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Patient Safety Conference 2019

1. Xalpetiopol
1.1 Kog BayyéAng AnpocBévoug, AteuB0vwv Z0uBoulog, Kratis Training and
Consulting Ltd

Tnv nepaopévn Bdopada 18 Mevvapn o unoupyog e€wtepikwy tou Hv Bacleiou Kog Jeremy
Hunt o omolog SletéAeoe kat umtoupyog uyeiag piknoe oto 7° peydho ouveédplo Aodpalelag
AcBevwv Tou €yve otnv KaAwpopvia twv Hv MoAttelwv. AvadépBnke petafl AAAwV o€ pia
Exkotpateia mou ékapav npéodata oto Hv Baoilelo yla tnv ondn kat eixe oav anotéAsopa
va owBouv 1600 Iweg

Oa nbsAa va apxiooupe auTo TO CUVESPLO UE Eva OTOXO. Z€ €va XpOVO TIou Ba 0pyavVWOOUUE
1o SeUTEPO OUVEDPLO, va EXOUE va avadepBoU e o€ TIOANEG ETUTUXLEG.

Otav npLv mepimou éva xpovo apxloape tn opyavwon autol Tou cuvedplou Sev MePLUEVALE
OTL Ba €lye aUT TNV EKTACN KOL ETLONG SEV TIEPLUEVAE VO CUVOVTHOOULE T Bepun otnpLén
Kall evBouoLlaopo mou elompaape amnd 6Aouc Tou dopeic katl Beopouc ol otnpilouv auto
TO ouvEdplo.

Oa OEAaLE VO EUXOPLOTACOUE OEPUA TOUC EKAEKTOTATOUG OUIANTEG Ao tn KUmpo aAAd Kol
ano 1o e€WTEPLKO, TOUG 4 CUVTOVIOTEG TWV TAPOUCLACEWY KOOWE Kal ota PEAN Kal TOUG
OUVTOVLOTEG TwV 4 maveA Twv break-out sessions, Ta LEAN TNG ETLOTNHOVIKAG, TOUG XOpNyouUg
KOl UTTIOOTNPLKTECG TOU cuvedpiou KaBwg Kot OAoug e0dg ou npbarte onuepa

ZTEKOMAOTE E TIOAU CEBACUO UNMPOOTA 0 OAOUG TTOU A.GXOAOUVTOLL LLE TNV UYELQ KOl HEoTL
OTIO TNV AVAHLEN HOG OTO OUVESPLO EKTLHOULE QKON TIEPLOCOTEPO TNV CUMPBOANR TOUG.

TéAog Ba nBeha va euxaplotiow TtV wpaia opdda tng Kpdtng mou é6woe to KAAUTEPO TNG
£0UTO YLOL AUTO TO CUVESPLO.
To ouvedplo mpaypatomolnonke Kupiwg yia Tpeic Adyoug

e Tnv evnuépwon Kot eMpopPwon

e Tnv dnuloupyia KaL tnv evOuvApwaon TG KOUATOU PG yLa TNV acpAAeLla aoBevwyY Kal
TEAOC

e Tnv kataypadn WOewv Kal TNV mpowbnaon evog eBvikol oxediou aodalelag acbevwv
™¢ Kompou

MNa tnv aopdAela acbevwv H cupfoln 6Awv pag os auth tv aibouoa eival anapaitntn!

1.2 Kog Nikog XpLotiéng, AtevuBuvtig NwAnoswv Kunmpou, Medochemie

ENIZTHMONIKO ZYNEAPIO AZDAAEIA AZOENQN - MPOAHWH KAI AIAXEIPIZH ANOPQMINOY AAGOYZ
2TON TOMEA THZ YTEIAZ
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1.3 Ap Nétpog AyaBayyélou, Npdedpog Naykumnplou latpitko ZUAAGyou
O Npodedpocg tou Maykumplou latpikol TuAAGyou, Ap. Nétpog AyaBbayyélou, oTadnke
otn onuacia tou cuvedpiou, To omoio «ayyilel Eva B€pa mou OAoL To OKEDTOUAOTE,
oMol to oulntape PeTAll pog WOWWTIKA, aAAA Alyol ToApouv va oulntrioouv
dnuooia. To B€pa tou LatpLkol AdBoucg eival Tapmou». NapdAAnAa, o Mpdedpog Tou
MIZ onueiwoe To UPNAO EMIMESO TWV MAPEXOUEVWV UTINPECLWV TN KUTIpoU, KATL 0TO
OTOoLl0 O LATPLKOG KOOUOG EXEL TTALEEL KATAAUTLKO pOAo.

1.4 Kog AnuRtpng ZuAAovpng, Npdedpog BouAng Avtinpoownwv Kompou

1.5 Kog Kwvotavtivog lwavvou, Yroupyog Yyeiag

ENIZTHMONIKO ZYNEAPIO AZDAAEIA AZOENQN - MPOAHWH KAI AIAXEIPIZH ANOPQMINOY AAGOYZ
2TON TOMEA THZ YTEIAZ
Aevkwoia 25, 26 lavouapiouv 2019
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2. Nepnyels Mapouvaotdoswv — Abstracts
2.1 MEPOZ 1 - Why Patient Safety?
Zuvtoviotig: Ap Kwvotavtivog DeAlag, NMpoedpog EOvikng Emtpomnn¢ BionOikng Kumpou,
Avtunputavng Akadnpaikou Mpoowrnikou Kat Epguvag Maveniotnuiov Asukwoiag

2.1.1 EloaywylKog XapeTIOUOG:
Ap Kwvotavtivog DeAAag, Mpoedpog EBvikg Emttpomn¢ Biondwkng Kimpou, Avtunputavng
Akadnuaikov Mpoowrnikou kat Epguvag Maveniotnuiov Asukwaoiog

2.1.2 OL 81a0TAOELG KAl Ol ETWTTWOELG TOU avOpwvou AABou¢ Kat apéAELAC OTNY
uyelovouLkn Tep{BaAdn
Ap lwavvng Mdapkou, EAAnvikn MoAgpikn Aepomnopia, NHS

2.1.3 Zuotnua avadopdc kot ekpadnong oe Anuoolo Noookoueio tng Kumpou
Ka Maipn Kupiakou Mewpyiou, MNpoedpog Kunprakng Etapeiag Nototntag otnv Yysia

Méoa amdé Tnv €ionynon yivetar avagopd oTtnv avdamTugn, €@apuoyr Kai agloAdynon
2uoTAuaTog Avagopdg kal M'vwong oe Anuooio Noookopeio pe dueon eutrAOKA TwV
ETTAYYEAMOTIOV  UYEIOG YE TPOTTO TTOU VA HEIWVEL TIG PAGBES Kal va KABIEPWVEI KOUATOUPO

QOQAAEING TWV A0BEVWV.

Mapouaoiaderal n uTTdpXoUCa KATAOTAON KAl N UI0BETNON OTPATNYIKAG TTOU OTNPICETAI OE TPEIG
TTUAWVEG dpdong. MpwTn n UI0BETNON EVOG EPYOAEIOU HETPNONG TWV QVETTIOUUNTWY EVEPYEIWV
yla Tov Tpoodiopiond autwv. Emiong oto cuotnua TrepIAauBAvovTal O avagopEg Twv

ETTAYYEAPATIWV UYEIOG KAl TWV XPNOTWY TWV UTTNPECIWV.

Fvetal avagopd atov TpOTTO £Qappoyns Tou epyaleiou IHI Global Tool for Measuring Adverse
Events yia Tn p€Tpnon Twv avetmouuntwy cupBdaviwy Tou lvoTitouTou BeATiwong YTrnpeoiwy
Yyeiag (IHI). To epyaAeio mmoooTikd Trpoadiopifel To Babud BAABNG kai coBapdtnTag Kai
XPNOIMOTIOIEITAI WG 00NYOG yia TN Peiwon TG BAABNG Kal yia Tn HETPNON TwV AVETTIOUPNTWY

OUMBAVTWY OTNV UYEIOVOUIKA TTEPIBaAYN.

ENIZTHMONIKO ZYNEAPIO AZDAAEIA AZOENQN - MPOAHWH KAI AIAXEIPIZH ANOPQMINOY AAGOYZ
2TON TOMEA THZ YTEIAZ
Aevkwoia 25, 26 lavouapiouv 2019
https://www.patientsafetycy.com/



https://www.patientsafetycy.com/

Patient Safety Conference 2019

EmmAéov emeidn maparnpeital avamtugn wnAou CUCXETIONOU TNG Ao@AAEIag Twv aoBevwv
Kal NG BeATiwong Tng TToIOTATAG TNG TTEPIBaAYWNG, cupTrepIAauBavopévng Tng aAAaynig oTnv
OpPYaVWOIOKA KOUATOUPA, w¢ TPITOG TTUAWVAG TNG OTPATNYIKAG TOU ZUCTANOTOG €ival KAl Td
dedopuéva TTou TTPOKUTITOUV WG KAIVIKOI OEIKTEG KAl HETPOUVTAI PE éva €IBIKO epyaleio(PATH)
Tou Maykoopiou Opyaviopou Yyeiag(WHOAccount the high correlation of patient safety and

improving the quality of care, including the change in organizational culture.
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2.2 MEPOZ 2 - Best practices in Patient Safety
(Zuvrtoviotpla: Ap Xprotiava KoUta, TexvoAoywko Naveniotipio Kumpou)

2.2.1 EloaywylkOg XALPETLOUOG:
Kog lwavvng Aeovtiou, Npdedpog MNaykumpilov Zuvdéopouv NoonAeutwyv Kat Matwv

2.2.2 Measuring Patient Safety and Data Management

Prof Bryn Baxendale, Trent Simulation & Clinical Skills Centre, Nottingham University
Hospitals NHS Trust

Gaining a more comprehensive understanding about the safety of care provided in the NHS
and how to support its improvement has been a focus of national strategy and policy for
several decades, facilitated by key publications such as An Organisation with a Memory
(2000). This led to the establishment of the National Patient Safety Agency (NPSA) and
introduction of the national reporting and learning system (NRLS), which resulted in local
healthcare provider institutions introducing local incident data collection and reporting. Data
was published publicly and national standards were introduced to enable external scrutiny of
performance against these measures by different healthcare regulatory bodies. A broader
focus on quality of care was developed subsequently with quality indicators including indices
of patient safety and mortality, alongside new measures of patient and public perception of
their experience of healthcare, and financial incentives were introduced to try and drive
improvement in specific identified causes of patient harm. Whilst this attention and resource
was associated with some notable successes over this period in relation to healthcare
acquired infections (for example), the overall picture relating to patient safety remained
extremely stubborn to establishing or sustaining the levels of improvement desired.

