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[bookmark: _Toc223614777]Introduction
The issue of patient safety is significant in the health and social care sector in the UK, especially in the National Health Service. The given report focuses on the problem of patient safety in the UK hospital environment, and the significance of research on enhancing the quality of care and minimising avoidable harm in adult patients. There are four major tasks discussed in this report. Task 1 refers to patient safety as a topic of research and justifies its importance. Task 2 appraises three credible information sources. Task 3 outlines the research methodologies that are appropriate for the topic. Task 4 explores the issue of data collection and its applicability to the proposed study.
[bookmark: _Toc223614778]Task 1: Selection of Research Topic
[bookmark: _Toc223614779]Identify Current Issue: Patient Safety in the UK Healthcare
In the UK health and social care industry, patient safety is a critical issue, especially among hospitals under the National Health Service. Koch (2024) discusses that patient safety means the avoidance of mistakes and negative consequences in the process of healthcare provision. Medication errors, healthcare-associated infections, miscommunication among healthcare professionals, and delays in diagnosis or treatment are common safety concerns (Lewis, 2023). Such events may result in patient injuries, long hospitalisation, and higher health care expenses. As healthcare services grow gradually, it has become difficult to ensure safe care settings. Hence, patient safety practice is the priority in healthcare organisations within the UK healthcare system.
[bookmark: _Toc223614780]Who Is Affecting and Why It Matters
Patient safety affects various stakeholders of the healthcare system. Patients are directly affected when preventable errors lead to injury, complications, or lowered quality of life (Rathnayake, 2025). When safety incidents take place, healthcare professionals, such as nurses and doctors, may be emotionally stressed, professionally accountable, and less satisfied with their jobs. Reputational damage, legal expenses, and lowered trust in organisations are other issues that affect healthcare organisations seriously. In the National Health Service, the high level of patient safety must be taken into consideration to guarantee successful care provision and safeguard vulnerable people (NHS, 2019). Patient safety is an issue that aids in achieving better health outcomes (Ahmed, 2026).

[bookmark: _Toc223614781]Reflection on Topic Choice 
I choose topic of patient safety as it is closely related to healthcare quality and patient safety against avoidable injuries. Even minor errors in a healthcare facility may be serious to the patients and their families, and safety is a crucial topic to study and consider. The topic is strongly connected to my study in healthcare, where patient wellbeing, ethical practice, and risk management are important. Making patient safety a subject of research will assist me in building on my knowledge and skills that will equip me to work in a healthcare profession in the future, where safety and quality of care are paramount.
[bookmark: _Toc223614782]Task 2: Evaluating Information Sources
[bookmark: _Toc223614783]Source 1: Patient Safety Culture and Patient Experience 
[bookmark: _Toc223614784]Summary of the Source in Scoping Review
Relationship between patient safety culture and patient experience in hospital settings: a scoping review. The authors believe that patient safety culture has been shown to be a significant influence on patient experience and quality of care in hospitals. The review examined several foreign studies in order to investigate the effect of organisational culture, staff communication, teamwork, and leadership on the outcomes of patient safety (Alabdaly, 2024). 
[bookmark: _Toc223614785]Usefulness and How It Supports the Topic
This source is valuable since it shows the significance of organisational culture in the prevention of medical errors and enhancement of the quality of healthcare. It can prove useful in the research topic because it demonstrates that enhancing safety culture in hospitals may help to minimise the harm to patients (Alabdaly, 2024). The results show that safety measures are vital in the protection of patients.
[bookmark: _Toc223614786]Gaps in Current Research 
Despite the study being able to identify significant relationships between safety culture and patient experience, there are some gaps in measurement procedures and a scarcity of evidence on how these two variables interact within diverse healthcare systems. 
[bookmark: _Toc223614787]Source 2- Patient Safety Culture in Hospital 
[bookmark: _Toc223614788]Summary of the Source: Patient Safety Culture in Hospital Settings Across Continents
The authors identified research conducted across several continents to determine shared aspects that influenced the safety culture. The review points out that leadership support, effective communication, teamwork, and staff training are major factors that should be in place to ensure patient safety. It also describes that an ineffective safety culture may also raise the chances of unpleasant occurrences of medication mistakes, infections, and patient falls (Alabdullah, 2024). 
[bookmark: _Toc223614789]Usefulness and How It Supports the Topic
This source is useful as it gives a general understanding of patient safety culture and outlines some of the challenges that are prevalent amongst hospitals across the globe. It advocates the subject by illustrating the fact that frequent causes of patient safety issues are rather organisational than individual. 
[bookmark: _Toc223614790]Gaps in Current Research
The study includes an international perspective, but at the same time, it observes that most of the extant studies are examining general safety culture and not particular patient safety interventions. As well, few studies have investigated the relationship between cultural differences between healthcare systems and the outcome of safety.
