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Abstract

The Emergency Department (ED) is a hospital service unit that provides the first service for patients with disease
conditionsthatthreatentheirlives orcan causedisability for24 hours. Implementation of patientsafety inthe ED should
be applied to minimize the risk of error handling for the patient. ED staff perceptions related to the implementation
of patient safety is a factor that directly-related to his behavior in applying the implementation of patient safety. This
study aimed to analyze the relationship between perceptions of staff ED and patient safety by implementing patient
safety at the Regional Hospital Emergency Department Cirebon. This study was a correlational study with the cross-
sectional approach of 99 emergency staff with total sampling at Cirebon. Collecting data used questionnaires of
patient safety. Based on the results of the univariate analysis showed that the majority (80%) of respondents either
category on the implementation of the sub-variables of patient safety team collaboration and communication, only
a small proportion of respondents less category (20%) on the implementation of the sub-variables of patient safety
team collaboration and communication. In addition, less than half (49.5%) category lacking in implementing
patient safety, only half (50.5%) categories, both in the implementation of patient safety. Based on the results of
the bivariate analysis showed that the relationship implementation of patient safety with all the variables, namely
teamwork (p-value = 0.000), communications (p-value = 0.005), the concept of patient safety (p-value = 0.005),
and perception (p-value = 0.005). Based on the results of the study, the researchers concluded that the relationship
between staff perceptions of the emergency department (ED) on patient safety by implementing patient safety at
the Regional Hospital emergency department (RSD) Cirebon. IGD support staff perceptions of patient safety, but
still found lacking in the category of health workers implementation of patient safety, so the need for patient safety
education and training with simulation methods to illustrate the approach in the implementation of patient safety.
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Introduction

The Emergency Department (ED) is a
hospital service providing services during
the first 24 hours in patients with the threat
of death and disability, Services provided
interdisciplinary  involving all  health
professions include doctors, nurses, energy
analysts, and pharmacy staff. The medical
profession in their service delivery to address
the interdependence of health in order to
improve health care for patients (Ministry
of Health, 2011). Type of patients who need
examination and immediate action especially
in critical condition, both in acute cases of
non-trauma, acute cases of trauma, patients
with psychiatric disorders, patients with
infectious diseases, and the patients were
exposed to chemical or biological (Australian
College for Emergency Medicine, 2014).

Pratama health services that have ED
facilities and referral health services should
have facilities and infrastructure that are
equipped with emergency equipment. In
addition, all ED staff should have sufficient
competence and capability for handling
emergency cases. Handling victims who
are not immediately carried out can cause
various problems such as increased risk of
disability, complications and even the risk
of death (Emaliyawati, Prawesti, Yosep, &
Ibrahim, 2016). Patients are in an emergency
condition and must be given immediate
action at least will cause anxiety for both the
patient or the health care staff themselves,
especially nurses who handle (Shari, Suryani,
& Emaliyawati, 2014).

Service to the emergency conditions
often faced with an increasing number of
patients and severity levels. Patients seeking
treatment for primary and urgent complaints,
any time day or night, so that frequent
emergency conditions met by patients with
various conditions and levels of severity.
It is certainly need high skills of health
personnel in the decision to prioritize services
according to the level of severity. Conditions
incoming emergency patients with a number
of unexpected and different severity became
one of the factors that make health workers
are overwhelmed in dealing with patients.
Therefore, it will be an imbalance that can
have an impact on safety patient threat
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(Brenna, 2016).

Sherman et al. (2009) states that human
and organizational factors are factors that
contribute to patient safety, it affects the
behavior of health staff in relation to safe
patient care. Referring to the concept of
patient safety, although the program of patient
safety has been socialized in clinical areas, but
problems in the field has found the tendency
of various conditions such as crowding,
lack of staff, the waiting time extends, the
lack of major appliance, resulting in patient
services that are safety becomes less than the
maximum (Agency for Healthcare Research
and Quality, 2013).

Complex services in the emergency
department is closely related to various
risk factors for patient safety that could
potentially cause injury and harm to patients
such as patient handling errors (Runciman et
al., 2009). As the results of research Horwitz
et al. (2009), about a common problem in the
ED tends to lead to the risk of patient safety
that include communication failures, lack
of teamwork, and crowding. Other studies
on patient safety in the emergency room
mention that interruptions and multitasking
are considered factors contributing to errors
(Westbrook, 2014). Based on the description
above, shows that the communication
failure factors, lack of teamwork, crowding,
interruptions, and multitasking is a factor
that is very influential on patient safety in the
emergency department.

