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Document survey
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On-site survey

Subject

All accredited hospitals (Mandatory for all

hospitals)

Upon the request of
hospitals (Arbitrary)

Cost

Free of charge

Charged

Description

(1) Survey about the
present condition

Basic information about
the hospital, clinical
evaluation parameters,
elc.

(2) Self-evaluation
survey
Self-evaluation for
main items, condition
of correction of
assignments (Score
B/C, etc.)

Accumulate/analyze the
data obtained in the
survey and at 3 years
and give feedback to the
hospital in the renewal
evaluation.

Perform a
self-evaluation for the
main themes such as
safety and infection
and describe the
condition of correction
for the assignments
and report to JCQHC.

Perform an on-site survey
for the items reported in
"document survey" (See the
left box) during the
accreditation period.
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Evaluation areas Description of main evaluation items

1. Promotion of O Evaluate the basic attitude of the hospital organization necessary to
patient-centered provide high-quality care from the viewpoint of patients.
healthcare O Evaluate the discussions/decisions made by the hospital organization for

securing the safety of patients and healthcare-related infection control.

2. Quality medical O Check that decisions made by the hospital organization are executed in a
practice 1 reliable and safe manner in treatment/care.

3. Quality medical O Check that each department executes functions necessary for providing

practice 2 reliable and safe treatment/care.
4. Organizational O Check the condition of administration/management of the hospital
management for organization necessary for providing high-quality care.

achievement of 1deals

& = ~ JQ wHE ZEHEIHH

— ~ The University of Tokyo Hospital

(—). B

R AR A B (RO i 1858 ££K1L - £5 EfEaE 150 4 - FRAER Al
¥ 1200 fR - €9 4000 %4 8 T > (AESEAT EEFARIAVARINE - FRASRHAVEISR R - BUTH R
IR ERES e S R AN 1 - BB R IR R - R I =MEE  O)E
B EBEEHRERE QREZEER QFIENEE ABREFNEFEAL -

FRORAIER: 2001 SER B R L 2 B R E BN e E SRS G MRy B R B
fir) - 2004 SRR Ry B RER T2 W HETS - 2013 X0l BB R FEBZ 21 - FEPABEZ M
HEEGL > HEBEEME - Ze R RBEER  BABEARNE - BORRh 2 B E
Bl = H i S B E HIHVSERS - BOURBERS 2015 52 1 F 24 HiliE 0 ARFRIREERHERR 2
AP > WU Ry 5 4 -

(Z). 2aBE

a
g 0
A
<=2
£
L
’ 2~
:5 =3
IR
g =
® 5
w, =
B
5

 SEVECIED R &3



AR Sl B HE = R LR KT (Yamamoto Tomotaka) 225 » fl[F1H572 — (L R B
Bl - FE S AT T E A B T S 2 AnHR P MTA BLBRAY £ - BTt R0
WM H SCREST » EENFR ML 0 SCHIEE - 2800 EEATIR AT + SRR BRI E Bli N 2222018
ZEI R EERERREAE - DU EREE R o bR TIUAREILAON > SRR EE - Bl
FRED ~ SEEES - EElE SN E L PR C 228G a8 1) - SrasfmmiyER A
1. qOfaTssl 8 T2 Bl 2o LU B 22 XL
2. BITHE
3. AT fEH B R A= R AL
4. BUEBEMFEEENGETE

5. THPSELEIRYTRES B E A |

\\ i W

\\>§v

[ 7L~ R

F

g

AR 2B AmE e L - BNk - %8 BFESL2=(E0R)
wH BT ERARF R ELR RS > ZAFHBENKE > BEEREIr2EH -

6



Safety Management System at University of Tokyo Hospital
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1. Workplace Interpersonal Conflicts Detected by the Incident Report System of A
University-Affiliated Medical Center, Jih-Shuin Jerng, Li-Chin Chen, Szu-Fen Huang, Huey-Wen
Liang () RS2 b 2 S B M R A5 i TORS AER (R 2e
2. The effect of education program on perception of patient safety culture among nursing staffs in a
university hospital in Taiwan, Huey-Wen Liang, Te-An Chang, Jih-Shuin Jerng, Jui-Sheng Sun (&)
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3. Reduced the unplanned cancellations of surgical operations by establishment the standardized

management process, Pei-Jung Hsu, Jih-Shuin Jerng, Szu-Fen Huang, Jui-Sheng Sun (&)
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4. Dynamic Triage to Reduce the Waiting Time in Patients Visiting the Emergency Department:

