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Abstract  

Background 

The success of patient safety improvement initiatives depends on frontline staff engaging 

with improvement efforts. However, in the ENT speciality, there is less patient safety 

research compared to other healthcare specialities, and limited evidence on staff 

perspectives regarding safety improvement and the factors influencing their engagement. 

Objectives 

To map the literature on safety improvement efforts in the ENT speciality in UK settings, and 

to explore staff involvement and engagement with initiatives to improve patient safety in 

ENT. 

Methods 

A literature search was conducted using the PubMed, Ovid MEDLINE and SCOPUS databases 

to retrieve studies reporting the implementation of patient safety initiatives in ENT 

departments in the UK, and studies exploring frontline staff perspectives on improving safety 

in ENT. The selected studies were peer-reviewed, written in English and published between 

2013 and 2023. Data were extracted and synthesised in accordance with the predefined 

research questions. 

Results 

1,661 studies were screened, and 10 met the selection criteria. Findings demonstrated 

evidence of staff initiating, designing and implementing safety improvement initiatives. 

Frontline staff engagement and senior staff/managerial involvement were identified as key 

contributors to successful implementation. Only one study addressed frontline staff 

priorities for safety improvement, in the context of improving tracheostomy, with the author 
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stating that results indicated that frontline staff are unwilling to implement low priority 

interventions. 

 

Conclusion 

Further research is needed to explore the factors influencing staff perspectives on how 

patient safety can be improved in ENT and the factors influencing their engagement. This 

could lead to recommendations for the development of successful, sustainable initiatives. 

The authors of this review recommend establishing the following as standard practice: (a) 

appointing staff as quality/safety champions, and (b) involving frontline staff and senior 

managers in co-developing improvement strategies. 

 

Key messages:   

 Unsuccessful implementation of patient safety initiatives is frequently attributed 

to poor frontline staff engagement with improvement efforts. 

 Studies have shown examples of how effective ENT staff engagement improved 

implementation of safety initiatives, while poor engagement hindered it. 

 Further research is needed to explore the factors influencing frontline staff 

engagement, and staff priorities for safety improvement. This could lead to 

recommendations for the development of successful patient safety initiatives.  
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Introduction 

Although patient safety has seen significant improvements over the years, there remains an 

alarming incidence of avoidable harm occurring in UK healthcare (1,2). Panagioti et al.’s 

systematic review and meta-analysis (3) of UK-based studies found that nearly 1 in 20 

patients experience avoidable harm. This review found that such harm was more common in 

secondary care settings and in surgical specialities. On the extreme end, the impact of 

avoidable harm can at times be life-threatening or fatal. A retrospective case record review 

found that an estimated 11,000 deaths occur each year due to preventable harm in acute 

hospitals in England (4).  

Research shows that, where implemented successfully, patient safety/quality improvement 

(PS/QI) initiatives can be effective (5-7). However, there are often challenges in 

implementing these initiatives in practice (1,8). It is often stated that for PS/QI projects to 

succeed, frontline clinicians must be engaged effectively, but this is often not the case (9,10). 

Research suggests that the support and involvement of senior managers and leaders within 

organisations also plays a key role in driving successful implementation of improvement 

initiatives (11-13). Some suggest that aligning the interests of frontline staff and managerial 

staff may result in more successful initiatives as this would encourage engagement from 

both groups (12,14). However, there is little evidence on how frontline staff perceive the 

alignment between their priorities and their organisation’s priorities, and how alignment or 

misalignment can influence initiative implementation. 

This scoping review focussed on the ear, nose and throat (ENT) speciality, also known as 

otolaryngology, where there is a lack of evidence on staff perspectives on safety 
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improvement and less patient safety research compared to other healthcare specialities. 

ENT is a highly varied surgical speciality which deals with many diseases ranging from those 

concerning hearing and balance to those affecting breathing and speech (15). Within ENT, 

there are subspecialities which include otology, rhinology, laryngology, head and neck 

surgery, plastic surgery and paediatrics (15). Danino et al. conducted a descriptive review 

(16) of 68 studies to elicit the main safety risks in ENT. Results demonstrated that patient 

safety issues were related to “medication errors”, “diagnostic errors”, “wrong-site surgery”, 

“planning and technical surgical errors”, “laser safety” and “emergency services” (p.1318-9). 

Gettelfinger et al. carried out a systematic review (17) to define the scope of research on 

training and education in PS/QI in the ENT speciality. They concluded that there is a 

knowledge gap in how evidence is translated into safer practice in ENT. 

This scoping review aims to map the literature on safety improvement efforts in the ENT 

speciality in UK settings, and to explore staff involvement and engagement with initiatives to 

improve safety in ENT. The review addresses the following questions: 

- Which patient safety issues have been the focus of improvement interventions in 

ENT in the UK? 

- How have frontline staff been involved in improvement efforts in ENT? 

- How does staff involvement and engagement impact on implementation success? 

- What are the priorities of frontline staff for safety improvement? 

