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Introduction: The concept of feedback and supervision is at the core of efforts to reduce hospital patient safety incidents.
This study aimed to analyze the effect of feedback and supervision on the occurrence of patient safety incidents in hospitals.
Methods: The population included 18 work units that provide services to patients with samples of the unit head or room
head, the person in charge of work shifts and the person in charge of patient safety quality. Data in the form of respondents’
perceptions were collected through a questionnaire using Google form and analyzed using cross-tabulation and the Pareto
approach with a note that it is influential if a difference of >20% is found between the independent and the dependent
variable.
Results: The results showed that most of the feedback in the work unit was lacking (50.0%), and supervision in the work
unit was good (55.6%). The number of patient safety incidents at the Surabaya Islamic Hospital was dominated by near-injury
incidents (NII) with a green rating. The outpatient unit is the unit with the highest incidence. Feedback and supervision affect
the number of patient safety incidents because they have a difference of 22.2% and 52.5%, respectively. This study has shown
that hospital patient safety incidents are influenced by feedback and supervision.
Conclusion: This study showed that feedback and supervision influence the incidence of patient safety incidents in hospitals.
Therefore, there is a need for training on supervision at the head of the room, providing socialization and education about the
importance of patient safety, and increasing the commitment of decision-makers and related stakeholders.
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INTRODUCTION
Patient safety is a system that makes patients
safer. This system includes risk assessment,
identification, patient risk management,
incident reporting and analysis, the ability
to learn from incidents and their followup, as well as the implementation of
solutions to minimize risks and prevent
injuries caused by errors due to carrying
out an action or taking action that should
be taken.1 A patient safety incident is any
unintentional event and condition that
results in or has the potential to cause
preventable injury to a patient.2 Based on
data from the directorate general of health
services, the number of reported patient
safety incidents in Indonesia until 2019
has reached 10,570 cases. In addition,
according to data from WHO, 134 million
adverse events are annually in hospital
low- and middle-income countries
(LMICs), contributing to 2.6 million

deaths due to unsafe care.3 Based on the
data collected, there was an increase in
the incidence of safety incidents at the
Surabaya Islamic Hospital by 0.3% in 2019
compared to previous years. Near-injury
events with a green rating dominated the
number of incidents that occurred.1 In
addition, the culture of patient safety at
the Surabaya Islamic Hospital is still weak
in several categories: individual, patient,
environmental, and organizational. This
research is limited to organizational
factors because organization is one of the
important factors in realizing hospital
quality and patient safety. Organizational
factors examined in this research are
feedback and supervision.
Several studies have been conducted
on patient safety culture feedback and
supervision. Finn et al., 2018 examined the
effectiveness of increasing the supervision
of inpatient doctors on medical errors,
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patient safety, and resident education. The
study explained that supervision practices
must consider the distance between
doctors and resident students for better
learning.4 Farokhzadian conducted a
qualitative study regarding the challenges
felt by nurses in achieving an effective
patient safety culture, and the results of
this study showed that nurses believed the
lack of several measures, such as feedback
to staff, follow-up feedback and the lack of
importance of reporting on existing safety
culture weaknesses.5
Although much research on feedback
and supervision on patient safety culture
has been carried out, the above research
in general still shows that patient safety
incidents are often found in hospitals.
Direct supervision allows nursing
managers to find various obstacles or
problems in implementing patient care
in the room by thoroughly reviewing the
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factors that influence it and with nursing
staff to find solutions. However, the
obstacle faced is the lack of implementation
related to supervision in reporting patient
safety incidents.6 If the supervisor does
not carry out his duties properly, of course,
not many reports and information will be
obtained, so that it has an impact on the
lack of feedback given by the leadership
to the staff in fixing all aspects that should
still have many shortcomings.
The discussion above shows that it
is important to be aware that an error
resulting from a poor monitoring system
and the absence of direct feedback from
management to staff can lead to increased
patient safety incidents. Therefore, there is
a need to deepen the role of feedback and
supervision of patient safety incidents;
strategic efforts are needed to overcome
problems and obstacles in implementing
feedback and supervision. This study
aimed to analyze the role of feedback and
supervision in the occurrence of patient
safety incidents in a hospital.

