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ABSTRACT 

Background: The incident reporting system is designed to obtain information about patient 
safety which is used for organizational and individual learning. Objective: The purpose of the study 
was to evaluate the implementation of a patient safety incident reporting system in hospitals. The 
research is in the form of observational descriptive supported by qualitative data. The evaluation 
in this study used the Health Metrics Network (HMN) model. 

Results: The results of the evaluation of the patient safety incident reporting system at a 
hospital in Surabaya indicate that in terms of input there has been a policy that regulates patient 
safety incident reporting but unfortunately the implementation of this policy is still not appropriate, 
there is no direct funding but facilities are provided for In making reports, officers have been given 
socialization but there are differences in understanding and sense of responsibility of officers, the 
organizational structure of the patient safety team already exists, problem solving methods have 
not used PDSA (Plan, Do, Study, Action), the technology used is computerized. 

Conclusion: Evaluation in terms of process, indicators are in accordance with regulations, 
data sources are in accordance with patient safety incident guidelines and guidelines, and 
collection, processing, presentation, and analysis are in accordance with theory. Evaluation in 
terms of output, submission of incident reports has not been on time, reports are complete and in 
accordance with existing guidelines, and reports have been used for decision making. Hospitals 
are expected to improve incident reporting guidelines and improve human resource capabilities. 
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 INTRODUCTION 

The medical record is a file containing 
records and In 2007, the World Health 
Organization declared patient safety to be a 
priority in health services. Health care 
providers must put patient safety as a priority. 
RI Law No. 44 of 2009 concerning Hospitals 
explains that hospitals are required to apply 
patient safety standards and are carried out 
through incident reporting, analyzing and 
implementing problem solving in order to 
reduce the number of unexpected events. 

Patient safety is a system that makes 
patient care safer. The system consists of risk 
assessment, patient risk identification and 
management, incident reporting and analysis, 
the ability to learn from incidents and their 
follow-up, and implementation of solutions to 
minimize risks and prevent injuries caused by 
mistakes due to taking an action or not taking 

appropriate action. should have taken. A 
patient safety incident is any unintentional 
event and condition that results in or has the 
potential to result in preventable injury to a 
patient (Ministry of Health of the Republic of 
Indonesia, 2017). 

Incident reporting systems are 
designed to obtain information about patient 
safety that can be used for organizational and 
individual learning (Stavropoulou et al., 2015). 
Good patient safety incident reporting is able 
to support efforts to identify risks in incidents 
that have the potential to cause patient safety 
threats (Gunawan et al., 2015). Patient safety 
incident reporting is a system for 
documenting patient safety incident reports, 
analysis and solutions for learning (Ministry 
of Health of the Republic of Indonesia, 2017). 

Reporting of patient safety incidents, 
according to the Hospital Patient Safety 
Committee (2015) is carried out internally and 
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externally. Internal reporting is a report about 
incidents that occur in the hospital 
environment. External reporting is carried out 
by reporting from the hospital to the National 
Hospital Patient Safety Committee (KKP-RS). 
The results of safety incident reporting are 
used for decision making and serve as 
lessons learned. In order to make these 
decisions right on target, it is necessary to 
evaluate patient safety incident reporting. 

Evaluation of reporting 
implementation can be evaluated using a 
Health Metrics Network (HMN) framework 
developed by the World Health Organization 
(WHO) in 2008. The Health Metrics Network 
(HMN) framework does not only focus on 
information about disease but the entire 
statistical and information system. health. The 
framework is used as a universal standard to 
guide the collection, reporting and use of 
health information. The HMN framework aims 
to develop and strengthen country health 
information systems and assist in the 
implementation of continuous monitoring and 
evaluation (WHO, 2008). In addition, the 
framework helps identify gaps and important 
issues that can be seen from the perspective 
of stakeholders involved in health information 
systems (Mbondji et al., 2014). 

Health Metrics Networkhas six main 
components, namely health information 
system resources, health indicators, data 
sources, data management, information 
products, and dissemination and use of health 
information (Jakti, 2016). One of the country's 
health information is information about 
patient safety. Information about the country's 
patient safety is obtained from the existence 
of an external reporting system or reporting 
on patient safety incidents sent from the 
hospital to the National Hospital Patient 
Safety Committee. 

