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[bookmark: _Toc225024735]Introduction  
In this report, I have done my research in patient safety. Patient safety is essential to delivering high-quality healthcare. It ensures that patients receivers care in safe environment where risks are minimised, and their wellbeing is prioritised at all times (Care Quality Commission, 2021).    
[bookmark: _Toc225024736]Task 1 – Selection of a Research Topic 
the chosen issue that I want to do my research about is a Patient safety in the UK population. Patient safety in Health and Social Care refers to the prevention of harm to people while they are recruiting care support 
It involves identifying risks; reducing errors and ensuring that patients are treated in a safe and secure environment (World Health Organisation, 2019). 
[bookmark: _Toc225024737].1 The Issue and Why It Matters
Patient safety is important because many people in care setting are vulnerable and rely on professionals to protect their wellbeing. 
By following proper procedures, communicating effectively and maintaining high standards of care, health and social care workers help ensure that patients receive safe and effective treatment. The topic has been chosen because, it protects vulnerable individuals. Safeguarding policies are in place to ensure that people who may be at risk, such as elderly those with disabilities rea protected from abuse, neglect, and unsafe practices (Care Quality Commission, 2021) 

[bookmark: _Toc225024738]1.2 Personal Reflection – Why I Chose This Topic
Patients’ safety has been chosen, because it is one of the most aspects of health and social care. 
Recent report Show that many patients struggle to access time with GPs appointments, hospitals treatment mental health services and social care support. 
Most issues in patient safety are,
Long waiting times, which can lead to determination in patient conditions, 
Staff shortage, can slow down the possess during the waiting time , leading to high pressure on health care staff which can lead to errors.

[bookmark: _Toc225024739]

Task 2 – Evaluating Information Sources  
[bookmark: _Toc225024740]2.1 Source 1
Guidance: Provide the full Harvard reference. Summarise the source, explain why it is credible and how it supports your topic.
 [ Write your summary and evaluation here ]
1 Source 1: World Health Organisation (WHO)
The WHO defines patient safety as a system of practice that reduce risk, prevent errors, and minimise harm in healthcare. 
It is demonstrated that:
Patient safety is a global public health issue, around 1 in 1o patients are  harmed in Healthcare often presentable. (Word Health Org....)
The WHO is the most credible source because, it is international, it uses large scale global data and research, and it promotes a comprehensive up to date perspective. 
Patient safety is often preventable (Word Health Organisation, 2019).
[bookmark: _Toc225024741]2.2 Source 2
Guidance: Repeat the same process. Choose a source that provides a different angle or type of evidence.
2 Source 2:  NHS England 
The NHS England defines patient safety as the avoidance of intended harm during healthcare. (NHS England) It focuses on:
Creating a safe environment 
Reducing patient safety incidents 
Improving care through systems and stay training (NHS England).
The NHS England is the official  UK Healthcare provider, it is directly relevant to health and social care practice in the UK .
Also provides practical strategies and policies. 
However, it may prevent an institutional viewpoint focusing on policy than criticism. 
A system-based approach is essential to improving safety (NHS,2019).

Guidance: Consider including a government or NHS source (e.g. NHS England, NICE, CQC) for credibility.
2.3 Source 3
BMJ Quality &Safety represent the academic gold standard 
Articles here undergo rigorous review and often present original on patient safety interventions, human factors, or system design. 
Evaluating this should centre on methodology and evidence quality. 
Looking at:
Study design 
Sample size and setting 
Limitations knowledge by the authors.
These sources provide deep insight and strong evidence. 
They are useful and will strongly support my topic.
They are too many gaps in current research, but  I will state few of them such as,
Limited evidence outside hospital settings. 
Weak evidence on patient and family involvement. 
Lack of research in real world and complex environments (sage journal)
RESEARCH METHODOLOGIES
Quantitative research focuses on numerical data and statistics analysis. 
It tells you what is happening and how often. 
In patient safety, this often involves large datasets such as incident reports, infestation rates, or medication errors frequencies.
For example, a study might measure whether introducing a safety check list reduce surgical complications. 
The result would be expressed in numbers, such as a percentage reduction in errors, analysed using statistics. 
Qualitative research explores experiences, perception, and meanings rather than numbers. 
It helps you understand why it is happening. 
In patient safety, this might involve interviewing nurses about why medication errors occur or observing how staff communicating during handovers. 
For example, research might interview patients about their experiences of hospital discharge to identify communication gaps that could lead to safety risks. 
Mixed methods research combines both quantitative and quantitative approaches in a single study. 
In patient safety, strong evidence often comes from using these approaches together, because improving safety requires both measurable outcomes and understanding human behaviour and systems. 

