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The U.S. Institute of Medicine

• Each year, around 44,000~98,000

people die as a result of 

preventable medical errors

• The 8th leading cause of death in 

1999

• About $170-290 billion / year

• Conclusion ：
1999—To Err is Human

 Patient safety is a big problem

 It usually is not the fault of healthcare providers

 Most incidents are due to system failure



How about Taiwan

• Year 2002
Beicheng Hospital Incident

Love First Clinic  Incident

An iceberg uncovered

The medical malpractice

that has been exposed is 

only the tip of the iceberg



Create the Patient Safety System
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committee



The Patient Safety Committee
Ministry of Health 

It was established on 2003/8/17.



Patient Safety Goal in 2003

•Action plans
•Definition of “patient safety” 
related terms

•Patient safety education

•Planning and set up the 
notification system
• Not using punishment as a means

•Start with patient identification



Patient Identification

• Active Identification

• Repeat check



A View from the Top on Patient Safety

• The Annual Patient Safety Goals
• From 2004 to 2019, the annual goals from 5 

items to be 8 items

• Taiwan Patient safety Reporting 
system, TPR

• Patient Safety Awareness Week

• Shaping a new culture of doctor-patient
relationship 
• Team Resource Management, TRM

• Shared Decision Making, SDM



The Annual Patient Safety Goals, 2018-2019

Goal Item

1 Improve the efficiency of staff communication

2 Implement the management of patient safety events

3 Improve surgical safety

4 Prevent patient fall and reduce falling injury

5 Improve medication safety

6 Implementation of infection control

7 Improve inpatient tubing safety

8
Encourage patients and their families
to participate in patient safety work



Taiwan Patient-Safety Reporting System

URL：http://www.tpr.org.tw



Patient Safety Awareness Week

• Every third week of October

Year Subject

2017-2019 Doctor-Patient Relationship

2015-2016 Medication Safety

2013-2014 Prevent falling

2011-2012 Surgical Safety

2009-2010 Doctor-Patient Partnership

2007-2008 Hand Hygiene

2005-2006 Medication Safety

2004 Patient Safety Concept



From Patient Safety to 
Prevention Quality Enhancement

• High Quality of Vascular 
Access Care For 
Hemodialysis Patients in 
SKH

• Vascular Access is vital 
to Hemodialysis Patients



Early Detection, Early Intervention 

• VA surveillance cover the shortage 
of VA monitoring 

• Choose the best VA surveillance 
method for early detection of VA 
stenosis and early intervention 

Level of VA surveillance

Better

Poor

•VA access flow

•Static venous pressure

•Dynamic Venous 

pressure

•Recirculation

Goals of VA monitoring and surveillance

1
Early detection and early intervention of 
VA stenosis to prolong VA survival

2 Avoid severe thrombosis of VA

3 Decrease newly VA creation

4 Decrease unnecessary PTA



Multi-disciplinary Team

• Based on VA management center to integrate 
and make a clear plan 

Cardiac 
Surgery

Peripheral

Vascular

Nursing

Referral 
Center

HD 
Clinics

VA 

Manage

ment 

Center 

Nephrology

Technology



Well-designed VA Surveillance Flow Chart

VA surveillance trimonthly

Critical access flow：
AVG：<600 mL/min

AVF：<500 mL/min

Flow reduction by 25% and less 1000mL/min

Borderline access flow

AVF: 500-700 mL/min

AVG: 600-800 mL/min

Normal Access flow >1800 

mL/min

Fistulography

Abnormal（95% case）

Tx

1 week post treatment access flow

Access flow > 300-400 mL/min

Access flow > 1 L/min

Access flow return to baseline

Treatment quality control

Normal

Normal

VA sonography

Abnormal

Steal syndrome or Heart 

failure

Endovascular intervention or surgery

Abnormal



Outcome

• Establish a VA problem 
Transfer note  

• VA outcome in SKH：very very low 
events of thrombosis, perm-cath
insertion and nearly 0 newly AVF 
and AVG creation



Strategy and Education

• Needle puncture technique 

• Rope-ladder or 
button-hole puncture 
technique instead of 
area puncture to 
avoid one-site-it 

Rope-ladder Button-hole



Suitable Software and Hardware Devices

• Enough space for dialysis patient to treat

• High quality instruments and equipments

• Well-training vascular interventions



Honor and Certification of VA in SKH

• 2018 SNQ：
Vascular Access Surveillance-
based Full Care of Lifeline of 
Hemodialysis Patients

• 2019 Disease-Specific 
Care Certification of 
nephrology



Quality Certification

Hospital 
Certification

HQIC
Disease

Certification
SNQ



The Patient Safety in the Future



Joy in Work~
restoring joy to the health care workforce

Happy 

Companies



“AI-assisted” Patient Safety

• AI assisted healthcare

• AI medical devices for AI

• AI-enabled services: 
distributed automated real-
time analysis of medical 
images

Professor H. T. Kung 

Harvard John A. Paulson School of Engineering and 

Applied Sciences

Principal to Taiwan AI Academy

BI

Business Intelligence

AI

Artificial intelligence 

CI

Clinical Intelligence



Knowing is not enough ; 

we must apply.

Willing is not enough;

we must do.
─Von Goethe ─




