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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 (≥70%, IQR = 

1) as very/extremely important for increasing NHS hours. The top six of these reached a 

strong consensus (≥80%, 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. 
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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 (Albaqwai 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 28th 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 29th 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  

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 
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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. 
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Table 1 

Study Characteristics 

Author 

(Year)  

Study Design   Setting (NHS 

or Independent)  

Sample size 

(gender) 

Job Title Age 

Range 

Ethnicity Region of 

the UK 

Length of 

Service 

Hegarty et 

al. (2022)  

Qualitative 

interviews  

14 NHS (both acute 

and mental health) 

trusts  

30  Clinical frontline HCWs 

from the NHS 

CHECK study cohort. 

Mental health status, job 

role and sex recorded for 

all but not broken down 

into physical and mental 

health staff.  

Not 

reported 

Unclear for 

mental 

health staff 

only 

England Not reported 

Hemmington 

(2024)  

Qual - Ethnographic 

study and semi-

structured interviews  

Approved mental 

health professional 

service 

4  Approved mental health 

professionals (AMHP)  

Not 

reported 

Not 

reported  

England Not reported 

Jones and 

Crossley 

(2012)  

Qualitative - focus 

group  

NHS trust - inpatient 

psychiatric care  

14 (six men 

and eight 

women)  

Mental health professionals 

were made up of 

psychiatrists, social 

workers, 

From early 

20 to 55 

years 

Not 

reported 

Wales All 

had different 

lengths of 
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occupational therapists and 

mental health nurses. 

service and 

experience. 

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)  

 

 

 

  

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  

Not reported  
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Lloyd et al. 

(2024)  

Qualitative semi-

structured interviews  

Two medium-secure 

wards in a mental 

health unit 

6  

  

Barry Gaff Health-care 

assistant 

Steve Associate specialist 

Hana Mardi Associate 

specialist 

Medic Consultant forensic 

psychiatrist 

Jerry Nurse associate  

Donald Occupational 

therapy technical instructor  

Not 

reported 

Not 

reported 

West 

Midlands 

27 years 

 

12 years  

3 years 

 

8 years 

 

11 years 

9 years 

Matthews 

and 

Williamson 

(2016)  

Multi-method 

qualitative approach 

- diaries and semi-

structured interviews  

Independent sector – 

two female secure 

mental health wards  

10 (seven 

females and 

three males) 

Seven 

participants 

held 

undergraduate 

or 

postgraduate 

degrees.  

 Healthcare assistants Aged 

between 

21 years 

and 43 

years 

Not 

reported 

England 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 

 

• Organisational tasks over patient focus 

• Physical health over wellbeing 

• PPE affecting care 

• Reduced quality of care 

 

Chronic exposure to system-level 

moral compromise 

• Bed shortages 

• Resource demand 

• Staff compromise  

 

Institutional betrayal and staff 

disposability 

• Staff feeling disposable 

• Resource demand 

• Systems dictating 

 

Internalisation of systemic failure • Shame 

• Powerlessness 

• Guilt 

• Anxiety 

 

Societal devaluation as moral 

context 

• 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 illness, 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. 

(2022)    

“Utilizing the supervisory relationship to help mental health 

professionals externalise blame for adverse patient outcomes”, (p. 

9). 

Hemmington 

(2024)    

“Safety and wellbeing being paramount within operational 

considerations and promote a culture of open and honest 

communication”, (p. 774).  

Jones and 

Crossley (2012)    

Training, staff meetings.  

Liberati et al. 

(2021)    

“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).  

Lloyd et al. 

(2024)    

“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 

Williamson 

(2016)    

“Consistent peer and professional support is considered to 

significantly reduce burnout and moral distress”, (p. 1049).  

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). 
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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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• Moral distress/injury in UK mental health staff is associated with organistional, 

structural, societal and relational factors. 

• System-wide change is needed to mitigate moral distress and injury in UK mental 

health staff, as well as individual resilience. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



44 
  

 

   

 

References 

Albaqawi, 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  

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  

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  

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
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/10.1155/jonm/5443770


45 
  

 

   

 

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

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

injury-survey-report-june-2021.pdf  

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/  

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

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

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

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

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 

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

Press. 

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  

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 

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
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://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/
https://www.gov.uk/
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/10.1002/cl2.1230


46 
  

 

   

 

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 

Jameton, A. (1984). Nursing practice, the ethical issues. Prentice-Hall. 

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  

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 

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  

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 

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. I., 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 

https://doi.org/10.1080/20008066.2022.2128028
https://doi.org/10.1093/bjsw/bcad258
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
https://doi.org/10.1080/14623730.2012.719302
https://doi.org/10.1186/s12960-024-00951-8
https://doi.org/10.1186/s12888-021-03150-0
https://doi.org/10.1186/s12888-021-03150-0
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


47 
  

 

   

 

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 

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  

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. 

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  

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., Hróbjartsson, 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 

Seligman, M. E. (1972). Learned helplessness.  Annual review of medicine, 23(1), 407-412. 

https://doi.org/10.1111/jan.12889
https://doi.org/10.1080/14789949.2022.2111318
https://doi.org/10.1002/9781119536604.ch21
https://doi.org/10.1136/bmj.n160
https://doi.org/10.1016/J.JRADNU.2024.12.005


48 
  

 

   

 

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/healthcare13212822 

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-figures-

 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  

Tong, A., Flemming, K., McInnes, 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  

 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/fpsyg.2025.1422441 

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 

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]. 

https://doi.org/10.3390/healthcare13212822
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/10.1186/1471-2288-12-181
https://doi.org/10.1186/1471-2288-12-181
https://doi.org/10.3389/fpsyg.2025.1422441
https://doi.org/10.1111/inm.13243


49 
  

 

   

 

Chapter Three: Bridging Chapter 

 

Word Count: 546 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



50 
  

 

   

 

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 (≥80%, 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.g., 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. 
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Table 1 

Delphi Survey Demographics 

 Round 1 (n (%)) Round 2 (n (%)) Round 3 (n (%)) 

All  
(n=30) 

Early  
Career 
(n=7) 

Mid-
Career 
(n=13) 

