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Table S2: Health system governance in Denmark, Greece, and Poland
	1. [bookmark: _Hlk177295750]Transparency

	1.1. Is the population entitled to services under the statutory health system clearly defined in legislation, and is it clearly communicated to the public?

	Denmark
	YES: Entitlements are based on residence and are clearly defined in legislation. Moreover, foreigners not residing in Denmark and undocumented persons have access to acute and continuous care (if they have the right approvals). This information is publicly available on governmental websites (e.g., borger.dk).

	Greece
	YES: The law of 2016 clearly defines that everyone residing in Greece is entitled to public health care. This information is publicly available on governmental websites (e.g., www.efka.gov.gr, www.eopyy.gov.gr) and clearly communicated to the public.  

	Poland
	YES: The law defines population groups entitled to public care, based on insurance status or other criteria. This information is publicly available on governmental websites (e.g., www.gov.pl). The right to publicly financed health care can be verified through an electronic system (ewus.nfz.gov.pl/ap-ewus/).

	1.2. Is the list of services, to which patients are/are not entitled under the statutory health system, clearly defined in legislation, and clearly communicated to the public?

	[bookmark: _Hlk140680808]Denmark
	SOMEWHAT: The health care law specifies in broad terms the list of health care services for primary care, outpatient specialist care, hospital care, mental health services, preventative services, long-term care, dental care, medicines, and medical products. This list is publicly available and communicated broadly to be understood by most people.

	Greece
	YES: A joint ministerial decision specifies the list of services for primary care, hospital care, rehabilitation, preventive services, mental health, in vitro fertilization, cross-border health care, long-term care, palliative care, hospitalisation abroad, dental care, medicines, consumables, and medicinal products. The list is clearly communicated and publicly available. 

	Poland
	[bookmark: _Hlk140504998][bookmark: _Hlk140504688]YES: The Ministry of Health’s regulations specify the list of services for each type of care (primary care, outpatient specialist care, hospital care, psychiatric care together with addiction treatment, medical rehabilitation, long-term care, palliative and hospice care, spa treatment, dental care, highly specialized services, emergency care, preventive health programs, medicines, medical products). The regulations are publicly available, though they might not be easy to understand for all. 

	1.3. Are quality and waiting time guarantees under the statutory health system clearly specified in legislation, and clearly communicated to the public?

	Denmark
	YES: Every year municipalities and regions develop quality standards to create transparency around the level of service that citizens can expect to be delivered. Further, the legislation clearly specifies the maximum waiting time of 30 days from receiving a referral to completion of examination, and thus an offer of treatment. Life-threatening illnesses also have maximum waiting times. If the regional hospitals cannot provide the service, other public or private hospitals (in or outside Denmark) can be used without extra charge. The recent challenges of increased waiting times (due to e.g., Covid-19) have challenged this standard and the government has therefore strengthened the agreements with the private health sector. This information is public and communicated clearly to citizens at governmental websites (e.g., sum.dk). 

	Greece
	NO: The law does not specify a maximum waiting time for outpatient health services or hospitalisations. There is only an elective surgery list with maximum waiting time based on medical diagnosis. There are no quality guarantees, only guidelines and protocols for specific services.

	Poland
	NO: The health care law does not specify maximum waiting times for services, except for few population groups (e.g., pregnant women) and selected services (e.g., oncological treatment). There are no quality guarantees, except for health care entities being required to meet standards related to the premises, available medical equipment, and staff. 

	1.4. Is the information on performances (quality, waiting time) of health care legal entities (e.g., hospitals, clinics, individual practices) collected and publicly available?

	Denmark
	YES: Everyone can visit the National Board of Health's database, esundhed.dk (eHealth), to find and compare health data on waiting times on various forms of treatments (e.g., cancer or maternity care in different hospitals or clinics in the country) and clinical performances of providers as well as patient-reported experiences. 

