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Factors Influencing Clinical Nurses’ Intention to Report
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Purpose : This study aimed to identify factors influencing clinical nurses’ intention to report medication
administration errors. Methods : This cross—sectional study collected data from 121 nurses in charge of administering
medication at a university hospital in Korea using structured questionnaires. Data were analyzed using descriptive
statistics, independent t—test, one—~way ANOVA, Pearson’s correlation coefficient, and multiple linear regression.
Results : Participants’ mean age was 26.90£3,99 years, and 89.3% were women. Their mean clinical career duration
was 3.8844.26 years. The average levels of patient safety culture, attitude toward reporting medication administration
errors, and intention to report medication administration errors were 7.51 out of 10, 3.36 out of 5, and 4.85
out of 6, respectively. The multiple regression analysis results indicated that the statistically significant influencing
factors were patient safety culture (=21, p=.018) and attitude toward reporting medication administration errors
(B=.22, p=.015). Conclusion : To improve the intention to report medication administration errors among
clinical nurses, a patient safety culture must be established, along with an education provision for improving
their attitudes toward reporting such administration errors.
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Table 1. Differences in Intention to Report Medication Administration Errors by General Characteristics

(N=121)

Intention to report medication

Variables Categories n (%) administration errors
Mean+SD t/F (o)
Age <25 years 35 (28.9) 7.10+1.74 1.62 (203)
25-30 years 72 (59.5) 7.69+1.51
>30 years 14 (11.6) 7.57+1.91
Gender Male 13 (10.7) 8.18+1.60 1.58 (.116)
Female 108 (89.3) 7.43+1.62
Marital status Unmarried 107 (88.4) 7.52+1.61 0.25 (.804)
Married 14 (11.6) 7.40+1.83
Education level Diploma 20 (16.5) 7.02+1.82 -1.48 (142)
>Bachelor 101 (83.5 7.60+1.58
Religion Yes 28 (23.D 7.02+£1.78 -1.81 (15D
No 93 (76.9) 7.65+1.57
Total careers (years) <2 years 54 (44.6) 7.36+1.72 0.37 (692)
2-5 years 40 (33.D 7.63+£1.52
>5 years 27 (22.3) 7.62+1.65
Workplace Medical ward 24 (19.8 7.39+£1.58 1.30 (.279)
Surgical ward 22 (18.2) 7.18+1.55
Intensive care unit 46 (38.0) 7.87+£1.43
Emergency room 29 (24.0) 7.28+1.98
Education experience on medication Yes 118 (97.5 7.53+1.62 1.02 (.308)
errors No 3 25 6.56+2.34
Experience of medication errors Yes 17 (14.0) 7.61£1.83 0.27 (784
within a month No 104 (86.0) 7.49+1.61
Experience of reporting medication Yes 13 (10.7) 7.31+£1.82 -0.47 (643)
errors within a month No 108 (89.3) 7.53+1.61
Detection of other’s medication Yes 69 (57.0) 747+1.55 -0.26 (.796)
errors within a month No 52 (43.0) 7.55+1.75
Reporting other’s medication Yes 29 (24.0) 7.44+1.77 -0.26 (792)
errors within a month No 92 (76.0) 7.53£1.59
SD=Standard deviation
< 26.90£3.99A413L, o2K89.3%)7t Hi+F % AR AR 178(14.0%)°14 L, FFFE Kt HHo]
skyich mEQl A7t 10778(88. 4/)—E L3S e dWARE 139(10.7%)°1 % -—rLEH"oPX} % 069
o2 XHoska o4 o] 10178(83.5%), Tile "f (7. 0‘7)0 ERQIO] FoFQ R WSRO, ERIY]
o] 9378(76.9%) 2= thFEo|qict ?“FW”X}—J oF FORRRE EAg tiRE 2978(24.0%)°131E
Y2 Wt 3.8814.260]%1, IFRAE A @?EH*JXH YuHa] 4o mE ForeFH A 9f
Al'o] 468(38.0%) 22 7 Wokth. TO] JolZ B3l AT} Yk EA Zoi] EoFoE
orRe] ATIIAO7 507 FRese] i B BT owel BAHOR R9g ol Hel Wt ¢
22 we FYel Utk AU ForoRE YT o SIeHTable 1),
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Table 2. Level of Patient Safety Culture, Attitude toward Reporting Medication Administration Errors, and Intention

to Report Medication Administration Errors (N=121)
Variables I;/:ez:]nz_r;[; Min Max Range
Patient safety culture 3.36 £ 0.33 2.59 4.18 1-5
Patient safety culture within the department 332 £ 036 2.44 4.14 1-5
Patient safety culture in hospital 324 £ 044 2.08 4.36 1-5
Saﬁ;.ttyhiiertfepz:;‘a:ﬁe;f“dem reporting 366 + 0.46 238 450 1-5
Patient safety rating 335 + 0.63 2.00 5.00 1-5
Number of events reported’
0 36 (29.9)
1-2 times 66 (54.5)
>3 times 19 (15.7)
Attitude toward reporting medication administration errors 485 + 0.58 3.50 6.00 1-6
Intention to report medication administration errors 7.51 £ 1.63 3.67 10.00 0-10

SD=Standard deviation

*This means all reported patient safety incidents including falls, examination errors, and surgical errors.

2. EXRIZe} £
o= HE

RRPAESH] W4 = 3.361£0.3370191, &
kO FH T EiEo] s 4.85+0.58% 0] 0,
Eoro =W w9 HFALE 7.51+1.6380]Ack
SRREAESE] st F oAM= FAl W SARPEESH
3.3240.36%1, HYY SARAES}F 3.2440.444, F
A19] QPARIA] W AFARTL 3.66+0.467, ZHFZQl &
2k QA= 3.3540.6370]90tt. RRPHES] 519
oo = Eokoa= 3Gt Uil AXQE S&oE
59] AukAQl SRFAARA0] B 314 ¢ 19

7+ 1-23] B35t A7) 667H(54.5%) 22 714 Wk
(Table 2).

Y £ojosH

FARPAES] Foo R Y Hix Y FFo TR T 9
&= ] BRdS mefsh] #fstod *J*J}ﬂ] e |
I, FHRFEIL o= FARIIEr=.27, p=.003)
o FOFQ FH T B%(r=.27, p=.003)2 F2lgt ¢
AFAI7E JATHTable 3).
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Table 3. Correlation among Patient Safety Culture, Attitude toward Reporting Medication Administration Errors, and

Intention to Report Medication Administration Errors

(V=121

Patient safety

Intention to
report medication

Attitude toward
reporting medication

Hartloles culture administration errors administration errors
r (p)

Patient safety culture 1

Attitude toward reporting medication 24 ]

administration errors (.009)

Intention to report medication 27 27 )

administration errors (.003) (.003)
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Table 4. Factors Influencing on Intention to Report Medication Administration Errors (NV=121)
Variables B SE B t yo)
(Constant) 0.96 1.68 - 0.57 .569
Patient safety culture 1.05 0.44 21 2.40 .018
Attitude toward reporting medication 0.62 0.25 ” 948 015

administration errors
Adjusted R? =

10, F = 7.80, p = .001

B=Unstandardized estimates; SE=Standardized error; B=Standardized estimates
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