Late  
Career 
(n=10) 

All 
(n=25)  

Early  
Career 
(n=5) 

Mid-
Career 
(n=11) 

Late  
Career 
(n=9) 

All  
(n=22) 

Early  
Career 
(n=4) 

Mid-
Career 
(n=9) 

Late 
Career 
(n=9) 

Gender             

Female 27  
(90) 

6  
(85.71) 

13  
(100) 

8  
(80) 

22  
(88) 

4  
(80) 

11  
(100) 

7  
(77.78) 

19  
(86.36) 

3  
(75) 

9  
(100) 

7 
(77.78) 

Male 3  
(10) 

1  
(14.29) 

0  
(0) 

2  
(20) 

3  
(12) 

1  
(20) 

0  
(0) 

2  
(22) 

3  
(13.63) 

1 
 (25) 

0 
(0) 

2  
(22.22) 

Age (years)             

30-34 13 
(43.33) 

5  
(71.42) 

3  
(23.08) 

0  
(0) 

6  
(24) 

4 
 (80) 

2  
(18.18) 

0 
 (0) 

5  
(22.72) 

3 
 (75) 

2 
 (22) 

0  
(0) 

35-39 8  
(26.67) 

2 
(28.57) 

9  
(69.23) 

2  
(20) 

11 
 (44) 

1  
(20) 

8 
(72.72) 

2  
(22.22) 

9  
(40.90) 

1 
 (25) 

6  
(66.67) 

2  
(22) 

40-44 3  
(10) 

0  
(0) 

1  
(7.70) 

2 
 (20) 

2  
(8) 

0 
 (0) 

1  
(9.09) 

1  
(11.11) 

2  
(9.09) 

0  
(0) 

1  
(11.11) 

1  
(11.11) 

45-49 3  
(10) 

0  
(0) 

0  
(0) 

3  
(30) 

3  
(12) 

0  
(0) 

0  
(0) 

3  
(33.33) 

3  
(13.64) 

0  
(0) 

0  
(0) 

3  
(33.33) 

50-54 1  
(3.33) 

0  
(0) 

0  
(0) 

1  
(10) 

1  
(4) 

0  
(0) 

0 
 (0) 

1  
(11.11) 

1  
(4.54) 

0  
(0) 

0  
(0) 

1  
(11.11) 

55-59 1 
 (3.33) 

0 
 (0) 

0  
(0) 

1  
(10) 

1  
(4) 

0 
 (0) 

0 
 (0) 

1 
 (11.11) 

1 
 (4.54) 

0 
 (0) 

0 
 (0) 

1 
 (11.11) 
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60-64 1 
(3.33) 

0  
(0) 

0  
(0) 

1  
(10) 

1  
(4) 

0  
(0) 

0  
(0) 

1 
(11.11) 

1 
(4.54) 

0  
(0) 

0  
(0) 

1 
(11.11) 

Ethnicity             

White - 
English, 
Scottish, 
Northern Irish 
or British 

23  
(76.67) 

5  
(71.42) 

8  
(61.54) 

10 
 (100) 

20  
(80) 

4  
(80) 

7  
(63.63) 

9  
(100) 

18  
(81.81) 

3  
(75) 

6  
(66.67) 

9  
(100) 

White - Irish 1  
(3.33) 

0  
(0) 

1  
(7.70) 

0  
(0) 

1 
 (4) 

0  
(0) 

1  
(9.09) 

0  
(0) 

1  
(4.54) 

0  
(0) 

1  
(11.11) 

0  
(0) 

Any other 
White 
background 

2  
(6.67) 

0 
 (0) 

2  
(15.38) 

0 
 (0) 

2 
 (8) 

0 
 (0) 

2 
(18.18) 

0  
(0) 

1  
(4.54) 

0 
 (0) 

1 
 (11.11) 

0 
 (0) 

Asian or Asian 
British - Indian 

1  
(3.33) 

0 
 (0) 

1  
(7.70) 

0  
(0) 

1  
(4) 

0 
 (0) 

1  
(9.09) 

0 
 (0) 

1 
 (4.54) 

0 
 (0) 

1  
(11.11) 

0  
(0) 

White and 
Black African 

1  
(3.33)  

1  
(14.29) 

0  
(0) 

0 
 (0) 

1  
(4) 

1 
 (20) 

0  
(0) 

0 
 (0) 

1  
(4.54) 

1  
(25) 

0 
 (0) 

0  
(0) 

Caribbean 1  
(3.33) 

0 
 (0) 

1  
(7.70) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

Any other 
mixed or 
multiple ethnic 
background 

1 
(3.33) 

1 
(14.29) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

0  
(0) 

Years 
Qualified 

            

0-5 7  
(23.33) 

7 
 (100) 

- - 5 
 (20) 

5  
(100) 

- - 4  
(18.18) 

4  
(100) 

- - 
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6-10 13  
(43.33) 

- 13 
 (100) 

- 9  
(36) 

- 9  
(100) 

- 9 
(40.90) 

- 9 
 (100) 

- 

10+ 10 
(33.33) 

- - 10  
(100) 

11 
 (44) 

- - 11  
(100) 

9  
(40.90) 

- - 9  
(100) 

Region of the 
UK (live) 

            

East of 
England 

8  
(26.67) 

2  
(28.57) 

1  
(7.70) 

5  
(50) 

8 
 (32) 

2  
(40) 

1  
(9.09) 

5  
(55.56) 

7  
(31.81) 

2  
(50) 

0  
(0) 

5  
(55.56) 

 

London 6  
(20) 

2 
(28.57) 

2  
(15.38) 

2 
 (20) 

5 
 (20) 

1  
(20) 

2  
(18.18) 

2  
(22.22) 

5  
(22.72) 

1 
 (25) 

2  
(22) 

2 
 (22) 

Midlands 2  
(6.67) 

1 
(14.29) 

1  
(7.70) 

0 
 (0) 

1  
(4) 

0 
 (0) 

1  
(9.09) 

0  
(0) 

0  
(0) 

0 
 (0) 

0  
(0) 

0  
(0) 

North East 1  
(3.33) 

0  
(0) 

