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ABSTRACT 
 
Background: Patient safety is a crucial issue and a focus of policy standard in internationally 
accredited organizations. The specific committee responsible for quality improvement in patient 
safety is the committee for quality improvement and patient safety (PMKP). Incidence of 
malpractice often occurs but are not reported. It indicates that the committee has not worked 
according to required accreditation standard. This study aimed to analyze patient safety 
management with the committee for quality improvement and patient safety at Sumbawa Hospital, 
West Nusa Tenggara.  
Subjects and Method: This was a qualitative study with phenomenology approach. Nine study 
participants were selected purposively, consisting of 3 committee members (chairperson, secretary, 
and patient safety sub-committee), 3 chiefs of ward (pediatrics, internal medicine, and surgery), 
and 4 nurses or midwives (pediatrics, surgery, ICU/ICCU, and obstetrics).  
Results: The committee for quality improvement and patient safety has been established at 
Sumbawa Hospital, West Nusa Tenggara to meet the requirement of hospital accreditation 
standard. It aimed to improve the quality of services and to assure patient safety. However, its work 
has not meet the required standard. The lack of knowledge among involving parties, including 
hospital management, PMKP member, medical professionals was identified as one important 
obstacle for the implementation of patient safety management. This has led to the incidence of 
malpractice at the hospital, sub-standard quality of services and patient safety.  
Conclusion: PMKP has been established at Sumbawa Hospital, West Nusa Tenggara. However, 
their work have not meet the required standard. The lack of knowledge among involving parties, 
including hospital management, PMKP, and health professional, has led to the incidence of 
malpractice at the hospital, sub-standard quality of services and patient safety.  
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BACKGROUND 

Patient safety is a critical issue in hospitals 

that are often published and internationa-

lized. Patient safety becomes the policy 

standard in international accreditation 

organizations (El-Jardali et al., 2011). The 

Hospital Accreditation Committee (KARS) 

has developed patient hospital safety 

standards in the hospital patient safety 

standard instrument to improve patient 

care quality and ensure patient safety 

(Priyoto and Widyastuti, 2014). 

The Committee that plays a role in 

patient safety is a quality improvement and 

patient safety committee (PMKP) that 

reaches out to all departments in the 

hospital. Implementation of the work 

program of the committee is not easy 

because it requires good coordination and 

communication between the heads of 
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fields/ medical division, nursing, medical 

support, administration, and others 

including head unit / department / service 

installation. The Patient Safety Committee 

is one of the sub-committees of PMKP that 

plays a role in patient safety management 

including programming and reporting, 

monitoring and evaluation, developing 

patient safety indicators, documenting, 

investigating and analyzing related patient 

safety incidents (KARS, 2017). 

The implementation of patient safety 

management in hospitals plays a very 

important role in preventing or minimizing 

the occurrence of adverse patient safety 

incidents. Patient safety is the respon-

sibility of all parties relating to health care 

providers. Stakeholders have a respon-

sibility to ensure that no action is harmful 

to the patient (Kangasniemi et al., 2013). 

Patients also play a greater role in mana-

ging their health in order to support patient 

safety efforts (Bishop and Macdonald, 

2014). 

Factors contributing to the onset of 

KTDs in hospitals include the fact that 

communication about treatment and 

surgery is the most important that affects 

the patient safety culture (Smith et al., 

2017). An analysis of 2,455 sentinel events 

reported to the organi- cation of the health 

accreditation commission showed that 70% 

of the cases were the result of failure in 

communication (El-Jardali et al., 2011). 

Joint Commission International (JCI) 

and World Health Organization (WHO) 

report that some countries have 70% of the 

treatment errors cases, even though JCI 

and WHO have issued "Nine Life-Saving 

Patient Safety Solutions" or 9 patient safety 

solutions. In fact, the patients' safety issues 

are still prevalent, including in Indonesia 

(JCI, 2017). 

The issue of patient safety in 

Indonesia began to arise in 2000, followed 

by some first studies conducted in 15 

hospitals with 4500 medical records. The 

results showed that the rate of KTD varies 

greatly, ie 8.0% to 98.2% for misdiagnosis 

and 4.1% to 91.6% for treatment errors. 

