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Abstract
The present study investigated the relationship between safety-promoting management
structures and medical errors in South Florida hospitals. The purpose of the study was to
determine if safety-promoting management frameworks reduce medical errors. Using
Donabedian’s model, the main research question focused on whether specific
organizational management systems are significantly associated with the frequency and
severity of medical mistakes in these hospitals. Using a quantitative, cross-sectional
research design, the study analyzed secondary data, initially collected by Leapfrog group.
Data analysis involved descriptive statistics to profile the sample’s demographics and
baseline characteristics, followed by inferential statistical tests to assess the primary
hypothesis. Findings showed no significant link between safety management structures
and medical error outcomes in South Florida hospitals. The main limitation was reliance
on self-reported error data, prone to underreporting and bias. Future research should use
objective incident data and longitudinal designs to better establish causality. While
management structures are important, their effectiveness depends on stakeholder
partnerships and a safety culture that encourages reporting without punishment. The
study indicates that current structures may need adjustments to reduce errors and improve
patient safety. The implications suggest shifting healthcare policy from structural to
systemic transparency and collaboration. This highlights the need for hospital leaders and
policymakers to develop nonpunitive, collaborative reporting cultures. This work may
promote positive social change by encouraging healthcare administrators to continue to

focus on structural strategies that may improve patient outcomes.
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Section 1: Foundation of the Study and Literature Review

Healthcare administrators must consistently improve care and reduce medical
errors in hospitals. This study explored the connection between management structures
that enhance patient safety and medical errors in South Florida hospitals. Medical errors
are rarely due to the mistake of a single individual (Singh et al., 2025). Rather, they often
stem from a complex interaction of factors within the healthcare system (Rodziewicz &
Hipskind, 2020). Hospitals that have strong, transparent, and supportive management
systems tend to experience lower rates of medical errors and adverse events (Alabdullah
& Karwowski, 2024). Implementing effective error reporting systems, paired with a
culture that promotes learning from mistakes, is crucial for recognizing and addressing
potential risks (Rodziewicz & Hipskind, 2020). Taking an approach that emphasizes error
reporting and learning from mistakes aligns with contemporary patient safety research,
which focuses on moving beyond individual blame to highlight system-level factors that
contribute to errors.

A vital element of an effective management framework is the capability to
perform comprehensive root cause analyses of medical errors. This approach assists in
pinpointing fundamental systemic problems that lead to errors, facilitating targeted
interventions and preventive actions. Numerous healthcare authorities contend that
hospitals with strong safety cultures are more prone to establish effective error reporting
systems, employ proactive risk management tactics, and emphasize ongoing
improvement. Inadequately designed or executed processes, like medication

administration or patient handoffs, may result in errors.



Support from management for patient safety, encompassing resources, training,
and a nonpunitive error reporting environment, is vital for cultivating a safety culture
(Navestad et al., 2019). When managers prioritize patient safety, healthcare professionals
tend to report medical errors and participate in safety initiatives more readily (Tenza et
al., 2022). Hospitals that implement effective reporting systems are more apt to gain
accurate and timely data about errors, enabling them to take proactive measures to
improve safety (Campione & Famolaro, 2018). Enhancing patient safety allows
healthcare organizations to evaluate the effectiveness of management frameworks by
pinpointing areas needing improvement. Therefore, it is essential to analyze the
connection between patient safety-promoting management structures and medical error
outcomes and to discern specific intervention areas that can strengthen patient safety.

This study aimed to pinpoint specific areas needing enhancement in patient safety
culture and guide the creation of evidence-based interventions focused on diminishing
medical errors and improving patient safety outcomes. Additionally, findings could
bolster the implementation of these interventions to advance patient safety and curtail
medical mistakes. In South Florida, management structures that prioritize patient safety
and their effects on medical errors could stimulate positive social change by improving
healthcare quality, minimizing patient harm, and fostering a more just and transparent
healthcare system (Chance et al., 2024). By examining how management frameworks
affect error reporting, this research can assist in developing systems that encourage

healthcare professionals to report errors without fear of punishment, leading to a more



transparent and accountable environment that emphasizes error analysis rather than
assigning blame (Chance et al., 2024).

Within this section are the background, the problem statement, the purpose of
the study, the research question and hypotheses, the theoretical framework, the nature
of the study, the literature review, definitions, assumptions, scope and delimitations,
limitations, significance, and a summary.

Background

Creating a robust safety culture, backed by effective leadership and
comprehensive commitment across the system, is crucial for minimizing medical errors
and enhancing patient outcomes (Rodziewicz & Hipskind, 2020). Studies consistently
indicate that healthcare facilities with clearly established safety cultures and proactive
leadership frameworks witness fewer adverse incidents, especially in areas like
medication administration, surgery, diagnostics, and infection management (Linden-Lahti
et al., 2021). Leadership is pivotal as it encourages open dialogue, directs resources
effectively, and exemplifies accountability, collectively fostering an environment where
safety issues are addressed openly and systematically (Vaismoradi et al., 2020).

This foundation promotes ongoing learning, the use of evidence-based practices,
and continual quality improvement. As healthcare systems develop, fostering
collaborative teamwork, strong safety protocols, and commitment to organizational
learning will be vital for enhancing patient safety and the quality of care. A knowledge
gap is present because numerous studies focus on a system-level approach to the specific

effects of medical errors in South Florida hospitals, yet there is insufficient information



about management structures that promote safety and their effects on medical errors
(Rodziewicz & Hipskind, 2020). This indicates a need for a broader understanding of the
factors leading to medical errors, including communication problems, shortcomings in
organizational processes, and human errors (Chance et al., 2024).

In this study, I aimed to gather data on the strength of the connection between
these patient safety-promoting management structures and medical errors in South
Florida hospitals. This was achieved through a quantitative correlational design, allowing
for an objective analysis of these relationships (Rodziewicz & Hipskind, 2020). Such
analysis is crucial for improving patient safety and addressing the alarming statistics
related to avoidable medical errors.

Problem Statement

This study explored how patient safety-promoting management structures focused
on patient safety affect medical error outcomes in hospitals across South Florida. The
influence of patient safety-promoting management systems on medical error outcomes in
South Florida hospitals represents a current, relevant, and significant concern within the
healthcare sector. It is crucial to recognize that effective managerial systems can prevent
medical errors and play a vital role in their reduction (Albert et al., 2022). Leaders of
healthcare organizations have started to understand that a more systematic approach, as
opposed to merely attributing blame to individuals, can effectively prevent medical errors
(Lu et al., 2022). The culture surrounding error reporting in the workplace has evolved
from a punitive model to a more constructive environment focused on process

improvement (Manias et al., 2020). As healthcare systems strive to address medical
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errors and improve patient safety outcomes, it becomes increasingly crucial to recognize
that technology and data analysis can play a vital role in identifying and resolving
systemic issues that may contribute to medical errors (Albert et al., 2022).

Researchers in South Florida hospitals investigated relationships between patient
safety-promoting management structures that enhance patient safety and medical error
outcomes (Gemmete, 2024). They identified a significant gap in understanding how
distinct components of these structures impact healthcare providers' actions, specifically
in terms of communication, collaboration, and decision-making, and how these elements
contribute to reducing errors in various healthcare settings within South Florida hospitals
(Gemmete, 2024). Studies have shown potential differences in error rates and other
contributing factors across numerous healthcare facilities in the South Florida region
(Florida Agency for Health Care Administration, 2024). Thus, even though healthcare
experts have recognized a link between management frameworks that support patient
safety and medical error outcomes, considerable hurdles persist in grasping the precise
mechanisms underlying this relationship (Nafe et al., 2025).

This research highlights the connection between patient safety-promoting
management structures and the behaviors of healthcare providers, providing a more
comprehensive approach to minimizing errors by focusing on the actions of frontline
providers (Azyabi et al., 2022). By working together, researchers and practitioners can
pinpoint the most pressing issues in clinical practice and develop research that meets
those needs. Furthermore, this may include incorporating community knowledge and

perspectives, applying evidence-based practices, and encouraging implementation to



ensure that research outcomes are effectively applied in real-world settings (Gemmete,
2024).

By integrating the latest and most pertinent evidence into their practices,
healthcare professionals can ensure that they deliver the most effective treatments,
interventions, and strategies (Manias et al., 2020). Patients treated with evidence-based
practices are more likely to experience improved health outcomes, such as better clinical
results, fewer complications, and quicker recovery times (Azyabi et al., 2022).
Consistently, the implementation of evidence-based practices has been associated with
enhanced patient outcomes, allowing healthcare providers to identify and employ
strategies that effectively minimize medical errors (Singh et al., 2025). For instance,
evidence-based guidelines for preventing healthcare-associated infections (HAIs) can
reduce the occurrence of these infections and foster a safer environment for patients and
staff alike (Azyabi et al., 2022).

Purpose of the Study

The purpose of this quantitative study was to investigate the association between
patient safety-promoting management structures (independent variable [IV]) on medical
errors (dependent variable [DV]) in South Florida hospitals.

This study explored the connections between dependent and independent
variables. The research employed existing secondary data to analyze these relationships.

Research Questions and Hypotheses
The study was guided by three quantitative research questions and associated

hypotheses as follows:



RQ1: What is the relationship between patient safety-promoting management

structures and medical errors in South Florida hospitals?

H1o: No relationship exists between patient safety-promoting management

structures and medical errors in South Florida hospitals.

H1a: A relationship exists between patient safety-promoting management

structures and medical errors in South Florida hospitals.
Theoretical and/or Conceptual Framework
This study used the Donabedian model. This framework, developed by Avedis
Donabedian, is a widely used model for assessing the quality of healthcare (Donabedian,
1972). It proposes that quality can be evaluated by examining three categories: structure,
process, and outcomes (Donabedian, 1972).

e Structure: This encompasses the resources, organizational arrangements, and
settings in which healthcare is delivered. This includes the hospital's physical
infrastructure, staffing levels, technology, and policies related to patient
safety.

e Process: This involves the actions taken to provide care, including clinical
procedures, medication administration protocols, communication and
teamwork among staff, and patient education.

e Outcomes: This refers to the results of healthcare interventions like patient
health status, patient satisfaction, and the reduction of medical errors or

adverse events (Moore et al., 2015).
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Importantly, Donabedian emphasized that these three elements are interconnected.
The quality of the structure can influence the quality of the process, which in turn can
impact the outcomes. For instance, a hospital with adequate resources and staffing
(structure) may be more likely to implement safe medication administration protocols
(process), which could lead to fewer medication errors (outcome; Moore et al., 2015). In
my study, Donabedian’s model applied, as the structure aligned with the independent
variable: patient safety-promoting management structures; the process corresponded with
patient safety actions or interventions; and the outcome related to a measure of medical
errors.

The Donabedian model offered a robust framework for this study, effectively
illustrating the connection between the chosen methodology and the research question. It
set a strong basis for defining and operationalizing variables for quantitative assessment.
By prioritizing outcomes as the primary indicator of quality, the model highlighted the
importance of quantifying medical error rates as the dependent variable, consistent with a
quantitative methodology that involved measuring and comparing (Moore et al., 2015).
Thus, the fundamental concept was that structure influences process, which in turn affects
the relationship between the variables.

Nature of the Study

The selection of a quantitative correlational design, guided by the Donabedian
model, was appropriate for investigating the relationship between patient safety-
promoting management structures and medical error outcomes in hospitals in South

Florida. This approach enabled the study to measure and analyze these relationships



objectively, providing valuable insights into the effectiveness of different management
patient safety-promoting structures in enhancing patient safety within a specific context
(Creswell & Creswell, 2018). A correlational design allows for objective measurement
and analysis of existing relationships. This design, with the Donabedian model’s structure
framework, enabled the study to explore how differences in organizational structures
within hospitals are associated with variations in patient safety performance, providing
valuable insight for improving healthcare quality (Creswell & Creswell, 2018).

In the study, the key variables were defined as follows: The independent variable
(IV), patient safety-promoting management structures, was thought to impact the
outcomes related to medical errors in the study. It signified the specific management
frameworks and practices in hospitals aimed at enhancing patient safety. Leadership
commitment to safety reflects the extent to which hospital leaders prioritize and actively
endorse patient safety initiatives. Error reporting systems represent the strength and
efficiency of the mechanisms used for reporting and evaluating medical errors and near
misses. Safety culture entails the collective perceptions and beliefs of the staff concerning
the significance of patient safety within the organization. Staffing levels evaluate whether
the staffing is adequate to guarantee safe patient care (Mrayyan, 2022).

