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Medication Error Management Climate and Perception for System Use according to
Construction of Medication Error Prevention System

Kim, Myoung Soo

Department of Nursing, Pukyong National University, Busan, Korea

Purpose: The purpose of this cross-sectional study was to examine current status of IT-based medication error prevention
system construction and the relationships among system construction, medication error management climate and perception
for system use. Methods: The participants were 124 patient safety chief managers working for 124 hospitals with over 300
beds in Korea. The characteristics of the participants, construction status and perception of systems (electric pharmacopoeia,
electric drug dosage calculation system, computer-based patient safety reporting and bar-code system) and medication error
management climate were measured in this study. The data were collected between June and August 2011. Descriptive sta-
tistics, partial Pearson correlation and MANCOVA were used for data analysis. Results: Electric pharmacopoeia were con-
structed in 67.7% of participating hospitals, computer-based patient safety reporting systems were constructed in 50.8%,
electric drug dosage calculation systems were in use in 32.3%. Bar-code systems showed up the lowest construction rate at
16.1% of Korean hospitals. Higher rates of construction of IT-based medication error prevention systems resulted in greater
safety and a more positive error management climate prevailed. Conclusion: The supportive strategies for improving percep-
tion for use of [T-based systems would add to system construction, and positive error management climate would be more
easily promoted.

Key words: Medication errors, Safety management, Culture, Perception

M E F2oA9] &5 HE 9S4 gl FAolehe A AAsHA 7t

o} B3] SoRo.s L i 7hs BXQPIEA| R oFo] A =

1, ¢i7o| LR ), A 1%, 715 S| iboll 24 Lol Thonsen, Winter-
stein, Sondergaard, Haugbelle, & Melander, 2007), 7S A5 & FoFo]

Soltlo] SAIBHE/) Slo] o R el BA AT Y AT uFo] ok 11 ATeIA 7P sk St =

Aol 9] & 2.57= ubiquitous TF AL Adte 0] 57438E  (Kim & Kim, 2009) o= SHA o AU A1 S

%2 4 ik 1940
= AL AFAIAN 27T E 4= Gl TAo] A Reason, 2004), o] FE| AR B S FERlojgrSo = &

L, A 07

TR0 FoRF O] IE, 214
e 001K AR EE T 24102 T AR A 21E o}l 7] 21T A1 @IS 2011-0013352),
*This research was supported by Basic Science Research Program through the National Research Foundation of Korea (NRF) funded by the Ministry of Education, Science and
Technology (2011-0013352).
Address reprint requests to : Kim, Myoung Soo
Department of Nursing, Pukyong National University, 599-1 Daeyeon 3-dong, Nam-gu, Busan 608-737, Korea
Tel: +82-51-629-5782 Fax: +82-51-629-7906 E-mail: kanosa@pknu.ac.kr

=1912011 109182 AAFRIZ]el 20114 1093190 ARl 20124 79 249

© 2012 Korean Society of Nursing Science www.kan.orkr | ISSN 2005-3673



SIRIHH #R|XT} QlAlet SRR A|AR TEAEN ol THE

% 3397} Eokr} PHRIE 31 1 12%% ol XA ARSI
APYE 5= A0 2 B %o (Milch et al,, 2006; Thomsen et al.;
Wulff, Cummings, Marck, & Yurtseven, 2011), Q733 2] Z wiz}o]|
A 3712} a7} gl A 2ok melck siAjet ofste] W, )
Q%ﬂﬂm*zﬂ*% 2 918) %ot kol thet 8771
o] ThEO. 2, AFE B ATA S SRS e ol
RS