Since then, evidence of patient safety in 

Indonesia has spread, although there has 

been no national study to date (Aranaz-

Andrés et al., 2011). 

The report reflects that patient safety 

management is poorly applied, so KTD is 

still happening. In response to this, Indo-

nesia has established KKP-RS (Hospital 

Hospital Patient Committee) since 2005 by 

PERSI (Indonesian Hospital Association). 

Since 2006, patient safety and clinical risk 

management workshops are attended by 

nearly 1900 hospital staff (doctors, nurses, 

etc.) from + 250 hospitals throughout 

Indonesia (Ministry of Health, 2015). 

In 2008, the national hospital's 

accreditation body made patient safety the 

accreditation standard through the esta-

blishment of the PMKP committee. Law 

Number 44 of 2009 on Hospital and 

patient safety shall be carried out by the 

Hospital, and Ministry of Health regulation 

number 1691 of 2011 on patient safety 

(Ministry of Health, 2015). The majority 

(84%) of healthcare professionals can 

stimulate action to improve patient safety 

culture (Zwijnenberg et al., 2016).  

The report of patient safety incidents 

by province in 2008 showed that in DKI 

Jakarta province (37.9%), Central Java 

(15.9%), D.I. Yogyakarta (18.8%), East Java 

(11.7%), South Sumatra (6.9%), West Java 

(2.8%), Bali (1.4%), Aceh (10.7%) and South 

Sulawesi (0.7%) (KKP-RS, 2008 in Keles et 

al., 2015). The most common case is a drug 

mistake that often leads to lawsuits and 

ends in court. Seeing the phenomenon, it is 

true that hospital patient safety program is 

very important and is an improvement of 

the quality program that has been 
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implemented conservatively (Kemenkes, 

2009). 

The role of the management or the 

hospital's PMKP committee is crucial in 

patient safety management, since patient 

hospital safety incidents are expected at 

zero defect (0% incidence rate). Imple-

mentation requires good coordination and 

communication between the head of the 

field / medical division, nursing, medical 

support, administration, and others 

including the head of unit / department / 

service installation (KARS, 2017). 

Based on a preliminary survey at the 

Sumbawa Regional Public Hospital, the 

new PMKP committee was established in 

2017. The national accreditation agency has 

established patient safety standards 

regarding the establishment of the PMKP 

committee since 2008. The implementation 

of patient safety management has not been 

maximal and is not in accordance with the 

established patient safety standard. Staff 

knowledge and awareness are still low, so 

there is no reporting and documentation of 

patient safety incidents. 

The purpose of this study was to 

analyze patient safety management at 

PMKP committee in Sumbawa Hospital. 

 

SUBJECTS AND METHOD 

1. Study design 

This research was conducted at Sumbawa 

Regional Public Hospital, Sumbawa 

Regency, West Nusa Tenggara. The reason 

for the selection of this place, because the 

role of the PMKP committee, especially the 

patient's sub-safety has not been run in 

accordance with safety management 

standards. The study was conducted in 

November 2017. 

This research is qualitative using an 

phenomenology approach that is approach 

which gives description, reflection, inter-

pretation, and research mode that convey 

the essence of life experience of individual 

studied (Afiyanti and Rachmawati, 2014). 

The phenomenology approach is an 

approach that provides descriptions, 

reflections, interpretations, and modes of 

research that convey the essence of the 

individual life experience studied (Afiyanti 

and Rachmawati, 2014). 

2. Participants 

Participants in this study were the 

committee of PMKP, head of space and 

nurse/ midwife in the inpatient ward of 

RSUD Sumbawa which fulfilled the 

research criteria. The selection of parti-

cipants by purposive sampling technique is 

selected with consideration and certain 

objectives by means of participants selected 

(Sugiyono, 2015). The number of partici-

pants is 9, consisting of 3 committee mana-

gers (head, secretary, and patient safety 

sub-committee), 3 headroom (children, 

internal medicine, and surgery as well as 

secretary of the committee), and 4 nurses / 

midwives in-patient, surgery, icu / iccu, and 

midwifery). 

3. Data Collection Techniques and 

Analysis  

The data were collected with in-depth 

interviews, observations and document 

studies. Data analysis used thematic 

analysis. Braun and Clarke (2014) revealed 

that thematic analysis was a method for 

identifying, analyzing the theme, and 

meaning of a data in relation to a research 

question or providing a description of the 

data as a whole. 