1  
(7.70) 

0  
(0) 

1  
(4) 

0  
(0) 

1  
(9.09) 

0  
(0) 

1  
(4.54) 

0 
 (0) 

1 
 (11.11) 

0 
 (0) 

North West 5 
(16.67) 

1  
(14.29) 

3  
(23.08) 

1  
(10) 

2 
 (8) 

1  
(20) 

1  
(9.09) 

0 
 (0) 

1 
 (4.54) 

0 
 (0) 

1  
(11.11) 

0 
 (0) 

Scotland 1  
(3.33) 

0 
 (0) 

1  
(7.70) 

0  
(0) 

1  
(4) 

0  
(0) 

1  
(9.09) 

0 
 (0) 

1 
 (4.54) 

0  
(0) 

1  
(11.11) 

0 
 (0) 

South East 6 
 (20) 

1 
(14.29) 

4  
(30.77) 

1 
 (10) 

6 
 (24) 

1 
 (20) 

4 
(36.36) 

1 
 (11.11) 

6  
(27.27) 

1 
 (25) 

4 
(44.44) 

1  
(11.11) 

South West 1  
(3.33) 

0 
 (0) 

0 
 (0) 

1  
(10) 

1 
 (4) 

0  
(0) 

0  
(0) 

1  
(11.11) 

1 
 (4.54) 

0 
 (0) 

0 
 (0) 

1 
 (11.11) 
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Region of the 
UK (work) 

            

East of 
England 

9  
(30) 

2 
(28.57) 

2  
(15.38) 

5 
 (50) 

9  
(36) 

2 
 (40) 

2  
(18.18) 

5  
(55.56) 

8  
(36.36) 

2  
(50) 

1  
(11.11) 

5 
(55.56) 

 

London 5 
(16.67) 

2  
(28.57) 

1 
 (7.70) 

2 
 (20) 

4  
(16) 

1  
(20) 

1  
(9.09) 

2 
(22.22) 

4 
(18.18) 

1  
(25) 

1  
(11.11) 

2  
(22) 

Midlands 3  
(10) 

1  
(14.29) 

1  
(7.70) 

1  
(10) 

2 
 (8) 

0 
 (0) 

1  
(9.09) 

1  
(11.11) 

1  
(4.54) 

0 
 (0) 

0 
 (0) 

1  
(11.11) 

North East 1 
 (3.33) 

0 
 (0) 

1  
(7.70) 

0 
 (0) 

1  
(4) 

0 
 (0) 

1  
(9.09) 

0 
 (0) 

1  
(4.54) 

0 
 (0) 

1  
(11.11) 

0 
 (0) 

North West 5 
(16.67) 

1 
(14.29) 

3 
(23.08) 

1 
 (10) 

2  
(8) 

1  
(20) 

1  
(9.09) 

0 
(0) 

1  
(4.54) 

0 
 (0) 

1  
(11.11) 

0 
 (0) 

Scotland 1 
 (3.33) 

0 
 (0) 

1  
(7.70) 

0  
(0) 

1 
 (4) 

0 
 (0) 

1  
(9.09) 

0 
 (0) 

1  
(4.54) 

0  
(0) 

1  
(11.11) 

0 
(0) 

South East 4  
(13.33) 

1  
(14.29) 

3  
(23.08) 

0  
(0) 

4  
(16) 

1 
(20) 

3  
(27.27) 

0 
(0) 

4 
(18.18) 

1 
(25) 

3 
(33.33) 

0 
(0) 

South West 2 
(6.67) 

0 
(0) 

1 
(7.70) 

1 
(10) 

2 
(8) 

0 
(0) 

1 
(9.09) 

1 
(11.11) 

2 
(9.09) 

0 
(0) 

1 
(11.11) 

1 
(11.11) 

How long in 
part-time in 
private 
practice 
(years) 
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0-5 21 
 (70) 

7  
(100) 

9  
(69.23) 

5 
 (50) 

16  
(64) 

5 
 (100) 

7  
(63.63) 

4 
(44.44) 

13  
(59.09) 

4  
(100) 

5  
(55.56) 

 

4  
(44.44) 

6-10 4  
(13.33) 

0  
(0) 

3  
(23.08) 

1  
(10) 

4  
(16) 

0 
 (0) 

3  
(27.27) 

1  
(11.11) 

4 
(18.18) 

0  
(0) 

3  
(33.33) 

1 
 (11.11) 

11-15 4  
(13.33) 

0 
 (0) 

1 
 (7.70) 

3 
 (30) 

4 
 (16) 

0 
 (0) 

1  
(9.09) 

3 
(33.33) 

4 
(18.18) 

0  
(0) 

1  
(11.11) 

3 
(33.33) 

26-30 1  
(3.33) 

0 
 (0) 

0  
(0) 

1 
 (10) 

1 
 (4) 

0 
 (0) 

0 
 (0) 

1  
(11.11) 

1  
(4.54) 

0  
(0) 

0  
(0) 

1  
(11.11) 

Hours a week 
for NHS and 
private 

            

0-10 1  
(3.33) 

0 
 (0) 

1  
(7.70) 

0  
(0) 

1 
 (4) 

0 
 (0) 

1  
(9.09) 

0 
 (0) 

0 
 (0) 

0  
(0) 

0  
(0) 

0 
 (0) 

11-20 1 
 (3.33) 

0 
 (0) 

1  
(7.70) 

0 
 (0) 

1 
 (4) 

0 
 (0) 

1 
 (9.09) 

0  
(0) 

1  
(4.54) 

0 
 (0) 

1  
(11.11) 

0  
(0) 

21-30 8 
(26.67) 

2  
(28.57) 

2 
(15.38) 

5 
 (50) 

8 
 (32) 

2 
 (40) 

2  
(18.18) 

4 
(44.44) 

7  
(31.81) 

1  
(25) 

2 
 (22) 

4  
(44.44) 

31-37.5 13 
(43.33) 

4 
(57.14) 

6  
(46.15) 

3  
(30) 

10 
 (40) 

2 
 (40) 

5 
(45.45) 

3  
(33.33) 

9  
(40.90) 