[bookmark: _Toc225024743]2.4 Gaps in Current Research
Guidance: What is still unknown or under-researched? Identifying gaps demonstrates critical thinking.
One major area still research is how complex systems contributes to errors. Healthcare environments involve many interacting factors such as staff workload, technology, communication, and organisational culture.
Although patient safety is a priority in health care, there still gaps in understanding complex systems, measuring harm, addressing human factors, reducing inequalities, and safety interpreting new technologies(World Health Organisation,2019). 
[bookmark: _Toc225024744]Task 3 – Research Methodologies  

[bookmark: _Toc225024746]3.2 Chosen Methodology and Justification
I chose mixed methods research to use in my future study, because it is particularly well suited to patient safety problems are not purely technical or purely human 
They sit the intersection of systems, behaviours, environments, and measurable outcomes using only one approach leaves important questions unanswered. 
Mixed methods fit patient safety, because it reflects the real complexity
For example, a study might measure whether Introducing a safety check list reduce surgical complications. 
The result would be expressed in numbers, such as a percentage reduction in errors, analysed using statistics. 
Qualitative research explores experiences, perception, and meanings rather than numbers. 
It helps you understand why its happening. 
In patient safety, this might involve interviewing nurses about why medication errors occur, or observing how staff communicating during handovers. 
For example, research might interview patients about their experiences of hospital discharge to identify communication gaps that could lead to safety risks. 
Mixed methods research combines both quantitative and quantitative approaches in a single study. 
In patient safety, strong evidence often comes from using these approaches together, because, improving safety requires both measurable outcomes and understanding human behaviour and systems. 
I chose mixed methods research to use in my future study, because it is particularly well suited to patient safety problems are not purely technical or purely human 
They sit a the intersection of systems, behaviours, environments, and measurable outcomes using only one approach leaves important questions unanswered. 
Mixed methods fits patient safety, because it reflects the real complexity of healthcare. 

[bookmark: _Toc225024747]Task 4 – Data Collection  
[bookmark: _Toc225024748]4.1 Primary vs Secondary Data
Guidance: Explain the difference between primary data (collected by you) and secondary data (already exists). Define both clearly.
The difference between primary and secondary data collection  is fundamental in research, including injuries patient safety, because it shapes how evidence is generated and how reliable relevant it may be. 
Primary data collection refers to information collected directly by the researcher for a specific purpose. It is original and made to exact research question being asked. 
In the other hand, the Secondary data collection refers to data that  has  already  been collected by someone else for different purpose, which the researcher then reuses(office for National Statistics, 2023). 
here]

[bookmark: _Toc225024749]4.2 Chosen Data Type and Justification
Guidance: State whether you would use primary or secondary data and justify your choice with reference to your topic and methodology.
[Write here]
In my research i will take the primary data collection, because  in patient safety,  data collection curries out the data collection process methods which includes, survey, interviews, observations, and experiments. 
The main strength of primary data is its relevant and specificity. It is directly aligned with the research aim and can be controlled in terms of quality and Method.
However, it is often time consuming, costly, and may involve smaller sample sizes(office for National Statistics, 2023). 

[bookmark: _Toc225024750]4.3 Advantages and Challenges
Primary data collection is often seen as the most direct and useful way to generate evidence, particularly in patient safety research. 
Advantage of Primary data collection 
It is one of the strongest Advantage, relevant, and precision. 
In patient safety, this means you can focus on very specific issues, such as how patient experience discharge process, rather than relying on pre-existing categories. 
Primary data collection also allows for up-to-date and context specific insights. 
A further Advantage is the ability to explore complex human factors. Through interviews, focus groups, communication patterns and organisational culture. 
These elements are central to patient safety but are often absent from routine datasets. 
Challenges o Primary data collection 
Despite it strength, Primary data collection is often time consuming and resource intensive. Patient safety research frequently involves vulnerable people or sensitive situations Office For National Statistics, 2023). 

[bookmark: _Toc225024751]Conclusion  
The main point of patient safety is not simply avoiding mistakes but creating systems that reduce errors and minimise their impact when they do occur. 
This include improving communication, designing safer processes, learning from incidents  and using a culture where staff feel confident to report and address risks. 
In fact, patient safety is about protecting patients from avoidable harm while continuously improving the quality and reliability of healthcare system. 

Patient safety is important because, it is fundamentally about protecting people from avoidable harm at their most vulnerable moments. 
When people seek healthcare, they place trust in professionals and systems to improve their condition, not to expose them to additional risks. 
[bookmark: _Toc225024752]Overall, ultimately, patient safety matters because healthcare should always do more good  than  harm.  Focusing on safety ensures that this principle is upheld in everyday practice. 
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