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FOREWORD

Dear reader.

We are proud to present to you the sixth report in our Health and Social Care Workforce research
series. This phase was again made up of a nationwide survey completed by Health and Social Care
workers of varying job roles and series of focus group activities, with the survey collecting data
between November 2022 and January 2023, a time that many are describing as ‘post pandemic’, but
a time when we are hearing many anecdotal and media repdrtsxgoing struggles across the

country in the Health and Social Care sectors. Testing has ended, lockdowns have eased, social
distancing is no more, and people are returning to whatever the 'new normal' is for their own work
practices. This report thereferoutlines the working context for these workers who were jointly

described as 'Key Workers' during the highest ravages of the -T&ydndemic.

Interestingly, findings from this project (and in particular our qualitative survey findings)
demonstrate conistent and ongoing concerns. There are few 'new' findings that emerged in Phase 6
which are different to any of the previous five Phases. High workloads due to staff shortages and
ongoing impacts of pandemic delays stand out. This has meant working largydansistently for

the past two years, an overreliance on agency staff pay which is not commensurate with the
number of hours being worked. With these trends ongoing over the nearly three years and six

phases of this project, it is no surprise that are seeing ongoing recruitment and retention issues.

The findings of this research series have potential ferdaching impacts and influence. Whether as
a reader you are a Health and/or Social Care employer, a practitioner, policymaker or researcher,
the findings and recommendations should provide essential food for thought. Our health and social
care workforce have never been under as much strain as thegrasently and we should be

working to support them, with important recommendations for supipio this report.

And so, the last thing to say is 'thank you'. Thank you to those who took part in this study. Thank you
to those who were key workers during the pandemic. Thank you to those key workers who continue
to sacrifice so much to support thesatients and service users. Just because we are 'post pandemic’,

does not make any of you any less 'key'.



The HSC Workforce Research Team
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1. Background

The first 20 years dhe 21stcentury has seen newly recognised coronaviruses appeaspread

quickly across the world (Bradley & Bryan, 2019). Thissesinclude the severe acute respiratory
syndrome virus (SARS) and the Middle Eastern respiratory syndrome virus (MERS).dma0oép,

H1N1 pandemic influenza strain caused considerable morbidity and mortality around the world and
continues to occur on a seasonal basis. In December 2019, a novel coronavirus emerged in China
(COVIELY), and within a matter of weeks was designatepandemic with all countries urged to
GFr1S WdzNBSYy(d FyR |33aNBaarAgdsS O0OGA2YQ 0621 hX HaHnOd
economic disruption for governments and their citizens with a rising death toll and attempts to
prepare, protect, ad treat citizens Alongside rising death toll, attempts to prepare, protect, and

treat citizens have had a significdntpact across aliectors in society. Whildnetoric has stressed

that fightingl KA & LI YRSYAO A& SOSNEhe arebOrden of dasinggin8aa o021 h:
treatingin Northern Ireland and the United Kingdom (UK) has fatlean understaffed and

underfunded health and social care sector and those who work in it. Prior to the outbreak of this
pandemic, it had been recognised tHatexit was adding to the many skills shortages in the health
and social care sector in the UK. In addition, increasing numbers of people with complex disabilities
and an ageing population with aoorbidities haveput the National Health Service (NHS) under
increasing strain (ONS, 2017). Even before the pandemic became apparent, thought had already
been given to how health and social care sector employers could encoalteiaff¢ both young

and oldto stay healthy and to reduce tirehealthrisks as welbsto recover from or cope with

problems once they have occurred@nthorpe & Moriarty, 2009Ryan et al., 203 McFadden et al.,
2020).

Despite our experience of pandemics, there is limited reporting in the literature about how health

and social care wosgts cope with the challenges of caring for patients/service users, in both hospital

and community settings, wdn potentially putting their own health at rig{Griffiths et al., 2023)This

study sought to build on previous studies undertaken regardingrttpactof the pandemion

health care and social care staff, their coping strategies and ability to manage the challenges of

caring for patients or service users (Lee et al, 2005; Khalid, et al 2015; Chen, 2020; Woolham et al

2020; West et al 202Marrikai et al., 2023. This report builds upon the findings from Phasésat

0KS WI SHfGK YR a20A1Lf OFNB ¢2N]JSNRQ ljdzr t-Ae 27
M tFYRSYAOQ & dzR& o -5¢datdin a\sBried?oNgoat prachBommenddtienS &
based on learning from the COVID Pandemic (McFadden et al., 2020, 2021). The most recent



publications and conference presentations are available on the Study website:

https://www.hscworkforcestudy.co.uk/

1.1Aim

This study builds upothe findings fromthe previous five Phases otir widerresearch(see Figure
1.1) on health and social care workeell-beingand coping during COI®. Phase 1 (data collected
between Mayg July 2020), Phase 2 (data collected between Nover2ab20 Febrwary 2021), Phase

3 (data collected betweeMay ¢ July 2021)Phase 4 data collected betweerNov 2021February
2022)and Phase 5 (data collected betwebtay ¢ July 2022) Each phase useslrveys and focus
groups, to further explore the impact of providing health and social care during the OYHBRS
Co\f2) pandemic inNorthern Ireland andhe United Kingdom (UK). The study focuses specifically on
the experiences of Nurses, Midwives, Allied Health Pradaats (AHPs), Social Care Workers and
Social Workers. Owixthsurvey 25" November 2022, 13" January 2028 followed by focus groups
with human resource (HR) staff from health and social care, line managers, and frontline workers,
sought to gain furter understanding of how the COVID pandemic has affected their work and
home life as well as their health amebll-beingduring thisphase of the pandemido explore further
their working conditions and the impact of such on health and-eiihg in ths postpandemic phase

respondents were also askéldeir viewsabout safe staffing in the HSC sector poSMID-19.


https://www.hscworkforcestudy.co.uk/

Figure 11. Research Phases of Wider Study
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1.20bjectives

1. To gather demographic and werklated information from a crossectional convenience sample
of Nurses Midwives, AHP<ocialCare Workers andSocialWorkers in theUK

2. To examine the perspectives Niirses Midwives, AHPSSocial Care Workers andSocialWorkers
on the challenges they are facing while providing health and social care damnicidollowing}he
covilmep LI YRSYAOS AyOfdRAYI GKSAN LISNALISOGAGSA 2
improve these

3. To asseswell-being quality of workindife and levels of burnout in thisorkforce

4. To find out what coping strategies are used to deal with wetkted stressors and the effesbf
thesestrategies?2 y NB & Li@ey-Beifig/qlialitpof working life and levels of burnout.

5. To elicit detail Bout perceived levels of safe staffing within the HSC and the effects of this on
NEaLR2yRSyiaQ g2N)] f AlfeiSgpbsypandeinic.SANI KSFHEGK FyR ¢S



2. Methodology

2.1 PrimaryResearch Instrumer8urvey

Data for thiscurrent reportwere collected using an online survey questionnaire, which was adapted
from the questionnaire used in Phasel1-5 of our Health and Social Care Workforce Stulshst
guestions remained the same, but some were amendgkberswere removedand somenew ones
were addedto gain more insights into the effects of COMon the workforceand to reflect the
rapidly changing COWD® situation in theUK The surveywas predominantlyquantitative but
containedtwo openended qualitative questionsThe main parts of theurveycoveredthe areas

below:

1 Demographic and workelated information: age,sex country of workoccupational group,
ethnicity, disability statusrelationship status, job tenuréhours of work, working overtime,
workingathomeQ2 Yy A A RSNA Yy 3 OKI yIAy3I 2y §heéffecdsOfihdzLd (G A 2y
LI YRSYAO 2y 2 ytBeGrpactdf COUIA aRdEmplogeNsupporbr use of any
employer support

f  Openended questionstwo questions related to 1) the impactof COMIDp 2y NB & LR YRS\
place of workand 2) whether respondentsbelieved their service operated a safe sttff
service user ratio.

1 Mental well-being: Short Warwick Edinburgh Ment&lellbeing Scale (SWEMWBSIHS
Health Scotland, 2008

1 Quality of working life Work-Related Quality of Lifecale(WRQOLEaston & van Laar, 2018)

1 Burnout Copenhagen Burnout Inventory (Kristensen, Borritz, Villadsen, & Christensen, 2005)

1 Coping with COVIR9-related occupational demads 20 items from Brief COREoping
Orientation to Problems Experiencedarver 1997)

1 Copingwith work-related stressorsl15 items from ClarkMichel, Early and Baltes (2014)

2.1.1 MentalWelkbeing

Mental well-being was assessed using the Short Warwick Edinburgh Mémeall-being Scale
(SWEMWB; NH3Health Scotland, 2008)he scalecontains seven itemaskingrespondentsto
indicate how oftenin the previouswo weeks they had feelings or thoughts descrilie@ach ofthe
items (e.9.L Q@S 0SSy .FheSelehitgrbs adziatsdisinf afivepoint Likert scal@anging
fromm ' Wb2ySiG27Tpid KRS Wi iTkeSt@scoteKae simmedmvide an overall

well-beingscore which can rangerdm 7 to 35. Higher scores indicate better mentakll-being We



used ait-off points shown in Table.1to categoriserespondens into thosewho were probableor

possiblecases of depression or anxigi/arwick Medical School, 20p1

Table 2.1Categoriexreated bySWEMWBScore

Case of anxiety/depressiof SWEMWBScore
Probable (Likely) 7-17
Possible 1820

2.1.2 Quality of Working Life

Quiality of working life was assessed using the WRekated Quality of Lifecale(WRQOL; Easton &
van Laar, 2018whichconsists of 24 itemsThese assessix different domains ofvorking life Job
career satisfactionsfx items), Stress at workwo items), Generalwell-being(six items) Homework
interface three items), Control at workfree items), and Working conditionthfee items). The last
item measures overallvell-beingand does not contribute to the domain scoRRespondentsised a
fiveLRAYd [A1TSNIL &aoOFtS NIy3aIAy3d FNRBY ™M I UYHeit NPy It @
disagreement with the workelated statements (e.gl,have a clear set of goals and aims to enable
me to do my job)The oerall quality of workig life score is calculated by summing tl3gt2ms. Total
scores can range fro®3 to 115 and higher scores indicate bettgrality of working life Domain
scores are calculated by summing the scores for the items belonging to each ddimaiStress at
Work items are reverse scorddr consistency with the other domain score® higher stress at work

is presented by lower scores for this domain ofiyre overall and domain scores can be categorised
into Lower, Average, and Higher quality of working liféng the cuoff points shown in Table 2.2,

which weredevelopedfrom health service norms (Easton & van Laar, 2018

Table 2.2Categories created BWRQOIScore

WRQOL domain
Level of Stress Home Overall
quality of Job career at General work Control | Working WRQOL
working life | satisfaction | work | well-being | interface | at work | conditions score
Lower 6-19 2-4 6-20 39 3-8 39 2371
Average 20-22 5 21-23 1011 9-10 1011 72-82
Higher 23-30 6-10 24-30 12-15 11-15 12-15 83115
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2.1.3 Burnout

Burnout was assessed using the Copenhagen Burnout InventorK{SEinseret al., 2005)which is
a 19item measure of three different areas of burnout: persorsat {tem3, workrelated(seven items)
and clientrelated(six items) The itemge.g., Does your work frustrate youse rated on a fivgoint
Likert scalgwording differs across itemscored fromO to 100.For each area of burnout, a mean
score (ranging frord to 100 is calculatedHigher scores indicatgeaterburnout. The three areas of

burnout are definedy Kristensen et al. (2008% follows:

 Personalburnoutt a G 4GS 2F LINRf2y3ISR LKeaAOlf yR L&Ae&C
1 Work-related burnout:dstate of prolonged physical and psychological exhaustion, which is
perceivedadlBf G SR (2 (&KS LISNER2YyQa 62 NJ]
f Clientrelated burnouta & G F 6 S 2F LINRf2y3aISR LKeaAOlf |yR LI
LISNDSAGPSR a NBfFISAf 18y l&XSPLISNE2Y Qa 62N SAl
In the current report, we categorised the burnout scomesach burnout arainto Low, Moderate,

High, and Severe burnout using the-oft scoreqsee Table 2.3jequently cited in the literaturde.g.,
Creedy, Sidebotham, Gamble, Pallant, & Fenwick, 2017

Table 2.3: Cubff points forCBIBurnout scores

Level ofburnout | Burnout cutoff scores
Low 0-49
Moderate 50-74

High 7599

Severe 100

2.14. Coping with COVAI® Related Occupational Demands

Coping with COVHD9 related occupational demands was assessed witgms selected from the
28-item BRIEF Copscale(Carver, 1997)These items assess ten coping strategies, incluliatiye
coping, Planning, Positive reframing, Acceptance, Emotsugort, Instrumental support, Venting,
Substance use, Behavioural disengagement, aneb&etfe. Eaclooping strategy is assessed with two
items, which are summed to give a total score. Respondents were #éskedicate how ofterthey
have been using thstrategies described in the items using a f@aint Liket scale ranging from =

WL KI @Sy Qi 06SSy R2Ay3 (KAa& Scdies forfeaccopirg) strategy cal’L Q & S

11



range from 2 to 8 and higher scores indicate that respondents usepkcificcoping strategy more

often.

2.15. Coping with WorRelated Stressors

Coping with workrelated stressors was assessed using 15 items fr@1-item scale assessing work

and family stressor coping strategies, developed by Clark €2@14).The 15 items assessed five

specific coping strategies (three itemmer strategy), including-amilywork segmentation(not

handling family relatedhings while working)Work-family segmentation (not handling work while at

home), Working to improve skills/efficiency, Recreation and relaxation, and ExdrReispondents

were askedtouseasixXl2 Ay i [ A1 SNI a0l S NIyYy3IAYyH PNRY2#&OAT Whi
R2 (KAAQ (2 AYRAOFI(GS K2g 2F0GSy GKSe& KIFI @S 6SSy R?2
stressors. The scores for each item are averaged and can range from 1 to 6. Higher scores indicate that

respondents use the specific cagistrategy more often.

2.1.6 OpenEnded Questions Descriptions o€OVIEL9 Demands and Impacts
Two openended questionsvere asked:

1. Between March 2022 and now, what is the impact of C@MDn your specific place of work, in

relation to patient / service user numbers and service demand?
2. Do you think your service operates a safe staffervice user ratioPlease say more aboutith

It was expected that these would elicit further detail abouthe most important aspects of

respondents§vork life postpandemicand howmay haveaffected their health andvell-being

2.2 StudyRespondents: Samplingccessand Recruitment

Respondents werdlurses,Midwives, AHPsSocial Care Workers andSocial Workers in the UK who

were working in health and social care during the Phastudy period (5" November 202213"
January2023). A wide variety of recruitment cihaels and methodsvere utilised to reach as many
potential respondents as possibl@utreach took place througbthe Northern Ireland Social Care
Council, Social Care Wales, the five Northern Ireland Health and Social Care Trusts, Community Care
magazine Nursing and Midwifery Council, the Health and Care Professions Council, Northern Ireland
Practice and Education Council, Royal College of Midwives, Royal College of Nursing, AHP Federation

and AHPs Professional Associations such as the RoyadieCofl Occupational Therapists (RCOT),

12



British Association of Social Workeasd the College of Podiatry. Support was also provided by the
Chief Nursing and AHP Officers from across the UK. These regulatory bodies assiociationsand

lead professiorals used a variety of methods to disseminate the study information, including
newsletters, direct emails, or social media platformAsdedicatedwebsite was also used to raise

awareness about the study among the health and social care staff.