3y SRRkl A siolo] g B Mlush H
A efe] A} 5o 1T 71452)] 280] 12e] 2 Fh4a o
0] 2.7 7HE 7PALTIL B3k, ool ol Yl
a1 A AE9] E-8-(Force et al., 2006; Heard, Sanderson, & Thomas,
2012)3} v} = = A)]AE)(Poon et al, 2010)3} -2 IT 7|6He] FokobA
9 2] el S Y SR
34_ Eo] q@}z} B3 A AE0] SRS B IF9|E Ea)

ol

*é%% ]—/\]7]_1__ Elder, Graham, Brandt, &

R EEL RLER
& 2ol Eﬂﬂ S /sl 714l
52 sl lck ol 1 A A el 1t 57
Al gaAQl efoH oz A Qlof(Kim, Kim, Jung,
Kim, & Kim, 2007) 1 8- A2} N4 Z-=2] o5 7]hol|A] ur
SO/} 91ck T, B A FOF 1 A ol 2k
9 QlA AL} A2 vl 8H18R0 2 A(Wright & Katz, 2005), TF
P G A 5 G 05 E ostol Hotel Yoy

AT OE

ol otk vl E A|AH] A8 T A Ferfal 9H8
0] 50.8%, FFAIZFIE @771 27.3% 71 & o] abEQl ‘l,‘:?l‘x\j
e PHO R oAR|L(Poon etal) 7]¥2] Z3AIA o] B2 1

nes

o] 818 Q= Fote
myt o} Aol O §AN ALE 5 W EY L
I Aizko] patelo] AL el Qe obd] $2fitetol s 714
Jazzo] Eoko UM T ok A Q17| okoit o I3L(Kim &
Kim, 2009)°] w21 5R9| 1746P QT *1 A5 o] 26%,

TT T
HA5E oF 2ol 21% 2 #2 HT t} o= oF ol digt

2

[‘

gi
=
ol
ot
5

@Q&ﬂ@qw%@%gﬂ%@@%@zﬁ%ﬂwm—ﬂMﬂ
2291002 Eokyhel 2|43} GeAAL oS Sel s el
W91 ol oF 2 A o] et AL A g 2 A
Hpoluf 2A)9] 9RE ATi=E] £ Fi obde] A4S, 2
o} FoE o} ZalAol4l 2re Mjobde) ez s} 2
EFTH A o 29It} E, ob 2 4ekS AAlel s L2 e
BAE5E AL A2] A4S Fo e Hieto 2 Ao} A
@%ﬂéﬂﬂ@@%%%ﬂ&ﬂ;%HﬂﬂwmmmM&

http://dx.doi.org/10.4040/jkan.2012.42.4.568

[ORTAEE U BB 569

7} @I tH Yamamoto & Kanemori, 2010). ©]2]3F Al3lo|| A o] g4 H 3}
2 s Aol AIEE ] Ao REF Selbet o=
MO o5 & o]z 4 2837l ciet Alefatoto] 414
0 72 I 935tk 20059 20%0]% £33 2] EMR (Electronic Medi-
cal Record) +&-8-0] @A 66%7HA] 715} th= F2L9) Bl
(Kim, 20110] 7|23} 1) 2t O] 271 bo] 2 M8z At A
o)1 .5} 7]k k0 ol A|2Hle] ALE Bro] HEaIS
oItk A|Awe] 52} B2 Td] G S o
ohidhFIORE Lol 2428 o 4 04 51 9
S = 710 2 o AFSl 4> QJTk Reason (2004) 2 o] 239]2] 4~3)
A &5 Allshr] fleliAl= 7100 Tt 7145 (technical skill) &= <2
9;3}1,} XA 714 (mental skill) &, 275 Helslr] et Eap7t
U £REHS S A Tdoleh .77} ol 42 ek
L APAIE o} ol el Al AZH T 7|4t 714 ) 2
S ol e 15k 4 Sk 59 Sl

UG e 110l ) 9S8 o A5 ey

>,

|

O

= g
= —Eri}% Kk 5}% 7}‘\1}5 T&Edﬂml 2 28k S T A
28-S B85l T1of| iRt QA WA= dellE dFE &

A7) ATE2 Foko Relp A|2gle] 75 At 26
o b ek e 2AfeislL A4 ARle) S0l 8

b AL B3 1% S ke e 2] 1 27
= Rolef ofAick olo] 2 ﬁ%%%%ﬂiﬂqﬂiﬂ ?ﬂ
Bk R E ofal= AlA
o] Fefe R SRS} A Z-8e4of ojmt 0380‘% o]

