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ABSTRACT
In recent years, the importance of the quality in health sector is more and more acknowledged. In broader terms 
the literature on quality in health care contributed to this, and stressed the importance of meeting the needs of the 
service recipient. Safety and quality in health care constitute a multi-dimensional parameter and involve many 
factors and various resources. Safety is positively associated to the quality, as the existence of the one ensures the 
improvement of the other. Thus, there is a great effort to create a framework, through guidelines and instructions 
that could contribute to the protection and development of quality and safety. It is important that this framework 
includes many features that have been expressed as requests by the patients themselves and which can contribute 
to the development of realistic and effective recommendations for improvement.
Greek reality reveals certain gaps in safety and quality of services delivered, so the main attention has to be focused 
on developing an integral national health policy; the development of guidelines and the appropriate evaluation of 
their implementation could be a first effective approach. Formulating an institutional framework about safety and 
quality in health sector should be incorporated in the culture of all health organizations. To this end, the involvement 
of health professionals is a vital and strategic point. Health care practitioners should incorporate safety and quality 
culture in their daily routine and health managers should enact efficient ways of evaluation and control mechanisms 
in order to achieve better outcomes. Motivation to this direction and active participation should be encouraged with 
positive approaches, away from any kind of sanction. Any mistakes, adverse effects and deviations should be 
identified, reported, analyzed and formulate the base of the corrective action. In conclusion, safety and quality in 
health sector are essential and strongly associated with health services users’ satisfaction and quality of life; thus 
stakeholders and health professionals should focus on these basic conditions in order to achieve the “Health for 
All” goals in a national, international and universal perspective.   
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INTRODUCTION

I n recent years, the importance of  the quality in 
health sector is more and more acknowledged. In 
broader terms the literature on quality in health 

care contributed to this, and stressed the importance 
of meeting the needs of the service recipient. In this 
context, the quality was evaluated, usually with scales 
that measure the satisfaction of the patient (Ifantopoulos 
2007; Ifantopoulos & Sarris 2001). However, these 
approaches presented a major problem and this was 
the lack of a single conceptual framework for quality 
assessment oriented to the patient satisfaction in order 
to have comparable results and useful conclusions. It 
seems that so far the theoretical background and the 
research conducted mainly reflected the views and 
beliefs of the researchers rather than the recipients 
(Raftopoulos 2005).

 Thus it is obvious that despite the extensive research 

activity, there are still significant gaps that should be 
addressed. Respectively, the aim of this review is to identify 
the health systems that present weaknesses in terms of 
quality and safety and to indicate corrective action.

Fields of quality and safety weaknesses in health 
systems

In 2010 Eurobarometer published a report on the 
quality and safety in the EU health systems. The findings 
of this survey showed significant deficits in both areas. 
In particular, with regard to the hospital care, a large 
percentage of patients did not consider the services 
provided safe, and also reported that during their 
hospitalization they felt they were  at risk, and that was 
unexpected. 

The results of the survey came from 26.663 
interviews that were conducted in 27 European Union 
Member States (EuroBarometer 2010)

HIGHLIGHTS

guidelines and the appropriate evaluation of their implementation constitute a first effective 
approach.

quality culture in their daily routine and health managers should enact efficient ways of evaluation 
and control mechanisms.

Figure 1. How likely do you think it is that patients could be harmed by a) hospital care and b) non-hospital care in 
our country? (EuroBarometer 2010)
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Regardless of whether this belief of the patients is 
real or not, in hospitalized patients the unsafe is more 
than those who are not afraid while in external patients 
are fewer (figure 1). Moreover, the beliefs constitute 
the safety culture. The core beliefs or assumptions that 
people share with each other on safety issues are the 
cognitive and emotional reactions to these problems 
and in this way they reflect the values they have about 
this issue (Guldenmund 2000).

By the demographics of those with such perceptions 
becomes obvious that women, young persons and 
people with financial difficulties are included (figure 
2) (EuroBarometer 2010). Recourse to secondary care 
is the result of basic structural failures in the health 
systems under consideration, especially for those 
without adequate primary health service network.

Characteristically, those who believe that instead of 
improving their health it will deteriorate in the hospital, 
they do not generally refer to it, but instead they report 
specific problems arising during a hospitalization and 
in particular they report the hospital infections and 
incorrect or delayed diagnoses (EuroBarometer  2010).

The investigation showed that the hospitals 
themselves do not endeavor to protect their purpose 
and their work from a potential error or an unfortunate 
development that can be considered as an error. A 
significant proportion of patients, 17%,were never asked 
to give their written consent to undergo a medical 
operation, leaving them exposed in case of problems.

          Before making reference to the quality problems 
found in the EU health systems, it is important, given the 
complexity of the concept, to deal with what the patients 

themselves consider it to be. The Eurobarometer 
survey demonstrated that the patients regard the health 
quality as the good training of the medical and nursing 
staff, the implementation of effective treatments, the 
prompt service, the modern equipment, the respect of 
their rights, dignity and personality, the assurance that 
they will not be harm, the right to choose on their own 
the physician that will treat them, the proximity to the 
hospital and to the physician and the friendly welcome 
(EuroBarometer 2010).

