
Introduction
This report examines patient safety issues in UK health and social care, focusing on preventing harm through reducing medication errors, improving communication, and minimising clinical mistakes. Patient safety remains a priority, with strategies aimed at creating safer systems and improving care quality. (National Health Services, 2019).



Information evaluation
Donovan et al. (2018) analysed UK guidelines on prescribing unlicensed medicines using the AGREE II quality assessment tool. The study reviewed 52 guidelines and found that while many were clearly written, they often lacked strong evidence in their development process. This source is useful because it highlights inconsistencies in guidance that may affect patient safety when unlicensed medicines are prescribed. It supports my report by showing that better guideline development is needed to reduce risks. However, the study mainly focuses on guideline quality and does not examine how these guidelines are applied in real clinical practice, which creates a gap in understanding how prescribing decisions are made.

Lichtner et al. (2025) explored the implementation of the Scan4Safety programme in NHS hospitals through interviews with healthcare professionals and analysis of documents. The research found that barcode scanning systems improve patient identification and the tracking of medicines and devices, which helps reduce errors. This source supports my work because it demonstrates how technology can improve patient safety and reduce human error in healthcare settings. However, the study also identified challenges such as inconsistent use of scanning systems and problems with data quality. A limitation of the research is that it focuses on a small number of demonstrator sites.

McKibbon et al. (2013) conducted a review examining the role of communication technologies. The study highlights how effective communication between healthcare professionals is essential for reducing medical errors and improving patient outcomes. This source supports my discussion of communication as a key factor in patient safety. However, the research focuses broadly on communication technology rather than specific patient safety incidents, meaning further research could explore how communication failures directly contribute to errors in clinical practice
Sources
Research from NHS England (2023) highlights communication failures as a major patient safety issue within the UK healthcare system. Evidence from national incident reports shows that poor communication is frequently identified in serious incidents, suggesting it is a persistent and widespread problem. Breakdowns in communication between healthcare professionals can lead to incorrect treatment decisions, delays in care, and avoidable harm to patients. This source is particularly useful because it is based on large-scale national data, increasing its reliability and relevance to current NHS practice. However, it mainly focuses on spoken communication and does not fully explore other important forms such as written documentation or digital systems, which limits the overall scope of analysis.
Alrowily et al. (2024) examine high-risk medication errors using data from the National Reporting and Learning System. The study identifies medication errors as a significant threat to patient safety, particularly when high-risk drugs are involved. The strength of this source lies in its use of extensive national data, which provides strong evidence base and highlights the scale of the problem across the UK. It supports the argument that medication errors remain a key concern in healthcare settings. However, a limitation is that the data relies on incident reporting systems, meaning that not all errors are captured due to underreporting. This reduces the overall accuracy and may underestimate the true extent of the issue (Alrowily et al., 2024).
England et al. (2020) investigate patient safety incidents during emergency medication administration in pre-hospital care. The study demonstrates that medication errors can occur even in controlled environments, emphasising the complexity and risks associated with emergency care. This source is valuable because it provides insight into real-life clinical situations, supporting the idea that high-pressure environments increase the likelihood of error. However, its focus on pre-hospital settings means the findings may not be fully generalisable to hospital-based care, limiting its broader applicability (England et al., 2020).
A 2024 systematic review protocol exploring communication and patient safety identifies a strong link between communication failures and patient harm. The study highlights that medication errors contribute to a significant number of avoidable deaths each year in the UK, demonstrating the seriousness of the issue. This source is useful because it provides statistical context and reinforces the importance of addressing communication problems. However, as a protocol, it outlines planned research rather than completed findings, which limits its immediate usefulness for drawing firm conclusions (2024).
Tingle (2025) discusses ongoing concerns about communication failures in NHS patient safety reports, reinforcing that communication remains a consistent issue over time. The source is relevant because it reflects recent discussions and shows that despite improvements, problems persist. However, it provides more of a commentary than detailed empirical research, which limits the depth and reliability of the evidence presented (Tingle, 2025).
Finally, further discussion by Tingle (2025) highlights broader communication breakdowns across NHS settings, linking these failures to unsafe care and patient harm. This supports the wider literature showing that communication is a recurring theme in patient safety issues. However, similar to the previous source, it lacks detailed data and relies more on opinion-based analysis than primary research evidence.
Overall, these sources consistently identify communication failures, medication errors, and system weaknesses as key patient safety problems in the UK. While they provide valuable insights, common limitations such as underreporting, narrow focus, and lack of real-world application highlight the need for further comprehensive research.
Summary
Research on patient safety in the UK consistently identifies communication failures, medication errors, and system weaknesses as major concerns. Evidence from NHS England (2023) shows that poor communication is a frequent factor in serious incidents, leading to delays, incorrect treatment, and patient harm. While this data is reliable due to its national scope, it mainly focuses on spoken communication, limiting its overall coverage.
Medication errors are another significant issue, as highlighted by Alrowily et al. (2024) using data from the National Reporting and Learning System. This large-scale dataset strengthens the reliability of findings, showing that high-risk drugs are commonly involved in patient harm. However, underreporting of incidents means the true scale of the problem may be underestimated.
England et al. (2020) further demonstrate that errors can occur in high-pressure environments such as emergency care, emphasising the complexity of safe medication administration. Although useful, this research is limited to pre-hospital settings. Similarly, a 2024 systematic review protocol links communication failures to avoidable deaths, reinforcing the seriousness of the issue, but lacks completed findings.
More recent commentary by Tingle (2025) confirms that communication problems remain persistent within NHS settings. However, these sources rely more on opinion than detailed data.
Overall, while the sources provide strong evidence of key patient safety problems, limitations such as narrow focus, lack of real-world application, and underreporting highlight the need for further research0

Research Methods

In Patient Safety research, methodology explains how a researcher plans a study and collects and analyses data. Data collection can include surveys, interviews, observations, questionnaires, and reviewing hospital records or safety reports. Choosing the correct research method is important because it helps researchers produce reliable information that can improve healthcare practice.

Quantitative research focuses on numbers and measurable data. It usually uses structured tools such as surveys with closed questions, hospital statistics, or safety incident reports. The data is analysed using statistics to identify patterns or trends. Quantitative research is useful because it provides clear results that can often be compared and applied to larger groups.

Qualitative research focuses on people’s experiences, opinions, and behaviours. Instead of numbers, it collects detailed information through interviews, focus groups, or observations. In patient safety studies, researchers might interview nurses or doctors to understand why mistakes happen or how communication problems affect patient care. This method helps researchers understand the reasons behind problems.

Mixed-method research combines both quantitative and qualitative approaches in one study. For example, a researcher may analyse patient safety statistics and interview healthcare staff. This approach provides a more complete understanding.

Conclusion
In conclusion, choosing the right research methodology is important in healthcare research, as it helps identify problems and improve patient care. Quantitative, qualitative, and mixed-method approaches each provide valuable insights. Quantitative research focuses on numerical data, qualitative research explores experiences, and mixed methods combine both to give a broader understanding of patient safety issues.
Another key decision is whether to use primary or secondary data. Primary data is collected directly through methods such as surveys or interviews and is specific and up to date, but it can be time-consuming and resource-intensive.
Secondary data, collected by organisations such as the National Health Service, includes reports, statistics, and published studies. It is quicker to access and provides large-scale, reliable information, although it may not fully match the research question.
For this study, using secondary data is justified as it allows access to existing patient safety reports and research, saving time while still providing credible evidence. It also enables comparison across multiple sources, strengthening the analysis. Overall, selecting appropriate methods and data sources ensures accurate and useful research that supports improvements in patient safety.
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