Napayovteg nov ennpealouvv To KALpA aopAAELOC OTOUG
Xwpouc mapoxnc ppovtidac vyeiog
Kol EMdpouV otnv £kBaon tng voonAsiag twv acOevwv

Kapaiokouv AyyeAikn
MNpowotapévn Tunpatog Mowdtntag &
NoonAeUtpLa Emttipnong Aotpwéewv

MSc otn Aloiknon Movadwv Yyeiog
& otnv Epnppoopévn Anpooia Yyeia
Fevikd Noookopeio EAeucivag «OpLacilo»



T eivar acpaAela????



https://osha.europa.eu/el/riskobservatory

Tt eivar aocpaiewa????

Acodalela (Mmnapmnviwtng)

= Kataotoon otnv omola atoBavetal Kavelc otL dev
armelAeitol

" AmoTpoT KvOUVOoU 1 ameLAnG

Security (Longman Dictionary)
= Protection from danger or bad situations
Safety (Longman Dictionary)

= Not in danger (when someone or something is safe
from danger or harm)


https://osha.europa.eu/el/riskobservatory

Tu elval safety????

n kataotaon aodaAslag €vovil ¢GUOLKNG, KOLWVWVLKAG,
TMIVEUMOTIKAG, TIOALTIKACG, ouvoloBnuatikng, YuxoAoyikncg,
ekmadeutikNG N aAAou eildouc armotuyxiag, mapalewpnc,
opalpatoc, kataotpodnc, Aabouc, atvxnuatog, PAAPNS N 1N
emBuNTOU YEYOVOTOC

0 EAEYXOC OVAYVWPLOUEVWY KIVOUVWV WOTE va eTiteuyBel eva
amodekto emnimedo plokou.


https://osha.europa.eu/el/riskobservatory




“patient safety”

* H anmoduyn, n mpoAnyn kKot PeAtiwon Twv
OLPVNTLKWV EMIMTWOEWV TTOU TIPOKOAAOUVTOL OTTO TLC
SLadikaolec TNC VyELlOVOMLKAC TLEPlOaAPnc. AUuTEC oL
EKONAWOELC neplthappavouv "obaApata”,
"avemOuunta ocuvppavra’, "amokAiosic" ko
"otuxuota”.



~ KouhtoUpa

Eivon + INivveoBan



KouAtoupa AopaAsiac

«H KouAtoupa acpaAeLloc evoc opyaviouou
gLVl TO TTPOIOV TWV ATOULKWYV KoL OUOOLKWV
aélwy, OTACEWV, AVTIANYEWYV, IKAVOTHTWYV Kol
OUUTTEPLPOPWV Ttou kaedopilouv tn deoUeUON,
TO UPOC KoL TNV EMAPKELN ULOC OLOIKNONC yLo
TNV UYELO KAL TNV 0lOPAaAELO»

NN o G 1




KouAtoupa acdaleiac.....
‘...the definitional precision of a cloud’

oloL oL epyalopevol avolappBavouv tnv svblvn vyla TNV
aoPAaAEld TOU €0UTOU TOUC, TwWV OuvadEAPwWV TOUC, TWV
XPNOTWV TWV UTTNPECLWYV TOUC

dlvel mpotepalotnNTa O0TNV AOPAAELDL TIEPLOCOTEPO OO OTL
OTOUC OLKOVOLLLKOUC KOl ETILXELPNOLAKOUC OTOXOUG

evBappUVEL KOl AVTAMELBEL TOV EVIOTILOLO, TNV EMLKOWVWVLA, Kol
TNV €MiAvon Twv Bepdtwy aoPAAELOC

NMPOPBAETIEL yLOL TNV OpyaAVWOLAK HABnon amo atuxnuota

TIOPEXEL TOUC KATAAANAoOUC mopouc, Tn dour, Ko TNV alomiotia
TMPOKELUEVOU va  SLOTNPNOEL  QTOTEAECUATIKA ocuoTAMOTO
aoPaieLac