 

Methods 

Once the research questions were chosen, the research team (OO, NA, CT) agreed a search 

strategy, using Arksey and O’Malley’s methodological framework (18), to identify relevant 

studies to address the research questions. This review is reported in line with the Preferred 

Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews 

(PRISMA-ScR) Checklist (see Online Supplementary Material 1).  

 

Identifying relevant studies  
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The literature search was conducted using the Ovid MEDLINE, PubMed and SCOPUS 

databases. The searches were limited to articles written in English, due to a lack of resources 

for translation of non-English sources, and articles published between 2013 and 2023, to 

reflect more recent healthcare safety initiatives in the ENT speciality. The full MEDLINE 

search strategy is shown in Online Supplementary Material 2. This search strategy was also 

applied to the other databases. These searches were then supplemented by a further 

screening of the references and citations of relevant articles retrieved from the database 

search and an additional hand-search of ‘British Medical Journal (BMJ) Open Quality’, a key 

journal dedicated to publishing UK-based healthcare improvement work (19). 

Study selection 

Titles and abstracts for all papers arising from the database searches were screened by the 

lead researcher using predefined selection criteria. For the studies which appeared to be 

eligible for inclusion, full-text articles were obtained and assessed to confirm eligibility. The 

same selection criteria were applied to studies found when screening references, citations 

and BMJ Open Quality. 5% of the original set of articles identified were independently 

screened by another member of the team (CT), and decisions checked for consistency. In 

addition, 20% of the full-text articles obtained by the lead researcher were independently 

screened by CT and there was consensus on their inclusion/exclusion. 

Studies were included if they: (i) were empirical studies implementing, or evaluating the 

implementation of, patient safety improvement initiatives/projects in a hospital setting 

within the ENT speciality in the UK or (ii) were empirical studies identifying/addressing 

clinicians’ perspectives on improving patient safety in ENT. Figure 1 demonstrates the study 

screening and selection process. 

 

Charting the data 

Once the study selection was complete, data were “charted” to allow for the synthesis of 

results, in accordance with the research questions (18). The lead researcher extracted key 

information from each study and entered the data into forms created using Microsoft Word. 

The subheadings for the data charting forms were as follows: author(s), year of publication, 
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study type, aims, methods, results, patient safety issue, extent of frontline staff involvement 

and authors’ perceived barriers/enablers to successful implementation. Once the forms 

were completed, data were combined and compared between studies to generate a 

thorough understanding of each research question. Results were shared with the research 

team who contributed to their interpretation. 

 

 

 

Results 

Ten papers met the eligibility criteria. Nine papers outlined the implementation of PS/QI 

projects (20-28). The final paper was a qualitative project exploring frontline staff 

perspectives on improving the safety of tracheostomy care (29). Table 1 provides a summary 

of these studies.  

 

Patient safety issues focussed on in improvement interventions 

The papers retrieved in this scoping review focussed on improving safety in ENT in the 

following areas: clinic referral systems (20,21), tracheostomy care (22,23), post-operative 

management and discharge (24,25), outpatient clinic safety (26), nasal trauma management 

(27) and paediatric bronchoscopy (28). Eight interventions were initiated by frontline staff 

due to departmental safety concerns (20-22, 24-28). 

Involvement of frontline staff in improvement efforts in ENT 

Most projects used “Plan-Do-Study-Act” (PDSA) cycles; an iterative process which allowed 

for multiple adaptations to be made to interventions based on staff critique during 

implementation (21,22,24,27,28). Exceptions were Twose et al.’s project (23) where it 

appeared that feedback was only collected from staff after the implementation period, and 

Evans et al.’s project (20) which does not document any use of staff feedback in their 

improvement initiative.  

In three projects, frontline staff were involved in collective decision-making, on how to 

address the safety issues in their departments. Strategies for including frontline staff in 
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decision-making included multidisciplinary open forums, focus groups, co-development 

meetings, and appointing staff as QI champions (24,25,28). Staff champions are a widely 

used, and reportedly successful, means of using strong leadership to drive improvement in 

healthcare organisations (30,31). 

 

Impact of staff involvement and engagement on implementation success  

Khajuria et al. (27) found that motivating junior doctors to implement changes to their 

practice was a challenge which negatively impacted implementation. Saxby et al. (28) stated 

that “empowering” staff within their ENT department to make decisions on how to address 

safety concerns “…ensured hierarchical boundaries were broken and created a strong team 

spirit…” which contributed to the success of their intervention (p.2). Collins et al. (24) stated 

“it can be challenging for long-term staff to embrace new practice” and that this may have 

been a barrier to success in their intervention (p.6).  

McGrath et al. (22) and Sharma et al. (26) both reported that involving hospital senior 

management in their safety interventions played a key role in driving successful 

implementation. Additionally, Swords et al. (21) noted that involving senior healthcare 

professionals would ensure that improvement efforts were continued in their department 

despite junior doctors regularly rotating between different specialities. The author stated 

that improving healthcare “…requires commitment from all levels of the hierarchy within a 

team, but in particular, engagement from the most senior member of the team is key…” 

(p.5).  