[bookmark: _Toc223614791]Source 3 Patient Safety Culture and Adverse Events 
[bookmark: _Toc223614792]Summary of the Source 
A Cross-Sectional Study focuses on exploring the connections between patient safety culture, missed nursing care, and adverse events in hospitals. The researchers surveyed the organisational safety practises of healthcare professionals through a cross-sectional study that involved reviewing the patient outcomes (Putra, 2025). The results indicate that the weaker safety cultures relate to the increased levels of missed nursing care that can result in negative events like medication mistakes or patient falls. 
[bookmark: _Toc223614793]Usefulness and How It Supports the Topic
This article is practical since it offers empirical data that connects the organisational safety culture to the real patient safety outcomes (Putra, 2025). It helps to justify the research topic because it shows that patient safety may directly depend on staff practice and working conditions. The results indicate that the need to enhance nursing support systems and organisational policies in order to minimise harm, which is preventable. 
[bookmark: _Toc223614794]Gaps in Current Research 
Even though the study is insightful, it is based on cross-sectional information of a small number of hospitals. The design limits the possibility of developing long-term causal relationships between safety culture and adverse events. Further studies ought to involve larger sample sizes and longitudinal research to clarify more.
[bookmark: _Toc223614795]Task 3: Research Methodologies
Research methodologies offer systematic ways of problem investigation and evidence generation. 
[bookmark: _Toc223614796]Quantitative Research
Quantitative research deals with numbers, statistical measurements of relationships, patterns, or results (Kristensen et al., 2025). It usually involves surveys, experiments, or a review of previously existing data. As an example, a quantitative study on patient safety may focus on the number of medication errors reported in NHS hospitals during a certain period of time and investigate the trends. 
[bookmark: _Toc223614797]Qualitative Research
Gilchrist et al. (2025) examine a qualitative study that examines experiences, perceptions, and meanings using non-numerical data. It usually deals with interviews, focus groups, or observations. For example, qualitative research may include interviewing nurses and patients in relation to patient safety (failures in communication or obstacles to reporting any incidents). 
[bookmark: _Toc223614798]Mixed Method 
In mixed-methods research, the quantitative and qualitative methodologies are used in a single research. As an example, a researcher could examine statistics of hospital incidents (quantitative) and perform interviews with the staff (qualitative) in order to learn about the root causes of mistakes. 
[bookmark: _Toc223614799]Chosen Methodology
In this patient safety research at NHS hospitals, I would adopt a mixed-method approach. The methodology is the most suitable option to apply to the topic since patient safety implies both objective harm rates and human aspects as communication, collaboration, and organisational culture (Bourne et al., 2023). A combination of statistical data, staff, and patient opinion would give a more detailed idea as to the reasons why safety incidents take place and how the improvements can be successfully introduced.
[bookmark: _Toc223614800]TASK 4: Data Collection
[bookmark: _Toc223614801]Difference Between Primary Data and Secondary Data
Hibert et al. (2024) discuss that primary data is data that is gathered directly by the researcher when carrying out a certain study. It incorporates the techniques of surveys, interviews, focus groups, and observations. This form of data is original and question-specific.
Attar (2025) analyses that secondary data, however, entails the examination of already gathered information, which has already been gathered by other individuals. Examples are reports by the government, statistics of hospitals, journal articles by universities, and policy reports. Secondary data is usually utilised to determine a trend as well as the background. 
[bookmark: _Toc223614802]Selection of Data Justification
The proposed patient safety research of NHS hospitals will be based primarily on primary data, with the involvement of selected secondary sources. Primary data is useful because it enables a detailed investigation of the experience of healthcare staff and patients with respect to safety incidents, reporting, and communication issues (Chatzi, 2023). 
[bookmark: _Toc223614803]Types of Data and Reason
It will assume the mixed-method approach, which would include quantitative questionnaires and semi-structured interviews that are qualitative in nature. The frequency of safety concerns of the staff will be measured with the help of questionnaires, whereas interviews will offer more profound insights regarding organisational culture and aspects that encourage safe practises (Koch, 2024). 
[bookmark: _Toc223614804]Advantages and Challenges 
Primary data will guarantee relevance, accuracy, and immediate correspondence with the objectives of the research, whereas secondary sources will provide background and current information (Attar, 2025). Difficulties that may be encountered are time limitation, recruitment, consent, and response bias.
[bookmark: _Toc223614805]Conclusion
In this report, patient safety was analysed as an issue in the contemporary and problematic environment of the UK NHS hospitals. It determined the impact of preventable harm on patients, healthcare workers, and organisations, and reviewed the recent policy, international, and academic literature that suggests current safety issues. The report suggested a mixed-method research design with primary data collection in order to gain a better insight into safety incidents and organisational culture. Patient safety is critical as it has a direct effect on quality of care, societal confidence, professional responsibility, and health outcomes. 
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