KAlpoka kKouAtoUpoac oo paAELOC

inpagbonin S
nAnpodoépnong

AUEnon eunotoouvng
KoL urtevBuvoTnTag




«H KouAtoUpa NG doPAAELAC EVOC 0PYAVIGUOU EIVAL TO TTPOIOV TWV ATOULKWV KAl
ouadikwv aélwv, oOTACEWY, AVTIANYEWV, LKAVOTNTWYV KoL CUUTTEPLPOPWV TTOU
kaGopilouv tn SEOUEUON, TO UPOC KAl TNV EMAPKELA ULa¢ dLoiknong yLa tnv vyeia
KOl TNV XOQAAELO»

KAipa ao@dalAeioc evog
OpYQaVIOUOU CXETI{ETAL UE
OTOULKEC Kt opadikég adieg,
OTAOELC KAl aVvTIARYELS TTOU OL
epyalouevol popalovral yLa
10 neptBaAdov epyaciacg

MoAwtikég, Stadikaoieg,
KQlVOVIOUOI, OPYaVWOLAKES
douéc KaL ovotiuata
éloiknong

APAOELC KOl CUUTTEPLPOPES
Tou oxeti{ovtal ue tnv
aocpalieia




pyavwotlakn KovAtoupa

KAipo
aocdpalelac



EpyaAeia astoAoynong

* SAQ (The Safety Attitudes Questionnaire — University of
Texas, USA),

* HSOPSC (The Hospital Survey on Patient Safety Culture —
Agency for Healthcare Research and Quality, AHRQ, USA),

e SCS (The Safety Climate Survey — Institute of Healthcare
Improvement, USA).

 MaPSaF (Manchester Patient Safety Assessment
Framework —University of Manchester, UK)

 MSI Patient Safety Culture in Healthcare Organizations
Survey -Canadian Patient Safety Institute

Health Foundation, 2011




EpyaAsia aéloAoynonc tov KAipatog
AocdaAerLog




H ac@AaAgia OTOUG
Opyaviououg
TOU TOUEQ UYEIOC



To poptio twv «medical errors»

IOM,1999 “To Err is Human”
44.000 -98.000 Bavarol atrotéAsopa Twv «medical errors»

2013: 210.000-440.0000 Bavarol oTig HIMA

James J., A New, Evidence-based Estimate of Patient Harms Associated with
Hospital Care, Journal of Patient Safety

* 421 million hospitalizations in the world annually and
approximately 42.7 million adverse events for the seven
types described,

adverse drug events, catheter-related urinary tract infections, catheter-related blood stream infections,
nosocomial pneumonia, venous thrombo-embolisms, falls and decubitus (pressure) ulcers.

resulting in 23 million DALYs lost per year.
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ECDC, (2008)Annual Epidemiological Report on communicable diseases in Europe 2008 Chapter 2: healthcare-associated infections
Infect Control and Hosp Epidemiol, vol.29, 38-43
Wenzel (2012) Health Care—Associated Infections: Major Issues in the Early Years of the 21st Century,Clinical Inf.Diseases,2012
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http://cid.oxfordjournals.org/search?author1=Richard+P.+Wenzel&sortspec=date&submit=Submit

Agency for Healthcare Research and Quality —AHRQ
* TePLMOU S5 K. TO XPOVO yLa VAL TUTTLKA LEYAAOU EYEBOUC VOOOKOUELD

e S17 £wg Kot $29 81¢. €K ava £T0C 0TO GUVOAO TOU UYELOVOULKOU GUGCTHUATOC TWV
HITA

WHO,2012

* 1050% -70% autwv TwVv BAaBwv Ba prmopovoav va anodpeuvxbBouv

1 4

5.000 Bavatwv To Xpovo.




H Aodpaleia twv xwpwv mapoxnc ¢povtidoc
UYELOC QITOTEAEL TTOLYKOOLLOL TTPOTEPOLLOTNTAL

