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Thesis Portfolio Abstract

Workforce sustainability within mental healthcare in the United Kingdom (UK) is
being impacted by moral distress and injury, and organisational factors leading to poor
retention. This, in turn, impacts the quality of patient care and outcomes. Supporting,
retaining and building the mental health workforce is therefore an important part of the
NHS’s 10-year plan.

A systematic review found seven qualitative studies showing the organisational and
systemic factors associated with moral distress and injury among UK mental health staff that
are impacting staff wellbeing, retention and patient quality of care. A thematic synthesis
(Thomas & Harden, 2008) was completed to find five analytical themes of 1) Systemic
obstruction of morally valued care, 2) Chronic exposure to system-level moral compromise,
3) Institutional betrayal and staff disposability, 4) Internalisation of systemic failure and 5)
Societal devaluation as moral context.

An empirical study followed, with 30 Clinical Psychologists (CP’s) completing
consensus via a 3-round modified Delphi survey, looking at conditions they needed met to
increase their hours in NHS commissioned services. This was then followed by a mini-focus
group with three CP’s who had completed the Delphi survey, to further explore these
findings. Thirteen of eighteen conditions reached consensus after round one (270%, IQR =
1) as very/extremely important for increasing NHS hours. The top six of these reached a
strong consensus (280%, IQR 1) for; ‘feeling able to delivery good quality care to service
users’, ‘strong/supportive leadership/management’, ‘positive team culture’, ‘flexible working
hours’, ‘opportunities for professional development’ and ‘better working environment’. Three
Reflective Thematic Analysis (RTA) (Braun and Clarke, 2006) themes were: 1. Enabling
Meaningful and Ethical Psychological Practice. 2. Creating Sustainable and Flexible NHS
Careers. 3. Fostering Values-aligned Leadership and Team Cultures. There was some

variation between career stages.



The portfolio sheds light on the organisational factors impacting the mental health
workforce sustainability in the UK, with a particular focus on how to support the increase of
CP’s hours in the NHS. The findings of both the review and the empirical paper are
discussed, alongside their strengths and clinical implications, to the limitations and

recommendations for future research.
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Introduction to the Thesis Portfolio

Healthcare systems vary across the world and the United Kingdom (UK) is fortunate
to have a public funded healthcare system, the National Health Service (NHS), which begun
in 1948, and was set up to offer free at the point of use medical care to all its British citizens
(Clement, 2023). The NHS is now the UK’s biggest employer, with over 1.3 million, full-time
equivalent (FTE) people in its workforce (NHS England, 2026). It has seen its fair share of
organisational difficulties over the years, but the recent independent investigation by Lord
Darzi of the NHS in England states it’s in a “critical condition, but it's vital signs are strong”
(Darzi, 2024, p.11). He points to the clinical talent and skills within the NHS as one of its
main strengths.

The Department of Health and Social Care's budget in England was £204.7billion in
2024/25, with 50% of this going on staff salaries (Jefferies & Purbick-Thompson, 2025).
However, workforce retention has been an ongoing challenge for the NHS, and has been
amplified by the recent Covid-19 pandemic. The NHS vacancy statistics in England are at
6.7% (100,165) for 2025 (NHS England, 2026), with 28.83% often thinking about leaving.
NHS staff survey data show the impact Covid-19 had on staff satisfaction, as rates dropped
over several years during and after the pandemic. Since 2021, this annual NHS staff survey
has been aligned with the NHS People Promise (NHS England, 2021), which is what NHS
staff said they value and would improve their experience in the workplace. The latest 2024
survey showed staff satisfaction had increased to pre-Covid-19 pandemic levels (NHS Staff
Survey, 2024). However, satisfaction with recognition of their work was only 53.98%, with
only 44.41% feeling their organisation valued their work. 32.05% were satisfied with their
pay. 41.63% of staff said they felt unwell as a result of work-related stress and burnout had
slightly reduced since Covid-19 but was still prominent at 30.24%. Only 34.01% felt they had
enough staff in their organisation to do their job properly, with 58.08% saying they had

enough resources to do their work.
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Leary et al. (2024) looked at NHS data to see why healthcare professionals were
leaving the NHS and found findings in line with Herzberg's two-factor motivation-hygiene
theory (Herzberg et al., 1959) that they left due to being unable to meet their intrinsic
motivation to practice to their professional standards. The most common factors contributing
were in line with the 2024 NHS staff survey data around; poor staffing, not feeling valued,
overworked, distress/mental health and lack of flexibility. Interestingly, a systematic review
by Seathu Raman et al. (2024) found younger doctors and males were more likely to leave,
often cited as being more open to change, travel and wanting better opportunities, while
women often had to stay due to family commitments. Weyman et al. (2023), also found that
despite variability between professions for reasons to leave the NHS, all rated work-related
stress, workload intensity and staffing levels as primary factors. They found pay ranked in
the middle of the reasons to leave, but was not a primary factor. Similarly, Bimpong et al.’s
(2020) NHS staff systematic review found pay influenced job satisfaction and retention, but
that improving pay alone was unlikely to improve staff retention. This has further been
proven during the recent increase in industrial strike action in the last four years, especially
since the Covid-19 pandemic, where issues being raised are not just limited to pay but also
about patient safety, staffing numbers and subsequent staff burnout (Cullen, 2022; Essex et
al., 2023). Strike action effecting the immediate patient care has continued to be discussed
in the literature and wider media. However, a review by Essex et al., (2022) found little

impact on patient morbidity, with almost all studies reporting no adverse outcomes.

Burnout, moral distress and moral injury are distinct but do interlink (Weisleder,
2023). “Burn-out is a syndrome conceptualized as resulting from chronic workplace stress
that has not been successfully managed”, showing energy exhaustion, negativity towards
the job and feeling inefficient (World Health Organisation, 2023). Moral distress differs in that
it's more focused on the psychological effects of not being able to take an action in line with
their professional identity (The British Medical Association, 2021). “Moral injury can arise

where sustained moral distress leads to impaired function or longer-term psychological
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harm” (The British Medical Association, 2021). They can all affect workforce attrition, and
how reframing the challenges from individual to systemic is needed across organisations to
improve working conditions and not only retain staff but also build a more resilient workforce
(Sorina et al., 2025). Reviews have started to pull together UK studies showing the
prevalence and factors associated with burnout in different mental health staff (Harding et
al., 2025 & Stinton et al., 2025). There are yet to be any reviews looking into the same for
moral distress/injury.

The British Medical Association (2026) has been monitoring data on mental health
services in terms of funding, access and workforce. They noted in recent years the increase
in pressure on the UK system and how the previous 2019, NHS England Long-Term Plan,
did not hit its targets and as demand is outdoing resources, and patients are suffering as
result. Lord Darzi’s report also points to a deterioration in the UK health linked to poor quality
housing, and low/insecure employment having on health. Mental health needs have surged,
and as a result the waiting lists are increasing (Darzi, 2024). To tackle this the government’s
new Fit for the Future: 10-Year Health Plan for England has set about what it calls a full-
system reform to focus on community care, digital technology to support care, and a focus
on prevention to reduce demand (Department of Health and Social Care, 2025). Vacancy
rates are also higher in the mental health sector than in other areas of the NHS, and the lack
of appropriately trained staff impacts not only staff morale but also patient care (Gilburt &
Mallorie, 2024). To support, retain and build the mental health workforce a focus has been
put on improving working conditions and supporting staff wellbeing, to reduce burnout and
improve retention, as they look to staff being better treated, given more training and better
career development and therefore will be more motivated (Department of Health and Social
Care, 2025). In this new plan the UK government acknowledged that “a growing weight of
bureaucracy has stolen joy from work and time from patient care. In many organisations, the

trend has been towards far less professional autonomy”, (Department of Health and Social
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Care, 2025, p. 96). The UK government hope the proposed plans will help secure the NHS
in the UK for the next generation, both as a workforce and for patient care.

The NHS is not the only provider of healthcare within the UK. The independent,
private and charity sectors in the UK have continued to grow and researchers The Kings
Fund (2025) now believe it to make up a core part of England’s mental health provision. One
in four NHS mental health inpatient beds are being outsourced (The King’s Fund, 2025). The
NHS is also using the private sector to support in reducing waiting list times (British Medical
Association, 2024). Outsourcing and changes in services being commissioned has had an
impact on job security for the workforce and questions around the quality of care for patients
by other organisations and also what will happen to the quality of care in the NHS has also
come into question (British Medical Association, 2024).

The overall aim of this portfolio is to contribute to the sustainability of the mental
health workforce in the UK. This will be done by the completion of a systematic review
looking at the factors associated with moral distress and injury among UK mental health

staff.

The empirical paper will then look closer at the profession of Clinical Psychologists
(CP’s) and what they will need to increase their hours working within NHS commissioned
services. An overall discussion and critical evaluation are provided at the end of the portfolio
to bring together conclusions, recommendations for change and directions for future

research within mental health workforce sustainability in the UK.
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Abstract
Background: Moral distress and injury have been found among mental healthcare staff
within the United Kingdom (UK) and have huge implications for workforce retention,
wellbeing and patient outcomes.
Objectives: This systematic review sought to identify the factors associated with moral
distress and injury for mental health staff in the UK.
Methods: Systematic searches of seven electronic databases identified peer-reviewed
papers meeting criteria for inclusion. Screening was conducted at all stages by the primary
and secondary researchers, and quality assessed using the Critical Appraisal Skills
Programme UK (CASP) qualitative studies checklist (Critical Appraisal Skills Programme,
2024). A thematic synthesis (Thomas & Harden, 2008) was completed, following the
guidance by the Preferred Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) (Page et al., 2021) and the Enhancing Transparency in Reporting the Synthesis
of Qualitative Research (ENTREQ) guidelines (Tong et al., 2012).
Results: Seven qualitative studies were included in the review. Five analytical themes
highlighted the organisational, structural, societal and relational factors associated with
moral distress and/or moral injury in UK mental health staff; 1) Systemic obstruction of
morally valued care, 2) Chronic exposure to system-level moral compromise, 3) Institutional
betrayal and staff disposability, 4) Internalisation of systemic failure and 5) Societal
devaluation as moral context.
Conclusions: The review tentatively shows the impact of some system and organisational
factors contributing to moral distress and injury that need addressing to support staff

wellbeing, retention and patient quality of care.

Keywords: Moral distress; moral injury; UK; mental health staff; mental healthcare workforce
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1. Introduction

The British Medical Association (BMA) (2021) defines moral distress as
“psychological unease generated where professionals identify an ethically correct action to
take but are constrained in their ability to take that action.... Moral injury can arise where
sustained moral distress leads to impaired function or longer-term psychological harm."
Although moral distress and injury are not diagnosable conditions, the American Psychiatric
Association (APA) have now included ‘moral problem’ within their newest update of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5-TR) (APA, 2025). Moral
distress and injury are relatively new constructs in healthcare research; Jameton (1984) was
the first to coin the term moral distress and created a moral distress framework model

relevant to nursing ethics that has since been adapted to other contexts.

Researchers in collaboration with the American Psychological Association (APA) and
Harvard University, including VanderWeele et al. (2025), define ‘moral distress’ as:
distress that arises because personal experience disrupts or threatens: (a) one’s
sense of the goodness of oneself, of others, of institutions, or of what are understood
to be higher powers, or (b) one’s beliefs or intuitions about right and wrong, or good
and evil’. When that distress becomes sufficiently persistent it constitutes ‘moral

injury’ (Brownstein, 2025).

In this growing research field systematic reviews have begun to synthesize the
current research on moral distress/injury with healthcare workers across the globe (Beadle
et al., 2024). Moral distress and injury have negative implications for a workforce's well-
being, retention, and negatively affect the quality of patient outcomes (Reis & Lesandrini,
2025). Research has shown healthcare systems across Europe are facing a workforce crisis
(Almeida-Meza et al., 2025). Understanding and addressing psychological distress,

particularly burn-out, at an organisational level rather than an individual level support
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occupational outcomes (Almeida-Meza et al., 2025). Healthcare research has also shown
the link between burnout and moral distress/injury (Sorina et al., 2025) and how despite it
being around before the Covid-19 pandemic, it was amplified by this and still remains
relevant in the post-pandemic area (Best, 2021). Moral distress/injury has also been found to
be linked with anxiety, depression, PTSD (Amsalem et al., 2021), compassion fatigue within
healthcare staff (Albaqgwai et al.,2025). Impact of moral distress/injury on quality of patient
care (higher medical errors and lower patient satisfaction) has been linked to staff struggling
to focus, empathise and give consistent care (Reis et al., 2025). Moral distress/injury has
often been found within studies/inquiries even when it has not been the intended focus
(Best, 2021). When Leary et al (2024) looked at reasons NHS staff were leaving they found
moral distress was caused by cognitive dissonance of them providing care that went against
their own moral values resulted in it effecting the staffs’ wellbeing. Staff tried to resolve this
by working harder and longer and this led to burnout. Harding et al. (2025) also recently
found that not being able to provide the quality of care that early career clinical psychologists
(CP’s) wanted to, was the main reason they wanted to or did end up leaving the NHS.

Due to heterogeneity in moral distress and injury measures used across studies
(Griffin et al., 2025), prevalence data of moral distress and injury is therefore varied across
healthcare staff, and settings due to the different measures used (Brennan et al., 2024). A
recent review by Brennan et al. (2024) found a pooled prevalence rate of 45% for clinical
relevant moral injury within global healthcare workers. Another recent synthesis of nursing
data showed higher moral injury burden in more acute, high-intensity environments, than
other clinical settings (Sorina et al., 2025). Westwood et al. (2026) review was unable to
identify the prevalence data for NHS mental health staff and suggested further research is
needed among this staff group.

To the authors knowledge a systematic review is yet to be conducted of all factors
associated with moral distress and injury for mental health staff in the UK. In many reviews

physical and mental health staff are reviewed together (Beadle et al., 2024), however they
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are often working in different environments, with varying duties in their roles and with
differing patient groups. Understanding the factors associated with moral distress and injury
specifically within mental health staff may help mental health organisations (both NHS and
independent) understand and clarify how staff can be supported and possibly improve
mental health staff retention in UK’s healthcare systems. Including staff from the UK’ s
mental health independent sector within the review was important as the independent sector
makes up a core part of England’s mental health provision, with one in four NHS inpatients
beds being outsourced (The Kings Fund, 2025), so these staff are a key part of the
workforce.

The main aim for the review was to explore the determinants of moral distress and
moral injury in mental health staff working in the UK. Specifically, the research question for

this review was:

What are the factors associated with moral distress/injury in mental health staff in the

UK?

Understanding these factors may help to provide insight into the retention of mental
health staff within the UK and it is hoped to inform support for staff mental wellbeing and
inform better retention in systems like the NHS.

2. Methods

2.1. Study Design

The protocol for this review was pre-registered on the International Prospective
Register of Systematic Reviews (PROSPERO) on 28™ October 2025 (CRD420251054927).
The review follows the guidance by the Preferred Reporting Items for Systematic Reviews
and Meta-Analysis (PRISMA) (Page et al., 2021) (Appendix B) and the Enhancing
Transparency in Reporting the Synthesis of Qualitative Research (ENTREQ) guidelines

(Tong et al., 2012) (Appendix C).

2.2. Search Strategy and Information Sources
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Studies were identified for this review following a systematic search for research
papers by the primary reviewer (HB) on the following databases on the 29" of October 2025:
Cumulative Index to Nursing and Allied Health Literature (CINAHL - Ultimate), Embase -
Ovid, MEDLINE - Ultimate, PsycINFO, PsycARTICLES, Academic Search Ultimate and Web
of Science. No restriction was placed on the search in terms of publication period.

The search strategy (see Appendix D) was created using keywords, MeSH terms and
Boolean operators to capture all potentially relevant research and discussed in consultation
with an academic librarian to ensure sensitivity.

2.3. Eligibility Criteria

Only clinical mental health staff, working in a mental health setting in the UK were

included. A list of the example job roles included can be found in Appendix E.

2.3.1. Inclusion:

studies containing mental health professionals (under allied healthcare, general
mental health staff, psychological professionals),

— English language publications,

— studies using UK samples,

— quantitative studies, qualitative studies, mixed-method studies,

— peer-reviewed journal articles,

— studies including primary data (original research, not secondary data),

— studies could include trainees,

— and studies relating to the contributory factors of moral distress/injury in the identified

population.

2.3.2. Exclusion:
— studies exploring the psychological concepts on patient groups,
— studies including non-mental health staff (i.e., physical healthcare, administrators,
teachers),

— non-English language publications,
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— studies using non-UK workforce samples,

— studies with poor descriptions of the methodology, analysis or results where key data
could be extracted, grey literature (e.g., unpublished articles, conference
proceedings, master's dissertations, doctoral theses, book chapters, and
commissioned reports, literature reviews),

— studies referring only to prevalence statistics of moral distress/injury,

— studies referring to only post-traumatic distress (PTSD)

and studies where the full-text was not accessible.

2.4. Selection Process

A total of 1,701 studies was retrieved from the database searches, and 610
duplicates were removed using Rayyan (Ouzzani et al., 2016). The titles and abstracts of
1,091 articles were then screened by the primary reviewer (HB), against the
inclusion/exclusion criteria. To ensure consistency, 25% of the titles and abstract screening
were independently blind rated by a second reviewer (KB). Percentage agreement was
98.2% and Cohen’s Kappa was calculated as moderate (k = 0.54) for inter-rater reliability.
Discrepancies were discussed between HB and KB and resolved through consensus.

The primary reviewer then completed a full-text review on the remaining 83 articles,
leaving 7 articles (n=7) in the final review (see Figure 1). To ensure consistency, 25% of the
full-text screening was also independently assessed by the blind second reviewer (KB).
Percentage agreement was 86% and Cohen’s Kappa was calculated as substantial (k =
0.64) for inter-rater reliability. Discrepancies were discussed between HB and KB and
resolved through consensus.

Figure 1.
PRISMA Flow Chart (created using Haddaway et al., 2022, PRISMA2020: An R package

and Shiny app for producing PRISMA 2020-compliant flow diagrams)
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2.5. Data Extraction

24

Data were extracted by the primary reviewer for the final seven studies and can be

seen in the data extraction table (Appendix F). To ensure consistency, 25% of the data
extraction was independently done by a second researcher (KB). Given the narrative nature

of the extracted qualitative data, the inter-rater agreement statistics were not able to be
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calculated; so, consistency was ensured through independent extraction and consensus
discussion.
2.6. Quality Assessment

Both reviewers (HB & KB) independently assessed the quality (rigour) of 100% of the
final seven studies remaining using the Critical Appraisal Skills Programme UK (CASP)
qualitative studies checklist (Critical Appraisal Skills Programme, 2024). The CASP
qualitative checklist was selected as it is widely used in UK health and psychology research,
endorsed by Cochrane (Noye et al., 2019), and is well aligned with interpretivist qualitative
methodologies. Inter-rater agreement was evaluated using Cohen’s Kappa for two items
where Cohen’s Kappa could be calculated (0.46 to 0.7, indicating moderate to substantial
agreement). Percentage agreement was also reported for each item, and ranged between
71% to 100%. Any discrepancies were discussed and resolved through consensus.

A quality score was assigned in discussion between both reviewers according to how
well the study met each criterion; 0 = not met at all, 1 = somewhat achieved, 2 = achieved.
This systematic review used the same scoring system used by the Beadle et al. (2024) to
assess the quality of studies using the qualitative checklist, as the CASP qualitative does not
have its own cut-off score. An overall score was given to each study between 0 and 20;
scores <10 were rated ‘poor’, scores between 10-15 ‘fair’, scores of 16—18 ‘good’ and
scores of 19-20 ‘excellent’. The agreed summary of quality assessment is shown in

Appendix G. All seven studies fell between ‘fair to ‘excellent’.

2.7. Data Synthesis

It was not possible to complete data synthesis via meta-analysis due to all the
remaining studies being qualitative designs. Therefore, the qualitative findings were
synthesised inductively using thematic synthesis (Thomas & Harden, 2008), to describe the
factors associated with moral distress and injury in UK mental health staff. Thematic
synthesis was chosen for the synthesis of this review over other qualitative syntheses as it

develops new hypotheses and theory by understanding experiences and can therefore help



26

to inform policy change (Thomas & Harden, 2008). This systematic review can then help
organisations better understand the factors associated with moral distress and injury among
UK mental health staff, and may contribute to policy improvements that can help to reduce

this.

Only findings directly relevant to the review question were extracted and synthesised.
This included participant quotations and corresponding author interpretations. Findings not
addressing the review question were not coded in the synthesis. Thomas and Harden's
(2008) three step approach was used to code the data line by line, then organise codes in
descriptive themes, and then interpret these to produce analytical themes. The synthesis
was conducted in accordance with Cochrane guidance for qualitative evidence synthesis
(QES) (Noyes et al., 2019) to show transparency in how the review was conducted and
reported. Those using thematic synthesis also classify it as taking a critical realist position on
the realist-idealist knowledge continuum (Barnett-Page & Thomas, 2009).

The review team regularly met to reflect on how our personal and professional
backgrounds as mental health professionals (trainee/clinical psychologists and a cognitive
behavioural therapist) may have influenced the study inclusion and interpretation. The
review attempted to mitigate these through discussion.

3. Results

3.1. Study Characteristics

Seven qualitative studies met the inclusion criteria after full-text screening and were
included in the synthesis. The studies were conducted across the UK in both NHS acute and
mental health trusts and independent organisations, and in a range of mental health settings
including inpatient care and community teams. The 120 participants involved were all
multidisciplinary (MDT) staff such as nurses, healthcare assistants, social workers,
psychiatrists, CP’s and allied health professionals. Information regarding gender, age,
ethnicity, area of the UK, education level and time worked in their role was given for several

of the studies. See Table 1 for details.
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The studies had varied aims and used different designs (focus groups, semi-
structured interviews, diaries, ethnographic study), but all discussed staff experiences of
factors associated with moral distress and/or moral injury. Five studies were during or after

Covid-19.



Table 1

Study Characteristics

Author Study Design Setting (NHS Sample size Job Title Age Ethnicity Region of Length of
(Year) or Independent) (gender) Range the UK Service
Hegarty et Qualitative 14 NHS (both acute 30 Clinical frontline HCWs Not Unclear for  England Not reported
al. (2022) interviews and mental health) from the NHS reported mental
trusts CHECK study cohort. health staff

Mental health status, job only

role and sex recorded for

all but not broken down

into physical and mental

health staff.
Hemmington Qual - Ethnographic Approved mental 4 Approved mental health Not Not England Not reported
(2024) study and semi- health professional professionals (AMHP) reported reported

structured interviews  service

Jones and Qualitative - focus NHS trust - inpatient 14 (six men Mental health professionals From early  Not Wales All
Crossley group psychiatric care and eight were made up of 20 to 55 reported had different
(2012) women) psychiatrists, social years lengths of

workers,
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Liberati et

al. (2021)

Qualitative - semi-

structured interviews

NHS (inpatient

and community mental
health) - Community
Mental Health Teams
(CMHT), Early
intervention for
psychosis (EIP), Crisis
Teams, Acute hospital
wards, Secure

Forensic services

35 mental
health workers
(19 Female,
11 Male, 5
people did not
provide this

information)

occupational therapists and

mental health nurses.

Psychiatrists (including 13
trainees and 4
consultants), 10 Mental
health nurses (including
care

coordinators, clinical leads,
non-clinical prescribers), 5
Psychotherapists (including
CBT therapists and
systemic family therapists),

3 Clinical psychologists

Not

reported

24 White, 3
Asian, 2
Mixed
ethnicity, 1
from ‘any
other
ethnic
group’, 5
people did
not provide
this

information

4 North
East, 7
North
West, 2
East
Midlands, 5
West
Midlands, 4
Greater
London, 2
East of
England, 3
South East,
3 South
West, 5
people did
not provide
this

information

service and

experience.

Not reported
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Lloyd et al.
(2024)

Matthews
and
Williamson

(2016)

Qualitative semi-

structured interviews

Multi-method
qualitative approach
- diaries and semi-

structured interviews

Two medium-secure 6
wards in a mental

health unit

Independent sector — 10 (seven

two female secure females and
mental health wards three males)
Seven
participants
held
undergraduate
or

postgraduate

degrees.

Barry Gaff Health-care
assistant

Steve Associate specialist
Hana Mardi Associate
specialist

Medic Consultant forensic
psychiatrist

Jerry Nurse associate
Donald Occupational
therapy technical instructor

Healthcare assistants

Not Not
reported reported
Aged Not
between reported
21 years

and 43

years

West

Midlands

England

27 years

12 years

3 years

8 years

11 years

9 years

2
permanent
and 8
casual
positions,
who worked
regularly
and with a
minimum of
6 months

experience.
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Wall et al.

(2022)

Qualitative - semi-

structured interviews

NHS trust

21 (nine
males, twelve

females)

Community mental health
professionals; 13 were
employed as community
mental health nurses and
social workers,
physiotherapists,

support workers and staff

from managerial positions

Not

reported

Not

reported

North-West

England

Staff had
worked for
the trust for
different
durations
ranging
from

1 month—

31 years
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3.2. Thematic Synthesis

Thematic synthesis of the data (example of synthesis coding in Appendix H)
discussing moral distress and/or moral injury was extracted, coded and 15 descriptive
themes emerged which were then interpreted by five analytical themes (Table 2). These

themes highlight the organisational, structural, societal and relational factors associated with

moral distress and/or moral injury in UK mental health staff.

Table 2

Thematic Synthesis Themes

Analytical theme

Descriptive themes

Systemic obstruction of morally

valued care

Chronic exposure to system-level

moral compromise

Institutional betrayal and staff

disposability

Internalisation of systemic failure

Societal devaluation as moral

context

¢ Organisational tasks over patient focus

e Physical health over wellbeing
o PPE affecting care

¢ Reduced quality of care

e Bed shortages
e Resource demand

e Staff compromise

o Staff feeling disposable
e Resource demand

e Systems dictating

e Shame

e Powerlessness
e Guilt

e Anxiety

e Societal mental health stigma
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Each analytical theme will be discussed. As a collective they demonstrate how moral
distress and/or moral injury among UK mental health staff is founded in structural and
organisational conditions that impact ethically valued care, rather than it being about
individuals responding to the challenging work. This then leaves staff feeling that it

challenges their professional and moral integrity.

3.2.1. Systemic obstruction of morally valued care

Across multiple studies (Hegarty et al., 2022; Jones & Crossley, 2012; Liberati et al.,
2021; Wall et al., 2022), mental health staff felt that there were many barriers to delivering
the care they wanted in line with their professional values and what they considered “good”
mental health support. This was a major contributing factor to moral distress.

Factors associated with this obstruction of care were having to prioritize
organizational tasks over patient care. For example, Jones and Crossley (2012) participants
discussed administration tasks, physical care, and ward schedules getting in the way of

therapeutic rapport.

Throughout the studies completed during Covid-19 (Hegarty et al., 2022; Liberati et
al., 2021; Wall et al., 2022), the focus was on mitigating physical health risk to staff and
patients, and they explored how PPE affected the quality of patient’'s mental health care.
Liberati et al. (2021) discussed the effects of isolation for patient wellbeing, staff taking
longer to attend incidents due to having to put on PPE and this leading to an increase in
aggression from patients to staff. “Participants reported feelings of deep dissatisfaction with
the support they were able to provide for service users during the pandemic”, (Liberati et al.,
2021, p. 7) leading to moral injury.

3.2.2. Chronic exposure to system-level moral compromise

Hemmington (2024) highlighted the impact of resource demands, beds shortages,
and the system feeling oppressive in nature, leading to enduring moral distress/injury for
mental health staff. Approved Mental Health Professionals (AMHPs) have a very important

role within the mental health system to safeguard individuals who are often at their most
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vulnerable when being assessed under the mental health act. However, Hemmington (2024)
found that bed shortages and sending patients miles away from their support network had an

impact on AMHPs making these tough decisions.

AMHP’s are often left making decisions with the resources they have over their moral
and professionals values: AMHPs are experiencing apparent paradoxes and
dilemmas from servicing an ostensibly oppressive system but holding to a (more
radical?) social perspective. Resources will always be limited to a lesser or greater
degree, but if AMHPs follow their professional and moral codes, they cannot remain

silent (Hemmington, 2024, p. 774).

3.2.3. Institutional betrayal and staff disposability

Mental health staff, similar to physical health staff in one of the studies (Hegarty et
al., 2022) believed theirs and patients’ needs were deprioritised by management, particularly
during Covid-19 to meet admission and discharge targets. Psychotherapists were told to
reduce their mental health interventions, leaving staff feeling that interventions were not
adequate for complex patients’ recovery. Staff felt this “led to moral conflict for mental health
professionals who predicted this would exacerbate the ‘revolving door of patients’, leaving
and reentering the system, that predated the pandemic”, (Hegarty et al., 2022, p. 8). Staff
also reported feeling like they were treated as disposable, leading to them feeling betrayed

by the system and likely impacting their motivation.

3.2.4. Internalisation of systemic failure

As well as recognising the organisational and system factors on the impact of patient
care, most of the participants in the studies were then often internalising these failures
themselves (Jones & Crossley, 2012; Lloyd et al., 2024; Matthews & Williamson, 2016 &

Wall et al., 2022). Staff reported feelings of shame, guilt, powerlessness, and they
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questioned themselves on have they done enough. This would likely lead moral distress into
moral injury.

The studies completed during the pandemic like Wall et al. (2022) showed “the
governmental and organisational response to the pandemic removed CMHT staff's
professional autonomy, producing feelings of powerlessness” (p. 383). However, evidence
from pre-pandemic studies show how this feeling has been around for some time. Matthew
and Williamson’s (2016) study reported how different participants discussed moral distress
and compassion in a high-risk environment, “Lucy attempts to disengage her conscious and
primal instincts to engage a professional persona. However, she struggles to disengage
entirely and adopt the depersonalized approach of the organization, as she fears the
consequences to both the patient and herself’ (p. 1047). This highlights the difficulties of
finding the right balance between organisationalism and compassion. In the most recent
study Lloyd et al. (2024) discussed how positive policies like the ‘least restrictive practice’ in
psychiatric inpatients can also lead to staff feeling moral distress, “perceived sense of
powerlessness in situations where patients with decisional capacity made choices
considered to be detrimental to their physical health condition” (p. 311).

3.2.5. Societal devaluation as moral context

Jones and Crossley, (2012) study brings the stigma of mental health care to the
forefront. It highlights how not only are other professionals stigmatising against them as staff
for working with mental iliness, but it also is often a job that can be scrutinised by the general
public and have attached feelings of shame. “Mental health professionals spoke of feeling
exposed and wishing to withdraw or hide away” (Jones and Crossley, 2012, p. 134), which

they discuss is illustrating moral distress due to the challenging nature of the work.

This study is important in showing the wider socio-political landscape that impacts
moral distress and moral injury for mental health staff in the UK, alongside the organisational
factors.

3.3. Recommendations for Mitigation
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For all of the seven studies in the review, any recommendations for how moral

distress and moral injury are being or could be mitigated were also extracted and can be

found in Table 3 below.

Table 3

Moral Distress/Injury Mitigation Recommendations

Author (Year) Recommendations for mitigation
Hegarty et al. “Utilizing the supervisory relationship to help mental health
(2022) professionals externalise blame for adverse patient outcomes”, (p.

Hemmington

(2024)

Jones and

Crossley (2012)

Liberati et al.

(2021)

Lloyd et al.

(2024)

9).

“Safety and wellbeing being paramount within operational
considerations and promote a culture of open and honest

communication”, (p. 774).

Training, staff meetings.

“Schwartz rounds — multidisciplinary forums where staff convene to

discuss their work — are rich in potential and their role (perhaps using
online methods) should be evaluated further. Participants highlighted
that while formal support for staff was signposted by their employers,
it may not be easy to use, suggesting that availability of support may
not be enough on its own and not accessing support that is nominally

available can become a source of stress in its own right”, (p. 10).

“The inclusion of bioethics into professional discussions and training
could provide health-care professionals with knowledge on how to
achieve the right balance in their duty of care ultimately improving

their well-being and the organisation’s ethical climate”, (p. 312).
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Matthews and “Consistent peer and professional support is considered to
Williamson significantly reduce burnout and moral distress”, (p. 1049).
(2016)

Wall et al. (2022) Debriefing, feelings of a collective responsibility as a team, buddy

system, weekly wellbeing check ins.

4. Discussion

This review synthesised findings on factors associated with moral distress and moral
injury among UK mental health staff. Seven qualitative studies met the criteria for inclusion.
Findings from this review suggest moral distress and injury among UK mental health staff
are more associated with system, organisational and relational constraints that impact
professional and morally valued care and leave staff feeling institutionally betrayed, than it
being just caused by the exposure to clinically challenging events. The findings suggest
moral distress can lead to moral injury among mental healthcare staff, and that the Covid-19
may have amplified this, but that it was apparent long before this and remains after. The
findings may go as far to suggest that UK mental health services have somewhat come to
normalize these working conditions in both NHS services and the independent sector.

The themes from this review suggest mental health organisations have been focused
on hitting targets and completing administrative tasks and this is perceived by staff as
coming before the wellbeing of the staff. It goes beyond burnout to moral distress (Jameton,
1984) and then over time moral injury (BMA, 2021), as staff feel them like the can’t deliver
the quality of care they want to in line with their values due to many factors like time,
resource, focus on physical health during Covid-19. Staff in these reviews have discussed
the lack of autonomy (powerlessness) they have in making decisions, and that decisions are
made top-down and staff are just expected to follow. This all leads to feelings of institutional
betrayal. The articles in this review did not directly discuss clinical diagnosis such as

depression and post-traumatic stress disorder (PTSD), which are often associated with
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moral distress and injury in the wider healthcare literature (Amsalem et al., 2021). However,
it did find emotions linked to these when staff were internalising the system failures and
feeling shame, anxiety, powerlessness and guilt. The psychological discomfort that is
caused can be explained by cognitive dissonance theory (Festinger, 1957) as staff know
what good care looks like and they are being made to act in a way that contradicts it.
Therefore, staff want to reduce this internal discomfort, so if they feel powerless this may
lead to learned helplessness (Seligman, 1972) and they may leave if they feel like that's the
only way they feel they can maintain their morals. Litz (2025) suggests moral injury is
separate to these clinical diagnoses and as such research should look at treating it
separately.

Just like the Beadle at al. (2024) systematic review on factors associated with moral
distress and injury among both physical and mental health staff, worldwide, this review
highlights the need for decisions of patient care to be a team decision and that moral
distress sits at an organisational level. Both the reviews show how this has been seen to be
normalised, expecting staff to just get on with it, especially after the Covid-19 pandemic
where moral distress and injury were exacerbated.

As we know the UK mental health system is under increasing pressure, and as seen
in Lord Darzi (2024) report of the NHS as a whole, managers aren’t to be blamed, as they
focus on keeping the teams running day to day, mental health of the general population has
deteriorated, leading to more pressure on the system and longer waiting lists etc. Therefore,
to support the mental health system in the UK, it is important to look at the system as a
whole, including all areas contributing to the system (NHS, private, independent sectors,
charities to social care, housing, etc.). The new Fit for the Future: 10 Year Health Plan for
England therefore has prevention as one of it's primary focuses to support the UK health
system, which includes working on preventing mental health problems in the UK population
and supporting the wellbeing of UK mental health staff (Department of Health and Social

Care, 2025).



39

4.1. Clinical Implications

This review draws more evidence of moral distress and injury being present among
UK mental health staff and what factors are contributing to it but also suggests several ways
to help start mitigating it happening or reducing it where it already exits. If moral distress and
injury are not thought about within UK mental health systems, organisations, teams and the
individuals, then its likely the UK mental health workforce wellbeing will continue to be
impacted and that retention issues will remain.

Organisations and systems in UK mental health need to first be aware of what moral
distress and moral injury are and then secondly they need to acknowledge that it likely exists
within their organisation and/or teams. Thirdly, having open discussions and communication
(Hemmington, 2024; Reis and Lesandrini, 2025) about it with their staff, and that they want
to help reduce this. As this review and other healthcare reviews have found (Bolton et al.,
2025), senior leadership support around distressing events and situations can help mitigate
moral distress and injury. As other moral distress and injury reviews have found (Reis &
Lesandrini, 2025) this can be done through many avenues like supervision (Hegarty et al.,
2022), debriefs, check-ins, buddy system (Wall et al., 2022), peer support (Matthews &
Williamson, 2016) and reflective practice/staff meetings and Schwartz rounds (Jones and
Crossley, 2012; Liberati et al., 2021). Staff training was also highlighted to support staff to
find the right balance between quality of care and their wellbeing (Jones and Crossley, 2012;
Lloyd et al., 2024; Reis & Lesandrini, 2025). Liberati et al. (2021) also highlighted that
individual staff support was not always easy to access, and this also led to further stress for
individuals. Keyworth et al. (2022) suggested organisations should be clear about what staff
services offer and provide training to managers so they can support staff to access these.
However, how easy these suggestions are to implement is changing, due to increased
financial pressures on NHS trusts and healthcare providers in recent years. The NHS mental
health trusts are making difficult decisions, and cuts to services, training and recruitment

have increased (Jefferies & Wickens, 2025). Ideally, in the long term, more financial
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investment is needed by the government into healthcare, social care and societal factors
affecting mental health in the UK, alongside improving system efficiency with artificial
intelligence (Darzi, 2024). In the meantime, it might help to utilise the skills of team
managers and clinical psychologists within services to support their colleagues more, but
this may take time and resources away from direct patient care. However, without the time
and resources given to supporting staff wellbeing, moral distress and injury will likely
increase and lead to poorer retention and even poorer patient care.

4.2. Strengths, Limitations and Future Research

There are many methodological and conceptual strengths to this review. The
qualitative findings give a rich description of differing examples of moral distress and injury
within UK mental healthcare.

The review followed systematic and transparent Cochrane guidance from predefined
inclusion criteria, data extraction and inductive thematic synthesis following Thomas and
Harden (2008) to produce analytical themes that can help inform systematic change and
future policy. This means findings are also reproduceable. It also identified the system,
relational and societal contributions to moral distress and injury which means it doesn’t
pathologize the staff’'s responses to these challenging working environments.

The review also highlights how all areas of UK mental health services are impacted
by moral distress and injury, regardless of whether they are NHS or independently run. A
limitation of having all areas together in the synthesis may overlook the differences and so
future research may want to look closer at the differences in different mental health settings,
to be able to tailor some of the mitigation strategies needed. The term ‘independent’ or
‘independent sector’ was not used in the search terms, as when the literature was reviewed,
this term did not appear to be used to describe a study or study setting. However, this may
have meant some studies were missed within this review.

Several limitations of the review are the lack of quantitative research it found where

the factors associated with moral distress and injury among UK mental health staff could be
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differentiated from physical healthcare staff data. Many studies did not meet inclusion for the
study (both quantitative and qualitative) where they had both physical and mental healthcare
staff in the study, as they combined their results. This also therefore meant a lack of valid
measures for moral distress and injury and other diagnostic criteria. However, there still
remains a lack of suitability and agreement on what moral distress and injury measures
should be used with mental health staff (Morris et al, 2022).

