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Forschungsgruppe Digital Health
Ein Steckbrief

Beforschen, entwickeln und testen innovativer 

digitaler Gesundheitsanwendungen und 

ihrer Integration in die Informationssystem-

landschaft zur Verbesserung der 

Gesundheitsversorgung.

Streben nach Kontinuität

interorganisationaler Versorgungs-

prozesse, aktiver Patientenbeteiligung, 

qualitätsorientierter Versorgungsmodelle sowie 

Interoperabilität in der Versorgungspraxis.
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Themen

WAS?
Patientenpfade in 

integrierten 
Versorgungsnetzwerken

WARUM? 
Patientenpfade als 
Qualitätsinstrument

WIE?
Entwicklung von 
Patientenpfaden

1

2

3

WIE? 
Implementierung und 
Evaluation von 
Patientenpfaden

Patienten-
pfade

4
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Patientenpfade?
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A patient pathway 
is an evidence-based tool that 

supports the planning and 
management of the care process 

of individual patients within a 
group of similar patients with 

complex, long-term conditions. It 
details the phases of care, 

guiding the whole journey a 
patient takes by defining goals 
and milestones and supports 

mutual decision-making by the 
patient and his/her 

multidisciplinary care team 
collaborating in a comprehensive 

network of care providers.

Patientenpfade!

Komplexe, langfristige/ 
chronische Erkrankungen

Evidenzbasierte und 
expertenbasierte

Entwicklung

Medizinische, funktionale 
und patientenindividuelle 

Ziele

Festlegung von Kernelementen der Versorgung in einem  
Versorgungsnetzwerk (insb. Aufgaben, Entscheidungen, 

Abfolge, Varianten, Meilensteine, Ereignisse)

Interdisziplinäres, 
intersektorales 

Versorgungsteam

Patienteninformation, 
Dokumentation, Prozessevaluation, 

-einhaltung und -steuerung
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Patientenpfade als Qualitätsinstrument

Standardisierung und Optimierung 
der Versorgungsprozesse

Ressourceneffizienz und 
Transparenz

Fehlerreduktion und kontinuierliche 
Qualitätsverbesserung

Förderung interdisziplinärer 
Zusammenarbeit und 
Patientenzentrierung

Implementierung von 
Leitlinienempfehlungen 

Verbesserung der 
Behandlungsqualität und 
Patientensicherheit
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Patientenpfade ja! Aber wie?
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Patientenpfade ja! Aber wie?

Projektinitiierung und -planung

• Bedarfe und Potentiale analysieren

• Zieldefinition und Projektplanung

• Zusammensetzung des Projektteams 
(notwendige Rollen besetzen)

• Aufklärung und Sensibilisierung über Barrieren 
und Erfolgsfaktoren der Pfadentwicklung und -
implementierung

Schmerzambulanzen, Sozialdienste, 
Anschlussheilbehandlungen, 
Sportprogramme, Studien, SAPV, 
Organisatorisches (z.B. 
Schwerbehindertenausweis, Berentung), 
Sanitätshäuser, Selbsthilfegruppen, 
Beratungsstellen, uvm.

Supportive 
Therapie von 

Anfang an

Informationen zu 
administrativen 
Aufgaben im 

Versorgungsprozes
s 

Psychologische 
Unterstützung für 
Patienten und ihre 
Familien bei der 
Mitteilung der 

Diagnose

Einhaltung 
nationaler/ 

internationaler 
Leitlinienempfehlun

gen
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Patientenpfade ja! Aber wie?

Entwicklung eines Patientenpfades

• Bestandsaufnahme 

• Aktuelles Versorgungsgeschehen aus Versorger-
und Patientenperspektive

• Verfügbare Evidenz

• Existierende Patientenpfade und Pfadvorlagen

• Grundlegende Entscheidungen

• Patientenpopulation

• Ein- und Ausschlusskriterien

• Geltungsbereich des Pfades

• Darstellungsform und Werkzeuge

• Iterative Erarbeitung und Gestaltung des Pfades

• Testen des Pfades

• Überarbeitung, Freigabe und Kommunikation
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Patientenpfade ja! Aber wie?
Patientenpfadvorlagen

“Blueprints” für eine 

einheitlich hohes 

Qualitätsniveau der 

Versorgung in 

Europäischen 

Krebsversorgungsnetzwerk

en

Vision

Pfadvorlagen für Patient:innen

mit Pankreaskarzinom, 

kolorektalem Karzinom und 

Lungenkarzinom mit 

Anpassungshinweisen für 

nationale, regionale und lokale 

Spezifika

Zielstellung
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Patientenpfade ja! Aber wie?
Patientenpfadvorlagen