The dependent variables (DVs), medical error outcomes, were expected to be
influenced by the independent variable. This study examined the measurable effects of
medical errors. The number of reported medical errors or near misses represents the
frequency of errors. The severity of these errors was determined by the extent of harm

caused by medical mistakes. Adverse events are unintended injuries that occur during
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medical care (Mrayyan, 2022). Several other factors may also have affected the study’s
analysis and need to be controlled. Controlling these covariates enabled the study to
isolate the specific effect of the independent variable, thereby enhancing the accuracy and
reliability of the findings. Hospital characteristics include facility type (teaching vs.
nonteaching), bed capacity, ownership status (public vs. private), and geographic location
within South Florida. Patient demographics comprise age, gender, and existing health
conditions. Staff characteristics include years of experience, education level, and
professional roles. Workload pertains to the extent of the workload faced by healthcare
staff (Creswell & Creswell, 2018).

The quantitative correlational study utilized existing hospital data to gather
numerical information from hospitals in South Florida regarding patient safety-promoting
management structures and medical error outcomes. Statistical methods, mainly
correlational and regression analysis, were used to analyze the data, aiming to identify the
relationship between these variables and the impact of management structure on patient
safety in hospitals.

Literature Search Strategy

A list of recommended library databases and search engines used in the study to
find information on medical errors and patient safety-promoting management structures
is provided below.

e ProQuest

e MEDLINE

e PubMed
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e CINAHL

e Google Scholar

In the study, key search terms and combinations identified relevant literature on
medical error outcomes and management structures aimed at improving patient safety in
South Florida hospitals, including health outcome assessment, medical prevention,
quality of care, medical errors, adverse events, workforce safety, leadership, and hospital
management. Additional terms applied during the literature review included patient
safety, patient outcomes, diagnosis errors, culture of safety, patient care, medical
control, medical mistakes, and medical prevention. Further, essential keywords for the
search encompassed structure process outcome, management structures, patient safety
management, outcome measures, error reduction, errvor reporting systems, and
organizational culture.

The study indicated the need to collect both foundational and well-cited sources
alongside recent research as evidence. This approach ensured a thorough and precise
understanding of the subject. Emphasizing recent peer-reviewed literature from the past
3-5 years bolstered the research and maintained its relevance (Creswell & Creswell,
2018). Given the constantly evolving healthcare industry, integrating current findings was
essential for conducting research and assessing its conclusions.

Understanding the historical context and fundamental principles of patient safety
and healthcare quality necessitates the Donabedian model: Avedis Donabedian's
pioneering work on healthcare quality, especially his key paper "Evaluating the Quality

of Medical Care" (Donabedian, 1966). This study’s literature review includes a historical
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perspective alongside current, peer-reviewed literature to reflect existing data. It
employed a mix of systematic search strategies, relevant databases, and thorough source
evaluation to ensure a comprehensive, rigorous review that addressed the knowledge gap
and laud a strong foundation for the study (Harrison, 2005).

When current research is scarce, broadening the search scope becomes the best
option. Rather than fixating solely on specific patient safety-promoting management
structures within the conceptual framework, the study included related concepts in patient
safety and healthcare quality (Harrison, 2005). If the study was initially focused on
hospitals in South Florida, it could extend its research to other areas that had explored
similar “management structures” or “patient safety initiatives.” Given the limited current
research, the study could reference foundational literature, such as the Donabedian model
(Donabedian, 1972).

Furthermore, the study was quantitative, and incorporating qualitative analysis
could have provided deeper insights into the practical challenges and understanding of
the management structure that promotes patient safety (Bhandari, 2023).

Literature Review Related to Key Variables and/or Concepts
Medical Error Outcomes (Dependent Variable)

Understanding that healthcare delivery involves multiple variables in a dynamic
environment, with many critical decisions made quickly, is essential to identifying the
underlying causes of adverse events. Reducing medical errors requires a multifaceted
approach at various levels of healthcare. Medical errors are a significant challenge in

healthcare. Notable organizations such as the Institute of Medicine (IOM) and the
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Agency for Healthcare Research and Quality (AHRQ) are actively involved in

understanding and preventing these issues. According to the IOM, a medical error is
defined as “the failure of a planned action to be completed as intended or the use of a
wrong plan to achieve an aim” (Singh et al., 2025, p. 5). By identifying the deficiencies,
failures, and risk factors that lead to an adverse event, corrective measures can be
developed to prevent similar errors. Subsequently, individuals involved in every aspect of
healthcare can help implement appropriate preventative strategies to reduce future
medical errors and improve patient safety.

Medication administration errors are frequent and preventable events that can
happen at different levels of patient care, involving a range of professionals within a
multidisciplinary team (Nafe et al., 2025). These mistakes are acknowledged as the most
common and avoidable source of patient harm (Rodziewicz & Hipskind, 2020). Due to
the numerous aspects related to patient medications, such as prescribing, dispensing,
dosing, and administration, errors can occur at any of these stages. The incidence of
medication error-related adverse events in acute hospitals is about 6.5 per 100 admissions
(Singh et al., 2025). Errors that occur before or after a patient is discharged from an acute
care setting are often the most easily overlooked (Nafe et al., 2025).

Errors in surgery carry the most significant risk of severe patient injury and death.
Intraoperative errors are estimated to account for 75% of malpractice cases involving
surgeons (Singh et al., 2025). Surgical mistakes involving the wrong site, patient, or
procedure should never happen. Investigations into the factors that contribute to these

types of surgical errors show that common causes include clinician factors (e.g., feeling
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rushed, distractions, and fatigue), miscommunication, changing or inadequate staffing,
organizational factors (e.g., discarding specimens as waste and failing to label
specimens), medical record issues, and cognitive errors (Lu et al., 2022).

The National Academy of Medicine characterizes a diagnostic error as "the failure
to establish an accurate and timely explanation of a patient's health problems or to
communicate that explanation to the patient" (IOM, 2000, p.10). Hence, both delayed and
missed diagnoses qualify as errors (Singh et al., 2025). Research indicates that such
conditions are often misdiagnosed due to knowledge gaps, resulting in inadequate
bedside evaluations and clinical reasoning (Rodziewicz & Hipskind, 2020). Recognizing
these commonly misdiagnosed conditions is beneficial, as diagnostic errors tend to be
more cognitive than organizational; therefore, clinicians can be made aware of the
potential difficulties in treating patients with these conditions. To diminish diagnostic
errors, a thorough approach is essential, employing various strategies to tackle the
multiple factors contributing to these errors.

In addition to encouraging critical thinking, it is crucial to provide practitioners
with opportunities for case discussions and second opinions, as well as simulation-based
training, performance feedback, and the participation of nurses, pharmacists, and other
healthcare professionals (Lu et al., 2022).

Quantitative studies on medical errors define patient safety-promoting
management structures primarily through surveys assessing safety culture and
organizational characteristics (Churruca et al., 2021). Medical error outcomes are

evaluated through various methods, including error reporting systems, chart reviews, and
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data analysis, to assess the effectiveness of these measures (Rodziewicz & Hipskind,
2020). The Donabedian model serves as a theoretical framework for operationalizing
both the "outcome" (medical errors) and the "structure" (management structures), which
guides the selection of suitable measurement tools and methods (Donabedian, 1972). By
clearly defining these constructs based on previous research, the study was effectively
designed and added valuable insights to the existing knowledge on patient safety.
Patient Safety-Promoting Management Structures (Independent Variable)

The literature review, which focused on patient safety-promoting management
structures that enhance patient safety, needed to explore the design and implementation
of various organizational elements aimed at minimizing harm and enhancing patient
safety, aligning with the "structure" facet of the Donabedian model. Healthcare errors are
the primary cause of patient harm, resulting in morbidity and mortality (Singh et al.,
2025). Researchers are linking adverse patient safety outcomes to poor leadership,
whereas relational leadership styles, like transformational leadership, are frequently
associated with better patient outcomes (Y'staas et al., 2023). This model emphasizes the
significance of a shared vision, inspiration, and intellectual stimulation in cultivating a
positive work environment, thereby enabling healthcare professionals to prioritize patient
safety. Evidence suggests that transformational leadership can enhance safety culture
(Ystaas et al., 2023).

Hospital leadership comprises both clinical professionals, such as physicians,
surgeons, and nurses, as well as nonclinical administrative and technical staff (Buttigieg

et al., 2023). Evidence suggests that patient safety must improve through leadership
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capable of addressing patient safety issues (Buttigieg et al., 2023). Some studies have
explored servant leadership, which emphasizes empowering others and prioritizing the
needs of staff. This approach can cultivate a supportive environment that encourages
error reporting and open communication. The interplay between culture, behaviors, and
clinical outcomes is thought to be circular, with changes in behaviors and outcomes
further enhancing safety culture (Wagner et al., 2019). Research from the Netherlands
indicates that improvements in patient safety culture can lead to increased incident
reporting in general practice (Wagner et al., 2019). However, a systematic review has
revealed variable results and weak evidence quality regarding the effectiveness of
changes in patient safety culture on patient outcomes (Mistri et al., 2023). These errors
are widespread, and their consequences can have a severe impact on patients, family
members, and clinicians (Churruca et al., 2021).
Theoretical and Conceptual Framework

Donabedian’s Structure-Process-Outcome Model

The study examined research utilizing the Donabedian model, particularly the
structural aspect, and its effect on patient safety outcomes through organizational
structures, resources, and personnel (Moore et al., 2015). This established a theoretical
framework for examining the significance of structural factors and their impact on patient
safety outcomes (Donabedian, 1972). It was crucial to connect structure and outcomes
using the Donabedian model, enabling the study to evaluate how changes in hospital

structure and resources have impacted patient safety outcomes (Moore et al., 2015). The
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Donabedian model underscores that healthcare evaluation should be based on its impact
on patients' health status and overall well-being (Donabedian, 1972).

In a study, outcomes refer to the final results of the healthcare process, while
medical error outcomes act as primary indicators of patient safety measures. Numerous
studies highlight the persistent concern regarding patient safety and the high rates of
medical errors within the healthcare sector. Despite significant efforts to improve patient
safety, the desired level of safety remains unattained (Singh et al., 2025). Medical errors
can result in severe consequences for patients, including lasting injury, adverse events,
and even death (Rodziewicz & Hipskind , 2020).

The Donabedian model provides the foundational rationale for focusing on
"structure" as a key variable (Donabedian, 1972). This model, widely recognized in the
field, suggests that the characteristics of the healthcare setting (structure) have a
significant impact on the quality of care delivered (Moore et al., 2015). This study
focused on patient safety-promoting management structures that enhance patient safety, a
specific component of the "structure" element in the Donabedian model of healthcare
quality (Donabedian, 1972). These structures embody the organizational resources and
environments intended to improve patient safety in hospitals. The Donabedian model
served as the foundational theory for the proposed relationship between medical error
outcomes and patient safety-promoting management structures that promote patient
safety (Moore et al., 2015). It illustrated a clear progression: Structure impacts process,

and process impacts outcome (Carayon et al., 2006). While this study focused on the
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structure—outcome relationship, the model suggests that effective structures create an
environment conducive to enhanced processes, ultimately leading to better outcomes.

The Donabedian model highlights that the "structure" of the healthcare
environment, encompassing organizational features and resources, lays the groundwork
for care delivery (Moore et al., 2015). In this study, the patient safety-promoting
management structures that promote patient safety are reflective of this "structure." These
frameworks provide essential elements that either facilitate or obstruct safe practices in
the hospital. The main emphasis lies in the connection between structure and outcomes.
According to the Donabedian model, these organizational frameworks likely affect the
care delivery “process" (Donabedian, 1972). For instance, a strong commitment to patient
safety from leadership (structure) can encourage open communication and collaboration
among staff (process), both of which are crucial for minimizing errors in patient care
(Buttigieg et al., 2023). While not directly assessed as a primary variable in the study, the
"process" acts as how structures impact outcomes (Carayon et al., 2006).

