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ABSTRAK

PERAN KELUARGA DALAM MENDUKUNG
IMPLEMENTASI KESELAMATAN TERHADAP PASIEN
RAWAT INAP DI RS SWASTA BANDAR LAMPUNG: A MIX-
METHOD-STUDY

Oleh

KEVIN HENDRI

Belum banyak penelitian yang membahas terkait peran keluarga terhadap
keselamatan pasien terutama di Indonesia. Penelitian ini bertujuan untuk
mengeksplorasi peran keluarga terhadap keselamatan pasien rawat inap. Penelitian
cross sectional studi ini dilaksanakan pada September — Desember 2024 di ruang
rawat inap RS Swasta Bandar Lampung. Responden adalah keluarga pasien dari
seluruh kelas rawat sebanyak 201 orang yang diambil secara purposive. Peran
keluarga diukur dengan kuesioner Family Involvement Care Questionnaire
(FICQ). Informan adalah dokter, perawat dan keluarga pasien sebanyak 25 orang
yang diwawancara dengan in-depth interview secara. Data kuantitatif diukur
menggunakan mann-whitney dan kruskal-walis. Berdasarkan analisis tidak
terdapat hubungan umur (p=0,425), jenis kelamin (p=0,784), tingkat pendidikan
(p=0,962), kelas rawat inap (p=0,445), dan lama rawat inap (0,425) dengan
keterlibatan keluarga. Data kualitatif dianalisis dengan analisis tematik dan
terdapat enam tema yang dihasikan (1) Pemahaman dan pengetahuan; (2)
Keluarga terlibat dalam perawatan pasien; (3) Kerjasama dan komunikasi yang
adekuat; (4) Dukungan emosional; (5) Dukungan instrumental; (6) Dukungan
informasional. Kesimpulan meskipun keluarga tidak memiliki pengetahuan terkait
keselamatan pasien, namun keluarga tersebut turut mendukung keselamatan
pasien karena saran dari tenaga kesehatan dan tidak ada hubungan antara umur,
jenis kelamin, tingkat pendidikan, kelas rawat inap dan lama rawat inap terhadap
peran keluarga dalam keselamatan pasien.

Kata kunci: keselamatan pasien, mix-method, peran keluarga dalam keselamatan,
rawat inap, rumah sakit.



ABSTRACT

THE ROLE OF FAMILY IN SUPPORTING THE
IMPLEMENTATION OF PATIENT SAFETY IN INPATIENTS
AT APRIVATE HOSPITAL IN BANDAR LAMPUNG: A MIXED
METHODS STUDY By

KEVIN HENDRI

There were not many studies that discuss the role of the family in patient safety,
especially in Indonesia. This study aims to explore the role of family in patient
safety toward inpatients. The cross sectional research of this study was carried out
in September — December 2024 at Bandar Lampung Private Hospital.
Respondents were the families of patients from all inpatient classes with 201
people who were taken purposively. Family roles are measured with the Family
Involvement Care Questionnaire (FICQ). The 25 informants were doctors, nurses
and patient’s family who were interviewed with in-depth interviews. Quantitative
data were measured using Mann-Whitney and Kruskal-Walis. Based on the
analysis, there was no relationship between age (p=0.425), gender (p=0.784),
education (p=0.962), inpatient class (p=0.445), and length of hospitalization
(0.425) with family involvements. Qualitative data was analyzed by thematic
analysis and there were six themes that emerged: (1) Understanding and
knowledge; (2) Families are involved in patient care; (3) Adequate cooperation
and communication; (4) Emotional support; (5) Instrumental support; (6)
Informational support. Conclusion although the families don’t understand about
patient safety, the family supports patient safety because by doing the advices
from health workers and there is no relationship between age, gender, education
level, hospitalization class and length of stay on the role of family in patient
safety.

Keywords: family role in patient safety, hospital, inpatient department, mix-
method, patient safety.



TABLE OF CONTENTS

Page

TABLE OF CONTENTS ...t i
LIST OF TABLES. ... iv
LISTOF FIGURES ..o \
APPENDIX LIST oo e e e Vi
CHAPTER | INTRODUCTION .....coiiiiiieiieieeie e 1
I = - Yo (o | 01U o OSSPSR 1

1.2 Formulation of the problem ............cccooi e, 6

1.3 RESEAICN ODJECHIVES ....eeiviieeiiie ettt 6
1.3.1 General ODJECIVES ......cceivieeiiiie i ee e 6

1.3.2 SPECIfiC ODJECHIVES ... .eeeiiiee et 6

1.4 Benefits Of reSEArCH ......ccviiiii i s 7
1.4.1 Theoretical BENefitS.........ccovviiieiiiiiiesiie e 7

1.4.2 FOIr RESBAICNEIS ...t s 7

1.4.3 FOF SCIBNCR....cveiiiiee ittt ettt sttt 7

1.4.4 For Families and Patients..........cccccvivveiieiiiinnie e 7
CHAPTER Il LITERATURE REVIEW .....cccooviiiiiieiie it 8
2.1 Patient SAfELY ......ccvviiiiie et 8
2.1.1 Definition of Patient Safety............ccccooviviiiiic i, 8

2.1.2 Patient Safety ODJECtIVES ........ccuvveiiiiieiiie e 9

2.1.3 Patient Safety GOalS..........ccceevieieiiiiiiiec e 10

2.1.4 Relationship between Patient Safety and Patient Safety Culture... 10

2.1.5 Basic Patient Safety RIghtS...........coooviiieiiiii e, 11

2.1.7 Steps for Implementing Patient Safety ..........ccccocvveeiiiiinec i, 11



2.2 Patient Safety INCIAENTS ..........ooviiiiiiiii e 12

2.2.1 Definition of Patient Safety Incident...........c.cccoceeiviiiiiee e, 12
2.2.2 Prevalence of Patient Safety INCIAeNts ..........ccccovvvieiiiiiieniiennn, 12
2.2.3 Types of Patient Safety INCIAENTS ..........ccceeviiiiiiiiieiicie e, 12
2.2.4 Factors Influencing the Occurrence of Patient Safety Incidents.... 15

2.3 FAMIIY ..o 16
2.3.1 Definition of Family ..o 16
2.3.2 Role of the Family ........cccoiiiiiiii e 16

2.4 Factors CauSing PSI ......ccooiiiiiiiiieiiee e 18
2.5 Frequency Distribution Based on PSI TYPe........cccovvviiiiiiiniiiiie e 19
2.6 Safe Health Services According to NQF (National Quality Forum)........ 20
2.7 Aspects of Professionalism in the Medical Field..............c...cccooveiiinenn 23
2.7.1 Definition of Professionalism ...........ccccccevvieiiiie e 23
2.7.2 Components of ProfessionaliSm...........c.cccovvviiieiienieenie e 24
2.7.3 The Importance of ProfessionaliSm............ccccoviveivineciiiee e, 24

2.8 The Role of the Family in Patient Safety ..........c.cccccoeviivieiie e, 24
2.9 FrameWOrkK TNEOIY ......uveiieiieeciee ettt are e enee e 26
2.10 Conceptual FrameWorK .........c.c.coiiireiiiee e e see e 27
2.11 HYPOThESIS. ... ittt 27
CHAPTER Il RESEARCH METHODS .......ccocoiiiiiiieiie e 28
3.1 RESEArCH DESIGN......eiiiiiie et 28
3.2 Place and Time Of RESEAICN.........ccovviiiiiiiiiie e 28
3.2.1 ReSEArch LOCALION .....c.vveiviieiieiiie i 28
3.2.2 RESEAICH TIME ...ieiiiie i 28

3.3 Research Variables ..o 29
3.4 RESAICH FOCUS ...ttt 29
3.5 Population, Sample and Research Informants.............ccccoevveeiiiec i, 29
3.5.1 Quantitative Methods........c...cceoiiviiiiiiiiiee e 29
3.5.2 Qualitative Methods .........ccuveeeiiiiiie e 30

3.6 Inclusion and EXCIUSION CrIteria........cccouvvvireeiiiieiie e 30
3.6.1 Quantitative Methods............cccoeiiiiiiiiiiiiiiee e, 30
3.6.2 Qualitative Methods ...........cevviiiiiiiiiii e, 30



