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INTRODUCTION  

A hospital is an organization that has different characteristics, characteristics and 

functions, both in terms of types of services and objectives, which are managed by various 

human resources with different backgrounds who work in it (Hilda, 2018). With all the 

complexity that exists, this organization must be managed well in order to produce good and 

useful reciprocal services for the community and for the hospital (Anggraini, 2019). The 

increasing public awareness of health, care and shared services means that hospitals must be 

able to compete and be able to provide the best service and continue to maintain the services 

provided to patients (Ilyas, 2019). One of the hospital's efforts to improve the quality of service 

is through improving patient safety (Patient Safety) (Manurung, 2020) and this is also one of 

the requirements for hospitals to meet hospital accreditation standards (Kepmenkes RI No. 

1128 of 2022). 
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Abstract 

 

Every year, millions of patients suffer injuries or die because of unsafe and Not Good-quality 

health care. Many medical practices and healthcare-related risks have emerged as major 

challenges to patient safety and contribute significantly to the burden of harm from unsafe 

care. The aim of this research is to determine the relationship between the nurse handover 

process and the implementation of patient safety targets in the surgical ward and ICU of the 

Royal Prime Hospital Medan 2022. This research is a type of quantitative research with a 

pre-experimental design method type one group pretest-posttest (single group initial test-

final test), with a population of all nurses working in the surgical ward (26 nurses) and ICU 

(26 nurses). 25 nurses) Royal Prime Hospital Medan, totaling 51 people. Research sample 

collection techniques are primary data, secondary data and tertiary data. The instrument 

used is a questionnaire. Research data analysis is univariate analysis and bivariate analysis. 

The results of the research showed that there was a significant increase in the implementation 

of the nurse handover process before the treatment was 24.75 and it increased after the 

treatment to 39.22. Shows that there was a significant increase in the implementation of 

patient safety targets before treatment, amounting to 27.65 and an increase after treatment 

to 43.39. And showing a p value (0.005) < 0.05, it shows that there is a significant 

relationship between the handover process and the implementation of patient safety targets 

at the RSU. Royal Prima Medan in 2022. 
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Patient safety is a reference for providing confidence to patients that the services 

provided are quality, safe and reduce errors (Siokal, 2017). According to Minister of Health 

Regulation Number 11 of 2017, patient safety is a system that makes patient care safer (Huston, 

2020), minimizes risks and prevents injuries caused by errors due to taking an action or not 

taking action that should be taken (Permenkes, 2011) and every hospital is obliged to 

implement safety standards patients (Chaboyer, 2017). The patient safety program in hospitals 

has the main objectives, namely increasing hospital accountability towards patients (Cahyono, 

2018), creating a culture of patient safety in hospitals and implementing prevention programs 

so that unexpected errors do not occur and reduce unexpected events (KTD) (Dewi, 2022). 

Every year, millions of patients suffer injuries or die because of unsafe and Not Good-

quality health care (As'ad, 2020). Many medical practices and health care-related risks have 

emerged as major challenges to patient safety and contribute significantly to the burden of harm 

due to unsafe care (Kewuan, 2018).  

Based on hospital patient safety incident reports by the National Committee for 

Hospital Patient Safety (KNKPRS) in 2022, there were reports based on incidents of 1,525 

non-injury incidents (KTC), 1,676 near-injury incidents (KNC), 1,706 unexpected incidents 

(KTD) / Adverse Sentinel event / incident (Reese, 2019). The hospital patient safety incident 

report based on the results of the incident was that 41 people experienced serious injuries, 114 

people experienced death, 335 people experienced moderate injuries, 766 people experienced 

minor injuries, 3,650 people experienced no injuries (Santiatih, 2021). 

In implementing patient safety targets, effective communication is the most important 

thing to support this implementation. Effective communication will improve professional 

relationships between nurses and other health teams (Pino, 2019). Communication of various 

information regarding patient progress between health professionals in hospitals is a 

fundamental component in patient care. Patient handover (Handover) is a form of nurse 

communication in carrying out nursing care for patients. Gaps in communication within a unit 

can result in interruption of continuity of service, inappropriate treatment, and potential risks 

resulting in injury to patients. This crucial point of transfer is known as handover or patient 

handover (Pino, 2019). According to Alvaro et al effective communication that is integrated 

with patient safety and thoroughly disseminated to implementing nurses will increase 

effectiveness in communicating important information in supporting patient safety. Lack of 

communication will pose a threat to patient safety and quality of care. Inaccurate information 

can have a serious impact on patients, almost 70% of incidents resulting in death or serious 

injury in hospitals are due to Not Good communication during the nurse handover process. The 
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transfer of information during shift changes, called the handover process, aims to convey 

information from each shift change and ensure effectiveness and safety in patient care 

(Pambudi, 2018). 