The hospital that is the location of this 
research is one of the private hospitals that 
has implemented a patient safety program 
and has had a patient safety incident reporting 
system since 2016. According to the results of 
interviews with the Quality Improvement and 
Patient Safety Committee (PMKP) officers, 

one of the problems that There is a reporting 
system that has not been running optimally. 
This study aims to evaluate the 
implementation of the patient safety incident 
reporting system in the hospital. The results 
of this study can be used as input for hospital 
management in improving the 
implementation of a better patient safety 
incident reporting system so that it can 
support patient safety programs. 

 

RESEARCH METHODS 

This research is an observational 

descriptive study with a cross sectional 

design supported by qualitative data. 

Informants in this study include the Chair of 

the PMKP Committee, Secretary of the PMKP 

Committee, Coordinator of Hospital Patient 

Safety, Quality and Patient Safety Champion in 

the unit who frequently reports on patient 

safety incidents. The variables in this 

research are based on the components of the 

Health Metrics Network (HMN) evaluation 

model that are tailored to the needs of the 

researchers consisting of inputs, namely 

policies, funding, human resources, 

organization, problem solving methods, 

technology. Indicators, data sources, data 

collection, data processing, data presentation, 

data analysis were analyzed as components 

of the process. Timeliness, completeness of 

data, and decision makers are included in the 

output components. Collecting data by 

conducting interviews with informants who 

are directly involved in the patient safety 

incident reporting system, making 

observations, and reviewing documents. 

Secondary data was obtained from a review 

of the hospital's Quarter II Patient Safety 

Incident report document. The data that has 

been collected is then analyzed using the 

Miles and Huberman model which consists of 

three stages, namely data reduction, data 
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presentation, and verification. The 

presentation of the data used in the research 

is narrative text. The technique of examining 

the data uses the triangulation method of 

sources and theory. The limitation of this 

study is that it was only conducted for one 

month to evaluate the implementation of the 

existing patient safety incident reporting 

system.  

 

RESULTS AND DISCUSSION 

The informants of this study consisted of 
main informants who provided information 
about the implementation of patient safety 
incident reporting in hospitals and supporting 
informants as a source of information to test 
the credibility of the results of interviews with 
key informants. The main informants 
consisted of three people. The positions of the 
three main informants are Chair of the PMKP 
Committee, Coordinator of Patient Safety, and 
Champion of Quality and Patient Safety. While 
the supporting informant is the secretary of 
the PMKP committee. The last education of all 
informants is strata one with more than three 
years of work experience 

Overview of Making Patient Safety Incident 
Reports in Hospitals 

Reporting patient safety incidents in 
hospitals is carried out when an incident 
occurs. The patient safety incident reporting 
flow consists of two types, namely internal 
and external incident reporting flows. The 
patient safety incident report of the Hospital 
Patient Safety Sub-Committee is a written 
report faithfully to Unexpected Events (KTD), 
Non-Injury Events (KTC), Potential Injury 
Conditions (KPC) or Near Injury Events (KNC) 
that befell the patient or incident others that 
afflict families and visitors. While the KKP-RS 
Patient Safety Incident report is an 
anonymous and written report to the KKP-RS 
every KTD or KNC that occurs in a patient 
which is then analyzed for causes, 
recommendations and solutions. 
 

Evaluation of Patient Safety Incident 
Reporting System 

In this study, the evaluation of the patient 
safety incident reporting system uses the 
Health Metrics Network (HMN) evaluation 
model that has been adapted to the needs of 
the researcher. In terms of input and process 
consists of six aspects, while in terms of 
output consists of three aspects. 
 
Evaluation of the Patient Safety Incident 
Reporting System in terms of Input 

Evaluation of the patient safety incident 
reporting system in terms of input consists of 
six aspects. The six aspects are policies or 
guidelines owned by the hospital, funding, 
human resources (HR), organization or 
management, problem solving methods, and 
technology. 
 
Evaluation of the Patient Safety Incident 
Reporting System in terms of Process 

Evaluation of the patient safety incident 
reporting system in terms of the process 
consists of six aspects, namely indicators, 
data sources, data collection, data 
processing, data presentation, and data 
analysis. 

Based on the Decree of the Minister of 
Health of the Republic of Indonesia Number 
129 of 2008 concerning Minimum Service 
Standards for Hospitals that the number of 
patient safety incidents in hospitals should be 
0% or it can be interpreted that there are no 
events that can endanger patients such as 
patient falls, medication errors, and incorrect 
delivery of results. inspection. 