This review may have missed other factors associated with moral distress and injury
among UK mental health staff that have not yet reached peer-review publication. Therefore,
future research looking into factors associated would benefit from not only more quantitative
mental health staff studies, with validated outcome measures for mental health staff being
used but also should be open to other factors being missing from peer-reviewed articles.

Despite the review containing predominately good quality studies (reviewed by the
CASP quality checklist), some of the themes were only supported by one study, therefore
with only a small sample, and this impacts the rigour of the synthesis and the generalisability
of the findings. However, this is common with a review with limited studies meeting inclusion
criteria. The review also included studies where the main focus was not to explore moral
distress and injury, but was an important unexpected finding. This also meant limited data on
moral distress/injury in some studies.

5. Conclusions

This qualitative evidence synthesis tentatively demonstrates some of the factors
associated with the cause of moral distress that sometimes led to moral injury among UK
mental health staff. It suggests, alongside the nature of the work being challenging, that
moral distress and injury are being shaped and sustained by system and organisation
factors that have led to chronic exposure to system-level moral compromise, societal
devaluation, institutional betrayal and staff feeling disposable, staff internalising this systemic

failure as staff feeling like they cannot provide the quality of care they want to.
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Addressing moral distress and injury in UK mental health services, therefore,
requires more than just a focus on how to support individual resilience; organisations need to
be aware of moral distress and injury being prevalent and widespread across all areas of UK
mental healthcare, and that it may have similarities but also differences in how it impacts
mental healthcare staff compared to physical healthcare staff. Then system-wide change
and support is needed to help reduce and mitigate moral distress and injury. Some
recommendations have been given on how to support organisations to do this through open
communication within teams, training and supporting leadership. This is in addition to more
appropriate resourcing, but we acknowledge that further research may be needed to help
organisations know how to best implement these recommendations. With these
improvements to the system, moral distress and injury is likely to decrease, and it could have
positive implications on staff wellbeing, workforce retention and ultimately the quality of

mental health care in the UK.
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Bridging Chapter

This chapter links the systematic review findings of the factors found to be associated
with moral distress and moral injury among UK mental health staff, with the empirical paper’s
focus on what conditions are needed for CPs to increase their hours working in NHS
commissioned services.

The synthesis of findings from the systematic review showed moral distress and
injury among mental health staff were shaped and sustained by systemic and organisational
issues, stopping them from delivering the quality of care that they felt morally and
professionally they should. The review highlighted issues from the societal scrutiny on
mental health professionals, to the staff feeling resourcing was not adequate to deliver the
quality of care needed (Hemmington, 2024) and staff feeling leadership treated them as
disposable and prioritised organisational tasks and targets over quality of patient care
(Hegarty et al., 2022; Jones and Crossley, 2012). It also reflected the complexity of moral
distress leading to long-term moral injury among mental health staff in the UK. Whilst Covid-
19 led to an increased focus on physical health care of mental health patients and staff
(Hegarty et al., 2022; Liberati et al., 2021 & Wall et al., 2022), the synthesis showed moral
distress and injury before, during and after the pandemic. It also suggested mental health
staff internalise the system failures, leaving them feeling shame, guilt and powerless (Jones
& Crossley, 2012; Lloyd et al., 2024; Matthews & Williamson, 2016 & Wall et al., 2022).

As previous research has shown (Sorina et al., 2025) moral distress and injury
impact mental health staff retention, and mitigating these may help improve workforce
sustainability and could help to bring back professionals who have partly left the NHS
already. The synthesis showed recommendations for good supervisory support, open and
honest teams/cultures, importance of staff training, meetings, and feeling part of a supportive
team.

With UK mental health staff being so varied across clinical professions and settings,

it is likely different professionals will be impacted by different factors. Psychological therapy
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within mental health services is a key area that the NHS is looking to improve on and expand
its workforce. CP’s bring vital skills to this provision with knowledge in assessment,
formulation, evidence-based therapy, service development and supervision of other
psychological professionals. However, they are a group also leaving the NHS and moving
into private practice due to the ‘push’ factors like moral distress/injury and stress and burnout
(Harding et al., 2025; Stinton et al., 2025), and recent evidence suggests CP’s, especially in
early career, intend to reduce their NHS hours via mixed NHS and non-NHS employment
(Harding et al., 2025). There currently is a gap in the literature for how the NHS can get
those CP’s who have left to come back to NHS commissioned services. Research with CP’s
has focused so far on how to try and retain them (Harding et al., 2025). Whereas research
for other health professionals like nurses and speech and language therapists (Coombs et
al., 2007; Loan-Clarke et al., 2010) has already examined how to encourage those who have
left to return. Therefore, the following empirical paper is aimed at exploring the next step of
what conditions (organisational factors) CP’s who have partly left the NHS, need to have met

to increase their hours in the NHS.
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Abstract

This study explored the organisational conditions required for Clinical Psychologists
(CP’s) in mixed employment (seeing NHS-commissioned and private practice patients) to
increase their hours within NHS-commissioned services, and whether these conditions differ
by career stage.

A modified three-round Delphi survey (n = 30 in round one) looked to find a
consensus on the importance of each condition suggested in previous research that looked
at CP retention. A mini-focus group was then conducted to explore themes in more depth.

Thirteen of eighteen conditions reached consensus after round one (=70%, IQR = 1)
as very/extremely important for increasing NHS hours. The top six of these reached a strong
consensus (280%, IQR 1) for; ‘feeling able to delivery good quality care to service users’
(93.33%), ‘strong/supportive leadership/management’ (90.00%), ‘positive team culture’
(83.33%), ‘flexible working hours’ (80.00%), ‘opportunities for professional development’
(e.g. CPD) (80.00%) and ‘better working environment’ (80.00%). Pay was rated
very/extremely important but showed the lowest consensus after three rounds (54.54%, IQR
= 2), with greater consensus and importance for early and mid-career CPs. Qualitative
findings found three main themes: 1. Fostering Values-aligned Leadership and Team
Culture. 2. Creating Sustainable and Flexible NHS Careers. 3. Enabling Meaningful and
Ethical Psychological Practices. There was some variation in what different career stages
needed to increase their NHS hours.

The findings can be explained through two occupational motivation theories.
Systemic improvement is needed by the NHS to strengthen the Clinical Psychology

workforce.

Keywords: clinical psychologists, national health service, organisational conditions,

workforce sustainability
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Introduction

The NHS Long Term Plan (NHS England, 2019) outlined a commitment to increasing
mental health provision to an additional two million UK people between 2019/20 to 2023/24,
however, funding struggled to keep up with the demand on services (Gilburt & Mallorie,
2024). The new Fit for the Future: 10 Year Health Plan for England therefore has no numeric
target, but is focused on community care, digital access and prevention (Department of
Health and Social Care, 2025). The UK therefore still has a gap in provision and lack of
access to mental health services (Health and Social Care Committee, 2022).

According to the latest figures, 1 in 7 healthcare professionals are leaving the NHS
(Weyman et al, 2023), and over 28% of NHS staff in the 2024 survey said they were thinking
of leaving their organisation (Survey Coordination Centre, 2025). CPs are a key part of
expanding the psychological provision within mental health services. They support and
supervise wider psychological professional colleagues as well as delivering clinical
interventions and leading services. Of these numbers it is unclear exactly how many of these
are Clinical Psychologists (CP’s).

In 2013, Knight and Proctor wrote about the increase in Psychologists numbers in the
private sector ‘quietly’ growing. Rhodes (2019) discussed the findings of a 2019 survey
conducted by the British Psychological Society (BPS), where over 5,700 members (17% of
its total members) shared their views on their working lives. The survey results raised
challenges with financial constraints, widespread vacancies, excessive workloads, emotional
exhaustion and poor work life balance. The survey also highlighted that CPs were the group
in this survey most likely to report stress and burnout. NHS England has since increased
funding to the Clinical Psychology Doctorate programmes to increase places for trainee
CP’s (Health Education England, 2020).

After the 2019 BPS survey a Scottish health board, NHS Greater Glasgow & Clyde
looked into CP’s leaving their health board or reducing their hours to work privately (Tolland

& Drysdale, 2022). Over 160 psychologists completed an anonymous survey (65% response
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rate). Of these 160 psychologists, 21% were found to have reduced their hours in the
previous three years. Seventy-one percent of participants shared the most common factor
was caring responsibilities, likely due to the majority of the profession being women. This
was followed by work-life balance (65%) and work-related stress (21%) being next largest
reason for reduced hours. Approximately 8% of leavers in the last three years had moved to
the private sector and left their NHS completely. Ten percent of staff were working part-time
in the NHS and a private practice role. Another 43% of the responders planned to reduce
their hours in the future, and 22% of these would do it to take on private work. The most
common reasons why responders were considering leaving the NHS were financial rewards
and work-life balance. Lack of career progression and work-related stress also contributed
and there was mention of increased paperwork, bureaucracy of the NHS and wanting to
work in different areas. They suggested to reduce the number leaving, should work on
reducing work-related stress. Well-being support had increased since the Covid-19
pandemic in their health board, but they suggest CP’s may not have the time to access
these. A Psychology staff bank system was also suggested to increase flexibility of working
hours.

Rosairo and Tiplady (2024) have however reviewed the latest data from the NHS
leaver rate in the mental health workforce and Electronic Staff Record (ESR) 2023/2024 and
have suggested these do not confirm this significant anecdotal loss of CPs to private
practice. They suggest that the psychologist turnover is around 18%, with only 10% of
leavers leaving the NHS for non-NHS commissioned services. They found data suggested
the psychological workforce is growing. However, they do suggest that ‘active intervention’ is
needed to create a compassionate and diverse workforce for the future.

When looking at the retention of mental health workforce, organisational factors and
culture play a huge part in ensuring manageable workloads, staff feeling well supported and
feeling able to deliver good quality care (Long et al., 2023). New research shows how stress,

burnout and moral injury are leading CPs to leave the NHS for private practice (Harding et
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al., 2025; Stinton et al., 2025). Harding et al. (2025) and Stinton et al. (2025) latest findings
shared similarities with research conducted in other healthcare professions that NHS leavers
cited excessive workload, stress/burnout, poor pay and, not feeling able to deliver quality
patient care (Loan-Clarke et al., 2009; Seathu Raman et al., 2024). Interestingly, systematic
reviews looking at NHS staff (Bimpong et al., 2020; Seathu Raman et al., 2024) found pay
influenced job satisfaction and retention, but that improving pay alone was unlikely to
improve staff retention. This has been proven during the recent increase in industrial strike
action in the last four years, especially since the Covid-19 pandemic, where issues being
raised are not just limited to pay but also about patient safety, staffing numbers and
subsequent staff burnout (Cullen, 2022).

A work stress model that has been used to help explain how important job
satisfaction is when thinking about retention (Harding et al., 2025; Stinton et all., 2025), and
how burnout and poor work-life balance effect this is the Effort-Reward-Imbalance Theory
(Siegrist, 1996; Siegrist et al., 2004; Siegrist & Li, 2016). The model looks at reciprocity of
exchange at work, where high-cost and low gain conditions are considered stressful
(Siegrist, 1996). It also combines information on extrinsic and intrinsic factors in someone’s
health. Therefore, high effort in combination with low reward causes strong negative
emotions and stress responses with negative long-term effects on health.

Another model that can help understand the psychosocial work environment and its
impact on mental healthcare professionals is the Demand-Control-Support Model, originally
introduced by Karasek (1976). This model highlights the importance of balancing job
demands, having control how you work and the support from the employer to help manage
stress and wellbeing. Research has already shown the importance of this model in advising
management strategy in supporting the well-being of British mental healthcare professionals
(Wood et al., 2011).

The allied healthcare workforce research has also examined what those who have

left the NHS need to return, and found returners did so due to flexible hours, work location,
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professional development and pension provision (Loan-Clarke et al. (2009). Therefore, it's
important to progress the research from why CPs are leaving the NHS (Harding et al., 2025;
Stinton et al., 2025) to examine what support CP’s who have partly left NHS services need
to return to the NHS.
Current Study’s Aims

This study aims to look at what conditions are needed for CPs to return to the NHS. It
will be helpful to get a preliminary consensus from CPs about the main factors that would
draw them out of private practice work and increase their hours in the NHS. This will help the
NHS know what areas they should focus on improving to support the Clinical Psychology
workforce in the NHS. The research questions for this study were:

1. What conditions (organisational factors) need to be met for CPs in mixed
employment (both NHS commissioned services and private practice) to return to
full-time NHS commissioned services?

2. Do these conditions differ based on career stage (e.qg., early-career 0-5 years, 6-

10 years, 10+ years qualified)?

Materials & Methods

Study Design

The study used a mixed-methods design and took a critical realist approach (Leung
& Chung, 2019). Critical realists search for causation to help to explain social issues and
recommend ways to address these (Fletcher, 2017). The study first used a quantitative
online Delphi survey to gain consensus on CP conditions needed to return to the NHS. The
Delphi technique is established across health research to reach consensus on issues of
importance and used when there is no or little research into an area or issue (Shang, 2023).
An online Delphi survey helped to remove group conformity and dominance (Nasa et al.,
2021). As the research adopted a critical realist perspective it then followed with a mini-focus
group, with all career stages to gain more understanding about why they have selected

those conditions as needed to be met to return to the NHS.
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Participants

Thirty CPs completed the Delphi survey round one (7 early career, 0-5 years
qualified; 13 mid-career, 6-10 years qualified; and 10 later career, 10+ years qualified) from
the 45 invited. Dropout rate of 33.33%. 25 then completed round two (5 early career, 0-5
years qualified; 11 mid-career, 6-10 years qualified; and 9 later career, 10+ years qualified),
dropout rate 16.67%. Then 22 (4 early career, 0-5 years qualified; 9 mid-career, 6-10 years
qualified; and 9 later career, 10+ years qualified) then completed round three of the Delphi
survey, with a dropout rate of 12%.

The demographics for the Delphi participants are shown within Table 1. Overall
round one of the Delphi had 90% of participants who were female, 70% were aged 30-39
years old, 76.67% were White (English, Scottish, Northern Irish or British), 70% had been in
private practice for 0-5 years, 70% worked 21-20 hours a week for the NHS, 70% worked
21-37.5 hours a week for NHS and private practice. The region of the UK that CPs lived
(26.67%) and worked (30%) in the most was the East of England.

The overall demographics by the end of round three were 77% were female, 63.62%
were aged 30-39 years old, 81.81% were White (English, Scottish, Northern Irish or British),
59.09% had been in private practice for 0-5 years, 72.72% worked 21-30 hours a week for
the NHS and 72.71% worked 21-37.5 hours a week for the NHS and private. The region of
the UK that CPs lived (31.81%) and worked (36.36%) was mostly the East of England.

Participants were all asked if they were open to increasing their NHS hours, and of
those completing round one of the Delphi, 36.67% said yes, 40% were undecided and
23.33% said no. Of those who completed all three rounds of the Delphi, 36.36% said yes,
50% were undecided and 13.64 said no.

The Demographics were fairly similar for each career stage in each round of the
Delphi. The main variation between careers stages were the early to mid-career stage were
more ethnically diverse, and they were living and working in more regions of the UK than the

later career stage.



Table 1

Delphi Survey Demographics

Round 1 (n (%))

Round 2 (n (%))

Round 3 (n (%))

All Early Mid- Late All Early Mid- Late All Early Mid- Late
(n=30) Career Career Career (n=25) Career Career Career (n=22) Career Career Career
(n=7) (n=13) (n=10) (n=5) (n=11)  (n=9) (n=4) (n=9) (n=9)
Gender
Female 27 6 13 8 22 4 11 7 19 3 9 7
(90) (85.71)  (100) (80) (88) (80) (100) (77.78) (86.36) (75) (100)  (77.78)
Male 3 1 0 2 3 1 0 2 3 1 0 2
(10) (14.29) (0) (20) (12) (20) (0) (22) (13.63) (25) (0) (22.22)
Age (years)
30-34 13 5 3 0 6 4 2 0 5 3 2 0
(43.33) (71.42) (23.08) (0) (24) (80) (18.18) (0) (22.72) (75) (22) (0)
35-39 8 2 9 2 11 1 8 2 9 1 6 2
(26.67) (28.57) (69.23) (20) (44) (20) (72.72) (22.22) (40.90) (25) (66.67) (22)
40-44 3 0 1 2 2 0 1 1 2 0 1 1
(10) (0) (7.70) (20) (8) (0) (9.09) (11.11)  (9.09) (0) (11.11)  (11.11)
45-49 3 0 0 3 3 0 0 3 3 0 0 3
(10) (0) (0) (30) (12) (0) (0) (33.33) (13.64) (0) (0) (33.33)
50-54 1 0 0 1 1 0 0 1 1 0 0 1
(3.33) (0) (0) (10) (4) (0) (0) (11.11)  (4.54) (0) (0) (11.11)
55-59 1 0 0 1 1 0 0 1 1 0 0 1
(3.33) (0) (0) (10) (4) (0) (0) (11.11) (4.54) (0) (0) (11.11)
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Ethnicity

White -
English,
Scottish,
Northern Irish
or British
White - Irish

Any other
White
background
Asian or Asian
British - Indian

White and
Black African

Caribbean

Any other
mixed or
multiple ethnic
background

Years
Qualified

0-5

0 0 1 1
(0) ©0)  (11.11) (4.54)
4 7 9 18

(80)  (63.63) (100) (81.81)

0 1 0 1
0)  (9.09)  (0)  (4.54)
0 2 0 1

(0) (18.18)  (0) (4.54)

0 1 0 1
(0) (9.09) 0) (4.54)

1 0 0 1
(20) (0) 0)  (4.54)
0 0 0 0
(0) (0) (0) (0)
0 0 0 0

() (0) (0) (0)

(100) _ _ (18.18)

(0)

(66.67)

1
(11.11)

1
(11.11)

1
(11.11)

0
(0)

0
(0)

0
(0)

(11.11)

(100)




6-10

10+

Region of the
UK (live)

East of
England

London

Midlands

North East

North West

Scotland

South East

South West

13
(43.33)

10
(33.33)

(26.67)
6
(20)

2
(6.67)

1
(3.33)

5
(16.67)

1
(3.33)

6
(20)

1
(3.33)

2
(28.57)

2
(28.57)

1
(14.29)

()

1
(14.29)

(0)
1
(14.29)

0
(0)

13
(100)

1
(7.70)

2
(15.38)

1
(7.70)

1
(7.70)

3
(23.08)

1
(7.70)

4
(30.77)

0
(0)

10
(100)

(36)

11
(44)

(32)

(20)

(4)

(4)

2
(40)

(20)

(0)

()

(20)

(100)

1
(9.09)

2
(18.18)

1
(9.09)

1
(9.09)

1
(9.09)

1
(9.09)

4
(36.36)

0
()

11
(100)

5
(55.56)

2
(22.22)

0
(0)
0
(0)
0
(0)
0
(0)
1
(11.11)

1
(11.11)

9
(40.90)

9
(40.90)

7
(31.81)

5
(22.72)

0
(0)

1
(4.54)

1
(4.54)

1
(4.54)

6
(27.27)

1
(4.54)

9
(100)
9
(100)
0 5
0)  (55.56)
2 2
(22) (22)
0 0
(0) (0)
1 0
(11.11)  (0)
1 0
(11.11)  (0)
1 0
(11.11)  (0)
4 1
(44.44)  (11.11)
0 1
0)  (11.11)
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Region of the
UK (work)

East of
England

London

Midlands

North East

North West

Scotland

South East

South West

How long in
part-time in
private
practice
(years)

2
(28.57)

2
(28.57)

1
(14.29)

(0)

1
(14.29)

(0)

1
(14.29)

0
(0)

(15.38)

1
(7.70)

1
(7.70)

1
(7.70)

3
(23.08)

1
(7.70)

3
(23.08)

1
(7.70)

2
(18.18)

1
(9.09)

1
(9.09)

1
(9.09)

1
(9.09)

1
(9.09)

3
(27.27)

1
(9.09)

5
(55.56)

2
(22.22)

’
(11.11)

0
(0)
0
()
0
(0)

0
()

1
(11.11)

8
(36.36)

4
(18.18)

1
(4.54)

1
(4.54)

1
(4.54)

1
(4.54)

4
(18.18)

2
(9.09)

1
(11.11)

1
(11.11)

(0)

1
(11.11)

1
(11.11)

1
(11.11)

3
(33.33)

1
(11.11)
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0-5 21
(70)
6-10 4
(13.33)
11-15 4
(13.33)
26-30 1
(3.33)
Hours a week
for NHS and
private
0-10 1
(3.33)
11-20 1
(3.33)
21-30 8
(26.67)
31-37.5 13
(43.33)
More than 6
37.5 (20)

7
(100)

0
(0)

0
(0)

(28.57)

4
(57.14)

1
(14.29)

9
(69.23)

3
(23.08)

1
(7.70)

(0)

1
(7.70)

1
(7.70)

2
(15.38)

6
(46.15)

3
(23.08)

5
(50)

1
(10)

3
(30)

1
(10)

(50)

3
(30)

2
(20)

5
(100)

0
(0)

0
(0)

7
(63.63)

3
(27.27)

1
(9.09)

0
(0)

1
(9.09)

1
(9.09)

2
(18.18)

5
(45.45)

2
(18.18)

4
(44.44)

1
(11.11)

3
(33.33)

’
(11.11)

0
(0)

0
(0)

4
(44.44)

3
(33.33)

2
(22.22)

13
(59.09)

4
(18.18)

4
(18.18)

1
(4.54)

0
(0)

1
(4.54)

7
(31.81)

9
(40.90)

5
(22.72)

4
(100)

5
(55.56)

3
(33.33)

1
(11.11)

(11.11)

2
(22)

4
(44.44)

2
(22)

4
(44.44)

1
(11.11)

3
(33.33)

1
(11.11)

(44.44)

3
(33.33)

2
(22)
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Hours a week
for NHS

0-5

11-15

16-20

21-25

26-30

30+

Open to
increasing
NHS hours

Yes

No

1
(3.33)

1
(3.33)

11
(36.67)

(23.33)

0
(0)

0
(0)

(42.86)

1
(14.29)

11
(44)

(12)

0
(0)

1
(9.09)

1
(9.09)

3
(27.27)

5
(45.45)

1
(9.09)

(36.36)

(18.18)

1
(11.11)

0
()

2
(22.22)

3
(33.33)

2
(22.22)

1
(11.11)

4
(44.44)

1
(11.11)

1
(4.54)

1
(4.54)

2
(9.09)

8
(36.36)

8
(36.36)

2
(9.09)

(36.36)

(13.64)

(0)
1

(11.11)
(0)

3
(33.33)

4
(44.44)

1
(11.11)

(22)

3
(33.33)

2
(22)

1
(11.11)

4
(44.44)

1
(11.11)
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I’m undecided

12
(40)

3
(42.86)

5
(38.46)

4
(40)

1
(44)

2
(40)

5
(45.45)

4
(44.44)

11
(50)

2
(50)

5
(55.56)

4
(44.44)
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Three CP’s took part in the mini-focus group after completing the Delphi rounds, (1

68

early career, 0-5 years qualified and 2 later career, 10+ years qualified). The demographics

for the mini-focus participants are shown within Table 2. There was no mid-career stage

taking part in the mini-focus group, four had shown interest but were unable to attend the

group on the date/time it was run, and the subsequent dates/times offered for an alternative

group.
Table 2

Mini-Focus Group Demographics

N (%)

Gender

Female

Male

Age (years)

35-39

50-54

Ethnicity

White - English, Scottish, Northern Irish or British
Years Qualified

0-5

10+

Region of the UK (live)

East of England

Region of the UK (work)

East of England

How long in part-time in private practice (years)
0-5

26-30

Hours a week for NHS and private
21-30

More than 37.5

Hours a week for NHS

0-5

16-20

26-30

Open to increasing NHS hours
Yes

I’'m undecided

1(33.33%)
2 (66.66%)

2 (66.66%)
1(33.33%)

3 (100%)

1(33.33%)
2 (66.66%)

3 (100%)
3 (100%)

2 (66.66%)
1(33.33%)

1(33.33%)
2 (66.66%)

1 (33.33%)
1 (33.33%)
1 (33.33%)

1 (33.33%)
2 (66.66%)
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In line with the Delphi rounds the majority of the mini-focus group participants (two of
them, 66.66%) were in their thirties and had worked 0-5 years in private practice (66.66%).
All three were living and working in the East of England (100%) and were White (English,
Scottish, Northern Irish or British). In contrast to the Delphi rounds, two of them (66.66%)
were male, were undecided about being open to increasing their NHS hours (66.66%), and
worked more than 37.5 hours a week for NHS and private (66.66%). They all worked
differing hours for the NHS, ranging from 0-30 hours a week.
Inclusion Criteria

Participants were qualified CPs registered with the Health and Care Professions
Council (HCPCQC) in the United Kingdom. The CPs were working part-time in NHS
commissioned services (this may have include charities or private companies commissioned
to see NHS patients) and part-time in private practice (self-funding or private health
insurance cover). The BPS defines early career CPs as those who have qualified within the
last 5 years (K. Seisay, personal communication, April 12, 2023).
Exclusion Criteria

CP’s working full time in the NHS, part-time in the NHS and part-time in research or
academic roles, or full time in private practice were excluded. CP’s working in academia and
research are seen as a key part of the process of training the new Clinical Psychology
workforce and contributing to evidence-based treatment. CP’s who have entirely left the
NHS may have different conditions needed to return to the NHS. So, for the purposes of this
study, they were not included but could be important to look at in future research.
Measures
Demographic Information

The participants’ age, gender identity, ethnicity, current region they live and work in
the UK and time since qualifying as a CP were collected via the survey as demographic

information. These demographic categories are based on those asked by the UK
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government in the 2021 consensus and held by the Office of National Statistics (2024). They
provide a context in which the findings were interpreted.
Delphi Survey

The Delphi was an online, internet-based survey created on Microsoft Forms
(Appendix J). This is the most efficient and cost-effective way to deliver a Delphi survey and
helps for a quick turn-around of analysis and can reduce drop-out rates (Shang, 2023). This
study used a modified Delphi method (Avella, 2016; Custer et al., 1999), following Nasa et
al. (2021) quality assessment (Appendix K) where a quantitative survey was created by
researchers to start round one. The survey questions were based on the results from two
projects (Harding et al., 2025. & Stinton et al., 2025) looking into reasons why CPs choose to
stay or leave the NHS. Their questionnaire and interview topic guide was developed from the
Weyman et al. (2023) findings about the reasons NHS staff chose to stay or leave the NHS.
Questions for this Delphi survey were also based on reviewing private practice job
descriptions and company benefits, and findings from the Tolland and Drysdale (2022)
survey of CP’s choosing to leave a Scottish health board.

Patient and public involvement (PPI) members also reviewed the survey and
advertising poster before ethics was submitted, to make sure it is user friendly. These PPI
members were CP’s that met the study’s inclusion criteria (i.e., CP’s working in mixed
employment). The survey was kept as condensed as possible, as the higher number of
items on a Delphi survey the lower the response rate (Gargon et al., 2019). The survey used
a five item Likert-scale (ordinal data), as this is the most commonly used Likert-scale, and
most popular by participants (Lange et al., 2020).

Mini-Focus Groups

A topic guide (Appendix L) was developed after the last Delphi round with questions
to be explored in the mini-focus groups. The questions asked about why they believe the top
conditions selected are most important and how they will help support the Clinical

Psychology workforce. Questions were also asked around if they felt important conditions
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were not asked about in the Delphi survey. PPl members again reviewed the questions and
themes to be asked about in the focus groups.

Procedure

Ethical Considerations

Ethical approval for the study was granted by UEA’s Faculty of Medicine and Health
Sciences Research Ethics Committee (ETH2526-1205; Appendix M). Ethics was also
considered in line with the British Psychological Society’s (2021) Code of Human Research
Ethics. Participants gave informed consent after reading the participant information sheet
before completing the Delphi survey (Appendix N) and again before completing the mini-
focus groups (Appendix O & P). A debrief form was provided to participants at the end of the
survey (Appendix Q), as not everyone would be taking part in the focus groups, and at the
end of the mini-focus groups (Appendix R).

Recruitment

The participants were recruited via purposive sampling through social media
platforms, such as LinkedIn, Facebook, WhatsApp and Instagram, and within the
professional networks such as the Psychological Professionals Network. The study was also
advertised via email by the research team to contacts within NHS trusts from UEA emails.
CP’s who had also signed up to a participation pool for the clinical psychology sustainability
working group at UEA were sent a copy of the research advertising poster. There is no
defined number of participants for Delphi surveys, but research does suggest between 30-50
participants is sufficient for a homogenous Delphi (Nasa et al., 2021), so recruitment allowed
room for potential dropouts between Delphi rounds.

Three participants were needed for a focus group to be feasible (Morgan, 1997)
therefore, the group would be a mini-focus group as coined by Krueger and Casey (2014).
However, if possible, five participants were preferable, as five to seven were in each group in
the Canessa et al. (2022) focus groups conducted after the Delphi rounds.

Delphi Method
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Participants showed their interest in the study by clicking on the online link/QR code
on the advert for the study (Appendix S, Figure 1) between July and October 2025, which
took them to a Microsoft Form where they could opt-in (Appendix T) to the study by leaving
their email address, career stage (early career being 0-5 years or 6-10 years or 10+ years),
confirming they worked part-time for NHS commissioned services and part-time private and
providing their HCPC registration number to be checked and verified to reduce fraud/bots.
Time taken to fill out the opt-in form was also checked by the lead researcher to reduce
fraud/bots going through to the Delphi round. Recruitment closed in October 2025. Out of the
59 participants who opted into the study via the advertisement link, 45 were deemed to be
eligible to take part (HCPC registered CP’s, and not bots). These 45 participants were then
sent an email (Appendix U) with a link to the participant information sheet one. After reading
this, participants were asked to complete consent form one, which then proceeded with the
demographic questionnaire and the Delphi survey presented on a Likert scale. They were
also be given the choice to participate in an hour-long mini-focus group after the Delphi
survey was complete. At the end of the final survey participants were presented with debrief
form one.

After each Delphi round results were analysed, and individual and group results were
shared back with participants, within 2 weeks, as the latest guidance by Hohmann et al.,
(2025) recommends. They were asked to complete the survey again (Appendix V & W) and
reconsider their previous ratings if there didn’t appear to be a consensus (Shang, 2023).
Reminder emails were sent each round to remind participants to complete the survey, this
increases response rates (Gargon et al., 2019). There were three rounds of the Delphi
survey, open for two weeks at a time (from October 2025 to December 2025), with the aim
for a participant consensus of 70-80% to try and find the top conditions needed for CPs to
return full-time to the NHS. Due to the time constraints of the thesis project and recent
Delphi guidelines (Hohmann et al., 2025) suggested limiting the Delphi to three rounds, it

was possible that it may not have reached an ideal consensus of 70-80%. A consensus of
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50% is reported in some Delphi studies (Nasa et al., 2021) and so was seen as the minimal
percentage needed for consensus in this study after three rounds, which all conditions
reached. To further analyse a strong consensus then conditions that had over an 80%
consensus and an interquartile range (IQR) of 1 or less was seen as a “strong” consensus
(von der Gracht, 2012). An IQR of 1 or less shows at least half of responses fell within a
single point on the Likert-scale.

Mini-focus Groups

After the Delphi rounds had taken place and a consensus was reached, a one hour
mini-focus group took place, with all career stages, of participants who had given permission
at the end of the survey. Participants were invited to the mini-focus group via email
(Appendix X), and several dates were offered to maximise the amount who could attend the
group at the same time.

The mini-focus group took place over Microsoft Teams and was recorded and
transcribed. In the invite email participants were asked to read a second participant
information sheet and sign a second consent form. A debrief form was shown to participants
at the end of the mini-focus group. Each participant that took part in the mini-focus group
was sent an Amazon voucher worth £10 as a token of appreciation for taking part in the
extra 1 hour of the study. The Delphi survey time is shorter and can be done in their own
time, and as participants are paid clinicians it can be classed their CPD time, therefore
participants did not receive a token of appreciation for their time at that point.

Figure 1

Diagram of the Procedure



Advertisement of the study goes live

2

Participants complete an opt-in form via the link in the
advertisement

.

Round 1 Participants access Delphi round 1 link via emails
sent and complete questionnaire

i

Delphi 1 responses are gathered and data analysed

¥

Round 2 Participants are emailed individually and provided with feedback

fromround 1 (including their individual scores, the group median scores)

and are asked to complete adapted survey 2 (those guestions that did not
yet meet 70% consensus) via a link

.

Delphi 2 responses are gathered and data is analysed

Round 3 Participants are emailed individually and provided with feedback
from round 2 (including their individual scores, the group median scores and
their career stage median score) and are asked to complete adapted survey 3
(those questions that did not yet meet 70% consensus) via a link

2

Delphi 3 responses are gathered and data is analysed

L

Mini-focus Group - Round 3 Participants who consented to be invited to
the mini-focus group are contacted via email.

Participants attend a mini-focus group (via Microsoft Teams) and are
asked questions around responses from the Delphi

Analysis
Demographics
The demographics were analysed using descriptive statistics.

Delphi Survey
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The Delphi survey data were collected via Microsoft Forms and downloaded and
analysed on a Microsoft Excel spreadsheet. It looked to see if a consensus of 70-80% had
been met for the whole group, within one of three categories on the 5-point Likert scale (Not
important at all, Somewhat to Moderately Important, or Very Important to Extremely
Important), as this is the widely adopted and considered to be rigorous (Shang, 2023). 50%
was also taken as an acceptable consensus if 70% was not reached by the third and final
round. The interquartile range was also measured to see the spread of the data and the
median score (Shang, 2023; Junger et al., 2017) was reported for each condition and fed
back to participants in the next round.

Analysis also examined whether there was a difference in consensus percentages,
medians, and interquartile ranges between each career stage group (early career, 0-5 years;
mid-career, 5-10 years; and later career, 10+ years).

Mini-Focus Groups

The mini-focus groups transcript was taken from Microsoft Teams and cleaned on
Microsoft Word and then analysed using inductive Reflective Thematic Analysis (RTA)
(Braun and Clarke, 2006), on Microsoft Excel. RTA works well within a critical realist
paradigm as it interprets the shared experiences of the CP’s that are shaped by the
healthcare system they are in. Thematic Analysis followed Braun and Clarke’s (2006) six-
step process of;

1) Familiarisation with the dataset

2) Coding

3) Generating initial themes

4) Developing and reviewing themes

5) Refining, defining and naming themes

6) Writing up

A second researcher (SP) reviewed 50% of the codes created by the primary

researcher (HB) to counter any inter-rater reliability issues. Any differences in opinion in
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coding were discussed with the primary researcher and resolved through discussion.
Themes and subthemes were also discussed during supervision discussions to help refine
and define the themes. For transparency and credibility, The Consolidated Criteria for
Reporting Qualitative Research (COREQ) (Appendix Y) was completed (Tong et al., 2007).

The analysis was completed through the lens of the lead researcher being a trainee
clinical psychologist, supervised by qualified CPs; therefore, this may have influenced the
interpretation of findings through this lived experience lens.

Results
Delphi

The Delphi survey results are shown in Table 3 for all three rounds. After round one
13/18 conditions reached an overall consensus of 70% or over, and had an IQR of 1, for an
importance of very/extremely important for these conditions to be met for CPs to increase
their hours within the NHS. The top six of these all reached an overall consensus of 80%
and over, with an IQR of 1, showing a ‘strong’ consensus; ‘feeling able to delivery good
quality care to service users’ (93.33%), ‘strong/supportive leadership/management’
(90.00%), ‘positive team culture’ (83.33%), ‘flexible working hours’ (80.00%), ‘opportunities
for professional development’ (e.g. CPD) (80.00%) and ‘better working environment (e.g.
better access to therapy rooms/desk space)’ (80.00%).

After round two of the Delphi the condition ‘support for physical health’ reached an
overall consensus of 84% (IQR of 1 but with an importance rating of only
somewhat/moderately important. The condition ‘increased staffing levels’ also reached an
overall consensus of 80.00%, but a higher importance of very/extremely important.

After round three of the Delphi, the conditions; ‘support for mental health’ reached an
overall consensus of 72.72%, (IQR of 1) as being somewhat/moderately important and
‘Benefits such as: Medical/life insurance, HCPC registration paid for, indemnity insurance
paid for, company car, free onsite parking, gym membership’ reached an overall consensus

of 59.09%, (IQR of 1) as being somewhat/moderately important. Finally, the condition with
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the least overall consensus, ‘better pay’, at 54.54% (IQR 2), was however found to be
very/extremely important. After the three rounds, every condition met the minimum
consensus of 50% for some level of importance.