According to research by Istiningtyas (2016) regarding the relationship between 

resources and the implementation of handovers as a target for patient safety, it shows that there 

is a relationship between resources and the implementation of handovers as a target for patient 

safety. Royal Prima Medan General Hospital is one of the largest type B private general 

hospitals in the city of Medan which has a vision of becoming a superior hospital in the fields 

of health services, education and health research and development by prioritizing the interests 

of public health, required to provide complete quality health services. by implementing 

mutually appropriate standards without compromising patient safety. Royal Prime Hospital 

Medan has nurses in the surgical ward and ICU who will always try to provide good 

performance that refers to the concept of patient safety. 

  

METHODS  

This research is a type of quantitative research with a pre-experimental design method 

type one group pretest-posttest (preliminary test-single group final test). The location of this 

research was carried out in the surgical ward and ICU where nurses worked intensively at 

Hospital of Royal Prima Medan from October 2022 until completion. The population was all 

nurses who worked in the surgical ward (26 nurses) and ICU (25 nurses) at Royal Prime 

Hospital Medan, totaling 51 people and sampling used total sampling. The data collection 

techniques obtained were primary, secondary and tertiary data. With univariate and bivariate 

data analysis. The reliability test results show that from 27 questions for Nurse Handover and 

30 questions for patient safety, all of them show a value of rCount > rTable (0.361) and a 

Cronbach Alpha value > 0.60 so that it can be concluded that the questionnaire used is valid 

and reliable. Variables in the study This is the dependent variable in this research, namely the 

implementation of patient safety targets and the independent variable in this research is the 

nurse handover process. 
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RESULTS 

Handover Process 

Table 1 Frequency Distribution of Patient Safety Target Implementation Categories 

Implementation of Patient Safety Goals N % 

Pretest   

Good 2 3,9 

Quite Good 25 49,0 

Not Good 24 47,1 

Posttest   

Good 22 43,1 

Quite Good 29 56,9 

Not Good 0 0,0 

Total 51 100,0 

 

 Based on the table above, it is known that the frequency distribution of patient safety 

target implementation before treatment (pretest) was mostly quite good (49.0%), and after 

treatment (posttest) it was quite good (56.9%). 

The frequency distribution of accurate patient identification can be seen as follows: 

Table 2 Frequency Distribution of Categories of Accurate Patient Identification 

Accuracy of Patient Identification N % 

Good 17 33,3 

Quite Good 31 60,8 

Not Good 3 5,9 

Total 51 100,0 

 

 Based on the table above, it is known that the frequency distribution of accuracy in 

patient identification was found to be the majority quite good (60.8%), followed by good 

(33.3%) and Not Good (5.9%). 

The frequency distribution of increasing effective communication can be seen as follows: 

Table 3 Frequency Distribution of Categories for Increasing Effective Communication 

Increased Effective Communication N % 

Good 13 25,5 

Quite Good 36 70,6 

Not Good 2 3,9 

Total 51 100,0 

 

 Based on the table above, it is known that the frequency distribution of increasing 

effective communication is found to be the majority quite good (70.6%), followed by good 

(25.5%) and Not Good (3.9%). 
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 The frequency distribution of drug safety improvements that need to be watched out 

for can be seen as follows: 

Table 4 Frequency Distribution of Drug Safety Improvement Categories that Need to 

Be Watched For 

Increased Drug Safety to Be Aware of N % 

Good 20 39,2 

Quite Good 26 51,0 

Not Good 5 9,8 

Total 51 100,0 

 

 Based on the table above, it is known that the frequency distribution of drug safety 

improvements that need to be watched out for shows that the majority is quite good (51.0%), 

followed by good (39.2%) and Not Good (9.8%). 

 The frequency distribution of certainty about the exact location, exact procedure, 

correct patient operation can be seen as follows: 

Table 5 Frequency Distribution of Categories: Certainty of Correct Location, Correct 

Procedure, Correct Patient Operation 

Certainty of the Right Location, Right Procedure, Right Operation Patient n % 

Good 37 72,5 

Quite Good 9 17,6 

Not Good 5 9,8 

Total 51 100,0 

 

 Based on the table above, it is known that the frequency distribution of certainty of 

correct location, correct procedure, correct patient operation was found to be mostly good 

(72.5%), followed by quite good (17.6%) and Not Good (9.8%). 

