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Interprofessional education and practice
in the effective management
of healthcare organizations

Interprofessional relationships and education provide a great opportunity for
more effective management of healthcare organizations. Traditional educa-
tion provided by health science programs worldwide appear not to have been
sufficiently effective in promoting interprofessional collaboration, but in the
last decade, interesting discussions have taken place concerning developing
innovative interprofessional educational systems. Such systems encompass
healthcare employees from a variety of different professional backgrounds.
Interprofessional education (IPE) and interprofessional collaborative practice
(IPCP) can develop the attitudes, knowledge, skills and behaviors of healthcare
professionals towards effective collaboration. Healthcare provision involves
a highly complex system of interrelationships between many stakeholders
that can be managed more effectively by integrating IPE and IPCP in health
care, and training healthcare professionals appropriately. In addition, in or-
der to achieve positive patient outcomes, interprofessional teams should be
relationship-centered. Healthcare management should focus on the quality
of the experience of the employees in the workplace and the quality of life
(QoL) experience of the patients during their hospitalization or participa-
tion in healthcare programs. As many variables need to be considered that
influence the quality of interprofessional training, a theoretical framework
is necessary for exploration of the most important factors involved in inter-
professional education.
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1. INTRODUCTION

Well-trained, productive employees constitute a key
success factor for any company or organization. Training
and education for healthcare organizations constitute a
special case, because of the particularities of the adminis-
trative structure of healthcare services, deriving from their
need for healthcare professionals from a variety of different
backgrounds, and with differing skills, responsibilities and
roles. In addition, healthcare organizations are dealing with
health, probably the most crucial aspect of human life. In
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today’s highly competitive world, a healthcare system must
be able to provide patients with high-quality health care
at the minimum possible cost.

The management of healthcare organizations, therefore,
needs to explore innovative ways to increase their produc-
tivity and effectiveness, including the interprofessional
education (IPE) and training of healthcare personnel, which
will benefit both employees and patients.’ This paper exam-
ines key issues involved in healthcare management and the
significance of IPE and training in healthcare organizations.
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A theoretical framework is developed, which serves as a
study tool for exploring interprofessional-related themes.

2. THEHEALTHCARE SYSTEM
AND EXPENDITURE ISSUES

High-quality healthcare services constitute one of the
most important goals for any country around the world.
Recent statistics from Europe and the United States (US)
show that very large expenditures are allocated to the
healthcare system, accounting for between 10% and 30%
of the total public expenditure.? Specifically, in 18 countries
in Europe, the cost of the healthcare system is over € 10
billion annually, and in four countries it surpasses the € 100
billion mark.? Based on the official data from the National
Center for Health Statistics in the US, for the year 2017,
the total national health expenditure in that country was
$ 3.5 trillion.*

Financial expenditure on healthcare is continually ris-
ing, as the numbers of patients are growing very fast, and
demand is increasing for a higher quality of healthcare
services.>® Research shows that higher funding (either total
or public) on healthcare does not guarantee better health
outcomes. The results of relevant studies confirmed that
there is no correlation between healthcare expenditure
and mortality, which is one indicator of the performance
of the healthcare system, and it is suggested that the focus
should be more on the quality of service rather than on
volume of services.>”

During the last decade, the healthcare community
has been attempting to identify strategies for effective
management by identifying criteria for assessing the qual-
ity of service of the healthcare system. Efforts have also
been exerted to decrease healthcare costs, to manage
shortages in the healthcare workforce, and to understand
the contributions of the various different healthcare pro-
fessionals in the provision of high-quality treatment of
patients.>® In understanding the role and contribution of
the various healthcare professionals, particular attention
is given to interprofessional training and practice, which is
the theme of this paper. Itis of note that there is a shortfall
of healthcare professionals worldwide, which obviously
has an adverse effect on the quality of healthcare services,
and which concerns healthcare organizations worldwide.?

According to the World Health Organization (WHO),
health is “a state of complete physical, mental, and social
well-being, and not merely the absence of disease or in-
firmity”.’° The community of health scientists continually
attempts, through research, to manage diverse problems
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and issues in the health care profession and practice.®’” WHO
clearly points out that health should “promote cooperation
among scientific and professional groups, which contribute
to the advancement of health”.°This is in direct alignment
with the notion of IPE and practice. In a planning setting
for IPE and practice, certain relevant factors can be identi-
fied that promote productivity and lead to the provision
of high-quality health care.

