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Abstract  

Stress in healthcare has been studied mainly through the eyes of professionally 

recognised staff such as doctors and nurses. However, little attention has been given 

to the army of support staff who are providing frontline services. Informed by a 

qualitative and inductive approach, this study provides pertinent insights into the lived 

experiences of one such group: mental health support workers, who provide care to 

mentally ill patients. It contributes to the literature on work-related stress by eliciting a 

detailed understanding of the personal, interpersonal and organisational factors that 

cause stress to this understudied group within the UK’s National Health Service (NHS). 

The empirical material was gathered from 35 semi-structured interviews with mental 

health support workers, a field diary that captured the researcher’s lived experiences 

as a mental health support worker herself, and internal documents by the Trust in which 

the study took place. The use of an insider researcher enabled researching with rather 

than researching on mental health support workers, enabling an in-depth 

understanding of participants’ interpretations of what causes stress, its manifestations, 

and the institutional mechanisms aimed to address and reduce stress within the 

workplace. 

The findings demonstrate that mental health support workers face additional stressors 

that other healthcare professionals such as doctors and nurses are not exposed to. 

These include lack of professional recognition, replaceability, precarity of pay and 

working conditions, lack of employee voice and feelings of not being valued. Together, 

these make mental health support workers more susceptible to stress and less resilient 

to cope with it. Thus, these findings raise a number of pertinent questions for 

researchers, managers and policymakers regarding precarity of work, 

professionalisation and the prevalence of clinicians performing managerial roles. 

 

 

 

  



11 
 

Chapter 1. Introduction  

1.1. Setting the scene 

Almost all the cases of sickness absences I have had in the last three 
months have been work-related stress, and they have been legitimate 
work-related stress, and I think it is due to immense pressure for clinical 
staff – that prolonged concentration and the number of days at work; they 
have no time and they have to document each activity they have 
undertaken for the day or weekly basis because of the nature of their job 
role, and I think that is a pressure. – P16 (Manager) 

 

This thesis examines work-related stress among mental health support workers in one 

Trust in the UK’s National Health Service (NHS) at the organisational, workplace and 

personal levels. Mental health support workers work with patients living with mental 

illness, including their families and carers, by providing day-to-day support to help them 

meet their needs (NHS England 2022). Their work does not involve specific mental 

health treatment; rather, their primary focus is contributing to the mental health and 

wellbeing of their patients by providing general support, which is carried out under the 

guidance of other qualified mental health professionals (NHS England 2022). From my 

experience as a mental health support worker, these staff provide care for some of the 

most seriously ill patients and work in environments that are unpredictable and 

challenging. This area of nursing therefore needs staff who are physically and mentally 

fit for purpose. Their roles and duties are discussed in Chapter 4 of this thesis.   

However, our understanding of who they really are, what they do, their job 

descriptions and the competencies they possess has been largely neglected (Buchan 

2019; Thornley 2000). Mental health support workers can be considered as non-

professionally affiliated (NPA): a term used to describe anyone working in a support, 

assistant or otherwise non-professional qualified role (Harrison 2011). While studies 

into work stress in mental health nursing are few, studies specifically looking at mental 

health support staff are even fewer.  

To address this imbalance, this study firstly investigates who mental health 

support workers are, what they do, and the competences they possess. Secondly, it 

examines the causes of stress amongst mental health support workers and a Trust’s 

response to help this group of workers cope with stress. This research seeks to create 
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a better understanding of mental health support workers’ experiences of stress, and 

particularly what triggers stress for them, and how experiences of stress can be 

managed effectively from organisational, management, and personal perspectives. 

Finally, this study investigates the type of (further) support mental health support 

workers may need to carry out their demanding work in a sustainable manner. 

This introduction chapter identifies the motivation behind the choice of the 

research topic and provides the context for investigating the factors causing stress and 

impacting on the working conditions of these staff. It concludes with an outline of the 

structure of the thesis and its contributions to knowledge. 

 

1.2. The concept of work-related stress 

Stress is a reaction to events or experiences in someone’s home life, work life or a 

combination of both (Tocino-Smith 2019). Specifically, work-related stress is 

experienced at or in relation to work and is defined as a response people may 

experience due to excessive pressures or from other demands within the context of 

work (Parkyn and Wall 2020; HSE 2022). This means that it can be best described as 

the reaction people feel when the demands placed on them exceed their ability to cope 

(Donaldson-Fielder et al. 2011).  

Although stress can be defined, it is experienced by people in different ways. 

While some people cope well with stress, others become physically ill, suffering from 

insomnia, altered eating patterns, changes in mood, exhaustion, inability to 

concentrate, and alcohol and drug abuse (HSE 2020). These symptoms of work-

related stress can sometimes present themselves in combination by aggravating any 

pre-existing mental health disorders such as depression and anxiety (HSE 2020; Li et 

al. 2016). Such symptoms are often not attributed to stress but to exhaustion 

(Donaldson-Fielder et al. 2011).  

Stress is more prevalent in public sector occupations such as health and social 

care because such occupations face enormous work pressure and demands, and 

increased workload amidst staffing shortages due to increasing staff absences (HSE 

2022). However, different occupations have their own specific stressors that are 
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intrinsic to the nature of the job; for example, caring for ill people where there are limited 

resources in healthcare settings. These stressors may be personal: entrapment in the 

job, financial burden (Kulkami et al. 2014), limited access to healthcare facilities and 

shortage of trained healthcare workers (Abbas et al. 2017). There are also correlations 

between observed stress and certain working characteristics; these include the 

number of hours worked, lack of support at work from employers, demanding working 

environments and exposure to certain physical agents. Those reporting to be highly 

stressed are seen to have health problems and are prone to accidents at work (McKay 

et al. 2006). 

There are scientific studies differentiating between eu-stress, commonly 

referred to as positive stress, and dis-stress, known as negative stress; these suggest 

that “A little bit of stress is good for you” (Tocino-Smith 2019; Mills, Reiss and Dombeck 

2018; Brule and Morgan 2018; Li et al. 2016). This traditional view of stress implies 

that if we do not experience stress, we are not striving to become our best selves as 

humans (Tocino-Smith 2019), although this is controversial (Donaldson-Fielder et al. 

2011). According to these debates on stress, a little bit of stress may be good for 

mental health support workers as human beings because it can make us prepared to 

face the challenges that come our way. But at the same time, individuals, managers 

and organisations should try to minimise stress as much as possible because of the 

potentially detrimental effects.  

  

1.3. Stress in the NHS 

Stress is widespread among NHS staff, with 4 in 10 of them having to take sickness 

absence due to work-related stress (Webber 2021). Research suggests that levels of 

work-related stress appear to be more prevalent in the NHS than other similar 

professions (Ravalier et al. 2020). Current research has shown that stressors include 

changes to workload, organisational change, home-life issues, illnesses and global 

pandemics (HSE 2022). However, there are reports from extant research which 

suggest that factors contributing to work-related stress include workload, time 

constraints to complete tasks, lack of skill sets and role clarity, inability to cope with 

demands, and resource constraints (HSE 2020). Work-related stress costs the 
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economy, industries, organisations and most importantly the healthcare system large 

sums of money yearly, both directly and indirectly (Gaines 2015). Recent studies 

estimate that stress-related sickness absence costs the NHS up to £400 million per 

year (Ravalier et al. 2020) which is a higher-than-average level compared to other 

parts of the public sector and all other professions (HSE 2022).   

Inpatient mental health nurses make up a significant proportion of nurses, but 

their profession is often vaguely articulated, and therefore poorly comprehended 

outside of the professional inpatient environment (Delaney et al. 2014). Mental health 

nursing is mainly based around mental illness and dealing with mental health 

conditions; emphasis is placed on the emotional and mental state of the patients. Staff 

working in mental health services are at increased risks of harm and violence 

perpetrated by patients, and it is deemed very demanding work as the prevalence of 

violence in these settings is very high worldwide (Callaghan et al. 2018). Hence, it is 

envisaged that staff working in mental health teams may be more vulnerable than those 

working in the general side of nursing, whose patients present with physical rather than 

mental illness (O’Connor et al. 2018). These issues are marked differences between 

the two sides of nursing; therefore, a current lack of understanding is evident in that 

existing research does not sufficiently explain the life-worlds of these different groups.  

According to NHS data in 2017, healthcare assistants and other support staff 

had the highest sickness absence rate at 5.90%, followed by ambulance staff at 5%. 

Nurses, health visiting learners and midwifery had the lowest rate of sickness absence 

at 0.9% (NHS Digital 2017). According to an NHS survey (2020), nearly half the NHS 

workforce in England (approximately 44%) reported feeling unwell as a result of work-

related stress, the highest rate recorded in the last five years (HSE 2022; O’Dowd 

2021). According to an NHS staff survey in 2015, 40% of staff reported experiencing 

stress at work, with one-third of them considering quitting their role and one-fifth 

considering leaving the NHS entirely (West 2016; Rimmer 2018). This means that it 

may be difficult for frontline staff such as mental health support workers, and other 

healthcare workers such as nurses and doctors, to provide the high-quality care 

expected from them (Ruotsalainen et al. 2015).  

For the past eight years, I have been a mental health support worker. From my 

experience as a mental health support worker, staff shortages due to sickness absence 
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result in increased workload, poor employee wellbeing and excessive pressures 

leading to people making mistakes. Previous studies have found that the prevalence 

of stress in the workplace was highest in nurses, followed by physicians (Chou et al. 

2014). This suggests that nurses tend to feel more stressed than physicians, which 

may imply that people further down the organisational pecking order are more 

susceptible to stress, with support workers bearing the brunt. The mental health 

workforce is based on those individuals who provide or support the provision of care 

through mental health services in secondary care (NHS Digital 2022).    

My colleagues and I experience stress originating firstly in the ward, when it 

gets very busy; for example, if there are new admissions of very challenging patients. 

Also, due to the nature of the ward and the work environment, colleagues are eager to 

change wards as they feel some are less stressful to work in than others. Secondly, 

not only do we experience stress originating in the ward, in working with aggressive 

and abusive patients; we have also seen stress originating in our relationships with 

superiors, who often wave aside staff concerns and do not take staff feedback 

regarding stress seriously. Thirdly, line managers do not always appear to provide 

adequate support to staff when needed, especially when there is precarious workload 

in the ward that needs to be dealt with. Fourthly, staff are unhappy about rigid shift 

patterns and the impact of shift work as this sometimes interferes with their lives 

outside work. Some people insist on having a more flexible approach to duty rotas and 

shift patterns in order to balance home-life and work. In addition to the above issues, 

staff are unhappy about being reshuffled across the wards with little notice based on 

top-down communication from frontline managers. My research participants reported 

that these issues impacted people both mentally and psychologically, resulting in them 

either leaving permanently to other jobs or going on sickness leave for long periods of 

time. I have also seen how these issues impact my colleagues and how this 

subsequently leads to an increased level of sickness absences.  

As a result of these issues, despite being a mother of four young kids and 

continuing to work, I decided to embark on a PhD to delve into the working lives of 

mental health support workers. I hope that through my work, I will be able to contribute 

to the existing literature on work-related stress by elucidating an understanding of what 

causes stress for this group of staff and how this can be managed by providing a less 
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stressful environment, with a concomitant reduction in stress among mental health 

workers in the NHS. These experiences form my personal motivation for undertaking 

this doctoral research.  

 

Aims and approach of the study 

As outlined above, there have been calls for further research into work-related stress 

among healthcare staff, particularly in relation to mental health settings. This study 

involves examining the lived experience of work stress among mental health support 

workers, to increase understanding of how they manage stress and to give a voice to 

this statistically hidden group.  

The overarching research question in response to this call is: 

How do mental health support workers experience and mitigate the impact of stress 
across interrelated domains: organisational, workplace and home? 

 

There is a “gap” in current research in relation to the experiences and impact of work-

related stress across interrelated domains – organisational, workplace and home – 

among individuals working in mental health support. These three are not standalone 

domains: they impact on each other, and therefore warrant a more systematic, 

integrated investigation. To address this gap, the normative aim of this study is to gain 

an understanding of work-related stress among mental health workers in the NHS, 

considering its causes, manifestations and associated organisational issues, such as 

the institutional support mechanisms to address and reduce stress among staff.  

To understand the role of the group of workers under study, it is important to 

understand their theoretical grounding in terms of the sociological literature which is 

central to this study. In doing this, I am taking a sociological approach to the study of 

work-related stress. Mental health support workers are non-registered staff situated 

within the sociology of the professions; that is, the body of literature concerned with 

the relationship between professional and non-professionally affiliated roles such as 

assistant and support workers and how certain occupational groups achieve and 

maintain their privileged positions in society (MacDonald 1995; 2006). As highlighted, 
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beyond formal recognition, support workers generally differ from nurses in that their 

job role is different; they lack autonomy and the ability to delegate (see Chapter 4).  

 

1.4. Methodological approach  

To achieve its aim and answer the above research question, this study will employ a 

qualitative methodological approach. Since the phenomenon investigated is a lived 

experience of my own, adopting this approach has enabled me to attempt to make 

sense of and interpret the causes of work-related stress among this unique group of 

healthcare staff by studying the phenomenon in its natural setting (Aspers and Cote 

2019). Being an insider researcher is arguably a strength of this study because I 

already had an understanding of the culture of the Trust, which might take an outsider 

a longer time to acquire (Smyth and Holian 2008). I also had an established 

relationship with my research participants, which promotes telling and judging the truth 

of a particular situation. I was able to explore issues relating to the current study in 

more depth, which may have a direct impact in theory and practice. However, I was 

aware of the possible effects of perceived bias in relation to data collection and 

analysis, and of respecting ethical issues relating to the anonymity of the Trust and my 

research participants.  

