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Tithog AimAwpaTiknG Epyaciag: "Néa epyaAeia agloAdynong yia tn BeAtTiwon NG
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MepiAnyn

H diao@daANion NG TToI0TNTAG OTNV TTAPOXH UTTNEECIWV UYEIAG €ival QVTIKEIUEVO
MEAETNG TTAYKOOMIWG Ta TeAeutaia 60 xpdvia, evw n 101aiTepn OTOXEUON OTNV
ao@aAela Tou aoBevoug, atroteAei TNV TTPOKANON Tou 21°Y aiwva. 210 TTAdicIo
EMTEVENG TWV OTOXWV QUTWV avaTrTuooovTal diIdgopa cuoThuata dlaxeipiong
T010TNTAG, OTTWG gival Ta TTPOTUTTA TToI6TNTAG ISO 9001 Kai EN 15224,

O TMaykdopiog Opyaviopdg Yyeiag €xel B€oel TNV aoc@AAEld Tou aoBevoug wg
OTPATNYIKA TOU TTPOTEPAIOTNTA Kal £XEl EKTTOVAOEI OEKAETEG OXEDIO OPAONG TTOU
TTaPEXEl KATEUBUVTHPIEG 0ONYiEG OTOUG APPOBIOUS POPEIG UE OKOTTO T BEATIWON TNG
TTOIOTNTAC TWV UTTNPECIWV UYEIag Kal TG ac@dAeciag aoBevouc. 2’ auth Tnv
KaTeUBuvon €10AGyovTal OTOUG OPYyavIOUOUG UYEIAg TNG Xwpag dUo véa epyaAcia
dloiknong, N karaypa@r cupBaviwy kal n diaxeipion diakivduveuong. ZKOTTOG TNG
epyaciag gival va digpeuvnBei n epapuoyr) Toug oTo dNUOCIO CUCTAUA UYEIQS Kal N
OUMBOAR TOug OTn PBeATiwOn TNG TTOIOTNTAG TWV UTINEECIWV UYEiag Kal OTnv
acpAaiela aoBevwy.

Q¢ peBodoAoyia xpnoigoTrolEiTal N HEAETN TTEPITTTWONG 13 KAIVIKWYV KAl THNHATWY
VOOOKOUEIOU TNG Xwpag eviayuévou oto EZY. MeAetdrar n epappoyl Twv
OUYKEKPINEVWV epyalciwy, péoa ammd Tn dladikacia oxedlaopoUu Kal UAOTToINONG
evog 2uotnuartog Alaxeipiong lMoidtntag kar TTAAPWONG TWV OTTAITHOEWY TWV
TTpoTUTTWYV TTo10TNTAaG ISO 9001 ka1 EN 15224.

ATTO TN PeAETN dlaTTioTWVETAl OTI N XPron Twv epyaAegiwy gival QIKTO va odnyAoel
o¢ MeEiwoN TWv avemOuunTwy CUPBAVTWY OTTWG €TTIONG KAl O TTPOANWN Kal
ATTOQUYR VEWV, PE TNV €QAPUOYN KATAAANAWY TTPOANTITIKWYV Kal OlopOwTIKWV
evepyelwyv. Ta eupnuara €deiEav 0TI Kataypd@ovTal cuupavta, aAAd 10 cUoTNUa deV
€ival apKETA WPIPO Kal UTTOOTNPIKTIKO WOTE N KATaypa®r) va YiveTal O€ IKAVOTTOINTIKO
BoBud kal pe TPOTTO TIOU va OTToTeAEl epyoAeio pabnong. H  diaxeipion
dlakIvOuveuong AEITOUpyei WG HPECO EVTOTTIONOU  KIVOUVWY, KUpPiwg HE TNV
TPOPOOATNON TTOU OEXETAI ATTO TNV KATAYPAPA CUKBAVTWY, UTTOAEITTETOI QWG OTNV
afloAdynon Toug, Kabuwg n diadikacia dgv gival TUTTOTTOINUEVN KOl TO KPITAPIA TNG
EQPAPMOYNG Eival aca®n Kal UTTOKEIYEVIKG. Kal OTIC dUO TTEPITITWOEIG OTTAITEITAI
OTOXEUMPEVN OTPATNYIKA TTPOG TN OUYKEKPIPEVN KATEUBUVON, KATAAANAN ekTTaidEuOn,
KOAAIEPYEId KOUATOUPAG OOQAAEIOG OTOUG ETTAYYEAUATIEG UYEIAG KAl avATTTUEN
KATAAANAWY punxaviouwyv Kail SIKTUwV e KaBodnynTIKO Kal GUVTOVIOTIKO POAO, LUOTE
ol d10dIKaoieg va gival CUOTAPATIKESG KAl TUTTOTTOINMEVES KAl T OTTOTEAECUATA TTOU
OUAAEyovTal va gival €ykupa Kal Q&IOTTOINCINA TTPOG OQENOG TNG ACPAAEIOG TOU