Integral skills in managing multiple tasks
at the same time required in the emergency
room. According to the results of research
Patel and Cohen (2008) that the work of
doctors and nurses in the emergency room
that is unique clinical environment tends to
occurrence of multitasking. Activities most
often performed by doctors and nurses while
doing multitasking namely the exchange of
information (Lena et al., 2012), Although the
effect on the creation of a working memory
load is higher (Guttmann et al., 2011). Two
studies in Denmark is based on questionnaires
to doctors and ED nurse’s, that multitasking
often as stress factors that can interfere with
the performance. This has the effect of errors
caused by the high cognitive demands on
services multitasking (Sorra et al., 2009).

Implementation of patient safety is activity
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intended reducing the possibility of side
effects associated with health care (Shojania
et al., 2001), The complexity inherent in the
emergency services such as employment in
the same time, uncertainty, change of plans,
and a high workload. Interactive complexity
in the emergency services often cause
unfavorable attitude among staff in dealing
with patients, so that errors often result from
the behavior of health care in this unit (Peters
& Peters, 2008). Behavior in health services
cover all activities or activities of individuals
both observable and unobservable relating
to the maintenance and improvement of
health influenced the perception of the
individual (Sobur, 2011). For creating the
perception that support the realization of the
health service needs to be supported by the
competence of health professional’s patient
safety (Jeffs et al., 2013). Consistent research
Bovbjerg, Miller, and Shapiro (2001), which
states that the services provided appropriate
professional responsibility and discipline
will affect the increase in perception and
execution patient safety,

Perception is an individual view of
something that will make a response and
behave (Walgito, 2002). The theory states
that the health belief model of individual
plays a role in determining the attitude of
doing or not doing health behavior (Conner,
2005). Appropriate research Rosenstoch
(1974) in theory health belief model of
states that individual behavior is influenced
by individual perceptions about the threat
of health problems and the corresponding
value of actions aimed at reducing the threat.
Perceptions of health workers leading to
actions that affect patient safety, which is
important for the hospital. Health workers
are important resources for the hospital or
health care provider to ensure patient safety
(Aiken et al., 2002; Berney & Needleman,
2006). Given the important position in the
provision of health services, it is necessary
to understand the perception of health
professionals on patient safety (Affonso et
al., 2003). This study aimed to analyze the
relationship between staff perceptions of
the emergency department (ED) on patient
safety by implementing patient safety at the
Regional Hospital emergency department
(RSD) Cirebon.
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Method

This research is a quantitative research using
analytic descriptive study with cross sectional
study design. The study was conducted from
June to July 2018 at ED (RSD) Cirebon, West
Java. The non-probability sampling technique
was used with a total of ninety-nine (n=99)
participants.

This study used three questionnaires
namely demographic questionnaire, a
questionnaire of perception, observation and
questionnaires related to the implementation
of patient safety healthcare provider’s in the
ED. Demograph questionnaire containing
age, sex, length of employment, job position.
Researchers used questionnaire adopted from
Hospital Survey on Patient Safety Culture
developed by The Agency for Healthcare
Research and Quality (AHRQ) (2007) and
observation using a questionnaire emergency
assessment team measure (TEAM) according
to the guidelines Cooper et al. (2010).
Researchers conducted a back translation and
the validity and reliability of the questionnaire
on the ED staff of 40 people using the
Pearson product moment correlation for
validity and KR-20 and Cronbach’s alpha
reliability. All items on the questionnaire
perception and implementation of patient
safety are valid. The questionnaire is said
to reliability because reliability coefficient
greater than 0.7. Univariate analysis was used
to determine the frequency of each variable.
Analysis using a bivariate test with Kendal’s
Tau b test. Before collecting the data has been
carried out ethical clearance from Universitas
Padjadjaran Research Ethics Committee on
May, 2018 No. 472 / UN6.KEP / EC / 2018.