Figure 1.1 represents the methodological framework during the research 

process and summarises the results of my considerations as the study developed, 

moving from an interpretivist paradigm and qualitative approach to the final choice of 

an interview-based study with some auto ethnographic element.  
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Figure 1.1. Methodological Framework 

 

The final choice of an interview-based study was based on the decision to focus on 

mental health support workers’ individual accounts of their experiences. I saw this as 

the most suitable method of gaining insight into this type of research.  

In terms of data analysis, and given the potentially sensitive nature of this study, 

key ethical issues were raised relating to covert observation and field notes (see 

Chapter 3). In response to the university ethics committee’s concerns, written 

strategies outlining how I intend to keep a field diary during my shifts were submitted 

to the ethics committee. This can be found in (Appendix VI). 

 

1.5. Findings and contributions 

To contextualise this research, it is necessary to understand the factors leading to work 

stress among mental health support workers. The first part of this chapter has provided 

an overview of the concept of work-related stress and stress in the NHS, including the 

aim, rationale and motivation of this research.  
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The final part of this chapter outlines the main contributions of this thesis and 

the structure of the research. A range of insights are provided into the experiences, 

requirements and expectations of a unique group: mental health support workers. It 

also discusses the differences between mental healthcare and the general side of 

nursing. This makes a useful contribution to the understanding of this expanding and 

increasingly important, yet unrecognised sector of the healthcare workforce (Buchan 

2019). 

 

1.5.1. Theoretical contribution 

This research contributes to the growing body of research on work-related stress, 

particularly in the healthcare sector. Prior research has tended to present stress as an 

isolated phenomenon in a particular domain of people’s lives.  

However, through early attention to potential overlaps between different 

domains of a person’s life, this research elucidates how factors originating in one life 

domain may affect other life domains. The analysis identified three interrelated 

domains that interviewees alluded to: (1) organisational domain, (2), workplace 

domain, and (3) life domain. Such relationships between domains imply that stress 

does not exist in an isolated or specific domain of people’s lives and people may bring 

their lives and worries from home into work and vice versa. Put differently, it 

demonstrates through a detailed qualitative and inductive analysis that the workplace, 

organisational and life domains are interrelated. 

 

 1.5.2. Empirical contribution  

The empirical contribution of this study is that it has examined the experiences of stress 

among an important yet understudied group of healthcare workers in the NHS – mental 

health support workers. Moreover, while there is a growing body of research on stress 

in nursing, the primary focus of research on stress in healthcare has been on 

professionally accredited staff groups, such as doctors and nurses, and also on the 

general side of nursing rather than mental health nursing (Naylor 2016; Dickens 2019; 

Cooper and Mitchell 1990). This means that mental healthcare has been studied less 

rigorously than general healthcare, despite it arguably being more complex and 
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challenging in nature. This empirical gap forms the contextual backdrop to this PhD 

study.  

 

1.5.3. Methodological contribution 

The relatively small amount of research on stress among healthcare staff tends to be 

quantitative and experimental, focusing on one or two main occupational groups – 

nurses or doctors (Al-Ruzzieh and Ayaad 2021; Khamisa et al. 2016). As earlier stated, 

prior research has focused on one domain of workplace stress, such as the 

organisational domain (Khamisa et al. 2016; Parkyn and Wall 2020; Di Fabio 2017; 

Donaldson-Fielder et al. 2011; Havermans et al. 2018) or the personal domain 

(Freeburn and Sinclair 2009), rather than a more holistic view of stress as taken in this 

research.  

In contrast, as outlined above, this study has employed a qualitative and 

ethnographic methodological approach using an insider-researcher. By being both a 

mental health support worker and a doctoral student, I was able to act as a 

“practitioner-researcher” (Saunders et al. 2009:598) and “insider-outsider” (Humphrey 

2007:11). I have thus been able to both “live” and “become” part of my research 

question, and I have kept a lived experience diary to capture my mental health support 

worker experiences. 

Since stress affects how individuals experience, understand and live out their 

lives at work, such an approach is an important innovation in stress research. It has 

allowed me to explore concepts and the experiences of my research participants in 

more detail. Unlike quantitative or experimental design, I was able to explore 

participants’ attitudes and behaviour in more depth on a personal level, eliciting a better 

understanding of their views and opinions.  

However, a reflexive approach was needed due to the “close relationship between the 

researcher and researched” (Blaxter et al. 2006:158). This will be detailed in Chapter 

3. 
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1.5.4. Practical contribution 

This research examines an issue that is of prime importance to the NHS as an 

institution in general and to mental health support workers more specifically. Of course, 

there are my findings, with a new conceptualisation of workplace stress that integrates 

other levels. Workplace stress is not an isolated phenomenon; whatever is happening 

in the workplace is situated in a wider organisational context. There is almost a 

relationship between these dimensions. Therefore, workplace, organisational and life 

domains are interrelated, and these kinds of interrelationships are derived from the 

research itself. 

It is hoped that these findings will be beneficial and relevant to HR and line 

managers, and other NHS Trusts and healthcare professions, as they will experience 

similar issues where there will always be people at the lower end of the hierarchy like 

my participants. My approach is thus a fundamental way of looking at ways in which 

stress can be perceived and challenged. 

This study also has implications for HR practice, such as challenging the way 

stress is perceived, creating a fundamental way in which stress is seen, and creating 

a new conceptualisation of workplace stress that integrates other levels of stress, as 

discussed in Chapter 9.  

 

1.6. Structure of the thesis 

The remainder of this thesis is made up of the following: 

Chapter 2: Literature review 

This chapter provides an overview of findings from existing literature on stress and 

discusses its evolving definitions; it is a contested concept. It also reviews the body of 

literature on work-related stress among healthcare professions in the NHS, on which 

this study builds and to which it contributes. The chapter identifies a research gap in 

terms of workplace stress perceived as a single domain; this prevents meaningful 

understanding of mental health workers’ experiences of work-related stress.  
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Chapter 3: Methodology and study design 

Chapter 3 describes the study’s theoretical framework and the choice of methodology 

and methods. The first section describes how the study was located broadly within an 

interpretivist framework, which was underpinned by a social constructionist approach. 

It also details the decision-making process behind the choice of a qualitative, 

ethnographic and interview-based study. I have categorised my data according to three 

domains: organisational, workplace and life. These form the headings of the three 

findings chapters.  

The second section then explores key issues related to rigour and quality in 

qualitative research related to the current study and discusses key issues around 

ethics. Finally, in keeping with a qualitative, social constructionist tradition, this chapter 

also provides a reflexive account of my own subjective experience and position in the 

research. 

 

Chapter 4: Research context: the organisation of mental healthcare in England 

Chapter 4 outlines the overview of mental health in the UK with reference to the present 

economic and societal concerns. It introduces the NHS which is the case organisation 

for this study, as well as the Trust, and discusses how mental healthcare is delivered 

in the UK through the NHS.  

 

Chapter 5: Organisational domain 

The findings of the empirical research are analysed in Chapters 5 to 7. This includes 

grouping the data into common themes that emerged from interviews and my 

ethnographic field notes informed by my observations at work during my shifts. 

In this chapter, the empirical evidence gathered revealed key stressors from the 

organisational domain and the reported themes and concepts from the data analysed, 

including organisational change, uncertainty, resource constraints and fear of losing 

one’s job. The analysis indicates that the myriad of changes to structures, policy 

guidance and working practices over the last decade appears to have affected 
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research participants in many ways. This results in people feeling under pressure and 

becoming stressed.  

 

Chapter 6: Workplace domain 

In the second findings chapter, the stressor themes are discriminatory behaviours, 

unsupportive management, organisational culture such as lack of involvement in 

decision making, lack of control, perceived support or the lack of it, staff conflict, poor 

communication, lack of flexible working and policy guidance and implementation. Also, 

the ward environment was deemed hostile and aggressive due to challenging patient 

behaviour, and violence and aggression appeared to be an unavoidable and accepted 

part of the job.  

The key findings highlight that although support is provided for both staff and 

managers, neither group feels sufficiently supported. Therefore, the research 

participants would like to have more opportunities to discuss things with their line 

managers as little issues can lead to significant stress for people who feel threatened 

by direct experiences or indirect reports of being unfairly blamed for mistakes. These 

lead to feelings of being unsupported and abandoned by their managers, especially in 

difficult situations.  

 

Chapter 7: Life domain 

The last findings chapter presents stressors from the life domain, such as work-life 

balance, financial challenges, bereavement, relationship breakdown and caring 

responsibilities. Key findings demonstrate the difficulties in finding optimal balance 

between work and home. There appeared to be spill-over from work into people’s 

private lives. Experiencing stress in private life may reduce one’s ability to cope with 

stress, and an inability to cope with stress may also affect one’s private life.  

Research participants found it difficult to switch off from work even after going 

home. Key findings also suggest that some staff are faced with challenges of poor 

health and wellbeing and suffer from mental health issues themselves, which 

sometimes can be due to stress experienced at the workplace.  
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Chapter 8: Discussion  

The discussion chapter of this study provides a summary of all the findings and 

positions them within the relevant academic literature overviewed in Chapter 2. The 

main deductions drawn from the research are provided, along with its contributions. A 

new approach to workplace stress is presented, based on both the literature and 

empirical evidence. Previous findings suggest that workplace stress is an isolated 

phenomenon. However, the empirical material from this study suggests that workplace 

stress is a combination of different domains which cannot be studied in isolation. It also 

highlights that stress is not limited to specific occupations or professions, or income or 

household levels.  

There are two main original aspects of this research, making a further 

contribution to the body of work on work-related stress. One is that it does not only 

address the narratives of one type of occupational group or hierarchical level as most 

workplace studies do; rather, it takes into account narratives provided by other groups 

such as HR staff, occupational health staff, union representatives and line managers, 

including qualified clinical nurses. The other is that it has been carried out by a mental 

health support worker who continued to work in this role throughout, rather than by an 

academic researcher situated within the hierarchical structure of a university 

organisation. This therefore provides an insight into the depth of working experiences 

of mental health support workers.  

 

Chapter 9: Conclusion 

The final chapter draws together key important contributions and discussion points 

from across the findings. It discusses the implications for academic literatures, the 

practical implications for the NHS as an organisation, and the implications for 

managers and policymakers, including key questions raised and recommendations for 

future research. It also provides final reflections. 
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1.7. Concluding Remarks 

This introductory chapter has set the scene for the research, positioned it within the 

relevant context and provided the research’s aim, significance and statement of topic. 

It has portrayed work stress as being widespread among NHS staff, leading to 

increasing levels of sickness absences, which are currently higher than average 

compared to other job sectors in the UK. It has also highlighted the contextual backdrop 

for an ethnographic study of work-related stress among mental health support workers 

and outlined the motivation behind the research and choice of subject, the purpose of 

the thesis, and the gap in theoretical, empirical and methodological research on work-

related stress among mental health support workers.  

Chapter 2 will provide a review of the available academic literature relating to 

occupational stress in the nursing profession and among healthcare professionals. 
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Chapter 2. Literature Review 

2.1. Introduction  

The introductory chapter of this thesis laid out the contextual backdrop for a qualitative 

study of work-related stress among mental health support workers. It portrayed work 

stress as widespread among NHS staff, leading to increasing levels of sickness 

absences; currently higher than average compared to other sectors in the UK.  

This chapter draws on prominent studies within the sociology of stress to 

articulate the dynamics of the stress process in the construction of a sociological 

paradigm aimed at increasing the understanding of stress and work-related stress 

among healthcare professionals in the NHS which underpin this study. Conceptual 

issues and existing studies on work-related stress are reviewed and the various 

theoretical and conceptual perspectives underpinning previous stress literature are 

discussed. The different strands of literature discussed in this chapter were identified 

through a structured process that began by searching different databases and 

conducting electronic literature searches; for example, EBSO, Medline, Scopus, and 

library search including Google Scholar. I also conducted manual searches relevant to 

occupational stress and sickness absences at an NHS library in Newcastle. 

I begin the literature review by looking at the definition of stress and the main 

conceptual and operationalised perspectives on this phenomenon. This discussion 

also includes examples of perceived workplace stressors and core concepts related to 

work-related stress, including employee role, demand at work, work-home conflict, 

organisational factors, personal factors and psychological factors. I discuss theories I 

have used in understanding occupational stress and how this affects the organisation, 

and the model of stress used. 

Finally, this chapter considers existing literature on mental health workers and 

the knowledge gap which this study attempts to address, including its limitations and 

critical analysis of current theoretical developments among mental health support 

workers. The literature review concludes with a summary of the research gaps, 

including key questions raised by existing literatures and a transition to the research 

project. 
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2.2. Defining stress  

Stress is a contested concept, and scholarly attempts at defining it have caused 

substantial controversy (Cooper et al. 2007). This means that the phenomenon of 

stress is approached from multiple angles and through various theories. 

Also, there are some debates about what stress is. A rough conceptual 

definition is that it is an adaptive reaction to perceived hazard or threat, which involves 

physical, interactive, effective and cognitive components. Similarly, one of the 

operational definitions of stress is as a coping mechanism that allows the individual to 

adapt to social stimuli that cause them pressure, fear, emotion or hopelessness within 

the working environment (Aiken 2011). Bodies such as the Health and Safety 

Executive (HSE) also provide definitions that are used in organisational practice. 

Where stress is prolonged, it can create psychological and physical damage and lead 

to anxiety and depression (HSE 2021).  

