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Abstract

Purpose: The purpose of this study was to develop a patient safety round guideline for nurse managers, in an attempt to strengthen the
care culture provided within the hospital.

Methods: This study uses an action research approach, which involved 20 head nurses and the nursing team leaders as participants. In
addition, data collection was performed using a qualitative approach, through focus group discussions (FGD) and observations, and
quantitative assessment required questionnaires. The data obtained were evaluated using both content analysis and simple statistics.
Results: The study outcome showed that a patient safety round guideline could be used by nurse managers during rounds within the in-
patient ward. In addition, the head nurses and nursing team leaders had better knowledge on (1) the implementation of patient safety
rounds and (2) the skills applicable in the in-patient ward.

Conclusions: Heads of the nursing division are recommended to create policies that require nurse managers to operate patient safety
rounds using a specific guideline at every in-patient ward. This practice ought to be conducted on a regular basis to ensure that all staff

activities comply with patient safety.
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Introduction

Patient safety is a fundamental principle that is conformed to
during treatment. Approximately 421 million people are cared
for in the in-patient wards worldwide, of which about 42.7 mil-
lion sustain injuries during the provision of care (World Health
Organization, 2017). This form of incidence has befallen
134 million individuals in low-middle income countries, and
about 2.6 million deaths have ensued because of unsafe care
(National Academies of Sciences, Engineering, and Medicine,
2018). Conversely, 1 in every 10 people are harmed during
hospital care that is provided in high-income countries (Sla-
womirsk et al., 2017).

The burden resulting from medication errors has been esti-
mated at US$ 42 billion per annum, while injury due to unsafe
care affects 7.6% and 10% of patients suffering from infections
in high- and low-income countries, respectively. In addition,
about 5% have diagnostic errors, while approximately 25%
undergo unsafe surgical care, of which 1 million deaths are
recorded during or immediately after surgery (World Health
Organization, 2019).

It is important for hospitals to maintain patient safety,
and avoid loss as well as injury (Bartoni¢kovi et al., 2018). The
possibility of reducing these occurrences in hospitals is attain-

able by applying a patient safety round (Wagner et al., 2014).
Therefore, effective implementation is capable of reducing the
Hospital Associated Infection (HAIs) rate, including Ventila-
tor-Associated Pneumonia (VAP) by an average of 0.19 to 0.09,
peripheral bloodstream infection by 2.8 to 1.6 per 1000, infec-
tion around the operating area by 3.8 to 2.6 per 1000, cathe-
ter-associated urinary tract infection by 1.4 to 2.7 per 1000
in a year (Phipps et al., 2018). The patient safety round is a
program which promotes freedom from preventable harm/in-
juries, or those with the potential to occur in association with
the health service (Hashjin et al., 2014).

The implementation of this strategy has proven to be an
effective tool in the development of safety culture and also
serves as a reference for improving the organization at all
levels. This approach allows team members (encompassing
the senior management) to engage in a structured conversa-
tion (Tucker and Singer, 2015). The improved patient safety
round involves the presence of a senior executive committed
to receiving staff comments and motivating employees. This is
needed to increase participation and provision of more quality
services, and also to collaboratively identify related challenges
faced by front-line staff (Saadati et al., 2019).

In Indonesia, an increase in the incidence of injuries to pa-
tients during hospitalization, alongside the absence of stand-
ard guidelines to ensure a patient safety round, has led to the
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suboptimal implementation of care measures. This develop-
ment is important to ensure a reduction in the incidence of
harm and injuries in hospitals. Therefore, the aim of this study
was to provide an in-depth description of patient safety round
guideline development for nurse managers in Indonesian hos-
pitals.

Materials and methods

Study design

A qualitative method with an action research approach was
used in accordance with Kemmis et al. (2014). This consisted
of 4 stages, including reconnaissance, planning, acting and ob-
servation, and reflection.

Sample/participants

The participants included 20 head nurses and team leaders in
Medan teaching hospital. They were selected using purposive
sampling, based on the following inclusion criteria: (1) able to
communicate, (2) mentally and physically healthy, (3) willing
to be a participant.

Data collection

The study was conducted from May to October 2019, and the
data collection methods used were focus group discussion (FGD),
self-report, observation, and field notes. The tools used included
(1) voice recorder, (2) FGD guideline, (3) a questionnaire about
the nurse manager’s knowledge on patient safety rounds (4) a
questionnaire about the nurse manager’s skill in implement-
ing the guideline.

In this study, the data collection stage was carried out in
4 phases:

Phase 1: Reconnaissance

Reconnaissance is a preliminary study, where the nurse man-
ager’s knowledge of the nursing round and the skills applied to
attain patient safety are measured.