 

Frontline staff priorities for safety improvement  

Only one study addressed frontline staff priorities (29). In this study, frontline staff took part 

in interviews, focus groups and a prioritisation exercise focussed on improving tracheostomy 

safety. Results demonstrated that training/education, establishing multidisciplinary care, and 

standardising care were the highest priority areas requiring intervention. Results of the 

prioritisation exercise showed lowest agreement scores for the interventions that staff were 

not planning to implement which, according to the author, indicated a reluctance from staff 
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to implement low priority interventions. This review revealed a gap in research focussed on 

identifying which safety issues are a priority for frontline ENT staff and how frontline staff 

feel their priorities may align with their organisation’s priorities.  

 

 

Discussion  

Statement of principal findings  

The papers retrieved in this scoping review focussed on improving safety in ENT in the 

following areas: clinic referral systems, tracheostomy care, post-operative management and 

discharge, nasal trauma management, outpatient clinic safety and paediatric bronchoscopy. 

Findings demonstrated evidence of ENT staff initiating, designing and implementing safety 

improvement initiatives. Most of these improvement strategies sought frontline staff input 

through feedback, co-development or championing. Many authors reported that frontline 

staff engagement and senior staff and managerial involvement were, or would have been, 

contributors to successful implementation of their safety initiatives. Finally, one study 

addressed frontline staff priorities for improving tracheostomy care. The authors of this 

paper stated that their results indicated that frontline staff are unwilling to implement what 

they see as low priority interventions. 

 

 

 

Interpretation within the context of the wider literature  

Interestingly, only two of the selected studies focus on categories of safety issues identified 

in Danino et al.’s review (16) on patient safety issues in ENT. Khajuria et al.’s intervention (27) 

for improving nasal trauma care fits Danino et al.’s (16) “emergency services” category, while 

Collins et al.’s intervention (24) for improving post-operative hypocalcaemia management 

fits the “diagnostic errors” category as this intervention was developed to improve diagnosis 

and management of post-operative hypocalcaemia. While neither this scoping review nor 
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Danino et al.’s review (16) provides an exhaustive list of safety issues seen in the ENT 

speciality, they both provide examples of such issues.  

This review highlighted staff engagement as a key enabler to successfully implementing 

patient safety initiatives (21,24,27,28). In order for PS/QI initiatives to be successful, 

frontline staff need to be committed to engaging with interventions, however studies have 

shown that this is often not the case in practice (9,32,33). Some studies suggest that the 

extent to which clinicians engage with efforts to improve safety depends on their perception 

of the proposed interventions (34-36). It can therefore be argued that eliciting and acting 

upon frontline staff perspectives is important to ensure their engagement with safety 

initiatives.  

Based on the suggestions that engagement may be enhanced by positive perceptions of an 

intervention (34-36), it might be expected that involving frontline staff in designing an 

initiative encourages engagement. However, findings of this review demonstrate that this is 

not always the case. In the case of Saxby et al. (28) and Collins et al. (24), staff were engaged 

in intervention development via focus groups and meetings. Despite this, both authors 

reported poor staff engagement as a barrier to implementation. It is, however, difficult to 

make links between staff engagement and the extent of their involvement in intervention 

design based on this  review as there are only nine PS/QI projects included, and no 

consensus on the definition for engagement. 

Involvement of senior staff was an additional key enabler of successful implementation 

highlighted in this review (21). This finding is supported by wider literature highlighting that 

positive leadership to drive change is necessary when implementing patient safety initiatives 

(37-39). Incorporating staff champions as leaders to oversee and promote initiatives plays a 

key role in successful implementation (40,41). However, it is important to understand that 

the responsibility for implementing change does not lie solely with frontline staff, and that 

the role which healthcare managers play in safety improvement must also be considered 

(9,37,42). Some authors of the papers retrieved in this review stated that involving hospital 

senior managers was a key enabler for successful initiative implementation (22,26). 

Interestingly, wider research which has suggested an association between high-level 

organisational support and hospital performance (42). Pannick et al.’s narrative synthesis 

(12) suggests that neither clinician engagement nor managerial support can work in isolation 
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to make meaningful change. They concluded that “…developing effective and sustainable QI 

interventions may depend on our ability to align the two groups’ divergent interests…” 

(p.722). Lundmark et al.’s scoping review (14) concluded that more attention needs to be 

given to alignment when designing interventions. 

This scoping review yielded one study exploring staff priorities for improving safety (29). The 

results of this study seem to indicate an unwillingness of staff to implement initiatives which 

they deemed to be low priority. This finding therefore re-emphasises the importance of 

understanding clinicians’ perspectives and priorities and how they relate to engagement 

with initiatives. An extensive literature review conducted by the Health Foundation 

highlighted a lack of research into how clinicians’ attitudes and beliefs impact their 

engagement with efforts to improve safety (9).  