The frequency distribution of operational risk reduction can be seen as follows: 

Table 6 Frequency Distribution of Infection Risk Reduction Categories 

Reducing the Risk of Infection n % 

Good 31 60,8 

Quite Good 19 37,3 

Not Good 1 2,0 

Total 51 100,0 

 

 Based on the table above, it is known that the distribution of surgical risk reduction 

was found to be mostly good (60.8%), followed by quite good (37.3%) and Not Good (2.0%). 

The frequency distribution of reducing the risk of patient falls can be seen as follows: 

 



174 
Nathania Pamphila et al., / Scientific Periodical of Public Health and Coastal 6(1), 2024, page 169-179 

Vol 6 

Table 7 Frequency Distribution of Categories for Reducing the Risk of Patient Falls 

Reducing the Risk of Patient Falls N % 

Good 34 66,7 

Quite Good 13 25,5 

Not Good 4 7,8 

Total 51 100,0 

 

 Based on the table above, it is known that the distribution of the reduction in the risk 

of patients falling was found to be mostly good (66.7%), followed by quite good (25.5%) and 

Not Good (7.8%). 

Bivariate Analysis 

 Bivariate analysis was carried out to see whether there were differences before and 

after being given treatment in the form of good and correct handover training for nurses at 

Royal Prime Hospital Medan using the Wilcoxon test. The results of the Wilcoxon test on the 

nurse handover process are as follows. 

Table 8 Wilcoxon Test Results on the Nurse Handover Process 

Handover Process N Mean Sig. 

Pretest 51 24,75 
0,000 

Posttest 51 39,22 

 

 Based on the table above, it is known that from 51 nurses at Royal Prima Medan 

Hospital, the average nurse handover process score before treatment was 24.75 and increased 

after treatment to 39.22. The Wilcoxon test results obtained a sig value. 0.000 (< 0.05) which 

means that there is a difference in the average handover treatment score before and after being 

given good handover training treatment. So it can be concluded that there is an influence of 

good handover training on the handover treatment of nurses at Royal Prime Hospital Medan. 

 Bivariate analysis was also carried out to see whether there were differences before 

and after treatment in the patient safety target implementation scores. The results of the 

Wilcoxon test on the implementation of patient safety targets for nurses are as follows. 

Table 9 Wilcoxon Test Results on Implementation of Patient Safety Targets 

Implementation of Patient Safety Goals N Mean Sig. 

Pretest 51 27,65 
0,000 

Posttest 51 43,39 

 

 Based on the table above, it is known that from 51 nurses at Royal Prime Hospital 

Medan, the average score for implementing patient safety targets for nurses before treatment 
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was 27.65 and increased after treatment to 43.39. The Wilcoxon test results obtained a sig 

value. 0.000 (< 0.05) which means that there is a difference in the average score for 

implementing patient safety targets before and after being given training treatment. So it can 

be concluded that there is an influence of training on the implementation of patient safety 

targets for nurses at Royal Prime Hospital Medan. 

 Bivariate analysis was also carried out to see whether there was a relationship between 

the handover process and the implementation of patient safety targets. The results of the 

Pearson correlation test can be seen as follows. 

Table 10 Relationship between the Handover Process and the Implementation of 

Patient Safety Goals 

 

 Based on the table above, it is known that the p value (0.005) < 0.05 shows that there 

is a significant relationship between the handover process variable and the implementation of 

patient safety targets for nurses at Royal Prima Hospital in Medan. The relationship between 

the handover process and the implementation of patient safety targets shows a significant 

positive correlation (r=0.385), which means that the better you are at carrying out handovers, 

the better you will be at implementing patient safety targets. 

DISCUSSION 

Nurse Handover Process 

 This research is a pre-experimental design study with pre-post single group training 

involving 51 nurses in the ICU and surgical wards taken using a total sampling technique 

(Mursidah, 2022). Demographic data analysis consists of data on gender, education, age, 

length of work. Knowledge of handover implementation was measured with 27 questions from 

the training material and knowledge of implementing patient safety targets was measured with 

30 questions from the training material. Before conducting the research, the researcher asked 

for the respondent's consent by providing an explanation of the activities, objectives and 

benefits obtained, after which the respondent agreed to become a respondent (Putri, 2019). 

