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Abstract:- Patient safety goals implementation is one of
the indicators of the quality assurance system of
assessment (accreditation) nursing services at hospital.
This research aims to know the implementation of
patient safety goals by nurses after the accreditation of
hospital in Palembang, South Sumatra. This research is
a quantitative research using survey method of analytic
with 96 sample nurse who performed on the March to
may in 2018 using a questionnaire. The method of
sampling non-probability sampling method with the
total sampling techniques. Analysis of univariate data
using independent variables were analyzed using
standard scoring 80% based on a standard assessment
of the Committee on Accreditation of hospitals. The
results showed the implementation of patient safety
goals category either (84.4%) with details of
identification accuracy good 70.8%, effective
communication good 94.8%, the security of good
medicine 76.0%, exactly the procedure, the patient's
good operating location 87.5%, reduction of risk of
infection both 50.0% patient fall risk reduction and
good 51.0%. Expected to the hospital to build
awareness of the importance of patient safety by
supporting nurses in integrating activity oriented on
patient safety.
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I.  INTRODUCTION

Patient safety is a top priority to be implemented at
the hospital and it is related to the issue of quality and the
image of the hospital. Because that implementation of the
quality management system by improving patient safety
"patient safety" [1], is expected to lower the mortality rate
due to a medical injury by building and incorporate into
patient safety at the hospital. [2].

The achievement of safety standards is one of the
critical issues in the Organization of health services in the
hospital [3] because the hospital is health care institutions
that have a high risk to the safety and health officers, escort
patients, patients, visitors and hospital environment [4].
The achievement of safety standards is one of the critical
issues in the Organization of health services in the hospital
[3] because the hospital is health care institutions that have
a high risk to the safety and health officers, escort patients,
patients, visitors and hospital environment [4].
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Patient safety has become a priority for health
services around the world [5]. Therefore, high-quality
professional services focuses on safety and patient
satisfaction. [6] patient safety is a top priority to be
implemented at the hospital and it is related to the issue of
quality and the image of the hospital [6.1]. Patient safety
goals implementation is one of the indicators of assessment
of the quality of service guarantee system in nursing
working group is in the process of accreditation of
hospitals. Hospital accreditation is a system monitor
implementation of work at the hospital. the use of
accreditation that aim to obtain the recognition of the
quality of service of hospital, after an assessment that the
hospital has met the standards [7.8]

The national patient safety agency in the United
Kingdom reported 236 incident near miss relates to loss of
identity bracelets during November 2013 to July 2015 [9].
A few hospitals in the world that has been accredited by
JCI. Research [10] made at the 11 hospitals from 5
countries there are 52 incidents of patient safety namely
Hongkong, Australia 31% 25% 23%, India, America and
Canada 12% 10%. While in Brazil the event adverse events
in hospitals is estimated at 7.6% [11].

The data obtained from the PPI TEAM Tangerang’s
Hospital Regency in August 2016 that the number of
patient safety incidents amounted to 31 cases [9]. Research
done [12] patient safety incidents that are still widely found
in many countries including in Indonesia. Monitoring and
evaluation activities in a supervised by team of KPRS
(patient safety Hospital) with periodic solution to improve
compliance implementation in building and incorporate
into patient safety. [13] most notably by managing nurses
[14].

The head of the space has a big responsibility in the
Organization and determines the objectives result of the
Organization in this case conducting surveillance to
improve the safety of patients who do nurses and prevent
the occurrence of patient safety incidents [ 15]. In addition
to the supervision of the Chief motivation, also have an
effect on the implementation of patient safety [16], and
dissemination, in order to improve the performance of
managing nurses in implementing patient safety in
periodikserta support from management hospitals to
improve compliance and implementation to incorporate
patient safety [17, 18, 19].
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The data obtained from the preliminary results of a
study on that patient safety incident data in 2015 plebitis
0.8%, year 2016 plebitis events still occur 0.08% whereas
in the year 2017 incident occurred plebitis 0.2%. Infection
of the area of operations (IDO) of 0.5%. Hand hygiene
implementation compliance data recorded in the year 2015
(58%), the year 2016, (62%) and the year 2017 (72%),
while the incidents comprising the Genesis is not expected
(KTD) (4%), Incidence was almost Injury (KNC) (1%), as
well as the incidence of no injuries (KTC) (2%) [20].

The implementation of patient safety Hospital in
Palembang, by the quality Committee and working group
(POKJA) patient safety goals (SKP). The results of the
interviews obtained that information, the results of
accreditation on its still contained several recommendations
of the Committee on Accreditation Surveyor Hospital
Accreditation (KARS) in the year 2017 which needs to be
fixed mainly on patient safety related drug safety goals, the
reduction of the risk of infection and reduction of the risk
of patient falls. Based on the above description requires
exploration with doing research on patient safety goals
implementation by nurses post accredited hospital in
Palembang.
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1. METHOD

A. Research Design

A type research of quantitative research using the
method of analytic survey. This research was conducted in
implementing nurse throughout space inpatient hospital in

Palembang.

