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[bookmark: _Toc235184301]Introduction
In adult acute hospitals, patient safety depends on nurses who realise that they are becoming worse and provide medication, record observations, pass on information and raise concerns as early as possible. In this review adult acute NHS hospitals are English NHS services which offer active, short-term secondary care to seriously ill, injured or surgical adults or those who are acutely ill. They include emergency departments, acute assessment units, and adult medical and surgical wards, but exclude mental health, maternity, paediatric, community, rehabilitation and long-term-care settings. These settings involve unpredictable admissions, discharges and patient acuity. Workload encompasses personning, competence dependence, quantity of work, disruptive influence, work schedule and mental effort to order competing needs (Carayon and Gurses, 2008; Griffiths et al., 2020). 
The concept of communication failure in this proposal is the delay, incompleteness, inaccuracy or inadequate comprehension of information transfer during clinical handover to documentation, escalation or interprofessional communication. Medication error, missed observation, delayed treatment, lack of responsiveness to deterioration, near misses, and avoidable harm, are some of the risks to patient safety. Instead of the assumption of direct causality, the review will be made up to investigate communication as a workload-sensitive pathway that is plausible. This stance aligns with the Systems Engineering Initiative of Patient Safety framework that elucidates safety with the interplay of people, tasks, technologies, organisational processes, and care environment (Carayon et al., 2006; Holden et al., 2013). Professional relevance is also a problem, as the Nursing and Midwifery Council expects nurses to communicate effectively, keep proper records, bring up issues and protect the safety of patients (NMC, 2018).
[bookmark: _Toc235184302]Prevalence of the Problem
Workforce pressure remains significant in England despite recent improvement. At 31 March 2026, the registered nursing staff group, which includes midwives and health visitors, had 21,643 vacancies and a 5.0% vacancy rate, compared with 25,632 vacancies and 6.0% one year earlier (NHS England, 2026). Vacancy data indicate system capacity but do not directly measure bedside workload because temporary staffing, local establishments, patient acuity and ward demand vary across organisations.
The 2025 NHS Staff Survey indicates wider service pressure: 32.82% of respondents agreed that there were enough staff to do their job properly, 46.51% could meet conflicting demands on their time, and 33.71% had seen an error, near miss or incident that could have caused harm during the previous month (NHS Staff Survey, 2026). These data cover the wider NHS workforce and are therefore contextual. More direct evidence from 626,313 admissions across four English acute hospital trusts found that exposure to low registered nurse staffing was associated with an 8% higher adjusted hazard of death (aHR 1.08, 95% CI 1.07-1.09). Each 10-percentage-point increase in temporary registered nurse use was associated with a 2.3% higher risk of death (Griffiths et al., 2024). These observational findings indicate clinically important harm but do not prove causation.
Communication is also a major safety concern. Keshtkar et al. (2025) synthesised 46 studies involving 67,826 patients and found that poor communication contributed to a median of 24.0% of patient safety incidents (IQR 12.0%-46.8%). However, heterogeneous settings and low certainty limit direct transfer to English acute wards. CQC (2025) identifies workforce pressure as a threat to care quality, while HSSIB (2025) describes fatigue as an under-recognised systems risk. These findings support a focused review of workload and communication in adult acute NHS hospitals in England.
[bookmark: _Toc235184303]Literature-Based Background
Evidence linking nurse staffing with patient outcomes is extensive. Aiken et al. (2014) found that heavier patient-to-nurse workloads were associated with higher surgical mortality across nine European countries. A systematic review of longitudinal studies similarly concluded that higher registered nurse staffing was generally associated with lower mortality, although exposure definitions and adjustment for confounding varied (Dall'Ora et al., 2022). Evidence from England strengthens contextual relevance. Zaranko et al. (2023) associated registered nurse staffing and seniority with inpatient mortality, while Griffiths et al. (2024) found increased mortality risk following exposure to low staffing in four acute trusts. Longitudinal designs reduce some weaknesses of cross-sectional surveys, but they remain observational and cannot establish the mechanisms through which harm occurs.
Workload should not be equated with staffing alone. Staffing data do not capture rapid changes in patient acuity, admissions, discharges, staff experience or coordination requirements. Griffiths et al. (2020) identified considerable variation in workload tools and limited evidence that any one tool reliably represents nursing demand. A human-factors perspective is therefore useful because it considers whether work demands exceed the time, attention and resources available within the system (Carayon and Gurses, 2008). Communication may consequently be compressed, interrupted or delayed when nurses must repeatedly reprioritise tasks.