2  
(50) 

4 
(44.44) 

3 
(33.33) 

More than 
37.5 

6 
 (20) 

1 
(14.29) 

3  
(23.08) 

2 
 (20) 

5  
(20) 

1 
 (20) 

2 
(18.18) 

2 
(22.22) 

5 
(22.72) 

1 
 (25) 

2 
 (22) 

2 
 (22) 
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Hours a week 
for NHS 

            

0-5 1  
(3.33) 

0 
 (0) 

0  
(0) 

1 
 (10) 

1 
 (4) 

0 
 (0) 

0 
 (0) 

1 
 (11.11) 

1 
 (4.54) 

0 
 (0) 

0  
(0) 

1  
(11.11) 

11-15 1 
 (3.33) 

0 
 (0) 

1  
(7.70) 

0 
 (0) 

1 
 (4) 

0 
 (0) 

1  
(9.09) 

0 
 (0) 

1  
(4.54) 

0  
(0) 

1  
(11.11) 

0  
(0) 

16-20 5  
(16.67) 

0  
(0) 

2 
(15.38) 

3 
 (30) 

3 
 (12) 

0  
(0) 

1 
 (9.09) 

2  
(22.22) 

2  
(9.09) 

0  
(0) 

0  
(0) 

2 
 (22) 

21-25 9  
(30) 

3 
(42.86) 

3  
(23.08) 

3  
(30) 

9  
(30) 

3 
 (60) 

3  
(27.27) 

3  
(33.33) 

8 
(36.36) 

2  
(50) 

3  
(33.33) 

3  
(33.33) 

26-30 12  
(40) 

4  
(57.14) 

6  
(46.15) 

2  
(20) 

9 
 (30) 

2  
(40) 

5 
(45.45) 

2 
(22.22) 

8  
(36.36) 

2  
(50) 

4  
(44.44) 

2 
 (22) 

30+ 2  
(6.67) 

0  
(0) 

1  
(7.70) 

1 
 (10) 

2  
(8) 

0 
 (0) 

1  
(9.09) 

1  
(11.11) 

2  
(9.09) 

0  
(0) 

1  
(11.11) 

1  
(11.11) 

Open to 
increasing 
NHS hours 

            

Yes 11  
(36.67) 

3  
(42.86) 

4  
(30.77) 

4 
 (40) 

11 
 (44) 

2  
(40) 

4  
(36.36) 

4  
(44.44) 

8  
(36.36) 

2  
(50) 

2  
(22) 

4  
(44.44) 

No  7  
(23.33) 

1  
(14.29) 

4  
(30.77) 

2  
(20) 

3  
(12) 

1  
(20) 

2  
(18.18) 

1  
(11.11) 

3  
(13.64) 

0 
 (0) 

2 
 (22) 

1  
(11.11) 
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I’m undecided 12  
(40) 

3  
(42.86) 

5  
(38.46) 

4 
 (40) 

11  
(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 

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 1 (33.33%) 

Male 2 (66.66%) 

Age (years)  

35-39 2 (66.66%) 

50-54 1 (33.33%) 

Ethnicity  

White - English, Scottish, Northern Irish or British 3 (100%) 

Years Qualified  

0-5 1 (33.33%) 

10+ 2 (66.66%) 

Region of the UK (live)  

East of England 3 (100%) 

Region of the UK (work)  

East of England 3 (100%) 

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

0-5 2 (66.66%) 

26-30 1 (33.33%) 

Hours a week for NHS and private  

21-30 1 (33.33%) 

More than 37.5 2 (66.66%) 

Hours a week for NHS  

0-5 1 (33.33%) 

16-20 1 (33.33%) 

26-30 1 (33.33%) 

Open to increasing NHS hours  

Yes 1 (33.33%) 

I’m undecided 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 (HCPC) 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. PPI 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 
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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; Jünger 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

nsensus 

(Importance 

Rating)  

All  Early 

Career  

Mid-

Career  

Late 

Career  

All  Early 

Career  

Mid-

Career  

Late 

Career  

All  Early 

Career  

Mid-

Career  

Late 

Career  

Feel able to 

deliver good 

quality care to 

service 

users   

5 (1)  

93.33%  

very/extr

emely 

importan

t  

5 (1)  

100%  

very/extr

emely 

important

  

5 (1)  

92.31%  

very/extr

emely 

important

  

5 (1)  

90.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  93.33%  

 (very/extreme

ly important)  

Strong/suppor

tive 

leadership/ma

nagement  

5 (1)  

90% ver

y/extrem

ely impor

tant  

4 (1)  

100%  

very/extr

emely 

4 (1)  

84.62%  

very/extr

emely 

5 (1)  

90.00%  

very/extr

emely 

x  x  x  x  x  x  x  x  90.00% (very/

extremely 

important)  
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important

  

important

  

important

  

Positive team 

culture   

5 (1)  

83.33%  

very/extr

emely 

importan

t  

4 (2)  

71.43%  

very/extr

emely 

important

  

5 (0)  

84.62%  

very/extr

emely 

important

  

5 (1)  

90.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  83.33%  

 (very/extreme

ly important)  

Flexible 

working 

hours   

5 (1)  

80%  

very/extr

emely 

importan

t  

5 (1)  

85.71%  

very/extr

emely 

important

  

5 (0)  

92.31%  

very/extr

emely 

important

  

  

5 (2)  

60.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  80.00% (very/

extremely 

important)  
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Opportunities 

for 

professional 

development 

(e.g. CPD)   

4 (1)  

80%  

very/extr

emely 

importan

t  

4 (1)  

85.71%  

very/extr

emely 

important

  

4 (1)  

84.62% 

very/extr

emely 

important

  

  

4 (1)  

70.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  80.00% (very/

extremely 

important)  

Better working 

environment 

(e.g. better 

access to 

therapy 

rooms/desk 

space)   

4 (1)  

80.00%  

very/extr

emely 

importan

t  

5 (1)  

100%  

very/extr

emely 

important

  

4 (2)  

69.23%  

very/extr

emely 

important

  

4 (0)  

80.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  80.00%  

 (very/extreme

ly important)  

