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Introduction to patient Safety
Patient safety is a structured activity, system and behaviour put in place to reduce errors and minimise the risk that can occur during care delivery. The World Health Organisation (WHO, 2019) emphasized that unsafe care practice is a major concern globally with 134 million harmful events taking place every year in low- and middle-income countries, leading to 2.6 million deaths. This medical concern calls for strong functioning safety methods and culture within health care practice.
Furthermore, effective patient care demands clear communication, reliable and competent clinic assessment, accurate documentation and proper hand overs and continuous improvement. Vicent (2023) highlighted that patient safety is not only about caring for patients but about creating safer methods, improving teamwork and establishing a system where staff can recognize and learn from the risks. 
Basically, by incorporating the patient safety rules into everyday patient care, medical professionals and the organisations can reduce the harm, mostly avoidable harm, patient encounter in healthcare facilities globally.
Patient Safety
Patient safety is the prevention of harm that can manifest during care giving. It promotes the avoidance, prevention and minimisation of harm and injuries in health and social care settings. Report from the Department of Health and Social care states that out of   600million patient, around 3,000 (1 in 200) are in a safety investigation Department of Health and Social care (2025). The World Health Organization (2023) states that patient safety focuses on preventing mistakes and avoiding harm associated with healthcare, 1 in 10 patients globally go through preventable harm while receiving care. 
In health and social care, both patients, staff and the organisation are exposed to harm and damages. NHS reports show that patient's safety could save 1,000 lives and 100million pounds each year NHS (2025). This shows how important it is to promotes safety and how safety failure can impact the patients and the organisation’s reputation.
This topic is highly valuable because patient safety is the core foundation of safe and quality care. The safety issues such as maternal and neonatal deaths, have real impacts for patients, expressing the need for a stronger and safer systems and practice across the NHS. The Royal collage of nursing highlighted the influence of work force capacity, skill development on the safety of patient in a care setting.
I chose this topic because patient safety is the core value of nursing and it aligns closely with my future role as an adult nurse. Nursing entails preventing harm, promoting high quality care, maintain patient dignity, giving compassionate care and making sure patients have the best possible experience while receiving care. Nurses most time are the first to identify deterioration in a patient, escalate concern and take appropriate measures to maintain safety. Researching and studying patients' safety has helped my understanding of how errors can occur and the necessary measures to put in place to prevent errors in nursing.
The three sources
The first source is World Health Organisation WHO (2023) that describes patient safety as an organized activity that create room for cultures, processes, and behaviours in healthcare to steadily lower risk and reduce avoidable harm. It stipulates that about 1 in 10 patients in high-income countries is harmed while receiving treatment in the hospital, with roughly 50% of these incidents are preventable.
Why is it useful: This report shows the global viewpoints and formalized definitions that classified the most common sources of harm such as medication errors, diagnostic error and healthcare associated infections, presenting it as the basic way to understand extent of issues.
It supports the topic by showing that patient safety is not just about individual blame but a fundamental principal of health value and universal health participation.
Gaps: However, while data is fit for hospital settings, there is notable lack of information concerning patient safety in primary and out-patient care both lower income earners, as well as low and middle class.
Moving forward, the second source came from the Department of Health and Social Care on Review Patient Safety Across the Health and Care Landscape (2025), analysed how six major organisations, including the CQC and the NHS resolution contributed to patient safety. Its major arm is to examine if these six key organisations are providing leadership, listening, and learning. It highlighted the weaknesses and the need for better coordination across the patient safety viewpoint.
Usefulness: The topic shows how governance, guideline and supervision can influence patient safety. It supports the topic by stating that patient safety is not only clinical but also a good structure, policy and organisational design and how it can shape the safety of the care receivers.
Gaps: These findings lack full details on patient-level experiences and a specific clinical safety intervention. It provides limited details on how to change the underlying culture of fear that prevents staff from reporting errors.
Thirdly, The Royal College of nursing publication examines how workforce capacity, professional standards, and organisational culture shape patients’ safety. (Royal Collage of Nursing, 2025). It challenges the government structural focus review by linking safety outcome to workforce numbers.