Experience at A University-Affiliated Medical Center in Taiwan, Chia-kuei Lin, Jih-Shuin Jerng,
Cheng-Chung Fang, Bey-Jing Yang (&) &7 c2tals 2 o A 10 7 B

5. Developing a Pediatric Patient Experience Questionnaire, a Pilot Study, Chia-Yu Chou, Huey-Wen
Liang, Frank Leigh Lu, I-Jung Tsai (Fz) #%f Fd & W AR A RS © pubehise
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safety (/& BiZ7 414 3) ~ Patient reported outcome(2A A £y AYHEEE) ~ External evaluation

system(¥MEETSE) ~ DLK; Health information technology (B35 51 2.4%) » LA 43l

—~ EEEEILEE (Improvement science for quality and safety)
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S|/ — Future-proofing national health systems so they can deal with aging cohorts with

associated chronic diseases: Creating sustainable health care. PRIE(L A L1235 »
RIERFIEEE 2 2 RS © RS RFa M R I
Facilitators : Jeffrey Braithwaite ~ Rene Amalberti
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=& Innovation and health information technology gl B &1 245 (David

W. Bates)
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SRS o 55—TH s PATH (Palliative and Therapeutic Harmonization)fy#EE » &9 NG5S
T8 DR 2 SR R AR S T lT 2 %% > PATH 5HE05k B EE B A R Higg N B fEA
(Therapeutic) =4k 5.(Palliative) - G187 A i EHVFRIER A dy > FrrlE st BA — s S it
FBERAVERIFA - AL AR H R B E PSR SRR R = Y - o] BB Ao
FAENEEFTEIGR - MALIERAYZ A (Ontario) & > 3= 22 A SZFf (& (Personal
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(Telehomehealth) » FE ACEE K22 BRI THYDITST - B8R - Seh el B EEEE B
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&AM Aging and health reform in Japan H ARV (b K B H4E (Yukihiro

Matsuyama)
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Hrr2EEir(E+t) - 1 - BABUFEEIERTE K& (ET) - R %E
BEEELIMS > AEBRIEEEREESRK - EFEERESTER  ZERIA - 1271
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250 [ ——— A
52% )

Age dependency ratio
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—~ R A4S (Patient reported outcome)

=B — Using patient reported outcomes measures (PROMSs) to promote
patient-centered care: PROMs for patient-centered care ## ¥ A 4SS 215
I LR A R0 2 HEEE

EXHY ISQUA M E (S - WASEE " DUR A Rl BURAYEEEE - B0

B E 2Rl A B S AR R A\ S BRI TH > AR DUR A BRI E -
FESSHFA (B (L A BT - CAERERE PR > IIATIRERCA R I B (B -+ 1) -

Value Compass: A Set of Value Measures

Functional Outcomes

» Physical & Mental
» Social & Well-being

Clinical Outcomes Experience of Care
+  Mortality * Care experiences
*  Morbidity * Decision quality, coordination
* Symptoms +  “My" perceived health benefit
Costs