The final samie was a convenience sample of those who chose to participate in the study following
receipt of communicationthrough the abovementioned bodies, associationgnd individuals.
Respondents completed the survey online which was hosted on Quathgsaccasing a dedicated
weblink or using a QR code. The survey was completed anonymously to encourage honest responses

and was available in bothe English and Welslanguage

2.2.1Sample Profile

A total of 1,395 individuals responded to the surveiost of the responses came from Northern
Ireland (n =r81), followed byScotland(n =332), England(n =188), and thenWales(n = 94). Social
Care Workersomprised the largest proportiof87.9%) of the samplee Figure 2.1)

Figure 2.1: Occupation of Respondents (Unweighted)

Respondents' occupational group Wkde

35.0%
30.0% 29.1%
. ()

25.0%
20.0% 15.6% 15.3%
15.0%
10.0%

5.0% 2.1%

0.0%

Nursing Midwifery Allied Health Social Care Worker Social Worker

Professional
Occupational group

Table 2.4 below shows that the 218 nursing respondents,9.8%owere from Northern Irelandl1.5%
from England,7.8% fromSotland and 0.9% fromWales A total of 29 midwives responded to the

survey Overall, mostrespondents %1.7%%) were fromNorthern Ireland 31.0% fromWales 13.8%

13



from Englandand 3.4% from ScotlandThe majority of AHPs were from Northern Irelari.7%),
followed byEngland21.1%)and Scotland(9.9%)with the smallest number were frotwales(2.3%).
A total 0f52.2% of social care workers were from Northern Irelaf®,.36 were from Scotlan®.4%
from Walesand the remainingl.9%% fromEngland The largst proportion of social workers in the
sample were from Northern Ireland2.9%), followed by Englan@%.6%), Scotlandl.?6) and Wales
(14.8%)

Table 24: Country of Respondents by Occupat{timweighted)

Most respondents were female §8% UKwide) with a similar gender distribution across countries.
The majority oimidwives in the sample were femal@g,6%)while AHPshad the highest proportion
of males 19.76).Those age®0-59 years agecomprised the largest age categd33.26 UKWide)
Scotland had the highest proportion mfspondentsn the 5059 age group41.3% within Scotland).
The majority ofrespondents were ofWhite ethnic origin 97.4% UKwide). England had the highest
proportion of respondents who identified as belonging toethnicity other thanNhite (12.2% within
England) ananidwifery was the most diverse occupational group, wati® ofmidwivesidentifying

as notWhite. Englandhad the highest proportion of respondents with a disability.6% within
Endand) andsocial workersvere the most likely occupation to report having a disabiliff. 2o6within

social worll. Most respondents Ukvide were married%7.2%) orsingle(19.6%).

UKwide, over half of all the respondents worked in the communiy.6% UKwide), while 19.1%(Uk
wide) worked in ahospital Most worked in the statutory health and social care sect@& %6 UK
wide), but over half of social care workers (B%. ofsocial care workejsworked in nopstatutory
services (private or voluntary sectodiredly employed or othe). Just underonethird of study

respondents UKvide were line managers in tirgobs 31.1%) Most respondents were employed on

14



a permanentbasis 9.3 UKwide) with the majority employed fultime (75.26 UKwide), typically
working 37.5 hours per weekb7.6% UKwide). Northern Irelandhad the highest proportion of

respondents employed on a patiime basis 26.8% withinNorthern Ireland.

A total of 35.9% of respondents UiGide typically did not work overtime but since theadt of the
pandemic, slightly les229.2% UKwide, did not do any overtime. Overall, respondenéported
working significantly more hours of overtime since the start of the pandemic compared to before
Around a thirdof the respondents32.9% UKwide) hadtaken no sick days in the previous 12 months,
67.1% had taken one or more sick days in the previous 12 monthish proportionately more
midwives(75.9%) repoiihgtaking one or more sick daygkwide, 70.1%of respondentssaid that at
least some of their sickness absence was related to GO3Adth 75.6% ofnursingand 74.0% of
social care workers having sickness relailedsome wayto COVIEL9. When sicknearly half of

respondents41.9 UKwide) reportedbeing paidby their employer.

A large proportion of respondents Wiide had either 13220 years of work experience (286) or 21

30 years (2.9%). Scotland had the highest proportion of those witR2Dlyears of experience (3%

within Scotland) andnidwives containedthe highest proportion of staff with oveBO years of
experience (31%). The main area of practice for most respondents was ingukith older people
(27.8% UKwide) followed by ther(roups this included working across multiple service groeps.,
mental health,older people outpatients etq15.8% UKwide). UKwide, only 2.9% reported that their
service had not been impacted (services stepped down due to G With B.1% reporting feeling
overwhelmed by increased pressurés shown in Figure 2.2ocial workers and social care workers
were the most impacted occupational groupsB#@% of social workersand 57.1% of social care
workerg. That said, significant percentages of respondents expressed feeling overwhelmed in all

ocaupational groups with ove37% of respondents in each occupation group feeling overwhelmed.

15



Figure 2.2: Impact of COVID on Services by Occupation (WeighbgdRegioh

Impact of COVI29 on services by Occupation
80%
70%
60%
50%

40%
30%
20% I
10%
o R —

Not impacted by COV4ID9 Impacted, but not significantly Overwhelmed by increased
pressures; services stepped pressures
down

Percentage

COVIBL9 impact on services

| Nursing Midwifery Allied Health Professional m Social Care Worker m Social Worker

Respondents were asked whether they worked from home before the pandemic, tmamehree-
guarters ofrespondents did not work from home at all7(2% UKwide). During the COVAD®
pandemic fromNovember2022-January2023, 3.5%of respondents reported thewere able to work
from home all the time, whil&4.3%6 could work from home some of the time. Social workesese
most likely to work from home all the timé.6% of social workers) or sonwé the time (70.% of
social workers), whilmostsocial care worker@4.8% ofsocial care workejsnurseg77.1%of nurseg

and midwives{5.9%6 of midwivesjvere not able to work from home at all

Respondents were also asked whether they had considered changing their employer or occupation
since the start of the pandemiblearly onehalf of the respondents Uivide @3.0%) had considered
changing their employer, with the highest proportion of theseing from England(51.5% within
Englangland closelyollowedby Northern Ireland (43% within Northern Ireland)Within social work

48.9% of respondents considered changing their emplo@efer a thirdof the respondents Ukvide
(39.6%) alsohad considead changing their occupatiowith the highest proportion of these being

from Scotland(43.4% within Scotland and closelyfollowed by England(42.0%) Within social care

workers 44.2% had considered changg their occupation during the pandemi&®espondents
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indicated thata pay increasé@1.2%) manager suppor{46.2%) well-being suppor{41.0%) and safer
working conditions (38%), would change their minds about wanting to leave their employer or
current occupation.Most respondents were still in the same job on the same contractual working

hours (4.6% UKwide) as they had been since the pandemic arrived.

Most respondentsreported not taking up employer support #.4% UKvide). Respondents from
Wales had the higest percentage uptake of employer suppd@®(@% within Wales)Social workers
were most likely taeport accessigemployer support30.8% withinsocial workerswhile AHPsvere
least likely toaccesemployer supportvith only 23.0% ofAHPgaking up employer supporEor those
respondents whoaccessedemployer support, the most commoforms were manager support
(48.5%),well-being support(45.4%) peer support 84.74%),and counselling service@3.26) When
respondens were asked why they had not taken up employer suppit®o indicated that the
support was noneededat all, 25.5% statedthat supportwas not accessible or at an inconvenient
time, 24.8% felt the support was not needex$ they had support from elsewherand 23.9% stated

other (reasons reported ithe other categorycan be found in Appendix A2.40 of this report).

2.3 Focus Groups

Three focus groups were conducted to gain deeper insiigldsthe health and social care workforce
(Social Care Workers, Social Workers, Midwives, Nars@®\HPsand the impact ofhe aftermath of
COVIEL9 on their work, one with health and social categmanResource (HR)rofessionals, one with
line managersand one with frontline workeranpte: focus groupsvere conductedn both November
and December2022. Participants were from Northern IrelantVales, Scotland, and Englai@he
male andsevenfemales took part in theefocus groupsEach group began with aibf introduction

of the research study before discussibased orkey findings from the surveyrhe viewsxpressed

in these focus groupand the qualitative responses to survey questioosntributed to our good
practicerecommendationgo improve the quality of working life anavell-beingof health and social
care professionalsmow and beyond the pandemic. Table 2.5 below shows the country and

occupational group of th8& participants.
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Table2.5: Focus Group Participants

Focus group|Country Occupation Setting
Human Northern Ireland |HR¢ Trust Community
Resources
(HR)
Scotland HR¢ Social Services Council  |Community
Managers |Northern Ireland |SocialCare Community
Northern Ireland |FosteringServices Community

Front Line |England AHP CommunityHospital
workers Wales Social Worker Community

Wales Social Worker Community

Wales Social Worker Community
2.4 Data Analysis

Quantitative sirvey data were analysed using SP8STBe analysisnesentedin this report draws
primarily on descriptive statistics, specifically frequencies, percentagemd mean values of the
measured constructsas well as someorrelations. Sulgroups were compared using analyses of
variance (ANOVA), independent sampldedts and chéquare tests. Multiple regression analyses
were used to examine the association between coping strategies and meeliabeing quality of
working life and burnout, and to compare findingh thosefrom Phasse 16 of the study. Analyses
werS O2yRdzOGSR 020K gAGK NIg¢ |yR ¢gSAIKGSR RIGlI®
country of work and occupational group to adjust for potential bias accruing from under
representation of large group$n terms of weighting, for three of the five oquational categories
weightingswere createdwvhich adjust for the skew in numbers towards NI versusSaBor nursing,
midwifery and social care, we weight by occupation and region, but with region as a binary variable,
NI versus GBNeighted responsesra summarised in Section 3. Appendices provide more detailed
results, includingboth the weighted andunweighted response summaries. The analyses were
conducted with all available data. Some participants had missing data and therefore the sample total

for the different analyses differs throughout this report.

Qualitative questions from the survey were analysed using thematic ané®ysis and Clark, 209).
Initial coding was based on responde@identification of groups, according to those who were

W2 3SNBKSE YSRQE WAYLI OGSR o6dzii Yy Mémbérd i Wi rdsaateh y i £ & Q
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team read responses to identify recurring themes and outliers across professional groups and
countries Thematic analysis was also used to analyse data from the focus groups. The results of these
are presented together with the survey findings3ections 3.2.1 and 3.2.@f the main part of this

report.

2 5 Ethical Considerations

Data collection took place durirgnotherexceptionally busy period for health and social care staff
was also a period of increased industrial action in Northern Irefmithe UK. Whilehie research
team were awareof these challengeshe view was that itvas important to conduct this research at
this time to gain a better understanding stfaff well-being quality of working life and burnout rates
in order to fomulate recommendations fosupporting the workforceThe completion of the survey
wasvoluntary;however, respondents were provided with contact details for support organisations
they became distressedduring or following survey completiorPermissions for the use odll

measurement scalessedwere obtained prior to the study commencing.

3. Findings

The following sections provide a summary of the quantitative and qualitative findingsHha®es,

with particular attention giverto what has changettom the five previousPhases.

3.1. Quantitative Findings

This section provides a summary of theighted quantitative findings from the welbeing, quality
of working life,burnout, and coping questionnaires. Full details are provide#gpendices 3
through 9.

3.1.1. Mental Welbeing

Mental welltbeing was assessed using ti&hort WarwickEdinburgh Mental Welbeing Scale
(SWEMWBS; NHS Health Scotland, 2008).overall UKvide mean welbeing score in our sample
was 2036, whichis more thanthree points below the population mean of 23.61 (NHS Health Survey
for England, 2011)hs scoreis also lower than the mean score of 20.95 reported in Phase 1 of the

study ands higher thanthe mean score of 20.10 reported in Phase 2 of the study and the mean score
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of 20.25 in Phase. Blowever, in thissixthphase of the studyhe welltbeingscorewas slightly lower

from the reported mean score of 2M& Phases (Table 3.1).

Table 3.1: Mean Overall Wéidking Score by Study Phase and Country (Weidghyedccupatioh

Country
Northern
Study phasel UK-Wide | England | Scotland | Wales Ireland
Phase 1 20.95 21.16 20.74 21.24 21.61
Phase 2 20.10 20.14 20.13 20.50 20.76
Phase 3 20.25 20.16 20.40 20.71 20.85
Phase 4 20.85 20.98 20.28 20.8 20.69
Phase 5 20.80 20.39 20.89 20.28 20.87
Phase 6 20.3% 21.11 1988 2066 2059

Phasedifferences in MentalWell-being UK-wide

Multiple regression analysis revealedignificantdecreasein well-being from Phase 1 to Phase,
SOSyYy I FiSNI I 002 dzadembgfaphicF sudtladlibtdy biavghiR Scyupadidial group,
sex, ageethnicity, and disability status (=-.943 p <.00)). There was a slight increase in the overall
meanwell-beingscores between Phase 2 and Phés# the study which was foundot statistically
significantwhen controlling fodemographicg =.068 p =.610). There wasalsoa slight increase in
the overall mearwell-beingscores between Phase 3 and Phéas# the study which was foundot
statistically significantwhen controlling fodemographicgi =-.144, p = 286). However, here was a
slight decrease in the overall meall-beingscores between Phase 4 and Phésé the study which
was foundnot statistically significantwhen controlling fordemographicgi =.026, p =.877). There
wasalsoa slight decrease in the overall ameweltbeing scores between PhaS&nd Phase 6 of the
study which was foundot statistically significantwhen controlling fordemographicgi =.033 p

=852).

Changes in MentalVell-beingwithin professions

Those who worked as MidwiveAHPsSocial Workersand Social Care Workeslsowed a decrease in
their overall meanwell-beingscores from Phase 1 of the study to Ph&sevhile Nursesshowed an

increase. Between Phase 2 and Ph&d¢urses and Social Care Workshewed an increase in ovédra
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well-beingscoresBetween Phase 3 and Phaa&HPshowed a decrease in overalkll-beingscores
while Nurses Midwives, Social Caiorkers,and Social Workershowed an increase in overalkell-
beingscoresBetween Phasé and Phas®, NursesMidwivesand Social Wdersshowed a decrease

in overallwell-beingscores while AHP&hd Social Care Workeshowed an increase in overalkll-
beingscores(Table 3.2 Between Phas®& and Phase @nly the Nursng occupatiorshowed a slight
increase in welbeing score, whereaMidwives, AHPs, Social Care Workers, and Social Workers

showed a decrease in scores.