The survey also demonstrated that there are major 
differences between the assessments of the health 
systems in each country. For example, while the vast 
majority of Austrians and Belgians consider the health 
quality of the health systems in their countries good, 
in countries like Romania and Greece a significant 
proportion of up to about one quarter, evaluates the 
quality of the health system of their country as very poor 
(EuroBarometer 2010).

The data presented in this report, suggest two 
main conclusions. One is that the weaknesses existed 
extend to different levels and have multiple origins. For 
example, the belief that there is a serious possibility of 
a wrong diagnosis in a hospital may include a degree of 
truth but a part of it emerges from the misinformation 
and the lack of proper information of the patients. 
Furthermore, it appears that there is a lack in complying 
with the institutional framework as evidenced by the 
lack of the patient’s consent. It should be also noted that 
there are significant differences among   national health 
systems as there are significant differences between 
the EU countries. 

Figure 2. How likely do you think is that patients could be harmed by a) hospital care in our country? and b) by 
non-hospital care in our country? % EU (EuroBarometer 2010)
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Figure 3. Criteria of high quality in the sample survey (EuroBarometer 2010)

Apart from patients, the issue of safety is of vital 
importance for health professionals themselves, and 
particularly for those working in hospitals and deal with 
more severe cases. A survey conducted by Petrides 
et al (2013) in a large hospital in Cyprus, showed that 
the issues of concern of health services practitioners 
regarding the safety of their own and that of the patients 
focus on issues such as the recording of adverse events, 
the management of safety issues, the existing feedback, 
the way and the methodology followed in the reporting 
of errors made and the quality assurance.

Recommendations for efficient management of the 
weaknesses and sustainable development of quality 
and safety systems in health sector

 As concluded by the studies reviewed, safety and 
quality in health care constitute a multi-dimensional 
parameter and involve many factors and and various 
resources. Furthermore, the safety  positively 
associated to the quality as the existence of the one 
ensures the improvement of the other. Thus, apart of  
the research activity, there is a great effort to create a 
framework, through guidelines and instructions, that 
could contribute to the protection and development of 

quality and safety. It is important that this framework 
includes many features that have been expressed as 
requests by the patients themselves and which can 
contribute to the development of realistic and effective 
recommendations for improvement.

Patient safety is primarily determined by the medical 
and the nursing staff. This means that there should be 
a corresponding investment in this area. Health care 
practitioners should be complying with professional 
commitments in order to provide safe services to 
patients (Australian Health Minister’s Advisory Council 
2005).

In order for the patients to feel safe, the behavior 
of the staff must be guided by respect for the specific 
characteristics and personality of each patient. The staff 
should also be informed and trained in relation to the 
official professional conduct and the patients themselves 
should be aware of their rights. In addition, both sides 
should understand that the patients should be aware of 
and participate in their treatment through consensus 
and information (Australian Health Minister’s Advisory 
Council 2005).

An example of this mode of action is Italy and the 
strategy developed to ensure patient safety. In an 
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attempt to establish culture of safety in healthcare 
organizations, in Italy training programs and tools have 
been created. The national distance learning program 
for patient safety was such a program; physicians and 
nurses were its target group. This program involved 
more than 60,000 health professionals and was 
developed in collaboration with the national medical 
and nursing organizations. Also, in Italy a report was 
developed and released; it included an analysis of all 
the adverse events that occurred in the health sector 
(Chirardini et al 2009).

For the development of a safety assurance 
framework, the health systems do not require extreme 
changes or restructuring, which also is not feasible 
especially today due to the many challenges faced and 
the problems created by the economic crisis and the 
curtailment of resources. Some basic problems can be 
resolved with systemic effects. One such example is the 
understanding of the factors that create safety problems 
as a basis for the efforts to resolve those (Lewis & 
Fletcher 2005). For instance, Ifa large proportion of 
hospital infections is observed in a health system, then 
the origin of these phenomena must be identified rapidly 
in order to contain their expansion and for the policy to 
be developed to take account of this issue.

Another very important step towards this direction is 
the integration of the safety issue in everyday tasks of the 
personnel. The safety issues should be included in the 
evaluation of the daily practice. Of course, this requires 
the training of the personnel in this direction and the 
evaluation of their actions, so that the mistakes of the past 
can become a source of education and training to avoid 
creating new ones. The establishment of an authority 
on the subject of safety can be a solution. An authority 
that will be responsible, not only to control and punish, 
as in many cases to date, but which will be responsible 
for the recording and analysis of the mistakes and the 
problems in relation to safety that occur in the health 
institutions. The analysis of these errors could be the 
basis for the preparation of instructions and guidelines 
to be followed by the staff (Lewis & Fletcher 2005). In 
order for this authority not to turn into a supervisory and 
punitive mechanism only, and to actually establish a 
safety culture, the employees should be encouraged to 
speak and express themselves freely without fear that 
they will be punished in the event of an error (Kusek 
2012). In this way, the workers that are directly involved 
with the incidents could directly report an error that 
has occurred to initiate the correction process, without 
trying to suppress and to perpetuate in this way an 
adverse situation because of fear. In this way, the 
errors already made can constitute a potential feedback 
for the staff to be trained, while such errors can also 

motivate reporting and understanding of the extent of 
the phenomenon (Raftopoulos et al 2011).