Phase 2: Planning

Research planning and results of measurement data at the
reconnaissance stage are disseminated. This is followed by
preparations for actions to be taken during the implementa-
tion of the rounds, which is then submitted for the develop-
ment of a guideline. Thus, the tentative guideline is developed
in this phase.

Phase 3: Act and observe

The preparation and implementation of a tentative guideline
are carried out in this phase. This is followed by observations
to determine the nurse manager’s skills in conducting the
round. In addition, field notes are then used to describe the
current situation of the research - this is at the stage of action
and observation.

Phase 4: Reflection

The nurse manager’s knowledge of the round and the inherent
skills to apply the tentative guideline are measured again. Dur-
ing this phase, the researchers and participants encounter the
following: (1) identify supporting and inhibiting factors for
the implementation of patient safety guidelines, (2) evaluate
actions (3) provide solutions to problems during the execu-
tion. Therefore, the focus was on analyzing the problem, as-
sessing the participants’ ability, and summarizing the results
of reflection in order to produce a guideline series to reduce
the number of injuries during a stay in hospital.

Data analysis

Data analysis used qualitative and quantitative approaches,
which were evaluated by content analysis and descriptive sta-
tistics. Colaizzi (1978) reported ten stages of content analysis:
(1) compile and read all transcripts, (2) identify and (3) write
significant statements into prepared tables to facilitate cate-
gorization, (4) ascertain the statements to ensure that none
are missed, (5) sort in an ascending mode, (6) provide codes
for each, (7) group similar codes into categories, (8) re-identify
the suitability of placement in each category, (9) group simi-
lar categories (10) determine themes and sub-themes. During
qualitative data analysis, field notes serve as supporting or ad-
ditional information needed to strengthen the assessment —
prior to the determination of themes. Conversely, the quanti-
tative data obtained from observational knowledge and skills
were analyzed using descriptive statistical tests. This was done
to identify the differences in the average knowledge value of
nurses pertaining to a tentative guideline, and also the skills
applicable to guarantee a patient safety round by nurse man-
agers — before and after implementation.

Trustworthiness/rigor

The principle of trustworthiness was applied to ensure accura-
cy in qualitative research. This comprised credibility, transfer-
ability, dependability, and confirmability (Lincoln and Guba,
1985). Specifically, credibility was maintained through pro-
longed engagement techniques, observation, comprehensive
field notes, triangulation, and member checking, which was
performed with reference to the truth of data and its inter-
pretation. The concept of transferability depends on the re-
searcher’s knowledge of the sender’s and the recipient’s con-
text — attained through detailed descriptions. Meanwhile,
dependability was conducted by checking the FGD and field
notes (as well as observations) in order to produce themes
for participants and to maintain data stability. Furthermore,
confirmability was carried out by result examination, which
involved the input of three nurse experts in the aspect of pa-
tient safety.

Ethical considerations

This study was approved by the Health Research Ethics Com-
mission of the Nursing Faculty, Universitas Sumatera Utara
No. 876 /V/SP/2019. Informed consent was obtained for this
study.

Results

This study recruited 20 participants, consisting of head nurses
and team leaders. Most of them were aged 36-45 years. Mean-
while, most of the participants held bachelor’s degrees in nurs-
ing (90%), while the other participants held master’s degrees
(Table 1).

This study was comprised of 4 phases, including reconnais-
sance, planning, acting and observing, and reflecting.

Reconnaissance

Activities carried out at this stage include (1) study location
identification, and conducting prolonged involvement, (2) par-
ticipant knowledge assessment, (3) observation of patient
safety round implementation by nurse managers, (4) obser-
vation of the correct completion of documentation forms in
the wards. Activities during reconnaissance (in order to be fa-
miliar with the study location) and the prolonged engagement
were carried out for 2 months (from May to June 2019). The
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Table 1. Demographic characteristics of the participants

(n=20)

Characteristic n %
Age
26-35 years 9 45
36-45 years 11 55
Education
Master’s 2 10
Bachelor’s 18 90
Position
Head nurse 9 45
Team leader 11 55

thematic agreement in this study showed the absence of guid-
ance in relation to safety round implementation — based on
the results of focus group discussions and the measurement of
nurse manager knowledge levels. Therefore, it is necessary for
nurse managers to develop guidelines to facilitate the creation
of a patient safety culture atmosphere in the field of nursing
at hospitals.

Table 2 shows that the nurse manager’s knowledge of
patient safety rounds before the process was performed was
good. This was due to the conformity between about 13 people
(65%) and insufficient categories of 7 people (35%).