AR5 B8] 918 el

1) AT A B Qo] Eoko Zajul A AE)(AR}OEA Aol E
bR, H}ic /\]/\Eu),] :TL.Z}T/‘S_._] =

o 19
ol
-
mﬂ' il

1 oo &
1>
b &
K
i
i)
FJ,

) )
gz %
S ZE
U © qdu
2 52
r %% o
o I of
> oy X
> o >
i g o
JQ, -L?a E
-k

e L1

HE

ﬂ-] \
op
rO
1
1o
0
o
i
=
oH.
ot
O

www.kan.or.kr



570
3. 80{2| Ho|

1) SOLRZ 0/ AR
O ol A2 HAR, B 11 A]

2 AtollA] F
A8l OREA|AL I 2 73 ulT T AJAE 0] E 4712 S Wity AR}

oFAlo]gh 20 2 W75 oS Qe Aol AAEA] A0
Aagsto] At piE 1% oFE o EH SRELEIEE R
Aok A2 bk BRIQRAN T A|Ag e Aol

E
Jﬁi OJ7 257 e AL ‘:'e“‘gxh YR, SR

A 58 B 5to] 452 QRIYS RIS

L ofof| = 7 A AEAE =
77 B9} ROk g-S 212t QIAJaA Sho] Eotel SRy
ARE 85 = HAL o) A1 Sk AlAH otk
2) Btz Mz|EE

Eoko 2| Eoko 2ol uholu} 1 ATE flA o = t}
23 v o] 275 ARsl] Yotk HMEke 2 (Cigularov, Chen, &
Rosecrance, 2010), ke ST ZEL 0 =5 =7 kA8 B4
shol SJAF 2 BBk, RAH 4TS Fol7] 915 wole] 07
2RE 9= AL Wotth(van Dyck, Frese, Baer, & Sonnentag,
2005). 2 Oq:r""ﬂ/ﬂ— van Dyck -5-2005)0] 7Rt -5 285}
ZA0] o = EE

1. g7 EA

1 oA0) TS 715 30084 oAe] oA ek B
Aok Tl aolu, - o)A BAHS Pk A
1 ¢i0] Bt F2)S o5kl Folo] FOl5H HEAl B2
0] A TRk 30054 oA 12) 9-97) olAfel

www.kan.or.kr

A
RS

RIS 250 Qe FPRUI FFE} 2 el nz
I Foko 57h AT 4= lo] FORo.R ol Tk ool

T ARG 25 9 Zolet Bok, B Aol A 2A)

h

S ALRS AL Qs =
S AI2ES-2 EMRE] 530} 77]218] #o] Qe 2L = Ho}
e AP 7 S SRR FTE

A Ao G FHE Qlel AR L &R 7|3 A-g-
93] 52e BUTHPKNU-5). Foke ol Al A7) o) HH3=0] £
B A7) f18l 270 ishE ] A Beld pe ARl waE
FEAZ 13 Al 9 31015 23] AR S 47 o=
5} s1oich QI AEZALE 5] 9191 9 slo1)
HEAA ol S SJ=skglar, 35 B3t -7k 9] 3 HE
IS AA MY AREAE 55 tHwww.medicationsafety.

k) RSB lol 4] Al she AR AR S YL sgo2 43

g ol THste] A eeld 52 2 weld &4
P A Hle = bt 7S Aot ol it g
e W AESI AR 2 Y] AP At
AR 5 4 Ho|A1E sl il seiE A e
Sk W& =L ATk
FHE BRI o] ARFEIIAL AERAPE AR 4]
27 F ol oA 2 e A2 7 A e
& Hon, Aol Fofdt vl Aol o) Al 2SSt
Tk Ol WO HEVIR A] 88 £ 4 Sz BHAA
H(total design method)of|A] Ha1gt Al 71A] AFdH(reminder, duplicate

questionnaire, incentive) 5= 3+ ¥ & U7)9-1(reminder) A} & A
58t Zllincentive) & = 7 7HAE FEA171 Zlof2k & = 3lth(Hod-
dinott & Bass, 1986). 30054} o|AFQl A1 0.2 2w Bl = 471
PP ARt e 8
3 W5199 a7, 2011 6 20