1995 Harvard Medical Practice Study results published
1998 To Err Is Human, Institute of Medicine

2000 An Organization with a Memory

2002: 55t World Health Assembly Resolution

2004: Launch of the World Alliance for Patient Safety

2005: Launch of the first Global Patient Safety Challenge

. mapoxn «kabapnc» kot acharouc dpovtidag pe To ouvBnua “clean care is safer care”.
. EUTTAOKI) TOU TIACXOVTA KOl TOU XPrOoTn UTtNPECLWV UYElag “speak up”.
. avamtuén pLag katnyoplomoinong tng acdpaielog ppovtidag tou aocbevn

1

2

3

4. €peuva oto nedio g acdalelog

5. pelwon Twv KwdUVWV Tou poépyxovtal and tnv mapoxn epoviidag
6.

avadopad Kal N eVUEPWON TIPOKELUEVOU va BeATlwOel n aodpalela tng ppovtidag

2006: WHO «High 5s» Plan (Standard Operating Protocols — SOPs)
2008 : WHO Europe for patients”
2009: WHO Research Funding

Regulations /Directives/ Networks (HELICS ,IPSE)



oL KUPLOL MOPAYOVTEC TTOU MTEPLOPLI{OUV TNV LKAVOTNTA MOLG
VO QIOVTANOOUME OtV MPOKANon tn¢ PeAtiwong tng
oo pAAELOC TWV LoOEVWV

* OPYOLVWOLAKN OO TWV VOOOKOMELWV

* QIOPYXOLWHUEVO HOVIEAO TIPOOEYYLONG TWV OPAAUATWY
dpovtidac

e oUOTNUO QVTAUOLBAC TWV eMayyEApATIWY LYELOC TTOU HeV
npowbBel kivnTpa yLa TNV a.opaAela tov aoBevn

Watcher, 2004



To 16aviko
oUoTNHO AUUVOG .
MOIAdEl JE aUTO Kivéuvol

AAAG oTNV
TIPOLYLOLTLKOTNTA
glvall MEPLOCOTEPO
oaV aUTO



AMYNEZ Quowol  AaSkaoiec

dpaypoi
TA KENA
(
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Eknaidevon

KouAtoupa

gvepyomnoinon
KALVIKWV
TPWTOKOAAWV

Dtwyn cuppopdwon

‘EAAeWn yvwong Kat
EUKOLPLWV EKTTOLLOEVONC

Oy EekaBapn kaBodriynon ,0xtL cuvoxn opadog



Srrucrtural anmnd process factors affecrinmge
rthhe implernmenntracriorn of anmnmcirmeicroaobhial
resisrarnrnce prrevwvernnrionrn ard cormeraol
strataecicecs i L. S, hospicals

Structural factors
—TrormalzZaton

H ital ides feedback li ith hand hygi ideli . P ' ) . . .
POl Drocesses are uoad to Imarove auality of care | oiene guidelines Strateqies to optimize the prophylactic, empiric, and therapeutic use of antimicrobials
Providers received a copy of policy in the hDSpItﬂI

Standardization . . . . .
Forms were created or revised to support adherence Optimize antimicrobial prophylaxis for operative procedures

Hospital uses antimicrobial order forms
Hospital uses antimicrobial hospital formulary

Centralization
Top-level administrators support infection control activities
Administrators participate in decision making on Ql
Physicians participate in Ql

Information technology . . .
Access to literature or evidence-based medicine while delivering care antimicrobial use
Com puter-assisted decision support system : A L : :
Computerizsed patient clinical data atagies to detect, report, and prevent transmission of antimicrobial-resistant

Automation of decisions to reduce errors 4 niSI'nS

Electronic patient-provider communication . . o . . wie
Process factors. P Develop a system to recognize and report trends in antimicrobial resistance within
the institution

Optimize choice and duration of empiric therapy

Improve antimicrobial prescribing by educational and administrative means
Manitor and provide feedback regarding antibiotic resistance

Define and implement health care delivery system quidelines for important types of

Hospital culture emphasizes participative decision making
m - ) ] o ) ) o Increase adherence to basic infection control policies and procedures
Clinical meeting discussion used for dissemination of infection control policies

