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ORIGINAL ARTICLE

Comparison of Patient Safety Incident Reporting Systems in
Taiwan, Malaysia, and Indonesia

Inge Dhamanti, PhD,*{} Sandra Leggat, PhD, | Simon Barraclough, PhD, [
Hsun-Hsiang Liao, MS,§ and Nor'dishah Abu Bakar, MD|/

Objectives: Incident reporting is one of the tools used to improve patient
safety that has been widely used in health facilities in many countres. In-
cident reporting systems provide functionality to collect, analyze, and dis-
seminate lessons leamed to the wider community, whether at the hospital or
national level. The aim of this study was to compare the patient safety in-
cident reporting systems of Taiwan, Malaysia, and Indonesia to identify
similarities, differences, and areas for improvement.

Methods: We searched the official Web sites and homepages of the re-
sponsible leading patient safety agencies of the three countries. We reviewed
all publicly available guidelines, regulatory documents, govemment reports
that included policies, guidelines, strategy papers, reports, evaluation pro-
grams, as well as scientific aticles and gray literature related to the incident
reporting system. We used the World Health Organization components of
patient safety reporting system as the guidelines for comparson and ana-
lyzed the documents using descriptive comparative analysis.

Results: Taiwan had the most incidents reported, followed by Malaysia
and Indonesia. Taiwan Patient Safety Reporting (TPR) and the Malaysian
Reporting and Leaming System had similar attributes and followed the
World Health Organization components for incident reporting. We found
differences between the Indonesian system and both of TPR and the Ma-
laysian system. Indonesia did not have an external reporting deadline, anal-
ysis and leaming were conducted at the national level, and there was a lack
of ransparency and public access to data and reports. All systems need to
establish a clear and structured incident reporting evaluation framework if
they are o be successful.

Conclusions: Compared with TPR and Malaysian system, the Indone-
sian patient safety incident reporting system seemed to be ineffective be-
cause it failed to acquire adequate national incident reporting data and
lacked transparency; these deficiencies inhibited learning at the national
level. We suggest further research on the implementation at the hospital
level to see how far national guidelines and policy have been implemented
in each country.

Key Words: patient safety, incident reporting,
WHO components of reporting system, couniry companison

(] Patient Saf 2020;00: 00-00)

P atient safety incident reporting systems are passive forms of
surveillance that depend on health care workers to report rele-
vant incidents.! Such systems serve to collect, analyze, and dis-
seminate lessons learned to the wider community whether at the
hospital or national level. The main purpose of these systems is
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to enable organizations and their staff to learn from past incidents
and prevent similar incidents from recurring.

The various purposes of patient safety incident reporting sys-
tems have been identified in the literature. According to the World
Health Organization (WHO), the purposes of reporting within the
institution are to detect errors and hazards, investigate the root
cause of an underlying problem, and improve the system by reduc-
ing errors from recurring.” Other purposes are to collect patient
safety information from care providers, report errors, detect pre-
ventable adverse events, identify hazards and risks for patients,
formulate and disseminate recommendations for system change
to reduce error rates, and improve patient safety. > Various countries
have started to established their own incident reporting systems. The
WHO has published guidelines for adverse event reporting and
learning systems.”

The aims of this study were to compare the patient safety inci-
dent reporting systems of Taiwan, Malaysia, and Indonesia and to
identify areas for improvement. All countries are Asian country
that have implemented incident reporting system especially for
Taiwan, and the incident reporting system was established at al-
most the same time as the Indonesian system.

METHODS

Search Strategy

We searched the official Web sites and homepages of the re-
sponsible leading agencies or organizations or the patient safety
agencies of the three countries. These included as the Taiwan Joint
Commission, Malaysian Patient Safety Council, and the National
Committee on Patient Safety in Indonesia. We searched all pub-
licly available guidelines, regulatory documents, government re-
ports that included policies, strategy papers, reports, evaluation
programs, as well as scientific articles and gray literature related
to the incident reporting system relating to the three countries.
The search terms applied in all cases were “incident reporting sys-
tern,” “patient safety incident reporting,” and “reporting and learn-
ing system.” The search was limited to material published after
1999 and written in English.

We used the WHO components™ as the framework for compar-
ative analysis; the categories examined were the type of system,
process, classification, and analysis. We added “learning” and
“evaluation of the system.” The explanation of each category is
provided in Table 1.

Data Collection and Analysis

We extracted information from the literature and categorized it
according to the WHO components of patient safety incident
reporting system. We used a descriptive comparative analysis method
to analyze the relevant documents. However, because the WHO
Guidelines did not refer specify the system level, our analysis in-
cluded both the national and hospital levels. We assumed that
most of hospital internal reporting systems shared similar structures
and mechanism because each country has provided the guidance

www.joumnalpatientsafety.com |1

Copyright @ 2020 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.




Dhamanti et al

| Patient Saf « Volume 00, Number 00, Month 2020

TABLE 1. The WHO Components of Successful Patient Safety Incident Reporting System?

Components Definition
Type of systems Information whether the reports are mandatory or voluntary
Reporting process Information regarding what is reported, who can report, and how the reports are submitted.

Classification of incident reported
Analysis of report

Learning

Evaluation of the system

The classification systems or taxonomies used by the system

How the report was analyzed

Information about any learning and dissemination of learning
Information whether any evaluation is established to evaluate the system

and basic framework for hospitals to develop their own internal
reporting system.