Results

Research results in Table 1 showed that
more than half (57.58%) of respondents are
male, most aged 2630 years are at intervals
of as many as 46.46%, the highest education
level is Diploma (13 nurses, midwives
8, pharmaceuticals 6, the analyst 21),
amounting to 48.48%, the highest working
period at intervals of 1-3 years is 35.35% of
respondents, while the average patient visit
pebulan mostly in yellow triage is 69.91%.
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Table 1 Frequency Distribution Characteristics of Respondents and Number of Visits Patients at

ED (RSD) Cirebon (n = 99)

Variables Category F %
Age 18-25 yr 12 12.12
26-30 yr 46 46.46
3140 yr 25 25.25
41-50 yr 16 16.16
Gender Man 57 57.58
Woman 42 42.42
Years of Service 6 mon—1 yr 2 2.02
1-3 yr 35 35.35
3-5yr 27 27.27
5-10 yr 16 16.16
> 10 yr 19 26.26
Profession Doctor 26 26.26
Nurse 32 32.32
Midwife 11 11.11
Pharmacy Personnel 9 9.09
Power Analyst 21 21.21
Education D3 48 48.48
D4 8 8.08
S1 Nurses 15 15.15
S1 Doctor 26 26.26
S1 Pharmacists 1 1.01
Masters in Nursing 1 1.01
Average number of patient visits per month Triage
period from January to June 2018
Red 335 11.88
Yellow 1970 69.91
Green 513 18.20

Table 2 Distribution of Variable Frequency Category Item Implementing Patient Safety Sub (n =

99)

Variables

Implementation of Patient Safety
Sub variable teamwork

Ask for help from the team needed
Verbally asking for input team

Receive Assertion and ideas

Teams communicate effectively
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Category

Good
Less
Good
Less
Good
Less
Good

99
66
33
94

93

Y

100

66.7
333
94.9
5.1
93.9
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Less 6 6.1
Teams work together to complete the task Good 88 88.9
Less 11 11.1
Tim act calmly and controlled Good 92 92.9
Less 7 7.1
Positive team morale Good 88 88.9
Less 11 11.1
Tim adapt to changing situations Good 57 57.6
Less 42 42.4
Monitor and review the situation Good 58 58.6
Less 41 41.4
The team anticipates the possibility of action Good 56 56.6
Less 43 434
Sub communication variables
The emergency department staff to communicate openly Good 96 97
Less 3 3
Specific structured communication (SBAR) Good 86 86.9
Less 13 13.1
Declare perception, action plan Good 62 62.6
Less 37 374
When communicating introduce myself Good 57 57.6
Less 42 42.4
Communication and respond to patients Good 99 100
Less 0 0
Komunikasi calm voice tone Good 99 100
Less 0 0
Table 3 Distribution of Implementing Patient Safety (n = 99)
Variables Category F %
Implementation of patient safety Good 50 50.5
Less 49 49.5

Table 4 Analysis of Perception Staff Relations IGD About Patient Safety and Implementation
Patient Safety

Implementation
Variable / Sub Variables Good Not Good R P Value
f % f %
Teamwork Support 37 67.3 18 32.7 0.375 0.000
Does not support 13 29.5 31 70.5
Communication Support 35 62.5 21 37.5 0.274 0.005
Does not support 15 349 28 65.1

78 Volume 8 Issue 1 April 2020



Yayan Mulyana: Relationship between Healthcare Provider’s Perception about Patient Safety and Patient Safety

Patient safety Support 33
concept
Does not support 17
Perception Support 39
Does not support 11

63.5 19 36.5 0.273 0.005
36.2 30 63.8
67.2 19 32.8 0.394 0.000
26.8 30 73.2

Table 2 above indicates that the observation
of the majority (80%) of respondents either
category on implementation of patient safety
sub-variables teamwork and communication.
Only a small proportion of respondents less
category (20%) on the implementation of
patient safety sub-variables teamwork and
communication in the ED (RSD) Cirebon.

Table 3 showed that less than half (49.5%)
category lacking implementation of patient
safety, only half (50.5%) categories, both in
the implementation of patient safety in the
ED (RSD) Cirebon.

Based on the results in Table 4, it shows
the p-value <0.05, which means the existence
of'a positive correlation between the variables
of the implementation of patient safety
with teamwork variable (p-value = 0.000),
communications (p-value = 0.005), the
concept of patient safety (p-value = 0.005),
and perception (p-value = 0.005).