There was some variation in consensus and importance across career stages.
‘Manageable workload’ and ‘hybrid working’ were less important (somewhat/moderately
important) for later career stages than early to mid-career stages (very/extremely important).
Mid-career stage did not reach an acceptable consensus level of 50% when it came to how
important they saw the ‘benefits’ condition. The condition ‘better pay’ appeared to be more
important to early and mid-career stages (very/extremely important) than the later career

stage (somewhat/moderately important).
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Table 3
Delphi Survey Results
Conditions Median (IQR) and % Round 1 Median (IQR) and % Round 2 Median (IQR) and % Round 3 Overall % Co
All Early Mid- Late All Early Mid- Late All Early Mid- Late nsensus
Career Career Career Career Career Career Career Career Career (Importance
Rating)
Feel able to 5(11) 5(1) 5(1) 501) X X X X X X X X 93.33%
delivergood 93.33% 100% 92.31% 90.00% (very/extreme
quality care to very/extr very/extr very/extr very/extr ly important)
service emely emely emely emely
users importanimportantimportantimportant
t
Strong/suppor 5 (1) 4 (1) 4 (1) 5(1) X X X X X X X X 90.00% (very/
tive 90% ver 100% 84.62% 90.00% extremely
leadership/ma y/extrem very/extr very/extr very/extr important)

nagement ely impor emely emely emely

tant



importantimportantimportant

Positive team 5 (1) 4(2) 5 (0) 5(1)

culture

Flexible
working

hours

83.33% 71.43% 84.62% 90.00%
very/extr very/extr very/extr very/extr
emely emely emely emely

importanimportantimportantimportant

t

5(1) 5(1) 5(0) 5(2)

80% 85.71% 92.31% 60.00%
very/extr very/extr very/extr very/extr
emely emely emely emely
importanimportantimportantimportant

t

X

79

83.33%
(very/extreme

ly important)

80.00% (very/
extremely

important)



Opportunities 4 (1) 4 (1) 4 (1) 4 (1)
for 80% 85.71% 84.62% 70.00%
professional very/extr very/extr very/extr very/extr
development emely emely emely emely
(e.g. CPD) importanimportantimportantimportant

t

Better working 4 (1) 5(1) 4 (2) 4 (0)
environment 80.00% 100% 69.23% 80.00%

(e.g. better  very/extr very/extr very/extr very/extr

access to emely emely emely emely
therapy importanimportantimportantimportant
rooms/desk t

space)

Manageable 5 (1) 5(0) 5(1) 3(2)

workload 76.67% 100% 92.31% 60.00%

X

80

80.00% (very/
extremely

important)

80.00%
(very/extreme

ly important)

76.67%
(very/extremel

y important)



Opportunities
for career
progression
(e.0.

leadership)

Hybrid
working
(home and

office)

very/extr very/extr very/extr Somewh
emely emely emely at/moder
importanimportantimportant ately

t important

4(1) 40 s50) 40
76.67% 71.43% 76.92% 80.00%
very/extr very/extr very/extr very/extr
emely emely emely emely
importanimportantimportantimportant
t
5(1) 4 (1) 5(1) 3(2)
76.67% 85.71% 100.00% 50.00%
very/extr very/extr very/extr somewh
emely emely emely at/moder
importanimportantimportant ately

t

X

81

76.67%
(very/extreme

ly important)

76.67%
(very/extreme

ly important)



important

Reduced 4 (1) 5(1) 4 (1) 4 (2)
bureaucracy 76.67% 85.71% 84.62% 60.00%
very/extr very/extr very/extr very/extr
emely emely emely emely
importanimportantimportantimportant
t
Supportive 5(2) 5(1) 4 (2) 5(1)
supervision  73.33% 85.71% 61.54% 80.00%
very/extr very/extr very/extr very/extr
emely emely emely emely
importanimportantimportantimportant
t
Fits with 4 (2) 4 (2) 5(1) 4 (1)
childcare/famil 73.33% 57.14% 76.92% 80.00%

y

X

82

76.67%
(very/extreme

ly important)

73.33% (very/
extremely

important)

73.33%
(very/extreme

ly important)



responsibilitie very/extr very/extr very/extr very/extr

S

Good

pension

Support for
physical

health

emely emely emely emely
importanimportantimportantimportant
t
4 (2) 4 (1) 4(2) 4 (1) X X X X
70.00% 85.71% 61.54% 70.00%
very/extr very/extr very/extr very/extr
emely emely emely emely
importanimportantimportantimportant
t
32 3@ 3(2 3() 33(1) 30 3(2 3(1)
60.00% 57.14% 61.54% 60.00% 84.00% 100.00% 63.63% 81.81%
somewh somewh somewh somewh somewh somewh somewh somewh
at/moder at/moder at/moder at/moder at/moder at/moder at/moder at/moder
ately ately ately ately ately ately ately ately
importanimportantimportantimportantimportantimportantimportantimportant

t

X

83

70.00%
(very/extreme

ly important)

84.00%
(somewhat/m
oderately

important)



Increased
staffing

levels

Support for
mental

health

84

4 (2) 4 (2) 5(1) 4 (1) 4 (1) 4 (1) 5(2) 4 (0) X X X X 80.00%
66.67% 71.43% 76.92% 50.00% 80.00% 100.00% 72.72% 77.77% (very/extreme
verylextr very/extr very/extr verylextr very/extr very/extr very/extr very/extr ly important)

emely emely emely emely emely emely emely emely
importanimportantimportantimportantimportantimportantimportantimportant

t

3(2) 4 (1) 3 (0) 3(2) 3(2) 4 (0) 3(2) 3(2) 3(1) 4 (1) 3(1) 3(1) 72.72%
43.33% 85.75% 76.92% 40.00% 52.00% 80.00% 63.63% 55.00% 72.72% 50.00% 88.88% 67.00% (somewhat/m
very/extr very/extr somewh somewh somewh very/extr somewh somewh somewh somewh somewh somewh oderately) imp
emely emely at/moder at/moder at/moder emely at/moder at/moder at/moder at/moder at/moder at/moder ortant
importanimportant ately atelyand ately important ately ately ately atelyand ately ately

t important very/extr important importantimportantimportant very/extrimportantimportan

emely emely t

important important
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Benefitssuch 3(2) 4(1) 4(3) 3(1) 3(1) 3(1) 4@ 3(1) 31 3(1) 3@ 201 59.09%
as: 46.67% 57.14% 61.54% 60.00% 48.00% 60.00% 63.63% 77.77% 59.09% 75.00% 44.44% 78.00% (somewhat/m

Medical/life  very/extr very/extr very/extr somewh somewh somewh very/extr somewh somewh somewh very/extr somewh oderately

insurance, emely emely emely at/moder at/moder at/moder emely at/moder at/moder at/moder emely at/moder important)
HCPC importanimportantimportant ately ately ately important ately ately ately important ately

registration t importantimportantimportant importantimportantimportant importan

paid for, t

indemnity

insurance

paid for,

company car,

free onsite

parking, gym

membership

Better pay 4 (2) 5(1) 5(1) 3 (0) 4 (2) 5(1) 4 (1) 3 (0) 4 (2) 5(1) 4 (1) 3(0) 54.54%
63.33% 100% 76.92% 70.00% 64.00% 100.00% 81.81% 66.66% 54.54% 100.00% 88.88% 89.00% (very/extremel

y important)
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Mini-Focus Groups

RTA found that CP’s willingness to return to full-time NHS work is contingent on
whether organisational conditions allow them to practise psychology in ways that are
ethically aligned, clinically meaningful, and sustainable across career stages.

Three themes with additional subthemes were constructed from the mini-focus group
data (see Appendix Z for an example). Where relevant, differences across career stages
(0-5 years; 6-10 years; 10+ years qualified) are discussed within the themes.

Table 4

Thematic Analysis Themes

Theme Subtheme
1. Fostering Values- 1.1 Alignment with NHS Values and Moral Commitment to
aligned Leadership Public Healthcare
and Team Cultures 1.2 Supportive and Psychologically Safe Teams

1.3 Leadership that Recognises and Invests in Psychology

2. Creating Sustainable 2.1 Flexible Working Across the Lifespan
and Flexible NHS 2.2 Workload Expectations that Protect Wellbeing

Careers 2.3 Stability and Long-Term Security

3. Enabling Meaningful 3.1 Protected and Valued Clinical Practice

d Ethical
an ica 3.2 Balancing Service Targets with Quality of Care

Psychological Practice

3.3 Appropriate Resourcing to Reduce Moral Distress

1. Fostering Values-aligned Leadership and Team Cultures
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Whether or not CPs would increase their NHS hours was also dependant on different
NHS trusts valuing psychology, having safe and supportive team cultures and whether their
values aligned with the trusts’ values.
1.1 Alignment with NHS Values and Moral Commitment to Public Healthcare

CPs discussed the origins of the NHS in post-war Britain and how they believed in its
free at point of access set-up and took pride in being part of this system for what it stood for.
They felt public and political opinions on the NHS have reduced their/the national pride in the
NHS and they felt it was important this was addressed. The CP’s felt grateful for their clinical
training to be funded by the NHS and felt it was important they gave back to the NHS for
this, by working for the NHS and supervising trainees. Being able to contribute and shape

the future psychological workforce was seen a motivator to increase their NHS hours.

A later career CP stated: Another reason why | would continue working in the NHS
and maybe potentially increase my hours is that | am aware of privilege in terms of
having my training paid for by the NHS and | always have a trainee on placement
and |. Yeah. | feel like it's important for me to give back and to support trainees and
with lots of psychologists leaving the NHS, there's less experienced psychologists

offering placements (Late 1).

CP’s felt uncomfortable with the fact their private work was normally only accessed
by those who could afford it, and that they may not be the ones who are in the most need of
their support. Therefore, a push to increasing their hours comes from CP’s wanting to
support everybody who needs it. “I would rather probably put more time into the NHS
working with people who couldn't afford to pay just because | naturally thought feel more
motivated, | think. So yeah, it's difficult.” (Late 1)

1.2 Supportive and Psychologically Safe Teams
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All career stages agreed on the importance of compassionate teams, who share
similar values and can work collaboratively together in a psychologically safe environment
was important to staff retention and would be the important factors needed for them to want
to increase their NHS hours. CP’s felt more motivated to attend work in the NHS when they
were working in a good, supportive team. “| think just like same core values really | love like
working collaboratively with people, working hard, being compassionate, that kind of thing”
(Late 1).

Later career stages raised their concerns the impact remote working has on team
morale and preferred in-person to develop and maintain team connection.

1.3 Leadership that Recognises and Invests in Psychology

CPs acknowledged the variation in trusts leadership and how they value the skills a
CP can bring to the organisation and individual teams. A trust’s reputation around this and
the support it offers to CP’s to best deliver their care dramatically impacts whether or not
CP’s want to increase their NHS in certain areas of the country. “I've never worked in (***)
trust, but there have been jobs that | could have applied to increase my NHS hours in (***)
trust that | haven't gone for because of what I've heard” (Late 1).

They also noted how a lack of support or understanding about what CP’s offer and
need would lead to experienced CP’s leaving trusts and taking with them their experience.
Early career CP’s and other staff being supervised by these more experienced staff who
have left then miss out. “Psychology being held in mind and supported and understood from
local to to global levels within a system” (Early 1).

2. Creating Sustainable and Flexible NHS Careers

CPs are looking for sustainable careers that can adapt to their changing life
circumstances and do not lead to burnout. “It's a bit hierarchy of needs, isn't it? But you
need, you need to know that you've got a reliable pastry, don't you?” (Late 2).

2.1 Flexible Working Across the Lifespan
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Numerous factors were discussed by CP’s about how a more flexible job role around
their changing personal responsibilities; like hours worked, childcare/caring responsibilities
were important to help them continue to work in NHS teams or think about increasing their

hours. Private work enabled a lot more flexibility.

A later career CPs shared: | think I've got to a point where | would increase my NHS
hours again if something came up that that would fit and have some of the flexibility
that I'd have with private practise. But | did the private work just because with timing
of being in a part-time job that having children starting school and having a bit more
time, it just fit around my kind of childcare commitments and that things look a bit

different now (Late 1).

2.2 Workload Expectations that Protect Wellbeing
CP’s felt the NHS culture often relied on them and their colleagues working long
hours, more than they were paid, to be able to offer the complex care their patients needed.

This reliance on the goodwill of staff led to burnout cultures.

An early CP discussed this: | think the NHS we all know the NHS is funded by you
know goodwill from the staff and | think it's become more and more apparent you
know with the strikes over the years and where things are and you know when that
good will gets burn out and withdrawn, you know, we see what happens if you know,

it compounds the crumbling of the system (Early 1).

The stressed teams are then often more rigid in their approach at times like these

“stressed teams and people become more rigid and inflexible” (Early 1).
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It would be important for the NHS culture to stop relying on staff working unpaid
overtime and have clear boundaries and appropriate job plans. “...I'd need to have
boundaries...| wouldn't leave work until 7pm and it was just part of the culture” (Late 2).

There was a felt sense from CP’s that clinicians now are more likely to prioritise their

wellbeing and so this impact where/how they work.

An early CP discussed: even though | know the NHS looked different 20 years ago,
but people would maybe be more likely just to slog it out and just keep going,
whereas it feels like now you get more people...people are definitely prioritising well-
being over some of the other reasons for working in the NHS...the struggle to have
enough time with a good clinical supervisor and you know space to sit and you know
resources...we know what is helpful for us, maybe that's what's reflected in what's
rated higher, you know those are the things that would actually make a change (Early

1).

2.3 Stability and Long-Term Security

Historically CP’s felt the NHS offered a more stable and secure long-term career. “...it
used to be thought of as the NHS you get a job in the NHS and it's a job for life. And | don't
think that's necessarily true anymore” (Late 2). The CP’s felt that the NHS no longer was a
“job for life” (Late 2) due to funding issues and changes, leading to redundancies when the
NHS services have not been recommissioned and have been outsourced. This has led to
CP’s having to work then outside of the NHS and not by choice “...so many services are
farmed out to other providers” (Late 2).

Strengths the NHS still offer in terms of security is a good pension scheme, “private
pensions, they're not as good. It is quite a good deal with the NHS” (Late 2), despite the

previous scheme recognising the emotional burden of the work better.
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Later CPs looked back on the pension changes: Although people don't get mental
health officer status anymore, | missed that by a few years... | think it was 55 or
something. You could retire because they acknowledged the work is really quite hard
and has a detrimental impact, kind of the emotional labour and kind of carrying being

amongst other people in states of mental distress (Late 2).

One CP said the NHS pension would be a reason they would increase their hours in
the NHS: And | think that that would be why another reason why I'd go increase my
NHS hours again...l could work more hours under the right conditions and then it

would mean I'd be paying more into my pension for later on (Late 1).

Receiving sickness absence pay also helped retain CP’s and also would encourage
them to increase their NHS hours. Pay was also discussed as being a consideration for CP’s
returning to the NHS, as it often offered more stable income than private work. Pay was
considered to be “decent” in the NHS by later career stages and less so by earlier career
stages. However, an increase in pay being offered by the NHS would not increase CP’s
hours in the NHS if it didn’t come with clear boundaries. CPs recognised and held some
moral discomfort with them being paid more than other disciplines who are also impacted by
the conditions in the NHS. “l would love to be paid more in the NHS, but | also don't think |
wouldn't expect to be based on the reality and also the, you know, my colleagues” (Early
1).“...thinking about the privilege that we have and to get paid a decent wage and that that
goes up” (Late 2).

CPs were not as motivated to return to the NHS if the NHS started offering more
benefits such HCPC registration or DBS checks. “Would | move back to the NHS for having
my, enhanced DBS paid for? No” (Late 2). “So yeah, to me like it would be crazy if we got
HCPC registration paid for” (Late 1).

One CP liked the stability that working part-time in private and the NHS gave them.
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3. Enabling Meaningful and Ethical Psychological Practice

For CPs to return to full-time NHS work the mini-focus group identified CP’s need to
be able to practice psychology in ways that are meaningful and align with their ethical
practice.

3.1 Protected and Valued Clinical Practice

CPs wanted more time for therapeutic work and noted this reduced with career
progression in the NHS, as the role became more management and strategy driven. “In
order to progress in the NHS you often get further and further away from the clinical work
and that's the stuff | like” (Late 2).

Private work enabled the CPs to spend time doing the clinical work they enjoyed. ‘I
like being with people and hearing their stories. That is genuinely such a privilege and that's
one of the things that | got to do less in the NHS because it was meetings, so many
meetings” (Late 2).

Private work also enabled them to develop their therapeutic skills (early career) and

feel more contained.

The early career CP discussed: There's just so much more complexity to learn and
the adapting and using the skills and you know the further training and things you
need... refining the skills that I'd only touched on in training, could refine them and

use them within the clinical private practice (Early 1).

Later career stage acknowledged that private work was helping them to maintain
their clinical skills: I'd worked in community services for erm eight years. And then |
moved into an inpatient role and | kind of because | did a lot of the kind of this
individual therapy whilst | was working in the community, | just, | didn't want to lose

some of those skills, so the private work wasn't like the reason why | started doing
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the private work, but it also helped me keep up some of those kind of intervention

skills, | guess (Late 1).

CP’s felt that their private therapeutic work was helping to motivate them to do their
other NHS work. “And then that gives you the energy to go into your NHS job and hopefully
have a bit more emotional capacity to do, do it well and to not get overwhelmed and burnt
out doing it” (Late 1). They did however recognise that private work often felt more rewarding
at times due to less complexity and the client being motivated to make change and the CP

then seeing this change.

CP’s need to be able to see the difference their work makes, and this is harder to do
in the NHS, as there are less clear feedback loops: Wanting to be people who are
helpful to others and so often the NHS, how it is or just working your way up, often at
the main part of the job, it just maybe feels like you sometimes feel like how am |
helping people or you don't see the direct impact often of the work you do. Whereas |
think often in private practise because what we said people being paying, being
motivated, being ready most of the time anyway, you see the results and it feels like

you are helping people (Late 1).

CP’s felt their skills in service design and formulation often weren’t in line with NHS

service requirements and funding.

One CP talked about how they were involved in a new service design: Thinking
together about ways in which we could meet the clinical need, knowing full well that
you're probably not going to pay a consultant clinical psychologist to have a bit of a
chat with someone, but actually they really need someone to have a bit of a chat with

them (Late 2).



95

3.2 Balancing Service Targets with Quality of Care

The mini-focus group participants found the NHS’ focus on data outcomes and
managing large waiting lists, often meant the culture was to deliver ‘good enough care’ to the
masses but the data did not always reflect meaningful change.“It seems to be more
emphasis on managing waiting lists and discharging people and not necessarily, decisions

being clinically led” (Late 2).“Data for data’s sake.” (Early 1).

The early CP discussed this further: | think to try and drive quality and change, it's
become very, very much driven by data and proxies of good practice. But what we
know working in there and seeing it is actually that doesn't actually change anything,
or that doesn't mean what you think it's mean or that statistic it's not, you can't
interpret that way... the emphasis on, you know, good enough care considering the

population (Early 1).

3.3 Appropriate Resourcing to Reduce Moral Distress

When thinking about ‘good enough care’, CP’s often felt that staffing, funding and
thresholds into services being higher often didn’t align with their values and what they
wanted to be able to deliver to patients. “You know, kind of we can't, can't get perfect care
because it's going to pull resources away from others, but actually within private, you are
able to take a more individualised approach” (Early 1).l think that the thresholds have
perhaps gone up and | don't know, | don't know how we meet, | feel a bit politically, | feel a
bit panicky about meeting the needs of people” (Late 2).

CP’s felt patients would miss out on helpful interventions or
conversations/formulations with a CP if it did not align with what the service offered. This

would leave CP’s feeling demoralised and hopeless at times.
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Early career CP discussed this further: | was going to say it's a lot of energy, isn't it?
It's a lot of like, you're motivating them through your motivational systems, and that's
a lot, isn't it? And, you know, keep chucking that away. It's kind of where does that?
Where do you get the energy? So it can be, can be feel a really thankless, hopeless
task at times plus, then all the system issues with NHS. | think that's that can be very

demoralising (Early 1).

Again, these factors led to the reasons they had started private work in the first place.
Discussion

In summary, this study took, to the authors knowledge, the first steps towards
exploring what conditions Clinical Psychological need met for them to increase their NHS
hours supporting NHS commissioned patients. Data was gathered from CP’s working part-
time in the NHS and part-time private, from all different career stages (early career; 0-5
years qualified; mid-career, 6-10 years qualified; and later career, 10+ years qualified). The
study also identified whether these conditions differed between career stages. Data
consensus was reached using the Delphi method on the most important conditions needed
to be met for CPs to increase their NHS hours. A mini-focus group was then used with some
of the same CPs from the Delphi to gather richer data around why these were the important
conditions needed by the CP’s and to capture any important factors the Delphi may not have
asked about.

Like previous research into why CPs are leaving the NHS (Harding et al., 2025;
Stinton et al., 2025) this study suggests that CP’s increasing their hours in the NHS is more
in line with organisational changes than CP’s intrinsic motivations like money (Bimpong et al,
2020). The results can be understood through these two organisational motivation theories;
Effort—Reward Imbalance (ERI) Theory (Siegrist, 1996; Siegrist et al., 2004; Siegrist & Li,

2016), Demand—-Control-Support Model (Karasek, 1976).
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The results from the Delphi and mini-focus group were consistent with other job roles
research in healthcare retention that it's also important for CP’s to be able to ‘deliver good
quality care to their service users’ (Loan-Clarke et al., 2009), have ‘strong/supportive
leadership’, a ‘positive team culture’, ‘flexible working hours’ and ‘professional development’
(Bimpong et al., 2020), alongside having appropriate resourcing like ‘staffing levels’ and a
‘manageable workload’ and a 'better working environment (e.g. therapy rooms/desk spaces)
for them to feel that they can do their job well and have a longevity in the NHS.

The biggest consensus given by CPs of what they needed to increase their NHS hours, with
an importance of ‘very/extremely’, was ‘being able to deliver quality care to patients’. The
mini-focus further elaborated on this and also discussed the importance of how quality care
is measured and there was a strong sense of number targets for admissions, discharges, etc
not adequately capturing this and instead putting a lot of extra pressure on teams and often
resulting in poorer quality of care (Reis & Lesandrini, 2025). The mini-focus group also
highlighted the links between different conditions rated in the Delphi like quality of care
provided, and CP’s having enough resource, time, quality supervision, clinical time with
patients and CPD time to build and harness their skills, especially therapeutically.

The Demand—Control-Support Model (Karasek, 1976) may help explain the
importance of CP’s feeling they have some control over their work. It would help explain
such a high consensus after one round of the Delphi on why it feels important that they can
give quality care to patients, and again the need for supportive leadership, supervision and
teams and manageable workloads. If the workload is too high and their control and support
is low, so CP’s do not feel like they are giving good quality care in line with their values, then
the model suggest this impacts their psychological wellbeing, so CPs would be less likely to
increase their NHS hours unless this imbalance is addressed by the NHS.

The ERI theory would suggest that reward may be experienced as more than just
financial within mental healthcare and relational factors like strong supportive leadership and

a positive team culture, as well as career opportunities, security and recognition may be
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seen as just as rewarding and therefore motivating. So then if workload and the push to
meet organisational targets is more than the reward of supportive leaders, supervision,
team, CPD etc, then there is an imbalance and so will impact on CP’s wellbeing and may be
more likely for them to leave the NHS to private practice. Therefore, it would be important for
the NHS to try and restore this balance between effort and reward together to help retention
and increase CP’s hours in the NHS.

Like other job roles in the NHS (NHS England, 2023), CP’s need the NHS to provide
sustainability for the job role, to reduce moral distress and burnout in what is a highly
emotional burdensome role. CPs in this study suggest job plans need to be more boundaried
and flexible for CP’s, so they can make this job work around caring responsibilities and their
own wellbeing. There are already guidelines suggested by the BPS around what
psychologists job plans should look like (Lavender et al., 2023), therefore making sure teams
are using these existing guidelines within the CP NHS job plans may be important.

What differentiates CPs from other mental health staff are skills in service
development and evaluation, as well as clinical skills in formulation, therapy (British
Psychological Society, 2019; Health and Care Professions Council, 2023). The mini-focus
group discussed wider systems, funders and senior leadership using these skills and
allowing them to shape services with evidence-based support and evaluation, putting quality
of care at the forefront of what the NHS offer its patients.

The NHS Pension scheme has long been a positive for staff working within the NHS
and this study highlights its continued pull factor (Loan-Clarke et al., 2009) for CPs to remain
or increase their hours in the NHS. Therefore, the pension scheme is something the NHS
must protect and continue to offer to help with retention, as it provides staff with future
stability.

The results also suggest a variation in what different career stages need from the
NHS, to increase their NHS hours. Opinions about monetary incentives like more pay and

benefits like their HCPC registration being paid for varied between CP’s and between CPs’
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different career stages. Early to mid-career stages did think ‘better pay’ was an important
factor in increasing their hours in the NHS. Some explanations for this could be CP’s trying
to establish themselves personally and save for housing and planning for children after years
of them likely holding lower paid jobs than their peers who left University in other careers.
Later career stages showed a stronger emphasis on maintaining some degree of clinical
work and wanting to give back to the CP workforce by supporting trainees and early career
CPs.

A key factor raised in the mini-focus group that was not asked about in the Delphi
survey was the political pressures on the NHS, and the impact this and society has on its
view of the NHS and then how staff feel about working for the NHS. Latest surveys show
public opinion of the NHS is down, the British Social Attitudes survey 1 in 5 people (21%) in
2024 were satisfied with the way the NHS runs with is the highest level of dissatisfaction
since the survey began in 1983 (Taylor et al., 2025). The latest NHS staff survey also shows
how staff scores in morale may have improved since Covid-19 (Survey Coordination Centre,
2025) but strike action has remained as the workforce thinks improvements need to be
made.

CPs recognised the privilege that they hold in that they can work privately, which not
all their MDT colleagues can do as easily. However, a key factor raised in the mini-focus
group that the Delphi survey didn’t reflect is the importance of CP’s wanting to give back to
their profession by supporting with supervising trainees. This incentivises the CPs to
increase their hours in the NHS to do this, as this is where most CP’s train. This implies that
CPs are conscious about their profession’s workforce sustainability and know the important
part the NHS played in both their training and the future of the CP training in the UK,
therefore this is an important factor to help retain and help return CPs to the NHS.

Despite variation in consensus and importance of some of the conditions in the
Delphi survey, what was clear from the results of this study is that not one was rated as ‘not

important at all’ and there are many factors needing change to encourage CPs to increase
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their NHS hours. CP’s do understand the complexities of the NHS and that change in the
culture in NHS mental services, to be able to provide a compassionate and psychologically
safe environment for all mental health staff will take time. This will, however, help to sustain
the retention and return of those who have left the NHS, including CPs.

Strengths and Clinical Implications

There are many strengths of the study, in that the Delphi captured the views and
similarities and differences of different career stages within the CP’s working part-time for
the NHS and part-time private. The strong consensus (IQR = 1) for most conditions shows a
strong agreement across all career stages. This strengthens the confidence in these findings
as preliminary workforce indicators and that there is much that can be improved within the
NHS that will appeal to all CP career stages.

The study had a heavy PPI involvement both within the Delphi survey creation, which
was also based on previous studies findings (Harding et al., 2025 & Weyman et al., 2023),
and within the creation of the topic guide for the mini-focus group. The PPI involvement
ranged from supporting with the wording of the survey, to the addition of conditions not
previously included in the survey (‘reduced bureaucracy’) and questions to ask within the
mini-focus group that looked to understand more depth behind the conditions meeting
consensus.

The conditions that reached the highest consensus and importance in the Delphi and
were further supported as themes discussed within the mini-focus group were organisational
conditions and cultures that would enable better quality of care and a supportive
environment, and personal incentives like financial were secondary. Therefore, the NHS
retention strategies must look to prioritise quality of care of patients, strong compassionate
leadership (Bailey & West, 2022; Worline & Dutton (2017), adequate resourcing/staffing,
psychologically safe team working and adequate working spaces. As reviews in healthcare
have found, levels of burnout (Nagle et al, 2024), and moral distress have a direct impact of

staffing retention (Beadle et al., 2024). This study was not directly looking at these factors,
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but they were evidenced as reasons CPs had left the NHS and unless conditions in the NHS
improved, they may also impact the likelihood CPs would return to the NHS to work more
hours. As the CPs in the mini-focus group acknowledged, CPs know they are privileged in
the fact they can go and work privately, which other MDT colleagues may not be able to do
or do as easily. So, when trying to support their own wellbeing, CP’s have been able to do
this by working privately part-time. If the NHS wants to retain staff, then supporting the
wellbeing of the staff is extremely important. Other factors like CPD opportunities,
boundaried and flexible working are key in supporting CP career sustainability and longevity
in the NHS, and these have been named as key areas of focus for the new Fit for the Future:
10-Year Health Plan for England (Department of Health and Social Care, 2025).

When targeting recruitment for different positions at different agenda for change
banding levels this study would suggest the Band 7 or preceptorship roles into a Band 8a,
earlier career roles in the NHS may benefit from making time for CPD training to improve
their skills after training, a supportive team, work that feels contained, and having good
quality supervision are protected within the job plan. Pay was also more of factor for early to
mid-career stages, and so it would suggest pay at these lower bandings for psychologists
needs to be adequate for the CP’s cost of living, and to support young families. When
targeting recruitment for those higher banded 8b/c/d roles, then the NHS may want to protect
time for CP’s to still have clinical time with service users (i.e. join roles across NHS
services), as well as their important contribution to leadership and service design and
improvement.

Psychological principles and psychology staff need to be embedded from a national
perspective to local service development (Brudenell, 2026), and so the retainment of Clinical
Psychologists within the NHS should be a very important part of the NHS 10 Year Plan.
Delays on the publication of the new NHS workforce plan delaying the plan to support staff
like Clinical Psychologists and is therefore impacting the delay in the system and cultural

change needed in the NHS to also improve patient care (Brudenell, 2026).
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Limitations and Future Research

The study had several limitations, the first like most Delphi’s is the retainment of
participants from one round to the next. 22 CPs were retained for three rounds of the Delphi
study, from the 30 starting in round one (overall drop-out rate of 26.67%). However, this
dropout rate is in line with research that suggests 20 to 30 may be sufficient for groups such
as clinicians (Manyara et al., 2024). Naturalistic drop off due to busy workloads appeared to
be factor that some emailed as a reason for their drop out both in the Delphi and for not
being able to take part in the mini-focus group. Therefore, this impacted the study not being
able to have 3 separate career stage mini-focus groups as originally planned. To encourage
retainment, regular reminder emails were sent between Delphi rounds and before the mini-
focus group and several alternative dates were offered for the mini-focus group,
unfortunately only one was able to run due to variability in the CP's availability. The mini-
focus group that ran was limited to three CP’s, with no mid-career stage, therefore this may
skew the themes created towards an early and later career focus and may have missed
important reasons behind the Delphi consensus, as they were the largest career stage
involved in the first Delphi round.

Another limitation of the study was lack of diversity in the study. The majority of CPs
in the Delphi were in their 30’s (70% in round one) and this is younger than the UK's national
average of Practitioner Psychologists in their 40’s (HCPC, 2023). The majority of the CP’s
involved in the Delphi were White (English, Scottish, Northern Irish or British) (76.67%) and
all involved in the mini-focus group were. The Delphi may reflect the numbers in the wider
Practitioner Psychologist workforce (77%) (HCPC, 2023), but it may also have missed key
cultural differences for CP retention within the NHS. The study also did not collect any
demographic information around sexuality, caring responsibilities which may be helpful data
to collect in future studies. Future studies may want to look to see if there is any variation in
what conditions CP’s needs to be met for them in the NHS, in terms of differing

demographics, outside of what career stage they fall into, like this study did. New research
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by Westwood et al. (2026) have found working-class CPs are aligned with NHS values but
this caused fractures between them and the system. Future studies would benefit from a
wider drive to have more participants from across the different UK regions, to again see if
this impacted what CP’s need from the NHS. It would also be helpful to next explore what
conditions CPs would need who have entirely left the NHS to be able to return, as these
could look very different to those who still have a ‘foot in the door’ like the participants of this
study who still worked part-time in the NHS.

This study gives the first, to the authors knowledge, ideas around what CP’s who
work part-time for the NHS and private need from the NHS for them to increase their hours.
Natural progression would be to also look at what CP’s who have left the NHS entirely would
need from the NHS to consider returning. Also to look at CP’s who choose to work part-time
in academia and for the NHS or private, as these groups were excluded from this preliminary
study. More qualitative studies that understand how the NHS can improve leadership, team
culture and psychological safety would also feel like the next step in supporting the NHS to
make these organisational changes to support not only the CP workforce, but maybe other
psychological therapies and wider MDT colleagues. More in-depth qualitative studies looking
at the differences in what different career stages need would also be a helpful future avenue
for research.

Conclusion

Without systematic improvement in the NHS, better pay alone is not going to be
sufficient for CPs to reduce their hours in private practice, to increase the hours they work
with NHS commissioned patients. Despite there being some variation in consensus and
importance of conditions for different career stages, overall, there was a strong consensus
found for many conditions in this preliminary study. Conditions around quality of care,
leadership, positive and supportive teams and cultures, flexibility and professional
development suggest where the organisational improvements can be made. Addressing

these changes may help improve retention and the return of CPs to the NHS, and it may
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possibly also support other MDT colleagues, at varying career stage, to increase their hours

in the NHS.

Key Points:

o Systemic improvement is needed by the NHS to strengthen the Clinical Psychology
workforce.

e There is variability within career stages as to what Clinical Psychologists need for
workforce sustainability

e Giving care to patients in line with Clinical Psychologists values is important for
retention.

e Other conditions around leadership, positive and supportive teams and cultures,
flexibility and professional development suggest where the organisational

improvements can be made.



105

References
Avella, J. R. (2016). Delphi panels: Research design, procedures, advantages, and
challenges. International Journal of Doctoral Studies, 11, 305-321. Retrieved from

http://www.informingscience.org/Publications/3561

Bailey, S., & West, M. (2022). What is compassionate leadership? The King’s Fund.

https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-

leadership

Beadle, E. S., Walecka, A., Sangam, A. V., Moorhouse, J., Winter, M., Munro Wild, H.,
Trivedi, D., & Casarin, A. (2024). Triggers and factors associated with moral distress
and moral injury in health and social care workers: A systematic review of qualitative

studies. PloS one, 19(6), e0303013. https://doi.org/10.1371/journal.pone.0303013

Bimpong, K. A. A,, Khan, A., Slight, R., Tolley, C. L., & Slight, S. P. (2020). Relationship
between labour force satisfaction, wages and retention within the UK National Health
Service: A systematic review of the literature. BMJ Open, 10(7).
https://doi.org/10.1136/bmjopen-2019-034919

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research
in Psychology, 3(2), 77-101.

British Psychological Society. (2019). Standards for the accreditation of doctoral
programmes in clinical psychology. British Psychological Society.

British Psychological Society. (2021). BPS Code of Human Research Ethics.

https://explore.bps.org.uk/content/report-quideline/bpsrep.2021.inf180

Brudenell, K. (2026, July 3). Psychology Matters: One year on — Psychology must be at the
heart of a future-fit NHS. British Psychological Society.

https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-

future-fit-nhs’
Canessa, C., Vavwvos, A, Triliva, S., Kafkalas, I., Vrachioli, M., & Sauer, J. (2022).

Implementing a combined Delphi and Focus Group qualitative methodology in Nexus


http://www.informingscience.org/Publications/3561
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-leadership
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-leadership
https://doi.org/10.1371/journal.pone.0303013
https://doi.org/10.1136/bmjopen-2019-034919
https://www.bing.com/ck/a?!&&p=fdadb6e54c7438e9ad2589e4b35156275eadc1f70a977f97e2e579d6fad1bf0eJmltdHM9MTc3MDk0MDgwMA&ptn=3&ver=2&hsh=4&fclid=0fb3eaa3-5e75-6af7-2322-f9dc5f606b1e&psq=braun+and+clarke+thematic+analysis+2006+reference&u=a1aHR0cHM6Ly9lZHVjYXRpb25hbGRldmVsb3BtZW50LnVhbXMuZWR1L3dwLWNvbnRlbnQvdXBsb2Fkcy9zaXRlcy81Ny8yMDI1LzAxLzktVGhlbWF0aWNfYW5hbHlzaXMucGRm
https://www.bing.com/ck/a?!&&p=fdadb6e54c7438e9ad2589e4b35156275eadc1f70a977f97e2e579d6fad1bf0eJmltdHM9MTc3MDk0MDgwMA&ptn=3&ver=2&hsh=4&fclid=0fb3eaa3-5e75-6af7-2322-f9dc5f606b1e&psq=braun+and+clarke+thematic+analysis+2006+reference&u=a1aHR0cHM6Ly9lZHVjYXRpb25hbGRldmVsb3BtZW50LnVhbXMuZWR1L3dwLWNvbnRlbnQvdXBsb2Fkcy9zaXRlcy81Ny8yMDI1LzAxLzktVGhlbWF0aWNfYW5hbHlzaXMucGRm
https://explore.bps.org.uk/content/report-guideline/bpsrep.2021.inf180
https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-future-fit-nhs
https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-future-fit-nhs

106

research designs - The case of the WEFE Nexus in Apokoronas, Crete. PLOS

ONE, 17(7), e0271443. https://doi.org/10.1371/journal.pone.0271443

Cullen, P. (2022, October 13). RCN general secretary and chief executive Pat Cullen
updates members on our independent review of the culture of the RCN, NHS strike
ballot and how we continue to campaign for safe staffing and fair pay across the UK.

Striking for patient safety. https://www.rcn.org.uk/news-and-events/Blogs/striking-for-

patient-safety-131022

Department of Health and Social Care. (2025). Fit for the future: The 10 year health plan for

England (CP 1350). https://www.gov.uk/official-documents

Fletcher, A. J. (2017). Applying critical realism in qualitative research: Methodology meets
method. International Journal of Social Research Methodology, 20(2), 181-194.

https://doi-org.uea.idm.oclc.org/10.1080/13645579.2016.1144401

Gargon, E., Crew, R, Burnside, G., & Williamson, P. R. (2019). Higher number of items
associated with significantly lower response rates in COS Delphi surveys. Journal of

Clinical Epidemiology, 108, 110-120. https://doi.org/10.1016/j.jclinepi.2018.12.010

Gilburt, H., & Mallorie, S. (2024, February 21). Mental health 360: Funding and costs. The

King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-

health-360-funding-costs

Harding, A., Stinton, M., Ooi, J., Russell, R., & Parke, S. (2025). The Truth Behind the
Murmurs: Factors Associated with Early-Career Clinical Psychologists’ Staying or
Leaving NHS Employment. [Unpublished thesis]. University of East Anglia.

Health and Social Care Committee. (2022). Workforce: recruitment, training and retention in
health and social care. (Third Report of Session 2022-23). House of Commons.

Health and Care Professions Council. (2023, July 4). Diversity data: Practitioner

psychologists — July 2023. https://www.hcpc-uk.org/resources/data/2023/diversity-

data-practitioner-psychologists-2023



https://doi.org/10.1371/journal.pone.0271443
https://www.rcn.org.uk/news-and-events/Blogs/striking-for-patient-safety-131022
https://www.rcn.org.uk/news-and-events/Blogs/striking-for-patient-safety-131022
https://www.gov.uk/official-documents
https://doi-org.uea.idm.oclc.org/10.1080/13645579.2016.1144401
https://doi.org/10.1016/j.jclinepi.2018.12.010
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-health-360-funding-costs
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-health-360-funding-costs
https://www.hcpc-uk.org/resources/data/2023/diversity-data-practitioner-psychologists-2023
https://www.hcpc-uk.org/resources/data/2023/diversity-data-practitioner-psychologists-2023

107

Health and Care Professions Council. (2023). Standards of proficiency: Practitioner
psychologists. Health and Care Professions Council.
Health Education England (2020, May 28). Increase of 25% for key training in psychological

care announced. News. Retrieved May 25, 2024, from https://www.hee.nhs.uk/news-

blogs-events/news/increase-25-key-training-psychological-care-announced

Hohmann, E., Beaufils, P., Beiderbeck, D., Chahla, J., Geeslin, A., Hasan, S., Humphrey-
Murto, S., Hurley, E., LaPrade, R. F., Martetschlager, F., Matache, B., Moatshe, G.,
Monllau, J. C., Murray, |., Niederberger, M., Rietschi, U., Shang, Z., Weber, S.,
Wong, I., & Perry, N. P. (2025). Guidelines for Designing and Conducting Delphi
Consensus Studies: An Expert Consensus Delphi Study. Arthroscopy: The Journal of
Arthroscopic &Amp; Related Surgery, 41(10), 4208-4224.e10.

https://doi.org/10.1016/j.arthro.2025.03.038

Junger, S., Payne, S. A., Brine, J., Radbruch, L., & Brearley, S. G. (2017). Guidance on
Conducting and Reporting Delphi Studies (CREDES) in palliative care:
Recommendations based on a methodological systematic review. Palliative

Medicine, 31(8), 684-706. https://doi.org/10.1177/0269216317690685

Karasek Jr, R. A. (1976). The Impact of the Work Environment on Life Outside the Job.
Knight, A.K. & Proctor, R. (2013). The silent drift from the NHS to private practice. The

Psychologist, 26(8), 598-599.