RESULTS

The comparisons of each WHO components of patient safety in-
cident reporting system in three countries are presented in Table 2.

Background of Each National Reporting System

The Taiwan Department of Health introduced the Taiwan Pa-
tient Safety Reporting (TPR) system in December 2003, although
the service only began inJanuary 2005.%* The TPR system aims to
integrate national data, analyze trends, and provide information re-
garding common and severe incidents to health care facilities *”
The guiding principles of the reporting system are anonymity,
voluntary reporting, confidentiality, and “learning together™*
Three methods were designed for online reporting, software
upload, and data mapping. In the first year of its implementation,
77 institutions were enrolled and 1760 incidents were reported. ™
A total of 7032 facilities (including clinics) joined TPR system
and approximately 489,768 events were reported between 2005
and 2016."

The Malaysian Incident Reporting and Learning System has
evolved since it was first established in 1999 as a c‘ualily assur-
ance tool in Ministry of Health (MOH) hospitals.'” The main
aim ofthis system is to report patient safety incidents, investigate,
improve, and share information to prevent similar incidents from
recurring. Since 2015, an electronic or online e-Incident Reporting
system (e-IR) has been used nationally to facilitate the process of
reporting from each health care facility to the ministry. In 2018,
the MOH introduced the Incident Reporting and Leaming System
2.0to further improve patient safety and to create a high reliability
organization by creating a simpler form and shorter process, adopting
an open concept of reporting, using the “Incident Reporting &
Learning System Prescription Slip,” introducing root cause analy-
sis (RCA?) and action and placing greater emphasis on more ef-
fective risk reduction strategies.

The Indonesian MOH established the Patient Safety Incident
Reporting System in 2006 to provide a mechanism for reporting
incidents in circumstances or conditions that can cause harm to pa-
tients. According to Hospital Law No. 44, Year 2009, Article 43, in-
cident reporting, along with incident analysis and recommended
solution arising from an incident, was part of patient safety standards
that should be implemented in hospitals to reduce the adverse
events rate.”” The implementation of incident reporting is directed
and managed by the Hospital Patient Safety Committee (HPSC)
or the National Committee (the Committee) that also analyzes
the national data and shares learning at the national level. Despite
being implemented for more than a decade, the trend of incidents
reported has not shown a significant increase. Only 668 incidents
were reported in 2016.2° The number of incidents reported in the
three systems is presented in Table 3.

21 www.journalpatientsafety.com

Types of Systems

The TPR system is a voluntary nationwide patient safety inci-
dent reporting system owned by the government and maintained
by the Taiwan Joint Commission. As a learning system, all medi-
cal institutions are expected to report medical errors honestly and
voluntarily without any sanctions so that all other institutions can
learn from those sharing the experiences.”

Malaysia has a mandatory system that has an open concept of
reporting in which all patient safety incidents, including near mis-
ses, need to be reported, and even when there is no incident, the
hospitals still need to submit the report.” There were different cat-
egories of mandatory incidents that need to be reported by MOH
facilities and private facilities.” Incidents were categorized into
red cases (death or severe harm), yellow, and green cases. Other
incidents were voluntary, such as near misses or hazards.

The implementation of the incident reporting system in hospi-
tals in Indonesia, according to the Hospital Law, is mandatory. '
The Indonesian reporting system is a “learning system,” as stipu-
lated in step six of seven steps to patient safety, which requires
learning and sharing within the unit in which the incident occurred
or in a wider setting.'?

Process

In Taiwan, internal reporting allows anyone connected with a
hospital to report patient safety incidents, which they have ob-
served or in which they were involved.® Within 24 hours of
an incident occurring, the staff have to complete a report.
For confidentiality, any identifications of patients or hospitals
are removed before the data are stored. In the external reporting,
hospitals must upload incident events or report to a national sys-
tem regularly by the 15th of each month.”

Initially, the Malaysian Reporting and Learning System had
three tiers of reporting included hospitals, respective State Health
Departments (SHD), and MOH. State Health Departments sent a
summary of the reports to the Patient Safety Unit at the Ministry
level every 3 months; however, it was not lime:l;u_ZH Hence, it was
difficult for the ministry to monitor and analyze the hospital inci-
dents at the national level and take appropriate and timely action.
The current e-IR uses the freely available online system to enable
the nisk or quality manager of each hospital to report directly to the
ministry."" The IR Form 2.0 only comprises two sections and in-
volves two persons, who are the reporter or witness and the hospi-
tal risk or quality manager, to complete the form within 48 hours.
The risk or quality manager is required to report the incident to the
MOH within five working days via the online system e-IR. This
simpler and more user-friendly system improvement has led to a
significant increase in the number of reports to 5689 in 2017.*

According to the Indonesian Patient Safety Incident Reporting
Guidelines, an internal report is a paper-based report made either
by staff who were involved in, or who observed an incident, or a
staff member who established the occurrence of an incident, or
by his or her supervisor, to the hospital patient safety team.'

© 2020 Wolters Kluwer Health, Inc. All rights reserved
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TABLE 2. Comparisons of Each WHO Component of Successful Patient Safety Incident Reporting System in Three Countries

Components

Taiwan

Malaysia

Indonesia

The organization responsible Joint Commission of Taiwan

for incident reporting
Type of systems

Reporting process

Classification of
incident reported

Analysis of report

a. A voluntary system™®

b.'A learning system”

a. Internal reporting

With internal reporting,
everyone in the hospital
can report patient safety
incidents that they observed
or in which they were
involved* Within 24 h of
an incident occurrence,
the staff have to complete
a repc:rt_I3

b. External reporting

Hospitals must upload
incident events or report to a
national system regularly by
the 15th day of each month.”