Table 2. Nurse manager’s knowledge level before

performing patient safety round

Knowledge Absolute frequency Relative frequency
(n) (%)
Good 13 65
Enough 7 B85
Less 0 0
Mean 14.90
Planning

During the planning stage, researchers deliberated over the
preparation of a tentative patient safety round guideline. This
preparation also involved all of the ward heads and several
team leaders (through the FGD). This was followed by setting
a two-month patient safety round implementation schedule,
and planning an evaluation timeline. Subsequently, a strategy
requesting the participation of three external nurses with ex-
pertise on patient safety to review the guideline was drafted.

Acting and observing

The first activity in this phase was the performance of a FGD to
prepare the draft or tentative patient safety round guideline.
This was conducted on August 8, 2019. The activity involved
20 people, encompassing all nurse managers and several team
leaders, and the tentative guideline created was consequently
implemented.

The safety round implemented by nurse managers was ini-
tiated between August 13,2019, and September 12, 2019. This
process was performed twice a week in a total of 8 inpatient
wards, emergency rooms, surgery center rooms, and hemodi-
alysis rooms.

The results of observing this first implementation phase
showed that a number of nurse managers evaded the introduc-
tory briefing process. Another finding was that during their
performance of rounds, some nurse managers only conduct-
ed an interview with one staff nurse — which does not comply

with the guideline that states a nurse manager should inter-
view 2 staff nurses when conducting a patient safety round.
In addition, one of the managers performed a patient safety
round for over 45 minutes, hence the conclusive briefing pro-
cess was not performed.

This phase is characterized by the correct optimal imple-
mentation of the patient safety round by the nurse manager.

Reflecting

This phase involved performing an FGD on September 13,
2019, in order to obtain input on the implementation per-
formed in 8 inpatient wards, emergency rooms, surgery center
rooms, and hemodialysis rooms for 2 months. The results
showed the new experience encountered by nurse managers —
which was previously non-existent. Also, it is necessary to pe-
riodically conduct patient safety rounds in hospitals in order
for nurses to maintain the safety culture. The managers saw
the benefits as team leaders and nurses tend to be more aware
of the importance of maintenance, and consequently make an
effort to augment safety practices within the inpatient ward.
This outcome is due to the increased knowledge, and changes
in the mindset of nurses who become more aware of the need
for implementation continuity.

Output of action research

The output of this action research study is the creation of a
patient safety round guideline, expected to be used by nurse
managers in executing best practices at inpatient wards. This
guideline consists of 5 toolkits, including the patient safe-
ty round implementation guideline (tool 1), interview guide
(tool 2) and observation guide (tool 3), as well as safety indi-
cators (tool 4), and round report (tool 5). The patient safety
round implementation guideline consists of 12 steps in imple-
menting the round that must be carried out by nurse manag-
ers over a duration of approximately 45 minutes. The inter-
view guide consists of 7 open-ended questions that are asked
during the implementation. The observation guide comprises
of 12 statement items related to the adequacy of equipment
and environment. Safety indicators refer to 6 items of Interna-
tional Patient Safety Goals determined by Joint Commission
International (JCI). A round report is a short way of summa-
rising important findings related to patient safety concerns
(and other related findings) during an interview with nurses
and patients.

A number of changes were implemented into nurses’ daily
practice after the action research project in this hospital such
as (1) the patient safety round is performed by a nurse manager
every 2 weeks in 8 inpatient wards, emergency rooms, surgery
center rooms, and hemodialysis rooms, (2) patient education
about patient safety is well documented, (3) patient identifi-
cation is completed every time a meeting with the patient oc-
curs and before any action or procedure is taken, (4) double
checks are always performed by nurses before administering
high alert medications, and (5) triangle signs that indicate a
risk of falling in patients with a high fall risk are always placed
at the patient’s bed.

Outcomes of action research
A total of 2 results were obtained from this study. First, there
was an increase in the knowledge of the nurse managers con-
cerning the implementation of a patient safety round, while
the second demonstrates an elevation in the skills required.
Table 3 shows an increase in the mean score of the nurse
manager’s knowledge about the patient safety round after im-
plementation (with a mean of 17.55).
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Table 3. Nurse manager’s knowledge level after performing
patient safety round

Knowledge Absolute frequency Relative frequency
() (%)

Good 20 100

Enough 0 0

Less 0 0

Mean 17.55

Table 4 shows an increase in nurse manager skills by 12%
after the implementation of the process.