Table 3.2: Mean OveralVellbeingScore by Study Phase and Occupation (WeigbyeRegpn)

Occupation
Nursing | Midwifery | AHP Social Care Social Worker|

Study phase Worker

Phase 1 21.15 20.91 21.38 20.98 21.14
Phase 2 20.10 19.92 20.73 20.02 20.07
Phase 3 20.58 19.23 20.72 19.70 19.31
Phase 4 20.85 20.98 20.27 20.8 20.69
Phase 5 20.32 19.93 21.60 21.15 20.19
Phase 6 21.63 19.76 20.68 20.82 19.76

When the well-being scores were converted to indicate probable or possible cases of
depression/anxiety, it was found that biide, 12.8% were probable (likely) cases of anxiety or
depression and a furthe?4.0% were possible cases of anxiety or depresésme able2.1 forcut-off
points). With the overall averagevell-beingscore increasing slightly froPhase 3 to Phas® there
were fewer respondents in the most recent study falling into ltileely Condition categoridowever,

in comparison to Phaseb, more respondents fell into the probable (likely) or possible
anxiety/depression bracket3.aken together, the estimated proportion sfores between 2@1 has
remained similar and shows thatell-beinghas not improved even as the population begins to move

beyond the pandenai restrictions.
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Table 33: Wellkbeingscores translated ttikelihood ofanxiety/depression scores Wiide

(Weighted)

Study UK-Wide

phase Probabk (Likely) | Possible
Phase 1 9.0% 33.0%
Phase 2 17.7% 22.0%
Phase 3 20.7% 14.4%
Phase 4 12.4% 20.1%
Phase 5 11.8% 18.6%
Phase 6 12.8% 24.0%

*See table 2.1 for cut off scores

Demographic variables and Ment&Vell-being

We also looked at thassociations obther variablesvith mental weltbeing and found the following:

T

There were significant differences in the overall meanAvelhg scores across occupational
groups. Specifically, the overall wbking scores were significantly higher in nursing than in

social workers.

Malesand females differed significantly on their overall mean selihg scores with females

having significantly higher wedlkeing scores that their male counterparts.

Younger respondents (1 age group) had significantly lower weding than older

respondents (specifically the 60+ age group).

There were significant differences between the ethnic groups on their overall meabewe
scores. Specifically, respondents who identified as Asian scored significantly higher in well

being scores than bothWhite and Mixed ethnic groups.

Respondents who worked with adults scored significantly higher than those working with
children, in physical disabilities, in learning disabilities, with older people, and within mental

health.

Those who were line managessored significantly lower in overall mean wledling scores

than respondents who were not line managers.
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1 Respondents who felt overwhelmed by increased pressures scored significantly lovetk in
being scores than those who only felt some impact of COMUIand those who were not

impacted by COVHD9 pressures (see Figure 3.1).

Figure 3.1: Mean OveralNell-beingScore by the Impact of the Pandemic on Services (Weighted)

Overall welbeing score by the impact of the pandemic on

services
24 23.31
23
22
21.02
§ 21
S 20 19.7
19
18
17
Not impacted by COV4ID9 Impacted, but not Overwhelmed by increased
pressureg; services stepped significantly pressures

down
Impact of COVHRI on services

GCompared to Phase4 and 5 of the study which also measured impact, ovevedil-being scoresfor

those overwhelmeadvas significantly lowein Phases (Table 3.4).

Table 34: Overallwell-beingscores by those overwhelmed working in the pande@Weighted)

Respondents overwhelmed
Study phasel Meanwell-beingscore | Percentage of respondent
Phase 2 19.66 49.3%
Phase 3 19.26 62.1%
Phase 4 20.35 59.8%
Phase 5 20.22 59.4%
Phase 6 19.70 57.7%
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Phase differences in Quality of Working Life WMkde.

In Phasé, after controlling forthe effects B a LI2 Yy RSy G4 Q | 38 &ASEX RA&lI oAt
of work, occupational group, number of sick daythimprevious 12 months, line manager status and
the effects of the pandemic on servicese found thatthe following coping strategies were

significantly associated witwvell-beingscores:

1 Acceptance,use of emotional supportwork-family segmentation,working to improve
skills/efficiency,recreation and relaxation, andxercise,all predicted higherwell-being
scores.

1 Familywork segmentation,use of instrumental support, substance use,behavioural

disengagement, aneelf-blame,all predicted lowerwell-beingscores.

Additionally, ve found thatthere was a decrease in the use of positive coping strategiets/é copirg,
planning,positivereframing acceptance, emotionaupport,and use of instrumental support) from
Phaseb while the use of negative strategiedso decreased frorfhase 5(venting,substance use
behavioural disengagemerdnd seltblame). A detailed beeakdown ofcopingscores across different
variables is provided in Appergis6 and 7,and detailed results of the multiple regression analysis

are provided in Appendix 8.

3.1.2. Quality of Working Life

Quiality of working life waassessed using the WeRelated Quality of Life (WRQOL) S¢iaston and

Van Laar, 2018Yhe overall WRQOL scarePhase @cross the UK wagl.14 whichwasthe lowest

scoreof all the phases (i.e., Phase I7.59; Phase 2 72.13; Phase 8 72.45; Plase 4¢ 75.46; Phase

5 ¢ 74.49).Lower scores mean lower worklated quality of life. A multiple regression analysis,
controlingF 2 NJ 1 KS ST ¥ S Qléndographics Sishsabimtyy Bf Svgtki dccupational group,

sex, age, ethnicity and disabiligfatus found the decrease in the overall WRQOL scores between

Phase 1 and Phageof the studystatistically significant( =-5.712 p < .00). The change in the

overall WRQOL scores between Phase 2 and Fhaé¢he study wasalso statistically significant,

GKSYy O2yGNRffAYy3d T2 Nenolr&hi&F=F18M21003. Fhe thBrngd iletheR Sy i a Q
overall WRQOL scores between Phasn@ Phase of the study waslsostatistically significant

gKSYy O2y (NRffAYy3d T2 NiemdgBphiSgF ¥-5.868 g= 2% TheEhang&iy RSy (i &
the overall WRQOL scores between Phase 4 and Blafdbe study wasot statistically significant,

gKSYy O2yGNRffAY3I T2 Nderidgraphi&T=FDDnEa703p The didhgelidzhg RSy G a ¢
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overall WRQOL scores between Phase 5 and Phase 6 of the studtatisically significantwhen
controlling for the effects oNB & LJ2 ydRrSogrdphic¥ =2.397 p=.003).

As shown in Figure 3.2, there was a decrease from PtasEhaseb in job satisfaction generalwell-
being homework interface control at work,and working conditions Whereasstress at work
increasedthis scale s reversed scored).

Figure 3: Ukwide Mean Quality of Working Life Scores by Study phase (Weighted)

Quality of working life scores by Study phase

25
20
15
c
S
(0]
=
Job career Stress at work General Home-work  Control at work Working
satisfaction wellbeing interface conditions

WRQoL domain

m Phase 1 mPhase 2 mPhase 3 m Phase 4 mPhase 5 m Phase 6

As shown in Table B, in Phaseb, the decrease imeanWRQOL scores was obsentgidwide and
shown in twoindividual countries (Scotlanénd Northern Irelanil Similarly, Table 3.6hows that

WRQOL has declinéem Phase 5 foAHPsand SociaCareWorkersin Phaseb.
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Table 35: Mean Quality of Working Life Score by Study Phase and Country (Weighted

Occupation
Country
Study phasel UK-Wide | England| Scotland| Wales| Northern Ireland
Phase 1 77.59 79.23 73.08 | 80.35 76.66
Phase 2 72.13 7221 70.37 | 7946 74.06
Phase 3 72.45 71.56 71.9 | 78.69 73.28
Phase 4 75.%6 75.34 70.28 | 77.67 72.11
Phase 5 74.49 73.10 69.64 | 78.70 7254
Phase 6 71.97 76.51 6825 | 79.00 7127

Table 36: Mean Quality of Working Life Score by Study Phase and Occupation (WeigtRedion

Occupation
Study phase | Nursing | Midwifery AHP Social Care Worke| Social Worker|
Phase 1 72.54 78.56 81.16 78.34 80.63
Phase 2 70.01 66.95 74.41 73.24 73.67
Phase 3 7380 64.35 73.79 71.15 69.92
Phase 4 78.36 63.76 74.17 72.79 68.39
Phase 5 73.81 66.89 76.42 75.41 66.75
Phase 6 78.70 68.34 75.58 73.18 69.10

When the WRQOL scores were converted to Lower, Average, or Higher quality of working life, we
found that UKwide,50.2% of respondents had lower quality of working |1#é,26 had average quality

of working life and 2.5% had higher quality of working lifea Phase6. In Phase 547.3% of
respondents had lower quality of working lif23.0% had average quality of working life a@. ®6

had higher quality of working lifén Phase 447.1% of respondents had lower quality of working life,
23.%% had averageuglity of working life an@9.5% had higher quality of working life in Phasén.
Phase 3 in which6.1% of respondents had lower quality of working l2d,%%had average quality

of working life and®9% had higher quality of working lifé/hile in Phase 37.3% of respondentbad

lower quality of working life27.3%6had average quality of working life argb.Zohad higher quality

of working life and31.®%6, 5.1%, and 42% for higheraverage,and lower quality of working life
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respectivdy in Phase 1 of the studResults fronthis study (Phas6) indicatea higher percentage of
respondents had a lower level of WRQOL qualigy lif

Demographic variables and Quality of Working Life

Analyses of theassociationsof other variableswith overall quality of working life revealed the

following:

1 The overall WRQOL score was significantly higher in Wales compared to Scotland and
Northern Ireland. When respondents were categorised into those with loaegrage,and
higher quality of working life, Scotland had the highest proportion of respondenks widt £ 2 § S NJ
jdz f Ad& 2F 62NJAy3 tATFSE oSdpnddp>0 YR 9y3Ifl yR
2T 62Nl AYy3a fATSE OGoyodm:00

1 Nursesscored significantly higher than midwives, social care workers, and social workers

quality of working life
1 Females hd significantly higher quality of working life than males.

1 Respondents in the 129 age group scored significantly lower than those in th83@nd the
60+ age groups.

1 Those of Asian ethnicity reported higher scores than all other ethnicities.
1 Responderg without a disability scored significantly higher than those with a disability.

1 Respondents working with adults scored significantly higher than those working in all the

other listed areas of practice.

1 Respondents who felt overwhelmed by increased pressigcored significantly lower than

those who only felt some impact and those who felt no impact of CQ9I3ee Figure 3.3).

27



Figure 33: Mean OveralWRQOL Score by the Impact of the Pandemic on Services (Weighted)

Overall WRQoL score by the Impact of the pandemic on
services
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Coping and Quality of Working Life

We used multiple regressions to examine which coping strategies impacted upon the quality of
working life scoredn Phasé, we found that after contrling for the effect2 ¥ NB a L2y RSy GaQ |
disability status, ethnicity, country of work, occupational group, number of sick days in the previous

12 months, line manager statuand the effects of the pandemic on services, the following coping

strategies were significantly associated with WRQOL scores:

1 Positive reframingacceptanceyse of emotional supportyork-family segmentatioryvorking
to improve skills/efficiency, andecreation and relaxationall uniquely predicted higher
quality of working lfe scores.

1 Familywork segmentationplanning,behavioural disengagemententing,andself-blame all

uniquely predicted lower quality of working life scores.

A detailed breakdown of the WRQOL scores across different variables is provisgokeindix 4 and

detailed results of the multiple regression analysis are provided in Appendix 8.
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3.1.3. Burnout

Burnout wasmeasuredfrom Phase 2 onwards. In Pha&ethe personal burnout score Uiide was
62.69 which ishigherthan the personal burnout scoresithase 5 (610), Phase 462.62), andPhase
2 (61.40. However, the score in Phase 6 was lower than Phase 3 (6312®)workrelated burnout
score across the UKas58.33which was higher thafhase 556.51) and Phase (56.73) butower
than Phase 4 (585), and Phase 359.79. The clienrelated burnout score across the UK wais01
which was higher thaRhase 545.88, Phase 425.24), Phase 329.46 and Phase 2{.97).

Phase differences in BurnoudK-wide

Multiple regression analysis revealadignificant increase personaburnout from Phase 2 to Phase
6 SPSYy I FiSNI I OO 2ddmbirdpiic3 suth2adiuntNBfdvace gtéuayonal goup,
sex, ageethnicity, and disability status (=2.473 p <.001). There was alsa significantincreasein
work-related burnout { =3.40Q p <.001) anda significant differencein client-related burnout { =
4.32Q p< .00) from Phase 2 to Phase

Multiple regression analysisvealedasignificantincreasein personal burnout from Phasg#to Phase

6, even after accounting for res2 y R Sd¢niograbhicsi = 2.766 p < .001). Therewas alsoa
significantincreasein work-related burnout { =3.186 p <.001) from Phase 3 to PhaseA&dditionally,

there wasalso asignificantdifferencein client-related burnout { =2.219 p <.001) from Phase to

Phase6, even after accounting2fNJ NBa L2 yRSyGaQ O2dzyiNE 2F g2NJ] =

ethnicity,and disability status.

Multiple regressiomanalysis revealetho significantincreasein personal burnout from Phaséto
Phasex S @Sy | TG SN I OO 2démograpkicx =T723\J= NEH)a Thire/MmMRSaysm0 & Q
significant differencein workrelated burnout { = 1.061 p = 313) from Phase4 to Phase6. In

addition,there wasno significant differencein client-related burnout { =1.707, p=.133).

Multiple regression analysis revealad significant differencen personal burnout from Phase 5 to

Phase 6, even after accounting f& & LJ2 Y RSnddgiaplird | I pwdds5pHoXever, here

was asignificant differencan workNB f | § SR 6 dzNJ2.0z() andlin clienatelatédddomo it

61 I' m=haD8) frain Phase 5 to PhasavBenl 002 dzy Ay 3 F2NJ NBarkRy RSy i

occupational group, sex, age, ethniciyd disability status.

Therewere no significant difference in meanpersonal burnout work-related burnout, and client
related burnoutscoresbetween the countriesburnout scoredor each domain (personal, wio and

client) were converted to low, moderatéjgh,or severe burnou{Figure 3.4).
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Figure 34: Level of burnout Uide (Weighted)

Level of burnout UKVide
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*See table 2.3 for cubff points

Burnout categories

Overall, there was an increase in personal burnout in Phag&gound that UKvide in Phase 6, 22%
of respondents had low personal burnout, 4% had moderate burnoyu25.9% had high burnouwnd

a further5.4%experienced severe levelBhis compares t®hases personal burnoutwhen27.9% of
respondents had low burnout41.3% moderate,25.8% high and5.1% faced severe burnout
Moreover, inPhase4 personal burnouscores UKvide were25.8% of respondents had low2. %6
moderate,27.8%6experienced higipersonal burnout with a furtheB8.8% experiencingevere levels
Additionally,in Phase 35.5% of respondenthadlow burnout, 44.3% moderatéburnout, 26.4% high
personaburnoutand3.8% severeln Phase 27.®oreportedlow burnout,45.%%reportedmoderate
burnout, 23.3% reported high burnout, and2.8% reported severe personaburnout (Tabé 3.7 for
weighted results.

Table 3.7. Level of personal burnddikwide across the Phases (Weighted)

Personal Burnout Low Moderate High/Severe
Phase 2 25.3% 46.4% 28.3%
Phase 3 21.9% 42.9% 37.2%
Phase 4 18.1% 54.6% 27.3%
Phase 5 274% 42.6% 30.1%
Phase 6 220% 46.7% 313%

*See table 2.3 for cubff points

30



Phase 6 also reveals an overall increase in the level ofretated burnout:30.72% had low burnout,

42 8% had moderate burnou4.5% had high workelated burnout, with a further 2% experiencing
severe levelsin Phase 5, 3.1% had low burnout39.8% ha moderate burnout and a furthe27.2%o
experienced high to severe levels of wadlated burnout.ln Phase 429.1% of respondents had low
burnout,43.3% moderate27.8%reported high/ severe burnout. In Phase 3, 28.1% of respondents had
low burnout, 46.3%noderate, 23.6% high and 2.0% faced severe burnout. In relativotk-related
burnout in Phase 2, 33.7% experienced low burnout, 45.0% experienced moderate burnout and a

further 21.3% experienced high or severe burnout (Table 3.8).

