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Open the door!

= ,The Professional Approach”

Quality and Safety is the primary concern of medicine.

9. September 2011

.Value based health care"”

Meaningfulness
IS Important!

Dr. med. Glinther Jonitz
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Patient Care has become ®
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a challenging and risky issue:

= Quality and Safety on the agenda

.~comprehensibility”
= make it understandable!

9. September 2011 Dr. med. Giinther Jonitz 3



Solutions

JPatient safety is not about
constructing a machine,

but growing a garden!*”
Glinther Jonitz

» Knowledge
> Tools

> Combined action

9. September 2011 Dr. med. Giinther Jonitz
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JPatient safety can be learned
as a part of professionalism”

» Comprehensive competencies for health
care workers

Manageability
= You can do something!

9. September 2011 Dr. med. Giinther Jonitz 5



Dimensions of Competence

BERLIN

Leadership PO

AKTIONSBUNDNIS

- e PATIENTENSICHERHEIT
Evidence based medicine

Cooperation and teamwork
Communication

Management (of health care organisations)
Knowledge-management

Human Factor

vV V VvV VvV V V V V

Empathy
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Bundesirztekammer

|
Quality AND Safety A

)

Bundesirztekammer

Fortbildungskonzept Bundesirztekammer
,Patientensicherheit”

Texte und Materialien zur Fort- und Weiterbildung

Curriculum

o Fitlilios Ouabiiasiianaseraat
o ST Cutticuliiti Arztliches Qualititsmanagement
ehlerquellen erkennen o . 5
Arztliche Fithrung

00__1

aZq

CME-Concept

“Patient Safety” >< R . .
Identify errors & & Curriculum EbM F é'('-‘-'-'r-pz-r\'-ﬁg
Avoid incidents - 3 Arztlicher Fortbildungskatalog a . .
Correct consequences RO Evidenzbasierte Medizin
- Learning from Errors-
German Curricula/ National level: .
. BUNDESARZTEKAMMER
*Quality Management
o Laentensicherhell.de: Evidence Based Medicine Texte und Materialien
fbkonzept_patientensicherheit_english.pdf .Pati ent Safety zur Fort- und Weiterbildung
Leadership
= Curriculum
°
9. September 2011 Peer Re\"ew LArztliches Peer Review*
‘Managed Care
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Implementation/ Regional level:

Examples from Berlin

ARZTEKAMMER

Root cause analysis

Patientensicherheit lernen

Intensivseminar
Fallanalyse

Donnerstag 22.09.2011, 10:00 - 18:00 UK
Freitag 23.09.2011, 09:00 - 18:00 UK
Samstag 24.09.2011, 09:00 - 13:00 U

In Kooperation mit dem

Aktionsbiindnis Patientensicherheit

Friedrichstrate 16 = 10969 Badin * www.osrztekammerbeai

9. September 2011

Leadership

ARZTEKAMMER
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ARZTEKAMN
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Quality management

WEITEREILDUNGSKURS
QUALITATSMANAGEMENT
IM GESUNDHEITSWESEN

Arztliche Fiihrung

nach dem Curriculum der
Bundesarztekammer

Ein praxisorientiertes

Ein Kursangebot mit drei
Intensivprogramm

Prasenzphasen in Berlin

21.02.-26.02.2011
04.04.-05.04.2011
20.06.-25.06.2011

in vier Modulen

12. - 14. Mai 2011

ARZTEKAMME
BERLIN

Breaking Bad News

Die arztliche Kunst,
schlechte Nachrichten
in der Medizin
zu Uberbringen

ein Kurs der Arztekammer Berlin
fir Arztinnen und Arzte
in Klinik und Praxis

Freitag, 19. August 2011
14.00 — 18.00 Uhr

Samstag, 20. August 2011
10.00 - 17.00 Uhr

fiir Arztinnen und Arzte
Zum Erwerb der Zusazweiterbildung
wArziliches Qualitatsmanagementi
anerkannt

16. — 18. Juni 2011
15. - 17. Sep. 2011
09. Dez. 2011

In Kooperation mit der
Veranstalter: Arztekammer Berlin

Charité - Universititsmedizin Berlin




Content: Root Cause Analysis
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Patientensicherheit lernen

Intensivseminar
Fallanalyse

Donnerstag 22.09.2011, 10:00 - 18:00 Uhr
Freitag 23.09.2011, 09:00 - 18:00 Uhr
Samstag 24.09.2011, 09:00 - 13:00 Uhr

In Kooperation mit dem

Aktionsbiindnis Patientensicherheit

Friedrichstrabie 16 = 10069 Badin * www.asrztekammerbedin.de

>

>

Patient safety and concepts on safety
Mistake development: models and analysis methods
Human Factors:
- Team and leadership
- Organisation environment and safety culture
- Incident management and prevention
- Conditions for incident analysis
Applied process analysis
Models and methods

Communicating analytic results

Communicating with patients and their families about
incidents and analytic results

Implementation of analytic results

ARITEKAMMER
BERLIN

e

AKTIONSBUNDNIS

PATIENTENSICHERHEIT

9. September 2011

Dr. med. Glinther Jonitz



Netzwerk CIRSmedical.de

TS medical® [T ——. -
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Krankenhaus-CIRS-Netz Deutschland
AZQ, APS, DKG, DPR

Offener Zugang fiir alle im Gesundheitswesen titigen ArztelArztinnen, /—f -
Pflegende, usw. Deutscher Pflegerat e.V.
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und Heb
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CI RS‘N ETWORK GERMANY, www.cirsmedical.de
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www.cirsmedical.de

Round about 2450 reports

(in all groups, without excluding double reports)

Report groups:

» CIRSmedical.de

> CIRS-AINS/ Anaesthesiology: 60 hospitals
> Report Network Berlin: 20 hospitals

> Report Network Munich: 5 hospitals

Other report groups: 11 hospitals

9 further groups for different health care institutions

9. September 2011 Dr. med. Giinther Jonitz
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Simulation Training to enhance B
patient safety
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L eyl Marcus Rall
TUPASS
— Centre for Patient Safety and
Simulation Tubingen
since 10 years

Department of Anaesthesiology
and Intensive Care Medicine

University of Tubingen, Germany

9. September 2011 12




Simulation Training
,,Vldeo assisted Debrleflng
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The Heart and Debriefing can
Soul of Sim- ,make or break"“
Training the sim session

Marcus Rall
TUPASS

Centre for Patient Safety
and Simulation Tubingen
Department of
Anaesthesiology and
Intensive Care Medicine | http://www.tupass.de/
University of Tubingen,

Germany
9. September—or Dr. med. Giinther Jonitz 13




Education and training for Patient Safety
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» Knowledge (O
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> Skills

> Behaviour/ attitude!!

= ‘Getting to the heart of the doctors.”

Colin Feek, MinHealthNZ, 2006

9. September 2011 Dr. med. Giinther Jonitz 14



Key factors

Safety and Learning Culture: n

SBONDNIS
SICHERHEIT

Reflective practice at
the system and at the individual level

» ,Learning“ system

» Responsibility

» Cooperation

» Value based leadership

9. September 2011 Dr. med. Giinther Jonitz 15
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German Coalition of Patient Safety
= Working Group ,Education and Training®

present activity:

Draft version of a ,Curriculum Patient Safety”

=> all health care professions
= practical orientation!

...work in progress...

9. September 2011 Dr. med. Giinther Jonitz
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b Dzickuje bardzo! ke

THANK YOU!

d.jonitz@aekb.de
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yAviation meets Medicine”
Airport Hannover
Dr. sc. mil. Goepfert, Dr. med. Rall