	Greece
	NO: Up to know there is no specific information collected and accessible to patients about the quality of services, medical errors, patient satisfaction, hospital clinical outcomes, or hospital waiting times by different providers. Nevertheless, in 2020 the National Agency for Quality Assurance in Health S.A. (ODIPY, www.odipy.gov.gr) was established to monitor quality of care and develop strategies for quality assurance. 

	Poland
	[bookmark: _Hlk140776607]SOMEWHAT: There is no quality monitoring system to inform patient decisions. The information on waiting time for services (name of providers, the first available date, and how many people are currently waiting) is available through the National Health Fund website introduced in 2018 (https://terminyleczenia.nfz.gov.pl/).

	1.5. Is obligatory patient cost-sharing under the statutory health system clearly specified in legislation, and clearly communicated to the public?

	Denmark
	YES: Legislation clearly specifies that patients have free access to primary care, most outpatient specialists, hospital care, mental health care, preventive services, children’s dental care, and some long-term care services. Cost-sharing applies to out-patient medicines, dental care for adults, some rehabilitation, psychological care, podiatry care, residential long-term care, some medical products (e.g., corrective lenses), and travel vaccinations. There is a yearly cap on out-of-pocket payments for medicines. This information is publicly available at governmental websites (e.g., sundhed.dk)

	Greece
	YES: The law clearly defines obligatory cost-sharing for outpatient medicines, medical devices, and dental care. There are no obligatory fees for primary care, outpatient specialist care, hospital care, diagnostics and laboratory tests, offered by public providers. However, patients need to co-pay (percentage co-payments) when using services (hospital services, diagnostic tests) provided by contracted private providers. The information on patient payments is publicly available on governmental websites (www.moh.gov.gr, www.eopyy.gov.gr) and clearly communicated to the public. 

	Poland
	[bookmark: _Hlk140507635]YES: Obligatory cost-sharing is clearly specified. There are no obligatory fees for primary care, outpatient specialist care or hospital care. However, patients must pay for outpatient medicines, some medical devices, residential long-term care, and spa treatment. A few population groups (e.g. children, war and military invalids, older adults) are exempt from some payments. The regulations are clearly communicated to the public, e.g. at the Ministry of Health website, though they might not be fully clear to all.  

	1.6. Are patient payments under the statutory health system, other than obligatory cost-sharing (e.g., gratitude payments, payments to foundations, balance/extra billing), clearly regulated, and clearly communicated to the public?

	Denmark
	[bookmark: _Hlk151901139][bookmark: _Hlk140507834][bookmark: _Hlk141800841]SOMEWHAT: Gratitude payments are not clearly regulated, and the law does not make a precise distinction between bribe and gratitude payments. The law specifies that public civil servants may only receive gifts if this does not interfere with the private life of professionals (e.g., they may not be offered large amounts of cash or favours). However, there is no specific list of goods or their value that may be legally given to health care providers. There is no balance or extra billing in the publicly financed system, which is clearly regulated and communicated. 

	Greece
	SOMEWHAT: Gratitude payments are not regulated, and the law does not make a clear distinction between bribe and gratitude payments. There are formal and state-regulated extra payments in hospitals, e.g. in exchange for rooms with advanced hotel facilities, or non-covered services.  

	Poland
	SOMEWHAT: Gratitude payments are not regulated. There is no list of goods and their values that can be legally given to health care providers. The boundaries between bribe and gratitude payments are not clear. Extra billing/balance billing for services was stated by the public payer as illegal, though the law does not explicitly prohibit it, therefore such payments have existed. There is law regulating fees for providing copies of medical documentation, payments to cover the cost of family member presence, and voluntary donations.

	2. Accountability

	[bookmark: _Hlk144569959]2.1. Are there any laws or regulations, and are they enforced in practice, to penalize individual health professionals for demanding or accepting informal patient payments?

	Denmark 
	[bookmark: _Hlk199244161]YES: Criminal law effectively provides the primary accountability mechanism, as demanding or accepting informal patient payments is treated as bribery under the Penal Code, with penalties varying by severity (up to 6 years imprisonment). In addition, administrative and disciplinary action under the Authorisation Act and the Medical Act and related professional standards. Sanctions may include warnings, suspension, or dismissal. The Danish Patient Safety Authority (Styrelsen for Patientsikkerhed) also oversees professional conduct and can investigate misconduct, issue warnings, restrict practice, or refer cases to the police. Regulations are enforced in practice.