Table 3.8. Level of wonlelated burnoutUkwide across the Phases (Weighted)

Work-related Burnout Low Moderate High/Severe
Phase 2 33.7% 45.0% 21.3%
Phase 3 28.1% 46.3% 25.6%
Phase 4 29.0% 43.4% 27.6%
Phase 5 33.2% 44.6% 22.3%
Phase 6 30.7% 42.8% 26.5%

*See table 2.3 for cubff points

Finally, in relation to clieatelated burnout this remains lown Phases with 78.2% experiening low
burnout, 17.6% experiening moderate burnout,and 3.9% experiening high clientrelated burnout,
and a further % experiening severe levelslin Phase 579.8%6 experienced low burnout,7.0%
experienced moderate burnout argi2% experienced high or severe burnout (Tablef8tveighted
results. In Phase 479.4% expeienced low burnout16.3% experienced moderate burnout add3%
experienced high or severe burnout. In Phase883,8% had experienced low burnoui5.4%
experienced moderate burnout and 8% experienced high or severe burnout. For cliested
burnout inPhase 283.1% had experienced low burnout4.4% experienced moderate burnout and

2.6% experienced high or severe burnout.
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Table 3.9. Level of clientlated burnoutUKwide across the Phases (Weighted)

Clientrelated Burnout Low Moderate High/Severe
Phase 2 80.9% 17.1% 2.0%
Phase 3 78.4% 18.2% 3.4%
Phase 4 81.7% 16.2% 2.1%
Phase 5 87.3% 10.8% 1.9%
Phase 6 782% 17.6% 4.2%

*See table 2.3 for cubdff points

Demographic variables and Burnout

The analyses of thassociation®f other variablesith burnout scores revealed the following:

T

There were significant differences between the countries in mean personal burnout scores
and in mean workelated burnout scores, but no significant difference in mean clietgted

burnout sores.

In terms of personal burnout, social workers scored significantly higher than nurses, AHPS,

and social care workers.

In terms of workrelated burnout, social worker@soscored significantly higher than nurses,

AHPs, and social canmrkers.

In terms of clientrelated burnout, social workemsgainscored significantly higher than both

nursing and social care workers.

Females experienced significantly higher levels of personal related burnout but had

significantly lower clientelatedburnout than males.

The 6065 age group scored significantly lower in personal burnout and wedgted burnout
than all other age groups. While the-P8 age group scored significantly higher clieglated

burnout than all other age groups.

The Asian ethic group scored significantly lower in both personal and wet&ted burnout
than all other ethnic groups. While ti&ack ethnic group scored significantly higher in chent

related burnout than théVhite or Asian ethnic groups.

Respondents without a dibility experienced significantly less personal and wetkted

burnout than those who had a disability.
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1 Respondents working with adults scored significantly lower in personal burnout than those
working with children and young people, in learning disgbilwith older people, and in
mental health. Additionally, those working with adults scored significantly lower in-work
related burnout than those working with children and young people, in learning disability,

with older people, and in mental health.

1 Regpondents who were line managers scored significantly lower in efedated burnout than

those who were not line managers.

1 Respondents who felt that their service was overwhelmed by increased pressures experienced
significantly more personal, worlelated, and clientrelated burnout than those not impacted

(see Figure 3.5).

1 Respondents who took employer support reported higher scores of personal aner@latid

burnout.

Figure 35: Mean Burnout Scores by the Impact of the Pandemic on Services (Weighted)

Burnout scores by the Impact of the pandemic on services
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Correlations among Burnout, Quality of Working Life, anéell-being

As shown in Tabld.10, we found strong negative correlations between personal burnout\aat

being scoresand quality of working life Work-related burnout had a similar strong negae
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correlation with well-being and quality of life.Whereas clientelated burnout had a moderate
negative correlation withwell-beingand quality of life.This indicates that as burnout in any area
Ay ONB I & SR I waBemgadadygiaiyolivéoRindife decreased. Considering the association
between burnout,well-being,and quality of working life, another area of interdet the studywas

whether respondents have considered leaving their current employer and how this impacts burnout.

Table 310: Pearson arrelations between Burnout Scores, Mentkl-being(SWEMWBS) and
WRQOL Scores (Weighted)

Burnout area Well-being Quality ofworking life
Personal -.654** -.665**
Work-related -.624** - 730%*
Clientrelated - 414 - AT

** = Correlations are statistically significantm& .001

In relation torespondents considéng changing their employer since the start of the pandemic, we
found significant associations between all areas of burnout and respondents considering this option
(Personal burnout;? =205.134 df = 15p < .001; Workelated burnout:.?2 =289.413 df = 15p <

.001; Clientrelated burnout:.2 = 103.871 df = 15,p = .00). Specifically, respondents who were
experiencing high/severe levels of personal burnout were very likely to report comgiddranging

their employer since the start of the pandemic faro specific reasons; 1) the job impacting on their
health andwell-beingand 2)the job beingvery stressful Those experiencing low levels of personal
burnout were less likely to have considered changing their employer for these reasons. The same was
found for work-related burnout Respondents who reported higtient-related burnoutwere very

likely to report having considered changing their emplogee to the job impacting on their health

and weltbeing in addition to just wanting a change.
Coping and Burout

Using multipleregressions to examine which coping strategies were predictive of the burnout scores,
we found that after controlling for age, sedisability status, ethnicity, country of work, occupational
group, number of sick days in previous 12niis, line manager status and the effects of the pandemic

on services, the following coping strategies were significantly associated with burnout scores:
Personal burnout:

1 Emotional supportwork-family segmentationand exercise,all uniquely predicted lower

burnout scores.
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1 Planning, behavioural disengagementself-blame, and family-work segmentation, all

uniquely predicted higher burnout scores.
Work-related burnout:

1 Acceptanceemotional supportwork-family segmentationandrecreation and elaxation all
uniquely predicted lower burnout scores.
1 Planningyenting,behavioural disengagemersgelf-blame, andamily-work segmentationall

uniquely predicted higher burnout scores.
Qient-related burnout:

1 Emotional support,work-family segmentation and working to improve skills/efficiency
uniquely predictedlower burnout scores.
1 Venting, substance usgbehavioural disengagemengnd self-blame, uniquely predicted

higher burnout scores.

A detailed breakdown of the burnout scores acroggecent variables is provided in Appendix 5 and

detailed results of the multiple regression analysis are provided in Appendix 8.

3.1.4 Coping

UKwide there was a significant decrease in the use of all positive coping strategies and an increase in
the use of negative coping strategies such as Venting, Behavioural disengagement, dohaingelf

from Phase 1 of the study to PhaseSanilarly, betwen Phase 2 and Phasetltere was a significant
decrease in the use of all positive coping strategies asigj@ificantincrease in the use of negative
coping strategies such as Sellame Between Phase 3 and Phasthére was a significant decrease

in the use of most positive coping strategies and no significant change in the use of negative coping
strategies Ukwide there was &ignificantdecrease inActive coping, Positive reframing, Acceptance,

and Emotional suppourtrategies from Phase 4 of the sliyito Phase 6. Between Phase 5 and Phase 6
Positive reframing and Acceptanceping strategiesignificantlydecreasedThese changes are shown

in Figure 3.6.
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Figure 36: Mean Carver Coping Scores by Study Phasgiti(Weighted)
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Phasedifferences in Coping

Comparing Phase 1 to PhaBga multiple regression analysis, which controlled for the effects of
demographics such ad85 a4 L2 YRSy 14 Q O2dzyiNE 2F 62N} = 200dzLJ .
disability status, showed that the deci@s®5 Ay NI & LI2AgtiReEopingy @ -.987apS .021F

Planning { =-.662 p < .001) Positive Reframing { =-.798 p < .001) Acceptancei( =-.758 p <.001),

Emotional Support ( =-.415 p <.001), Instrumental supporf =-.178 p =.006) were statistically
significantandan increase irventing ( =.725 p < .001)BehaviouralDisengagementi (=.502 p <

.001)and &If-Blame ( = .811, p<.001) vere alsostatistically significant

Between Phase 2 to Phage a multiple regression analysis, which controlled é@mographics
aK2gSR GKI G GKS RS ONRtiveSopingy =NEBApS200IRBafiningiQ=-dza S 2 F
.288 p <.001), Positive Reframing (=-.510, p < .00), Acceptancei( =-.452, p <.001), the use of
Emotionalupport ( =-.302 p<.001) and Instrumental suppoit =-.193 p=.002, were statistically
significant While Behavioural disengagemefit =.160, p =.002, and Selblame( =.211, p =.00J),

significantlyincreasedbetween these twghases.
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Between Phas& to Phase6, a multiple regression analysis, which controlled émographics
showedlil K & G KS RSONXBI a SActivy Cohilifa 3288 R $.908)P@nnidgd(S- 2 T
.173 p=.009), Rositive reframingi( =-.357, p <.001), Acceptancei(=-.302 p < .001)andEmotional
Qupport ( =-.215 p <.001) were statistically significant

Between Phase to Phase6, a multiple regression analysis, which controlled é@mographics
showedi K G GKS RSONXBI a$S Aktiye CHfngiLIR-YIBS y+.629), Pogiive 2 F
reframing { =-.183 p =.009), Acceptanceé E€-.221, p<.001), and iBotional upport { =-.155p =

.031) werestatistically significant

Between Phasé& to Phase6, a multiple regression analysis, which controlled é@mographics
showedi KI &G GKS RSONBI &S Posfive NdBamig =R.308 (p& 0B)jJand& 2 F
Acceptancei(=-.253, p < .001)were statistically significant

[22 1Ay 3 | ( 2014 topidg sttégies (Figuée B.7)0a multiple regression analysis, which
controlled fordemographicshoweda significantreduction between Phase 1 an@iinNB a LI2 Y RSy (i a Q
Work-Family Segmentation (=-.176, p < .001), Working to Improve skills/efficiency=-.279 p <

.001), Recreation and Relaxation«-.308 p< .001) and Exercise £-.426, p< .00). Between Phases

2 to 6, a multiple regression analysis, which controlled flemographicsshowed a significant
reduction A y NB a LWorkiRafiyy (séig@entationd | -.088 p = .®8), Working to improve
skills/efficiencyd i -.1I4, p = .009, Recreation and Relaxation £-.157, p <.001), and Exercisé &

-.224, p <.001).

Between Phases 3 ® a multiple regressioanalysis, which controlled fatemographicshoweda
significantreductionA y NB & LBgfdrtfdy dndirelaxation | -.107, p =.017), and of Exercise
61 -2I2 p < .001). Between Phases 4 t6, a multiple regression analysis, which controlled for
demographicsshoweda significant decreasén the use of Exercisé i -.162, p = .005). Between
Phase$ to 6, a multiple regression analysis, which controlleddemographicshoweda significant
decreaseA Yy (G KS dza$ -2 p9.BOQNDAAS 61 T
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Figure 37: Mean Clark Coping Scores by Study Phaseiti(Weighted)
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3.2. FindingsQualitativeresponses

Responses to théwvo openended questions in the survey were examined using thematic analysis
(Braun and Clarke, 2019Members of the research team familiarised themselves with the data,
individually generated initial codesnet, and agreedcodes reviewed common themes, and then
collated and presented the data as outlined below. Also included in this analysis were dat@dérom
threefocus groups that wereld with HumanResources (HRjrofessionalsmanagers and frontline
workers inNovember ad December 02022 The overarching themes that emergedRhaset (Nov
2022Jan2023) have similarities to the themes identified ather Phase®f the studysuch asstaff

shortages, increased demands, and increased workload.
3.2.1. Openended responseg Descriptions of Demands and Impaats Service

The following questions were asked in the Phasearvey:

1 Q22.Between March 2022 and now, what is the impact of C@@bn your specific place

of work, in relation to patient / serviceser numbers and service demand?

i Q42.Do you think your service operates a safe staffervice user ratio? Please say more

about this
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Due to the large overlap in answers to these questitigsanalysis presented combines responses to
both.

InPhasec 2 F (G KS & dzZNBéweenh Juy®®2 and rdwy, whanwasithe impact of CQYID

on your specific place of work, in relation to patient/service user numbers and service deinands?
received a total of 1230 responsgsee Figure 3.8)The resposes were analyzed by five members of

the research project team. A further qualitative questiQrQuestion 42- asked for comments in
FYyagSNI G2 GKS F2ft26Ay3IY 452 8&2da-asdOnDOBS daAaSdbIN
There were a total of 202 responses: 43.6% respond&@Q while 56.4% respondedNoQ The

comments on Question 42 were analyzed by three members of the research projec{dearigure

3.9). Although both questions were answeresbparately, the emerging codes fused into similar

responsesWe have therefore presented the themes together in this section.

Overall, many themes identified in previous phases remain relevadhase 6. Respondents placed

a renewed focus on work demand and staff shortages. In response to both questiang answers
elaborated on the vicious cycle of increasing work demand following the pandemic and increasing
staff shortages resulting from staff sickness absence, skill shortages, staff retention and inability to fill
open and advertised job position®ne nurse who works in a hospital in Northern Ireland summed it

up as

dncreased demand. Increased staff sickness. Increased workload. Increased stress.

Increase in staff leaving the trust so overall Decreased permanerdé staffy m o 0 &

This vicious cycleas discussed across all four countries and five professions and was also attributed

to increasing concerns about poor stidfservice user ratios.