Manageable 

workload   

5 (1)  

76.67%  

5 (0)  

100%  

5 (1)  

92.31%  

3 (2)  

60.00%  

x  x  x  x  x  x  x  x  76.67% 

(very/extremel

y important)  
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very/extr

emely 

importan

t  

very/extr

emely 

important

  

very/extr

emely 

important

  

Somewh

at/moder

ately 

important

  

Opportunities 

for career 

progression 

(e.g. 

leadership)   

4 (1)  

76.67%  

very/extr

emely 

importan

t  

4 (1)  

71.43%  

very/extr

emely 

important

  

5 (1)  

76.92%  

very/extr

emely 

important

  

4 (1)  

80.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  76.67%  

 (very/extreme

ly important)  

Hybrid 

working 

(home and 

office)    

5 (1)  

76.67%  

very/extr

emely 

importan

t  

4 (1)  

85.71%  

very/extr

emely 

important

  

5 (1)  

100.00%

 very/extr

emely 

important

  

3 (2)  

50.00%  

somewh

at/moder

ately 

x  x  x  

  

x  x  x  x  x  76.67%  

 (very/extreme

ly important)  
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important

  

Reduced 

bureaucracy   

4 (1)  

76.67%  

very/extr

emely 

importan

t  

5 (1)  

85.71%  

very/extr

emely 

important

  

4 (1)  

84.62%  

very/extr

emely 

important

  

4 (2)  

60.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  76.67%  

 (very/extreme

ly important)  

Supportive 

supervision   

5 (2)  

73.33%  

very/extr

emely 

importan

t  

5 (1)  

85.71%  

very/extr

emely 

important

  

4 (2)  

61.54%  

very/extr

emely 

important

  

5 (1)  

80.00%  

very/extr

emely 

important

  

x  x  

  

x  x  x  x  x  x  73.33% (very/

extremely 

important)  

Fits with 

childcare/famil

y 

4 (2)  

73.33%  

4 (2)  

57.14%  

5 (1)  

76.92%  

4 (1)  

80.00%  

x  x  x  x  x  x  x  x  73.33%  

 (very/extreme

ly important)  
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responsibilitie

s    

very/extr

emely 

importan

t  

very/extr

emely 

important

  

very/extr

emely 

important

  

very/extr

emely 

important

  

Good 

pension   

4 (2)  

70.00%  

very/extr

emely 

importan

t  

4 (1)  

85.71%  

very/extr

emely 

important

  

4 (2)  

61.54%  

very/extr

emely 

important

  

4 (1)  

70.00%  

very/extr

emely 

important

  

x  x  x  x  x  x  x  x  70.00%  

 (very/extreme

ly important)  

Support for 

physical 

health    

3 (2)  

60.00%  

somewh

at/moder

ately 

importan

t  

3 (2)  

57.14%  

somewh

at/moder

ately 

important

  

3 (2)  

61.54%  

somewh

at/moder

ately 

important

  

3 (1)  

60.00%  

somewh

at/moder

ately 

important

  

3 (1)  

84.00%  

somewh

at/moder

ately 

important

  

3 (0)  

100.00%

 somewh

at/moder

ately 

important

  

3 (2)  

63.63%  

somewh

at/moder

ately 

important

  

3 (1)  

81.81%  

somewh

at/moder

ately 

important

  

x  x  x  x  84.00%  

(somewhat/m

oderately 

important)  
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Increased 

staffing 

levels   

4 (2)  

66.67%  

very/extr

emely 

importan

t  

4 (2)  

71.43%  

very/extr

emely 

important

  

5 (1)  

76.92%  

very/extr

emely 

important

  

4 (1)  

50.00%  

very/extr

emely 

important

  

4 (1)  

80.00%  

very/extr

emely 

important

  

4 (1)  

100.00%

 very/extr

emely 

important

  

5 (2)  

72.72%  

very/extr

emely 

important

  

4 (0)  

77.77%  

very/extr

emely 

important

  

x  x  x  x  80.00%  

 (very/extreme

ly important)  

Support for 

mental 

health   

3 (2)  

43.33%  

very/extr

emely 

importan

t  

4 (1)  

85.75%  

very/extr

emely 

important

  

3 (0)  

76.92%  

somewh

at/moder

ately 

important

  

  

3 (2)  

40.00%  

somewh

at/moder

ately and 

very/extr

emely 

important

  

3 (2)  

52.00%  

somewh

at/moder

ately 

important

  

  

  

4 (0)  

80.00%  

very/extr

emely 

important

  

  

  

3 (2)  

63.63%  

somewh

at/moder

ately 

important

  

  

3 (2)  

55.00%  

somewh

at/moder

ately 

important

  

  

3 (1)  

72.72%  

somewh

at/moder

ately 

important

  

  

  

  

4 (1)  

50.00%  

somewh

at/moder

ately and 

very/extr

emely 

important

  

3 (1)  

88.88%  

somewh

at/moder

ately 

important

  

  

3 (1)  

67.00%  

somewh

at/moder

ately 

importan

t  

  

72.72% 

(somewhat/m

oderately) imp

ortant  
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Benefits such 

as: 

Medical/life 

insurance, 

HCPC 

registration 

paid for, 

indemnity 

insurance 

paid for, 

company car, 

free onsite 

parking, gym 

membership   

3 (2)  

46.67%  

very/extr

emely 

importan

t  

4 (1)  

57.14%  

very/extr

emely 

important

  

4 (3)  

61.54%  

very/extr

emely 

important

  

3 (1)  

60.00%  

somewh

at/moder

ately 

important

  

3 (1)  

48.00%  

somewh

at/moder

ately 

important

  

3 (1)  

60.00%  

somewh

at/moder

ately 

important

  

4 (2)  

63.63%  

very/extr

emely 

important

  

  

3 (1)  

77.77%  

somewh

at/moder

ately 

important

  

3 (1)  

59.09%  

somewh

at/moder

ately 

important

  

  

3 (1)  

75.00%  

somewh

at/moder

ately 

important

  

  

3 (2)  

44.44%  

very/extr

emely 

important

  

  

2 (1)  

