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Introduction  
Staffing issues and low morale, combined with the growing number of patients seeking healthcare and overcrowding in Emergency Departments (EDs), are creating tension in the NHS in England to ensure safe care is delivered, especially in Eds (Drennan et al., 2024). Workforce shortages are a lack of adequately trained health care workers (nurses, doctors, and allied health workers) available to address the demand for services. These delays can impact on triage, communications and staff responses in the ED. Patient safety is the prevention of unnecessary harm and the provision of prompt, appropriate and effective care (Fekonja et al., 2023).
The EDs play an essential role in the NHS as they treat patients with acute illness or injury, which is crucial for their survival. But understaffing can have a negative effect on the quality of care and safety risks. Earlier studies have correlated workforce pressures to treatment delays and overcrowding and poorer patient outcome.
This scoping review seeks to explore the peer-reviewed evidence related to the impact of NHS staffing shortages have on patient safety in EDs in England. The question addressed is: What is the evidence from peer-reviewed research studies that the impact of workforce shortage in the NHS on patient safety in EDs in England? The purpose of the review is to help identify workforce issues, themes and gaps in research.

[bookmark: _Toc233759416]Background 
[bookmark: _Toc233759417]NHS Workforce Shortages in England
Employee shortage is now one of the biggest problems in the National Health Service (NHS) of England. Population growth, ageing population and the complexity of patient needs have all led to increased demand for healthcare services (Diz et al., 2022). But the number of workers has not been commensurate with the demand, leaving a shortage of workers in several healthcare professions. Workforce shortages are a serious challenge to the sustainability of health services, as identified in the NHS Long Term Workforce Plan, which calls for more recruitment, retention and workforce development. Staffing shortages have been linked to high workload, decreased job satisfaction and challenges to maintaining safe standards of patient care (Lang, 2023).
In the context of workforce pressures, EHs have been especially impacted as they have high demands, need to respond in a timely fashion, and are needed to assess and treat patients effectively (Xie et al., 2025). With greater numbers of patients attending Eds, safety and effectiveness concerns have been raised regarding the ability of EDs to consistently provide safe care.

[bookmark: _Toc233759418]Policies, Legislation and National Guidance
There are several policies and regulatory frameworks in place that acknowledge the need for appropriate staffing to ensure patient safety within the UK. The NHS LTWP sets out a strategic plan to tackle the workforce challenge by expanding the workforce, support education and retention strategies (Altun and Kudu, 2025). 
Healthcare providers are held to account by regulatory authorities like the Care Quality Commission (CQC) for levels of staffing and for their ability to deliver safe services. The Health and Social Care Act 2008 also place legal duties on healthcare providers to ensures the quality and safety of the care that they provide to patients are satisfactory (Amritzer et al., 2024). Everything from these policies and frameworks recognizes the importance of adequate staffing in the delivery of safe health and the efficiency of the organization.

[bookmark: _Toc233759419]Services and Practice in Emergency Care
The Emergency Department is a facility where patients who are experiencing an acute illness or injury are assessed, treated and stabilized in a hurry. In response to the rising demand, NHS organizations have taken several measures and adopted service models to ensure the smooth flow of patients and keep them safe (Benjamin and Giuliano, 2024). They range from advanced clinical practitioner positions, multidisciplinary team working, rapid assessment/treatment models, to better triage systems.
Organizations in the healthcare sector have also implemented staff support programs to enhance recruitment and retention efforts (Peta and Bradford, 2025). This includes programs of recruitment from overseas, flexible working and professional development programs. However, even with these efforts, EDs are still facing staffing shortages and the resulting operational pressures (Babaii et al., 2025).
Patient safety frameworks are integrated into the practice of emergency care that can help to recognize and control risk. These include clinical governance structures and quality improvement programs, incident reporting systems (Mohammadi et al., 2024). However, if there are not enough staff members to accommodate patient needs then these can be ineffective.

[bookmark: _Toc233759420]Key Challenges and Evidence Gaps
There are several emerging studies indicate that staffing can have an impact on patient safety in the ED. Studies have been reported on the relationship between inadequate staffing and longer waiting time, communication breakdowns and increased risk of adverse patient outcomes (Alderwick and Charlesworth, 2022). Stress and consecutive fatigue of employees can also cause clinical mistakes and poor quality of care.
Previous studies have explored the link between staffing and quality of health care; however, results have been published in a heterogeneous body of literature, with varying focus across professional groups, health care settings, and study designs (Chalkley et al., 2025). In addition, most research is conducted in a general hospital context and not in the context of the ED. The need exists to combine existing evidence about the impact of workforce shortages on patient safety in EDs in England (Wise, 2026).
As this is an area with continued pressures for the NHS workforce and patient safety is paramount in emergency care, it is necessary to conduct a scoping review to establish common themes, summarize evidence and indicate a need for further research (Byrne, 2022). This type of evaluation can help to provide further insight into the issues that Emergency Departments are encountering and provide guidance for future workforce planning, policy development and practice.