METHODS
General Background of Research
The method used in this research is
descriptive-analytic with cross sectional
design. The analysis of this research is
all service work units that provide direct
services to patients, totaling 18 work
units. Participants included 21 heads of
work units, 51 people in charge of work
units and 18 people in charge of work unit
quality.
The variables studied included
feedback, supervision, and patient
safety incidents. The data were obtained
primarily using a questionnaire instrument
outlined in the google form. Data for the
feedback variable was collected through
a questionnaire containing six statements
with answer choices using a Likert scale.
Then, data on supervision variables were
collected using a questionnaire from the
Manchester Clinical Supervision Scale
(MCSS), which contained 26 statements
with answer choices using a Likert scale.
The results obtained, both feedback and
supervision data, were then categorized
into the poor category (≤ 3.2) and the
good category (> 3.2).
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Instrument and Procedures
The variable data of patient safety
incidents were obtained from the quality
improvement and patient safety of
Islamic Hospital Surabaya, which was
then grouped by work unit, calculated
the impact and probability of incident
occurrence, then entered in a risk matrix
table with a weighted assessment by the
researcher. Determination of the high
and low incidence rates in each work unit
is obtained from the average number of
incidents in all work units. The data that
have been obtained are then categorized
into two, namely the incidence of the low
category (incidence rate <11.8) and the
incidence of the high category (≥11.8).
Data Analysis
Data were analyzed using SPSS ver. 25. The
effect of workload and communication on
patient safety incidents was analyzed using
cross-tabulation. The cross-tabulation
results are then interpreted using the
Pareto concept, which has an effect if
the difference from the calculation is
>20%. The results of the analysis of these
variables are used to determine strategic
issues by researchers, which Forum Group
Discussions (FGDs) then carry out to
develop recommendations.

RESULTS
Analysis of feedback and supervision of
patient safety incidents was carried out
on all service-related performance units
consisting of 18 Surabaya Ahmad Yani
Islamic Hospital work units. The following
is a presentation of the full results.
Patient Safety Incident
Patient safety incidents (PSI) that arise can
have a negative impact on hospitals and
patients as recipients of health services.
Reporting is an important element in
patient safety. Valid information on the
reporting made can be good material
for the organization’s learning process.
Organizations can learn from previous
experience and, of course, will hone
the organization’s ability to identify risk
factors early to prevent or reduce incidents.
Several things must be considered from
reporting patient safety incidents, namely

the type of incident and incident grading
and the accuracy of incident reporting.
An overview of patient safety incidents is
presented in Table 1 and Table 2.
Table 1 and Table 2 show that of the 18
service work units at RSI Ahmad Yani, 6
work units (33.3%) have a high PSI rate
and the highest PSI are the Outpatient,
Hemodialysis and Multazam units.
Meanwhile, during the second semester
of 2019, the type of patient safety incident
reported was KNC (83.8%) and the highest
reported patient safety incident grading
was Green (83.8%).
Feedback
Feedback on errors describes officers who
get information related to errors so that
evaluations can be carried out to prevent
errors from happening in the future. The
existence of feedback regarding errors that
have occurred plays an important role for
staff in being aware of potential errors that
may occur during the service process to
patients. The implementation of feedback
in work units related to patient safety at
the surabaya islamic hospital can be seen
in Table 3 and Table 4.
Table 3 and 4 show the feedback made
by the unit head regarding patient safety
incidents in the work unit divided into good
and poor categories. The recapitulation
of each category from the results of the
coordination of the implementation of
feedback related to patient safety incidents
in the work unit by the head of the unit
to the staff is still lacking because 50% of
work units still exist with poor feedback
implementation.
Meanwhile, the effect of feedback on
patient safety incidents is arranged in a
cross-tabulation with analysis using a
20:80 Pareto concept approach. That is, if
there is a difference of > 20%, there is a
feedback effect on patient safety incidents.
The complete results are presented in
Table 5.
Based on Table 5, it can be informed
that, if the implementation of feedback
is carried out properly, the majority will
have an impact on the low patient safety
incident rate (77.8%). The difference in the
percentage obtained between categories
of feedback on patient safety incidents is
22.2% (>20%), so it is concluded that the
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implementation of feedback influences
patient safety incidents.
Supervision
The application of culture in an
organization cannot be separated from
Table 1.

the active role of superiors, in this case,
the implementation of supervision carried
out by the head of the unit. To assess the
expectations and actions of the unit head
in supporting patient safety, it can be seen
from the consideration of the unit head

Patient Safety Incident Rates for Semester 2 of 2019.

No.

Work Unit

PSI

Category

1

Outpatient

57.2

High

2

Emergency room

16.9

High

3

Tan im, Muzdalifah & Jeddah room

13.3

High

4

Sofa room

13.0

High

5

Pharmacy

12.3

High

6

Hijir Ismail room

12.0

High

7

Hemodialysis

10.0

Low

8

Operation room

9.5

Low

9

Makkah room

9.0

Low

10

Laboratory

9.0

Low

11

Mina room

8.5

Low

12

Thoif & Bersalin room

7.5

Low

13

Radiology

7.5

Low

14

Madinah room

7.3

Low

15

Arofah room

5.7

Low

16

Multazam room

5.5

Low

17

Intensive care unit

4.3

Low

18

Zam-zam room

4.0

Low

PSI: Patient Safety Index

Table 2.