Krueger, R. A., & Casey, M. A. (2014). Focus groups: A practical guide for applied research

(5th ed.). SAGE Publications, Inc.

Lavender, T., Ade-Serrano, Y., Afuwape, S. A., Bhutani, G. E., Yorke, K., et al. (2023).
Guidelines on job planning for practitioner psychologists in the NHS and social care.

https://www.researchqgate.net/publication/376893924 Guidelines on job planning for pract

itioner psychologists in the NHS and social care



https://www.hee.nhs.uk/news-blogs-events/news/increase-25-key-training-psychological-care-announced
https://www.hee.nhs.uk/news-blogs-events/news/increase-25-key-training-psychological-care-announced
https://doi.org/10.1016/j.arthro.2025.03.038
https://doi.org/10.1177/0269216317690685
https://www.researchgate.net/publication/376893924_Guidelines_on_job_planning_for_practitioner_psychologists_in_the_NHS_and_social_care
https://www.researchgate.net/publication/376893924_Guidelines_on_job_planning_for_practitioner_psychologists_in_the_NHS_and_social_care

108

Leung, D. Y., & Chung, B. P. M. (2019). Content analysis: using critical realism to extend its
utility. In P. Liamputtong (Ed.), Handbook of Research Methods in Health Social

Sciences (pp. 827-841). Springer. https://doi.org/10.1007/978-981-10-5251-4 102

Loan-Clarke, J., Arnold, J., Coombs, C., Bosley, S., & Martin, C. (2009). Why do speech and
language therapists stay in, leave and sometimes return to the National Health
Service NHS. International Journal of Language and Communication Disorders,
44(6), 883-900.

Long, J., Ohlsen, S., Senek, M., Booth, A., Weich, S., & Wood, E. (2023). Realist synthesis
of factors affecting retention of staff in UK adult mental health services. BMJ

open, 13(5), e070953. https://doi.org/10.1136/bmjopen-2022-070953

Manyara, A. M., Purvis, A., Ciani, O., Collins, G. S., & Taylor, R. S. (2024). Sample size in
multistakeholder Delphi surveys: at what minimum sample size do replicability of
results stabilize?. Journal of clinical epidemiology, 174, 111485.

https://doi.org/10.1016/j.jclinepi.2024.111485

Morgan, D. (1997). Focus Groups as Qualitative Research. SAGE Publications, Inc.

https://doi.org/10.4135/9781412984287

Nagle, E., Griskevica, |., Rajevska, O., Ilvanovs, A., Mihailova, S., & Skruzkalne, 1. (2024).
Factors affecting healthcare workers burnout and their conceptual models: scoping
review. BMC psychology, 12(1), 637. https://doi.org/10.1186/s40359-024-02130-9

Nasa, P., Jain, R., & Juneja, D. (2021). Delphi methodology in healthcare research: How to
decide its appropriateness. World Journal of Methodology, 11(4), 116-129.

https://doi.org/10.5662/wjm.v11.i4.116

NHS England. (2019). The NHS Long Term Plan. https://www.longtermplan.nhs.uk/wp-

content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

NHS England. (2023). NHS long term workforce plan. NHS England.


https://doi.org/10.1007/978-981-10-5251-4_102
https://doi.org/10.1136/bmjopen-2022-070953
https://doi.org/10.1016/j.jclinepi.2024.111485
https://doi.org/10.4135/9781412984287
https://doi.org/10.5662/wjm.v11.i4.116
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

109

Office for National Statistics. (2024, May 26). Age classifications: census 2021.

https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyv

ariablescensus2021/age/classifications

Office for National Statistics (2024, May 26). NHS England (Regions) (January 2024) EN
BFC.

https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62 0

lexplore

Reis, D. S., & Lesandrini, J. D. (2025). Addressing Moral Distress and Moral Injury in

Healthcare: Implications for Workforce Well-Being and Systemic Change. Journal of

Radiology Nursing, 44(1), 52-56. https://doi.org/10.1016/j.jradnu.2024.12.005
Rosairo, M., & Tiplady, B. (2024). Are we retaining Clinical Psychologists and other
psychological professionals in the NHS workforce and can we do more? Clinical

Psychology Forum, 1(375), 39-47. https://doi.org/10.53841/bpscpf.2024.1.375.39

Seathu Raman, S. S., McDonnell, A., & Beck, M. (2024). Hospital doctor turnover
and retention: A systematic review and new research pathway. Journal of health

organization and management, 38(9), 45-71. https://doi.org/10.1108/JHOM-04-2023-

0129
Shang, Z. (2023). Use of Delphi in health sciences research: A narrative review. Medicine

(United States), 102(7), E32829. https://doi.org/10.1097/MD.0000000000032829

Siegrist, J. (1996). Adverse health effects of high-effort/low-reward conditions. Journal of

occupational health psychology, 1(1), 27-41. hitps://doi.org/10.1037//1076-

8998.1.1.27

Siegrist, J., & Li, J. (2016). Associations of extrinsic and intrinsic components of work stress
with health: A systematic review of evidence on the effort-reward imbalance model.
In International Journal of Environmental Research and Public Health, 13(4). MDPI.

https://doi.org/10.3390/ijerph13040432



https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyvariablescensus2021/age/classifications
https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyvariablescensus2021/age/classifications
https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62_0/explore
https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62_0/explore
https://doi.org/10.1016/j.jradnu.2024.12.005
https://doi.org/10.53841/bpscpf.2024.1.375.39
https://doi.org/10.1108/JHOM-04-2023-0129
https://doi.org/10.1108/JHOM-04-2023-0129
https://doi.org/10.1097/MD.0000000000032829
https://doi.org/10.1037/1076-8998.1.1.27
https://doi.org/10.1037/1076-8998.1.1.27
https://doi.org/10.3390/ijerph13040432

110

Siegrist, J., Starke, D., Chandola, T., Godin, I., Marmot, M., Niedhammer, |., & Peter, R.
(2004). The measurement of effort-reward imbalance at work: European
comparisons. Social Science and Medicine, 58(8), 1483-1499.

https://doi.org/10.1016/S0277-9536(03)00351-4

Stinton, M., Russell, R., Parke, S., Harding, A., & Ooi., J. (2025). “| really lost my love for the
job when | was in the NHS” — Experiences of Early-Career Clinical Psychologists and
the Sustainability of the Clinical Psychology Workforce in the NHS. [Unpublished
thesis]. University of East Anglia.

Survey Coordination Centre. (2025). NHS Staff Survey 2024: National results

briefing (Version 1). NHS England. https://www.nhsstaffsurveys.com/results/national-
results/

Taylor, B., Dyan, M., Merry, L., Jefferies, D., & Wellings, D. (2025, April). Public satisfaction
with the NHS and social care in 2024: Results from the British Social Attitudes
survey. The King’s Fund & Nuffield Trust.

https://a.storyblok.com/f/256914/x/e2d53af58e/public satisfaction nhs social care

2024 bsa 2025.pdf

Tolland, H., & Drysdale, E. (2022). Exploring the prevalence and reasons for clinical
psychologists leaving the NHS in one health board. Clinical Psychology Forum 351,

33-38. https://doi.org/10.53841/bpscpf.2022.1.351.33

von der Gracht, H. A. (2012). Consensus measurement in Delphi studies. Technological
Forecasting and Social Change, 79(8), 1525-1536.

https://doi.org/10.1016/j.techfore.2012.04.013

Weyman, A., O'Hara, R., Nolan, P., Glendinning, R., Roy, D., & Coster, J. (2023).
Determining the relative salience of recognised push variables on health
professionaldecisions to leave the UK National Health Service (NHS) using the
method of paired comparisons. BMJ open, 13(8), e070016.

https://doi.org/10.1136/bmjopen-2022-070016



https://doi.org/10.1016/S0277-9536(03)00351-4
https://www.nhsstaffsurveys.com/results/national-results/?utm_source=chatgpt.com
https://www.nhsstaffsurveys.com/results/national-results/?utm_source=chatgpt.com
https://a.storyblok.com/f/256914/x/e2d53af58e/public_satisfaction_nhs_social_care_2024_bsa_2025.pdf
https://a.storyblok.com/f/256914/x/e2d53af58e/public_satisfaction_nhs_social_care_2024_bsa_2025.pdf
https://doi.org/10.53841/bpscpf.2022.1.351.33
https://doi.org/10.1016/j.techfore.2012.04.013
https://doi.org/10.1136/bmjopen-2022-070016

111

Worline, M. C., & Dutton, J. E. (2017). How leaders shape compassion processes in
organizations. In E. M. Seppala, E. Simon-Thomas, S. L. Brown, M. C. Worline, C. D.
Cameron, & J. R. Doty (Eds.), The Oxford handbook of compassion science (pp.
435-456). Oxford University Press.

Wood, S., Stride, C., Threapleton, K., Wearn, E., Nolan, F., Osborn, D., Paul, M., & Johnson,
S. (2011). Demands, control, supportive relationships and well-being amongst British
mental health workers. Social psychiatry and psychiatric epidemiology, 46(10), 1055—

1068. https://doi.org/10.1007/s00127-010-0263-6



https://doi.org/10.1007/s00127-010-0263-6

112

Chapter Five: Extended Methodology

Word count: 1,342



113

Extended Methodology

This extra chapter provides further details for the empirical and systematic review
papers' methodologies, which could not be included in their word counts for paper
submission. It will discuss the portfolio’s ontological and epistemological stance, and the
rationale for the Delphi method and the mini-focus groups. It will also provide further details
on the procedure for data collection and the reflexivity and rigour of qualitative findings.
Ontology and Epistemology

Before the research project began, | (the lead researcher) established that my
ontological and epistemological stance aligns with the critical realist paradigm. Therefore,
the ontology of a critical realist assumes that participants’ experiences are shaped by
underlying mechanisms that are real (NHS systems, culture etc) but not observable
(Bhaskar, 1975, 1979; Sayer 2000). Epistemologically, the research then takes an
interpretative stance, where researchers theorise about the participants' experience to try
and understand what is going on underneath. This means that qualitative findings across the
portfolio offer meaningful but partial insights into the experiences of CP’s and mental health
worker in the UK, and the research team theorise the mechanisms that underpin these
(Fletcher 2017).

RTA aligns with critical realism by treating the themes created as interpretative
constructions and supporting both semantic and latent analysis (Braun & Clarke, 2006). The
mini-focus groups are socially co-constructed expressions of shared experience (Morgan,
1997). The systematic review thematic synthesis tries to identify the recurring mechanisms
across the seven qualitative studies (Thomas & Harden, 2008). Critical realism provides the
philosophical foundation for integrating these methods and brings together lived experience
and the systematic factors that shape it.

Rationale for the Delphi and Mini-Focus groups
The use of a Delphi study in health research has become more prominent, and it

uses experts to help reach a consensus on important issues (Shang, 2023). It helps to start
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building research in an untouched area like how we can support CPs to return to the NHS,
and it can contribute to clinical guidelines and policy (Nasa et al., 2021). It has many
advantages from anonymity, controlled feedback, gathering experts' opinions from a wide
geographical area, and flexibility for the choice of method and analysis (Shang, 2023). This
does create some uncertainty around defining consensus (Shang 2023), and it does have
ongoing difficulties with retention size.

There are different forms of a Delphi, but most are now online and involve 2 or 3
rounds for consensus. This study adopted a “modified Delphi” approach, which instead of
the “classic Delphi” where traditionally the 1st round is qualitative, with open-ended
questions (Shang, 2023), this Delphi went straight in with a quantitative survey already
designed from exploring the literature, reviewing private job descriptions and looking a
previous surveys exploring ‘push’ and ‘pull’ factors for CPs from the NHS. We also had PPI
to help review the survey before it went live.

To make sure this study was not missing key conditions as to what would help CP’s
return to the NHS, the mini-focus group after the Delphi was set up to bring further rigour to
the study by allowing the CP’s to discuss the results of the Delphi and share their opinions
on why these factors were important and also gave a chance for them to share anything the
survey may have missed. The mini-focus group being via Microsoft Teams, allowed CPs
from all over the UK to be able to take part, and also take less time out of the busy
schedules of the NHS CPs. It also allowed the mini-focus group to be easily recorded and
transcribed and stored securely. The benefits of a mini-focus group over separate individual
interviews where; it allowed CPs involved to feed off each other's ideas and this can lead to
new thoughts and ideas being shared (Morgan, 1997). However, researchers were aware
this could also have led to some CP’s not feeling able to share their views if others
dominated the conversation (Morgan, 1997), especially if they knew other CPs in the group

or were at different career stages and therefore may have held more or less power than
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others. Therefore, in the PIS 2, and at the start of the mini-focus group, participants were
reminded they may know colleagues and that they could leave at any time.

Another limitation of a focus group is having enough participants to take part on the
day. Morgan (1997) suggest over recruiting by 20% if possible, and accepting ‘mini-focus
groups’ (Krueger & Casey, 2014); with as little as two members in (Fern, 2001).

Procedure Changes to the Mini-Focus Groups

The original procedure for the study was to have three separate mini-focus groups,
one for each career stage. However, after round three of the Delphi, only one participant
from the early career stage had shown interest in taking part in a mini-focus group, therefore
this group could not be offered. Many attempts were made via email prompts to encourage
those (n=10) who had shown interest from the mid and later career stages, to attend a mini-
focus group for an offered date and time. Not enough CPs from each career stage were able
to attend the same date/time, therefore, an amendment was made to the study procedure to
offer a combined mini-focus group with all career stages, to improve the chances that some
CP’s could attend a group on the same date and time. This led to a mini-focus group with 3
CP’s (one early career and two later career), which is justified when participants are experts
in the topic being discussed (Morgan, 1997; Rowe & Frewer, 2019). Four mid-career CPs
were still interested in taking part, so another mini-focus group was agreed with two of them,
as Fern (2001) stated a mini-focus group can take part with just two members.
Unfortunately, this mini-focus group did not go ahead, after a cancellation and no show on
the day.
Reflexivity and Rigour of Qualitative Findings

As with most qualitative research methods, it is important to understand the influence
of the researcher, and in particular, the moderator of the mini-focus group, and the
researcher doing the analysis, has on the data collected (Morgan, 1997) and the themes

produced (Braun & Clarke, 2023). It's important to show transparency, reflexivity and rigour
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to show the trustworthiness of the research and to allow it to be insightful (Ahmed et al.,
2025).

It was important the lead researcher, as an NHS Trainee CP, and the rest of the
research team (CP’s), were aware of this when exploring the experience of CP’s and what
they need from the NHS to support the UK workforce. Whilst it was a positive that the
research team are knowledgeable and have lived experience within this research area, it
could have potentially introduced bias, such as preconceived ideas of expected findings.
Therefore, it was important to acknowledge and limit this where possible (Braun & Clarke,
2023). One example is members of the research team knew a participant taking part in the
study. To try and mitigate the potential impact of this researchers made sure the protocol
was followed, treated participants' equitably, reflected on data to ensure interpretations were
grounded in the data and influenced as little as possible by any prior knowledge. Other ways
the research team limited bias was by introducing PPl members who supported with the
Delphi survey construction and topic guide, and having a second reviewer within the
systematic review (Cognitive Behavioural Therapist). Supervision meetings as a research
team also helped when reviewing and refining both sets of qualitative themes for the
systematic review and empirical study (Noble & Smith, 2015).

To support the transparency of data analysis both the systematic review and the
empirical study followed published guidance for thematic synthesis (Thomas & Harden,
2008), and for reflective thematic analysis (Braun & Clarke, 2006). To also support the rigour
of the portfolio the Consolidated criteria for reporting qualitative research (COREQ) checklist
(Tong et al., 2007) was used for reporting for the mini-focus group in the empirical study.
The Enhancing Transparency in Reporting the Synthesis of Qualitative Research (ENTREQ)

guidelines (Tong et al., 2012) was used for the thematic synthesis.
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General Discussion and Critical Evaluation

This final chapter of the portfolio will summarise the findings from both the systematic
review and empirical paper. The findings will be interpreted in relation to the wider literature
and evidence-base. Reflections will also be given of the research process as a whole.
Strengths and limitations of the thesis portfolio will be discussed, as well as clinical
implications and areas suggested for future research. The portfolio will then close with the
overall conclusions drawn.
Overview of the Results

The thesis portfolio set out to explore the factors contributing to the sustainability of
the mental health workforce in the UK. A qualitative systematic review and thematic
synthesis of seven peer-reviewed papers was completed, which explored the factors
associated with moral distress and injury among UK mental health staff. This was followed
by an empirical project which focused on the workforce sustainability of CPs, and what
conditions CPs working in split roles between NHS and private practice would need to
increase their part-time hours in the NHS. This was done via a modified Delphi survey,
followed by a mini-focus group.
Systematic Review

The systematic review and thematic synthesis (Thomas & Harden, 2008) identified
seven papers that met criteria for inclusion. Five analytical themes emerged highlighting the
organisational, structural, societal and relational factors associated with moral distress
and/or moral injury in UK mental health staff; 1) Systemic obstruction of morally valued care,
2) Chronic exposure to system-level moral compromise, 3) Institutional betrayal and staff
disposability, 4) Internalisation of systemic failure and 5) Societal devaluation as moral
context.

The findings highlighted how moral distress and injury in mental health staff in the UK
is more linked with institutional betrayal than being just caused by the exposure to clinically

challenging events. The findings suggest that the Covid-19 pandemic may have amplified
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this, but that it was apparent long before this and remains after. The findings may go as far
to suggest that UK mental health services have somewhat come to normalize these working
conditions.

Empirical Paper

The empirical paper’s modified Delphi survey found a strong consensus for many
conditions needed for CPs to increase their hours in the NHS. The top six of these rated as
very/extremely important (280%, IQR 1) were; ‘feeling able to delivery good quality care to
service users’ (93.33%), ‘strong/supportive leadership/management’ (90.00%), ‘positive
team culture’ (83.33%), ‘flexible working hours’ (80.00%), ‘opportunities for professional
development’ (e.g. CPD) (80.00%) and ‘better working environment’ (80.00%). Pay was
rated very/extremely important but showed the lowest consensus after three rounds
(54.54%, 1QR = 2), with greater consensus and importance for early and mid-career CPs.
This shows the importance of not looking at CPs as a homogenous group.

Qualitative findings from the mini-focus group found three main themes using
Reflective Thematic Analysis (RTA) (Braun and Clarke, 2006): 1. Fostering Values-aligned
Leadership and Team Culture. 2. Creating Sustainable and Flexible NHS Careers. 3.
Enabling Meaningful and Ethical Psychological Practices. Both parts of the study showed
there was some variation in what different career stages needed to increase their NHS
hours.

Interpretation of the findings in relation to theory and literature

The findings from the mental health staff papers identified in the systematic review
drew many similarities with wider healthcare research identifying the wider system and
organisation having the biggest impact on moral distress and injury in the workforce (Beadle
et al., 2024). It also highlighted how staff internalise the feelings of guilt, anxiety,
powerlessness and shame when they could not then provide the care they wanted to in line
with their values. Although not directly discussed in the papers, this could lead to clinical

diagnoses of anxiety, depression, even PTSD, as found in wider healthcare research
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(Amsalem et al., 2021). Cognitive dissonance (Festinger, 1957) explains the mental
discomfort humans feel when their values and beliefs conflict with their behaviour. If staff
then feel they have little control over changing this, learned helplessness (Seligman, 1972),
they feel hopeless that they are unable to influence systemic pressure and may leave their
jobs, impacting workforce retention.

Similarly, the empirical paper focusing on CPs in the mental health workforce found
the Delphi survey and mini-focus group found moral distress and injury present when CPs
could not work in line with their values and morals. This affected the quality of care they
could provide, and they would leave to work in private practice. To increase their hours in the
NHS, they needed to feel able to deliver quality care. The Demand—Control-Support Model
(Karasek, 1976) may help explain the importance of CP’s feeling they have some control
over their work and why it feels important that they can give quality care to patients, and
again the need for supportive leadership, supervision and teams and manageable
workloads. If the workload is too high and their control and support is low, CP’s may not feel
like they are giving good quality care in line with their values and will increase work
elsewhere where they can align these values. The Effort-Reward-Imbalance Theory
(Siegrist, 1996; Siegrist et al., 2004; Siegrist & Li, 2016) would suggest that reward may be
experienced as more than just financial within mental healthcare and relational factors like
strong supportive leadership and a positive team culture, as well as career opportunities,
security and recognition may be seen as just as rewarding and therefore motivating. So then
if workload and the push to meet organisational targets is more than the reward of
supportive leaders, supervision, team, CPD etc, then there is an imbalance and so will
impact on CP’s wellbeing.

Strengths and Limitations

The systematic review was, the first to the authors knowledge, to synthesize the

factors associated with moral distress and injury within UK mental health staff. For

transparency and rigour, the protocol was pre-registered on PROSPERO
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(CRD420251054927), and it was conducted following guidance by PRISMA (Page et al.,
2021) and the ENTREQ guidelines (Tong et al., 2012). The thematic synthesis followed
guidelines by Thomas and Harden (2008), however the review only had a small sample of
seven studies from which the analytical themes were derived which may reduce the
generalizability of the findings. The empirical project delivered a modified Delphi method
(Avella, 2016; Custer et al., 1999), where a quantitative survey was created by researchers,
it also followed the Nasa et al. (2021) quality assessment. The survey was also formed from
pre-existing literature (Harding et al., 2025; Stinton et al., 2025; Tolland & Drysdale, 2022;
Weyman et al., 2023) and PPI helped review and improve the survey. The COREQ checklist
(Tong et al., 2007) was then completed for transparency for the mini-focus group, that was
analysed following the six steps of Reflective Thematic Analysis (RTA) by Braun &
Clarke,(2006).

Theoretical and Clinical Implications

Both the papers in this portfolio expand what we know about mental health workforce
retention. They show factors influencing retention go beyond stress and burnout (Harding et
al., 2025; Stinton et al., 2025), to moral distress and injury, and impact the psychological
wellbeing of the workforce and therefore impede its sustainability. The overarching theme
linking both papers in the portfolio is the need for staff to be able to deliver quality care, in
line with their values and morals. If staff feel like they cannot do this then it ultimately results
in staff leaving and for the CP’s it stops them increasing their hours in the NHS.

Both papers also highlight the need for all staff in the mental health workforce to not
feel disposable and for their well-being to be at the forefront of organisations’ priorities. To
do this organisations should prioritise good quality, compassionate leadership (Bailey &
West, 2022; Worline & Dutton (2017) and supervision. The papers show that this supported
the quality of staff’'s work, it would help support CP’s, especially in their early career, to
develop their clinical skills, and to help mitigate moral distress and injury. This helps foster a

positive/supportive team culture which was important for CPs to increase their NHS hours,
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and also reduce moral distress and injury in the mental health workforce. Increasing staffing
levels, having a manageable workload and more money/resources being needed were also
highlighted in both papers. This calls on the government to think about focusing more
monetary funds into the mental health sector to keep up with the demand, so that staff can
provide safe and quality care. How easy this is to achieve by the government when the NHS
and other services are in financial deficits, and are currently focused on making cuts
(Jefferies & Wickens, 2025), means it’s likely to take some time to change.

Looking at societal factors contributing to poorer health in the UK (Darzi, 2024) may
help the government focus funds and staffing to help prevent poor mental and physical
health in the new Fit for the Future: 10 Year Health Plan for England (Department of Health
and Social Care, 2025). Allowing staff to have autonomy, flexible working and training/CPD
was also suggested to help mitigate moral distress and injury. These conditions allow CPs to
have longevity in their NHS role, so CP’s stay in their roles longer, which in turn supports
better supervision of early career staff across the mental health workforce and gives better
quality of care for patients. Digital technology and artificial intelligence are rightly taking a
lead in the NHS’s next 10-year plan and this can support with reducing administrative task
time for more clinical patient time and would allow for more flexible working and supporting
those most hard to reach (geographically, intellectually etc.). Not all of the recommendations
to improve mental health staff retention require monetary funds, however, what it does
require is a clear plan for workforce sustainability, and the new NHS workforce plan has yet
to be published (Brudenell, 2026). Changes in political leadership, including a new Secretary
of State for Health and Social Care and new Prime Minister are likely contributing to the lack
of stability in polices and plans being created and sustained long enough to make change.
Future Research

The portfolio identified current gaps in the literature for workforce sustainability in UK

mental health.
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The systematic review highlighted a lack of quantitative research focused on moral
distress and injury within mental health staff in the UK. Those published are often mixed with
physical health staff and the review completed in this portfolio found there are differences in
moral distress and injury among mental health staff compared to physical health staff. The
context of the work is different and therefore further studies expanding on all areas of mental
health services in the UK, with a focus on different job roles will be an important next step.
This may help further identify factors associated with moral distress and injury for specific job
roles, so that mitigation recommendations can be more tailored to individual jobs or different
sets of demographics.

The empirical project identified the first steps in what CP’s need to increase their
hours in the NHS. To expand on this, it would be helpful for organisations to know more
about how they can implement these conditions like increasing quality of care of patients, as
these are complex in nature. How can the NHS improve team culture, help staff feel
psychologically safe and what training do the leadership need? This ties in with more
quantitative and qualitative studies being needed around what different CP career stages
need to sustain their careers in the NHS, as this study suggests some variation in terms of
pay, support and supervision, clinical time and anatomy. Another natural progression is to
explore what CP’s who have left the NHS entirely need to return. Are the conditions the
same as those who have partly left or are they distinct?

Reflections on the Research Process

During the process of developing and conducting this thesis portfolio my
understanding around workforce wellbeing and sustainability has grown in ways | had not
anticipated. As a trainee CP, | understand the importance of reflective practice in self-care,
development and bringing about change (Riccio & Fisher, 2025). | had always been
interested in the wellbeing of myself, and colleagues and | thought | had a good prior
knowledge in the area, having worked in it for over 13 years. However, this process has

taught me more about how complex systems can be, especially highly valued care systems
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like the NHS, and especially when you are trying to bring about change on a system wide
scale.

When | started the empirical research design | knew there was limited research on
CP’s and retention in the NHS. | also had a felt sense of loyalty to the NHS for not only my
own healthcare support but my family and friends and | appreciated it was also giving the
opportunity to train as a CP myself, in the hope to give back to the NHS when | qualify. |
wanted to therefore understand more around those leaving the NHS to the private sector
and what it would take for them to come back to the NHS. Having a mixed methods portfolio
for me also became even more important to me, as it helps capture nuances within
consensus, and enabled the project to hear the voices of those this research was seeking to
support (Shorten & Smith, 2017). This wasn’t however without its challenges, in complexity
of attrition rates, lengthening data collection, data synthesis/analysis and finding an
appropriate journal for dissemination (Wasti et al., 2022).

During the process of this project, | was myself surprised to find how the shift from
NHS to private for CP’s was often less around monetary incentives and ease of work,
instead it highlighted wider issues in the NHS systems around staff well-being and staff not
feeling able to deliver the care they wanted in line with their professional and personal
values and morals (moral injury).

When reflecting on the project at the end, | understand even more than | did at the
start, the importance of research into workforce sustainability within the UK and in systems
like its NHS. This research may not have focused on a clinical patient group but without
important research like this into the mental health workforce, it will directly impact the quality
of the mental health care in the UK for generations to come.

Conclusions

The studies in this portfolio provide evidence of the factors affecting the sustainability

of the mental health workforce in the UK. It sheds light on factors associated with moral

distress and injury for mental health staff and within a particular staffing group, CP’s. It
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explores what organisational and system changes are needed for CPs to increase their
hours in the NHS, in the hope to support the UK’s mental health workforce for the next
generation. Both provide evidence of the changes needed within the UK mental health
service and will be important in shaping UK government, local NHS trusts and private
healthcare policies, around staff wellbeing and retention, as the UK steps into the new Fit for

the Future: 10-Year Health Plan (Department of Health and Social Care, 2025).



126

Thesis Portfolio References
Ahmed, S. K., Mohammed, R. A., Nashwan, A. J., Ibrahim, R. H., Abdalla, A. Q., M. Ameen,
B. M., & Khdhir, R. M. (2025). Using thematic analysis in qualitative
research. Journal of Medicine, Surgery, and Public Health, 6, 100198.

https://doi.org/10.1016/j.glmedi.2025.100198

Albagawi, H. M., & Alshammari, M. H. (2025). Resilience, compassion fatigue, moral distress
and moral injury of nurses. Nursing ethics, 32(3), 798-813.

Almeida-Meza, P., Ledden, S., Dempsey, B., Smith, A., Croak, B., Bhundia, R., Lamb, D.,
Malik, A., Raine, R., Redlich, C., Wessely, S., Stevelink, S., & Greenberg, N. (2025).
Futureproofing the healthcare workforce in Europe: understanding and addressing
psychological distress and occupational outcomes. The Lancet Regional Health —
Europe, 57, 101463.

American Psychiatric Association. (2025). DSM-5-TR update: September 2025 (pp. 1-13).

https://www.psychiatry.org/getmedia/b68a5776-f88c-45c7-9535-fd219d7aa5cb/APA-

DSM5TR-Update-September-2025.pdf

Amsalem, D., Lazarov, A., Markowitz, J. C., Naiman, A., Smith, T. E., Dixon, L. B., & Neria,
Y. (2021). Psychiatric symptoms and moral injury among US healthcare workers in

the COVID-19 era. BMC psychiatry, 21(1), 546. https://doi.org/10.1186/s12888-021-

03565-9
Avella, J. R. (2016). Delphi panels: Research design, procedures, advantages, and
challenges. International Journal of Doctoral Studies, 11, 305-321. Retrieved from

http://www.informingscience.org/Publications/3561

Bailey, S., & West, M. (2022). What is compassionate leadership? The King’s Fund.

https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-

leadership


https://doi.org/10.1016/j.glmedi.2025.100198
https://www.psychiatry.org/getmedia/b68a5776-f88c-45c7-9535-fd219d7aa5cb/APA-DSM5TR-Update-September-2025.pdf
https://www.psychiatry.org/getmedia/b68a5776-f88c-45c7-9535-fd219d7aa5cb/APA-DSM5TR-Update-September-2025.pdf
https://doi.org/10.1186/s12888-021-03565-9
https://doi.org/10.1186/s12888-021-03565-9
http://www.informingscience.org/Publications/3561
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-leadership
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-is-compassionate-leadership

127

Barnett-Page, E., & Thomas, J. (2009). Methods for the synthesis of qualitative research: a
critical review. BMC medical research methodology, 9, 59.

https://doi.org/10.1186/1471-2288-9-59

Beadle, E. S., Walecka, A., Sangam, A. V., Moorhouse, J., Winter, M., Munro Wild, H.,
Trivedi, D., & Casarin, A. (2024). Triggers and factors associated with moral distress
and moral injury in health and social care workers: A systematic review of qualitative

studies. PloS one, 19(6), e0303013. https://doi.org/10.1371/journal.pone.0303013

Best, J. (2021). Undermined and undervalued: How the pandemic exacerbated moral injury

and burnout in the NHS. BMJ, 374, n1858. https://doi.org/10.1136/bmj.n1858

Bhaskar, R. (1975). A realist theory of science. Leeds Books.

Bhaskar, R. (1979). The possibility of naturalism. Harvester Press.

Bimpong, K. A. A,, Khan, A., Slight, R., Tolley, C. L., & Slight, S. P. (2020). Relationship
between labour force satisfaction, wages and retention within the UK National Health
Service: A systematic review of the literature. BMJ

Open, 10(7). https://doi.org/10.1136/bmjopen-2019-034919

Bolton, S., Willis, E., & Byrne, A.-L. (2025). The Role of Leadership in Supporting and
Mitigating Moral Distress in Nursing: A Scoping Review. Journal of Nursing

Management, 2025(1). https://doi.org/10.1155/jonm/5443770

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research
in Psychology, 3(2), 77-101.

Braun, V., Clarke, V., Hayfield, N., Davey, L., & Jenkinson, E. (2023). Doing reflexive
thematic analysis. In Supporting research in counselling and psychotherapy:
Qualitative, quantitative, and mixed methods research (pp. 19-38). Cham: Springer
International Publishing

British Medical Association (BMA). (2021). Moral distress and moral injury: Recognising and

tackling it for UK doctors. hitps://www.bma.org.uk/media/4209/bma-moral-distress-

injury-survey-report-june-2021.pdf



https://doi.org/10.1186/1471-2288-9-59
https://doi.org/10.1371/journal.pone.0303013
https://doi.org/10.1136/bmj.n1858
https://doi.org/10.1136/bmjopen-2019-034919
https://doi.org/10.1155/jonm/5443770
https://www.bing.com/ck/a?!&&p=fdadb6e54c7438e9ad2589e4b35156275eadc1f70a977f97e2e579d6fad1bf0eJmltdHM9MTc3MDk0MDgwMA&ptn=3&ver=2&hsh=4&fclid=0fb3eaa3-5e75-6af7-2322-f9dc5f606b1e&psq=braun+and+clarke+thematic+analysis+2006+reference&u=a1aHR0cHM6Ly9lZHVjYXRpb25hbGRldmVsb3BtZW50LnVhbXMuZWR1L3dwLWNvbnRlbnQvdXBsb2Fkcy9zaXRlcy81Ny8yMDI1LzAxLzktVGhlbWF0aWNfYW5hbHlzaXMucGRm
https://www.bing.com/ck/a?!&&p=fdadb6e54c7438e9ad2589e4b35156275eadc1f70a977f97e2e579d6fad1bf0eJmltdHM9MTc3MDk0MDgwMA&ptn=3&ver=2&hsh=4&fclid=0fb3eaa3-5e75-6af7-2322-f9dc5f606b1e&psq=braun+and+clarke+thematic+analysis+2006+reference&u=a1aHR0cHM6Ly9lZHVjYXRpb25hbGRldmVsb3BtZW50LnVhbXMuZWR1L3dwLWNvbnRlbnQvdXBsb2Fkcy9zaXRlcy81Ny8yMDI1LzAxLzktVGhlbWF0aWNfYW5hbHlzaXMucGRm
https://www.bma.org.uk/media/4209/bma-moral-distress-injury-survey-report-june-2021.pdf
https://www.bma.org.uk/media/4209/bma-moral-distress-injury-survey-report-june-2021.pdf

128

British Medical Association. (2024, September). Outsourced: The role of the independent

sector in the NHS. https://www.bma.org.uk/media/fy3czsaf/bma-nhs-outsourcing-

report-september-2024.pdf

British Medical Association. (2026, February 4). Moral distress in the NHS and other

organisations. https://www.bma.org.uk/advice-and-support/nhs-delivery-and-

workforce/creating-a-healthy-workplace/moral-distress-in-the-nhs-and-other-

organisations
British Medical Association. (2026, February 26). Mental health pressures data analysis.

https://www.bma.org.uk/advice-and-support/nhs-delivery-and-

workforce/pressures/mental-health-pressures-data-analysis

British Psychological Society. (2019). Standards for the accreditation of doctoral
programmes in clinical psychology. British Psychological Society.
British Psychological Society. (2021). BPS Code of Human Research Ethics.

https://explore.bps.org.uk/content/report-quideline/bpsrep.2021.inf180

Brownstein, M. (2025, September 17). Moral injury’ officially recognized as mental health
condition. The Harvard T.H. Chan School of Public Health.

https://hsph.harvard.edu/news/moral-injury-officially-recognized-as-mental-health-

condition/
Brudenell, K. (2026, July 3). Psychology Matters: One year on — Psychology must be at the
heart of a future-fit NHS. British Psychological Society.

https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-

future-fit-nhs’

Canessa, C., Vavvos, A., Triliva, S., Kafkalas, 1., Vrachioli, M., & Sauer, J. (2022).
Implementing a combined Delphi and Focus Group qualitative methodology in Nexus
research designs - The case of the WEFE Nexus in Apokoronas, Crete. PLOS

ONE, 17(7), e0271443. https://doi.org/10.1371/journal.pone.0271443



https://www.bma.org.uk/media/fy3czsaf/bma-nhs-outsourcing-report-september-2024.pdf
https://www.bma.org.uk/media/fy3czsaf/bma-nhs-outsourcing-report-september-2024.pdf
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/creating-a-healthy-workplace/moral-distress-in-the-nhs-and-other-organisations
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/creating-a-healthy-workplace/moral-distress-in-the-nhs-and-other-organisations
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/creating-a-healthy-workplace/moral-distress-in-the-nhs-and-other-organisations
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/pressures/mental-health-pressures-data-analysis
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/pressures/mental-health-pressures-data-analysis
https://explore.bps.org.uk/content/report-guideline/bpsrep.2021.inf180
https://hsph.harvard.edu/news/moral-injury-officially-recognized-as-mental-health-condition/
https://hsph.harvard.edu/news/moral-injury-officially-recognized-as-mental-health-condition/
https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-future-fit-nhs
https://www.bps.org.uk/blog/psychology-matters-one-year-psychology-must-be-heart-future-fit-nhs
https://doi.org/10.1371/journal.pone.0271443

129

Clement, M. (2023, July 13). The founding of the NHS: 75 years on. History of government.

https://history.blog.gov.uk/2023/07/13/the-founding-of-the-nhs-75-years-on/ #

Coombs, C. R., Arnold, J., Loan-Clarke, J., Wilkinson, A., Park, J., & Preston, D. (2007).
Improving the recruitment and return of nurses and allied health professionals: a
quantitative study. Health Services Management Research, 20(1), 22-36.

https://doi.org/10.1258/095148407779614972

Critical Appraisal Skills Programme. (2024). CASP Checklist: CASP Qualitative Studies

Checkilist. https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/

Cullen, P. (2022, October 13). RCN general secretary and chief executive Pat Cullen
updates members on our independent review of the culture of the RCN, NHS strike
ballot and how we continue to campaign for safe staffing and fair pay across the UK.

Striking for patient safety. https://www.rcn.org.uk/news-and-events/Blogs/striking-for-

patient-safety-131022

Darzi, A. (2024). Independent investigation of the National Health Service in England.

