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Abstract 

Patient safety is a fundamental aspect of healthcare quality, aiming to prevent and reduce risks, errors, and harm to 

patients during the provision of healthcare. This dissertation investigates the multifaceted nature of patient safety, 

examining its determinants, impacts, and strategies for improvement. The study employs a mixed-methods approach, 

combining quantitative data analysis from patient safety incident reports and qualitative insights from healthcare 

professionals through interviews and focus groups. 

Key findings highlight the prevalence of medication errors, surgical complications, and healthcare-associated 

infections as primary concerns. Contributing factors include inadequate staffing, insufficient training, and poor 

communication among healthcare teams. The dissertation emphasizes the critical role of a robust safety culture, where 

open communication and continuous learning are prioritized. 

Recommendations for enhancing patient safety include the implementation of standardized protocols, advanced 

training programs, and the integration of health information technologies such as electronic health records (EHRs) and 

computerized physician order entry (CPOE) systems. Additionally, fostering a non-punitive environment encourages 

reporting and addressing errors without fear of retribution. 

This study underscores the importance of interdisciplinary collaboration and the continuous evaluation of safety 

practices to adapt to the evolving healthcare landscape. By identifying key areas for intervention and providing 

actionable strategies, this dissertation contributes to the ongoing efforts to safeguard patient well-being and improve 

healthcare outcomes. This abstract encapsulates the main elements typically addressed in a comprehensive study on 

patient safety, focusing on the causes, consequences, and potential solutions to enhance safety in healthcare settings. 
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INTRODUCITON 

Patient safety is an essential component of healthcare quality, encompassing the prevention of errors and adverse 

effects associated with healthcare. Despite significant advancements in medical science and healthcare delivery, 

patient safety remains a pressing global concern. The complexity of modern healthcare systems, characterized by 

intricate procedures, diverse healthcare providers, and high patient volumes, creates numerous opportunities for errors. 

These errors can result in serious harm, increased morbidity and mortality, and substantial financial costs. 

The World Health Organization (WHO) estimates that hundreds of millions of patients are affected by adverse events 

each year, with nearly 50% of these incidents being preventable. Medication errors, surgical complications, and 

healthcare-associated infections are among the most common types of patient safety incidents, highlighting the critical 

need for effective prevention strategies. 

A profound understanding of the underlying causes of these incidents is essential for developing and implementing 

effective interventions. Factors such as inadequate staffing, lack of proper training, miscommunication among 

healthcare professionals, and system inefficiencies contribute significantly to patient safety issues. Furthermore, a 

culture that emphasizes safety, transparency, and continuous improvement is vital in promoting safer healthcare 

environments. 

This dissertation aims to explore the various dimensions of patient safety, including its determinants, impacts, and 

potential solutions. By employing a mixed-methods approach, the study integrates quantitative data analysis from 

patient safety incident reports with qualitative insights gathered from healthcare professionals through interviews and 

focus groups. This comprehensive analysis provides a nuanced understanding of patient safety challenges and informs 

the development of targeted interventions. 

The objectives of this study are threefold: first, to identify and analyze the most prevalent patient safety incidents and 

their root causes; second, to assess the impact of these incidents on patient outcomes and healthcare systems; and third, 

to propose evidence-based strategies for improving patient safety. By addressing these objectives, this dissertation 

seeks to contribute to the ongoing efforts to enhance patient safety and ensure better healthcare outcomes for all 

patients. 

 

RESEARCH METHODOLOGY 

 

Sampling method 

 

The questionnaires were designed 

 

For doctors, nurses and support staff to know their opinion regarding the current culture of the safety in hospital and in 

order to assess their views regarding the risks associated with jobs.The convenience sampling method was used to 

select the study subjects. 

Method of Data Collection: 

 

Data has been taken with the help of question paper. 

 

Primary data: The primary data will be collected through a set of self designed questionnaires filled by the sample 

population. 

Secondary data: The secondary data will be collected from Books Journal and magazines, Website 
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Qus. How adequate is the training you receive on the latest safety standerds and practices for radiology ? 

 

 

 

Very adequate 7.1 

Adequate 64.3 

Neutral 28.6 

Inadequate - 

Very inadequate - 
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