Table 4. Nurse manager’s skill in patient safety rounds

Knowledge StageI Stage II
n % n %
Optimal 1 5 20 100
Sub-optimal 19 95 0 0
Mean 10.05 12
Discussion
Reconnaissance

To develop this patient safety round guideline, a study design
through an action research approach was used. Hale and Mc-
Nab (2015) conducted a similar investigation on the develop-
ment of a patient safety round checklist in the United King-
dom. The implementation led to an increase from 45% to 89%,
with an average of 70% during the nine months of the check-
list modification — based on the feedback of the staff involved.

In addition, problem identification is determined by the
existence of trustworthiness between researchers and partic-
ipants at the study site. Prolonged engagement for 2 months
is expected to build trust and openness in order to obtain gen-
uine data (Korstjens and Moser, 2018). Meanwhile, informa-
tion sourced for action research was collected through a focus
group. According to Hegney and Francis (2015), FGD is often
adopted to identify information from issues in a research set-
ting, and the results are expected to provide positive or nega-
tive input. Furthermore, data triangulation was conducted to
ascertain the validity and suitability of information obtained
from different sources (Fusch et al., 2018).

The nurse manager’s knowledge of the patient safety round
prior to the implementation was at 65%, which is a positive
indicator in the hospital. This is consistent with the outcome
of previous studies (Amiri et al., 2018), stipulating the higher
tendency for an individual with continuous exposure to simi-
lar information to possess good knowledge; and consequently
elevating the skills possessed.

Planning

This stage features the preparatory activities for planned so-
cialization, which include the specification of time and place,
socialization of participants, and the material delivered during
the process. Therefore, a tentative arrangement was conduct-
ed with the aim of determining the time to prepare the guide-
line — which involves the head nurses and team leaders. Also,
it is important to maintain coordination, characterized by the
establishment of communication channels between people

performing different jobs. This was intended to improve the
actions of the implementers that are nonadherent to the se-
lected plan (Vanagas and Stankevi¢, 2015).

Acting and observing

This phase involves the guideline execution, which requires
the preparation of head nurses and team leaders. It is based on
the results of FGD, and the questionnaire on the nurse manag-
er’'s knowledge and inherent skills pertaining to patient safety
rounds obtained at the reconnaissance stage — as well as a lit-
erature review for the improved implementation. Gibbs et al.
(2017) reported the importance of including a literature review
as a source during the critical analysis of the relationship be-
tween different studies. This is also relevant in linking research-
es with current investigations aimed at preparing theories.

The patient safety round guideline development process
uses an action research study approach. Sglvtofte et al. (2017)
discussed the effective implementation by senior leaders —
which ultimately improved patient safety culture. Further-
more, an increase in the performance frequency led to the pro-
vision of better care quality (Johnston et al., 2019), as patients
feel more protected from harm and injury. Similarly, a study
conducted by Al-Mandhari et al. (2018) on the development
of patient safety initiative (based on tools from WHO) which
was applied for one year in selected hospitals, found that these
hospitals had successful outcomes in improving patient safety.

The implementation of safety procedures created positive
changes in head nurses, team leaders, and staff. Furthermore,
there was better awareness about maintenance and enhance-
ment approaches within the ward, alongside elevated knowl-
edge and changes in the mindset of nurses - characterized by
greater awareness of the need for continuous implementation.

This study was congruent with the report by Tucker and
Singer (2015), where a patient safety round was proven to be
an effective tool in the development of safety culture. This also
contributed to the identification of adverse impact risks, and
as a reference strategy for improving organizations at all lev-
els.

These improvement skills were inseparable from the lead-
ership role in an organization (Bartoni¢kova et al., 2018). As
this study involved nurse managers and nursing team leaders,
it is clear that they have vital leadership roles in improving pa-
tient safety culture through conducting patient safety rounds
at all hospital wards. The study conducted by Danielsson et al.
(2015) showed the positive impact of an individual’s manage-
ment ability on patient safety. Therefore, nurse managers are
expected to act as role models for others, by setting a good
example to be followed.

Reflecting

Reflecting is the last step in the cycle of an action research
study, where the output in the form of a patient safety round
guideline is evaluated. This process was similar to Simbolon et
al. (2015), which was applied in developing care code guide-
lines for nurses’ education, although only 1 tool (caring code)
was analyzed for the undergraduate students. However, this
current investigation consisted of 5 tools, including a patient
safety round implementation guide (tool 1), interview guide
(tool 2), and observation guide (tool 3), as well as patient safe-
ty indicators (tool 4) and round report (tool 5).