What has become clear from reviews of the patient safety literature is that the early focus on
past harm and mortality has been somewhat contentious in terms of how the data has been
interpreted and has been recognised as not providing the full story when trying to understand
the causes of avoidable harm. Particular criticism has highlighted that these measures focus
on past performance (so called ‘lag measures’) and offer limited insight into likely or predicted
future performance when introducing or evaluating changes in practice designed to drive
improvement. This has led to recognition of the influence of the different contexts and
complexity in which care is provided that has not always been apparent within the ways in
which past harm or mortality data have been collated and analysed.

ENIZTHMONIKO ZYNEAPIO AZDAAEIA AZOENQN - MPOAHWH KAI AIAXEIPIZH ANOPQMINOY AAGOYZ
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Drawing on lessons and practice in a range of safety-critical industries, there is increasing
attention being paid to understand how safety is created in daily clinical practice despite the
many challenges and constraints faced at the point of care. This approach draws on disciplines
such as Human Factors (Ergonomics) and Resilience Engineering, which offer a systems-based
focus on how patient safety is an outcome of the design of healthcare systems and conduct
of work. It also emphasises the ways in which healthcare staff act as a source of adaptability
and flexibility to respond to different safety hazards. A framework on patient safety
measurement and monitoring published in 2013 attempts to draw these themes together and
illustrates how data might offer a more predictive picture of future safety performance (‘lead
measures’) and enhance how past harm and mortality data might inform organisational and
professional learning in a more proactive manner. This framework recognises the value of a
national data collection system but recommends offering some local adaptability to provide
recognition of different care contexts.

2.2.3 Success stories in Patient Safety - Manchester Bombing — Teamwork, Preparation and
Planning
Dr Stephen Playfor, Paediatric Intensive Care Unit, Royal Manchester Children's Hospital

The Royal Manchester Children’s Hospital (RMCH) was well-prepared for the bombing of the
Manchester Arena on 22 May 2017 because of our commitment to major incident planning
and our local experience in managing trauma. A total of 34 children were seen in our
Emergency Department, 14 were admitted to the hospital, 6 of whom required Critical Care.
All children were suffering from shrapnel wounds.

The major lessons learned from the incident included: An awareness of the impact on the
wider organisation, at all levels. The importance of regular MDT meetings to discuss in detail
the on-going requirements of patients. The importance of patient identification and
communication. An awareness of the limitations of triage scoring systems, especially once
patients are admitted to hospital. The uncovering of ‘bottlenecks’ within the system, not
readily identified during exercises. The importance of liaison with external bodies; both
medical and non-medical. The crucial importance of psychological support not only for
patients and their families, but for staff members.

Our experience highlights the importance of having flexible, pragmatic staff on the ground
during major incidents, and how training staff in these skills is at least as important as having
a detailed major incident plan within a healthcare organisation.
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2.2.4 The Domino Effect of Medical Errors
Dr Samer Ellahham, Cleveland Clinic, Abu Dhabi

Medical errors (MEs) are often defined as “an act of omission or commission in planning or
execution that contributes or could contribute to an unintended result.”1,2 MEs are
associated with a high rate of morbidity, mortality, and economic burden on the community.
The Centers for Disease Control and Prevention stated that MEs are the third most common
cause of death in the United States.3 The total annual cost of measurable MEs in the United
States was found to be more than $1 billion in 2009.4 A ME negatively affects all stakeholders
in the health care industry, creating a domino effect (Figure 1). Patients, their families, health
care team members, health care organizations and management, and the community equally
share the burden of the ME. For example, in an ill-fated incident (September 2010), a critical
care nurse in Seattle Children’s Hospital accidentally gave a sick baby a fatal dose of calcium
chloride. The incident resulted in the death of the 8-month-old child; the nurse was later fired.
The nurse was refused work despite having 27 years of pediatric experience. Seven months
later, the nurse committed suicide. 5 Moreover, the integrity of the hospital was questioned
and it had to pay a hefty fine. The community’s faith in the nursing profession was shaken and
the risks associated with the nursing profession were elucidated. This example highlights that
ill effects of MEs are not limited to patients, families, and health care providers (HCPs). Rather,
they extend beyond and affect supporting staff, the institution, and the community.

2.2.5 JupBavta otov Touga tng Yyelag — Ataxeiplon, Alepelvnon kat Aikatn KouAtoupa
Kog BayyéAng AnpooBévoug, Kratis Training and Consulting Ltd

Ztnv Kimpo Suctuxwg §gv umdpyouv cuotipata mou va Staxeipilovral cuppavra kat Aadn oto
Topéa TG uyelag. To amotéAeopa elval MOAAG and ta cuppavta va pnv avadEpovial, va pnv
Slepeuvwvtal kat va punv AaBwvovtal 610pBwTikd HETPA yla va NV enaleldpBolv. Méoa amo uia
TEPUMTWOLOKNA LEAETN TiBevTal Ta akoAouBa epwTrpaTa:

e [l6oeg avadopEg yivovtal ylo oUBAVTA OTO TOMEN TNG UYELAG;

o TipaBaivouv ol Yrinpeoieg Yyelag and autd ta cuppavia;

e e o BaBud BeAtiwvetol n anotporn Kat 1 Staxeipton autol tou idouc cupBaviwy;

e [wg oL umoAotmol enayyeApatiec otov Topéa tne Yyslag wdehovvral Kal poabaivouv amo
0UTA Tt CUMPAvVTO;

Ta cuotuata Staxeipltong cupPaviwy, 1 koeAUtepo Ta cuoThpata aoddAlelag, Oa MPEMEL va LoC
BonBoulv va pabaivoupe 1600 anod ta cuppavia 6oo Kat amno ta napaiiyo cupfavra oAAd Kot and
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UQPLOTAIEVEG KATAOTACELS KOl OUVONKEG TIOU UMOopEL va mpokaAéoouv cupfavta. Méoa amno auth
v dadikaaoia pabnong Ba mpémnet va Slepeuvol e OXL LOVO TO 160G TWV CUUBAVTWY Kal Twv AaBwv
TIOU €yLvav aAAG aKOUO TIEPLOGOTEPO TOUC MOPAYOVTEG TTIOU GUVETELVOV OE QUTA.

Avo amnopaitnteg MpolMoBECELG yLa TNV EMLTUXLO TWV TILO TTAVW ELVOL TTPWTO: N UTIAPEN CUGTALOTOG
avapopag MePLOTATIKWVY, AaBwV Katl AAAWV Bepdtwy aodpdlelag aoBevwy. AUTA Ta cuoTAMATA Elval
ONUAVTLKO va SnuoupynBouv toco ot enimedo €Bvikd dAAa kal o kABe dpupa vyeiag. H Seltepn
npoUndBson sival n dnuoupyia pag ‘Sikaine kouAtoUpag/mpoosyyione aoc@alAsiag’ Omou ol
enayyeApatieg vyeiag va avadpépouv cupPdvta kol AaBn xwpic va vowwbBouv ¢oBo yla adikn
METaXElPLON.
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2.3 MEPOZ 3 - Creating a Culture of Patient Safety
(Zuvtoviotng: Kog Navog Epyatoudng, OykoAoyiko Kévtpo Tpamnelag Kumpou)

2.3.1 ELoaywylkOg XapETLOUOG:
Kog Mapilog Kouhoupag, Npdedpog MNaykumnplag Opoonovdiag Naoxoviwv kot @idwv

Ek pépouc tng NOZN® Ba Bela va cuyxapoUUE Toug SLoPYaVWTEG TOU TTOAU onUaviikol autou
ouvedpiou mou aoxoAeital pe Eéva oAU coPapod BEpa SnudoLlag vysiag mou SUCTUXWE OTN XWPO LOG
OTlWG KoL o€ TIOAAQ B€pata tng dnpoaotag uyeiog avtipetwilovpe MOAAA Keva Kal eAAeleLG.

Kat vat akptBwg 6mwg ivat Kot o TiTAog Tng cuvedpiag, auTo Mou XPELAlETAL TTEPA OO VOUOOETIKEG
puBuioelg, dladlkaaoieg kal TTOALTLKEC lval va KToOUE KOUATOUpa a0 AAELAG TWV AoBEVWY avAETa
o€ OAOUG O00UG EUIMAEKOVTOL OTa B€paTa TNG uyeioag.