Pfadvorlagen für Patient:innen

mit Pankreaskarzinom, 

kolorektalem Karzinom und 

Lungenkarzinom mit 

Anpassungshinweisen für 

nationale, regionale und lokale 

Spezifika

Zielstellung

“Blueprints” für eine 

einheitlich hohes 

Qualitätsniveau der 

Versorgung in 

Europäischen 

Krebsversorgungsnetzwerk

en

Vision

4,0

3,7

4,3

3,9

3,7

3,7

4,1

3,8

4,4

4,6

4,1

4,2

3,7

3,9

4,6

4,3

0,0 0,5 1,0 1,5 2,0 2,5 3,0 3,5 4,0 4,5 5,0

16. increase comprehension of the PP care process

15. improve acceptance of PPs in general

14. contribute to internal dissemination of relevant knowledge

13. foster the establishment of interorganisational coordination

12. help to overcome communication barriers within CCCNs

11. increase efficiency of affected care processes

10. increase the quality of PPs implemented in CCCNs

9. improve benchmarking of CCCNs for the same patient populations

8. increase reusability of PPs

7. improve evidence-based practice

6. simplify PP development for CCCNs

5. shorten the PP development time for CCCNs

4. decrease the costs of PP development for CCCNs

3. reduce the risks and difficulties of PP development for CCCNs

2. create a uniformly high level of quality care

1. improve the quality of care in CCCNs

The template-based patient pathway approach will...
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Patientenpfade ja! Aber wie?
Darstellungsform und Werkzeugwahl

Flowchart

ARIS EPK

BPMN4CP
CPMOD*

DSML4CP*

domänen-
spezifisch

BPMNSIX

universell

*Forschungsarbeit, kein Produktstatus

Werkzeuge

Adäquanz

• Patientenpfade als Prozessmodelle

• Domänenspezifische Elemente:
• Verschiedene Aktivitätstypen 
• Evidenzanzeiger
• Variable Pfadsequenzen
• Qualitätsindikatoren
• Wartezeiten (max/min)
• Ziele und Meilensteine der Versorgung
• Patienteneinbeziehung
• Patient Engagement Elemente

• Abwägung zwischen domänen-spezifischer 
Pfadmodellierungssprache und 
universeller Prozessmodellierungssprache

• Entscheidung für Modellierungswerkzeug
• Verwendungszweck
• Verfügbarkeit
• Sprachumfang
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Patientenpfade ja! Aber wie?
Darstellungsform und Werkzeugwahl

Domänenspezifische 
Business Model and 
Notation (BPMN) 
Erweiterung und 
Patientenpfad 
Repository



18. Krankenhaus-Qualitätstag NRW

Duisburg, 11. Juni 2024
Folie 15

Patientenpfade ja! Aber wie?
Iterative Pfadentwicklung

End-of-life care

Treatment planning

Treatment

CCCN Entry

RehabilitationFollow-up

Supportive care

Diagnosis

End of CCCN care

organise patient life
during follow-up

patient consultation
after diagnosis

staging diagnostics

information processing
and discussion (patient)

follow-up planning

end of follow-up
consultation

palliation

end-of-life care

referral to other
discipline

shared
decision-making

adjuvant
chemotherapy

follow-up care,
surveillance

surgery

patient consultation

pre-therapeutic
MDT meeting

neoadjuvant
radio(chemo)therapy

other therapy

post-operative/ mid-/
post-therapeutic MDT

meeting

supportive care

preparation of MDT
meeting

rehabilitation

organisation of patient
life during treatment

histological
confirmation

Modell: CRC Patient Pathway Template/Landkarte/CRC_Prozesslandkarte

Stand: Mittwoch, 15. Juli 2020

Bearbeiter: 
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Patient inclusion 

criteria 

Patients with CRC diagnosis 

Responsible/ 

involved CCCN 

unit(s) 

 tbd 

Necessary 

resources 

Depending on the diagnostic procedure, tbd 

Phase inputs Staging strategy 

Process Medical:  

 Staging of CRC (GGDO Evidenced-based Guideline for Colorectal Cancer, 

p. 107, table 10): 