* Direct healthcare expenditures
* Indirect costs to community

Blue = patient reported data
Red = clinical or administrative data

&+~ BRI R (EE R
Dr. Nelson DABriRim ARIst2#fe - s BN fa BC st » R AN LAYV ROR ~ TIRE
R ~ AEmE FER R R e SR —E 3 (B 1) - S EREE R A ORI AR by AR el 65
SR [EIRF AR A R R (B — ) -
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Dartmouth Spine Center: Feed forward System
Feed Forward
Acute
I I I I Care
Management
‘ Referral ‘ Orventation Initial Chronic Care ﬁi
orvisit |l & Lol Work Up Management
j Request PROMs Plan of Care ‘
i ™ Functional
— P! ™ Restoration People with
People with -t v healthcare
heslthcare needs — — needs met
Pallative
" Care
Funcoonal &
Risk Status Functronal &
Risk Status
Feedback
“"'",.- ok <& Olsasse Sotisfacton
pea v Improvement registry o
v Public reports website
o v SPORT & research Costs
© 2000. Truswes of Dannmouth Collepe. BaiaiCen Nelon Wasson
. Y St S H ] e
A PRERIRIEEEERE RS PRO
Herniated Disk Phialcal SF-36

PROMs Dashboard: Tracking Value for Individual Patient Outcomes @ 2 Years Im

Non-Surgery

Cost Per Quality

PROMs: Adjusted Life Year Added
SF-36, Seabporliv s By Surgery $34,355
r— = Oswestry
Red Flags =l 5 5
s - RRRRNEN | 3 ]| i M
e Bl SRS K
Risk Factors L o 0
o e —e B .\ BB =2
oo . =7 . = - 323,‘;2?,‘; B cay |2 Satisfied With
—rgmm— R - | s =) 181 Improvement
——— o - = 4 ymptoms IS} \su,aﬁy E_;.
== g g . e o 3 l J l i 1
= - NN\ 25 >i_ s9%
) N Ginical C°5' . e
| Sz Tracking Value for S B = - =
i R— f,l. Population of Patients & - 1t R
| = - \il 3 i) Patient-Specific =1 i b
ro SmesT s Predlctl?n based on —— —
- -k 'r;:_;_ﬁ— evidence =]
History & PCOMs: patient Satisfaction = 86 vs 55 better 1 »
Symptoms With Treatment Outcomes 6 vs 26 worse Josal Dieact & —

[ -~ B A PROMs By AR LU NBUREEEREA [F) 2 ez B AR (NEIM, 2007,

Surgical versus nonsurgical treatment for lumbar degenerative spondylolisthesis)

FEIE NIH Y EEZ N > RJJHEEEZ IS » W H 2004 FiFa4G7EE Patient Reported
Outcomes Measurement Information System (PROMIS) - Dornsife Center for Self-Report Science,
USC #y 31T Stone 1 +:7148 T2 EZ4 - HEHAIERILERE R EN TR AR N B
M AAEFEREIER - A EFESEEAEE 40 (EmE% - 20 MRS > HEAIEE
20 fEE R ~ 8RB S A - HETEA N » [Fi - HHDT 2t he B R ik DA s B R
AR © EERAAEIRAEL T E (E ) -
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(_'}\) PROMIS Adult Self-Reported Health——[ Global eaith |

PRUM]S | ( |

Physical Health Mental Health Social Health
Phys 1) Depression Ability to
Participate in Social
Anxie
oY Roles & Activities
PRGMIS Profile
Domains
Pain Behavior Anger Satisfaction with
Pain Guality Cognitive Function SadaI‘RAo_Ies &
Activities
Sleep-related Alcohol Use, .
Impairment Consequences, & ErdliEan
PROMIS Additional ~ Sexual Function Expectancies Social Isolation
Domains R Smaking Companionship
Symptoms Substance Use
Dyspriea Psychosocial liness
Impact
Self-efficacy
& — -+ - PROMIS Z2fEE]

UL PRO 44 By BB BV IEEE R AR » 2K B BRI Karolinska Institute Y @ vretveit {2755
B B PRO HUHET IR » At/ r48 17 Hm& #KE2 International Consortium for Health Outcomes
Measurement(ICHOM) » = {EF R FIMEAHAREC A B RHS - BETAEAE{ERY PRO TH - PX