3. EDUCATION AND TRAINING

Nowadays, education does not merely focus on prepar-
ing employees just to “do their job”, but it also introduces
new interprofessional methods directed towards high
quality of service and productivity. Companies and orga-
nizations have understood that as organizational methods,
tools and needs are continuously evolving, the need for
continuous education of their employees is essential, not
only for the matters of safety and administration that the
Occupational Safety and Health Administration (OSHA)
requires, but also for their own personal development.
This situation is related to lifelong learning, and includes
lifelong opportunities for education, and to the concept
of the“learning organization”. Senge’? defines the learning
organization as “a group of people working together col-
lectively to enhance their capacities to create results they
really care about”. A plethora of methods and tools are
available that can be used to educate employees. These
include intracompany and intercompany audiovisual and
conventional distance learning techniques, subsidized
undergraduate and postgraduate programs in state or
private universities, on-the-job training techniques, non-
systematical-atypical techniques, apprenticeship training,
throughout behavior patterns methods, vestibule training,
interactive training, computer-based training, simulation
training techniques, online learning techniques, learning
through portable devices, and special-purpose training
techniques.”

Special purpose training appears to be necessary for
developing specific skills that prepare employees to use
new methods and tools. In view of the advancement of
technology, all employees and managers need to update
their skills and knowledge. Education is also necessary
to prepare professionals to deal with workforce diversity,
including nourishing, understanding, and accepting mul-
ticulturalism in the workplace, and is crucial for building
harmonious relationships in the organizational setting.
Through appropriate training, employees can develop the
interpersonal skills required to work in teams and contribute
to organizational goals. Such training should be designed
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to include various aspects of self-awareness, conflict man-
agement, and productivity through cooperation.

4. HEALTHCARE ORGANIZATION MANAGEMENT
AND PERFORMANCE

Healthcare organization performance is usually mea-
sured by the use of profitability, productivity and market
share indicators, but these so-called key performance in-
dicators do not take into consideration the quality of care
and other essential aspects of success of health care, such
as mortality and morbidity. In order to be more human-
oriented, healthcare organizations should incorporate
knowledge from organizational sociology, organizational
behavior, and human resource management. Such knowl-
edge will assist healthcare managers to increase employee
motivation and engagement, which in turn will improve
the level of patient treatment and lead to a generally
higher quality of healthcare services. Management practice
should focus not only on profitability and productivity, but
should also consider the quality of the experience of their
employees at work and the quality of life (QoL) experience
of patients during their hospitalization or participation in
healthcare programs. The QoL experience of healthcare
employees directly influences the QoL experience of pa-
tients, and vice versa. Human resource management (HRM)
of healthcare organizations is responsible for providing a
good organizational climate for all employees. Ideally, every
healthcare organization should be a“great place to work”.
Such a situation can be achieved by sophisticated, high
quality healthcare governance and HRM practices, focusing
on updated methods for the clinical directorates, divisions
and trust boards, and for the professionals working in col-
laboration. It is important to note that a poor relationship
between the training and the experience of healthcare pro-
fessionals can reduce the quality of the healthcare services
provided.” Identification of common values among the
health professions shows great potential forimprovement
through subsequent interprofessional training in collabo-
ration, teamwork and relationships between the various
health professionals in clinical practice.’* In addition, training
in communication skills, including conflict management
skills, problem-solving skills and leadership skills, can influ-
ence the quality of patients care for the better. University
healthcare organizations and hospitals have been docu-
mented to provide a higher quality of healthcare service,
which might be due to the fact that they are both health
care and educational institutions.”’” Similarly, high-quality
healthcare outcomes are documented to be associated with
appropriate organizational facilities, comprising optimal
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nurse staffing, professional expertise, organizational size,
type of ownership, urban/rural location, teaching hospital
status, and high technology equipment.’”