13 incident classification,
including medication, falls,
surgery, blood transfusion,
health care, public accident,
security, injury, tube,
cardiac arrest, anesthesia,
exam/inspectio n-’patholo(gical
section, and others.*'>'®

a. Hospital level

The information platform at
hospital level can be used to
audit and analyze incidents
to determine the cause and to
uncover systematic problems.®

b. National level

The system uses statistical
analysis to establish a
relationship between two
variables and possible
reasons for incidents that
oceur frequently.®

The number of incidents
reported were presented in

Patient Safety Unit at Malaysia
Ministry of Health

a. A mandatory system"]

b. A learning system

a. Internal reporting

The current e-IR uses the
freely available online system
that the form only comprses
two sections and involves
two persons, who are the
reporter or witness and the
hospital risk or quality
manager, to complete the
form within 48 h."

b. External reporting

The risk or quality manager
then reports the incident to
the MOH within 5 working
days via the online system
e-IR, while the RCA report
needs to be submitted within
60 working days. "

The classification is based on the
WHO's Conceptual Framework
for the International
Classification for Patient Safety,
and the Government of
Australia, Department of Health,
Clinical Incident Management

Toolkit, with some modifications.

a. Hospital level

At the hospital level, the risk or
quality manager reviews each
incident report received and
determines further action. The
type of investigation depends on
the patient outcome, which can
either be a basic investigation,
RCAZ, failure mode effect
analysis, and clinical audit
among others. .

b. National level

Descriptive analysis can be
performed to monitor trends,
common types of incidents,

National Committee of Hospital
Patient Safety

a. A mandatory S)-'Stell’l“

b. A learning system'>

a. Internal reporting

An internal report is a
paper-based report made
either by staff who were
involved in, or who
observed, the incident,
or a staff member who
established the occurrence
of an incident for the first
time, or by his or her
supervisor to the hos{:ital
patient safety team.'* The
internal reporting should be
performed within 48 h of
an incident occuming.

b. External reporting

An external report is made
from the hospital to the
Committee either in written
form or via the online
reporting system available
on the Web site. However,
there is no reportinig
timeline described. ™

13 incident types according
to the WHO's international
classification for patient safety.'”

a. Hospital level

The analysis at the hospital
level is conducted as a simple
or comprehensive investigation
using RCA.'

b. At the national level, the
Committee conducted a simple
analysis by presenting the
frequency and distnbution of
incidents, for instance, the
number of incidents based
on the type of hospital, province
where the hospital was located,
sex and age of the patients,
incident location, and

Ministry Health and and the incidents by location the reporter'’
Welfare Web site.'” and time."” These, together with
Quarterly reports are RCA reports received from health
generated form the reporting care facilities, are used as indicators
platform and were distributed for further discussion with respective
to hospitals nationwide.” disciplines on how to prevent
the incidents. A national report
is produced regularly every
quarter, 6 mo, and annually.'®
These reports are uploaded in
the Patient Safety Council
Malaysia Web site for
easy access.
(Continued next page)
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TABLE 2. (Continued)

Components Taiwan

Malaysia

Indonesia

a. Hospital level

The hospital investigating
the incident to find its root
cause, solving any problems
found and proposing
recommendations. Hospitals in
Taiwan also submit accounts
of incidents, submit reports
on what has been learned,
and propose improvements
to the systcm_zﬂ'z'

b. National level

The Department of Health
send immediate alert, the
RCA for senous events,
analyze the trend and risk,
investigate the data
systematically, and
provide recommendations.”

The alert and learning cases
have been developed from
cases of high severity or high
frequency and from cases that
TPR reviewers judged as being
valuable for learning. ®° The
alert and learning are fed back
to healthcare institution through
TPR Web site, patient safety
Web site, and e-mail notification
to participating institutions.”

As part of patient safety goals,
the incident reporting system
is assessed every year, and
the improvement of each
goal is reviewed. ™

Learning

B

o

Evaluation of the system

The learning component after an
incident occurs at both the
health care facility level
and ministry level.'"

At the facility level, the incident

analysis findings are discussed

in Patient Safety Committee
Meetings chaired by the leaders.

These findings are shared within
the organization through training,
continuous medical exam, staff
briefings, or newsletters.

. At the National level, incident
analysis findings are shared
with health care staff during
patient safety talks, courses,

seminars, and workshops, in

particular during the incident

reporting and RCA course.

The reports were regularly

uploaded in the MOH Web site.'”

care facilities to systematically
monitor and evaluate the
implementation of incident
reporting. The State Health
Department also has to monitor
and evaluate situations in
health care facilities.”

At the national level, evaluation

is conducted for all MOH hospitals

via e-IR, and at the macro level,
it is conducted for all health care
facilities in Malaysia through

annual reporting via the Malaysian

Patient Safety Goals that is
reported via the “‘e-goals
patient safety” online reporting
system before the 3 Ist of
January each year. .