28 A 2 Do) ol
47%E Jepfiglovt S5 1S g 5700 S Al Qlet 12470 W
9, 45%7F-SHRE Ao = FASIGITE A YE B-83 v &
HeE Pt 27%E B 1% 31 9Jo](Tabachnick & Fidell, 2()01) 2o
POl S U s Ak 8 ook
b Ao 2 b gl 5 Al Ao 0
o] e A o] Aeled ARl EAS 251 51
o SR 14 ALAF] 1% ] 9 2] 17} 1Sk
This o) 9o n 2 75go| AR} Thep2 H9S 2 o
A Aafshe] OIS asith B 1T g 47t e A
715171 Y3l power A4S AJ3Yel A} effect size °=.200]%1 1,
059] FO)42 u=9,v=115A=198%4] power=.842 e} E &
Fo] AR = A ESE A © 2 e T Tabachnick & Fidell).

BN

oy
=

wr

http://dx.doi.org/10.4040/jkan.2012.42.4.568



SHRIOIH Balxi7} QIAJEH SO RO AAR) TE AR THE SolRRTR

3. 947 =7

AFET L RO Rl A48 75 RO G FE L B
SO B gt thie] Aubd RS B B o
o, ATolN, HEAE, F QAE, WA A B o 7
ik

1) EQtQZ(fdt A|AEI 1= 5t
© K 7k A)28lo] gl D Ul =R @) FEE|o] QAo
el ol o] @ & TiErehE R SR, e 1, of @ 0. B
of3lod, Y] 714 A ABI(HAFEA, SO 11 AJAE] oFEA| AL
2 19, i AR of TSt & od B2 ghAtstelt o2 0

z*ow 4%77%194 H*%% ZH= ROFO.Rol AT T g e

o195 B7] S LEEE 5ok T BAPAR 1 A4
o f3S B Bk 9 A, T el el 552 518

2) FARRUZITE

Foke 2 | FE = van Dyck 5-2005)2] HAtollA] AFE-H %3]
L] FTEE S =S Lol w7 Bt
3}"1 54 Likert scale 2 ZA3HTh A4r =S8 Eoko 2 ylg)
ﬁ;\(_ b ofufdte) o =S A A AE-

104 o]Are] vkrlalA] 423 2}, vhAla A Al
= 7HTE: 15 AR

—_ U

Foposol o

EP AR
2 APt b f-gSlekebs BaRe ool RokoR
R P PP ST

o] Ei TR RRRE| iw 4—550 Eoko o] T A2 5
qw it £ 48T

FolH =77A]
@4& Uehgla
= ol T3} Ay zk
& 78, FoFe o W@«l A A T30 2 519

u
rlr
—lm
E o
i‘m
_1
i)
1o
o
o
21
:ﬁ%

3) SOIRR0 AAR S0 3t Q1A
B e 22 09e] BEwL QA 2AR BRS Fa g

ATAF N SIRAL, 11 5 2] dollA 5 o 2

http://dx.doi.org/10.4040/jkan.2012.42.4.568

IZE & #8014 571
a9 X4 9 7158 4 19l UGBk 80 o) o 7}
HEO. BahghS ARSI Eoke Bolp A ARlRRteRA, Bk
AR T A| A8 OFEAAL 2 72 uhH = A AE]) 72k 3 _g_oﬂ
izt QXS E= T I 87l B 2 ST Al E
o] AL 9, PR BALEE AAFRS A 41§
AR AN AN

7 Likert scale°ﬂ HH-g-8He S 5] F=] H*HL Ai 224011*1 1
1087H] ik 0| 2F H2- W © & A 7HA] ThE A|Agof sjjA
L2 530wk &2 ATt o), S84 a2 ol A
g Al AE S Ak

ol SEH A2H A4S o] PSS BT,
Al
A=

=705 A= SPSS WIN 18,0 S o] @-5ho] BAa1g) om, 504
= 05 oA FAskIck

ox
h
o,
i)
o
[e]
i
ot
ot
ae}
§=)
=
£
]
(@)
f=*
Z
o
=
(@)
=]
=t
c.
=y
9]
=
it
M
1%
ol
ol
38