Numerous variables contribute to a high quality health-
care model organization, which can be categorized as de-
pendent, independent, intermediate, and control variables.
Independent variables include: (a) Clinical indicators, such
as deaths in the hospital during a specific period, (b) adverse
events, such as medication errors, (c) complications, such
as hospital-acquired infections, (d) constructed indicators,
such as failure to rescue, (e) administrative targets, such as
the state of waiting lists or financial viability, and (f) the
experiences of patients and caregivers, such as complaints
or response to surveys. The intermediate variables include
staff outcomes, such as job satisfaction, and organizational
outcomes, such as rate of sickness and absenteeism. The
control variables consist of (a) hospital characteristics,
such as size, specialization and teaching status, (b) patient
characteristics, such as the severity of illness or multiple
diagnoses, (c) characteristics of work, such as predictability
of admission patterns, (d) socioeconomic factors, such as
social class characteristics of the local population, and (e)
economic variables related to the financial state of the or-
ganization. The category of dependent variables includes
organizational aspects, such as centralization/decentral-
ization, organizational processes, such as HRM practices,
coordination of healthcare, interprofessional relationships
and education, and environmental variables, such as the
quality of relationships with other organizations and the
social psychology of work.”

5.INTERPROFESSIONAL EDUCATION AND PRACTICE

A great opportunity to significantly improve the per-
formance of healthcare organizations is provided by IPE
and practice, which explains the increasing interest noted
in the literature on interprofessional education in the last
decade. Today’s healthcare educational systems are seri-
ously examining the prospect of combining knowledge
from various different healthcare professional backgrounds
in IPE, and as defined by WHO: “IPE occurs when two or
more professions learn from each other to improve health
outcomes”.’”® Further, WHO suggests that in order for the
system to provide high quality and low-cost health care:
“Interprofessional collaborative practice (IPCP) occurs when
several health employees from different professional back-
grounds work with patients, their families, caregivers and
communities to provide comprehensive service and deliver
the highest practicable quality of care”.’® It appears that IPE
and IPCP can be used as educational tools to enhance the
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attitudes, knowledge, skills and behaviors of healthcare
professionals.?

Historically, IPE programs have been introduced since
the 1940s in universities, first in the US, followed by Canada,
the United Kingdom (UK) and Australia.”” More recently, IPE
programs have appeared at undergraduate and graduate
levels in other developed and developing countries. Many
countries have recently added IPCP to their undergraduate
and postgraduate educational programs for healthcare
professionals. This has been observed primarily for dentists,
professionals working with children, gerontologists and
those in palliative care and social workers.? IPE and IPCP
can be challenging, as there are so many healthcare profes-
sionals who can benefit from professional collaboration.
Specifically, these include physicians, dentists, pharma-
cists, pharmacy technicians, physicians’assistants, nurses,
advanced practice registered nurses, surgeons, surgeons’
assistants, athletic trainers, surgical technologists, mid-
wives, dietitians, therapists, psychologists, chiropractors,
clinical officers, social workers, phlebotomists, occupational
therapists, optometrists, physical therapists, radiographers,
radiotherapists, respiratory therapists, audiologists, speech
pathologists, operating department practitioners, emer-
gency medical technicians, paramedics, medical laboratory
scientists, medical prosthetic technicians and others. Ideally,
these professionals should all work together as a team in
private and public healthcare clinics or hospitals and com-
panies that provide health-related services or products,
and in academic training research and administration.?
It is worth mentioning the methodological differences in
teaching, curricula and placements between undergraduate
and postgraduate levels of IPE programs.?’?> Most IPE pro-
grams are conducted as workshops within the healthcare
education curricula.?? Itis of note that in the study of Herath
and colleagues,® most of the IPE programs identified were
concentrated in specific health professions, namely nursing,
medicine, pharmacy, and dentistry. It is clear, therefore, that
further investigation is necessary to provide appropriate
information on the IPE and IPCP programs concerning all
the healthcare professions.

