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Project Organization Interreg 4 A-Project 

    Lead Partner:  

University of Applied 
Sciences Flensburg 

Center for 
Kvalitet  

German 
hospitals 

Klinikum 
Nordfriesland   

Malteser  
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Universitet 

further partners: 

Patientenombudsverein SH e.V. 
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Status quo in Germany: Deficits 

 

 no single point of contact for injured patients 
 

 no single, centralized counseling for both parties 
 

 no data consolidation 
 

 Patients generally do not contact networks of health professions. 
 

 commercial, state-funded institutions, and a vast number of private 

networks 
 

 



Status quo in Denmark: national data 

base 

 central national reporting system for patients and in the health sector 

employed people  

 collection of adverse events and near misses 

 statutory obligation to report for physicians and nurses 

 optimize processes in terms of quality 
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Objectives of the Project  

  comparison between Denmark and Germany in terms of patient  safety  
 

 benchmarking of relevant parameters between the hospitals   
 

 development of new strategies to improve patient safety   
 

 measuring sustainable development and control facilities  

     to ensure patient safety  
 

 reduction of preventable adverse events (and costs!)  
 

 increase the attractiveness of health facilities   
 

 strengthening of bilateral exchanges on patient safety  (communication 

platform)  
 

 mutual understanding about the other system 



 establishing a Critical Incident Reporting System (based on the Danish 

System) in the German project-hospitals 
 

 transnational exchanges of experiences on the prevention of falls in 

hospitals 
 

 introduction of Global Trigger Tool as an active measurement tool in 

patient safety in Germany and Denmark 
 

 Cross border security audits in the hospitals to learn from each other 
 

 create a common knowledge base for the mutual exchange of views on 

improving patient safety 

Current Activities 
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What is a critical incident? 

 a near miss/potential event 

 unexpected risk for the patient 

 critical situation: „We barely made it!“ 

 

What is not a critical incident? 

 liabilty case 

 willful act 

 denunciation 

 situations, which lead to a financial disadvantage, but is not a risk 

for the patient  

 e.g. waste/mistakes in DRG-coding 

 

Critical Incident Reporting System 

(CIRS) 



The “Swiss cheese” model of accident 

causation by James Reason 

Source: Reason, Carthy, de Leval: Diagnosing “vulnerable system syndrome”: an 

essential prerequisite to effective risk management, in: Quality in Health Care 2001;10(Suppl II):ii21–ii25  
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What is a CIRS? 

 collection of incidents concerning near miss/potential events 
 

 collection of incidents will help you find the weak points in your system 

 take appropriate action 

 eliminate the weak points 
 

 There is a difference to malfunction message-systems! 



General Principles of a CIRS 

 

 learning device for 

continuous use 
 

 voluntariness 
 

 no penalties, no blaming-

culture 
 

 data confidentiality, 

confidentiality of 

information 

 

 

 anonymity 
 

 autonomy 
 

 simple reports 
 

 clear definition of the 

contents of the reports 
 

 analysis by experts 
 

 feedback 



How do incident-reporting systems 

succeed? 

 Objective:  

 make the knowledge of the employees of errors and possible 

improvements in the processes of the hospital available 

 prevention of future near-misses and losses in the future 

 

 Requirements: 

 Feedback to the staff! 

 CIRS as part of the risk / quality management 

 Management Support 

 Dealing with errors: Actions! 

 Benefits must be clear: the importance of communication and 

simple input of information 

 sufficient resources 

 



CIRS in our project 

 implementation of a Critical Incident Reporting Systems by The Patient 

Safety Company / medilox in the participating German hospitals  

 direct feedback to the reporter is possible 

 data entry through branching 

 causes and process analysis 

 Prevention Recovery Information System for Monitoring and 

Analysis (PRISMA): retrospective analysis 

 Systematic Incident Reconstruction and Evaluation (SIRE): 

retrospective analysis 

 Healthcare Failure Mode Effect Analysis (HFMEA): prospective 

analysis 

 

 action management 



Data Entry through Branching  

Incident typ 

 

    Medication 

    Treatment 

    Diagnosis 

    … 

Which medication? ____________ 

What happened? 

   improperly stored 

   wrong order 

   no delivery 

   … 

What kind of treatment? 

   laboratory 

   X-ray 

   … 

What happened? 

   contraindication 

   wrong patient 

   … 

Subform Treatment 

18 



Incident Management System 

 



Quality Improvent Module 

 



HFMEA 

Maßnahmenmanagement 

SIRE  PRISMA  

Incident Management System 

CIRS 
Beschwerden 

Umfragen 

Quelle: The Patient Safety Company 
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The IHI Global Trigger Tool 

 tool for measuring the rate of adverse events over time 

 retrospective review of a random sample of patient records using 

triggers (or clues) to identify possible adverse events 

 

 http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/Transla

tedVersionsIHIGlobalTriggerTool.htm 

 

 six Modules:  

1. General Care (G1 bis G15) 

2. Medication (M1 bis M12) 

3. Surgery (K1 bis K16) 

4. Intensive Care (I1 bis I4) 

5. Perinatal (P1 bis P6) 

6. Emergency Unit (A1 bis A2) 
 

 

 

http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/TranslatedVersionsIHIGlobalTriggerTool.htm
http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/TranslatedVersionsIHIGlobalTriggerTool.htm


Data collection sheet: hospital 
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Flow Chart for IHI GTT Methodology 



AE rate per 1000 pt days = 7.2 (1 AEs per 139 pt days); 3 mth rolling =9.3 ;  2007 YTD Avg = 21.6; 2007 Goal = 25; ALOS = 6.95 days; 20 charts reviewed 

ICU stay = 6 

Surgery =8 

OB = 2 

ER = 8 

Death = 0 

1 AE identified in 1 patient – 20 patients reviewed (5%) 

AEs per 100 admissions = 5 

Summary of AEs: patient was exubated x 24 hrs - required reintubation secondary to collapsed lung 

 

IHI Global Trigger Tool 

Adverse Event rate per 1000 patient days
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Why use a trigger-tool? 

 Traditional reporting of errors, incidents, or events does not reliably 
occur in the best of organizations. 

 

 Probably only 10-20% of all adverse events, near misses and risks are 
reported.  

 

 In 90-95% errors does not lead to harm. 

 

 Voluntary methods underestimate events and concentrate on what is 
interpreted as being preventable. 

 

 Trigger tool identifies adverse events without using complex 
technology. 

 

 The results can be used for systematic measurement of safety.  
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Knowledge Base 

 Building a common knowledge base at the Flensburg University of 

Applied Sciences 
 

– common learning platform 
 

– reporting and analysis of the reports from CIRS, IHI Global Trigger 

Tool, and falls 
 

– regular reports to the project partners 
 

– exchange on successful actions  
 

– quick alerts 
 

 

 



Reporting Reporting 

Center for 

Kvalitet 

Data base and reporting 
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The Safety Journey: a long-term strategy 

adverse event reporting 
adverse events, claims, insurance 

FEAR  

improved safety culture 

proactive risk analysis 

process mapping  

technology 
 

standardisation 
 

patient involvement 

no harm to 

any patient 

management commitment 

dialogue 

believe in 

a ”normative” level of 

harm and failure  

reactive approach 

proactive approach 

safety rounds 



Strengthening Patient Safety between 

Denmark and Germany 

www.patientsafety-interreg.com 
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