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Improvement Taiwan Patient-safety Reporting system
Incidents through Walkrounds Awareness and
Willingness
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Quality management Department, Taipel Medical University Hospital, Taipel, Taiwan

INTRODUCTION

Introduced in December 2003 by the Ministry of Health and Welfare (MOHW), the Taiwan Patient-safety Reporting
System (TPR) serves as a nationwide incident reporting system. It encourages healthcare professionals to
anonymously, voluntarily, and confidentially report patient safety incidents, with a focus on collective learning and
without assigning blame. The primary objective is to promote learning across diverse healthcare institutions by
sharing information about patient safety events, enabling healthcare professionals to self-identify errors, and
establishing mechanisms for error prevention to mitigate the recurrence of similar incidents.

he practice of "Walkrounds" has been established in the United States and the United Kingdom for several years.
Our Institution adopted this approach in 2021 to enhance communication between hospital leadership and staff
across various units. This initiative aims to convey the hospital's philosophy, listen to the perspectives of frontline
staff, and cultivate a sense of value and importance among the staff through two-way communication.

The aim of this event Is to emphasize the
significance of reporting patient safety incidents
through Walkrounds and to raise awareness
about the patient safety reporting system. The
objective Is to boost medical personnel’
willingness to report patient safety.

METHOD

« [Selection Criteria] Two wards of a hospital with the highest and lowest number of patient safety incident reports from January to August 2023, and eleven
. medical service units, totaling fifteen units. ~\
« [Event Period])] October 20, 2023 - November 23, 2023

« [Participants] Ward/Unit Directors, Head Nurses, Ward/Unit Staff, Medical Personnel of the Ward (such as dietitians, laboratory technicians, etc.)
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RESULTS

Through the pre-test questionnaire survey conducted as part of the Walkrounds (n=136), it was found that nearly half of the colleagues are unclear about hospital policies.

For example 1. the provision of a 100 NT dollar reporting reward if a reported patient safety incident is substantiated, and 2. Reporting patient safety incidents is done
anonymously.

The top three factors influencing colleagues' willingness to report patient safety incidents include the hospital's ability to handle reported incidents effectively, followed by l
supervisors' supportive attitudes towards reporting such incidents, with the severity of the incident ranking third. )

Throughout the Walkrounds, conducted in 15 units, it was observed that some colleagues were unclear about the reporting process for patient safety incidents, which
iIndirectly impacted their willingness to report.

Following the conclusion of the event, we collected feedback through a questionnaire to evaluate medical personnel' awareness of hospital policies. It was observed that
awareness among colleagues regarding the provision of a 100 NT dollar reporting reward if a reported incident is substantiated increased from 60.3% to 86.9%.
Additionally, awareness among unit colleagues regarding the "anonymous" nature of reporting patient safety incidents increased from 47.8% to 78.7%.

CONTACT INFORMATION

This event not only aims to improve the "Taiwan Patient-safety Reporting System (TPR)" but also sheds light on
approximately 46 issues related to healthcare quality and patient safety, with 21 issues among them that pertain to
the entire institution.

Pin-Jung, LU
Engage In direct conversations with medical personnel through hospital leadership. Administrative Officer
| | | | | | Taipel Medical University Hospital
It allows medical personnel to perceive the genuine concern of hospital leadership, empowering them to openly EMAIL : 225178@h.tmu.edu.tw

express difficulties and problems.

This not only recognizes that medical personnel have a channel to voice the current situation but also provides
hospital leadership with insights into the challenges of clinical operations.

Through the influence of leadership, improvements can be implemented to address issues and enhance healthcare
quality.




