


Patient safety is a huge part of the healthcare sector. It aims to minimise the risk of preventing harm and improves the quality of care being provided to the patients. Patient safety is seen as a global priority, things such as unsafe practice can lead to serious physical, mental, and emotional for both individuals and healthcare teams (World Health Organisation WHO, 2023). Factors such as errors in medication, lack of communication, less staff, and healthcare- associated infections all play a huge role in contributing to patient safety incidents, even despite the ongoing advances in healthcare (NHS England, 2023). To address these daily challenges, healthcare professionals are given clear rules to follow organisation guidelines, maintain good communication skills, and promote both accountability and continuous learning (Nursing and Midwifery Council NMC, 2018). This research report will help investigate the significance of patient safety, find the main causes of patient harm, and evaluate policies and procedures used in healthcare settings to improve patient-safety and ensure to deliver high-quality care. 
Patient safety is one of the most important parts of healthcare because it aims to protect patients from avoidable harm while they are receiving treatment. It also involves identifying any risks, ensuring that healthcare is delivered safely and correctly. The World Health Organisation (WHO) defines patient safety as, “reducing the risk of unnecessary harm associated with healthcare to an acceptable minimum (WHO, 2023). Maintaining patient safety is essential for improving patient outcomes, increasing public confidence, and making sure healthcare organisations provide person-centred care. anent Although healthcare organisations are advancing quickly, patient safety incidents continue to happen in many healthcare settings such as hospitals. Some more common incidents include, patient falls, failure in communication, and delays in the diagnosis of treatments (NHS England, 2023). These injuries can involve longer stays in hospitals, and in some cases, permanent disability or death. They can also have a negative impact on healthcare staff and organisations by increasing their financial costs, reducing the staff, and damaging the trust of the public. The Nursing and Midwifery Council (NMC) states that,” nurses and nursing associates must prioritise people, preserve safety, practice effectively, and promote professionalism and trust in all aspects of their work”. In addition, healthcare organisations should provide regular training, encourage staff to use effective communication, and promote a good workspace where staff can report incidents and learn from their mistakes with the fear of getting blamed. I chose this topic for my report because patient safety is relevant in every aspect of healthcare settings. I am interested in understanding how healthcare professionals can stop these incidents from happening. During my studies, I have learned that safe practice is a key professional responsibility and forms the foundation of effective healthcare delivery. This topic also relates to my future career goals, as I hope to work in a healthcare setting where patient wellbeing is a priority. By exploring patient safety, I can develop a deeper understanding of the challenges healthcare organisations face and the strategies used to create safer environments for patients.
To better understand patient safety, I reviewed three credible sources from the World Health Organisation (WHO), NHS England, and the Organisation for Economic Co-operation and Development (OECD). These sources provide valuable information about the causes, impact, and importance of improving patient safety in healthcare. The first source is the World Health Organisation (WHO) Patient Safety Fact Sheet. This source explains that patient safety is the reduction of preventable harm and unnecessary risks during healthcare delivery. The WHO highlights that patient harm remains a major global issue, with common causes including medication errors, healthcare-associated infections, diagnostic errors, patient falls, and unsafe surgical procedures. The source also emphasises that a significant amount of patient harm is preventable. This source is particularly useful because it comes from a respected international health organisation and provides evidence-based information on the global scale of the problem. It supports my topic by showing that patient safety affects healthcare systems worldwide and remains a priority for improving the quality of care (WHO, 2023). 
The second source is the NHS Patient Safety Strategy. This document outlines how the NHS aims to improve patient safety through safer systems, a positive safety culture, and greater involvement of both patients and healthcare staff. The strategy focuses on learning from incidents and using safety information to improve healthcare services. I found this source useful because it provides a practical UK-based perspective on how organisations can address patient safety concerns. It supports my topic by demonstrating that improving patient safety requires teamwork, staff training, leadership, and continuous evaluation of healthcare services (NHS England, 2019).
 The third source is the OECD Patient Safety Report. This source highlights the social and economic impact of unsafe care and states that patient harm creates substantial costs for healthcare systems. The OECD argues that investment in safer healthcare systems can reduce avoidable harm and improve patient outcomes. This source is useful because it shows that patient safety is not only a clinical issue but also an organisational and financial concern. It strengthens my discussion by demonstrating the wider consequences of patient safety incidents for healthcare services and society (OECD, 2024). Although these sources provide valuable information, there are still gaps in current research. Much of the available literature focuses on hospitals, while less attention is given to patient safety in community settings, primary care, and mental health services.
Addressing these gaps could help develop a more comprehensive understanding of patient safety and support future improvements in care delivery. Research methodology refers to the process researchers use to collect, analyse and interpret data to answer a research question. The three main approaches are quantitative, qualitative and mixed-methods research. Each method provides different types of information and can be used depending on the aim of the study. Quantitative research focuses on numerical data and statistical analysis. It is used to measure trends, patterns and relationships between variables. Researchers typically collect data through surveys, questionnaires and experiments. For example, in a study on patient safety, a questionnaire could be distributed to healthcare professionals to measure the frequency of medication errors or patient falls within a hospital. Quantitative research is valuable because it produces objective results that can often be generalised to a larger population. Qualitative research, on the other hand, explores people's experiences, opinions and perceptions. Data is usually collected through interviews, focus groups or observations. Rather than focusing on numbers, qualitative research aims to gain a deeper understanding of human behaviour and experiences. In relation to patient safety, researchers could interview nurses and patients to explore their views on how safety incidents occur and how they might be prevented. This approach provides detailed and rich information that helps explain issues in greater depth.
Mixed-methods research combines both quantitative and qualitative approaches within a single study. This method allows researchers to collect numerical data while also exploring personal experiences and perspectives. By using both methods together, researchers can develop a more complete understanding of a complex issue. Mixed-methods research is particularly useful when a research problem cannot be fully understood through a single type of data alone. If I were conducting a future study on patient safety, I would choose a mixed-methods approach. Patient safety is a complex issue that involves both measurable outcomes and individual experiences. Quantitative data could be used to identify how often safety incidents occur, while qualitative interviews could explore the reasons behind these incidents and their effects on patients and healthcare professionals. This approach provides the most comprehensive understanding of the issue. As someone pursuing a career in healthcare, it is important not only to understand the statistics surrounding patient safety but also to appreciate the experiences of those directly affected. Combining both forms of data would help develop practical recommendations for improving patient care and reducing avoidable harm.
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