78.00%  

somewh

at/moder

ately 

importan

t  

  

59.09%  

(somewhat/m

oderately 

important)  

Better pay   4 (2)  

63.33%  

5 (1)  

100%  

5 (1)  

76.92%  

3 (0)  

70.00%  

4 (2)  

64.00%  

5 (1)  

100.00%

  

4 (1)  

81.81%  

3 (0)  

66.66%  

4 (2)  

54.54%  

5 (1)  

100.00%

  

4 (1)  

88.88%  

3 (0)  

89.00%  

54.54% 

(very/extremel

y important)  



86 
  

 

   

 

very/extr

emely 

importan

t  

very/extr

emely 

important

  

very/extr

emely 

important

  

somewh

at/moder

ately 

important

  

very/extr

emely 

important

  

  

very/extr

emely 

important

  

  

very/extr

emely 

important

  

  

  

somewh

at/moder

ately 

important

  

very/extr

emely 

important

  

  

very/extr

emely 

important

  

  

very/extr

emely 

important

  

  

somewh

at/moder

ately 

importan

t  
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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-

aligned Leadership 

and Team Cultures 

1.1 Alignment with NHS Values and Moral Commitment to 

Public Healthcare 

1.2 Supportive and Psychologically Safe Teams 

1.3 Leadership that Recognises and Invests in Psychology  

 

2. Creating Sustainable 

and Flexible NHS 

Careers 

2.1 Flexible Working Across the Lifespan 

2.2 Workload Expectations that Protect Wellbeing 

2.3 Stability and Long-Term Security 

 

3. Enabling Meaningful 

and Ethical 

Psychological Practice 

3.1 Protected and Valued Clinical Practice 

3.2 Balancing Service Targets with Quality of Care 

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 I would continue working in the NHS 

and maybe potentially increase my hours is that I am aware of privilege in terms of 

having my training paid for by the NHS and I always have a trainee on placement 

and I. Yeah. I  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 I naturally thought feel more 

motivated, I 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. “I think just like same core values really I 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 I could have applied to increase my NHS hours in (***) 

trust that I 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: I think I've got to a point where I 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 I 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: I think the NHS we all know the NHS is funded by you 

know goodwill from the staff and I 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...I 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 I 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 I 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, I missed that by a few years... I 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 I think that that would be why another reason why I'd go increase my 

NHS hours again...I 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. “I would love to be paid more in the NHS, but I also don't think I 

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 I 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 I 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 I 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 I 

moved into an inpatient role and I kind of because I did a lot of the kind of this 

individual therapy whilst I was working in the community, I just, I didn't want to lose 

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

skills, I 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 I 

helping people or you don't see the direct impact often of the work you do. Whereas I 

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). 
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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: I 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).“I think that the thresholds have 

perhaps gone up and I don't know, I don't know how we meet, I feel a bit politically, I 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: I 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. I 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’ 



99 
  

 

   

 

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: 

• Systemic improvement is needed by the NHS to strengthen the Clinical Psychology 

workforce. 

• There is variability within career stages as to what Clinical Psychologists need for 

workforce sustainability 

• Giving care to patients in line with Clinical Psychologists values is important for 

retention. 

• Other conditions around leadership, positive and supportive teams and cultures, 

flexibility and professional development suggest where the organisational 

improvements can be made. 
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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, I (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 PPI 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 (≥80%, 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%, IQR = 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.  



123 
  

 

   

 

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 I had not 

anticipated. As a trainee CP, I understand the importance of reflective practice in self-care, 

development and bringing about change (Riccio & Fisher, 2025). I had always been 

interested in the wellbeing of myself, and colleagues and I thought I 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 I started the empirical research design I knew there was limited research on 

CP’s and retention in the NHS. I also had a felt sense of loyalty to the NHS for not only my 

own healthcare support but my family and friends and I appreciated it was also giving the 

opportunity to train as a CP myself, in the hope to give back to the NHS when I qualify. I 

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, I 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, I understand even more than I 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). 
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Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses.  p21 

METHODS    

Eligibility 
criteria  

5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses.  p22-23 

Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify 
studies. Specify the date when each source was last searched or consulted. 

 p21-22 

Search 
strategy 

7 Present the full search strategies for all databases, registers and websites, including any filters and limits used.  p169 

Selection 
process 

8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers 
screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation 
tools used in the process. 

 p23-24 

Data 
collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether 
they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of 
automation tools used in the process. 

 p24-25 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome 
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. 

 p25 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). 
Describe any assumptions made about any missing or unclear information. 

 p26 

Study risk of 
bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many 
reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in 
the process. 

 p25 
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Effect 
measures  

12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of 
results. 

 N/A 

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention 
characteristics and comparing against the planned groups for each synthesis (item #5)). 

 p25 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary 
statistics, or data conversions. 

 N/A 

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, 
describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 

 p25-26 & p31 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-
regression). 

 N/A 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results.  N/A 

Reporting 
bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). p25, p40, p187 

Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome.  x 

RESULTS    

Study 
selection  

16a Describe the results of the search and selection process, from the number of records identified in the search to the number of 
studies included in the review, ideally using a flow diagram. 

 p23-24 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded.  p23-24 

Study 
characteristics  

17 Cite each included study and present its characteristics.  p26-31 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study.  p187 

Results of 
individual 
studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate 
and its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

 N/A 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies.  N/A 

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its 
precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the 
direction of the effect. 

 p32-37 

20c Present results of all investigations of possible causes of heterogeneity among study results.  N/A 
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20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results.  N/A 

Reporting 
biases 

21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed.  x 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed.  x 

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 
and protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not 
registered. 

 p21 

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 
interests 

26 Declare any competing interests of review authors.  N/A 

Availability of 
data, code 
and other 
materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted 
from included studies; data used for all analyses; analytic code; any other materials used in the review. 

N/A 

 

 

Section and Topic  
Item 
# 

Checklist item  
Reported 
(Yes/No)  

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  3 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 
searched. 

No 

Risk of bias 5 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  7 Give the total number of included studies and participants and summarise relevant characteristics of studies. No 

Synthesis of results  8 Present results for main outcomes, preferably indicating the number of included studies and participants for each. If 
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). 