Recapitulation of Categories, Types and Grading of Patient Safety
Incidents.

No.

PSI Distribution

n

%

PSI Category in the work unit
1

High

6

33.3

2

Low

12

66.7

18

100

Total
Type of PSI
1

KNC

269

83.8

2

KTC

24

7.5

3

KTD

28

8.7

4

Sentinels

0

0.0

321

100

Total
PSI Grading
1

Blue

22

6.9

2

Green

294

91.6

3

Yellow

5

1.6

4

Red

Total
PSI: Patient Safety Index
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0.0

321

100

in accepting staff suggestions to improve
patient safety, praising staff who follow
patient safety procedures, and not ignoring
patient safety issues. The implementation
of supervision in hospital work units can
be seen in Table 6 and Table 7.
The result data in Table 6 and Table
7 show that the supervision carried
out by the unit head regarding patient
safety incidents in the work unit is
divided into good and poor categories.
The recapitulation of each category
from the results of coordination of the
implementation of supervision related to
patient safety incidents in the work unit by
the head of the unit to the staff is still not
going well because there are still 44.4% of
work units with poor supervision.
Meanwhile, the effect of supervision
on patient safety incidents was compiled
in a cross-tabulation with analysis using
the Pareto 20:80 concept approach. That
is, if there is a difference of >20%, then
there is an effect of the implementation
of supervision on patient safety incidents.
The complete results are presented in
Table 8.
Based on Table 8, it can be informed
that if the supervision is carried out
properly, the majority will have an impact
on the low patient safety incident rate
(90.0%). The difference in the percentage
obtained between the supervision
categories for patient safety incidents was
52.5% (>20%), so it was concluded that the
implementation of supervision influenced
patient safety incidents.

DISCUSSION
Feedback is generally considered a
powerful teaching technique for enhancing
knowledge and skills. Feedback is an
overlooked part of the incident reporting
system. In this study that feedback is
important in the reporting system; even
if it is a simple system, resources must be
available to support follow-up on reports
made and provide feedback to the reporter,
and at least conduct a limited investigation
when reporting all respondents stated
highly related to feedback either in units
or individuals. Several points indicate that
more emphasis needs to be placed on what
happened after the report was submitted.
There is no point in reporting if health
care services and systems are not improved
667
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to be safer for patients. In addition, for
a reporting system to be successful,
healthcare providers must understand that
the reported event must result in a tangible
response and change.
Improved reporting will not occur
without a proper follow-up system and
strong feedback. Feedback is one of the
most powerful influences on learning and
achievement, but it can have a positive
or negative impact.1 In this study, 50%
of work units with good feedback and
50% lacked feedback, with a percentage
difference of 22.2%, which means that
feedback influences the incidence of
patient safety incidents at the Surabaya
Table 3.
No.

Islamic Hospital. A high incidence of
low feedback occurs in work units with
many patients, so these units rarely give
feedback. The feedback provided by the
work unit is only delivered by the head of
the unit in the morning so that not all staff
are aware of incidents that occur within
the unit or in other units. This condition
causes the information conveyed to be
interrupted and not received by the staff in
the work unit. The non-uniform reception
of information also causes a non-uniform
understanding in the work unit.
Research conducted by Benn J and L
Wallace stated that the lack of feedback
from incident reporting is considered

Distribution of Work Unit Feedback.

Work Unit

Score

Category

1

Zam-zam room

3.8

Good

2

Intensive Care Unit

3.5

Good

3

Arofah room

3.5

Good

4

Mina room

3.5

Good

5

Thoif & Bersalin room

3.5

Good

6

Laboratory

3.5

Good

7

Hijir Ismail room

3.4

Good

8

Makkah room

3.4

Good

9

Shofa room

3.3

Good

10

Madinah room

3.2

Less

11

Operation room

3.2

Less

12

Tan im, Muzdalifah & Jeddah room

3.1

Less

13

Pharmacy

3.1

Less

14

Emergency unit

3.1

Less

15

Radiology

3.1

Less

16

Outpatient

3.1

Less

17

Hemodialysis

3.1

Less

18

Multazam room

3.0

Less

Table 4.
No.

Recapitulation of Feedback Categories.

