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The proposed Medical Dispute Act reflected a concerted
effort to introduce the ideas of the patient safety movement
(PSM) to the Taiwanese legal system. The fact that it failed
to clear the legislative process, the paper argues, actually
presents a precious opportunity for the Taiwanese society
to re-examine in more depth how these ideas could and
should be incorporated into the legal system. Against this
backdrop, this paper examines the following subject areas
relevant to the legalization of PSM ideas, including: 1.
protection of information; 2. early discovery of truth; and 3.
the doctrine of negligence liability. The existing literature
typically focuses on the first subject area, in particular
on the concept of apology laws, i.e., whether apologetic
or sympathetic remarks offered by medical professionals
can become evidence in the court. Other legal issues that
have tremendous significance to the pursuit of patient
safety, however, are often overlooked, which include: 1.
peer-review privilege, 2. the establishment of early truth-
finding mechanisms, and 3. alternative construction of
the doctrine of negligence liability. This paper argues that
serious investigation of these heretofore underappreciated
topics will help lay a healthy foundation for the next round
of legislative discussion over how to overhaul the medical

malpractice dispute resolution system in Taiwan.
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FRE "EBRAUNEENRERSHHEL) BX (LITHHEE
AE)  BEEB " TS, A TR LSEE . 2K
Miz=E AR ZMNEREAR - ZERE—EN2015F588
BRETE  BERANAERNREMERERK -

BREMs BAREFZEZSMATH - —  HEKSIZ
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1 THRREREES BHEEEAT  BAEABAR (BRBEEES
BAREEEMY - http://www.mohw.gov.tw/cht/Ministry/DM2_P.aspx?f_
list_no=334&fod_list_no=0&doc_no=49151 (B HEA : 2016481
30H) ©

2 2RBSRBRE  BHEEANR (BRAUDEERBERILEEE
T2 ) BHH2015.04.21 ° https://zh-tw.facebook.com/TMAL119/
posts/645805105550901 (ZIZEHEA : 20164-8H30H ) -
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movement, PSM ) 8B R Z5 N0 - SIEE)RFAEEEER A
TERGEEEEE5R (preventable medical errors ) ZE4A  BRFERE
AR BIERAXTEF IR - MIFR & ARENMEANAR
BTk - RAMREABRELARMRIE - PSMERER
BREEEXZSNRENE  DIBRLERTES @ BAAER
mE’ -

PSM B9 | 7L 38 7 — M 450 8 A T Y BE R S5 SR YRR K
('systems approach) ® - BfeE 7 @ L —R{ECHBIESHAE
—  BERANIEREERSHRBRA 0 Z » 817
NEFEINEEEHBHCETRARRASTC ) = ~ BERIEHR
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6 Z2RA—MLIEEAKRELMTT (Institute of Medicine ) 7219994
Bk (IBERAM) e (To ErrIs Human) » fERRARRE
BYEHFE 7 R MEREZ] - See generally Institute of Medicine, To Err is
Human: Building a Safer Health System (Linda T. Kohn et al. eds.,
2000).

7 (REEAMY =% (Why Do Errors Happen?) ZEiB&E M

(active ) MM (Iatent) R @y - RFAE AP SRS

& AEEZERREREAGRFTNRERNRMLERE - Iltt%ﬂﬁzéf/\
Z2 - RYBREANEEIN  EFERAUNENEBEHRNER
R - RERER I — B AR SR (systems approach) - See
Institute of Medicine, supra note 6, at 49-68.

8 [FIAUE °

9 MAZLEDHBEENER  REENZXEMNZR2BRESR

(Aviation Safety Reporting System, ASRS ) 2 EkZh#&Es - See C.

Stephen Redhead, Health Care Quality: Improving Patient Safety by
Promoting Medical Errors Reporting 12 (Congressional Research
Service Report for Congress, 2005).

10ERBRARRD T ERERELHERALR CBE > 52 RThe
Agency for Healthcare Research and Quality Patient Safety Network
Website, http://psnet.ahrq.gov/default.aspx! (follow “Patient Safety
Primers” hyperlink; then follow “Root Cause Analysis” hyperlink) (last
visited Aug. 30, 2016) °

MBARDESERT HEENEEER  MHBELE&LERE - »
ARDEHNERGE BB ECXERHETXTREEER
2HMBESEEFERERAES (total quality management and
continuous quality improvement, TQM/CQI) - TQM/CQI&3H7 Fsk
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PSMIYFRFIRE - MR BB ERFAINAE (no-tril
approach ) MEFRAIMNEIBZETF A" - PSMELIERERET
FABDNGT 8ENEFAECRLEBREENEERE
ERSEEMN  EBEERNHERS" - —ERERERE
BEEFRAUM BRI - B ERETFAEY  FERITER
ZHh 0 BlEREEE S AN ZEEN T EESHEREHNER
SYRYEIREZEE" o

R ENFAING P IR - KB FHRBABEEHE
FENEITENIREE (full disclosure) " o SEEEE AR AT S
A% (Joint Commission ) F22001FEEAE K [m)5H B EENIREET
RIHRIEE  REBBRTAREHREBETH 2ERE BS
HEBEIEHAREBRBHGER" ELNEARKEBERRSR

( University of Michigan Health System ) H20025FF15 @ £
— S ERMBANRRREEHE @ BETBMHEEEE
FEE  WHRSTEBHELCETHAS - ARERNZGEE
FRERNAEBK (negligence) > BIHPT T FBYEHFL AR

R REHRE » WIFBEARENEACER » RMEREBERBR
TEHENBHENERERRF R - BLRRIRZRTRE -

FEFABZREFESRE  MBEEZBRT I BEMAUZR - &
ARZESFERFBITAM/CQISI \BRERNE ]  HEREHAE
T th—¥#5t5)E094KH8 - See Chih-Ming Liang, Rethinking the Tort
Liability System and Patient Safety: From the Conventional Wisdom
to Learning from Litigation, 12(1) Indiana Health L. Rev. 327, 337-38
(2015) (Footnote 38); Troyen A. Brennan & Donald M. Berwick, New
Rules: Regulation, Markets, and the Quality of American Health Care
127-130 (1996).

12 See Chih-Ming Liang, supra note 11, at 360-366.

13 See Chih-Ming Liang, supra note 11, at 340-349.

14 /d.

15 See generally Lucian Leape, Full Disclosure and Apology: An Idea
Whose Time Has Come, 32(2) PHYSICIAN EXECUTIVE 16 (March-April,
2006); Doug Wojcieszak et al., The Sorry Works! Coalition: Making
the Case for Full Disclosure, 32(6) JOINT COMM’N J. ON QUALITY &
PATIENT SAFETY 344, 344 (2006).
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