The results of reporting patient safety 
incidents in the second quarter of 2017 at this 
hospital found that the types of patient safety 
incidents reported had four dimensions, 
namely Near Injury Events (KNC), Non Injury 
Events (KTC), Unexpected Events (KTD), and 
Sentinels. During April to June 2017, there 
were 54 near-injury incidents (KNC), 14 non-
injury events (KTC), 3 unintended events 
(KTD), and no sentinel events. In Quarter 2 of 
2017 the number of incidents was 71 incidents. 
Even though there are few adverse events 
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and there are no sentinels, reporting must 
still be done because it can be used as data 
for prevention and the data can be used to 
improve the quality of hospital services. 

The source of data used to compile patient 
safety incident reports in hospitals comes 
from the incident report form which is 
submitted to the patient safety sub-
committee. The report form is confidential and 
only authorized parties can access the data. 

The data source used is in accordance 
with the guidelines for reporting patient 
safety incidents issued by the KKP-RS in 2015 
and the patient safety incident guidelines that 
are owned. Data for the preparation of patient 
safety incident reports comes from the 
incident report form. According to Elliot, 
Martin, and Neville (2014), the development of 
a patient safety incident recording and 
reporting system must be done in an 
anonymous, confidential, and can be used by 
multiple users simultaneously. Therefore, it 
can be concluded that the data sources used 
in incident reporting are in accordance with 
the applicable provisions of the patient safety 
incident guidelines and guidelines. 
 Based on the results of the review of the 
patient safety incident report form document 
and the quarterly patient safety incident 
report. The completeness of this hospital 
patient safety incident data is in accordance 
with the provisions in the hospital patient 
safety incident guide. Completeness of patient 
safety incident data is very important because 
the data will be used for decision making and 
the learning process. If there is incomplete 
data then management will find it difficult to 
correct and prevent the same error. 
 The results of patient safety incident 
reports are used as material for decision 
making and learning for individuals and 
organizations. The results of the report on 
patient safety incidents in this hospital have 
been used as a basis for decision making, 
especially for the learning process and 
improving the quality of services. Based on 
interviews from informants, the report was 
used by the top ranks of the hospital 
foundation, the board of directors, and 

managers, and the PMKP committee. The 
information generated will be used by various 
levels of the health system in health services 
such as the planning and development system 
(WHO, 2008). Health information systems are 
an important component for health 
coordination and for good decision making 
(Ceken, 2014). 

 One of the uses of the results 

of patient safety incident reports for decision 

making is the existence of outreach activities 

about patient safety which are carried out 

regularly every year as an effort to increase 

employee knowledge about patient safety. The 

existence of a plan to take part in patient 

safety training held outside the hospital for 

hospital employees can also be determined 

from this report. It can be concluded that 

patient safety incidents have been used by 

decision makers as a basis for consideration 

of improving hospital services 

 

CONCLUSION 

This hospital already has a patient 
safety incident reporting system. The patient 
safety incident reporting system is in 
accordance with the Regulation of the 
Minister of Health Number 11 of 2017 
concerning Patient Safety. Policies and 
guidelines governing the reporting of patient 
safety incidents in practice are still not up to 
standard. This hospital is expected to be able 
to revise the guidelines regarding patient 
safety incident reporting. Improvement of 
human resource capacity also needs to be 
planned because the evaluation on all aspects 
shows the system failed due to the weakness 
of human resources. This improvement in the 
quality of human resources must also be 
accompanied by developing a computerized 
system for patient safety incident report 
forms.  

 

REFERENCES 

Arfan, AN, Pasinringi, SA. and Sidin, A. . I. 
(2013) Overview of Determinants of 

mailto:ajadajad@yahoo.co.id


int. J. Nutrition and Health Administrations 

Vol 1 No 1 , July 2022 

       

       

*Author Correspondence: Muhammad Sudrajat, Institute of Health Sciences Nahdlatul Ulama Tuban,  
   e-mail:ajadajad@yahoo.co.id, 

 

 

39 

Patient Safety Incidents in Health Care 
Workers at Hasanuddin University 
Hospital. Hasanuddin University, 
Makassar. Available at: 
repository.unhas.ac.id. 

eken, C. (2014) 'A Framework Study for 
Healthcare Information Systems', 
Journal of Computer and 
Communications, 2(September), pp. 61– 
67. doi: 
http://dx.doi.org/10.4236/jcc.2014.211008 
A. 