 Based on the results of research on the preparation stage, it was found that nurses who 

had a good preparation stage were (68.6%), and quite good (31.4%) (Manurung, 2020). Based 

on the results of research at the implementation stage, it was found that nurses who had a good 

implementation stage were (74.5%), followed by good (21.6%) and Not Good (3.9%). Based 

on the results of research on the post-handover stage, it is known that nurses who had a good 

Variabel Correlation Coefficient (r) Sig. 

Handover Process 0,385 0,005 



176 
Nathania Pamphila et al., / Scientific Periodical of Public Health and Coastal 6(1), 2024, page 169-179 

Vol 6 

post-handover stage were (68.6%), followed by quite good (23.5%) and Not Good (7.8%). The 

handover process in nursing activities can cause safety problems but can also be a success in 

patient safety, therefore the handover process in implementing patient safety targets is 

important to study and practice (Chaboyer, 2017). This is because 80% of these problems 

involve medical errors (Pino, 2019). The handover is carried out by the primary nursing nurse 

to the primary nurse (in charge) of the afternoon or night shift in writing and orally (Cahyono, 

2018). The learning process is one part of behavior formation, by providing learning through 

training it can increase a person's knowledge and skills to support work performance in 

accordance with their duties. This agrees with Dessler in Marquis & Huston (2020) who states 

that training is a method used to obtain the skills needed to do one's job. This is in line with 

(As'ad, 2020) statement that training will improve employee abilities, and the research results 

of (Chaharsoughi, 2019) that training is an effective educational method in the SBAR 

technique for nurses. Delivering effective SBAR communication that is carried out correctly 

can facilitate communication between health workers and is a form of professionalism in 

working in the hospital. 

Implementation of Patient Safety 

 This research is a pre-experimental design study with pre-post single group training 

involving 51 nurses in the ICU and surgical wards taken using a total sampling technique. 

Knowledge of implementing patient safety goals was measured with 30 questions from the 

training materials (Caldwell, 2022). 

 Based on the research results, the proportion of 51 nurse respondents for implementing 

patient safety targets before being given treatment (pre-test) was 49.0% for the quite good 

category and after being given treatment (post-test) there was an increase of 56.9% for the 

quite good category, as many as 3.9% were in the good category before being given treatment 

(pre-test) and after being given treatment (post-test) as many as 43.1% were in the good 

category and 47.1% were in the Not Good category before being given treatment (pre-test) and 

0.0 % after being given treatment (post-test). There is a significant difference in the average 

knowledge before and after training (Heig, 2016). 

Relationship between the Nurse Handover Process and the Implementation of 

Patient Safety Goals 

 Based on the results of statistical tests, it was found that the p value (0.005) < 0.05 

indicated that there was a significant relationship between the handover process and the 

implementation of patient safety targets (Heig, 2016). The relationship between the nurse's 

handover process and the implementation of patient safety targets shows a correlation with the 
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degree of correlation (r=0.385), which means that if the handover process is good then the 

implementation of patient safety targets is good and conversely if the relationship between the 

handover process is Not Good then the implementation of patient safety targets is getting 

worse (Huston, 2020). 

 The positive results of this study show a significant improvement in patient safety 

standards after being given handover training with an effective communication approach 

(Rachmah, 2018). The increase in patient safety compliance by implementing nurses occurs 

due to an increase in all dimensions of patient safety implementation which include the 

dimensions of patient identification (Scovell, 2020), effective communication during 

handover, avoiding medication administration errors, eliminating procedural errors, 

preventing nosocomial infections, as well as preventing patient falls after administration and 

training. handover with an effective communication approach that also includes patient safety 

implementation (Riesenberg, 2020). 

 

CONCLUSIONS  

 Based on the results of research and discussion on "The Relationship between the Handover 

Process and the Implementation of Patient Safety Targets in Royal Prime Hospital Medan in 

2022" then it can be concluded as follows: the research results show that there is a significant 

increase in the implementation of the nurse handover process before being given treatment by 

24.75 and an increase after treatment to 39.22, the research results show there is a significant 

increase in the implementation of targets Patient safety before treatment was 27.65 and 

increased after treatment to 43.39 and the research results showed a p value (0.005) < 0.05 

indicating that there was a significant relationship between the handover process and the 

implementation of patient safety targets at the Royal Prime Hospital Medan in 2022. This 

research suggests the importance of commitment to improving the implementation of handovers 

and the implementation of patient safety through policies in the form of standards and 

procedures for weigh-in, direction and evaluation of the implementation of weigh-in, for the 

continuity of nursing care which has an impact on increasing the implementation of patient 

safety. 
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