The Malaysian MOH also takes

the initiative in regularly improving

the IR system on the basis of
implementers' feedback. '’

a. Hospital level
Within hospitals, the hospital

team's task was to determine
the root cause of the incidents
while also developing
recommendations to improve
the system_'

b. National level
The Committee analyzes the

incident reports from all
hospitals and disseminates the
results and solutions to the
Provincial Health Office and
to the Hospital Accreditation
Commission at the regional
level."~ However, not much
information is obtained about
this process nor is any report
available. In addition, the
Committee Web site did not
provide much information
about the learning. "

The MOH Malaysia has advised health No regulation or guidelines

specifically mentioned evaluation
of the patient safety incident
reporting system. However, the
evaluation of a patient safety
program, in general, was

clearly described in the

national guidelines.'

The internal reporting should be performed within 48 hours ofan
incident occurring. An external report is made from the hospital to
the Committee either in written form or online. Before sending the

TABLE 3. Number of Incidents Reported in Three Countries

26

Year TPRY Malaysia'® Indonesia
2015 58,553 787 (July-December 2015)* 279
2016 56,562 2769 668

4 | www.journalpatientsafety.com

report to the Committee, the hospital must analyze the causes of
the incident and propose solutions and recommendations.* How-
ever, there is no reporting timeline prescribed in the guideline.
Previous research also revealed the absence of external incident
reporting timeline did not have a specified deadline that resulted
in delay of reporting incident at the national level ™’

Classification

The Taiwan Joint Commission on Hospital Accreditation clas-
sifies 13 related-incidents events, including medication, falls, surgery,

© 2020 Wolters Kluwer Health, Inc. All rights reserved
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blood transfusion, health care, public accident, security, injury,
tube, cardiac arrest, anesthesia, exam/inspection/pathological sec-
tion, and others.®!1¢

Within the Malaysian Reporting and Leamning System, with the
introduction of the IR System 2.0, incidents are classified accord-
ing to “patient outcome” or harm incurred by the patient because
of the incident. These include the following: no obvious harm,
mild harm, moderate harm, severe harm, and death. The definition
of classification is based on the WHO's Conceptual Framework
for the International Classification for Patient Safety and the Gov-
ernment of Australia, Department of Health, Clinical Incident Man-
agement Toolkit, with some modifications.

The Indonesian reporting system adopted the 13 incident types
used for classification in the WHO's international classification
for patient safety.'* The, Indonesian reporting system included only
patient behavior within the classification and added other types of
incidents, such as patient falls and pathology or laboratory inci-
dents, which were later categorized into subtypes of incidents.*'

Analysis

In TPR, the information platform at the hospital level can be
used to audit and analyze incidents to determine the cause and
to uncover systematic problems.” The analysis at the hospital level
covered the statistical analysis and RC A on certain incident category.®
The analysis of national data by the TPR system at the national level
is almost similar and uses statistical analysis to establish a relationship
between two variables and possible reasons for incidents that occur
frequently.” For example, it was found that the most common type
of medical incident was medication related, and the most frequent
cause was human error. Furthermore, the TPR system analyses the
time of incident occurrence to understand the particular times
when incidents occur most frequently and the underlying reasons.
However, it has been claimed that the original TPR system cannot
determine sufficient causal factors of incidents or only covers su-
perficial reasons that are related to active failures.®

Within Malaysian system, at the hospital level, the risk or qual-
ity manager reviews each incident report received and determines
further action. The type of investigation depends on the patient
outcome, which can either be a basic investigation, multi-incident
RCA, RCAZ failure mode effect analysis, and clinical audit among
others."” The RCA? is mandatory if the “patient outcome™ is “se-
vere harm” or “death” or if instructed by the SHD or patient safety
unit ofthe MOH. At the national level, descriptive analysis can be
performed to monitor trends, common types of incidents, and the
incidents by location and time. These, together with RCA reports
received from health care facilities, are used as indicators for fur-
ther discussion with respective disciplines on how to prevent the
incidents. A national regorl is produced regularly every quarter,
6 months, and annually. " These reports are uploaded in the Patient
Safety Council Malaysia Web site for easy access. This Web site is
very resourceful because some leaming materials, such as patient
safety presentations, incident reports, Malaysian Patient Safety
Goals, training modules, guidelines, and references, are shared
and can be downloaded by anyone.”'"-'%?

According to the Reporting Guidelines in the Indonesian system,
the analysis at the hospital level is conducted as a simple or comprehen-
sive investigation using RCA."* At the national level, the Committee
conducts a simple analysis by presenting the number of incidents
based on the type of hospital, province where the hospital is located,
sex and age of the patients, incident location, and the reporter.'”

Learning
The learning component in the TPR system starts with the hos-

pital investigating the incident to find its root cause, solving any

© 2020 Wolters Kluwer Health, Inc. All rights reserved.

problems found, and proposing recommendations.® Hospitals in
Taiwan also submit accounts of incidents, submit reports on what
has been leamed, and propose improvements to the system.?**!
At the national level, the alert and learning cases have been devel-
oped from cases ofhigh severity or high frequency and from cases
that TPR reviewers judged as being valuable for learning ="
Forty-two alerts and 18 learning cases were developed and distrib-
uted through several channels from 2005 to 2008 2" The alerts and
learning are fed back to health care institutions through the TPR
Web site, the patient safety Web site, and by e-mail notification.
These cases can be used for physician education workshops and/
or published in annual reports and journals.

In Malaysia, the learning component after an incident occurs at
both the health care facility level and ministry level."” At the facil-
ity level, the incident analysis findings are discussed in Patient
Safety Committee Meetings chaired by the leaders. These find-
ings are shared within the organization through training, continu-
ous medical exam, staff briefings, or newsletters. At the ministry
level, incident analysis findings are shared with health care staff
during patient safety talks, courses, seminars, and workshops, in
particular during the incident reporting and RCA course. The
MOH Patient Safety Seminar in 2017 was conducted specifically
on the Incident Reporting and Learning System.?”