Department of Health and Social Care. https://www.gov.uk

Department of Health and Social Care. (2025). Fit for the future: The 10 year health plan for

England (CP 1350). https://www.gov.uk/official-documents

Essex, R., Brophy, S. A., & Sriram, V. (2023). Strikes, patient outcomes, and the cost of

failing to act. BMJ, 380, e072719. https://doi.org/10.1136/bmj-2022-072719

Essex, R., Milligan, W., Williams, G., & Weldon, S. M. (2022). The impact of strike action on
patient morbidity: A systematic literature review. International Journal of Health
Planning & Management, 37(3), 1311-1326. https://doi-

org.uea.idm.oclc.org/10.1002/hpm.3418

Fern, E. (2001). Advanced Focus Group Research. SAGE Publications, Inc.

https://doi.org/10.4135/9781412990028

Festinger, L. (1957). A Theory of cognitive dissonance. Stanford, CA: Stanford University

Press.


https://history.blog.gov.uk/2023/07/13/the-founding-of-the-nhs-75-years-on/
https://doi.org/10.1258/095148407779614972
https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/
https://www.rcn.org.uk/news-and-events/Blogs/striking-for-patient-safety-131022
https://www.rcn.org.uk/news-and-events/Blogs/striking-for-patient-safety-131022
https://www.gov.uk/
https://www.gov.uk/official-documents
https://doi.org/10.1136/bmj-2022-072719
https://doi-org.uea.idm.oclc.org/10.1002/hpm.3418
https://doi-org.uea.idm.oclc.org/10.1002/hpm.3418
https://doi.org/10.4135/9781412990028

130

Fletcher, A. J. (2017). Applying critical realism in qualitative research: Methodology meets
method. International Journal of Social Research Methodology, 20(2), 181-194.

https://doi-org.uea.idm.oclc.org/10.1080/13645579.2016.1144401

Gargon, E., Crew, R., Burnside, G., & Williamson, P. R. (2019). Higher number of items
associated with significantly lower response rates in COS Delphi surveys. Journal of

Clinical Epidemiology, 108, 110-120. https://doi.org/10.1016/j.jclinepi.2018.12.010

Gilburt, H., & Mallorie, S. (2024, February 21). Mental health 360: Funding and costs. The

King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-

health-360-funding-costs

Haddaway, N. R., Page, M. J., Pritchard, C. C., & McGuinness, L. A. (2022). PRISMA2020:
An R package and Shiny app for producing PRISMA 2020-compliant flow diagrams,
with interactivity for optimised digital transparency and Open Synthesis Campbell
Systematic Reviews, 18, e1230. https://doi.org/10.1002/cl2.1230

Harding, A., Stinton, M., Ooi, J., Russell, R., & Parke, S. (2025). The Truth Behind the
Murmurs: Factors Associated with Early-Career Clinical Psychologists’ Staying or
Leaving NHS Employment. [Unpublished thesis]. University of East Anglia.

Health and Care Professions Council. (2023). Standards of proficiency: Practitioner
psychologists. Health and Care Professions Council.

Health and Care Professions Council. (2023, July 4). Diversity data: Practitioner

psychologists — July 2023. https://www.hcpc-uk.org/resources/data/2023/diversity-

data-practitioner-psychologists-2023

Health and Social Care Committee. (2022). Workforce: recruitment, training and retention in
health and social care. (Third Report of Session 2022-23). House of Commons.
Health Education England (2020, May 28). Increase of 25% for key training in psychological

care announced. News. Retrieved May 25, 2024, from https://www.hee.nhs.uk/news-

blogs-events/news/increase-25-key-training-psychological-care-announced



https://doi-org.uea.idm.oclc.org/10.1080/13645579.2016.1144401
https://doi.org/10.1016/j.jclinepi.2018.12.010
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-health-360-funding-costs
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-health-360-funding-costs
https://doi.org/10.1002/cl2.1230
https://www.hcpc-uk.org/resources/data/2023/diversity-data-practitioner-psychologists-2023
https://www.hcpc-uk.org/resources/data/2023/diversity-data-practitioner-psychologists-2023
https://www.hee.nhs.uk/news-blogs-events/news/increase-25-key-training-psychological-care-announced
https://www.hee.nhs.uk/news-blogs-events/news/increase-25-key-training-psychological-care-announced

131

Hegarty, S., Lamb, D., Stevelink, S. A. M., Bhundia, R., Raine, R., Doherty, R., Williamson,
W., Dorrington, S., Hotopf, M., Razavi, R., Greenberg, W., Wessely, S., Reza, M., &
Simon, J. (2022). ‘It hurts your heart’: Frontline healthcare worker experiences of
moral injury during the COVID-19 pandemic. European Journal of
Psychotraumatology, 13, Article 2128028.

https://doi.org/10.1080/20008066.2022.2128028

Hemmington, J. (2024). Approved mental health professionals’ experiences of moral
distress: “Who are we for”? British Journal of Social Work, 54(2), 762-779.

https://doi.org/10.1093/bjsw/bcad258

Herzberg, F., Mausner, B., & Snyderman, B. B. (1959). The motivation to work (2nd ed.).
John Wiley & Sons.

Hohmann, E., Beaufils, P., Beiderbeck, D., Chahla, J., Geeslin, A., Hasan, S., Humphrey-
Murto, S., Hurley, E., LaPrade, R. F., Martetschlager, F., Matache, B., Moatshe, G.,
Monllau, J. C., Murray, |., Niederberger, M., Rietschi, U., Shang, Z., Weber, S.,
Wong, I., & Perry, N. P. (2025). Guidelines for Designing and Conducting Delphi
Consensus Studies: An Expert Consensus Delphi Study. Arthroscopy: The Journal of
Arthroscopic &Amp; Related Surgery, 41(10), 4208-4224.e10.

https://doi.org/10.1016/j.arthro.2025.03.038

Jameton, A. (1984). Nursing practice, the ethical issues. Prentice-Hall.
Jefferies, D., & Purbrick-Thompson, K. (2025, December 16). The NHS budget and how it

has changed. The King’s Fund. https://www.kingsfund.org.uk/insight-and-

analysis/data-and-charts/nhs-budget-nutshell

Jefferies, D., & Wickens, C. (2025, May 18). Tight budgets and tough choices: The reality of
an NHS living within its financial means. The King’s Fund.

https://www.kingsfund.org.uk/insight-and-analysis/long-reads/tight-budgets-tough-

choices


https://doi.org/10.1080/20008066.2022.2128028
https://doi.org/10.1093/bjsw/bcad258
https://doi.org/10.1016/j.arthro.2025.03.038
https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/nhs-budget-nutshell
https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/nhs-budget-nutshell
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/tight-budgets-tough-choices
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/tight-budgets-tough-choices

132

Jones, A. C., & Crossley, D. R. (2012). Shame and acute psychiatric inpatient care:
Healthcare professionals. International Journal of Mental Health Promotion, 14(3),

125-138. https://doi.org/10.1080/14623730.2012.719302

Junger, S., Payne, S. A., Brine, J., Radbruch, L., & Brearley, S. G. (2017). Guidance on
Conducting and Reporting Delphi Studies (CREDES) in palliative care:
Recommendations based on a methodological systematic review. Palliative

Medicine, 31(8), 684-706. https://doi.org/10.1177/0269216317690685

Karasek Jr, R. A. (1976). The Impact of the Work Environment on Life Outside the Job.
Knight, A.K. & Proctor, R. (2013). The silent drift from the NHS to private practice. The

Psychologist, 26(8), 598-599.

Krueger, R. A, & Casey, M. A. (2014). Focus groups: A practical guide for applied research

(5th ed.). SAGE Publications, Inc.

Lavender, T., Ade-Serrano, Y., Afuwape, S. A., Bhutani, G. E., Yorke, K., et al. (2023).
Guidelines on job planning for practitioner psychologists in the NHS and social care.

https://www.researchgate.net/publication/376893924 Guidelines on job planning for pract

itioner psychologists in the NHS and social care

Leary, A., Maxwell, E., Myers, R., & Punshon, G. (2024). Why are healthcare professionals
leaving NHS roles? A secondary analysis of routinely collected data. Human

resources for health, 22(1), 65. https://doi.org/10.1186/s12960-024-00951-8

Leung, D. Y., & Chung, B. P. M. (2019). Content analysis: using critical realism to extend its
utility. In P. Liamputtong (Ed.), Handbook of Research Methods in Health Social

Sciences (pp. 827-841). Springer. https://doi.org/10.1007/978-981-10-5251-4 102

Liberati, E., Richards, N., Willars, J., Scott, D., Boydell, N., Parker, J., ... Jones, P. (2021). A
qualitative study of experiences of NHS mental healthcare workers during the

COVID-19 pandemic. BMC Psychiatry, 21, 173. https://doi.org/10.1186/s12888-021-

03150-0


https://doi.org/10.1080/14623730.2012.719302
https://doi.org/10.1177/0269216317690685
https://www.researchgate.net/publication/376893924_Guidelines_on_job_planning_for_practitioner_psychologists_in_the_NHS_and_social_care
https://www.researchgate.net/publication/376893924_Guidelines_on_job_planning_for_practitioner_psychologists_in_the_NHS_and_social_care
https://doi.org/10.1186/s12960-024-00951-8
https://doi.org/10.1007/978-981-10-5251-4_102
https://doi.org/10.1186/s12888-021-03150-0
https://doi.org/10.1186/s12888-021-03150-0

133

Litz, B. T. (2025). Moral injury: State of the science. Journal of Traumatic Stress, 1-13.

https://doi.org/10.1002/jts.23125

Lloyd, A., Lloyd Davies, J., Semmens-Wheeler, R., Alfaraj, A. |., Gonzalez Naranjo, D., &
Breen, K. (2024). Staff's understanding of the role of least restrictive practice in the

development of obesity in secure psychiatric inpatients. The Journal of Mental Health

Training, Education and Practice, 19(6), 305-314. https://doi.org/10.1108/JMHTEP-
08-2023-0076

Loan-Clarke, J., Arnold, J., Coombs, C., Bosley, S., & Martin, C. (2009). Why do speech and
language therapists stay in, leave and sometimes return to the National Health
Service NHS. International Journal of Language and Communication Disorders,
44(6), 883-900.

Loan-Clarke, J., Arnold, J., Coombs, C., Hartley, R., & Bosley, S. (2010). Retention, turnover
and return - a longitudinal study of allied health professionals in Britain. Human

Resource Management Journal, 20(4), 391-406. https://doi.org/10.1111/j.1748-

8583.2010.00140.x

Long, J., Ohlsen, S., Senek, M., Booth, A., Weich, S., & Wood, E. (2023). Realist synthesis
of factors affecting retention of staff in UK adult mental health services. BMJ

open, 13(5), e070953. https://doi.org/10.1136/bmjopen-2022-070953

Manyara, A. M., Purvis, A., Ciani, O., Collins, G. S., & Taylor, R. S. (2024). Sample size in
multistakeholder Delphi surveys: at what minimum sample size do replicability of
results stabilize?. Journal of clinical epidemiology, 174, 111485.

https://doi.org/10.1016/j.jclinepi.2024.111485

Matthews, H., & Williamson, I. (2016). Caught between compassion and control: Exploring
the challenges associated with inpatient adolescent mental healthcare in an
independent hospital. Journal of Advanced Nursing, 72(5), 1053-1065.

https://doi.org/10.1111/jan.12889



https://doi.org/10.1002/jts.23125
https://doi.org/10.1108/JMHTEP-08-2023-0076
https://doi.org/10.1108/JMHTEP-08-2023-0076
https://doi.org/10.1111/j.1748-8583.2010.00140.x
https://doi.org/10.1111/j.1748-8583.2010.00140.x
https://doi.org/10.1136/bmjopen-2022-070953
https://doi.org/10.1016/j.jclinepi.2024.111485
https://doi.org/10.1111/jan.12889

134

Morgan, D. (1997). Focus Groups as Qualitative Research. SAGE Publications, Inc.

https://doi.org/10.4135/9781412984287

Morris, D. J., Webb, E. L., Trundle, G., & Caetano, G. (2022). Moral injury in secure mental
healthcare: part I: exploratory and confirmatory factor analysis of the Moral Injury
Events Scale. The Journal of Forensic Psychiatry & Amp; Psychology, 33(5), 708-

725. https://doi.org/10.1080/14789949.2022.2111318

Nagle, E., Griskevica, |., Rajevska, O., lvanovs, A., Mihailova, S., & Skruzkalne, |. (2024).
Factors affecting healthcare workers burnout and their conceptual models: scoping
review. BMC psychology, 12(1), 637. https://doi.org/10.1186/s40359-024-02130-9

Nasa, P., Jain, R., & Juneja, D. (2021). Delphi methodology in healthcare research: How to
decide its appropriateness. World Journal of Methodology, 11(4), 116-129.

https://doi.org/10.5662/wjm.v11.i4.116

NHS England. (2019). The NHS Long Term Plan. https://www.longtermplan.nhs.uk/wp-

content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

NHS England. (2021). The NHS People Promise. https://www.england.nhs.uk/wp-

content/uploads/2020/07/NHS-People-Promise.pdf

NHS England. (2023). NHS long term workforce plan. NHS England.
NHS England. (2026, February 26). NHS vacancy statistics England, April 2015 — December

2025: Experimental statistics. https://digital.nhs.uk/data-and-

information/publications/statistical/nhs-vacancies-survey/april-2015---december-

2025-experimental-statistics

NHS Staff Survey. (2024). National results across the NHS in England.

https://www.nhsstaffsurveys.com/results/national-result

Noble, H., & Smith, J. (2015). Issues of validity and reliability in qualitative research.

Evidence-Based Nursing, 18(2), 34-35. https://doi.org/10.1136/eb-2015-102054

Noyes, J., Booth, A., Cargo, M., Flemming, K., Harden, A., Harris, J., Garside, R., Hannes,

K., Pantoja, T., & Thomas, J. (2019). Qualitative evidence. In J. P. T. Higgins, J.


https://doi.org/10.4135/9781412984287
https://doi.org/10.1080/14789949.2022.2111318
https://doi.org/10.5662/wjm.v11.i4.116
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/07/NHS-People-Promise.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/07/NHS-People-Promise.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---december-2025-experimental-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---december-2025-experimental-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---december-2025-experimental-statistics
https://www.nhsstaffsurveys.com/results/national-result
https://doi.org/10.1136/eb-2015-102054

135

Thomas, J. Chandler, M. Cumpston, T. Li, M. J. Page, & V. A. Welch (Eds.),
Cochrane Handbook for Systematic Reviews of Interventions (1st ed., pp. 525-545).

Wiley. https://doi.org/10.1002/9781119536604.ch21

Office for National Statistics (2024, May 26). NHS England (Regions) (January 2024) EN
BFC.

https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62 0

lexplore

Office for National Statistics. (2024, May 26). Age classifications: census 2021.

https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyv

ariablescensus2021/age/classifications

Ouzzani, M., Hammady, H., Fedorowicz, Z., & Elmagarmid, A. (2016). Rayyan—a web and
mobile app for systematic reviews. Systematic Reviews, 5, 1-10.
doi.org/10.1186/s13643-016-0384-4

Page, M. J., Moher, D., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. D.,
Shamseer, L., Tetzlaff, J. M., Akl, E. A., Brennan, S. E., Chou, R., Glanville, J.,
Grimshaw, J. M., Hrébjartsson, A., Lalu, M. M, Li, T., Loder, E. W., Mayo-Wilson, E.,

Mcdonald, S., ... Mckenzie, J. E. (2021). PRISMA 2020 explanation and elaboration:
Updated guidance and exemplars for reporting systematic reviews. In The BMJ (Vol.

372). BMJ Publishing Group. https://doi.org/10.1136/bmj.n160

Reis, D. S., & Lesandrini, J. D. (2025). Addressing Moral Distress and Moral Injury in
Healthcare: Implications for Workforce Well-Being and Systemic Change. Journal of

Radiology Nursing, 44(1), 52-56. https://doi.org/10.1016/j.jradnu.2024.12.005

Riccio, S., & Fisher, P. (2025). The experience of self-reflection and self-care for clinical
psychologists in the workplace: An interpretative phenomenological
analysis. Professional Psychology: Research and Practice, 56(5), 405-414.

https://doi.org/10.1037/pro0000642



https://doi.org/10.1002/9781119536604.ch21
https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62_0/explore
https://geoportal.statistics.gov.uk/datasets/49cdb74b13c54c9a96e0ceaeed851a62_0/explore
https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyvariablescensus2021/age/classifications
https://www.ons.gov.uk/census/census2021dictionary/variablesbytopic/demographyvariablescensus2021/age/classifications
https://doi.org/10.1136/bmj.n160
https://doi.org/10.1016/j.jradnu.2024.12.005
https://doi.org/10.1037/pro0000642

136

Rosairo, M., & Tiplady, B. (2024). Are we retaining Clinical Psychologists and other
psychological professionals in the NHS workforce and can we do more? Clinical

Psychology Forum, 1(375), 39-47. https://doi.org/10.53841/bpscpf.2024.1.375.39

Rowe, G., & Frewer, L. J. (2019). Public participation techniques and choice of variables. In
Public participation in health care and policy (pp. 33—-57). Elsevier.

https://doi.org/10.1016/B978-0-08-102080-7.00003-3

Sayer, A. (2000). Realism and social science. SAGE.

Seathu Raman, S. S., McDonnell, A., & Beck, M. (2024). Hospital doctor turnover
and retention: a systematic review and new research pathway. Journal of Health

Organization and Management, 38(9), 45-71. https://doi.org/10.1108/ihom-04-2023-

0129
Seligman, M. E. (1972). Learned helplessness. Annual review of medicine, 23(1), 407-412.
Shang, Z. (2023). Use of Delphi in health sciences research: A narrative review. Medicine

(United States), 102(7), E32829. https://doi.org/10.1097/MD.0000000000032829

Shorten, A., & Smith, J. (2017). Mixed methods research: expanding the evidence base.

Evidence Based Nursing, 20(3), 74-75. https://doi.org/10.1136/eb-2017-102699

Siegrist, J. (1996). Adverse health effects of high-effort/low-reward conditions. Journal of

occupational health psychology, 1(1), 27-41. https://doi.org/10.1037//1076-

8998.1.1.27

Siegrist, J., & Li, J. (2016). Associations of extrinsic and intrinsic components of work stress
with health: A systematic review of evidence on the effort-reward imbalance model.
In International Journal of Environmental Research and Public Health, 13(4). MDPI.

https://doi.org/10.3390/ijerph13040432

Siegrist, J., Starke, D., Chandola, T., Godin, I., Marmot, M., Niedhammer, |., & Peter, R.

(2004). The measurement of effort-reward imbalance at work: European


https://doi.org/10.53841/bpscpf.2024.1.375.39
https://doi.org/10.1016/B978-0-08-102080-7.00003-3
https://doi.org/10.1108/jhom-04-2023-0129
https://doi.org/10.1108/jhom-04-2023-0129
https://doi.org/10.1097/MD.0000000000032829
https://doi.org/10.1136/eb-2017-102699
https://doi.org/10.1037/1076-8998.1.1.27
https://doi.org/10.1037/1076-8998.1.1.27
https://doi.org/10.3390/ijerph13040432

137

comparisons. Social Science and Medicine, 58(8), 1483-1499.

https://doi.org/10.1016/S0277-9536(03)00351-4

Sorina, E., Novacescu, D., Barb, A. C., Ciolofan, A., Dumitru, C. S., Zara, F., Patrascu, R.,
& Enache, A. (2025). From Burnout to Resilience: Addressing Moral Injury in
Nursing Through Organizational Innovation in the Post-Pandemic

Era. Healthcare, 13(21), 2822. https://doi.org/10.3390/healthcare 13212822

Stinton, M., Russell, R., Parke, S., Harding, A., & Ooi., J. (2025). “| really lost my love for the
job when | was in the NHS” — Experiences of Early-Career Clinical Psychologists and
the Sustainability of the Clinical Psychology Workforce in the NHS. [Unpublished
thesis]. University of East Anglia.

Survey Coordination Centre. (2025). NHS Staff Survey 2024: National results

briefing (Version 1). NHS England. https://www.nhsstaffsurveys.com/results/national-

results/

Taylor, B., Dyan, M., Merry, L., Jefferies, D., & Wellings, D. (2025, April). Public satisfaction
with the NHS and social care in 2024: Results from the British Social Attitudes
survey. The King’s Fund & Nuffield Trust.

https://a.storyblok.com/f/256914/x/e2d53af58e/public _satisfaction nhs social care

2024 bsa 2025.pdf

The King’s Fund. (2025, July 2). NHS: Key facts and figures.

https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/key-facts-fiqures-

nhsreliance-independent-sector-mental-health-care?

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Medical Research Methodology, 8(1).

https://doi.org/10.1186/1471-2288-8-45

Tolland, H., & Drysdale, E. (2022). Exploring the prevalence and reasons for clinical
psychologists leaving the NHS in one health board. Clinical Psychology Forum 351,

33-38. https://doi.org/10.53841/bpscpf.2022.1.351.33



https://doi.org/10.1016/S0277-9536(03)00351-4
https://doi.org/10.3390/healthcare13212822
https://www.nhsstaffsurveys.com/results/national-results/?utm_source=chatgpt.com
https://www.nhsstaffsurveys.com/results/national-results/?utm_source=chatgpt.com
https://a.storyblok.com/f/256914/x/e2d53af58e/public_satisfaction_nhs_social_care_2024_bsa_2025.pdf
https://a.storyblok.com/f/256914/x/e2d53af58e/public_satisfaction_nhs_social_care_2024_bsa_2025.pdf
https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/key-facts-figures-nhs
https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/key-facts-figures-nhs
https://www.kingsfund.org.uk/insight-and-analysis/press-releases/extent-nhs-reliance-independent-sector-mental-health-care?utm_source=copilot.com
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.53841/bpscpf.2022.1.351.33

138

Tong, A., Flemming, K., Mclnnes, E., Oliver, S., & Craig, J. (2012). Enhancing
transparency in reporting the synthesis of qualitative research: ENTREQ. BMC

Medical Research Methodology, 12(1), 181. https://doi.org/10.1186/1471-2288-12-

181
Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. International

Journal for quality in health care : journal of the International Society for Quality in

Health Care, 19(6), 349-357. hitps://doi.org/10.1093/intghc/mzm042

VanderWeele, T. J., Wortham, J. S., Carey, L. B., Case, B. W., Cowden, R. G., Duffee,
C., Jackson-Meyer, K., Lu, F., Mattson, S. A., Padgett, R. N., Peteet, J. R., Rutledge,
J., Symons, X,, & Koenig, H. G. (2025). Moral trauma, moral distress, moral
injury, and moral injury disorder: definitions and assessments. Frontiers

in Psychology, 16. https://doi.org/10.3389/fpsyq.2025.1422441

von der Gracht, H. A. (2012). Consensus measurement in Delphi studies. Technological
Forecasting and Social Change, 79(8), 1525-1536.

https://doi.org/10.1016/j.techfore.2012.04.013

Wall, A., Burton, L., & Perkins, E. (2024). Organizational response to the COVID-19
pandemic and its association with moral distress in community mental health teams
in the UK: A qualitative study. International Journal of Mental Health Nursing, 33,

378-387. https://doi.org/10.1111/inm.13243

Wasti, S. P., Simkhada, P., van Teijlingen, E., Sathian, B., & Banerjee, I. (2022). The
Growing Importance of Mixed-Methods Research in Health. Nepal Journal of

Epidemiology, 12(1), 1175-1178. https://doi.org/10.3126/nje.v12i1.43633

Weisleder, P. (2023). Moral distress, moral injury, and burnout: Clinicians’ resilience and
adaptability are not the solution. Annals of the Child Neurology Society, 1(4), 262—

266. https://doi.org/10.1002/cns3.20048



https://doi.org/10.1186/1471-2288-12-181
https://doi.org/10.1186/1471-2288-12-181
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.3389/fpsyg.2025.1422441
https://doi.org/10.1016/j.techfore.2012.04.013
https://doi.org/10.1111/inm.13243
https://doi.org/10.3126/nje.v12i1.43633
https://doi.org/10.1002/cns3.20048

139

Westwood, T., Shah, K., Russell, R., Parke, S., & Ooi, J. (2026). The Prevalence of Moral
Injury Amongst Mental Health Staff Within the National Health Service (NHS): A
Systematic Review and Synthesis without Meta-Analysis. [Unpublished systematic
review].

Weyman, A., O'Hara, R., Nolan, P., Glendinning, R., Roy, D., & Coster, J. (2023).
Determining the relative salience of recognised push variables on health
professionaldecisions to leave the UK National Health Service (NHS) using the
method of paired comparisons. BMJ open, 13(8), e070016.

https://doi.org/10.1136/bmjopen-2022-070016

Wood, S., Stride, C., Threapleton, K., Wearn, E., Nolan, F., Osborn, D., Paul, M., & Johnson,
S. (2011). Demands, control, supportive relationships and well-being amongst British
mental health workers. Social psychiatry and psychiatric epidemiology, 46(10), 1055—

1068. https://doi.org/10.1007/s00127-010-0263-6

World Health Organization. (2023). QD85 Burnout. In International statistical classification of

diseases and related health problems, (11th ed.)_https://icd.who.int/browse/2026-

01/mms/en#129180281 tistics'

Worline, M. C., & Dutton, J. E. (2017). How leaders shape compassion processes in
organizations. In E. M. Seppala, E. Simon-Thomas, S. L. Brown, M. C. Worline, C. D.
Cameron, & J. R. Doty (Eds.), The Oxford handbook of compassion science (pp.

435-456). Oxford University Press.


https://doi.org/10.1136/bmjopen-2022-070016
https://doi.org/10.1007/s00127-010-0263-6
https://icd.who.int/browse/2026-01/mms/en#129180281
https://icd.who.int/browse/2026-01/mms/en#129180281

Appendices
Appendix A

Author Guidelines for the Mental Health & Prevention Journal (April 2026)

ﬁ SclenceDirect’

Mental Health & Prevention

S s of

Guide for authors

About the journal

+ Aims and scope
« Arficle types

+ Peor review

= Jpen access

Ethics and pollicies

Ethics in publishing

Submission dedaration
Authorship

Changes fo authorship
Dedaration of competing interests
Funding sources

Declaration of generative Al use
Praprints

Use of indusive language
Reporing sex-and gender-based analyses
Jurisdictional daims

Clinical Trials

Delayed publication

Writimg and formatting

File format

Title page

Double anonymized pear review

Abstract

Keywards

Highlighis

Tables

Figures, images and artwork

Generative Al and Figures, images and artwork
Supplementary matarial

Video

Research data

Data statement

Data linking

Co=submission of related data, methads or protocals

140



141
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Open access

Permission for copyrighted works
Proof corraction

Share Link

Respansible sharing

Resources for authors

+ Ebavier Researcher Acadamy
+ Language and editing services

Getting help and support

« Author suppaort

About the journal

Aims and scope

Mental Health & Prevention is a peer reviewed journal dadicated to the prevention of mental and benavioura]
disorders and mental ill healh, and the promation of mental well-being. Note, manuscripts must be relevant to both
mental health AND prevention. |15 scope encompasses universal, selective and indicated pravention and mental healh
promation across the fespan, All mental and behaviouwral disorders are covered, as well as suicide and sel<njury, The
Journal does nol cover early inlervention or reatment of mental and behavioural disorders, This journal does nat
generally accept cross-sectional studies unless they are very large and population representative, or focussed an
under=sludied populations, with dear implications for mental health prevention.

Submissions are welcome on the following topics:
+ Research on the need for prevention
= Research coniributing ta the develepment of interventions
« Descriptions of major programs, where there is accompanying evaluation

+ Evaluations of interventions to prevent disorders or reduce risk faciors, including confrolled and unconirolied trals
and qualtative studies
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Protacols for trials (if data collection has not yet started, or is in early stages)

*

Research on risk or protection factars that has implications for prevention

Psychomelrics of prevention measures

Economics of prevention

Workforce development

Prevention policy

Systematic reviews on any of the above fopics

Keywaords: Mental health, mental disorders, behavioural disorders, mental well-being, primary prevention, secondary
prevention, universal prevention, selective prevention, indicated prevention, promolion, neurodevelopmental disorders,
moad discrders, anxiety disordars, schizophrenia and other psychotic disorders, feeding or ealing disorders,
substance use disorders, impulse control disorders, personalty disorders, neurocognitive disorders, disruptive
behaviour or dissocial disorders, suicide and self<njury.

Article types

Full-Length Research Papers {up to 5,000 words, excluding references and up to 6 tablesfigures)

Review papers are normally systematic reviews following the PRISMA statemeant of 4,000-5,000 words
{Intreduction through Discussion).

Prevention in Practice (up to 5,000 werds, exduding references, and up to 2 tables/figures, describing an
innavation in the practice of prevention including some evaluation data)

Short Communications {up ta 2,000 words, 20 references, 2 tablesfiguras)

Editarials commissioned by the Editors {up to 1,000 wards, 10 references, 1 lable/ligure),

Peer review
This journal follows a doeuble anonymized review process. Your submission will inltially ba assessed by our editors ta
determine suitability for publication in this journal. If your submission is deemed suitasle, it will typically be sent fo a
minimum of o reviewers for an independent experl assessment of the sclentific guality. The decision as lo whelher
your aricle is accepled or rejected will be taken by our ediors,
Read more about paer review,
Our editors are not involved in making decisions about papers which:

« they have written themselves,

= have bean wrillen by family members or colleagues.

« refate to products or services in which they have an interest.



Any such submissions will be subject to the journal's usual proceduras and pear review will be handled independently
of the editor invalved and their research group. Read more about editor duties.

Authars may submit a formal appeal request to the editorial decision, pravided it meets all the requirements and
follows the procedure outlined in Elsevier's Appeal Pdicy, Only one appeal per submission will be considered and the
appeal aecision will ba final.

Special issues and article collections

The peer review process for special issues and article colleciions follows the same process as outlined abave for
regular submissions, except, a guest editor may send the submissions cut to the reviewers and may recommend a
decision to the journal editor, The journal editor oversees the peer review process of all special issues and article
collections to ensure the high standards of publshing ethics and respensiveness are respected and is responsible for
the finall decision regarding acceptance or rejection of articles,

QOpen access
We refar you o our opan access information page to learn about open access oplions for this journal,

Ethics and policies

Ethics in publishing
Authors must follow ethical guidelines stated in Elsevier's Publishing Ethics Palicy,

Submission declaration
When authors submil an articls o an Elsevier jourmal it is implied that:

the work deseribed has not been published previously except in the form of a preprint, an abstract, a published
lecture, academic thesis or registered report. See our policy on multiple, redundant or concurent publication,

the article is nol under consideralion for publcation elsewhere,

the article's publication is approved by all authars and Lacilly or explicilly by the responsible authorities where the
work was carmied ouf,

if accepted, the artide will not be published elsewhere in the same form, in English or in any other language,
Induding eectronically, without the written consent of the copyright=holder.

To verify compliance with aur journal publishing palicies, we may check your manuscript with our screening tools.

Authorship
All authors should have made substantial confributions to all of the following:

1. The conception and design of the study, or acquisition of data, or analysis and interpretation of data.
2. Drafting the article or revising it critically for impartant intellectual content.

3. Final approval of the version to be submitted.
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Authars should appoint a coresponding author to communicate with the journal during the editorial process, All
authars should agres to be accountable for all aspects af the work 1o ensure that the questions related to the accuracy
of integrity of any part of the work are appropriately investigated and resolved,

Changes to authorship

The editors of this journal ganerally will not considar changes o authorship once a manuscript has been submitled. It
is imporant that authars carefully censider the autharship list and order of authors ang provide a definiive author list
al submission.

The policy of this journal around authorship changes:

Al authors must be listed in the manuscript and their details entered into the submission system, Changes can
only be made prier to acceptance, and only if approved by the joumal edilor, This includes additions, delation, or
rearrangement of author names.

Requesis to change authorship must be made by the comesponding author using the Authorship Change Request
form. The cormesponding author must provide the reason for the reguest o the journal editor with writen
confirmation from all authars, including any authors being added or removed, that they agree with the changes,
Requests which do not comply with the instructions outlined in the form will not be considerad.

This journal does not allow authorship changes after acceptance. This includes additions, deletions, or the
rearrangement of author names, including changes to the carresponding author,

.n.

The review process may be paused while a change in authorship request is being considered,

*

Change requests made by the authors without the Authorship Changs Reguest form or editor approval may result
in the rejection of the manuscript, or retraction if the aricle has already been published,

Declaration of competing interests
All authors must disclose any financial and personal relationships with ather pecple or arganizations that could
inappropriately influgnce or blas their work, Examples of potential competing interests include:

« Employment

« Consultancies

» Stock ownership

« Haonoraria

+ Paid expert testimany

+ Patent applications or registrations

= Granls ar any other funding



145

The declarations tecl shoul always be completed,

Authars with a journal affliation to declare shauld enter the Tollawing text under *Other Activities” within

the declarations tool and should inform the journal and pubBsher prior to completing the submission process:

Given their role as [insert joumal role tille), finsert your name] had no involvement in the peer-review of this article and
has na access to information regarding its pear-raview, Full responsibilify for the editonial process for this article was
delegated to another journal editor,

Editorial disclosure statements will be included as a footnote andlor in the declaration of competing Interest section of
the article,

Authars with no competing interests to declare should select the aption "l have nothing to dedare”,

The resulting Word document containing your declaration should be uploaded at the "altach/upload fles” step in the
submission process. |t is important that the Word document is saved in the .doc/.dacx file format, Author signatures
are nol required.

Funding sources

Authaors must disclse any funding sources who provided financial suppert for the conduct of the research andfor
preparation of the article. The role of sponsars, i any, should be declared in relztion to the study design, collection,
analysis and interpretation of data, writing of the report and decision to submit the article for publication. If funding
sources had no such involvemant this should be stated in your submission,

List funding sources in this standard way to facilate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Heallth [grant numbers xxxx, yyyyls the BIl & Melinda
Gates Foundafion, Seaftle, WA [grant number 7zzz]; and the Unifed Sfates Instifutes of Peace [grant number zaaa].

It is not necessary to include detailed descriptions on the program or type of grants, scholarships and awards, When
funding is fram a block grant ar ather resources avalable to a uriversity, college, or ather research instituton, submit
the name of the institute or organization that provided the funding.

If no funding has been provided for the research, it is recommended to indude the following sentence:

This research aid nol receive any specific grant from lunding agencies in the public, commercial, or not-for-profit
secfors.

Declaration of generative Al use

Authars must declare the use of generative Alin the manuscript preparation process upon submission of the paper,

Elzevier recognizes the patential of generative Al and Al-assisted technologies (“Al Tocls™), when used respansioly, o
help researchers wark efficiantly, gain critical insights fast and achieve better outcomes. Increasingly, these toaks,
including Al agents and deep research lools, are helping researchers Lo synihesize complex llerature, provide an
averview of a field ar research questien, identify research gaps, generate ideas, and provide talored support for tasks
such as content organization and improving language and readability,

Authars preparing a manuscript for this journal can use Al Tools to support them. However, these lools must never be
used as a substitute for human critical thinking, expertise and evaluation. Al technology should always be applied with



human aversight and control.
Ultirmately, authars are responsible and accountable for the contents of their work, This includes accountability for:

= Carefully reviewing and verifying the accuracy, comprehansiveness, and imparliality of all Al-generated output
(including checking the sources, as Al-generated references can be incomect or fabricated),

= Editing and adapting all material tharoughly to ensure the manuscript represents the author's authentic and original
contribution and reflects their own analysis, imerpretation, insights and ideas.

= Ensuring the use of any took ar sources, Al-based or otherwise, is made dear and transparent to readers. If Al
Tools have been usad, we require a disclosure statemant upon submission; please ses example below,

» Ensuring the manuscript is developed in a way thal saleguards data privacy, intellectus] properly and other rights,
by checking the terms and conditions of any Al tool that is used.

Finally, authors must not list or cite Al Tools as an author or co-author on the manuscript since authorship implies
respansibilities and tasks that can only be attributed to, and performed by, humans,

The use of Al Tools in the manuscript preparation process must be declared by adding a statement at the end of the
manuseript when the paper is first submitted, The statament will appaar in the published wark and should ba pleced in
a new section before the references list.

An example:

= Tifle of new section; Declaration of generative Al and Al-assisted fechnologies in the manuscrpt preparation
Process.

= Statement: During the preparation of this work the auther(s) used [INAME OF TOOL / SERVICE] in order o
[REASON]. ARter using this tooliservice, the author(s) reviewed and edited the content as needed and take(s) full
responsibiiify for the content of the published article.

The declaration does not apply to the use of basic locls, such as tools used to check grammar, spelling and
referances. If you have nathing to discloss, you do not need to add a statement,

Please read Elsevier's author policy an the use of generative Al and Al-assisted lechnalogies, which can be found in
the generative Al policies for joumnals.

Please note: to protect authors rights and the confidentiality of their research, this journal does not currenfly allaw the
use of generative Al or Al-assisted technologies such as ChatGPT or similar services by reviewers or editors in the
peer review and manuscripl evaluation process, as is slated in Ekevier's generative Al policies for jourrals, Elsevier is
actively evalating compliant Al Tools and may revise this policy in the future,

Preprints

Preprint sharing

Authors may share praprints in line with Elsevier's articdde sharing policy. Sharing preprints, such as on a praprint
sarver, will not count as prior publication,
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Wa advise you to read our policy on muliple, redundant or concurrent publication,

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect Lo all people, is sensilive to differences, and promolas
equal opportunities. Authors should ensure their work uses inclusive language throughout and contains nothing which
might imply one individual is superior 1o anather on the grounds of:

. age

gender

& race

athnicity

culture

sexual arientation

disability cr healh condition

Wa recommend avaiding the use of descriptors about parsonal attributes unless thay ars ralevant and valid, Write for
gender neufrality with the use of plural nouns ("clinicians, patients/dients®) as defauli, Wherever possible, aveid using
"ha, she," or "halshe_ "

Mo assumplions should be mads about the beliels of readars and writing should be free from bias, slereatypes, slang,

referance o dominant culiure and/or culiural assumptions.,

These guidelines are meant as a point of reference to help you identify appropriate language but are by no means
exhaustive or definitive,

Reporting sex= and gender-based analyses
Thera is no single, universally agreed=upan set of guidelines for defining sex and gender. We offer the following
aguidanca:

» Sax ard gender-based analyses (SGBA) should be integrated into research design when research invelves or
pertains to humans, animals or eukaryotic cells, This should be done in accordance with any requirements set by
funders or sponsors and best practices within a field,

s Sex andfor gender dimensions of the research should be addressed within the articke or declared as a limitation to
the generaizability of the research.

+ Definitions of sex andfor gender appled should be explcitly staled to enhance the pracision, rigor and
reproducibility of the research and to avoid ambiguity or conflation of terms and the constructs to which they refer.

We advise you to read the Sex and Gender Equity in Research (SAGER) guidelines and the SAGER checHist {PDF)
an the EASE wabsile, which offer syslemalic approaches 1o the use of sex and gender information in study design,
data analysis, cutcome reporting and research interpratation.
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Far further information we suggest reading the rationale behind and recommended use of the SAGER guidelines,
Definitions of sex andlor gendar
We ask authors to define how sex and gender have been used in their research and publicaticn, Scme guidance:

s Sex generally refers (o a sel of bidogical atiributes that are associated with physical and physiclogical features
such as chramaosomal genotype, hormonal levels, internal and extemal anatomy, & binary sex categorization
{maleffemale) is usually designated at birth ("sex assigned at birth") and is in most cases based sclely on the
wvisible external anatomy of a newborn. In reality, sex categonzations include people who are intersexihave
differences of sex development (DSD).