H Eupwmaikn Xapta yla ta Akotwpata Twv AcBevwy yla to Sikalwpa tng achdaielag SnAwvet: OAot
oL avBpwrol £xouv Sikaiwpa va sivat amallaypévol amno {nuia mov odpeiletal otn dptwyn Asttoupyia
TWV UTNPECLWV Lyelag, o AavOaoUEVEC LATPLKEG TIPALeLg Kol oddaApata. OAot ol avBpwrol £xouv
Sikailwpa mpocPacng oe unnpeoieg kol Beparmeieg mou va Statnpolv uPnAég podlaypadEg atov
TopEd TNC achAAELOC.

O 6pog achaAela Twv acBevwv evvoel T Mpootacia Twv acBevwy and npodcbeta mpofAnuata n
evbeyxouevec PAABeg ou oxetilovral pe TNV UyelovouLKn TiepiBaAn.

Av pwtnBoUvV oL acBeveig otn peyain mieloPndio avapEpouy OtLoL iSLoL 1] €va LEAOG TNC OLKOYEVELAG
TOUC £XEL TNV EUMELPLA HIOC TOUAGXLOTOV QPVNTIKAG EUTIELPLOC OTIG UTtnpeaieg uyeiag. Kal Suotuxwg
Sev yvwpilouv mola apyn, Umapxel Tétola? elval umteBuvn ylo TtV acdpalela Twv acbevwy otnv
Kompo.

H aodalig ppovtida twv acbevwv anoteAel tn onuavtikotepn MPokAnon tng ¢povtidag uyesiag
onuepa. Evw €xoupe emavaotacn otov Topéa TG Uyelag e umepolyXPOVEC TEXVOAOYLEC OL OTIOLEG
owlouv {wEG aAAA TV (8la oty SuvnNTIKA KImopoUV va AmoTeAECOUV QTEIAN YLA TNV UYELA KOL TNV
{wn tTou acBevn.

To avermBuunTo cuPBAVTA OTOV TOUEQ TNG UYELOVOLLKNG TIEpiBaAng umopouv SuvnTikd va An€ouv
KB agBevn KL TNV OLKOYEVELA TOU, AOTEAOUV TTOAU GNUAVTLKA EMLBAPUVON OTO TOHELD TNG VYElag
oAAQ Kal mpovoLag.

Q¢ ek TOUTOU £dappoyn TIOALITIKWY KoL KOAWVY TIPAKTIKWY Ba pooTtateUosL TNV Uyeiag kot thv {wn
TWV aoBevwv aAAA KoL Bal LELWOEL OCNPAVTIKA T SAmMAVEC UYEiag.

H aoddalsla twv acBevwyv amotelel onUaAvVTLK TAPAPETPO TNG MAPOXNG MOLOTIKAG dpovtidag Kal
OVATIOOTIOTO OTOLXELD TNG molotnTac. YYnANAG moldtntag unnpeoieg vysiag Bétovrag mavra oto
€TIKEVTPO TOV 00OV KL TLG AVAYKEC TOU.

JTOV TOMEQ TNG UyElag, o kaBe aoBevrg Ba mpemel va viwBeL alyoupld kat aodalela kot Ba mpénel va
yvwpilel otL edpapudlovial cadeic kol anoteAeopaTIKEG Sladikaoieg kal SleBvr mpoTuma Aettoupylog
KOlL TTOLOTNTAG.
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H aodpdAela twv acBevwv Sev eival povo Latplkn untdBeon aAld untoBeon OAWV OCWV EUTTAEKOVTOL
ota Bfpata vyeiag. Kat ota mAaiola edappoyng tou MELY Ba mpénel va adopd MPWTIOTWE TOV
apUOdLo dpopéa uAomoinong Tou aAld kal OAo To cuotnua SnUooLag VyEiag.

Q¢ ek touTOU adopd Tov KABE opyaviopd EeExwPLOTA Kol CUANOYLKA, O OAal Tal emimedo Kol
EUMAEKOVTAG OAO TO TIPOCWTTLKO, OAOUG TOUG APHOSLOUG TTOU XAPACOOUV TLG TIOALTIKES TNG UyElag aAAG
KOlL KUPLWG TouG i61oU¢ Toug aoBevelg Kol TOUG EKTPOoWTouc Toug. Ot iSloL ol acBeveic Oa mpémel va
CUMUETAOYOUV Kal va BonBrioouv otny nmpoondbela BeATiwoNC TwV MAPEXOUEVWV UTINPECLWV UYELQC.

‘Exovtog wg OTOXo TNV 8pacTikh Helwon Twv atplkwv Aabwv Kat avadelkviovtog ta Bpata
0oPANELAC WCE LA ATIO TIG TIPOTEPALOTNTES HaG Ba TIPETEL va TipowBNnBoUV LETPA Kol TIOALTIKEC TIPOG
™V katevBuvon auth.

Mo auTo To LOTPLKO AGBo¢ Sev MpEMeL va avtikpiletal wg BEpa OTL Ba mpEnel va TiHwpnBouv KAmolol,
Ba mpémel va Eexwpioovpe BEPala TNV YKANUOTIKN apélela, ala wg péco yla tn S1opbwaon Tou
CUOTHHATOC KAL Yl TN 1N emavaAnyn tou. Kot autd €xel va KAVEL aKpLBWE e TNV KOUAToUpa Tou
TPEMEL VA KTIOOUME Kal ovti ta AdBn va amokpufovtal, avtlBetwe va avadelkviovtal Kal vol
amoTeAOUV LEPOC TNE YVWONG KAl TG eKMaideuong.

E{pal olyoupog 0tL Ba akoUoOUUE TIOAAG ONUAVTIKA OO TOUG EKAEKTOUE OUIANTEG O KAl VAL EUXNOW
TO OUVESPLO QUTO VO AMOTEAECEL TNV APXH] VLo TPowBNnon LETPWV yLa TV aodAAELa TwV acBevwv.

H Twn kaw n uyeia eival ano ta moAutipdtepa ayadd to avBpwrou Kot Ba mpEneL va ipootatsuBouy,
Kol Ba mpenel va yvwpilete OTL Tiow amod toug aplBPoUC Kol Ta OTATIOTIKA yla Ta avemtbupunta
cuppavta Bpioketal £vag AvOpwIOG Kol N OLKOYEVELD TOU TOU PBLWVEL TOV QVIIKTUTIO auToU Tou
AaBoug.

2.3.2 ELoaywyLkog XalpeTIONOC:
Ka AGnva Navaywwtou —
Fevikn AteuBovrpla tng Kunprakng Etatpiag Motonoinong (KEM), ek pépoug tng Ko
KwkoUAag Kotoamna, Mpoedpou AlowkntikoU ZupBouliov Kumnprakng Etalpeiag
Mwtonoinong (KEM)

Tl ennpedlel tnv aodpdlela Twv acBevwv? Asv eival HOVO 0 ylLOTPOC KOl o owoTh Sldyvwon.
Yrndpxouv ToAAoL TapAyoVTEG TToU eMNPeAlouV BETIKA 1 apvnTIKA To B€ua Tng aoddalelag acbBevwv
KOLL €VaG Ao TOUC ONUOVTLKOTEPOUG lval N kouAtoUpa. Opoloyoupévwe ovekaBev KaBe mpoondbela
oAAaync otnv KouAtolpa Atav pLa mpoomdBeta SUOKOAN Ue TIOANEG TTPOKANOELG.

Elval emopévwg onuavtikd, va umapyxouv epyalsia to omoia va pmopoulv vo. cuvdpAauouv otnv
MpooTdfeLa auTr, va BeEATLWOOUVY TO eMiMeSo TwWV UTINPECLWV LYELaG, divovtag £ToL Kal PLeyaAUTEPO
KlvnTpo Kal otoucg emayysApatiec vyesiag kat 6Aoug toug eumAekOpevout. Tétola epyaleia Tou
UmopolV va £papUocTOUV OTOV TOUEX TNG UYELOC €lval T TMPOTUTIA TTOU EKITOVOUVTOL OO TOUC
Eupwrnaikoug kot Slebvelc opyaviopoug Tumomnoinong, aAAd Kal to €EELOLKEUMEVA TIPOTUTIAL TIOU
TEPLEXOUV AVOAUTLKECG OTTALTAOELS YLOL TNV 0pyAvWwan, Kal tn Staxeiplon motdtntag kot acdGAELOC OTLC
UTINpecieg uyeiag.
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Ta npotuna eivatl éyypada mou nepléxouv mpodlaypadeg yLa mpoiovia, unnpeoieg Kat dtadikaoleg,
Ta omola ekmovouvtal amod Toug Eupwmaikoug kot SleBveig opyaviopoUlg tumomoinong He T
OULLLETOXN EUTIELPOYVWUOVWY a0 OAEG TIG XWPEC. 2TNV KUTpo o eBvikog dopéag tumonoinong sival
o CYS, etalpia 161wTtikov dikaiou pe povo petoxo to Kpdrtocg, kot mANpeg péAog otoug Eupwraikolg
kot Slebveic opyaviopoug tuntonoinong. ArnootoAr tou CYS elval n mpowBnon tng epapuoyng Twy
T(POTUTIWV 0€ OAOUG TOUG TOMELG TNG OLKOVOULOG KAl TNG Kowwviag.

