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Quality is critical in health care because it could minimize risks, maximize the source to prevent
waste of medical resources, and ensure that everyone can get equal health care regardless of their
characteristics (World Health Organization, n.d.). However, not every physician would focus on
the improvement of quality. They usually focus more on the treatment and techniques instead. In
Taiwan, the organization Joint Commission of Taiwan (JCT) promotes patient safety and develops
the quality measurement tool to estimate the hospitals' quality and boost the healthcare system's
improvement. In the quality improvement department of JCT, multiple groups are responsible for
different quality improvement tasks. I was honored to have an opportunity to study at JCT and
learned about patient safety. During the internship, what I had learned in the quality improvement
department can be briefly divided into four parts, indicators, share decision making, patient safety,
and National Healthcare Quality Award.
Indicators
The indicators in JCT include the Taiwan Clinical Performance Indicator (TCPI) and Pay for
Performance (P4P). Several indicators are held by different organizations, such as the Introduction
of Taiwan Healthcare Indicator Series (THIS) and TCHA in Taiwan, and TCPI is much more
delicate. TCPI is a self-run program in JCT. Since there is no competition or awards, TCPI is
usually used to self-improve and determine the system's problem. All medical centers in Taiwan
joined; however, only a few district hospitals joined this program. And the reasons could be the
price of joining it is high to the hospital, lack of beds, lack of human resources, or the hospital's
decision. The TCPI group is also trying to promote the program to the regional and district hospital
to join the program.
Pay for Performance (P4P) is also an indicator that monitors healthcare quality. The difference to
TCPI is that there are rewards for hospitals that are willing to participate. During 2013-2014, the
program paid for "reporting," during 2015-2016, the program paid for "participating," and during
2017-2019, the program paid for "quality." Pay for Performance is a unique characteristic in that
the medical centers are the leaders, and they search for several regional hospitals or district
hospitals as their group members. One medical center usually has to help 15-18 hospitals. And the
medical centers will teach the regional and district hospitals to help them collect the data and report
the indicators. 2019 is the last year of the pay for performance program in Taiwan. And I asked
one of the JCT colleagues for advantages and the challenges of P4P.
On the one hand, they found out that the medical centers teaching the regional and distinct hospitals
is useful and efficient. JCT expects to use the same way to the other future programs to improve
healthcare quality. On the other hand, they discovered that some hospitals don't want to participate
in this program. The reason they joined the program could be the president of the hospital's teacher
is in the medical center. And their teachers ask them to join. The problem here is that some
hospitals join only for the medical center but do not want to participate in it. Thus, their
participation is more like a form instead of essentially participating.

Shared Decision Making
Shared Decision Making (SDM) aims to promote optimal patient care by considering the patient's
preference and value to choose the best treatment for them. People used to rely on doctor’s
opinions and would want the doctors to decide the treatment for us. However, there could be two
or more reasonable choices for treatment. And patient preferences could lead to a specific
treatment. Thus, according to the research, we should allow them to choose and understand each
treatment's advantages and disadvantages. SDM could reduce the decision conflicts and enhance
the risk awareness (Joint Commission of Taiwan, 2019).
According to the effectiveness assessment in 2020, SDM could help patients relieve anxiety and
have a higher probability to make a decision after doing SDM. As a result, SDM can help patients
to make the choice that is suitable for them. Patient Decision Aids (PDAs) are used to help the
patient understand the disease and possible treatments. PDAs can be paper with words and pictures
or short videos. However, some problems need to be solved. First, the physician's participation
rate is not high because they are too busy to explain to the patients and their families. We could
improve it by giving the doctors empirical and giving rewards by participating in it. Second, PDAs
have too many words and academic terms that the patients do not have the sufferance to read. We
could put more pictures to help to explain. Third, people thought that SDM takes too much time
and thought it is a waste of time; it is easy for patients to get impatient. To solve this problem,
doctors should establish a reliable relationship with the patient to promote patient participation in
SDM. Overall, the essential part of SDM is proper communication and the respect of patients. I
am glad to have an opportunity to see the PDAs. To me, they are all easy to understand and
Choosing wisely is the other concept that was introduced in the internship. It is not yet widespread
in Taiwan. The purpose of Choosing Wisely is to reduce medical expenses and reduce unnecessary
treatments and examinations. I am expecting to see the choosing wisely campaign to establish in
the future in Taiwan.
Patient Safety
Patient safety is the part that I want to understand the most before the internship. In Taiwan, the
Taiwan Patient-safety Reporting system (TPR) is the system to report and collect data and make
the community learn from the mistake to enhance medical quality. TPR is voluntary, with no
penalties, and a confidential system that everyone, including hospitals, clinics, and even patients,
can report the incidents without worrying whether people will know where the incident happened.
Thirteen categories can be reported to the TPR system and were reported by the three channels,
including website, software, and database reporting. It is interesting to know that “near miss” can
also be reported to the system because every little mistake can lead to a more significant incident.
Thus, we should take every small mistake seriously and report it, although the errors were fixed
immediately. According to the report from the JCT, we could discover that there are more and
more near-miss incidents being reported since 2015. The reporting culture has established that
more and more people are willing to report the incidents and help the whole medical system
improve. However, we also have to note that the reports’ quantity does not correspond to the
hospital’s quality. The critical thing is to learn from mistakes and improve the system. And the
root cause analysis (RCA) could help to discover the problems.