Gender generally refers to socially constructed roles, behaviors and identities of women, men and gender-diverse
people thal accur in a histerical and cullural context and may vary across socelies and aver lime, Gender
influences how people view themselves and each other, how they behave and interact and how power is
distributed in sociely.

Depending on the focus of a paper, sex and/or gender may or may not be relevant to the content of the paper. We
recognize that befefs, attitudes, and laws relating to sex and gender may vany, These artickes do not attempt to dictate
authar beliefs but rather require that, where relevant to an author's research or paper, the authar must provide clear
explanations of how the paper and research define and use sex and gander,

Jurisdictional claims

Elsavier respecls the decisions laken by its authars as lo how they choose to designale territories and identify their
affliations in their published content. Elsevier's policy is to take a neutral position with respect to territorial disputes or
jurisdictional claims, induding, but not Imited 1o, maps anrd institutional affiliations, Far jourmals that Elsevier pubkshes
on behalf of a third party owner, the owner may set its own pelicy on these issues,

» Maps: Readers should be able to locate any study arsas shown within maps using common mapping platfiorms.
Maps should enly show the area actually studied and authors should not indude a location map which displays a
larper area than the bounding box of the study area, Authors should add a note clearly stating that "map flines
delineate study areas and do nof necessanly depict accepled national boundaries”. During the review process,
Elsevier's edilars may reguest authors 1o change maps il these guidelines are nat fallowed,

+ Institutional affiliations: Authors should use aither the full, standard tiths of their institution or the standard
abbreviation of the institutional name so that the insfitutional name can be independantly verified for research
integrty purposes.

Clinical Trials

This journal follows the Intemational Commiiiee of Medical Journal Editors (JCMJIE) chnical raks regjstralion
gl

Registration

Clinical trials must be registered in a public tnals registry, Purely coservational studies, in which the assignment of the
medical intervention is not at the discretion of the investigator, do not require registration.

Some impartant paints:



Triaks must be ragistered at or befora the anset of patient enralment,

The clinical tral regstration number must be induded in the manuscrpl, preferably at the end of the article
ahstract,

A clinical trial is defined as any research siudy that prospectively assigns human parficipants, or groups of
humans, to one or more heakh=related interventions to evaluate the effects of health outeomes.

Health=related interventions indude any intervention used to modify a biomedical or health=related cutcome such
as drugs, surgical procedures, devices, behavioral treatments, dietary interventions, and process-of-care
changes.

Health autcomes indude any Bemedical or healh—related measures chizined in patients or participants, ncluding
pharmacokinelic measures and adverse evenls,

Rasults

Authors are required to disdose all pasting in registries of results of the same or doesely related work. Editars will nat
consider results to be a prior publcaton if thay have already been postad in the same dinical trisls registry in which
primary registration resides, as long as the results are presented in the form of a brief structured abstract (fewer than
500 wards) or tabla,

Disclosing resuls in other circurmslances, such as in an investors’ meeling, for example, is discouraged and may
jeopardize consideration of your manuscript by this journal,

Reporting

Authors are encouraged ta follow CONSORT guidelines when prasenting randomized controlled trials, and provide the
CONSORT checklst at manuscript submission, with an accompanying flow diagram lllustrating the progress of
patients through the tral - incleding recruitment, enralment, randomization, withdrawal, completion and a description of
the randomization procedure,

+ Read the CONSORT guidelines.
« Follow the CONSORT checklist,

Delayed publication

If you need to delay the publication of your artick for any reason, please contact the editorial office of the joumnal or
our Journal Article Publishing Support Center at the earliest possiole epporiunity. While we will try to ensure that your
artide is not publshed befare a certain date if you make your request on a timely basis, we cannot guarantee this,
Please alko note that once the agreed period of delay has expired the article may be published at any time thereafier.

Writing and formatting

File format
We ask you to provide editable source files for your entire submission {including figures, tables and text graphics).
Some gudelines:
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= Sava filas in an aditable format, using the extansion doc/docx for Word files and tex for LaTeX fles. A PDF is not
an accepiable source fle.

= Format Word fles in a single=column layout. Double=column formatting is only permitted for LaTeX submissions.

= Remove any sirikethrough and underiined text from your manuscript, unless it has scientific significance related to
your articks.

s Use spell-check and grammar=check funciions to aveid errars.
We advise you to read our Step-by=siep guide o publshing with Elsevier,

Title page
You are reguired to include the following details in the ttle page information:

= Article tifle, Article tiles should be concise and informative. Please avoid abbreviations and formulae, where
possible, unless they are establshed and widely understood, e.g. DNAL

Auther names. Provide the given name(s) and family name(s) of each author. The order of authors should match
the arder in the submission system, Carefully check that all names are accurately spelied. If needed, you can add
your name between parentheses in your own script after the English transliteration.

Affiliations. Add affiliation addresses, referring to where the work was camied out, below the author names. Indicate
affiliations using a lower=case superscrpt lelter immediately after the authar's name and in front of the
corresponding address. Ensure that you provide the full postal address of each affiliation, including the country
name ard, if available, the email address of sach authar,

Comresponding author. Clearly indicate who will handle correspondence for your article al all stages of the
referesing and publcation process and also posikpublication. This responsiblity includes answering any future
queries about your resulis, data, methodology and materials. It is impartant that the email address and contact
datails of your corrasponding author are kept up to date during the submission and publication process,

Presentpermanent address. | an author has moved since the work describad in your article was carried oul, or the
author was visiting during that time, a "present address” (or "permanent address”) can be indicated by a footnote to
the author's name. The address whare the author carried out the work must be retained as their main affikation
address, Use superscript Arabic numerals for such faotnoles,

Double anonymized peer review

As this joumnal fallows 2 double ancnymized review process, authaor identities are concealed from reviewers and vice
versa, To faclitate this process, submit your titke page (including author details) and anonymized manusecript
(excluding author details) as separate fles. Next to the items mentioned in the tile page section of this guids, the tifle
page should also include:

= Acknowledgements. Include any individuals who provided you with help during your research such as help with
languags, writing or proaf reading in the acknowledgements section. Include acknowledgements anly in the title
page, do not add them as a foatnots to your title, or anywhere alse in your aricle,

« Declaration of compsting interests (when a separate declaration of interast file ia not submitted)
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« Coresponding author address (full address is reguired)

« Coresponding aulhor email address
The anonymized manuscript should centain the main body of your paper, including references and lables, Itis
important that your manuscript does not contain any identifying information such as author names or affilations, or
acknowlzdgements,

Read more about peer review.

Abstract
You are required to provide a concise and factual absiract which dees not excead 250 words. The abstract should
briefly state the purposa of your research, principal resulls and major condusions, Some guidelines:

+ Absiracls must be able o sland alone as abstracls ars oflen presented separately frem the arlide,

+ Avoid references. I any are essential to include, ensure thal you cile the author(s) and year(s).

+ Ayold nen-standard or uncommon abbreviations, If any are essential to include, ensure they are defined within
your abstract at first mention_

Keywords

You are required to provide 1 1o 7 keywords for indexing purposes, Keywords should be written in English, Flease try
to avold keywords consisting of multiple wards {using "and” or "of*).

‘We recommend that you only use abbreviations in keywords if they are firmly established in the fiekd.

Highlights
You are encouraged fo provide article highlights at submission,

Highlights are a short collection of bullet points that should capturs the novel results of your research as well as any
new metheds used during your study. Highlights will help increase the discoverabilty of your article via search

enginas, Some guidelnes:

+ Submit highfghts as a separate editable file in the online submission system with fhe ward "highlghts" induded in
the: file name.

s Highlights should consist of 3 to 5 bullet points, each a maximum of 85 characters, including spaces,
We encourage you to view example arficle highights and read about the benefits of their inclusicn,

Tables
Tables must be submitted as aditable text, not as images, Some guidelines:

+ Place tables next to the relevant text or on a separzata page(s) at the and of your article,

« Cita all tables in the manuscript lext,



« Mumber tables consecutively according to their appearance in the text,
+ Pleass provide caplians along with the lables,

+ Place any table noles below the table body,

s Ayvold vertical rdes and shading within table cells.

We recommend that you use tables sparingly, ensuring that any data presented in tables is not duplicating resulis
described elsewhere in the article,

Figures, images and artwork
Figures, images, artwork, diagrams and other graphical media must be supplied as ssparate files along with the
manuseript. We recommend that you read our detaded artwerk and media instructions. Some excerpis:
When submiting arbwork:
+ Cite all images in the manuscript text,

« Mumber images according to the seguence thay appear within your arlide,

« Submit sach image as a separats fils using a logical naming convantion for your files (for example, Figure_1,
Figure_g2 etc).

« Text graphics may be embedded in the text at the appropriate posifion. If you are working with LaTeX, text graphics
may also be embedded in the e,

Figure captions

All images must have a caplion. A caption should consist of a brief tifle (not displayed on the figure itself) and a
description of the image. We advisa you 1o keep the amount of text in any image Lo a minimum, though any symbals
and abbreviations used shauld be explained,

Read how to add captions to your submission here,

Artwork formats
When your artwork is finalized, "save as" or converl your slectronic artwork Lo the formals listed below taking into
account the given resclution requirements for kna drawings, kalftones, and linehalftons combinations:

Wector drawings: Save as EPS or POF fles embedding the font or saving the text as "graphics,”

Coelor or grayscale photographs (halfiones): Save as TIFF, JPG or PNG files using a minimum of 300 dpi ifor single
column widih: min. 1063 pixels, full page width: 2244 pixels).

Bitmapped line drawings: Save as TIFF, JPG or PNG files, using a minimum of 1000 dpi {for single column width:
min. 3543 pixels, full page width: 7480 pixels).

Comblnations bitmapped line/halftones (color or grayscale): Save as TIFF, JPG or PNG files using a minimum of
500 dpi {for single column: min, 1772 pixels, full page width: 3740 pixels),
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Please da nat submit:

Filas that are too low in resclution,

Disproparionally large images compared to fonl size, as lext may become urreadable,

Color artwork
If you submit usable color figures with your accepted artide, we will ensure that they appear in color anline,

Please ensure that color images are accessible to all, including those with impaired color vision. Leam more about

calor and web accessibility.

Generative Al and Figures, images and artwork
Please read our policy on the use of generative Al and Al-assisted tools in figures, images and arbwork, which can be

found in Elsevier's Genal Policies for Journals. This policy states:

We do not permit the use of Generative Al or Al-assisted tools to creats or alter images in submitted manuscripts,

The anly exception is if the use of Al or Al-assisled ook is parl of the research design or mathods (lor example, in
the: field of biomedical imaging). I this is the case, such use must be described in a repraducible manner in the
methods section, induding the name of the model o tool, version and extension numbers, and manufacturer,

The use of generative Al or Al-assisted tocls in the production of artwerk such as far graphical abstracts s not
parmitted. The use of generative Al in the production of cover ar may in some cases be allowed, if the authar
obtains prior permission from the journal editor and publisher, can demonstrate that all necessary rights have been
deared for the use of the relevant matenal, and ensures that there is correct content attribution.

Supplementary material
We encourage the use of supplementary materials such as applications, images and sound dlips lo enhance research,
Some guidelines:

Supplementary material should be accurate and relevant to the research,

Cite all supplementary files in the manuscript text,

Submit all supnlementary materials at the same time as your manuscript,

Include a concise, descriptive caption for each supplementary file, deseribing its content,

Aftar submission supplementary files can only be added or replacad in the revision stage of the aditorial process,

Be awara that all supplementary materiaks provided will appear anbine in the exact same way as received, These
files will not be checked, formatted or typese! by the preduction team.

Video
This journal accepts video material and animation sequences to suppart and enhance your scientific research, We
encourage you o indude Fnks to video or animation files within artides. Some guidelines:
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When induding video ar animation file fnks within your article, refer to the wideo or animation content by adding a
nate in your text where the file should be placed.

Clearly label files ensuring the given file name is directly related to the fle content.

Provide files in ane of our recommended file formats, Files should be within our preferred maximum file size of 150
MS per fle, 1 GB In total.

Provide "stills" for each of your files. These will be used as standard icons to personalize the link to your video
data, You can choose any frame from your video or animation or make a separate image.

Provide descriplive taxt in your manuscript to refer to the video content, This text helps ensure accessibiity for
visually impairad readers who rely on descriptive information. Fer journals publshing in print this is also essential,
as video and animation files cannot be embedded in the prnt varsion,

We publish all video and animation files supplied in the electronic version of your article.

For mare detailed instructions, we recommend that you read cur guidelines on submitling video content to be inchuded
in the body of an article.

Research data

We ara committed to supporting the storage of, access to and discovery of ressarch data, and our research data
policy sets out the principles guiding how we work with the research community to support a more efficient and
tramsparent research process,

Rasearch data refers 1o the resulls of observations or exparimantation thal validate research findirgs, which may also
include software, code, medels, algorithms, proiocols, methods and other usefd materials related to ihe project.

Please read our guidelines on sharing reszarch data for more information on depasiting, sharing and using research
data and other relevant research materials.

Research data deposit, citation and linking

Far this journal, Optien B instructions from our research data guidelines apply. This means that you are encouraged
o

+ Deposil your research dala in a relevant data repository.
= Cite and link to this dataset in your article.

= [ this Is not possible, make a statement explaining why research data cannat be shared,

Data statement
To foster transparency, you are encouraged to state the availability of any data at submission.

Ensuring data is avalable may ba & requiremeant of your funding body ar institution. If your data is unavalzble o
access of unsuitable to post, you can slate the reason why (e.0., your research data indudes sensitive or confidential
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information such as patient data) during the submizssion process. This statement will appear with your published article
on Sciencelirect.

Read more about the importance and benefits of providing a data statement.

Data linking
Linking to the data underlying your work increases your exposure and may lead to new collaborations, It also provides
readers with a better underslanding of the described research.

If your research data has been made available in a data repository there are a number of ways your artide can be
linked direcily to the dataset:

« Provide a Fnk to your dataset when prompted during the online submission process,

+ For some dala repositories, a repasitory banner will automatically appear naxt to your published aricle on
ScienceDirect.

+ 'ou can also link relevant data or enfifies within the text of your arfide through the use of identifisrs. Use the
following format: Database: 12345 (e.g- TAIR: AT1G01020;, CCDC: 734053; PDB: 1XFN).

Learn more about linking research data and research arlides in SclenceDirect,

Co=submission of related data, methods or protocels
You are encouraged to publish a description of your research data, methods, or protocols related to your regular article
as a co~submission aride in Qalg in Brel or MeihodsX

This co=submission can be submitted at the sama lime as your regular manuscript submission o this journal, If both
your regular and co-submitted manuscripts are accepted for publication, they will be Fnked together on ScienceDiract,
thereby promoling research reproducibilly, interoperablity, and open sclence.

« Prepare a separale manuscript describing your research data, methods, or protocols using the mandatory
templates from Dafa in Brisf or in MathodsX,

Submit this co-submission elongside your regular manuscrpt as a separate submission item; on the "Attach files’
page in Editorial Manager, after which it will be automatically forwarded to the Data in Bref or MethodsX and
assigned an editor.

For associated Article Processing Charge [APC) delals, please visit:

o MothodeX

o Data in Brief
Please note: Due to the automated process of submitting to Data in Brief ar MethodsX, only after acceptance will you
be presented with a parscnalzed OA Article Publishing Charge based on your individual context {your country,

institutional affiliation, and any society membership for example).

Please visit cossubmission Researcher Support page for more information on how to submit a co~submissian,
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Journal specific information: Writing and formatting
Abstracts

You are required Lo provide a concise and factual absiract which does nol excead 250 words, The absiract must be
structured according to headings oullined below and should briefly state the purpose of your research, principal results
and major condusions, Some guidelines:

Abslracls must be struclured with appropriate headings and adhere o the following formal: Objective, Melhods,
Resulis, Condusion. Absiracts should provide the confext ar background for the research and should state its
purpase, basic procedures (selection of study subjects, abservational and analytical methods). main findings
(giving specific effect sizes and their statistical significance, if possible), principal condusiors and innovation,

Abstracts must ba able fo stand alone as abstracis are oftan presented saparately from the aride,

Avold references. If any are essantial lo include, ensure that you cile the author(s) and year(s).

Avold nen=standard or uncommon abbreviations. If any are essential to include, ensure they are defined within
your abstract at first mention.

Article structure
Article sections

= Divide your article inta clearly defined and numbered sections, Number subsections 1,7 (then 1.1,1, 1,1.2, ...}, then
1.2, etfe.

= Lse the numbering format when cross-referencing within your article. Do nat just refer to "the text.”
« “You may give subsections a brief heading. Headings should appear on a separate line.
= Do not inchlude the articke abstract within section numbering.
Footnotes
We advise you o use foctnotes sparingly. If you include foctnotes in your arfide, ensure that they are numbered

conseculively,

You may use system features thal autemalically build foctnates inlo text. Altermatvely, you can indicate the position of
footnotes within the text and present them in a separate section at the end of your article,

Author contributions: CRediT
Comesponding authors are requined o acknowledge co=author contributions using CRediT {Contributor Roles
Taxonomy) roles:

+ Conceplualization

= Data curation

= Formal analysis

= Funding acquisition
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Investigation

Mathoddogy

Project administration

Resources

Software

Supervision

Validation

Visualization

Wiriting = original draft

Writing — review and editing
Mat all CRediT roles will apply to every manuscript and same authars may contribute through muliple roles,
We advisa you to read more about CRediT and view an example of a CRediT author statement,

Appendices
We ask you to use the following format for appendices:

+ Kentify individual appendices within your artide using the format: A, B, eig,
+ Give separate numbering to formulee and equations within appendices using formats such as Eq, (A1), Eq. (8.2},

etc. and in subsequent appendices, Eq. (B.1), Eq. (B. 2) etc. In a simlar way, give separate numbering to tables
and figures using formals such as Table A1, Fig, 8.1, ale,

References
Referances within text
Any references cited within your article should also be present in your reference st and vice versa. Some guidelines:

» References cited in your abstract must be given in full.

We recommend that you do not include unputlshed resuls and personal communications in your reference lst,
thaugh you may mention them in the text of your article.

Any unpublished resulis and persenal communications induded in your reference list must fallow the standard
refarenca style of the journal. In substitution of the publication date add "unpublished results® or "parsonal
communicatian,”

References cited as "in press” imply that the item has been accepted for publcation,
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Linking ta citad sources will increase the discoverabdity of your research,

Before submission, chack that all data provided in your refarenca kst are eorrect, induding any referances which have
been copied. Providing comrect reference data allows us ta Ink o abstracting and indexing services such as Scopus,
Crossral and PubMed, Any incorrect surnames, joumnal of book tles, publication years or pagination within your

references may prevent fink creation,

We encourage the use of Digital Object ldentifiers (DOls) as reference links as they provide a permanent link to the
electronic article referenced.

Reference style

Cilations in the text should follow the referancing stye usad by the American Psychological Association. You are
referred to the Publication Manual of the Amencan Psychological Association, Seventh Edition (2020) ISBN 978-1-
4335-3215-4,

The reference list should be arranged alphabetically and then chrondaogically. More than one reference from the same
author(s} in the same year must be identified by the letters ', ', 'c’, etc,, placed after the year of publication,

Examples:
Reference to a journal publication:

an der Geer, J,, Handgraal T,, & Lupton, R, A, (2020} The art of writing a scientific article, Journal of Sclentific
Communications, 163, 51=59, hitps:/dai-crg.uea.idm.oclke.orgf10.1016/.5c.2020.0037 2,

Reference to a journal publication with an article number:

‘var der Geer, J,, Handgraaf, T., & Lupton, R. A, (2022), The art of writing a scienfific artide. Heliyon, 13, Article
(0205, hitps/ide-org.uea.idm.oclc.org! 10,1016/ heliyon. 2022, 00206,

Reference to a book:
Strunk, W,, Jr., & White, E. B, (2000). The slements of sfyle (4th ed J. Longman [Chapter 4).
Reference to a chapter in a book:

Mettam, G. R., & Adams, L. B. (2020). How to prapare an electronic version of your artide, In B, 5, Jones, & R, Z.
Smith (Edsa), introduction fo the electronic age (pp. 281=304). E=Publishing Inc.

Reference lo a website:

Powertech Systems. (2022), Lithium-ion vs lead=acid cost analysis. Retrieved from
hilperww. powertechsystems. swhomedech-comerdithium-lon-vs-lead-acid-cost-analysis’. Accessed January 6, 2022,

Reference to a dataset:

Oguro, M., Imahiro, 5., Saite, 5., & Nakashizuka, T. {2015). Morality data for Japanese oak wilt disease and
surrounding forast compositions [dalzsel]l. Mendeley Dala, vi. ths:Hdni—nrg_uaa_idrrLu::h_urg.‘ID_1 TE32hwjBBnb3ar, 1,



Reference to a conference paper or paster presentation:

Engle, E\K,, Cash, TR, & Jarry, L, (2019, November), The Body image Behaviours inventory-3: Development and
validation of the Body Image Compulsive Actions and Body Image Avoidance Scales. Poster session presentation at
the meeting of the Association for Behavicural and Cognilive Therapies, New Yark, NY,

Reference to software:

Coon, E., Berndt, M., Jan, A., Svyaisky, D., Alchley, A., Kikinzan, E.. Harp, D.. Manzini, G., Shelef, E., Lipnikov, K.,
Garimella, R., Xu, C., Moullan, D., Karra, S., Painter, 5., Jafarov, E., & Mclins, S, (2020), Advanced Terresirial
Slmudator (ATS) (Mersion 0.88) [Computer soffware]. Zencda, https:'dak=

org,uea,idmocle,org/10.6281/zencdo, 3727209,

Waeb references

When ksting web references, as 2 minimum you should provide the full URL and the date when the reference was last
accassed, Additonal information (e.g. DOL, author names, dales or reference 1o a source publication) should also be
provided, if knawn,

Yau can kst web references separately under a new heading direcily after your reference list or indude them in your
reference list,

Data references
We encourage you lo cite underlying er relevant datasels within arlicde taxt and to list data references in the relarencs

list,

When cifing data references, you should inclide;

author name(s)

dataset tifle

data repasitory

version (where available)

. year

global persistent identifier

Add [datasef] immediately before your reference, This will help us to propery identify the dataset, The [dataset]
identifier will not appear in your published article,

Preprint references
We ask you to mark preprints dearly. You should include the word "preprint” or the name of the preprint server as part
aof your reference and provide the preprint DOI.

Where a preprint has subsequently become available as a peer—reviewed publication, use the formal publication as
yaur referance.
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If there are preprints that are central to your work or that cover crucizl developments in the topic, but they are not yet
formally published, you may reference the preprini.

Reference managemeant software
host Elzevier joumnals have their reference tlemplate available in popdar reference management software producls,
These inchude products that support Citation Style Language (CSL) such as Mendeley Reference Manager,

If you use a citation plugein from these products, select the relevant journal template and all your citations and
bibliographies will automatically be formatted in the journal style. We advise you to remove all fiel codes before
submitting your manuscript to any reference managemeant softwara product.

If a tamplate is not available for this journal, follow the farmal given in examples in the reference style section of this
Guide for Authors,

Submitting your manuscript

Submission checklist
Before completing the submission of your manuscript, we advise you fo read our submission checklst:

+ One author has been designated as the corresponding author and their full contact detals (email address, full
posial address and phone numbers) have been provided.

Al files have been uploaded, including keywords, figure captions and tables (induding a tile, description and
footnates) included, This indudes any supplementary materials and videos,

Spelling and grammar checks have been carried out,

Al references in the articks text are cited in the reference kst and vice versa.

Permission has been obiained for the use of any copyrighted material from other scurces, induding the Web.

For open access articles, all authors understand that they are responsible for payment of the artide publishing
charge (APC) if the manuscript is accepted, Paymeant of the APC may be covared by the coresponding author's
institution, or the research funder,

Submit online

Qur arline submission sysiem guides you through the process steps of enfering your manuscript defails and uploading

your filas, The systemn canverts your article files to a single POF file used in the peer-review process,

Editable fles {e.g.. Word, LaTeX) are required o lypesel your arlide for final publication. All carrespandence, induding
netification of the editor's dacision and requests for revision, is sent by email,

Please follow this link to submit your paper,

After receiving a final decision
Article Transfer Service
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If your manuscript is more sutable for an alternatve journal published by Elsevier, you may receive an email asking
you to consider transferring your manuscript via the Elkevier Article Transfer Service.

The recommendation could come from the journal editor, a dedicated in-house scientific managing editor, a toal-
assisted recommendation or a combination.

If yeu agree with the recemmendation, your manuscript will be transferred and independenily reviewed by the editers
of the new journal, You will have the opportunity to make revisions, if nacessary, before the submission is complete at
the destinaten journal.

Publishing agreement

Authors will be asked to complete a publishing agreement after acceptance. The coresponding author will receive a
link to the online agreameant by email. We advise you to read Elsavier's pdicies related to copyright to leam more
about our copyright pelicies and yaour, and your employer'sfinstitution's, additional rights for subscription and open
access artides,

License options

Authors will be effered cpen access user license oplions which will determine how you, and third parlies, can reuse
your open access article, We advise that you review these options and any funding body license requirements before
selecling a license option.

Open access
We rafer you to our open access information page to learm about open access options for this journal,

Permission for copyrighted works
If excerpts from other copyrighted works are included in your arficle, you must oblain written permission from the
copyright owners and credit the sourca(s) within your aricle using Elsevier's permission request and feanse form,

Proof correction
To ensure a fast publication process we will ask you te provide proef corrections within lwo days.

Corrasponding authors will be sent an email which indudes a link Lo our online proofing system, allowing annataton
and correction of proofs online. The environment is similar to Word. You can edit text, comment on figures and tables
and answer questions raised by our copy editor. Our web-based proofing service ensures a faster and less error-prone
pracess,

You can choose lo annolate and upload your edils on the PDF version af your adicle, if preferred, We will pravide you
with proafing instructions and available alternative proofing methods in our email.

The purpase of the proof is to check the fypesetting, editing, compleleness and correciness of your article text, tables
and figures. Signilicant changes te your arbde at the proofing stage will orly be considerad with approval of the jourmal
editor

Share Link

Acustomized Shars Link, providing 50 days free access to the final publshed versian of your article an ScienceDirec
wiill be sent by email to the coresponding author. The Share Link can be used to share your article on any
communication charnal, such as by email or an social media,



A Share Link will not be provided if your artidle is published open access, Tha final pubkshed version of your open
access arlide will be openly avallable on ScienceDirect and can be shared through the artide DO link.

Responsible sharing

We encourage you to share and promote your article to give additional visibiltty to your work, enabling your paper fo
contribute lo scianlific progress and foster the exchange of scientific developmants within your field, Read more about
how to responsioly share and promaote your article.

Resources for authors

Elsevier Researcher Academy
If you would Fke help to improve your submission or navigate the publication process, support is available via Elsavier
Researcher Academy.

Ekevier Researcher Academy offers free edeaming modules, webinars, downkadable guides and research writing
and peer review process resources,

Language and editing services
We recommaend thal you write in Amarican ar British English but nat a combination of both.

If you feel the English language ir your manuscript requires editing to ebminate possiols grammatical or spelling errars

and to conform to correct scientific English, you may wish to use the English Languzage Editing servics provided by
Elspviar's Author Services.

Getting help and support

Author support

We recommend that you visit our Journal Article Publishing Suppart Center if you have questions about the editorial
pracass or require technical suppert for your submission, Some popular FAQSs:

+ How can | track the stalus of my submitted article?

« Whan will my artide be publshad?

Al coment on this sile: Copyright & 20268 Eleswvier B4, its |oersors, and confrbuiors. Al rights ame resersed. including those for text and data mining, Al ¥aining, and similar
technogegins, For all span aooss conlis, Ihe rlavant Fosnsing tems spily,

& RELX™
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Appendix B

PRISMA 2020 Checklist and Abstracts Checklist (Page et al., 2021)

TITLE
Title | 1 | Identify the report as a systematic review. p16
ABSTRACT
Abstract | 2| See the PRISMA 2020 for Abstracts checklist. p165
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing knowledge. p20-21
Objectives 4 | Provide an explicit statement of the objective(s) or question(s) the review addresses. p21
METHODS
Eligibility 5 | Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. p22-23
criteria
Information 6 | Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify p21-22
sources studies. Specify the date when each source was last searched or consulted.
Search 7 | Present the full search strategies for all databases, registers and websites, including any filters and limits used. p169
strategy
Selection 8 | Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers p23-24
process screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation
tools used in the process.
Data 9 | Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether p24-25
collection they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of
process automation tools used in the process.
Data items 10a | List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome p25
domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which
results to collect.
10b | List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). | p26
Describe any assumptions made about any missing or unclear information.
Study risk of 11 | Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many p25
bias reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in
assessment the process.
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Effect 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of N/A
measures results.
Synthesis 13a | Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention p25
methods characteristics and comparing against the planned groups for each synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary N/A
statistics, or data conversions.
13c | Describe any methods used to tabulate or visually display results of individual studies and syntheses. p172-186
13d | Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, p25-26 & p31
describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta- N/A
regression).
13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results. N/A
Reporting 14 | Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). p25, p40, p187
bias
assessment
Certainty 15 | Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. X
assessment
RESULTS
Study 16a | Describe the results of the search and selection process, from the number of records identified in the search to the number of p23-24
selection studies included in the review, ideally using a flow diagram.
16b | Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. p23-24
Study 17 | Cite each included study and present its characteristics. p26-31
characteristics
Risk of bias in 18 | Present assessments of risk of bias for each included study. p187
studies
Results of 19 | For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate N/A
individual and its precision (e.g. confidence/credible interval), ideally using structured tables or plots.
studies
Results of 20a | For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. N/A
syntheses 20b | Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its | p32-37
precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the
direction of the effect.
20c | Present results of all investigations of possible causes of heterogeneity among study results. N/A




165

20d | Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. N/A
Reporting 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. X
biases
Certainty of 22 | Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. X
evidence
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. p37-38
23b | Discuss any limitations of the evidence included in the review. p40-41
23c | Discuss any limitations of the review processes used. p40-41
23d | Discuss implications of the results for practice, policy, and future research. p38-39
| OTHER INFORMATION
Registration 24a | Provide registration information for the review, including register name and registration number, or state that the review was not | p21
and protocol registered.
24b | Indicate where the review protocol can be accessed, or state that a protocol was not prepared. p21
24c | Describe and explain any amendments to information provided at registration or in the protocol. X
Support 25 | Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. N/A
Competing 26 | Declare any competing interests of review authors. N/A
interests
Availability of 27 | Report which of the following are publicly available and where they can be found: template data collection forms; data extracted | N/A
data, code from included studies; data used for all analyses; analytic code; any other materials used in the review.
and other
materials

TITLE

Title | 1 | Identify the report as a systematic review. Yes
BACKGROUND

Objectives | 2 | Provide an explicit statement of the main objective(s) or question(s) the review addresses. Yes
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METHODS

Eligibility criteria Specify the inclusion and exclusion criteria for the review. No

Information sources 4 | Specify the information sources (e.g. databases, registers) used to identify studies and the date when each was last No
searched.

Risk of bias Specify the methods used to assess risk of bias in the included studies. No

Synthesis of results 6 | Specify the methods used to present and synthesise results. Yes

RESULTS

Included studies Give the total number of included studies and participants and summarise relevant characteristics of studies. No

Synthesis of results Present results for main outcomes, preferably indicating the number of included studies and participants for each. If Yes
meta-analysis was done, report the summary estimate and confidence/credible interval. If comparing groups, indicate
the direction of the effect (i.e. which group is favoured).

DISCUSSION

Limitations of evidence 9 | Provide a brief summary of the limitations of the evidence included in the review (e.g. study risk of bias, inconsistency No
and imprecision).

Interpretation 10 | Provide a general interpretation of the results and important implications. Yes

OTHER

Funding 11 | Specify the primary source of funding for the review. N/A

Registration 12 | Provide the register name and registration number. No
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ENTREQ Checklist (Tong et al., 2012)

167

Item Guide and description Reported on
page__
Aim State the research question the synthesis addresses 21
Synthesis Identify the synthesis methodology or theoretical framework which underpins the synthesis and describe the | 25-26
methodology | rationale for choice of methodology (e.g., meta ethnography, thematic synthesis, critical interpretive synthesis,
grounded theory synthesis, realist synthesis, meta-aggregation, meta-study, framework synthesis).
Approach to Indicate whether the search was pre-planned (comprehensive search strategies to seek all available studies) | 22
searching or iterative (to seek all available concepts until theoretical saturation is achieved).
Inclusion Specify the inclusion/exclusion criteria (e.g., in terms of population, language, year limits, type of publication, | 22-23
criteria study type).
Data sources | Describe the information sources used (e.g., electronic databases (MEDLINE, EMBASE, CINAHL, psychINFO, | 21-22
Econlit), grey literature databases (digital thesis, policy reports), relevant organisational websites, experts,
information specialists, generic web searches (Google Scholar), hand searching, reference lists) and when
the searches were conducted; provide the rationale for using the data sources.
Electronic Describe the literature search (e.g., provide electronic search strategies with population terms, clinical or 169
Search health topic terms, experiential or social phenomena related terms, filters for qualitative research and search
Strategy limits).
Study Describe the process of study screening and sifting (e.g., title, abstract and full text review, number of 23
screening independent reviewers who screened studies)
methods
Study Present the characteristics of the included studies (e.g., year of publication, country, population, number of 28-31
characteristics | participants, data collection, methodology, analysis, research questions).
Study Identify the number of studies screened and provide reasons for study exclusion (e.g., for comprehensive 23-24
selection searching, provide numbers of studies screened and reasons for exclusion indicated in a figure/flowchart; for
results iterative searching describe reasons for study exclusion and inclusion based on modifications t the research

question and/or contribution to theory development).
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Rationale for Describe the rationale and approach used to appraise the included studies or selected findings (e.g., 25
appraisal assessment of conduct (validity and robustness), assessment of reporting (transparency), assessment of
content and utility of the findings).
Appraisal State the tools, frameworks and criteria used to appraise the studies or selected findings (e.g., Existing tools: | 25
items CASP, QARI, COREQ; reviewer developed tools; describe the domains assessed: research team, study
design, data analysis and interpretations, reporting).
Appraisal Indicate whether the appraisal was conducted independently by more than one reviewer and if consensus 25
process was required.
Appraisal Present results of the quality assessment and indicate which articles, if any, were weighted/excluded based 187
results on the assessment and give the rationale.
Data Indicate which sections of the primary studies were analysed and how were the data extracted from the 24-26, 172-186
extraction primary studies? (e.g., all text under the headings “results /conclusions” were extracted electronically and
entered into a computer software).
Software State the computer software used, if any. 23
Number of Identify who was involved in coding and analysis. 116
reviewers
Coding Describe the process for coding of data (e.g., line by line coding to search for concepts). 26, 32, 189-
190
Study Describe how were comparisons made within and across studies (e.g., subsequent studies were coded into 26, 32, 189-
comparison pre-existing concepts, and new concepts were created when deemed necessary). 190
Quotations Provide quotations from the primary studies to illustrate themes/constructs, and identify whether the 32-27
quotations were participant quotations or the author’s interpretation
Synthesis Present rich, compelling and useful results that go beyond a summary of the primary studies (e.g., new 32-37
output interpretation, models of evidence, conceptual models, analytical framework, development of a new theory or

construct).




Appendix D
Search String
("moral injury" OR "moral distress" OR "ethical conflict*" OR "psychological trauma*" OR

%

“moral resilience” OR “moral dilemma*” OR “moral conflict*” OR “values conflict”)

AND

("mental health*™ OR "psychological care" OR psychiatr* OR "behavioural health" OR
“‘community mental health” OR inpatient* OR “mental healthcare” OR “mental health
service”)

AND

("staff" OR worker* OR professional* OR personnel OR clinician* OR practitioner* OR
therapist* OR nurse* OR doctor* OR psychologist* OR psychiatrist* OR “mental health

practitioner*”)

AND
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(NHS OR "National Health Service" OR UK OR "United Kingdom" OR Wales OR “Northern

Ireland” OR Scotland OR England OR “Great Britain” OR Britain)



170

Appendix E
Job Roles Included in the Review

This systematic review relates to the population 'mental health staff' which includes
all allied health professionals, mental health nurses, psychiatrists, healthcare assistants, as
well as psychological professionals.
Inclusion Criteria:
As defined by NHS England, allied healthcare professionals are listed below:
- Art, drama, or music therapists
- Dietitians
- Occupational therapists
- Physiotherapists
- Speech and language therapists
Psychological professionals are broken into 18 different professions and listed below:
- Psychologist: Clinical, Counselling, Forensic, Health
- Associate and Assistant Roles: Clinical associate, assistant psychologist
- Psychological therapists: Cognitive Behavioural Therapists, Counsellors, Child and
Adolescent Psychotherapists, Adult Psychotherapists, Family and Systemic Therapists,
Psychological Therapists (Other)
- Psychological practitioners: Psychological Wellbeing Practitioners (PWP), Children and
Wellbeing Practitioners (CWP), Education Mental Health Practitioners (EMHP), Mental
Health and Wellbeing Practitioners. Youth Intensive Psychological Practitioner (YIPP).

Mental health staff also include clinical members of the multidisciplinary team (MDT)
of mental health teams in the community and in inpatient services. This includes mental
health nurses, social workers, psychiatrists, and healthcare assistants and managers in the
team.
Exclusion Criteria:

- UK healthcare workers not working in a mental health setting
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- Those working in a mental health setting in admin, or HR, or education



Appendix F

Data Extraction
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Author Research Factors associated with moral Study outcomes Limitations Author's conclusions

(Year) aims/questions distress/injury

Jones and In the light of unease Shame - the mental health Both service users and This is a small research study This brief research report concerns a
Crossley about the quality of professionals were facing moral healthcare professionals viewed  using qualitative subjective qualitative research study, organized in
(2012) psychiatric inpatient dilemmas concerned with providing the following aspects of research methods and a purposive  such ways as to give a voice to both

care, it may be helpful to
know whether people in
need of mental health
services, along with
mental health
professionals,
experience shame. If so,
in what circumstances
and what are the effects
of shame on the quality
of health care. It also
seems important to know
how shame might affect
a person’s feelings about
himself or herself.

Knowing more about the

health care to people whose rights
are in some instances compromised
because of mental ill health, health
care and treatment regimes. In
addition, some mental health
professionals spoke of being caught
up in organizational tasks and so
doing to rather than being with
another in difficult times; these were
apparent throughout many self-
reports. Aspects of such occurrences
conceivably cause professionals to
experience moral distress and
perhaps to also reflect the ideas by
Corrigan et al. (2004) of unintended

consequences of organizational

treatment
and care as shame provoking:

Admission processes, the

experience of receiving treatment

and care (for example

ward rounds), discharge
procedures and the Mental
Health Act.