In Indonesian system, learning occurred at both the hospital
and national levels. Within hospitals, the team's task was to deter-
mine the root cause of the incidents while also developing recom-
mendations to improve the system. The hospital team should also
provide feedback and learmning to the work unit where the incident
took place. Regarding learning at the national level, the Commit-
tee analyzes the incident reports from all hospitals and dissemi-
nates the results and solutions to the Provincial Health Office
and to the Hospital Accreditation Commission at the regional
level." However, not much information is obtained about this pro-
cess nor is any report available. In addition, the Committee Web site
did not provide much information about the learning.'® Access to
the Web site is restricted to hospitals that had obtained the code
from the National Committee, whereas the publications about learn-
ing at the hospital or national level are not publicly available yet.

Evaluation of the System

No information was available about the specific evaluation of
the TPR system. However, on its Web site, the Joint Commission
of Taiwan stated that as part of patient safety goals, the Incident
Reporting System is assessed every year, and the improvement
of each goal is reviewed. ™ Moreover, the goals are revised once
every 2 years to make them consistent with practical implementa-
tion. However, unlike most quality improvement projects, Taiwan's
National Patient Safety Goals lack indicators that can be used to
track the improvement.*!

The MOH Malaysia has advised health care facilities to sys-
temnatically monitor and evaluate the implementation of incident
reporting = If similar incidents occur at the facility, the Risk/
Quality Manager and Patient Safety Committee has to determine
the reasons and act accordingly. The State Health Department also
has to monitor and evaluate situations in health care facilities. At
the national level, evaluation is conducted closely throughout the
year for all MOH hospitals via e-IR, and at the macro level, it is
conducted for all health care facilities in Malaysia through annual
reporting via the Malaysian Patient Safety Goals. The perfor-
mance ofthe Malaysia Patient Safety Goals of each health care fa-
cility in Malaysia is reported via the “e-goals patient safety™ online
reporting system before the end of January each vear." The Ma-
laysian MOH also takes the initiative in regularly improving the
IR system on the basis of implementers' feedback.'”

www.joumnalpatientsafety.com | 5
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No regulation or guidelines specifically mentioned evaluation
of the patient safety incident reporting system in Indonesia. How-
ever, the evaluation of a patient safety program in general was
clearly described in the national guidelines.'? At the hospital level,
the hospital leader monitors and evaluates patient safety programs
on aregular basis, implements the hospital patient safety team pe-
riodically (maximum 2 y); evaluates the patient safety guidelines,
policies, and procedures in hospitals, evaluates the activities trimonthly,
and creates the follow-ups. At the national level, the National Comnut-
tee conducts the monitoring and evaluation of guidelines at a maximum
ofevery 2 years and monitors and evaluates the activities implemented
by hospitals. An evaluation of the e-reporting trial in 40 hospitals
was conducted in 2015 However, no published available gov-
ernment report about the evaluation could be obtained.

DISCUSSION

Various initiatives have been adopted by the government in each
country, including leadership, establishing policies and guidelines,
and creating reporting infrastructure for incident reporting in hospi-
tals or other health facilities. We identified similarities, differences,
and several issue with regard to the implementation of incident
reporting in the three countries.

Some similarities were found regarding the type of the systems
that were purposively created as a leaming system. Other simular-
ities were related to reporting process at the hospital level that
needs to be completed by at least two people before sending re-
ports to the external authority.™'"'* In addition, all of the internal
systems set a specified timeline for submitting reports.'™""'* All
systems used the internationally agreed classification developed
by the WHO™'™"*""7 and also had applied RCA to analyze the in-
cident at the hospital level.*'™'*

We identified some crucial differences between Indonesia and
the other countries. There was no timeline for external reporting
in the Indonesian system. By contrast, both Malaysia and Taiwan
had set a specific time limit for submitting external reports.”"”
There are at least two implications from the absence of a timeline
for external reporting in Indonesia First, Indonesian hospitals may
not give incident reports priority because there was no timeline in
submitting the report to the external agency, because delays in com-
pleting the incident reports were identified as common problem in In-
donesian hospitals.* Second, there might be a delay in analyzing the
incident at the national level because the incident reported may be
several months old, thus also delaying feedback from national level.

There were also differences in data analysis and learning at the
national level, which showed that Malaysia and Taiwan had trans-
formed the incident reports into a source of learning, providing
feedback to the reporter and disseminating the learning through
official Web sites.'"%?! In addition, these countries had opti-
mized the use of classification, especially for data analysis and
learning purposes. Because reporting is only of value if it leads
to a constructive response and meaningful analysis? effective
analysis is, therefore, the entical component of a patient safety inci-
dent reporting system.” Taiwan Patient Safety Reporting has reported
the number of alerts and learning cases produced in a certain year. ™"
The MOH Malaysia Incident Reporting Guidelines has clearly di-
rected the health facilities to develop risk reduction straiegies™; how-
ever, this issue has not been emphasized in the Indonesian system.