Yes 

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 
and imprecision). 

No 

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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Appendix C 

ENTREQ Checklist (Tong et al., 2012) 

 

Item Guide and description Reported on 

page__ 

Aim State the research question the synthesis addresses 21 

Synthesis 

methodology 

 

 

Identify the synthesis methodology or theoretical framework which underpins the synthesis and describe the 

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). 

25-26 

Approach to 

searching 

 

Indicate whether the search was pre-planned (comprehensive search strategies to seek all available studies) 

or iterative (to seek all available concepts until theoretical saturation is achieved). 

22 

Inclusion 

criteria 

Specify the inclusion/exclusion criteria (e.g., in terms of population, language, year limits, type of publication, 

study type). 

22-23 

Data sources 

 

Describe the information sources used (e.g., electronic databases (MEDLINE, EMBASE, CINAHL, psychINFO, 

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. 

21-22 

Electronic 

Search 

Strategy 

Describe the literature search (e.g., provide electronic search strategies with population terms, clinical or 

health topic terms, experiential or social phenomena related terms, filters for qualitative research and search 

limits). 

169 

Study 

screening 

methods 

Describe the process of study screening and sifting (e.g., title, abstract and full text review, number of 

independent reviewers who screened studies) 

23 

Study 

characteristics 

Present the characteristics of the included studies (e.g., year of publication, country, population, number of 

participants, data collection, methodology, analysis, research questions). 

28-31 

Study 

selection 

results 

Identify the number of studies screened and provide reasons for study exclusion (e.g., for comprehensive 

searching, provide numbers of studies screened and reasons for exclusion indicated in a figure/flowchart; for 

iterative searching describe reasons for study exclusion and inclusion based on modifications t the research 

question and/or contribution to theory development). 

23-24 
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Rationale for 

appraisal 

Describe the rationale and approach used to appraise the included studies or selected findings (e.g., 

assessment of conduct (validity and robustness), assessment of reporting (transparency), assessment of 

content and utility of the findings). 

25 

Appraisal 

items 

State the tools, frameworks and criteria used to appraise the studies or selected findings (e.g., Existing tools: 

CASP, QARI, COREQ; reviewer developed tools; describe the domains assessed: research team, study 

design, data analysis and interpretations, reporting). 

25 

Appraisal 

process 

Indicate whether the appraisal was conducted independently by more than one reviewer and if consensus 

was required. 

25 

Appraisal 

results 

Present results of the quality assessment and indicate which articles, if any, were weighted/excluded based 

on the assessment and give the rationale. 

187 

Data 

extraction 

Indicate which sections of the primary studies were analysed and how were the data extracted from the 

primary studies? (e.g., all text under the headings “results /conclusions” were extracted electronically and 

entered into a computer software). 

24-26, 172-186 

Software State the computer software used, if any. 23 

Number of 

reviewers 

Identify who was involved in coding and analysis. 116 

Coding Describe the process for coding of data (e.g., line by line coding to search for concepts). 26, 32, 189-

190 
Study 

comparison 

Describe how were comparisons made within and across studies (e.g., subsequent studies were coded into 

pre-existing concepts, and new concepts were created when deemed necessary). 

26, 32, 189-

190 
Quotations Provide quotations from the primary studies to illustrate themes/constructs, and identify whether the 

quotations were participant quotations or the author’s interpretation 

32-27 

Synthesis 

output 

Present rich, compelling and useful results that go beyond a summary of the primary studies (e.g., new 

interpretation, models of evidence, conceptual models, analytical framework, development of a new theory or 

construct). 

32-37 
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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  

(NHS OR "National Health Service" OR UK OR "United Kingdom" OR Wales OR “Northern 

Ireland” OR Scotland OR England OR “Great Britain” OR Britain) 
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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 
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Appendix F 

Data Extraction 

Author 

(Year) 

Research 

aims/questions 

Factors associated with moral 

distress/injury 

Study outcomes   Limitations Author's conclusions  

Jones and 

Crossley 

(2012)   

In the light of unease 

about the quality of 

psychiatric inpatient 

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 

Shame - the mental health 

professionals were facing moral 

dilemmas concerned with providing 

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 

Both service users and 

healthcare professionals viewed 

the following aspects of 

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. 

This is a small research study 

using qualitative subjective 

research methods and a purposive 

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. 

This brief research report concerns a 

qualitative research study, organized in 

such ways as to give a voice to both 

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 



173 
  

 

   

 

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 

instances, mental health 

professionals viewed other 

professional groups as stigmatizing 

them, arousing feeling of shame. In 

situations where professional groups 

stigmatized others because of their 

associations with mental illness, 

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) 

Shaming or blaming others 

overlapped with a theme 

identified from the patient 

groups. 

of the 

complexities in relation to ways in 

which shame is aroused in individuals 

and groups of 

people along with its effects. 
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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 

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. 
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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 CMHTs 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 CMHTs 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. 

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. 
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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.  

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. 
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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 

(2024)   

There appear to be 

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 I 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. 

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’. AMHPs’ 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. 
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of motivation for the exercise of our 

moral agency (Lu¨ tze´n and Kvist, 

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. 

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. 
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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. Ill-

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 

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. 
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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 MI by commission, this 

did not feature heavily in 

participants’ narratives. 
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Appendix G 

CASP Quality Checks Agreement Summary Table 

Author 

(Year) 

Section A - Are the results valid? Section B - What are the results? Section 

C: Will 

the 

results 

help 

locally? 

Overall 

Score 

Quality Score 

 1. Was 

there a 

clear 

statement 

of the 

aims of 

the 

research?  

2. Is a 

qualitative 

methodology 

appropriate? 

3. Was the 

research 

design 

appropriate 

to address 

the aims of 

the 

research? 

4. Was the 

recruitment 

strategy 

appropriate 

to the aims 

of the 

research? 

5. Was the 

data 

collected 

in a way 

that 

addressed 

the 

research 

issue? 

6. Has the 

relationship 

between 

researcher 

and 

participants 

been 

adequately 

considered? 