However, a more comprehensive definition that works well in this study involves 

integrating the definitions by Anderson (2003), who states that stress is better defined 

as a state which occurs when a person perceives that the pressures or the demands 

of a situation are greater than their perceived ability to cope. This means that stress 

occurs when an individual is unable to cope with the perceived pressures and demands 

of a situation, thereby leading to fear and hopelessness within the work environment.  

 

The difference between pressure and stress and their relationship 

Scholars argue that stress can be both positive and negative; referred to as eustress 

and distress respectively (Tocino-Smith 2019; Mills, Reiss and Dombeck 2018; Brule 

and Morgan 2018; Li 2016). The literature suggests that eustress enables people to 

live more meaningful and fulfilled lives, because stress is a concept that is entrenched 

in our day-to-day lives. However, Anderson (2003) argues that there is a clear 

distinction between stress and pressure. Pressure can be good for the individual; there 

are times when we have all been under some kind of pressure and some people will 

say this kind of pressure motivates them to give their best performance. But when the 

pressure becomes unmanageable and the person no longer has the capacity or the 
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resources to cope with the demands, this leads to stress, and stress is never a good 

thing.  

 

Outcomes and implications of stress 

Stress is a helpful concept that is meaningful to people at work, even though from an 

academic point of view we might call it something different; but it has been used very 

widely and is therefore regarded as an encompassing term. A stressful workplace 

leads to increased rates of absenteeism, high employee turnover and increased costs, 

which can come from training staff replacements for sick leave, compensation claims 

and wasted investment in training (Mark 2008; Foy 2015). Efforts to minimise stress 

and thereby maximise job satisfaction will largely depend on contextual findings 

because different stressors require different actions. Furthermore, an understanding of 

the possible causes of stress may help management to achieve possible ways of 

minimising its negative consequences (Fulcheri et al. 1995). Also, more insights into 

the causes and consequences of stress will provide opportunities to develop 

interventions that prevent and address stress in nursing staff (Hazelhof et al. 2016). 

It has also been reported that increased levels of work-related stress are linked 

to poor health, thereby leading to physical and mental health problems for hospital 

employees (Mark 2008; Mosadeghrad 2014). Other outcomes include insomnia, 

changes in mood, frequent exhaustion, inability to concentrate, and changes in health-

related behaviour which may lead to increased use of alcohol or drugs, drinking and 

smoking. Scholars have analysed the issues listed above and found associations 

between such stressors and various strains, suggesting that as stress increases, there 

is a likelihood of job dissatisfaction and lack of motivation (Zaleznik et al. 1977). Many 

researchers and medical professionals now believe that too much exposure to stressful 

conditions and activities can lead to a number of disorders and diseases which can 

affect an employee’s physical health, putting them at risk of cardiovascular diseases 

such as hypertension, musculoskeletal pain and exhaustion (Donaldson-Fielder et al. 

2011).  

Stress has also been clearly linked to the digestive system and increased 

susceptibility to diseases such as cancer (Looker et al. 2008); risks to psychological 
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health, including mental health problems such as anxiety; loss of humour and 

concentration; depression; reduced self-esteem; moodiness and loss of confidence 

(Donaldson-Fielder et al. 2011). Other examples of stress-related disorders include 

diabetes, migraine, rheumatoid arthritis, cramps, headaches, constipation, overeating, 

increased cigarette consumption, caffeine intake, sexual disorders, anorexia and 

increased alcohol intake; these are classed as health behaviours (Donaldson-Fielder 

et al. 2011; Looker et al. 2008). 

Apart from the health implications of stress listed above, an employee may start 

to experience working health, an impact on the psychological contract which affects 

the existing relationship between the employee and the employer. This may result in 

feelings of unfair treatment, lack of commitment and engagement (Donaldson-Fielder 

et al. 2011). Also, there is a chance the individual will start to have social and relational-

health issues, which might lead to a lowered desire to engage in social interactions, 

becoming irritable at the slightest provocation, and snappiness. All this may lead to a 

breakdown in relationships with others (Donaldson-Fielder et al. 2011).  

The stressors that are predictive of job dissatisfaction indicate a correlation 

between the dimensions of workplace and stress, leading to a greater tendency to 

leave the organisation (Hoboubi et al. 2017).  

 

2.3. Key theories of stress  

Various theoretical positions have been explored by scholars to explain the concept of 

stress and its causes. Most theoretical explorations have been towards an examination 

of the divide between the individualistic epistemology (Folkman and Lazarus 1984; Jick 

and Payne 1980) and the environmental theoretical concept (Karasek 1979; Karasek 

and Theorell 1990; Siegrist 1996). This means that stress can be based on the shared 

interaction between the individual and the environment (Kerdijk et al. 2016). The 

difference between the two perspectives is that while the former focuses on the 

individual’s ability to cope with stressful situations, the latter focuses on the specific 

environmental risk factors that can lead to the development of stress. The two 

theoretical perspectives present opposite phenomena to the concept of stress by 
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creating an imbalance between individualism/subjectivism and objectivism 

(Kierkegaard et al. 2015).  

The major contemporary theories in the scientific literature help to clarify the 

causes and mechanisms underpinning occupational stress. Many of these theories 

have been adopted to guide interventions. Three structural models that help to 

describe key variables in relation to outcomes are the Person-Environment Fit theory 

(P-E Fit theory), Job Demand-Control (Support) theory and the Effort-Reward 

Imbalance Model (ERI model). Four of the theories listed in Table 2.1 below are 

particularly influential in the study of stress in the workplace: the Transactional Model 

(Lazarus 1991), Conversation of Resources theory (Hobfoll 1989), Effort-Reward 

Imbalance theory (Siegrist 2001) and the Demand Control Model of Job Stress 

(Karasek 1979). 

 

Table 2.1. Stress Theories  

Stress theory  Application to the concept of stress 

Response-based theory (Selye 1976). This theory proposes the consequences 

of diverse types of stimuli resulting in the 

same physiological responses. 

The general adaptation syndrome 

(Selye 1983). 

This theory proposes that an event (a 

stressor) that threatens an organism’s 

wellbeing leads to a three-stage body 

response: Alarm, Resistance and 

Exhaustion. 

 

Stimulus-based model (Holmes and 

Rahes 1976) 

This proposes that lives change as a 

result of stressors, which can be either 

positive or negative, and this can cause 
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both physiological and psychological 

strain that can lead to ill health. 

 

Transactional-based theory (Lazarus 

1991) 

A theory of work-related stress which 

posits that there are two aspects of 

stress, including cognitive appraisals. 

 

Conversation of resources theory 

(Hobfoll 1989) 

Hobfoll suggests that a worker is affected 

by physical, psychological, 

environmental and organisational 

factors. 

Effort-reward imbalance theory 

(Siegrist 2001) 

Focused on the psychosocial dimension 

of human health and wellbeing. 

Demand control model (Karasek 

1979). 

Illustrates the variation between demand 

and control and its impact on stress 

levels amongst workers. 

Stress and coping theory (Folkman 

and Lazarus 1988) 

Provides a framework for testing 

hypotheses about the stress process as 

it relates to physical and mental health. 

 

Contemporary theories of stress help us to understand the construct of work-related 

stress and to view it as an active collaboration between the individual and the 

environment. In addition, the stress process has been conceptualised in diverse ways, 

especially in terms of occupational stress research which ranges from simple theories 

that place emphasis on different work conditions to complex theories that 

conceptualise stress into different stages (Mark 2008). These theories implicitly or 

explicitly help us to recognise the psychological processes, which may be emotion, 

cognition and perception (Griffiths et al. 2010). They also help us to understand how 

the individual recognises and responds to stressful conditions, how they attempt to 
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cope with that experience and how this might impact on their social, physical and 

psychological health.  

In order to reconcile the gap between the individual and environmental 

approaches, Kiekegaard and Brinkmann (2015) propose a collective and distributive 

stress concept of how employees cope with stress and the coping strategies the 

environment offers. Such concepts include the Effort-Reward Imbalance Model, which 

predicts that employees experiencing high job demand with insufficient job resources 

to handle such demand can end up with stressful conditions (Loerbroks et al. 2016), 

and the Work Environment Model, which states that an environment where 

collaborative activity takes place is as important as the physical environment in a 

workplace (Hua 2010).  

 

Conversation of Resource (COR) theory (Hobfoll 1989) suggests that stress in the 

workplace occurs from losses of resources, especially after the individual had invested 

in such resources. Hobfoll divides resources into four: 

(i) Objects, such as properties and vehicles. 

(ii) Energies, such as money, time and credit. 

(iii) Personal Characteristics, such as self-esteem and skills.  

(iv) Conditions, such as status and job role. 

Thus, a worker is affected by physical, psychological, environmental and 

organisational factors. Theorists suggest that the possession or lack of one or all of 

these factors can be the difference between motivation and stress in the workplace 

(Schaufeli et al. 2004; Hochwarter et al. 2007). 

 

Effort-Reward Imbalance (ER1) theory (Siegrist 2001). 

According to this theory, the personal self-regulation of an individual is important for 

his/her health and wellbeing. Individuals engage in appraisal of social exchange from 

time to time. The kinds of responses they get from such appraisals determine to a large 

extent the kinds of emotion they express. The implication of Siegrist’s theory is that 

individuals want to be valued by what they give out. However, when there is no value 
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or rewards in social exchange/reciprocity, negative emotions are elicited, leading to 

sustained stress (Meurs et al 2011; Preckel et al. 2007; Siegrist 1996). 

 

The Demand-Control Model was introduced by Karasek (1979). When workers have 

high controls, they experience low levels of strain their demands at work are low, and 

vice versa. Control is in fact an important resource that helps individuals decide 

whether they have the necessary tools to deal with demands at work (Meurs et al. 

2011). 

          All these theories of stress help us to understand the construct of work-related 

stress and to view it as an active relationship between the individual and the 

environment. These theories implicitly or explicitly help us to recognise the 

psychological processes, which may be emotion, cognition and perception (Griffiths et 

al. 2010), and to clarify the causes and mechanisms underpinning work-related stress. 

They also help us to understand how the individual recognises and responds to 

stressful conditions, how they attempt to cope with that experience and how this might 

impact on their social, physical and psychological health.  

 

Transactional Model and approach to stress.  

Although many of the theories discussed above have been adopted to guide 

interventions, within the context of this research, the transactional model appears to 

be considered particularly relevant to draw on to address the research gap. This is 

because this model explores the interactions or transactions between the person and 

their environment; in this case mental health support workers and their environment 

(e.g. workplace and organisational) over time through their re-appraisal of the situation 

and this makes it a reflexive process. In addition, Arthur (2004) suggests that work-

related stress is relational involving some transaction between the individual and the 

environment. This means that stress is the direct product of this transaction and could 

impact on available resources thereby threatening an individual’s health and wellbeing 

(Folkman and Lazarus 1988). Therefore, any aspect of the work environment can be 

perceived as a stressor and the experience of workplace stress can be associated to 
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exposure of certain workplace scenarios and a person’s attempt to cope with the 

underlying problem (Pezaro 2018).  

Stress and coping are interrelated concepts (Melnyk 2011), and applying 

theories of work-related stress to experiences would allow for an understanding of both 

the personal and the environmental constructs of the stress process (Mostafa 2020). 

The seminal work of Folkman and Lazarus (1984) provides different conceptual 

categories such as avoidance, emotion-oriented coping and problem-oriented coping 

which frame the stress-coping relationship. In addition, by looking at organisations that 

acts as resources for people in terms of stress, we can apply these conceptual 

categories and ascertain their validity and explanatory potential. The NHS is an 

example of such an organisation (Melnyk 2011).  

In addition, the transactional model considers both the individual’s physical, 

biological and psychological experiences of stress as well as the impacts of their stress 

and coping mechanisms. Stress is universally understood to have a negative impact 

on an individual’s wellbeing (Melnyk 2011). However, coping is understood to be a 

protective measure against internal and external demands perceived as stressful 

(Melnyk 2011). Lazarus’s definition of stress: when people perceive that they cannot 

adequately cope with the demands or threats to their wellbeing, meets the aim of 

acknowledging the importance of the wider contextual conditions and the individual 

experiences of stress (Mustafa et al 2020). Following this premise, it is sensible to 

expect that stress levels predict coping behaviour; however, this has not been the case 

from previous empirical studies (such as Connor-Smith and Compas 2002; Billings and 

Moos 1981). Instead, these studies have found that the function of coping is to manage 

stressful situations in order to produce more beneficial health outcomes. Thus, 

understanding both the individual aspect of stress and wider factors as situational 

demands, previous experiences, coping skills and any current stress already 

experienced is paramount to understanding stress experiences.  

The transactional model implies that stress neither relies solely on the individual 

nor on the environment but on the transaction between them (Lazarus 1999). Thinking 

of stress as a transactional term (Lazarus 1990, 1999; Lazarus and Launier 1978), it 

is considered that no one component can be said to define it as it becomes part of the 

content in which the stressful encounter emerges (Dewe et al. 2012). According to 
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Lazarus and Folkman (1984), stress is a relationship between the person and their 

environment and is appraised by the person as exceeding their resources to cope and 

thereby endangering their wellbeing (Berjot and Gillet 2011). Also, stress is 

conceptualised in this model as the incongruity between the perceived demands of a 

situation and the person’s resources to deal with this demand (Au 2016). In essence, 

Lazarus (1991) suggests from this theoretical point of view that when there are primary 

concerns in the workplace, events or demands supersede the available resources to 

cope; this leads to strain and eventually stress occurs.  

