individuals with impediments have the right
to receive appropriate support in order to be in the position to exercise their rights
(article 12, par. 3 of the UN Convention on the Rights of Persons with Disabilities).
Functional impediments are a criterion only with regard to the degree and the kind
of support necessary.

Code). Persons placed under full privative guardianship lack legal capacity31 and
the legal acts they undertake are void. The court-appointed guardian will represent
them and sign on their behalf.

Guardianship

Full supportive guardianship, which does not remove the capacity to make decisions and enter into valid agreements but is a form of co-decision. The guardian’s
consent is required in order for agreements by a person with limited legal capacity
to be valid (Article 1676 par. of the Greek Civil Code). This means that the guardian
must consent in writing to any legal act by a person placed under full supportive
guardianship before such an act is concluded. If the guardian refuses to consent, the
person concerned may request permission from the court to conclude the specific
act. Acts for which the law demands the guardian’s consent will be void if attempted
without it. Persons with mental health problems placed under partial privative or
supportive guardianship have limited legal capacity32.

Where individuals with mental health problems cannot function autonomously or
exercise their rights, legal orders intervene to either substitute decision making or
provide support to enhance decision making capacity. In Greece, this takes the form
of court-mandated guardianship, which is stipulated by articles 1666-1688 of the
Greek Civil Code. Thereunder, when a person with mental health problem cannot
exercise his or her rights autonomously, the court will appoint a guardian who will
either function as representative of the person (i.e. will sign on his/her behalf), or
will decide jointly with him or her, providing consent in order for certain legal acts
to be valid.

Who may be placed under guardianship?
The following persons may be placed under guardianship:
a) persons who, due to a psychological or mental disorder or to physical disability are unable to tend to their own affairs either in whole or in part;
b) persons who, due to prodigality, drug addiction or alcoholism, expose themselves, their
spouse or their family to the risk of destitution; and
c) minors who are under parental responsibility or tutelage during their last year as minors
(Article 1666 of the Greek Civil Code).

What are the forms of guardianship?
Depending on the functional impediments of an individual with mental health problems and the extent to which he/she can tend to his or her affairs, the Greek Civil
Code provides for different forms of guardianship, which correspond to different
degrees of support that a person may require in order to exercise his or her rights:
Full privative guardianship, which deprives individuals with mental health problems of the right to enter into any legal act (Article 1676 par. of the Greek Civil
30 http://www.esaea.gr/legal-framework/symbasn-ohe/547-symbasi-oie-gia-ta-dikaiomata-ton-atomonmeanapiria
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Partial privative guardianship, which deprives a person of the right to enter into
specific legal acts stipulated expressly and restrictively (Article 1676 par. of the
Greek Civil Code). Therefore, for example, it is possible that, the court judgment may
stipulate that a person placed under partial privative guardianship cannot transfer
property autonomously but only with the consent of the guardian but may decide
on his or her own on all other matters.

Partial supportive guardianship provides that the guardian must agree in order for
specific legal acts to be valid (Article 1676 par. of the Greek Civil Code). The person
with a mental disorder may decide on his or her own on all other matters.
A combination of the foregoing. In that case, the court may decide that a person
cannot perform certain legal acts autonomously and must be represented by the
guardian, such as matters pertaining to property management, while in regard to
other legal acts the guardian must only consent to their conclusion, e.g. in order for
an individual to be able to work (Article 1676 par. of the Greek Civil Code).

Who decides on guardianship? What are the proceedings?
Court-mandated guardianship proceedings may be instituted either following a petition filed by the person requesting guardianship (voluntary) or following a petition
by the individual’s parents, children, spouse, the public prosecutor or ex officio by
the court having jurisdiction over the district where such person resides (involuntary) (Article 1667 of the Greek Civil Code). For persons with a physical disability,
the proceedings may be initiated only following a petition filed by themselves (Article 1667 par. 2 of the Greek Civil Code). The competent court is the Court of First
Instance of the place of residence of the individual and hears the case in non-contentious proceedings.
31 Article 128 of the Greek Civil Code.
32 Pursuant to article 802 par. of the Greek Code of Civil Procedure.
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If the person to be placed under guardianship is over 10 years old, they can appear in
court in their own name and carry out any provided procedural act (Article 802 par.
1 of the Greek Code of Civil Procedure). The person to be placed under guardianship
will be summoned to appear in the relevant proceedings, as will be the temporary
guardian, if any (Article 802 par. 2 of the Greek Code of Civil Procedure). Appearance
in court is very important in order for the judge to form a personal opinion on the
person for whom guardianship is requested, and not decide based on third parties’
views and opinions. The guardianship court hearing will take place “in camera”33.

book of guardianships held by the competent social
services. Following service and registration of the
judgment, the competent coordinator will assign a
social worker to monitor the individual placed under
guardianship and the guardian’s activities, in order to
inform the supervisory board (article 4 of Presidential Decree 250/1999). The same formalities apply for
a judgment to terminate guardianship.

The legislative framework allows judges the freedom to assess the facts related to
the petition for placement under guardianship. The court is under the obligation to
decide based on the interests of the person to be placed under, and show restraint
in the deprivation of autonomy, imposing the minimum restrictions possible (article
1676 of the Greek Civil Code). To this purpose, the court must communicate with the
person concerned, in order to form a first-hand opinion on their condition (article
804 of the Greek Code of Civil Procedure). This private communication may take
place in the person’s settings or in court. This step will be omitted only when it is
certified that credible risk to the person’s health exists, or if the person is unable to
communicate with his or her surroundings. An expert opinion may be dispensed
of at the discretion of the court, if a certificate issued by a public authority or by a
public entity is produced on the condition of the person to be placed under guardianship.

Who may be appointed as guardian?

The court will issue a judgment on the petition for guardianship, will designate its
form, appoint the guardian and a supervisory board (in cases of full privative guardianship). The court may amend ex officio the type and extent of guardianship by a
subsequent judgment34.
The court will notify its judgment to the person concerned, making explicit reference to the right to appeal35. The notification will be omitted if the individual is
clearly unable to communicate with his or her surroundings, or if there is credible
risk of damage to or deterioration of health. The judgment will be served on the
persons who participated in the proceedings, to the guardian and to the competent
social services36.
The judgment on court-mandated guardianship will be entered in a special book
held by the court clerk (Article 1675 of the Greek Civil Code) and in the special
33
34
35
36
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Pursuant to article 802 par. of the Greek Code of Civil Procedure.
Article 1677 of the Greek Civil Code
Article 802 par. 5 of the Greek Code of Civil Procedure.
Article 802 par. of the Greek Code of Civil Procedure.

The guardian is a person with whom the person to be
placed under guardianship is linked with a relationship of mutual respect and trust. The guardian may
be any close or other family member, or a third party (personal or family friend). The following persons
may not be appointed as guardians: (a) persons lacking full legal capacity, (b) adults for whom a temporary guardian has been appointed, (c) persons linked
with a dependency relation or having any other close
ties with the psychiatric unit where the person to
be placed under guardianship has been admitted for
treatment or resides (Article 1670 of the Greek Civil
Code).
The guardian will be proposed by the person to be
placed under guardianship (if such person has attained 10 years of age). If the latter does not propose any guardian or if the guardian suggested is not
considered qualified, the court will freely select the
person it deems qualified, after taking into consideration the will and wishes of the person to be placed
under guardianship (Article 1669 of the Greek Civil
Code). If no appropriate natural person can be found,
the guardianship may be assigned to an association
or institution with qualified staff and infrastructure,
otherwise to the competent social services.37
37 Article 1671 of the Greek Civil Code
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The judgment appointing a temporary guardian38 will also designate any protective
measures required to prevent serious risk to the ward’s person or property. Temporary guardianship will expire when a final unappealable judgment appointing a
guardian is issued, while the court may terminate the temporary guardianship at
any time, even ex officio, if the ward is not in need of it39.

What is the role of the guardian?
The guardian’s role is very important. The guardian assists and supports the individual placed under guardianship, and his or her actions must exclusively serve the
individuals’ interests.
Before taking any action or making any decision, the guardian must communicate
with the ward and take into account the ward’s opinion40. Under the UN Convention
on the Rights of Persons with Disabilities, a guardian is the supporter of a person
with a mental health problem. The guardian’s role is to assist, inform and support
the ward to enable them to take decisions on matters concerning him or her as freely as possible, and to autonomously exercise his or her rights. The guardian’s role is
not to decide on behalf of the ward.
Decision-making is a complex process, during which, when in need to make an important decision, we all discuss matters with our friends and acquaintances, request
their opinion and take their views into account. Even when the ward cannot easily
express his or her will, the guardian must try to understand his/her wishes, and not
just do whatever the guardian believes to be best. Usually, the court’s judgment also
assigns to the guardian the care of the person, either in whole or in part. This means
that the guardian must also take care of the residence, health, nutrition, attire, education etc. of the individual placed under guardianship. When exercising such care,
the guardian must ensure that the ward is able to form personal relationships on his
or her own, provided that this is permitted by the ward’s condition41.

When is guardianship terminated?

means that if the factors preventing a person from taking decisions
no longer continue, said person’s autonomy may be restored. In order
for this to happen, a new court judgment is required, which will be
issued following a petition filed by the authorised persons or ex officio, meaning that the court may terminate guardianship on its own,
if it ascertains that the conditions thereof no longer apply42.
If they disagree with the judgment placing someone under guardianship, those who participated in the relevant proceedings may appeal. An appeal may also be filed by the guardian against judgments
pertaining to the guardian’s authorities, in his or her own name or
in the name of the ward. The court may terminate the guardian by
an interim order, when the conditions for the termination exist and
there is danger for the ward43.

How can a person placed under guardianship be protected? Are any safeguards in place?
Guardianship must be accompanied by appropriate and effective
safeguards to ensure that the rights, will and preferences of the ward
are respected, that the measures are tailored to the ward’s circumstances, that they will apply for the shortest time possible, and that
they are free of conflict of interest (article 12 par. 4 of the UN Convention on the Rights of Persons with Disabilities).
Greek law provides that a supervisory board will be established for
persons under privative guardianship, consisting of three to five
members chosen among friends or relatives of the person placed under guardianship (Article 1682 of the Greek Civil Code). The board
will supervise the guardian’s actions44 and will have the competencies assigned to it by the court. If the guardian disagrees with the
board’s decisions, the court will rule thereon following a petition
filed by the guardian or by another person having a lawful interest
or ex officio45. Moreover, the supervisory board will audit the accounts

Guardianship will be terminated if the reasons that led to it cease to exist. This
38
39
40
41
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Article 1672 of the Greek Civil Code.
Article 1673 of the Greek Civil Code
Article 1684 of the Greek Civil Code
Article 1680 of the Greek Civil Code

42 In case of persons with a physical disability, guardianship may be terminated only
when so requested by the persons themselves (Article 1685 of the Greek Civil Code).
43 Pursuant to article 803 of the Greek Code of Civil Procedure, the judgment enters into
force from the time it is submitted to the Court Clerk in order to be notified.
44 Article 1642 of the Greek Civil Code
45 Article 1642 of the Greek Civil Code.
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submitted by the guardian46. The supervisory board will be assisted in its duties by
the social services, which will provide information on the discharge of the board’s
duties47.
What can I and cannot do if I have been placed under guardianship?
Permissible legal acts by persons with mental health problems placed under guardianship depend on the judgment of the court and on the type and form of guardianship.
Persons with a mental health problem who are under full privative guardianship
cannot enter into any legal act and dispose of their assets, unless the judgment of
the court states otherwise. The ward may not proceed to the following acts in person
or without the guardian’s consent48:
Dispose of his or her assets either in part or in whole;
Alienate or acquire immovable property or a right in rem over immovable property;
Assign a claim the object of which is the transfer of immovable property;
Alienate securities and valuable objects;
Have works carried out on immovable property for an amount exceeding that has
been stipulated as annual expenses;
Alienate or proceed to the dissolution and liquidation of a commercial, industrial or
other business included in the ward’s assets;
Establish a new business;
Lease out immovable property for a period exceeding nine years;
Conclude loans (either as a lender or a borrower);

The guardian’s signature is required for the foregoing. However, the guardian does not have unlimited liberty to proceed to the foregoing actions, since the prior opinion of the
supervisory board is required, as is special authorisation
from the court.
Unless this is expressly permitted under the court judgment, the ward may not enter into legal acts against no
consideration, collect claims and provide repayment49.
Persons under full privative guardianship may not draft a
last will and testament, nor can persons who are under
partial guardianship with express deprivation of legal capacity, persons who are not conscious of their actions or
who suffer from psychological or mental distress which
decisively restricts the function of their will (Article 1719
of the Greek Civil Code). However, the validity of a will is
not affected if it was drafted before the judgment placing
the testator under guardianship became final and unappealable50.

Can I marry?
Loss or restriction of legal capacity will have consequences
on a series of personal matters. Persons lacking the capacity
to contract cannot marry, since marriage is a legal act – an
“agreement” between the spouses to be51. The same applies
for persons to whom conclusion of marriage has been spe-

Waive or reduce a security;
Enter in to a settlement or an arbitration agreement (for an object the value of
which exceeds the amount stipulated as annual expenses for the care of the ward’s
person and the management of his or her assets);
Guarantee or assume another person’s debt for an onerous cause;

49 Article 1678 of the Greek Civil Code.
50 The same applies if the will has been drafted after a petition for the
termination of guardianship was filed, or for the issuance of an act whereby
the termination is brought before the court ex officio and the termination
has taken place according to the petition or the act (Article 1720 of the
Greek Civil Code)
51 Article 1350 of the Greek Civil Code

46 Article 1643 of the Greek Civil Code
47 Article 1645 of the Greek Civil Code
48 See article 1678 of the Greek Civil Code and proportional application of article 1624 of the Greek Civil
Code.
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cifically prohibited52. In those cases, marriage is possible only with the
guardian’s consent. If the guardian refuses to consent, the court may permit
the marriage after hearing the person concerned and provided that such
person’s interests so dictate53. A marriage may be declared void54 if one of
the two spouses was not conscious of his or her actions at the time the marriage was concluded, or was suffering from psychological or mental distress
decisively restricting the function of his or her will.

Can I manage my assets?
A person’s capacity to have control over his or her assets and financial
affairs is linked to such person’s capacity to act. A disability on its own
cannot serve as grounds to deprive someone of this capacity; it should
only be taken into account in order to designate adequate support.

The guardian does not have the right to
use the ward’s assets, in particular cash,
in order to acquire a personal benefit56.
When the guardianship is privative, the
guardian is under the obligation to draft
an inventory of the ward’s assets57, to request from the supervisory board a decision on the designation of the annual expenses for the concerned person’s affairs
and for the management of such person’s
assets58, and to use productively or invest
in a beneficial manner any cash that may
be part of or devolve to the ward’s assets,
after deducting annual expenses59.

The management of the assets of a person under guardianship will be
expressly stipulated by the court in its judgment. The court may remove
the right to manage their affairs themselves, at the same time divesting them of the right to freely dispose of their income, and assign such
tasks to the guardian55. In the judgment of the court it will be stipulated
that such matters will either be deferred to the guardian’s decisions,
be co-managed with the guardian, or remain in the person’s exclusive
decision-making scope.
In the cases where there is a combination of privative and ancillary
guardianship, the court’s judgment will explicitly stipulate the acts
to which the ward may not proceed in person, and to those to which
the ward may proceed without the guardian’s consent. In practice, the
guardian or the ward’s family assume, either formally or not, the management of the disabled person’s financial affairs, either in what regards
assets or pensions, benefits etc.
52
53
54
55

56

Article 1351 of the Greek Civil Code.
Article 1352 of the Greek Civil Code
Article 1351 of the Greek Civil Code
Article 1679 of the Greek Civil Code

56 Article 1618 of the Greek Civil Code, proportional
application.
57 Article 1611 of the Greek Civil Code, proportional
application.
58 Article 1612 of the Greek Civil Code, proportional
application.
59 Article 1613 of the Greek Civil Code, proportional
application.
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Your Rights in Practice
Supervisory Board – Social Services – Public Prosecutor
If you are under full privative guardianship and you are facing problems with your
guardian, you may address the supervisory board appointed by the court to supervise the guardian’s work. You may also address the competent social services or a
public prosecutor.
If the guardianship is not privative (and therefore no supervisory board has been
appointed), you may address the competent social services or public prosecutor.