7. Have ethical 

issues been 

taken into 

consideration? 

8. Was the 

data 

analysis 

sufficiently 

rigorous? 

9. Is there 

a clear 

statement 

of 

findings? 

10. How 

valuable 

is the 

research? 

  

Hegarty et 

al. (2022) 

Yes (2) Yes (2) Yes (2) Yes (2) Yes (2) Can't tell (1) Yes (2) Yes (2) Yes (2) Yes (2) 19 Excellent 

Hemmington 

(2024) 

Yes (1) Yes (2) Yes (1) Can't tell (1) Yes (1) Yes (2) Yes (1) Yes (2) Yes (1) Yes (2) 14 Fair 
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Jones and 

Crossley 

(2012) 

Yes (2) Yes (2) Yes (1) Can't tell (1) Yes (2) Yes (1) Yes (2) (1) Can't 

tell 

Yes (2) Yes (2) 16 Good 

Liberati et 

al. (2021) 

Yes (2) Yes (2) Yes (1) Yes (2) Yes (2) Can't tell (0) Yes (2) Yes (2) Yes (2) Yes (2) 17 Good 

Lloyd et al. 

(2024) 

Yes (2) Yes (2) Yes (2) Yes (2) Yes (2) Yes (1) Yes (1) Yes (2) Yes (2) Yes (2) 18 Good 

Matthews 

and 

Williamson 

(2016) 

Yes (2) Yes (2) Yes (2) Can't tell (1) Yes (2) Can't tell (0) Yes (2) Yes (2) Yes (2) Yes (2) 17 Good 

Wall et al. 

(2022) 

Yes (2) Yes (2) Yes (1) Yes (2) Yes (2) Yes (1) Yes (2) Yes (2) Yes (2) Yes (2) 18 Good 
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Appendix H 

Example of Thematic Synthesis Coding 

Title 

(Author, 

Year) 

Factors associated with moral 

distress/injury 

Codes  Descriptive 

Themes 

Analytical 

themes 

A 

qualitative 

study of 

experiences 

of NHS 

mental 

healthcare 

workers 

during the 

Covid-19 

pandemic 

(Liberati et 

al., 2021)    

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 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, 

Withdrawal of care, focus 

on infection control over 

human contact, quality of 

care, effects of PPE on 

delivery of 

care/therapy/assessment, 

increases frustration and 

aggression due to self-

isolation,  

Physical 

health over 

wellbeing, 

PPE 

affecting 

patient care 

Systemic 

obstruction of 

morally valued 

care 
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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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



191 
  

 

   

 

Appendix I 

Author Guidelines for the Journal of Occupational and Organisational Psychology 

(April 2026) 
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Appendix J 

Demographic Questionnaire and Delphi Round One Survey 
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Appendix K 

Nasa et al., (2021) Stepwise Quality Assessment of Delphi studies 
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Appendix L 

Mini-Focus Group Topic Guide 

Format of Focus Group (60 minutes) 

▪ Welcome the participants  

 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  

 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). 

 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’. 

o 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%)? 

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’? 

 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 
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Appendix N 

Participants Information Sheet One and Consent Form One
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Appendix O 

Participants Information Sheet Two
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Appendix P 

 Consent Form Two 
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Appendix Q 

Debrief Form One 
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Appendix R 

Debrief Form Two 
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Appendix S 

Study Advert 
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Appendix T 

Opt-in Form 
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Appendix U 

Email to Invite Participants to Take Part in the Delphi Survey 
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Appendix V 

Email Invite for Delphi Rounds Two and Three 
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Appendix W 

Example of Delphi Survey Round 2/3 
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Appendix X 

Mini-Focus Group Email Invite 
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Appendix Y 

COREQ: 32-item Checklist (Tong et al., 2007)  

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 
training 

What experience or training did the researcher have?   116 

Relationship with 
participants  

    

6. Relationship 
established 

Was a relationship established prior to study commencement?   116 

7. Participant knowledge 
of the interviewer  

What did the participants know about the researcher? e.g. personal goals, reasons for doing the 
research  

x  

8. Interviewer 
characteristics 

What characteristics were reported about the interviewer/facilitator? e.g. Bias, assumptions, 
reasons and interests in the research topic  

116  

  

Domain 2: study 
design  

    
  

Theoretical framework      
  

9. Methodological 
orientation and Theory  

What methodological orientation was stated to underpin the study? e.g. grounded theory, 
discourse analysis, ethnography, phenomenology, content analysis  

 75, 113-114 
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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 
collection 

Where was the data collected? e.g. home, clinic, workplace   73 

15. Presence of non-
participants 

Was anyone else present besides the participants and researchers?  x 

16. Description of 
sample 

What are the important characteristics of the sample? e.g. demographic data, date   68-69 

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 
recording 

Did the research use audio or visual recording to collect the data?   73 

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?   x 

Domain 3: analysis and 
findings  

    

Data analysis    
  

  

24. Number of data 
coders 

How many data coders coded the data?   76 
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25. Description of the 
coding tree 

Did authors provide a description of the coding tree?   237-239 

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 
identified? e.g. participant number  
  

87-95  

30. Data and findings 
consistent 

Was there consistency between the data presented and the findings?  x  

31. Clarity of major 
themes 

Were major themes clearly presented in the findings?   87-95 

32. Clarity of minor 
themes 

Is there a description of diverse cases or discussion of minor themes?        87-95 
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Appendix Z 

Example of RTA Coding and Theme Creation for the Mini-Focus Group 

Mini-Focus Group 
Transcript  

Familiarising 
self with the 
data 

Coding Initial themes 
Developing and 
reviewing themes 

Refining, defining and naming themes 

"And and thinking about that 
across the services, but I 
think I think that the the 
thresholds of of perhaps 
gone up and I don't know, I 
don't know how we meet, I 
feel a bit politically I 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. I was 
just going to go back to Ian'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 I 
helping people or you don't 
see the direct impact often of 
the work you do. Whereas I 
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 
more in 
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 
easier to 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) 



239 
  

 

   

 

"Yeah, to some extent. 
Although I think I've got to a 
point where I 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 I 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) 

 

 