B. Sample of the Research

The sample of this research is the 96 respondents
nurses with inclusion criteria (1) Implementing Nurse, (2)

willing to participate in research,

(3) number

of

respondents according to population based on nurses and

ekslusi criteria:

(1) a nurse who is being leave of absence (during the
process of research), (2) nurse education and training was
following in a long time (during the process of research),
(3) a nurse who is sick (during the process of research), (4)
the results of the questionnaire answers are incomplete, (5)

head the room.

C. Research Ethics

Before collecting the data, researchers must first take

the test of ethical practice in public hospitals

the

Center Muhammad Hoesin and Faculty of medicine

University of Sriwijaya Palembang and declare
research worth doing in place of research with
number certificate of 73/kepkrsmhfkunsri/2018.

this
the

1. RESULT
Variable
f %
The Implementation Of Patient Safety Goals
Not good 15 15,6
Good 81 84,4

Table 1:- Frequency distribution of the target implementation of patient safety (n=96)

Table 1 shows the implementation of patient safety goals by nurses showed that 96 of the nurses, 81 nurses (84.4%) with
category implementation of patient safety goals fine and 15 nurses (15.6%) with category implementation targets safety patients

are less good.
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Fig 1:- Frequency distribution of implementing patient safety Goals
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Based on the results of analysis in Figure 1 above
known frequency distribution analysis of the results of the
implementation of the six standard patient safety goals of
the 96 known that nurse; implementation of target
identification (70.8%) 68 either less well 28 (29.2%).
Implementation of the communication on target either 91
(94.8%) and implementation of the communication
objectives less well 5 (5.2%). Execution on target drug
safety good 73 (76.0%) and implementation of the target
drug safety unfavourable 23 (24.0%). Right on target
implementation procedures, the location and operating
patient good 84 (87.5%) and the implementation of
appropriate procedures, target location and patient Surgery
less well 12 (12.5%). The implementation of the reduction
of the risk of infection on a target well 48 (50%) and the
implementation of the targets of the reduction of the risk of
infection of less well 48 (50.0%). Implementation of risk
reduction targets on patient falls good 49 (51.0%) and
implementation of risk reduction targets patients fall ill 47
(49.0%).

IV. DISCUSSION

Research results present that the patient safety goals
implementation in category good 84.1%. These conditions
reflect that almost all the nurses in the hospital to
implement six patient safety goals fine. Target patient
safety component is the best there is on the second and
third goal that is effective communication and accuracy of
the procedure, the patient's location, operations with the
implementation of more than 80%. While the four other
objectives with the implementation of the target of less than
80% i.e. the accuracy of identification, drug safety,
reduction in the risk of infection and reduction of the risk
of patient falls. This condition describes that patient safety
goals implementation by nurses post accreditation has not
been fullest attainment categories with less than 80% which
is not in accordance with the results of the assessment by
the Commission on accreditation of hospitals (KARS)
during the processing accreditation with the acquisition of
the results on the level of the plenary. The value of the
plenary given if assessment results average 15 CHAPTERS
or working group (POKJA) more than 80% [21].

Hospital patient safety is a system where hospitals
make patient care safer which includes risk assessment,
identification and management of matters relating to the
risk of the patient, incident reporting and analysis, the
ability to learn from incidents and follow-ups as well as
implementation of solutions to minimize the incidence of
risk and prevent the occurrence of injuries caused by errors
due to carry out an action or not to take the action that
should be taken [4.21]

Implementation of maximum patient safety goals is
not just happening in a hospital in Palembang, however
some of the results showed the same problems. Some
causes of failure of implementation of patient safety goals
there are, among others, on ways of determining grading
events as well as reporting the incident, the lack of reward
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for the staff who reported medical error [22, 23] and the
policies the implementation of patient safety hasn't been
completely done, some standards that have not been made,
kept, lack of socialization, motivation and support from the
management [18].

It is not much different from the conditions that occur
with respect to research brings researchers and verification
to the quality Committee on patient safety that has not been
the existence of a specific patient safety team was formed
as a champion in the any room that serves as a change
agent. In addition, the need for socializing and conducting
surveillance on the implementation of patient safety goals,
development of resources, level of education, leadership,
and organizational structure that rewards good impact on
the application of patient safety in Hospital [24.25].

Efforts to prevent and reduce the risk of impacting on
patient safety are not enough just because of shame and
blame the practitioner, profession or medical team
individually [26], but the need for an evaluation of the
implementation of the patient safety goals need a policy is
implemented as well as the importance of socialization,
motivation, supervision, support, from the hospital
management, reporting incidents that impact hospital
accreditation evaluation [19]. One way to assess the impact
of this is to compare the status of accreditation with
evidence-based quality measure, such as the steps of the
process are now reported with the implementation on an
ongoing basis [27], as well as the need for surveillance of
safety against a culture that needs to be constantly
improved [12-28]. Failure in the implementation of patient
safety caused by unsafe actions in the process of nursing
care of error primarily on communications and omissions in
any process of orphanage care [11].