If it is not possible to create an authority at the 
state level, this role may be assigned to the staff itself. 
A member of the nursing staff can be designated as 
the person responsible for the safety with the duty to 
collect the data and the information around this issue in 
order to create organized interventions. Of course, the 
person in charge of the safety should act systematically 
and, using a valid and reliable method to assess the 
care and services provided. But it is understood that 
this process is not possible to be carried out by one 
person alone without the cooperation of all the staff. A 
system that can be created without causing problems 
to the overall operation of the staff is the anonymous 
reporting of adverse events. This includes the reporting 
of the misconduct and errors without naming the 
person responsible for them. In order for this to be 
feasible a digitized tool is required that would allow all 
staff members to anonymously report the errors that 
have been made in any field, or any other incident that 
if it not address will potentially create health problems 
to a patient in the future, a visitor or to the employees 
themselves (Kuczynski et al. 2009). Anonymity is a 
key feature of this method because it would allow the 
employees to report such incidents without fear of 
sanctions solely to improve the practice.

Regarding to quality assurance, the conclusions of its 
assessment should be used in the formulation of health 
policies. Assessment in the health sector, organizations 
and services is based on specific concepts. These 
concepts because they contain many dimensions and 
are abstract can be measured in different ways. The 
choice of the measurement method depends on the 
research goal (Ifantopoulos & Sarris 2001; Sarris et 
al 2001). The most important of all and the one being 
considered first during quality assessment is the concept 
of efficiency. Efficiency is used to examine whether the 
available resources are rationally distributed to meet 
demand and expected productivity (Jin-Li & Yuan-Fu 
2004; Ifantopoulos 2006).

Resource efficiency is important because it helps 
the health care organization to be more effective in 
key areas such as preventive medicine and recipient 
services that are beneficial to it and are effective, quality, 
cost-effective and equally accessible to all (Wardhani et 
al 2009; Lee et al 2002).

Another concept to which particular importance 
should be attached is that of equality. However, apart 
from equal access to care and health services, equality 
also applies to conditions that affect human health, 
such as those of living. The existence of equality is 
documented by the absence of differences in health 



[26] !""#$%&' (!)%'*%&' +#, $',#"!-+%&#, !(%,+#.#,

!"!#$%&'#'

indicators between different social and population 
groups (Cumper 1991).

Equality is governed by the horizontal and vertical 
dimensions. The horizontal dimension of equality 
includes the equitable distribution of resources and 
services and the equal access and use of health services 
by the whole population. The aim of the horizontal 
dimension is to reduce inequalities and deviations in 
geographical and population health indicators. The 
vertical dimension of equality recognizes that the 
consumption of services is based on the needs of each 
person and this means that it is differentiated on a 
case-by-case basis. This means that funding must also 
be differentiated and progressive, depending on the 
financial capacity of each patient (Polyzos 1999).

CONCLUSIONS
In health sector safety and quality have been 

recognized  as factors of importance which affect 
health care decisively.  This article focuses mainly 
on the issue of safety as quality issues, at least as 
perceived by the patients themselves, are not easy to 
be determined and because safety constitutes a key 
parameter of quality. In this context, the quality of health 
services can be ensured through an improvement in 
safety parameters. However reality, characterized by 
crisis in several socio-economical aspects, threatens 
safety and quality in health services. Features like 
modern equipment or choosing a physician convert to 

a complex process with a dubious ending.   As about 
Greek health system, which present certain gaps 
in safety and quality of services delivered, the main 
attention has to be focused on developing an integral 
national health policy; the development of guidelines 
and the appropriate evaluation of their implementation 
could be a first effective approach.   Formulating an 
institutional framework about safety and quality in 
health sector should be incorporated in the culture of all 
health organizations, and particularly hospitals where 
surgery operations are often carried out and where the 
patients report the highest uncertainty. 

To this end, the involvement of health professionals 
is a vital and strategic point. Health care practitioners 
should incorporate safety and quality culture in their 
daily routine and health managers should enact efficient 
ways of evaluation and control mechanisms in order to 
achieve the better outcomes. Motivation to this direction 
and active participation should be encouraged with 
positive approaches, away from any kind of sanction. 
Any mistakes, adverse effects and deviations should be 
identified, reported, analyzed and formulate the base 
of corrective action. In conclusion, safety and quality 
in health sector are essential and strongly associated 
with health services users’ satisfaction and quality of 
life; thus stakeholders and health professionals should 
focus on these basic conditions in order to achieve the 
“Health for All” goals in a national, international and 
universal perspective.      
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