—Coare

Hospital culture fosters flexibility . , , L

Develop a system to rapidly detect and report resistant microorganisms in individual
Hospital culture emphasizes data-driven decision making ' : .
Hospital culture is a barrier to reporting quality problems pﬂ'tlEﬁ'tS and ensure a [ﬂpld response bycaregwers
Communication

Hospital communicates trends in antimicrobial usage to physicians |HCDTPDTBTE the dEtECtiU'ﬂ, prwention] and control of antimicrobial resistance into
Effective management—physician communication HEFLI ; ; H
Effective physiclanonurse communication institutional strategic goals and provide required resources

Coordination Develop a plan for identifying, transferring, discharging, and readmitting patients
Multiple departments have input in designing QI feedback system . . f o . .
Patient care issues are coordinated between departments colonized with specific antimicrobial-resistant pathogens

Findings: Formalization, standardization, centralization, institutional culture, provider-management
communication, and information technology use were associated with optimal antibiotic use and enhanced
implementation of strategies that prevent and control antimicrobial resistance spread (all p < .001). However,
interdepartmental coordination for patient care was inversely related with antibiotic use in contrast to
antimicrobial resistance spread prevention and control (p < .0001).

Health Care Manage Rev, 2008



AL0OTAOELC IOV EMNPPEAlOUV TNV
KoUAtoUpa aodpaleiac otov TopEa Yyeiog

. Aéopevon yia acpaleia -KAipo aocpaleiog
. AvtiAnyerc yia tn Atoiknon

. ZUVOnNKec epyaoiog

Ikalvomtoinon amno tnv epyoocia

Onadikn epyaocia (Teamwork)

R

Avolyvwplon ToOU OTPEC

s






Aéocpeuon yia achaAsia

Hyeola :kpttipla KAELOLA KOl KAAEC TIPOLKTLKEC
* Mpoteparotnta otnv acpAaAeLla
= [Ftopolyla TtV Vyeia Kot tnv achaieia
" FuKaLlpLleg yla EMLKOWWVLA TNG TLOALTIKAG aodAAELOC
" [Bhpoypapporta eKnaidevonc yla tnv vysia Kat tnv acpaAeia
=" Yrootnpln tou npoowritkoLEKot KATAAANAEC cuvOnKeC epyaciog
" Endpkela mpoowritkoU ( Kot edkwv yla tnv acdaieia)

e JUotnua Awaxeipionc AopaAelag

= Edoappoy ] QMOTEAECHATIKOU OUCTAMATOC Yyl TN Olaxeipion Ko
OUVTOVLOMO TNG aopAAELOC OTTO OPLOUEVN Opada

e ZekaBapn 6Eopevon tng dtoiknong ya tnv acpaiela

= Mpodopikn enikowvwvia (T.X. TPOYPOUUOTIOUEVEC TIEPLNYNOELC YA TNV
aocPpAaAela, EVNHEPWOELC yia TNV acdpalela, open door oAtikni)

= [pantn enkolvwvia Amn.x. eKOEoeLC, EVHEPWTIKA deATia )

RESEARCH REPORT 367 ,Health & Safety Executive, 2005




Aéopevon ywa aopaleia
Apdidpoun emkolvwvia
* Emukolvwvia arno navw mpoc ToL KOTw
= FekaBopeg eKOETELG TNC MOALTIKAG 00D AAELOC

" Endaon oe Ocpata kot Stadikaoie¢ aodpdAeioc (HEow
EVNUEPWTIKWY  SeATiwy, Bivteo, TMpPoOELdOMONTIKWV

gyypadwv)
= EMIKOWVWVIO TWV KUPLOTEPWV KIVOUVWYV
e Oploviia emkovwvioL:
= AmoteAsopatiky MeTAdoon omowacdnmote TmAnpodopiac
yla tnv acpaAela HETOEL ATOUWY , TUNHATWY, OHASWV
* Avadopec achaleloc:

* H avadopa mpoBAnpatoc n avnouvxiog yia mtibavo cupupav
Oa mpeEmeL va ouvodeUETAl OO €vavV  UNXOVIOUO
avatpododotnonc yia tig dpaceic mov AndOnkav