Another issue was related to the transparency, public access on
the incident report data, and its related learning, especially in
Indonesian system. Most of the information about the Malaysian
system and all manuals and reports were easily accessed from
the Patient Safety Council of Malaysia Web site.” Similarly, the
TPR updated incident reports were available in Chinese and En-
glish and could be downloaded from the Ministry of Health and

6| www.journalpatientsafety.com

Welfare Web site.” In contrast, despite being implemented for more
than a decade, the performance of the Indonesian reporting system is
difficult to establish. In terms of openness and transparency, the Indo-
nesian system lagged behind the systems in the two other countries.
Lastly, although all three countries are committed to building a
good reporting system, the question of how one evaluates the sys-
tem remains unclear. Within the TPR, incident reporting is included
in the Taiwan Annual Patient Safety Goals, which are evaluated
yearly™ From the reports and presentation in the Patient Safety
Council of Malaysia Web site, we learned that evaluation of the sys-
temn is performed and some changes have been made; for example,
the previous reporting process was complicated, untimely, incom-
plete, and labor intensive,” but then, the reporting process was sim-
plified by reducing the incident form from one to two pages, and only
two individuals instead of four fill in the reporting form.** However,
clear and structured evaluations about incident reporting were not
found in either country. In the Indonesian system, information about
the evaluation of incident reporting was not available in the guide-
lines. Thus, whether the system has been evaluated during its imple-
mentation is questionable, but if we look further at how the system
has performed, evaluation of the whole system seems to be crucial.

Contextual Explanations for Variations
Between Countries

In terms of the system achievement or good practice, TPR has
been shown to be a well-established system with a substantial
number of incidents reported every year. Meanwhile, the Malay-
sian e-IR system is still in its infancy because the newly estab-
lished e-reporting system was only installed in 2015; however,
the number of cases reported in the first year far exceeded the
number of incidents reported in the Indonesian system afier a de-
cade of its operation. It can be argued that the countries comparison
was not equal because the size of the countries was not compara-
ble. Taiwan country size is equal to state-based or provincial-level
reporting instead of national reporting system”; however, all coun-
tries faced similar barriers in reporting incident, such as fear of
disciplinary action or punishment, fear of being blamed, or being
recognized as incompetent’™ ~*; hence, the comparison is useful
for identifying areas of improvement.

Study Limitations

A language barrier was encountered in researching Taiwan be-
cause the search for documents was limited to those in English.
This limitation probably resulted in not collecting all of the rele-
vant documents. However, we have worked with Taiwanese con-
tributor who had addressed this issue ideally by providing insights
and knowledge of the country’s reporting syster.

CONCLUSIONS

The TPR and Malaysian Reporting and Learning System had
similar attributes and most closely followed the WHO components
of incident reporting system. Comparing the incident reporting
systems using the WHO components of incident reporting system
could identify the areas for improvement. Because we had identi-
fied in this study; compared with the TPR. and Malaysian systemn,
the Indonesian patient safety incident reporting system seemed to
be ineffective because it failed to acquire reasonable national inci-
dent reporting data or to allow learning at the national level. We
suggest further research on the implementation at the hospital
level to see how far the national guidelines or policy has been im-
plemented in each country.

LD thanks the Indonesian Directorate General of Higher
Degree for providing financial support during her doctoral study
in La Trobe University, Melbowne, Australia.

© 2020 Wolters Kluwer Health, Inc. All rights reserved

Copyright @ 2020 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.




| Patient Saf « Volume 00, Number 00, Month 2020

Patient Safety Inddent Reporting Systems

REFERENCES

. Watcher RM. Understanding FPatient Safetv. New York: McGraw-Hill

Company; 2008,

. World Health Organization. WHO draft gudelines for adverse event

reporting and leaming systems: from mformation to action. 2005, Available
at: www.who. nt‘patientsafety/events'0 5/Reporting_Guidelines pdf.
Accessed May 8, 2018,

. Evans 5M, Berry JG, Smith BJ, et al. Attitude and barriers to

meident reporting: a collaborative hospital study. BMJS Qual Saf.
2006;15:39-43.

. Harper ML, Helmreich RL. Identifying barriers to the success of a reporting

system. In: Henriksen K, Battles 1B, Marks ES, et al, eds. Advances in Fatient
Safetv: From Research to Implementation (Vohone 3: Implementation lssues).
Rockville, MD: Agency for Healthcare Research and Quality; 2005,

. Mahajan RP. Critical incident reporting and leaming. Br J Anaesth. 2010;

105:69-75.

. Lo ¥YC, Hsich M, Em-y WA, et al. Application of RCA to the data analysis

in medication errors of the TPR system. In Proceedings of the 23rd
International Conference on Industrial Engineering and Engineering
Management 2016, Paris: Atlantis Press; 2017:47-50.

. Cheng L. Sun N, Li Y, etal. International comparative analyses of meidents

reporting systems for healtheare nisk management. J Evid Based Med.
2011:4:32-47.

. Lin CC, Shih CL, Liao HH, et al. Learning from Tarwan patient-safety

reporting system. fnt.J Med Inf. 2012;81:834-841.

. Malaysia Ministry of Health (Malaysa MOH). Updates on e-IR

(online incident reporting) system. [Malaysia Ministry of Health
Web site]. Available at: http:/patientsafety. moh.govmy. Accessed
September 10, 2018,

. Patient Safety Unit. Guidelines on Implementation Incident Reporting and

Learnmg System 2.0 for Mmistry of Health Malayaa Hospitals [Malaysia
Ministry of Health Web site]. 2017, Available at httpz/patientsafety. moh.
pov.my. Accessed September 15, 2018,

. Indonesian Mimstry of Health. Mimistry of Health Regulation no 11 year

2017. 2017, Awailable at http://dijenpp kemenkumham.go.id/arsip/bn/
2017/bn308-2017.pdf. Accessed May 9, 2018,

. Indonesian Ministry of Health. National Guidelines for Hospital Patient

Safety. Jakarta: Hospital Patient Safety Committee; 2006.