In the following section, we discuss responsestth openended questios in greater detail to

highlight tre challenges that the health and social care sector staff face aeutveorking of the

COVIEL9 pandemic continues to affect their working conditions, as services rebuild, and patients and
ASNIDAOS dzaSNE | NB 4SS Ay3 éathrlsatbliareip@visiéhd \Widle v S a a
the health and social care sector returns to a new normal, those working in health and social care

services continue to face difficulties which are discussed in detail below.
Long term effects of the Pandemic

While the pandemic had mostly subsided at the time of data collection, in identifying reasons for
increased work demand respondents elaborated on the {tmmgn effect of ©VID19 on their
services, for example, long waitlists and an increase in acuity and complexity of cases presented

following the pandemic. An Allied Health Professional from England stated that
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OWaiting lists increased as patients developed pesblems or their current problems

deteriorated during OVID19 lockdowns &6 c m g0
and a Social Worker from England confirmed that

oService demand has increased, in addition cases tend to be more complex and require
f2y3ISNI AY@SNDBSYy(Az2yaté

Demand has also increased in response to the-ob8ving crisis, which affects health and social
services alongside the losigrm effects ofthe pandemic. As discussed by a Social Worker based in

the Community in Northern Ireland

oDemand, driven by poverty and social isolation continued togréw 6 ¢ ¢n 0

Figure 3.8 Impact on working during the pandemic b @@2pondentgUnweighted)

2%

38%

60%

= Not impacted by COVID-19 pressu =:$mpacted, but not significantly

= Overwhelmed by increased pressures

Staff Shortages

Respondents continued to comment on staff shortages, often due to illnestuding Covid19 but
also due to unrelated physical and mental heaktfated sickness absences. Respondents therefore
elaborated on shorterm staffing shortags, as expressed, for example, by a Social Care Worker in the

Community in Northern Ireland:
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oStaffshortages COVIBickness, lon@OVImand staff left working really stretched due
G2 t2¢6 adBHFEAYI t SOSt &a¢
However, many respondents also talked abmore permanent staff shortages that were caused by

staff leaving the profession or an inability to fill advertised posts. A Northern Irish nurse stated that

there was

GLYONSI aSR SYFYR® {GIFFF f2ad RdzS Gl 230KSNI 2L
jdzZt t ATASR k f &a6y SELISNASYyOS aidl ¥FF¢
A Social Care Worker in Northern Ireland specified that the terms and conditions in Social Care were

not attractive financially, which affected staff retention and, in turn, increased workloads for those

socialcare workers who stayed:

aJust not enough pay and no fuel or travel allowance paid so staff leaving the industry
to work in Asda or McDonalds as better paid which means pressure on to pick up extra

calls and in turn means more fael 6 T doc 0 P
Increased presures on recruitment were also raised by a social work&citland:

@ fFNHBS ydzyYoSNI 2F adFFF¥ €tSF¥d GKS G4SIFY YR ¢

N

was related to mismanagement during the pandemic and after. Workloads have
increased, thework & Y2 NB O2YLX SE GKIy SOSNI 6ST2NB &S

rates are still highhé &6 popo0

Working time and pay

The effect of this continuously high work demand was an increase in working hours. A Social Care

Workerbased in Scotlandommented:

oStaff shortages, along with greater pressure to be a care assistant, hairdressers,
beautician, the only company the eldendgidents have most days. Plus, some weeks are
48to 60 hoursaweaké O b1 PO @

Many respondents reported working overtime to meet demand and a few respondents mentioned
that overtime was sometimes unpaid or not paid adequately. A Social Worker basedandsigted
that:

oDue to work from home there has been no stopping time, work goes on endlessly. Earlier

we still worked unpaid overtime because you can only meet children after educational
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hours anyway, now all professionals email, teams, chat, phoneextidcat all hours
SELISOGAYI 2@M6). | O At oAt AGRE
Furthermore, respondents suggested that their jobs were insufficiently rewastied enough pag
0{20A1f [/ I NB 22NJSNE b2NIKSNY L NBieHapde> p{dx@A X NJ
Worker, Nathern Ireland, 628) due to the long hours and lack of overtime pay.pbsepandemic
eratherefore left some respondents in financial difficulties, including a Social Care Worker in Northern

Ireland:

AdWorking with learning disabilities ... everyone desits and staff got covid. This then
left us out of work with no pay only SSP which affected me as a single mother trying to

provide formyso®é oO6cTy O @
A Social Worker based in Northern Ireland reiterated this point
G/ FasS f2FR Ay ONPay arDverdtideito afi@v job yo bdlddhedSaltley
[safely]. Therefore, having to work for free to meet demand and prasdiedy. Having
G2 62N] 2O0SNIAYS SftaSgKSNB (2 LI e oAftfta FyR |
(947).
While the workload had treased, in these cases, staff were apparently not compensated, and

respondents had to seek additional employment to pay the bills.

Impact on Health andVell-being

While there was continued concern for service users, a significant number of respondents commented

2y GKS STFSOG 2F (GKS 62Ny f2FR IyR @g2NJ] AweB O2YyRA

being A Social Worker based in Northern Ireland felt theg increase in case load and work demand

KFEFR I aA3yAFAOLYy G AYLI OGO 2y 62NJSNEQ KSIFfaOKY
oHugh unmanageable caseloads and work demands that are impossible to meet within
G2NJAYy3 GAYSad hFiSy RAYQE KiyOIYyuBSY&EASHSYydANE
has a significant impact on workers physical and mental héalthd p p 0 @®

A midwife based in a Northern Irish hospital further elaborated on this point and described working

conditions that disregarded worker health and safety:

OPPE for 12hr shift, horrendoastimes, not able to drink on ward, nightmare.....if you
felt weak unwell you had to leave ward and go to what management called" A Panic
Room'KI @S | RNAY]l YyR NBi®zN/oyHdd G2 62NR 052 NJ
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A social worker from Northern Ireland described hemnchealth andvell-beingas being deprioritized

until she felt that the need to change:

dnitially I was on automatic pilot, we were so busy; | did not give any thought to my or
my assistantswell-being selfcare but then one day | noticed how exhausted my
assistant looked so that made me reflect and incorpossicare into our working

weelke O PTHOUO O

Experiences of new staff

A 2 4 A x

¢tKS AYONBFasS Ay 62N] RSYIFIYR KFLa Ffaz2z FFFSOGSR y!
and to learn on the job. A nurse in Northern Ireland felt that senior staff had not had enough time to

provide her with adequate training and guidance:

oBeing a student the learning opportunities were limited due to nursing staff shortage,
the staff being under pressure and students being used to make up numbers on wards
G2 R2 2yS (2 2yS adzZSNIDA@R)?Z2Y (2 SyadiNB al FSi:

Another newly qulified nurse[country removed to retain anonymitygpoke abouthow she had to
take responsibility early on. She felt that patients were left with nurses who were not sufficiently

supported or trained:

GL AdFNILSR Fa | ySgte lcdaorkingfins busigstiziEvel R dzNR y 3
1 Trauma Centrein xxxx gountry removed to retain anonymityds soon as | was off

supernumery | was expected to take on over 22 patients myself at a time and across 6

months | became one of the most qualified nurseesns areas on shifts, being expected

to know, lead and teach other newer staff. More and more staff left due to the pressures,

having to take on more patients, the doors never closed, and patients kept going with

less and less staff, staffand nursestaa® NS y 2 (0 | RSIj dzI G S{(80)a dzLJLJ2 NI S F

Dependence on agency staff

While many respondents mentioned that agency or bank staff were in place to alleviate staff
shortages, these staff (while appreciated by respondents) were sometimes not sufficrained for

their roles and services. A Social Care Worker based in Scotland reported that

oNot enough staff for increased pressure due to covid. Staff off with covid meaning

agency workers unfamiliar with the unit was broughtié@ 6 dpH 0 0

43



Similarly a nurse in Northern Ireland specified that her unit had been
GRSLISYRSYy(l 2y 3Sy0e gKAOK 6S | LILINBOALFGS o6 dzi
0S0lFdzaS 6S KI@S (KS SyR NBalLRyairorftAide 2F (K
ourselves. If things are issed or done incorrectlpermanentstaff are answerable.
' 3SyO0e adlFTF FNByQil hyadBufingmor® his/tasksichto OS NI I A Y
permanenA G I FF RSALIAGS SOSNR2yS@3%AYy3I AGNBIGOKSR
Another nurse from Northern Ireland nérmed that

OAdditional staff came to help but had no ICU experience which added the workload to
the current ICU staff. breaks, patient safety and staff health were greatly affected
(818)

Therefore, while agency and bank workers appear to have coveoede staff shortages in a
guantitative way, several respondents felt that this did not alleviate increased work demand
completely and might, in some cases, have caused additional work demand due to training and

coordination needs.

Perceptions of Safe Stfifig

In response to the increasing work demand and the unsatisfactory staffing situation, some
respondents to Q.22 felt that their services had become unsafe for patients. This was either because
there were not enough staff available or because those presé@ not have the required skills or
gualifications. A social worker based in Scotland, for example, stated that a lack of social workers

affected service users:
Ol FF aK2NIlF3ISa Ay GKS YFAY OKAftRNBY FyR FlLY
arendi 0 SAYy I5448)A aAGSRE

A nurse from England likewise suggested that a lack of resources affected patient safety:

oHorrendously under resourced. No support from the trust for the staff during or after
Covid, just left to get on with it. Feels like a vésity and dangerous place to work and
GKFEG LI GASYdQa fA@M)A FNB o08SAy3I Lldzl G NRA] 08

An Allied Health Professional from Scotland mentioned that they had been asked to do tasks that were

outside of their skill sets, including

éDealing withthings that were oubf our job descriptione.,surgicalR NG & .4588) 3 ¢
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Many respondents reiterated their concerns about safe staffing when responding to Q. 42, but 43.6%
agreed that their service does operate a safe stafferviceuserratio. A nurse from Northern Ireland

suggested that additional funding was improving the sitorati
oAdditional funding recently made recurrent to employ more §{df8).
Onecommented that

OService is well resourced with a supportive management stréctdidP, Northern
Ireland, 120)

A number of respondentssuggesed positively that that standrds are consistently mewith one
highlighting that

¢Everythings done by the regulatioagSocial Care Worker, NI, 527).
Other evaluations of safe staffing ratios seemed contingent on a number of other factors, such as the

nature of the service. Thea nurses commented on the requirement to work with a minimal number

of staff (640 and 553), while a nurse from Scotland explained that

dits unlikely patients will come to seriophysicalharm in my service even if the staffing

ratio is very poot (244)

For those who respondedfesQQo Q.42, a majority suggested that the use of agency staff and overtime

enabled safe staiffig ratios to be maintained. A social care worker from Scotland commented

0Using agency staff and lots of staff doiogertime to ensure support is continued on a
daily basis (441).

HoweverT dzNI KSNJ O2 YYSy G NBE T MXEYQ INGESS oSk YNEENGBLJ2yyR /RO
safe staffing, with many suggesting that itjigst abou€ safe and safe staffing is contingeon staff
sicknessdemand,and complexity of service user needs. A social Worker from Scotland stated that

safestaffing is
oXdifficult to judge because circumstances can change qei(2®).
Likewise, a community midwifeom Wales explaied:

oXin theory the numbers add up and the WTE are just about adequate, but sickness,

vacancies play a huge role in constantly depleting the teams. each team has four

midwivesa 2 &2dz 2yfe& KI @S (2 KI @S 2yS 2FF | yR Al
wSalLlyasSa taz2 NB@SEHE SR RATTSNR datial@ Wdksrifdomdzk £ A & | (

Scotland (364) stated thaédJust because it's safe doesn't mean its optinmaith many referring to
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time limitations with service users potentially compromising the quadifagervice delivery. A social

worker from Wales (837) commented that

oPhysically impossible within the time of a working day and more time to spend with

each person wuld always be beneficial and make practice safer

On the other handothers focused more on how staff perceived their own safety especially when

engaging in lone working. A social worker from Scotland explained that

OAlthough[their] ratio may besafe, lone working is not monitored safely and there are

no clear steps to follog(354)
2 KSy FylFfeaiyd NBEBARQRYHBEtmiekncdins anisafdistifngdange of
explanations were presented for concerns about safe dtafervce-user ratios. Staff shortages
relating to recruitment challenges and unfilled positions, and staff absences were cited as some of the
YIAY NBFazyaz fSFERAY3I (2 dadgenii dbzNE SEK b2 NdKNENYR
Wompromise®@ a{ \Borker, Scotland, 156) atiiA f (ASIB, ISEotand, 4313ome stated clearly
that the advised ratios and staffing levels are rarely adhered to with respondents from all professions

noting their concerns. A midwife from Wales stated
oNo safestaffing levels in maternity and the ones advised are often not adheged to
An AHP from Scotland stated

oChronicallyshort staffed. Can't find staff. Often the shortage forces us to work under

illegal conditionse.g.,no nurse on shift even though weeaa nursing home(431).
A nurse from England suggested that

& Xestructure and difficulties recruiting mean that we have waiting lists and insufficient

staff. Oursafeguardingcapacity is todow, and we are not providing a safe seréice
A social carevorker from Northern Ireland acknowledged that

GThere is ratio of service users we are meant to work with which varies depending on the
issues. However, we have been a member of staff short for over 6 months, so people are

working over capacity (762)

Many midwives also noted how understaffing created difficulties in managing the care needs of

women in labour

OWe are now constantly running understaffed due to sickness, but induction rates

continue just the same. Sometimes inducing more women that we tmédwives to look
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after them, never mind those that also come in spontaneous lab@Jidwife, Northern

Ireland).

MEye &20AFE 62Nl SNBE y23GSR OKIttSy3asds sAGK Wdzy Yl y

624) compounded by increasingly compieseds of their service users.

6No, | feel that there is increasingpseloads Y R O2 YLX SEAGASE Ay 2t RSNJ |

currently we are managing around -BD cases, many with complex needs, requiring
capacity assessments, ongomgsessmengand review safeguarding investigations and
other duties.Alongside this it isextremelychallenging to get the services to meet

assessed needs due to lack of resoura@ocial Worker, NI, 619)

Due to ongoing recruitment challenges and staff sickness, othersidedcchallenges relying on

I 38y 0e &Gl FF YR Y2NB AYSELSNASYOSR 2N Weky a1 Af f S

safe conditions for servieagsers, and more stressful conditions for staff. Many respondents expressed
their frustrations at the overeliance on agency staff. A Social care worker from Northern Ireland

bemoaned
oNo staff. Then agency is used who areless (455).
Many nurses also indicated their frustrations. A nurse from NI (653) exglaine
d 2yaidlyidte akKz2NI &adlFFFSR 2N oNARYy3IAy3IT Ay

patients. No continuity in care and being paid twice as much and quite oftectexpe

to support.
Another nurse from NI (36&xplained that

G Xoping with a poor skill mix and very junior staff and a lot of sick leave put us outside

safe staffing ratios.

In many cases, there seemed to be acknowledgement that steéfrviceuserratios were deemed
adequate, but that the level of experience and skills available for dealing with service needs was

inadequate and was again compounded by increasingly compknsre service users

OCritical care is a specialised area, although physically we have the correct ratio, the skill
mix is very poor. This is due a large number of senior nurses having left, these nurses
have been replaced by newly qualified nurses dermational nurses who

communication skills are not adequat@Nurse, NI, 644).
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0Only enough staff to cover basic care. No activities or quality one to one time with key
residents and to support residents with complex emotional needs and mental health

issueg. (Social Care worker, Scotland. 165)

GThere are much higher numbers of children on my caseload than is possible to see in my
contracted hours. Whilst this is not physically unsafe there is a lot of unmet identified
need O0{2O0Alt 22NJSNE bLO

Figure3.9. Impact on working during the pandemic b¥Zyespondents.
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Management Intervention

The discussion of the vicious cycle of work demand and staff shortage took center stag®aser
6 responses. In response to Q.22, only a few respondents elaborated on the role of management or
on (the lack of) support received by their organisatiorsose thatommentedspoke about a lack of
support rather than an increase in support received. A hospiaked social care worker from

Northern Ireland, for example, mentioned that

a Xtaffing, and lack of support from upper managemgemtore piled ontous without

having the proper suppagt 6 ppmp 0 @

Additional commentary regarding employer and management support emerged more strongly in
relation to Q.42.Several respondents voiced their view that those in leadership and management
positions were failing toact even though they were aware of safe staffing problems. Often

respondents felt that no one cared. A social worker from NI (453) explained there were
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GToo many vacancies, staff carry too high of a caseload. | have addressed this so many

times with myemployek.

Compared to findings from previolhases, there seemed to be increasing frustration that managers
and employers were not listening to concerns, and that expectations were too high considering the

context that individuals were working in. Foraample, a nurse from Scotland explained:

G/ 2yadlydate akK2NI 2F aal¥F yR O2@SNAyYy3a F2NJ
expect the same level of service provision, documentation etc. It's all put on to the
practitioners and we are constantly workinges our contracted hours, which impacts

our health and coping. Onlireelfhelpis no substitute for being able to finish work on

0 A Y&4)

Whereas a social worker from NI described the impact that this lack of support has had ometheir

being

OAddtional pressures due to Covid, increased demands, response to operational
stafffAYE/student needs means that | constantly have to work additional hours.