Discussion

The analysis showed that no significant
relationship  between  teamwork  and
implementation of patient safety with p value
= 0.000. This is in line with several studies
Manser (2009) revealed that teamwork
can ensure patient safety in service in
the emergency department. As well as
research Kohn et al. (2000) stated that the
multidisciplinary teamwork in the emergency
services are essential in providing a safe
service. Teamwork is defined as two or more
individuals working together to achieve the
goals that were set, has a special duty of
competence and the role of specialized labor,
use of shared resources, and communicate to
coordinate and adapt to change (Brannick et
al., 1997).

The results also showed that 48.5% of
respondents do not support the ED staff
perceptions of patient safety, 44.4% of them
do not support the perception of sub-variable
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domain barriers team teamwork and mutual
support. Review questionnaire is known that
the ED staff did not support the statement
item include, things are often not pleasant to
cooperate with other staff from the emergency
department, ask for help from team members
is a sign that an individual does not know how
to do his job effectively, provide assistance to
the team members is a sign that an individual
currently does not have activities to do. These
results will impact on the implementation of
patient safety. This is in line with research
Pronovost et al. (2006) team collaboration
among service providers that are not effective
are the factors that contribute to unexpected
events.

This current study also has pointed
out, a significant relationship between
communication and implementation of patient
safety with p value = 0.005. This is in line
with research Woloshynowych et al. (2007) in
the emergency department of London stating
that communication between health workers
is an essential prerequisite for ensuring
that the complex clinical environments run
effectively and efficiently. These results
indicate that the most important objective in
the communication activities related to the
emergency department patient management.
The study also found a significant relationship
between communication with patient safety.

Other studies Redley et al. (2017) in the
emergency department the city of Victoria
reveals that effective interprofessional
communication is  essential for a
comprehensive clinical handover in the ER,
where health professionals from different
disciplines to work independently but
has a complementary role in providing
services to patients. Collaborating with
other team members in the discussion of
handover supported collective wisdom
and responsibility for problem solving
and decision making. Communication is
important to provide information, ideas
or feelings for work efficiency and work
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safety. It also provides knowledge, establish
behavior patterns essential for leadership
and teamwork in providing care for patients
(WHO, 2009).

The results also showed a significant
relationship between knowledge and patient
safety in applying the concept of patient
safety with a p-value = 0.005. Within the
scope of the emergency department, health
professionals must be able to manage patient
safety risks by using their knowledge to
maintain a safe level of patient care (Leape
et al., 2009) This is in line with the results
of Bawelle et al. (2013), that the level of
knowledge of health professionals plays
a role in support the implementation of
patient safety. In addition, with increasing
knowledge of health professionals about
patient safety, clinical practice will be of high
quality (Bagnasco et al., 2011).

The results also gained a significant
relationship between the perception of
the ED staff about patient safety and the
implementation of patient safety with p-value
=0.005. In line with the results of Aboshaigah
and Baker’s (2013) research at Saudi Arabian
hospitals which stated that, more than half of
health care workers (52%) showed support
for the perception and implementation of
patient safety. This was also supported by
Robin, Stephen, and Judge (2007) who stated
that, the perception of health workers about
patient safety is the result of the interaction
of individuals with environmental conditions
influenced by the individual concerned, the
purpose of perception and the situation. Other
studies Agnew et al. (2013) state that climate
patient safety the hospital is positively related
to the behavior of the safety of health workers
in health care.

Perception is integrated activity within
the individual to provide an assessment of
the views or opinions of an environmental
condition (Sarwono, 2010). Perception is
not just limited to the sensing in object or
environment alone but the wider health
personnel observe objects or environments
that give the impression of him, so as to
provide an assessment of the views or
opinions. Individual perceptions can change,
for example, from negative to positive or
vice versa. According to Affonso et al. (2003)
which states that the perception of health
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professionals on patient safety influential
in the provision of health care, because
health workers can ensure safety of services
provided for patients.

Conclusion

The results of the study generally show that
there is a relationship between the perception
of ED staff about patient safety and the
implementation of patient safety in ED
(RSD) Cirebon.

ED staff support the perception of patient
safety, but health workers are still found in
the category of lack in the application of
patient safety. It is hoped that this research
can be input for those involved, especially
the ED (RSD) Cirebon in the preparation of
work programs and policies to support the
improvement of perceptions about patient
safety and the implementation of patient
safety including training related to teamwork
and communication, and developing clear
guidelines for health workers. Patient safety
education and training using simulation
methods can provide an overview in the
implementation of patient safety. So it must
be a priority for health workers, in an effort
to improve the application of patient safety in
emergency departments.
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