This framework lays emphasis on two core concepts: cognitive appraisal and 

coping appraisal (Folkman 2013). The cognitive appraisal consists of evaluating 

whether events in the workplace are deemed a threat to an individual; the coping 

appraisal evaluates whether anything can be done to cope with stressful events in the 

workplace. This is important and relates to the study because the transactional model 

provides a broad consensus that stressors exert their effects through how an individual 

evaluates and perceives them. Also, understanding both the individual aspect of stress 

is key to understanding stress experiences (Mostafa 2020).  

Lazarus (1999) makes a clear distinction between social stress, physiological 

and psychological stress. This is accomplished by integrating both stress and emotion 

into one theoretical framework using appraisal and coping as its basis. This framework 

according to Williams and Williams (2022) suggests that coping needs to be presented 

in a more pragmatic way as two subcategories known as negative-reactive coping 

(negative emotion focussed) and positive cognitive coping (problem focused and 

positive emotion focused). The authors argue that although this can be conceptually 

different, it is however easily understood.   However, a particular criticism of stress and 

coping research is that there is often a lack of applied research that puts theory into 

practice (Mustafa et al. 2020). Also, attempts to ‘fit’ individuals to cope with the 

demanding nature of work and practices cannot effectively deal with the overall 

increasing levels of stress (Arthur 2004). Rather, an integrated approach from 

communities and occupational health specialists aimed at acknowledging how social, 

economic and organisational factors impact on the needs of an individual is needed 

(Arthur 2004).  



36 
 

However, applying this theory to stress experiences would allow for an 

understanding of not only the personal factors but also on the environmental elements 

of the stress process. By looking at organisations that act as resources for people when 

in need and during stressful conditions, we can apply this theory and ascertain the 

benefit in developing a more holistic understanding experiences of stress.  

 

The sociological study of stress 

Many stressful experiences can be typically traced back to surrounding social structure 

and people’s location within them (Pearlin 1989). As such, most research into stress 

starts with an experience that people are faced with and their perceptions of that 

constraint which could either be burdensome or threatening (Pearlin 1989). These 

experiences may result in stress; therefore, the structural contexts of people’s lives are 

fundamental to the stress process. 

The stress model in sociology has developed continually to reflect changes in 

society (Au 2016), recognising that every individual is inevitably immersed in a social 

environment comprised of different social settings that require interactions with work, 

family, friends etc. (Au 2016). Therefore, stress occurs in an instance where the 

relationship between the individual and their environment suffers from a lack of 

congruity. In other words, stress was defined by Aneshensel (1996) as a state of 

stimulation due to the presence of socio-environmental demands that overpowers the 

adaptive capacity of the individual. The essential element of the sociological study of 

stress can be demonstrated through the presence of similar levels or types of stress 

of people who are exposed to similar social conditions, roles and who come from 

similar situational contexts (Pearlin 1989). Therefore, a prominent feature in 

sociological stress research is its socially patterned distribution of components of the 

stress process and such patterns provide a cue that people’s potentially stressful 

situations and experiences and the ways in which they are affected by these 

experiences may originate within the social orders that they are part of (Pearlin 1989).  

Extant research suggests that there are different levels of stressors, different 

conceptions of stressors and different effects of stressors including role, resources, 

and categories of social support (Pearlin et al 1981; 1997). Continuous and discrete 
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stressors are not mutually exclusive; rather one stressor can actually establish the 

other, for example life events. This means that troublesome elements of everyday life 

are in themselves chronic stressors drawing to attention a level of social reality often 

ignored (Aneshensel 1992). Also, life events can cause stress that alters the role of an 

individual; for example job loss or threat to job can cause stress for an individual, but 

this may become more prominent if they have parental responsibility to provide for their 

children and family (Au 2016).  

Also, enduring roles such as an occupational role also reflect larger contexts 

where the consequences of values and social status in an organisation are revealed 

through how people are affected by their jobs (Au 2016). Therefore, the theoretical 

perspective of viewing roles as ‘contexts’ calls attention to social status which exists 

as not only as an attribute of the individual but can also be conceptualised as part of 

‘contextual social inequality as existing across multiple layers of the social hierarchy’ 

(Aneshensel 2010;35). Social consequences of stress can include six forms of role 

strains such as problems between individuals and nature of tasks, multiple roles, role 

captivity, gain/loss of roles, interpersonal problems, intrapersonal problems and role 

reconfiguration (Pearlin 1983). Also, work-related stress reflects psychosocial 

difficulties of an occupational, socio-economic and individual nature which can impact 

negatively on health and wellbeing.  

In summary, this section has critically examined the core concept of this study, 

the debates about what stress is and how stress can be studied. It also highlighted the 

different theories of stress and appraised the Transactional Model of Stress and 

Coping and explored the sociological study of stress, social consequences of stress 

and the differences between stress and pressure. The section thus acknowledges the 

complexity of work-related stress and critiques the use of mono-theoretical models and 

simplistic solutions to tackle it. The next section will focus on stress as a multifaceted 

phenomenon and describe in more details stress within life, organisational and work 

domains.  
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2.4. Stress as a multifaceted phenomenon 

The socially constructed nature of stress implies that it is about how people experience 

and make sense of it; also, when the demands continue for any length of time without 

respite, then physiological, psychological and behavioural problems may arise 

(Anderson 2003). However, stress is not a one-dimensional construct and can be 

operationalised differently (Smyth et al. 2013). A person can be exposed to events 

called stressors. They can assess how much they feel threatened by these stressors 

– this is called appraisals; and they can respond to the demands of the situation – this 

is called perceived coping (Zawadzki, et al. 2022).  

Due to the multifaceted nature of stress as discussed above, it is extremely 

difficult not only to measure but to compare across different population groups. 

Although there is a long history of measuring the association of stress and wellbeing, 

it is difficult to compare, for example, chronic versus acute stress (Zawadzki, et al. 

2022). 

In recent decades, the nature of work has been changing in economically 

developed and developing countries; this includes changed organisational work 

patterns which cover new ways of working and flexible work patterns (De Jonge et al. 

2017). Nowadays, occupational stress, which is a subset of work-related stress 

associated with a specific profession, has become more of a mental and emotional 

issue for employees rather than a physical one. 

Different occupations have their own specific stressors that are intrinsic to the 

nature of the job; for example, caring for ill people where there are limited resources in 

healthcare settings. These stressors may be personal: entrapment in the job, financial 

burden (Kulkami et al. 2014), limited access to healthcare facilities and shortage of 

trained healthcare workers (Abbas et al. 2017). There are also correlations between 

observed stress and certain working characteristics, including the number of hours 

worked, lack of support at work from employers, demanding working environments and 

exposure to certain physical agents. Those reporting to be highly stressed are seen to 

have health problems and to be prone to accidents at work (McKay et al. 2006). 

There is a widespread consensus that certain aspects of work can lead to 

stress, such as excessive work demand, limited information and support from 
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management, organisational changes, career development and work-home 

boundaries (Watson and Reissner 2022; Looker et al. 2008; Donaldson-Fielder et al. 

2011). In addition, there appears to be a loose consensus on the nature of stress, as 

well as factors that contribute to stress within the workplace (Cox et al. 2000; Cox 2004; 

Hoel et al. 2001). The nature of work-related stress is such that tension and pressure 

impacts on individuals; the contributory factors are inability to cope with the demands 

of the job, lack of control over the way that people do their work, lack of role clarity and 

responsibilities, relationship breakdown at work, and non-engagement during times of 

change (Keller 2012; HSE 2021). 

Similarly, several researchers have tried to identify sources of work-related 

stress; their results suggest that extreme workload, poor pay, challenging patient 

behaviour, tough working conditions, uncertainty concerning treatment of patients and 

several occupational health and safety hazards are stressors in the work environment 

(Mosadeghrad 2014). People may experience stress in different life domains and also 

at different levels of the workplace. Major life events such as changing jobs, getting 

married or divorced, raising a family, dealing with the death of a friend or loved one 

and suffering from chronic diseases are all stressors that can impact the foundations 

of one’s life and play a significant role in personal upheaval (Keller 2012).  

 

2.4.1. Stress in the life domain 

Stress can result from pressures in people’s private lives (Walonick 1993): lifestyle, 

financial status, physical and emotional status are perceived as determinants of the 

levels of stress and changes an individual faces (Boyaci et al. 2014). Times of change 

and uncertainty and issues of personal boundaries or the lack thereof can magnify our 

personal stress (Keller 2012). These boundaries include but are not limited to work, 

home, eating habits and relationships.  

Conceptually, personal stress can include stressors from the home 

environment, relationships, and health concerns for oneself or loved ones (Khamisa et 

al. 2017). Other examples of stress that people experience outside the working 

environment include the deaths of loved ones, financial strains, and marital issues, for 

example divorce (Holmes and Rahe, 1967; Dohrenwend and Dohrenwend, 1967; 
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Bartolome et al. 1979; Burke et al. 1980). It has been argued that although stress has 

become an organisational issue, the solutions put in place tend to be individual, even 

though studies show that environmental changes are more successful (Baehler et al. 

2008). 

The health and wellness of an employee are very important, both for the 

individual and the employer (Tetrick et al. 2015): individuals who are stressed at work 

are likely to be less productive, less safe at work and poorly motivated (Leka et al. 

2004). Stress in the individual can also lead to silent heart attacks, angina, and 

changes in levels of cholesterol. The involvement of the stress response in circulatory 

diseases such as coronary heart disease, hypertension and stroke can lead to sudden 

cardiac death. These diseases often result from interactions with other factors such as 

smoking, diet and type A behaviour (Looker et al. 2008). 

When affected by work stress, individuals can become distressed, anxious, tired 

and depressed; they may lose concentration and have difficulty in thinking logically and 

making decisions. Stress is seen as a psychological factor (Gates et al. 2011) 

contributing to lack of sleep, commonly referred to as insomnia; anxiety attacks and 

low self-esteem (Jones and Lyneham 2000). Psychological factors such as reduced 

commitment to work or the organisation, increased psychosocial distress and 

decreased job satisfaction are perceived as psychological stress (Demir and Rodwell 

2012). Feelings of sadness, anger, shock, confusion and embarrassment are also 

perceived as psychological, and these can lead to stress. Apart from these health 

implications, an employee may start to experience working health, which is an impact 

on the psychological contract. This affects the existing relationship between the 

employee and the employer, which may result in feelings of unfair treatment, lack of 

commitment and disengagement (Donaldson-Fielder et al. 2011).  

As discussed above, work stress is universally recognised as a major challenge 

to an employee’s health, affecting people in different ways along with the wellbeing of 

their organisation (Leka et al 2004). Furthermore, findings from recent research see 

personal stress as a predictor of burnout and hence negatively affecting job roles 

(Khamisa et al. 2017). 
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2.4.2. Stress in the work domain 

Work-related stress is seen as a negative employee outcome (e.g. Mostafa 2016).  

Organisational stressors are termed an inevitable part of an organisation which cannot 

be overlooked, and efforts can be made within the organisation to reduce the 

consequences of work-related stress (Jain et al. 2013). Examples of such stressors 

include high expectations from the job, lack of time, lack or imbalance of skills, 

demands from work and lack of social support (Ruotsalainen et al. 2015). Others 

include the organisation’s style of management, organisationally induced work 

stressors such as role conflict, lack of control when deciding how to complete certain 

tasks, lack of clarity of job roles or role ambiguity (Deondra et al. 2005), and health 

policies implemented in recent years (Boyaci et al 2014).  

On the management side, the mental and physical effects of work-related stress 

are not the only disturbing influences on managers today; they also face numerous 

challenges in the task of managing their employees to deliver high-quality services. 

Frontline managers, especially in the nursing profession, have a very important role to 

play in healthcare settings; they are also faced with significant job-related issues in an 

otherwise challenging and constantly changing healthcare environment (Adriaenssens 

et al. 2017). On the other hand, the HSE states that poor management behaviour is 

often highlighted as a major factor by employees suffering from work-related stress; it 

has therefore designed a series of tools allowing managers to assess whether they 

currently have the behaviours identified as effective for reducing and/or preventing 

stress in the workplace. These are behaviour and competency tools which help 

managers to assess how they manage the individual within a team, reasoning and 

managing difficult situations, managing emotions and communicating existing and 

future work to employees. 

From recent studies, the supplement to a workplace intervention is a rationale 

for training supervisors and line managers on the issues of stress management at work 

(Horan et al. 2018). There are several reasons why managers should be alert to work-

related stress (Baehler et al. 2008) including the possible effects on employee 

satisfaction, performance, wellbeing and productivity. On the other hand, healthcare 

managers in a government-run organisation are expected to have the capability to 

balance between conflicting political, social/relational and organisational demands 
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(Lornudd et al. 2016). Hence, effective management has been suggested to be the 

best form of stress prevention at work (Leka et al. 2004). Prevention is the desired goal 

in managing workplace stress. However, because organisations are different, the 

sources of stress may be specific to the particular organisational context and the wider 

environment. For example, stressors in an extractive industry are different to a 

professional service; therefore there is no “one shoe fits all” approach to managing 

work-related stress (Parkyn and Wall 2020). 

Currid (2009) suggests that staff in mental health services often face violence 

and aggression from patients; as such, even when they return home, they are unable 

to switch off from work, which could result in stress. This causes spill-over of stress 

from work to home. Although it has been recognised that personal stress can spill over 

into the work domain (Khamisa et al. 2016), much of the extant research treats work-

related stress in isolation (Khamisa et al. 2016). This is problematic because stress at 

work does not happen in a “vacuum”; it is described as a multifactorial phenomenon, 

meaning that problems at home often overflow into how a person performs at work 

(Chambers et al. 2003).  