Increased pressures by stealth, where the manager agrees to us taking on additional

work without consii Ay 3 2NJ RAaOdzaaAy3ad a, 2dQff R2 gKI G
Emails requesting meeting/clarification were being ignored until challenged, making me

feel that | was the issue. For the first time in my long career, | feel emotionally exhausted

and unspporteck (814)

Having no control over the outcomes of the situations faced exasperated concerns about safety and

the ability to meet service user needs. An APH from NI explained

dl have no control over numbers entering my caseload, no ability to sayta@hange
working conditions to manage the needs and that seems like an unsafe staff to service

user rati@ (614).
Strategies to Improve Safe Staffing

On the other hand, our findings also revealed a number of management interventions and strategies
to address concerns about safe staffing. Respondents noted efforts to improve caseload and service
burden through various measures such as using waiting lists, Red, Amber Green (RAG) and risk
assessment systemas well agargeted supervision meetings. A social care worker from Northern

Ireland explained
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OWe currently have a waiting list for clients to use our services due to short staffing
(790)

But a significant number of respondents also explained how the increaseaiting lists added
additional pressure and moral distress when they felt unable to address the needs of ag®@isdn

a timely manner. A social worker from Wales acknowledged

dThe fact that we have to operate a waiting list suggests that we do nat baufficient
staff to service user ratio. Risk on the waiting list needs to be manages on an ad hoc basis

as crisis points arig¢821).
Another social care worker from Scotland explained

& Me are able to control our scheduling therefore we reduceapessible when times
get harder, however | feel that gives a degree of guilt for people who are awaiting
support (541).

Many blamed the increasing waiting lists on staff shortages, and noted their concerns about the effect

this has on service users. ARP from NI stated

o0Always staff shortages so pressure always on remaining staff to make up the difference.
lftglea | gl AGAYy3a fAal 6K wB&Kmahydothd?sSedhNad Y Sy G £
0KS aSyuAYSyd GKIG GKS@ tingthdamedme bécauednti (G KS WNJ
the waiting lis€ (Social Worker, Scotland, 306)

Adding to the moral distress reported by some respondents was the fact many people in need were
being turned away so that existing service users could be treated safely. Acaveialorker from

Northern Ireland explained that

a Xervice is monitored and although it can be difficult to say no to requests for additional
services it is taken into account the need to provide a safe service to existing service
userg (742).

It seems that attempts to hold timely and appropriate supervision meetings to discuss these issues
alongside the challenges to caseloads were appreciated by some workers. For example, a nurse from

NI acknowledged the

& Xegular discussion at MDT meetings awith team lead who advise and support staff
re: case loadl (841).
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¢CKSNB g1a 'y laadzYLiaAzy (GKFG adFFF aK2NIIF3Sa | yF
nurse from Northern Ireland recounted a conversation with senior management that suggested tha

staff will have to get used tthis situation:

A 2 4 A x

a[ Saa &0l FF SELISOGSR (2 R2 Y2NBod 2KSy 02y 0S8\
YIEYyF3aSYSyld G2fR aiKA aPateftSaresvengsickh anddjast ngt2 A y 3 i 2
possible to give the best care. Vel &8 a 4814zt ¢ 0o

Lastly, a Social Care Worker from Scotland felt that the situation for service usetetesidrated
since the end of the pandemic, as family memharservice useraere often no longer working from
home andtherefore no longemvailableto care for themjustk & { 2 OA Lt /I NB 2 2NJ] SNAQ

spiraling

owithin Homecare families are unable to help support their relatives, this was much
easier for us during lock down and furlough as families were around and had the time to

help with their loved ones(602)

Only a few respondents saw light at the end of the tunnel or positive developments eméwimg
the pandemicOnesocial care worker from Northern Ireland, for example, saw that life was returning

to normal for her service users:

G¢KS NBfFEAY3 2F Aaztl (kayhinghbdajdeiteisi A 2y &4 Kl &
hairdresserschurchestc. meaning that not every client takes every call which is great

and also the clients mental health is greatly impro\ér{§63)

While aNursefrom Englandmentioned that additional funding had become available due to the

increase in number and acuity offegrals to her service:

A work in eating disorders and our service has seen a big increase in number of referrals
YR I OdzAGeoddd 2SS | NB NBIFftfe tdzOle 2y (GKS 02Y
had a big increase in funding to improve the servigieplement the early intervention

pathway.€ (853)

A Social Worker from Northern Ireland elaborated on how the pandemic had enabled the building of

relationships:

Ghy | biedlbiuilhad@ of relationships with community and also patients
becau§ 6S KIFIR (2 0SS Ayy20F0A08S 2y K2g ¢S {1 SLI
(972).
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However, he overall situation in the health and social care services was seen as negative. This was

summarized by a Social Care Worker working in a care home in Scotland

0As the world and our politicians chose to state the pandemicoweswe were left in

- y2 YlIyQa tFyR 2F yIF@AaalridiAy3a GKS SELISOGI GAz2
needed extra support to transition from lock Down to reopening. They are more frail,

less resilientOutbreaks have been smaller and less physicallyadarg- however the

emotional impact increases every tif€338)

A Social Worker from Wales discussed how working during and after the pandemic, as well as during

A = s oA e

thecostoff A Ay 3 ONRAAAZT KI-RrmloEldolsd ih&mMiveand theSare@sizSa Q 2y

G{aF FF Y2NI €Sz LIS2LXS FSStAy3a dzylotS G2 {(SSL
she would like a 2ndhild, but cannot as she and her partner say they need to buy a

house, these are young professional women with degrees. They havalouesiels the

point of working in the public sector work whitie standardof living is becoming so low

and the work complex, stressful and anxiety provoking. People in the community have

no idea who hard it is to get services and trust doesn't seemibA&S NB d¢é¢ 0T Ty 0

3.2.2.Focus groupliscussion.

Three focus groups were conducted wiluman ResourcédHR professionals, managers and

frontline workers inNovember and December @022 A total ofeightparticipants provided deeper
insights into work in the health and social care sector betwday 2022 andNovember2022 The
participantsdiscused their experience duringhis postCOVIEL9 period,and their thoughts orsafe
staff-to-service user ratioghe main impact that the pandemic has had well-being working
conditions, control at workstress at workas well agob satisfaction Participants also answered
guestions which focused on their own experiences working during the pandemfow this

changed from the first wave of the COVIB pandemic in March 2020 tdovember2022, their use

of coping strategies, workelated quality of life, employer support and what they recommend needs

to bechanged.

Frontline workersfocusgroup discussion.

The subjects emerging from the frontline workers focus group in Péas@& be summarised under

the following themes:
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staffing issues

working from home

moving from one crisis to another
overworked and overstretched workforce
low rate of payandwell-being

impaired worklife balanceandwell-being
getting back to the office is good for people
flexible working patterns

staff retention

negative impact ohgency workers on safe staffing ratios
the importance of connection

incivility in the workplace

=A =4 =4 =4 4 4 4 4 4 4 -4 -4 -4

no capacity to develop wider skithix in the workforce

Staffing issues

Frontline workers identified staffing issues as one of the problems exacerbated by-C@VHs was

due to the large number of vacancies and recruitment problems, but also due torthidems with

staff retention. One participant mentioned retention bonuses, which had a positive impact in their
line of work. Another participant acknowledged that staffing issues are also dependent on the specific
work area. They felt that as therapisthey were not routinely understaffed, but if more staff were

available, patients would have been getting better quality care.

GLY 42YS 2F 2dzNJ TNRYGfAYS GSFya GKSNB | NB 2y
sixty percent of empty, and then we'get a rolling advert out all the time, and no

applicants um, and in my twenty years, when a senior post goes out Um, you'd get lots

of internal candidates, lots of external candidates. So, we've had senior posts, and there
KFaydid oSSy 268 Workdtil)Waksi A 2y ©¢  ©

OwWhat | don't see very much is people returning to the field the way that they used to

perhaps maybe have some time out to go and do something different, and then come

back. People don't seem to be doing that as much so people have left, they stay

gone¢ Sadial Worker (2) Walgs

GL GKAY]l GKIFIG GKSNB Aa aA3IYATFAOFY(d LINB&adNB

staff having to work in a situation in which they feel the ratio of staff to service users is
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unsafe put this is not solely because of COVID19. This situation has existed, and has been
worsening, for some time, COVID just exacerbated it somewhat as retention &
recruitment are being negatively influenced in the aftermath of the more acute phase of
the parR S Y A ABIR, Engtarid

Working from home:

Two participants identified working from home as an issue adversely impacting upowéiieing

They missed the camaraderie within the offiwlere difficult work calls could be followed by a-de
stressing bat with a colleague over a cup of tea. They were also missing the divide between the work
and home life and mentioned the drive home after work or between visits to have a decompressing

effect and to provide time for reflectiorSince this had gone it hadfected their mental health.

GLQ@BS NBIFffte aAdNHAIESR (2 62N] FNBY K2YSP L
LiUua y20 3F22R F2N) Y& FlLYAféd LOGUSBocglzd 3I22R
Worker (3) Walds

G2 KI G <ratdgiihav@ | developed over twenty years, well, transitions to and from

the office, decompressing in the car, seeing other people being able to talk about it, being

in the same building, having a common purpose. All of those are really necessary for my

NEaAt ASYyOSo | ‘SetiallWorRer @)RMVBIEs 6 Sy G ©¢

G{2 @SIKXZ AdYa Fro2dzi O2yySOlAz2yd Layudid AGK L
common, that common purpose you have when you have a difficult day, and you see

somebody else havingatess with their work. That's a positive thing for you. You think

LQff KI @S | 0 SSodidb\WNArker{R3WwWakg Y2 NNB 6 P o

OWhen everyone was in the office if somebody had a very difficult phone call or came

back from a visit that'd been particularigatimatic, you would pick up on that, you would

aSS GKFG LISNA2YS @2d2R YIS GKSY I RNAyl:zZ &2
0AYS ShdaliWoiker (2) Walps

G{20AFf 62N] Aa lfgle&a I2Ay3I (ameasBestoz dzZ3K= 6 da
protect people by having, you know, support around you, by having that reflection time

FYyR I 0Ad 27F &LJ OSorial WorkeA)Wates OSNE RAFFAOdzA G ¢
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Managers Bcus Group Discussion
Moving from one crisis to another:

Participants metoned the negative impacts of the cest-living crisis directly following the end of

the COVIEL9 pandemic and how the workforce didt get anybreathing space.

AdWe've gone from a Covid mode to a different type of crisis that's impacting on people
whicK A& 20 QA 2dzat EardiHoRe, Ko2thern lrelaid £ A A Y € ©

dt feels like we've come out of one process where people felt that there was going to be,
| suppose, normality, if you can describe that, | don't know what normal is anymore, and
into somehing else that feels uncertain for them. So, there's a degree of uncertainty

GKFGYga OF NNBAY 3 (KNP dz3 KCarg Ko Korthedn IrdlayidJ- OG Ay 3 2

0When we started off at the beginning of the pandemic, and we kinda knew it was going
to goon for a long time, and we knew the kind of effort we were putting in at the
beginning we were already having, we already thinking ahead and trying to think, well,
what's it going to be like when we come out of this thing? Little did we know that it's
going to be like 2 and a half years. Then, it hasn't really, didn't really reach a point where
@2dz &l AR N 3K ([FostérikgSardices, Moithern kelpda 2 O S NE

Overworked and overstretched workforce:

Participants mentioned the adverse impacftdioe crisis on theverworkedworkforce, which is now
impacting onLJS 2 LJX S Q Z&. TN&feaakef otSefidigh resources, which means people are

overstretched.

GLIQa 3ASHGAYI KENRSNI FYR KINRSNI G2 GF1S8 oNBI
same things with less resources. f a2 L YSIy fA1S a2 LQY Y& g2I
do this, and wanted to contribute to this, because | think it's important. But you know

your level of availability now is ridiculous, you know, and you've got to be very &irong

0S |0t S &ddteriag Servigt® Moithem Ireljnd

G.dzi LIS2LX SUa NBaAfASyOS Aa oNRB{|{Sy® FyR GKIF
is, resilience is not as common as it was, and not everyone can demonstrate it anymore,

because thy probably utilized all the resilience that they've had in the last 3 years to

keep themselves strong and keep the mind strong, keep themselves focused, and you

know they've reached Burnout without a break. So, the resilience has disappeared, and
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| thinkthat's one of the key strengths of people in in this neck of the woods, and when
S t2a8 UGKI G @deHoBedNbrtharg IredjttOK ®¢ @

[26 NI GS 27F LI wel-beMidd Ol a LIS2LIX SQ&

Participants agreed that one of the main factors affectingwretl-beingof the workforce is the low

rate of pay.

4L p2dA R &F& NIGS 2F LI @& A&s &2dz (Y265 | ONRA:
key things that impacts people'swellISAy3® t NBol ofeé GKS oA3a3asSad 1

[Care Home, Northern Ireldh

Impairedworkf A TS ol f 1 yOS walYeidgOla LIS2LX SQa

Another factor affecting thewell-being of the workforce was workife balance One participant

mentioned thatan impaired workife balancewas 2 &2YS SEGSy i RNAOSYy oé& ¢

{2 (GKSe& F¥SSt 62dAKG Ay FyR f2&lfd t | NIGAOJL I
know, through Covid it might have been the only person that they saw, and they built up

really strong relationships with them. So, they're bought into that as. Wakre's an

emotional, | suppose, tie in with a lot of this that they feel under pressure to maintain,

FYR AdGUa AYLI OGAYy3a |G GAYS&ECaré Woing NartheBiA NJ 6 £ Iy

Ireland

Another participant commented on what seemed to the now culturally accepted phenomenaof

workingday and night:
G¢KS@UNB aASYRAYy3 SYlFAfa G @2dz {(y26z G wmH
. 2dz 1y263> FyR UKL (U aatBalpaiit, 'dB $oft df Balingwordé Sy LI L
with somebody who was doing that. What you're playing it, you know. But | mean, | think
GKSNBUa | Odzf G§dzNF £ | OOSLIil yOS y EFasterihg/ (G KS ¢ NH

Services, Northern Irelahd

The partcipantalso commented that the blurring of the boundaries between work and home life can

lead to unsafe work practices:
G{2z &2dz2UNB | O2yadrydte Ay GKS (GeNryye 27F Gf
and then your chances of missing somethihgt's really reallyimportant or has a

ydzt yYOSR RSGF Af (K Fd$teriagkserdizfed NONBRIR Irefpfd: 3 & 2 dzdé
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Getting back to the office is good for people:
Participants also commented on the workforce coming back to the office.

d L { Kelpgople gdtyoGhe taste of it again, they're realizing it's really nice to actually
0S Ay &aL) OS 4 Fastérind $erita$, Rorthedh Iréldyidd ¢

GeSUBS KIFIR LIS2L)X S GStf dza Ay I NRAS ©@2fdzySa i
interact,i KS& ySSR (2 0S Y AGAS HIm¢ Mortheknirlahdi KS (St Ya oé

The need for better pay and flexible working patterns:

Participantsfrom the managers focus grouggreed that therehad been a shift in the workforce,

whereby peoplemove jobs based on specific requirements such as more flexibility.