3.7 Sample Size and Sampling TeChNIQUES..........cocveiiiiiiiiieiec 31

3.8 Operational DefINITION. ........ccoiiiiiiiiiieie e 32

3.9 Data Collection TECNNIQUES .........ccuviiiieiiieie e 33
3.10 Research INSrUMENTS ........ccoviireiiiiesiiiesiee e e e 34
3.11 Validity and Reliability Test RESUILS .........cceviiiiiiiiiiiiieiee e 35
3.12 RESLAICN FIOW.......eiiiiiie et 38
3.13 Data PrOCESSING ... .ceiuvieiieiiieitie ettt ettt ettt 38
3.14 Data ANAIYSIS ...ttt 39
3.15 ReSLAICN ELNICS .. .eeiiiiie et 40
CHAPTER IV RESULTS AND DISCUSSION.......ccooiiiiiiiiiieieeee e 41
AL RESUIES ..ot 41
4.1.1 Quantitative Method (Univariate Analysis) .........cccocovvieinnennnnn 42

4.1.2 Quantitative Method (Bivariate Analysis) ........cccccuvverieiieennnnn 45

4.1.3 Qualitative Methods .........covviveiiiieiiiee e 47

4.2 DISCUSSTION ...ttt ettt ettt ettt e et anes 55
4.2.1Univariate ANalySiS.......ccuueeiiireiiireiiiie e siee e siee e siee e siee e siee e 55

4.2.2 BIVariate ANalYSIS.......cccouuieiiireiiiresiiieesiee e e siee e see s saee e 56

4.2.3 Qualitative Methods .........cccvvvieiiiiiei e 58
CHAPTER V.t st 63
5.1 Research ConcCIUSION .........couiiiiiiiiiiiei e 63

5.2 RESEArCh SUQQESLIONS .....ccvvvieiiieeiieeeeiee e s ee e s se e e sire e sae e e snan e snaaeeennee s 64
BIBLIOGRAPHY ..ottt 65
APPENDIX L.ttt 75



LIST OF TABLES

Table Page

Table 1. Examples of Contributing Factors Based on CADYA (Categorization of
Errors in Primary Care) Dimensions and Sub-dimensions ............cccccceevvveeinnnnnn 15

Table 2. Distribution of Main, Secondary and Total Contributing Factors to the

OCCUITENECE OF PSI ...ttt tae e 18
Table 3. Operational Definition ...........cccccvveiiiii i 32
Table 4. Results of Validity and Reliability Test of Family Engagement Care

Questionnaire (FICQ) (NZ=30) ...ccuvvreiiieeiiiiesiieeerier e e e e ser e sre e e e e e eneeeeneas 37
Table 5. FICQ Respondents Frequency Distribution Table (n=201) ................... 42
Table 6. FICQ Questionnaire Frequency Distribution Results (n = 201)............. 43
Table 7. Bivariate Analysis of Age with Family involvement (n = 201).............. 45
Table 8. Bivariate Analysis Gender with Family involvement........................... 46
Table 9. Bivariate Analysis of Education Level with Family involvement.......... 46
Table 10. Bivariate Analysis of Inpatient Class with Family involvement .......... 46

Table 11. Bivariate Analysis of Length of Hospitalization with Family

INVOIVEIMENT .. et 47
Table 12. INFOrmants DAt ........oeeeeeeeeee et 48
Table 13. Thematic Analysis RESUILS...........ccovvviiiiiiiii e 49



LIST OF FIGURES

Figure Page
Figure 1. Swiss Cheese DIAgram ........ccoiuiiiiiiiieiiiesie e 9
FIQUIE 2. PST TIENAS. ...ttt 19
FIQUIe 3. KTD TEeNGAS....ccuiiiiieiiiieiie ettt 19
FIgUre 4. KTC Trend .....oooiiiiieie et 20
Figure 5. Theoretical FrameWOrK ...........coovvreiiiieiiiie e see e 26
Figure 6. Conceptual FrameWOrK ...........coovvreiieeiiire s see e 27
Figure 7. Electronic Medical RECOIdS...........coiuvveiiiieiiiie e 54



APPENDIX LIST

Appendix Page
Appendix 1. Research Explanation Sheet ............cccooiiiiiiiiiii 76
Appendix 2. Respondent ConSent SNEEt ..........ccovveiiiiiiiiiie i 77
Appendix 3. Informant ConSeNt SNEEt...........ccceiiiiiiiiiieiie e 78
Appendix 4. Ethical CIearance ............cocovvivieiiiiie i 79
Appendix 5. Example of Filling Out the FICQ Questionnaire...............c.ccccoen... 80
APPENdiX B. TESE RESUILS.......oiiiiiiieiie s 84
AppendixX 7. DOCUMENTATION. ......ccuiiieiiiesie et 89
Appendix 8. I-CVI (Content Validity Index) ReSUItS ..........cccooveiiiiiiiiiiiiene, 90
Appendix 9. List OF QUESTIONS .........ccviiiiiiiieiie e 94
Appendix 10. Verbatim In-depth Interview Results ..........c.ccccooveeviieeiieeeviinee, 95

Vi



CHAPTER |
INTRODUCTION

1.1 Background

Patient safety continues to evolve every year as technology becomes more
sophisticated (Dwiana & Saudi, 2010). This does not free patients from safety
risks in hospitals, especially since hospitalized patients are at risk of patient
safety incidents (Hafezi et al., 2022). Patient safety incidents (PSI) have the
potential for injury that should not have occurred. Patient safety incidents
(PS1) themselves include Near Miss Incident (Kejadian Nyaris Cedera/KNC),
Kejadian Potensial Cedera (KPC), Adverse Event (Kejadian Tidak
Diharapkan/KTD), No Harm Incident (Kejadian Tidak Cedera/KTC) and
Sentinel (Ministry of Health of the Republic of Indonesia, 2017). Data
obtained in Utah and Colorado related to KTD (2,9%) with a mortality rate of
6,6%. Data in New York stated KTD (3,7%) with a mortality rate of 13,6%.
The number of deaths in America caused by unexpected accidents is
33600000 people each year and 44-98000 people died due to medication
errors in 2000 (Najihah, 2018). The National Health Service (NHS) report in
2015 stated that there were 82416 cases in the UK, with a mortality rate of
0,22%. According to the National Patient Safety Agency (NPSA) report,
between January and March 2017, 1879822 KTD occurred in the UK. The
Malaysian Ministry of Health recently reported 2769 incidents in 2013 (Lee,
2016).



Patient safety is a system that aims to improve the quality of health services
and reduce unexpected events (Alhababy, 2016; Calado, 2014). Most
accidents occur due to errors in the service system and not due to health
service providers (Churruca et al., 2021). Every patient has the right to
receive health services and patient safety so that a culture and habit of patient
safety is created in the hospital (Afridawati et al., 2020;Chegini et al., 2020).
Patient safety programs can prevent risks and staff know what to do if an
incident occurs as a step in patient safety management (Voskanyan, 2018).
Hospitals also need to have policies regarding operational procedure systems

for staff so that incidents can be avoided (Rodziewicz et.al., 2024).

PSI reporting is a system for documenting patient safety incident reports,
analysis and solutions for learning (Pramesona et al., 2022). Safety principles
need to be understood by all parties involved in patient safety in order to
prevent patients from unwanted incidents (Oikonomou et al., 2019).
However, there are still many PSI that are not reported due to various factors,
namely individual factors, psychological factors and organizational factors.
Individual factors are related to knowledge, abilities and skills. Psychological
factors are related to attitudes, perceptions and organizational factors are

related to the work environment and culture (Nurislami et al., 2023).

The current health system is only designed to detect negligence originating
from health care staff, which makes the current patient safety system a blame
culture (Indriani et al., 2022). The health system ignores that in patient safety
itself there is a role for patients and their families. In addition, patients and
their families play the most important role in patient safety because they

interact and experience directly with the related staff (Ramsey et al., 2022).

The family also has an important role in patient safety, especially regarding
effective communication between healthcare providers and the patient's
family (Coombs et al., 2020). In addition, the family needs to be educated
about the patient's condition so that the family is involved in the service,
especially in patients with diseases that can endanger patient safety. Thus, the

patient's family can know what the clinical symptoms are and the initial



management of the patient as emergency care before being handed over to
health workers can be done. As a result, the patient's chances of survival will
increase (Mackintosh et al., 2020). Family participation and decision making
do improve patient safety through effective communication, adequate
education, and involvement in patients both inpatients and outpatients.
However the impact of family involvement on patient safety varies based on
the patient's family, strategies, and how to care for the patient itself
(Mackintosh et al., 2020; Lee et al., 2020)

Poor health service regulations from health workers will have a negative
impact on patients and most people who see it will assume that the
undesirable incident occurred due to an error by the health worker (Najjar et
al., 2015; Brborovi¢ et al., 2019). Therefore, the behavior of punishing health
workers will not be a solution in solving patient safety problems in patients
(Hafezi et al., 2022).