GHESIRRG 2B A - B (EETEEENEEEAE TIERGEET o DL Swedish Rheumatology
Quality Registry {3 » FlIFH#TRHS » 395 N AT LAEG 2 RTELRS AR BB RS S0 8% B T RAET R AEAR
HIRSE > EEE B R - nTLUR L Bariy Ul /i - SRHt BRSO R B YRS - T AE
Brighman and Women'’s hospital g% ~ ¥i{T-LL{B %1 Sheba Medical Center Elf7Z£HY Zimlichman
Bahilior = PRO JEFIEER PR IGEE 2 BUS UK Rl A BRI HE 2 B H - HEZ M EL ICHOM A
M HSE > it BB PRO 4 A B RSS2 BB -

ZH&E . The role of person centered care for improving healthcare quality and safety

LI N s Z B GEIE H G B Rt i B B 2

B L= 5K (Shared decision making, SDM)/Zp A\ 2855 —(H B A EE - B AT B
ELFESERAIE, - (EE TR AMRFAIARLEL - BHIMS - T1%WE AL ER MRE A2
ERAARE R (L7 HERRER 90%HR AL - IR - BRE Rk
PKEX - Planetree International & —{1& s A 38RV EEr » H4EEL Susan B. Frampton {#-1H7H
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SR, o BT 23 RORRBHAGTTER A > S0%HYERATR R A S A RIREEER - B
SO TR ACATIS R/ DA — o8 - SR AR - B IL R SRR 4 ) 5. 3% A B e A ~ k) 12.5%
FYERE ~ 9.9%FY F-fg - Frampton {9148 T 8% A & & Fr B {E iy E FI 2 =(--Planetree Patient
Preference Passport(i§ A - T-f) » #2895 A o] DAG sk E th =AY B A AR TRk DU LB AT
PRIGSE IR g WA AR F R S R AR RE =) -

[ A=~ B E PSSR ER SDM S5

AEL
WEs

=~ YNELEVE %5 (External evaluation system)

SEET Hirobumi Kawakita; Japan Council for Quality Health Care (JQ).

N LR EARBUR B R R R ERR BB T HA IQ I B AR MR it s i E
H R EE A IR AR S -

ERMME T SRS > EVRERETHES ? BT REE TR A M =
AR FE(EZH 4% infrastructure( A EIZE1) -

E8E — External Evaluation Systems: Future Challenges 4#Nz[SF5E 24 YA sk Bk ek

BRI S NEBFERZ (R B B SRt B R N W RE R R - — EL WS SR Tadamey - T H
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AT TR > SHEAEREE AR R (B = A-0)

BOMAYSHERTE ACSQSC EAFK My = » ATFRheaHR A - BiEY IIERRAE R -
AIEREHAIN 2R, - ERIHEER - EREIIRHEZL BEAEE - sHERV R EE fFhlF
REFEEN - — 2R - TR ESCER R E A o [EHEREAVE I HIRIE A > 2015 SEHY4E
{E#4/Z 55,300,000 B (& —-PU) -

=0~ SRR R LR
BT SR A2 T LR, » S O DU R » Bl

AT ETIEER - SRR TR R a2

LRI EE R -

2. HEEMEEHMIER N -

3. RAHEEIEE B -

4. REEERIEHIEE -

FRE = SEHT 1%(3(Shin Ushiro)
H AR SAE B SR E
H AR BRI AESHE % (Japan Council for Quality Health Care, DL T fifif JQ) (DL 2 &1V B b s F i
B B S > HEEHE A EEDREE WAL 2R - RN « IR EE
FE B AR SRV AT SE AR A4~ H A A S S AR RS M B B L TE R - HE R
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Fs1% {5 (Shin Ushiro) » RZRFIER TR & HYEE —RHES T SR -

BRERZMWALZLEHER - HEHEEHLAS
H 2004 F#E » H A% FE S (Japan Council for Quality Health Care, 2L T~ f&§f# JQ)

Ry BRI I R B AT (8 — 1 71) > 2008 SERHEHRIH H R FIZEY (T > 2009 4
FEILHTAE S A AR RS M OE  R A ~ A BLTEDG R - 2015 SERLER IR MESEHYEE £ 4T 0 T
AR RFEHE T -