4. Study Instrument  

The data collection instrument was the 

researcher. The data collection tools were 

questionnaires, interview guides, obser-

vation sheets (checklists), observation note 

sheets, document study notes, tape 

recorders, and cameras. 
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RESULTS 
1. The role of the CTF committee in 

the patient safety management 

perspective 

The PMKP Committee was established in 

an effort to improve the quality of patient 

care and ensure patient safety. This 

committee is also to meet the standards of 

hospital accreditation that has activities 

with a very wide spectrum. One of the 

subcommittees responsible for the patient's 

health is the patient safety committee. 

This sub-Committee plays a role in 

patient safety management including 

programming and reporting, monitoring 

and evaluation, developing patient safety 

indicators, documenting investigations and 

analyzes related to patient safety incidents. 

The program has been prepared by the 

committee, but its implementation still can 

not be implemented as a whole since the 

new committee is just formed.  

Determination of SOPs related to 

patient safety programs should be esta-

blished as a basis or standard in doing 

something. At hospital in Daerah Sum-

bawa, starting from the making of the 

documents to the printed form is the task of 

the working group of patient safety, where 

the team is at the same time a sub team of 

patient safety. This indicates that the 

implementation system of management has 

not been up to standard. This is due to the 

limited knowledge related to the role of 

PMKP committees in patient safety. 

Socialization to each unit related to 

the role of PMKP committee should be 

done so that all officers, especially health 

personnel in order for them to know what 

the job description is, authority and 

responsibility of the committee. Some 

participants and officers in each unit do not 

know yet and do not understand the role of 

the PMKP committee, nor even know the 

existence of this committee in the hospital. 

This is due to socialization related to the 

role of PMKP committee. 

2. The implementation of patient 

safety management 

The implementation of 6 SKPs in Sumbawa 

Regional Public Hospital has not run 

maximally yet. This is due to various 

constraints, namely limited knowledge and 

awareness of personal / officers and 

management or hospital and limited 

facilities and infrastructure in doing 6 SKP. 

Non-compliance in the implementation of 

six patient safety goals (SKP) increases 

patient safety incidents (IKP). 

The events of IKP shall be reported by 

the concerned officer to the head of the unit 

responsible for the unit. The reporting 

report shall have its standard. In fact, so far 

the Regional Public Hospital of Sumbawa 

does not have an IKP-related reporting 

system. When the IKP does not report or 

report the head of the unit verbally, so there 

is no data or documents related to the 

number of incidents that occurred in the 

hospital. 

Incidents related to IKP often occur in 

the hospital, but in the implementation of 

the reporting system found several 

obstacles, namely the understanding and 

awareness of the personal and the existence 

of blame culture / blame culture. 

Patient safety education and training 

should be provided to all hospital person-

nel. Sumbawa District General Hospital has 

programmed it, it just has not been 

implemented to all officers or staff. The 

implementation wasn only at the head unit 

level. 

3. Outcome of the implementation of 

patient safety management 

Monitoring and evaluation was done as a 

follow up of the programs that have been 

conducted. In Sumbawa Regional General 

Hospital, the monitoring and evaluation 

related role of PMKP committee in patient 
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safety management cannot be done. This is 

because the newly formed PMKP com-

mittee in the hospital and the implemen-

tation of the SKP is still in the socialization 

stage. 

 

DISCUSSION 

1. The role of QIPS committee in the 

perspective of patient safety 

management  

QIPS committee was formed to support the 

accreditation. The role is to improve the 

quality and safety of the patients. The 

workplan of the committee is to determine 

6 SKP indicators and incident analysis. The 

hospital management system has not been 

properly implemented, thus impacting on 

the implementation of QIPS committee's 

role in patient safety management which 

has not been up to standard. The 

implementation of the work program can 

be properly done if the management, 

committee administrators, head unit, and 

officers or technical officers understand the 

role and work program of the QIPS 

committee. The most common practices in 

improving patient safety culture are goal 

setting and strong action planning for 

quality improvement, the implementation 

of patient safety initiatives and programs, 

and good survey administration methods 

(Campione and Famolaro, 2017). 