Hospital incidents are events resulting from poor rapport building between
health workers and patients, lack of information collected by health workers,
lack of information conveyed by both patients and their families, limited
clinical assessment, and lack of social attention so that diagnoses are often
inaccurate (Butt, 2021). As a result, the patient's condition worsens due to the
wrong management algorithm, especially in patients who have comorbidities
such as heart problems (Sendlhofer et al., 2019). Therefore, further
observation and monitoring related to health incidents need to be carried out
so that things that can cause accidents to patients can be avoided (Macrae,
2016). Some things that can be improved are through training and supervision
of health workers who deal directly with patients so that each staff

understands their respective roles and capabilities (Payne et al., 2023).

Family involvement in care reduces the risk of hospital admissions for
hospitalization, and patient falls, and helps patients have better health in
patients with complications leading to lower healthcare costs (Patel &
Tumlison, 2017). Medical personnel and hospital policies play a role in

ensuring patient safety and the Person and Family Centered Care (PFCC)



method is key to improving health in terms of communication, patient
satisfaction, and patient safety (Adugbire et al., 2024). This is because the
method used is a partnership system that involves health service providers,
families, and patients themselves so that patients play a role in decision-
making (Correia et al., 2023).

Therefore, further studies on cases involving patient safety and what the main
causes are need to be identified further. However, research on patient safety
involving families is still rare and the research journal states that further
research is needed due to the lack of evidence and many obstacles in
understanding the complex relationship in patient safety (Gorman et al.,
2023). This is because patient safety involves the role of the patient and the
patient's family is still rarely done. In the conclusion of one of the journals, it
states that there is a lack of data so that it cannot be concluded the
significance of the patient's role in patient safety (Sarkhosh et al., 2022).

There is an increase in the patient safety aspect when the family is involved in
caring for the patient through optimal collaboration between health workers
and the patient's family in the process of caring for the patient (Rosse et al.,
2016). The number of cases involving patient safety is still high. According to
the Committee for Quality Improvement and Patient Safety, data on PSI
incidents at Dr. H. Abdul Moeloek Hospital in 2022 showed two incidents,
namely one KTD incident in the oncology-radiology department and one KTD
incident in the emergency installation (Quality Improvement and Patient
Safety, 2022). Based on the results of a presurvey study at a private hospital
in Bandar Lampung, PSI data was obtained of 754 cases from January to
December 2023. The PSI consisted of 103 KPC cases (13,7%), 368 KNC
cases (48,8%), 264 KTC cases (30%), 19 KTD cases (2,5%) and 0 sentinel
cases (0%). In addition, based on 2022 data, it was reported that there were
1729 cases of KTD, 1689 cases of KNC (near injury), and 1541 cases of KTC
(no injury) (Ministry of Health, 2022). Therefore, patient safety is a major
problem, especially in hospitals. This is the reason for researchers to conduct
a study on " The Role of Family in Patient Safety toward Inpatients in Private

Hospital Bandar Lampung: a Mix-Method-Study " with a focus on research



involving families and patients because until now this information is still
minimal and further research is needed, especially regarding family

involvement in Indonesia.



1.2 Formulation of the problem

Based on the above, the problems can be described as follows:

"How is the role of the family in patient safety at Bandar Lampung

Private Hospital in 2024 and what are the associated factors of family

involvement in care?"

1.3 Research Objectives

1.3.1 General Objectives

This study aims to explore the role of the family and to find any

correlation among age, gender, education, inpatient class, and the

duration of inpatient toward the safety of inpatients at Bandar Lampung
Private Hospital in 2024,

1.3.2 Specific Objectives

1.

Exploring the role of family in the safety of inpatients at Bandar
Lampung Private Hospital.

To determine the relationship between age and the family involvement
at Bandar Lampung Private Hospital.

To determine the relationship between gender and the family
involvement at Bandar Lampung Private Hospital.

To determine the relationship between education and the family
involvement at a private hospital in Bandar Lampung.

To determine the relationship between inpatient class and the family
involvement at Bandar Lampung Private Hospital.

The relationship between length of hospitalization and the family

involvement at Bandar Lampung Private Hospital.



1.4 Benefits of research

1.4.1 Theoretical Benefits
The results of this study are expected to provide benefits by providing
information regarding the role of the family in patient safety at Bandar

Lampung Private Hospital.

1.4.2 For Researchers
Researchers hope that this research can provide the following benefits:
1. The results of this study are expected to increase insight and
knowledge about the role of the family in patient safety.
2. The research results can be used as a reference and input for further

related research.

1.4.3 For Science
This study can contribute to providing evidence on the role of the family

in improving patient safety during hospitalization.

1.4.4 For Families and Patients
The results of this study can provide information, insight and knowledge

that families have a role in improving the safety of inpatients.



CHAPTER II
LITERATURE REVIEW

2.1 Patient Safety

2.1.1 Definition of Patient Safety
Patient safety is a system that guarantees the safety and security of
patients in receiving health services to reduce the risk of unnecessary
injury (Ministry of Health of the Republic of Indonesia, 2015). Minister
of Health Regulation Number 11 Article 1 of 2017 describes patient
safety as a system that makes the care received by patients safer, starting
from risk assessment to solution implementation. The goal of patient
safety is to encourage hospitals to improve specific aspects of patient
safety, thereby minimizing risks and preventing injuries due to incorrect
actions or not carrying out actions (Ministry of Health of the Republic of
Indonesia, 2017). Patient safety is an attribute of the health service
system so that it can avoid incidents and the impact of unwanted events.
In its application, patient safety applies a layered system known as the
"swiss cheese" model. Patient safety using the "swiss cheese" system is
expected to avoid accidents by considering the factors that cause
unwanted events (Wang, 2024). Therefore, patient safety requires
cooperation from all parties, both from health workers who treat patients

directly, medical staff and also from the patient (Vincent, 2010).
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Source: Bajracharya et al., 2019.

Even though adverse events may arise from human error, they do not
occur because individuals intentionally harm patients; rather, they result
from the complexity of the current healthcare system. The success of
patient safety depends on numerous factors, not solely on the competence
of healthcare providers. This system is often referred to as swiss cheese
where each piece represents a weakness in a system, while the holes in
the model explain that if a layer of the system has made an error, the next
system will compensate to prevent negative outcomes. However, adverse
events can occur when multiple systems fail to perform their functions
effectively. Therefore, when an incident occurs, responsibility lies with

various parties (Park, 2018).

2.1.2 Patient Safety Objectives
The purpose of implementing patient safety is to improve health services
so that if an undesirable incident occurs, staff can immediately take
action to deal with the incident and learn so that the incident does not

happen again (Ministry of Health of the Republic of Indonesia, 2017).

1. Creating a culture of patient safety in hospitals.
2. Improving the safety of high risk treatments.

3. Improving effective communication.
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4. Reducing the risk of health care-associated infections.
5. Reduces the risk of patient injury due to falls.

6. Eliminating patient identification errors, surgical procedure errors.

2.1.3 Patient Safety Goals
Patient safety goals are specific objectives designed to prevent patient
harm in the healthcare environment. The following are patient safety
goals (Ministry of Health of the Republic of Indonesia, 2017):

1. Identifying Patients Correctly.

2. Patients do not get their beds mixed up, treatments mixed up, etc.
The way to identify patients is by looking for the patient's name, date
of birth or medical record number.

3. Improving Effective Communication.

4. Improving the Safety of High-alert Drugs.

5. Ensuring the Correct Surgical Site, Correct Procedure, Surgery on
the Correct Patient.

6. Reducing the Risk of Healthcare-Induced Infections.

2.1.4 Relationship between Patient Safety and Patient Safety Culture
Patient safety culture is a critical component of healthcare that
encompasses various elements, including openness, a non-blaming
environment, effective reporting, and learning (Salawati, 2020). Many
healthcare professionals, particularly nurses, often fear being blamed due
to the inadequate reporting culture (Pramesona et al., 2023). To foster a
robust patient safety culture, it is essential to establish effective
regulations and promote collaboration among multidisciplinary teams.
Additionally, all staff, including cleaners, must be cognizant of infection
risks within the hospital, while nurses should be vigilant regarding
equipment that may pose safety hazards. Consequently, it is vital to
consider the workload and working hours of healthcare workers to
minimize preventable accidents (Kakemam et al., 2021). A patient safety
culture must be continuously reinforced, as it is closely linked to the

incidence of accidents involving hospital patients. Therefore, instilling
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strong morals, promoting appropriate behaviors, and providing training

for staff are crucial steps in developing a professional patient safety

culture tailored to their specific roles (Bieder, 2018).