The Donabedian model defines "outcomes" as the effect of healthcare on a
patient's health and overall well-being (Donabedian, 1972). This study views the
outcomes of medical errors as direct results of the care process, which is influenced by
patient safety-promoting management structures. A well-organized approach is expected
to enhance the effectiveness of processes, and improved processes are likely to increase
the chances of favorable outcomes (Carayon et al., 2006). The Donabedian model
suggests that management systems that prioritize patient safety, including robust

leadership support, efficient error reporting mechanisms, and a constructive safety
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culture, are likely to correlate with a decrease in medical errors (Moore et al., 2015).
These systems aim to create a safer environment, improve communication and teamwork,
and promote learning from mistakes, which should lead to a reduction in medical error
outcomes (Chance et al., 2024). This is because these structures are designed to foster a
safer environment, enhance communication and teamwork, and promote learning from
errors, all of which should ultimately lead to fewer medical errors and improved patient
outcomes.
Linking the IV and DV

This study reviewed research employing correlational designs to investigate the
relationship between medical error outcomes and patient safety-promoting management
structures. Identifying and adopting effective management strategies could reduce errors,
leading to enhanced patient safety and fewer preventable harms, such as falls, infections,
and medication mistakes (Vikan et al., 2023). This would improve overall patient health,
shorten hospital stays, and boost trust in healthcare. The review included studies that
explored the link between patient safety culture, leadership practices, error reporting
systems, and medical errors or adverse events (Creswell & Creswell, 2018). Although
existing research shows a correlation between medical error outcomes and management
structure, it does not prove causation (Rodziewicz & Hipskind, 2020).

Correlational studies enable researchers to investigate the natural relationships
between variables in South Florida hospitals. They reveal how differences in patient
safety-promoting management structures are linked to variations in medical error rates

without requiring physical interventions (Nafe et al., 2025). Evidence suggests disparities
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in patient safety, with vulnerable groups potentially experiencing more preventable harm.
By examining patient safety-promoting management structures, the study aims to identify
strategies to reduce these disparities and promote a more equitable healthcare system for
all residents of South Florida (Nafe et al., 2025). Manipulating hospital patient safety-
promoting management structures is unethical and impractical (Campione & Famolaro,
2018). A correlational approach provides a feasible method for examining the
relationships between variables in real-world contexts, and investigating the links
between patient safety-promoting management structures and medical error rates can lay
the groundwork for future research, such as intervention studies focused on enhancing
patient safety (Alabdullah & Karwowski, 2024).

Choosing medical error outcomes as the dependent variable and patient safety-
promoting management structures as the independent variable aligns well with the
Donabedian model's structure-outcome framework (Donabedian, 1972). This approach is
supported by extensive research on patient safety culture, leadership, and the negative
impacts of medical errors. The quantitative correlational method provides an objective
way to evaluate these relationships in a real-world context, addressing a critical
knowledge gap and offering valuable insights for improving patient safety across South
Florida hospitals (Creswell & Creswell, 2018). Medical errors and safety issues can
undermine public trust in healthcare providers and institutions. By demonstrating a
commitment to patient safety and implementing effective error prevention strategies,

healthcare organizations in South Florida can restore and strengthen this trust,
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encouraging open communication and collaboration between patients and providers
(Mistri et al., 2023).

Meta-analyses and systematic reviews are considered the most reliable form of
evidence in medical research (Churruca et al., 2021). They enable studies to make more
robust conclusions than from individual studies alone. Analyzing these reviews involves
a statistical method that merges results from multiple studies, giving a numerical estimate
of the overall effect size and the relationships between variables. Such reviews also
reveal consistent trends and patterns across different research contexts within the
literature. A meta-analysis revealed that a systematic review identified several barriers to
reporting medical errors, including fear of repercussions, a lack of feedback, and a
limited understanding of its importance (Churruca et al., 2021). At the same time, another
study found a small but statistically significant link between staff engagement and patient
safety outcomes, such as safety culture and the occurrence of errors or adverse events
(Vikan et al., 2023). On the other hand, a different meta-analysis found no relationship
between safety culture and clinical safety outcomes, although this was based on a limited
set of studies (Vikan et al., 2023). This suggests that the connection between safety
culture and patient outcomes may be complex and influenced by other factors. Meta-
analyses and systematic reviews offer valuable insights into the relationship between
management structures that support patient safety and outcomes. They help identify
trends, evaluate the strength of associations, and highlight areas for future research
(Churruca et al., 2021). Nonetheless, it is important to acknowledge their limitations and

interpret their results within the broader context of research.
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This study used secondary data from hospital systems, especially public datasets,
and state reports. This method offers clear advantages for examining the connection
between medical error outcomes and patient safety management in hospitals in South
Florida (Jungkunz et al., 2021). Florida mandates that hospitals and ambulatory surgery
centers conduct Patient Safety Culture Surveys, which are based on the AHRQ Surveys
on Patient Safety Culture along with AHCA-specific questions, and submit these results
to the Florida Agency for Health Care Administration (AHCA; Aires-Moreno et al.,
2025). These survey results, covering both individual units and the overall data, are
publicly available and accessible. This state-level program provides a valuable
opportunity to access a large, standardized dataset on patient safety culture within Florida
hospitals. Utilizing secondary data from Florida hospitals provides valuable, region-
specific insights directly relevant to the study’s research on hospitals in South Florida
(Mistri et al., 2023).

This method helped address the knowledge gap regarding the impact of patient
safety-promoting management structures on medical error outcomes in the region.
Analyzing large datasets allowed the study to identify evidence-based strategies that are
most effective in reducing medical errors and improving patient safety (Wagner et al.,
2019). Secondary data are collected in real-world settings, which improves the external
validity and applicability of the results. Combining data from multiple hospitals enables
larger sample sizes, thereby enhancing the statistical power of the study (Jungkunz et al.,
2021). Using existing secondary data can also cut costs and save time compared to

collecting new primary data. However, the quality and completeness of secondary data
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can vary, depending on how accurately coding is done and how well documentation is
maintained in the institutions providing the data. Researchers face limitations in
modifying primary data features or posing new questions not included initially, which
can cause data from voluntary error reporting systems to suffer from underreporting and
potentially lead to biased results (Azyabi et al., 2022).

Consequently, leveraging secondary data from hospital systems, particularly
public datasets, or state reports, such as the Florida PSCS data, offers valuable
opportunities to examine the link between patient safety management frameworks and
medical error outcomes in South Florida hospitals (Jungkunz et al., 2021). Nonetheless, it
is crucial to be aware of the possible limitations associated with secondary data and to
account for these in research design and analysis.

Gap Identification and Study Justification

Much of the existing research on patient safety and medical errors generally takes
a system-level perspective, focusing on elements such as communication failures,
organizational culture, and processes, rather than the role of specific patient safety-
promoting management structures (Hesgrove et al., 2024). While these studies provide
valuable insights into the broader context of medical errors, they often lack detailed data
on how particular management initiatives directly influence error rates. Measuring the
impact of individual patient safety-promoting management structures is challenging
because healthcare systems are complex, and medical errors frequently result from

multiple factors (Wagner et al., 2019). As a result, isolating the effect of a single



24

management approach while considering other variables is challenging (van Baarle et al.,
2022).

As previously discussed, underreporting medical errors in voluntary reporting
systems is a significant challenge (Chance et al., 2024). This complicates efforts to obtain
accurate data on medical error rates and to evaluate the true impact of patient safety-
promoting management structures on these rates. The effectiveness of patient safety-
promoting management structures may vary depending on the specific context of the
healthcare organization. There is a need for more research that explores the impact of
patient safety-promoting management structures across different types of hospitals and in
specific geographic regions, such as South Florida (Mistri et al., 2023).

The literature highlights the importance of innovative scientific and policy
approaches to address ongoing patient safety concerns, exposing gaps in knowledge of
effective medical error prevention. Research indicates that improved teamwork reduces
medical errors and enhances patient safety, suggesting that management frameworks that
promote collaboration can be beneficial (Azyabi et al., 2022). Leadership is vital in
minimizing errors and enhancing patient safety, even though research results on the
influence of different leadership styles are mixed. Employing effective error management
strategies, including strong leadership and incident reporting systems, can help decrease
errors (Buttigieg et al., 2023).

Based on available information, there is a notable lack of specific quantitative
research linking reported medical error outcomes to patient safety-promoting

management structures in South Florida (Florida Society for Health Care Risk
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Management and Patient Safety, 2020). While system-wide research and reports on
patient safety exist for Florida, direct correlation studies within South Florida are limited
(Florida Society for Health Care Risk Management and Patient Safety, 2020). There is a
recognized need for new scientific and policy approaches to enhance patient safety,
highlighting the importance of regional studies in addressing current knowledge gaps
(Campione & Famolaro, 2018). Florida requires hospitals to conduct patient safety
culture surveys, reflecting a state commitment to safety and data collection (Buttigieg et
al., 2023). However, these data may not be readily accessible for research purposes or
may primarily reveal general perceptions rather than direct effects (Clayman et al., 2007).
Moreover, many existing South Florida studies are outdated; for instance, some date back
to 2010, which may not accurately represent current safety practices and technological
developments (Clayman et al., 2007). There remains a crucial need for research
addressing these gaps, particularly regarding the relevance of safety practices tested in
limited settings. This highlights the significance of regional studies in South Florida.
Despite the recognition of patient safety as a vital concern in South Florida and
the initiation of some improvement measures, there is a shortage of quantitative research
connecting specific patient safety-promoting management structures to reported medical
errors (Florida Society for Health Care Risk Management and Patient Safety, 2020). This
underscores the knowledge gap this study was conducted to fill and emphasizes the
importance of up-to-date, region-specific data. Focusing on hospitals in South Florida,

the study provides region-specific insights. While this enhances relevance for South
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Florida, it is important to note that the findings may not be directly applicable to other
areas or counties (Clayman et al., 2007).

Some studies focus on specific patient groups, such as those within certain age
ranges or with specific medical conditions. While targeting these groups is important for
testing specific hypotheses, it limits the extent to which the results can be applied to the
broader patient population (Shreffler & Huecker, 2022). For example, a study on patient
safety in a children's hospital may not be relevant to adult hospitals. Research may also
focus on a specific type of medical error, such as medication errors. Although this offers
detailed insights into that error, it may not reflect the full scope of medical errors in
healthcare. Additionally, studies might explore how patient safety-promoting
management structures impact one hospital or region. The findings may not be directly
applicable to other hospitals or areas due to differences in culture, resources, or policies
(Mohamad et al., 2023). Underreporting medical errors in voluntary systems presents a
significant challenge to patient safety research (Chance et al., 2024). It affects the
accuracy of error data and limits the extent to which findings can be generalized. Relying
solely on one data source, such as voluntary error reports, can lead to incomplete
information; however, combining data from multiple sources can offer a more
comprehensive understanding of patient safety issues (Chance et al., 2024).

Many studies on patient safety and patient safety-promoting management
structures are cross-sectional, collecting data at a single point in time (Hesgrove et al.,
2024). This limits their capacity to determine cause-and-effect relationships and track

changes over time. Studies with small sample sizes may not accurately represent the
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broader population, thereby restricting the applicability of their findings (Goetz et al.,
2024). Previous studies have often encountered challenges regarding the generalizability
of patient safety research (Goetz et al., 2024). Although this study addressed a specific
knowledge gap in South Florida, its findings might not be directly applicable to other
regions or healthcare settings (Mohamad et al., 2023). Acknowledging these limitations is
crucial for accurately interpreting the results and informing future investigations.

Studying the link between medical errors and patient safety results using existing
data from South Florida hospitals fits well with a quantitative research method. This
approach is crucial for understanding how to enhance patient safety in this area. The
research involved gathering and analyzing numerical data on medical errors and patient
safety outcomes, allowing for objective measurement and statistical evaluation
(Mohamad et al., 2023). The purpose of quantitative research is to explore and clarify the
relationships between variables (Churruca et al., 2021). Specifically, this study analyzed
how various patient safety management strategies (independent variable) influence
medical error outcomes (dependent variable). The study demonstrates how practical
statistical methods are used to analyze data and determine the strength and direction of
relationships between variables (Churruca et al., 2021).