Missed care provides a plausible intermediate mechanism. Lower staffing has been consistently associated with omitted nursing care (Griffiths et al., 2018), while Ball et al. (2018) linked staffing, missed care and postoperative mortality. Uchmanowicz et al. (2024) associated rationed care with falls, medication errors, pressure injuries, infections and readmissions. However, many studies use self-reported omissions, which may be affected by recall and reporting culture. Communication and documentation may also be less visible than direct clinical activities and therefore under-recorded. Time pressure, interruptions and fatigue may similarly reduce information reliability. Medication interruptions are associated with error risk, but interruption-reduction interventions have produced inconsistent effects and can obstruct necessary clinical exchange (Johnson et al., 2017; Raban and Westbrook, 2014). Fatigue is associated with poorer nursing, safety and organisational outcomes (Cho and Steege, 2021), while burnout is associated with adverse events, medication errors and missed care (Li et al., 2024). Both are related to workload but are also shaped by shift patterns, rest, leadership and the wider work environment.
Communication failures occur when information is incomplete, unclear, unavailable or transferred without shared understanding of responsibility. Documentation breakdowns can disrupt continuity during clinical transitions (Braaf, Riley and Manias, 2015). Electronic documentation may improve accessibility and legibility, but it can also add burden and does not guarantee meaningful exchange (McCarthy et al., 2019). Structured handover interventions and SBAR-based tools may improve consistency, although outcomes depend on training, local workflow and sufficient time to clarify uncertainty (Müller et al., 2018; Bukoh and Siah, 2020; Desmedt et al., 2021). Communication tools are therefore unlikely to compensate fully for unsafe workload or poorly designed systems.
[bookmark: _Toc235184304]Rationale and Research Gap
The Francis Inquiry demonstrated how organisational priorities, inadequate staffing and failures to listen and communicate can combine to compromise care (Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013). More recent reviews examine staffing, missed care, fatigue, handover, documentation or communication quality, but rarely connect workload as an upstream condition with specific communication processes and safety outcomes. Keshtkar et al. (2025) synthesised communication and patient-safety evidence but did not focus specifically on nurse workload or adult acute NHS hospitals in England. Conversely, staffing reviews provide limited analysis of handover, documentation and escalation as potential pathways. This review will therefore integrate studies conducted in England that examine workload and communication, communication and safety, or all three dimensions. The proposed pathway will be treated as tentative and associative rather than causal.
[bookmark: _Toc235184305]Research Question, Aim and Objectives
[bookmark: _Toc235184306]Research question
What evidence exists on how nurse workload is associated with communication failures and related patient safety risks in adult acute NHS hospitals in England?
[bookmark: _Toc235184307] Aim
To critically synthesise evidence on the relationship between nurse workload, communication failures and patient safety risks in adult acute NHS hospitals in England.
[bookmark: _Toc235184308]Objectives
RO1: To identify workload-related factors associated with failures in nursing communication.
RO2: To critically examine evidence linking failures in handover, documentation and escalation with patient safety risks.
RO3: To integrate the findings and evaluate implications for workload-sensitive practice, management and policy in English acute hospitals.
[bookmark: _Toc235184309] Research Methodology
[bookmark: _Toc235184310]Research design
The study will use a structured literature review with systematic searching, explicit eligibility criteria, transparent screening, critical appraisal and mixed-evidence synthesis. This design is appropriate because the question concerns exposure-outcome relationships reported in quantitative, qualitative and mixed-methods studies rather than a single intervention. It is feasible within the dissertation period and avoids the access and recruitment barriers associated with primary NHS research. PRISMA 2020 will guide reporting of identification, screening and inclusion decisions (Page et al., 2021), while the review protocol will be informed by established methodological guidance (Booth, Sutton and Papaioannou, 2016).
[bookmark: _Toc235184311]PEO framework
The Population, Exposure and Outcome framework is suitable for reviews of associations between exposures or risk factors and outcomes (Munn et al., 2018). It will structure the question, search concepts and eligibility criteria.
Table 1. PEO framework
	Element
	Definition
	Review scope