 

 

Implications for policy, practice and research  

As senior staff involvement, senior managerial involvement and a consideration of the staff 

perspective were highlighted as key drivers for successful implementation, it is crucial that 

this is reflected in practice. The authors of this review recommend that fostering effective 

communication between frontline staff and senior managers, and appointing frontline staff 

as trained PS/QI champions should be established as standard practice. Regular meetings, 

for example, would allow for frontline staff and managers to discuss concerns and work 

together to develop and implement strategies to address safety risks. Additionally, 

appointing staff as champions would allow them to take on a leadership role, driving change 

in their departments, encouraging and empowering staff to be active participants in safety 

improvement work.  

An important finding of this review is that, in the studies which reported poor staff 

engagement (24,27,28), there was a lack of exploration as to why this could have been, 

prompting the question of whether staff would have engaged with initiatives with a different 

focus. Most interventions from this scoping review were initiated by frontline staff due to 

departmental safety concerns. Consequently, the findings of these interventions do not 

represent how staff may engage with initiatives which have been initiated from a hospital 
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managerial, regional or national level. Further research could provide valuable insight, from 

an ENT staff perspective, into the factors influencing their engagement with safety 

improvement initiatives, including those which are not initiated by frontline staff.  

 

Strengths and limitations 

This scoping review used a comprehensive search strategy which was focussed yet broad 

enough to retrieve papers outlining safety initiatives implemented in ENT or the priorities of 

frontline staff for improving safety. Findings produced valuable insights into the safety issues 

seen in ENT departments in the UK and how staff are involved in addressing these issues. 

PS/QI projects are typically not considered as traditional scientific research and there is less 

consensus for how these projects should be reported (43-45). It is therefore difficult to 

compare designs and outcomes of different initiatives. All papers were retrieved from peer-

reviewed journals with the aim of obtaining higher quality, well-reported interventions. 

However, it is important to note that the interventions discussed within this review are 

unlikely to be representative of the variety of safety initiatives being implemented to 

improve safety in ENT departments in the UK. It is likely that many patient safety initiatives 

will go unpublished, especially those which have been initiated by trust managers or 

independent organisations. PS/QI projects may also be subject to publication bias, resulting 

in a potentially unrepresentative pool of projects with positive results (46).  

 

Conclusion 

This scoping review explored the literature on patient safety improvement in the ENT 

speciality in UK hospitals, and staff involvement and engagement in such initiatives. Results 

demonstrated that ENT staff play a key role in initiating and designing interventions to 

improve patient safety. Selected studies also highlighted key implementation barriers and 

enablers, such as staff engagement and senior support, which are commonly discussed in 

wider literature. This scoping review revealed gaps in evidence. For example, there were no 

studies exploring the safety issues which were a main concern to ENT staff and how they felt 

these issues should be addressed. There were no studies exploring how staff felt their 

priorities for safety improvement aligned with their organisation’s priorities and how this 
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might affect safety initiative implementation. Finally, although this review found that staff 

engagement was one of the most common barriers to successful implementation, there was 

a lack of exploration as to why engagement was lacking. Further research, perhaps through 

qualitative exploration, could lead to a better understanding of the factors that impact on 

frontline staff perceptions of and ability to engage with safety improvement in ENT, including 

organisational initiatives. This research could lead to recommendations for developing 

successful, sustainable interventions to improve patient safety in ENT and perhaps other 

specialities. The authors of this review recommend establishing the following as standard 

practice: (a) appointing staff as quality/safety champions, and (b) involving frontline staff and 

senior managers in co-developing improvement strategies. 

 

 

References 

1. Parliamentary and Health Service Ombudsman. Broken trust: making patient safety more 

than just a promise [Internet].; 2023 [cited 8th March 2024]. Available 

from: https://www.ombudsman.org.uk/sites/default/files/broken-trust-making-patient-

safety-more-than-just-a-promise.pdf. 

2. Illingworth J, Shaw A, Fernandez Crespo R, Leis M, Howitt P, Durkin M et al. Institute of 

Global Health Innovation. National State of Patient Safety 2022: What we know about 

avoidable harm in England [Internet].; 2022 [cited 8th March 2024]. Available 

from: https://www.imperial.ac.uk/media/imperial-college/institute-of-global-health-

innovation/National-State-of-Patient-Safety-2022.pdf. 

3. Panagioti M, Khan K, Keers R, Abuzour A, Phipps D, Bower P et al. General Medical 

Council. Preventable Patient Harm across Health Care Services: A Systematic Review and 

Meta-analysis [Internet]. [cited 8th March 2024]. Available from: https://www.gmc-

uk.org/-/media/documents/preventable-patient-harm-across-health-care-services_pdf-

73538295.pdf. 

4. Hogan H, Zipfel R, Neuburger J, Hutchings A, Darzi A, Black N. Avoidability of hospital 

deaths and association with hospital-wide mortality ratios: retrospective case record 

review and regression analysis. BMJ. 2015;351:h3239. 