2004~ 2016

AE reporting system
(medical institution)

2008~

AE reporting system
(Pharmacy)

2009~
Cerebral palsy
investigation/prevention/
compensation system

2015~

Investigation system
of accidental death

& 7~ HAE AL 2S5l R E S St

[ A 7NERE JQ BN B R B HERT - B SRS A R ST h R - LA
SRS YT P T BRI SUE BB AR - S RIS R B R 1T B Y
B > JQ By HAR B 1L — RSt B Z M EE oL - EBIMNTE 5 B B &Y EE -

R AR - BRHER IR AR N Ry TR EMERE - bRy 23 R/
FERHIHAR > SRRl FriE LA gtk Th 2B HIAHRE A
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AR jl! Japan Council for Quality
event Health Care
Hospitals  Web reporting ﬂ
: Stirrin
(Mandatory) - @cord-choice AIm i Project to Collect Medical Near-miss!
= Patient safety and prevention Adverse Event Information
-University |- of medical accident Secretariat  gneral 2014 Annual Report
Hospitals - 5 (No blame ) Expert
-National h Committee public

Hospitals (@ Description

etc. Am Health care
Outline

rofessionals/
Background Annual/Quarterly Medical safety Training program y

Hospitals  [5enive measure | Datab
report information atabase RCA) iliti
(Voluntary) P (RCA) facilities
m/ | em———— Government
@ L g =/ N = = Sixlffjem B == August 27, 2015
On-site visit I o === . *
) (Voluntary survey) | =, o el e e REMBRA BAXSWENEAN
Hospitals S o . Japan Couscil for Quality Health Car

(Voluntary) s

& 7N~ HARE S E AR
B EZITR AL R S E A E I AI4EHE http://www.med-safe.jp/contents/english/index.html

WA R R E BRI (E — 1) BUBRE AR AT » HX SR E R B -

Summary Total Summary Total

Overdose administration 49 Removal by patient 41
Overdose prescription 22 Tear/Breakage 24
Wrong dru 21
Wmng pati?a i 14 Spontneous removal 19
Wrong method of administration (Wrong injection i Infusion leakage 13
route, etc.) Test/Examination
Blood transfusion Wrong report 14
Treatment/Procedure Wrong procedure/judgement for result 10
wong prcceeimethad 128
Foreign body retention 73 Fall to floor 707
Wrong site 39
Unnecessary treatment/procedure 12 DrOP frf)m bed 86
Medical device Aspiration 28
Violation of instruction mannual 14 Unnecessry care 13

& 1t~ HAREEE I EgEE

RIEFIPR T RN BEIA N A AR B SHE BV SR> RN UM ERM 3R
rER L2 B EEIYENR - MR ETUNARERE o N2 e B R e B - R T i
JE& JQ BB GERTHIR AN 2R e lE (B =1/ - SUNKRE G5B E & B

AE SR

AN
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ry Confirmation on various items including...
Ju O Delivery of JQ'’s alert to the ward
O Filing of the alerts in instructed manner

== O Staff's signature which proves reading
=] 5,932 registered Ch > T B
. FAX ’ g !Ff_ﬂ.
- - medical institutions

(70% coverage over Japanese Hospitals)

= Healthcare
: //ebsig professionals
== - Patients J
General public

& A/ BAREEFAETZ

-~ {EEEEEN &% (Health information technology)

s

(& N &% (Health Information System, HIS)

TEHAU T - HIS fEE R IEE AV IS AR AV FR RS - S0 -

1. #= Nordland Hospital Trust ¢ Mevik 36 /4Z 1 Institute of Healthcare Improvement(3#
PRIEDCERTFERT) AT/t 34 Global Trigger Tool (=EkfiEs% T H) - FEHHEETA/EHY text
mining(CCF =) » HATREENR AAFNVEE SN A TREREAMEEN -3 - &
(&l Z &V B 2 BT AR P R AR A TR, - A AR E I ERRE R TR &R » R
FEFH A] DIEEREE N RE RIS oA A A [F] 525 S 2 JEf -