At the individual level, stress can have negative consequences such as 

impacting motivation, career progression and life and job satisfaction (Stevenson and 

Farmer 2017). As stress is socially constructed, some people experience and interpret 

stressors as normal parts of home or work life, whereas others can get really ill when 

faced with similar stressors. However, within this lies individual variations in adaptation; 

people may have different abilities with regards to coping with these stressful 

conditions both at work and outside of work (Caplan et al. 1975). This can be likened 

to the way people deal with stress in terms of resilience and cognitive appraisal 

(Lazarus et al. 1978). 

 

2.4.3. Stress in the organisational domain 

One of the implications of stress leave in an organisation is its organisational cost; 

workers may take sick leave and may even change jobs (Ruotsalainen et al. 2015). 

The impact of stress on the organisation can be measured in the following ways:   
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• Absence: Sickness absence is regarded as one of the most significant 

costs of occupational stress and is also very palpable in terms of calculation 

(Hassard et al. 2014) 

• Presenteeism 

• Turnover  

• Hidden costs  

• Accidents and injury and decreased productivity 

Where many members of the workforce are suffering from stress, this may not only 

cause the organisation to be inefficient but also cause organisational problems such 

as poor productivity, accidents, thefts and poor management which includes resistance 

to change, poor decision making and lack of job fulfilment for staff (Chambers et al. 

2003). Because the employer-employee relationships is a human relationship and 

emotions are a fundamental and important part of it, problems arise when 

organisations fail to take account of the ’elements of self’ which employees bring 

(Herriot 2001, p. 179). 

Additionally, stress can have an impact on one’s productivity, health and even 

emotions; thus, it has to be brought under control. Stress can also impact on 

organisational welfare and on personal supervisors and employees (Mirela and 

Madalina-Andriana 2011).  

From an organisational point of view, although few organisations acknowledge 

their position fully in helping employees to cope with work stress and organisational 

change, there are a number of initiatives and strategies that can be adopted. These 

involve adopting a well-defined organisational culture which includes adequate 

communication, appropriate leadership and stress management programmes (Callan 

1993). An organisation that has systems for providing regular and sustained levels of 

support to staff will be more effective and less likely to suffer the effects of stress (HSE 

2009). A study by Jick and Payne (1980), for example, highlights three strategic ways 

of dealing with stress in organisations: 

 1. Treat the symptoms 

 2. Change the person 
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 3. Remove the cause of stress 

However, this simplistic view of the causes and manifestations of stress can be 

critiqued: it could be argued that it is not that easy. Whilst Jick and Payne’s theoretical 

standpoint seems effective, it could be that these strategies will be counterproductive 

because, firstly, there will most likely be multiple and conflicting symptoms. In other 

words, if you address one symptom, you will trigger another. Secondly, why should a 

person change? And in what way? Admittedly, a certain degree of resilience and ability 

to deal with stress will be present in everyone but there will be significant differences 

in people’s ability to deal with stress. Instead, it should be about giving people the 

resources to be more resilient and deal with stress more effectively. Thirdly, this notion 

sounds as though organisations deliberately do not remove the causes of stress. 

However, some scholars argue for more substantive organisational change to reduce 

stress at work (Cooper et al. 2007). Alongside issues of pay, communication and 

development opportunities should be addressed as these could lead to lower levels of 

job satisfaction from employees if ignored (Pate et al. 2000). 

Literature indicates that environmental changes are more successful for 

reducing stressors than encouraging individuals to take better care; this therefore 

suggests that practical interventions that focus on work organisation, culture and 

relationship management may be more productive to yielding meaningful results 

(Baehler et al. 2008). Baehler et al. (2008) believe that the organisation can cause 

stress and at the same time play a role in improving it. They emphasise that 

management should be keen to take steps to review current organisational practices. 

Stress can also impact on organisational welfare and on personal supervisors 

and employees (Mirela and Madalina-Andriana 2011); hence, lack of control and lack 

of decision making can be classed as organisationally induced stressors. In addition, 

Bacharach et al. (2002) establish that discrepancies between employee expectations 

and capabilities, coupled with organisational policies and expectations, are seen as 

work-stressors. Barley et al. (1992) therefore suggest making organisational 

expectations clearer and engaging in stricter policy implementation as a solution to 

improving stress in the workplace. Although few organisations acknowledge their 

position fully in helping employees to cope with work stress and organisational change, 

there are a number of initiatives and strategies that can be adopted; this involves 
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adopting a well-defined organisational culture which includes adequate 

communication, appropriate leadership and stress management programmes (Callan 

1993). 

Ineffective management of stress at work and continuous sickness absence at 

work both have serious implications for the organisation, including direct and indirect 

costs (Hassard et al. 2014). Direct costs include replacement of labour (use of agency 

staff), absent employees’ salaries, and overtime pay for other staff covering for absent 

leave. Indirect costs include additional stress on staff covering for sick staff, reduced 

productivity and worsened customer service because replacement cover may need to 

learn about the work, and also training and support to other staff. These problems are 

leading the government to create legislation related to work stress for the protection of 

employees. It is therefore suggested that managers and employers are aware of what 

stress is and how it might look for others; they are putting in place processes aimed at 

spotting its signs and symptoms within the organisation, using training programmes, 

factsheets and briefings. Managers are also encouraged to include regular work 

planning sessions and engage in team meetings, informal chats and appraisals 

(Donaldson-Fielder et al. 2011). 

Dall’Ora et al. (2016), in their literature review on the characteristics of shift work 

and their impact on employee performance and wellbeing, identify the effect on 

employee performance (including job performance, productivity, safety, quality of care 

delivered, errors, adverse events and client satisfaction) and wellbeing (including 

burnout, job satisfaction, absenteeism, intention to leave the job) in all sectors, 

including healthcare. They therefore emphasise the need for future research to focus 

on the impact of shift roster. Furthermore, more insights into the causes and 

consequences of stress will provide opportunities to develop interventions that prevent 

and address stress in nursing staff (Hazelhof et al 2016). Once stress is recognised as 

a genuine and necessary concern for the organisation, this raises the subject of the 

delivery of support within that organisational contest (Arroba et al. 1990). 

Organisations should therefore ensure that there are people who are recognised as 

having the necessary helping and counselling skills to provide support to employees 

through stress management training. 
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Management style  

In the healthcare profession, as with all other occupations, line managers have a 

significant role to play in not only identifying stress at work but reducing it. However, 

managers should also reflect on their own behaviour and how this may contribute to or 

help reduce work-related stress issues. For example, if the root cause of stress is 

excessive work demand, managers can review the person’s workload, delegate some 

tasks to other staff members, or bring in new staff either through recruitment or the use 

of a temporary bank or agency staff (Watson and Reissner 2022). Similarly, if the cause 

of stress relates to interpersonal relationship issues, then enabling staff to rotate or 

change teams may be an appropriate organisational response (Watson and Reissner 

2022). 

In addition, ability to manage employees has been suggested to be the best 

form of stress prevention at work (Leka et al. 2004). Work ability index (WAI) is a tool 

used in occupational health for assessing work ability during workplace surveys. The 

index is determined by the answers to a series of questions considering the demands 

of work, employees’ health status and the resources available (Ilmarinen 2007).  

According to a recent study, employees were seen to be more likely to report 

job-related stress than managers (Mosadeghrad 2014). Sugimura and Theriault (2010) 

hypothesised that the support of a manager influences the work ability of workers, and 

this support is associated with questions that not only help to assess work demands 

but also a worker’s resources. Therefore, management should provide regular clinical 

supervision for staff, including treating them fairly (O’Connor et al. 2018).  

Furthermore, it is vital for managers to understand work-related stress and poor 

health as these relate to the organisation as a whole, and interventions to manage 

pressure at work should be implemented throughout healthcare organisations 

(Chambers et al. 2003). This research further suggests that in order to do something 

positive about the causes of stress at work, from the manager’s perspective, it is very 

important to be able to identify such sources. 

Also, Smollan (2017) identifies that support both from inside and outside the 

organisation helps employees to cope with work-related stress. This study reveals that 

such support takes various forms: appraisal, emotional, informational and instrumental. 
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Hence, barriers to accessing and providing support to employees need further 

exploration (Smollan 2017). In many jurisdictions, there are now compelling legal 

incentives for employers to identify and manage potential workplace stressors, thereby 

reducing the incidence of work stress (Baehler et al. 2008). The HSE has addressed 

the problem of stress by developing Management Standards to help employers 

measure their performance, manage the key causes of stress at work and hence 

identify areas that need improvement (HSE 2021). These standards look at the 

demands placed on employees, the level of control employees have over their own 

work, the support employees receive from managers and colleagues, the clarity of an 

employee’s role within the organisation, the nature of relationships at work and the way 

that change is being implemented.    

 

Work environment 

Geuens et al. (2016) state that healthcare professionals are exposed on regular basis 

to environmental stressors such as death, pain, suffering and ethical issues. Work-

related stress is capable of influencing healthcare professionals’ physical and 

emotional wellbeing by curbing their efficiency, thereby having a negative impact on 

their overall quality of life. It is therefore important to find strategies for employees to 

cope with the negative consequences as a result of stress at work (Koinis et al. 2015).  

Roche et al. (2010) find out that there are significant differences in the work 

environment between nurses in mental health and their colleagues on the general side 

of nursing. Research has also established that certain factors in the work environment 

influence not only nursing but patient outcomes (Rafferty et al. 2007, Cheney et al. 

2008). These factors include adequate flexible staffing, access to resources, 

organisational support, professional autonomy and collaborative relationships (Roche 

et al. 2010).  

However, Mann et al. (2005) argue that many of the sources of stress in mental 

health settings are not directly related to the intrinsic caring nature of the job. There 

are organisational factors which include shift patterns, uncertainty in the job, essential 

mandatory training and keeping up with the nature of the job. It is important, however, 

to consider the emotional requirements of the job: the concept of emotional labour 
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comes into play. This concept describes what workers do that goes beyond their 

cognitive duties, thus suppressing specific emotions in the care that they provide to 

others and in so doing adding value to their organisation (Webber 2012). It also 

describes the management of emotions in the organisation and the emotion 

management skills which organisational actors such as mental health support workers 

need to possess to achieve organisational objectives whilst also acknowledging the 

subjective experiences of members (Bolton 2005). Such emotional display often leads 

to workplace outcomes such as poor wellbeing, poor health, poor performance and 

reduced job satisfaction (Mortensen and Needham 2022). 

Workplace stress has become an increasing area of concern (Kipping 2000). 

Until the 1990s, just a few studies had investigated workplace stress amongst mental 

health nurses. As clearly identified from studies, mental health professionals, even 

though they may be subjected to the same organisational stressors as other staff, also 

face additional strain from the nature of their profession in dealing with troubled 

persons over a long period of time (Moore and Cooper, 1996). From studies, several 

mental health nurses were noted to be facing pronounced levels of stress that were 

triggered by lots of complex processes which resonated at individual, organisational, 

interpersonal and the wider societal levels (Kipping 2000). Due to these increased 

levels of stress, their coping strategies often aggravated stress rather than reducing it. 

In this instance, negative assessment of one’s ability to deal with stressful situations 

can sometimes exacerbate perceived stressful actions (Orzechowska et al. 2013). 

According to the World Health Organisation (WHO), “a healthy workplace is one 

in which workers and managers collaborate to use a continual improvement process 

to protect and promote the health, safety and wellbeing of all workers and the 

sustainability of the workplace” (WHO 2012:14). It is well documented that the nursing 

environment is a very stressful working place (Humpel et al. 2001), and even though 

mental health workers perceive their work as meaningful and important, it is regarded 

as often very demanding with mental health nurses describing their experiences of 

their role as vague and unclear (Holmberg et al 2018). Tully (2004) while reviewing 

stress amongst psychiatric nurses also advocates that the nursing profession is indeed 

a very stressful one. In addition, the healthcare profession is ranked as among the six 
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most stressful professions, although not all healthcare professionals develop the same 

level of stress (Koinis et al. 2015).  

Therefore, working within a healthcare environment requires employees to deal 

with very demanding situations at work; the everyday pain, suffering injuries, increased 

workloads, long shifts, lack or insufficient number of staff and excessive pressure make 

healthcare one of the most stressful spheres (Koval 2016). Mosadeghrad (2014) 

therefore suggests that further research involving hospital employees is needed to 

enrich the literature on work-related stress, which could generate strategies that would 

improve global policies for retaining employees in the healthcare profession. He also 

emphasises that future research should also explore the effects of variables which can 

directly or indirectly influence occupational stress; for example, the external 

environment, which could possibly be the nature of the workplace or the ward 

environment. I agree essentially on these theoretical standpoints and his dogmatic 

insistence on terminological precision; thus, it is this demand that my research 

answers, and as such, this thesis should be seen as an exploratory attempt that 

endeavours to begin charting some new theoretical terrain. 

Research has linked positive work environments to better outcomes for patients 

and the nursing team in general nursing. In the mental health literature, such extensive 

research has not been carried out, but parts of these elements have been discussed 

when comparing nurses in general nursing and mental health settings in the United 

States (Hanrahan et al. 2008). There are also reports (e.g. Mental Health Council of 

Australia 2005) suggesting that opportunities for career developments are less open 

to mental health staff, and in terms of administration, management are less responsive 

to the concerns of mental health staff. 

Previous studies have shown that the working environment in a psychiatry ward 

is very challenging with risks of violent patients and increased workloads (Currid 2008). 