Many governments in developing countries aim at
improving their strategic health plans and international
development initiatives by providing advanced education
to their healthcare professionals by incorporating IPE and
IPCP in their educational programs. It is recommended
that health consumer opinions should be included in the
design, delivery and assessment of health services and
in creating appropriate conditions for supporting higher
quality healthcare education.? The absence of consumer
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input can result in poorly designed programs that are in-
adequate to their needs, and which may be costly.?* Based
on the study of Herath and colleagues,? it is apparent that,
even though IPE programs differ substantially between
countries, the various academic institutions are benefiting
from their introduction. Most IPE and IPCP activities lead
to positive changes in perceptions and attitudes among
students, but still under investigation are questions regard-
ing the endurance of these positive changes, and also the
most effective methods of IPE.?"?*~?” Research shows that
the assessment tools of the effectiveness of IPE programs
need further development, in order to enhance healthcare
educational programs and policies worldwide.#2"?%29 |n an
attempt to meet this need, several measurement scales have
been created and tested for their validity and reliability.?*-3*
To fully exploit the impact of IPE on the quality and cost of
healthcare systems, it should be included in the training
of licensed or certified professionals in nursing, physical
therapy, occupational therapy, speech and language pathol-
ogy, social work, and, indeed, all the healthcare professions,
in addition to medicine.”?* It is important to recognize
that health care is a complex system of interrelationships,
involving not only the biopsychosocial and educational
background of the “multi-healthcare professionals” or
the biopsychosocial background of the “multi-patient”,
but also the varying legal, cultural and environmental
characteristics of each country. This complex system of
interrelationships needs IPE, as it can provide appropriate
training for healthcare professionals, equipping them to
treat the “multi-patient” health problems of today’s world.
Interprofessional teams can also be relationship-centered
and achieve good patient outcomes.’

An interesting systematic review of Herath and col-
legues® showed that, even though IPE and IPCP programs
produce positive outcomes in health care, some remark-
able difficulties are encountered in their implementation,
which need to be further studied in order for them to be
addressed in relevant educational and healthcare policies.
Fried*® categorized the forces that impact IPE and IPCP
programs into sociological, economic/financial, political/
legislative, demographic, and health conditions, as shown
in table 1.77%¢

Governments, institutions, and hospitals worldwide
need to implement an assessment plan to provide ap-
propriate evidence about the introduction of IPE, the
revision of curricula and formulation of new strategies for
implementing redesigned educational programs for the
healthcare professions. In addition, collaboration with
existing organizations or educational institutions that have
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Table 1. Forces affecting interprofessional health care education and
practice.*

Force Proposed interventions/solutions

Sociological Prevention delivered by multiple providers
Early detection by multiple providers

Communication among health care, legal, and
social welfare providers

Economic/financial Increased interdependence of responsibilities
Delegation of care delivery to others

Fewer turf battles and more sharing

Political/legislative  Use of mid-level providers
Additional settings available to provide care

Dissemination of culturally competent
information regarding available care

Demographic Team-based care for the elderly

Recognition/attention to oral-systemic link

Health conditions  Prevention delivered by multiple providers
Early detection by multiple providers

Utilization of collaborative teams

*After Fried, 2014%

similar goals and needs will allow units to share the ben-
efits of IPE programs and significantly enhance efficiency.

‘Adopt &
promote
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Educational efforts are required in alignment with practice
requirements as health care evolves rapidly. IPE and IPCP
programs should be characterized by updated infrastruc-
ture, training initiatives, faculty leadership and capacity
development to correspond to current healthcare needs.
Successful implementation of IPE will require accreditation
requirements and leadership educational settings at all
levels, both academic and practical.

Clearly, the complexity of the healthcare system in-
creases with the introduction of IPE and IPCP, necessitat-
ing further research in understanding the many variables
involved and their relationships. The next section presents
a theoretical framework of IPE and IPCP to be used for this
purpose.

6. PROPOSED THEORETICAL FRAMEWORK FOR
INTERPROFESSIONAL EDUCATION AND PRACTICE

Based on the above review on IPE and IPCP, a conceptual
framework is developed here for analyzing the variables
involved, with a view to increasing the quality of health-
care services and improving the experience of both the
healthcare professionals and their patients. The framework
depictedin figure 1 presents the independent, mediating,
and moderating variables potentially associated with IPE
and IPCP. As shown in figure 1, IPE and IPCP influence the

Quality of
healthcare service Development
IPE/IPCP (deaths, IPE/IPCP culture
medication errors,
infections,

diagnosis, etc.)

ealthcare Professiona

Quality of
IPE/IPCP

climate {(HRM
ractices, leadership,
policies)

experience (job
atisfaction, absenteeism
etc.)

Patients experience
(patients satisfaction,
complains, etc.)