Court
Only the court is competent for terminating or amending the guardianship (the Single-Judge Court of First Instance in your district of residence). You may file a petition
for the termination or amendment of the guardianship in cooperation with a lawyer
or on your own, stating the reasons and the circumstances that have changed. The
petition will be heard in camera in a short time (within a few months). You have the
right to appear in court when your case is heard, and express your opinion. If you are
not satisfied by the court’s judgment, you have the right to appeal.
Committee on the Rights of Persons with Disabilities (international body)
If you have lodged all remedies available and you still think that a violation against
a right recognised under the UN Convention on the Rights of Persons with Disabilities is in place,60 you may file a communication with the Committee on the Rights
of Persons with Disabilities, which was established under the Optional Protocol to
the Convention on the Rights of Persons with Disabilities61. The Committee is competent to receive and consider reports from or on behalf of individuals or groups of
individuals.
In order to file a communication with the Committee, the available domestic remedies must have been exhausted. Communications must include the name of the
complainant, be compatible with the provisions of the Convention, not be pertinent
to a matter that has already been examined, be founded and substantiated and
concern facts that occurred after the entry into force of the Protocol. Lawyers, NGOs
and associations representing persons with disabilities may draft communications
60 Violation of a right established under the Convention on the Rights of Persons with Disabilities
61 http://www.ohchr.org/EN/HRBodies/CRPD/Pages/CRPDIndex.aspx
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on behalf of any person concerned, provided that they
have been authorised in this respect. The Committee
will examine your communication, reach a determination and forward recommendations to the State Party
in what regards the resolution of the matter. The communication must include62:
1. Information concerning its author
2. Information concerning the victim
3. Information on the State Party concerned
4. The subject matter of the communication
5. The nature of the violation
6. Steps taken to exhaust domestic remedies
7. Other international procedures
8. Specific requests
9. Date, place and signature
10. List of documents attached
The communication must be submitted to the following address:
Petitions Team
Office of the United Nations High Commissione
for Human Rights
United Nations Office at Geneva
1211 Geneva 10, Switzerland
E-mail: petitions@ohchr.org
Fax: +41 22 917 90 22
62 Details on how to draft a communication may be found at:
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.
aspx?symbolno=CRPD/C/5/3/REV.1&Lang=en
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Clinical Parameters
Niki Darmogianni
Psychologist –Educational Expert
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Both the rationale and formulation of the law, mentioned previously in M. Mousmoutis’ text, are in perfect agreement with the fundamental human right to manage
one’s own life and being freely.
In the cases of individuals who are incapable to protect their life and interests on
their own, a third person is appointed to provide help and support but also train
them how to achieve what for most people is self-evident: the management of important affairs, the fulfillment of obligations and the protection of their rights.
This is the very essence of practicing Social Psychiatry, a kind of psychiatry that
focuses on man as a being and gives precedence to therapeutic treatment within the
community in which the individual resides and not in a psychiatric asylum which
is cut off from society. Theoretically speaking, every aspect mentioned above seems
fully integrated and organized. But what actually happens in Greek reality? What
are the users of health services, their relatives and mental health professionals up
against?
Unfortunately in most cases, individuals to be placed under guardianship do not
obtain information on the process and do not attend the Court trial. This is not the
case just with those who have no contact with the environment or are unable to
understand what is going on (as in the case of severe brain damage for example),
but it seems to be the general rule. It appears that those about to be examined and
placed under judicial interdiction are beforehand regarded as incapable of even basic understanding.
As a result, an action supposedly intended to benefit the individual and his family
members may end up disturbing the relations between them, if it is not conducted
in an appropriate manner. Let us imagine, for example, the consequences of a court
decision issued in absentia on a person who has delirious ideas that his relatives
are conspiring ‘behind his/her back’ and want to harm him/her. Should they become his guardians without having informed him/her and explained what exactly
this entails, the decisions could have a negative impact on the person him/herself
by reinforcing his/her delirious ideas or depression and exacerbating pre-existing
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self-denigration and a sense of impotence and straining the relations of that
person with its relatives.
Thus, a process that is intended to protect and safeguard the person could end
up being truly traumatic, causing the loss of basic trust (e.g. “you do everything
behind my back without telling me anything”, “you think I am useless and you
are doing your best to destroy me” etc.).
Where there is no awareness due to bodily damage (e.g. coma, severe mental
retardation etc.) this act is absolutely necessary. But it does not really help with
mental patients. It is proven in medical practice that even during a relapse, if
someone explains to the patient the potential dangers with sincerity, it will become possible to co-operate and receive the necessary help.
As M. Mousmoutis points out, there is yet another point that is often overlooked:
though “the Civil Code provides for a gradation of forms of under guardianship”,
usually the person is placed under full guardianship thus depriving the person
from the possibility of performing those legal acts he/she is capable of. Thus, the
court’s decision conduces to its further incapacitation and marginalization.
Finally, an additional matter that calls for our attention is the ease with which
first-degree relatives are appointed as guardians without proper consideration of
any other grounds of suitability. For example, it should be scrutinized whether
the person applying for guardianship is really intending to help and not damage
financially the subject of the interdiction. There have been several cases where
relatives (bur also third persons to be fair) are appointed as curators or guardians and follow practices, the benefit of which is disputable for the persons they
supposedly serve. Of course, there are even more cases where the sufferers and
their families fall prey to the exploitation of third parties, being in a vulnerable
position and incapable of reacting.
One may object that, in this case, there is also the supervisory committee which
is charged with ensuring that everything will function to the best interests of the
person placed under guardianship. Unfortunately, this is a mere formality and no
proper supervision is exercised. It is indeed a matter of grave importance.
To avoid misunderstandings, what we are evaluating here is what actually happens in practice and not whether a person should be placed under guardianship.
There are many cases where guardianship is the only way available to take care

61

of one’s most dear persons. For example, judicial interdiction is unavoidable when a person, due to delirious ideas or bodily damage (e.g. dementia), refuses to undergo medical checks that are essential to its health
thus endangering its own life, or when he/she is incapable of performing
the necessary acts to receive its pension or benefits. Given the complexity
of the issue, great caution and sensitivity is required in the practical application of the law, since, sometimes, misapplication and abuse do occur
and instances of arbitrariness are not at all unheard of.

We may thus conclude that, notwithstanding the existence of a legal framework, its practical application is
what matters most. It is necessary to grant guardianship following a meticulous examination of each case,
when all the procedures are abided by and the necessary conditions are concurrent. In our opinion, giving
preference to partial or supportive kinds of guardianship would be desirable.

For example, a mental health services user who lived in a sheltered home
raised the issue that she did not wish to be placed under guardianship.
She was indeed in a position to take care of her own affairs with some
training and elementary supervision. However, she was afraid of opposing to the will of her sister and was very concerned about how their
relations would be affected if she disagreed. In this case, the effort of the
therapeutic community to approach the relative and provide a supportive
framework enabling the patient to claim her rights could be very helpful.
Our own objective is to promote the autonomy of people with mental
health problems whilst maintaining their relations with their families,
whenever this is possible.

In order to achieve these desirable outcomes, however,
information, training and, of course, supervision and
monitoring of all the parties involved are required.
Above all, however, what is needed is developing a
network of services with sufficient interconnection between them and capable of offering a “cocoon” of safety
so that the concepts of the rule of law and of the welfare state may actually be implemented.

On the other hand, there are examples of individuals who have been
placed under full guardianship who are perfectly capable of dealing with
everyday life. They do their daily shopping, are responsible for running
their household and enjoy a satisfactory social life. Also, in these cases
their guardian gives updates and keeps them involved in the handling of
their affairs. The guardian does not act without informing them.
Therefore, we must keep in mind that mental incapacity does not practically negate the rest of the person’s activity. We must realize that declaring a person mentally incapacitated does not mean he/she is incapable
of acting with relative autonomy or expressing an opinion with the expectation that it will be heard with some respect. Incapacity to perform
legal acts concerns very specific procedures. No one should be excluded
from other aspects of life, such as socialization, personal care and creative occupation.
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IV.

The detainment of
criminally unimputable
offenders in public
psychiatric hospitals

Maria Anagnostaki
Criminologist

Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Introduction
Every citizen perpetrating an unlawful act stands trial in a criminal court and is
subjected to the appropriate sentence decided by the competent judge. For example,
a person causing damage to property belonging to another may be prosecuted and
sentenced for the offense of damaging property belonging to another under Article
381 of the Criminal Code, provided that the victim desires the prosecution of the offender. Depending on the gravity of the damage and the circumstances surrounding
it, the court may impose a pecuniary penalty (for minor damages) up to imprisonment for five years (for more serious cases).
Serious criminal offenses provided for in the Criminal Code include theft, robbery,
bodily harm, sexual crimes (indecent assault, rape, pornography), crimes against life
(e.g. homicide, intentional or through neglect). Special criminal laws provide for a
series of other offenses, such as anti-drug legislation, the highway code, legislation
on smuggling or tax offenses etc.
Each offense, whether prosecuted without being necessary for the victim to press
charges or not, is investigated by the police and other competent authorities and
criminal prosecution is initiated by the Prosecutor. Subsequently, depending on the
gravity of the offense, the case is either referred to the court directly, or the case is
assessed by a Judicial Council which issues a writ of indictment or a nolle prosequi.
The court is competent to examine all the relevant documentation and witness and
issues a decision which either acquits the defendant or finds him/her guilty and
determines a sentence. The condemned person may appeal against the decision and
have the case tried in the second degree. If a perpetrator is apprehended the mo65

ment of committing the crime or within 48 of having committed the crime, he
is put on trial immediately according to the proceedings pertaining to arrestable offenses but has the right to request 3 days to prepare the case.
Those condemned to custodial sentences (for misdemeanours), imprisonment
(for felonies) and life imprisonment (for specific very serious crimes) are confined to prison. If the custodial sentence is up to five years, the court may order
suspension of the sentence (Article 99 of the Criminal Code), suspension of the
sentence with probation under the supervision of a probation officer, commutation of the sentence to a fine (Article 82 of the Criminal Code) or its further
commutation to community work (Article 82.5-7 of the Criminal Code). The
Ministry of Justice is responsible for the operation of the prison system whilst a
competent Prosecutor supervising the prisons and the Judicial Council in which
the penalty is served ensure the correct implementation of the legislation on
serving sentences (Correctional Code).

What happens if the offender is a person with mental health problems?
If the perpetrator of a criminal offense is facing mental health problems, irrespective of whether these predate the perpetration of the crime, it will be
necessary to examine at some stage of the proceedings, from the preliminary
inquiry to the court hearing, whether and to what degree these problems affected the person’s actions. If there is no claim on behalf of the offender (through
his lawyer) that the perpetration of the crime is due to mental illness (or it is
not evident so that the court may examine this possibility), then the procedure
described above is followed and the common sentences provided for by law are
imposed.
If it is ascertained that mental illness has affected the offender’s ability to understand the wrongfulness of the acts committed or to act in accordance with
the perception of this wrongfulness (ability of imputability) then the Court (or
the Judicial Council) will examine whether this person will be held criminally
liable (see further below).
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Furthermore, the Court may assess whether the offender has diminished ability of imputability, this is to say that he could only ‘partially’
understand the ‘wrongful’ character of his deed and act accordingly.
In this case the penalty provided for by law is reduced (according to
Article 83 of the Criminal Code).

When is the offender assessed as unimputable?
According to Article 34 of the Criminal Code “the act is not imputed
to the offender if, when he committed it, the offender was unable to
understand the wrongfulness of the deed or act in accordance with the
perception of this wrongfulness due to severe disturbance of his mental
capabilities or disturbance of consciousness”.
Domestic courts accept that the term “severe disturbance of mental
capabilities” encompasses every form of insanity, derangement or
imbecility (psychoses, mental disorders, neuroses) whilst the term
“disturbance of consciousness” encompasses psychological disorders
that do not stem from pathological conditions of the brain, but manifest themselves in mentally healthy individuals and are by definition
temporary (e.g. sleep drunkenness, sleepwalking, panic). Psychoses,
amongst others, may cause severe disturbances of the mental capabilities. Psychoses are distinguished in substance-induced (toxic) psychoses (e.g. alcoholic psychosis), in organic psychoses due to physical
damages to the brain (tumours, malignant neoplasms, traumatic injuries to the brain, arteriosclerosis, epilepsy) and in functional psychoses
the physical causation of which is not specifically located, for example
manic-depressive psychosis and schizophrenia (hebephrenic, catatonic
and paranoid schizophrenic psychosis which is characterized by delusions and delirious ideas which, as it should be evident, have to be
active at the time the offense was perpetrated by the offender, (Council
of Appeal Court Judges 135/2001, Athens Bar Association Information
Database).
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In order for the Court or Judicial Council to be satisfied that the offender
could not understand the wrongfulness of his act at the time or could not
act in accordance with his understanding of the wrongfulness, the writing
of an expert psychiatric report by one or more psychiatrists is ordered63.
The accused has the right to appoint a psychiatrist as an expert advisor.
The Court assesses freely the findings of the experts and it is not bound in
its decision on whether the accused should be deemed to be of unsound
mind (and therefore lacking imputability) or not. In any case, however, the
court is under obligation to justify its decision.

How is the offender of unsound mind punished?
The decision declaring the accused to be of unsound mind and therefore
lacking imputability is an acquittal. This is due to the fact that, according
to the fundamental principles of criminal law, it is impossible to hold that
a crime was committed since the offender may not be held culpable for his
actions (Article 14 of the criminal code). There is no complete crime since
there is no culpability of the offender and the decision is an acquittal.
This, however, does not mean that the perpetrator is free from any restriction of his personal liberty. Only in the event that the act committed is
punishable with less than 6 months imprisonment, no additional measure
is imposed. In all other cases, the safety measure64 of detainment in a state
psychiatric hospital (Article 69 of the Criminal Code see further below) is
imposed instead of any other form of punishment. The basic aim of this
measure is to protect the public and not to punish the perpetrator.

What is the measure of the “detainment of criminally unimputable offenders”, Article 69 of the Criminal Code?
In accordance with Article 69 of the Criminal Code (Detention of criminally
unimputable offenders): “If a person has been exempted from punishment or
prosecution for a crime or misdemeanour for which the law enjoins a sentence of at least six months, due to severe disturbance of mental capabilities
63 However, usually the psychiatric diagnosis takes place a long time after. A number of events
have taken part in the meantime, such as the offender’s arrest, his forced remand to the Police
Station, his confinement to prison, which are capable of altering the psychological state of
that person. See D. Skaragas, The Removal of Imputability for offenders with mental disorders,
Tetradia Psychiatrikis, vol. 83, 2003, pp. 74-81 [in Greek].
64 For a general overview of the security measures o the Criminal Code see N. Paraskevopoulos
in L. Margaritis – N. Paraskevopoulos, Penology [Poinologia], 7th ed., Sakkoulas Publications,
Athens –Thessaloniki 2005, p. 44-56 [in Greek]. Specifically on the measure of confinement to a
psychiatric hospital see N. Paraskevolpoulos, Confinement to a psychiatric clinic as a preventive
measure in the Criminal Code, Tetradia Psychiatrikis, vol. 60, 1997, pp. 27-31 [in Greek].
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(Article 34) or deaf-muteness (Article 33.1), the court may order that the
said person is detained in a public medical establishment, provided that it is
deemed to pose a danger to public safety”.
The measure of keeping offenders of unsound mind in detention in a psychiatric hospital (Article 69) is ordered by the Court or the Judicial Council
if a) The person in question has been exempted from punishment or prosecution for a crime or misdeameanour for which the law enjoins a sentence
of at least six months because it was deemed to be of unsound mind and b)
the person is considered to pose a danger to public safety.
Safety measures are regarded as substitutes for the punishment and entail
no moral reproach to the offender. However, the consequences of ordering
the measure of detention pursuant to Article 69 are particularly onerous
and in many cases even more adverse than the imprisonment itself would
be: the person subjected to this safety measure has no right of appeal because the court decision is considered to be an acquittal; no pardon may be
granted; the provisions on early release from prison subject to conditions
and οn prison leaves granted to prisoners in order to facilitate their gradual
re-integration into society are not applicable; the length of detention is
indeterminate (see further below) in contradistinction with a prison term,
which has a specific length. Furthermore, the measure may be ordered also
by a Judicial Council, if the offender is deemed to be of unsound mind and
thus exempt from criminal prosecution, since no criminal act may reasonably be imputed. In this case, the detention is ordered in camera, with no
previous open trial proceedings, which would safeguard the rights of the
suffering person65.
This measure is implemented in a “public medical establishment”, meaning public psychiatric hospitals, especially in Athens and Thessaloniki. No
leaves or permission to leave the grounds are granted to offenders of unsound mind during their stay in psychiatric hospitals, as would be the case
in the context of a therapeutic intervention66.