H Kumpuakn Etatpla Mwotomoinong (KEM), Buyatpikn etapia tou CYS, elval o kpatikdg dopéag
niotomnoinong otn Kumpo, kal 6pactnplomoleitaol oTov TOMEQ TILOTOMOLNONG UTNPECLWY LYElaG He
Sladopa 6leBv kat Eupwmaikd mpotuma ouotnudtwyv Slaxeiplong, evw mapaAAnia  €xel
QTMOKAELOTIKY) cuvepyaoia ta tTeAsutaia S€ka xpovia e To Bpetavikd opyaviopd CHKS, o omoiocg eival
Slamoteupévog amod tov ISQua (International Society for Quality in Healthcare) kot mpoodépet
niiotomnoinon/Slanioteuon voonAeutnpiwy pe Baon e€etbikeupéva mpodTuTAL.

TOoOo TO MPOTUTIAL TWV CUCTNHATWY Slaxeiplong, aA\d Kot ta eEElSIKEVUEVO TTPOTUTIA OPYOVICULWY
Slamoteupévwy ano tov ISQua, cupBariouv otnv mpowbnon tng KouAtolpag aodAaielag acbevwy,
odol Tep\AUPBAVOUV CUYKEKPLUEVEC QTTOLTHOEL OXETIKEG HE BEpaTa OpYyAVWONG TWV UTINPECLWY
vyeiag, mopwv, apuodlotnTwyv Kol guBuvwy, emikowwviag kal ekmaidevonc. EmutAéov ta
g€eldikevpéva mpotuTa tou CHKS kaBopilouv oUYKEKPLUEVEC ATOLTHOELS TIOU 0.pOPOoUV CUVOALKA Th
Sladpopun evoc acBevry oe éva voonheutrplo, tn Slaxeiplon mBavwv KvdUVwWV TIoU WUMOopPEL va
npokUPouv, Staodpaiilovtag €toL TNV aohAAela tou acBevr).

Ao T SIKN pog epmelpia, ival oAU BeTiko OTL Ta TeEAeuTaia Xpovia auavetal To evdladpEépov TOG0
oo Tov WLWTIKO 000 Kal To SnUOCLo TopEa yla TNV ehOpUOYN TETOLWV TPOTUNTWY. EmumAfov eival
TIOAU GNUAVTLKO OTLTO ONEPLVO CUVESPLO TIPOYLATOTIOLELTOL OE pLa TIOAU KPLOLUN XPOVLKI OTLYUN YLa
TOV TOTO MO AOYW TWV EMEPYXOUEVWV aAAQyWV, KaL oo TNV MAEUPA Hag Tooo w¢ Kumplakn Etalpia
Miotomnoinong 600 kal w¢g Kumplakog Opyaviopog Tumonoinong, 8a cupPAAouE He OTOLO TPOTIO
propoUpe otn BeAtiwon tng achAAELaG TWV AcOBEVWVY KAl YEVIKOTEPA TWV UTINPECLWV UYEiag otny
Kompo.

2.3.3 Appreciative Inquiry, Staff Morale and the Impact of Patient Safety
Dr Constantinos Kanaris, University Hospital North Midlands

Patient Safety is a core responsibility of anyone working in healthcare. Stereotypically attempts to
improve patient safety have tended to focus on learning from error. Even the famous axiom “Primum
non Nocere” refers to focusing on harm avoidance rather than doing good.

Intuitively, this seems like a reasonable idea: if we err, we would like to understand the factors leading
up to that error, learn from it and implement processes that stop it from being repeated, after all as
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per Menanander’s dictum «To &i¢ e€apaptelv ouk avépog codou» (to make the same mistake twice
is not an attribute of a wise person)

Mistakes, however, only happen in a minority of clinical encounters; so learning purely from errors
limits our ability to learn and improve on matters relating to patient safety. What we often miss out
on is learning from occasions where patient care was excellent.

By learning purely from adverse events we also risk creating a culture of fear, poor morale and
negativity. This exacerbates emerging problems within healthcare, namely staff burnout and
retention.

| aim to challenge the notion that learning from errors is the main tool at our disposal to improve
quality in healthcare and patient safety. | shall also explore the concepts of negativity bias (why we
are innately drawn to spot mistakes); the second and third victim phenomena as well as the value of
Appreciative Inquiry. The latter is the process whereby we learn from when things go well. | will use
the example of the Excellence Reporting system implemented on our paediatric intensive care unit
and what effect it has had on patient care.

2.3.4 Importance of Training and CRM simulation training in Patient Safety

Prof Bryn Baxendale, Trent Simulation & Clinical Skills Centre, Nottingham University
Hospitals NHS Trust

The quality and safety of modern healthcare has always relied upon having a workforce
with appropriate capabilities to meet the needs of patients and the clinical services
offered within an institution or the wider healthcare system. At a time when medical
knowledge is increasing rapidly this presents a problem for practitioners to remain up-to-
date with the expanding evidence base. In addition there are dramatic developments in
the fields of healthcare and information technology, which subsequently influence the
range of options for clinical management of many conditions as well as the ways in which
healthcare professionals work and clinical services are provided.

Traditional models for educating healthcare professionals have focused on the knowledge
and technical skills they need to undertake the role they will undertaking in clinical
practice. In recent years the patient safety literature has highlighted the importance of
attending to the development of broader professional capabilities (‘non-technical skills’)
that underpin safe, effective working for any practitioner, especially when dealing with
complex or challenging situations. This focus on individual capabilities has also broadened
to explore in more depth the ways in which healthcare teams work together effectively
to support safe care and how these skills and behaviours can be developed and
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embedded, drawing heavily on the literature and experience from other safety-critical
industries.

Simulation is a proven and powerful tool for learning that can be applied to patient safety
for individual and team-based practice as well as at an organisational level. The term
‘simulation’ represents a broad spectrum of educational technologies, techniques and
experiential learning formats that can be accessed remotely or within different
environments. These might be classrooms, clinical skills or fully immersive simulation
facilities, or in the workplace itself (‘in situ’ simulation). Different simulation-based
educational interventions can be beneficial for healthcare students, trainees and qualified
staff and can support lifelong learning for the workforce if designed to meet specific
needs. As a training intervention, it can enhance the development of basic or more
advanced technical and non-technical skills and capabilities across different staff groups
and roles.

Simulation also has an important role in the understanding and subsequent application of
Human Factors (i.e. systems science) in the workplace to optimise professional practice,
system performance and staff well-being within an increasingly complex and resource
constrained clinical environment. This can help improve the quality and safety of patient
care through studying interactions between individuals or multiprofessional teams and
wider system factors in their work setting, offering a unique opportunity to evaluate and
improve the design of medical devices, information technologies, working environments,
and the policies and procedures that underpin everyday practice.

2.3.5 Patient Safety at the bedside -Introduction of Care Bundles
Mrs Suzanne Dunne, Our Lady's Children's Hospital Crumlin, Dublin, Ireland

Introduction: Prevention of healthcare-associated infection is a widely recognised
indicator of quality care. Care-bundles are a set of evidence based interventions to reduce
device-related infection. Care-bundles were successfully introduced to our organisation’s
the intensive care units and resulted in a reduction in device-associated infections. Similar
surveillance data were not available for wider hospital.

In 2014 a patient safety project involving the implementation of care-bundles for four
invasive devices hospital wide was rolled out. The aim of the project was to chart the
entire journey of the device from insertion to removal, and to generate device-related
surveillance data.
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Method: An action-research methodology was used to implement the four bundles across
all areas on a phased basis. The project team developed bundle tools and surveillance
forms, which were piloted in a cross-section of clinical areas before being implemented
hospital-wide. An education programme was delivered by the project team. Surveillance
data on numbers of devices, device infection-free days and infection rates were gathered.
Reports are prepared collectively for the organisation and individually for each clinical
area, and are displayed on quality boards for staff and parents. Since 2017 hospital wide
Care bundle reports are provided to the Board of Directors on a quarterly basis.

Results: The four care-bundles have been successfully implemented hospital-wide. Device
infection-free days are now known to all areas. Sustainability of the project remains an
organisational patient safety priority as we move towards a new National Children’s
Hospital in 2022.

2.3.6 KouAtoUpa aoddAelag, mapadslypata edapuoync mpakTikwy aodarelag acbevwy
Dr Mina Ntantana, ICU Papageorgiou Hospital, Greece

Anodaocioape va £popUOCOUHE £va TPOypaupa Slaxeiplong tng achaAelog Twv
0.00gVWV 0TO VOGOKOUELD LOG TTPOooTIaBwVTaG VA E0TLACOUUE oTa BEpata aodAAELOC TTOU
Bewpnoape OtL elval Kaipla KoL amattouy moapepupacelc. AeSopévou OTL OL VOONAEUTEG,
€K TOU POAOU TOUG, CUVELODEPOUV LEYANO HEPOC TNE KALVIKNAG TOUC SpAcNnC o€ OAEG TIG
LOTPOVOONAEUTIKEC SladIKaoleg, elval evepyd PEAN o KABe Slemiotnuoviky opada,
Bpilokovtal Tov EPLOCOTEPO XPOVO Tapd TNV KAivn Tou acBevoug kat dlaxelpilovtal Tov
€€omALopO yLa kABe eidoug mapépBaon, eival ot MAEov katdAAnAoL emayyeApatieg vyeiag
yla ) Slaxeiplon Twv cuotpatwy npoAndng atuxnUAatwy Kat acPAaAeLag tov acBevoug.
‘Etol Snuioupynoape opadeg eldikou evoladEpovtog anoteAoU UEVEC Ao VOONAEUTEG. OL
OMASEC elyav TNV appodlotnTa va acxoAnBouv evéeAexwe kat o BABOC LE TO AVTLKEILEVO
ToU evlLladpEPOVTOC TOUuG Kal PuoLKA Tapapévouv evepyes. O pOAOG Toug ATav va
oxebldoouv, va opyavwoouv, va ekmatdeloouv Tou VOohnAeuTEG, va BEoouv og edbapuoyn
To 0X€610, va gAéyxouv tnv Tpododo tou oxediou, va CUAAEYOUV KOl va UEAETOUV Ta
SeSopéva Kal va TIPOTEIVOUV TTAPEUPBATELS TIPOKELUEVOU Vo BEATIWOOUV OL TTPOKTIKES Kall
OL TTOALTIKEG 0D AAELOC TOU VOOOKOUELOU.