2.1.5 Basic Patient Safety Rights

According to WHO, there are ten basic rights to patient safety. The ten
basic rights to patient safety include (WHO, 2024):

1.
2
3
4.
5
6

8.
9.

10.

The right for punctual, effective and appropriate care.

The right for safe health care processes and practices.

The right for qualified and competent health workers.

The right for safe medical products and their safe and rational use.
The right for safe and secure health care facilities.

The right for dignity, respect, non-discrimination, privacy and
confidentiality.

The right for information, education and supported decision-
making.

The right for access medical records.

The right for be heard and a fair resolution.

The right for patient and family involvement.

2.1.7 Steps for Implementing Patient Safety

The following are the steps for implementing patient safety according to

the Minister of Health's regulations (Regulation of the Minister of Health
of the Republic of Indonesia, 2011):

1.

Pay attention to the drug name, appearance and also similar
pronunciation.

Ensure patient identification.

Correct communication during patient handover.

Make sure the correct action is on the correct side of the body as
well.

Control concentrated electrolyte fluids.

Ensure the accuracy of patient medication administration during
service transfers or transfers.

Avoid catheter misconnection and tube misconnection.
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8. Use single-use injection devices or consumables.

9. Improve hand hygiene to prevent nosocomial infections.

2.2 Patient Safety Incidents

2.2.1 Definition of Patient Safety Incident

According to KKPRS, Patient Safety Incidents are potentially
detrimental events that should not have occurred. The events mentioned
include KPC, KNC, KTC, KTD and sentinel events (Ministry of Health,
2017). Kejadian Tidak Diharapkan still often occur, causing public
dissatisfaction and leading to lawsuits. All of this is the responsibility of
the hospital in providing medical services. If an error occurs, it can
have a negative impact on the patient. These negative impacts include
minor injuries, physical disabilities, and even death (Wianti et al.,
2021).

2.2.2 Prevalence of Patient Safety Incidents

The results of another study in several JCl-accredited hospitals found
that there were 52 incidents in eleven hospitals in five countries. The
majority of cases (31%) occurred in Hong Kong, (25%) Australia,
(23%) India, (12%) America, and (10%) Canada. Further data from this
study showed as many as 52% of incidents, namely 25% of patients
fell, 30% occurred in the ward, 94% resulted in losses, and 3% resulted
in death. Then, there were around 7.6% of cases in Brazil(Magalhaes et
al., 2017) and there are 60% of hospitals that do not implement patient
safety dimensions in Taiwan(Lee, 2016). The above conditions are not
in line with the Decree of the Indonesian Minister of Health Number
129/Menkes/SK/11/2008 which states that the number of patient safety
incidents in hospitals should be 0% or it should be said that there are no
incidents at all (zero accidents) (Ministry of Health of the Republic of
Indonesia, 2008).

2.2.3 Types of Patient Safety Incidents
Patient Safety Incidents (PSI) are classified as follows (WHO, 2019):
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1. Dangerous incident
An incident that causes harm and causes harm to the patient so that
the treatment plan does not meet expectations.

2. Aharmless incident
Incidents that are not dangerous and do not harm the patient.

3. Near miss incident
Incidents that do not cause harm to patients but have the potential or
risk of causing harm and loss.

In reporting accident cases that occur in hospitals, there are several terms
that are always used in reporting so that every health worker has the same
perception regarding the type of accident or potential accident that has
occurred. The following are some terms used in reporting patient safety
cases (Ministry of Health of the Republic of Indonesia, 2011). Types of
Patient Safety Incidents (PSI) according to KKPRS are divided into five,
namely (Ministry of Health, 2017;Nashifah et al., 2019):

1. Kejadian Potensial Cedera (KPC): A situation that had the potential
to cause harm to a patient but no actual harm occurred.

2. Near Miss/Kejadian Nyaris Cedera (KNC): An incident that almost
caused an injury but was successfully avoided.

3. No Harm/Kejadian Tidak Cedera (KTC): An event that does not
result in injury to the patient, even though an incident occurs.

4. Adverse Event/Kejadian Tidak Diharapkan (KTD): An incident that
results in injury to a patient, which should not have occurred in the
care process.

5. Sentinel Event: An incident that results in death or serious injury that
is unrelated to the patient's disease course and results in permanent
disability or death.

This incident can occur due to various reasons that do not meet patient

service standards, treatment that is not based on the hope of recovery,

treatment and compliance risks, and lack of patient consent in the process
of taking medication. PSI is classified based on its impact on health

services as follows (Cooper et al., 2018):
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Without loss

The treatment process is carried out until completion by the patient
without any harm to the patient.

No loss due to mitigation results

Any incident that has the potential to cause harm but does not result
in harm.

Minor loss

The incident experienced by the patient was an injury but did not
require intervention or only minimal care was given.

Moderate loss

Patients who require short-term medical care to receive mild-level
assessment and treatment in the ED or hospital ward.

Serious vandalism incident

Patients who experience an incident that has a long-term impact on
their physical, mental or social well-being, thereby shortening their
life expectancy.

Death

Any incidents that occur during treatment due to inappropriate
diagnosis, initial treatment, etc.

Incident lacking details

An incident that occurs when insufficient information is received to
assess the severity of a hazard, thereby creating a risk of errors in

care outcomes.
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2.2.4 Factors Influencing the Occurrence of Patient Safety Incidents

Table 1. Examples of Contributing Factors Based on CADYA (Categorization
of Errors in Primary Care) Dimensions and Subdimensions

Item

Examples of patient safety incidents

Environmental factors,
patient social context
Unplanned consultation care
Place of care

Workload management
Disturbing elements

Health system health services

Financial or administrative problems

Human factors related to patients

Related to service provider

Related to other providers

Related to third parties

Failure, malfunction, unavailability of
equipment

Incorrect use of tools

Data information

system is incorrect

or missing

Communication system failure

Lack of initial training
False memories (after training)

Synthesis error
Inadequate procedures

Lack of protocol implementation

Communication failure

Lack of monitoring

Lack of response after feedback

Elderly, suffering from dementia,
inappropriate support plan

A woman took a promise just for herself
and came with her son

The health check was incomplete because
the patient was examined at home.
Workload increases by adding too many
consultations

Phone call causes doctor to dismiss
patient

A medical specialist is needed but is not
available on weekends.

No general practitioners are listed on
social security

Aggressive patients (who feel rejected by
their doctor)

Stressed doctor (bad news needs to be
announced)

Pharmacist distracted while dispensing
medication

The indiscretion of a patient's mother
towards her daughter

Computer server failure

Wounds after improper use of pedicure
equipment

Lack of discharge letter after patient
hospitalization

Ultrasound results cannot be read via the
internet
Ignorance of drug contraindications

Inadequate exploration of
thromboembolic risk

Minimizing chronic kidney disease
Coronary patients who stop statins on
their own

Medical appointment for emergency set
late by secretary

Nurse did not call doctor despite unusual
dose

Lack of specific eye monitoring despite
serious uveitis

diabetes mellitus is unbalanced,
without medical appointment, for
several months

Source:Chaneliere et al., 2018.
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The prevalence of unwanted incidents due to patients in a fairly large
category. This is because patients are the biggest cause of things that
cause accidents in patient safety. Therefore, building relationships and
connecting feelings is very important, especially during rapport
building so that patients can convey what they want, ask, etc.
Therefore, the main key to preventing unwanted incidents due to
patient errors is to communicate well and effectively (Donaldson et
al., 2021).

2.3 Family
2.3.1 Definition of Family

Definitions of the family vary widely and encompass a variety of
different forms and features. Despite the difficulty in reaching a
consensus, the family remains an important social unit with significant
functions and roles in society. Social and economic changes continue to
affect the structure and functions of the family, making it a dynamic and
evolving concept (losif et al., 2014). The family is a social institution
consisting of a mother, father, and children, who perform economic,
psychological, biological, legal, and social functions in society (Arslan,
2023). The family is the smallest social unit consisting of parents and
children, formed by marriage and blood relations between partners,
children and siblings (Weigel, 2008).