The lack of understanding and the 

incompatibility of QIPS committee’s role 

are due to a lack of information given by the 

government. Education and training related 

to the role of the committee need to be 

done so that committee members can 

understand and perform their roles which 

are in accordance with their duties, 

responsibilities and authorities.  

Educational strategies and adherence 

to protocols, the development and 

implementation of simulation-based train-

ing programs are undertaken for the 

improvement of technical and non-

technical skills (Lee et al., 2014). The QIPS 

committee/team and also the person who is 

responsible of the data in the work unit 

should do the hospital data management 

training, namely collection, analysis, and 

improvement plan. In addition, in order to 

do a proper coordination and organizing by 

QIPS committees/teams, the management 

training of patient safety is needed. (KARS, 

2017). 

2. The Implementation of Patient 

Safety Management  

In Sumbawa Hospital, patient safety 

management has not worked well. 

Management functions such as planning, 

organizing, actuating, and controlling 

(Gillies, 1994) on patient safety are still not 

implemented according to the standards.  

The function of planning is as the 

basis implementation of other management 

functions. The patient's safety planning 

function at Sumbawa Hospital is included 

in the formulation of work programs about 

patient safety. The program includes the 

formulation of indicators, the preparation 

of activity guidelines, training and 

development programs, the socialization of 

quality indicators related to patient safety, 

and patient safety analysis. The work 

program that has been set certainly 

requires an approach strategy to be 

implemented in accordance with expecta-

tions, therefore, it can improve the quality 

and patient’s safety culture. 

The improvement of patient’s safety 

culture through the implementation of 

routine cultural measurements with broad 

results of dissemination. There are action 

plans for improvement that include 

leadership support and the involvement 

from all levels of staff, and a variety of 

patient safety programs as well as 

education (Campione dan Famolaro, 2017). 
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Organizing function is a strategy in 

implementing the patient safety program. 

The impact of several strategies in 

improving the patient safety culture shows 

strong evidence that supports best practices 

in improving safety culture (Morello et al., 

2013). The organizing in Sumbawa Hospital 

has not properly done. The allocation of 

resources, tasks arrangement, and proce-

dures are still unclear. The management of 

QIPS committee is mostly unfamiliar with 

the duties, responsibilities, and authorities, 

they also do not understand about the 

organizational structure of the QIPS 

committee. 

There are lacks of understanding, 

awareness, and behaviour in improving 

patient safety, therefore, the safety culture 

of patients in Sumbawa Hospital has not 

been implemented. In accordance with 

Social Cognitive Theory, environmental, 

personal, and behaviour are the factors of 

patient safety. Cognitive, emotional and 

behavioral aspects will affect the imple-

mentation of a patient safety culture. One 

of the intervention strategies related to 

patient safety is by implementing patient 

safety training (Bandura, 2001). 

The implementation of training for 

managers and all officers/staff is essential 

in improving the understanding, therefore, 

the awareness of each role can be 

implemented according to patient safety 

standards. 

Training intervention is useful in 

improving the perception, attitude and 

awareness of personnel toward safety 

culture, therefore, it decreases the number 

of adverse incidents and improve the safety 

of patient (Xie et al., 2017). The training 

conferences provide benefits for trainees in 

using unique perspectives to identify the 

susceptibility of system and develop 

innovative solutions (Smith et al., 2017). 

The institution should be active in 

facilitating the transparency practice of 

adverse incidents, so that adverse incidents 

can be reported (Bell et al., 2015). In 

addition, organizational knowledge can be 

conducted through practice learning 

approaches,  and government practices 

need to be aligned to the whole organi-

zation. The srategies are required in the 

leadership roles of the patient safety quality 

domains, interaction between the center 

and the leadership areas which affects the 

organization (Turner et al., 2014). 

The patient safety culture that has not 

been implemented indicates that the 

organizing system is still deficient. This is 

an inhibiting factor in the implementation 

of patient safety management and it leads 

to the enhancement of patient safety 

incidents. 

One of the ways to encourage a 

positive perspective is that the managers 

should create systems and environments 

which can help the nurses in improving 

their organizations. A management style 

that respects the role of nurses in patient 

safety and encourages the responsibility 

and control of patient safety by nurses lead 

to positive perceptions of patient safety 

(Mwachofi et al., 2011).  