Figure 1. A theoretical framework for interprofessional education (IPE) and collaborative practice (IPE/IPCP) in health care. IPCP: Interprofessional

collaborative practice; HRM: Human resource management.
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quality of healthcare services, but other specific variables
moderate this relationship. These moderating variables
can be arranged in two categories, related to the health-
care organization and to various aspects of IPE and IPCP,
respectively. The organizational factors proposed in this
theoretical framework are organizational size, structure
and climate. Organizational structure can vary from be-
ing rather mechanistic to being somewhat organic. The
organizational climate is comprised of HRM practices, sup-
portive leadership, policies, and in general, the presence
of a supportive environment for IPE and IPCP. The second
category of moderating variables includes the quality of
the IPE and IPCP programs, the level of investment by the
healthcare organization in IPE and IPCP, and the willingness
of the healthcare staff to adopt, adapt, and promote IPE
and IPCP in their everyday work routine. In particular, the
adoption and promotion of IPE and IPCP depends on the
relationship between IPE and IPCP training received, and
affects the quality of the healthcare service provided. It is
important to note that the quality of healthcare service is
a mediating variable and can be assessed by clinical indi-
cators, such as diagnosis effectiveness, patient recovery,
number of deaths, medication errors, hospital-acquired
infections, waiting lists, and others.

Further, as shown in figure 1, IPE and IPCP indirectly
influence variables that are important for healthcare orga-
nizational success, mediated by the provision of healthcare
services. These key dependent variables include productiv-
ity, profitability, the experience of the healthcare profes-
sionals, and the experience of the patients. The experience
of healthcare professionals is a product of job satisfaction,
job engagement, job involvement and absenteeism. The
experience of the patients is a product of satisfaction with
treatment, interaction with the healthcare professional staff,
and the number of complaints. Further, the success of IPE/
IPCP depends on the mediating variable of the quality of
the healthcare services.

The following proposition is derived from the theoretical
framework described above: (a) IPE and IPCP are positively
related to the healthcare service, which in turn affects the
productivity, profitability and development of the IPE and
IPCP culture, and the experience of the healthcare profes-
sionals and the patients. (b) IPE and IPCP show a positive
relationship with healthcare service, moderated by the

275

organizational size, structure, level of investment, quality
of IPE and IPCP, organizational climate, and adoption and
promotion of IPE/IPCP.The above propositions need to be
investigated in further studies.

7. CONCLUSIONS AND FUTURE STUDY

In conclusion, IPE and IPCP in health care provide a
significant challenge/opportunity to enhance the effective-
ness of healthcare management systems and to provide
patients with low-cost, high quality health care. Healthcare
organizations need to focus, not only on assessing profit-
ability and productivity, but also on the quality of the
experience of employees in the workplace and the QoL of
patients undergoing hospitalization and using healthcare
programs. For this reason, effective healthcare management
needs to take into consideration specific variables that
influence the quality of health care, including independent
variables such as IPE and IPCP. In general, IPE/IPCP occur
when two or more professionals learn from each other
about how to improve health outcomes, and about the
collaboration of healthcare professionals with patients,
their families, caregivers and communities, resulting in
the provision of high quality services and the delivery of
highest practicable quality of care. A good understanding
of the variables involved will ensure that IPE/IPCP will have
positive results for healthcare systems and provide higher
quality healthcare outcomes.

Further research needs to be carried out to investigate
the factors that contribute to implementing IPE and IPCP
in the healthcare setting. This paper presents a theoretical
framework that proposes the main factors influencing the
quality of healthcare service and the experience of the
healthcare professionals and their patients through the
institutionalization of IPE and IPCP. We need to further ex-
amine the extent to which IPE/IPCP are related to healthcare
services, and the ways in which they affect productivity,
profitability, the development of IPE and IPCP culture, and
the experiences of healthcare professionals and patients.
Finally, we suggest investigating the degree to which IPE
and IPCP are related to healthcare services, and how this
is moderated by organizational size and structure, level of
investment, quality of IPE and IPCP, organizational climate
and adoption and promotion of IPE and IPCP.
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AIEMOTNHOVIKI EKTTAISELON KAl TPAKTIKI] YIA TNV ATTOTEAEGHATIKI S10iKNON TWV OPYAVICUWV
UYELOVOMIKAG TEPiOaAYNG
>.A. ZEPTIA," X. TZAPMIMOY," N.I. AIBEPHX," M. TXEKOYPA," E. MIMIAAH," H. TXEMNHZX,"
K. DOYXZEKHZ," . AAMIMPOMOYAOY,' I. MAMATEQPT1OY?
"Turjua QuotkoBeparreiag, SxoAr Emotnuwy Yyeiag, Mavemotriuio MNatpwy, MNdtpa,
2Tunjua Atoiknong kat Marketing, Epeuvntiké Kévtpo Systema, XxoArj Aioiknong
Emixeiprioewv, Evpwmaikod lNavemotruio Kumpou, Aeukwoia, Kimpog