Examination 
Colon Ca Rectal Ca 

Complete colonoscopy 
X 

X 

CEA 
X 

X 

Abdominal ultrasound 
X 

X 

Chest x-ray 
X 

X 

Rigid rectoscopy 
 

X 

Pelvis MRT (CT) with statement on 

distance between tumour and 

mesorectal fascia 

 
X 

Rectal endosonography for localized 

tumors 

 
X 

 
Further diagnostics, if appropriate: 

 Laboratory tests (small blood count, kidney and liver values, coagulation 

level) 

 Complete colonoscopy (pre-surgical or within 3 to 6 months post-surgery 

or intra-operatively)  

 Scintigraphy 

 Urological examination 

 Gynaecological examination  

 Other x-ray examinations 

 PET-CT 

Administrative: maintain records for documentation 

Timeframes Tests/diagnostic procedures are to be undertaken within 1 week after 1st 

consultation (Standard for CRC CCCNs sec 2.1.4).  

Phase outputs Conclusive diagnosis achieved (diagnostic report) 

Clinical cancer stage 
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Measures/ 
evaluation 
criteria 

Diagnostic: Preoperative abdominal and pelvic CT (task 3 QI) 

Diagnostic: Information on distance to mesorectal fascia in the diagnostic report 

(GL QI 5): 4,505/5,251 (85,79%) (task 3 QI) 
Adaptation 
notes Timeframe for MRI could and probably will be longer than 1 week 

If good clinical practice is different or access to diagnostic technologies is 

limited, a referral to other units outside the CCCN (cooperation partners) is 

needed. 

<Please complete if there are adaptation issues when it comes to implementing 

this sub-process in a CCCN.> References Standard for CCCNs Standard for Colorectal Cancer Care Networks 

GGPO Evidenced-based Guideline for Colorectal Cancer 

Existing Pathways from Pilot Sites (Charité Berlin, LSOC) 

Optimal care pathway for people with colorectal cancer (Cancer Council 

Australia) 

Table 5. Diagnosis: preparation of MDT meeting Phase name Preparation of MDT meeting Patient inclusion criteria 
Patients with conclusive CRC diagnosis (histology and results of staging) 

Responsible/ 
involved CCCN unit(s) 

 Same doctor who held the initial consultation with the patient 

 Oncology nurse 
Necessary 
resources 

- 

Phase inputs Comprehensive diagnostic and staging results 
Process 

Medical:  

 Assessment of completeness of diagnostics 

 Assessment of necessity for a multidisciplinary tumour board based on 

staging results 
o Optional: colon cancer stages I  III  
o Mandatory: colon cancer stage IV  
o Mandatory: rectal cancer  o Mandatory: Patients with recurrences and secondary 

(metachronous) metastases 
Nursing: Adaptation of nursing care plan according to diagnostic results 

Supportive care: Prepare necessary information for patient 

Administrative:  

 Schedule appointment for MDT meeting and invite participants 
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 The main patient and treatment data are to be compiled in writing 

beforehand and made available to the participants at the board (CRC 

standard sec. 1.2.6) 

 A pre-appraisal of suitable study patients is to be undertaken (CRC 

standard sec. 1.2.6) 

Timeframes 
Are there timeframes to be considered? 

Phase outputs 
Comprehensive overview of diagnostics 

Planning of MDT (date, participants)  

Measures/ evaluation criteria 
<tbd: check if there are QIs from Task 3 fitting in here> 

Adaptation notes 
MDT meetings for a greater number of cases (also colon cancer stages I  III) 

before surgery <Please complete if there are adaptation issues when it comes to implementing 

this sub-process in a CCCN.> 

References 
Standard for Colorectal Cancer Care Networks 

Experts workshop 

3.2.3 Treatment planning 

Table 6. Treatment planning: MDT meeting (pre-therapeutic) 

Phase name 
MDT meeting (pre-therapeutic) 

Patient inclusion 
criteria 

Pre-therapeutic MDT meeting for:  

 Colon cancer stage IV patients 

 Rectal cancer patients 

 Patients with recurrences and secondary (metachronous) metastases 

 Optional: colon cancer stages I-III 

Responsible/ 
involved CCCN 

unit(s) For the following specialties participation by specialists in the tumour board 

is mandatory (CRC standard sec. 1.2.2):  

 Visceral surgery 

 Gastro-enterology 

 Radiotherapy 
 Medical oncologist 

 Pathology 
 Radiology 

In the case of organ metastases, a surgeon with the corresponding 

specialisation and specific expertise is to be consulted. 