2.3.2 Role of the Family
Family is a group of people with ties of marriage, birth, and adoption that
aims to create, maintain culture and improve the physical, mental,
emotional and social development of each family member. The family
has a function, one of which is the task of family health, namely the
family is able to provide care for sick family members, the family is able
to maintain or create a healthy home atmosphere and the family is able to
make the right health action decisions. The family plays an important
role in patient care by providing information related to the patient's

condition by interacting with nurses, support, and collaboration in the
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treatment process. As a result, the role of the family has a positive impact

and increases the overall success of care (Keitner, 2024; Paula, 2020).

The role of the family during patient care includes meeting patient needs,

providing support during care, and improving quality of life through

nutritional management (Choline et al., 2022).

The family plays a very important role in patient safety because the

patient and the patient's family are partners in hospital services.

Therefore, the family is expected to play an active role in caring for the

patient (Regulation of the Minister of Health of the Republic of
Indonesia, 2011):

1.
2.

o v M W

Provide correct, clear, complete and honest information.

Know and carrying out the obligations and responsibilities of
patients and families.

Asking questions about things you don't understand.

Understand and accept the consequences of service.

Comply and respect hospital regulations.

Demonstrate respect and consideration in the process of working
with the health team to manage patients.

Fulfill financial obligations
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2.4 Factors Causing PSI

Table 2. Distribution of Main, Secondary and Total Contributing Factors to the
Occurrence of PSI

Major Secondary Total
Dimensions Contributing Contributing  Contribution

Factors Factors N Factor N

N (%) (%) (%)
Environmental factors 93 (22.8) 37 (20.3) 130 (22)
Patient's social context 5(1.2) 5(2.7) 10 (1.7)
Background of care 38 (9.3) 20 (11) 58 (9.8)
Unplanned consultation 10 (2.4) 0 (0) 10 (1.7)
Place of care 6 (1.5) 8 (4.4) 14 (2.4)
Workload management 22 (5.4) 12 (6.6) 34 (5.7)
Disturbing elements 27 (6.6) 7 (3.9) 34 (5.7)
Health system 23 (5.7) 5(2.7) 28 (4.7)
Health services 20 (5) 2(1) 22 (3.7)
Financial or administrative problems 3(0.7) 3(1.7) 6 (1)
Human factors 89 (21.8) 86 (47.3) 175 (29.7)
Related to the patient 45 (11) 31 (17) 76 (12.9)
Connect with a healthcare provider 35 (8.6) 41 (22.5) 76 (12.9)
Connecting to another provider 4(1) 7(3.9) 11 (1.9)
Regarding third parties 5(1.2) 7(3.9) 12 (2)
Technical factors 67 (16.4) 9 (4.9) 76 (12.9)
Equipment 21(5.2) 2 (1) 23 (3.9)
Failure, malfunction, unavailability 19 (4.7) 1(0.5) 20 (3.4)
Incorrect use 2(0.5) 1(0.5) 3(0.5)
Information Systems 46 (11.3) 7(3.9) 53 (8.9)
Incorrect or missing data 34 (8.3) 4(2.2) 38 (6.4)
Communication system failure 12 (3) 3(L.7) 15 (2.5)
Treatment process 159 (39) 50 (27.5) 209 (35.4)
Cognitive dimension 56 (13.8) 9 (5) 65 (11)
Lack of initial training 26 (6.4) 3(L.7) 29 (4.9)
Incorrect withdrawal (after training) 13 (3.2) 2 (1) 15 (2.5)
Wrong synthesis 17 (4.2) 4(2.2) 21 (3.6)
Maintenance procedures 34 (8.3) 14 (7.7) 48 (8.1)
Inappropriate or unfulfilled procedures 31 (7.6) 13 (7.1) 44 (7.5)
Lack of protocol 3(0.7) 1 (0.6) 4 (0.6)
Coordination of care 69 (16.9) 27 (14.8) 96 (16.3)
Communication failure 59 (14.5) 22 (12.1) 81 (13.7)
Lack (or incorrect) monitoring 9(2.2) 5(2.7) 14 (2.4)
Lack of response after feedback 1(0.2) 0 (0) 1(0.2)
Total 408 (100) 182 (100) 590 (100)

Source:Chaneliere et al., 2018.
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Based on the distribution data of the causes of KTD, it can be seen that
the largest contributor to KTD is in the process of patient service which
contributes 35 percent of KTD. Meanwhile, environmental factors are the
second largest cause with a total of 22 percent. Meanwhile, the least
causal factor is the lack of response after feedback. Therefore,
improvements are needed, especially in creating a safe work culture in
patient safety so that it becomes a patient safety culture in hospitals to
minimize the occurrence of KTD and improve patient safety.(Chaneliere
et al., 2018).

2.5 Frequency Distribution Based on PSI Type
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Figure 2. PSI Trends

Source: Muaziz & Irnawati, 2022.

The KNC and PSI trends increased in 2009-2013. Then experienced a
fluctuating movement since 2014-2020. While in 2020 there was a
drastic decline in KTC (Muaziz & Irnawati, 2022).
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Source: Muaziz & Irnawati, 2022.

The highest number of adverse events in one of the Private Hospitals in
Pekalongan Regency for the period 2009-2020 was in 2011 with 19
cases, and the lowest in 2009 and 2017 with 4 cases each. The most
common type of adverse event was patient falls with 81 cases (74.31%)
and the most cases of patient falls occurred in 2020 with 14 cases
(12.8%) (Muaziz & Irnawati, 2022).
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Figure 4. KTC Trend

Source: Muaziz & lrnawati, 2022.

The figure shows the trend of Kejadian Tidak Cedera in one of the
Private Hospitals in Pekalongan Regency for the period 2009-2020, the
highest in 2018 with 20 cases. New KTC cases emerged in 2014 with 13
cases and in 2020 were the lowest cases with 2 cases. The most common
type of KTC is wrong medication or blood or dose or route as many as 41
cases (41.8%) and the most cases in 2017 were 13 cases (13.3%) (Muaziz

& Irnawati, 2022).

2.6 Safe Health Services According to NQF (National Quality Forum)
The National Quality Forum (NQF) was established to create a credible,
consensus-based framework for improving the quality of healthcare. Its
primary goals are to enhance patient safety, improve healthcare outcomes,
and foster the implementation of effective healthcare practices across multiple
settings. The NQF plays a critical role in setting healthcare quality standards

in the United States. Its initiatives are critical to creating a culture of safety
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and accountability, which ultimately leads to better patient care and outcomes

across the healthcare system (Leape, 2021).

Here are the Standards Safe Practice According to NQF (National Quality

Forum):

1
2

Create a culture of healthcare safety.

For high-risk elective surgical procedures or other specialized care,
patients should be clearly informed of the potential for reduced risk of
adverse outcomes at care facilities that have demonstrated superior
outcomes and should be referred to such facilities according to the
patient's stated preference.

Define explicit protocols that will be used to ensure adequate levels of
nursing care based on the institution's usual patient mix and the
experience and training of its nursing staff.

All patients in general intensive care units (both adults and children)
must be managed by physicians who have specific training and
certification in critical care medicine (“certified critical care”).
Pharmacists must actively participate in the medication use process,
including at a minimum being available to consult with prescribers
regarding medication orders, interpretation and review of medication
orders, preparation of medications, dispensing of medications, and
administration and monitoring of medications.

Verbal orders should be recorded whenever possible and read back to
the prescriber immediately; that is, the health care provider receiving
the verbal order should read or repeat back the information given by the
prescriber to verify the accuracy of what was heard.

Use only standard abbreviations and dosage designations.

Patient care summaries or other similar records should be prepared with
all source documents immediately available i.e., they should not be
prepared from memory.

Ensure that care information, especially order changes and new

diagnostic information, is delivered in a timely and clearly
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understandable form to all of the patient's current healthcare providers
who need the information to provide care.

Ask each patient or legal surrogate to recount what he or she was told
during the informed consent discussion.

Ensure that written documentation of the patient's preferences for life-
sustaining care is prominently displayed in his or her chart.
Implementing a computerized physician order entry system.

