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Patient Safety in Children’s Healthcare – Current issues and Research approaches in the UK 

Introduction
This report focuses on the issue of patient safety within the UK health and social care sector, with a particular emphasis on children as a vulnerable population. I have chosen this topic because I find it both interesting and important, and exploring it provides an opportunity to deepen my understanding of how healthcare systems prevent harm and ensure high-quality care. The report will examine who is affected by patient safety issues, why they are significant in the UK context, and how healthcare organisations manage risks. It will also evaluate relevant academic and professional sources, discuss research methodologies and data collection approaches, and reflect on the implications of this knowledge for my future career in working with children.

Task 1: Selection of Research Topic
Patient safety is a critical issue in the UK health and social care sector, particularly for vulnerable populations such as children. Ensuring that patients are safe during care delivery is essential because errors or lapses can lead to serious harm, delayed recovery, or deterioration of health. Those affected include patients themselves, their families, and healthcare organisations such as the National Health Service or private providers. Families may experience emotional distress and loss of trust, while organisations face reputational, legal, and financial consequences. Staff are also affected, as errors can increase stress and reduce morale. I have chosen this topic because I find patient safety both interesting and important, and it provides an opportunity to understand how healthcare systems prevent harm. Exploring this issue is particularly relevant to my future career, as I aim to work with children. Children are a vulnerable population who may be less able to advocate for themselves, making the management of safety risks crucial in any healthcare or care setting. Studying patient safety will help me understand how to support safe practices, protect vulnerable individuals, and contribute to high-quality care in my future work.


Task 2: Evaluating Information Sources
Source 1: NHS England Patient Safety Event Data
The first credible source for understanding patient safety issues in the UK is the official patient safety event data published by NHS England. This data set provides detailed information about the number and types of safety incidents recorded within NHS services. According to the statistics, the national Learn from Patient Safety Events (LFPSE) service collects reported incidents where something unexpected occurred or failed to happen that could have led to harm during healthcare delivery. For example, quarterly figures show hundreds of thousands of patient safety incidents recorded, with the majority reported by NHS Trust.
This source is useful because it offers national‑level empirical evidence on the scale of safety incidents and trends in reporting, which helps demonstrate the magnitude and relevance of patient safety issues in everyday UK care. The data is official and directly tied to the systems healthcare organisations use to monitor and learn from safety events, making it highly relevant to a study of patient safety. This source supports arguments about why patient safety is a continued concern in UK healthcare and provides real data to back up claims of risk occurrence.
However, there are limitations. Although NHS England publishes safety event statistics, some datasets are labelled “in development,” and reporting may vary across organisations, which can affect comparability and completeness. In addition, while the statistics reveal how many incidents are reported, they do not always explain why these incidents occur or how effectively organisations respond to them. Therefore, while useful for establishing the context and scale of safety concerns, this source needs to be supported by other sources that discuss systems and responses in more depth.

Source 2: Health Services Safety Investigations Body (HSSIB)
The second source is information from the Health Services Safety Investigations Body (HSSIB), a UK organisation established to investigate serious patient safety concerns across NHS care in England. HSSIB’s role is to conduct independent, non‑blame‑focused investigations into patient safety issues, and to share learning that can improve systems and practices. The official HSSIB site explains that these investigations look at risks that may affect the safety of patients and propose recommendations for improvement. 
This source is valuable because it highlights how patient safety is not only about counting incidents but also about analysing underlying causes and systems failures. HSSIB’s work emphasises learning and improvement, which supports the idea that organisations need structured frameworks to prevent repeated harm. It also demonstrates that UK organisations are actively engaged in system‑wide safety work, not just incident recording.
Despite its strengths, HSSIB materials are more descriptive of organisational function than statistical. They do not provide broad national figures on the total number of incidents but focus on specific investigation outcomes and safety learning. Therefore, HSSIB data is best used alongside official statistics to illustrate how the UK health system interprets incident data and implements systemic change.