A correlational design was appropriate for this study because I was exploring the
relationships between variables as they naturally occur in South Florida hospitals, without
manipulating patient safety-promoting management structures or assigning hospitals to
specific groups. Guided by the Donabedian model's structure—outcome framework

(Donabedian, 1972), which indicates that the characteristics of the healthcare setting
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(structure) influence the outcomes achieved, the study investigated how patient safety-
promoting management structures (structure) relate to medical error outcomes (outcome).
Definitions

Patient safety outcomes refer to measurable indicators of safety within healthcare
settings, including errors, injuries, and deaths, as well as the culture that prevents and
learns from these events (Mistri et al., 2023). This study used the following
measurements (Leapfrog Group, 2024):

e patient safety

e dangerous object left in patient’s body

e air or gas bubbles in the blood

e patient falls and injuries

¢ infection in the blood

e infection in the urinary tract

e surgical site infection after colon surgery

e MRSA infection

e death from treatable serious complications

e harmful events

e dangerous bed sores

e collapsed lung

e falls causing broken hips

e blood leakage

e kidney injury after surgery
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e serious breathing problems
e dangerous blood clot

e sepsis infection

e surgical wound splits open

cuts and tears

Patient safety-promoting management structures consist of frameworks, cultures,
and policies aimed at preventing harm and ensuring safe patient care in healthcare
organizations by implementing systems that focus on leadership commitment, strategic
planning, open communication, and continuous improvement (Hesgrove et al., 2024).
This study’s definition was measured by the following:

e doctors order medications through a computer

e safe medication administration

e specially trained doctors care for ICU patients

o effective leadership to prevent errors

e staff work together to prevent errors

e nursing and bedside care for patients

e handwashing

e communication with nurses

e communication with doctors

e responsiveness of hospital staff

e communication about medicines

e communication about discharge (Leapfrog Group, 2024)
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South Florida hospitals were defined as including the following counties and the
acute care hospitals located within these areas:

e Miami-Dade County: Contains major urban and diverse populations.

e Broward County: Located just north of Miami-Dade.

e Palm Beach County: Located north of Broward County.

Assumptions

Some key assumptions formed the foundation of this quantitative correlational
study. These were the beliefs accepted as accurate for the study's validity, even though
they could not be definitively proven within the research itself. The data from The
Leapfrog Group were presumed to accurately represent the management structures that
promote patient safety in participating hospitals in South Florida. Specifically, the study
assumed that the measures reported by Leapfrog, encompassing hospital structures and
processes (such as CPOE implementation) and outcomes (including infection rates), were
reliable and valid indicators of actual patient safety performance (Leapfrog Group, 2024).

This is crucial because the study's findings relied heavily on the quality and
precision of this secondary data. If the data had been flawed, the analysis of relationships
between variables would have been compromised, rendering conclusions less meaningful
or applicable. Although Leapfrog employs standardized methods to ensure data quality,
the study could not independently verify each hospital's reported data. Therefore, any
observed positive or negative correlations between medical error outcomes likely reflect

real associations, even if causality cannot be conclusively established.
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As a correlational study, the research cannot assert that patient safety-promoting
management structures directly cause changes in medical error outcomes. It involved an
assumption that a statistically significant correlation indicates a meaningful relationship
that merits further exploration and can guide practical decisions (Janse et al., 2021). For
instance, detecting a strong negative correlation between leadership engagement and
error rates suggests that investing in engaged leadership could be beneficial, even in the
absence of proof of causality. The primary aim was to examine these relationships and
deepen understanding of how patient safety-promoting management structures impact
patient safety. Without this assumption, the practical relevance of the correlational results
would be limited.

Similarly, if the medical error data (such as incident reports) are inaccurate or
incomplete due to underreporting or inconsistent definitions, the dependent variable
becomes flawed. Underreporting is common in healthcare, often driven by fear of
punishment, a lack of feedback, or concerns about reputation. Without reliable data,
establishing a credible link to patient-safety-promoting management structures is
impossible. If this assumption is violated, the study risks analyzing relationships based on
unreliable indicators rather than the underlying phenomena.

This variability can result in inaccurate outcomes and lead to false conclusions
regarding the success of patient safety measures. When assessing multiple hospitals in
South Florida, it is essential to understand and consistently apply the key concepts, such
as patient safety-promoting management structures that promote patient safety and reduce

medical errors, across all locations. If one hospital’s definition of a "near miss" differs
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from another’s, or if "leadership commitment" is interpreted differently by respondents,
the data are not comparable.

Correlational designs, by definition, cannot definitively prove causality due to the
potential for confounding variables and the lack of manipulation (Jungkunz et al., 2021).
The definition and operationalization of the study’s variables (patient safety-promoting
management structures and medical error outcomes) are appropriate and consistent with
widely accepted concepts in the field (Janse et al., 2021). The study must involve an
assumption that the way to define and measure these variables (using specific Leapfrog
metrics and other data) adequately represents the constructs of “patient safety promoting
management structures and medical error outcomes." Moreover, if the definitions and
operationalizations of the variables are flawed or inconsistent, the study does not
accurately measure what it intends to measure, and the results are unreliable.

Therefore, the study can justify its definitions based on existing literature and the
research study design; different researchers might operationalize these constructs
differently. The study cannot definitively prove that their approach is the single "correct"
one. Clearly stating these critical assumptions is vital for transparency and helps
researchers understand the scope and limitations of the study's findings. It allows for a
more nuanced interpretation of the results, recognizing that it suggests associations and
potential areas for action, rather than definitive causal claims.

Scope and Delimitations
The research problem, "the impact of patient safety-promoting management

structures on medical error outcomes in South Florida hospitals," addresses key aspects
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of patient safety. It focuses on how organizational and managerial factors influence
safety, emphasizing "patient safety-promoting management structures." This approach
shifts away from blaming individual errors and instead examines how the organizational
environment influences safety outcomes (Azyabi et al., 2022). Healthcare leadership
must be committed and actively engaged to support safety initiatives. Each system needs
to foster effective information sharing and collaboration among healthcare professionals.
In addition to implementing safety protocols aligned with standardized guidelines for
high-risk tasks, such as medication administration and surgical checklists, systems for
error reporting and analysis should be integral to identifying, reporting, and learning from
medical errors and near misses (Chance et al., 2024).

This approach aims to go beyond simple description and determine if and how
these structures influence errors (Sirriyeh et al., 2010). The focus on hospitals in South
Florida accounts for regional variations in healthcare systems, regulations, patient
demographics, and socioeconomic factors that can impact patient safety and error rates
(Florida Society for Health Care Risk Management and Patient Safety, 2020). Florida
mandates that all hospitals, ambulatory surgical centers, and nursing homes implement
internal risk management programs (Florida Society for Health Care Risk Management
and Patient Safety, 2020). The study explicitly examined "patient safety-promoting
management structures," emphasizing a shift away from blaming individuals for errors
and instead exploring how organizational and managerial factors impact patient safety
outcomes (Moore et al., 2015). Moreover, error reporting and analysis systems are crucial

for detecting, reporting, analyzing, and learning from medical errors and near misses.
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The LeapFrog hospital safety dataset is a semi-annual collection, and the data for
the present analysis reflects those collected on January 31, 2025. These were the most
recent data available at the time of analysis. A reasonable approach for a quantitative
analysis of the LeapFrog hospital safety dataset involves semi-annual data collection, and
the data for the current analysis reflects information gathered on January 31, 2025. These
were the most recent data available at the time of review.

Defining the study boundaries involves clearly outlining its scope to keep it
manageable and focused. This impacts external validity because the inclusion and
exclusion criteria determine how well the findings can be applied to other contexts
(Creswell & Creswell, 2018). The study specifically targeted acute care hospitals in
South Florida. South Florida hospitals would typically define the region to include major
metropolitan areas and counties. The primary focus of the study's population is on acute
care hospitals within this area. With a more detailed breakdown, the term "South Florida
hospitals" typically encompasses the geographical boundaries within the counties that
constitute the Miami-Fort Lauderdale-West Palm Beach metropolitan area, as well as
potentially some adjacent regions. This includes the following:

e Miami-Dade County

e Broward County

e Palm Beach County

Within this geographic area, the focus was on acute care hospitals, which provide

intensive, short-term care for patients with various medical conditions.
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Generalizability, also known as external validity, refers to the extent to which the
study's findings apply to other settings, populations, or situations beyond the specific
context studied (Goetz et al., 2024). While concentrating on South Florida hospitals
offers a detailed perspective on that regional area, it inherently restricts the extent to
which the results can be generalized to hospitals elsewhere. Variations in healthcare
regulations, patient demographics, socioeconomic conditions, and healthcare
infrastructure across different states or countries can influence the relationship between
management practices and error rates (IOM, 2000). Excluding settings such as long-term
care facilities, outpatient clinics, and specialty hospitals, the term "acute care hospitals"
refers specifically to acute care hospitals and might not apply to other settings.

Limitations

When conducting a study like this, it is crucial to identify and consider potential
limitations stemming from the study's design and methods. These limitations can impact
the validity of the results, including internal validity (the ability to establish cause-and-
effect relationships reliably), external validity (the applicability of findings to broader
populations), construct validity (the extent to which measures accurately reflect what they
are intended to assess), and the effect of confounding variables (Ross et al., 2019). Some
limitations related to internal validity should be noted, particularly that correlation does
not imply causation. Correlational research can reveal an association between two
variables, but it cannot establish that one causes the other (Ross et al., 2019). Even if a

strong link is observed between patient safety-promoting management structures and
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medical error outcomes, it does not definitively prove that these structures directly reduce
errors, as other factors could be at play (Janse et al., 2021).

Furthermore, even if a causal link exists, a correlational study cannot determine
which variable influences the other. Stronger patient safety-promoting management
structures lead to fewer errors, rather than hospitals with fewer errors inherently
developing stronger management (Assimon, 2021). It is also possible that the relationship
is cyclical. Note that the connection between patient safety-promoting management
structures and medical error outcomes might be affected by other factors not considered
in the study (Pantaleon, 2019), such as hospital funding, staff-to-patient ratios, case
complexity, and error rates. If these confounders are not adequately controlled, they
could distort the observed correlation, leading to incorrect conclusions about how patient
safety-promoting management structures impact medical errors (Janse et al., 2021).

As previously noted, external validity has some limitations. The study's focus on
hospitals in South Florida, given its geographical specificity, suggests that the findings
might not apply to hospitals in other regions with different demographics, healthcare
systems, or regulations (Janse et al., 2021). The distinctive patient demographics and
healthcare environment of South Florida may affect the generalizability of the results to
other areas (Goetz et al., 2024). Excluding other healthcare settings and possibly
specialty hospitals means that the findings may not apply to these environments.
Operational dynamics and error types can vary significantly across different healthcare

contexts (Jungkunz et al., 2021).
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Choosing hospitals for participation can introduce bias if the sample does not
fully represent all hospitals in South Florida. If participating hospitals already have
stronger safety cultures, the influence of patient safety-promoting management structures
might be overemphasized (Hesgrove et al., 2024). Differences in participant
characteristics compared to the target population may limit the applicability of the
findings. Limitations in construct validity often occur when operationalizing complex
concepts, such as “patient safety promoting management structures” and “safety culture”
(Ross et al., 2021). These concepts are complex and challenging to measure completely.
The chosen tools might not fully capture all important aspects or nuances of these
constructs. For example, a survey might reflect staff perceptions but fail to represent
actual behavior or the effectiveness of communication methods accurately.

However, self-report measures can be biased (Jungkunz et al., 2021). When using
surveys or questionnaires to gather information on patient safety-promoting management
structures or safety culture, staff responses may be influenced by factors such as social
desirability bias (answering in a socially acceptable manner) or recall bias (forgetting or
misremembering events; Jungkunz et al., 2021). This can compromise the accuracy and
reliability of the data. Furthermore, the definition of medical errors is inconsistent.
Different hospitals, and even departments within the same hospital, may have varying
definitions and reporting practices for "medical errors." Such variability can impact the
accuracy and comparability of error data, potentially distorting the understanding of how
patient safety-promoting management structures influence error outcomes (Wawersik et

al., 2023).
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Considering the limitations related to internal validity, external validity, construct
validity, and confounding variables, several practical steps can be implemented to
enhance the study and increase the credibility of its results. Statistical techniques, such as
multiple regression analysis or stratification, can be used to control confounding variables
(Creswell & Creswell, 2018). Researchers should aim to identify and measure as many
potential confounders as feasible based on existing literature and expert opinion. If
possible, employing longitudinal data analysis techniques that can account for changes in
potential confounders over time can improve the validity of the findings (Churruca et al.,
2021).