Also, from recent studies (Hylen et al. 2018), there are several environmental factors 

that make the working environment very difficult and nursing staff have reported being 

frequently subjected to violent situations. It is reported that violence and aggression 

from patients can cause stress among mental health workers. Those who are victims 

of violence are often away on sick leave (Agervold et al. 2004; Currid 2008), usually 

due to psychosomatic and psychological stress. 
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In another recent study, mental health workers described their working 

environment and work duties as meaningful but demanding with unclear and vague 

roles (Holmberg et al. 2018). Mental health nursing is deemed an environment 

characterised by high levels of occupational stress (Dickinson and Wright 2008, 

Edwards et al. 2000; Leka et al. 2012), with low levels of social support (Leka et al. 

2012), a higher risk of sick leave (Eriksen et al. 2003) and increased levels of burnout 

(Dickinson and Wright 2008) compared to other health settings such as the general 

side of nursing.  As Edwards et al. (2000) clearly identify in their review of stress 

research amongst mental health nurses, their excessive level of workplace stress 

results from working closely and intensely with patients. 

 

Organisational culture 

Nurses are exposed to intrinsic stressors such as poor working conditions, long hours, 

increased workload and lack of control (Lim et al. 2010). Studies around the nursing 

profession have determined that undue exposure to psychosocial stressors often 

results in considerable job stress which results in both short – and long-term problems 

(Yousef et al. 2017). Nurses have been found to experience increased job stress 

compared to other health professionals (Khamisa 2013). In a follow-up study, Khamisa 

et al. (2016) discover that nurses experience higher levels of work-related stress and 

burnout, coupled with low job satisfaction and poor health, and this is wholly due to the 

nature of the work they do. For many working within the nursing profession, the job 

role and description involve a lot of emotional labour (Mann 2005). 

In a review of stress research amongst mental health nurses, the excessive 

level of work stress for staff in mental health settings is usually due to working closely 

and intensely with patients over a prolonged period of time (Edwards et al. 2000). This 

brings with it the human costs of stress which are feelings of hopelessness, 

helplessness, depression and even attempted suicide (Tully 2004). These factors are 

also measured by the Nursing Work Index (NWI), which is an instrument used in 

assessing the attributes that define a positive work environment. However, studies of 

this element of positive work environment mostly focus on the medical side of nursing, 

generally referred to as general nursing; similar studies on mental health inpatient 

settings are rare (Roche et al. 2010). Mental health nurses share similar stressors with 
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other nurses, but the nature of mental health nursing is such that it involves close 

involvement with patients and their carers (Edwards et al. 2000). 

 

Workplace practices 

A recent study reveals that there is a notable lack of workplace stress management 

strategies amongst healthcare employees, and participants perceived this to be due to 

lack of interest among management (Koinis et al. 2015). This study also reveals that 

significant factors for reducing workplace stress include encouraging and rewarding 

staff morally and providing them with opportunities for further continuous education. 

More so, workplace stress coupled with patients’ demands can be a burden on 

healthcare staff; hence the stressful nature of the profession (Koinis et al. 2015).  

In order to try and remedy these discrepancies, Arthur (2004) suggests that an 

integrated approach to work stress should involve assessing the individual, their work 

group and the organisation itself, as the approach to work-related stress has become 

too basic rather than work-specific or organisation-specific. In addition, because 

personal stress is always carried by the employee, it needs to be catered for by the 

employer, especially if the manager understands the personal stressors (Docsity 

2013). 

 

Job role 

Several studies have identified that working in the health service is bad for your health 

(e.g., Chambers et al. 2003; Mostafa 2016) and healthcare workers are known to suffer 

from work-related stress (Koval 2016). This is sometimes due to the fact that they may 

lack the time or skills to carry out their job effectively; in the end, healthcare workers 

may not be able to provide the high-quality services needed from them (Ruotsalainen 

et al. 2015). For healthcare professionals, workload and adequate staffing is their most 

common stressor (Koinis 2015).  

In summary, the nursing profession is not a homogenous profession; hence, 

findings regarding stress levels in one part of nursing cannot be implicitly reflective on 

stress levels in a different area of nursing. Hence, stress in mental health settings must 

be viewed as a group of its own. Even though there are increasing attempts at 
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reconciling the polarised concepts of stress (Kiekegaard 2015), as discussed in the 

previous section, current theories about stress may not adequately explain stress 

among mental health support workers, or why working in mental health as opposed to 

the general side of nursing is fundamentally different. In mental health settings, the 

work environment is different from the general side of nursing in terms of the kind of 

patients admitted and their diagnoses. In contrast to mental health patients, there is 

less risk of violence and aggression from patients admitted to general nursing. 

Although mental health nurses share many of the stressors of other nurses, the nature 

of mental health nursing is such that it necessitates intense personal involvement with 

patients and their carers (Edwards et al. 2000).  

 

2.7 Rationale for the study  

We have learned important insights from the studies that have been highlighted and 

reviewed in this section. For example, how work-related stress may be mainly due to 

organisationally induced stressors (Donaldson Fielder 2011) and environmental 

stressors; the correlations between observed stress and certain working conditions 

(McKay et al. 2006); the emotional requirements of the job, especially in mental 

healthcare settings (Mann et al. 2005); and certain aspects such as the work-home 

boundary (Looker et al. 2008). 

However, the literature tends to look at workplace stress as an isolated 

phenomenon in a particular domain of people’s lives. There is a possibility that people 

bring stress from other domains into work and vice versa; this is what my study is 

attempting to address. To address this gap, I will be using a multidimensional construct 

by looking at the interrelationships between three domains – organisational, workplace 

and life – derived from this research.  

In addition, although adopting ethnographic methods appears to be common 

within organisational research, the methods adopted by other studies have been 

mainly quantitative and experimental (Khamisa 2017; Conradie et al. 2017; Maguire 

and Ryan 2007). Therefore, within this body of research, particularly around a more 

holistic understanding of stress as the interplay between life, work and organisational 

domains, such a view of workplace stress could be critiqued from a more 
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constructionist paradigm which recognises that life cannot be neatly 

compartmentalised. 

Therefore, the overarching research question in this study is: 

How do mental health support workers experience and mitigate the 
impact of stress across interrelated domains: organisational, workplace 
and home? 
 

2.8. Concluding Remarks 

This chapter has provided a review of the existing literature on work-related stress. A 

number of key findings have emerged from reviewing the literature on work-related 

stress in the healthcare profession and the NHS workforce. First, this chapter has 

underpinned the current study by considering relevant academic literatures related to 

the current study and providing a review of the findings and limitations of existing 

research on work-related stress in the healthcare sector. Second, it has detailed what 

has been learnt from previous research and how this current study is positioned in 

relation to current discussions within which the research topic is located. Third, a 

particular research gap was noted in relation to workplace stress, which has been 

deemed as an isolated phenomenon in a particular domain of people’s lives. Hence, 

there is a recognised need for more qualitative research to advance our understanding 

of the complex and dynamic process of stress.  

The next chapter will look at the empirical evidence that has been gathered to 

explore these concepts in depth and provide insights into the challenges of work-

related stress both to the employee and the organisation. A qualitative, interpretive and 

inductive approach is required in order to obtain these insights. 
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           Chapter 3. Methodology  

3.1. Introduction  

The purpose of this research is to generate new knowledge, and the generation of this 

new knowledge needs to be situated within a specific framework called methodology.  

This chapter starts by explaining and justifying the epistemological position 

adopted in this study and the selected methodology and methods. It then describes 

and evaluates the methods of data collection, the selection process of the research 

participants and the approach to data analysis theorising and ethical considerations. 

Finally, it assesses the quality of the research. 

3.2. Research philosophy 

Research philosophy refers to a system of beliefs and assumptions about how 

knowledge is developed (Saunders et al. 2019) which affects the way a researcher will 

go about doing their research (Saunders et al. 2003). Engaging with an overarching 

philosophical stance enables the researcher to declare what they bring to the study, 

which will then help the reader’s understanding of the origins, claims and processes 

derived from the findings (Harrison 2011). These assumptions are associated with the 

nature of reality (ontology) and subsequently the nature and justification of knowledge 

(epistemology) (Crotty 2008).  

Research philosophy affects a series of choices regarding the conduct and 

evaluation of a study which enhances the understanding, explanation and 

development of knowledge (Sanders et al. 2015). The backdrop of this study, as an 

under-researched area requiring substantial exploration, was also central to the 

decision-making process because current theories of stress among healthcare 

professionals do not fully explain stress among mental health support workers. Another 

reason for adopting my methodology is that qualitative research complements the 

extant research on stress (Karkoulian et al. 2016; Erissuriz et al. 2016; Fajimoto et al. 

2016).  

A qualitative approach was chosen for the following two reasons. Firstly, due to 

the nature of the study being exploratory, directed at developing a deeper 
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understanding of the causes of work-related stress among mental health support 

workers. Secondly, work stress is not limited in scope but includes the way people 

experience different aspects of their lives; how different groups behave, including how 

interactions develop from relationships; and how organisations such as the NHS 

function (Teherani et al. 2016). 

Therefore, the ontological position of this research is social constructionism 

while the epistemological position is interpretivism. The reason is that (social) reality is 

assumed not to exist independently of the researcher but is socially constructed; a 

label used by individuals to understand and make sense of their social experiences 

(Bryman and Bell 2007). Similarly, in order to understand a socially constructed reality, 

it makes sense to use methods that enable interpretation of social phenomena rather 

than looking for a single and fundamental truth (Grix 2002).  

Likewise, an organisation is viewed as socially constructed and can only be 

understood from the viewpoints of people directly involved in its actions (Bryman and 

Bell 2007). Social constructionism conceives of reality as being subject to different 

interpretations of people’s behaviours (Saunders et al. 2003). For example, both the 

interview excerpts below are socially constructed in that they refer to the same issue 

but in different ways:  

There is not enough resources to look after patients and this lack of 
resources is impacting on patient care. Patients who should be on 
acute wards are now admitted on rehabilitation wards due to lack of 
acute beds. There are less acute beds than what we had 10 years ago, 
and this is impacting services. It is also causing stress for staff and 
impacting patients negatively. – Field diary 12/03/2020 
 
For us personally, there is a lack of resource in our teams so you 
mentioned before when we talked about our locality and it is massive 
and we don’t have enough intervention erhmm from ourselves, that is 
not from the lack of trying because we are probably working at 200% 
erhmm and we have to think about our own health and wellbeing but 
we are massively under-resourced as an HR team. – P7 05/07/2019 

Social constructionism can therefore be considered a specific mode of interpretivist 

thought which places the spotlight firmly on the importance of interaction and social 

context when it comes to the construction of knowledge and meaning about the world. 

This provides a useful way to frame this study, given its aim to explore what causes 

stress for mental health support workers. 
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An interpretivist paradigm is closely related to qualitative approaches. It is 

exploratory, with flexible study designs accounting for subjective meanings and 

individual experience (Snape and Spencer 2003). Interpretivists assume that reality is 

relative and multiple, and that knowledge is socially constructed. In my research, I 

sought to explore the subjective meanings behind people’s reported actions (Saunders 

et al. 2003). The value of interpretivist research is the ability to explore the specifics of 

a given phenomenon to understand the socially constructed reality behind it (Remenyi 

et al. 1998).  

Most interpretivist approaches can be considered to be founded on some form 

of constructivist or constructionist epistemology. This is with regard to meaning and 

knowledge as constructed rather than discovered (Crotty 1998). In other words, 

constructionism refers to the construction of knowledge about reality rather than reality 

itself as advocated by the less widely held subjectivist or radical constructivist 

standpoint (Schwandt 1997; Crotty 1998). However, this constructed knowledge is not 

stable but is dependent on the way we view the world, which in turn is shaped by 

context and interaction (Patton 2002). While the terms “constructivism” and 

“constructionism” are often used interchangeably, there is an important difference in 

their mode of focus (Crotty 1998; Patton 2002).  

In asserting a social constructionist stance, it is acknowledged that the 

understanding gained from this study is socially and contextually constructed through 

the interaction between staff and their environment and also through interaction 

between myself as a researcher and the study participants. Social constructionism 

places emphasis on the researcher and the research interaction itself as a major 

influence when it comes to creating knowledge. These elements will be explored 

further through a reflexive account of my own subjective view of the world and the 

interview interaction. 

 

3.3. Research approach 

In contrast to heavily philosophy-based approaches, pragmatism is described as a 

“toolkit” approach to research based on “practical realities” rather than epistemological 

positioning (Snape and Spencer 2003:14). There is a growing acceptance of 
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pragmatism as a mode of enquiry in its own right, underpinned by rising concerns that 

philosophical complexities may be undermining the researcher’s ability to address 

practical considerations that form an integral part of the research process (Silverman 

2006; Patton 2002; Snape and Spencer 2003; Bryman 2008). Patton (2002) argues 

that it is suitable to use qualitative methods because they are appropriate to a specific 

aim. Patton (2002) also describes various types of pragmatic approaches, divided into 

programme evaluation and quality assurance.  

A pragmatic approach, for example, would be likely to consider questions for 

participants such as, “How do they perceive their lives? How do they make sense of 

what they experience?” Patton 2002:150). In the context of my study, by asking these 

sorts of practical questions, it is argued that pragmatic research can “illuminate” the 

lives and perspectives of participants holistically and in their own terms in a way that 

cannot always be achieved by heavily embedded philosophical approaches (Patton 

2002:150–1).  