Apxeia EAAnviknG latpiknig 2023, 40(2):270-277

OL SIETOTNMOVIKEG OXEOELG KAl N EKTTAIOEVON CLUVIOTOUV Mla EAIPETIKN EVKALPIA YIA TNV ATTOTEAECMATIKN Sloiknon
TWV OPYAVIOUWYV LYEIOVOULKAG TTEPIBaAYNG. H mapadoaotakr ekmaidevuon mou mapéxetal anmd ta MPOoypPAUMATA ETTI-
OTNMWV VYEIOG TTAYKOOMIWG @aiveTal 6Tt Sev €ival APKETA ATTOTEAECHATIKY. Q¢ ATTOTEAECUA, TNV TEAEUTAIA SEKAETIO
€xouv TpayuatorolnOei evdlagépouoeg cL{NTAOELG OXETIKA UE TNV AVATITUEN KAIVOTOUWY SIETTIOTNOVIKWY CUOTN-
patwv ekmaidevong. Tétola cuotrpata cuvdudlouy epyalOPEVOUG OTNV LYEIA UE SIAPOPETIKO ETTAYYEAUATIKO UTTO-
Babpo. H diemotnuovikn ekmaidevon, KABWG Kat N SIETMOTNHUOVIKH CUVEPYATIKK TIPAKTIK UITOPOUV va CUMBAANOULV
WG EKTTAIOEVTIKA EPYONEIQ OTNV ATTOTEAECHATIKNA AVATITUEN TIPOCEYYICEWY, YVWOEWV, S€EIOTHTWY KAl CUUTTEPIPOP WV
TWV EMAYYEAUATIWV LYEIAG. Eival onuavTikd va onpelwBEl OTL N 1ATPOPAPUAKEUTIKN TTEPIBaAYN gival éva 1Slaitepa
TTOAUTTAOKO CUOTNMA OXECEWV HETAEY TTOANWYV eVSIAPEPOPEVWVY. H €V AOyw LYNAR TTOAUTTAOKOTNTA UrmopEi va Sta-
XEIPIOTEI EVOWUATWVOVTAG TN SIEMIOTNMOVIKN EKTTAIGELON KAl TIPAKTIKI] OTNV UYEIOVOULIKN TTEPIBAAYN, LE OKOTIO Ol
EMAYYEAUATIEG LYEIAG VA eKTTAISEUTOUV KATAANAA. EMITPO0OETA, Ot SIEMOTNUOVIKEG OPASEG Oa TIPETIEL VA £XOUV AV-
OPWTTOKEVTPIKI TIPOCEYYION £TCL WOTE VA EMTUXOUV BETIKA AmOTEAéOMATA OTOUG aoBeveic. H Sioiknon tng vyglovo-
MIKAG TTEPIBAAYNG Ba TTPETTEL va E0TIACEL OTIG EUTTEIPIEG TNG TTOLOTNTAG (WG TOOO TWV EPYAlONEVWY OTO EPYACIAKO
mEPIBANNOV O0O0 Kal TwV AcOeVWVY KATA TN SIAPKELA TNG VOONAEIAG 1) TNG CUMMETOXNAG TOUG OE TIPOYPAUMATA UYEIOVO-
KRG TTEPiBaAWNG. MoANoi mapdyovteg mou emnPeAfouv TNV MoldTNTA TNG SIEMOTNMOVIKNAG EKTTAidevoNg XxpeldleTal
va AneBouv ut’ dYv. Q¢ amoTéAeoua, éva BewpnTikd TMAaiclo KabioTatal avaykaio yia tn SiEpevvnon TwV TTAEOV ON-
HAVTIKWYV TTAPAYOVTWYV TTOU EUTTAEKOVTAL 0TN SIEMOTNUOVIKI ekmTaidgvon.

NéEerg evpeTNPIOU: AIETMIOTNUOVIKN EKTTAiISEUON, AIETTIOTNHUOVIKI] CUVEPYATIKN TIPAKTIKN, Aloiknon avBpwriivou Suvautkov, Aloiknon
UYEIOVOMIKNG TTEPIBaAYPNG, Ekmaideuon vyelovoIKAG TTEPIBaAPNG
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