Tutorial- Patient Safety, Quality Theories & Regulation in UK Health & Social Care
Case Study
Mr. James, 68 years old, was admitted to a busy NHS hospital after a fall at home. He has a history of diabetes, hypertension, and mild dementia. During his hospital stay, he was prescribed two different medications that interacted badly, causing dizziness. The nurse on duty missed giving his evening dose of insulin because of an emergency in another ward. A junior doctor failed to document properly in the electronic health record (EHR), so the physiotherapy team did not get the referral on time. Mr. James later developed a pressure ulcer due to delays in repositioning. His daughter complained that communication from staff was confusing and inconsistent.
Discussion Questions
1. Identify all the patient safety issues in this case. Which one do you think is the most serious, and why?
2. Which of the problems could have been prevented, and how?
3. What risks (human, ethical, financial) do such errors create for patients, families, staff, and the NHS?
4. What might have been the impact on Mr. James’s mental health and trust in the healthcare system?
5. Imagine you are part of the nursing team. How would you handle the missed insulin dose after realising the error?
6. What are the possible reasons for the medication errors in this case? Which of these reasons are related to individuals, and which are related to systems?
7. How could better teamwork and communication between professionals have helped prevent harm to Mr. James?
8. Using the Institute of Medicine’s Six Domains of Quality (Safety, Effectiveness, Patient-centredness, Timeliness, Efficiency, Equity), discuss how the hospital failed Mr. James in at least three areas.
9. Apply Donabedian’s Model (Structure–Process–Outcome) to this case. What changes would you make at each level?
10. Which regulator(s) would be responsible for investigating or addressing the issues in Mr. James’s case?
11. Why do you think regulation in health and social care is more complex than in other industries (e.g., transport, food, banking)?
12. If you were a regulator, what three actions would you recommend for the hospital to improve?
13. What kind of training, policies, or technology might have prevented Mr. James’s harm?
14. If you were Mr. James’s daughter, what concerns would you raise, and how might you expect the hospital to respond?
15. If you were part of the hospital team, what one service improvement would you prioritise first, and why?
16. Looking at this case, what lessons can be applied to your own practice or future role in health/social care?
17. What do you think are the biggest barriers to achieving patient safety improvements in the NHS today?