[bookmark: _Toc233759421]Methodology 
[bookmark: _Toc233759422]Scoping Review Design
This study employed a scoping review approach to look at the peer-reviewed evidence of the effect of NHS workforce shortages on patient safety in Emergency Departments in England. A scoping review was appropriate because the topic is broad and involves different types of evidence relating to staffing, emergency care and patient outcomes (Mattos et al., 2023). The process of conducting the review was based on the Arksey and O'Malley framework which helps in identifying, selection and mapping of literature. PRISMA-ScR principles were also applied to the reporting process for increased transparency and uniformity.

[bookmark: _Toc233759423]Data Collection Approach 
A literature search was undertaken in a systematic manner, employing academic databases which are pertinent to health and social care research. These included the PubMed, CINAHL and PsycINFO. These databases were chosen as they allow access to peer-reviewed literature relating to healthcare workforce issues, emergency medicine, nursing and patient safety and health service delivery.
The search strategy employed the keywords and the Boolean operators to get relevant literature. Keywords used were: ‘NHS workforce shortage', ‘staffing levels', ‘emergency department', ‘England', ‘nursing shortage', ‘clinical errors' and ‘quality of care'. Examples of Boolean searches used were: (“NHS workforce shortage” OR “staffing shortage” OR “staffing levels”) AND (“emergency department” OR “accident and emergency” OR “A&E”) AND (“England” OR “UK”).
Studies were selected through inclusion criteria to ensures they are relevant and of quality. Studies were eligible for inclusion if they were peer-reviewed journal articles in English, aiming to investigate a shortage of health or staff levels in NHS or patient safety outcomes, and published in English. Only research published in the past decade was included in the study to reflect current pressures in healthcare.
Policy papers, editorials, opinion articles, conference abstracts, non-English publications, non-emergency care or patient safety studies were excluded. Policy and regulatory documents were helpful for background purposes but were not considered as central to the study for analysis.


[bookmark: _Toc233759424]Data Analysis Approach
The studies selected were classified based on their objectives, methodology, participants, conclusions and significance of the review question. The evidence was organized into a summary table for comparison and to organize the findings across studies. Thematic analysis was then employed to discover and extract common themes from the literature. This was appropriate as the review enabled the processing of evidence derived from a variety of study designs and the extraction of key themes including delays in treatment, workload of staff and potential risks to patient safety.

[bookmark: _Toc233759425]Ethical Considerations
This is a secondary analysis of published data and as such ethical approval was not necessary. Research ethics were upheld, however, by citing sources properly, without misrepresenting the results of the research and using transparent inclusion and exclusion criteria. Several databases were used, and search terms were clear and a structured approach to study selection and analysis was used to reduce overall bias. 

[bookmark: _Toc233759426]Results 
[bookmark: _Toc233759427]Included Studies Overview
After applying the inclusion/exclusion criteria, six peer-reviewed studies were chosen for analysis. Studies included systematic review, literature review and scoping reviews of workforce shortages, patient safety, triage and quality of care in the ED (Endeshaw et al., 2026). The studies had a range of methodologies and geographical settings, but all offered some relevant evidence for factors that contribute to safe patient care in Emergency Departments (EDs). Four themes emerged from the thematic analysis, these being workforce shortages and quality of care, patient safety concerns in the triage and treatment areas, overcrowding in the ED, and effects of workforce pressures on staff wellbeing and sustainability of services (Payne et al., 2024).

[bookmark: _Toc233759428]Summary of Included Studies
	Author (s), Year
	Research Objectives
	Methods
	Key Findings
	Relevance to Review Question

	
Drennan et al. (2024)
	Discuss the impact on nurse staffing on quality of care in EDs.
	
Systematic Review
	Less staffing was correlated with lower quality of care, greater delay and lower patient safety.
	Direct evidence of workforce shortage's impact on patient safety.

	

Fekonja et al. (2023)
	
Determine factors that impact patient safety in the ED during triage.
	

Systematic review
	Communication problems, workload pressures and staffing problems added to risks to patients' safety.
	Understands the effects that staffing can have on safe emergency care.

	

Diz and Lucas (2022)
	

Discuss patient safety issues in an ED.
	

Systematic Review
	Communication, organisational issues, delays and overcrowding were all factors in adverse events.
	Offers general information of the problems related to patient safety in EDs

	

Pearce et al. (2023)
	
Discuss what causes ED crowding and what happens because of crowding.
	