OWe found, for certainly for our office teams, that we've had to approach recruitment in

a different way, because, you know, at the minute litard to get people who want to

do full time work. And if you are too regimented and restricted in the role that you're

offering, and how they go about delivering that role. We find that we're not getting any

I LILX A OF GA2Yy A& | NB dzy Ratidniod ¢hereXthatipedpl§ dEB chdode 'y S E LIS
their working patterns a little bit more, and have a little bit more influence in that, and

where they work, and how they approach their jobs. And if, if people are now becoming

quite adamant, that if the job doesnneet my requirements, whether it's financial need

2NJ y2i3z GKS®@ QNEBCang Plame, Marthgndrelah@ Y2 S dé  ©

G, 2dz (y26 e2d2i@S ONBIF SR 2 2eoatering Seniices| JS2 LI S R

5

Northern Irelangl

Participants also agreed thatthe Nd F 2 NOS ¢ SNB 0 S AéyaAd thieydin chéosedo dzy RS N
do other jobs instead, for example, in retail, where the pay is better and the responsibility much lower.

The low pay was linked tack ofresources, which could, again, impact safe staffingle

G!'YyR LUY y23 OFNNEAY3I Fff GKFG-had@Bngbi2yaAoAt Al
going missing, or you know, or going on to a shift, and not knowing to the last minute,

is there going to be somebody else on with me? But again, all you sée, @intracts

are configured to be absolutely cut to the bone. So, there is no, there's no spare capacity

in them for that, you know. So, you know, you've only got to have one person or 2 people

off, and you're in diffs, you know, which then starts to, kmow, people working

FRRAGAZ2Y I K2dz2NB Aa LI NIFogefing SétvikesyNw®h&h = y2 4

Ireland
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HRFocus Group Discussion
Staff retention isproblematic.

One of the biggest changés what participants talked about in Phasetl& last six months was
problems with staff retention. One participant mentioned thahile COVID still had an impabey

are starting toplan for thefuture and getting back to 2019 staffing numbers.

OWe are seeing increasing attrition rates. Um. We'eeing a lot of staff leave um staff,

who have perhaps held on a bit longer just because they wanted to help out throughout

Covid. Others who have-svaluated their lives and decided enough is enough, and

they're going to leave perhaps earlier than thedhntended, and others who are just

exiting from health care. Um! And for us, then that has increased, If anything, the
LINS&dadaNBa 2y dzy GNRBAy3I (2 NBONgh NortHeyi R NB G Ay

Ireland

GhdzNJ 0A33Sald OKest focBsyasr&ss theywrkfardé. Bottd Healtd and
social care is recruitment retention, burnout, you knewll-being And so, in terms of a

shift to focus over the last six months, it's definitely been around that focusing on how
we support the welbeing ofstaff, and in particular, for my area in leadership, leadership
and improvement, it's about that connection between leadershipvegitbeing So, we

don't talk about one without talking about the other these days, those two go hand in
hand and very muchaxting with the selfleadership element of that. But actually, things

are really critical, particularly in the social services sector, particularly in the social care
sector, because of the pay, because of the conditions, the pay, people are leaving in
droves those who stayed and stuck with it during the pandemic, because, you know, we
have a workforce of people who care right. Um are now at a point where they just can't
a1 1S Iy Bociy Sawdees Coudeil, Scotland

Key areas of concern for theorkforce:

When asked about the main areas of concern for the workforce, one participant said that this was
dependent on the area of the worlalthoughshe identified low pay as one of the key areas. The
participant felt that this has been an issue for a while, the tostof-living crisidhad compoundedt
even more.

GLQY @g2NJAYy3 gAGK GKS g2N] F2NOS 2F LIS2LIX S 4K

lot of them are on minimum wage. A lot of them, you know, there's been a recent survey
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done in some particular geagphical areas in Scotland for care at home workers in
particular. They can't afford to put petrol in their cars there are managers paying, giving
them extra money, for you know. So, | think it depends on what area of the workforce
you're talking about Deré because | think there's a lot of, there is quite a disparity isn't
i K S NeBciblkESerdices Council, Scotjand

Another participant felt that the key issue has been chronic understaffing aandverworked

workforce.

G¢KS {1Se& AaadzShednijublla ddérflesd um icHcohiy" Under skaffirg and
2 @S NI Zrdkl, Notthermd Irelarid

G¢KFG Kra +Fy AYLIFOG FONRaa |tf 2F GK2aS | NBI
do your job if you don't actually have safe staffing on the ward. Um, lzerd that leads

to moral distress, um, moral injury, um, and that leads to burnout, um, and that leads to
people wanting to leave the organization so it has um, impacts right across the ABCs
w! dzizy2Yeésx o685t 2yragt WatherndrelaiF A RSy 0S8 ¢ o

df you're asking me the kind of main area it's the chronic, chronic lack of staff and a
chronic overwork is probably the key issue, followed then by pay and that sense that
people are being undervalued by society. Um, not by all of society, but by thet défaul
the fact that they're not being paid what they feel is a kind of fair wage for the work that

0 KSe& dzy Rt INorthegndrélaridd

Agency workers have a negative impact on safe staffing ratios:

When asked about whether their service operatedfespatient to staff ratios, one participant
mentioned that this is very difficult to quantify due to a number of issues, such as the ratios being

measured differently in different areas. He said:

G2SU@S ySOSNI 320 G2 | LI Aeyinia pdsiic® Nikre theydz |y 2 6 >
can assess effectively and or, give guarantees that we are in a safe staffing
Sy @A NP yTas, Waortthedn Iredarjd

Both participants said that safe staffing ratios are not simply about the number of bodies on shift, but
also the quality of care providedBoth talked about how agency workers are not the same as

permanent staff members.

0Are we operating under safe staffing. Um! | could say Yes, in some areas we are, and

definitely in other areas we're not. But what coniet® that then as well is the agency
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ratio because there was a talk of right, well, you shouldn't have any more than I think it
was fifty percent of your staff, it might be, maybe not as low as that. Um! Fifty percent
of your staff should not be made upagfency. And again, because of the vacancy rates,
we are heavily reliant on agency, and there's a big push to reduce agency. Um! But what
comes with that is a requirement then to increase the bank rate and you know, all of this
other stuff. So, it's asystg A RS ATeust, d@ttbein Iredarid

G! 3Syo0e adlFF:Z YR ¢gKFiUa KIFILIWISYAy3a Aasz ez2dz |
what's happening is there, you know, um services whereby there are people are turning

up, they don't know the staff, they dokhow the residents, you know. You can imagine

the impact that has an elderly people that you know those relationships are not there.

It's just It's just not the level of care that you would like toX@e&awial Services Council,

Scotland

The importane of connection:

In terms of thewell-being of the workforce, participants talked about the importance parsonal
connection. They mentioned how, especially during COVID, the workf@gsent a lot of health and
well-beingresources, buthey werenot effective in promotingvell-being What was more effective

wasthe support staff were getting from within their own teams.

G! Oldzr ttex ¢S FAYR GKIFG &dzLJLJ2 NI A yTaustSE OK 2 (1 K S

Northern Irelangl

! YR &2 6S LINPtnideelop-ay Ruchsirferest b put out stuff as

much as we can, but yet um staff have told us they like to know that it's there, and it's

reassuring that it's there, but actually where they get their greatest support is actually

from the team, and ytewe are not finding that we have the time to actually spend with

GKS GSIya G2 KSft L) (TS Worthetzlliel2iNli S| OK 20 KSNEE€
OWhat happened in response to, you know, the initial, you know, Covid and Lockdowns

was we all got very busy creatimegell-beingresources and sending everything out, and

with the best intentions, but very, very quickly it became horrifically difficult to navigate

0 KS NB adaN3esiéeGoundil, Scotland

GFryR GKS (GKAy3a (KL (peéple @e abked/Tdt Bidre o, Gré @ > | Yy R
couple of things we did around collaboratiwell-beingwhere we created spaces for

people to come together to support each other, to connect with each other, to give them
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opportunities to step outside their own organipas just to understand actually, it's not

just me here. You over there are having a very similar experience to me. So that was

really powerful, people talked about feeling less alone, less isolated, so those are sort of

national offerings that we did tbring people together from across the system. We also

did some more local stuff around that, for people within their own teams which was
SEGNBYStes @2dz (y263 LIS2 LIiSEial BendegsRCouindd, G & | &
Scotland

Incivility in the workplace:

When asked about the incivility in the workplace, participants agreed that there was a lot of conflict
amongst the workforce. One participant mentioned that one factor causing the issues is the working
FNRY K2YSZT I|a LIS2LX SetmIBredch @herdoTdia goeslbatiRto fiksBwoRig K |
from home during COVID, when not being busy was seen as equivalent to not working, thus creating
distrust across the teams.
G¢KSNBE KlFa RSTAYAGSt @ oS Samorgstdedpie whoadd Of | AKS.
to get on and used to work effectively. Um losing their temper. Um losing patience and
ONBFGAy3a dz¥Y oNBF{R2é6ya |yR NBfI (ARugta KALA 6 KA

Northern Irelangl

OAnecdotally, at every level in the @ugization we're seeing people uh whose
relationships used to be strong, break down because of the pressures and stress across

the system. And | know of a couple of kind of live examples, for that has happened, and

it's been really hard to repair relationsi.Ja | & | NBustdxorther2l®lard K I (0 ®¢ &

GThe impact of having um, you know, people who worked right across Scotland but we're

now working from home, and busyness became the new norm, and what that busyness

YSIEyid ¢l a G§KIFG (aKéter edor?otabrRgaly dor amy@hing, Becalise

they had to make out they were busy all the time, because there was a lack of trust in
NEfFGA2y (G2 GKS FILOG GKIFIG ¢S 6SNB [ff g2NJAY
meant you were not doing youol) properly. And the conflict that was creating within

the team was horrific because it had created this massive amount of distrust across the

team, and these people in particular had no support whatsoever when working in this

Yy S4 ¢ $odiabServices Quil, Scotlanp
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G¢KS 2GKSNJ GKAY3I GKIG 62NNASa YS lo2dzi GKFGX
just given up, and they're actually feeling, you know, I'm not even going to address this,

YR (KSe& R2y Qi S@Sy o2 (ik&ibdwheyexcondi@ igjustisk S& 4 N
day-to-day norm. But that's not sustainable longer term, and that worries me that the

Odzft G dzZNBE Kl & OKIy3ISR ¢gKSNBE AdUa yZastedzads &2c
Northern Irelangl

No capacity to develop wideskill-mix in the workforce:

Participants agreed that there is no capacity to develop a widermskilin the workforce in case of

redeployments or simply to be more flexible in the workplace.

L KIS y20 KSIENR Ay (KS efist hadbeen finte orgphgeli Ka | y & ¢
F2N) &dZFFAOASY G GNIFAYyAyYy3I 2N &dzLLJ2 N3pcia2 NJ 6 dzA £ RA

Services Council, Scotland

GLEGQE y2i KI LLISYAY I fTrudtiNSrib@n Irelanid y 24 G KS OF LI OA
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Table 3.11. Themadentified through openended questions and focus groups.

Overarching theme

Connections

Subthemes ‘

==

Longterm effects of the pandemion relationips
Working from home/getting back to the office
Incivility

Experiences of new staff

Management interventions

Communications

Increasing staff frustrationaround pay
Availability of management support
Dependency on agency staff
Perceptions of safe staffing
Strategies to improve safe staffing.

Staffretention problematic

Changing conditions

=A =4 4 -4 A -4 A _a -4 -5 -4 -4 A4 -4 A4 -5 -2 -

Staffing levelg shortagesyecruitment,and retention
Impact onstaff health andwell-being

¢ KS Wy S gultyi@sNiy |  Q

Moving from crisis to crisis

Overworked workforce

Impaired worklife balance

Agency workers negative impact on safe staffing

No capacity to develop skill mix
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4. Discussion

4.1.Main Messages

The findings from the Phase 6 survey specifically focus on the experiences of Nurses, Midwives,
AHPs, Social Care Workers and So¢mkers who were working in UK health and social care
services during the Phase 6 study period (November 2Qhuary 2022). The findings build upon
previous survey responses, Phaseés The survey responses and focus groups data for this report
were cdlected and collated during a time wh&torthern Ireland andhe UK were largely returning
to pre-Covid activities. There were by then few public restrictions, the use of face masks had
generally ceased, although still being recommended in health andlsmmtie encounters and
settings. Health and social care services were therefore adapting themselves to@apdsimic

time but also being the service sectors where CEMBLill presented problems, some of which
were outside the public view. The healthdacare impacts of COVI were also by then placing
new pressures on health and social care since needs that had been suppresseerged. Other
impacts of the pandemic were also placing new pressures on health and care services, such as

mental healthproblemsand new conditions such &sngCOVIOQONS, 2023)

This Phase 6 of our survey received 1,395 responses continuing the steady decline in responses since
Phase 1. This may be a result of survey fatigue (see, for example, other surveys such as
Gnanapagasam et al. 2021; Koning et al. 2021, Patel et al. 2020), some of the data collection taking
place over the holiday periodhdustrial action overwhelming pressureand/or a wish to move on

from thinking about the pandemic.

This sixtilPhasesurveysupports the previous themes identified in earlier phases. The findings of the
overall study revealed consistent themes of disruptions in wibekbalance, changing workplace
conditions/context, altered communication and connections across health andl ace job roles

and demonstrated the continuing challenges of dealing with the impact of CGC8/#Dd its legacy in
respect of burnout, exhaustion, workload demand and changing work conditions. Staff shortages,
due to turnover, vacancies and recruitmeatifficulties have increased the work
demands/responsibilities on remaining staff. Newly qualified staff and agency workers are of help, of
course, but many lack experience or are unfamiliar with the seritl=heard little of preparations

for new crisesgespite the pandemic revealing the need to keep alert to other risks.
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4.1.1.COVIELY9 Impact on working conditions and senpcessures.