65 National Commission for Human Rights (NCHR), Report for 2003, At the National Printing
Office, Athens 2004, p.89 (Also available on www.nhcr.gr).
66 However, for a well-founded opinion in support of granting medical leaves to mental health
patients who have been classified as offenders of unsound mind pursuant to Article 69 of CC
see E. Fitrakis, Is it possible to grant leave to offenders of Unsound mind falling under Article
69? [Accessed on https://fitrakis.wordpress.com/, in Greek]. Also see the proposal made by the
Ombudsman for instituting the right to submit an application of release from the psychiatric
hospital to be scrutinized by a competent court (Ombudsman, 2005 Report “Detention of persons
of Unsound mind in Psychiatric Hospitals”, Conclusions, Article 4, [in Greek]).
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The essential prerequisite for implementing article 69 and imposing the safety measure of detention is that the offender of unsound mind is considered to
“pose a danger to public safety”. An offender is considered to be particularly
dangerous if the gravity, manner and attendant circumstances of the criminal
offence, the causes that led to perpetrating the act and his personality conduce to the possibility that he will commit new offences in the future67.
Furthermore, the mental disorder itself must be causally related to the assumed danger. In other words, the measure of compulsory psychiatric hospitalization may be justified only if the mental disorder renders the offender
dangerous. The difficulty in formulating such predictive assessments in conjunction with the vagueness and ambiguity of the term “public safety” have
caused grave doubts as to the actual nature of the measure and the adequate
safeguarding of the rights of the mental health patients subjected to it68.

What is the length of the measure of detention in a public psychiatric hospital?
According to Article 70 of the Criminal Code (Length of Detention):
«1. The prosecutorial authorities attend to the implementation of the provisions on detention.
2. The detention continues for as long as it is required to ensure public safety.
3. Every three years the court of the region in which the detention is taking
place convenes to decide whether detention should continue. However, the same
court may at any time order the discharge of the person in detention following
a request by the prosecutor or the administration of the institution.
The court deciding the confinement to psychiatric hospital does not determine
its length. According to Article 70.2 “detention continues for as long as it is
required to ensure public safety”. It is accepted that the purpose of the indeterminate length of the measure is to monitor whether the need to protect
society by keeping the mentally ill person in detention continues to exist,
since the said person remains dangerous. This review is conducted every three
years by the court of the region where the detention is taking place (Article
70.3 of the Criminal Code). The law also provides for the possibility of ordering
at any time the discharge of the person in detention by the same court at the
request of the Prosecutor or the hospital administration (Article 70.3.b).

67 For a detailed exposition on the concept of the element of danger based on court rulings see
Kosmatos, The Length of Detention in a Psychiatric Establishment according to Article 70 of the
Criminal Code, Sakkoulas Publishers, Athens –Komotini 1998, pp. 75-99 and 243-253 [in Greek].
68 Kosmatos, op. cit., p. 105 [in Greek].
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The court’s judgment on whether it is necessary to continue the detention is
based on the criterion of dangerousness and not on the progress of the therapy of the person who has been subjected to the measure. In order to assist
the court in deciding on whether the detention should end, a new expert
psychiatric report is requested, which the court assesses freely and its decision is not bound by the report’s findings. Nevertheless, it does seem that
psychiatric assessments concluding that the measure of detention should
be discontinued are not always endorsed by the judges, who give priority to
the issue of dangerousness often rejecting discharge applications. Moreover,
court decisions are frequently lacking in justification, although this is a
measure depriving a person of his freedom69.

Critical observations
Detention or therapy?
The fact that Articles 69 and 70 have postulated the protection of ‘public
safety’ and not the therapy of the person who is forced into confinement as
the foundation of the measure’s operativeness gives credence to the view
that it is a ‘custodial’ and not a ‘therapeutic’ measure.
The National Committee for Human Rights has pointed out in a recent report that “the ‘logic’ of those provisions is based on and leads to, the ‘objectification’ of the said persons, because the letter of the law ignores completely the pathological state of persons of unsound mind. The existence
or the continuation of the existence of this state should form the principal
objective criterion for applying or continuing the measure of detention…In
any case, whether the above persons who are medically ‘vulnerable’ pose a
danger to public safety this is, in both law and logic, contingent on the existence (or continued existence) of the said individual pathological state”70.
Modern perceptions and requirements for the protection of the rights of
mental patients, as entrenched in the Constitution and European and international conventions, point to the modification of Articles 69 and 70 and
the submission of detention to therapeutic principles. The existence or continued existence of the particular illness need to be the main condition for
69 According to the findings of research conducted by Kosmatos in court decisions based on
Article 70, half the decisions do not include a substantiated justification even when rejecting the
conclusions of the psychiatric expert report (Kosmatos, op. cit., p.237).
70 National Commission for Human Rights, op. cit., p. 87.
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initiating and continuing the measure of detention, taking under consideration
whether the kind and degree of the pathological condition renders the perpetrator dangerous for society, with due respect for his/her fundamental rights71.

Imputability, dangerousness and mental illness
The assessment of persons of unsound mind as lacking the ability of imputability is seen with skepticism through the prism of respect for human rights.
This is articulated in a report by the National Commission for Human Rights as
follows: “the assessment of a patient as ‘lacking imputability’ deprives him from
the very beginning of the possibility of recognizing the most important -and
possibly the most dramatic- moments of his being. By refusing to impute the act
to him, we are hindering his recognition of the fact that it was his action and
undermine the assumption of responsibility for this act with the personal and
social consequences this entails. The indiscriminate attribution of unlawful acts
to psychopathology alone…is conducive to the perpetuation of the stereotype of
the dangerousness of the ‘madman’. Even worse, the stigma caused by this prejudice tends to lead the sufferer to behave according to the ‘label’ the social environment has given him, this is to say as a dangerous and yet inculpable person,
whose actions will have no penal consequences”72.
Furthermore the ‘dangerousness’ of the psychiatric patient is not confirmed by
contemporary research data but rather seems to constitute a social construct: the
socially impotent and marginalised group of persons with mental health problems is up against increased chances of being targeted by the official apparatuses
of social reaction and be stigmatized as dangerous73. However, the correlation of
mental illness with the concept of dangerousness perpetuates stereotypes and
social representations that associate mental illness with violence and crime,
which is the usual mode of treating such news in the media reproducing thus
the stigma of the mentally ill and intensifying the public’s fear.

Indeterminate length and respect of fundamental rights

The indeterminate length of the safety measure of Article 69 in conjunction
with the absence of adequate criteria that could prioritise its therapeutic purpose, have led to the prevalence of the custodial approach in the issue of
psychiatric detention.
As it has become evident from research on court decisions regarding the continuation or the discontinuance of the measure, it appears that the principal
elements assessed by the judges is the kind of the crime and the consequent
possible danger for public safety and to a much lesser extent the progress of
the confined person’s health or his rehabilitation74. Furthermore, it has been
ascertained that the absence of checks and safeguards in the implementation
of the measure, also the abandonment of the confined mentally ill person by
his family and intimate social circle, the lack of care or the indifference of
the prosecutorial authorities and the administration of the psychiatric hospitals have been the most important reasons for neglecting to reexamine the
confinement and the continuance of the measure for an extended and even
excessive period of time.75
The continuance of the confinement in a psychiatric institution constitutes a
serious invasion of the right to personal freedom which is protected in Article
5.3 of the Constitution, in Article 5.1 of the European Convention on Human
Rights76 and in Article 14 of The Convention on the Rights of Persons with
Disabilities. Thus, the measure may only be justified if the necessity of hospitalisation is founded in an existing mental disorder and only for the length
of time that is absolutely necessary for the therapeutic rehabilitation of that
person77. To this effect and towards protecting the rights of offenders of unsound mind, the following proposals for the modification of the institutional
framework especially as regards the discontinuation of the measure of detention have been put forward:
Provision of a maximum period of detention, which may be extended by decision of
the competent court.
Provision of the right to exercise judicial remedies against the court’s decision.

71 See the related suggestions of the National Commission for Human Rights, 2004, op. cit., p.89, and
their partial incorporation into articles 56-57 of the new draft of the Criminal Code which is currently
under consideration by the competent committee.
72 See National Commission for Human Rights, 2011, Topics in Human Rights Protection of individuals
with Psychiatric Experience in the Context of the Psychiatric Reform in Greece, p.19. Accessible on www.
nchr.gr.
73 F. Tsalikoglou, The Myth of the dangerous Patient, Papazisis Publications, Athens 1987.
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74 See Kosmatos, op. cit. p. 239.
75 See Kosmatos, op. cit. p. 226.
76 On the rights of imprisoned persons of unsound mind through the prism of the European
Convention for Human Rights, see M. Galanou, Correctional treatment and the rights of persons in
custody, Sakkoulas, Athens –Thessaloniki 2011, pp. 93-105.
77 According to the principle of proportionality introduced by Article 25.3 of the Constitution.
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The attendance of the person of unsound mind in person at every stage of the
procedure and the recognition of his right to request discontinuation of detention.
The prioritisation of the therapeutic over the custodial purpose of the measure
and the court’s obligation, before ordering the continuation of the detention, to
order by own motion the expert reports of two psychiatrists which will constitute
evidence for the justification of the court’s decision to extend the confinement.
At the same time, the elaboration of a special framework for the treatment of
persons of unsound mind has been proposed. This would require the cooperation
of the Ministries of Health and Justice in order to ensure the therapeutic purpose of the measure and the appropriate role of the medical and nursing staff,
so that questions such as “are we guardians, correctional officers or nurses78”
would not emerge.
In any case, the modification of the institutional framework in a progressive direction presupposes the acceptance of society and the sensitisation
of everyone for the respect of the right of persons of unsound mind. The
deprivation of freedom for therapeutic purposes constitutes an exceptional measure and its implementation requires high standards and conditions, the first and principal of which is the existence of mental disease
and the necessity for the sake of the therapeutic result. Forced hospitalisation under the pretext of ‘dangerous behavior’ may not and should not
be acceptable in a state governed by the rule of law79.
78 See Ombudsman special report, 2005, op.cit. p.1.
79 See National Federation of Disabled Persons. Op.cit., p.84. On the challenge posed by the
respect for human rights to the prosecutorial authorities and the psychiatric community see E.
Fitrakis, Psychiatric care, medical care and illegal detainment. Poiniki Dikaiosini, vol.II, 2015,
pp.168-177 [in Greek].

Your Rights in Practice
You are innocent until proven guilty!
If you have committed a criminal offence and are arrested by the police or have
been summoned to appear before the Prosecutor or the Inquisitorial Magistrate,
you must know that you have the right to defend yourself and you are deemed to
be innocent until the opposite is proven. At every stage of the procedure you have
the right to request a term to prepare your case and you also have the right to ask
for the assistance of a lawyer. Even if you do not have the ability to cover your legal
costs you may request the appointment of a lawyer who will represent you free of
charge, provided that it is proven you are in financial need.

If the court accepts that you are of unsound mind, you may not request
a review of the case
If the Court or Judicial Council accepts that, at the time of committing the offense,
you were not conscious of your actions due to your mental illness and therefore you
are not criminally imputable, then the decision ordering your detention to a psychiatric hospital is considered to be an acquittal. Thus, you do not have the right to
challenge the decision by appealing against it. This is to say that the decision cannot
change. For this reason it is very important to have legal support in order to be able
to claim your rights. It is also important that your lawyer explains to you in simple
terms all the alternatives provided by law so that you may attempt to achieve the
best outcome for you.

How can your confinement to a psychiatric hospital be brought to an
end?
To bring your confinement to a psychiatric hospital to an end, a decision by the
Three-Member Court of Misdemeanours (a criminal court consisting of 3 judges)
is required. This court convenes close to the location of the psychiatric hospital in
which you are detained. The court reviews your case every three years and it may
also review it at the request of the director of the psychiatric hospital or the prosecutor. For this reason a session at bench is held, in which witnesses who are able
to testify that there is an appropriate environment for you to stay and reintegrate
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yourself in the community are called. Furthermore, medical reports of your psychiatrist certifying the completion of your therapy are required. It would be useful
to attend this court session in person with your lawyer, so that you may support
your application to be discharged. If the court rejects your application and orders
the continuation of your detention it is not possible to challenge this decision in a
higher court by appealing.

Is it possible to take recourse to the European Court of Human Rights?
Before taking recourse to the European Court of Human Rights, one must have exhausted all domestic legal remedies that could have rectified the situation against
which he is protesting. Since there is no effective judicial remedy (appeal etc.)
against the decision of the court rejecting the application for the discontinuance of
the measure, it could be argued that an application to the European Court of Human
Rights could be submitted within six (6) months of the decision. The appeal is submitted by the citizen personally by filling out a form and describing the violation (in
this case the violation of personal freedom pursuant to Article 5.1 of the European
Convention on Human Rights). It should then be posted to the European Court. The
Court examines the appeal without charging a fee and there is no need for the assistance of a lawyer. If the case progresses further, the Secretariat of the Court will
request additional information, the appeal will then be notified to the state against
which it is filed and it will subsequently be reviewed by the court. At this stage,
representation by a lawyer will be required who may be appointed by the Court if
the appellant is in financial need.
If the Court decides that there was a violation, it can award ‘fair restitution’, that
is to say pecuniary compensation for the damage caused to the appellant. If it concludes that there was no violation no further fees will be charged (for example court
expenses).
For the full text of the Convention and the Protocols, the procedure and the decision
of the court please visit www.echr.coe.int.

Clinical Parameters
Costas Papakonstantinou
Psychiatrist – Psychoanalyst
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Unimputability due to mental disease is a highly controversial concept even
within the psychiatric community itself. The current approaches and interpretive modes (biological, psychological, social) frequently complicate a matter that itself is complex enough already: that of partial or complete, temporary or permanent loss of control over behavior and reality.
Nevertheless, there are significant scientific research data that we have to
take into consideration and base our interventions on them.
1. Numerous studies that have been conducted so far provide no evidence that
there is a statistically significant difference of hetero-destructive –and therefore criminal- forms of behaviour in paranoid or disorganized (formerly called
hebephrenic) types of schizophrenia. Of course, the danger of an accident or
suicide during a serious relapse still persists.
2. Maniac episodes in emotional disorders, substance abuse (especially while
the effects of the substance last or in deprivation syndrome) and organic
psychoses entail the risk of losing control of one’s behaviour as a consequence.
3. Disturbance of interpersonal relations, violence, aggression, impulsiveness
and generally loss of control of one’s behaviour are the hallmarks of serious
personality disorders such as borderline, narcissistic and anti-social (formerly
known as psychopathic). Its principal characteristic is the way the person
functions in its life, which may lead to criminal acts. The invocation of unimputability by the perpetrator or his lawyer by presenting the symptoms of an
underlying personality disorder as ‘psychiatric’ is quite common. Antisocial
personality, for example, constitutes an extremely serious mental condition,
but its legal classification as such would be fraught with dangers.
4. The terminology used to describe mental health conditions in the Criminal
Code has been in fact been rendered obsolete and is no longer in use, which
makes for a certain vagueness and creates scope for different interpretations
in imputing a criminal act.
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As M. Anagnostaki remarked, confinement to a psychiatric institution possesses the
character of ‘care and custody’, not of therapy; nor is there any prospect of a serious
therapeutic intervention for the benefit of the sufferer. Some patients when regaining contact with reality manifest suicidal behaviour, while others plunge deeper
in their condition and in social isolation.
Social stigma is imminent, and so is the also the so-called ‘self-stigma’, meaning the
individual’s own perception of its place in society. There is little doubt that such
practices add the element of stigma to mental illness and consolidate erroneous
and negative perceptions in the public opinion (as we have already mentioned ‘the
schizophrenic murderer with the chain saw’ in the film The Texas Chain Saw Massacre is not schizophrenic but suffers from a serious personality disorder).
In a country where psychiatric care (already at the level of primary care) presents
serious defects and the percentage of involuntary hospitalizations exceeds 70%
(compared to the EU average of less than 15%), we should redefine the concept of
unimputability due to mental incapacity and of confinement to psychiatric institutions.
In my opinion, we could start with two things:
α) Modernizing the criminal code with regard to unimputability due to mental
illness by employing more recent research, clarifying vague passages and covering
as many special cases as possible, and
β) In cases of confinement draw a therapy plan from the very start as well as an
assessment of the patient’s progression. This, of course, would require the co-operation of psychiatrists and legal experts or the creation of an interdisciplinary team
potentially consisting of psychiatrists, legal experts and social scientists.
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V.

Social Security

A. Introduction

Renia Pournara,
Attorney at Law, MfA
Translation: Peter Close - Nick Lingris
for Radicalel

Health, education, employment, social care, the protection of the family and the
weakest members of society, constitute essential social rights, the protection of
which was not always self-evident. The transition from mutual help within the
family to private charity80, and subsequently the transfer of a part of the responsibility for social protection to the State, constitute the stages of development of
concepts concerning the need to protect human dignity, strengthen social justice
and reduce social inequalities.