Implement standard protocols to prevent mislabeling of radiographs.
Implement standard protocols to prevent wrong-site or wrong-patient
procedures.

Evaluate every patient undergoing elective surgery for the risk of acute
ischemic cardiac events during surgery and provide prophylactic
treatment to high-risk patients with beta-blockers.

Evaluate each patient on admission, and regularly thereafter, for risk of
developing pressure ulcers. This evaluation should be repeated
periodically throughout treatment. Clinically appropriate preventive
measures should be implemented as a consequence of the evaluation.
Evaluate each patient on admission, and periodically thereafter, for risk
of developing deep vein thrombosis (DVT). Use clinically appropriate
methods to prevent DVT/VTE.

Use dedicated antithrombotic (anticoagulation) services that facilitate
coordinated care management.

Evaluate each patient for risk of aspiration.

Adhere to effective methods to prevent central venous catheter-
associated bloodstream infections.

Evaluate each patient preoperatively based on the planned surgical
procedure for risk of surgical site infection (SSI), and implement
appropriate antibiotic prophylaxis and other precautions based on that
evaluation.

Use validated protocols to evaluate patients at risk for contrast media-

induced renal failure and use clinically appropriate methods to reduce
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the risk of renal injury based on evaluation of the patient's renal
function.

Evaluate each patient upon admission, and periodically thereafter, for
risk of malnutrition. Use clinically appropriate strategies to prevent
malnutrition.

Whenever a pneumatic tourniquet is used, evaluate the patient for risk
of ischemic and/or thrombotic complications, and use appropriate
prophylactic measures.

Decontaminate hands by hygienic hand rubbing or by washing with
disinfectant soap before and after direct contact with patients or objects
around patients.

Vaccinate healthcare workers against influenza to protect them and
patients from influenza.

Keep the work area where medications are prepared clean, orderly,
well-lit, and free from clutter, distractions, and noise.

Standardization of drug labeling, packaging and storage methods
Identify all “high alert” medications (e.g., intravenous adrenergic
agonists and antagonists, chemotherapeutic agents, anticoagulants and
antithrombotics, concentrated parenteral  electrolytes, general
anesthetics, neuromuscular blockers, insulin and oral hypoglycemics,
narcotics, and opiates).

Dispensing medications in unit dose or, if appropriate, unit-of-use

forms, whenever possible.

2.7 Aspects of Professionalism in the Medical Field

Professionalism in medicine refers to a series of attitudes, behaviors, and

values that a doctor must have in carrying out his medical practice. This

concept is very important because it is directly related to patient trust and the

quality of health services so that health workers need to develop it (Hanif &
Mabbob, 2023).

2.7.1 Definition of Professionalism

Professionalism in medicine can be defined as the integration of three

main domains (Irnanda & Wanasida, 2022):
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1. Cognitive Ability (Knowledge): In-depth knowledge of medical
science.

2. Psychomotor Ability (Skill): Practical skills in performing medical
procedures.

3. Affective Ability (Attitude): Attitudes and behaviors that reflect ethics
and morals in interacting with patients.

2.7.2 Components of Professionalism

Some key components of medical professionalism include (Irnanda &

Wanasida, 2022):

1. Excellence: Continuous effort to improve competence and knowledge.

2. Accountability: Responsibility for actions and decisions made in
patient care.

3. Altruism: Putting the patient's interests above personal interests.

4. Humanism: Respecting patient dignity and committing to service

2.7.3 The Importance of Professionalism

There is a significant relationship between doctor professionalism and
patient satisfaction. For example, research conducted at the Faculty of
Medicine, Brawijaya University identified that components such as
attitude, clinical competence, and knowledge greatly influence the
perception of doctor professionalism in the eyes of patients. A doctor's
professionalism involves evaluating various aspects that reflect their
behavior, attitude, and competence in medical practice (Irnanda &
Wanasida, 2022).

2.8 The Role of the Family in Patient Safety
Family support according to Friedman (2013) is an attitude, action of family
acceptance towards its family members, in the form of informational support,
assessment support, instrumental support and emotional support. So family
support is a form of interpersonal relationship that includes attitudes, actions
and acceptance towards family members, so that family members feel that
someone cares. People who are in a supportive social environment generally
have better conditions than their peers who do not have this advantage,

because family support is considered to be able to reduce or buffer the effects
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of individual mental health. Friedman (2013) divides the forms and functions

of family support into 4 dimensions, those are:
1) Emotional Support
Emotional support is a family as a safe and peaceful place to rest and
recover and help control emotions. Aspects of emotional support include
support that is manifested in the form of affection, trust, attention,
listening and being heard. Emotional support involves the expression of
empathy, attention, encouragement, personal warmth, love, or emotional
assistance (Friedman, 2013). With all behaviors that encourage feelings
of comfort and lead individuals to believe that they are praised,
respected, and loved, and that others are willing to provide attention.
2) Instrumental Support
Instrumental support is the family being a source of practical and
concrete help, including in terms of financial needs, food, drink, and rest
(Friedman, 2013).
3) Informational Support
Informational support is the family functioning as an information
provider, where the family explains about giving advice, suggestions,
information that can be used to reveal a problem. Aspects in this support
are advice, suggestions, suggestions, instructions and providing
information (Friedman, 2013).
4) Assessment or Award Support
Support for appreciation or assessment is the family acting as a guide and
mediator in problem solving, as a source and validator of family member
identity, including providing support, appreciation and attention
(Friedman, 2013).
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q Patient safety

1

Patient Safety Goals

1. Identifying Patients Correctly.

2. Improving Effective Communication.

3. Improving the Safety of High-alert Drugs.

4. Ensuring the Correct Surgical Site,
Correct Procedure, Surgery on the Correct
Patient.

5. Reducing the Risk of Healthcare-Induced
Infections.

6. Reducing the Risk of Healthcare-Induced
Infections.

10 basic patient safety rights

1. The right for punctual, effective and
appropriate care.

2. Theright for safe health care processes
and practices.

3. Theright for qualified and competent
health workers.

4. The right for safe medical products and
their safe and rational use.

5. Theright for safe and secure health care
facilities.

6. The right for dignity, respect, non-
discrimination, privacy and
confidentiality.

7. The right for information, education and
supported decision-making.

8. The right for access medical records.

9. The right for be heard and a fair
resolution.

10.  The right for patient and family
involvement.

The role of patients and families

1. Provide correct, clear, complete and
honest information.

2. Knowing and carrying out the obligations
and responsibilities of patients and
families.

3. Ask questions about things you don't
understand.

4. Understand and accept the consequences
of service.

5. Comply with and respect hospital
regulations.

6. Demonstrate respect and consideration in
the process of working with the health
team to manage patients.

7. Fulfill agreed financial obligations.

Steps for Implementing Patient
Safety

1. Pay attention to the drug
name, appearance and also
similar pronunciation.
Ensure patient identification.
3. Correct communication
during patient handover.

4. Make sure the correct action
is on the correct side of the
body as well.

5. Control concentrated
electrolyte fluids.

6. Ensure the accuracy of
patient medication
administration during service
transfers or transfers.

7. Avoid catheter misconnection
and tube misconnection.

8. Use single-use injection
devices or consumables.

9. Improve hand hygiene to
prevent nosocomial
infections.

N

1

1. Role of Family
2. Role of Doctors
3. The Role of Nurses

Figure 5. Theoretical Framework
(WHO, 2024; Ministry of Health of the Republic of Indonesia, 2017; Regulation
of the Minister of Health of the Republic of Indonesia, 2011)
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2.10 Conceptual Framework

Age
Gender
The Role of Family in Patient Safety
Inpatient duration Toward Inpatients In Private Hospital
Bandar Lampung: A Mix-Method-
Study

Inpatient class

Education

Figure 6. Conceptual Framework

2.11 Hypothesis

1. HO: There is no relationship between age and the family involvement care
questionnaire score.
H1: There is a relationship between age and the family roles.

2. HO: There is no relationship between gender and the family involvement
care questionnaire scores.
H1: There is a relationship between gender and the family involvement
care questionnaire score.

3. HO: There is no relationship between length of hospitalization and family
involvement care questionnaire scores.
H1: There is a relationship between the length of hospitalization and the
family involvement care questionnaire score.

4. HO: There is no relationship between inpatient class and family
involvement care questionnaire scores.
H1: There is a relationship between inpatient class and family involvement
care questionnaire scores.

