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[bookmark: _Toc235183588]1.0 Proposed Research Title
Healthcare Managers’ Role in Promoting a Patient Safety Culture to Reduce Medication Errors in the NHS: A Qualitative Systematic Review
[bookmark: _Toc235183589]2.0 Prevalence of the Problem
The medication errors have been one of the most common patient safety problems in the global aspect as well as within the NHS. However, the World Health Organisation (WHO) estimates that medication-related harm leads to the costing of approximately $42 billion every year. As per Simsekler et al., (2025), the organisation also indicates that nearly 237 million medication errors occurs in each year within NHS which has contribution to the avoidable hospital admissions along with preventable deaths, patient harm and long hospital stays in this aspect. These persistent errors highlight the urgent need for a stronger patient safety culture along with improvement of effective healthcare management strategies in the marketplace.
[bookmark: _Toc235183590]3.0 Introduction, Literature-Based Background to the Study and Gap
While reflecting on the research idea, it has been observed that patient safety is one of the most important aspects associated with healthcare. It has often been declared as one of the most important, if not the most important, dimensions linked to the quality of healthcare. As per Kaya et al. (2023), the aim is to fundamentally decrease potential harm to patients and improve the overall outcomes. Research states that errors in medication are often the most prominent reason for compromised safety in healthcare. Such instances are often observed due to miscommunication during the prescribing of a drug or inconsistent administrative monitoring. However, such issues may also be related to the lack of proper dispensing.
Further research also confirms that errors in medication that jeopardise patient safety are associated with massive bills and settlements. Some reports by the WHO have proposed a figure close to $42 billion USD in losses for the annual cost related to medication errors. According to Azyabi et al. (2022), this accounts for almost 1% of the total expenses in global healthcare, which showcases the risk associated with the quality of healthcare. Such reports and studies also include a number that almost 10% of patients suffer from errors in medication. This shall be related to potential or avoidable harm to the individual during healthcare delivery with proper training and staff accountability in such situations. Hence, it is evident that the issue runs deep and is more dangerous than it may sound. 
According to the NHS, the number of medication errors that occur annually on a global scale is close to 237 million. As per de Bienassis and Klazinga (2022), the matter needs more studies on prediction to eliminate the toll of approximately 1700 annual deaths related to flawed or errors in medication. Also, certain studies suggest that almost 181000 patients suffer from severe harm annually due to errors in medication, while also 22000 of such severe cases often end in patient death. It is important to highlight that the numbers are rather staggering and alarming, considering the ease with which such mistakes can happen in any healthcare setting. Such risks are further linked to £98 million in financial losses for insurance companies, healthcare professionals and hospitals on an annual basis.
Research by Sosa-Palanca et al. (2022) suggests that approximately 6.5% of hospitalised patients have experienced medication-related issues, while nearly 50% of these incidents are associated with the consideration of prevention through effective organisational leadership and practices. For example, NHS England has implemented the Medication Safety Improvement Program, which indicates the encouragement of healthcare organisation for having support the reporting systems (Albano et al., 2022). Additionally, the entire program led the inclusion of the leadership engagement process along with continuous learning for minimising the avoidable harm. Similarly, the Alder Hey Children's NHS Foundation Trust has introduced electronic prescribing along with multidisciplinary safety initiatives within the organisation, which has led to the significant reduction of prescribing errors. As per Louch et al., (2025), the entire approach has contribution to the improvement of communication between clinicians along with pharmacist and nurses within the mentioned organisation. 
While addressing the overall concept related to medication error, the roles and responsibilities of the manager liable for patient safety also need to be addressed. This shall be related to the idea that healthcare managers play an important role in implementing and maintaining safety practices for patients. As per Brborovićet al. (2022), this is mostly done by their decision-making capabilities and taking accountability for their actions while managing a range of teams in their caregiving actions. Additionally, such a manager is often linked with allocating resources, proposing and implementing policies, collaborating with others through multiple departments, and urging continued learning for patient safety. Through the role and responsibility of such managers are associated with multiple aspects as mentioned, research regarding the same are rather fragmented based on the lack of proper policies binging hem. Therefore, the possibility of them practising medication errors may often go unnoticed based on their liabilities in such situations. 
Most, if not all, studies suggest that the implementation of a strong patient safety culture is essential to reducing the risks of medication error. As per Fukami and FUKAMI (2024), such practices will eventually relate to higher and better productivity of managers in such positions. Thus, it is essential to understand that a manager in such positions needs to showcase resilience, suitable and open communication, teamwork and exceptional leadership qualities (Abdulla et al., 2023). This is also related to studies that suggest higher reporting rates within a hospital may often reflect the lower changes and instances of medication errors by managers. This is widely related to the presence and environment of the setting that pushes an employee to maintain all safety protocols while also minimising the risk of medication error.
Literature Gap 
It is important to note that the majority of the existing studies explore the concept of patient safety culture and medication errors. However, it is rather questionable the number of qualitative studies that explores on the concepts related to the role of managers in reducing possible medication errors. Furthermore, the key area of consideration for research within the NHS is a certain gap within the existing literature. It is critical to note that such criteria are met in nominal or no such reach, as most research does not combine the aspect of managerial leadership with patient safety. However, this research aims to achieve and overcome all the mentioned gaps.