	Greece
	SOMEWHAT: Health professionals might be held accountable for bribes, in line with criminal law. The type and amount of penalty for bribes varies according to the scale of the crime (up to 10 years imprisonment). In addition, disciplinary action can be taken independently of criminal proceedings under the law on civil service. For violating medical ethics and law on medical professional practices, a medical professional may be also held responsible before the medical court with the penalty varying from a warning to withdrawal and suspension of their license. In practice, these regulations are not often enforced. Court processes in a criminal case take a very long time. This discourage reporting the cases of informal patient payments. 

	Poland 
	[bookmark: _Hlk216097833][bookmark: _Hlk141825152]SOMEWHAT: Health professionals might be held accountable for bribes, in line with criminal law. The type of penalty varies, up to 8 years imprisonment. For violating medical ethics and the law on medical profession practices, health professionals may be also held responsible before the medical court with penalties varying from a warning to a deprivation of the right to practice the profession. In practice, these regulations are not often enforced. Informal payments are rarely reported.

	2.2. Are there any laws or regulations, and are they enforced in practice, to penalize health care legal entities (e.g., hospitals, clinics, individual practices) for demanding or accepting informal patient payments or for their employees demanding or accepting informal patient payments?

	Denmark 
	YES: Undue payments in the public sector are effectively regulated by provisions in the Public Payments Act, in the Ministry of Finance's Executive Order on Accounts, and in the Ministry of Social and Interior Affairs' provisions on municipalities and regions' budgets and accounts. Undue payments may be revealed during inspections or auditing. 

	Greece
	NO: There is no specific law addressing health care institutions. Legal entities are responsible via their executive management. The executive director faces 3 years in prison for negligence. This regulation is however rarely enforced.

	Poland 
	SOMEWHAT: For demanding undue payments for publicly financed health care services, health care legal entities can be fined by the National Health Fund (public payer) with a max. of 2% of the value of the contract. This happens only in rare cases of undue payments being reported or revealed during the inspection.  

	2.3. Are there any laws and regulations, and are they enforced in practice, to penalize patients (or individuals acting on their behalf) for giving informal payments?

	Denmark 
	YES: The law provides effective mechanisms to penalize bribes (reported and proven) with a fine or jail for up to six years, depending on the scale of the crime. The criterion for assessing the legality of patient payments and gifts is whether they interfere with the private lives of professionals.

	Greece
	SOMEWHAT: Patients who give bribes might be held accountable in line with the criminal law, with a penalty of up to 8 years of imprisonment. However, this law is rarely enforced when it comes to informal patient payments.

	Poland 
	SOMEWHAT: Patients might be held accountable in line with the criminal law only in case of patient payments that are bribes. However, this mechanism is rarely enforced. The type of penalty varies depending on the scale of the crime (up to 8 years imprisonment).

	[bookmark: _Hlk216099490]2.4. Are there any mechanisms within the health system (e.g., internal whistleblowing, complaint mechanisms) to enable people to report cases of informal patient payments and be protected against reprisal?

	Denmark 
	[bookmark: _Hlk216101916]YES: There are whistle-blower schemes in the public sector, where persons may report cases anonymously or confidentially, and procedures for handling these reports. The whistle-blower scheme was expanded throughout the country in 2020 as a result of the UE Directive (EU) 2019/1937. People can also receive advise through the regional patient offices or report cases of informal patient payments to the Ombudsman or to the Danish Patient Complaints Agency (Styrelsen for Patientklager) (within 4 weeks). 