Ι. Brief history
Social rights as key second generation rights81 are inextricably linked to the principle of the social state, the genesis of which has roots very deep in time. From ancient Greece with the institution of “physicians in the public service” (δημοσιεύοντες
ιατροί), who were elected by the city to offer their services for a certain remuneration (ιατρικά τέλη), financed from citizens’ compulsory contributions and the financial aid granted by Athens to citizens unable to work, until the industrial revolution
and the emergence of the first mutual aid funds for the protection of workers from
risks closely connected with the provision of their work, there has been a timeless
need to defend the most vulnerable citizens. This need, in combination with the
strong social demands of each period, gradually led to the increasingly widespread
institutional consolidation of social security as a fundamental social right.
80 Which in the last centuries was criticised as an activity which reduces human dignity as it is based
on the selective provision of protection with subjective criteria. (See K.D. Κremali, Social Security Law,
Sakkoulas, Athens & Komotini. 1985, p. 20.)
81 There are three generations of human rights. The first refers to individual and political rights, the second
to economic, social and cultural rights, and the third to solidarity rights, such as, for example, the right to
a clean environment, development, peace, etc. For details, see E. Roukounas, International Protection of
Human Rights, Estia, Athens 1995, pp. 15 et seq.
Translator’s note: The terms social security and social insurance are often used interchangeably. We have used
the former term here, which is also the term that appears in the quotations cited, but in the case of various Greek
organisations we have, in most cases, maintained the translations that they seem to prefer.
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At an international level, Germany is considered to be the country in which the
institution of social security was moulded (1883). It happened when the German
chancellor, von Bismarck, drafted social security programmes for the first time, including the sectors of health, accidents at work, maternity, disability and old age.
Some decades later, and especially after the Second World War, various kinds of social security in line with Bismarck’s standards were shaped in Europe82. In this direction, important declarations and international conventions contributed immensely
to the recognition of social security as a right, thus giving it a universal character.

Despite the possibility of changing statutory state benefits according to the changing social and economic potentialities and needs85, this does not mean that such
benefits could be totally withdrawn. Furthermore, to this end, the case-law of the
European Court of Human Rights (ECtHR) in two recent convictions of Greece determined that claims for pension payment are protected by Article 1 of the Additional
Protocol of the European Convention on Human Rights (ECHR) and that the statute
of limitation of these claims by law as well as the abolishment of pending court
cases are both contrary to it86.

Β. Consolidation

C. Meaning and extent of social security

The consolidation of social security as a recognised social right is first found in several international conventions, such as, inter alia, the Declaration of Philadelphia in
1944, wherein the aims of the International Labour Organisation (ILO) for employment and social justice were recorded, the Universal Declaration of Human Rights of
1948, the European Social Charter of 1961, the International Covenant on Economic,
Social and Cultural Rights of 196683 and diverse international labour conventions
(ILCs) relating to the coverage of risk, to gender equality in employment, but also to
the equal treatment of natives and foreigners in social security.

Ι. What are the kinds of social security agencies
and benefits?

In Greek law, social security finds constitutional consolidation in Article 22 §5 of the
Greek Constitution, wherein it is expressly provided that “the State shall ensure the
social security of the working people, as specified by law.”
Beyond the constitutional consolidation of social security in the absence of a unified
legislative framework in our national law, there are many statutes84 which regulate
the establishment, organisation and operation of social security agencies and the
individual conditions of citizens’ access to the institution of social security.
82 Under the influence of the principles of the French Revolution for social equality and fraternity, in
combination with “social thinking” during the Age of the Enlightenment, the perception of poverty as a
social phenomenon is established, but also as a social responsibility in general. Thus, the transition from
the perception that the practice of social protection is a concern of charity that offends human dignity to
the discovery that it constitutes a social duty that the State should undertake in its entirety, had already
been formulated from the time of the French Revolution. (See C. Leventis, K. Kremalis, Social Welfare:
Investigation and Evaluation of a New System, Athens, 1990, p. 13.)
83 This International Covenant was ratified by Law 1532/1985 and guarantees the more basic social rights,
such as the right to work and to work under just and favourable conditions (Articles 6-7), the right to social
security (Article 9), to education (Articles 13-14), while it includes the obligation of States to ensure the right
of everyone to an adequate standard of living and the continuous improvement of living conditions (Article
11§1). However, these principles are not directly binding and their implementation is a political and not a
legal issue. See G. S. Katrougalos, The Social State of the Post-Industrial Era, Sakkoulas, Athens & Komotini,
1998, p. 303 et seq.
84 In the category of statutory laws there are: 1) laws made by legislative bodies, 2) mandatory laws, 3)
legislative decrees, and 4) legislative acts.
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The social security system is based on the principle of tripartite funding (salaried
employees, employers, and the State), with annual state subsidies to the social security agencies. For the amount and the duration of the offered security protection,
factors such as the security time, the age and the total of the social security contributions that are paid by the insured to the agency are taken into account. The
amount of the employer’s contribution corresponds to a percentage of the worker’s
gross wages, is borne by the employer and constitutes an additional amount of the
salary cost.

Social security agencies
The main social security organisation is the Social Insurance Institute-Salaried Employees’ Unified Insurance Fund (IKA-ETAM), in which most salaried workers and
other categories of workers are insured. Other entities are the Self-Employed Workers’ Insurance Organisation (OAEE), the Unified Insurance Fund of the Independently Employed (ETAA), the Agricultural Insurance Organisation (OGA), the Consolidated Insurance Fund of Mass Media Staff (ETAP-MME), the Seamen’s Pension Fund
(NAT), etc.

Social security benefits
85 Most characteristic here is the example of Law 4254/2014 (“Measures in the context of Memorandum
II”), which brought a multitude of amendments to insurance, pension, labour and other acquired social
rights.
86 See European Court of Human Rights14.12.1996, Antonakopoulos et al, Hellenic Review of European Law
2001, p. 219, and European Court of Human Rights, 28.3.2000, Georgiadis, Hellenic Review of European Law,
2001, p. 451.
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The provided security protection is determined on the basis of the need for prevention and redress of the economic or biological impact on the insured, which may
result from a vulnerable social or economic condition in which he finds himself, and
which is recognised by the law as an security risk. Such risks, called security risks,
are indicatively: death, old age, accidents at work, the inability to work, maternity,
disability, illness.
Pensions constitute the basic form of social security benefit. Pensions have the form
of periodic monetary benefits, which supplement or replace partial or complete loss
of income for large intervals (e.g. old-age, disability or illness pension). Another form
of social security benefit are the allowances, which also have the form of periodic
monetary benefits.
Lump-sum monetary benefits constitute a special form of social security benefit.
They are individual monetary payments which are made in order to cover exceptional increases in the financial expenditure of a person found to be in a vulnerable
social and financial position. Such benefits are, for example, marriage and childbirth
allowances.
Benefits in kind which appeared early in the history of social security to cover the
health and medical care needs of citizens constitute an essential form of social
security. These benefits have increased constitutional consolidation with the express wording of Article 21, paragraph 3 of the Greek Constitution, according to
which “the State shall care for the health of citizens and shall adopt special measures for the protection of youth, old age, disability and for the relief of the needy”.
In this context, a unified and decentralised health system was introduced by Law
1397/1983, the National Health System (E.S.Y.), which is the central body for basic
social security benefits in kind, such as those of medical, hospital and pharmaceutical care.

ΙΙ. Who has the right to social security ?
The right to social security belongs, first of all, to whoever works. The social security agency which will provide the benefits both to the worker (the party directly
insured) and to the members of his family (the parties indirectly insured) is determined by the nature or the kind of the work provided. The provision of social security for the unemployed and disabled people constitutes an exception to the above
rule of work as a prerequisite for social security.

Under the rules of the National Organisation for the Provision of Healthcare Services (ΕΟPΥΥ), benefits in kind may be granted to the following categories of persons:
to workers who are insured by IKA-ETAM, to public and municipal employees, to
farmers, to the self-employed, to seamen and workers in public utility companies, to
the beneficiaries of a pension of the above categories, i.e., to all persons receiving a
disability, old-age or survivor’s pension, to the pensioners of special social security
funds, who, when they worked, paid contributions to IKA-ETAM, to the dependants of the insured and of the beneficiaries of pensions, on condition that they are
not themselves directly entitled to social security benefits, to unemployed persons
receiving unemployment benefits as well as to special categories of unemployed
persons who are subject to special arrangements.
The following may be regarded as dependants: the spouse of the insured, if he/she is
not working, children up to the age of 18 or, if they are unemployed, up to the age of
24, or, if they are students, for 2 years after the completion of their studies or until
they reach the age of 26, parents (under certain conditions), orphans who have lost
both parents, grandchildren, brothers and sisters, a divorced spouse (under certain
conditions).
Medical, pharmaceutical and hospital care is provided free of charge to foreigners
who are on Greek soil, on condition that they are uninsured and indigent. Those who
have lawful work have the same rights to social security as natives.

ΙV. Does something different apply for
mental health?
The users of mental health services are no different from the other members of
society as far as their total rights are concerned, and similarly in their right to
social security. The case in which the user has been examined by the Disability Certification Centres (KE.P.A) and has been determined to be disabled with a degree of
disability of at least 50% constitutes an exception. In this case, the person is entitled
to receive a disability pension, configured as follows: the amount of the disability
pension depends on the degree of disability, on the cause of the disability and on the
earnings of the five years prior to the submission of the application for a pension.
Under certain conditions, disability pensions become permanent, which means that
pensioners are not obliged to be re-examined by the Disability Certification Centres
(KE.P.A.).

III. Who is entitled to health care?
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Your Rights in Practice
The relationship that is created between the insured and his social security agency
is a relationship governed by public law. So, in the event of a refusal, delay or poor
fulfilment of benefits due by the social security agency, you have extrajudicial and
judicial protection rights.

a. Extrajudicial protection – Public social security agency
In the event of an infringement, refusal or poor fulfilment of a benefit by a public
social security agency, before you initiate any court action you must make every
effort to resolve the issue by administrative settlement of the dispute within the
definitions of Article 7, paragraph 3 of Law 702/1977.
By exercising the constitutional right of “petitioning” the authorities (Article 10,
paragraph 1 of the Constitution), you have the right to request, within a specified
time limit, the review of the security protection which has been recognised either
by the body which issued the contested act or by a special body of the legal person
of the social security agency87, or finally by a hierarchically superior authority88.
In the first two cases, the administrative settlement of the dispute is initiated by
submitting an “application for appeal”, while in the third by an appeal to a higher
administrative authority (commonly known as “administrative appeal”).
At the extrajudicial stage of the dispute resolution effort, you can appeal to the
Greek Ombudsman (see chapter 1). In the event that your problem is not solved even
then, there is judicial protection.
87 Those insured by the Social Insurance Institute may, within one month (for matters relating to illness)
or three months (for matters appertaining to pensions), submit an objection before the Local Administrative
Committee which operates in each branch, for a review of the decisions of its director (see Article 39,
paragraph 1 of the Insurance Regulations of the Social Insurance Institute).
88 In general, disputes arising from the application of the rules of successive security are resolved by the
Minister of Health, Welfare and Social Security (see Article 11, paragraph 1 of Legislative Decree 4202/1961).

b. Judicial protection
Public social security agency
The judicial settlement of a dispute between the insured and the social security
agency for the granting, the kind or the extent of a social security benefit falls within the competence of the regular administrative courts.
In the event that the social security agency does not respond to a specific request for
security protection, you can exercise an appeal against the agency claiming that it
is failing to take “due legal action”. The deadline for filing such an appeal is 60 days
from the refusal of the agency to meet the request. In the event that there is no reply from the social security agency within 3 months of the insured person’s application, this shall be deemed to be a tacit refusal and is acceptably disputed within the
same time limit. If the appeal is accepted, the court cancels or amends the relevant
administrative act and determines the content of the social security benefit.
In the event that the administrative act is determined to be unlawful and detrimental to you, you can take action against the social security agency to seek compensation for the material and moral damage that you have suffered89. The action must be
filed within 5 years of the unlawful act or omission on the part of the social security
agencies or of the time that you obtained knowledge of it. Depending on the social
security agency’s infringement, the action shall contain demands for:
1. Compensation for actual damage or loss of profit
2. Reparation for moral damage
3. Statutory interest
Apart from the civil liability of the social security agencies for unlawful acts or
omissions of their officials, the criminal liability of the officials themselves is also
recognised, for which the insured may file a lawsuit against the official responsible
for “dereliction of duty”90.

Private social security agency
In the case of an injurious act or omission on the part of officials of a private social
security agency, you can not only take action against the social security agency
89 The remedy of civil action is based on Articles 7, paragraph 5 of Law 702/1977, and 1, paragraph 2 and
24 et seq. of Presidential Decree 341/1978, in combination with Articles 105 and 106 of the Introductory
Law of the Greek Civil Code, and is justified in each refusal, delay or poor performance of the social security
benefit.
90 Pursuant to Article 259 of the Greek Criminal Code.
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itself, but also against its official, seeking compensation in the civil courts for any
damage or loss91, or bringing an action for performance (of a benefit), to obtain the
payment of a benefit which has been delayed or not paid in full92, or for omission93,
to stop the unlawful grant of a benefit.
The main Greek social security agency is the Social Insurance Institute-Salaried
Employees’ Unified Insurance Fund (IKA-ETAM). It is responsible for all branches of
social security except unemployment and family benefits, which are administered
by the Manpower Employment Organisation. Certain categories of persons are not
covered by the Social Insurance Institute-Salaried Employees’ Unified Insurance
Fund. The majority of these persons are covered by the Self-Employed Workers’ Insurance Organisation (OAEE) (in particular, merchants, shopkeepers and artisans,
drivers, hoteliers and travel agents), the Unified Insurance Fund of the Independently Employed (ETAA) (engineers, doctors, lawyers) or the Agricultural Insurance Organisation (OGA) (farmers)94.

Entities to contact
Practical information guide
In the event that a person needs more information about the social security funds,
the entitlement to a pension, the benefits he/she is entitled to due to disability, or
about tax concessions or exemptions, they may refer to the following websites:

Information about benefits to uninsured citizens
(mentioned indicatively):
www.cityofathens.gr/ypiresies/dioikitikes-koinonikes-ypiresies/
dieythynsi-koinonikis-alilegiis-ygeias
www.achaia.gr/ach/index.php?view=category&id=237%3A2009-0121-11-41-59&option=com_content&Itemid=88

Information on tax issues:
www.gsis.gr/gsis/info/gsis_site/index.html
www.dikaiologitika.gr
For more general information relating to disability issues, supporting documents and services, the interested party may refer to the
following websites:
www.esaea.gr
posopsi.blogspot.gr/2009/08/blog-post.html
www.kinapsi.gr
www.odigostoupoliti.eu
www.dikaiologitika.gr
www.noesi.gr
www.idika.gr

Information about Disability Certification Centres:
https://www.ika.gr/gr/infopages/kepa/home.cfm
Information on Insurance Funds:
www.eopyy.gov.gr
www.ika.gr/
www.ika.gr/gr/.../20150529_odhgos_asfalismenou.pdf
www.oga.gr
www.oaee.gr
91 Pursuant to Articles 335, 343 of the Greek Civil Code.
92 Pursuant to Article 330 of the Greek Civil Code.
93 Pursuant to Article 57 of the Greek Civil Code.
94 See Employment, social affairs and equal opportunities. Your social security rights in Greece,
European Union, Brussels 2012.
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Ε. Annex

Also:

Useful Information & Addresses

1.A medical certificate of the attending-referring physician, signed and authenticated, must be submitted (Medical report dossier), and

Arsenia Malakozi
Social Worker
Sarantoula Τopali
Social Worker

2.The illnesses reported must be documented by accompanying medical examinations.

Translation: Peter Close - Nick Lingris
for Radicalel

In the event that the applicant is unable to travel, a solemn statement of the certifying
physician according to law 1599/86 is submitted, with an authenticated signature,
detailing the reasons that make it impossible for the patient to travel to be examined.
http://www.ika.gr/gr/infopages/kepa/home.cfm.