5. McFadden KL SG,Gowen CR&nbsp. Implementation of patient safety initiatives in US 

hospitals. International Journal of Operations & Production Management. 2006 

Mar,;26(3):326-47 

6. Baines R, Langelaan M, de Bruijne M, Spreeuwenberg P, Wagner C. How effective are 

patient safety initiatives? A retrospective patient record review study of changes to 

patient safety over time. BMJ Qual Saf. 2015;24(9):561-71. 

D
ow

nloaded from
 https://academ

ic.oup.com
/ijcom

s/advance-article/doi/10.1093/ijcom
s/lyaf001/7952953 by guest on 18 January 2025

https://www.ombudsman.org.uk/sites/default/files/broken-trust-making-patient-safety-more-than-just-a-promise.pdf.
https://www.ombudsman.org.uk/sites/default/files/broken-trust-making-patient-safety-more-than-just-a-promise.pdf.
https://www.imperial.ac.uk/media/imperial-college/institute-of-global-health-innovation/National-State-of-Patient-Safety-2022.pdf.
https://www.imperial.ac.uk/media/imperial-college/institute-of-global-health-innovation/National-State-of-Patient-Safety-2022.pdf.
https://www.gmc-uk.org/-/media/documents/preventable-patient-harm-across-health-care-services_pdf-73538295.pdf.
https://www.gmc-uk.org/-/media/documents/preventable-patient-harm-across-health-care-services_pdf-73538295.pdf.
https://www.gmc-uk.org/-/media/documents/preventable-patient-harm-across-health-care-services_pdf-73538295.pdf.


 

 
 

 

 

 
  

14 
 

7. NHS England. The National Patient Safety Improvement Programmes [Internet]. [cited 

10th March 2024]. Available from: https://www.england.nhs.uk/patient-safety/patient-

safety-improvement-

programmes/#:~:text=The%20Patient%20Safety%20Improvement%20Programmes%20ai

m%20to%20support%20and%20encourage,make%20care%20safer%20for%20all.  

8. NHS. The NHS Patient Safety Strategy: Safer culture, safer systems, safer patients 

[Internet].; 2019 [cited 8th March 2024]. Available 

from: https://www.england.nhs.uk/wp-

content/uploads/2020/08/190708_Patient_Safety_Strategy_for_website_v4.pdf. 

9. The Health Foundation. Are clinicians engaged in quality improvement? A review of the 

literature on healthcare professionals’ views on quality improvement initiatives 

[Internet].; 2011 [updated May,; cited 10th March 2024]. Available 

from: https://www.health.org.uk/sites/default/files/AreCliniciansEngagedInQualityImpro

vement.pdf. 

10. Ham C, Dickinson H. NHS Institute for Innovation and Improvement. Engaging Doctors in 

Leadership: What we can learn from international experience and research evidence? 

[Internet].; 2008 [updated Feb,; cited 10th March 2024]. Available 

from: https://www.aemh.org/images/AEMH_documents/2018/13_engaging-doctors-

leadership.pdf. 

11. Dixon-Woods M, Baker R, Charles K, Dawson J, Jerzembek G, Martin G, et al. Culture and 

behaviour in the English National Health Service: overview of lessons from a large 

multimethod study. BMJ Qual Saf. 2014 Feb;23(2):106-15. 

12. Pannick S, Sevdalis N, Athanasiou T. Beyond clinical engagement: a pragmatic model for 

quality improvement interventions, aligning clinical and managerial priorities. BMJ Qual 

Saf. 2016;25(9):716-25. 

13. Illingworth J. The Health Foundation. Continuous improvement of patient safety: The 

case for change in the NHS [Internet].; 2015 [cited 10th March 2024]. Available 

from: https://www.health.org.uk/publications/continuous-improvement-of-patient-

safety. 

14. Lundmark R, Hasson H, Richter A, Khachatryan E, Åkesson A, Eriksson L. Alignment in 

implementation of evidence-based interventions: a scoping review. Implement Sci. 2021 

Oct 28;16(1):93-w. 

15. Royal College of Surgeons of England. Ear, Nose & Throat (ENT) [Internet]. [cited 10th 

March 2024]. Available from: https://www.rcseng.ac.uk/news-and-events/media-

centre/media-background-briefings-and-statistics/ear-nose-and-throat/. 

16. Danino J, Muzaffar J, Metcalfe C, Coulson C. Patient safety in otolaryngology: a 

descriptive review. Eur Arch Otorhinolaryngol. 2017 Mar;274(3):1317-26. 

17. Gettelfinger JD, Paulk PB, Schmalbach CE. Patient Safety and Quality Improvement in 

Otolaryngology Education: A Systematic Review. Otolaryngol Head Neck Surg. 2017 

Jun;156(6):991–8. 