1. @7 edxtel £
A ARl 93.5%= o010, AR 6075 (48.4%)°]) f55)

www.kan.or.kr



572 4
PR 2 7P B 115 TR o] 0002 B9% A4 5ol e A 1 ghehis elo] 45262 71 Sk, g
Sko] ot 41284 %Tk 10198(81.5%)0]) 3 Fot= A7 28 Aok o] 20.8%3ck o 0 &= H st A e o] 7Fs3H g
ek S, st *XW?} BN PG UAT AL P 89T, O AES g alo] B = H9w 161%3lck
Q)RR 38.7% S AAIBIATE o1 50) % A S 15d ok oFBAAL TR Tl vl 524%7} & Qlekal shed v 7}
A 7B7F427%= 7 WAL, Bt T —i% BI2doIglek & A Fofefo AlARE F 7P R QIS Bk 5o
Aol Hle] Qo] 3 vjahel 397t songla, 3 oV 109 2HgF91 el 9] 407)(323% o], ii‘ﬂ*l*‘f" Y L EMR =
njuko|eh= TR} 25.8% oItk WA 42300 043 500 Tkl & IiH ufof] e Eqkths Hol 80%S, WETHE s
7497} 379%2 714 BEQYTHTable 1) Rz} 7HE 3 2 o] g5 o] F-gFo IE} S 0] 20%E AA]
SIsich SPEAE SR A 2 ol RISl B
2. FOO RO AJARY 2 A 23 QARZ(BL0%), F2] AYE AR 2(26.2%), 1] 2
(214%)0] 22 2}R)5}c) upr|ako &2 ui3 e A AE 0] Ao
Ao A9 i) a7} Ajobdel EAE AT ol QAT 839%E kot A4 A B WAl 161%2 of
o, A4 9] 67.7%°] WU FHAHE FoltE e 2E B ALE HIs| 55 BlEo] 7P Zokth YA Al 2 o
KIMS (Korea Index of Medical Specialties) ZIZ}2FA0] 411% = 713 & AAE 7AL7F85.0%R 1L, HE AA| A0 2 jekE HL27} 15.0%21
ok, A M 0 2 ke 53] o AR 185%0] NSt AC R Vehgrh uim s Alawlo] LEE|R] Hoks o4 el
(Table 2). SEARQPAR 31 Al2E) S iAPAF] OLI%7E 3 I, o A Shukalo] H7) km1(6.7%), M) Waselale] 255}
790%2] oA A A P20} Atk Aol el 5 7] WEC400ol2kL SHalo] 0% o) 4Fe] RSl o) &
B Qlgato] AR AT BAO 2R RIS S W] AL AR BT
1% 7V o 9 ORI B ushe o Bk WE Q. ZFAlawle] AbgolRo) 2 Feko svelr ol Sl
Table 1. Demographic and Hospital related Characteristics of Participants (N=124)
Characteristics Categories n (%) M+ SD
Gender Male 8(6.5)
Female 116 (93.9)
Age (1) 22-29 5(4.0) 41.28+7.43
30-39 42 (33.9)
40-49 60 (48.4)
> 50 17 (13.7)
Marital status Married 101 (81.5)
Single 23(18.9)
Educational status Diploma 13(10.5)
BSN 54 (43.5)
MSN 48(38.7)
Doctoral course or higher 9(7.3
Total clinical experience (yr) <5 23(18.5) 1812+ 7.71
5-<10 21(16.9)
10-<15 27(21.8)
=15 53 (42.7)
Clinical experience in current position (yr) <3 62 (50.0) 4.49+4.40
3-<5 18 (14.5)
5-<10 32(25.8)
10-<15 7(5.6)
>15 5(4.0)
Number of beds <300 18 (14.5)
300 -< 500 47 (37.9)
500 -< 700 26 (21.0)
700 -< 1,000 27 (21.8)
=>1,000 6(4.8)
Hospital type Secondary 97 (78.2)
Third 27 (21.8)