Ot opadeg eldikov evdladépovtog adopouv TNV MPOAnYn atuxnUATwy oto Xewpoupyeio,
v poAndn BpopBodAeBitidag, Tnv mpoAndn Mtwoswv aoBevwy Katl TNV mpoAndn Kot
Bepameia katakAloewv. TNV OULALa pou Ba cag MoPoUCLACW TOV TPOTIO 0OPYAVWONE OAOU
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ToUu oxedlou avamtuéng MPAKTIKWV Slaxelplong tTng aodaAslag Twv acbsvwv Kal ta
QMOTEAECUATA TOU.
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2.4 MEPOZ 4 - Legal Issues
(Zuvroviotng: Kog MNavvog Mewpyuadng, Georgiades & Associates LLC)

2.4.1 ELoaywyKOg XapeTLOUOG - Aldaypata anod Sikaotikeég uttoBéaelg otnv Kumpo
Kog @e0dwpog lwavvidng, Npdedpog MNaykumplou Atknyopikol ZuAAdyou

2.4.2 KaAég mMpakTIKES yLla TV poAnwin kat Staxelplon VOULKWY LETPWY OToV TopEa LYElag
Kog¢ NwkoAaog AltaAuvag, Atknyopiko Mpadeio AIAAYNAZ A. NIKOAAOZ, ABriva

2.4.3 Strategies to reduce clinical negligence claims (for lawyers and healthcare professionals)
Dr Stephen Playfor, Paediatric Intensive Care Unit

Clinical negligence claims cost the UK NHS around £1.7 billion each year, around 1.4% of
the entire NHS budget. Most of the cost to the NHS Litigation Authority (NHSLA) arises
from obstetric claims and it has been suggested that 76% of babies who suffered a brain
injury or died in labour or the neonatal period would have had a better outcome but for
avoidable errors. The NHS has committed itself to a 5-year strategy to 2020 of ‘Delivering
Fair Resolution and Learning from Harm’.

From a clinicians perspective claims may be either the result of a clear breach in the
standard of care, resulting in harm, or the result of conflict between patients, their
families and the clinical team. Breaches in the standard of care are mitigated by
developing safer healthcare systems and investing in training, whilst conflict between
patients, their families and the clinical team is primarily reduced through improved
communication.

A number of factors combine to serve as risk factors for conflict and clinical negligence
claims; these include the prevalence of complex chronic disease and potentially
inappropriate care. Certain warning signs may be evident very early in a hospital
admission that make subsequent conflict more likely; these include both family and
clinician behaviours.

Improved communication strategies with early apologies and disclosure, and the use of
alternative dispute resolution methods appear to be very effective in reducing clinical
negligence claims.
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3. Break-out Sessions
Yta mAaiola tou uvedpiou SlevepynBnkav técoepa (4) Break-out Sessions ota omola

Ol CUMUETEXOVTEC oculAtnoav otoxsupéva BEpata mou adopouv otnv Acdalela

AcBevwv Kal KATEANEQV OE CUYKEKPLUEVEG ELCNYNOELC OL OTIOLEG TTAPOUCLACTNKAY OTNV

oAopélela Tou ouvedpiou. OL ELONYAOELC AUTEC KaTaypAdovTaL Mo KATW.

3.1 Break-out Session 1 — NopoBetikd kat Kavoviotikd MAaiolo, MOALTIKEG,

Awadikaoteg, Obnyieg

3.1.1 Nouko — Kavoviotiko MAaioto

Anpoupyila vopoBetikol TAALoiou r/Kal KOVOVIOUWV avopoplka HE TLG
QTTALTIOELG TTOLOTNTAG TIOU TPETEL val SLEMOUV TN Asttoupyia Twv dnuoctlwv
Kol LOLWTIKWV voonAgutnpilwv.

KaBoplopog NopoBetikol MAatoiou Adeloddtnong kat Asttoupyiog Kévtpwy
Anokatdotaong — Alaoadrvion os oxEon UE TIG OTEYEC NAKIWHUEVWY KOOWG
Sev eival Olot oL aoBeveic NAKIWUEVOL KAl oUTE OAoL oL NALKLwHEVOL glval
aoBeveic.

JupnepiAnyn otnv vopoBeaoia r/kat maparnounr) o SleBvwg avayvwplopéva
TPOTUTIA TIOU UTTOPOUV va PpapooTOUV O UTNPECLEG LYELAG IOV apopouV
Slaxeiplon moldtnTac, acdhAAelag K.a.

YAomoinon Apdcewv amno ta appodia Youpyeia yla eKOTPATELD EVNUEPWONG
OAAQ KOl QTOTEAECUATIKO €AEYXO TNG EdapUoynG UPLOTAUEVWY VOUOBECLWV
T.X. Tou mepl Aodaleiag kat Yyeiag otnv Epyacia Nopou tou 1996 kal tou
nept ¢ KatoxUpwong kat tng Mpootaciag Twv Akalwpdtwy Twv AcBsvwv
Nopou tou 2004.

Ae€aywyn Epeuvag o€ oxéon Pe to Babuo sdboapuoyng tng ubLOTAUEVNG
vopoBeciag koL Topouciocn TwV  AMOTEAECUATWY O€  OAOUG TOU
EUTTAEKOUEVOUG.

MNapoxn KvAtpwv oTLg ulnpeaoieg uyelag yla tTnv ebappoyn cuoTNUATWY, TNV
TILOTOTIOLNON TOUG Kal TNV UAomoinon dpdcewv Pe 0TOXO TNV €vioxuon tng
aodpaAelag Twv acBevwv Kal TN BEATIWON TWV UTINPECLWVY TOUG.

KaBoplopog cuoTHATOC VLo LOPTUPLEC KOIL TIAPOUTTOUTTH O EUTIELPOYVWLOVEG,
yla Kowormoinon otolxelwv miow otov acBevr) kKal KoOopLopdc mpovolwy
TIPOOTOOLOG TWV EUMAEKOUEVWV OE SIKOOTIKEG UTTOBEDELG.
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e Anuloupyia  €€wdKaoTkOU  pnxaviopou  emiluong  Slopopwv  pE
TMIOAUBOEUATIK) TPOCEYYLON ELSIKOTATWY HE TO OUVIOVIOHO KOL TN
XPNHATOSOTNON KATIOLOU aveEApTnTou PopEal.

3.1.2 MoAwtikeég, Aladikaoieg, Obnyieg

e JUOTNUOTOMOLNCN E0WTEPIKWY SLASIKACLWY AELTOUPYLOG KoL OPYAVWONG TWV
UTINPECLWV UYELOG Kal KABOPLOUOG €AAXLOTWY ATOLTHCEWV TEKUNPLWONG —
Edappoyn SlebBvwg avayvwplopévwy PoTUTIWVY.

o KaBoplopds eowteplkwv Oladikaowwv eAéyxou oupuopdwong HE TNV
vopoBeoia kat Stadikaciwv mpoAndng Aabwv kat opoApATwY.

o KaBoplopdg  petpiolpwv  Selktwv  ywe Tty aflohoynon NG
QIOTEAECHUATIKOTNTAC TWV Sladikaowwv mou edapuolovial kot Kaboplouo
SLopOwTIKWV EVEPYELWV.

e YAomoinon dpdcewv evnuEpwaOnG, EKMALSEUONG KOL TIPOAYyWYNRG KOUATOUPOG
TIoLOTNTOG Kol aoPAAELOG 0.0OEVWV.

3.2 Break-out Session 2: Eknaibevon, Kataption kat' Epguva
3.2.1 Exmaideuon
e JuumepiAnyn oTa TPOYPAUMOTO OMOUSWV TWV EMOYYEAUATIWV UYELOG
pobnuatwy mou adopouV YVWOELS OTACELC Kal SELOTNTEG TTOU Ba PETEL va
€XOUV yla va TpoaocTiicouv TNV aodaiela twv acBevwv Tmyx. 08nyog
aodalelag twv acBevwy tou NOY — Xaopa Bewplag Kal TPAKTIKAG — MEVTopEg
o O latpikég kal NooNAEUTIKEG OXOAEG TIPETIEL VAL TIPOOPEPOUV EKTIAULOEUTLKEG
eUnElpleg oToUG PHEANOVTIKOUG EMAYYEAUATIEG UYELOG yLa TTAPOXN) TIOLOTIKNG
Kol ao0eVOKeVTPLKAG GPOVTIOAC EMLOTNUOVIKA TEKUNPLWHUEVNG, WE MEAN HLAG
SLETOTNHOVIKAG OpAdag.
e ‘Evtaén ota mpoypappata ortoudwy pabnudtwy mou adopolv TNV avamntuén
un texVikwyv Seflotntwv Omw¢ tnv opadlkotnta, nyeoia, emikowwvia,
ouvepyaoia kat Staxeiplon Kwvduvou.