To enhance external validity, transparent reporting is essential. Describing the
hospitals, patient groups, and staff involved helps readers assess the applicability of the
results to their own contexts (Janse et al., 2021). Including detailed information about the
healthcare environment and the study setting allows for better interpretation. Discussing
the potential relevance of the findings to similar settings or populations, while also noting
limitations, can assist in understanding and applying the research (Ross et al., 2019).
Conducting similar studies in different regions or healthcare systems in the future could
broaden the applicability of the results and verify whether comparable patterns are
observed.

Significance

The findings may demonstrate the effectiveness of safety structures, going beyond

anecdotal or qualitative evidence. This information may help hospitals determine which

safety initiatives and management approaches to invest in.
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By focusing on South Florida hospitals, the study offers insights into how
management structures that promote patient safety function and their impact on patient
safety within a specific regional and healthcare system context. It can highlight regional
strengths, challenges, and specific factors, such as Florida's regulations and
demographics, that may affect medical error rates (Florida Society for Health Care Risk
Management and Patient Safety, 2020). This region-specific knowledge is crucial for
local healthcare administrators, policymakers, and public health officials in developing
targeted strategies to enhance patient safety and minimize medical errors in hospitals in
South Florida (Hesgrove et al., 2024). Although national and state reports address patient
safety and quality, the unique dynamics and effectiveness of various patient safety-
promoting management structures in South Florida remain unclear. This research may
provide valuable localized evidence to inform targeted interventions.

The study aimed to determine whether patient safety-promoting management
structures significantly impact patient safety outcomes, emphasizing that medical errors
are systemic rather than attributable to individual faults. It is believed to support the idea
that errors often stem from issues within the healthcare system (Mistri et al., 2023). This
perspective promotes moving away from a blame culture toward a safety-focused
approach, encouraging learning from mistakes, and implementing system-wide solutions
to prevent future incidents (van Baarle et al., 2022). Shifting to a more data-driven
approach to patient safety helps optimize resources and efforts where they are most likely

to produce positive results (Hesgrove et al., 2024).
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Essentially, this study went beyond merely describing patient safety problems to
adopt an analytical, evidence-based approach. It measured how organizational structures
affect the frequency of medical errors in a specific and relevant area. This directly
enhances knowledge by providing practical insights to improve healthcare quality and
patient safety.

A study examining how patient safety-promoting management structures that
promote patient safety impact medical error outcomes in South Florida hospitals has
significant potential to promote social change by improving healthcare practices and
policies, especially in the region. By providing empirical evidence on this connection, the
study moves beyond theoretical discussions to offer practical insights (Luft et al., 2022).
Identifying which specific patient safety-promoting management structures are most
strongly linked to lower medical error rates enables hospitals to prioritize and allocate
their resources more effectively. Instead of a general approach, hospitals can implement
targeted interventions based on evidence of what works in similar environments. For
instance, if strong communication and teamwork protocols are proven to reduce errors
significantly, hospitals can invest in training and initiatives to enhance these areas.

Ultimately, this may lead to more efficient and impactful use of financial and
human resources. The study can contribute to the identification and dissemination of best
practices for implementing effective patient safety-promoting management structures in
South Florida hospitals. This knowledge can be shared among healthcare organizations,
enabling them to learn from one another's successes and challenges. Improving

healthcare safety in South Florida hospitals can result in better health outcomes, greater
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public trust, reduced costs, and a higher quality of life for residents (Pantaleon, 2019).
These positive social impacts directly stem from enhancing patient safety through
evidence-based research.

Summary and Conclusions

A strong patient safety culture in a hospital involves a collective commitment to
reducing harm and continuously improving care, from leadership down to frontline staff.

The AHRQ highlighted essential attributes such as open communication, a
nonpunitive environment for reporting errors, and strong leadership dedication.
Implementing these strategies allows hospitals to minimize errors, improve patient
outcomes, and boost staff morale. For example, positive leadership that fosters a patient
safety culture emphasizes building trust, encouraging transparency, and empowering
staff. These initiatives by hospital leaders influence staff attitudes, promote proactive
safety engagement, and support a "just culture" where mistakes are viewed as
opportunities for learning rather than reasons for blame. Effective teamwork in healthcare
settings also plays a crucial role in safeguarding patients by reducing communication
failures, enhancing coordination, and cultivating a collaborative culture.

The following section is the Research Design and Data Collection section. It
partly explains how to interpret the collected data. The primary objective is to
demonstrate to the reader that the study’s methods were sound, were suitable for
addressing the research questions, and yielded reliable and valid results. It demonstrates

that I had mastery of the subject and the ability to carry out the research effectively. This
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section is essential because it demonstrates to reviewers that I had a logical and feasible

plan to conduct the research and achieve its goals and objectives.
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Section 2: Research Design and Data Collection

The primary purpose of this quantitative study was to investigate the association
between patient safety-promoting management structures and medical errors in hospitals
in South Florida. The study assessed the strength and direction of the relationship
between management elements, such as safety culture, leadership commitment, and
protocol adherence, and the occurrence of medical errors in South Florida acute care
hospitals ( Ahsani-Estahbanati et al., 2022). Section 2 covers the research design and
rationale, methodology, threats to validity, and a summary, before moving into Section 3,
which presents the results and findings.

Research Design and Rationale

For a study examining "Patient Safety Promoting Management Structures" and its
impact on "Medical Errors," The research design would be Quantitative Correlational.
The independent variable in the study represents the organizational factors that are
changed, implemented, or measured to determine their effect on an outcome. The core
idea is that the way a hospital is managed, including its leadership, policies, and
practices, has a predictable influence on patient safety outcomes (Mrayyan, 2022). This
independent variable is not a single factor but a composite of multiple, measurable
management practices. Researchers often examine several dimensions of these structures
to get a comprehensive view of a healthcare system's approach to safety (Huang et al.,
2024).

The quantitative correlational design is particularly well-suited for this study for

several key reasons. Since, it is unethical to manipulate the occurrence of medical errors,
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a nonexperimental design is required. Correlational studies observe and measure
variables as they naturally exist within the healthcare setting. The correlational design is
directly related to the research questions, which aim to understand the relationship
between specific factors and medical error outcomes. The quantitative correlational
design provides a systematic and ethical framework for investigating the relationship
between various factors and medical error outcomes, directly aligning with research
questions aimed at understanding these associations.

While it cannot establish causation, this approach is practical and ethical, playing
a crucial role in identifying key relationships, developing hypotheses for future studies,
and guiding best practices based on real-world evidence (Singh et al., 2025). The study
used a quantitative correlational design that relies on secondary data. This means the
research analyzed pre-existing data, collected for other purposes, to explore the
relationship between patient-safety promoting management structures and medical error
outcomes in South Florida hospitals.

Getting administrative and ethics/IRB approvals can be a time-consuming
process. Although this study uses secondary data, obtaining it may be cumbersome and
time-consuming, which is why it focuses on South Florida hospitals.

The study used a quantitative correlational design that relies on secondary data. This
means the research analyzed pre-existing data, collected for other purposes, to explore the
relationship between management structures that promote patient safety and medical

error outcomes in South Florida hospitals.
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Methodology

Target Population

For the study on Patient Safety promoting Management Structures and Medical
Error outcomes in South Florida hospitals, the target population was:

All acute care hospitals that submit to Leapfrog within the South Florida region,
including Dade, Broward, and Palm Beach counties. The population size includes 57
hospitals. However, missing data on certain items might restrict the number of hospitals
included in each analysis.

Sampling

All hospitals that submit to Leapfrog were included in the sample. The data
collection process involved searching the Leapfrog Hospital Safety Grade website
(https://www.hospitalsafetygrade.org/) for South Florida hospitals and downloading their
relevant grades for each hospital, then merging them into a single data file.

Sampling inclusion - Hospital must be located within the specified South Florida
counties and must submit data to Leapfrog, versus Sampling exclusion - Hospital not
specified in South Florida counties.

Leapfrog reports that nearly 3,000 general hospitals submit their data to Leapfrog
twice a year, which then provides Hospital Safety Grades. These grades are based on up
to 22 evidence-based measures of patient safety, including the CMS Medicare PSI 90
Patient Safety and Adverse Events composite, which comprises 10 component measures.

Hospital administrators complete the measures.
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Since this data is publicly available, no permissions were required to access it.
Leapfrog data is the leading hospital survey and grading system, used by both hospitals
and patients to pinpoint areas for improvement and make informed decisions. LeapFrog
has been running this survey since 2025.

Power Analysis

Power analysis is usually a top priority. Due to the limited sample size resulting
from the number of participants from South Florida, this was determined by practical
constraints. In situations like this, sensitivity analysis is the correct approach.

Using G*Power, with a = .05 (two-tailed), a sample of 36 provides 80% power to
detect effects as minor as » = .40. The outcome of any research depends, to a reasonable
extent, on the adequacy of the sample from which data are gathered. Determining the
appropriate sample size is a common task for many organizational researchers.
Inappropriate, inadequate, or excessive sample sizes continue to impact the quality and
accuracy of research. It describes the procedures for calculating sample size for both
continuous and categorical variables using formulas referenced in.

Instrumentation and Operationalization of Constructs

In healthcare, "Leapfrog" refers to The Leapfrog Group, a national nonprofit
organization dedicated to improving the safety, quality, and affordability of U.S.
healthcare. Leapfrog's initiatives are centered on transparency and public reporting of

hospital data.
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The two main initiatives were the following:

o The Leapfrog Hospital Safety Grade: Assigns letter grades (A, B, C, D, or F)
to nearly 3,000 U.S. general hospitals based on their record of preventing
errors, injuries, accidents, and infections.

o The Leapfrog Hospital Survey: A voluntary annual survey where hospitals
report data on patient safety, quality, and resource use. This includes
information on areas like maternity care, infection rates, and high-risk surgical
procedures.

The group publicly reports data collected from hospitals and uses its platform to
encourage them to submit to the annual survey. The publicly available grades and survey
data give patients and large employers the tools to make informed decisions about where
to seek and purchase healthcare. By publicizing hospital performance, the Leapfrog
Group creates a market incentive for hospitals to improve patient safety. Health systems
can then use the survey results to benchmark their performance against that of their peers
and identify areas for improvement.

Leapfrog survey results are appropriate for the study on the link between patient
safety management structures and medical error outcomes, as they offer comprehensive,
expert-driven data covering structural, process, and outcome measures. The data provides
a large, independent sample from thousands of hospitals, allowing for benchmarking and
granular analysis at the facility level.

Reliability and validity statistics are not applicable to measures of this type. In the

present study, researchers focus on measures of errors and procedures. For errors, typical
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items include reports of the prevalence of “Dangerous object left in patient’s body" and
“MRSA Infection.” For procedures, the questions address whether “Doctors order
medications through a computer” and “Specially trained doctors care for ICU patients."
These do not measure attitudes, cognitions, or opinions about a specific construct (like
anxiety, self-efficacy).

Instead, they are factual reports. Importantly, reliability indicates how consistently
items relate to each other. Good reliability means that scale items strongly correlate,
confirming that each item contributes to measuring the construct. However, this is not
relevant for factual measures. First, at the end of each section of the LeapFrog Survey,
the hospital’s CEO or their designees completes an Affirmation of Accuracy, confirming
that the information submitted in that section is accurate. Second, Leapfrog’s Online
Hospital Survey Tool requires hospitals to “check for data review warnings” before they
can submit a Survey. This step ensures responses are checked for data entry errors and
inconsistencies. Third, the Leapfrog Group conducts thorough Data Verification of each
submitted response. Fourth, Leapfrog randomly selects hospitals to submit
documentation for verifying responses across various sections of the Survey monthly.
Hospitals must respond to these requests within 30 days. Finally, MetaStar, an
independent nonprofit organization with over 50 years of experience dedicated to
improving health and healthcare quality, conducts onsite safety reviews for selected

hospitals to assess the plausibility of survey responses.
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Operationalization

When examining the impact of patient safety-promoting management structures
on patient safety, clearly defining both variables is crucial for obtaining reliable and
comparable results. Here are operational definitions for "patient safety-promoting
management structures" and "medical error outcomes."