The next section begins by outlining the methodological starting points of this 

research and how I arrived at a qualitative approach with some auto-ethnographic 

elements. It will also set out how I undertook the ethnography, documenting field notes 

while at work and conducting semi-structured interviews with staff, before detailing how 

I analysed and made sense of the abundance of data gathered using each of these 

techniques. Ethical considerations and research quality are also discussed. In keeping 

with a qualitative constructionist traditional approach, there is a reflexive account of my 

own subjective position in the research process. 

 

3.4. Methodology 

Methodology is a framework that guides choices of methods (Crotty 1988); it involves 

the way data are collected to address the research questions (Bhattacherjee 2012). 

There are numerous potential methodologies which govern the interpretivist 

framework, including ethnography, discourse analysis and grounded theory. 

The choices we make, therefore, when using a research methodology, help to 

create a step in the research process between setting objectives and commencing field 
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work which leads to a discovery of the appropriate tool between the research topic and 

questions (Buchanan et al. 2007).  

A qualitative approach was the methodology chosen, in a single case of an NHS 

Trust (the Trust is explored in more detail in Chapter 4). I decided to use a qualitative 

approach because the research question of how work stress affects mental health 

support workers involves exploration of the experiences (Van Manen 1990) of 

individuals. Qualitative research helps researchers to develop rich descriptions of 

meanings and behaviours and feelings evoked by workplace issues at one point in 

time and they can be used to understand mental maps of the elements in their world 

(Langley 1999).  

In addition, as a mental health support worker myself, there was also a hint of 

auto-ethnography which enables contextually robust qualitative social research in 

which day-to-day interactions make up the essence of data produced (Mark 2008). By 

examining the social interactions of people within a specified environment, the 

researcher gains an understanding of how people experience the world.  

Ethnography attempts to grasp “the natives’ point of view” (Malinowski 1922 in 

Schwartzman 1993:1) and to understand parts of the world as they are understood in 

the everyday lives of the people who actually live there (Cook and Crang 1995:4). 

While trying to understand the natives’ (here: mental health support workers) point of 

view, an ethnographic approach demands an appreciation of the way in which different 

individuals construct and make sense of the world (Hargreaves 2008). Hence, the 

almost total lack of pre-existing research on work-related stress among mental health 

support workers and the lack of attention to this selected group makes my research 

exploratory and therefore well suited to the use of ethnography.  

In practical terms, ethnography entails an immersion in the field of study by the 

researcher, investigating everyday life and considering the participants’ perception of 

reality. It requires that the researcher be immersed in the settings being studied. My 

immersion in the setting as an insider and as a mental health support worker enabled 

researching with rather than on the participants. Having lived familiarity and shared 

cultural grounds, I was able to gain ready access to potential research participants and 

develop rapport (Giatzitzoglu et al. 2018). As a member of the organisation under 
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study, I was already absorbed “in the field”, helping me to better understand what the 

environment was, including the phenomenon under study.  

Such immersion does however present difficulties in managing the impact of my 

own experiences. To mitigate, I sought to engage in reflexivity by keeping a diary (Van 

Manen 1990) that captured my observations and interpretations at work. This auto-

ethnographic element capitalised on my personal experiences and enabled 

comparisons with my participants’ experiences as part of the analysis (Adams et al. 

2015). My role as a researcher and my attempts at engaging in reflexivity will be 

discussed further in Section 3.7. 

However, as with all other methodologies, there have been some criticisms 

regarding the use of ethnography in research. Miles and Huberman (2014) argue that 

ethnographic methods have a tendency to be descriptive, and during analysis, it can 

be difficult to condense the different sources of data. The aim is to arrive at a 

construction rather than a description of the phenomenon under investigation 

(Denscombe 2007). Additionally, organisational ethnography has been described as 

“jet plane ethnography” where researchers “rarely take a toothbrush” (Bate 1997:1150 

in Hargreaves 2008:75). 

 

3.5. Data collection  

In order to maintain the study’s subjective and holistic focus, I used multiple collection 

methods to gather data: interviews, a reflective diary used as witnessing my 

experiences as a native, field notes as witnessing my observations as a researcher, 

and documents as data sources about the research context. In addition, case study 

research typically involves multiple data collection methods to explore a particular 

phenomenon (Starman 2013).  

Although multiple methods of data collection are time consuming, one major 

advantage is that they can assist with the identification of common categories, themes 

and patterns across all datasets (Saunders et al. 2009). Multiple methods also provide 

depth and richness of data and highlight areas requiring further investigation. This is 

particularly important in/for inductive theorising, therefore making it possible to 

thoroughly address the research question. 
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In addition, multiple data sources provide better chances to answer the research 

question, which makes good qualitative research (Gioia et al. 2013). In this research, 

the methods all came within a “qualitative world view” (Saunders et al. 2009:152) but 

gave me an opportunity to evaluate the data with confidence and in more depth. 

Methods such as interaction with staff during my shifts, which formed part of my field 

diary, and analysis of some of the Trust’s internal documents such as the sickness 

absence policy and stress policy, provided me with complementary information. 

The different methods together with the amount of data collected are provided 

in Table 3.1.  

 

Table 3.1. Overview of Final Study Design 

Method  Type Quantity 

Interviews  

Workers (32) 

Managers (3) 

 

Average time for each 

interview = 45–60 

minutes. 

 

Across 5 roles: 

 Mental health 

support workers 

 Occupational 

health specialists 

 HR staff 

Semi-structured  35 
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 Community mental 

health nurses 

Trade union 

representatives 

 

Field notes In the form of field diary Across 10 observation 

points 

Point 1 (2 pages) – 

12/04/2019 

Point 2 (3 pages) – 

08/05/2019 

Point 3 and 4 (5 pages in 

total) – 21/05/2019 

Point 5-(2 pages)- 

2/06/2019 

Point 6 (2 pages)- 

4/06/2019 

Point 7 (3 pages)-

10/07/2019 

Points 8 -9 (3 pages)- 

4/08/2019 

Point 10 (2 pages) 

6/08/2019 

Documentary Policy guidance Average pages for each 

policy = 21–30 

 



62 
 

 Sickness absence 

policy 

 Stress at work 

policy 

 Rolling sickness 

absence policy 

 Staff stress survey 

 

 

I will describe, explain and justify each method listed in the table above in the 

remainder of this section. 

 

3.5.1. Qualitative interviews 

Interviews were selected as the main source of data collection because they seek to 

minimise the influence of a researcher and help to gather facts about the values and 

behaviours of those interviewed (Reissner and Whittle 2021). The purpose of 

interviewing employees was to get a feel of what was going on and to better understand 

the nature of the problem (Saunders et al. 2003). Analysing the interview data helped 

me make sense of the problem under study.  

Interviews have become one of the most common ways in which knowledge 

can be produced (Brinkman 2018). In interpretivist and social constructionist research 

such as this, there is no single “correct” or “objective” way of interpreting interview data 

(Reissner and Whittle 2021); rather there is an opportunity to “collect and rigorously 

examine narrative accounts of the social worlds” (Miller and Glassner 2011:145). 

Qualitative interviews attempt to “understand the world from the subjects’ points of view 

to unfold the meanings of their experiences and to uncover their lived world” (Brinkman 

and Kvale 2015:3). The qualitative approach determined the number of interviews to 

be conducted, especially with mental health support workers, who were the main 

source of information for the research project (Saunders and Townsend 2016).  
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Sampling and access to research participants  

The interview process began when I started compiling the sample of potential 

participants. I sent an email request to the chief executive asking if a protocol could be 

added to the NHS Trust bulletin asking whether participants would consider taking part 

in my study. This was granted and a protocol sheet was developed stating the aim of 

the research and my full contact details. This was sent out to staff through the bulletin. 

Following this, I received numerous emails from participants requesting to be a part of 

the study. 

If participants fitted my parameters, I provided them with more detail on the 

research topic as the first stage of obtaining “informed consent” (Brinkmann and Kvale 

2015:93; Flick 2007:69). Most participants showed a lot of knowledge of my research 

topic and were eager to participate. Semi-structured interviews were used because 

they retain sufficient flexibility to explore responses from participants and initiate 

alternative discussion topics which may arise during the process of the interview 

(Alvesson 2011; Silverman 2014). In addition, they simultaneously allow the 

researcher to guide certain areas of interest around the topic of discussion to achieve 

the construction of knowledge, using a probing approach (Smith and Osborn 2008) to 

extract meaning from answers that are either superficial or unclear. 

Purposive sampling creates a high level of correspondence between sampling 

and research questions because it involves choosing cases because they fulfil some 

criteria or have features in which we are interested (Silverman 2005; Bryman 2008). A 

snowballing sampling technique was used to recruit interviewees. Interviews with 

frontline managers and occupational health representatives were used to provide 

different views on similar issues. The researcher aimed to seek out settings and people 

within those settings where “the process being studied are most likely to occur” (Denzin 

and Lincoln 2000:370).  

The initial strategy utilised in the current study can be conceptualised as 

criterion sampling (Patton 2002). The criterion for inclusion was participants’ current 

employment in an NHS Trust as a mental health support worker. Although I did not 

anticipate the need for an iterative approach to case inclusion, the realities of the field 
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resulted in a flexible sampling frame that developed over the course of the research. 

Therefore, my sampling frame did not only involve mental health support workers; an 

additional four roles emerged in the inclusion criteria. The reason for this was to get an 

overview across different staff groups.  

 

Table 3.2. Study sample 

Participant  Job role Permanent/ 

temporary/ 

bank/agency 

Pay band 

P1 Mental health 

support worker 

Permanent Band 3 

P2 Mental health 

support worker 

Permanent Band 3 

P3 Mental health 

support worker 

Permanent Band 3 

P4 Mental health 

support worker 

Permanent Band 3 

P5 Mental health 

support worker 

Permanent Band 3 

P6 HR Permanent Band 5 

P7 HR Permanent Band 5 

P8 Union Permanent Band 5 

P9 Union Permanent Band 5 

P10 Mental health 

support worker 

Part time Band 3 
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P11 Mental health 

support worker 

Permanent Band 3 

P12 Mental health 

support worker 

Permanent Band 3 

P13 Mental health 

support worker 

Bank Band 3 

P14 Mental health 

support worker 

Bank Band 3 

P15 Mental health 

support worker 

Agency Band 3 

P16 Manager  Permanent Band 7 

P17 Mental health 

support worker 

Permanent Band 3 

P18 Mental health 

support worker 

Permanent Band 3 

P19 Mental health 

support worker 

Permanent Band 3 

P20 Mental health 

support worker 

Permanent Band 3 

P21 Mental health 

support worker 

Permanent Band 3 

P22 Union Permanent Band 3 

P23 Mental health 

support worker 

Bank Band 3 



66 
 

P24 Mental health 

support worker 

Bank Band 3 

P25 Mental health 

support worker 

Permanent Band 3 

P26 Mental health 

support worker 

Bank Band 3 

P27 Mental health 

support worker 

Permanent Band 3 

P28 Mental health 

support worker 

Permanent Band 3 

P29 Mental health 

support worker 

Permanent Band 3 

P30 Clinical Nurse Permanent Band 6 

P31 Clinical Nurse Permanent Band 6 

P32 Manager Permanent Band 7 

P33 HR Permanent Band 5 

P34 HR Permanent Band 5  

P35 Manager  Permanent  Band 7  

 

As described in the table above, the final study sample consisted of workers from NHS 

Pay Bands 3 to 6 (pay points which staff progress to annually). In nursing, pay bands 

are equated with seniority and authority. The bands range typically from 3 to 9. Band 

3 is the lowest and mental health support workers fall into this group; the higher the 

band, the higher the person is in the organisational hierarchy.   
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The interview process and questions 

The interview guide (see Appendix VIII) was developed based on key themes identified 

during the literature review process to help gather the material needed to investigate 

the broad area of interest (Brinkmann and Kvale 2015:129; Bryman and Bell 2015:486; 

Silverman 2013a:205). Some of the key themes explored included employee voice and 

recognition, role and position in organisation, organisational culture, workplace 

environment and personal factors.  

The specific research question was used as a general guide to allow new and 

more interesting research questions (Alvesson 2011) to emerge during the data 

collation process. Two sets of interview questions were developed and used for the 

different groups of interviewees; one for mental health support workers and the other 

for occupational health specialists, HR and frontline managers (see Appendix VIII).  

I ensured that most questions were open response questions; these are suitable 

when detailed information is needed (Ekinci 2015:4) and are likely to encourage co-

construction of knowledge (Alvesson 2011; Roulston 2010). I spent time re-ordering 

the questions, for example putting personal questions such as age, job title, 

professional role and length of service at the beginning.  

I therefore had to develop more conversational and free-flowing interview 

questions (exploratory in nature), bearing in mind that an interview in this research 

context is an interchange of views between two people having a conversation about a 

theme of mutual interest rather than a more formal interaction (Brinkmann and Kvale 

2015). More conversational, free-flowing interview questions fitted in with the semi-

structured approach, even though this could be interpreted as contradictory because 

it allowed me to ask additional questions when needed. The interview space became 

a reflexive space for participants during the interview. 

All interviews were recorded so that I could concentrate on what was being said. 

I also took notes in case the audio recorder failed without us knowing (Czarniawska 

2014). Most interviews took approximately one hour; the shortest was half an hour due 

to unforeseen circumstances. Rapport with participants was easily established by 

sharing any of my own experiences that supported theirs, although I tried to create a 

balance to ensure that I did not talk too much and that I followed the research 
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participants’ interests and views rather than mine. This co-construction of empirical 

material ensured that I was constantly double checking to ensure that my 

interpretations reflected their intentions. For example, when some of the participants 

used words like “disciplinary”, “measures” or even “uncertainty”, I asked them to 

confirm what the term meant to them and how they understood it. 