Doherty, C., Stavrapoulou, C. and Tosey, P. 
(2015) 'How Effective Are Incident-
Reporting Systems for Improving 
Patient Safety? A Systematic Literature 
Review', The Milbank Quarterly, 93(4), 
pp. 826–866. doi:10.1111/1468-0009.12166. 

Elliott, P., Martin, D. and Neville, D. (2014) 
'Electronic clinical safety reporting 
system: A benefits evaluation', Journal 
of Medical Internet Research, 2(1), pp. 1–
10. doi: 10.2196/medinform.3316. 

Gunawan, Widodo, FY and Harijanto, T. (2015) 
'Analysis of Low Patient Safety Incident 
Reports in Hospitals', Brawijaya Medical 
Journal, 28(2), pp. 206–213. Available at: 
jkb.ub.ac.id/index.php/jkb/article/downl
oad/9 62/479. 

Hakim, L. and Pudjirahardjo, WJ (2014) 
'Optimization of the Patient Safety 
Program Coordination Process in 
Hospitals Optimization of Coordinating 
Process of Patient Safety Program in 
Hospital X Surabaya', Indonesian 
Journal of Health Administration, 2(3), 
pp . 198–208. Available at: 
journal.unair.ac.id/download-
fullpapersjaki3404f1d0abfull.pdf. 

Handayani, T. et al. (2013) 'Evaluation of the 
implementation of a medical record 
reporting system in a beautiful medical 
center clinic', Indonesian Journal of 
Health Information Management, 1(2), 
pp. 26–32. Available at: 
https://jmiki.aptirmik.or.id/index.php/j
miki/artic le/viewFile/47/33. 

Indonesia, MKR (2017) Regulation of the 
Minister of Health of the Republic of 

Indonesia Number 11 of 2017 concerning 
Patient Safety, Regulation of the 
Minister of Health of the Republic of 
Indonesia Number 11 of 2017 concerning 
Patient Safety. Indonesia. Available at: 
jdih.baliprov.go.id/product 
Hukum/download/12274. 

Jakti, UB (2016) Evaluation of the Maternal-
Neonatal Referral Network Information 
System (SIJARIEMAS) in Tegal Regency 
with the Health Metrics Network (HMN) 
Model Approach. Diponegoro University. 
Available 
at:http://eprints.undip.ac.id/49454/. 

Hospital Patient Safety Committee (2015) 
Patient Safety Incident Reporting 
Guidelines (IKP), Hospital Patient Safety 
Committee. Jakarta. Available 
at:www.pdpersi.co.id. 

Kurniavip, ALL and Damayanti, NA (2017) 
'Relationship of Individual 
Characteristics of Nurses with Patient 
Safety Incidence of Clinical 
Administration Type at Haji General 
Hospital Surabaya', Indonesian Journal 
of Health Administration, 5(2), pp. 117–
122. doi:10.20473/jaki.v5i2.2017.117-122. 

Mbondji, PE et al. (2014) 'Health information 
systems in Africa: descriptive analysis 
of data sources, information products 
and health statistics', Journal of The 
Royal Society of Magazine, 107(15), pp. 
34–45. doi: DOI: 
10.1177/0141076814531750. 

Network, HM (2012) Framework and 
standards for country health 
information systems - second edition, 
World Health Organization. Switzerland. 
doi: 10.4018/978-1-60566-988-5. 

Nurmansyah, MI et al. (2015) 'Assessment of 
Nutrition Information System Using 
Health Metrics Network Framework', 
National Journal of Public Health Vol., 
10(1), pp. 1–9. Available at: 
https://www.neliti.com/id/publications/
147013 /assessment-of-nutrition-
information-systemusing-health-
metrics-network-framewor. 

mailto:ajadajad@yahoo.co.id
http://eprints.undip.ac.id/49454/
http://www.pdpersi.co.id/


int. J. Nutrition and Health Administrations 

Vol 1 No 1 , July 2022 

       

       

*Author Correspondence: Muhammad Sudrajat, Institute of Health Sciences Nahdlatul Ulama Tuban,  
   e-mail:ajadajad@yahoo.co.id, 

 

 

40 

Pham, JC, Girard, T. and Pronovost, PJ (2013) 
'What to do with healthcare Incident 
Reporting Systems', Journal of Public 
Health Research, 2(27), pp. 154–159. doi: 
10.4081/jphr.2013.e27. 

 

mailto:ajadajad@yahoo.co.id