The actuating function is a set of 

established patient safety program. The role 

of QIPS committee for patient safety 

management is urgently needed. A leader 

must have the power to direct, implement, 

support and organize all activities, 

therefore, the entire civitas hospital will be 

motivated to implement the patient safety 

program. 

Transformational leadership is highly 

important to improve the safety of patients 

and also to improve nurses’ job satisfaction. 

Leaders or managers who involved in 

leadership actions can improve the 

empowerment of professional practices, 
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therefore, it can improve the quality of the 

working environment and the safety of 

patients (Boamahet al., 2017). The 

managers are expected to improve the 

patient safety efforts because managers or 

the influencers can do more to support a 

patient’s safety culture (Danielsson et al., 

2017). 

The controlling function is conducted 

to assess the extent to which the work 

program has been carried out in accordance 

with the patient safety standard. In 

Sumbawa Hospital, patient safety incidents 

are often occur, but the PSI (Patient Safety 

Incident) reports and documentation 

system has not been implemented. This 

results in the absence of data regarding the 

number and type of incidents. Without the 

reports and documentation, evaluation can 

not be done, therefore, there is no follow-up 

from PSI to improve the quality of service 

and patient safety. 

General System Theory (GST) stated 

that the concept of subsystem is related to 

each part as causality. The implementation 

of patient safety program is a series of 

systems that affect each other. If the 

incident reports are not written, then the 

hospital will not have the data about the 

number of incidents, therefore, the 

monitoring and evaluation cannot be done. 

This will affect the quality of patient 

services and safety (Von Bertalanffy, 1956).  

Blaming culture in PSI is one of the 

obstacles that often occur in the hospital. 

The fear of being blamed and being 

punished makes the employees/officers 

refuse to admit their mistakes.  

Individuals should not be blamed for 

an error system in an incident. Instead of 

blaming the individual, analyzing the 

causes of errors and handling the problem 

together are the actions which have to be 

done (Stewart, 2017). Blaming may affect 

the quality of error reports. Leaders can 

teach the staff to investigate and to ask the 

negative outcomes for the patients without 

blaming, leaders should also cultivate the 

improvement of the working environment 

rather than give punishments to prevent 

Blame-Related Distress (Davidson et al., 

2015).  

System is the key in improving patient 

safety. Systems that encourage data input, 

data analysis, and feedback without the fear 

of punishment can lead to more error 

reports and they also form the processes 

that eliminate the consequences of errors 

(Radhakrishna, 2015). 

3. The Outcome of Patient Safety 

Management  

Monitoring and evaluation system is 

essential to evaluate the progress of a 

program. The monitoring and evaluation 

should be conducted periodically to find out 

the constraints that can be found during the 

process. Sumbawa Hospital has not 

conducted monitoring and evaluation 

which is related to the role of QIPS 

committee in patient safety management, 

therefore, the success of the patient safety 

program is unknown.  

Attribution Theory can be applied in 

patient safety management to evaluate the 

success and failure of the system. 

Monitoring and evaluation of patient safety 

programs is essential. If the result is not as 

expected, then the management can 

develop a positive working environment to 

ensure the safety of the patient (Weiner, 

1935).  

In addition, the fishbone diagram 

proposed by Ishikawa can be applied in 

identifying the possible causes of patient 

safety problems. Factors identified include 

both external and internal factors of the 

hospital. The internal factors are team, 

duty, staff, patient, working environment, 

communication, management, and organi-

zation. While the external factors are 
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everything that comes from outside the 

hospital such as government policy or 

politics, law and legislation, economic and 

socio-cultural (Tague, 2005). 

Based on the description above, it can 

be concluded that the QIPS committee was 

established to support the accreditation, in 

which the role of the committee in patient 

safety management is the key in managing 

the quality improvement and patient safety 

program. 

The implementation of patient safety 

which is not up to standard can increase the 

PSI. This is because the patient safety 

management is a series of interrelated 

systems that affect the quality of service 

and patient safety. 

Monitoring and evaluation are 

conducted to evaluate the success and 

failure of the patient safety program. If the 

result is not as expected, then the 

management can develop a positive 

working environment to ensure the safety 

of the patient. 
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