	Greece 
	[bookmark: _Hlk199336931][bookmark: _Hlk199337072][bookmark: _Hlk149738045]YES: Health care institutions have mechanisms in place to report incidents of informal patient payments anonymously or confidentially (identity must be kept confidential by the authorities), and procedures for handling reports. There are several bodies to which people can report cases of informal patient payments, e.g., the Office for the Protection of Health Service Recipient Rights in public hospitals, the National Ombudsman (Social Welfare Department), the National Integrity Authority. However, fear of retaliation may still deter individuals from reporting.

	Poland 
	SOMEWHAT: Some health care institutions have a system for reporting unlawful activities and procedures for handling reports while protecting the identity of reporting persons (whistleblowing). In line with Directive (EU) 2019/1937, this will be obligatory for some health care institutions but will only apply to employees and excluding patients. People can also make a complaint to the ombudsman or the National Health Fund, health professional associations, or patient rights representatives, who are employed by some hospitals.

	2.5. Are there any watchdogs (e.g., committees, Ombudsman) at the national, regional, local or individual level, which are responsible specifically for protecting patients’ rights.

	Denmark 
	YES: Some of the main watchdogs are the general Ombudsman (covering all human rights) and national (the Danish agency for patient complaints) and regional patient offices that protect patient rights. There is also a patient ombudsman.

	Greece 
	YES: There are several watchdogs that take care of patients’ rights, including the General Inspector of Public Administration, the Body of Inspectors for Health and Welfare Services, and the Ombudsman for Health and Welfare. Additionally, the Office for the Protection of Health Service Recipient Rights has operated in every hospital since 2016. 

	Poland 
	YES: Some of the main watchdogs are the ombudsman and patient ombudsman (national level). At the hospital level, there might be also, though it is not obligatory, a Patient Rights Representative. 

	2.6. Are there established and effectively implemented mechanisms to hold health care legal entities accountable for providing adequate quality and access to care (e.g., accreditation, monitoring of errors and compliance with quality standards, quality-based payment mechanisms, etc.)?

	Denmark 
	[bookmark: _Hlk141295851][bookmark: _Hlk143256775]YES: External obligatory accreditation of hospitals takes place regularly. There is a national reporting system for adverse events, and the reporting of adverse events is mandatory without health professionals being subject to investigation as a result of reporting the events. A national handling of patient complaints by the dedicated agency (Danish Patient Complaints Agency) is in place. Moreover, there is a national quality monitoring system using clinical data, and all hospitals are obliged to participate. Based on collected data, the feedback is sent to providers, and the audit is performed. Accountability is also facilitated by public disclosure of all data on the clinical performances of individual hospitals and their departments (esundhed.dk).

	Greece 
	[bookmark: _Hlk158653606]NO: There is no mandatory reporting of medical errors and no national authority to report medical errors. Accreditation or any other external evaluation of health care facilities is not obligatory, except for laboratories. Since the establishment of the the National Agency for Quality Assurance in Health (ΟDIPY) in 2020, the measurement of quality of care has begun, however, better provider performances are not yet systematically incentivised. 

	Poland 
	NO: Up to now, accreditation is not obligatory, though it is financially incentivized. There is also no other external system of mandatory evaluation, not even for the requirements specified in the benefit package. A system of quality monitoring, and mandatory reporting of medical errors are also not in place. Out-of-the court compensation system for patient injuries due to medical events is ineffective, the same as court proceedings that are too lengthy and costly for patients. With some exemptions, providers are not paid based on quality indicators but rather based on the volume of provided services. According to the new law on the quality of care and patient safety, currently being proceeded in the parliament, some of the mechanisms (e.g. obligatory accreditation and internal quality and safety management system), should be implemented in coming years.

	2.7. Are there established and effectively implemented mechanisms to ensure adequate financing of the benefit package by public payer/s (e.g., cost-based price setting, population needs assessment, etc.)?

	Denmark 
	[bookmark: _Hlk140527558][bookmark: _Hlk140527507]YES: Health care services are financed by municipalities and regions from tax resources (mostly subsidies (bloktilskud) from state-level taxes) that are allocated and redistributed based on negotiations and objective criteria to account for population needs i.e., demographic, social and health-related characteristics, health tasks and service level.