3.2.2 Kotaption
e Alcfaywyn EKMOLSEVUTIKWY TIPOYPAUUATWY OTOUC XWPOUG Epyaciag yla tov
€\eyxo t™NG aodaAelag kal ¢ avadopd¢ opoApdtwv TULY. Sle€aywyn
epyaotnplwyv, mpaktikn e€doknon Baon oevapiwv KA.
o [leplodikn afloAdynon, emikalpomnoinon kot avoaBAaduLon Twv yVwoewv Kol
TWV Se€LOTNTWV TWV EMAYYEAUOTLWY UYELOC yLo TNV aoPAAELD TwV acBevVwV.
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3.2.3 'Epeuva

e AUfnon twv OSpoaotnplotntwv €peuvag, n omola Ba Tmpémel va
ouunmeplAapfavetal  oto ouotnua  afloAoynong Kol  avéAlEng Ttwv
EMAYYEALATIWV LYELQG.

e Anuloupyila Slemotnuovikwy opadwv epsuvntwv mou Ba evtomilouv TNV
attia twv opalpdtwy kat Oa cupBdlouv otnv avamtuén véag yvwong Kat
KAAWV TIPOKTLKWVY TTPOANYNG.

e  XpNUATodOTNON €PEUVNTIKWV TIPOYPAUUATWY Yyl TNV QAVATTUEN KoL TNV
afLoAGynon VEwV MPOoEeYYIoEWV 0TNV EKMAiSEVON TWV EMAYYEALATIWY UYELOC
yla tn Helwon Twv opaApdatwy Kot TNV acpaiela acBevwy.

e EpeuvnTIKA MPOYPAUUATA TIOU a&LOAOYOUV TLG ETIUTTWOELG VEWV TEXVOAOYLWV
oTNV LaTPLKN ¢povtida (poumoTikn - TNAgiaTpikn) va mepAapBAavouy Kal Tig
ETWTTWOELG TWV €PYAAELWV AUTWYV 0TNV aodAAELD TwV 0.oOevVwV.

3.3 Break-out Session 3 — KouAtoUpa AodaAeLag

3.3.1 ZJuvelodpopa Enayyelpotiwy Yyeiog

e Kpatik umootnpLEn Kal Kivntpa o€ SpACELS TTOU OTOXEUOUV OTNV AVATTUEN
kat BeAtiwon tng KouAtoupag aodAAELag.

e EvOBappuvon emayyeApatiwy uyeiag kal acBevwv ylo avadopd Aabwv Kat
napaAeiPewv xwpic atodnuata avaodalelag kat dopou.

e Juvepyaoia pe OAa ta evbladepopeva LEPN/Popelg TTOU EUMAEKOVTAL OTO
B£ua tnG aopaielag aobevwy.

o Avamtuén KALLOTOG OMASLKOTNTAG KOl QAMOTEAECUATIKAG ETLKOWVWVING Kal
otpLEngG.

o  Wyyoloyikn otApLEN TwV EMAYYEALATIWV LYELQC.

e Avamtuén plag KeVIpKNG mMAatdopuag mou va nepthapfavel mapadeiypata
oPAAUATWV KOl 0OpOEC TIPAKTLKEG.

3.3.2 Exmaidevon kot Zuvexng BeAtiwon
e YMlomoinon ©&pdocswv evnuépwong Kal evBappuvong €ToL WOTE va
KOTOVON|OOUV OL EMAYYEAUATIEG LYELAC KO Ol AoBEVEIC TOUG AOYOUC YL TOUG
omolou¢ eival amapaitnto va yivetat n avagdopd Aabwv, ocdalpdtwy,
ouMBAvVTWY K.Q.

e [lapoxn umootnpLEng OAoU TOU EUMTAEKOEVOU TOU TIPOCWTTILKOU.
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Edapuoyry QmoTteAEOHATIKOU CUOTAMOTOC TEKUNPLWONG Twv Acbwv,
oboApNATWY, CUUBAVTIWV K.0. HE OKOmo tn Olepevvnon kat T ANRYn
SLoPOWTIKWV EVEPYELWV.

Avaluon kot mapakoAolBNon Twv TEKUNPLWHEVWY TAnpodopiwv Kal Twv
SebopEvwy e 0TOXO TN cuvexn BeATiwon TwV UTINPECLWYV UYELQC.
Juvepyaoio pe AAOUC eUMAEKOUEVOUC dOpeic pHe otoxo Tn BeopoBEtnon
HETPWV TIOU TTPOAYOUV KOl EVIOXUOUV TNV KOUATOUpa aodalelag.

YAomnoinon 6pdoswv e 0TOXO TN METAKIVNON o TN yvwaon otnv uaénon.
JupnepAnPn Twv acBeVWY, TWV CUYYEVWVY KAL TWV 0PYAVWHUEVWY aCOEVWY,
LE OTOXO TNV acBeVOKEVTPLKN Pppovtida.

Juvexng afloAoynon NG AmOTEAECUATIKOTNTAG KOL TNG ArnoS00ng TwV HETPWVY
evioyuong t¢ KouAtoupag achAAELAG.

3.4 Break-out Session 4 — Yuykekplpevol Topelc katl Apaotnplotntec: MNpwtofabula

UYELOVOULKH TtEpIBaAN, dAPUAKEUTIKY) aywyn, XELPOUPYLKA EMEUBAON, EAEYXOG

AOLUWEEWY, BEuaTa  OCUYKEKPLUEVWY  eOIKOTATWY  Oomwg, Odovtiatpol,

Quolobepamneuteg, AktivoAoyol, QappaKkormolol KA.

3.4.1 Opulovtieg Elonynoelg

Aopnpévn cuvepyaoia PeTaly EMOYYEALATIWV UYELOG - ZUOTACN OpASaG.
KaBoplopog kowwv otoXwv Kal YyvwaoTomoinon toug otov acBevr) (kat tnv
OLKOYEVELQ TOU) KL OTOUG ETMOYYEALATIEG LYELQC.

Mnyxaviopol eAéyxou og Bépata mou adopolv otnv acdhAAela acBevwy.
AmoteAeopatiky  emukowwvia  petafl  acBevr) kol emayyeApotio
(ouumepiAnPn aoBevn & evnuepwpévn ouykatabeon).

Anploupyla KEVIPWYV QmOKATACTACNG YLO TNV OVTLULETWTILON TWV AVOYKWV TTOU
UTTAPXOULV.

Ywo0étnon BEATIOTWV TPAKTIKWY o€ €OVIKO emimebo ywa tnv acddiela
acBevwv.

Kataypadr, edapuoyrn Kal TAKI EMKALPOTIONCN TPWTOKOAAWVY Kol
SL081KOOLWV TIOLOTLKOU EAEYXOU.

JuveXNG ekmaideuon enayyeALaTIWY VYELOG TOOO O€ YEVIKO Ttimedo 600 Kal
o€ €€eLOIKEVEVOUC TOUELG.

EvBappuvon enayyeApatiwyv vyeiag kat aoBevwy yla avadopd Aabwv kat
napaAeiPewv kat avatpododdTnon Toug Ue 0TOXO TN cuvexr BeAtiwon.
Edapuoyr amoTeAEOUATIKOU CUOTHUATOC TEKUNPLWONG Kal avadAuong Ttwv
b6ebopévwy ou cuAAéyovTal.
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OALOTIKI) QVTIHETWTTLON a.oBevouc.
Alacuvbeon mpwtofadutag kat deutepoPfaduLag ppovridag.

3.4.2 KabBeteg Elonynoelg

‘EAeyxo¢ voookouelaKwY AouwEewv — Anuloupyia Kévtpou Avadopadc.

TomoBétnon KAWWKWV doappakomowwy ota voonAeutipla (oe eminmedo
BaAdpuovu).

Anploupyla emutpomnn¢ papUaKwy.

HAekTpoVikG cuotnua cuvtayoypddnong — AAANAeTdpaoels dapUakwy KTA.
MpwtdkoAAa MoPATIOUTING YLO AKTLVOAOYLKNA EETOON.