Overview of Reviews
	Crowding led to delays in access, delays to treatments and potential risk of adverse patient outcomes
	Points out how issues of patient safety are affected by the impact of system pressures.

	

Xie et al. (2025)
	Examine the relationships between ED crowding and violence towards nurses.
	

Literature Review
	Overcrowding caused a rise in the incidence of workplace violence, stress and employee unhappiness.
	
Shows indirect associations between labour issues and safety.

	

Altun and Kudu (2025)
	
Explore the causes and consequences of ED overcrowding.
	

Scoping Review
	There was overcrowding and the quality of care was affected by staffing and by the demands and need for resources.
	
Helps to understand safety concerns associated with work




[bookmark: _Toc233759429]Theme 1: Workforce Shortages and Quality of Care
The first theme was identified was the link between staff shortages and the quality of care provided in the ED. Drennan et al. (2024) found there was consistent evidence the quality of patient care and outcomes are poorer when nurse staffing is inadequate. There were staffing gaps which impacted the ability of healthcare workers to provide timely assessment, monitoring and respond to patient clinical deterioration.
The results indicate workforce shortages can be a significant challenge to emergency healthcare systems, especially during times of increased patient load. Healthcare workers may have to handle more patients at a time, with fewer employees, causing a rise in workloads. Diz and Lucas (2022) also found the organisational pressures and resource limitations were factors that led to patient safety incidents in the emergency context.
All of this suggests that sufficient staffing is essential to a safe and effective emergency care setting. These findings indicate that workforce shortages are not just workforce management issues but are also related to patient safety and healthcare quality outcomes.
[bookmark: _Toc233759430]
Theme 2: Patient Safety Risks During Triage and Treatment
The second theme was on risks of patient safety during the triage and treatment processes. High workloads, inadequate staffing and communication problems were among the factors that impact patient safety in the triage process identified by Fekonja et al. (2023). The triage is an integral part of emergency care because it will decide the priority of patients and the way they can be treated depending on the need.
One of the review's findings was that staffing issues can negatively impact the accuracy and efficiency of triage evaluations. If a department isn't staffed, healthcare staff might be forced to take quick decisions and act under pressure, leading to possible mistakes. In the same way, delayed treatment, communication failure and organisational inefficiencies were frequently cited as the factors that lead to adverse patient events, as reported by Diz and Lucas (2022).
These findings show that patient safety risks are more than just clinical practice and apply to other organisational aspects. To develop efficient triage, there is a need for adequate staffing, communication and resource allocation. 

[bookmark: _Toc233759431]Theme 3: Emergency Department Overcrowding and Patient Safety
A significant issue developed across the studies selected was overcrowding. Pearce et al. (2023) reported one of the major problems with the healthcare system is crowding in the hospital's emergency departments. The review identified being overcrowded was linked to longer waiting times and delayed treatment and lower patient satisfaction.
Likewise, Altun and Kudu (2025) found that in many cases, overcrowding is a result of many factors such as the escalation of patient demand, shortage of resources and staff. All these factors work together to produce operational pressures which can have a negative impact on patient safety. Staff may not be able to keep standards and patients may have deteriorating clinical situations before they are treated if waiting times are long.
Overcrowding was also cited by Diz and Lucas (2022) as a patient safety issue that frequently occurs. Findings from various studies point to the consistency of the threat of overcrowding in emergency care as one of the most serious patient safety issues. Importantly, workforce shortages seem to be one of the contributing factors to this issue, as it results in smaller departmental capacities and lower efficiency of the services.

[bookmark: _Toc233759432]Theme 4: Workforce Pressures, Staff Wellbeing and Service Sustainability
The final theme was about staffing pressures and how this affects staff wellbeing and sustainability of services. Xie (2025) determined that a high workload in EDs was linked to greater rates of workplace violence towards nurses. Violence and high workloads and stressful working situations led to psychological strain and lower levels of staff wellbeing.
This is significant as there is a strong relationship between staff wellbeing and patient safety. Stressed, fatigued and burnt-out healthcare professionals may not be able to uphold adequate standards of care. 
Drennan (2024) and Altun and Kudu (2025) findings are validating this interconnection, as they demonstrate that staffing shortages can lead to higher workloads, lower morale and ongoing staffing issues. This means not enough workers can provide care to patients, while also having the potential to undermine sustainability of emergency healthcare services.

[bookmark: _Toc233759433]Summary of Findings
A thematic analysis revealed four related themes overall. Reduced quality of care was linked to workforce shortages, level of patient safety risks during triage and treatment, and an increased level of emergency department overcrowding and negative impacts on staff wellbeing. The results indicate that staffing levels are a key factor in ensuring safe and effective emergency care. Filling staff gaps might thus be critical to patient safety in the ED and their sustainability in England.