	Greece 
	NO: Health care resources come equally from the state budget and insurance contributions. The allocation of state funds is based largely on the previous year’s budget for health. There is no systematic risk-based mechanism to allocate resources to regions. Cost-based price setting is not yet fully implemented. Also, there are monthly limits for doctors on the number of services reimbursed by the public payer (number of patient visits, number of prescriptions for medicines and diagnostic tests). These limits made patients to pay out-of-pocket to obtain services. 

	Poland 
	[bookmark: _Hlk140527382][bookmark: _Hlk140527169][bookmark: _Hlk140527182]SOMEWHAT: The level of health care financing is largely determined by the available resources from insurance contributions. In 2018, as a result of physicians' protests, a statutory provision was adopted to gradually increase public spending on health in relation to GDP, though not enough to reach the EU average. The revenues are collected centrally and allocated to the regions based on demographic and health-related characteristics. Since 2015, the payments to providers for services are set by the HTA agency based on costs. However, the cost-based tariffs have not been developed yet for all services in the benefit package. Additionally, the public payer sets in the contract with providers the upper limits on the number of services for which it will pay, though in last years, some limits have been lifted to reduce very long waiting times for services. 

	3.	Participation

	[bookmark: _Hlk144569981]3.1. Is there a rule and practice of involving relevant stakeholders (including patients) in health care decision making at the local, regional, or national levels?

	Denmark 
	YES: Relevant stakeholders are involved in the decision-making process through public consulting. All stakeholders, including patient organizations, can comment on a bill before it is submitted to the parliament. There is no deadline for submitting comments, however, a general rule states not under 4 weeks, though in practice it can be shorter. Larger professionalized and well-funded patient organizations, such as the umbrella organization Danish Patients, are more active in the policymaking process and exert greater influence.  

	Greece 
	SOMEWHAT: Stakeholders are included through a central public consultation. All stakeholders, including patients’ organisations, can upload their comments on opengov.gr on a bill before it reaches the parliament. The time limit to comment is 8 weeks but sometimes might be shorter. The role of patient organizations in health system governance has been weak, though it was strengthened more recently with the establishment of the Greek Patients Association in 2019.

	Poland 
	SOMEWHAT: In general, public consultation of drafts of normative acts is obligatory. The deadline for submitting the comments should not be shorter than 7/14/21 days, depending on the type of laws. Yet, the law allows for a deviation from the obligation of public consultation and its duration, which happens in practice. The involvement of patient organizations in decision making is growing but still limited, mainly due to a lack of competencies (professionalization) and fragmentation. In 2022, the role of patient organizations was institutionalized through the establishment of the Patient Organization Council at the Minister of Health. 

	3.2. Are there any monitoring and evaluation mechanisms in place that enable citizens to provide feedback on the quality of care?

	Denmark 
	YES: Every year the Nationwide Study of Patient Experiences (LUP) investigates patients’ experiences with health care within acute care, maternity care, inpatient and outpatient care within hospitals, and in psychiatry. 

	Greece 
	NO: There is still no system in place for the systematic evaluation of healthcare by consumers and use of these data for quality improvement. The 2017 law reforming primary health care assumes the implementation of user satisfaction surveys in public primary care units. 

	Poland 
	NO: There is no obligatory and systematic measurement of patients’ experiences across providers. Only health care providers with accreditation certificates (a minority of health care providers) should perform on a regular basis (at least once per year) patient satisfaction surveys for quality improvement purposes. 

	3.3. Are there any mechanisms and policy initiatives to foster patient involvement in decisions regarding their health (allowing the choice of providers, promoting shared decision-making, patient empowerment, and person-cantered care)?

	Denmark 
	YES: Patients have the right to choose their GP, outpatient specialists and hospital (within the same level of specialization). For selected specialists the access is direct, while for others a prior referral is needed. Several initiatives in the joint regional framework program Citizens' Health Service are directly aimed at patient and relative involvement. Also, the obligatory yearly health care agreements (about what services should be provided and prioritized) between all five regions and their respective municipalities, envision and target more integrated, person-centred care and patient involvement. 