D
ow

nloaded from
 https://academ

ic.oup.com
/ijcom

s/advance-article/doi/10.1093/ijcom
s/lyaf001/7952953 by guest on 18 January 2025

https://www.england.nhs.uk/patient-safety/patient-safety-improvement-programmes/#:~:text=The%20Patient%20Safety%20Improvement%20Programmes%20aim%20to%20support%20and%20encourage,make%20care%20safer%20for%20all
https://www.england.nhs.uk/patient-safety/patient-safety-improvement-programmes/#:~:text=The%20Patient%20Safety%20Improvement%20Programmes%20aim%20to%20support%20and%20encourage,make%20care%20safer%20for%20all
https://www.england.nhs.uk/patient-safety/patient-safety-improvement-programmes/#:~:text=The%20Patient%20Safety%20Improvement%20Programmes%20aim%20to%20support%20and%20encourage,make%20care%20safer%20for%20all
https://www.england.nhs.uk/patient-safety/patient-safety-improvement-programmes/#:~:text=The%20Patient%20Safety%20Improvement%20Programmes%20aim%20to%20support%20and%20encourage,make%20care%20safer%20for%20all
https://www.england.nhs.uk/wp-content/uploads/2020/08/190708_Patient_Safety_Strategy_for_website_v4.pdf.
https://www.england.nhs.uk/wp-content/uploads/2020/08/190708_Patient_Safety_Strategy_for_website_v4.pdf.
https://www.health.org.uk/sites/default/files/AreCliniciansEngagedInQualityImprovement.pdf.
https://www.health.org.uk/sites/default/files/AreCliniciansEngagedInQualityImprovement.pdf.
https://www.aemh.org/images/AEMH_documents/2018/13_engaging-doctors-leadership.pdf.
https://www.aemh.org/images/AEMH_documents/2018/13_engaging-doctors-leadership.pdf.
https://www.health.org.uk/publications/continuous-improvement-of-patient-safety.
https://www.health.org.uk/publications/continuous-improvement-of-patient-safety.
https://www.rcseng.ac.uk/news-and-events/media-centre/media-background-briefings-and-statistics/ear-nose-and-throat/
https://www.rcseng.ac.uk/news-and-events/media-centre/media-background-briefings-and-statistics/ear-nose-and-throat/


 

 
 

 

 

 
  

15 
 

18. Arksey H, O'Malley L. Scoping studies: towards a methodological framework. 

International Journal of Social Research Methodology. 2005;8(1):19–32. 

19. BMJ. BMJ Open Quality: About [Internet]. [cited 10th March 2024]. Available 

from: https://bmjopenquality.bmj.com/pages/about. 

20. Evans V, Llewellyn C, Clarke J. The use of clinical photography to aid in the triage of ENT 

patient referrals. Journal of Visual Communication in Medicine. 2023 /07/03;46(3):143-6. 

21. Swords C, Leach L, Kasbekar A, Jani P. A multifaceted approach to improving the quality 

of ENT Emergency Clinic referrals. BMJ Qual Improv Report. 2017;6(1):u206639.w6166. 

22. McGrath BA, Lynch J, Bonvento B, Wallace S, Poole V, Farrell A, et al. Evaluating the 

quality improvement impact of the Global Tracheostomy Collaborative in four diverse 

NHS hospitals. BMJ Qual Improv Report. 2017;6(1):bmjqir.u220636.w7996. 

23. Twose P, Jones G, Lowes J, Morgan P. Enhancing care of patients requiring a 

tracheostomy: A sustained quality improvement project. J Crit Care. 2019;54:191-6. 

24. Collins R, Lafford G, Ferris R, Turner J, Tassone P. Improving the Management of Post-

Operative Hypocalcaemia in Thyroid Surgery. Cureus. 2021 May 20;13(5):e15137. 

25. Carter A, Warner E, Roberton A, Liu X, Abdul-Hamid A, Natt R, et al. Tonsillectomy 

discharge information - An improvement in both patient safety and satisfaction. BMJ 

Qual Improv Report. 2014;2(2):u203433.w1546. 

26. Sharma SD, Stimpson P, Papesch M. Introduction of an outpatient clinic safety checklist: 

our experience. Clin Otolaryngol. 2017 /08/01;42(4):864-70. 

27. Khajuria A, Osborne MS, McClleland L, Ghosh S. Improving the quality of assessment and 

management of nasal trauma in a major trauma centre (MTC): Queen Elizabeth Hospital, 

Birmingham. BMJ Open Qual. 2019 Nov 27;8(4):e000632,000632. eCollection 2019. 

28. Saxby C, Williams R. Managing human factors in the assembly of the paediatric 

bronchoscope. BMJ Qual Improv Report. 2014;2(2):u202600.w1277. 

29. McGrath B, Lynch J, Coe B, Wallace S, Bonvento B, Eusuf D, et al. Improving tracheostomy 

care: collaborative national consensus and prioritisation of quality improvements in the 

United Kingdom. Medical Research Archives; Vol 6 No 1 (2018): Vol.6 Issue 1, January 

2018DO - 10.18103/mra.v6i1.1670. 2018 /01/15. 