Two themes emerged from the
transcripts.

Professional group members’
discussions related to the
following two themes:

(1) Shaming and blaming;

(2) Entrapment in professional

roles.

sample and so findings cannot be
viewed as representative of larger
populations. The design of the
research study together with the
investigators’ biases may have
influenced the findings of this
study. To some extent the
investigators minimized biases by
convening discussion groups with
respondents following the research

study.

people with experience of using mental
health services and

professional service providers.
Knowledge gained from this
investigation might contribute to
improving the quality of care provided
for mental health service users and to
managing difficulties.

By knowing more about situations that
provoke stigma and activate feelings of
shame,

we may become better able to plan,
deliver and manage mental health
services

considerately and cost effectively. We

might also develop a better awareness
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helpful characteristics of
treatment and health
care together with the
possible problems, e.g.
shame-inducing
situations, may be
important for improving
professional care, for the
benefit of all concerned.
With this in mind, the
investigators have used
information gained from
this research study with

service users and

healthcare professionals.

policies and practice. In certain Shaming or blaming others
instances, mental health overlapped with a theme
professionals viewed other identified from the patient
professional groups as stigmatizing groups.

them, arousing feeling of shame. In

situations where professional groups

stigmatized others because of their

associations with mental iliness,

mental health professionals spoke of

feeling exposed and wishing to

withdraw or hide away. Again, this

illustrates moral distress occurring

within professional groups because

of challenging work: Things like

suicide reviews, there’s a lot of very

public scrutiny and perceived shame

if your one of the professionals

involved ... 30% of my admissions

are detained [under the mental

health act] so they are publicly

scrutinized. (G. 10.5. group 1)

of the

complexities in relation to ways in
which shame is aroused in individuals
and groups of

people along with its effects.



Liberati et

al. (2021)

In this article, we
respond to this void in
the

literature, reporting an
interview-based
qualitative study that
seeks to characterise the
challenges faced by
those

working in NHS mental
health settings during
the first

wave of the Covid-19

pandemic in 2020.

A distinctive feature of the accounts
of participants was the evidence of
moral injury linked to staff feeling that
they were letting service users down
and that people were suffering
deeply as a result. Participants
reported feelings of deep
dissatisfaction with the support they
were able to provide for service
users during the pandemic. One
worry was that individuals with
mental health difficulties would be left
feeling isolated and without support
and care; staff were deeply
concerned about service users who
were experiencing reductions or
withdrawals of care. Other dilemmas
focused on trying to balance the
need to control infection risk with the
need for human contact in inpatient
settings. Staff explained the
difficulties of providing therapy or
conducting necessary assessments

with service users whilst wearing

Analysis was based on the
constant comparative method.
Participants reported wide-
ranging changes in the
organisation of secondary mental
health care and the nature of
work in response to the
pandemic, including pausing of
all services deemed to be “non-
essential”, deployment of staff
across services to new and
unfamiliar roles, and moves to
remote working. The quality of
participants’ working life was
impaired by increasing levels of
daily challenge associated with
trying to provide care in trying
and constrained circumstances,
the problems of forging new
ways of working remotely, and
constraints on ability to access
informal support. Participants
were confronted with difficult

dilemmas relating to clinical

We did not conduct any formal
measurement or assessment of the
mental health of participants,
relying on their own qualitative
narratives only. Our study was
based in NHS secondary mental
healthcare but did not include all
point-of-care

staff such as occupational
therapists, healthcare assistants
and peer-support workers. We also
did not recruit staff from the full
mental health workforce that
includes

social workers, helpline staff
administrators and volunteers, as
well as GPs. Further, we were
unable to distinguish between

the experiences of staff from
different social groups or
investigate the moderating effects
of race. The study was conducted
during a particular period, and may

not describe the full chronology of
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Those working in mental healthcare
have been affected

by multiple adverse experiences while
living with and

working through the exigencies of the
Covid-19 pandemic. Their experiences
resulted in grief, loneliness,
psychological stress/distress, and
moral injury. These

findings suggest areas where improved
support could

usefully be targeted.



PPE. Staff also raised concerns
about being able to react to
emergencies rapidly because of the
time taken to don PPE, and even
once they had they reported some
service users were startled or
distressed by their appearance. In
some cases, for example, service
users with Covid-19 who did not
agree with self-isolation protocols
were, nevertheless, confined to their
rooms. These measures put
pressure on service users as well as
staff, at times resulting in reported
increased levels of distress and
aggression, possibly due to
frustration. In some services,
frontline staff raised concerns about
whether this form of restriction was
ethically or legally defensible as part
of care; emergency ethics
committees were convened to
address these and other pandemic-

related dilemmas. Again, evidence of

decision-making, prioritisation of
care, and compromises in ability
to perform the therapeutic
function of their roles. Other
dilemmas centred on trying to
balance the risks of controlling
infection with the need for human
contact. Many reported features
of moral injury linked to their
perceived failures in providing
the quality or level of care that
they felt service users needed.
They sometimes sought to
compensate for deficits in care
through increased advocacy,
taking on additional tasks, or
making exceptions, but this led to
further personal strain. Many
experienced feelings of grief,
helplessness, isolation, distress,
and burnout. These problems
were compounded by sometimes
poor communication about

service changes and by staff

experiences during the pandemic;
it may well be that the effects we
have described

have changed during the
subsequent peaks of Covid-19
infection that were not necessarily
foreseen during the

period of this investigation.
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moral injury was a feature of these

accounts.

feeling that they could not take
time off because of the potential
impact on others. Some reported
feeling poorly supported by

organisations.
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Wall et al.

(2022)

This study was designed
to understand how
COVID-19

affected staff working
within CMHTSs in one
NHS Trust

in the North West of
England. In this paper,
we draw

out the ways in which
organizational changes
and their impacts on
community mental health
staff map onto the
concept of moral

distress.

Although necessary to minimize the
spread of COVID19, the
organizational response to managing
the pandemic created conflicts with
which CMHTSs struggled. These
conflicts can be aligned to the
concept of moral distress. Moral
distress is defined as the inability of
staff to act “in accordance with their
core moral values to provide good
patient care” (Silverman

et al., 2021). Three major themes
that contributed to this conflict were;
changes in the nature of contact with
service users; changes to the place
of work, and difficulties of balancing
risks to the families of CMHT staff
and service users. These conflicts
were largely unforeseen at the start
of the pandemic as they were
overshadowed by the need to protect
people's health. As the pandemic
progressed, staff reported struggling

with these conflicts. The

Thematic analysis. Analysis
identified three major
contributors to moral distress;
changes in the nature of contact
with service users, changes to
the place of

work, and difficulties of balancing
risks to the families of CMHT
staff and service users. This
study demonstrates that
necessary organizational
changes instituted to minimize
the spread of COVID-19,
required different ways of
working which were

not perceived to be in the best
interests of service users or the
families of CMHT staff. In order
to comply with Government
directives, CMHT staff were
forced to behave in a way which
did not match their moral values
causing them to experience

moral distress.

The study was based within NHS
community care, but did not
include all point-of-care staff.
Additionally, digital exclusion could
potentially be a limitation as the
study was only able to conduct
remote interviews. Thus, only staff
who felt comfortable being
interviewed in this way were
included. Additionally, our

sample is only representative of
one CMHT in the North West of
England. As the study was limited
to the first

wave of the pandemic, future
research focus on the longterm
impacts to staff as the pandemic

evolved.
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Focusing on reducing transmission of
COVID-19 placed staff in an
uncomfortable position

where their own moral values and
professional identity were brought into
conflict with family and work
obligations. This study demonstrates
that achieving such radical changes in
service provision, while possible, often
creates hidden costs which can be

understood as moral distress.



governmental and organizational
response to the pandemic removed
CMHT staff's professional autonomy,
producing feelings of powerlessness.
Powerlessness, as a concept, is at
the heart of moral distress. The
study demonstrated the way in which
the imposition of new working
practices created institutional
constraints that prevented staff from
fulfilling what they

believed was morally correct action.
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Matthews
and
Williamson

(2016)

The primary aim is to
extend our
understanding of how
healthcare assistants
construct and manage
demanding situations in
a secure mental health
setting in the
independent sector. The
secondary aim is to
explore the effect of this
environment on
healthcare assistants’
health and well-being, to
provide
recommendations for
enhancing effective

coping and support.

While, Marcus believes he should
comply with institutional norms and
formal decision-making he is also
strongly aware of his own belief
system and moral values, resulting in
a battle to maintain personal
autonomy and consequently moral
distress. Edward described feeling
inferior and constrained by a senior’'s
decision and appears to experience
moral distress. Lucy goes beyond a
simple acknowledgement of moral
distress and describes the difficulties
of decision-making in a high risk
environment. Lucy attempts to
disengage her conscious and primal
instincts to engage a professional
persona. However, she struggles to
disengage entirely and adopt the
depersonalized approach of the
organization, as she fears the
consequences to both the patient
and herself, highlighting Lucy’s

concerns around striking an

Interpretive Phenomenological
Analysis - Three inter-related
themes have been selected for
discussion in this paper — all are
illustrated with a series of
extracts from diary and interview
data. The themes identified and
discussed in the following section
are: ‘normalizing an abnormal
environment’; ‘between
compassion and control’ and
‘imbalance of occupational
demands and support’. It is of
note that other themes identified
in the data covered material
around the emotionally rewarding
nature of the mental health
profession, emotions about
physical patient restraint, the
increasing burden of paperwork
and bureaucracy and
stigmatization of staff with mental

health issues.

A limitation of this study is the
sample used permanent and
causal employees who worked
regularly in a ward for a minimum
of 6 months, although burnout and
moral distress were prominent
themes, permanent staff and
nurses who worked in this
environment for a considerable
period of time may experience
substantially higher levels of
burnout and moral distress.
Furthermore, the majority of
participants were degree-educated
and many were undertaking the
healthcare assistant role as
experience for accessing better
paid and higher status careers.
Moreover, seven participants were
in their twenties and may not have
developed the skills to manage

moral distress adequately.
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In summary, the findings illustrated that
inpatient mental healthcare continues
to be a unique and distinctive area of
psychiatry, where disturbing behaviour
is often normalized and separated from
the outside world. Healthcare
assistants

often experienced a persuasive tension
between their personal moral code,
which drives nurses towards empathy
and

support and the emotional detachment
and control expected by the
organization, where they work,
contributing to numerous emotional
implications, most notably moral

distress and burnout.



appropriate balance between

professionalism and compassion.

Interestingly, these are concepts
which are often juxtaposed in
contemporary nursing discourse

(Pelto-Piri et al. 2014).
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Hemmington There appear to be

(2024)

increasing fundamental,
existential problems
around what ‘good
AMHP practice’ looks
like in a changing
landscape. More
recently, research
undertaken within AMHP
services suggests that
this is beginning to
present itself in
escalating moral distress
leading to an urgent
need for existential
reframing and, perhaps,
a new form of AMHP
work as relational and
political activity. This is
discussed within a
context of research

findings, outlined below.

The occupational psychic strain on

AMHPs in this study represented a

form of moral injury or moral distress.

This arises when constraints make it
impossible to do the ‘right thing’ and
professionals perpetrate, fail to
prevent or witness events that
contradict their deeply held moral
beliefs and expectations. AMHPs are
experiencing apparent paradoxes
and dilemmas from servicing an
ostensibly oppressive system but
holding to a (more radical?) social
perspective. Resources will always
be limited to a lesser or greater
degree, but if AMHPs follow their
professional and moral codes, they
cannot remain silent. The alternative
to exiting is to raise voices. Viewing
AMHP work as political activity,
striving for ‘proper AMHP’ work and
asking ‘who are we for?’ is to
recognise our moral distress but also

to see it simultaneously as a source

Reflexive thematic analysis for
interviews and themes from diary
for the ethnographic data. The
research revealed an emerging,
unanticipated, picture of power
struggles and fissures and a
divergence between
organisational and individual
identities and perspectives within
the AMHP service. Ultimately,
the locations (i.e., the people
within them) did not always work
together in expected ways.
AMHPs articulated their distress
in different ways and, ultimately,
were evidencing their struggles
with some core existential

matters.

The study was relatively small-
scale and, as such, may be
considered a pilot for future work.
Additionally, my close proximity to
the work

means that | inevitably identify with
AMHPs in this study and my
interpretations may, at times,
reflect this. Whether or not this is
wholly a research limitation, a level
of reflexivity is essential. Research
such as this brings with it a position
of liminality, in that the researcher
is in-between practitioner and
researcher, requiring the
reconciliation of detailed practice
knowledge and research ethics.
Again a potential limitation, this
also invites further practitioner-

research in the AMHP world.
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Evidence suggests that service
restructures are creating different
approaches to practice with
contradictory priorities, for example,
whether the work is

values-driven and relational or whether
approbation is attached to a ‘need for
speed’. AMHPs are increasingly
deliberating about what makes ‘proper’
or ‘good’ AMHP practice, asking ‘who
are we for?’ and referring to their work
as ‘political activity’. AMHPSs’ sense-
making and language are indicative of
moral distress. Organisational politics
may lead to the work being seen as a
technical-rational endeavour, not a
moral one, leading to dissonance.
More broadly, AMHPs and service
users are, together, bearing the brunt
of austerity measures and there are
increasing unmet needs. Overall, there
is a need to establish an ideological,
theoretical and political base for

practice.



of motivation for the exercise of our
moral agency (Lu” tze'n and Kuvist,
2012). Certainly, increasing
experiences of moral injury do seem
to be indicating a pendulum swing in

this direction.
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Lloyd et al.
(2024)

The aim of the current
study was to conduct an
exploratory qualitative
analysis of staff
members’ experiences
of managing obesity in
line with principles of
LRP. The study also
sought to explore the
psychological impact it
has on mental health

workers.

Although no direct comparison can
be made to other studies, this
research is generally in line with the
existing literature on moral distress in
psychiatric health-care workers. The
novelty of the present study lies in
the second interpreted theme, which
highlighted the internal restraining
factors indicative of participants’
moral distress. These included a
perceived sense of powerlessness in
situations where patients with
decisional capacity made choices
considered to be detrimental to their
physical health condition. In the
present research, the moral distress
of medical professionals transpired to
the author in feelings of being torn,
frustrated and treading on the side of
caution when discussing the
implementation of restrictions related
to lifestyle choices. Because obesity
is unlikely to be the primary reason

for a person to be admitted to the

Interpretative Phenomenological
Analysis - 2 main themes. 1) The
uphill battle of health promotion -
subthemes of The structural
asymmetry in food and activity
provision and Using food as filler
for the void created by detention.
2) Practicing in the least
restrictive way: a juggling act on
a tightrope with subthemes of A
difficult cost—benefit analysis

and Decisional capacity: dealing
with the crux of autonomy versus
beneficence dilemma and

Searching for the golden mean

The phenomenological nature of
this research and the homogeneity
of participants preclude the
generalisation of results beyond
the settings in which the research
took place. The study sample was
pragmatically driven, and therefore,
it is possible that data saturation
has not been reached due to the
time constraints of the project.
Further quantitative research using
validated measures of moral
distress and a greater sample size
that includes a wider variety of
multidisciplinary team members
would be required to establish the
causative link between the moral
events and the psychological
distress of psychiatric

health-care workers involved in

obesity management.
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Overall, the findings of the current
study suggest that least restrictive
management of obesity within secure
psychiatric settings has the potential to
cause moral distress for health-care
professionals. Feelings of frustration,
powerlessness and anxiety were
evoked by environmental constraints, a
legal obligation to respect patients’
informed decisions despite these being
detrimental to the balance in avoiding
patients’ health, and uncertainty about
how to strike a perceived or real
accusations of professional negligence
or being autocratic in their decision-
making. This study highlighted the
multitude and complexity of issues
contributing to obesity management

that require further investigation.
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general or forensic psychiatric
service and thus not a primary

treatment goal.



Hegarty et
al. (2022)

During the COVID-19
pandemic, increased
exposure to Potentially
Morally Injurious Events
(PMIEs) has placed
healthcare workers
(HCWs) at risk of moral
injury. Yet little is known
about the lived
experience of cumulative
PMIE exposure and how
NHS staff respond to
this. We sought to rectify
this knowledge gap by
qualitatively exploring
the lived experiences
and perspectives of
clinical frontline NHS
staff who responded to

COVID-19.

HCWs across both physical and
mental health settings believed their
needs and the needs of their patients
had been deprioritised by senior
management during the pandemic to
meet admission and discharge
targets ‘because all you are being
told is hurry up and discharge
people’ (Brianna, Nurse). This
created the impression that trust
priorities resided in the ‘NHS
business model’ and maintaining
public optics of ‘winning the war on
COVID’, with staff feeling
‘disposable’ as a result. Similarly,
resource shortages led to mandates
to shorten the duration of mental
health interventions, leaving
psychotherapists feeling that their
interventions were not adequate to
address the increasingly complex
patient presentations. Time-limiting
service provision in this way led to

moral conflict for mental health

Reflexive thematic analysis. 1. llI-
equipped and under-supported to
respond to crisis

i. Feeling betrayed by the
government

ii. Systemic issues within the
NHS

iii. Strained working relationships
with management

2. Feeling unable to fulfil one’s
duty of care to patients

3. Avoiding moral dissonance

4. Psychological toll of PMIEs

i. Anger and guilt

ii. Disillusionment with NHS

iii. Deteriorating mental health

5. Adaptively managing moral
distress

i. Resolution of moral distress

Inherent in all qualitative designs,
inferences about causality
between PMIE exposure and
psychological distress

are beyond the scope of the
research. As this study was nested
within a larger cohort study,
participants were self-selected
from an already self-selected
sample and so were inclined to
engage with research and willing to
speak to people about their
experience. Given that PMIE
exposure was a criterion for
inclusion in the current study, this
study does not reflect the views
and experiences of HCWs who
were not exposed to any PMIEs
during the pandemic. Thus, by
virtue of the study design, our
findings are not applicable to
HCWs who did not experience
PMIEs. Furthermore, despite

purposive recruitment of those
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This study provides an in-depth insight
into the experiences, views and needs
of frontline HCWs routinely exposed to
PMIEs during the COVID-19 pandemic.
Studies to date have not included as
diverse a sample, nor captured the
current impact of PMIE accumulation
across all waves of the pandemic. We
found that the psychological toll of
recurrent PMIEs is significant. This
study extends the evidence base by
demonstrating the interconnectedness
of PMIE

sub-types of betrayal and omission
among NHS HCWs and highlights the
urgent need to disrupt this cycle of
exposure to better protect the mental
wellbeing of staff and prevent

organisational disengagement.




professionals who predicted this
would exacerbate the ‘revolving door
of patients’ leaving and re-entering
the system, that predated the
pandemic. Additionally, mental health
crisis response was compromised.
One HCW discussed routinely having
to send people who were sectioned
under the mental health act to
remote parts of the country due to
local bed shortages. a feeling of
disillusionment with the perceived
deterioration in standard of care
provided by the NHS. While HCWs
discontent.surrounding patient
backlogs, resource and staff
shortages was present prior to the
pandemic, many HCWs conveyed
that their sense of disillusionment
had grown with the exacerbation of
these issues

since the onset of COVID-19.

exposed to Ml by commission, this
did not feature heavily in

participants’ narratives.
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Appendix G

CASP Quality Checks Agreement Summary Table
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Author Section A - Are the results valid? Section B - What are the results? Section Overall Quality Score
(Year) C: will Score
the
results
help
locally?
1. Was 2.lsa 3.Wasthe 4.Wasthe 5.Wasthe 6. Has the 7. Have ethical 8.Was the 9.lIsthere 10.How
there a qualitative research recruitment data relationship issues been data a clear valuable
clear methodology design strategy collected between taken into analysis statement is the
statement appropriate? appropriate appropriate in away researcher consideration? sufficiently of research?
of the to address to the aims that and rigorous?  findings?
aims of the aims of of the addressed participants
the the research?  the been
research? research? research adequately
issue? considered?
Hegarty et Yes (2) Yes (2) Yes (2) Yes (2) Yes (2) Can'ttell (1) Yes (2) Yes (2) Yes (2) Yes (2) 19 Excellent
al. (2022)
Hemmington Yes (1) Yes (2) Yes (1) Can'ttell (1) Yes (1) Yes (2) Yes (1) Yes (2) Yes (1) Yes (2) 14 Fair

(2024)



Jones and
Crossley
(2012)
Liberati et
al. (2021)
Lloyd et al.
(2024)
Matthews
and
Williamson
(2016)
Wall et al.

(2022)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (1)

Yes (1)

Yes (2)

Yes (2)

Yes (1)

Can't tell (1)

Yes (2)

Yes (2)

Can't tell (1)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (1)

Can't tell (0)

Yes (1)

Can't tell (0)

Yes (1)

Yes (2)

Yes (2)

Yes (1)

Yes (2)

Yes (2)

(1) Can't

tell

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

Yes (2)

16

17

18

17

18

Good

Good

Good

Good

Good
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Appendix H

Example of Thematic Synthesis Coding
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Title Factors associated with moral Codes Descriptive  Analytical
(Author, distress/injury Themes themes
Year)

A A distinctive feature of the accounts of Withdrawal of care, focus  Physical Systemic
qualitative participants was the evidence of moral injury on infection control over health over obstruction of
study of linked to staff feeling that they were letting human contact, quality of ~ wellbeing, morally valued
experiences  service users down and that people were care, effects of PPE on PPE care

of NHS suffering deeply as a result. Participants delivery of affecting

mental reported feelings of deep dissatisfaction with care/therapy/assessment, patient care

healthcare the support they were able to provide for increases frustration and

workers service users during the pandemic. One worry  aggression due to self-

during the was that individuals with mental health isolation,

Covid-19 difficulties would be left feeling isolated and

pandemic without support and care; staff were deeply

(Liberati et concerned about service users who were

al., 2021) experiencing reductions or withdrawals of

care. Other dilemmas focused on trying to
balance the need to control infection risk with
the need for human contact in inpatient
settings. Staff explained the difficulties of
providing therapy or conducting necessary
assessments with service users whilst
wearing PPE. Staff also raised concerns
about being able to react to emergencies
rapidly because of the time taken to don PPE,
and even once they had they reported some
service users were startled or distressed by
their appearance. In some cases, for
example, service users with Covid-19 who did
not agree with self-isolation protocols were,
nevertheless, confined to their rooms. These
measures put pressure on service users as
well as staff, at times resulting in reported

increased levels of distress and aggression,
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possibly due to frustration. In some services,

frontline staff raised concerns about whether

this form of restriction was ethically or legally

defensible as part of care; emergency ethics

committees were convened to address these

and other pandemic-related dilemmas. Again,
evidence of moral injury was a feature of

these accounts.
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recommend publication under this format. All articles in this format will be officially designated and
published with the preface 'Short Research Note:' Acceptance for publication on this basis will be indicated
in writing to the authors by the Editor or Associate Editor if the original submission was in full paper format.

Cross-sectional self-report data

Studies conducted using only cross-sectional self-report data will be considered only in exceptional
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* Your manuscript: this can be a single file including text, figures, and tables, or separate files —
whichever you prefer (if you do submit separate files, we encourage you to also include your figures
within the main document to make it easier for editors and reviewers to read your manuscript, but
this is not compulsory). All required sections should be contained in your manuscript, including
abstract, introduction, methods, results, and conclusions. Figures and tables should have legends.
References may be submitted in any style or format, as long as it is consistent throughout the
manuscript. If the manuscript, figures or tables are difficult for you to read. they will also be difficult
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* The title page of the manuscript, including a data availability statement and your co-author details
with affiliations. (Why is this important? We need to keep all co-authors informed of the outcome of the
peer review process.) You may like to use this template for your title page.

Important: the journal operates a double-anonymous peer review policy. Please anonymise your
manuscript and prepare a separate title page containing author details. (Why is this important? We need
to uphold rigorous ethical standards for the research we cansider for publication.)

* An ORCID ID, freely available at https:/forcid.org. (Why is this important? Your article, if accepted and
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fo have ORCID 1Ds.)

To submit. login at https://wiley.atyponrex.com/journal/|/OOP and create a new submission. Follow the
submission steps as required and submit the manuscript.

If you are invited to revise your manuscript after peer review, the journal will also request the revised
manuscript to be formatted according to journal requirements as described below.

Revised Manuscript Submission
Contributions must be typed in double spacing. All sheets must be numbered.

Cover letters are not mandatory; however, they may be supplied at the author's discretion.

Parts of the Manuscript

The manuscript should be submitted in separate files: title page; main text file; figures/tables; supporting
information.



Title Page
You may like to use this template for your title page. The title page should contain:

* A short informative title containing the major key words. The title should not contain abbreviations
(see Wiley's best practice SEQ tips);

+ A short running title of less than 40 characters;

* The full names of the authors;

* The author's institutional affiliations where the work was conducted, with a footnote for the author's
present address if different from where the work was conducted;

s Abstract;

* Keywords;

* Data availability statement (see Data Sharing and Data Accessibility Policy);

* Acknowledgments.

Author Contributions

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy)}—more information is
available on our Author Services site.

Abstract

Please provide an abstract of between 100 and 200 words, giving a concise statement of the intention,
results or conclusions of the article. The abstract should not include any sub-headings.

Keywords
Please provide appropriate keywords.
Acknowledgments

Contributions from anyone who does not meet the criteria for authorship should be listed, with permission
from the contributor, in an Acknowledgments section. Financial and material support should also be
mentioned. Thanks to anonymous reviewers are not appropriate.

Practitioner Points

Authors will need to provide no more than 2-4 ‘key points’, written with the practitioner in mind, that
summarize the key messages of their paper to be published with their article.
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As papers are double-anonymous peer reviewed, the main text file should not include any information that
might identify the authors. Links to repositories (e.g.. O5F) should also be anonymized.

Manuscripts can be uploaded either as a single document (containing the main text, tables and figures), or
with figures and tables provided as separate files. Should your manuscript reach revision stage, figures and
tables must be provided as separate files. The main manuscript file can be submitted in Microsoft Word
(.doc or .docx) or LaTex (.tex) format.

If submitting your manuscript file in LaTex format via Research Exchange, select the file designation “Main
Document — LaTeX .tex File” on upload. When submitting a LaTex Main Document, you must also provide a
PDF version of the manuscript for Peer Review. Please upload this file as “Main Document - LaTex PDF.” All
supporting files that are referred to in the LaTex Main Document should be uploaded as a “LaTeX
Supplementary File.”

LaTex Guidelines for Post-Acceptance:
Please check that you have supplied the following files for typesetting post-acceptance:
* PDF of the finalized source manuscript files compiled without any errors.

* The LaTeX source code files (text, figure captions, and tables, preferably in a single file), BibTex files (if
used), any associated packages/files along with all other files needed for compiling without any errors.
This is particularly important if authors have used any LaTeX style or class files, bibliography files (.bbl,
.bst. .blg) or packages apart from those used in the NJD LaTex Template class file.

* Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), PDFor TIFF format.
Authors are requested not to create figures using LaTeX codes,

Your main document file should include:

* A short informative title containing the major key words. The title should not contain abbreviations;

s Abstract without any subheadings;

* Up toseven keywords;

* Practitioner Points: Authors will need to provide no more than 2-4 ‘key points’, written with the
practitioner in mind, that summarize the key messages of their paper to be published with their
article.;

* Main body: formatted as introduction, materials & methods, results, discussion, conclusion;

* References;
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* References;

* Tables (each table complete with title and footnotes);

* Figure legends: Legends should be supplied as a complete list in the text. Figures should be uploaded
as separate files (see below).

Supporting information should be supplied as separate files. Tables and figures can be included at the end
of the main document or attached as separate files but they must be mentioned in the text.

* As papers are double-anonymous peer reviewed, the main text file should not include any
information that might identify the authors. Please do not mention the authors' names or affiliations
and always refer to any previous work in the third person.

* The journal uses British spelling: however, authors may submit using either option, as spelling of
accepted papers is converted during the production process.

References

This journal uses APA reference style; as the journal offers Free Format submission, however, this is for
information only and you do not need to format the references in your article. This will instead be taken
care of by the typesetter.

Tables

Tables should be self-contained and complement, not duplicate, information contained in the text. They
should be supplied as editable files, not pasted as images. Legends should be concise but comprehensive —
the table, legend, and footnotes must be understandable without reference to the text. All abbreviations
must be defined in footnotes. Footnote symbols: 1, $. &, 9. should be used (in that order) and *, **, ***
should be reserved for P-values, Statistical measures such as 5D or SEM should be identified in the
headings.

Figures

Although authors are encouraged to send the highest-quality figures passible, for peer-review purposes, a
wide variety of formats, sizes, and resolutions are accepted.

Click here for the basic figure requirements for figures submitted with manuscripts for initial peer review, as
well as the more detailed post-acceptance figure requirements.

Legends should be concise but comprehensive —the figure and its legend must be understandable without
reference to the text. Include definitions of any symbols used and define/explain all abbreviations and units
of measurement.

Supporting Information
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Supporting information is information that is not essential to the article, but provides greater depth and
background. It is hosted online and appears without editing or typesetting. It may include tables, figures,
videos, datasets, etc.

Click here for Wiley's FAQs on supporting information.

Mote: if data, scripts, or other artefacts used to generate the analyses presented in the paper are available
via a publicly available data repository, authors should include a reference to the location of the material
within their paper.

General Style Points

For guidelines on editorial style, please consult the APA Publication Manual published by the American
Psychological Association. The following points provide general advice on formatting and style.

* Language: Authors must avoid the use of sexist or any other discriminatory language. The BPS's
Inclusive Language Guidance provides a set of recommendations to support the key principles of
inclusivity in writing.

* Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly and the
abbreviation is helpful to the reader. Initially, use the word in full, followed by the abbreviation in
parentheses. Thereafter use the abbreviation only.

* Units of measurement: Measurements should be given in Sl or Sl-derived units. Visit the Bureau
International des Poids et Mesures (BIPM) website for more information about SI units.

» Effect size: In normal circumstances, effect size should be incorporated.

* Numbers: numbers under 10 are spelt out, except for: measurements with a unit (8mmaol/l); age (&6
weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils).

Wiley Author Resources

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing manuscripts for
submission available here. In particular, we encourage authors to consult Wiley's best practice tips on
Writing for Search Engine Optimization.

Article Preparation Support: Wiley Editing Services offers expert help with English Language Editing, as well
as translation, manuscript formatting, figure illustration, figure formatting, and graphical abstract design —
s0 you can submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance and the BPS Publish with
Impact infographic for advice on optimizing your article for search engines.



ECR Best Paper Award

The BPS Early Career Researcher Best Paper Award is open to researchers and practitioners who
completed their highest degree no more than five years ago. Please read full terms and criteria before
applying. Those who wish to apply can opt-in to the question when submitting their manuscript for peer
review.

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS

Peer Review and Acceptance

Except where otherwise stated, the journal operates a policy of anonymous (double-anonymous) peer
review. Please ensure that any information which may reveal author identity is anonymized in your
submission, such as institutional affiliations, geographical location or references to unpublished research.
We also operate a triage process in which submissions that are out of scope or otherwise inappropriate will
be rejected by the editors without external peer review. The qualitative guidelines explain how the quality
of research papers using gualitative methods will be judged. Before submitting, please read the terms and
conditions of submission and the declaration of competing interests.

We aim to provide authors with a first decision within 90 days of submission.

Any papers or abstracts submitted for inclusion to a special issue which are rejected by the Guest Editors
will not normally then be considered for general submission to JOOP. Editorial discretion of JOOP's Senior
Editors’ will only be possible if the abstract/paper is considerably different/extended/reworked from the
previous rejected submission.

Further information about the process of peer review and production can be found in‘What happens to my
paper? ReadWiley's policy on the confidentiality of the review process.

Appeals Procedure

Authors may appeal an editorial decision if they feel that the decision to reject was based on either a
significant misunderstanding of a core aspect of the manuscript, a failure to understand how the
manuscript advances the literature or concerns regarding the manuscript-handling process. Differences in
opinion regarding the novelty or significance of the reported findings are not considered as grounds for
appeal.

To raise an appeal against an editorial decision, please contact the Editor who made the decision in the first
instance using the journal inbox, quoting your manuscript ID number and explaining your rationale for the
appeal. Appeals are handled according to the procedure recommended by COPE. If you are not satisfied
with the Editor(s) response, you can appeal further by writing to the BPS Knowledge & Insight Team by email
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at Academic.Publications@bps.org.uk. Appeals must be received within two calendar months of the date of
the letter from the Editor communicating the decision and will be handled according to the BPS Journals
appeals policy and procedure. The BPS Knowledge and Insight Team's decision following an appeal
consideration is final.

If you believe further support outside the journal's management is necessary, please refer to Wiley's Best
Practice Guidelines on Research Integrity and Publishing Ethics or
contact Academic.Publications@bps.org.uk.

Research Reporting Guidelines

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use it. Authors
are encouraged to adhere to recognised research reporting standards.

We also encourage authors to refer to and follow guidelines from:

* Future of Research Communications and e-Scholarship (FORCE11)
* The Gold Standard Publication Checklist from Hooijmans and colleagues
* FAIRsharing website

Conflict of Interest

The journal requires that all authors disclose any potential sources of conflict of interest. Any interest or
relationship, financial or otherwise that might be perceived as influencing an author's objectivity is
considered a potential source of conflict of interest. These must be disclosed when directly relevant or
directly related to the work that the authors describe in their manuscript. Potential sources of conflict of
interest include, but are not limited to: patent or stock ownership, membership of a company board of
directors, membership of an advisory board or committee for a company, and consultancy for or receipt of
speaker's fees from a company. The existence of a conflict of interest does not preclude publication. If the
authors have no conflict of interest to declare, they must also state this at submission. It is the responsibility
of the corresponding author to review this policy with all authors and collectively to disclose with the
submission ALL pertinent commercial and other relationships.

Funding

Authors should list all funding sources in the Acknowledgments section. Authors are responsible for the
accuracy of their funder designation. If in doubt, please check the Open Funder Registry for the correct
nomenclature: https://www.crossref.org/services/funder-registry/

Authorship
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All listed authors should have contributed to the manuscript substantially and have agreed to the final
submitted version. Authorship is defined by the criteria set out in the APA Publication Manual:

“Individuals should only take authorship credit for work they have actually performed or to which they have
substantially contributed (APA Ethics Code Standard 8.12a. Publication Credit). Authorship encompasses, therefore,
not only thase who do the actual writing but also those who have made substantial scientific contributions to a
study. Substantial professional contributions may include formulating the problem or hypothesis, structuring the
experimental design, organizing and conducting the statistical analysis, interpreting the results, or writing a major
portion of the paper. Those who so contribute are listed in the byline.” (p.18)

Registered Reports

See the Registered Reports Author Guidelines for full details.

Data Sharing and Data Accessibility Policy

The fournal of Occupational and Organizational Psychology recognizes the many benefits of archiving data for
scientific progress. Archived data provides an indispensable resource for the scientific community, making
possible future replications and secondary analyses, in addition to the importance of verifying the
dependability of published research findings.

The journal expects that where possible all data supporting the results in papers published are archived in
an appropriate public archive offering open access and guaranteed preservation. The archived data must
allow each result in the published paper to be recreated and the analyses reported in the paper to be
replicated in full to support the conclusions made. Authors are welcome to archive more than this, but not
less.

All papers need to be supported by a data archiving statement and the data set must be cited in the
Methods section. The paper must include a link to the repository in order that the statement can be
published.

It is not necessary to make data publicly available at the peint of submission, but an active link must be
included in the final accepted manuscript. For authars who have pre-registered studies, please use the
Registered Report link in the Author Guidelines.

In some cases, despite the authors’ best efforts, some or all data or materials cannot be shared for legal or
ethical reasons, including issues of author consent, third party rights, institutional or national regulations or
laws, or the nature of data gathered. In such cases, authors must inform the editors at the time of
submission. It is understood that in some cases access will be provided under restrictions to protect
confidential or proprietary information. Editors may grant exceptions to data access requirements provided
authors explain the restrictions on the data set and how they preclude public access, and, if possible,
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authors explain the restrictions on the data set and how they preclude public access, and, if possible,
describe the steps others should follow to gain access to the data.

If the authors cannot or do not intend to make the data publicly available, a statement to this effect, along
with the reasons that the data is not shared, must be included in the manuscript.

Finally, if submitting authors have any questions about the data sharing policy, please access the FAQs for
additional detail.

Open Research initiatives.
Recognizing the importance of research transparency and data sharing to cumulative research, fournaf of
Occupational and Organizational Psychology encourages the following Open Research practices.

Sharing of data, materials, research instruments and their accessibility. fournal of Occupational and
Organizational Psychology encourages authors to share the data, materials, research instruments, and other
artifacts supporting the results in their study by archiving them in an appropriate public repository.
Qualifying public, open-access repositories are committed to preserving data, materials, and/or registered
analysis plans and keeping them publicly accessible via the web into perpetuity. Examples include the Open
Science Framework (OSF) and the various Dataverse networks. Hundreds of other qualifying data/materials
repositories are listed at the Registry of Research Data Repositories (http://www.re3data.org). Personal
websites and most departmental websites do not qualify as repositories.

Publication Ethics

Authors are reminded that the journal of Occupational and Organizational Psychology adheres to the ethics of
scientific publication as detailed in the Ethical principles of psychelogists and code of conduct (American
Psychological Association, 2010). The Journal generally conforms to the Uniform Requirements for
Manuscripts of the International Committee of Medical Journal Editors (ICJME) and is also a member and
subscribes to the principles of the Committee on Publication Ethics (COPE). Authors must ensure that all
research meets these ethical guidelines and affirm that the research has received permission from a stated
Research Ethics Committee (REC) or Institutional Review Board (IRB), including adherence to the legal
requirements of the study county.

Note this journal uses iThenticate's CrossCheck software to detect instances of overlapping and similar text
in submitted manuscripts. Read Wiley's Top 10 Publishing Ethics Tips for Authors here. Wiley's Publication
Ethics Guidelines can be found here.

ORCID

As part of the journal’s commitment to supporting authors at every step of the publishing process, the
journal requires the submitting author (only) to provide an ORCID iD when submitting a manuscript. This
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journal requires the submitting author (only) to provide an ORCID iD when submitting a manuscript. This
takes around 2 minutes to complete. Find more information here.

6. AUTHOR LICENSING

WALS + standard CTA/ELA and/or Open Access for hybrid titles

You may choose to publish under the terms of the journal’s standard copyright agreement, or Open Access
under the terms of a Creative Commons License.

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a particular type of
CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-ND Creative Commons License.
self-Archiving Definitions and Paolicies: Note that the journal’s standard copyright agreement allows for self-
archiving of different versions of the article under specific conditions.