Challenges in implementing patient safety policies
and practices can emerge from the interaction of the
components is an important part of the quality of service
that is supported by the knowledge and commitment of
organizations especially in the supervision in order to
optimization of the development of individual nurses so it
is capable of displaying high-quality performance [29] [30]
according to the standard set by the Ministry of Health
Regulation number 11 year 2017 that form the
implementation of patient safety standards consists of six
target i.e. the accuracy of patient identification, an increase
in effective communication, increased security of drugs that
need to be controlled, the certainty of the right location, the
right procedure, the right patients for surgery, the risk of
infection-related service reductions health, and the
reduction of risk of patients falling [21].

Efforts should be done to prevent mistakes in giving
the orphanage can be prevented by identifying patients
beginning treatment mainly serves to prevent errors in
pemeberian drug, blood specimen, as well as the action
other collaborative process involving all of the parties
involved in the awarding of the care and medical action
[31]. AIll these activities will affect the patient's
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satisfaction, the quality of service and is the evaluation of
hospital accreditation rating [32.1].

The identification of the patient is very related to
patient safety and patient satisfaction [33] because it is the
most important thing in the early stages of the
implementation of patient safety, so the need to establish
and enforce policies and socialization to the nurse about the
established operational standards and supervision on a
periodic basis to improve the compliance of
implementation of patient identification [34]. Various
obstacles and barriers that become factors cause
unsuccessful implementation of patient safety, that is still
difficult to change habits in the verification, availability of
identity bracelets, name on the sticker printing error of
identity [28], lack of resources, training, commitment and
incomplete reporting [35].

The implementation of effective communication in
the implementation of the care to be achieved 100% [21]
while the category of assessment in the determination of
the Level of accreditation is carried out at least 80% of the
plenary. But when compared with other studies in some
hospitals, the level of implementation of effective
communication is good is still very minimal. Seen from the
study [3]. If communication is not done properly then it
will become a threat to patient safety [25].

Drugs become part of a patient's treatment plan
require that management must play a role to ensure the
safety of patients such as the name, likeness, in the same
speech that confuse and be the cause of dispensing mistake
[19] so need to do training socialization, preparation and
labeling of drugs and applying drug management and
storage systems [36]. It still needs to be a very important
attention because drug safety is the task of nurses and other
medical personnel who are involved in patient care to
achieve patient safety [31]

Factors that cause less good right procedure, the
patient's location and operation is the absence of SOP
documents and policy is [19]. Efforts should be done to
prevent mistakes in giving the orphanage can be prevented
by early treatment process verification mainly serves to
prevent errors in action, as well as other actions involving
the collaborative process in the awarding of the care and
medical action [31]. All these activities will affect the
patient's satisfaction, the quality of service and is the
evaluation of hospital accreditation rating [32, 1].

The results of observation and interviews on the clerk
of the Committee (PPI) infection prevention obtained
information that provision means in reducing the risk of
infection by having liquid handwash, stickers and hand-
washing guidelines every sink, mounted throughout the
space of care, socialization to the clerk and visitors about
hand-washing is good and correct. The implementation of
the activities of the clean hands before and after appropriate
action SPO is standard precautions in preventing and
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controlling nosocomial infections due whenever the officer
carrying out the wayward hand hygiene will be at risk of
spreading infection [37, 38].

The results of this research are not much different
from the research done [39] that the application of patient
safety risks of falling, just as much 50% who did studies on
the risk of falls and fall risk in mark, gained only 25 %. The
condition can be a trigger as bad controlled the risk of
falling. Risk reduction falling not only do nurses, because
the whole officer is obliged to know and implement
internship students are no exception, or the room service
should be aware of the dangers against the risk of injuries
due to falls. [38] in addition to this, carry out the preventive
compliance risk of patient falls must be supported by the
existing standard operating procedures (SOPS) include give
bracelets a risk of falling, the installation of labels, writing
on the Board nurse station humbling place installation of a
safety fence and sleep bed [40].

Other studies that have been done by some
researchers to assess the implementation of patient safety
standards in an effort to face accreditation there is some
obstacle, among others is the lack of oversight in the
reporting of safety incidents patient (KTD, KPC, KNC)
(19). These things have an impact on the evaluation of
previous hospital accreditation which often experience
barriers. One way to assess the impact of this is to compare
the status of accreditation with evidence-based quality
measure, such as the steps of the process are now reported
with the implementation on an ongoing basis (27), as well
as the supervision of the against a culture of safety that still
need to be constantly improved (28).

V. CONCLUSION

The implementation of patient safety goals by nurses
is better at the time of accreditation is done compared to
after the accreditation of hospitals better.
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