Work unit category

n

%

1

Good

9

50.0

2

Less

9

50.0

18

100

Total

Table 5.
Feedback
Good
Less
Total
668

Analysis of the Quality of Feedback on Patient Safety Incidents.
Patient Safety Incidents
Low
High
n (%)
n (%)
7 (77.8)
2 (22.2)
5 (55.6)
4 (44.4)
12 (66.7)
6 (33.3)

Total
n (%)
9 (100)
9 (100)
18 (100)

a barrier for staff to report incidents.7
Research has identified several factors that
hinder reporting, including fear of blame,
time pressure, resource constraints, the
perception that reporting is unnecessary
and the lack of a clear definition of what
constitutes a reportable incident.8 Effective
feedback from incident reporting systems
in health care is essential if organizations
learn from failures in care delivery.6
Feedback from incident reports must
include solutions to improve patient
safety and be developed technologically
to facilitate the reporting system and
feedback from incidents.
The results showed that most of
the supervision implementation went
well there were 55.6% of work units
included in that category. The percentage
difference was 22.2% which means that
the implementation of supervision has
an influence on the occurrence of patient
safety incidents at the Surabaya Islamic
Hospital, there are still 44, 4% of work
units with low supervision related to
the implementation of safety incidents.
Supervision is low because the head of the
unit/head of the room is still focused on
service, so supervision is carried out only
during free time. The implementation of
supervision is not carried out routinely by
the head of the work unit. The supervision
carried out is also not comprehensive,
only on implementing daily tasks. This
could be because the head of the unit/
head of the room did not understand how
to implement proper supervision, and
there were no operational standards in
implementing supervision in hospitals.
Implementation of supervision can
increase the effectiveness and efficiency of
work. The increase in these two things is
related to reducing errors in doing work and
can minimize the use of wasted resources.9
The implementation of supervision
can also increase staff knowledge and
skills and improve communication
and coordination relationships within
the work unit.2 Therefore, seeing the
importance of implementing supervision
in work units and supervision is also one
of the management functions, hospitals
can provide ongoing socialization to
unit heads/heads of rooms regarding the
importance of implementing supervision
and can provide training related to
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supervision.10
Based on the data that has been
obtained, several strategic issues that can
be submitted are as follows:
1. Feedback.
Most work units have carried out
feedback regularly. In addition,
feedback is provided only during the
morning shift briefing, there may
be some staff who are not informed.
Therefore,
making
technological
feedback
through
Hospital
Management Information System
(SIMRS). If the feedback is done
manually, it is possible to record every
Table 6.

feedback implementation.
2. Supervision.
Supervision has been carried out by
the head of each unit every week. In
addition, supervision of implementing
patient safety has not been carried out
routinely, and supervision training
has not been carried out periodically.
Therefore, it is necessary to provide
an opportunity for patient safety
supervision training, and the head of
the work unit must be able to divide the
focus between service and management
properly.

Distribution of Work Unit Supervision.

No.

Work Unit

Score

Category

1

Shofa room

2.9

Less

2

Pharmacy

3.0

Less

3

Hemodialysis

3.0

Less

4

Hijir Ismail room

3.1

Less

5

Madinah room

3.1

Less

6

Emergency unit

3.1

Less

7

Outpatient

3.1

Less

8

Multazam room

3.1

Less

CONCLUSION
Many work units at the Surabaya
Ahmad Yani Islamic Hospital have a low
workload, while the communication
aspect is still considered unsatisfactory.
In addition, hospital patient safety
incidents are dominated by near-injury
events (KNC) with a green rating, and the
highest incidence rates are in outpatient
units. This study showed that feedback
and supervision influence the incidence
of patient safety incidents in hospitals.
Therefore, there is a need for training
on supervision at the head of the room,
providing socialization and education
about the importance of patient safety,
and increasing the commitment of
decision-makers and related stakeholders.
Monitoring from the field of nursing
services on supervision activities also
needs to be done. Then carry out regular
supervision activities based on job
descriptions and respective functions
based on the agreed schedule.
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9

Intensive Care Unit

3.3

Good

10

Makkah room

3.3

Good

11

Arofah room

3.4

Good

12

Mina room

3.4

Good

13

Operation room

3.4

Good

14

Radiology

3.4

Good

15

Thoif & Bersalin room

3.5

Good
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16

Laboratory

3.5
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17
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18

Zam-zam room

3.7
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Total

Table 8.

Analysis of the Quality of Supervision on Patient Safety Incidents.

Supervision
Good
Less
Total

Patient Safety Incidents
Low
High
n (%)
n (%)
9 (90)
1 (10.0)
3 (37.5)
5 (62.5)
12 (66.7)
6 (33.3)
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Total
n (%)
10 (100)
8 (100)
18 (100)
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