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Introduction
This report focuses on patient safety within the healthcare sector and explores why it remains a significant concern for patients, healthcare professionals, and healthcare organisations. Patient safety is a fundamental part of delivering high-quality care, as it aims to prevent avoidable harm, reduce risks, and improve outcomes for individuals receiving healthcare services. The report will identify key issues surrounding patient safety and examine how these challenges can impact both patients and staff working within healthcare environments.
Task one will identify and discuss a current health and social care issue, focusing on patient safety and the challenges faced within healthcare settings. Task two will identify and evaluate three relevant sources of information, considering their reliability, usefulness, and contribution to understanding patient safety. 
Patient safety is one of the highest priorities in healthcare delivery, with medication errors being a significant area of concern. Medication errors can occur during prescribing, dispensing, or administering medication and may result in serious harm to patients. Research highlights that medication errors remain an ongoing challenge within healthcare settings, including community pharmacies, where professionals are responsible for ensuring medicines are prescribed and supplied safely (Dwinta et al., 2026). Reducing these risks requires effective communication, accurate documentation, staff training, and strong safety procedures.
Source 1: World Health Organisation (WHO) (2024)
The World Health Organisation (WHO) (2024) report examines the global impact of patient safety and identifies unsafe healthcare as a major cause of preventable harm worldwide. The report highlights several key challenges affecting patient safety, including medication errors, healthcare-associated infections, and poor communication between healthcare professionals and patients. It emphasises the importance of developing strong safety systems, providing regular staff training, and creating a positive safety culture where healthcare workers can report incidents, learn from mistakes, and improve future practice rather than being blamed.
This source is highly credible due to the WHO’s international reputation, use of evidence-based research, and role in providing reliable healthcare guidance worldwide. It supports the topic of patient safety by demonstrating that safety concerns affect patients, healthcare staff, and healthcare organisations across different countries.  However, a limitation of this source is that it provides a broad global overview rather than focusing on specific healthcare settings. It does not explore individual experiences of healthcare workers, such as stress, burnout, or the emotional impact of patient safety incidents.
 Source 2: NHS England (2023)
NHS England (2023) provides important guidance on patient safety through healthcare incident reporting and learning systems, including the National Reporting and Learning System (NRLS). The source explains how patient safety incidents are identified, recorded, analysed, and used to improve healthcare services. By reviewing incidents and learning from mistakes, healthcare organisations can introduce changes that reduce risks and prevent similar events from occurring in the future.
This source is highly relevant because it focuses specifically on patient safety within the UK healthcare system. It demonstrates how NHS organisations actively promote safer care by encouraging healthcare staff to report incidents, investigating what went wrong, and using evidence from reports to improve care delivery. The source highlights that patient safety is a shared responsibility involving healthcare professionals, organisations, and patients. Staff have a responsibility to recognise and report concerns, organisations must analyse safety data and improve procedures, and patients benefit from safer and more effective healthcare services.
However, a limitation of this source is that it focuses mainly on reporting systems, policies, and organisational processes rather than exploring the human factors behind patient safety incidents. It provides limited information about issues such as staff workload, shortages, workplace pressure, or communication challenges that may contribute to errors. Therefore, although NHS England provides valuable evidence about managing patient safety, further research is needed to understand the personal experiences of healthcare staff and the wider causes of safety incidents.
Source 3: Department of Health and Social Care (DHSC) (2025)
The Department of Health and Social Care (DHSC) (2025) review examines how patient safety is managed within healthcare organisations in England. It identifies key challenges, including poor communication, unclear accountability, and difficulties with coordination between services. The source highlights that patient safety issues are not always caused by individual mistakes but can result from wider system failures, weak leadership, and ineffective processes.
This source is useful because it demonstrates that patient safety is a responsibility shared across the whole healthcare organisation, including managers, healthcare professionals, and support services. It shows that improving safety requires effective teamwork, clear communication, and strong leadership.
However, a limitation of this source is that it provides limited focus on patient experiences and does not fully explore the emotional impact of safety incidents on healthcare staff. Additionally, some recommendations may require further evidence to confirm their long-term effectiveness. Overall, this source contributes to understanding how organisational factors influence patient safety.
Research Methods
Research methods are used to collect, analyse, and interpret information to answer research questions and produce reliable evidence. The three main research methods are quantitative, qualitative, and mixed methods. Each method has different strengths and is selected depending on the type of information required.
Quantitative research focuses on collecting numerical data that can be measured and analysed using statistical methods. It is used to identify patterns, relationships, or trends and is commonly carried out through surveys, questionnaires, and experiments. For example, a hospital may ask patients to rate the quality of care they received on a scale of 1 to 10. The results can then be analysed to identify areas for improvement. Quantitative research is useful because it provides objective evidence and allows researchers to compare results across large groups of people (Indeed Editorial Team, 2026).
Qualitative research explores people's experiences, opinions, behaviours, and feelings. It collects non-numerical data using methods such as interviews, focus groups, and observations. This approach helps researchers understand why people think or behave in certain ways. For example, interviewing patients about their experiences of healthcare can provide valuable information about how safe and supported they felt during treatment. Qualitative research produces detailed information that helps explain the reasons behind people's experiences (Indeed Editorial Team, 2026).
Mixed-methods research combines both quantitative and qualitative approaches within the same study. By using numerical data alongside personal experiences, researchers gain a more complete understanding of a topic. For example, a researcher may analyse patient safety incident data while also interviewing healthcare professionals about the causes of those incidents. A mixed-method approach is suitable for this report because patient safety involves both measurable evidences, such as incident reports, and people's experiences within healthcare settings (Creswell and Creswell, 2018).
Primary data is information collected directly by the researcher for a specific purpose. Common methods include surveys, questionnaires, interviews, observations, and experiments. Primary data is highly relevant because it is collected first-hand, although it can be time-consuming and costly to obtain (Saunders, Lewis and Thornhill, 2019).
Secondary data is information that has already been collected and published by other researchers or organisations. Sources include books, academic journals, government reports, NHS publications, World Health Organisation (WHO) reports, and trusted websites. Secondary data is quicker and more cost-effective to access and provides reliable evidence from recognised organisations. For this report, secondary data is the most appropriate method because it provides high-quality research on patient safety within health and social care (Saunders, Lewis and Thornhill, 2019).
Conclusion
In conclusion, patient safety is a fundamental element of high-quality health and social care. It plays a vital role in preventing avoidable harm, reducing medical errors, and ensuring that individuals receive safe, effective, and person-centred care. Throughout this report, it has been demonstrated that patient safety depends on effective communication, accurate documentation, strong leadership, teamwork, and a positive safety culture where healthcare professionals are encouraged to learn from incidents rather than place blame.
The report has also shown that patient safety affects everyone involved in healthcare. Patients benefit from safer treatment, improved health outcomes, and greater confidence in healthcare services. Healthcare professionals' benefit from clear procedures, training, and supportive working environments that help reduce stress and improve the quality of care they provide. Healthcare organisations also benefit through improved standards of care, stronger public trust, reduced financial costs, and fewer preventable incidents.
Overall, patient safety remains one of the highest priorities within health and social care because it protects individuals, supports healthcare professionals, and improves the effectiveness of healthcare organisations. Continued research, education, and investment in patient safety will help create safer healthcare environments, improve patient outcomes, and ensure that high standards of care are maintained for future generations.
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