BPS members and open access: if the corresponding author of an accepted article is a Graduate or
Chartered member of the BPS, the Society will cover will cover 100% of the APC allowing the article to be
published as open access and freely available.

7. PUBLICATION PROCESS AFTER ACCEPTANCE

Accepted Article Received in Production

When an accepted article is received by Wiley's production team, the corresponding author will receive an
email asking them to login or register with Wiley Author Services. The author will be asked to sign a
publication license at this point.

Proofs

Once the paper is typeset, the author will receive an email notification with full instructions on how to
provide proof corrections.

Please note that the author is responsible for all statements made in their work, including changes made
during the editorial process — authaors should check proofs carefully. Mote that proofs should be returned
within 48 hours from receipt of first proof.

Continuous Publication
Under a Continuous Publication model used at Wiley, journal articles are published directly into an online

issue with their final citations as soon as they are ready. There is no issue curation and no issue pagination;
articles publish when they have completed production and are not held for upcoming issues. The ability to
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articles publish when they have completed production and are not held for upcoming issues. The ability to

publish an article online before its issue is completed provides faster publishing of articles with final citation
details for the academic community.

8. POST PUBLICATION

Access and Sharing
When the article is published online:

* The author receives an email alert (if requested).

* The link to the published article can be shared through social media.

* The author will have free access to the paper (after accepting the Terms & Conditions of use, they can
view the article).

* For non-open access articles, the corresponding author and co-authors can nominate up to ten
colleagues to receivea publication alert and free online access to the article.

Promoting the Article

To find out how to best promaote an article, click here.

Wiley Editing Services offers professional video, design, and writing services to create shareable video
abstracts, infographics, conference posters, lay summaries, and research news stories for your research —

so you can help your research get the attention it deserves.

Measuring the Impact of an Article

Wiley also helps authors measure the impact of their research through specialist partnerships with Kudos
and Altmetric.

9. EDITORIAL OFFICE CONTACT DETAILS

For help with submissions, please contact the Editorial Assistant at joop@wiley.com.

&% Sign up for email alerts

Enter your email to receive alerts when new articles and issues are published.

Email address

| Enter email




Demographic Questionnaire and Delphi Round One Survey

Appendix J

Demographic Information

M

L

What is your gender identity? *
: Feamale

Male

Nen-binary

() Trans fenale

Trans male

Other

Prefer not to say

. What is your age range? *

e o
() 25-29 years

() 30-34 years

\, 35-39 years
(O 40-44 years

45.49 years

50-54 years

st

::‘ 35-59 years
(Y BOME
() 60-64 years

() 65+ years
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4. What is your ethnicity? *

O

00000000 O0O0OO0O0OO0OO0OO0o0OO0OO0oOO0OO0

5. How long have you been qualified as a Clinical Psychologist? *

O
O
O

Asian or Asian British - Indian

Asian or Asian British - Pakistani

Asian or Asian British - Bangladeshi

Asian or Asian British - Chinese

Any other Asian background

Caribbean

African

Any other Black, Black British, or Caribbean background

White and Black Caribbean

White and Black African

White and Asian

Any other Mived or multiple ethnic background

White - English, Scottish, Northern Insh or British

White - Irish

White - Gypsy or Irish Traveller

White - Roma

Any other White background

Arab

Any other ethnic group

Prefer not to say

0 - 5 years qualified

6 - 10 years qualified

10+ years qualified
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6. What region of the UK do you currently live? *

O

O OO0 0O 0O 0O 0 0 O0

7. What region of the UK do you currently work? *

O

O

o0 o000 0o

Northern Ireland

Scotland

Wales

North East

North West

Midlands

East of England

South East

South West

Northern Irel and

Scotland

Wales

Naorth East

North West

Midl|ands

East of England

South East

South West

Landan
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8. How long have you been working part-time in private practice (seeing non-commissioned NHS
patients)? *

O 0-5years

O 6 = 10 years
O 1 -15years
16 - 20 years
21 - 25 years
26 - 30 years

31 - 35 years

O O 0 O O

36+ years

o

How many hours a week do you work in total for NHS commissioned services and in the private
sector? *

O o-1w0
O n-20

21-30

O
O n-3s
O

More than 37.5

10. How many hours a week do you work for NHS commissioned services? *
QO o-5
O 6-10
O n-s
16-20
-25

26 - 30

O O O O

30+

11. Are you open to increasing your full-time equivalent (FTE) time in NHS commissioned senvices if
conditions changed in the NHS (including charities and private companies commissioned to see
NHS patients)? *

O ves
O No

()} rm undecided

Delphi Survey
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12. Please rate how important each of these conditions are in terms of what would be required for
you to return to full time NHS commissioned services employment (this may include charities or
private companies commissioned to see NHS patients), *

Mot important ta Somewhat Moderately . Extremly
all (1) important (2] important (3) Ve IMPOrant i) jennnan (5)
Strong/supporti
ve
leadership/man O O O O O

agement

Supportive
SLIpeTvision

Support for
mental health

Manageable

workload

o O O O
o O O O
o O O O
O O O O
© O O O

Flexible working
hours

Opportunities
for prafessional
development
le.g. CPD)

O
O
O
O
O

Better pay

Increased
staffing levels

Positive team
culture

o O O

O O O

o O O
O

o O O

Fee| able to
deliver good
quality care to
Service users

O
O
O
O
O

Cpportunites

Fopeseion @) O O O 0

(e.g. leadership)

Good pension O O
5 rt for

pul'sspicoal health O O

Hybrid working

[hame and O O

office)

c O O
O
O

Benefits such
as: Medical/life
INSUrance,
HCPC
registration

paid for,
indemnity
@) @ O O O
insurance paid
for, company
car, free onsite
parking, gym
membershig
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Mot impotant ta Somewhat Moderately ) Extremely
all (1) important (2] important (3) VeI Important {4} onn ot is)

Fits with

@ O O O 0 0

Better working
ervironment
[e.g. better

access o D O O O O

therapy
rooms/desk

space)

e ®) O O o, O

13. If you would like the opportunity to take part in a 1-hour focus group after the Delphi rounds
have ended, then please tick yes below. If you do not wish to participate in this then please tick
no. "

O ves
O o

14. Please state your email address so your responses can be matched to you for the next two
rounds of the Delphi, which will be sent to you to complete via email. *
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Appendix K

Nasa et al., (2021) Stepwise Quality Assessment of Delphi studies

v Systematic identification

Problem area
of problem area

Panel V Selection based on objective
members and a predefined criteria

v Anonymity of panellists and responses
Delphi rounds V Controlled feedback
V Iterative rounds

v Consensus criteria

Closing v Analysis of consensus

criteria V Closing criteria defined a priori
V Stability of results
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Appendix L

Mini-Focus Group Topic Guide

Format of Focus Group (60 minutes)

=  Welcome the participants

O Ground rules — respect others views, no right or wrong answers, answer only

what you wish to

Discuss what to expect during the mini-focus group (e.g. time, questions that
will be asked, reminder that you can leave at any point but that we cannot
delete the data you may have already contributed to, reminder to keep names
and identities confidential, email addresses hidden but your email addresses
will be stored securely and deleted once the mini-focus group has finished,
and your Amazon voucher has been sent to you and a summary of the
study’s findings has been sent to you).

Confirm that all present have read the participant information sheet and

signed the consent form prior to the focus group

= Introductions

O Introduce why we are running the mini-focus group (to discuss the results of

the Delphi study about what conditions Clinical Psychologists need to be met
to return full time to NHS commissioned services and if this varies between

career stages).

O Ask if they have any questions before the recording/discussion starts?

= Start recording and transcript

= Example questions for the focus group;

O

Everything met 50% consensus after 3 Delphi rounds, except mid-career
range for benefits. Nothing was ‘not important at all’.
Can you tell me why you think overall ‘strong/supportive

leadership/management’ (90% very/extremely important) and ‘deliver good
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quality care to service users’ (93% very/extremely important) reached a
consensus of being most important? Followed by ‘flexible working hours’
(80%), ‘CPD’ (80%), ‘team culture’ (83%), ‘better working environment
(desk/therapy space) (80%)7?

o What does this look like in practice? What is strong leadership? What about
being able to deliver good quality care? Does this make the job more
satisfying?

o Can you tell me why you think ‘support for mental health’ (73% -
somewhat/moderately important), ‘support for physical health (84% -
somewhat/moderately important) and ‘benefits such as medical
insurance/HCPC reg etc’ (59% - somewhat/moderately), reached a
consensus of being least important?

o ‘Better pay’ reached an overall low consensus of 55% (very/extremely
important) after 3 rounds but early career stage (0-5 years) and mid-career
stage (6-10years) reached a higher consensus/rating (88%-100% -
very/extremely important) than later career (10+ years, who voted 89% for
somewhat/moderate importance). Why do you think conditions like this
(‘better pay’) varied for consensus and importance between career stages?

o Why do you think nothing gained a consensus of ‘not important at all’?

O Is there an important factor that you felt that we missed in the Delphi study? If
so what and why?

Ending — Stop recording and transcript.

Thank you all for your time and valuable contributions. A reminder that all information
gathered during the focus group will be reported anonymously. Your Amazon voucher
will be emailed to you as a token of appreciation for your time today. Put debrief link

in the chat Mini-Focus Group Debrief Form — Fill out form.



https://forms.office.com/e/nyZ3AkjrNe
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Appendix M

Faculty of Medicine and Health Sciences Ethics Committee Approval

University of East Anglia
MNorwich Research Park

+ Norwich. NR4 7TJ
Email: ethicsmonitor@uea.ac.uk

University of East Anglia Web: www.uea.ac.uk

Study title: Clinical Psychology Workforce Sustainability: a Delphi survey and mini-focus group looking into the conditions
needed to retum to working full-ime within NHS commissioned services

Application ID: ETH2526-1205 (significant amendments)
Dear Hannah,

Your application was considered on 9th January 2026 by the FMH S-REC (Faculty of Medicine and Health Sciences Research
Ethics Subcommittee).

The decision is: approved.
You are therefore able to start your project subject to any other necessary approvals being given.

If your study invelves NHS staff and facilities, you will require Health Research Authonty (HRA) govemance approval before you
can start this project (even though you did not require NHS-REC ethics approval). Please consult the HRA webpage about the
application required, which is submitted through the IRAS system.

This approval will expire on 1st October 2026.

Please note that your project is granted ethics approval only for the length of time identified above. Any extension to a project
must obtain ethics approval by the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics Subcommittee)

before continuing.

It is a requirement of this ethics approval that you should report any adverse events which occur during your project to the FMH
S-REC (Faculty of Medicine and Health Sciences Research Ethics Subcommittee) as soon as possible. An adverse event is one
which was not anticipated in the research design, and which could potentially cause risk or harm to the participants or the
researcher, or which reveals potential risks in the treatment under evaluation. For research involving animals, it may be the
unintended death of an animal after trapping or carrying out a procedure.

Any amendments to your submitted project in terms of design, sample, data collection, focus etc. should be notified to the FMH
S-REC (Faculty of Medicine and Health Sciences Research Ethics Subcommittes) in advance to ensure ethical compliance. If the
amendments are substantial a new application may be required.

Approval by the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics Subcommittee) should not be taken as
evidence that your study is compliant with the UK General Data Protection Regulation (UK GDPR!) and the Data Protection Act
2018. If you need guidance on how to make your study UK GDPR compliant, please contact the UEA Data Protection Officer
(dataprotection@uea.ac.uk).

Please can you send your report once your project is completed to the FMH S-REC (fmh.ethics@uea ac.uk).
1 would like to wish you every success with your project.

On behalf of the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics Subcommittee)
Yours sincerely,

Stanley Musgrave, Deputy Chair, FMH-sREC
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Appendix N

Participants Information Sheet One and Consent Form One

Clinical Psychology Workforce Sustainability: Delphi &
Mini-Focus Groups

* Required

Participant Information Sheet 1

This Participant Information Sheet tells you about the research study. This information will help you decide if you wish to take
part in this study, which is being undertaken as part of a doctorate project at UEA. Please read it carefully and contact the re-
searchers if you have any questions.

What is the study about? This research study aims to find out what conditions Clinical Psychologists would need met to return
full time to seeing NHS commissioned patients and away from the private sector. We also want to know if different stages of ca-
reer have different conditions needed to retum to the NHS.

Who can take part in the study? We are seeking UK HCPC registered qualified Clinical Psychologists who work with NHS com-
missioned patients (this may include charities or private companies commissioned to see NHS patients) and have reduced your
hours to also work in the private sector (seeing non-commissioned NHS patients).

Do | have to be in the study? Taking part in the study is completely voluntary and whether you choose to take part in the study
or not will not affect any relations with the University of East Anglia.

Who is conducting the study? This study is being conducted by lead researcher Hannah Baily (hannah.baily@uea.ac.uk), under
the supervision of Dr Jinnie Ooi (jinnie.ooi@uea.acuk), Dr Sheryl Parke (sheryl.parke@ueaacuk) and Dr Rachel Russell
(trussell@uea.acuk).

What does the study involve me doing? The study will firstly involve you completing a demographic questionnaire that asks
questions related to your personal characteristics and job. You will then be taken to a Delphi survey. A Delphi survey is a survey
administered to participants several times to try and find a consensus on a topic; in this case, what conditions Clinical Psychologist
need to be met to return full time to the NHS. You will be asked to complete the survey up to three times, over a three-month pe-
riod and contacted via email each time to complete it.
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At the end of the Delphi survey, there will be an option for you to show interest in taking part in a follow up mini-focus group,
taking one hour, on Microsoft Teams, so we can learn more about the conditions rated in the Delphi survey. £10 Amazon vouch-
ers will be given as a token of appreciation for taking part in the focus groups. A separate Participation Information Sheet and
Consent Form will be given before this part of the study.

How much time will taking part in this part of the study take? The Delphi survey will take approximately 15 minutes to com-
plete, for up to three rounds.

Can | withdraw from this part of the study once | have started? You can withdraw from the study while completing the first
Delphi survey by just exiting the online survey. However, once you have submitted the first survey form you cannot withdraw your
data. You may withdraw from the study between Delphi rounds, but again your previous round data cannot be withdrawn. We
encourage you to only take part if you can complete all rounds of the Delphi survey, as otherwise this can affect the results of the
study.

Who has reviewed the study? All research by the University of East Anglia is reviewed by a research ethics committee. This re-
search was approved by the FMH (Faculty of Medicine and Health Sciences Research Ethics Committee [ETH2425-2471)).

Are there any benefits from participating in the study? By participating in this study you are helping us to understand what
Clinical Psychologists need from the NHS to be able to return to working more hours within NHS commissioned services and less
in the private sector. This is important to help support retention difficulties faced within the NHS Clinical Psychology workforce, in
turn, providing support for the huge demand on NHS services at present.

Are there any disadvantages of taking part in the study? It is possible that the questions asked in the survey could cause
some distress when reflecting on any challenges that you may have faced at work. Should this arise, please consider contacting
your GP and occupational health team for support.

Confidentiality and Data Management
How will we use information about you? We will need to use information from you for this research project.

This information will include your email address and demographics. People will use this information to do the research. People
who do not need to know who you are will not be able to see your contact details. Your data will have a code number instead.

We will keep all information about you safe and secure by storing it securely in accordance with GDPR, under password protec-
tion on the researchers university encrypted OneDrive. Data management will follow the Data Protection Act 2018 (DPA 2018)
and UK General Data Protection Regulation (UK GDPR), and the University of East Anglia's Research Data Management Policy.

Your identity will remain confidential. Your email addresses will be stored with your survey responses and deleted once a sum-
mary of the study’s findings has been emailed out to you. Your data will be anonymised once the Delphi rounds have ended.

The study findings will be published as part of a doctoral thesis, with hopes to also be published in an academic journal and dis-
seminated at research conferences. The collected non-identifiable data may also be used in future research projects.

Your data will not be shared outside the UK.

How will we use information about you after the study ends? Once we have finished the study, we will keep some of the data
so we can check the results. We will write our reports in a way that no-one can work out that you took part in the study. We will
keep your study data for a maximum of 10 years in accordance with UEA policy. The study data will then be destroyed.

What are your choices about how your information is used?

* You can stop being part of the study at any time, without giving a reason, but we will keep information about you that we
already have

* You have the right to ask us to access, remove, change or delete data we hold about you for the purposes of the study. You
can also object to our processing of your data. We might not always be able to do this if it means we cannot use your data
to do the research. If so, we will tell you why we cannot do this

* |f you agree to take part in this study, you will have the option to take part in future research using your data saved from
this study.
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Where can you find out more about how your information is used? You can find out more about how we use your informa-
tion by;

* by asking one of the research team

¢ by sending an email to Hannah.Baily@uea.acuk

If you have any concerns about the study If you would like more information or have any questions then please contact the
lead researcher by email: Hannah Baily hannah.baily@uea.ac.uk (Trainee Clinical Psychologist, Doctorate in Clinical Psychology at
the University of East Anglia)

If you are concerned about the way this study is being conducted or you wish to make a complaint to someone independent of
the study but works at UEA then please contact Professor Niall Broomfield (N.Broomfield@uea.ac.uk). If you have any data sub-
ject queries, then please contact dataprotection@ueaacuk.

Will | be told the results of the study? VYes, after each round of the Delphi survey you will receive results before completing the
next round. If you would then like to receive results of the overall study then click

on https://eur01.safelinks.protection.outlook.com/?
MMWQMMQEM&MWW

WWMMMMWMMMW
%7C&sdata=8JBFaX%2Fe546walisGS8D5DagmBHkg%2BbRZ6J9QuCilvQ%3D8&ureserved=0 to subscribe to a clinical workforce
data pool for updates.

Thank you for reading this information and showing interest in the study. If you would like to take part in the study, then
please continue to the Participant Consent Form to provide your consent to take part.

At the end of the survey you will have the opportunity to download the who survey and information and consent forms,
if you wish to keep a copy of them.
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Participant Consent Form 1

1. By clicking yes, | give consent to participate in the Delphi survey part of the study and | am
agree to the following;

1. I have read and understood the participant information sheet and have had the chance to
ask any questions or queries.

2. l understand that participation is voluntary.

3. l understand that | can withdraw from the study at any point before | have submitted the
first Delphi survey.

4. | understand that | cannot withdraw my data from the study once | have submitted the
Delphi rounds data, as data will be analysed immediately between each Delphi round even
if | chose to withdraw from the study between rounds.

5. 1 understand that the only personally identifiable information | will give is my email
address so | can be contacted to take part in future Delphi rounds and then once the
Delphi rounds have ended my data will be anonymised.

6. | understand that | will only be contacted via email to partake in the focus group rounds if |
give consent at the end of the survey.

7. I understand that my personal data will be stored securely by the research team and will
be not shared with anyone outside of this and that all my published findings will be
anonymised.

8. | understand that the collected non-identifiable data from this study may also be used in
future research projects.

O Yes, | give consent to participate in this Delphi survey part of the study
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Appendix O

Participants Information Sheet Two

Mini-Focus Group - Participants Information Sheet 2

Clinical Psychology Workforce Sustainability: Delphi & Mini-Focus Groups

This Participant Information Sheet is regarding the mini-focus group part of the research study. This information will help you de-
cide if you wish to take part in this part of the study, which is being undertaken as part of a doctorate project at UEA. Please read
it carefully and contact the researchers if you have any questions.

What will this part of the study involve me doing? This part of the study will involve you taking part in an online mini-focus
group, on Microsoft Teams, with the aim of learning more about the conditions that you rated in the Delphi survey about what
you think would help Clinical Psychologists return full time to working in NHS commissioned services rather than the private sec-
tor. A £10 Amazon voucher will be given as a token of appreciation for taking part in the focus group. The focus group will be

recorded.

Who can take part in this part of the study? You can take part in the mini-focus group if you have completed all rounds of the
Delphi survey.

Do I have to be in this part of the study? Taking part in this part of the study is completely voluntary and whether you choose
to take part in the study or not will not affect any relations with the University of East Anglia or affect your contribution to the

Delphi rounds prior to this.

Who is conducting this part of the study? This part of the study is still being conducted by lead researcher Hannah Baily
(hannah.baily@uea.acuk). under the supervision of Dr Jinnie Ooi (jinnie.coi@uea.acuk), Dr Sheryl Parke (sherylparke@uea.acuk)
and Dr Rachel Russell (rrussell@uea.acuk).
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How much time will taking part in this part of the study take? The online mini-focus group will run for one hour.

Can | withdraw from this part of the study once | have started? You can withdraw from the study before the focus group
starts and during the focus group. However, once you have started the focus group, you cannot withdraw your data as you will be
influencing the discussion in the group. Quotes from the focus group will be non-identifiable in write-up. You may know other
dinicians in the focus group, and we ask that you keep this confidential and just be aware of what thoughts you therefore share in
the group. You can leave the focus group at any point should you wish to not continue if you feel uncomfortable in a group with
others you know.

Who has reviewed the study? All research by the University of East Anglia is reviewed by a research ethics committee. This re-
search was approved by the FMH (Faculty of Medicine and Health Sciences Research Ethics Committee [ETH2425-2471].

Are there any benefits from participating in the study? By participating in this study you are helping us to understand what
Clinical Psychologists need from the NHS to be able to return to working more hours with NHS commissioned patients and less
in the private sector. This is important to help support retention difficulties faced within the NHS Clinical Psychology workforce, in
turn, providing support for the huge demand on NHS services at present.

Are there any disadvantages of taking part in the study? Itis possible that the questions asked in the mini-focus group could
cause some distress when reflecting on any challenges that you may have faced at work. Should this arise, please consider con-
tacting your GP and occupational health team for support.

Confidentiality and Data Management

How will we use information about you? We will need to use information from you for this research project.

This information will include your email address and demographics. People will use this information to do the research. People
who do not need to know who you are will not be able to see your contact details. Your data will have a code number instead.

We will keep all information about you safe and secure by storing it securely in accordance with GDPR, under password protec=
tion on the researchers university encrypted OneDrive. Data management will follow the Data Protection Act 2018 (DPA 2018)
and UK General Data Protection Regulation (UK GDPR), and the University of East Anglia's Research Data Management Policy.

Your identity will remain confidential in the final write up of the study's findings. Your email addresses will also be hidden from
one another during the Microsoft Teams call. Your email address will be stored securely and deleted once the mini-focus group
has finished, and your Amazon voucher has been sent to you and a summary of the study's findings has been sent to you. You are
asked to check you have a good internet connection before the group starts and to be in a room on your own to keep the group
confidential from others. The mini-focus group video recording and the transcript will be stored securely and only the research
team will have access to this. The video recording will be deleted once the transcript has been checked and formatted.

The study findings will be published as part of a doctoral thesis, with hopes to also be published in an academic journal and dis-
seminated at research conferences. The collected non-identifiable data may also be used in future research projects. Your data
will not be shared outside the UK.
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How will we use information about you after the study ends? Once we have finished the study, we will keep some of the data
so we can check the results. We will write our reports in a way that no-one can work out that you took part in the study. We will
keep your study data for a maximum of 10 years in accordance with UEA policy. The study data will then be destroyed.

What are your choices about how your information is used?

- You can stop being part of the study at any time, without giving a reason, but we will keep information about you that we al-
ready have

- You have the right to ask us to access, remove, change or delete data we hold about you for the purposes of the study. You can
also object to our processing of your data. We might not always be able to do this if it means we cannot use your data to do the
research. If so, we will tell you why we cannot do this

- If you agree to take part in this study, you will have the option to take part in future research using your data saved from this
study.

Where can you find out more about how your information is used? You can find out more about how we use your informa-
tion by;
- by asking one of the research team

- by sending an email to Hannah.Baily@uea.ac.uk

If you have any concerns about the study If you would like more information or have any questions then please contact the
lead researcher by email: Hannah Baily hannahbaily@ueaacuk (Trainee Clinical Psychologist, Doctorate in Clinical
Psychology at the University of East Anglia)

If you are concerned about the way this study is being conducted or you wish to make a complaint to someone independent of
the study but works at UEA then please contact Professor Niall Broomfield (N.Broomfield@uea.ac.uk). If you have any data subject
queries, then please contact dataprotection@uea.acuk,

Will I be told the results of the study? If you would like to receive the results of the study then dlick
on https:/forms.office.com/Pages/ResponsePage.aspx?
id=]Ydfxj26UUOKBwh]5djwkGnC mTvw79KvQViHQeypUZUNjM2RzZTUUSCVKYXTIZTRIhKWTVKQZRZQy4u

to subscribe to a clinical workforce data pool for updates.

Thank you for reading this information and showing interest in the study. If you would like to take part in the study, then
please continue to the Participant Consent Form to provide your consent to take part.
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Appendix P

Consent Form Two

Mini-Focus Group - Consent Form 2

Clinical Psychology Workforce Sustainability: Delphi & Mini-Focus Group

* Required

1. By clicking yes, | give consent to participate in this mini-focus group part of the study and |
agree to the following;
1. That I have read and understood the participant information sheet for the study and have
had chance to ask any questions or queries.
2. lunderstand that participation is voluntary.
3. lunderstand that | can withdraw from the study at any point before and during the focus
group.
4. | understand that | cannot withdraw my data from the study once | have started the focus
group as | will be influencing the discussion.
5. l understand that the only personally identifiable information I will give is my email address
so | can be contacted for my £10 Amazon gift voucher after the mini-focus group has finished.
6. | understand that my email address will be hidden from other participants in the mini-focus
group.
7. I understand that the focus group will be recorded and transcribed by the lead researcher
and data will be anonymised for analysis.
8. l understand that my personal data will be stored securely by the research team and not
shared with anyone outside of this, and all published findings will be anonymised.
9. | understand that the collected non-identifiable data from this study may also be used in
future research projects. *

O Yes, | give consent to participate in this focus group
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Appendix Q

Debrief Form One

Delphi Debrief Form

Clinical Psychology Workforce Sustainability: Delphi & Mini-Focus Groups

Participant Debrief Form 1

What are the conditions needed for Clinical Psychologists to return to the NHS?
Thank you for participating in the Delphi survey part of this study. Your time and effort is so appreciated.

As stated in the Participant Information Sheet, you will not now be able to withdraw your data now that you have submitted your
survey responses, You may withdraw from the study between Delphi rounds, but again, your previous round data cannot be with-
drawn, and we encourage you to take part in all the Delphi rounds, as this can affect the results of the study if you withdraw be-
tween rounds.

Should the questions asked in the survey evoked some distress when reflecting on the challenges that you may have faced at
work, please use support agencies such as your GP or your occupational health team or staff support. If you are in need of more
immediate support/out of hours support, then please use mental health support option when calling 111, or attend your local
A&E if you do not feel you can keep yourself safe.

If you would like more information or have any questions, then please contact the lead researcher by email: Hannah
Baily hannah.baily@uea.ac.uk (Trainee Clinical Psychologist, Doctorate in Clinical Psychology at the University of East Anglia)

Thank you again for taking the time to participate in the study.
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Appendix R

Debrief Form Two

Mini-Focus Group Debrief Form

Clinical Psychology Workforce Sustainability: Delphi & Mini-Focus Groups

Participant Debrief Form 2

What are the conditions needed for Clinical Psychologists to return to the NHS

Thank you for participating in the mini-focus group part of this study. We appreciate your time and effort. As a token of apprecia-
tion for taking part in the focus group we will be emailing you a £10 Amazon voucher. We will then delete your email address af-
ter we send out a copy of the study’s summary.

As stated in the Participant Information Sheet, you will now not be able to withdraw your data.

Should the questions asked in the survey evoked some distress when reflecting on the challenges that you may have faced at
work, please use support agencies such as your GP or your occupational health team or staff support. If you are in need of more
immediate support/out of hours support, then please use mental health support option when calling 111, or attend your local

A&E if you do not feel you can keep yourself safe.

If you would like more information or have any questions, then please contact the lead researcher by email: Hannah Baily
hannah.baily@uea.ac.uk (Trainee Clinical Psychologist, Doctorate in Clinical Psychology at the University of East Anglia)

Thank you again for taking the time to participate in the study.
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Study Advert
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Are you a Clinical Psychologist

. WOTKINg with both NHS patients
and in private practice?

and lam
passionate about
the sustainability
of the Clinical
Psychology
workforce.”

The study
| want to know what conditions you
would want met in order to return to
full-time working within NHS
commissioned services, and do these
conditions differ depending on what
career stage you are at?

I am looking for UK HCPC registered
Clinical Psychologists who work part-
time in NHS commissioned services
(including charities and private
companies seeing NHS patients) and
part-time in the private sector.

What does it involve?

1. A Delphi survey — which means

completing an anonymous 15-
minute survey for 2-3 rounds
until  a consensus on the
conditions needed to return to
full time working in the NHS is
reached (70-80% agreement
rate between participants).

An optional focus group - 1-hour
via Microsoft Teams to learn
more about the conditions
required. A £10 Amazon
voucher will be given to each
participant as a thank you for
taking part in the focus group.

+

If you would like to take part, then
either follow the link

study then please

email myself as

lead researcher and I'd be

happy to answer your questions.
hannah.baily@uea.ac.uk

If you know other Clinical
Psychologists who qualify to take
part, then please do share this
study's details!

This study has been granted ethical approval by UEA
FMH ethics [ETH2425-2471] V4. 04/07/2025.
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Appendix T

Opt-in Form

Clinical Psychology Workforce Sustainability: Delphi &
Mini-Focus Groups - Opt-in Form

Thank you for showing interest in taking part in this study, which is looking at what conditions Clinical Psychologists need to
be met te return to full-time working within NHS-commissioned services.

Please complete this opt-in form if you work part-time for NHS commissioned services (this may include charities or
private companies commissioned to see NHS patients) and part-time in private practice (self-funding or private
health insurance cover) only. We can then contact you with further information about the study once we have enough
interest in the study to start the Delphi rounds.

Please note that if we have already met the number of participants that we need for each career stage, then we may contact

you to thank you for your interest but that we unfortunately have reached capacity for the study. Therefore, we would not
be needing your time for this study but you may sign up to a data pool for further studies in the future.

* Required

1. Please tell us your email address so that we can contact you with further information about the
study *

2. What career stage are you currently in after qualifying as a Clinical Psychalogist? *
O 0 =5 years (early career)
O 6= 10 years (mid-career)

O 10+ years (later career)

3. What is your HCPC registration number so we can verify that you are a qualified Clinical
Psychologist in the UK? (This information will be deleted once we can verify your registration,
and it will not be stored with any subsequent responses in the Delphi rounds or focus groups.) *
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Appendix U
Email to Invite Participants to Take Part in the Delphi Survey

Dear [insert name],

Thank you for showing an interest in this Delphi survey on conditions needed for Clinical

Psychologists to return to the NHS.

| am contacting you to now invite you to take part in round 1 of the survey. At the bottom of

this email you will be provided with a link to access the information sheet, consent form and

demographics survey for the study before you complete round 1 of the survey.

Please complete this round by [insert date]. If you are unable to complete this round by this
date or no longer want to take part in round 1, then please let me know by replying to this

email.

Please click on the link below to access round1.

[insert link]

Yours sincerely,

Hannah Baily, Trainee Clinical Psychologist



Appendix V
Email Invite for Delphi Rounds Two and Three

Dear [insert name],

Thank you for completing round [insert 1 or 2] of the Delphi survey on conditions needed for

Clinical Psychologists to return to the NHS.

I am contacting you to now invite you to take part in round [insert 2 or 3] of the survey. At the
bottom of this email you will be provided with a link to access the next round. It will include
feedback from the previous round about questions that have not yet reach consensus (70%)

and you will be asked to re-rate them.

Please complete this round by [insert date]. If you are unable to complete this round by this
date or no longer want to take part in round [insert 2 or 3] then please let me know by

replying to this email.

Please click on the link below to access round [insert 2 or 3].

[insert link]

Yours sincerely,

Hannah Baily, Trainee Clinical Psychologist
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Appendix W

Example of Delphi Survey Round 2/3

A consensus was not reached for participants. This means less than 70% of overall
participants rated [insert condition] the same score. Below is the summary of the results from

everyone who took part in round 1 and your own score compared.

Your previous score: [insert score]
Overall group median score: [insert score]

[Insert career stage group] median score: [insert score]

Scale:
Notimportantat! Somewhat Moderately Very important Extremely
all important important important
1 2 3 4 5

Responses (n): [insert scores]

After reading the feedback from round 1 and looking at your own rating, please re-rate your

[

rating of [insert condition].

Not important at Somewhat Moderately Very important Extremely

all important important 4 important
1 2 3 o 5
Q Q Q Q

[insert condition] []
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If you would like the opportunity to take part in a 1-hour focus group after the Delphi rounds
have ended, then please tick yes below. If you do not wish to participate in this then please
tick no. *

o Yes

o No
If you would like to keep a copy of the survey then you can download a copy by clicking on
this link.

Thank you for taking part in this survey.”
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Appendix X

Mini-Focus Group Email Invite

Dear [insert name],

Thank you for completing the Delphi surveys part of the study looking into the conditions
needed for Clinical Psychologists to return to fulltime NHS commissioned services

employment.

At the end of the survey, you gave your interest in taking part in a mini-focus group to learn
more about the conditions required that you selected in your survey. | am therefore emailing
you to invite you to take part in this mini-focus group and provide the details of this, as

below.

The group will take place at [insert time], on the [insert date], on Microsoft Teams, and is
intended to last for 1 hour. Your email address will be hidden from others in the group. We
will video record the focus group and that and the transcript will be stored securely for only

the research team to access.

For more information about the focus group, please click the link here to access the
Participant Information Sheet [insert Participation Information Sheet 2]. If you are happy to
take part, then please click here to sign the consent form for this part of the study before the

focus group [insert Consent Form 2 link].

Please click on the link here to access the online focus group: [insert Microsoft Teams link]

If you have any problems accessing the link or have any questions or are no longer

interested in taking part, then please email me.
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Yours sincerely,

Hannah Baily, Trainee Clinical Psychologist
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COREQ: 32-item Checklist (Tong et al., 2007)
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No. Item Guide questions/description Reported on
Page #

Domain 1: Research

team and reflexivity

Personal Characteristics

1. Interviewer/facilitator | Which author/s conducted the interview or focus group? X

2. Credentials What were the researcher’s credentials? E.g. PhD, MD X

3. Occupation What was their occupation at the time of the study? 116

4. Gender Was the researcher male or female? X

5. Experience and What experience or training did the researcher have? 116

training

Relationship with

participants

6. Relationship Was a relationship established prior to study commencement? 116

established

7. Participant knowledge | What did the participants know about the researcher? e.g. personal goals, reasons for doing the X

of the interviewer research

8. Interviewer What characteristics were reported about the interviewer/facilitator? e.g. Bias, assumptions, 116

characteristics reasons and interests in the research topic

Domain 2: study

design

Theoretical framework

9. Methodological What methodological orientation was stated to underpin the study? e.g. grounded theory, 75,113-114

orientation and Theory

discourse analysis, ethnography, phenomenology, content analysis
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Participant selection

10. Sampling How were participants selected? e.g. purposive, convenience, consecutive, snowball 71,73
11. Method of approach | How were participants approached? e.g. face-to-face, telephone, mail, email 73
12. Sample size How many participants were in the study? 68-69
13. Non-participation How many people refused to participate or dropped out? Reasons? 115
Setting

14. Setting of data Where was the data collected? e.g. home, clinic, workplace 73
collection

15. Presence of non- Was anyone else present besides the participants and researchers? X
participants

16. Description of What are the important characteristics of the sample? e.g. demographic data, date 68-69
sample

Data collection

17. Interview guide Were questions, prompts, guides provided by the authors? Was it pilot tested? 70, 213-214
18. Repeat interviews Were repeat interviews carried out? If yes, how many? 73, 114-115
19. Audio/visual Did the research use audio or visual recording to collect the data? 73
recording

20. Field notes Were field notes made during and/or after the interview or focus group? X
21. Duration What was the duration of the interviews or focus group? 73
22. Data saturation Was data saturation discussed? X
23. Transcripts returned | Were transcripts returned to participants for comment and/or correction?

Domain 3: analysis and

findings

Data analysis

24. Number of data How many data coders coded the data? 76

coders
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25. Description of the Did authors provide a description of the coding tree? 237-239

coding tree

26. Derivation of themes | Were themes identified in advance or derived from the data? 75

27. Software What software, if applicable, was used to manage the data? 75

28. Participant checking | Did participants provide feedback on the findings? X

Reporting

29. Quotations presented | Were participant quotations presented to illustrate the themes/findings? Was each quotation 87-95
identified? e.g. participant number

30. Data and findings Was there consistency between the data presented and the findings? X

consistent

31. Clarity of major Were major themes clearly presented in the findings? 87-95

themes

32. Clarity of minor Is there a description of diverse cases or discussion of minor themes? 87-95

themes
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Example of RTA Coding and Theme Creation for the Mini-Focus Group

"And and thinking about that
across the services, but |
think | think that the the
thresholds of of perhaps
gone up and I don't know, |
don't know how we meet, |
feel a bit politically | feel a bit
panicky about meeting the
needs of people."

NHS
threshold for
team and
seeing CPs
has gone up

NHS thresholds
have changed for
who see CPs.
Politics being
involved in NHS
changes. CP's
worried about
meeting needs of
patients.

Patient focused
care important,
NHS threshold

changing

Change in service,
effecting quality of
care

Balancing service targets with quality of
care (good enough care to reflect
meaningful work)
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"Yeah. No, that's fine. | was
just going to go back to lan's
initial point about, you know,
going into the profession,
wanting to be people who are
helpful to others and so often
the NHS, how it is or just
working your way up, often at
the main part of the job, it
just maybe feels like you
sometimes feel like how am |
helping people or you don't
see the directimpact often of
the work you do. Whereas |
think often in private practise
because what we said
people being paying, being
motivated, being ready most
of the time anyway, you you
see the results and it feels
like you are helping people.
And so it's maybe partly for
our benefit as well as for
theirs."

See results
morein
private
practice,
helps to see
this as CPs.
Link to Effort-
Reward-
Imbalance
Theory

Hard to see in the
NHS how you are
directly helping
people. Private
easierto see
results as people
paying and
motivated and this
helps motivate
CPs.

Clinical work
motivates CP's,
job satisfaction

Importance of
clinical practice

Protected and valued clinical practice
(meaningful work, aligned with ethical
practice, motivation etc)
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"Yeah, to some extent.
Although | think I've got to a
point where | would increase
my NHS hours again if
something came up that that
would fit and have some of
the flexibility that I'd have
with private practise. But it
just | did the private work just
because with timing of being
in a part-time job that having
children starting school and
having a bit more time, it just
fit around my kind of
childcare commitments and
that things look a bit different
now."

Private
helped with
flexibility
around
childcare,
would
increase
NHS hours if
can find this

Want to increase
hours again but
needs to be flexible
like private work
offers. Private work
supported
flexibility with
childcare.

Flexible job
planning

Flexible career

Flexible working across the lifespan (e.g.
hours worked, childcare etc)