30. Demes JAE, Nickerson N, Farand L, Montekio VB, Torres P, Dube JG, et al. What are the 

characteristics of the champion that influence the implementation of quality 

improvement programs? Eval Program Plann. 2020;80:101795. 

31. Woo K, Milworm G, Dowding D. Characteristics of Quality Improvement Champions in 

Nursing Homes: A Systematic Review With Implications for Evidence-Based Practice. 

Worldviews Evid Based Nurs. 2017 Dec;14(6):440-6. 

32. Davies H, Powell A, Rushmer R. Why don't clinicians engage with quality improvement? J 

Health Serv Res Policy;12(3):129-30. 

33. Stone S, Lee HC, Sharek PJ. Perceived Factors Associated with Sustained Improvement 

Following Participation in a Multicenter Quality Improvement Collaborative. Jt Comm J 

Qual Patient Saf. 2016 Jul;42(7):309-15. 

D
ow

nloaded from
 https://academ

ic.oup.com
/ijcom

s/advance-article/doi/10.1093/ijcom
s/lyaf001/7952953 by guest on 18 January 2025

https://bmjopenquality.bmj.com/pages/about.


 

 
 

 

 

 
  

16 
 

34. Gollop R, Whitby E, Buchanan D, Ketley D. Influencing sceptical staff to become 

supporters of service improvement: a qualitative study of doctors’ and managers’ views. 

Qual Saf Health Care. 2004;13(2):108-14. 

35. Dixon-Woods M, Leslie M, Tarrant C, Bion J. Explaining Matching Michigan: an 

ethnographic study of a patient safety program. Implementation Science. 2013;8(1):70. 

36. Buetow SA, Roland M. Clinical governance: bridging the gap between managerial and 

clinical approaches to quality of care. Qual Health Care. 1999 Sep;8(3):184-90. 

37. Ramanujam,Rangaraj, et al. Making a Case for Organizational 

Change in Patient Safety Initiatives . In: Henriksen K <, ">Battles JB <, ">Marks ES, 

38. Fischer S, Patterson K, Marr C. Enabling clinician engagement in safety and quality 

improvement. Aust Health Rev. 2021 Aug;45(4):455-62. 

39. Deilkås ET, Rosta J, Baathe F, Søfteland E, Lexberg ÅS, Røise O, et al. Physician 

participation in quality improvement work- interest and opportunity: a cross-sectional 

survey. BMC Primary Care. 2022;23(1):267. 

40. Shaw EK, Howard J, West DR, Crabtree BF, Nease DEJ, Tutt B, et al. The role of the 

champion in primary care change efforts: from the State Networks of Colorado 

Ambulatory Practices and Partners (SNOCAP). J Am Board Fam Med. 2012;25(5):676-85. 

41. Morena AL, Gaias LM, Larkin C. Understanding the Role of Clinical Champions and Their 

Impact on Clinician Behavior Change: The Need for Causal Pathway Mechanisms. 

Frontiers in Health Services. 2022;2. 

42. Moon SEJ, Hogden A, Eljiz K. Sustaining improvement of hospital-wide initiative for 

patient safety and quality: a systematic scoping review. BMJ Open Qual. 

2022;11(4):e002057. 

43. Faiman B. Quality Improvement Projects and Clinical Research Studies. J Adv Pract Oncol. 

2021 May;12(4):360-1. 

44. Auerbach AD, Landefeld CS, Shojania KG. The tension between needing to improve care 

and knowing how to do it. N Engl J Med. 2007 Aug 9;357(6):608-13. 

45. Ogrinc G, Mooney SE, Estrada C, Foster T, Goldmann D, Hall LW, et al. The SQUIRE 

(Standards for QUality Improvement Reporting Excellence) guidelines for quality 

improvement reporting: explanation and elaboration. Qual Saf Health Care. 

2008;17(Suppl 1):i13-32. 

46. Wagstaff D, Warnakulasuriya S, Singleton G, Moonesinghe SR, Fulop N, Vindrola-Padros 

C. A scoping review of local quality improvement using data from UK perioperative 

National Clinical Audits. Perioperative Medicine. 2022;11(1):43. 

 

 

 

 

 

D
ow

nloaded from
 https://academ

ic.oup.com
/ijcom

s/advance-article/doi/10.1093/ijcom
s/lyaf001/7952953 by guest on 18 January 2025



 

 
 

 

 

 
  

17 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Tables 

Table 1: Summary of retrieved papers  

AUTHOR STUDY 

TYPE 

AIMS METHODS RESULTS 

Evans et al. 

(20) 

2023 

Pilot study Improve the 

timeliness of 

detection of 

patients with 

serious illness 

and reduce 

waiting times 

for ENT clinic 

appointments. 

Implementing a 

clinical 

photography 

(digital otoscopy) 

service for use in 

triage. 