To determine if an incident is suitable for RCA, we can use the severity assessment code (SAC)
matrix and incident decision tree (IDT). The SAC matrix can divide the incident into four levels
(level one to level four), level one corresponds to the severe incident, and level four corresponds
to the light incident. The incidents level that is classified as one and two are recommended to do
RCA. For IDT, it includes four tests, the deliberate test, the incapacity test, the foresight test, and
the substitution test. The purpose of RCA is to discover why an incident occurred and should not
be focusing on blaming a person for responsibility. Discovering the reason could help us prevent
the second mistake and also improve the whole system.
Human error can lead to an unsafe act and bring about the incident. However, we prefer to use
human “failure” instead of human “error” because we expect to solve the problem but not blame
a person. Human failure can be divided into unintended actions and intended actions. What we
need to do after an incident is to understand what kind of failure resulted in the incident then come
up with solutions. According to the hierarchy of effectiveness, person-oriented solutions are
weakly effective and the system-oriented are highly effective. Thus, the system-oriented solutions
are the better solutions we are looking for. I believe that the person-oriented solutions could only
prevent the incident from happening in the short term, but it is easy to happen again in the future
due to the staff turnover. However, system-oriented solutions could prevent the problem from
happening for a longer period. Since people usually use person-oriented solutions to solve
problems in their daily lives and it's also easier to do, system-oriented solutions still need to be
promoted. And I think the concept of system-oriented solutions could also apply to our daily life.
Besides collecting data and learning from mistakes, TPR can also determine Taiwan's primary
medical system problem. The annual goals for patient safety are usually references from the
reported data. For example, there were many falling incidents being reported in the TPR. JCT
would put “reduce falling” as one of the goals and expectations that every hospital and medical
institute can improve together. Furthermore, World Patient Safety Day is also an activity to
enhance patient safety. The topic of 2020 was “speak up for patient safety.” The hospitals would
participate in the activities. They promoted the topic to the patients and told the patients that it is
important to speak up when they have questions.
To improve patient safety, patient safety culture (PSC) is also essential. An organization's safety
culture can determine the proficiency of the organization's health and safety management (Health
and Safety Commission Advisory Committee on the Safety Nuclear Installations, 1993). Patient
safety culture is crucial because it could influence the care progress and the outcomes (Sallie et al.,
2016). The working climate can affect the safety of the patient. There are seven subcultures in
safety culture, leadership, teamwork, evidence-based, communication learning, just, and patientcentered (Christine et al., 2010). JCT has been carrying out the Patient Safety Culture Survey
(PSCs) for the health care providers since 2009. The surveys include the teamwork climate, safety
climate, job satisfaction, stress recognition, perception of management, and working conditions
(Joint Commission of Taiwan, 2018). JCT will provide the feedback seminars to the participants,
which include the data analysis. Thus, the participants could find the problems and could
understand how to improve in operating the system. During the internship, a colleague shared an
experience that explained the important position’s change, such as the chief, could influence the
patient safety culture. According to the data, we could guess that there might be some change

during a specific period. Thus, the working climate is important in hospitals since it is one of the
factors that is associated with patient safety.
To implement the patient safety culture, Team resource management (TRM) is one of the methods.
Team resource management is developed from Crew resource management from the aviation
industry. The purpose of team resource management is to reduce malpractice and efficiently use
the resources to accomplish patient safety. According to TPR, we could discover that human error
is the highest factor leading to malpractices. And communication is the highest factor of human
error. (Taiwan Patient Safety Net, n.d.). There are four major modules in TRM, communication,
leadership, situation monitoring, and mutual support. I am pleased to participate in a TRM course
in JCT and learn together with some healthcare workers. It is a great experience. Overall, team
resource management is a tool to enhance quality and improve patient safety to a team and will
like to learn more about it in the future.
National Healthcare Quality Award
Health Quality Improvement Campaign (HQIC) is a competition that encourages healthcare
organizations or teams to improve quality since 2008. In 2020, the Health Quality Improvement
Award was renamed to the National Healthcare Quality Award (NHQA). There are five major
groups in this award, including quality improvement projects, quality improvement systems,
evidence-based medicine (EBM), high fidelity simulation, and smart health care (Joint
Commission of Taiwan, 2018). It is interesting to see the reports from the winners of 2020. And
realized that there are so many people and hospitals are working to make our medical environment
better.
Conclusion
In sum, quality improvement is important in the medical system. Quality improvement of medicine
may not be emphasized in school, but I believe it is important to learn about it. The indicators give
me a glance at the content of medical quality. Shared Decision Making is a new concept for me. I
did not know about it and thought the physicians usually decide for patients before coming to JCT.
By reading some of the PDAs, I understood how SDM works and how hospitals are working hard
to improve the quality of health care. Patient-centered is the main idea in SDM. And I expect that
SDM will keep improving that more and more people are willing to participate in it when they
need to make a decision.
There were a lot of things to learn in patient safety. Different from indicators and shared decision
making, what I learned in patient safety is more about the methods which can find out the problems
and analyze them. The main takeaway to me about patient safety is the difference between system
and individual. In the traditional concept, we usually blame a person for a mistake, but we seldom
think about the systematic problem that could not prevent the person from making a mistake. This
is a new concept to me, and I believe that we could apply it in other fields and also our daily life.
I have a better understanding of the medical system and how people are working hard to improve
quality in order to enhance patient safety after the internship. I think the internship opportunities
somehow changed my way of thinking when I read the news of medical dispute. The learning in
JCT gives me the opportunity to see the different aspects of the medical system participate in
classes, and broadened my horizons.

Thanks for the CEO and the Director of the quality improvement department since they provided
me information and solved my problems. Also, thanks for all the colleagues in the quality
improvement department for teaching me and answering all of my questions.
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