Trpnon XpovoSLaYPAUUATWY KAl AMOTEAECUATLKA TTOPAKoAoUBNoN yLa OAECG
LG OpACELC.
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Appendix 1 - Mpdypappa Zuvedpiov

1" MEPA
Napaokeun, 25 lavovapiov 2019

13:00 - 13:45 EITPADE:
14:00 - 14:15 XAIPETIZMOI

o Kog BayyéAng AnpooBévoug, AleuBuvwy ZUPBoulog, Kratis Training and Consulting Ltd
o Kog Nikog Xplotidng, AtevBuvtng NwAnocewv Kumpou, Medochemie

o Ap Nétpog AyaBayyéhou, NMpoedpog Maykumplou latplkol ZUANGYoU

o Kog Anuntpng ZuAholpng, Mpoedpog BouAng Avtutpocwrniwv Kumpou

e Kog Kwvotavtivog lwavvou, Yroupyog Yyeiag

MEPOZ 1 - Why Patient Safety?
(Zuvroviotric: Ap Kwvotavtivog @eAddg, Edvikn Eritponr) Biondikri¢ Kumpou, Maverntotnuio
Nevkwaoliog)

14:15 Eioaywyiko¢ XapeTIOUOG:
Ap Kwvotavtivog QeAdag, MNMpoedpog ESviknc Emitporntic BionBikng Kumpou, Avtutputavng
Akaébnuaikou Mpoowrnikou kat Epsuvac MNavemiotnuiov Asukwaoiag

14:20 Ou 6la0TACELG KAL OL EMUMTWOELG TOU avBpwrtivou AGBoug Kal apéAELOG OTNV UYELOVOULKN
neplBaAn
Ap lwavvng Mdapkou, EAAnvikn NoAeuikn Aepomopia, NHS

14:35 YUotnua avadopdg Kat ekpdbnong o Anudoto Nocokopeio tng Kumpou
Ka Maipn Kuptakou Fewpyiou, Npoedpoc Kumplakng Etatpeiag Mowdtntag otnv Yyeia

14:50 Epwtnoelg | Zulntnon

15:11  AwdAsippo yio kodé

MEPOZ 2 - Best practices in Patient Safety
(Xuvtoviotpla: Ap Xplotiava Kouta, Texyvoloyiko Mavemiotrpio Kumpou)

15:40 Eloaywylkoc XaupeTIOUOG:
Kog lwavvng Aeovriou, Mpoedpoc Maykunpiov Suvdéauou NoonAsutwy kat Matwv

15:45 Measuring Patient Safety and Data Management
Prof Bryn Baxendale, Trent Simulation & Clinical Skills Centre, Nottingham University
Hospitals NHS Trust
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16:00 Success stories in Patient Safety - Manchester Bombing — Teamwork, Preparation and
Planning
Dr Stephen Playfor, Paediatric Intensive Care Unit, Royal Manchester Children's Hospital

16:15 The Domino Effect of Medical Errors
Dr Samer Ellahham, Cleveland Clinic, Abu Dhabi

16:30 ZupPavra otov Topéa tng Yyeiag — Alaxeiplon, Alepebvnon kat Aikawn KouAtoUpa
Kog BayyéAng AnpooBévoug, Kratis Training and Consulting Ltd

16:45 Epwtnoelg | Zulntnon

2" MEPA
Zapparo, 26 lavouvapiov 2019

MEPOZ 3 - Creating a Culture of Patient Safety
(2uvtoviotic: Kog Navog Epyatoudng, Oykoloyko Kévtpo Tpanelag Kimpou)

09:00 Eloaywytkog XalpeTiouoc:
Koc¢ Maptiog KouAouuag, Mpoedpoc Maykumnpiac Ouoomovdiog Maoyovrwy kot Qidwv

09:05 Eloaywyikog XalpeTiouoc:
Ka KikouAa Kotoana, Mpoebdpoc Atoikntikou SuuBouldiou Kurmpiakn¢ Etatpeioc
Motomroinang (KEM)

09:10 Appreciative Inquiry, Staff Morale and the Impact of Patient Safety
Dr Constantinos Kanaris, University Hospital North Midlands

09:25 Importance of Training and CRM simulation training in Patient Safety
Prof Bryn Baxendale, Trent Simulation & Clinical Skills Centre, Nottingham University
Hospitals NHS Trust

09:40 Patient Safety at the bedside -Introduction of Care Bundles
Mrs Suzanne Dunne, Our Lady's Children's Hospital Crumlin, Dublin, Ireland

09:55 KouAtoupa acddAelag, mapadeiypata epappoyrg MPAKTIKWY aohAAelag aobevwy
Dr Mina Ntantana, ICU Papageorgiou Hospital, Greece

10:10 Epwtnoelg | Zulntnon
10:30 AwdAsiupa yio kodé

MEPOZ 4 - Legal Issues
(2uvtoviotic: Kog MNavvog MNrewpytadng, Georgiades & Associates LLC)

11:00 Eiocaywyikoc XapeTIOUOG:
Koc Beddwpoc lwawidng, Mpoedpoc Maykumpiou AiknyopikoU SUAAGyou

ENIZTHMONIKO ZYNEAPIO AZDAAEIA AZOENQN - MPOAHWH KAI AIAXEIPIZH ANOPQMINOY AAGOYZ
2TON TOMEA THZ YTEIAZ
Aevkwoia 25, 26 lavouapiouv 2019
https://www.patientsafetycy.com/

28


https://www.patientsafetycy.com/

Patient Safety Conference 2019

11:05 Awddypata and SikaoTikéG untoBgaelg otnv Kumpo
Kog O@e66wpoc lwavvidng, Mpoedpog Maykumplou Atknyopikol ZUAAGYoU

11:20 KoA£G MPOKTIKEG YL TNV TPOANUN Kal SLaXelplon VOUIKWY LETPWY OTOV TOUEQ UYELOC
Kog NwkoAaog Atoduvadg, Awknyopiko Mpadeio AIAAYNAZ A. NIKOAAOZ, ABrva

11:35 Strategies to reduce clinical negligence claims (for lawyers and healthcare professionals)
Dr Stephen Playfor, Paediatric Intensive Care Unit

11:50 Epwtnoelg | Zulntnon
PARALLEL BREAK-OUT SESSIONS - Leading to suggestions for a ‘Cyprus National Plan for Patient
Safety’

12:00 - 13:15

Break-out Session 1:
NopoBetikd kot Kavoviotikod MAalolo, MoAtikég, Aladikaoisg, O8nyieg - Elonynoelg yia tnv Kompo
Kratis plus a panel of stakeholders

Break-out Session 2:
Axkadnuaikn Mopowon, Eknaibeuaon, Epsuva - Elonynoelg yia tnv Kumpo
Kratis plus a panel of stakeholders

Break-out Session 3:
KouAtoUpa Aagdalelag - Elonynoetg yia tnv Kompo
Kratis plus a panel of stakeholders

Break-out Session 4:

Juykekplpévol Topelg kal Apaotnplotnteg - Elonynoeig yia tnv Kompo

MpwtofaduLa vyelovoulkn mepiBaAPn, GAPUAKEUTIKA QAywyn, XELPOUPYLKNA EMEUPAON, EAEYXOG
Aoluwéewv, BEPATO CUYKEKPLUEVWY ELSLKOTATWY OTwG, Odovtiatpol, PucloBepamneuTeg,
AktwoAoyol, DappakomoLot KAT.

Kratis plus a panel of stakeholders

13:15 Meonpueplavo StAelupa
KAEIZIMO

14:00 Presentation by the Rapporteurs of the 4 Break-out session (20 mins)
14:20 Closing Remarks
14:30 Anén Zuvebpiou
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Appendix 2 - MéAn Emttponwy twv Break-out Sessions

Session Members of the Panels

Session 1: 1. Ka Maipn Kuptdkou l'ewpyiou, Rapporteur Mpoedpog
Kumplakng Etalpeiag Nowdtntag otnv Yyeia

2. KaEAeva AnpooBévoug, Standards Officer CYS

3. Ko AAikn Aypotou, Atknyopog, MaykOmpLog ALKnyopLKog

General Regulations

JUA\oyog
4. Kog Nnavvocg rewpytadng, Aiknyopoc, Maykumplog ALknyopLkog
JUA\oyog
5. Ka EAAN XplotoSouAidou - Kratis
Session 2: 1. Ap EvavBia Frewpyliou, Rapporteur Npwtn NoonAEUTIKOC
Education, Training Nettoupyog, Topéag Ekmaibevong, OAEN
and Research 2. ApEAeva laBpnA, Avwtepn NoonAguTikog Aettoupyog,

Mupnvag MaBnong AtevBuvaong NoonAguTtikwy YIinpecLwy
3. Ap Naola NikoAaibn — latpikn ZxoAn Mavemniotnuiou
Aeukwolog
4. Kog MNavaywwtng Koung
Ka Bépa Mpnyopd - Kratis

Session 3: 1. Ap Méha XapaAaumoug, Rapporteur Avwtepn NoonAgUTIKOG

Aeltoupyog, Opada Alayeiplong Ekmatdeutikwy

Safety Culture Mpoypoppdtwy Topéa Exnaibsuong

2. Ap. Mapila Xat{nxapoahdaumoug — KAvikog WuyxoAoyog

3. Ap Avtpouha EAeuBepiou - Executive Director of Thalassemia
International Federation
Ap. Plava Kwvotavtivou — Yiinpeoia AcBevodpopwv

5. Kog Névog Epyatoudng — Mevikog AteuBuvtr¢ OykoAoyko
Kévtpo Tpanelag Kumpou
Ka ZtéAa Metpwvda - T0vbeopog Wuxoldywv Kumpou

Session 4: 1. Ap Mepoedpovn Adumpou - Rapporteur OSovtiatpog

Ka Aé¢onw Kwvotavtivou, Avwtepn NoonAguTikdg Asttoupyoc,

Specific Initiatives NoonAeUtpla EAEyxou Aotpwéewv TN Asukwolog

3. Ka ItaupoUMa Kitipr — Head of Pharmacy Department,
Oykoloyko Kévtpo Tpamelag Kumpou

4. Ap. Npodpopoc Kamhavng — Avwtepocg latpoduotkdg,
Yrioupyelo Yyeiag

5. Ka'lpig Povooou — QuoloBeparmnevtpla

6. Kog Bdoog Aamna - Kratis
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Appendix 3 —Bloypadikd Elonyntwv
OMINHTEZ

Dr loannis Markou (MD)

Consultant Neurologist-Head of Department at Hellenic Air Force (HAF)

Consultant Neurologist at Hellenic Air Force and at Cumbria, Partnership NHS Foundation Trust. Long
activity in human factors and accident investigations. He is assigned to the Health Division as Head of
the Department responsible for the preparation of health support plans, for aviation medicine and for
cooperation with NATO. He has been trained on air accident investigation in terms of human factor.
Until recently he was a professor of aviation medicine at the Icarus School. Since 2008 he has been on
the list of experts of the Athens and Piraeus Court of First Instance, which has resulted in a significant
number of medical error assumptions.