Source 3: Review of Patient Safety Across the Health and Care Landscape (UK Government)
The third source is the Review of Patient Safety Across the Health and Care Landscape, commissioned by the UK Department of Health and Social Care. This official review maps multiple organisations involved in safety and quality, including HSSIB, the Care Quality Commission (CQC), and others. It provides useful statistics, noting that of roughly 600 million patient–provider interactions each year, around 3,000 results in safety investigations. It also reports that if UK patient safety performance matched the top OECD countries, there could be hundreds fewer avoidable deaths annually. 
This government review is particularly useful because it synthesises national systems, accountability, and patterns in patient safety, rather than a single dataset from one organisation. It highlights organisational overlaps, gaps, and the need for coordinated safety leadership, making it highly relevant to your research on organisational impact.
However, the review’s broad scope means it sometimes focuses more on system governance than specific frontline incidents. The complexity of multiple organisations can make it harder to extract clear, patient‑centred safety statistics from this source alone. Therefore, it should be integrated with NHS England data and HSSIB investigations to provide a more complete picture.

Task 3: Research Methodologies
Research methodology refers to the overall approach or strategy used to investigate a specific research question. In health and social care, understanding different methodologies is crucial to designing studies that produce valid, reliable, and meaningful findings. Quantitative research involves collecting numerical data that can be measured and analysed statistically. For example, a study examining the number of medication errors in paediatric wards across several hospitals would be quantitative. This approach allows researchers to identify patterns, compare outcomes, and evaluate the scale of a problem objectively.
Qualitative research, on the other hand, explores experiences, perceptions, and behaviours in depth. It often involves interviews, focus groups, or observations. For example, speaking with nurses about challenges in maintaining patient safety in children’s wards would be a qualitative approach. This method provides rich, detailed insight into the reasons behind safety issues and the experiences of staff or patients, which quantitative data alone cannot reveal.
Mixed methods research combines both quantitative and qualitative approaches, allowing researchers to gather numerical data while also exploring experiences and explanations. For instance, a study might measure the frequency of safety incidents (quantitative) and also interview staff and families to understand contributing factors (qualitative).
For my research on patient safety with children, I would use a mixed methods approach. This methodology is most suitable because it allows the study to capture both the extent of safety incidents and the experiences of staff and families, providing a fuller understanding of the issue. Quantitative data would highlight the scale and patterns of incidents, while qualitative data would explore the reasons behind them and potential solutions. Using mixed methods ensures that findings are comprehensive, balanced, and directly applicable to improving safety practices in paediatric care.

Task 4: Data Collection
Data collection is a crucial part of research, as it determines the quality and reliability of findings. Primary data refers to information gathered directly by the researcher for a specific study. This can include surveys, interviews, observations, or experiments. Primary data is collected firsthand, allowing the researcher to target specific questions and populations. For example, in a study on patient safety in children’s wards, primary data could be collected by interviewing nurses about safety practices or surveying parents about their experiences.
Secondary data refers to information that has already been collected by someone else for a different purpose. This includes datasets from government reports, NHS statistics, or academic research. Secondary data is often more time-efficient and can provide large-scale information about trends, patterns, or historical incidents, but it may not answer the researcher’s specific questions in full detail.
For my research on patient safety in children, I would use primary data, specifically a combination of surveys and semi-structured interviews with staff and families. This approach allows me to explore the specific experiences and perceptions of those directly involved in children’s care, which is critical to understanding the factors that influence safety. Primary data is particularly valuable for identifying practical solutions and improvements in care processes.
The advantages of using primary data include its relevance, specificity, and control over quality. However, challenges include the time and effort required to collect data, potential ethical considerations, and the need to ensure consent and confidentiality, particularly when working with vulnerable populations such as children. Despite these challenges, primary data collection provides rich, context-specific insights that are essential for improving patient safety in paediatric care.

Conclusion
Patient safety remains a critical issue within the UK health and social care sector, particularly for vulnerable populations such as children. This report has examined who is affected by safety incidents, why they matter for patients, families, and healthcare organisations, and why the topic is personally relevant to my future career. Evaluating UK-based sources highlighted both the scale of incidents and how organisations investigate and respond to safety concerns. A mixed methods research approach using primary data would allow for a comprehensive understanding of both the frequency of incidents and the experiences of staff and families. Studying patient safety provides valuable insights into improving care quality and reducing risks, and it will inform my development as a future professional working with children in health and social care settings.
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