2. FEREBIL/NHT ZBMEIRIVEIREERE - SR RS AR e TR B e e EAVE
F - Sl SEE AT (R A S8 2 L5 2 (RIS BLER - G - BRbHas - BE - —2% -
T LARGRER » {HIZ » EREIRTTHARAE - BA EZHEL - CHZERRE LA o HAth
FIBGEE N AMEEL THER T

3. HAMEE#HmEEMAEM L BRE R E T A - 4SS ST EHE R EBREYTEDIE A » 3%
EebrdHE SIHE e ¢ CEFSERY - BUER - FIPREZEY) - AREBIP LU CEHYRIR - 2
st TAE T B (IIREE S TR ARIAE TinBh ~ SAIES T S iy A T B

%) - WFE(E ] Logistic regression analysis(# 8 =[0]f) L K15 Propensity score(fHH[115-57)

g

EI
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ARSI ™ A Z B TR AR - (BEEIREEIR > MEZRER EIERT e IR (e > (BRI
I AHFITRRE - BEEHEAR: - AREAVERERY RS A E— P -

B PEREABEEY B A4 Web Improvement Support for Healthcare (WISH):

A Web-Based Tool Supporting Quality Improvement (Vasa Curcin, Thomas
Woodcock)

LRI B4 248 Web Improvement Support for Healthcare (WISH)Z E#k fg /& FH =1L
B o SR ey AR R FT S ElRea T - FZE Bhps SsiiE E - FrEmTERIEE o te
EEF mE RN - ZAI (RS MR EGE - (R ATE B e A 4 BRI -
WISH ‘EE R 4EF X ICEEIRAE B Taxa AR - E XM 261 - BRI A v] DUERT
i AR EdE - RIRFEEHIERE - & REEN LIZEA B rE  WE LS U ERGETRIEE
il Statistical Process Control(SPC) st % - Bl 2 B IS AR (B — 1) - B 7 2/byE
B ARG IVE ERY PDCA fEERFAS S BIRGEC s, - (F R RN 4R i - 7
rEAE A R MR A AL B TR e AR E HllE (SPC)Y R ARE R - I A AESEtiyE
= FINERESEERE  EEELYA SPC EBMGEILIEE - & AEE Ak -

NIHR CLAMRC NIHR CLAMRC
[ p—_—

LR

Example chart Overall Activity Report

Overall compliance with the busdie

NN
I

& -1 - FER Bl BB R el

N
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SraHE R - FREHDUT ERER

1 BB RtanE Blps A 2o gl - sk i BBt B FEYG =0 - b5 HE BORHEED
B E B N 2 2B T NES PR LR HYF K DU R E H  m o Ry sy
FREHAE -

2. AEEhianE B IR A\ S TOMS Bl - ARG TR E A R R DA
TH H B TR - i T AR H (& BB RIILER) - DIURS R ER S B iR ey IH H

3. RRTIREFIANICREL N\ 2 d > MBI TS A a4 S PR I B A\ S [F] LAY
Al TR o SSRGS > DURHERS R A\ R ER B AR AT SR E R SEA
RSB S R Y B R A E

4. NIEZFHREAEREIR R > FE PRI REIREE A - DI S BRI 2405
EAE - BRACEALSE - mEE S - sHE Bt &) At B OB RS ~ MR
KG9 RR AR R A T o B BB T -

5 HIFOWAMAE - AR T O ZER > BAEREEEE - BRSNS RS

7 (Patient reported outcome) % - fAHCE B FH VI TEN R EIE RS - S A S B R B
freEpt -

6. BT REMLALZEANATGER BRI ARGERET AR R - R ERAE - 1
o mE S o SR B LR DB o TRREIR U R E e AV E S - (ERE
TR ARG S - JREELEE -

7. RSS2 HEERSBEYRET GRS AR ERECRE R R TE 22 0 T
fift A A& B P A ORI R S R et T SN2 28 AR R e 25 o] i B
s B & AR BT -
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