RESEARCH REPORT 367 ,Health & Safety Executive, 2005




Aéopevon yia achalela

ZUMMETOXN TWV EPYALOUEVWV

= Ekxywpnon oappodiotitwv ywa TNV oaocpalewa oe o
OUYKEKPLUEVN TLEPLOXN

= AleukOAuvon Twv epyalopEVwV O KABe emimedo va
ovapEPOUV AVNOUXLEC yia armodAcELC TTOU UITOPOUV VA TOUC
EMNPPEACOUV, LOLalTEPA KATA TN OLAPKELDL OPYOVWTLKWV
oAAaywv

= Jyotnua avatpododotnonc ywa Omole¢  anodAcELC
ENNPPEAIOVV TO MPOCWTILKO

" JUMPBOUAEUTLKO KOl UTTOOTNPLKTLKO POAO TWV ELOLKWYV

RESEARCH REPORT 367 ,Health & Safety Executive, 2005
Edmonson, 2004
Pronovost et al., 2003



Aéopevon ywa aopaleia
*  KaAAiépyela KOUAToUpaG padnong ano ta Aadn

= JuveXn mapakoAouOnon opvakukwv Stadikaowwv kat o Babog availvon
TWV cCUUBAvVTIWY, TWV nap oAiyo AaBwv, tTwv ouunspubopwv Ttov odényouv o€
MN aopaAEL TIPOKTILKEG, TWV CUMUBAVIWYV AAAWV TIAPOMOLWV OPYOVICUWV
KoAn emikowvwvia, avatpododotnon kot aviaAlayn twv ntAnpodoplwv

= Avayvwplon Kat aAAayn twv pn achaAwv cuvOnkwv i Kat avabswpnon twv
OPYOVWTLKWV SLadLKacLWV

" JUMMETOXN TWV EPYOIOUEVWV OE OAQ TOL EMUMESA OTLC EPEVVEC HETPNONG TNG
KoUAtoUpaG acpAAELOC

gukapia avadenc Intnpuatwv

RESEARCH REPORT 367 ,Health & Safety Executive, 2005




Yrnapén kouAtoupac dikatoouvng

KouAtoupa
oo pAAELOC

KouAtoupa KouAtoupa
dkaoouvng Katnyopiag




2eBaonOC

. Kpttikn
Epmiotoouvn .
, , Oupnog
Avalntnon mAnpodoplwv .

. dofog

Metplonabeila .
, TiHwpLa
MNMepLepyela .

. AUTOPECKELOL

ApoBaitotnta




AvtiAnyeic yia tn Atoiknon




AvtiAnyYeic yia tn Awoiknon

000 1o €vOepPUOL UTTOOTNPLKTEC TNC AOPAAELAC KOl
NC BeAtiwong Twv SLadLKAoLWVY Elval Ol NYETEC TOOO
vPnAotepo eilvol to emimedo tnC OdEOpELONC TOU
gpyatikol duvapuLkou.

 AUTO E TN OELPA TOU EXEL pLa Betikn enibpaocn otnv
emidoon Twv UMAAANAwv kat otnv mpoAndn Twv
QVETILOUUNTWV CUHBAVTWV.

Leape, 2000
Cooper, 2000
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«ZuvOnKeg epyaciogy

2XETL{ETOL LE TTAPAYOVTEC OTIWE Ol TTOALTLKEC
— eknaibevonc

— emtifAednc
— kaBobnynong

— eAEyyoU

Eisenberg,J., 2001,Joint Commission Journal On Quality Improvement
Cooper 1995
Raftopoulos et al., 2012



Ikavomoinon amno tnv epyacia

2TeEAEXWON

Epyaolako OTpEC

Juvepyaola

AUTOVOMLO OTNV EPYOACLAKN TTPOKTLKNA
HOwO Twv epyalopEvwv
Euxapiotnon amno to mOoTo EPYOCLOC