BSN=Bachelor of science in nursing; MSN=Master of science in nursing.
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Table 2. Current Status on Construction of Medication Error Prevention System (N=124)
System Characteristics Categories n (%)
Electric pharmacopoeia Knowledge Yes 105 (84.7)
No 19(15.3)
Construct or use Yes 8 67.7)
No 40 (32.3)
Type (N=84) KIMS 51 (41.1)
Developed by own hospital 23 (18. 5)
Bit drug info 10(8.0
Reason for inability Deficiency in information 28 (33.3)
to establish Deficiency in personal needs 24 (28.6)
Deficiency in orientation/training 20 (23.8)
Deficiency in hospital support 12 (14.3)
Patient safety Knowledge Yes 113(91.1)
reporting system No 118.9)
Construct Yes 8 (79.0)
No 26 (21.0)
Type (N=98) Computer-based only* 42 (339
Computer-based + Paper-based* 13(10.5)
Computer-based +Verbal-based** 3(.4)
All of the above* 5(4.0)
Paper-based only" 46 (37.1)
Paper-based + Verbal-based only™ 6(4.8)
Verbal-based only* 9(7.3
Anonymity (@ Real-name use 56 (45.2)
(b) Anonymity guaranteed 37 (29.8)
(© Anonymity guaranteed but revealed real name 1189
@+© 13(10.5)
@+® 4@3.2)
®+O 2(1.6)
@+b)+©) 1(0.8)
Reason for inability Deficiency in information 6(23.0)
to establish (n=26) Deficiency in institutional need 6(23.0)
Deficiency in orientation/training 6(23.0)
Staff shortage/Overload 5(19.0)
Institutional cultural trait 2(8.0)
Deficiency of personal needs 1(4.0)
Electric drug dosage Knowledge Yes 65 (52.4)
calculation system No 59 (47.6)
Construct Yes 40(32.3)
No 84 (67.7)
Type (n=40) Unit based developed program 8(20.0)
EMR based 32 (80.0)
Reason for inability Deficiency in institutional needs 26 (31.0)
to establish (n=84) Deficiency in economic support 22 (26.2)
Deficiency in information 18(21.4)
Deficiency in orientation/training 5(6.0)
Delayed construction 5(6.0)
Deficiency in personal need 22.4)
Institutional cultural trait 3(3.6)
Staff shortage/Overload 1(1.2)
Communication problem 1(1.2)
Others 1(1.2)
Barcode system Knowledge Yes 104 (83.9)
No 20 (16.1)
Construct Yes 20(16.1)
No 104 (83.9)
Type (n=20) Unit based developed program 3(15.0)
Link to the EMR 17 (85.0)
Reason for inability Deficiency in economic support 59 (56.7)
to establish (n=104) Deficiency in institutional needs 25 (24.0)
Institutional cultural trait 7(6.7)
Delayed constructing 6 (5.8
Deficiency in information 329
Staff shortage/Overload 2(1.9
Deficiency in orientation/training 2(1.9

