


In the UK, patient safety is one of the most difficult issues facing health and social care services. Across all healthcare settings, from GP surgeries to secondary care facilities, A and E, birth centres and care homes, patient safety is critical to all ages. It refers to the prevention of errors, and harmful events that occur to patients when accessing healthcare. There have been significant improvements over the years, however, patient safety incidents are widely reported and continue to put pressure on NHS resources and detrimental to patients’ affected by incidents failing in patient safety.
The NHS handles millions of patients every year, even a small number of errors in patient safety can have serious consequences. Patient safety issues include failures in communication between healthcare professionals, errors with medications, infections caught during hospital admission, mistakes during surgery, patients falling in care settings. According to the NHS England Patient Safety Strategy (2019), approximately 11,000 avoidable deaths occur in NHS hospitals each year because of patient safety being compromised.
When errors take place. Patients and their families are affected the most, often experiencing loss of trust in healthcare services as well as emotional, physical and financial harm. Healthcare staff are impacted by the errors, consequences can lead to staff burnout, guilt and disciplinary action. Care organisations reputations are at stake; financial and legal consequences can follow when incidents happen.
Patient safety is paramount to patient care, high quality care in any health and social care setting is fundamental. All healthcare workers have a responsibility to keep patients safe from harm when handling patients. Patient safety incidents and causes should be identified and understood around how they can be prevented. This is essential knowledge for anyone pursuing a career in health and social care. This task links directly to core principles of care, which includes dignity, respect and safeguarding.
The NHS England Patient Safety Strategy, published in 2019 and updated in 2021, is a detailed government documentation outlining how the NHS plans to improve patient safety across all healthcare settings in England. The strategy identifies three key areas for improvement: safety insight, workforce safety culture, and system safety. It sets out clear targets and actions for reducing avoidable harm and improving safety incidents and how they are reported.
This source has been produced directly by NHS England. It covers official data on the number of patient safety issues in the UK; the source highlights the strategies being used to address them. This source has some gaps as the focus is on NHS acute settings and does not address patient safety in social care or community settings.
The Care Quality Commission (CQC) publishes an annual State of Care report which assesses the quality and safety of health and social care services across England. The 2023 report highlights ongoing concerns about staffing levels, communication failures and inadequate risk assessments as key drivers of patient safety incidents in both NHS and social care settings. This is a credible source as the CQC is the independent regulator of health and social care in England. CQC investigate thoroughly. This source is useful; it includes up to date evidence of patient safety challenges across different care settings. This source has not provided recommendations thorough enough for frontline staff on how to improve safety practices.
The World Health Organization published its Global Patient Safety Action Plan in 2021 with a framework for reducing avoidable harm in healthcare systems worldwide. The plan highlights medication and infection control safety and patient engagement. The plan identifies the priority areas. It asks for more from UK decision makers to strengthen their patient safety systems.
This source is credible as the WHO is a global public health authority. It places UK patient safety issues alongside worldwide practice to allow comparisons to be made with other countries. This source does not always reflect the individual challenges faced by the UK specifically NHS.
Quantitative research is the collection and analysis of numerical data to identify patterns, measure results and test hypotheses i.e. in healthcare would be analysing NHS data to calculate the number of medication errors reported per year across different hospital trusts.
Qualitative research involves exploring people’s experiences, opinions and feelings through interviews or focus groups i.e. interviewing nurses about their experiences of reporting patient safety incidents.
Mixed-methods research combines both quantitative and qualitative approaches within a single study. This allows researchers to gather both statistical evidence and personal insight that results in a more complete analysis. 
For a study on patient safety in the UK, a mixed-methods approach would be the best methodology. 
Quantitative data would be needed to establish the scale of the problem, for example the number and type of safety incidents reported across NHS trusts. However, quantitative data alone cannot explain why incidents occur or how staff feel about safety culture in their workplace. 
Qualitative methods such as staff interviews would provide this deeper understanding. By combining both approaches, a more thorough and balanced picture of patient safety can be achieved. The mixed-methods approach is supported by the NHS England Patient Safety Strategy (2019), which is important for both data analysis and cultural insight in improving patient safety outcomes.
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