At this stage, researchers evaluated the nurses’ knowledge
and implementation skills pertaining to a patient safety round
guideline. Kemmis et al. (2014) linked the reflection with the
evaluation stage and the obstacles manifested in the action
strategy, taking into account various possible situations.
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In addition, an increase in knowledge about the patient
safety round and implementation skills was observed before
and after the procedure, with the following mean: (1) the
knowledge before and after were 14.90 and 17.55 respectively,
while (2) the nurse manager skills stage I and II were 10.05
and 12 correspondingly. These findings were congruent with
the research of Morath et al. (2014), which revealed a positive
impact of performance on the nurse managers, as well as the
staff nurses. This phenomenon was due to the occurrence of
more open discussions related to the enhancement of safety
culture, although the most significant dimension was obtained
with teamwork in a unit (Danielsson et al., 2017).

Following the implementation of patient safety rounds, it
was important to pay attention to the communication pattern
employed by the nurse managers. This is a vital aspect because
the ability largely determines the information obtained by the
information recipient. Furthermore, it is possible for commu-
nication inconveniences between staff nurses and managers
to prevent the completion of rounds, due to the intrinsic role
in realizing positive work goals (Sibiya, 2018). However, each
organization is expected to have leaders with the capacity to
direct open communication from staff about patient safety is-
sues (Bednarova et al., 2019); Selvtofte et al., 2017). This pa-
rameter was considered one of the most significant obstacles
in the integration of theory, practice, and research. Therefore,
the theory of action study approach is better understood and
applied in practice, following the delivery of good communica-
tion, which is acceptable by all participants (Moch et al., 2016).

There were two limitations in this study. First, implemen-
tation of the developed patient safety round guideline only in-
volved a few nurses (including all nurse managers and nursing
team leaders as the participants), and second, a short period
of the guideline implementation. In addition, every ward only
had 4 visits by nurse managers during the execution.

Despite these limitations, it is possible to apply the out-
puts of this study in hospitals for creating policies related to
patient safety rounds. This is needed to facilitate the care cul-
ture, especially in Indonesian hospitals.

Conclusions

This was an action research study that produced an output in
the form of a patient safety round guideline for nurse manag-
ers. Proper implementation is vital in the provision of aware-
ness on the importance of patient safety required to prevent
harm or injury during hospitalization. The hospitals are, there-
fore, expected to enable all nursing staff to participate in relat-
ed trainings.

Acknowledgements

The authors are grateful to Universitas Sumatera Utara Rector
and Head of Institutional Research. This research was funded
by Universitas Sumatera Utara Talenta Grant. Grant number:
4167/UNS5.1.R/PPM/2019.

Contributions of the authors

Setiawan created and conducted the research, then further
analyzed and interpreted the data — which was then drafted
and critically revised. Dewi Elizadiani Suza provide analysis
and interpretation. Diah Arruum conducted data collection
and analysis.

Conflict of interests
The authors have no conflict of interests to disclose.

Vyvoj smérnic pro bezpecnost pacienti béhem obchuzek vedoucich sester: akéni vyzkum

v Indonésii

Souhrn

Cil: U¢elem této studie bylo vyvinout smérnice pro bezpe¢nost pacienttt béhem obchtizek vedoucich sester ve snaze posilit kulturu
péce poskytované v nemocnici.

Metody: Tato studie vyuzivad metodu akéniho vyzkumu, kterého se ztcastnilo 20 vedoucich sester a vedoucich osetiovatelskych
tymt. Kromé toho byl sbér dat proveden pomoci kvalitativniho pfistupu, prostfednictvim skupinovych diskusi (Focus Group Dis-
cussions) a pozorovani, a kvantitativnim hodnocenim poZadovanych dotaznika. Ziskana data byla vyhodnocena pomoci obsahové
analyzy a jednoduché statistiky.

Vysledky: Vysledek studie ukézal, Ze smérnice pro bezpe¢nost pacienttt mohly béhem obchiizek na nemocni¢nich lazkovych oddé-
lenich pouzivat vedouci zdravotni sestry. Kromé toho mély vedouci sestry a vedouci osetfovatelskych tymu lepsi znalosti o (1) im-
plementaci bezpe¢nostnich obchizek a (2) dovednostech pouzitelnych na lazkovych oddélenich.

Zavér: Vedoucim osetfovatelské divize se doporucuje, aby vytvotili zasady, které vyzaduji, aby vedouci sestry provozovaly bezpec-
nostni obchtizky pomoci specifickych smérnic pro kazdé lazkové oddéleni. Tato praxe by méla byt provddéna pravidelné, aby se
zajistilo, Ze vSechny ¢innosti persondlu jsou v souladu s bezpe¢nosti pacienta.

Kli¢ova slova: hlavni sestra; nemocni¢ni oddéleni; smérnice pro bezpe¢nost pacienttt béhem obchizek
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