1. Disability – Certification centres

2. Social security funds

In accordance with law 3863/2010, the Disability Certification Centre (KEPA) was
created, under the Disability and Occupational Medicine Directorate of the Social
Insurance Institute-Salaried Employees’ Unified Insurance Fund (IKA-ETAM), to
ensure a unified health assessment regarding the determination of the degree of
disability of persons insured by any of the social security agencies.
The medical certificate of the Health Committees for the Institute’s insurance bodies are both advisory and binding. They are advisory in relation to the effect of the
illness or injury on the earning capacity of the insured person, while they are binding as to their assessment of the cause, extent and duration of the illness or injury
because specific scientific knowledge is required in this case.
(www.inegsee.gr/wp-content/uploads/2013/11/sintaxis_anapirias.pdf)

The Social Insurance Institute (ΙΚΑ), The Social Insurance Institute-Salaried Employees’ Unified Insurance Fund (ΙΚΑ-ΕΤΑΜ), the Self-Employed Workers’ Insurance Organisation (OAEE), the Seaman’s House (OIKOS NAFTOU), the Agricultural Insurance Organisation (OGA), the Supplementary Insurance and Welfare Fund
for Security Forces Employees (TEPASA), the Unified Fund for the Insurance of the
Employees of the Metropolitan Police and Public Power Corporation (ΕΤΥΑΠ/ΔΕΗ),
the Insurance Fund for the Staff of Ethniki Asfalistiki Company, Athens Transport,
the Athens - Piraeus Electrically Powered Bus Company, the Hellenic Telecommunications Organisation, the Unified Insurance Fund of the Independently Employed
(ETAA), the Insurance Fund for Bank and Public Utility Employees.

For disability issues, people with mental disorders may contact the Disability Certification Centres (KEPA). In order for an application for assessment and determination of the percentage of disability to be lodged, the following supporting documents
must be submitted:

Regulation No 3054/B 718-11-2012 seeks to ensure equal access for all persons
insured by EOPYY to a unified system providing health services, which aims to prevent, maintain, promote, improve, restore and protect health. In particular, it covers
the following:

A (certified) photocopy of the person’s identity card or passport.
The social security agency’s illness book (insured persons only) or valid poverty
booklet.
The insured person’s social security number (AMKA) or European Health Insurance Card.
The social security agency’s referral, when it is required for a retirement or pension extension or any allowance which is funded by the agency.
A voucher proving payment of a deposit of 46.14 euros. Persons without income
who are claiming welfare benefits are not required to pay the deposit.
Authorisation or power of attorney or decision appointing a judicial custodian (in
case the application is filed by a representative).
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The National Organisation for the Provision of Healthcare Services (EOPYY) was
created in 2012 by the unification of the following social security funds:

1. prevention and health promotion
2. primary health care – medical care – diagnostic medical procedures
3. paraclinical tests
4. physiotherapy – occupational therapy – speech therapy – psychotherapy
5. pharmaceutical care
6. dental care and mouth care
7. special treatment
8. other care
9. hospital care
10. the use of a private nurse
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11. patients’ travelling expenses
12. obstetric care – childbirth allowance
13. hospitalisation abroad
14. recovery
15. provision of therapeutic means and prostheses – additional care
16. balneotherapy, aerotherapy and food subsidy allowances.
The list of private doctors affiliated with EOPYY is published on the Organisation’s
website (www.eopyy.gov.gr). Doctors affiliated with EOPYY are not entitled to extra
remuneration from the beneficiaries.
If anyone requires additional information about the National Organisation for the
Provision of Healthcare Services or wishes to submit a complaint about the Organisation’s health providers, they may contact the Central Service of EOPYY, 39 Kifisias Ave,
postal code 151-23, Maroussi, fax: 210 6871789

2.1 Old-age pensions
Despite the unification of the social security funds, each agency maintains its own
criteria and requirements relating to the procedures for retirement, in respect of
both old-age pensions and disability pensions. The requirements and the criteria
relating to the three largest social security funds are briefly listed below: Social Insurance Institute (IKA), Agricultural Insurance Organisation (OGA) and the Self-Employed Workers’ Insurance Organisation (OAEE).
In order for someone to receive a pension from their social security agency, the
following are required:

Α) For Ι.Κ.Α.:
1. The new provisions for retirement due to old age do not affect insured persons
who established or secured the right to a pension before 31.12.2012.
An established right to retirement exists when the insured persons have reached the
required age as well as fulfilled the required number of insured days per case before
31.12.2012, i.e. they may exercise their right and obtain a full or reduced pension
at any time.
A secured right to retirement exists when the insured persons have fulfilled the
crucial requirement per case (age or days insured) before 31.12.2012 in order to
retire at the age and with the insured time specified by legislation (Law 3863/2010)
for that age.
2. Also, the requirements for retirement due to old age are not affected for the following categories:
Insured persons with disability of at least 67% (the blind, paraplegics and quadri92

plegics, kidney patients, haemophiliacs, sufferers from multiple sclerosis, etc.), who
have completed 4,050 insured days at any time, without an age limit.
Parents, spouses, siblings of disabled people, who have completed 7,500 insured
days, without an age limit.
Mothers and widowed fathers of children unable to engage in gainful work, who
have at any time completed 5,500 insured days and have reached the age of 50 for
a reduced pension, or 55 for a full pension.
The conversion of an old-age pension to a disability pension is permitted for the
pensioner provided that the disability existed prior to the time of retirement due to
old age, continued for the period of time until he reached retirement age and gave
entitlement to pension benefits at the time that the application for conversion was
submitted.
For more information about the counting of pension time due to disability, contact
the local Pensions Departments.

Β) For OGA:
a. A person insured by the Agricultural Insurance Organisation (OGA) is entitled to
an old-age pension when he reaches the age of 67 and provided that he has paid
security contributions for at least fifteen (15) years. However, in certain cases the
insured can retire at the age of 62 or at any age in the following cases:
• spouses of disabled persons with an 80% disability percentage,
• parents and siblings of disabled persons with a disability percentage of at least
67%, if the latter are single, not working and not hospitalised in institutions.
For more information, contact the local representatives of the Agricultural Insurance
Organisation.

Retirement of an uninsured senior citizen
For uninsured people over the age of 67, the Agricultural Insurance Organisation
provides an uninsured senior citizen’s pension. The basic prerequisites are:
• That the person has resided permanently and lawfully in Greece for the last twenty years before the submission of the application and remains in Greece for the
duration of his/her retirement,
• That the total annual personal taxable income does not exceed the amount of four
thousand three hundred and twenty (4,320) euros or that the total annual family
taxable income does not exceed the amount of eight thousand six hundred and forty
(8,640) euros.
Requests may be submitted to the local representatives of the Agricultural Insurance
Organisation or its Central or Regional Services.
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C) For OAEE:
One set of provisions apply for those who were insured for the first time before
31.12.1992 and are considered to have been insured under the old regime, and a different set of provisions for those who were insured for the first time after 01.01.1993
and are considered to be the newly insured. The pension system of the Self-Employed Workers’ Insurance Organisation is quite complicated, with many different
requirements. For this reason, the following requirements relating to persons who
were insured for the first time before 31.12.1992 are mentioned indicatively:
Mothers or fathers of disabled children with a disability percentage of 67% and
above, provided (under law 3996/5.8.2011) that:
•the child is single, not working and not hospitalised in an institution,
•the parent who exercises the right is not already receiving a pension,
•upon the date of submission of the application for retirement, the other parent is
working and not receiving or entitled to receive a pension from any social security
agency or the State.
Spouses of disabled people with a spouse’s disability percentage of at least 80%,
provided that:
(Law 3996/5.8.2011):
• The marriage has existed for at least 10 years,
• The prospective pensioner is not receiving and is not entitled to receive a pension
from any social security agency or the State.
Siblings of disabled people with a disability percentage of at least 67%, provided
that certain conditions are met (Law 3996/5-8-2011).
For those who were insured for the first time after 01.01.1993, the following apply:

The method of calculating the pension amount is also proportional:
• An insured person who has been determined to be partially disabled (50%-66,9 %)
is entitled to 50% of a full pension, unless the disability is mainly due to mental
illness, in which case he is entitled to 75% of the full amount.
• An insured person who has been determined to be disabled (67%-79,9 %) is entitled to 75% of the full amount of the pension, unless he has accumulated at least
6,000 insured days or the disability is due mainly to mental illness, in which case
he is entitled to the full amount.
• An insured person who has been determined to be severely disabled (80% and
above) is entitled to the full pension amount.
It is worth mentioning that:
• In cases of retirement under successive security provisions, the last social
security agency is the one competent to examine the pension claim (Article 5 of
law 3863/10).
• In the event of the pensioner’s death, his pension is transferred to beneficiary
family members / The supporting documents are all mentioned in the pension
applications.

Mothers or widowed fathers with children who are incapable of engaging in any
gainful work and as long as they are single, have reached the age of 55 and have
been insured for 20 years (for a full pension) or have reached the age of 50 and have
been insured for 20 years, for a pension reduced by 1/200th of the full monthly
pension for each month missing from the 55-year age limit.

For disability pensioners who are in a situation which requires continuous supervision and the support of another person and are unable to look after themselves, the
Social Insurance Institute grants the total disability allowance, which corresponds
to 50% of the amount of the pension paid due to disability or death.

For more information, you may contact the local offices of the Self-Employed Workers’ Insurance Organisation or visit the agency’s website (www.oaee.gr).

For more information, you may contact the local offices of the Social Insurance
Institute.

2.2 Disability pension

Β) For OGA:

All insured people whose disability has been certified by a Disability Certification
Centre and provided that the requirements are met may apply to their social security agency for a disability pension. In this case, too, each social security agency has
its own criteria for providing a disability pension.

The following provisions apply to disability pensions for persons insured by the Agricultural Insurance Organisation after 01.01.1998 and provided that the following
requirements apply cumulatively:

Α) For Ι.Κ.Α.
In the event that the insured has been determined to be disabled with a pensionable
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disability percentage by the Disability Certification Centre, he is entitled to a disability pension if he has accumulated under the social security scheme of IKA-ETAM:
4,500 insured days, or 1,500 insured days, of which at least 600 are in the last 5
years prior to the year in which the disability occurred, and that he is not receiving an old-age or disability pension from the State or a public agency or another
primary social security agency (with the exception of the Agricultural Insurance
Organisation). Finally, the disability pension may be given in other cases, as well,
depending on the number of days and the time insured.

• The person insured is determined as unfit to work by a percentage of 67%, after
coming under the Agricultural Insurance Organisation’s social security scheme, for
at least one (1) year, following a doctor’s assessment.
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• Has been insured and has paid contributions for five years, of which two years
are within the five years preceding the year when he became disabled or he has
accumulated fifteen years’ security and payment of contributions, at any time. If
there are children incapable of work, they are entitled to a disability pension if the
following conditions are met:
• They have been unable to engage in any work from the time of their birth or became unable to engage in any work before reaching the age of 21 by a percentage
of at least 67%, which according to the forecast of the medical committee will last
for at least three years.
• Have reached their 18th year of age.
• Have not become disabled by intent or as a result of a misdemeanour or felony
which they committed intentionally and for which they have been convicted.
• Have not been insured by any other social security agency or the State after reaching the age of 18.
• One of their parents was either an Agricultural Insurance Organisation pensioner
on the day of the application’s submission or on the day of his death, or insured by
the Organisation for the entire three-year period prior to the year of submission of
the application for retirement or before his death.
In some cases, the Agricultural Insurance Organisation grants an increase in the
amount of the disability pension:
a. Increased amount of old-age pension due to blindness
b. A pensioner in a condition that requires the continuous supervision, care and support of another person may receive an increased amount of disability pension due to
total disability, provided that he has a disability percentage of 100% continuously
and for the whole of his life. Old-age pensioners are not entitled to an increase in
the amount of the pension due to total disability, even if they are totally disabled
from a medical point of view.

C) For OAEE:
For the insured of the Self-Employed Workers’ Insurance Organisation to receive
a disability pension, a necessary prerequisite is to have been insured for 10 years,
irrespective of age, provided that there are at least 600 insured days over the last
5 years before he became disabled or at any time over 15 insured years, regardless
of age.
In both cases, the insured needs to have a pensionable percentage of at least 50%. The
calculation of the amount of the disability pension is proportionate to the disability
percentage.
A total disability allowance equal to 50% of the basic pension is granted by the
Self-Employed Workers’ Insurance Organisation to pensioners due to disability or
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death, provided they are determined by the health committees to require the continuous supervision and support of another person.

3. Welfare booklets / allowances
Citizens who are not directly or indirectly insured by a social security fund and
provided specific conditions apply, can benefit from the right of free hospital and
medical care. Specifically:
1. Greek citizens or people of Greek origin (expatriates, holders of a special expatriate identity card) or stateless persons or nationals of E.U. member states, who are
uninsured and whose annual family income does not exceed the sum of €6,000,
increased by 20% for the spouse and for each minor or protected child. This specified income is increased by 50% in cases of people with a disability percentage of
at least 67%.
2. People who are accommodated in therapeutic communities for the treatment
of drug addiction or who are monitored as outpatients. The above beneficiaries are
issued with uninsured persons’ booklets for one (1) year.
3. Uninsured single parturient mothers and mothers as well as their children. –
Children placed in foster families. The above beneficiaries are issued with uninsured
persons’ booklets for one (1) year.
4. Foreigners with a residence permit on humanitarian grounds (health). The specific beneficiaries are issued with a social protection certificate, provided that there is
a proven health problem.
5. Recognized political refugees and foreigners who have submitted an application
for refugee status recognition currently under consideration.
There are other criteria for granting free hospital and medical care. For more information, contact the community clinics in your area.

Uninsured person’s welfare booklet
For a person to acquire an uninsured person’s booklet from welfare, he needs to
apply to the municipal branch of his residence to obtain information about the documents required. For people with a disability, an opinion of the health committee
is required.

Severe disability allowance
People who are uninsured or indirectly insured and have a certified disability of at
least 67% are entitled to receive a severe disability allowance from the welfare department of the municipality to which they belong. Those entitled to the allowance
are:
1. Indirectly insured spouses who do not receive financial assistance for their disability from any other source.
2. Indirectly insured children (protected members) who do not receive financial sup-
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port for their disability that is greater than the amount of the severe disability
allowance.
3. Children who take a pension due to the death of a protecting parent of an amount
less than or equal to the severe disability allowance.
4. Directly insured persons who do not meet the security requirements for retirement from their social security fund (including those who have debts to their social
security funds).
5. Uninsured persons – those who have a poverty booklet.
6. Uninsured senior citizens of the Agricultural Insurance Organisation.
For more information, contact your local welfare offices of the municipality that
you belong to.

4. Tax relief
Tax relief to the value of two hundred (200) euros is provided for people with at least
67% disability that is certified by an opinion of the competent health committee
of the Disability Certification Centre (KEPA) or the Highest Military Health Service
(ASYE), deducted from the tax amount arising from the income tax statement settlement for the taxpayer himself and for each of his dependants.
In addition, for persons who have a disability percentage of at least 80%, exemption
from the income tax of salaries, pensions and fixed earnings is provided for. That is
to say that upon the payment of salaries, pensions and fixed earnings, tax must not
be deducted from the beneficiaries of this category. In accordance with the law, tax
is withheld in advance from every pension or salary, proportionally on a monthly
basis. Under the provision referring to the exemption for those who have a disability
percentage of at least 80%, tax is not withheld on a monthly basis, because they are
exempt from income tax.
In the event that the taxpayer does not have a certificate from a Disability Certification Centre, he may produce a retirement certificate or decision issued by the pensioning agency, which shows that following a medical assessment by the competent
health committee he was pensioned with a disability percentage of at least 80% as
well as the length of time that this disability is foreseen to last for. It is stressed that
if a disability opinion has been issued by a Disability Certification Centre or Highest
Military Health Service, etc., then these opinions are taken into account in place of
the certificates or decisions of the pensioning agencies.
ΕΝFIA (Unified Real Property Tax)
A 50% or 100% discount is granted to taxpayers who are financially unable to pay
or are parents of four or more children or disabled by a percentage of at least 80%
(provided that certain conditions laid down by Article 7, paragraphs 1 and 2 of law
4223/2013 (Government Gazette 287, 1st Issue) are met). Requests are submitted to
the appropriate taxpayers’ public fiscal services.
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Special solidarity contribution
The unemployed and the long-term unemployed, as well as the totally blind and
those suffering from severe mobility disability by a percentage higher than 80%
(provided that they meet certain conditions specified by Article 29, paragraph 2 of
law 3986/2011 (Government Gazette 152, 1st Issue)) are exempted from the obligation to pay the special contribution. Requests are submitted to the appropriate
taxpayers’ public fiscal services.