[bookmark: _Toc233759434]Discussion 
[bookmark: _Toc233759435]Interpretation of Findings
The question for the review was: What does the evidence from peer-reviewed research suggest about the effect that NHS workforce shortages have on patient safety in Emergency Departments in England? The overall results suggest there are both direct and indirect impacts of workforce shortages on patient safety (Rooddehghan et al., 2024). Direct effects include delayed assessment, loss of care and increased risk of clinical mistake. Indirect effects arise from shortages that result in inadequate communication and decreased service resiliency. This does not just mean workforce shortages are employment problems because sufficient and consistent numbers of skilled staff are needed to ensure safe emergency care (Hamzeh-Kola et al., 2025).

[bookmark: _Toc233759436]Comparison of Findings Across Studies
The findings from the studies were generally similar in indicating staffing pressures have an adverse impact on the quality and safety of emergency care. Lower nurse staffing levels were associated with poorer quality of care, as previously reported by Drennan (2024) who studied nurse staffing specifically. This is consistent with the findings of Fekonja (2023) who found workload, communication issues and staffing issues to be key risks identified during triage. 
Diz and Lucas (2022) gave a wider patient safety overview and acknowledged that overcrowding, delays and organisational shortcomings were significant factors in causing harm in Emergency Departments. This is consistent with Pearce (2023) who found that crowding causes longer wait times and delays treatment. Drennan (2024) focused on staffing levels, whereas (Pearce et al, 2023: Altun: Kudu, 2025) highlighted issues of overcrowding at the system level, including availability of beds and resources, and demand. This is significant because it indicates there is a broader emergency care crisis, beyond just workforce shortages.
Xie (2025) introduced an additional factor, namely the relationship between ED overcrowding and violence towards nurses. This demonstrates that work pressures have an impact on patients, safety and wellbeing of staff. Staff suffering from violence may also be affected by stress and burnout, which can lead to further issues affecting patient care such as sickness absence and staff turnover. The studies as a whole highlight a vicious circle in which the lack of staff compounds increasing pressure, which further reduces safety and consequently, retention issues.

[bookmark: _Toc233759437]Gaps and Limitations in Evidence
The evidence is beneficial but there are some gaps. First, many of the studies reviewed were systematic or literature reviews, and not original studies undertaken specifically in English NHS Eds (Sartini et al., 2022). This restricts the conclusion that can be drawn about England in particular. Second, some studies relate to emergency care on an international level so results may not be entirely representative of NHS structures, policies or workforce models.
One drawback is many of the evidence pieces identify correlations, not causation. For instance, research has demonstrated that poor staffing and overcrowding are correlated with poorer patient safety outcomes, but it is more difficult to establish that staffing shortages alone were the cause of certain patient safety outcomes (Samadbeik et al., 2024). There is a need for more longitudinal and intervention studies to determine if better staffing, staff retention or new care models result in measurable improvements in patients' outcomes (Akboğa and Gelin, 2024). 

[bookmark: _Toc233759438]Implications for Healthcare Practice and Future Research
The research has significant practical urgent implications for the NHS Emergency Department. Safe staffing should not be seen as a goal of operation, but rather as a patient safety goal. Workforce requirements need to be well planned; staffing retention measures must be improved, and staff wellbeing supports and safer systems for managing overcrowding need to be enhanced (Loke et al., 2023). The ability to improve the triage process, communication and escalation procedures will also help minimize harm under pressure.
There is a need for further studies to explore the link between staffing levels and measurable patient safety outcomes in the future (Craston et al., 2025). Further research is needed on the experiences and views of nurses, doctors and patients to see how the lack of staffing influences care provision in practice. In general, this review reflects the need for greater sustainability of the workforce as a key component of safer emergency care.

[bookmark: _Toc233759439]Conclusion and Recommendations 
This scoping review identified there are workforce shortages in the NHS and these shortages have a significant impact on patient safety within Emergency Departments. There are evidence low staffing levels lead to treatment delays, communication difficulties and lower quality of care. These problems pose a threat to patient safety and add to the burden on health care providers. The results reveal that the issue of a shortage of staff members is not just an organisational problem; it is also a patient safety issue.
The NHS Emergency Departments are advised to focus on staffing levels, recruitment and retention policies and increase support for staff wellbeing. Services must also enhance the triage, communication and escalation processes during periods of overcrowding (Muir et al., 2023). Future studies should be based on evidence specific to England and investigate whether the staffing interventions have an impact on patient safety outcomes which are measurable, such as waiting times, adverse events and missed care (Li et al., 2024). Promoting workforce sustainability is critical to providing safer and more effective emergency care.
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