Depending on the indication, other participants (nursing, palliative medicine, 

psycho-oncology, pharmacists, etc.) are to be invited. 
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Physician presenting the patient needs to know the patient. 

Necessary 

resources 

Suitable technical equipment to use web conference and to present visual 

materials 

Phase inputs 

Compilation of main patient and pre-treatment data (medical history) (CRC 

standard sec. 1.2.6) 

Patient-related images 

Process 

Interdisciplinary decision making 

Recommend treatment for individual patient 

Recommendation for study enrolment 

Adm
inistrative: Doc

ment t mo
r board recommendations in patient s medical 

record (CRC standard sec. 1.2.6) 

Timeframes 

A CRC tumour board is held at least once a week (CCCN standard sec. 1.2.3) 

Phase outputs 
MDT recommendation for treatment for individual patient 

Minutes of the MDT meeting 

Measures/ 

evaluation 

criteria 
MDT: Pre-therape

tic case presentation (GL QI 5), Target al e  95%
 (task 3 

QI) [
 population: colon cancer stage IV, rectal cancer patients; no 

emergencies] 

MDT: Pre-therapeutic case presentation: relapses/metachronous metastases, 

Target al e  95%
 (task 3 QI) 

Adaptation 

notes 

MDT meetings for a greater number of cases (also colon cancer stages I  III) 

before surgery 

<Please complete if there are adaptation issues when it comes to implementing 

this sub-process in a CCCN.> 

References 

Standard for CCCNs 

Standard for Colorectal Cancer Care Networks 

Existing Pathways from Pilot Sites (Charité Berlin, LSOC) 

Experts workshop 

Optimal care pathway for people with colorectal cancer (Cancer Council 

Australia) - OCP 

Table 7. Treatment planning: patient consultation and shared-decision making  

Phase name 

Patient consultation and shared-decision making (after pre-therapeutic MDT) 

Patient inclusion 

criteria 

CRC patients with a MDT treatment recommendation (as applicable) 

Responsible/ 

involved CCCN 

unit(s) 

 
Same doctor who held the initial consultation 

 
Oncology nurse specialist (CCCN standard sec. 1.8.2)  

 
Patient 

Process inputs

(inputs, tr iggers)
Process outputs

(results)

Process 

name & goal

R
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Responsibilit ies & 

Stakeholders

Who?

Targets

How good?

Resources

What & with what?

Process execution 

How?

Suppliers
Customers
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staging

CT scan (lung, 

abdomen)

ERCP/MRCP

endoscopic 

ultrasound and 

biopsy if 

possible

biopsy of 

metastases

additional 

diagnostics, 

e.g. MRT, (PET 

CT*)

Endoscopy 

complications 

(#7a,b)

laparoscopy

cTNM 

classification

if necessary in 

individual case; 

e.g. high 

bilirubin 

(>3xULN), 

surgery not 

possible within 3 

weeks time

locally advanced 

disease OR no 

metastases

metastases

if pretherapeutic 

MDT decision 

requires 

additional 

diagnostics

no confirmation of

pancreatic cancer

additional 

diagnostics 

needed

suspicion for 

peritoneal 

carcinomatosis

individual 

reflection and 

discussions

CCCN 

discharge and 

surveillance OR 

referral to other

tumor center

organise life 

during 

treatment/ end-

of-life care start of follow-up

organise life 

during

follow-up

therapy (curative intent)

neoadjuvant 

chemotherapy

surgery

adjuvant 

chemotherapy 

(depends on 

ECOG)

imaging/

staging

Adjuvant 

chemotherapy 

(#16)

#10-14

histopathol. 

examination and 

reporting/staging

Pathology report 

(#15)

within 12 

weeks

Additional iPAAC 

QIs No. 6, 7
#8, #9

histological confirmation obligatory;

neoadjuvant radiochemotherapy not 

recommended outside studies

expertise of 

pancreas surgeon: 

10 pancreatic 

resections/year

6 months

about 12 weeks

borderline 

resectable

resectable OR 

surgery as 

individual 

treatment trial

after resection of 

pancreatic 

carcinoma stage 

I-III

recommendation 

for palliative care

at least stable

disease

in CT

patient with 

confirmed 

pancreatic cancer

staging strategy

supportive care 

plan

Counselling social

services (#5)

Psycho-

oncological care 

(#4)

supportive care

information 

materials

patient 

consultation

preparation of 

patient 

consultation

histological 

findings (if 

existing)
imaging (if 

existing)