5. Other Benefits
5.1 Social tariffs
PPC – Social Household Tariff
A discount of up to 42% on the total of the four- month consumption is provided
for people with low income, parents with three or more children, the unemployed,
people with disabilities and people who need mechanical support (provided specific conditions are met). The submission of a request to come under the Social
Household Tariff is made online to the Administration of the Hellenic Electricity
Distribution Network (deddie.gr), by telephone (1770) or through Citizens Service
Centres.
The Athens Water Supply and Sewerage Company (EYDAP) – Social tariff
for the relief of financially weaker groups
A discount of 10%-30% is provided on the invoices of large families with three or
more children (automatically), and to persons over the age of 75 years living alone
(under certain conditions). [A request is submitted to the competent branches of
the Athens Water Supply and Sewerage Company.] EYDAP Regulation (Government Gazette 552, 2nd Issue, 72009)
Decision of the Board of Directors of EYDAP, dated 11/02/12, for the support of vulnerable groups: A temporary general suspension of real property auctions and the
lifting of every water supply cut-off are provided for vulnerable groups.

5.2 5.2 Disabled persons’ unemployment card
Registered non-subsidised persons with disabilities in the registers of the unemployed of the Self-Employed Workers’ Insurance Organisation (OAEE) are not obliged
to renew the Unemployment Card. www.dikaiologitika.gr

5.3 Disabled persons’ travel card
The beneficiaries must have at least 67% disability and their annual income should
not exceed 23,000 euros, if the person is an individual, or 29,000 euros in the case
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of a family. The totally blind and their companions are an exception. These cards
allow free travel on the urban means of transport of the Athens Urban Transport Organisation (Thermal Bus Company, Athens-Piraeus Area Electrically Powered Buses,
Athens Metro Company, Tram and Suburban Railway), the urban means of transport
of the Thessaloniki Urban Transport Organisation and the urban means of transport
of the other regions of the country.

5.4 Free legal assistance Law 3226/2004
(Government Gazette 24, 1st Issue)
Citizens with a low income are entitled to free legal assistance, i.e. the provision of
a lawyer, court bailiff or notary, in criminal, civil and commercial law cases of every
degree. These include disputes of divorce, alimony, child custody and access, challenging and recognition of paternity, etc. Greek citizens, E.U. citizens, third-country
citizens or stateless persons are entitled to free legal aid, provided that they are
lawfully or normally residing in Greece. Requests are submitted to the competent
local first instance courts (or, for criminal cases, to the president of the court where
the case is pending).

5.5 Employment rights
• Further to the rights relating to all workers, persons with a disability percentage
of at least 50% who are subject to the provisions of Article 1, paragraph 1, case ‘b’
of law 2643/98, as well as the permanently disabled employees of the State, public
agencies, or local administration organisations with the same substantive conditions are entitled under Article 8, paragraph 4 of law 2643/98 to six (6) working
days’ holiday in addition to their normal annual leave.
• According to the circular, regular employees, employees with a private-law employment relationship of indefinite duration working in the public sector, public
agencies or local administrative organisations, who belong to one of the following
categories, are entitled to one hour off per day without any reduction of their wages:
(a) the blind or paraplegics-quadriplegics, or final-stage kidney patients or persons
who have a certified disability percentage of at least 67%.
(b) those who have children with a mental, psychological or physical disability to a
percentage of at least 67%.
(c) those who have a spouse with a disability percentage of 100%, who is under
their care.
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VI.

The rights of patients
with dementia
Takis Vidalis
Member of the National Observatory
for Dementia and Alzheimer’s
Translation: Mata Salogianni

Introduction
The term “dementia” is used to describe a range of conditions related to brain damage and having as a consequence the gradual loss of a person’s mental functions,
such as memory, concentration, language expression, cognitive abilities, abilities to
perform various activities etc.
The most usual forms of degenerative dementia, mainly Alzheimer’s disease, are
irreversible, that is, they are untreatable. The goal of medical care in such cases is
to delay degenerative phenomena, however the final outcome will be full loss of
mental functions and of patients’ ability to care for themselves.
Dementia is currently one of the most widespread diseases, especially in developed
countries, as it is linked with the increase of life expectancy, and it has started mobilising considerable initiatives for dealing with it, both on an international level and
in what regards national health systems95.
A patient with dementia will therefore pass from the stage of being a fully capable
and independent person to an “intermediate” stage, which follows the appearance
of the first symptoms of the condition, and thereafter to the last stage of losing the
ability to be autonomous, when the patient will be completely dependent upon the
care of others. This experience -which will usually last for years- has particular consequences as to patients’ legal status and the enjoyment of their rights.

95 For details, see the National Action Plan for Dementia – Alzheimer’s, Greek Ministry of Health, 2014,
page 5 et seq., 8 et seq., 12 et seq.
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1. A patient does not “lose” rights: the passage from “capacity” to “incapacity”
In order to approach the legal status of dementia patients, we must start from the
text of international law on Human Rights (the Universal Declaration of Human
Rights, the International Covenant on Civil and Political Rights and the International Covenant on Economic, Social and Cultural Rights of the United Nations). These
texts establish the principle that fundamental rights will be enjoyed by all people,
regardless of their biological, social, cultural and other characteristics. This means
that any changes to someone’s condition do not affect that person’s rights: patients
with dementia will have the exact same rights they enjoyed before they were diagnosed, after being diagnosed, as well as at the last stage of completely losing their
abilities.
What is different during the course of that experience is the capacity of such persons
to exercise their rights themselves. While their condition deteriorates, it prevents
them from entering into valid legal acts pertaining to fundamental rights (especially of financial nature, such as property and financial freedom). It will then be
necessary for a patient with dementia to be represented by another person, who will
enter into such acts on the patient’s behalf. In any case, the progressive inability
of the persons concerned to exercise their rights themselves creates respectively a
larger margin of risk to such rights. In order to prevent the risk, the law provides for
certain safeguards, which will be discussed below.
Other than the cases where the lack of the element of will has as a consequence the
patient’s inability to enter into legally valid acts himself or herself, the complete
enjoyment of the patient’s rights remains unaffected. This means that patients with
dementia cannot be prevented from exercising their fundamental rights, first and
foremost in their everyday personal and social lives. Restrictions to the exercise of
such rights may be justified only when expressly stipulated in the relevant provisions and when they are not linked with a patient’s condition in particular.

2. Rights in everyday life
The fundamental rights of a patient with dementia are dependent to a great extent on the manner in which the person assisting the patient on a daily basis (the
caregiver) discharges his or her duties. As a rule, the caregiver will not function as
the patient’s legal representative, mostly because the caregiver has not been also
appointed as the patient’s guardian according to the procedure provided by law.
Therefore, the support that the caregiver provides to the patient on a daily basis is
not “formalised” under specific statutory acts. However, certain unwarranted acts or
omissions of the caregiver may have legal consequences.
Today, it is generally admitted that the care of a dementia patient must leave room
for independence and whatever margins of self-determination may exist96. This is an
96 Cf. World Health Organisation report “Ensuring a Human Rights Based Approach for People Living with
Dementia” at: http://www.ohchr.org/Documents/Issues/OlderPersons/Dementia/ThematicBrief.pdf
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approach oriented to a full enjoyment of rights, reserving, as a rule, the exercise of
such rights to their beneficiary, and treating as an exception the beneficiary’s legal
representation, or the exercise of such rights in the beneficiary’s stead. However,
it is often required for the caregiver to facilitate the patient’s autonomy, meaning
that the caregiver must take measures that allow the patient freedom of movement
without placing him or her in danger.
The caregiver will therefore need to maintain a fragile balance between two risks:
On the one hand, the risk of being overprotective (especially in the early stages of
the disease), something that essentially replaces the patient’s feasible autonomy by
unacceptable patronising, and on the other hand, the risk of neglecting the patient,
especially ignoring his or her safety and the need of support in self-care.
However, there is no doubt that, with the caregiver’s support, the patient must enjoy
the basic human freedoms97. In detail:
The right to movement, which depends on the natural spatial ability and is directly linked with the patient’s safety. In the case of dementia, the most controversial matter is patients’ ability to continue to drive after having been diagnosed with
the early symptoms of the disease. The problem will arise before attaining the age
limit when a person’s driving licence must be renewed, when it is obvious that the
symptoms pose a threat both to the patient’s own safety and to road traffic.
The caregiver’s liability is increased in this case, since if the patient is involved in
an accident and is injured or suffers damage to his or her health, a misdemeanour
may be established (article 312 of the Greek Criminal Code). Since the law does
not provide for a precautionary revocation of a driving licence on the initiative of a
third party98, the caregiver must weigh the patient’s ability on a case-by-case basis,
using as a main criterion the symptoms of the disease and how they may affect
road safety (immediate perception, speed of reflexes, understanding road signs etc.)
In any case, a full disqualification from driving for a patient diagnosed with early
symptoms of dementia is not justifiable, since such symptoms may not be crucial
for driving (e.g. momentary loss of memory).
A right to privacy absolutely applies for patients. Caregivers must ensure that the
patient will be able to be quietly alone without having to worry about indiscreet
interventions (even well-meaning), even in the most private areas (bedroom or bathroom); this is a fundamental requirement for protecting privacy.
Safeguarding the patient’s interpersonal relationships, be they with friends or lov97 See National Action Plan, op.cit., p. 15 et seq., 25.
98 Article 11 of Presidential Decree 51/2012 only provides for the driver’s relevant obligation to undergo a
new examination. According to par. 3: “…if the physical or intellectual capacity to drive diminishes, the holder
of a driving licence is under the obligation to submit to medical examinations. For this purpose, the driving
licence is suspended by the competent agency and its holder will be referred to a Medical Examination to
the Second Degree”.
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ers, falls under this category. Such relationships do not depend on the condition of
the patient’s intellectual abilities, but on emotional bonds that must not be disturbed, for the additional reason that they contribute to the required level of alertness necessary for dealing with dementia.
The protection of privacy also includes the confidentiality of the patient’s communications; therefore, inspections of patients’ mail or telephone calls due to the caregivers’ excess worry are not justified.
Two more fundamental rights require special treatment.

In extreme cases, doctors may decide when to reveal the truth to the patient based
on their own estimate of the effect the truth will have on the patient’s health100,
however they may not relay a false impression to the patient, especially when there
is ample time to prepare the patient appropriately, with the help of his or her family.
This is a basic dimension of the personal right to the protection of one’s health (article 5, par. 5 of the Greek Constitution). The purpose of the doctor’s “duty to truth”
is in any case to leave patients free to take critical decisions for their life as long as
their intellectual abilities still remain active and they may validly express their will.

The right to personal safety, under which a person is protected from any arbitrary arrest and incarceration. This right is linked with the involuntary hospitalisation of patients with dementia, which is no different than the involuntary hospitalisation of other patients with mental disorders.

It is worth adding that in other countries, the law regulates the ability of patients
with incurable diseases to take in advance critical decisions regarding their medical
treatment, which will bind doctors and relatives when the patient will have lost
the capacity to express his or her will. With such instructions (known as “advance
directives”) the patient will either authorise the person whom the patient wishes
to decide on his or her behalf (“healthcare proxy”), or the patient will expressly
designate undesired medical acts, or medical acts the patient does not wish to undergo, if needed (“living wills”)101. In Greece, as of yet, there is no special institutional
framework for advance directives, however there is a general provision to “take into
consideration” the patient’s wishes, when the patient is unable to express his or
her will. This provision, however, does not bind doctors or relatives to follow the
patient’s wishes102.

The procedure to be followed here, as well as the guarantees for protecting the patient, is explained above, in the relevant chapter of this manual. However, it must
be pointed out that dementia patients run a considerable risk of involuntary hospitalisation, even temporarily and with no actual reason, due to caregivers’ exhaustion
arising from the provision of long-term, constant care, and the emotional burden
borne by the same, which increases as the degenerative symptoms progress.
Involuntary hospitalisation, triggered by the patient’s occasional “acting out”, may
seem like a way out here, but it is obviously abusive because it restricts personal
safety. On the other hand, caregiver burnout remains a real problem, which must
however be dealt with by caregivers themselves, who must avail themselves with
as much support as they can, usually from their extended family.
The right to health is particularly important in the case of dementia, because it is
a long-term and at the same time incurable disease, which will result in complete
loss of conscience.
The fact that patients will be conscious of their condition from the time they are
first diagnosed with the symptoms and start to receive medical care also means
that they are able to think and plan their lives up to the point where they will be
unable to do so.
However, a considerable element of the information released to patients as to their
condition is the incurable nature of the disease. In what regards this point, it should
be noted that the doctor is legally responsible to reveal the truth to the patient99,
and therefore let the patient know that there will be a point where the patient will
lose basic intellectual functions and the ability to express his will, ultimately experiencing loss of conscience.

Finally, the right to social security is the most important social right of patients
with dementia103. Social security funds currently cover part of the relevant expenses
for long-term care, and for certain medical rehabilitation services (physical therapy
and speech therapy) for a limited period of time. Patients have a right to collect disability benefits (for a disability of 67 to 80%). This percentage allows in particular the
uninsured to claim benefits and extends to the insured the right to pay less taxes104.
Given the progressive deterioration of a patients’ condition due to the nature of the
disease, the currently applicable re-examination by the competent welfare committees will only confirm the increase of the percentage of disability, something that is
however not expressly stipulated under the law.
100 Cf. article 9, par. 1 of the Code of Medical Ethics, according to which “the doctor will prioritise the
protection of the patient’s health”.
101 See T.K. Vidalis, Βιοδίκαιο, Τόμος Πρώτος: Το Πρόσωπο (“Biolaw, Vol. I, The Person”), Sakkoulas Editions,
Athens-Thessaloniki 2007, p. 113 et seq., along with relevant bibliography.
102 See article 9 of the Oviedo Convention (law 2619/1998) and Vidalis, op.cit., p. 115.
103 Other than the institutions aimed at their social support, i.e. Day Care Centres for the Elderly, Open
Protection Centres for the Elderly (KAPI), Care Centres for the Elderly, the “Aid at Domicile” municipal
services or retirement homes, which are required means so that patients will be able to exercise their rights
in person on a daily basis, as well as to relieve the burden placed on caregivers. For such institutions, see the
National Action Plan, op. cit. p. 21 et seq., 42 et seq., 44 et seq., 46 et seq., 48. et seq.
104 See the report of the Athens Association of Alzheimer’s Disease and Related Disorders, Situation Existing
in Greece – Social Benefits for Dementia Patients, p. 8 http://www.alzheimerathens.gr/doc/ focusgroupesd.pdf

99 See article 11, par. 1 of the Code of Medical Ethics (law 3418/2005).
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3. Rights contingent on the capacity to express one’s will:
legal representation
Besides everyday rights, which we explained above, there is a large category of rights
the exercise of which produces particular legal results binding on third parties, and
are therefore contingent on the holders’ capacity to express their will. In the case
of dementia patients, exercise of such rights is conditional on legal representation.
An adult’s legal representation is in general based on two crucial elements:
(a) It is imposed only when it is ascertained that the patient does not have capacity
to express his or her will;
(b) It is exercised to the patient’s best interest (and not according to the arbitrary
wishes or interests of the representative)105.
The law currently provides two significant categories of matters in which an adult
with dementia must be represented.
The first category consists of legal acts, which are the majority of everyday juristic
actions. The institution of court-mandated guardianship has been provided, according to which the court will appoint a qualified person who will enter into legal acts,
representing the adult patient either in part or in whole (article 1666 and et seq.
of the Greek Civil Code). An important element of court-mandated guardianship is
that the patient’s lack of capacity to express his or her will must be based on official
medical opinions, requested by the court.
The second category includes matters of representation for the required consent for
the performance of medical acts. In such cases, representation by the court-appointed guardian is provided or, if no guardian exists, by the patient’s close relatives106.
Representation in this case is general, that is, it does not only regard medical care
for dementia, but includes any medical act that may be required for any other condition of the patient. In such cases, the patient’s lack of capacity to express his or her
will is ascertained by the attending physician.

4. When no representation exists…
What happens in cases when a patient with dementia does not have a
legal representative? Will the patient’s rights become inactive?

representation of a patient who lacks the capacity to express his or her will is automatic and provided directly by the law.107 This means that no additional legal act is
required by a relative, a friend or another party for the appointment of a representative. If the attending physician ascertains that the patient is not capable of being
informed and of providing consent, the physician must either turn to the guardian
(if a guardian has been appointed), or to the patient’s family, in order to inform them
and request their consent. Only in exceptional cases of medical emergencies may
the doctor act independently, i.e. proceed at his or her discretion to the appropriate
medical act without seeking consent108.
The law does not clarify what must be done if the patient’s family members disagree with one another as to the appropriate medical act, since under the law they
are all legal representatives of equal standing. According to a more correct view, in
such cases the opinion of the spouse (or life partner) must prevail, since a spouse or
partner is the person who has the closest daily contact with the patient; if no spouse
or partner exists, it is the opinion of the closest relatives that will prevail (in the
order provided under article 1592 of the Greek Civil Code), therefore the doctor must
act based on their consent109.
However, a lack of legal representative may also exist in cases of lack of legal capacity, because in this case the appointment of a legal guardian is conditional on
the initiative of relatives or other persons (even the public prosecutor), who must
institute the relevant proceedings. If this has not been done, it is likely (and very
usual) that the patient will lack the capacity to express his or her will in part or in
whole (depending on the progress of the symptoms) and he or she may not be able
to legally enter into many legal acts.
If, however, the patient does proceed to entering into legal acts, then the provisions
of the General Principles of the Greek Civil Code will apply. This means that such legal acts will be in principle valid, unless (a) a statement arising from error is proven
(article 140 of the Greek Civil Code), when the patient may request annulment of the
legal act, (b) the counterparty has agreed with “a person who is not conscious of his
or her actions” (article 171 of the Greek Civil Code), or (c) if there is a case of exploitation of the patient (violation of moral principles / article 179 of the Greek Civil Code).