Operational definition: Patient safety-promoting management structures
(Independent variable) - The presence and implementation of organizational policies,
procedures, and leadership practices that aim to foster a safety culture, prevent errors, and
promote continuous learning from patient safety events.

Operational definition: Medical error outcomes (dependent variable) - The
frequency and severity of unintended patient injuries or adverse events resulting from
medical errors, leading to disability, extended hospitalization, or death.

In the context of the operational definitions provided, patient safety-promoting
management structures are typically measured rather than manipulated. Researchers
generally examine existing hospital environments and cannot randomly assign different
management structures to hospitals. Therefore, they evaluate the presence and
characteristics of these structures as they naturally occur within a given setting.

Outcomes related to medical errors are also measured, since they reflect the actual
effect or result being observed. Researchers have an ethical duty to prevent medical
errors.

For each variable, patient safety-promoting management structures and medical

error outcomes, the calculation of scores and their representation depend on the specific
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dimension being measured. Here are details for both variables, including an example item
for each measurable component.

Patient safety promoting management structures (Independent Variable) - This
variable is often represented by a composite score derived from several sub-measures,
such as those from a standardized patient safety survey. Individual survey items are
typically scored on a Likert scale, such as a 5-point scale from "Strongly disagree" to
"Strongly agree" or a 2-point scale from "Never" to "Always". Items that measure the
same underlying construction are grouped into a composite measure. The composite
score is usually calculated by averaging the scores of the individual items within that
group. An overall hospital score can be derived by averaging the scores of all composite
measures. For weighted scores, such as the Leapfrog Hospital Safety Grade, certain
measures may contribute more significantly to the final score.

Medical errors outcomes (Dependent Variable) - This variable can be measured in
several ways, often resulting in a rate or a composite score that quantifies patient harm.
Preventable Adverse Event Rate (using a Trigger Tool) was utilized. A random sample of
patient charts is selected for review. Reviewers systematically scan the charts for
"triggers" or clues that suggest an adverse event might have occurred, such as an order
for a reversal agent like Narcan or a documented patient fall. If a trigger is identified, the
reviewer conducts a more thorough investigation to determine if an adverse event
occurred and whether it was preventable. The rate is calculated as: Total preventable
adverse events found divided by total number of patient records reviewed multiplied by

100. The score represents the number of preventable adverse events per 1,000 hospital
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admissions or patient days. A decreasing rate over time indicates the success of harm
reduction initiatives.
Data Analysis Plan

When analyzing the relationship between patient safety-promoting management
structures and medical error outcomes.

SPSS version 30.0 was used for all analyses. As this is public data, they have been
cleaned and screened prior to release. Screening examined out-of-range values and the
normality of the measures.

For this study, Pearson’s correlation coefficient addresses the relationship
between each type of error and each of the patient safety promotion factors. The initial
analysis uses a single statistical test. Additional analyses, such as item-by-item
correlations, were performed. This adjustment is known as the Bonferroni correction. The
most common form is the Bonferroni adjustment, which modifies the criteria for rejecting
the null hypothesis. For example, with 120 tests, the threshold becomes a = .05/120,
which equals .00042.

This method reduces the risk of Type I errors. However, since there are only 57
hospitals in the dataset, this adjustment would greatly decrease the ability to detect
smaller effects. At 80% power (a Type II error rate of 0.20), using a = .00042 means that
only effects with » = .523 or higher can be detected. In contrast, with o = .05, effects with
r=.353 or larger would be detectable. This is a significant difference; effects greater than
.50 are considered very large. The effects of this size are usually obvious and likely

already known to the hospitals. An » = .35 is more modest and allows for identification of
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effects that might otherwise go unnoticed. For this reason, there was no Bonferroni
adjustment applied. There are no covariates or confounding variables proposed in the
research. Although many potential covariates or confounds exist, the current study is
limited to secondary data.

Correlations were evaluated using confidence intervals and probability values to
determine decisions regarding the null hypothesis.

In the study, p-values indicate the relationship between patient safety-promoting
management structures and medical errors in South Florida hospitals. Since the findings
are based on a series of correlation analyses, they were interpreted in terms of the
correlation coefficient (effect size) and p-values, with o = .05 serving as the threshold for
rejecting the null hypothesis.

Threats to Validity
External Validity

There is no threat to external validity in this study. However, the study's measures
may not fully capture patient safety-promoting management structures or medical errors.
For example, if procedures are only evaluated through policy documents without
verifying staff adherence, the findings might be incomplete. Similarly, if errors only
include easily documented incidents and not near-misses, the true relationship could be
overlooked. The study aims to make inferences about hospitals in South Florida. All
South Florida hospitals are included in the secondary dataset, except for those that didn't
provide data for certain questions. Since these are secondary data, any issues are noted as

limitations.
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Internal Validity

Like any correlational study, internal validity might not be as robust as in a true
experiment. Threats to the internal validity of a study on how management structures
relate to medical errors in South Florida hospitals include challenges in definitively
proving that management procedures caused any observed changes in error rates.
Changes over time in how medical errors are measured or reported could create a
misleading impression of a relationship. However, since hypothesis data are based on
factual public reports, there are no clear threats to construct or statistical conclusion
validity.

Ethical Procedures

Data for this study are publicly accessible at https://www.leapfroggroup.org/. No
restrictions are noted for this data. They are intended to guide consumers in selecting
hospitals and are freely available. Nonetheless, researchers should consider the ethical
implications of using this data. For example, acknowledging biases may reveal biases
introduced during the data collection process. Many researchers recognize their ethical
responsibility to disclose such limitations, thereby preventing the reinforcement of
societal inequalities and drawing misleading conclusions. In numerous studies,
transparency involves explicitly stating the source of public data and accurately citing it.
This practice enhances transparency and supports the reproducibility of results.

There are no human participants in this data set. The data are collected at the

hospital level, with hospitals self-identifying for transparency.



54

While facility names help organize and analyze data, all reported data are
anonymous and not published in this study. Nevertheless, this data is publicly accessible.

All data collection was voluntary with hospital administrators providing data to
Leapfrog for public release.

These are public data. They exist in perpetuity, so there is no need to limit access
or destroy data. The IRB from Walden University approved all protocols (IRB# 11-12-25-
0121816).

Summary

This study is a retrospective, nonexperimental, correlational analysis that uses
secondary data to examine the relationship between patient safety-promoting
management structures and the rate of medical errors in South Florida hospitals. The
research analyzes past events using pre-existing data. Instead of observing hospitals in
real-time, researchers review historical records over a specific period to identify patterns
and correlations. The study did not manipulate or intervene in the variables being studied.
Researchers observe the variables as they naturally occur within the hospital
environment. This is the only ethical approach, as it would be inappropriate and
potentially harmful to experimentally modify patient safety practices.

The primary aim was to determine whether a relationship or association exists
between the strength of management structures and the frequency of medical errors. It
cannot establish a direct cause-and-effect link, but it measures the strength and direction
of the statistical relationship between the two variables. Since the study relies solely on

de-identified or anonymized secondary data, there was no direct contact with or



collection of information from patients or staff (Kelly et al., 2024). This simplifies the
IRB process by classifying the research as exempt.

In summary, this study used historical data to statistically examine the
relationship between managerial actions related to patient safety and the occurrence of
medical errors. It offers a practical, cost-effective, and ethical approach to studying this

complex public health issue without impacting current patient care.

55
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Section 3: Presentation of the Results and Findings
Purpose of the Study

The purpose of this quantitative study was to explore the link between patient
safety-promoting management structures (IV) and medical errors (DV) in South Florida
hospitals. The research utilized existing secondary data to evaluate these connections.
Ultimately, it was designed to improve care and reduce medical errors in South Florida
hospitals. The review question for this study was to examine the relationship between
patient-safety-promoting management strategies and medical errors in South Florida
Hospitals, with the hypothesis that there was no relationship. Section 3 covers the details
of the secondary dataset, study results, and a summary of the findings.

Data Collection of Secondary Data Set

When using a secondary data set for analysis, the researcher does not engage in
primary data collection and therefore does not control the original recruitment or directly
observe response rates. Instead, the focus shifts to documenting the details of the original
existing data. These data are collected annually by LeapFrog. A major advantage of
secondary data analysis is that it enables researchers to examine events or trends over
long, extended periods that would be impossible to gather with primary methods. All
hospitals in the South Florida region participated, as patients widely use the LeapFrog
safety grade to determine where to seek healthcare services. The present study utilized
the Fall 2024 safety data.

For secondary data analysis, the original researcher did not handle recruitment.

Therefore, the current researcher's results section should acknowledge that recruitment
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and original response rates are characteristics of the original study, not the current
analysis. Hospitals are invited to participate in the LeapFrog survey; however,
participation is not required. The original study's response rate helps the secondary
researcher evaluate the quality and potential generalizability or bias of the dataset.

Finally, attention turns to recording the original study's details and evaluating
whether the existing data is suitable. No discrepancies existed in the secondary data.

Reporting the baseline descriptive and demographic characteristics of a sample is
crucial for helping readers understand the study population and evaluate
the generalizability (external validity) of the results. The sample consists of 57 hospitals
in South Florida. Since these are organizations rather than individuals, there are no
individual demographic characteristics available.

When using nonprobability sampling, the researcher must clearly explain how the
sample's makeup compares to the broader population of interest to assess external
validity. The main method to determine the sample's representativeness is to compare its
key demographic characteristics with known population parameters. However, in this
study, data were collected from all hospitals in South Florida that submitted data for the
survey. Since nonprobability samples are unlikely to perfectly reflect the population, their
external validity is usually limited.

The dataset included only the hospital name and the grades for each item.
LeapFrog provided no additional variables. For this reason, the model has no covariates.

These data represent South Florida hospitals that completed the safety measures.

It is not clear how well this represents all hospitals in South Florida (e.g., those with more
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errors may be less likely to complete the measures) or hospitals outside South Florida
(e.g., regional differences in hospital protocols may exist).
Results

Descriptive Statistics

These data encompass 57 hospitals in South Florida. No additional descriptive
statistics are available.
Statistical Assumptions

The primary analyses employ Pearson’s correlation coefficient, which relies on
assumptions of normality and linearity of variables (Field, 2018). Figures 1 and 2 indicate
that the errors variable were nearly perfectly normally distributed, whereas the
procedures variable exhibited a slight negative skew. Despite this skewness, having a
sample size greater than 50 permits relaxing the normality assumption. Figure 3 confirms

a linear relationship between the two variables.
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Figure 3

Scatterplot of Errors and Procedures
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Statistical Analysis and Findings

Using a Pearson’s correlation test, I analyzed the research question, What is the
relationship between patient safety-promoting management structures and medical errors
in South Florida hospitals? The overall relationship between Patient Safety-promoting
Management Structures and Medical Error outcomes in South Florida hospitals was not
significant, 7(56) = -.148, p = .276, 95% CI [-.396, .119]. As the p-value exceeded a =
.05, the decision is to fail to reject the null hypothesis.

Turning to the item-by-item analyses, there were statistically significant
relationships between reductions in blood infections, urinary tract infections, infections
after colon surgery falls leading to a broken hip, and blood leakage and safety procedures.
For each of these errors, there were at least two statistically significant relationships with

procedures. This suggests that these types of errors may be reduced by various
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procedures. This suggests that current safety procedures are effective for reducing these
errors.

There were a handful of relationships between more errors and procedures,
however there were only seven of these relationships. With 216 pairwise correlations
tested and a = .05, there will be roughly 10 or 11 false positive findings. This suggests
that readers should use caution in drawing conclusions based on this smattering of odd
results.

Confidence Intervals Around the Statistics

Table 1 presents item-by-item correlations between each error and procedure.
Some errors appeared to be linked to different procedures. Notably, reductions in surgical
site infections were associated with doctors ordering medications via computer, safe
medication administration, specially trained ICU doctors, effective leadership, teamwork
among staff, handwashing, nurse communication, and staff responsiveness. Urinary tract
infections decreased with doctors ordering meds via the computer, safe medication
practices, specially trained ICU doctors, and handwashing. Blood infections were
lowered through effective leadership, teamwork, nursing communication, medication
communication, and discharge communication. Additionally, fewer hip fractures were
associated with doctors ordering meds on the computer, safe medication practices,
specially trained ICU doctors, handwashing, nurse communication, doctor

communication, staff responsiveness, and medication communication.