	Population
	Who is being studied?
	Registered nurses and nursing teams in adult acute NHS hospital services in England.

	Exposure
	What condition or risk factor is examined?
	Nurse workload, staffing pressure, patient acuity, task demand, time pressure, interruptions, fatigue and missed care.

	Outcomes
	What effects or experiences are examined?
	Communication failures in handover, documentation, escalation or interprofessional exchange, and related safety incidents or harm.


[bookmark: _Toc235184312]Information sources and search strategy
CINAHL Complete, MEDLINE via PubMed, Scopus and Web of Science Core Collection will be searched for English-language studies conducted in England and published from January 2013 to July 2026. The start date reflects the contemporary NHS patient-safety context following the Francis Inquiry. Search terms will combine controlled vocabulary and free-text synonyms for three concept groups: nurse workload or staffing; communication, handover, escalation or documentation; and patient safety, errors, deterioration or harm. Terms within each group will be combined with OR and the three groups with AND. Geography will be applied during screening to avoid missing multicentre studies whose titles or abstracts do not explicitly state England; supplementary searches will also use terms such as England, English NHS, NHS trust and acute hospital. Reference lists and forward citations of included studies will be checked. NHS England, CQC, HSSIB and RCN sources will provide contextual evidence and eligible empirical grey literature (CQC, 2025; HSSIB, 2025; RCN, 2023). Search dates, complete strings, limits and result numbers will be recorded in a search log.
[bookmark: _Toc235184313]Inclusion and exclusion criteria
Table 2. Eligibility criteria
	Criterion
	Include
	Exclude

	Population/setting
	Registered nurses or nursing teams in adult acute hospitals.
	Primary care, community, care homes, paediatric-only, maternity-only or non-clinical settings.

	Concepts
	Workload and communication; communication and safety; or all three concepts.
	No relevant workload, communication or patient-safety dimension.

	Evidence
	Empirical quantitative, qualitative or mixed-methods studies; eligible official empirical reports.
	Editorials, opinion pieces, protocols, duplicate reports or abstracts without usable data.

	Geography
	Studies conducted in adult acute NHS hospital settings in England.
	Studies conducted outside England or in non-NHS hospital settings.

	Date/language
	January 2013 to July 2026; English; accessible full text.
	Outside the period, non-English, or insufficient information for appraisal.