Mary Kyriacou Georgiou (Bsc,Msc, Critical Care Nursing,APN)

Head of Quality Assurance Department Nicosia General Hospital

She is the President of the Cyprus Society for Quality in Health Care. She is a PhD candidate in Quality
Assurance System of Health care. MSc in Advance Critical Care and Emergency care (Advance Clinical
Practitioner). She holds a Post graduate diploma in Critical Care and Emergency care. She is a ATCN
Instructor (Advance Trauma Care of Nurses). She is also Chief of the Pressure Ulcer Committee of
Nicosia General Hospital and Editor of the translator team in Greek of the Quick Reference Guide of
EPUAP. Mrs Kyriacou Georgiou is also instructor and trainer in Wound Management courses of the
Hospital and Ministry of Health.

Prof Bryn Baxendale

Director, Trent Simulation & Clinical Skills Centre, Nottingham University Hospitals NHS Trust

He was appointed as a consultant anesthetist at NUH in 1998 and currently has clinical responsibilities
related primarily to vascular and emergency surgical services at QMC. He is an honorary professor by
the School of Psychology at the University of Nottingham. He has been President of the Association of
Simulated Practice in Healthcare since 2009, which is the national learned body in relation to the use
of simulation and related innovative learning technologies to professional education and training,
workforce development, and quality and patient safety improvement. In 2012 Bryn joined the national
strategy board for Technology Enhanced Learning led by Health Education England and the Higher
Education Academy.

Dr Stephen Playfor MBBS, DCH, MRCP, MRCPCH, DM, FFICM

Royal Manchester Children's Hospital

Dr Playfor trained at Charing Cross and Westminster Medical School, University of London, and
qualified in 1991. As part of his PICU training he worked in Toronto and Melbourne. Dr Playfor has
worked at RMCH since 2002 where he is the Clinical Manager for PICU. He has a particular interest in
intravenous fluid therapy and in particular the use of balanced intravenous fluids for children. Dr
Playfor takes the lead for medico-legal issues within PICU and is working with the UK Paediatric
Intensive Care Society and NHS England on developing a national Paediatric Major Incident Network.
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Dr Samer Ellahham (MD,CPHQ, FACMQ, EFQM,FAHA,FACC,FACP)

Innovator,Chair,Middle East, Patient Safety Movement, Cardiovascular Consultant,Cleveland Clinic,
Blockchain Healthcare

Dr Ellaham is Middle East Representative, JCI Standards Advisory Panel, Middle East Chairperson,
Member of Patient Safety Movement, Certified Master Black Belt Six Sigma, Certified Lean Healthcare
Practitioner, Cardiology Consultant, Heart and Vascular Institute Cleveland Clinic Abu Dhabi Cleveland
Clinic Caregiver.

Vangelis Demosthenous, MSc

Managing Director, Kratis Training and Consulting

He has a Master’s degree in Safety Management. He worked for many years, as a licensed aircraft
engineer with parallel activity as a trainer for safety and human factors. Since 2005 he manages Kratis
with hands-on activity in delivering training, consulting and assisting organisations in over 33 counties
on safety, human factors, incident investigation, safety management etc. He is a member of the
European Union (EASA) Aviation Safety and Human Factors committees. He served in the executive
boards of Aircraft Engineers International and Flight Safety Foundation (Med). He contributed in EU-
funded research projects on safety and human factors.

Dr Constantinos Kanaris (BSc (Hons), MBChB, MRCPCH, PhD.)

Consultant in Paediatric Intensive Care, Royal Manchester Children's Hospital

Consultant in Paediatric Intensive Care at UHNM and NWTS and an Honorary Lecturer at Keele
University Medical School. He holds Undergraduate, Postgraduate and PhD degrees from the
University of Manchester (PPP Healthcare Scholarship alumnus). He trained at Royal Manchester
Children’s Hospital and Alder Hey Hospital, Liverpool. He was the Royal College of Paediatrics and Child
Health’s NW trainee representative; is a member of Q-community and an advocate in learning via
appreciative-inquiry and patient safety via quality improvement and innovation. His Interests include
paediatric resuscitation, difficult airway management, paediatric palliative care, free on-line medical
education and virtual reality simulation (Twitter @DrKanaris).

Suzanne Dunne

Clinical Nurse Manager Ill in Quality, Licensing & Standards Our Lady's Children's Hospital Crumlin,
Dublin, Ireland

She has a very keen interest in improving patient safety and have recently completed the first Irish
Master’s Degree programme in Human Factors in Patient Safety from the Royal College Surgeons
Ireland (RCSI). She also hold a Master’s Degree in Healthcare Management (RCSI) and a Post Graduate
Certificate in Anaesthetic/Recovery Nursing, from the College of New South Wales, Australia. Previous
roles include Patient Safety & Clinical Risk Advisor (OLCHC) and Quality & Risk Manager.

Mina Ntantana (MBA, PhD)

ICU Nurse Director at PAPAGEORGIOU GENERAL HOSPITAL MBA, PhD

An experienced MBA Director with a demonstrated history of working in the hospital & health care
industry. Skilled in Clinical Research, Medical Education, Nursing Education, Life Support, and
Medicine. Holds a Master of Business Administration (M.B.A.) degree focused in Health Services
Administration from Panepistimion Makedonias and a PhD from the University of loannina.
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Theodoros loannides

President, Cyprus Bar Association

He represents the Cyprus Bar Association in Council of Bars and Law Societies of Europe (CCE),
International Bar Association (IBA), Union of Balkan Bar Associations, Union of Balkan Law. Mr
loannides presides at the General Prosecutor of the Disciplinary Lawyers Council and represents the
Cyprus Bar Association in the Legal Council and the Lawyers Pension Fund.

Nikolaos Dialynas, PhD LMU (Luedwig- Maximilian Universitaet)

Lawyer, Law offices Dialynas A. Nikolaos, Athens Greece

Graduate of the German School of Thessaloniki, graduate of the Law School of Thessaloniki with a
doctoral dissertation on the minor child and his legal representative as well as an assistant in Greek,
German and French civil law. His doctoral dissertation took place in Germany at the Luedwig-
Maximilian Universitaet in Munich. He is the first to introduce and develop the medical law sector in
Greece with 25 years of experience on the subject with a number of court cases.

2YNTONIZTEZ

Constantinos N. Phellas, PhD

Vice Rector for Faculty and Research, University of Nicosia. Chairman of the Cyprus National Bioethics
Committee

He received an MSc in Management Science and Operational Research from the University of
Warwick, UK and an MSc in Advanced Social Research Methods and Statistics from City University
London, UK. In 1998, he obtained his PhD in Sociology from the University of Essex, UK. He serves as
an evaluator for European Funding Agencies and holds official European and Governmental
appointments; among others, he is the Chairman of the Cyprus National Bioethics Committee, a
member of the Bureau of the Council of Europe’s Bioethics Committee (DH-BIO), a member of the
Cyprus National Transplant Board, a member of the National Medical Assisted Reproductive Board.

Dr Christiana Kouta, PhD, Msc, Bsc, DipN, RN

Associate Professor, Department of Nursing School of Health Sciences, Cyprus University of
Technology

She is the Head of the Master in Advance Nursing and Community Health and Care and she is teaching
at graduate and undergraduate level. Her research combines community and transcultural health in
relation to culture and gender. She is currently leading an EU funded project IENE 8, with the use of
an on line Knowledge Hub for health professionals aiming in empowering migrant and refugee families
on parenting skills. She is a member of the Board of Directors of the Cyprus University of Technology
and the Secretary of the European Transcultural Nurses Association (ETNA) since 2013.

Panos Ergatoudes

Chief Executive Officer, Bank of Cyprus Oncology Centre

He holds a masters degree in Hospital Management from the University of Leeds and an MBA from
the Cyprus International Institute for Management. He worked for 11 years at the position of Chief
Operating Officer at the American Medical Center/American Heart Institute and since September
2016, is the Chief Executive Officer of the Bank of Cyprus Oncology Center. He has special interest in
strategy development, project management, developing new services and culture change.
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Yiannos G Georgiades

Managing Partner, Georgiades &Associates LLC, Advocates & Legal Consultants

He has over 25 years’ experience and he is a member of the Athens Bar Association, Cyprus Bar
Association, Bar of England and Wales (Honourable Society of Gray's Inn), the International Bar
Association, the American Bar Association, the Society for Computers and Law, the International
Technology Law Association, President of the Cyprus Branch of the European Court of Arbitration,
executive member of the Court and an online mediator for commercial disputes for the Chamber of
Commerce of Milan and is the Vice-President of AEA International Lawyers Network.
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