Sexton, et al., 2004,
Raftopoulos et al., 2012
Zangaro GA, Soecen ,2007


http://www.ncbi.nlm.nih.gov/pubmed?term=Zangaro%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=17654483
http://www.ncbi.nlm.nih.gov/pubmed?term=Zangaro%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=17654483
http://www.ncbi.nlm.nih.gov/pubmed?term=Zangaro%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=17654483

* 0 dOpTOoC Epyaciog

* OLTIEPLOPLOMEVOL TTOPOL YL TNV
dlekmepaiwon epyaciog

* n &Aewpn avtovouLag
* n aduvopia EAEyxou Tou

TIPOYPALLOTOC EPYACLAC :'|> burnout syndrome
* navaAnyn epyaciwv mou

aVTLTiOeVTOL OTA TILOTEVW KO @

TLC aélec TOU ATOLLOU

*KuvLopOG
, , *QIIOOTACLOTIOLN G OO

*VOOOKOUELAKEG AOLUWEELG v epyacio
.KO,LTOLKMGELC , , * oUVOLOBNMOTIKN
*A0On otn PaPUAKEVTLKA aywyH &= ££0UBEVWON
*TITWOELC
*BvntotnTa

Allen, 2009
Needleman, 2003



enidpaonc Tnc KOMwonc ota Aadn

Australian Medical Association, 2006

MeA€tn og 550 ylatpouc mou epyaloviav EKTETOMEVA
wpaptla (Ewc 39 wpec)

* 10 51% amadvtnoe otL epyalotav o€ enimeda mouv ta
EKPLVE WC ONUAVTLKOU KIvdUvVoU

e KaoLTo 21% ot emuteda uPnAov Kivduvou

Developing a safety culture: The unintended consequence of “one size fits all” policy.
Faculty of Nursing, Midwifery and Health, University of Technology Sydney.
Allen S, 2009.

To EKTETOUEVO WPAPLA TWV EMOAYVEAUOTIWV UVElaC oXetllovtal UE TIC
ETUKPOTOUOEC KOUATOUPEC OTOUC OPYOVIOLOUC TIOLPOXNC UTTNPECLWV UVELOC
OTtoU UTtapXel EAAeWn avayvwplonc tnc emidpaonc The KOmwaonc ota Aaon

Allen, 2009




(Med Care 2007,45: 571-578)



Onadikn epyacia (Teamwork)

Joint Commission on Accreditation of Healthcare
Organizations, 2002 ‘collaborative care model

' emninedo kat moLotTnTa |

' OUVEpPYOGLOG |
|

-doun TN opadac(emayyeAHOTIK) OLCUUETPLO),

-N EUMELPLA TWV HEAWV TNC opadag,
-TOL XOPOKTNPLOTLKA TWV MEAWYV,

I -n avtiAnyn ywa tn cuvepyaoia

-N OLKELOTNTA KOLL N EUTTLOTOOUVN
-TOL ETIOYYEAUOTIKA TILOTEV W),

-0 POAOC KOIL N EPyaOLa TWV HEAWV OE EvaV
OPYOVILOUO

_/

l ETKOLVWVLOC \

[

60% - 80% twv AaBwv Twv
ETIOLYYEALLOTLWV UYELOC
oxetilovtal Pe TNV €AALTN
ETILKOLVWVLAL KoL
Katavonon HETatl Twv
HEAWV pLoc opadog

Xyrichis, Ream, JAN 2007,

Sexton, Holzmueller et al., 2006,
Reader et al.,2009
Raftopoulos et al. 2012

Fewster-Th. L., Velsor Fr. B.,Nurs
Adm Q, 2008




Eknaidevon - kaBodnnynon tng
opadac otn:

2UAAOYLKN QTTOTEAECLATLKOTNTOL
(kowo alcOnua apupodlotNTwy)
MpocavatoAlopoc opadac(miotn
otnv opada)

Yuvoxn (6€opevon otnv opada)
ApolBatla epmiotoouvn (kowo

TILOTEV W OTL OAOL cuveLoPEPOLV
KOlL TTPOOTATEVOUV TNV opada)

CRM(Crew Resource Management):