A clarification is required at this point: In cases of consent to medical acts, the
105 See the Oviedo Convention, art. 6 (law 2619/1998).
106 See article 12, par. of the Code of Medical Ethics and Th. K. Papachristos, Article 12, in T.K. Vidalis, Th.
K. Papachristou, Ιατρική Δεοντολογία, Κατ’ άρθρο ανάλυση του Νόμου 3418/2005 («Medical Ethics, Article by
Article Analysis of Law 3418/2005»), Sakkoulas Editions, Athens – Thessaloniki 2013, p. 114,
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107 Article .12, par. 2(b), (ii) Code of Medical Ethics, as to the representation of “family”
108 As expressly stated in article 12, par. 3 (a) of the Code of Medical Ethics.
109 See Papachristos, op.cit.
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Your Rights in Practice
In this paragraph we will point out the basic information pertaining to dementia,
since what was explained above in the relevant chapters of this manual otherwise
applies, both in what regards protection in and out of court. In the case at hand, and
in what regards dementia patients, what interests us is the procedure of court-mandated guardianship and of involuntary hospitalisation.

a. Court-mandated guardianship
Who may request it? Patients themselves, the patients’ spouse, parents, children,
the public prosecutor or the court itself (article 1667 of the Greek Civil Code)
Who will decide? The Single-Judge Court of First Instance having jurisdiction over
the district where the patient resides.
How will the decision be made? During in camera proceedings, attended by the
patient, if he or she is in a position to do so. The court’s judgment will be based on
a communication with the patient or/and on a medical expert opinion or/and on
a certificate issued by a public authority (hospital) on the patient’s condition. The
patient is entitled to participate fully in the proceedings, as well as to appeal (article
802 et seq. of the Greek Code of Civil Procedure).
Who may be appointed as guardian? A person recommended by the patient;
however, if such person is not considered qualified, a guardian will be appointed by
the court from the patient’s close relatives, after having taken into consideration
the patient’s objections to certain persons and cases of conflict of interests (article
1669 - 1670 of the Greek Civil Code).

Who will decide? On a temporary basis, the public prosecutor with the
Court of First Instance. In case of disagreements in the medial opinions,
and in a definitive manner (at the latest 3 days after the public prosecutor’s decision), the Multi-Judge Court of First Instance having jurisdiction
over of the district where the patient resides (article 96 par. 4 et seq. of
law 2071/1992).
How will the decision be made? Based on the opinion of two physiatrists (independent with the patient). If one psychiatrist is not available,
he or she will replaced by a doctor of a similar specialisation. If the patient
will refuse to be examined, the public prosecutor may order an examination in a public psychiatric hospital (where the patient may remain
for up to 48 hours). If the opinions diverge, the court will request a third
opinion in order to render a final judgment (article 96 par. 2, 3, 5, 7 of law
2071/1992).
Duration of commitment – re-examination (article 99 of law
2071/1992): Involuntary hospitalisation may last for up to 6 months, and
then the patient must be released. In between (at 3 months), the public
prosecutor may request that the commitment be discontinued, based on
the report of competent psychiatrists. Such period of 6 months may be
extended by the court “in very exceptional circumstances”, based on the
opinion of 3 psychiatrists (the attending psychiatrist and two more, appointed by the public prosecutor).

What will it cover? In cases of privative guardianship, the guardian will decide
alone on the conclusion of all or only certain legal acts on behalf of the patient. In
cases of ancillary guardianship, the guardian will consent to the conclusion of all
or only certain legal acts by the patient himself or herself (article 1676 of the Greek
Civil Code).
Guardian’s liability: The guardian will bear civil liability to pay damages (either
contractual or arising from legal acts) for any legal act to which he or she may proceed in relation to the guardianship. The guardian’s liability will not extend to the
patient’s criminal acts, if however the guardian is also the patient’s caregiver, the
guardian will also be criminally liable for any physical injuries or damage to the
patient’s health, if the conditions of article 312 of the Greek Criminal Code apply.

b. Involuntary hospitalisation.
Who may request it? The spouse, lineal relatives (and collateral relatives up to
first cousins), the guardian or the public prosecutor with the Court of First Instance
having jurisdiction over of the district where the patient resides (article 96 par. 1 of
law 2071/1992).
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Clinical Parameters
Valentini Bochtsou
Psychologist
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

Dementia is a clinical condition with serious psychological and social parameters.
The main symptom of dementia and the basic objective of therapy is the deterioration of cognitive functions. However, the appearance of further symptoms, as the
illness progresses, places an additional burden on both the sufferer and the carers.
These symptoms are termed behavioural and psychological and include delirious
ideas, delusions, illusions, stress, aggression, depression, personality alterations,
lack of inhibitions (impulsiveness), violation of social and moral rules as well as
repetitive behaviour.
It is important to stress that dementia is not a natural evolution resulting from ageing. It is an illness that could afflict any person, but is more frequent over the age of
65. There are many types of dementia and many pathological conditions that result
in dementia. The progression of dementia depends on whether its cause is curable
or not. Alzheimer’s disease is the most usual type of dementia. This is a gradually
developing degenerative disease that affects the brain and causes brain cell necrosis,
which it initially results in the person’s inability to recall and assimilate information and, in more advanced stages, it affects basic functions and abilities. Dementia,
by “assaulting” the brain, causes alterations in the individual’s personality, his/her
social behaviour with gradual psychosocial withdrawal and difficulty in performing
everyday tasks.

the protection of his/her dignity and estate, on the other.
According to research, these individuals are extremely vulnerable. Frequently, they fall prey to theft and torture (in order, for
example, to reveal where they keep their money). Even more
frequently they fall prey to deception, personality infringement and insult. Victimization within the family includes the
arbitrary appropriation of income and property of these persons, maltreatment and neglect (e.g. indifference for physical
health problems). Persons with dementia in institutional care
face similar forms of victimization.
The prevention of victimization includes the sensitization of
the population as a whole, providing training and support for
families and carers, the creation of welfare services capable of
identifying such cases and the provision of support to abandoned and impoverished individuals suffering from dementia.

Personality alterations in dementia create a very peculiar situation: a sense of mental absence of the person and of simultaneous physical presence. In other words,
the sufferer’s life companion or his/her children find themselves in the extremely
difficult position of taking care of someone “who is nothing like their beloved anymore” and yet, at the same time, “still is their beloved”. The physical presence of
the demented person and the daily co-existence frequently gives family members
hopes of improvement, which are subsequently destroyed by the gradual degenerative symptoms caused by the disease.
Practicing psychiatry in such cases is connected with legal, moral and ethical dilemmas that may concern the individual’s protection of freedom, on the one hand, or

112

113

Appendix on the Liability of Clinicians
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

In every field described above the presence of clinical staff (Psychiatrists, Psychologists and Nurses) is connected with their legal liability and responsibility.
This liability concerns law violations, during the clinicians’ contact with mental
health services users and is threefold:
- Criminal (when a criminal offense has been committed e.g. physical injury)
- Civil (when there is an issue of compensating the user)
- Disciplinary (when professional ethics has been violated)
As a rule, the actual verification of criminal liability anticipates both civil and disciplinary liability. However, it is possible to ascertain the existence of civil liability (obligation to compensate) without criminal liability (perpetration of criminal
offense).
Criminal Courts (in most cases Courts for Misdemeanors) are competent to try
cases of criminal liability.
Civil Courts or Administrative Courts are competent to try cases of civil liability if
the person liable works in a state hospital. In this case, the lawsuit is filed against
the hospital. Only if the psychiatrist is a member of university teaching staff a
lawsuit may be filed against the psychiatrist individually.
Psychiatrists are liable in all three kinds of liability for their conduct and not for
the result. It is sufficient to prove that they acted according to the rules of science
(including the precepts of professional experience and the related therapeutic protocols) and of ethics (according to the provisions of the Code of Medical Ethics) ir-
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respective of whether the health of the patient ultimately deteriorated. They are also liable (in their capacity as
‘procurators’) for the actions of the staff in their charge.
If it is proven that the staff’s conduct was inappropriate
causing damage to the health of the person involved then
there is tort (established by the Civil Code and the code of
Medical Ethics) and possibly criminal liability. In the civil
trial on tort they are the ones who have to prove the appropriateness of their actions whilst the plaintiff does not
have to prove their error. We should also emphasize that
Article 5 of the Code of Medical Ethics provides for the
disciplinary and criminal liability for issuing false certificates and diagnoses. Furthermore, according to the same
provisions, private practitioners who issue such certificates or diagnoses in their medical capacity, are subject
to criminal liability as ‘employees’ for ‘criminal acts related to professional service’ (Art. 235 of the Criminal Code).
The liability of psychologists also stems from their conduct and not from the outcome. Provisions similar to
those in force for psychiatrists are applicable, the main
difference being that instead of the Code of Medical Ethics their own professional Code of Conduct is enforcable
(Law 991/1979).
Members of the nursing staff are not liable for actions
they undertook on the psychiatrist’s orders (in their capacity as ‘agents’) unless these actions are conspicuously
illegal. They are liable only if they have violated the general provisions of the Criminal and Civil Code or if they
have disobeyed psychiatric orders.
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In lieu of an epilogue

Violation, recognition, ‘therapy’:
From Advocacy to Self-Advocacy
Alexandros Lountzis
Social Anthropologist MPhil CAM, Legal Expert
Legal Department –Administration Department
Institute of Mental Health for Children and Adults
Translation: Constantine Lerounis
for Fractality, Perrakis M. & SIA E.E.

“the poor are not only more likely to suffer, they are also more likely to have their suffering silenced”110
Poverty is obviously not a precondition of mental illness and it certainly does not predispose the individual towards it. There is no social, class or professional filter that makes a
group invulnerable to illness, any illness whatsoever. Similarly, isolation from the social
environment, neglect, being temporarily or chronically prevented from exercising one’s
rights and from managing one’s own life and estate, ultimately poverty, the lack of resources and the absence of reasons for living are not the excusive “symptoms or side-effects” of mental illness. They are, primarily, the harsh and extensive consequences of
the inadequacy and lack of interconnection of the providers of mental health services in
contemporary Greek society.
This is the starting point of a deductive reasoning and its conclusions are established on
hard facts. It is also the starting point of the most urgent need for advocacy and self –advocacy of the citizens with mental health problems. We are referring to advocacy in the
sense produced through extensive interpretation and suggested by the definition of the
World Health Organization111, according to which advocacy in mental health consists of
the following partial actions: awareness-raising, information, education, training, mutual help, counselling, mediating, defending, denouncing. This advocacy may become
necessary for any citizen at any point of his life, but is much less accessible to particular
population groups, due to a number of parameters with specific social, political and historical causes and in some cases it becomes completely unapproachable. For the needs
of the present article we will limit ourselves to a very brief but essential exposition.

The Map and the Territory
Despite the discontinuity and inconsistency of the Greek welfare state and the tragic
consequences borne by generations upon generations of citizens with mental health
110 Farmer Paul (1997) ‘On Suffering and Structural Violence: A View from Below’, in Arthur Kleinman,
Veena Das, and Margaret Lock (eds), Social Suffering, (Berkley: University of California Press), pp. 261-283.
111 World Health Organisation (2003), ‘Mental Health Policy and Service Guidance Package, Advocacy for
Mental Health, p. 2 Article 1.1.1.
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issues, there is little doubt that the reality of contemporary psychiatric care bears no
comparison to the nightmarish conditions of the past. It has no relation to the intolerable depiction of the Leros asylum, Leros being the island of the outcasts112, and what
this depiction disclosed about the experiences of mental health patients who had been
deported to that island or elsewhere; not to mention the kind of testimony borne by this
depiction to the structure and depth of conscience of Greek society at the time.
It is true that, thanks to the intensive and radical interventions, the attempted psychiatric reform, despite its inadequacies and fragmentariness, has brought about significant epistemological, therapeutic and institutional changes. These interventions initially stemmed from a small group of passionate mental health workers with increased
self-awareness and later from a numerous movement of well trained and highly aware
employees in mental health. The psychiatric reform currently being attempted has
caused a defining dislocation from the persecutorial past of psychiatric care and has
allowed some openings for the voice of mental sufferers to be heard and for their lives
as a whole. To be more precise, we should say that this applies to the mental sufferers
who survived at all.

scenes behind some of the closed or revolving doors113 often mirror images from those
repressed ‘horror documentaries’ that rendered psychiatric reform114 inescapable or to
overlook the fact that the everyday living conditions of mental patients are still ‘illuminated’ by the stretched electric filament that connects the shadowy past of Greek
psychiatric institutions with the maize-like void of the present network of care. In the
years leading up to this, those who strove for and argued in favour of psychiatric reform
(meaning also the psychiatric reform that did take place but, primarily, the reform that
was postponed) were left with the impression that they were speaking some incomprehensible language. They usually received a polite compliment on their sensitivities and
social work and some generalistic promises that it would receive aid. It is a common
place that in the framework behind the psychiatric reform those who do the planning
on the one hand and the workers on the other or, on a different level, those who benefit
directly and those who derive indirect gain do not always have the same priorities and/
or the same interests. Reasons would always be found to preclude the accommodation
of the past continuous tense of ‘madness’ in any present tense: the ‘indifferent and uninterested’ state and the ‘interested’ pharmaceutical companies, the ‘concerned’ relatives
and the ‘unconcerned’ majority. The fragments of the experience of the majority of ‘rank
and file’ in this story are ineluctably silenced and have become lost in the substrata
of science’s virtue of classification. They become studies, PhD theses, constructs, pilot
structures, terminations of structures, new constructs and new attempts in the behindthe-scenes space of those imposing and convenient buildings that deflect the indiscreet
or guilty gaze. They usually emerge either as a tragic event or a statistic.
History and irony having become conjoined, “the struggle for this emergence is vindicated” during the period the ‘healthy’ part of society is undergoing the deepest social and economic crisis of the post-dictatorship era. Mental health has become a front
page story and a necessity. The narratives conclude with the image of the spreading
threat and every ‘analyst’ invokes the mental health services remarking on its drastically ever-increasing field of application. This time too, a harsh paradox appears that is
cloaked in a metaphor with a reactionary content: The obsolete psychiatric reform must
be postponed because the rapid expansion of the cover area of the disease has created
new priorities. Thus the fragmentary effort to eradicate mental asylum practices, the
permanent need to establish discrete sectors and raise adequate structures in primary
care, the elementary particles of social psychiatry, are covered over by the ‘new-fangled
determination’, that the whole population of the country is recognised as a potential
target population of mental health services. The mountain looms so stupendously large
and homogeneous that it facilitates the transition to the next common –and cynical–
place that the mountain will, inescapably, be insurmountable, at least for some.

It would, however, be unforgivable hypocrisy to claim that the asylum model has been
abandoned entirely (it is a common secret that even in community based structures
practices of institutionalisation have been sporadically identified), to deny that the

113 The ‘revolving doors’ phenomenon: consecutive admissions of the same patient frequently to the same
hospital, due to the inadequacy or non-existence of communitarian psychiatric structures.
114 The most tragic recent example, the four patient deaths due to a fire in the Athens Psychiatric Hospital
on Friday 04.09.2015 are merely the tip of an iceberg that has been fixed on a volcanic crater so to speak.