. Kuo YH, Lee TT, Mills ME, et al. The evaluation of a web-based incident

reporting system. Comput Inform Nurs. 2012;30:386-394.

. Hospital Patient Safety Commuttee. Incident Reporting Guidelmes. 2015.

Available at: http:/www pdpersi.co.id kanalpersi/website_ikprs/content’
pedoman_pelaporan pdf. Accessed May 9. 2018.

. Ministry of Health and Welfare (MOHW). Tarwan Patient Safety Reporting

System [Tarwan Ministry of Health and Welfare Web site]. 2018. Available
at: httpz/www patientsatety. mohw.govtw. Accessed May 12, 2018

. Lee ¥C, Wu HH, Weng 51, et al. Application of hospital information

systems-construction of an incident reporting system. TEM .. 20016:5:
530-537.

. Hospital Patient Safety Committee (HP'SC). Patient Safety Incident Report.

Jakarta: Hospital Patient Safety Committee; 2012,

. Patient Safety Unit. Malaysian Patient Safety Goals Annual Report

[Malaysia Ministry of Health Web site]. 2016, Available at: https//
patientsafety. moh.govmy/ v 2 page_id=486. Accessed May 27, 2018,

. Indonesian Ministry of Health. Patient Safety Incident Report Website

[Indonesian Ministry of Health Web site]. Available at http://sirs. yankes.
kemkes go.id/sp2rshome. php. Accessed May 10, 2018,

. Wu TY, You YL, Chang FL, ct al. Developing Alerts and Leaming Cases

from Taiwan Patient-Safety Reporting System [Taiwan Joint Commission
on Hospital Accreditation Web site]. 2009. Available at: httpz/wwwjctorg.
tw/p-1137-2 html. Accessed May 10, 2018,

© 2020 Wolters Kiwwer Health, Inc. All rights reserved.

2L

22,

23

24

25.

26

27

28

29,

30.

3L

32

33

34

35

36

3T

38

Dhamanti I, Leggat 5, Barraclough S, et al. What can Indonesia leam from
Tarwan's successtul patient-satety reporting system? In: Shih ¥ C and Liang
SFM. eds. Bridging Research and Good Practices towards Patient Welfare.
Proceedings of the 4th Intemational Conference on Healtheare Ergonomics
and Patient Safety (HEP 8) on Taipei, Taiwan: June 23-26, 2014, Boca
Raton: CRC.

Joint Commission of Taiwan. Patient Safety System [ Taiwan Joint
Commission on Hospital Accreditation Web site]. 201 8. Available at: httpz//
www jct.org.tw/cp-1129-1112-e09¢4-2 html. Accessed July 15, 2018,
Malaysia Ministry of Health. Patient Safety Incident Reporting & Leaming
Swstems [Malaysia Ministry of Health Web site]. Paper presented at:
Inter-Regional Consultation Patient Safety Africa and Asia Pacific
Regions. Colombo, Sri Lanka; March 22-24, 2016, Available at: http//
patientsafety.moh. gov.my. Accessed September 15, 2018,

Chiu CT, Huang SY, Liao HH, et al. Enhancing TPR participation with IT
[Tatwan Jont Commission on Hospital Accreditation Web site]. 2008.
Awailable at: httpzwww jct.org. tw/Ip-1137-2 html. Accessed August 8, 2018,
Indonesian Mmnistry of Health. Hospital Law No. 44 Year 2009.
[Indonesian Ministry of Health Web site]. Available at: httpz/farww. deples.
go.id/resources/download peraturan/U U2 0No. %2044 %20 Th%
202009%:20tt g% 20Rumah®:208akit PDE Accessed May 27, 2018,
Gusman Y. External reporting of hospital patient safety incdent and its
evaluation. Banjarmasin: Presented at the Hospital Patient Safety
Workshop in South Kalimantan Provinee; March 22, 2017, Available at:
httpz/wwwdinkes kalselprov. go id/uploads/files/PS%2 0B anjarmasin.ppt.
Accessed June 26, 2018,

Tarwan Ministry of Health and Welfare. 2017, Tarwan Patient-safety
Reporting System Annual Report. Available at: hitps/fwww. patientsatety.
mohw.goviw/mdex aspx?SitelD=1. Accessed April 8, 2018.

Malaysia Ministry of Health (Malaysia MOH). Incident reporting and
leaming system: from information to action manual [Malaysa Mnistry of
Health Web site]. 2013, Available at: hitp://patientsafety.moh. gov. my/
uploadsincident_reporting2013.pdf. Accessed May 12, 2018,

MOH Malaysia. E-IR report [Malaysia Ministry of Health Web site]. 2017.
Awailable at http://patientsafety moh.govmy/. Accessed June 21, 201 8.
Dhamanti I. Under-reporting of Patient Safety Incidents in Indonesian
Haspitals: A Mixed Method Study [dissertation]. Melbourne: La Trobe
University; 2017.