[bookmark: _Toc235184314] Recruitment, sampling and study participants
No patients, employees or nurses of NHS will be recruited. The sample of review will include all the publications found during the search and satisfying the set pre-determined criteria of eligibility, instead of a purposively selected set. Individuals who are represented in valid primary studies can be registered nurses, multidisciplinary staff and adult patients whose safety of adults reported in adult acute hospitals in England. The publication, rather than the individual participant, will be the unit of selection and critical appraisal.
[bookmark: _Toc235184315]Materials, data collection and study selection
Materials will include database search strings, a search log, reference-management software, a screening form, a full-text exclusion log, a standardised extraction form and appraisal checklists. Removal of duplicate records consists of the screening of titles and abstracts after which full-text screening will be conducted. Reasons for full-text exclusion will be recorded and presented in a PRISMA flow diagram. The extraction form will inquire about the definition and measurement of workload, the communication process under study, the safety outcome that was reported, the aspect of important contextual factors that might have been adjusted, the main findings made, and any limitations that impact the relevance of the extraction to the English NHS. Fields that will be extracted will be: Author, Year, setting, design, sample, exposure, communication process, outcome, the estimate in the effect or themes, confounders, appraisal findings and limitations.
[bookmark: _Toc235184316]Critical appraisal
Methodological trustworthiness, relevance and reporting quality will be evaluated using design-appropriate CASP or JBI tools (CASP, 2024; JBI, 2024). Cohort, cross-sectional, qualitative and mixed-methods evidence will be assessed with the corresponding checklist. The official empirical reports will be considered in terms of authority, methods, transparency and relevance. Research will not be perceived as equally reliable. Weak studies in terms of methods will usually be retained but given reduced interpretive weight; only records with inadequate methods or usable data will be omitted under the predetermined criteria.
[bookmark: _Toc235184317]Proposed data analysis
Synthesis of quantitative findings will be in a narrative form and will maintain effect direction, magnitude, adjustment and uncertainty. Qualitative findings will be coded and grouped into descriptive and analytical themes. These two streams of evidence will then be synthesized in a table where workload states are connected to communication systems, the situation of context and patient-safety outcomes. SWiM guidance will support transparent reporting where meta-analysis is inappropriate (Campbell et al., 2020). Statistical pooling is not projected since the workload, communication and safety measures are projected to be non-homogenous. The synthesis will be proactive in analysing conflicting results and the ability to draw a line between association and causation.
[bookmark: _Toc235184318]Rigour and methodological limitations
The rigour will be enhanced with written protocol, piloted eligibility criteria, saved search strategies, decision audit trail, standardised extraction and design specific appraisal. Screening and extraction, being susceptible to error and selection bias, are a vulnerability of a single reviewer dissertation. Some decisions will thus be revisited after a period and in the case of uncertainty they will be discussed with the supervisor where possible. Other weaknesses are the English-language restriction, publication bias, heterogeneous definitions and the fact that it has been based on the observational or self-report evidence and the potential limitation of the number of England-specific studies. The limited geographical coverage enhances a contextual basis of the English NHS but can decrease the amount of viable evidence. These constraints will be documented in a transparent manner and will be taken into consideration during inferences.
[bookmark: _Toc235184319]Ethical Considerations
No participants will be recruited, no confidential NHS records will be accessed and no identifiable information will be collected. Ethical review of the research by the NHS is likely not necessary thus the project will be handed over to university PG2 review and conditions followed. Ethical duties are still significant and also involve proper citation, true reflection of findings, honest inclusion choices, no selective reporting and safe storage of review records and copyright. The review will follow the principles of scientific quality, integrity and transparency set out in the UK Policy Framework for Health and Social Care Research (HRA, 2026). Any conflicts of interest and use of generative AI will be disclosed in accordance with university guidance.
[bookmark: _Toc235184320]Implications of the Proposed Research
The review can contribute to the reasons why workload-sensitive communication practices are supposed to be an issue when enhancing patient safety instead of depending solely on personal vigilance. Some of the possible consequences are secure handover time, better escalation paths, that is, definite handover routes along which nurses notify their seniors about worsened patient conditions or safety-related issues, better designs of documentation, the control of interruptions, control of fatigue, staffing based on patient acuity and continuity. The synthesis can guide managers and policy-makers to find communication indicators that can be used to supplement staffing information in workforce planning, inspection and patient-safety strategy. 
[bookmark: _Toc235184321]Plan of Work and Time Schedule
The proposed timetable follows the sequence of a structured review and allows time for quality checks and revision. Dates will be adjusted if the university confirms a different dissertation deadline.
Table 3. Gantt chart for the proposed dissertation
	Activity
	Jul 26
	Aug 26
	Sep 26
	Oct 26
	Nov 26
	Dec 26
	Jan 27

	Finalise protocol, PEO and PG2
	X
	
	
	
	
	
	

	Pilot and complete searches
	X
	X
	
	
	
	
	

	Deduplicate and screen records
	
	X
	X
	
	
	
	

	Full-text screening
	
	
	X
	X
	
	
	

	Appraisal and data extraction
	
	
	
	X
	X
	
	

	Narrative and thematic synthesis
	
	
	
	
	X
	X
	

	Draft dissertation chapters
	
	
	
	
	X
	X
	

	Supervisor feedback and revision
	
	
	
	
	
	X
	X

	Update search, proofread and submit
	
	
	
	
	
	
	X


[bookmark: _Toc235184322]Conclusion
This proposal addresses an important NHS safety problem by examining communication as a possible pathway between nurse workload and patient harm. The structured review will combine transparent searching, explicit PEO-based eligibility, critical appraisal and integrated analysis of quantitative and qualitative evidence. Its value lies in connecting evidence that is currently divided across staffing, missed care and communication research while maintaining caution about causality and transferability. 
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