112 Island of Outcasts (1990), Director: Jane Gabriel
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The past of psychiatric care in Greece is intertwined with a long history of deportation
and repression; sometimes metaphorical and sometimes literal in the most brutal possible way. Gradually, the stigma that it attributed to the ‘invisible’ patients came back to
cover psychiatry itself. Anyone who worked or still works in a mental health structure
knows better than anyone that next to the clinical there is an equally important social
parameter. Like all stories of re-integration and ‘change of heart’, psychiatric reform
unfolds on the territory defined by sociopolitical circumstances and the individual micro-history of the subjects of the state and therefore must reflect the society that encompasses it.
To sum up, whilst we are obliged to demand and assist in our capacity as professionals
and citizens to change or at least improve most things, we have no right to be surprised
at the stigmas of psychiatric care, not even at the Stigma itself. The outrageously high
percentage of compulsory admissions and involuntary treatment115, the innumerable
cases of fund ‘embezzlements’, the passively averted gaze of the majority from the reality of mental patients did not come out of the blue. Each one of these elements has roots
and causes that are lodged in the very core of social life and perception. Advocacy and
self-advocacy, this endeavour and whatever endeavours may follow, must take this into
serious consideration and should, in addition to the necessary advocacy interventions
for the benefit of the users, open themselves to the community116, the carers, neighbours,
professionals and mere passers-by from the very first day. The aim should be to cultivate
a change of paradigm from ‘tolerance’ and ‘philanthropy’ to the self-evident validity
of human rights and solidarity. Only then it will become possible for any one of these
endeavours to take root.

The ‘Platform’ and the ‘exercise’ of advocacy
In a short ‘guide’ that will be evaluated on its usability and usefulness and not on its
contribution to theory, we had to avoid the overlaps and repetitions of concepts and
methodological schemes that have already been adequately treated and publicised. For
a detailed treatment of the concept and significance of advocacy and a comprehensive
approach to mental illness through the prism of the restriction of rights or the threat
of such restriction please refer to the recent exceptional publication of the National
Confederation of Disabled People117. In any case there are far too many things that are
still on paper and have not been implemented… In the present article we will describe
115 According to recent research the percentage of compulsory admissions and involuntary treatment in
Greece is 55-65% of the total hospital admissions whilst the European average of the other European Union
states is approximately 7-8%.
116 For an exceptional case study on Greek territory see Athena Frangouli- Sakellaropoulou (2008), Mobile
Psychiatric Unit in the Phocis Prefecture: Prevention timely intervention and care in the community,
Papazisis Publications.
117 National Confederation of Disabled People, Training in Self Advocacy and in the changes in the field
of mental disability caused by the United Nations’ Convention on the Rights of Persons with Disabilities,
Athens 2013.

120

just such a practical experiment and the conditions in which a pilot project taking place
over 10 months (June 2015-April 2016) will materialise in the context of the program
“Action Platform for the Rights in Mental Health”, implemented by the Society of Social
Psychiatry and Mental Health in co-operation with the Institute of Mental Health for
Children and Adults and The Hellenic League for Human Rights.
In the context of the Advocacy Office, of the above mentioned program, law and health
specialists jointly undertook to elaborate and implement a protocol of interdisciplinary
co-operation, realising a series of interventions related to most of the advocacy actions
in Mental Health, in the sense of the World Health Organisation definition given above.
The advocacy centre aspires to become a core element in providing reliable information,
methodical guidance, clinical and legal counselling and mediation wherever this last
service will be accessible, both to citizens who have been diagnosed with mental health
problems and do not enjoy their rights and citizens who are concerned that their rights
are encroached upon as a minor or major mental disorder unfolds. The aforementioned
services apply to citizens who are facing mental health problems, to friends or relatives
who have undertaken their partial or complete care and to health professionals or professionals form related fields who wish to acquire more information on the rights of the
persons they serve.
The clinical and legal experts of the Office group embarked on this endeavour with
enthusiasm, legitimate questions about the details of its development and a working
hypothesis regarding the fields of rights of the citizen population with mental health
problems that we deemed most vulnerable to violations, basing our judgment on the
bibliography and in loco inspections. More specifically the categories of violations and
the corresponding areas of rights we identified as being of critical importance, were
medical confidentiality, compulsory admission and involuntary treatment of mental
health patients, judicial interdiction and general issues arising from the concept of legal
capacity, welfare rights and insurance benefits, the safe-keeping, for security reasons,
of a criminal offender with unimputability in a state institution (in Greek professional
slang this is the thorny issue of 69ers, this name originating in Article 69 of the Greek
Penal Code that provides for the confinement of offenders with mental health problems
to psychiatric institutions). We strived to record, classify but also contribute directly to
the cessation of these violations, to the extent this was possible for our Office. The colleagues, clinical and legal experts, taking part in the program “Action Platform for the
Rights in Mental Health” undertook to work on the corresponding issues in writing this
textbook on the Protection of Rights in Mental Health. The aim of these experts was not
an exhaustive legal or theoretical treatment but rather a comprehensible and easy-touse guide for a wide audience, which despite its inescapable defects, constitutes a kind
of reliable ‘index’ for every citizen whose rights are encroached upon.
In terms of methodology and despite the unforgiving implementation timetable, as we
progressed from the study of each individual case to the comprehensive processing of
the Advocacy Office material, we attempted to exhaust the counselling possibilities for
every citizen who places his trust in the Office, whilst outlining similar solutions to such
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problems where the exercise of rights is hindered or violated. The more long-term and
structural objective of the Advocacy office and of the Program as a whole is the creation
of an adequate data base, intended to underpin and enrich the present user guide to
identifying and remedying violations of rights of the mental patient. Our objective it to
make the present publication and the material that is being daily accumulated in the
Advocacy Office into a unified and dynamic interdisciplinary instrument that will aid in
individual or collective efforts at self-advocacy for the benefit of workers in all advocacy
agencies and of the users of mental health services.
No guide to the violation of rights is or could it be ever complete, for the same reasons
that a map does not account for the living conditions on the territories depicted. Gradually the endeavour was becoming better known in the community and the initial inhibitions were replaced by a sense of relief at the mere existence of such a service, before
even any advocacy actions took place. From the experience of operating the Office and
the ever-increasing flow of requests two parameters became clear. The first was that
the classificatory list, at least in the form used in the Office, had to be enriched with
the addition of further categories. That was done. At the same time we had to reconcile
ourselves with the idea that the complexity of some of the cases was not susceptible of
any classification and that, hence, we had to do our work accepting that there would be
many ‘unique’ cases which came under several category headings or none. Thus, subcategories of violations and corresponding chapters on encroachments upon rights were
added: these regarded the custody of under-age children, the reports of discrimination
from state or private institutions or of the inadequacy of the framework to protect the
right of specific groups of patients (see for example Takis Vidalis’ article “The rights of
persons with dementia”) as well as individual complaints of bullying, intimidation or
physical violence by fellow-citizens which could only be dealt with ad hoc.

The Foundations and the Firework
A pilot project aimed at the provision of reliable advocacy services for citizens who face
mental health problems in a country that has no culture of similar efforts, a project
that is unique in a city approaching five million inhabitants and its implementation
timescale is just 10 months is undoubtedly particularly ambitious. In the concrete ‘here
and now’ of Greek society it appears almost maximalistic. In addition to these difficulties appearing at the very start and further to the partially insurmountable restrictions
of reality, the Advocacy Office, currently as an innovation and as a future institution,
is up against a number of more concrete issues that are daily documented during its
operation whilst pointing to possible solutions. The problems facing the establishment
and proper operation of an Advocacy Office may be distinguished into ‘internal’ and
‘systemic’:

Α. Internal Limitations
Those of us who took part in this undertaking were called upon to fulfill an initial sufficient and necessary condition, that of ‘constructing’ a common methodology between
scientists who came from traditions with different frameworks of reference, possessed
different training and mindsets and had different professional experiences. This meant
the transformation of a number of clinicians and legal experts into an integral and coordinated group carrying out interventions and providing high-quality services. Questions,

The second parameter was the admission based on the experience of running the Office
that the rights that are threatened or beached are not necessarily the same as those
being reported, for a number of reasons that exceed the scope of this article. Unfortunately, anger, disappointment social degradation and the decline of health are not
necessarily translatable into legal claims and in some cases they cannot even be articulated in speech. To our great disappointment we realised that, in these cases, what we
could offer to these physical persons was next to nothing. I am very much afraid that
in these cases, neither the current pilot project nor any other project, no matter how
institutionally entrenched or long-term it might be, will be able to contribute anything
more than highlighting and documenting the problem. There is a violated right that
transverses the great majority of the cases, if not every case, sometimes as an undercurrent and sometimes as a tragic mark on the surface. That right is protected by every
legal text and is mirrored in national law and international treaties: it is every patient’s
conspicuous right of timely access to therapeutic conditions that will not estrange him
from social reality and will not set him apart from his fellow-citizens. For some what
happens afterwards, happens too late.
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changes of perspective and technical modifications were and still are part and parcel of
the Office’s operation, as they are necessitated by the systemic-institutional limitations.
I will mention further below.
However, the structuring of a common code and its everyday testing in reality, the enactment and disputation of different criteria for each case, the joint decision-making on
the manner and time of each intervention are, by common consent, one of the most interest parameters of interdisciplinary collaboration. Obviously, every day of experience
and specialisation has beneficial consequences on the persons who visit the Advocacy
Office. By the end of October 2015, in just four months of action, the Office had received
and ‘perused’ one hundred and ten cases either by referring them or providing a straight
forward solution.
Another internal limitation of the Office stems from the character of the endeavour as
a pilot project and the corresponding limitations of time and human resources, which
leave little scope to follow up or go deeper into each case. Hence, the fundamental preconditions for providing legal defence services and thus causing the violation to cease
are simply not there. Therefore, the activity of the Office is limited to laying the groundwork of the case, either through initial counselling and referral or through an attempt
to create a link with the competent service department. Even in this narrow scope, it is
impressive how much such a limited service could achieve for so many people. Quite a
few times even the mere mention of a user of mental health services to the appropriate
departments would start a chain of actions and positive outcomes, as if an invisible
hand stretched out to recover a human being from the field of loss. This fact shows,
unfortunately, how little has been done for the rights of mental patients.
Negative counselling turned out to be yet another important function of the Office. Negative counselling is the reasoned and documented discouragement of our fellow-citizens
from becoming involved in litigation that was conspicuously unsubstantiated and unfounded and would therefore result in a sense of frustration and the waste of time and
money for no gain. In several cases we were required to use legal arguments and modifications of the ‘initial interview’ technique118, in order to persuade some users ‘not to
tilt at windmills’. In a society prone to the abuse of lawsuits with a population already
burdened with severe survival issues and health concerns, this shedding of burden and
the re-direction of users to other focal points (such as legal settlement or searching for
appropriate clinical services) proved far more valuable than anyone could have initially
assumed.
In the field of the more productive and positive advocacy interventions of the Office,
achieving direct cooperation with related institutions proved crucial. This was not just
a necessary development but it also emerged as an important first step in grounding a
structural interconnection of services with complementary tasks. For example, the com-

mon struggle and the exceptional scientific cooperation of the Advocacy Office with the
Greek Ombudsman enabled time and time again a combined intervention in particular
cases resulting in an immediate multiplication of the benefit for citizens. The Office
would act in the first degree by investigating and preparing the case and the Greek
Ombudsman would proceed to the second stage with crucial intervention. This model of
filtering and preparing cases at the Advocacy Office to be followed by an intervention by
the Greek Ombudsman or other competent departments could become a good blueprint
for the institutional entrenchment of Advocacy Services.

B. Systemic Limitations
The significance of the systemic problems in the Office’s operation may become immediately comprehensible by a representative example of methodological and technical
vacillation on the issue of the autonomy of the framework and of the neutrality of the
worker to each service user, which is central to all advocacy services. In other countries,
the incorporation of advocacy offices into a well established health services provision
network (e.g. United Kingdom) create different dynamics and enjoin different jurisdictions and obligations. In this context, the practice of advocacy by one and only partner
who is external to the structure is associated with the self-evident and non-negotiable
right of the user to ‘avoid bringing’ the history of his disease and of the care he received
into the assessment and intervention of the advocacy service. For us, in the first pilot
Advocacy Office, the above dilemma was already solved for pragmatic reasons from the
very beginning, even though not in the way one might have wished.
The lack of the Office’s institutional substance and therefore the inability of direct intervention (e.g. autopsy or inspection in loco, request to convey documents etc) in a
multitude of cases and potential violations, the lack of a pre-existing data base and of
continuity between services guarantee the absence of any prejudice or partiality which
would be a corollary to a pre-existing relationship with a user or mental health structure. The problem is that concurrent absence of regulatory capacity or at least of the
competence to issue opinion reports with binding force. In order to deal with each case
both comprehensively and speedily, we, clinical and legal experts, are compelled to work
together in offering counselling and interconnection services, which in their present
form are oriented towards dealing with a problem after some damage has been done.
I have left the systemic limitation of the bitter ‘professional truisms’ for last; bitter indeed for those of us who work in mental health services. These include the inability in
many cases to make further referrals free of charge, since the required public structures
do not yet exist. The unpleasant consequence of the above conclusion is that our work
balances very delicately between a real offer of services and the cultivation of excessive
expectations, between staying faithful to the rights of each beneficiary and rudimentary
realism. The most complete and methodical advocacy action cannot replace or generate the necessary structures of a welfare state in order to give practical support to the

118 See P. Sakellaropoulos, “Recording patient history- The initial interview” on http://goo.gl/PUJC1M.
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particular group of our fellow-citizens or, indeed, any other group. This ‘crucial little’
advocacy services are capable of offering is to become the necessary interim step that
will enable this group of our fellow-citizens to follow the difficult path towards claiming their rights.

Towards self-advocacy
Rights are not forfeited, they are violated. Rights are not restored, they are
reclaimed and consolidated
“Historically human beings with mental disability were excluded and marginalised by
society, since they were regarded as incapable of making decisions about themselves and
important matters in their lives. […] The stigma of and the myths surrounding mental
disability not only have led to prejudices regarding the enjoyment of goods such as accommodation, work and education, but have also created a social category that has been
systematically weakened and made dependent on a health care system that does not
satisfy its needs. The first self-help groups in mental health were created at the end of
the 1960s and the beginning of the 1970s, whilst the 1980s saw the involvement of the
individuals affected and of the organisations they set up themselves in these services.
We use the term self-advocacy to refer to these changes in mental health and society at
large. The term reflects the action of individuals who advocate for their individual and
collective interests against a horizon of discrimination stemming from being diagnosed
as persons with mental disability”119.
From the very first day of the Advocacy’s Office operation we attempted to deal with
the expected gaps in intervention and referral through close cooperation with any legal
entity, organisation or academic association could supplement our work. The Office undertook the task of systematically advertising its work, initially making it known to the
groups of people who stand in greater need of its services (Public Psychiatric Hospitals,
Mental Health NGOs, state and not-for-profit day-care centres, Associations of patients
with mental health problems, Self-Representation Organisations of mental patients,
the Organisation Against Drugs etc.) At the same time, the Advocacy Office approached
and organised targeted activities in collaboration with institutions such as the Hellenic
Forensic Psychiatric Association, the Athens Bar Association (legal aid), the National
Commission for Human Rights, the Observatory for Rights in Mental Health, the Special
Committee for Monitoring the Protection of the Rights of Mental Patients, the Greek
Ombudsman, in order to create a network of services that will be capable of receiving
and to the extent it is possible, satisfy the requests of the citizens.

lectively the immediate and full activation of their rights. A common information and
cooperation event with the staff and patients of Day-care Centre ‘Franco Basaglia’ of the
Association for Regional Development and Mental Health took place in order to reinforce the laudable effort of establishing and training a self-advocacy group of mental
health services’ users. Several more events like this will follow.
The Advocacy Office has covered a gap in the structure of the welfare state both at the
level of public health and in the protection of fundamental human and constitutional
rights, irrespective of the organisation that would undertake its creation and despite
the imperfections with which it is fraught at this stage. The real danger is that it will
remain active for a given period of time and then vanish into thin air.
If all associations and organisations join forces with utmost commitment in the scientific completion of the final report for this pilot project documenting its necessity, we
hope that it will pave the way for the institutional entrenchment of advocacy services.
We are all aware that this particular endeavour does not and could not aim at solving
the problem and filling the gap. We will all be satisfied if it becomes the raw material
for incorporating advocacy into the citizens’ everyday life, so that this work will not end
up being a firework with a slow-burning fuse.
We may only hope that we will be fortunate enough to read or listen to the opinion
of colleagues on whatever was accomplished by this particular effort of ours and that
these colleagues will be studying or running the development of the next generation of
Advocacy Offices that will have finally become part of an institutional structure.
Photography by Achilleas Voyatzis
Alexandros Lountzis is the Coordinator of the Advocacy Office for the Rights of Citizens
with Mental Health Problems. The Office is operational from June 2015 to April 2016 in
the context of the program “Action Platform for Rights in Mental Health”.

A secondary but equally important aim of the Advocacy Office’s operation as a pilot
project is to enable the users of mental health services to claim individually and col119 Amalia Panagou and Maria Mitrosili, ‘Trainee textbook’ in National Confederation of Disabled People,
Training in Self Advocacy and in the changes in the field of mental disability caused by the United Nations’
Convention on the Rights of Persons with Disabilities, Athens 2013.
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