Table 1

Item-by-Item Correlations

Error Procedure r p  95%CILL 95%CIUL
Patient falls and injuries Doctors order meds through a computer .000 101 -.457 .044
Patient falls and injuries Safe medication administration -.190 .160 -.432 076
Patient falls and injuries Specially trained doctors for ICU patients -.240 .081 =477 .030
Patient falls and injuries Effective leadership to prevent errors -.018 .899 -.295 261
Patient falls and injuries Staff work together to prevent errors 053 713 -.228 327
Patient falls and injuries Nursing and bedside care for patients -.085 556 -.355 198
Patient falls and injuries Handwashing -.194 151 -.435 072
Patient falls and injuries Communication with nurses -.187 172 -.431 .082
Patient falls and injuries Communication with doctors -.045 744 -.307 223
Patient falls and injuries Responsiveness of hospital staff -.175 203 -.420 .095
Patient falls and injuries Communication about medicines -.182 184 =427 .088
Patient falls and injuries Communication about discharge -.012 929 -.279 256
Infection in the blood Doctors order meds through a computer -.138 348 -.407 152
Infection in the blood Safe medication administration -.091 539 -.366 198
Infection in the blood Specially trained doctors for ICU patients -.118 425 -.389 172
Infection in the blood Effective leadership to prevent errors -.355 .020* -.592 -.061
Infection in the blood Staff work together to prevent errors -.340 .026%* -.581 -.044
Infection in the blood Nursing and Bedside Care for Patients .001 994 -.299 301
Infection in the blood Handwashing -.232 112 -.485 055
Infection in the blood Communication with nurses -.313 .032* -.551 -.029
Infection in the blood Communication with doctors -.081 .589 -.360 211
Infection in the blood Responsiveness of hospital staff -.147 323 -417 146
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Error Procedure r p 95%CILL 95%CIUL
Infection in the blood Communication about medicines -.299 041%* -.540 -.013
Infection in the blood Communication about discharge -.347 018%* -.579 -.064
Infection in the urinary tract Doctors order meds through a computer -.378 .007** -.596 -.108
Infection in the urinary tract Safe medication administration -.357 O12%* -.580 -.084
Infection in the urinary tract Specially trained doctors for ICU patients -.351 013%* -.576 -.078
Infection in the urinary tract Effective leadership to prevent errors -.178 254 -.454 129
Infection in the urinary tract Staff work together to prevent errors -.137 381 -.420 170
Infection in the urinary tract Nursing and bedside care for patients 315 .040* 016 562
Infection in the urinary tract Handwashing -.390 .006** -.605 -.122
Infection in the urinary tract Communication with nurses
Infection in the urinary tract Communication with doctors
Infection in the urinary tract Responsiveness of hospital staff
Infection in the urinary tract Communication about medicines
Infection in the urinary tract Communication about discharge
Infection after colon surgery Doctors order meds through a computer -.461 .002%* -.669 -.187
Infection after colon surgery Safe medication administration -.468 .002%* -.673 -.195
Infection after colon surgery Specially trained doctors for ICU patients -.449 .003** -.660 -.172
Infection after colon surgery Effective leadership to prevent errors =551 <.001%** -.740 -.281
Infection after colon surgery Staff work together to prevent errors =554 <.001%*** -.742 -.285
Infection after colon surgery Nursing and bedside care for patient 135 418 -.193 436
Infection after colon surgery Handwashing =566 <.001*** -.740 -.320
Infection after colon surgery Communication with nurses =311 .042% -.559 -.012
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Error Procedure r p 95%CILL 95%CIUL
Infection after colon surgery Communication with doctors -.152 330 -433 155
Infection after colon surgery Responsiveness of hospital staff -.402 .008** -.627 -.116
Infection after colon surgery Communication about medicines -.221 154 -.489 .085
Infection after colon surgery Communication about discharge -.203 .196 -478 107
MRSA infection Doctors order meds through computer .043 770 -.244 323
MRSA infection Safe medication administration -.022 .881 -.304 264
MRSA infection Specially trained doctors for ICU patients 077 .605 -.215 357
MRSA infection Effective leadership to prevent errors 075 631 -.230 367
MRSA infection Staff work together to prevent errors 138 378 -.170 421
MRSA infection Nursing and bedside care for patients 208 .180 -.098 479
MRSA infection Handwashing .088 554 -.202 363
MRSA infection Communication with nurses -.184 211 -.445 .106
MRSA infection Communication with doctors .043 172 -.244 323
MRSA infection Responsiveness of hospital staff -.099 502 -.373 .190
MRSA infection Communication about medicines -.225 125 -478 .063
MRSA infection Communication about discharge -.136 362 -.407 157
C. diff. infection Doctors order meds through a computer -.129 353 -.383 144
C. diff. infection Safe medication administration -.156 259 -.407 116
C. diff. infection Specially trained doctors for ICU patients -.127 368 -.387 151
C. diff. infection Effective leadership to prevent errors -.195 183 -.454 .094
C. diff. infection Staff work together to prevent errors -.143 332 -411 147
C. diff. infection Nursing and bedside care for patients 260 .075 -.026 506
C. diff. infection Handwashing -.161 245 -411 12
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Error Procedure r p 95%CILL 95%CIUL
C. diff. infection Communication with nurses 024 .863 -.248 293
C. diff. infection Communication with doctors .186 183 -.089 434
C. diff. infection Responsiveness of hospital staff .083 555 -.192 345
C. diff. infection Communication about medicines -.065 .644 -.330 209
C. diff. infection Communication about discharge 253 .070 -.021 492
Death - treatable complications  Doctors order meds through a computer 106 509 -.208 401
Death - treatable complications ~ Safe medication administration 124 441 -.191 416
Death - treatable complications  Specially trained doctors for ICU patients 195 235 -.129 481
Death - treatable complications  Effective leadership to prevent errors 015 931 =311 337
Death - treatable complications  Staff work together to prevent errors -.069 .686 -.384 261
Death - treatable complications ~ Nursing and bedside care for patients 348 .035 027 .604
Death - treatable complications =~ Handwashing .066 .682 -.247 366
Death - treatable complications =~ Communication with nurses .038 813 -.273 342
Death - treatable complications =~ Communication with doctors -.262 .098 -.527 .049
Death - treatable complications ~ Responsiveness of hospital staff -.119 458 -412 196
Death - treatable complications =~ Communication about medicines 228 152 -.086 500
Death - treatable complications =~ Communication about discharge -.049 764 -.355 267
Harmful events Doctors order meds through a computer 152 265 -.116 399
Harmful events Safe medication administration 154 258 -.114 400
Harmful events Specially trained doctors for ICU patients 170 220 -.103 418
Harmful events Effective leadership to prevent errors .003 985 -.276 281
Harmful events Staff work together to prevent errors -.081 578 -.351 202
Harmful events Nursing and bedside care for patients 495 <.001%** 251 .680
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Error Procedure r p 95%CILL 95%CIUL
Harmful events Handwashing 119 .383 -.149 370
Harmful events Communication with nurses 168 219 -.101 415
Harmful events Communication with doctors 114 407 -.156 368
Harmful events Responsiveness of hospital staff 021 .876 -.245 285
Harmful events Communication about medicines 181 186 -.089 426
Harmful events Communication about discharge 257 .061 -.012 491
Dangerous bed sores Doctors order meds through a computer 054 .691 =212 313
Dangerous bed sores Safe medication administration .093 496 -.174 347
Dangerous bed sores Specially trained doctors for ICU patients 076 .586 -.196 337
Dangerous bed sores Effective leadership to prevent errors .005 975 -.274 283
Dangerous bed sores Staff work together to prevent errors -.028 .849 -.304 253
Dangerous bed sores Nursing and bedside care for patients 204 154 -.078 457
Dangerous bed sores Handwashing .045 743 -.221 304
Dangerous bed sores Communication with nurses 161 240 -.109 409
Dangerous bed sores Communication with doctors 170 214 -.100 417
Dangerous bed sores Responsiveness of hospital staff 175 201 -.094 421
Dangerous bed sores Communication about medicines 076 581 -.193 335
Dangerous bed sores Communication about discharge 201 146 -.071 445
Collapsed lung Doctors order meds through a computer -.120 377 -.372 147
Collapsed lung Safe medication administration -.173 203 -417 .094
Collapsed lung Specially trained doctors for ICU patients -.034 .808 -.299 236
Collapsed lung Effective leadership to prevent errors 011 941 -.268 288
Collapsed lung Staff work together to prevent errors -.082 571 -.352 201
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Error Procedure r p 95%CILL 95%CIUL
Collapsed lung Nursing and bedside care for patients 277 051 -.001 516
Collapsed lung Handwashing -.144 290 -.392 124
Collapsed lung Communication with nurses 193 159 -.076 436
Collapsed lung Communication with doctors -.018 .898 -.282 249
Collapsed lung Responsiveness of hospital staff 074 591 -.195 333
Collapsed lung Communication about medicines 225 .099 -.043 463
Collapsed lung Communication about discharge 192 165 -.080 437
Falls causing broken hips Doctors order meds through a computer -.370 005%* -.577 -.119
Falls causing broken hips Safe medication administration -.364 .006** =572 -.112
Falls causing broken hips Specially trained doctors for ICU patients -.397 .003** -.601 -.145
Falls causing broken hips Effective leadership to prevent errors 108 457 -.176 375
Falls causing broken hips Staff work together to prevent errors 072 .619 -.210 344
Falls causing broken hips Nursing and bedside care for patients =211 142 -.462 072
Falls causing broken hips Handwashing -.336 O11%* -.550 -.080
Falls causing broken hips Communication with nurses -.309 .022% -.530 -.047
Falls causing broken hips Communication with doctors -.393 .003** -.596 -.142
Falls causing broken hips Responsiveness of hospital staff -.338 012%* -.554 -.080
Falls causing broken hips Communication about medicines -.287 .034%* -.513 -.023
Falls causing broken hips Communication about discharge -.079 571 -.340 193
Blood leakage Doctors order meds through a computer -.019 .890 -.280 245
Blood leakage Safe medication administration -.023 .865 -.284 241
Blood leakage Specially trained doctors for ICU patients -.037 793 -.301 233
Blood leakage Effective leadership to prevent errors -.339 .016* -.564 -.067
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Error Procedure r p 95%CILL 95%CIUL
Blood leakage Staff work together to prevent errors -.304 .032* -.537 -.028
Blood leakage Nursing and bedside care for patients 193 179 -.090 447
Blood leakage Handwashing -.102 456 -.355 .166
Blood leakage Communication with nurses 193 157 -.076 436
Blood leakage Communication with doctors 340 011 .082 555
Blood leakage Responsiveness of hospital staff 239 .078 -.028 475
Blood leakage Communication about medicines -.339 016 -.564 -.067
Blood leakage Communication about discharge -.304 .032 -.537 -.028
Kidney injury Doctors order meds through a computer 065 .660 -.223 343
Kidney injury Safe medication administration .023 878 -.263 305
Kidney injury Specially trained doctors for ICU patients 128 398 -.169 403
Kidney injury Effective leadership to prevent errors 128 409 -.176 409
Kidney injury Staff work together to prevent errors 102 512 -.201 387
Kidney injury Nursing and bedside care for patients 290 .057 -.008 .540
Kidney injury Handwashing .095 521 -.194 369
Kidney injury Communication with nurses 078 .603 -214 357
Kidney injury Communication with doctors 075 618 =217 354
Kidney injury Responsiveness of hospital staff -.084 574 -.363 208
Kidney injury Communication about medicines 153 304 -.140 422
Kidney injury Communication about discharge .055 714 -.239 340
Serious breathing problem Doctors order meds through a computer .042 775 -.242 319
Serious breathing problem Safe medication administration 011 939 =271 292
Serious breathing problem Specially trained doctors for ICU patients 024 872 -.265 309
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Error Procedure r p 95%CILL 95%CIUL
Serious breathing problem Effective leadership to prevent errors -.046 765 -.335 251
Serious breathing problem Staff work together to prevent errors -.124 419 -.403 176
Serious breathing problem Nursing and bedside care for patients 182 232 -.118 451
Serious breathing problem Handwashing -.011 942 -.291 271
Serious breathing problem Communication with nurses 036 .806 -.250 317
Serious breathing problem Communication with doctors -.196 182 -.455 .094
Serious breathing problem Responsiveness of hospital staff -.193 .188 -453 .096
Serious breathing problem Communication about medicines 149 313 -.142 415
Serious breathing problem Communication about discharge 077 .606 -.215 357
Dangerous blood clot Doctors order meds through a computer .024 .862 -.241 285
Dangerous blood clot Safe medication administration -.028 .836 -.289 236
Dangerous blood clot Specially trained doctors for ICU patients .092 507 -.180 351
Dangerous blood clot Effective leadership to prevent errors .098 497 -.185 367
Dangerous blood clot Staff work together to prevent errors 013 930 -.266 290
Dangerous blood clot Nursing and bedside care for patients 608  <.001%** 397 758
Dangerous blood clot Handwashing 021 877 -.243 283
Dangerous blood clot Communication with nurses 062 .652 -.207 322
Dangerous blood clot Communication with doctors -.058 .675 -.318 211
Dangerous blood clot Responsiveness of hospital staff -.126 .360 -.379 144
Dangerous blood clot Communication about medicines 129 346 -.141 382
Dangerous blood clot Communication about discharge 220 110 -.051 460
Sepsis infection Doctors order meds through a computer -.061 .675 -.337 224
Sepsis infection Safe medication administration -.067 .647 -.342 218
Sepsis infection Specially trained doctors for ICU patients -.124 407 -.397 169
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Error Procedure r p 95%CILL 95%CIUL
Sepsis infection Effective leadership to prevent errors .094 541 -.206 377
Sepsis infection Staff work together to prevent errors 058 704 -.239 346
Sepsis infection Nursing and bedside care for patients 012 935 -.282 305
Sepsis infection Handwashing -.039 .790 -.317 245
Sepsis infection Communication with nurses -.253 .083 -.501 .033
Sepsis infection Communication with doctors -.207 158 -.464 .082
Sepsis infection Responsiveness of hospital staff -.373 .009** -.594 -.100
Sepsis infection Communication about medicines -.145 326 -412 145
Sepsis infection Communication about discharge -.130 385 -.402 164
Surgical wound splits open Doctors order meds through a computer 189 176 -.086 437
Surgical wound splits open Safe medication administration .186 .183 -.089 434
Surgical wound splits open Specially trained doctors for ICU patients 138 335 -.143 398
Surgical wound splits open Effective leadership to prevent errors -.110 464 -.385 183
Surgical wound splits open Staff work together to prevent errors -.102 496 -.378 191
Surgical wound splits open Nursing and bedside care for patients -.149 316 -419 144
Surgical wound splits open Handwashing 152 277 -.123 406
Surgical wound splits open Communication with nurses -.006 .965 -.279 267
Surgical wound splits open Communication with doctors .050 726 -.226 318
Surgical wound splits open Responsiveness of hospital staff .166 241 -112 419
Surgical wound splits open Communication about medicines -.011 939 -.283 263
Surgical wound splits open Communication about discharge -.101 480 -.367 179
Cuts and tears Doctors order meds through a computer 101 457 -.166 355
Cuts and tears Safe medication administration 144 289 -.123 392
Cuts and tears Specially trained doctors for ICU patients 101 467 -.171 359
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Error Procedure r p 95%CILL 95%CIUL
Cuts and tears Effective leadership to prevent errors -.062 .670 -.334 220
Cuts and tears Staff work together to prevent errors -.046 753 -.320 236
Cuts and tears Nursing and bedside care for patients 143 323 -.141 405
Cuts and tears Handwashing .086 529 -.181 341
Cuts and tears Communication with nurses 254 .061 -.012 487
Cuts and tears Communication with doctors 329 .014* .070 547
Cuts and tears Responsiveness of hospital staff 297 .028* .034 521
Cuts and tears Communication about medicines 268 .048* .003 498
Cuts and tears Communication about discharge 144 298 -.128 397