Wung CH, YuTH, Shih CL. et al. Is it enough to set national patient safety
goals? An empirical evaluation in Taiwan. International J Qual Healfth
Care. 2011;23:420-428,

Naor'Aishah AB. Policies to improve mcident reporting & learning in
Ministry of Health Hospitals. Implementing patient safety
policies-expenence from Malaysia. Presented in 2nd Global Ministerial
Summit on Patient Safety. 2017, Bohn, Germany. Available at: https://
www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/
P/Patientensicherheit/WS2-2017/7._WS2_Abu-Bakar_Implementing_
patient_safety_policies_in_Malaysia.pdf. Accessed September 10, 2018,
Chiang HY, Pepper GA. Barners to nurses’ reporting of medication
administration errors in Taiwan. .J Nurs Scholarsh. 2006;38:392-399,
Chiang HY, Lin 8%, Hsu SC, et al. Factors determining hospital nurses' failures
in reporting medication errors in Taiwan, Nurs Outlook. 2010;58:17-25.
Samsiah A, Othman N, Jamshed 5, et al. Perceptions and attitudes towards
medication error reporting in primary care clinics: a qualitative study in
Malaysia. PLoS One. 2016;11:¢0166114.

Anggraeni D, Azzuhn M. Effect of patient safety culture on attitudes to
reporting incidents on nurses at the Inpatient Unit at dr. Soepraoen Hospital.
Jwrnal Aplikasi Manajemen. 2016;14:309-321.

Iskandar D, Maksum H, Nafisah. Factors mfluencing the decrease of
hospital patient safety madent reports. Brawijava Med J. 2014;28:72-77.
Gunawan Widodo FY, Harijanto T. An analysis of low adverse error
reporting at hospital. Browijava Med J. 2015;28:206-213.

www.joumnalpatientsafety.com | 7

Copyright @ 2020 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.




Comparison of Patient Safety Incident Reporting Systems in
Taiwan, Malaysia, and Indonesia

ORIGINALITY REPORT

O.. Sy, 7 1y

SIMILARITY INDEX INTERNET SOURCES PUBLICATIONS STUDENT PAPERS
PRIMARY SOURCES
discovery.ucl.ac.uk 2
Internet Source %
WWW.oregon.gov 1
Internet Source %
doi.org 'I
Internet Source %
hus.moh.gov.my 1
Internet Source 0/0
Radiological Safety and Quality, 2014, <1
Publication %
Www.dovepress.com < 1
Internet Source %

B B

borak.
raborak.com <1 o

Internet Source

WWW.nature.com
<1 %

Internet Source

docksci.com <1 o

Internet Source




Dhamanti, Leggat, Barraclough. "The Role of <1 o
Governments in the Implementation of ’
Patient Safety and Patient Safety Incident

Reporting in Indonesia: A Qualitative Study",
Healthcare, 2019

Publication

"Proceedings of the Andalas International <1 o
Public Health Conference 2017", BMC Public ’
Health, 2017

Publication

www.rand.or

Internet Source g <1 %
www.readbookpage.com

Internet Source p g <1 %

Xingiang Gao, Shipeng Yan, Wengiong Wu, Rui <'] o
Zhang, Yuliang Lu, Shuiyuan Xiao. " i

Implications from China patient safety
incidents reporting system

", Therapeutics and Clinical Risk Management,
2019

Publication

—
U1

bmjopen.bmj.com
InternJet E)urce J < 1 %

—
0))

core.ac.uk
<1 %

Internet Source




epublications.uef.fi

IntErnetSource <1 %
sTkesmas.fkm.unair.ac.id

Internet Source <1 %
www.marketsforgood.or

Internet Source g g <1 %
www.mdpi.com

InternetSourcep <1 %

Douglas J. Noble, Peter J. Pronovost. <1 o
"Underreporting of Patient Safety Incidents ’
Reduces Health Care's Ability to Quantify and
Accurately Measure Harm Reduction", Journal
of Patient Safety, 2010
Publication

HolmstrA9m, Anna-Riia, Marja Airaksinen, <1 o
Marjorie Weiss, Tana Wuliji, Xuan Hao Chan, ’
and Raisa Laaksonen. "National and Local
Medication Error Reporting Systemsa€”A
Survey of Practices in 16 Countries :", Journal
of Patient Safety, 2012.
Publication

Inge Dhamanti, Taufik Rachman, lda <'I o

Nurhaida, Rosediani Muhamad. "Challenges in
Implementing the WHO Hospital Readiness
Checklist for the COVID-19 Pandemic in



Indonesian Hospitals: A Qualitative Study",
Journal of Multidisciplinary Healthcare, 2022

Publication

academic.oup.com

Internet Source p <1 %
journal.umy.ac.id

JInternetSource y <1 %
studyres.com

InternetySource <1 %

www.ncbi.nlm.nih.gov <1
Internet Source %
www.scribd.com

Internet Source <1 %

Yu-Pin Feng, Chi-Hsiang Chung, Wu-Chien <1 o

Chien. "THE INCIDENCE OF PERIOPERATIVE
ADVERSE EVENTS AND RISK FACTORS ON
INPATIENT MORBIDITY- A NATIONWIDE
CROSS-SECTIONAL OBSERVATIONAL STUDY
FROM TAIWAN", Journal of Evolution of
Medical and Dental Sciences, 2018

Publication

Exclude quotes Off Exclude matches Off

Exclude bibliography On



Comparison of Patient Safety Incident Reporting Systems in
Taiwan, Malaysia, and Indonesia

GRADEMARK REPORT

FINAL GRADE GENERAL COMMENTS

/O Instructor

PAGE 1

PAGE 2

PAGE 3

PAGE 4

PAGE 5

PAGE 6

PAGE 7