MDT treatment 

recommendation 

for individual 

patient

shared 

decision-making

individual 

treatment and 

nursing care plan

[optional] 

baseline PROM 

assessment 

EORTC QLQ-C30 

and PAN26

information 

materials uniform treatment

template

preparation of 

MDT meeting

diagnostic and 

staging report

pre-therapeutic

MDT meeting

MDT meeting 

minutes

recommendation 

for study 

enrolment

patient 

consultation

 after diagnosis

adapted MDT 

treatment 

recommendation

MDT follow-up 

recommendation

post-operative/-

therapeutic MDT

meeting

national follow-up

guidelines

follow-up 

planning

secondary 

metastases OR 

recurrence

end of 

follow-up 

consultation

necessity for MDT

meeting

end-of-life care

follow-up care, 

surveillance

[optional] 

follow-up PROM 

assessment 

EORTC QLQ-C30 

and PAN26

according to 

follow-up 

timeframes

[optional] rehabilitation

palliative care

Palliative 

chemotherapy 

(#17)

palliative 

chemotherapy

additional 

therapy lines 

including 

immunotherapy

palliative 

radio(chemo)-

therapy

progress control

platinum-based 

first-line chth 

followed by 

PARP-inhibitor 

maintanance 

treatment

duration of treatment according to 

tolerability and treatment goals; 

choice according to ECOG 

performance status, comorbidities, 

and patient preferences

only in case of 

MSI/MMR 

deficiency

induction chemotherapy, if 

stable after 4 months of 

treatment consider 

radiochemotherapy

for BRCA 1/2 

mutation

first-line therapy

first-line therapy

first-line therapy

for locally 

advanced 

carcinoma, no 

metastases

end-of-life care

second-line 

therapy and 

further lines

Patients with new 

recurrence and/or

distant 

metastases (#1b)

Primary cases 

Centre (#1a)

Pretherapeutic 

tumour board (#2)
Post-operative 

tumour board (#3)

Share of study 

patients (#6)
patient with 

highly suspected 

pancreatic cancer

patient should take time to for example: 

discuss with relatives; list all possible

questions about the disease and its 

consequences; have the opportunity to 

talk to experts and peers via the patient

organisation; get better understanding 

by help desk function at hospital or 

patient organisations

referral to other discipline if 

required or discharge to GP;

in case of cystic liason

adaptation note: if nurse 

navigators are 

established in the CCCN, 

then involve in 

consultation and 

additionally offer one-on-

one meeting with patient 

and relatives, explain 

role of nurse navigator 

and offered services, 

explain care options and 

support in case of 

ambivalence and 

uncertainty

participants: patient 

(family, legal 

representative), treating 

doctor, nurse;

tasks: informed 

discussion about 

treatment expectations/ 

preferences and options,

time frames and specific

requirements; re-

assessment of individual

supportive and nursing 

care needs

main patient and treatment 

data are to be compiled in 

writing for the MDT meeting; 

check for eligibility of the 

patient for a clinical trial;

invite MDT participants

mandatory participants: visceral 

surgery, gastro-enterology, 

radiotherapy, medical oncology, 

pathology, radiology, (if applicable: 

nurse navigator);

depending on indication: nursing, 

palliative medicine, psycho-

oncology, pharmacists etc. are to be 

invited in addition to the mandatory 

participants; assess resectability 

and decide on further procedure

e.g. change lifestyle (nutrition, physical activity, 

smoking cessation, alcohol consumption levels 

minimised); develop back-to-work strategies and/or 

rehabilitation; information about future expectations

and how to manage them; contact patient 

organisations for further support

e.g. establish access to electronic health record/data; discuss treatment

and situation with family; appoint caregiver role and discuss needs and 

task division; organise transport to the care units; change plans; get 

organised to manage disease; conduct paperwork (e.g. job, insurance, 

social support); avoid social isolation; contact patient organisations for 

further support

test/ procedures are to be undertaken within 1 week after patient consultation;

adaptation notes: timeframe for MRT and PET CT might be longer than 1 

week; if good clinical practice is different or access to diagnostic technologies 

is limited, a referral to other units outside the CCCN (cooperation partners) is 

needed;