KIMS = Korean index of medical specialties; EMR = Electronic medical record.
*Computer-based reporting system=50.8%; "Paper-based reporting system=54.9%; Verbal-based reporting system=14.5%.
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Table 3. Error Management Climate, Perception on Medication Error Prevention System (MEPS) Use according to MEPS Construction (N=124)
Error management climate
o o . Perception on
Categories n (%) Lgarp from Th|rjk|ng about Medication error Medlcatpn error program use
medication errors medication errors competence communication
M+ SD M+ SD M+ SD M+ SD M+ SD
EP Yes 84 (67.7) 4.32 +.056 417+0.53 3.59+0.56 4.04+0.58 7.20+£1.11
No 40(32.3) 4,08+ 0.52 3.85+0.83 3.56+0.61 3.62+0.82 6.87 £1.59
t(p) 2.29(.024) 2.25(.028) 2.13(.035) 2.89 (.005) 0.92 (.368)
PSRS Yes 93 (79.0) 4.28+0.53 410+ 0.58 3.50+0.55 3.92+0.64 7.10+£1.26
No 26 (21.0) 412+ 0.64 3.97+0.89 3.57+0.71 3.84+£0.85 7.56+0.50
t(p) 1.33(.185) 0.65(.518) -0.50 (618) 0.52 (.601) -2.15 (.047)
DDCS Yes 40 (32.3) 4394049 418+0.58 3.59+0.53 4.08+0.57 7.25+1.11
No 84 (67.7) 418+0.57 4.02+0.69 3.48+0.61 3.82+0.73 7.06+1.29
t(p) 2.01(.037) 1.23(222) 1.02 (:311) 1.96 (.053) 0.74 (.459)
BS Yes 20(16.1) 430+0.48 4.25+0.55 3.60+0.46 416+0.59 744+£1.07
No 104 (83.9) 4.23+0.57 4.04+0.67 3.50+0.61 3.85+£0.70 7.06+1.25
t(p) 0.49 (.624) 1.34(.183) 0.70(.487) 1.85 (.067) 1.26 (211)
EP=Electric pharmacopoeia; PSRS = Patient safety reporting system; DDCS = Drug dosage calculation system; BS=Barcode system.
Table 4. Partial Correlation among Research Variables (N=124)
MEPS. EMC 1 EMC2 EMC3 EMC 4 Total EMC
Variables construction
rp r r r r(p rp
MEPS construction 1.00
EMC 1 .28 (.005) 1.00
-learn from medication errors
EMC 2 .37 (<.001) 46 (< .001) 1.00
-thinking about medication errors
EMC3 .13(.201) .36 (< .001) .71 (<.001) 1.00
-medication error competence
EMC 4 .20(.042) 14(150) 62 (<.001) 52 (<.001) 1.00
-medication error communication
Total EMC .34 (.001) .63 (< .001) .93 (<.001) .81 (<.001) .74 (< .001) 1.00
Perception on MEPS use 13(182) .27 (.005) .30(.003) .29(.003) .30 (.002) .37 (<.001)

MEPS = Medication error prevention system; EMC = Error management climate.
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Table 5. Differences in Error Management Climate and Perception on Medication Error Prevention System Use according to MEPS Construction

(N=106)
Variables Categories Pillai trace (p) F df sig. eta?
Covariate Gender Learn from medication errors .35(.88) 148 1 227 .02
Thinking about medication errors 0.01 1 999 .00
Medication error competence 0.01 1 937 .00
Medication error communication 0.04 1 837 .00
Perception on MEPS use 0.02 1 879 .00
Age (yr) Learn from medication errors 1.54 (19 0.05 1 822 .00
Thinking about medication errors 3.15 1 079 .03
Medication error competence 0.20 1 .655 .00
Medication error communication 0.01 1 917 .00
Perception on MEPS use 0.17 1 680 .00
Education Learn from medication errors 1.34(.26) 4.05 1 047 04
Thinking about medication errors 2.52 1 115 .03
Medication error competence 0.57 1 451 .00
Medication error communication 2.64 1 108 .03
Perception on MEPS use 0.69 1 407 .01
Nursing Learn from medication errors 1.44(.22) 0.80 1 374 .01
experience Thinking about medication errors 0.01 1 945 .00
Medication error competence 0.15 1 .703 .00
Medication error communication 211 1 150 .02
Perception on MEPS use 0.56 1 458 .01
Independent variable  MEPS Learn from medication errors 1.79 (.04) 2.99 3 035 .08
construction Thinking about medication errors 6.21 3 .001 16
Medication error competence 0.74 3 533 .02
Medication error communication 1.77 3 157 .05
Perception on MEPS use 0.82 3 486 .02
MEPS =Medication error prevention system.
o) AP, F&uide] MNPA0] ZASKL FEUR TOHEFA - Foleh Bekly| thRolth Eh 2AMS ] 74 Al2glo & g
Ao VPR oFo} chHEFELA(MANOVA)S A7) 93t 71& A5} ﬁx]'—‘vz—guk@, (Electronic medication administration), Smart
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