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Research Report: Paramountcy of Patient Safety in Hospitals, Caring for Vulnerable Individuals
Introduction
Perceptions of patient's safety have decreased significantly from 2022-2024, 51% of hospital patients claimed they had enough support to recover and manage their conditions, however that dropped to 46% in 2024. (Imperial.ac.uk, 2018). High quality care is reliant on maintaining the health and wellbeing of patients, but pressures of complex modern medicine open windows to neglect and mistreatment. Most errors made in NHS services are organisation -wide flaws rather than individual faults, only 71% of service providers in 2024 believe their organisation would act on patient safety concerns. 
In this report I am going to explain the impact on patient safety errors on organisations, staff or service users and evaluate relevant sources which compliment my argument. I am going to define quantitative, qualitative, and mixed methods of research, then discuss the difference between primary and secondary data collection. Even good intentioned practitioners can be prevented by giving the highest quality of care if the system around them is flawed. 
Selection of a research topic
Patient safety is preventing harm to service users when they are receiving care, safeguarding is paramount in healthcare especially when caring for vulnerable individuals. Neglecting the safety of clients decreases trust in health services, patients (being at the centre of care), are ordinarily the most effected by errors in care provision and must deal with the overall consequences of medication errors, surgical faults and lacking professional competence. Staff are also affected by being responsible for service users care, they may receive abuse following patient safeguarding incidents regardless of if they were responsible or not; causing burnout, reduce wellbeing, decrease quality of patient care. 
Organisations must ensure that the correct policies are put in place to reduce safeguarding concerns, they must process concerns effectively to resolve issues and prevent those issues from reoccurring, trust in services is tarnished when there is a lack of accountability, organisations like the National Health Service find themselves under scrutiny due to limited access to primary, mental and routine secondary care, their long waiting lists because of their limited staff leave a lot of patients requesting care left to battle a lengthy waiting list. 
Patient safety is an interesting topic because everyone who has needed health or social care services has their own story to tell, I believe it is important to highlight blemishes in care that directly affects people's wellbeing to advocate for those who have had bad experiences and are unable to express them.

Evaluating Information Sources:
Practical patient safety by John Reynard, is an article and its research goes as far back as 1990 which is where they believe the scale of error in healthcare began to increase. The article uses healthcare records worldwide to demonstrate how many lives have been lost because of substandard care, the writer explains the organisational impacts of clinical errors such as financial strain, extra bed days. The article horrifyingly highlights how a significant number of deaths that are cause in hospitals are preventable, the writer speaks out to its audience telling practitioners that they have a choice either to deny that healthcare has a problem or ignore it “in vain”. (Reynard, 2026)
You could argue that errors in healthcare began far before 1980, unlike what this article claims, however the differing attitudes toward healthcare before 1980 made it seem like the decline came out of nowhere but it was simply based on the technology available, adverse views and less knowledge on healthcare at the time. For example, a smoking ban in enclosed/ substantially enclosed public areas only came into force in 2007.
How does communication affect patient safety? Jeremy Howick this study is a systematic review of randomised and non-randomised data, this article reflects on the effect of communication and patient safety. It defines patient safety, communication and the difference between medication errors, diagnostic errors and surgical errors as subcategories of patient safety incidents. (Howick et al., 2024) The article relates to my subjective because it provides a clear structure of well organised research report, it is detailed and intentionally written.
Exploring the impact of employee engagement and patient safety, Grace Scott it demonstates the links between healthy patient – practitioner relationships, how it improves patient outcomes, increases trust and positively engages both parties. The article shows how an organisations neglect of their employees can cause them to “disassociate from care”, it expresses how a services willingness to improve working conditions and increase resources will allows service providers to prioritise patient safety. (Scott et al., 2022)



Research Methodologies:
Quantitative research is collecting and analysing numerical data to describe or predict variables, the goal of this research method is to use statistics to test a hypothesis, to test its credibility. 
Quantitative research must be unbiased, it begins with a prediction, and tools such as surveys, polls or trials are used to identify patterns and trends across large groups of individuals, the results are expressed in numbers/values.
To implement this into practice, the research question could be: “does the use of electronic barcode scanners reduce errors in the administration of medication by more than 15% over 12 months?”. To start this research method, you must identify the different variables; the independent variable being the barcode scanner and the dependant variable being the number of errors.
You then need to collect the data; you would need to find the digital logs of the past medication records from the hospitals database (a fixed value such as 10,000) then compare the error rate before and after the barcode scanner was introduced. If the error rate were 4% but after the implementation of the device it dropped to 1.5%, you would have to test that difference to see if it is influenced by statistics or coincidence.
Qualitative research is used on more complex topics to understand why or how, this forms of research is highly descriptive and opposed to quantitative research, it focuses on the individual's perspective/opinion. Sample sizes are significantly smaller, researchers will take smaller groups of individuals and discuss their experience in great depth with tools such as open-ended interviews, focus groups and observation. (Office for Health Improvement and Disparities, 2018)
To apply this to practice, the research question would be, “how do staff feel about the new reporting software?”, rather than using numerical data, the researcher notes key themes of the conversations, a surgeon may say “I'm scared to be truthful on the software because I think I will be penalised”, another staff member may express “it's too complex to use during a hectic shift”. The researcher will then find the theme, which in this case may be a “Fear of retaliation or confrontation,” this tells the hospital that there are problems within the workplace that do not include the software. 
Mixed methods research combines both, with this method you can compare numerical data to human opinion; by integrating both you can get a fuller understanding of all aspects of the argument the balance of the research methods offsets weaknesses.
For my future study I will use mixed method research to obtain the highest level of understanding on my topic, patient safety cannot just be expressed in values, you must strengthen it with the stories of those who have worked with the NHS and those who have used their services.
Data Collection:
Primary data is information that the researcher collects which is made particularly for their research project, this data is collected with surveys, interviews, or experiment however it is an expensive, prolonged process. Secondary data is pre-existing evidence which could be in the form of an article, journal, census data or hospital records, secondary data is accessible to anyone, minimal costs and allows you to see how ideas and perspectives have changed over time. However, staying vigilant is important so you are not using outdated research, using information which is no longer relevant can taint the credibility of your report. 
I will mostly use secondary data as it is the easiest to access and find a multitude of sources in a short period of time, however it is not always certain that the sources I find are based on science –based evidence so I will thoroughly check their credibility using tools such as the CRAAP test.
Conclusion:
This report explores the complexity of patient safety; there has been a decline in how service users view the National Health Service which are mostly because of increasing pressures and failings of whole organisations rather than the employees themselves. These clinical errors do not just affect patients through harm, worsened outcomes and lessened trust but they also have long term impacts on their employees which if left without intervention, will eventually fall apart.
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