[bookmark: _Toc235183591]4.0 Rationale & Research Question/Aims/Objectives
[bookmark: _Toc235183592]4.1 Rationale
Medication safety has been a continual demand for attention since preventable errors provide significant pressure on healthcare services, patients andprofessionals. It can be said that in England, medication-related harmful events have contribution of the huge number of additional bed days each year. Therefore, this increases the operational pressures along with delays in access for the other patients within the healthcare organisation. It is essential to note that managerial approaches that sustain long-term patient safety culture remain inconsistently explored within the qualitative research. Therefore, this study provides justification for the research approachsince it will evaluate recent evidence for identifying effective leadership practices. This leadership system leads to the supporting of safer medication management, continuous quality improvementsand organisational learning processes throughout the NHS healthcareenvironment. Therefore, the study will provide significant rationale to conduct it in recent times regarding the subject.
[bookmark: _Toc235183593]4.2 Research Question
1. How do healthcare managers promote a patient safety culture within NHS healthcare settings?
2. What managerial strategies are used to reduce medication errors and improve patient safety outcomes?
3. Which leadership, communication, and reporting practices influence the development and sustainability of patient safety culture?
[bookmark: _Toc235183594]4.3 Aims and Objectives
Aim:The main aim of the research is to evaluate healthcare managers' roles in promoting patient safety culture within NHS hospitals by identifying strategies, organisational practices which lead to the reduction of medication errors and improvement of safety outcomes.
Objectives
· To examine healthcare managers’ roles in promoting patient safety culture within NHS healthcare settings.
· To explore managerial strategies used to reduce medication errors and improve patient safety outcomes.
· To identify leadership, communication, and reporting practices influencing the development and sustainability of patient safety culture.
[bookmark: _Toc235183595]6.0 Research Methodology
[bookmark: _Toc235183596]6.1 Research Design
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Figure 1: Saunders’ Research Onion Framework
(Source: Saunders and Bristow, 2023)
The entire research design will be followed using the Saunders' Research Onion to ensure structure methodological design. 
Philosophy
Theinterpretivism research philosophywill be adopted since the study aims to understand in which way healthcare managers influence patient safety culture. This will be associated with the data extraction of studies regarding the influence through staff experiences, organisational practices and leadership behaviorists reported in qualitative literature (Furidha, 2023). The interpretivism philosophy will be appropriate since it focuses on the understanding of perception, meaning and social interaction rather than the measuring of numerical relationships in studies (Muzari et al., 2022). 
Approach to theory development
The research approachfor this study goes with the employment of an inductive approach. However, the study explored existing qualitative evidence to identify recurring concepts, themes and patterns rather than testing predetermined hypotheses (Phillips et al., 2024). The entire approach ledto the enabling of the theorydevelopment process from published findings, gs along with providing support for a comprehensive understanding of organisational safety culture. 
Methodological choice
The methodological choice has followed a mono-method qualitative design. However, the study hasreliance on the exclusively on qualitative evidence from published peer-reviewed articles. This provides permission for the detailed exploration of leadershipstrategiesalong with patient safety culture, communication practices and organisationallearningapproach. Therefore, a qualitative method has been selected since it provides rich contextual understanding, which cannot be achieved only through quantitative measurements (Bounckenet al., 2026). 
Strategy
The selected research strategy is a Systematic Literature Review (SLR) with archival research process for the development of the research process. However, this strategic provides the enabling of the identification, critical evaluation and selectionprocess of relevant qualitative studies using reproducible and transparent procedures in this case. The entire review analyses evidence from studies with a focus on the healthcare management process, organisational culture and medication safety within the NHS in similar healthcare environments. Therefore, the using of an SLR provides strengths for the reliability of findings by reducing selection bias through predefined eligibility criteria in this study (Nasri, 2023).
Time horizon
The time horizon adopted a cross-sectional design since the review examines the evidence published within a defined period rather than an investigation of changes over time. Therefore, thisapproach has provided a contemporary understanding of healthcare managers’ role in promoting patient safety culture along with the reduction of medication errors (Dehalwar and Sharma, 2024). This provides assurance off that the conclusion reflected current leadership practice along with organisational priorities and healthcare quality improvement initiatives in the research. 
[bookmark: _Toc235183597]6.2 Selection & Sampling
No participants were recruited since this research employed a qualitative systematic literature review. However, the study includes a purposive sampling process that identifies relevant peer-reviewed qualitative studies meeting predefined eligibility criteria (Islam and Aldaihani, 2022). It can be said that the final sample has inclusion of 10 published studies which has involvement of healthcare managers, nurses, pharmacists, physicians and other clinical staff working within the NHS or other similar healthcare organisations. Therefore, these studies provided diverse professional perspectives on leadershipapproach along with organisational culture procedures and safety on medication process. This provides an enabling approach for comprehensive analysis of evidence addressing the research objectives of the selected research topic. 
	Inclusion criteria
	Exclusion criteria