	Greece 
	SOMEWHAT: Patients have the right to choose primary care physicians, specialists, and hospitals, without prior referral. Recently, a gatekeeping system to improve the efficiency in health care use, was introduced as a part of a broader primary health care reform. Patient rights to participate in treatment decisions is limited in practice. 

	Poland 
	[bookmark: _Hlk141467039]SOMEWHAT: Patients have the right to choose their GP, out-patient specialists, or hospitals (for specialist care and hospitals a prior referral is needed). The law also gives patients the right to participate in treatment decisions, the right to information, to request a second opinion, though in practice the execution of those rights is limited. Informed consent is necessary before any procedure. There are no specific policies to foster patient empowerment. There are however programs to improve coordination of care across different health care providers.

	3.4. Has the participatory and consensus-based approach been applied to policy on obligatory patient cost-sharing in the statutory health system?

	Denmark 
	YES: The system to a small extent relies on patient payments, and though more cost-sharing was considered in the past, there is a general consensus that it would undermine the principles of solidarity and equity that are deeply embedded in the Danish health system. 

	Greece 
	NO: Political decisions of patient cost-sharing are mostly shaped by state budget constraints and do not take into account the views of all stakeholders. The policy on patient payments has not been stable over the years as some payments were not accepted by the general public and providers and led to an increased burden to households, e.g., obligatory fees in outpatient and inpatient care were abolished in 2015 (for hospital care only 1 year after their implementation).  

	Poland 
	SOMEWHAT: The implementation of cost-sharing for health services other than medicines or medical products was considered by different governments though never put on the policy agenda. There is strong consumer opposition towards obligatory patient payments while health care providers are more in favour of such payments. 

	4.	Integrity

	[bookmark: _Hlk144569996]4.1. Are there any specific missions, strategies, codes of conduct to fight/prevent informal patient payments, which authorities and institutions are committed to?

	Denmark 
	SOMEWHAT: There are no specific strategies to prevent informal patient payments as such payments are rare and not considered to be a problem. There exist only strategies to fight corruption in general that do not focus on the patient-physician relation. There are also various codes of conducts on bribes and gift giving by the ministry of justice and national associations, that target both medical doctors and civil servants in general.

	Greece 
	SOMEWHAT: There is a National Anti-Corruption Action Plan, the new one for the period 2022-2025. This plan should be followed by more specific action plans for the sectors most affected by corruption, including the health sector. In 2018, the Draft Integrity Action Plan for the Ministry of Health focused on corruption in the health sector was developed with the support of international organizations, though few measures have been taken up. In 2019, the National Transparency Authority was established to fight corruption in public institutions. 

	Poland 
	[bookmark: _Hlk141717512]SOMEWHAT: There are no specific strategies to eliminate informal patient payments as these payments are not considered a significant problem by policy makers. There are only strategies, programs, and code of conducts to fight corruption in general, not only in health care system. In 2006, the Central Anticorruption Bureau was also established. Some health care institutions specify procedures for giving and receiving gifts (though it is not obligatory to have such procedures). 

	4.2. Are the public sector and private sector well separated, i.e., are health care legal entities allowed to provide both public and private services, and are medical professionals allowed to work in both the public and private sectors?

	Denmark 
	[bookmark: _Hlk140586095]SOMEWHAT: In general, health professionals can provide private care services, while mainly being employed in the public sector. The public and the private practices must however be separated. In practice, this separation is challenging. The secondary (private or public) employment may not conflict with the main employment. If the doctor's private practice takes place at a public hospital, there must be an agreement on payment for the use of equipment etc. It must be clear to the patient that the treatment is the doctor's responsibility and is outside the public hospital's area of responsibility. 

	Greece 
	SOMEWHAT: Most medical practitioners who are employed in the public system are not allowed to practice privately, with the exemption of university physicians. However, medical doctors employed in public hospitals are allowed to have patients outside their shift using the premises of the hospital, with revenues distributed between the hospital (40%) and the physician (60%). The prices of the afternoon visits are regulated by the state. 