Improved identification of 

mistakes made in referrals. 

 

Identification and discharge 

of patients (approximately 

50%) who were not in need 

of face-to-face 

appointments which led to 

more timely ENT 

appointments and 

treatment. 

Swords et 

al. (21) 

QI project Improve the 

safety and 

Development and 

implementation of 

Statistically significant 

improvement in the quality 

D
ow

nloaded from
 https://academ

ic.oup.com
/ijcom

s/advance-article/doi/10.1093/ijcom
s/lyaf001/7952953 by guest on 18 January 2025



 

 
 

 

 

 
  

18 
 

2017 efficiency of 

the ENT 

emergency 

clinic referral 

system.  

 

electronic referral 

system.  

 

Junior doctor 

education.  

 

 

of referrals, however the 

referrals did not meet the 

goal of 100% compliance 

with five predetermined 

domains: (“booking date, 

urgency, legibility, patient 

identification and 

appropriateness”). 

McGrath et 

al. (22) 

2017 

QI project Improve the 

quality and 

safety of 

tracheostomy 

care. 

  

Educating staff, 

involving staff and 

patient champions, 

implementing 

multidisciplinary 

tracheostomy care 

teams. 

 

Intervention 

implemented in 

four NHS trusts.  

Statistically significant 

reduction in frequency and 

severity of tracheostomy-

related safety incidents, 

reduction in length of stay 

in hospital. 

Twose et al. 

(23) 

2019 

QI project Improve the 

quality and 

safety of 

tracheostomy 

care. 

 

 

Teaching for staff.  

 

Implementing 

multidisciplinary 

ward rounds for 

tracheostomy 

patients. 

 

Improvement in staff 

confidence in knowledge.  

 

Reductions in adverse 

events. 

 

Statistically insignificant 

reductions in length of 

hospital stay and time 

between insertion and 

decannulation. 

Collins et QI project Improve Co-development Post-intervention re-audit 
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al. (24) 

2021 

quality and 

safety of post-

operative 

hypocalcaemia 

management.  

 

 

and 

implementation of 

new post-operative 

management 

guidelines. 

showed improvement in 

patient monitoring and 

prophylactic prescribing.  

Carter et al. 

(25) 

2014 

QI project Improving 

safety of post-

tonsillectomy 

discharge. 

 

 

Co-design and 

implementation of 

a new patient 

information leaflet. 

 

 

Post-intervention re-audit 

found improvement in post-

tonsillectomy discharge 

compliance with the Royal 

College of Surgeons of 

England (RCSEng)’s 

guidelines. 

Sharma et 

al. (26) 

2016 

Pilot study  Improve the 

safety of the 

ENT outpatient 

clinic. 

  

Co-developing and 

implementing a 

safety checklist.  

Achieved 94% adherence to 

the predetermined criteria 

for clinic safety. 

Khajuria et 

al. (27) 

2019 

QI project Improve 

quality and 

safety of the 

assessment 

and treatment 

of nasal 

trauma. 

 

Educating junior 

doctors. 

 

Implementation of 

a new proforma, 

patient information 

leaflet and clinic 

poster. 

Improvement in timely 

trauma assessments. 

 

Improved quality of 

assessments (clinical 

examination and history 

taking) 

and trainee confidence with 

nasal trauma assessments. 

Saxby et al. 

(28) 

2014 

QI project  Improving the 

assembly of 

paediatric 

Co-development 

and 

implementation of 

Increased frequency of 

correct assembly and 

reduced time for assembly 
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bronchoscopes 

(time and 

efficiency). 

 

 

a guide/prompt 

poster. 

 

 

compared to baseline 

measurement taken before 

implementing the use of 

the prompt poster. 

 

Baseline: 10 staff members, 

30% assembled correctly, 

average time: 3 minutes 39 

seconds. 

After intervention: 10 staff 

members, 100% assembled 

correctly, average time 1 

minute 37 seconds. 

McGrath et 

al. (29) 

Qualitative  Develop a 

national 

strategy for 

improving 

tracheostomy 

care.  

Recruiting staff 

(varied specialties) 

and key 

stakeholders from 

20 UK hospitals 

that participated in 

the UK Improving 

Tracheostomy Care 

(ITC) project. 

 

Thematic analysis 

of semi-structured 

interviews and 

appreciative 

inquiry forms (39 

participants). 

 

Participants took 

Staff training/education 

interventions were highest 

priority. 

 

Establishing 

multidisciplinary care, 

standardised care, and 

collecting data to measure 

progress and adverse 

events were also scored as 

high priorities.  

 

Results of the prioritisation 

exercise showed lowest 

agreement scores for the 

interventions that staff 

were not planning to 

implement, indicating a 
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part in subsequent 

focus groups with a 

prioritisation 

exercise using 

sticker voting. 

reluctance from staff to 

implement low priority 

interventions. 

 

 

 

 

 

Figures  

Figure 1. PRISMA flow diagram outlining study selection 
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