It’s valuable because it links nursing practice directly to safety outcomes, showing how staffing levels, skill mix, and professional development influence harm reduction. It supports the topic by providing a nursing centred perspective grounded in UK practice, making it highly relevant to NHS settings.
Gaps: The reports focus on workforce issues and does not explore broader systemic communication failure errors or technology. It also focused on nurses and did not address the role of the wider nursing family, such as health care assistants, nursing associates, phlebotomist that are part of patient care.
Quantitative, Qualitative and Mixed-Methods are the three core research methods commonly used in health and social care to produce evidence and solve complicated research issues. Moving forward, this report will investigate how these methods can improve patient-safety in Health and social care.
Quantitative: This method is commonly used to find out the scale of frequency of an issue, for example, how often avoidable error occurs in care facilities. Quantitative research focus more on numeric data, it is generated through collection of numeric data to measure how frequent an issue occurs. For example. Research using quantitative method to generate objective and measurable findings of number of medications errors on a ward in hospital. Creswell and Creswell (2018).
On other hand, Qualitative research examines perceptions, experiences and meanings through no-numerical data. It focuses on interviews, observations, case studies, focus group to understand the “why” and “how” behind human actions and usually involve small and targeted samples. Qualitative research analyses complicated human such as, communication, teamwork and organisational culture. For instance, conducting interviews of the hurdles to reporting errors in the hospital can uncover related hassles that quantitative survey may have ignored. Braun and Clarke (2022).
Ultimately, Mixed - Method is the combination of both quantitative and qualitative proposal within a single study. This allows the researcher to investigate a case study using both measures to evaluate them. Mixed-Method is used more in healthcare because they provide extensive understanding of diverse issues. The combination of numeric and good narrative data, mixed- methods research produces a profound and more useful findings.
Moving forward on patient safety, a Mixed-Method is the best strategy because it involves both measurable outcome and human factors to know the error rates, communication, teamwork and organisational culture. Mixed-Methods research would help me to determine the level of safety problems while also examining the related factors that contribute to them thereby, gathering a balanced information for safer health services. It simplifies quantitative method and more knowledge on the qualitative outcomes.
In research data can be available through Primary or Secondary methods, each offering separate advantages depending on the purpose of the research. To understand them better this report will investigate each and discuss its usefulness.
Primary Data is a first-hand information collected by the researcher for a particular intent. It can be gotten through interviews, observations, surveys or experiments that enables the researcher to create tools that directly tackle the purpose of the research, maintaining relevance, accuracy and background depth. For instance, interview with nurses on obstacles to reporting patient-safety incidents would give more insight designed for the study.
In contrast, Secondary data is the use of information that is already in existence that has been analysed and published such as: Journal articles, reviews, patient-safety databank and organisational reports. According to Sanders and Thornhill (2019) Secondary data is often large scale, economical and permits researchers to examine patterns over-time. For example, evaluating patient safety incidents could help recognise patterns in medication errors across healthcare institutions.
Patient safety is firmly impacted by human factors such as, communication, teamwork and company culture, so I would use Primary data, particularly qualitative interviews because it would let me examine staff in-dept experience, obtaining precise details why staff incidents occur and the measures to solution. 
Overall, primary data collection is the suitable choice to provide rich perception that can directly enhance efficiency in patient-safety practice.
In conclusion, patient safety research shows that avoidable harm in care facilities remains a major global concern, straightening the need for a durable safety system that works for patient. Awareness of patient safety as both clinical and human factors problem proves why it is important for healthcare practitioners to participate with research that enhances their knowledge of risks and aids safer decision-making.
The investigation on research methods such as, quantitative, qualitative and mixed methods show that each strategy offers worthwhile but different understanding into patient safety decision-making.
Altogether, these methods support my use of primary qualitative data in future research. It gives a better understanding of human factor such as communication, teamwork and culture which together, can prevent many safety incidents.
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