	Poland 
	[bookmark: _Hlk140586073]SOMEWHAT: In general, health care entities that provide publicly financed health care can also provide private services, though these two should be separated (provided in a different time slot). Moreover, the provision of private services should not reduce quality and access for patients using publicly financed services. In practice, this separation is challenging. Health professionals are also allowed to work in the public sector and private sector (e.g., have an individual private practice), which happens often. Patients use private practices to obtain access to public care. 

	4.3. Are there any regulations and mechanisms to take into account the performances of health professionals when hiring, promoting, and remunerating them?

	Denmark 
	NO: There are no mechanisms to account for the performances of health professionals. Most employed health workers are paid salaries calculated based on their qualification, and number of hours worked, independently of productivity or quality of services. The state sets the minimum level of salaries. 

	Greece 
	NO: There are no mechanisms to account for the performances of health professionals. Professionals in the public sector are paid a salary without incentives for improving productivity or quality of care. The salaries are also considered low. 

	Poland 
	NO: There are no mechanisms to account for the performances of health professionals other than, in some cases, the number of provided services. Health professionals who work under employment contracts receive a monthly salary. The state sets the minim level of salaries, which are not considered low anymore. Professionals who work under civil-law contracts might be paid with a flat fee or per provided services. 

	5.	Capacity

	[bookmark: _Hlk144570007]5.1. Are there any specific institutions that provide evidence and support health policymaking, including policy on patient payments (e.g., HTA agency, research institutes)?

	Denmark 
	YES: There are numerous institutions to provide research evidence for health policymaking, e.g. VIVE. Also, the National Institute of Public Health plays a key role. For now, HTA is made by the Danish Medicines Agency (Medicinrådet) and by Amgros. 

	Greece 
	YES: There are some institutions to support health policymaking, e.g. the Greek DRG Institute, the National Evaluation Center of Quality and Technology in Health (EKAPTY), the National Agency for Quality Assurance in Health (ΟDIPY). A dedicated independent HTA agency is still lacking though in 2018 the Committee for the Assessment and Reimbursement of Medicinal Products for Human Use was established. 

	Poland 
	YES: There are various institutions to support policymaking. A key research and advisory institution is the National Institute of Public Health - National Research Institute. There is also an HTA agency (established in 2005). 

	5.2. Is there a mechanism and practice of relying on evidence in health policymaking?

	Denmark 
	[bookmark: _Hlk150259482]SOMEWHAT: There is a culture of including evidence into policy. Ministries generally cooperate with think tanks and research institutions, to provide evidence informed and evidence-based policies, however this practice is not systematic. HTA principles are used for medicines reimbursement but not for medical devices.

	Greece 
	NO: There is no practice of making policy based on evidence, though a justification should accompany normative acts and laws before they reach the parliament. Stakeholders and policy advisors may have an influence on the policy based on their power. Systematic HTA process to inform decision on benefit package is not yet fully in place (it begun to be implemented in 2018 for medicines). 

	Poland 
	NO: There is no practice of making policy based on thorough research and robust evidence. For normative acts it is obligatory only to prepare a justification why the act is proposed. A regulatory impact analysis of the proposed law should be also performed; however, it is rarely done. The implemented policies are rarely evaluated. The exemptions are decisions on the benefit package, which are based on non-binding recommendations by the HTA agency. 

	5.3. Are reliable data (e.g., from national household surveys) on informal patient payments systematically collected and available for policymakers?

	Denmark 
	NO: In Denmark there is no comprehensive and systematic data produced on the gifts and money given to health care professionals, as this is not perceived to be an issue of concern.

	Greece
	NO: There is no systematic and comprehensive data collection on households’ informal payments by the Hellenic Statistical Authority. However, many scholars using population samples have done relevant research with articles published in scientific journals. 

	Poland 
	NO: Some data are collected by the Central Statistical Office and a few think tanks. However, it is not a comprehensive measurement of all kinds of informal payments for all types of services. 
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