IL



72

Summary

Research demonstrates a strong, positive association between management
structures that emphasize patient safety and a decrease in medical errors and adverse
events across hospitals in the United States, including Florida. Evidence suggests that
certain management practices are connected to fewer errors. Cultivating a positive patient
safety culture greatly helps reduce medical errors and increase healthcare staff
productivity. Moreover, understanding staff perceptions of the safety culture and key
safety elements is a crucial initial step toward enhancing care quality and patient safety.

Results indicated that the answer to the research question was that there was no
relationship between Patient Safety-promoting Management Structures and Medical Error
outcomes in South Florida hospitals. When reporting that a study found no relationship
between patient safety-promoting management structures and medical error outcomes in
South Florida hospitals, the focus shifts from explaining an effect to discussing the
implications of the null finding (Bhandari, 2023). The primary result was a rejection of
the hypothesis that a relationship exists. The data showed no statistically significant
association between the specific management structures and the frequency or outcomes
of medical errors in the sampled South Florida hospitals. The null finding is significant
and highlights the need for future, higher-quality, longitudinal studies to confirm this
result and explore confounding variables that might affect the relationship in this region.

The results indicate that having safety management structures alone might not be
enough. Errors often stem from complex system or process failures, which calls for a

comprehensive approach to improvement rather than just focusing on management style.
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Section 4: Application to Professional Practice and Implications for Social Change

The present study examined the relationship between patient safety-promoting
management structures and medical errors in South Florida hospitals. Hospitals are
complex organizations, and changes can be unpredictable. Many errors result from
system or process failures, not just specific management structures, requiring a whole-
system approach to improvement (Azyabi et al., 2022).

The key findings were that the overall relationship between Patient Safety-
promoting Management Structures and Medical Error outcomes in South Florida
hospitals was not statistically significant.

Interpretation of the Findings

Medical errors are rarely due to a single individual's mistake (Singh et al., 2025).
Instead, they often stem from a complex interaction of factors within the healthcare
system (Rodziewicz & Hipskind, 2024). Hospitals that have strong, transparent, and
supportive management systems tend to experience lower rates of medical errors and
adverse events (Alabdullah & Karwowski, 2024). Implementing effective error reporting
systems, paired with a culture that promotes learning from mistakes, is crucial for
recognizing and addressing potential risks (Rodziewicz & Hipskind, 2024).

This study uses the Donabedian model for assessing the quality of healthcare
(Donabedian, 1972). This model proposes that quality can be evaluated by examining
three categories: Structure, Process, and Outcomes (Donabedian, 1972). However, the

results of the present study found no overall statistically significant relationship between
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management structures and processes (infrastructure and procedures) and outcomes
(errors).

While much of the existing literature finds that a strong patient safety culture
generally leads to better outcomes (e.g., Ahsani-Estahbanati et al., 2022), this study's
results indicate that, in South Florida hospitals, the connection between management
structures and medical error outcomes was not apparent. Within the broader health
system context, this involves a set of organized activities that address cultures, processes,
procedures, behavior, technologies, and environments consistently lower risks, reduce
avoidable harm, reduce errors, and reduce the impact of harm that does occur (Alabdullah
& Karwowski, 2024).

Limitations of the Study

The most important limitation is generalizability. Since the study was conducted
in South Florida hospitals, it is not appropriate to apply these results to other geographic
regions. Another concern is the sample size. Although the study included all South
Florida hospitals that submitted to Leapfrog in 2024, the total of 57 hospitals poses
challenges for statistically detecting significant effects. With a sample of 57, G*Power
shows that at an alpha level of .05 (two-tailed), there is 80% power to identify
correlations as small as r = .36. While this would be considered a small to medium effect
statistically, even small reductions in errors are likely to offer benefits. A larger sample
would provide more accurate estimates of effect sizes and support discussion of the

practical advantages of the approaches.
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Another primary limitation of this study was the reliance on self-reported error
data, which can introduce bias. Recognizing this as a key limitation is important for
maintaining transparency and credibility in research. This bias may include
underreporting or social desirability bias, as individuals might be less willing to honestly
report mistakes they made or witnessed out of fear of repercussions. Importantly, this
limitation significantly impacts the study's internal validity, the degree to which the
findings are trustworthy, and the reliability of the reported medical error outcomes.

Recommendations

When suggesting avenues for further research, it is important to base those
recommendations on the specific strengths and limitations of the current study and to cite
relevant literature. According to Chance et al., 2024, this method shows a strong
understanding of the research field and offers a clear, practical direction for future work.

Initially, these medical errors and failures result in substantial healthcare resource
losses, costing the U.S. approximately USD 19 billion each year due to hospital
overstays, unnecessary work absences, and legal expenses (Ahsani-Estahbanati et al.,
2022). Consequently, investing in patient safety is essential for healthcare quality.
Policymakers can trust that the financial gains from improving patient safety significantly
exceed the costs (Azyabi et al., 2022).

Second, future studies could expand the sample to include other areas, ideally
using the entire LeapFrog dataset to analyze all participating U.S. hospitals. Research has
shown that U.S. healthcare institutions lack many of the innovations needed to eliminate

common risks (Azyabi et al., 2022). A future study could include both subjective and
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objective patient safety indicators. A longitudinal study design, including more healthcare
professionals and practitioners, would be beneficial to increase data reliability.

Third, provide guidance for healthcare administrators aiming to improve patient
safety by focusing on the perceptions of medical and nonmedical staff. A suggestion for
future research is to develop education and training programs for medical and non-
medical staff, collect and statistically analyze error data, and redesign systems to improve
patient safety culture.

Finally, developing partnerships with all stakeholders can lead to improvements
in the underreporting of errors even in supposedly positive safety settings. This approach
helps build a culture of safety in which all members feel empowered to report incidents
without fear of blame, a primary barrier to honest reporting in traditional "name and
blame" cultures (Aires-Moreno et al., 2025).

Implications for Professional Practice and Social Change

Study results can inform medical practice by identifying procedures that are
associated with or free from medical errors. Ideally, this allows for fine-tuning
procedures to enhance patient safety by reducing errors. The goal of patient safety
research is to provide actionable evidence that leads to adjustments in clinical procedures
and management practices, thereby reducing medical errors and improving patient safety
outcomes. The results help shift medical practice from relying on assumptions to using
evidence-based procedures. By determining which procedures or structures are effective
and which are not, hospital leadership can allocate resources more efficiently and focus

efforts where they will have the greatest impact. Regarding implications for positive



77

social change, the present study may contribute to building a body of research focused on
several important issues. For example, future work might better highlight how specific
procedures might affect errors. Additionally, the present work, when combined with data
from other, less ethnically diverse areas, may highlight health care disparities among
ethnic groups.

The findings support ongoing quality improvement cycles in healthcare systems.
A null finding, such as the absence of a relationship between specific management
structures and errors, is just as valuable as a positive one because it indicates that the
current approach is ineffective and underscores the need for a different strategy or a more
in-depth investigation into systemic issues. These findings can directly influence hospital
policies, staff training programs, and accreditation standards. Additionally, identifying
specific communication protocols that effectively reduce medical errors enables their
formalization and implementation across healthcare institutions.

In essence, research provides the necessary data to make informed decisions,
ensuring that the efforts to improve patient safety are targeted, effective, and sustainable.

The study's most significant contribution will be an empirical investigation of
procedures and outcomes specific to hospitals in South Florida.

To describe how research can promote positive social change, it is important to
identify the relevant level of influence, be it individual, institutional, community, or
societal, and explain how the findings can lead to beneficial changes at that level. By
refining procedures, the research directly improves patient safety. For healthcare workers,

enhancing reporting systems through stakeholder collaborations can reduce burnout and
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moral distress caused by making mistakes in a punitive setting, creating a fairer and more
supportive work environment. The findings can guide evidence-based policy updates in
South Florida hospitals. By pinpointing which procedures are linked to errors and which
are not, hospital leaders can better tailor training, resource distribution, and quality
improvement efforts. Implementing non-punitive reporting systems through stakeholder
partnerships fosters a culture of transparency and ongoing learning, which ultimately
boosts the organization's effectiveness and reputation. This approach can lead to better
application of medical safety protocols. Moreover, the findings may motivate hospitals to
track procedure use more diligently, ensuring adherence and determining if adjustments
are necessary.

Thus, the ultimate goals are to inform broader health policy and inspire systemic
change. Healthcare leadership must oversee and cultivate safety cultures, involve patients
and caregivers in co-designing and co-producing care, ensure the safety of the healthcare
workforce, and foster a learning health system that shares its successes and challenges to

support ongoing improvements in patient safety.
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