HUELWON TWV KAWIKWV 0PaApATwy
oe TEN atré 31% o710 4,4%

EpyaAsia BeAtiwong tTng emkowvwviog
1.Checklist
AloTa XELPOUPYLKWV EMEUBACEWY TOU
MOY (>3.500 enepPaoelc os 8
Noookopeia) :

Bvntotntoc amno 1,5 oto 0,8% Ko
eriumAokwv armo 11% oto 7%

)

2.Briefings
N Bvnrotntac kata 18%
KaBuotepnoewv oto Xelpoupyeio 31%

3. Debriefings
SURPASS:
27,3 ot0 16,7% TwV EMUTAOKWV
1.5 oto 0,8 tn¢ BvntoTNnTOC

4.AopunpEVA TIPWTOKOAAQ ETILKOWVWVLOLC



«AvoyvwpLon Tou OTPEC

e JYeTL(ETOL E TNV avayvwplon Kot amodoxn oo Touc
EY tnc emidpaonc twv OTPECOYOVWV TOPAYOVIWY,
OTIWC TO AYXOC KOl N KOTWOoN, OTNV LKAVOTNTA TOUC Va
avtaneEEABoOUV 0TO KALVLKO TOUC £PYO

* To ayxoc eivat oxedov avaykaio cuvnkn ywa touc E.Y

Sexton et al., 2006,
Huang et al.2007,
Raftopoulos et al., 2012






T elval auto mou Ba BeAtiwve TtV
acdalelo Twv acBevwyv ocog;

MEO XEIPOYPTEIO

Neplocotepo BeAtiwon tng
TUPOCWITKO ETMLKOLVWVLOLC




MEG

94% TtoU MPOOWTILKOU CUUPWVEL OTL Ta opaApata eival
ONUOVTLKA OLKOWN KoL OTavV auTa SEV £XOUV ACX NN OUVETELN
OTA ATTOTEAEOUATA TWV 0.loBevwv

90% Bewpel MOAU onpavtikn tTn dnuLoupyla Evog
EUTILOTEVUTLKOU apxelou kataypadng tTwv ohoApatwy

80% urnootnpilel N KOUATOUPA ELVOL TETOLA TIOU UTTOPOUV Vol
pwWTOUV eAgVBepa OTL HEV KATAVOOUV

1 otouc tpeic bev avayvwpillel OTL Kavel AaBoc

50% SnAwvel otL eTBU pEL peyaAUTEPO OPLOLO PEAWV OTN
ANYn amodpacewv

>50% Bplokouv duckoAla otnv avadopd TwV oPaAUATWY
...... oL Aoyot:

Mpoowrikn dnun, $ofoc TNG KAKAS TPAKTLKACS, oL UPNAEC tpoodokiec acBevwy, olKOYEVELAC KOWVwVLAC, N
TIHWPLa EVOC TTELBaPXLKOU TTOPATTWHATOC, 0 POPOC yLa ATWAELD TNG EpYAciag oL TPoodoKieg TwV PEAWV
NG opadag



MpotaoceLc

H aéloAoynon tou KAipato¢ achaAeiloc pnopouoe va dSwoel
EKTLUNOELC YLa TN MOPOUCO KATAOTAON ME GKOTIO TOV
NPOYPOAUUATIONO dpacewVv Tov Ba BeATLwoouv Th mMoLoTnTA
Kot TNV aocPAAELA TNG MOPEXOHEVNC PpovTidag

AMO pa TETola otpatnyikn 6gv Oa mmpemet va At el ka Eva
cvotnua avadopag Aabwv otn ppovtida to onoio to onoio
NMPOUTIOOETEL MEPA Ao TN KAAALEPYELA LG KOUATOUPOLG
oo PAAELOG KOl TNV TPOTIOTIOLNGCT TOU MOLPOVTOC GLKOMITTOU KOl
TLLWPNTLKOU VOUOOETIKOU TAaLGiou




«oevan aélo Kol TpoTEPALOTNTA KAUE
ueAouc, kade ouadac, o€ Kave
ETTIITEOO TOU OPYAVIOLUOU »



“No culture can live if it attempts to be
exclusive”
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