5. HO: There is no relationship between education and the family
involvement care questionnaire scores.

H1: There is a relationship between education and the family roles



CHAPTER Il
RESEARCH METHODS

3.1 Research Design
This research employs a descriptive design utilizing a mixed-methods
approach, incorporating both quantitative and qualitative methodologies. The
study follows a sequential explanatory design, which integrates quantitative
and qualitative methods in a stepwise manner. In the first phase, qualitative
methods were employed, followed by quantitative methods in the second
phase (Sugiyono, 2014). The quantitative aspect of this study utilized a
simple descriptive analysis of the Family Involvement in Care Questionnaire
(FICQ) to assess the role of families in ensuring the safety of inpatients.
Conversely, the qualitative component involved case studies through
interviews with informants, aimed at deepening, expanding, and validating
the quantitative data obtained (Sugiyono, 2014). In conclusion, this study
offers valuable insights into the role of families in the safety of inpatients at

Bandar Lampung Private Hospital.

3.2 Place and Time of Research
3.2.1 Research Location
This research was conducted in the inpatient department of Bandar
Lampung Private Hospital, specifically in the internal medicine, surgery,
and pediatric departments.
3.2.2 Research Time

This research was conducted from October to December 2024.
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3.3 Research Variables
The variables in this study are the role of the patient's family in the safety of

inpatients department

3.4 Research Focus
The focus of this research is useful in research as a limitation regarding
qualitative research objects to sort out relevant and irrelevant data (Moeloeng,
2004). The limitations in this qualitative research are more based on the
urgency of the problems faced in this study, namely the role of the patient's
family in the safety of inpatients in October-December 2024 at Bandar

Lampung Private Hospital.

3.5 Population, Sample and Research Informants

The population, samples and informants in this study include the following:

3.5.1 Quantitative Methods

a. Population
The population of this study used all families of patients who were
being treated as inpatients at private hospitals, namely the internal
medicine, surgery and pediatric departments. The researcher took the
class 3 room type consisting of Mahoni, Kenanga, Cemara, Tapis
and Akasia rooms. The target population obtained by finding the
average number of inpatients in a month from January to July 2024
with the result of 328 people.

b. Sample
The sample and sampling in this study consisted of families of
patients who were being hospitalized selected using purposive
sampling, namely families of patients who were being hospitalized
from October to December 2024 were selected based on the

researcher's choice.
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3.5.2 Qualitative Methods
In this study, informant selection was conducted using purposive
sampling, which aims to identify individuals who possess the most
relevant knowledge regarding the research topic. This approach
facilitates the researchers' investigation of the subjects and enables them
to obtain comprehensive responses. The primary informants consist of
the families of patients currently hospitalized, while inpatient nurses and
doctors serve as supporting informants. Data collection from these
informants is scheduled to take place from October to December 2024 at

Bandar Lampung Private Hospital.

3.6 Inclusion and Exclusion Criteria
In addition, there are also inclusion and exclusion criteria in this study to

detail the samples in this study, including the following:

3.6.1 Quantitative Methods

a. Inclusion criteria
1. Family of a patient who is being hospitalized.
2. The patient's family must be at least 18 years old.
3. The patient's family can read and write well.
4. The patient's family can communicate well.

b. Exclusion Criteria
1. The patient's family refused to participate in the research.

2. The patient's family is participating in another research.

3.6.2 Qualitative Methods
a. Inclusion Criteria
1. Informants are people who are directly involved and most
knowledgeable in patient services and are on duty in inpatient
care. Informants consist of patient families who accompany
inpatients, nurses, and doctors who work in inpatient rooms with
at least one year of work experience.
2. The informant is still on duty at the Bandar Lampung Private

Hospital.
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1. Samples refused to be informants or were involved in other

research.

3.7 Sample Size and Sampling Techniques

Determining the sample size using the Slovin formula, namely:

. N
1+ N(d)?
Information:
N = population size

d = error rate of population size (0.05 or 5%)

So the calculation of the number of research samples is as follows:

N
T 1+N(@)?
328
"= 1+328(0,05)2
328
"T 182
n =180

n

The calculation results obtained a research sample of 180 people. The number

of samples was increased by 10% to maintain the possibility of drop out with

the following formula:
, n

TTa-n

Information:
n' = expected number of samples
n = minimum number of samples

f = estimated drop out

So, the expected sample size is as follows:
180

a-on

n' =198

n' =
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Based on the calculation above, the number of samples used in this study was
198 people. Then the sample was selected using the purposive sampling
technique through the following formula. Purposive sampling, namely
sampling where the researcher determines the sample according to the
researcher's wishes according to the criteria that have been determined with
the number of members from each sub-population of all patients and patient
families to fill out the questionnaire that meets the inclusion and exclusion
criteria to become the research sample. There were a total 30 samples which
have been taken for validity test and 201 samples has been taken for the

research samples. So the total respondents that was taken were 231 people.

3.8 Operational Definition

Table 3. Operational Definition

No.

Variables Definition Equipment Results Scale

2

3

Age Chronological age is Identity 0= < 37 years old Nominal

defined as “one of form 1==>37 years old

the stages of life,”
focusing on “an
individual’s
development
measured in terms
of the years requisite
for like development
of an average
individual (Notthoff
& Gerstorf, 2015).
Gender Gender is a Identity 0= male Nominal

multifaceted concept form 1= female
that encompasses
the social identities,
roles, and behaviors
associated with
being male or
female, distinct from
biological sex
(Cahill, 2000).
Education Education is seen as Identity 0= high education Nominal
the development of form 1= low education

cultural wisdom,
enabling individuals



33

No.

Variables Definition Equipment Results Scale

4

5

to navigate complex
challenges and
fulfill societal duties
(Newell, 2014).

Inpatient Class  Inpatient classes are Identity 0=VIP Nominal
designed to form 1=class |
categorize patients 2=class Il
based on clinical 3=class I
characteristics,
resource use, and
treatment
requirements
(Ashcraft et al.,
1989).
Leng_th (_)f _ Length of Stay Identity 0= < 3 days Nominal
hospitalization (LOS) refers to the form 1=>3 days

duration of time that
an individual spends
in the hospital. It is
the time from a
patient's admission
to their discharge
from the hospital
(Ramurs et al.,
2023).

3.9 Data Collection Techniques

1. FICQ Questionnaire

This study employs the FICQ questionnaire, which will be used to the
families of hospitalized patients to assess their involvement in providing
care for these patients. Completing the questionnaire will take
approximately 5 to 10 minutes. The researcher will be present alongside
the respondent to address any questions related to the questionnaire. The
method utilized is a self-report approach.

Interview (In-depth Interview)

Interviews for this qualitative study will be conducted in October 2024,
targeting families of hospitalized patients, inpatient nurses, and doctors
responsible for overseeing the inpatient rooms at Bandar Lampung Private
Hospital. Each interview will last between 30 to 45 minutes. The

researcher will conduct structured in-depth interviews, utilizing interview
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guidelines to steer the conversation. Additionally, interviews will be

recorded using a tape recorder, and the results will be documented in

writing. For this study, the researcher has developed a comprehensive

interview guideline.

3.10 Research Instruments

The instruments in this study are as follows:

1.

Interview Guidelines

The interview conducted in this study utilized a structured instrument
consisting of a list of questions designed to meet the study's
objectives. The purpose of the interview was to identify the extent of
the family’'s role in ensuring the safety of inpatients and to explore the
obstacles that families face in promoting inpatient safety in private
hospitals.

Family involvement in Care Questionnaire (FICQ)

FICQ was developed with the aim of measuring family involvement in
hospitalized patients consisting of 18 items, 16 of which have been
reformulated. FICQ is a questionnaire created based on the PIQ
(Patient Involvement Questionnaire) and SFS-ICQ (Swedish Family
Satisfaction Intensive Care) questionnaires. The first stage is the
selection of relevant items from both questionnaires as FICQ material.
There are 24 questions selected from both questionnaires, then a
content validity test was carried out and the results showed that only
16 questions could be maintained with 8 questions excluded based on
the results of three questionnaire trials.

FICQ is a validated instrument that can be used to evaluate the role of
family towards hospitalized patients. This instrument generally
contains 16 (sixteen) questions with 5 (five) Likert scales.