*PET CT is not reimbursed/available in many countries

anamnesis, genetic risk 

assessment, consider BRCA 

testing, physical examination, 

laboratory workup (incl. tumour

markers Ca 19-9);

discuss timeframe for 

diagnosis, explain role of MDT,

provide information, symptom-

oriented therapy

assess all 

patient related 

files available 

and request 

missing 

information

proportion of study 

patients at least 5% 

of primary cases

aim: maintain and improve quality of life; focus: pain management according 

to the WHO pain management scheme, psycho-oncological care, 

supplementary nutrition if necessary, symptomatic therapy (e.g. stent implant)

adaptation note: optional according to

national standards/ conditions

incl. follow-up of 

study patients

adaptation note: if 

survivorship teams are 

established in the CCCN, 

the refer to (e.g. for 

survivorship needs 

assessment)

referral to 

palliative care 

clinic if available

complete staging 

= CT scan, 

endoscopic 

ultrasound 

(additional 

diagnostics to be 

defined in MDT)

additional 

diagnostics 

required

instant decision

no MDT meeting 

necessary 

(continue 

according to 

individual 

treatment plan)

[mandatory: post-

operative MDT]

continue/ change 

treatment

end of treatment

no suspicion OR 

no histological 

confirmation of 

peritoneal 

carcinomatosis

pancreatic cancer 

not confirmed OR 

rare histological 

findings

metastases/ 

locally advanced 

pancreatic 

carcinoma; 

histologically 

confirmed 

peritoneal 

carcinomatosis 

(by laparoscopy)

incomplete 

staging

complete staging

CCCN entry treatment 

planning

treatment | 

palliative care | 

end-of-life care

rehabilitation

supportive care

follow-up end of CCCN carediagnosis and 

staging

Auf-

nahme

Diagnostik Diagnose-

stellung und 

Behandlungs-

planung

Kurative Behandlung

Palliative Behandlung

Supportive Therapie und Rehabilitation

Nach-

sorge

Ent-

las-

sung

Patientenaktivitäten

Verfügbare Patientenpfadvorlagen

• Europäische Pfadvorlagen für Pankreaskarzinom, 
Kolorektales Karzinom und Lungenkarzinom

• Patientenpfad zur S3-Leitlinie Exokrines 
Pankreaskarzinom 

Patientenpfade ja! Aber wie?
Iterative Pfadentwicklung
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4. Patientenpfade ja! Aber wie?

Implementierung und Digitalisierung

• Implementierungsgrad unter verschiedenen 
Fragestellungen und Reifestufen

• Grad der strukturellen Implementierung

• Grad des systematischen Pfadmanagements inkl. 
Umsetzungsunterstützung, Dokumentation, 
Feedbackkultur …

• Grad der systematischen Pfadevaluation

• Grad der Patientenzentrierung, z.B. Einbeziehung 
von Patienten in die Entwicklung, Erhebung von 
patientenbezogenen Outcomes (PROMs), 
Patientenversionen der Pfade, Werkzeuge und 
Methoden des Patient Engagements

• Digitale Pfadsysteme

Digitale, 
pfadbasierte 

Ressourcen- und 
Informationsplatt

-form für 
Patienten

Hintergrund-
informationen zu 
allen Schritten im 

Pfad

Darstellung des 
individuellen, 

geplanten 
Patientenpfades

Verständliche 
Formulierungen 

und Sprache
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4. Patientenpfade ja! Aber wie?

Evaluation von Patientenpfaden

• Systematischer Evaluationsprozess

• Dimensionen der Pfadevaluation

• Klinische und funktionelle Outcomes (z.B. 
leitlinienbasierte Qualitätsindikatoren)

• Patientenzentrierung und Services

• Netzwerk und Team

• Prozesse und Ressourcennutzung

• Wirtschaftlichkeit
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Fazit

Patientenpfade als grundlegendes Instrument …
• zur Vernetzung der Akteure im Gesundheitswesen und als Schlüssel zur Integration.
• zur Steuerung von Effizienz und Qualität der Versorgungsprozesse.
• zur organisationalen Umgestaltung und Digitalisierung der Versorgungsprozesse.
• zur Umsetzung einer patientenzentrierten Gesundheitsversorgung.
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Dr. Peggy Richter
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Vielen Dank für Ihre Aufmerksamkeit!
Patientenpfade als Instrument des Qualitätsmanagements

Welche 
Herausforderungen 

sehen Sie bei der 
Implementierung von 

Patientenpfaden?

Wie nutzen Sie 
Patientenpfade aktuell 

im Rahmen des 
Qualitätsmanagements?