a0Bevoug.



NECeic-kAe1d1a: MoidétnTa, Zuotnua Alaxeipiong Moidtntag, Ac@dAsia acBevoug,
AvemBupunta ZupBavra, Alaxeipion Alokivdouveuong (Risk Management).

Abstract

Quality assurance in the provision of health care services has been the subject of
study worldwide for the last 60 years, while the particular focus on patient safety is
the challenge of the 21st century. In the context of achieving these objectives,



various quality assurance systems are being developed, such as the ISO 9001 and
EN 15224 quality standards.

The World Health Organisation has made patient safety a strategic priority and has
developed a 10-year action plan providing guidelines to the relevant bodies to
improve the quality of health services and patient safety. In this direction, two new
management tools are introduced in the country's health organisations: incident
recording and risk management. The aim of this paper is to investigate their
application in the public health system and their contribution to improving the quality
of health services and patient safety.

The case study of 13 clinics and hospital departments in the country integrated into
the National Health System is used as methodology. The application of these tools
is studied through the process of designing and implementing a Quality
Management System and fulfilling the requirements of ISO 9001 and EN 15224
quality standards. The study shows that the use of the tools is feasible to reduce
adverse events as well as to prevent and avoid new ones, by taking appropriate
preventive and corrective actions. The findings showed that events are recorded but
the system is not mature and supportive enough for recording to be done to a
satisfactory degree and in a way that is a learning tool. Risk management works as
a means of identifying risks, mainly by being fed by event recording, but it falls short
as a method of evaluating them, as the process is not standardised and the criteria
forimplementation are vague and subjective. In both cases, appropriate training, the
cultivation of a safety culture among health professionals and the development of
appropriate mechanisms and networks with a guiding and coordinating role are
required to ensure that procedures are systematic and standardised and that the
results collected are valid and usable for the benefit of patient safety.

Keywords: Quality, Quality Management System, Patient Safety, Adverse Events,
Risk Management.

NMpoAoyog Kal EUXApPIOTIEG

Euxapiotw Oepud tnv emPBAéToucd pou ka Aopéva AvdpouToou yia TNV
KaBodrynaon Kai Tnv utrooTApIEN TNG Kab' 6An T didpkeia auThg Tng diadikaciag. H
EUTTEIPIA TNG KaI T eUOTOXA OXONIG TNG UTTPEAV KABOPIOTIKOI TTAPAYOVTEG yIa TNV

EMTUXiO QUTAG TNG TTPOCTTABEINC.



Emiong, B8a ABeAa va suxapioTiow Toug Kabnyntég Tou MavemoTtnuiou NeGTTOAIG
Magog yia Tn yvwon TTou hou TTpocé@epav Kab' OAn Tn SIGPKEIR TwWV OTTOUdWY HOU.
TENOG, €uxapIoTw OAOUG OOOUG OUuVEBAAQV PE OTTOIOVONTIOTE TPOTTO, AUECA N

¢MUEDQ, OTNV ETTITEUEN TOU OTOXOU HOU.