As other research has outlined, the COX{Mpandemic amplified problems that had been facing

Northern Ireland and th&JK health and sociahte services for many years, such as uagsourcing,

staff recruitment and retention pressures, low morale, declining public satisfaction, and insufficient
planning for epidemic/pandemic situations (British Medical Association, 2022). Both sectoriéad li
resilience, in terms of human resources, equipment, service capacity, and emergency preparedness.
During the height of the pandemic health and social care staff have faced trauma, changes to their
working conditions, suffered fractured relationshigsyrnout, while feeling thatthere has been

insufficient protection of their own health and wdiking (Borek et al. 2022, French et al. 2022; Royal

College of Nursing, 2022).Thikased dzZNISe Qa FAYRAy3da KAIKE AIKG GKIF G
compazy RAy3d (GKS LINRPofSYad 2F GKS WySg y2N¥IfQ 62NJ]A

In Phase 6, respondents reported that their working conditions were facing new or resurfacing
demands. There was sustained hybrid (home working and office based) workisgner Social
Workers in the main, which many found beneficial in helping maintaghear work life balance
although this may risk not taking time for team communications. and reflection. However, overall
work demand was still increasing across both sectors with many staff feeling exhaustegf] butn

and lacking motivation. Respondentsglicated the presence of the vicious cycle of staff shortages due
to illness and other factors, compounded by recruitment and retention problems ancbtef-living
pressures, all contributing to a need to cover for vacancies or support new or agefieyrsth mean
existing staff risk becoming overworked and stressed and join the ranks of people taking sick leave or
considering leaving work. There is now increased frustration among the public who are facing long
waiting lists for referralsassessmentgppointments, procedures and so on, and some staff seemed
to feel they are being blamed for these probleritkany feel moral distress and guilt that service users

are having to wait for important servicebhis needs handling by senior managers and pialitfc

lff GKSasS TFOG2NA A YLI Oilbeiggywithidsdnte FeFporienty Bdicatihga K S| |
form of lasting trauma or depression and anxiety as a result of working through the pandemic, even
though restrictions have largely ceased. Feelingg2 dzi t +F O] 2F NBglF NR 6SNB S
responses and reports of seeking new employment suggested a rising rate of resignations or possibly
retirements which are likely to belinked to perceptions that theusual rewards of public and
user/patient appreciation do not pay the bills. Survey findings reflect the other evidence of exhaustion

among some staff and increasing mental health problems such as depression and anxiety (De Kock et

al. 2022; Nishihara et al. 2022; Nyashanu et al. 2020). Unsingly, respondents reporting high
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clientrelated burnout, suggesting that they were no longer feeling that their work with patients or

service users was personally rewarding, were very likely to have considered changing their job.
4.2. Limitations and Strengths

As with the previous study phases, this phase (Phase 6) involved an anonymous onlisectiossl

survey based on a convenience sample of health and social care workers and it is not possible to infer
causality which limits thevaluation between the outcomes. The findings also cannot be considered
fully representative of the full health and social care workforce or general population. Although the
survey was anonymous findings were selfforted by participants therefore it malye subject to

social desirability bias or recall bi&mple attrition has been consistent across the last three phases,
with a further decrease in the number of responses in Phase 6. This could be a result of survey fatigue
due to the increase in resezh activity within the health and social care sector throughout the
pandemic or a wish to move on from the subject. It is also important to note that any comparisons
across the six phases of the study must be viewed tentatively, as the six samplesdarfsilitferent

individuals and sample sizes (although some respondents may have been the same).

Nonetheless, this research has several strengths, for example, it extends the previous phases of
research examining the health and social care workforcevimythat few other studies have been

able to do. Therefore, while the data are cressctional, the surveys track different experiences at
different time points during the COWI® pandemic. Another strength is the examination of five
different occupationsvithin the health and social care sector, as several studies only include specific

occupational groups such as Nurses or Social Workers or are not UK wide.

4.3.Implications

At the time of writing this report (March 2023), it is nearly three years oiffrol KS Ay A GAF £ LI
national restrictions and rising infection and death rates. Clapping for carers may have become a
distant memory, social distancing posters and other reminders are tattered or removed, vaccination
services are largely stood dowmgatments are available for atsk groups, and, while COVID is

still with us, hospitalisations and deaths have largely decreased. However, the health and social care
sector is still facing substantial pressunich is further affecting the mental wdbeing and physical

health of its staff. Reward in the form of pay has become a major concern witto#tef-living crisis

and the NHS has faced unparalleled industrial action.
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Improving the health and webeing support for this workforce is necessapyimprove longterm

retention of staff and thereby patient and service user vireling. Strong staff support is an important

element of this. Staff need to feel recognised and have their experiences understood and perhaps
reframed so that people can mowaa from the distress and stresses of the pandemic in the confidence

GKIFIG aSNBAOSa oAttt oS y2G 2dzald Wol Ol G2 y2N¥IfQ
the pandemic. Communication is still essential as services move forward or get rieetydvianagers

could examine what supports their staff want and need rather than just implementing a set menu.
Holding regular staff meetings and conducting surveys can be helpful in identifying what will work and

for whom but will not address problems m#sources or investment.

Within this report, about threequarters (74.4%) of respondents declared that they did not take up
employer support. Some respondents found support elsewhere, but others found support at work
was not accessible, or at an inconiamt time and/or not suited to their needs. This was not a simple
health and social camivide, since Social Workers were most likely to access employer support (30.8%
within Social Workers) while AHPs were least likely to access employer support. Hosvepkyer
support ranges from manager support, weding support, peer support, and counselling services.
¢KS W2FFSND 2F SYLX 28SNJ) 4dzLIJL2NI A& GKSNBF2NB | Y
2 T S Y Liffer df Su@o may be worth devefng, in line with Occupational Health guidance.

Our survey findings suggest robust and reliable support systems/services are needed among all health
and social care employers to help their staff reflect on what they have experienced throughout the
pandemc and beyond, such as team or work unit tensions. The reliance on managers to provide such
support begs the question of the adequacy of support for managers particularly those working in small
and medium size organisatior@ur focus grounalysishas confirmed that the main support people

benefit from are each otheBuilding teams and support for teams is critically important.

4.4. Good Practice Recommendations: Nov 2022an 2023

The Good Practice Recommendations from the previous five phases were reviewed in the context of
findings from Phase 6. These Good Practice Recommendations are organised under the main themes
of analysis from previous Phases: Changing Conditions, Comeetiadl Communication, enabling
comparison. Whilst some recommendations have changed in terms of priority, reflecting our research

findings and the changing conditions, most of them remain similaatber phases.
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Changing Conditions

Organisational ad Individual Level

1.

RETENTION & RECRUITMENT ISSUES NEED ACTION

It is noted that recruitment and retention are impacted by a range of issues evident in the findings

across the six phases including but not limited to terms and conditions, flexibility in working,
management and team support, supportive supervision, amotkplace culture. However,

retention and recruitment have become more significant issues over the period, with huge-knock

on effects in terms of staff workload and welfare as well as sesafety andquality. Indeed,

G§KSNB aSSvya (2 edopihgwhetehydie afidris ofG@aftattrifiah onfeolleagues

lead to further staff departures. At the same time, it is also noted that changing economic
conditions are currently impacting retention and recruitment, especially the -obbving

increase KA OK Ol y LINBOALRAGIGS &l FF RSLI NIdzZNBad ¢K
GKSNBE | NB aldz € T O 2 N@andemid, therelikgseatss @aiMiglity &f 2 LISy
alternative employment, some offering greater flexibility and highenueeration.Furthermore,

and not unrelated to economic change, the education sector reports significant decreases in
students taking up places in many areas of health and social care which will impact recruitment

soon. Therefore, the need for action orteation and recruitment has developed greater urgency.

STAFF WEIREING SUPPORT REQUIRES RETHINKING
Related to retention issues, Phase 6 confirms previous phase findings that a large proportion of
health and care staff are experiencing moderate to sevevrels of burnout, and reduced well
being, with evidence that some abseng@sa result of stress, placing an additional burden on
remaining staff. The setting up of walking services and other forms of employer help, while
appreciated by many, does himeet the needs of others. Specific strategies need to be developed
by employers to ensure support is both accessiblgpropriate, and effective Respondents
provided several accounts of employers and managers signposting staff to organisational
supports counselling, mentoring, or coaching, or Occupational Health advice and help (if
required). However, these resources need sustaining if they are to enable staff to manage the
aftermath and emotional impact of working during the pandemic and its legacthdfmore,
supports must be accessibteor example, not just onlineSupport from colleagues, egorkers
and teams have been noted as effectivand this knowledge should be applied to team level

supports and interventiondany staff feel that their negs are not being met and it is critical that
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3.

this matter is addressed strategically for workforce sustainabiigcussion with primary care
colleagues about local supports that may be more accessible to health and social care workers
than those that a@ employmentbased would seem timely and may be more acceptable to some

than employer provision for a variety of reasons.

PLANNING NEEDED FOR HEALTH AND SAFETY PREPAREDNESS
{F TS {eadsSvya d 22N}l Q S90St 27F Nkagencyslppliess SY Sy i
of PPE in nojpandemic times, to ensure preparedness for future pandemics, fire, flood, or other
disastersare required. This is the responsibility of employers and authorities, but the experience
and views of frontline staff need to infim and guide specific interventions and policies, based on
accurate research and knowledge from the workforce. Employers also need to feel confident that

the advice they are giving is as accurate as possible and to share this openly.

NEW STRATEGY NE&/ASY FOR TRAINING FOR SKILL MIX AND SKILL ACQUISITION:

While redeployment of staff is now infrequent, all training and development will need to equip
staff with the expectation and ability to, where possible, perform multiple or new rdllestefore,
strategies to accomplish this are needed. The training and development needed must involve
employers, professional bodies, regulators, workplace unions, educational and training bodies, and
service user and patient groups. Evidence is needed about what geafrohg and system change

should inform these developments and guide commissioning decisions.

Policy and Organisational Level

5.

TERMS AND CONDITIONS REGARDING ILLNESS REQUIRE UPDATING:

We noted in our first report that employers in the health and socéak sector should address the
adequacy and coverage of Statutory Sick Pay for their staff. This Recommendation stands. We now
add to this some evidence that sickness rates remain high and, with the temporary arrangements
for COVIEL9 absence generally hiag been withdrawn by health and social care employers, we
believe it is important to address the reasons for absence, including the impact of Long Covid on
the health and care workforc®hase 6 findings indicateahlarge numbers of statireconsidering
changing employer or even changitigeir profession. Employers need to be proactive in
understanding why staff are leaving and whiétanything can be done to change their decision,

such as offerig more flexible working hours or days, or a change in place of worlalSbapplies

to older workers since the loss of their experience can affect new colleagues and students. In

addition, sharing of staff support initiatives that have been provenddeélpful for staff needs to
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as highlighted by the HR Focus Grauphases5 and 6 While frontline staff may be the target for

such initiatives, we notehie reports of stress in the findings amidks of burnout among managers

and these need to be addressédlithout the critical human infrastructurprovided by positive

manager supportmanagerswill be unable to support front line teanand retain staff

6. RESEARCH NEEDED ON CHANGE IN ORGANISATIONAL STRUCTURES:

In our first survey report we called for research on patient and service user outcomes to see
whether organisational structure changes involving reductions in hierarchy permitting greater
autonomy, which operated by necessity during the height of the pandemic, can make a positive
difference to service quality on an ongoing basis. We also suggest that local forums and national
planning consider the right balance between clinical or profesdimdgment and guidelines using

the experience of the pandemic to inform these deliberations. We are hopeful that the national
inquiry into the management of the pandemic will consider these questions and will forward our

reports to the inquiry.

7. TOXIC WORKPLACE CULTURES MUST BE ADDRESSED

Workplace bullying and what might be called a toxic work culture were highlighted by some
respondents as reasons for staff leaving their employers or professions. There is increasing
evidence of the presence ofegative workplace behaviour including perceptions of bullying in
many health and social care workplaces. This may in part be due to both internal responses to
pressures manifesting as incivility from-workers, managers,and external pressures from a
frustrated, stressed and distressed public. Concerted efforts that are resourced and sustained are
required to address these behaviours and system failings, some of which need to start with
education and training for staff and awareness raising for patientgise users as well as fairness

and mutual regard.

Organisational Level

8. PUT INTO PRACTICE THE ADVANTAGES OF MORE FLEXIBILITY IN EMPLOYMENT:

During the pandemic most employers provided, as far as possible, increased flexibility around
working hours andbcation, often recognising additional childcare or other caring responsibilities

of staff. Flexibility continues to be highly valued by staff. As the present level of the pandemic
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subsides, and employers seek to encourage hdvaged staff to return toheir offices for at least

part of their working week, staff need to feel that their individual wWeding and circumstances

are being considered. Firming up policy and procedures with staff and their representatives about
long-term flexibility in working burs and location, must be embedded within organizational

Human Resource policies, including, for example, moretpag working options. For students

or trainees, there is a need to prepare this workforce of the future for different ways of working

within agencies and organisations.

We recommended that policies about working from home (if appropriate) should be fatbeand
seen to be fairHome working is mainly role dependent, with hybrid models of working for some,
such as part home working/part in officecreasingly adopted. Employers need to offer choices

to individual workers where the job can be done at home but must also consider the team or
work unit effect. Our findings of increasing levels of anxiety and depression suggest the value of
Human Resarces (HR) staff support for managers in addressing mental hesighandhoting

them at early stages (through online communications) if people are working at home or relatively
independently. The high levels of depression and anxiety we found in thgephay make

working from home seem attractive but there are risks of losing social contacts and stimulation.
Connections
Organisational Level

9. ANNUAL LEAVE AND REGULAR BREAKS NEED ATTENTION:
Managers still need to ensure that staff amgpported,enabled,and encouraged to take leave and
breaks, and where possible, arrange for their work and responsibilities to be covered. Managers,
of course, need to praatt what they preach as manager stress and burnout is clearly evident in
this study and such stress can impact on how managers can supportsdherreceive support
themselves In our sixth surveythe issues of not taking breaks were less evident, however many
reported working increased hours of overtime due to short staffing, arglribted that increases
in the cost of living may prompt more staff to do further overtime or shifts and so not benefit from

breaks or time away from work.

Organisational Level

10. SUPPORTIVE INDIVIDUAL SUPERVISION NEEDS TO BE IMPLEMENTED FOR ALL:
Staff concens need to be addressed whether they are personal concerns or those that can be
discussed in peer or group supervision. This point also applies to managers and those who

supervise manager3hisrecommendation stands. The presence of depression and igraimeong
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many staff noted in this present survey should be addressed in supervision with offers of help
extended. These important opportunities to discuss individual-aeithg should not be missed.
Therefore, while there is a move towards group supemidior some staff groups, individual

supervision sessions should also be available.

Communication

Organisationabnd IndividuaLevel

11. IMPROVED ORGANISATIONAL SUPPORT REQUIRED:
Phase 6 findings indicate the large numbers of staff considering changing employer or even
changing professiorEmployers need to be proactive in understanding why staff are leaving and
what, if anything can be done to change their decision, such as afferhore flexible working
hours or days, or a change in place of work. This notably applies to older workers since the loss of
their experience can affect new colleagues and students. In addition, sharing of staff support
initiatives that have been provet 60 S KSt LJFdzZ F2NJ adl FF yeéa®hRa G2
a SNDA QEIESO Ya f BAISHE 4 KISV AS FILIRI Aal £ aQ a KAIKE
Group inPhases 5 and 6 While frontline staff may be the target for such initiatives, we ndie t
reports of stress in the findings and risks of burnout among managers and these also need to be

addressed.

12. TEAM SUPPORT NEEO®ENGTHENING
Team or peer support is critical to coping, wading, and morale. ldeas about how to sustain a
positive teamculture and climate should be nurtured so that support is available to all team
members including managers whose needten appearoverlooked but whoas our research
shows, are often under considerable pressure themselves. Meaningful interaction withgeetea
may be helpful in fostering good working relationships and prongotapassionatecivil,and anti
bullying cultures. Students and newly qualified or newly appointed staff may need specific
assistance to feel part of teams and contribute to them. hitisa good foundation for their careers
if they are working with colleagues who are feeling burned out, depressed or anxious. Employers
need to understand that time and energy invested in helping new team members to integrate into
their teams will ultimatéy reduce their workload and stress level; without this, new members may

just leave.

13. CONCERTED EFFORTS NEEDED TO UPGRADE RESOURCING AND INFRASTRUCTURE
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The unprecedented demands on the health and social care sectors over the past three years have
exposedhe chronic undetresourcing of staff and infrastructure. Staff shortages and vacancies are
of rising concern. Concerted efforts are required to make work within the health and social care
sectors an attractive option, with pay and working conditions idgg swift and sustained
attention. This has implications for threell-beingof both the health and social care workforce and

well-beingand safety of the people that use health and social care services.
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