In calculating the FICQ instrument, the researcher used the Likert
scale. This Likert scale has 5 (five) choices that have their own points.
The choices consist of:

0. Not Relevant has 0 points
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Fully Disagree, has 1 point
Somewhat Agree, has point 2
Largely Agree, has 3 points

Eal A

Fully Agree has 4 points

3.11 Validity and Reliability Test Results
1. Quantitative Methods

Validity and reliability tests will be conducted on 30 people using the

following methods:

a. Validity test results
Validity test is the extent to which the accuracy of the measuring
instrument used to measure data. To measure an instrument
(questionnaire) is done by conducting a correlation between the
scores of each variable with the total score variable. A variable is
said to be valid if the score of the variable correlates significantly
with the total score, the correlation technique used is the Pearson
product moment correlation (Hastono, 2006).
Test results:
If the calculated r is greater than the table r then Ho is rejected,
meaning the variable is valid.
If the calculated r is smaller than the table r then Ho fails to be
rejected, meaning the variable is invalid.
Validity test was conducted on 30 people. Based on the number
of respondents used in the validity test, the r table value using df
= n - 2 at the 5% level obtained an r table figure of 0.361. In
addition, the researcher conducted a validity test by conducting a
questionnaire test on three experts who have competence and
experience in the field of patient safety. Question items that have
a CVI score above 0.80 are declared to have adequate validity
content and question items with a CVI score below 0.70 are
declared irrelevant and need to be eliminated. The CVI/Ave from

the experts score are 0,97.
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b. Reliability test results
Reliability is a measure that shows the extent to which
measurements remain consistent when carried out with
measurements twice or more against the same symptoms with the
same measuring tool. Questions are said to be reliable if a
person's answer to the question is consistent or stable over time.
Reliability testing is done by testing validity first, so if the
question is not valid, the question is discarded. Questions that are
already valid are then jointly measured for reliability (Hastono,
2006)
To determine reliability, a Cronbach Alpha test is carried out.
Test results:
1. If Cronbach Alpha > 0.6, it means the variable is reliable.
2. If Cronbach Alpha < 0.6, it means the variable is not reliable.
Reliability testing was conducted after validity testing was
conducted on the entire questionnaire. Reliability testing in this
study was conducted on 30 respondents and calculated using a
data processing application to conduct the Cronbach Alpha test.
The results of the reliability test obtained on all questionnaires

used obtained the following results.
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Table 4. Results of Validity and Reliability Test of Family Engagement
Care Questionnaire (FICQ) (n=30)

. Corrected
Q:Jtismt':n Item- Total taEIe Information Cfln bti:h Information
Correlation p

Q1 0.723 0.361 Valid

Q2 0.552 0.361 Valid

Q3 0.680 0.361 Valid

Q4 0.591 0.361 Valid

Q5 0.695 0.361 Valid

Q6 0.557 0.361 Valid

Q7 0.872 0.361 Valid

Q.8 0.648 0.361 Valid .
Q09 0872  0.361 valid 0.937 Reliable
Q 10 0.669 0.361 Valid

Qu 0.625 0.361 Valid

Q 12 0.683 0.361 Valid

Q_13 0.690 0.361 Valid

Q 14 0.601 0.361 Valid

Q 15 0.751 0.361 Valid

Q 16 0.714 0.361 Valid

Quialitative Methods

Researchers use triangulation to check the accuracy of information,
where triangulation refers to a data validation technique that uses
something else to compare the results of interviews with research
subjects (Moeloeng, 2004). In addition to being used to verify the
accuracy of data, triangulation is also used to enrich data and is
useful in determining the accuracy of the researcher's interpretation
of the data because triangulation is reflective (Nasution, 2003). In
this qualitative method, researchers use triangulation of data sources,
theories and methodologies. Triangulation of data sources means
comparing and cross-checking the degree of reliability of
information obtained at different times and in different ways in
qualitative research (Moeloeng, 2004). The data sources used are
primary and secondary data. Primary data was obtained from
interviews while secondary data was in the form of FICQ
questionnaires from October to December 2024. Meanwhile, in
theory triangulation, researchers verified data using Donabedian's

(1988) evaluation theory. And in methodological triangulation,
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researchers verified by combining quantitative and qualitative
methods. The purpose of this triangulation is to test the truth or
validity of the data that has been obtained (Moeloeng, 2004).

3.12 Research Flow

This research uses the following flow:

1. This research began with the preparation of a research proposal as a
preparatory stage for field research.

2. Then the research proposal that has been made is submitted to the
Research Ethics Committee of the Faculty of Medicine, University of
Lampung to examine the research rules and ethics.

3. The next step is to conduct informed consent on research respondents,
consent sheets, and distribute questionnaires on patient safety culture at
Bandar Lampung Private Hospital and ask respondents to fill out the
questionnaire.

4. After the questionnaires are collected, the data obtained is inputted into
the computer.

5. Data that has been inputted into the computer will be analyzed by
researchers to obtain research results and continued with a discussion of
the results.

6. After discussing the results of the research presentation, conclusions are
drawn from the research that has been conducted.

7. The researcher continued with qualitative research by conducting
interviews with informants.

8. Researchers conducted verbatim and compiled the answers given by

informants according to themes and subthemes.

3.13 Data Processing
The collected data will be processed using statistical testing software. The
stages in processing data include:
a. Editing

Data completeness will be checked after data collection.
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b. Coding
Provide certain codes and group the data to make it easier to analyze. For
qualitative data, it will be coded according to the theme

c. Entry
The coded data is entered into the program after first being scored.

d. Cleaning Data
All data entered into the computer will be rechecked to avoid errors in
data entry.

e. Saving
Data that has been inputted and checked again is then saved for further

analysis.

3.14 Data Analysis
1. Quantitative Data Analysis
It is done by descriptive analysis of the FICQ questionnaire to find
out quantitative data on the role of the patient's family in the safety
of inpatients, then the data is processed using SPSS software. Some
of the data analysis used is Descriptive analysis. This analysis is to
describe how good the role of the patient's family is in the safety of
inpatients. This analysis is used to obtain an overview of the
characteristics of respondents by presenting frequency distribution
data and percentages for each variable.
2. Qualitative Data Analysis
The qualitative data analysis technique used is thematic analysis
technique. Thematic analysis is one way to analyze data with the aim
of identifying patterns or finding themes through data that has been
collected by researchers (Braun & Clarke, 2006). There are 2 (two)
main steps in conducting thematic analysis, including (Liamputtong,
2009):
a. The researcher reads the entire contents or transcripts of the
interviews and tries to give meaning to the transcript data in the

form of coding. Coding is the process of examining and testing
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existing raw data by labeling it in the form of words, phrases or
sentences. There are 2 (two) stages in coding, namely: initial
coding or open coding and axial coding.

b. The researcher creates concepts or theoretical ideas related to
the codes and themes. The researcher connects the concepts and

relates them to Donabedian's (1988) evaluation theory.

3.15 Research Ethics

Research ethics is a set of rules and ethical principles that are mutually

agreed upon regarding the relationship between researchers on the one

hand and all parties involved in the research or research participants on
the other hand (Flick, 2007). The activities in implementing research
ethics include the following:

1. Before collecting data, the researcher conveys the research
objectives.

2. Informed consent obtained from all informants and samples used as
research subjects by paying attention to the confidentiality aspect,
namely protecting the confidentiality of respondents' identities and
guaranteeing the confidentiality of information provided by
informants.

3. Ethical clearance will be submitted to the Ethics Committee at

Bandar Lampung Private Hospital



CHAPTER V
CONCLUSION AND SUGGESTIONS

5.1 Research Conclusion

The conclusion of the quantitative research is as follows

5.1.1 There are no relationship between age and the family involvement
care questionnaire scores.

5.1.2 There are no relationship between gender and the family
involvement care questionnaire scores.

5.1.3 There are no relationship between the length of hospitalization and
the family involvement care questionnaire scores.

5.1.4 There are no relationship between inpatient class and family
involvement care questionnaire scores.

5.1.5 There are no relationship between education and the family

involvement care questionnaire scores.

Qualitative data showed that even though the patient’s family did not
understand patient safety, they participated in caring the patient which
support the patient safety. They did what they should do because of the
suggestions from the nurses and doctors, so the family could promote

patient safety in the right way.
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5.2 Research Suggestions
In further research, it is possible to take data that has been specified such as
looking at the role of the family based on age or education categories that
increase the generalizability of the results. Researchers are expected to
consider other factors that influence the level of family involvement such as

the patient's disease diagnosis, patient condition and patient fall risk scoring.
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