	Peer-reviewed articles
	Non-peer-reviewed articles

	Published in English
	Non-English publications

	Qualitative studies
	Quantitative-only studies

	Focus on patient safety culture and medication errors
	Studies unrelated to medication safety

	Healthcare management or leadership focus
	Non-managerial perspective

	NHS or comparable healthcare settings
	Non-healthcare settings

	Published within 5 years
	Outside the selected timeframe


Table 1: Inclusion and exclusion criteria
(Source: Self-developed)
[bookmark: _Toc235183598]6.3 Data Collection Methods
The research selected secondary data, which will be collected from published peer-reviewed qualitative studies fetched through Google Scholar. The search terms include “patient safety culture,”“medication errors,”“healthcare managers,”“leadership,” and “NHS” keywords. The entire study has been focused on the selection of studies which are published between 2021 and 2026. However, these are screened against predefined inclusion and exclusion criteria. Additionally, the eligible criteria were reviewed systematically along with relevant information regarding the study characteristics and managerial practice (Donkoh and Mensah, 2023). This includes having organisational factors along with patient safety outcomes, which will be extracted by using a structured data extraction table to have assurance of accuracy and consistency of the study. 
[bookmark: _Toc235183599]6.4 Proposed Data Analysis Technique
The extracted qualitative data will be analysed using thematic analysis for the identification of recurring themes, patterns and relationships throughout the selected studies. However, the analysis involves familiarising oneself with the findings, coding relevant information, grouping similar codes into broader themes and reviewing theme consistency. Therefore, this approach enables systematic interpretation of healthcare managers’ leadership practices along with patient safety culture and organisational influences initiatives (Humble and Mozelius, 2022). This indicates that thematic analysis will be appropriate since it supports comprehensive synthesis of qualitative evidence while preserving contextual meaning from the included studies regarding the selected subject.
The key details of the research design are presented in the following table.
	Data Collection Method
	Rationale
	Population Size
	Final Selected Sample
	Type of Data Finalised

	Systematic Literature Review (SLR)
	Requires less resource and time
	264
	10
	Secondary Qualitative


[bookmark: _Toc235183600]7.0 Ethical Considerations
This study will be conducted using only secondary sources of data, since there was no involvement of human participants and no formal ethics approval was required. Ethical standards will bemaintained in choosing credible sources with scholarly peer review, accurately representing the findings of others and citing author sources to avoid plagiarism (Bhangu et al., 2023). However, studies will be selected inevidence based manner without manipulation of evidence or introducing researcher bias. It can be said that confidentiality will be protected as all of the articles reviewed had been previously ethically approved for publication, and there was responsible and transparent research practice.
[bookmark: _Toc235183601]8.0 Implication of Research
The results will offer key insights for healthcare managers, policy makers and NHS organisations to enhance patient safety culture. However, the recognition of effective leadership strategies and organisation practice can help to reduce medication errors, enhance staff morale and improve patient outcomes. Additionally, the review can also be used to guide future quality improvement, leadership development and policy development. Therefore, it is a valuable addition to academic knowledge by pointing out evidence-based managerial practices that encourage patient safety culture in healthcare organisations.
[bookmark: _Toc235183602]9.0 Plan of Work and Time Schedule
This research took place in several phases across around a 3-month period. The initial days have been focused on topic selection, literature searching and development of eligibility criteria in the preparatory phase. Then, the appropriate studies were screened, selected and organised systematically. However, data extraction and thematic synthesis will be conducted prior to interpretation and inferences, and to draw conclusions through the selection, methodology proposing, data collection process. The last few days were spent writing the dissertation, proofreading, formatting, referencing and revising it, according to university guidelines. The structured schedule provided for efficient progress and timely completion of the research project for review and delivery.

Figure 1: Gantt Chart
(Source: Self-developed)
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