All interviews were fully transcribed by me as soon as possible after the 

interview had taken place. Transcribing myself was time consuming but it was a useful 

process which provided the first stage of immersion in the original data (Smith et al. 

2009) while also allowing me to be familiar with the empirical material.  

 

The interview location 

It is important that the researcher finds a suitable place and time for interviews to be 

conducted; this must be a place where the interviewer and interviewee feel safe and 

comfortable (Roulston 2010). The date, time and location of each interview were 

arranged individually and chosen by participants when they “opted in” to the study, 

either by email or telephone depending on their preference. As many of the 

interviewees were recruited through the NHS Trust, I was familiar with, it was likely that 

I would know some of the interview locations. 

Most participants chose their natural setting, which is their place of work, to be 

interviewed. Upon arrival at the participant’s workplace, there was always time 

available for informal conversations while making tea or coffee which provided 

additional context. Most of the interviews took place in a private meeting room or an 

office; this allowed for fewer interruptions from colleagues. Only two participants 

requested an interview away from work and chose to be interviewed at their home.  

At the end of the interview, I thanked participants for their time and asked if they 

had any questions or reflections on the interview. I noticed that informal conversations 

after the “official” interviews often provided a rich source of insight, and most were 

considered useful. In this case, I asked the participants if I could write the interaction 

down to be included in the study. Participants were often agreeable to this.  

Upon leaving the interview situation, I made initial reflection notes on how the 

interview progressed, including major discussion points and anything else that had 
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surprised me or that linked to findings from previous interviews. This was done as soon 

as possible so that I didn’t forget important information. My interview reflections noted 

an interesting dynamic for the interviews conducted in the workplace as opposed to 

those conducted at home. The two workers interviewed at home seemed to be less 

formal and created a more informal interaction.  

After the interview, I emailed each participant to thank them for their time and 

participation unless they requested not to be contacted. A majority of the participants 

requested to see the interview transcript; these were sent out by post or email 

depending on their preferences.  

In summary, criticism or support for the use of interviews appears to depend on 

what the researcher considers to be valid data and the extent to which interviews are 

intended to give access to “real” experience (Dingwall 1997; Rapley 2004; Silverman 

2010). However, such criticisms were not a concern in my study as I was interested in 

staff’s subjective interpretation of their working lives.  

 

3.5.2. Field notes (diary entries) 

An field diary formed part of my data collection and was brought into my thesis. I was 

able to make notes of discourse analysis and themes that cropped up. The 

ethnographic field notes resulted in a wealth of information from which findings and 

recommendations could be drawn.  

Diary entries help researchers to record their immediate actions, conversations, 

reactions and thoughts and also to overcome the risk of memory recall. At the same 

time, they aid in gathering information that could support interviews, especially in 

situations where relevant information may have been missed or forgotten (Bryman 

2012). They can also assist the researcher to obtain “rich sources of data which detail 

how people make sense of their everyday lives” (Silverman 2014:299).  

As Wright Mills (2000) suggests, researchers should use their life experiences 

in their work in continually interpreting. I therefore decided to keep my own lived 

experience diary. Throughout the research process, I continued to work part time as a 

mental health support worker with the Trust, engaging in ethnography as part of my 

shift, and on the back of that were my reflections and field notes. These field notes 
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allowed me to formally record after my shifts, my reflections on what was happening 

among frontline staff. These notes were written up on a regular basis and consisted of 

the most interesting and noteworthy events and concerns that struck me at work. A 

number of these events were written as short notes at the time and then expanded as 

soon as possible after each shift. The lived experience diary was intended to act as an 

aide-memoire to highlight events of importance to my study, such as when people 

spoke about difficulties balancing home and life, and discussion around sickness 

triggers including stressors that people might be experiencing.  

This selective diary entry approach agrees with Wright Mill’s (2000:196) suggestion:  

Whenever you feel strongly about events or ideas you must try not to let 
them pass from your mind, but instead to formulate them for your files 
and in so doing draw out their implications, show yourself how either 
foolish these feelings or ideas are, or how they might be articulated into 
productive shape.  

  

In completing the diary, I was also transcribing interviews, and this meant that I was 

actively implementing suggestions and findings that were emerging from the 

interviews. I was also reflecting upon these findings in relation to my own experience 

as a mental health support worker. This reflexive space provided me with support 

during times when I felt stressed, for example due to excessive workload. 

I did not complete an entry every day I was on shift, but only when an event 

such as discussion around stressors in the workplace, episodes of violence and 

aggression, or sickness absence generated strong feelings either positive or negative. 

I recorded these events in my diary so that I was able to formulate them when needed, 

especially during analysis. However, during this process, emotions were experienced 

as is common in an ethnographic study (Mazzetti 2013).  

 

3.5.3. Documents 

Organisational documents play an important role in organisational life, providing details 

of policies and procedures and other records of events (Lee 2006); hence the need to 

add documents as one of my data collecting tools to address the research question. 

Different documents regarding work policies such as sickness absence and stress 

were collected from the Trust and analysed with permission granted by the Trust’s 
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research and development department. I specifically requested the stress and 

sickness policies because they contained information that would be useful for the 

phenomenon under study. I was keen to know what the context of the guidance 

entailed, how the policies were implemented and what support was available for staff 

experiencing stress at work. In addition to this policy guidance, sickness absence 

rolling figures and current staff surveys on work-related stress were requested in 

advance of the interviews. These documents were also coded thematically, as with 

other analysis across the dataset. 

3.6. Data analysis 

Data analysis is the process of systematically breaking down things into their 

constituent parts and then relating them to each other in a precise and consistent 

manner. It is not a random dissection or method but rather a methodological 

examination (Braun and Clarke 2006; Nowells et al. 2017). This means that unlike 

other qualitative methodologies it is not tied to a particular theoretical or 

epistemological perspective (Braun and Clarke 2006). By so doing, connections and 

patterns are produced, and while guidelines exist as to how qualitative analysis can be 

undertaken, there are suggestions that each approach will be unique to the researcher 

depending on their skills, style and insights (Bryman 2012; Patton 2002; Silverman 

2010). 

In preparation for analysis, which was thematic in nature, each recorded 

interview was transcribed verbatim, including any audible emotion such as laughing. I 

transcribed all interviews myself and found it extremely valuable to be “immersed” in 

the data. Taking a thematic approach to data analysis seemed the most logical option 

in this study given its exploratory nature. Thematic analysis is described as an inductive 

technique driven by the data, involving identification of patterns, themes and categories 

and aiding in pattern recognition (Patton 2002). However, Braun and Clarke (2006) 

argue that thematic analysis can be used both inductively and deductively in terms of 

theorising. Thematic analysis was considered a useful balance between the 

“descriptive” works most commonly associated with ethnographic research and a more 

“explanatory” approach (Spencer et al. 2003:212).  
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Having coded the interview data, I then reviewed the additional data obtained 

from my lived experience diary entries. This material was analysed with a view to 

supporting, contradicting or enriching findings from the interview data. The lived 

experience diary was also used to highlight similarities and differences between my 

own experiences and those of the participants, but it also became a reflexive space for 

me.  

During the course of the transcription process, I familiarised myself with the data 

by reading and rereading the transcripts in order to gain a feel of the data “as a whole” 

(Ritchie and Spencer 1994:178). Alongside this, I also engaged with my reflections and 

field notes and wrote initial thoughts and key points on each transcript. 

 

Process of analysis 

During the process of analysis, I did some descriptive coding and then started to 

develop the data structure. The analysis proceeded in three stages. In the first step, 

all data (interview transcripts, field notes, documents) were coded thematically (Braun 

and Clarke 2006). I labelled passages of text that appeared to be important to 

understand mental health support workers’ lived experiences of stress, such as 

understaffing, allocation of work, lack of employee voice and recognition, manager-

staff relationships and financial pressures. 

In the second step, these first-order codes then were categorised into second-

order codes, using the causal connections between first-order codes inherent in the 

interviewees’ accounts, such as role and position in the organisation, change, 

innovation and efficiency, workplace environment and personal factors. This is 

represented in Figure 3.1 below. 
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Figure 3.1. 1st and 2nd order codes and aggregate dimension 

 

 

In the third step, these second-order codes were then mapped onto three analytical 

domains (aggregate dimension) – organisational, workplace, personal/life – that 

informed the design and data collection procedure of this study. This involved 

interpreting the second-order themes identified in Step 2 using the causal connections 

between them. However, one of the limitations of the Gioia methodology was its linear 

nature which did not work well in this study. This is illustrated in Figure 3.2 below. 
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Figure 3.2. Theoretical model – Process framework 

 

 

According to Langley (1999), data collected within organisational contexts have 

different characteristics such as dealing with sequences of events, and they often 

involve multiple domains as represented in Figure 3.2 above. The three analytical 

domains will be used to examine mental health support workers’ lived experiences of 

stress in terms of organisation (Chapter 5), workplace (Chapter 6), and personal life 

(Chapter 7). The analytical model induced inductively through this process will be 

discussed in more detail in Chapter 8, bringing together the findings to theorise the 

interrelatedness of stressors at the organisational, workplace, and personal/life 

domains. 

Following transcription and familiarisation, the next stage of data analysis was 

undertaken using the computer software package NVivo. NVivo was considered the 

most useful way to organise and manage the huge amounts of data that were 

generated, and it allowed easier movement than coding on paper. The initial thematic 
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framework was set up in NVivo as a series of tree nodes upon which all 35 transcripts 

were coded. NVivo identified participants’ language and words to generate first-order 

(participant-based) concepts through constant comparison between different extracts. 

Through constant handling and rereading, I developed an intimate knowledge of the 

data (Pope et al. 2000). Subsequently, the first-order concepts were organised into a 

logical sequence, allowing the emergence of second-order themes after abstraction at 

a higher level. Finally, the flow of data was collapsed in aggregate dimensions, 

representing a series of second-order themes that had issues in common. The end 

point of data analysis was reached when all concepts had been classified and no more 

themes or aggregate dimensions emerged from the data.  

 

3.7. Research quality and the role of the researcher (reflexivity) 

The quality of a study can be assessed by how reliable and valid the conclusions are, 

but these can be hard to judge when it comes to qualitative research. According to 

Guba and Lincoln (1994), trustworthiness and authenticity are regarded as more 

appropriate criteria for assessing qualitative research. Trustworthiness can be 

achieved by “respondent validation” (Bryman 2012:391); I did this by checking with the 

participants that the common themes that emerged reflected what their intended 

meanings were. 

             I used a combination of qualitative methods, including my lived experience 

diary and documents. This facilitated in-depth analysis that generated insights and 

understanding of the working environment of mental health support workers. In 

addition, the use of computer software facilitated a flexible and more malleable 

approach, allowing for new nodes to be created and existing nodes renamed; these 

were merged together into different parent nodes. 

Reflexivity has a key impact on research practice and there is a consensus that 

it is reflective and recursive process (Reissner 2018). Ethnographers can face 

difficulties in researching in their own employing organisation. They also have to deal 

with the emotional challenge of living in two worlds: their own and that of the research 

participants (Mazzetti 2018). Therefore, it is important for ethnographers to produce a 

reflexive account of their experiences and their field work. In addition, reflexivity is 
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particularly important to social constructionists and ethnographers because the 

relationship between the researcher and researched is central to the co-creation of 

knowledge (Giatzitzoglu 2018; Crotty 1998). 

According to Boud et al. (1985), reflection is an important human activity which 

helps people recapture their experience, mull it over, think about it and evaluate it. 

Reflexivity is also described as a way of bringing cultural and political consciousness, 

self-awareness and ownership of one’s perspective into research – a process involving 

“self-questioning and self-understanding” (Patton 2002). Researching the complex and 

dynamic nature of work-related stress can pose a number of challenges for the 

researcher (Mazzetti 2018), so it was particularly important for me to be able to create 

a reflexive space through the research process to deal with the complexities of 

discussing such a sensitive topic. Whilst undertaking this research, it became apparent 

that not only did I need to think much more deeply about the assumptions, results and 

claims (Alvesson 2011) made if the data generated were to provide a true 

representation of mental health support workers; I needed to also be more self-critical. 

As a mental health support worker myself, it is inevitable that my interpretation will 

reflect my personal experiences, but it is important to be able to appreciate the 

similarities and differences between the people we are studying and ourselves 

(Silverman 2013b:13). With this in mind, I focused on the participants’ accounts to allow 

themes to emerge from them. I then identified similarities and differences between the 

participants’ accounts and ensured they were fully supported by direct quotations from 

their interview responses. I have also provided details of my approaches to analysis to 

achieve transparency, allowing the reader to understand how the data were 

constructed and interpreted.  

I also used reflexive tools such as my lived experience diary to supplement and 

address the limitations of the interview data. This helped me to openly position myself 

within the social world which I was studying to ascertain the trustworthiness and 

authenticity of the research findings (Guba and Lincoln 1994).  



77 
 

3.8. Research Ethics  

Most professions have well-defined codes of ethics set in place, including guidelines 

ranging from maintaining confidentiality to securing permission and access (Miles and 

Huberman 2014). Every researcher, regardless of the discipline they belong to, must 

bear in mind the different ethical considerations at each stage of the research process 

from initial design to data collection through to findings. The flexible and socially 

embedded nature of qualitative inquiry brings its own uniqueness and set of 

considerations by setting a research environment which is difficult to predict (Bryman 

2008). Additionally, the depth of a qualitative study often requires intimate engagement 

with both the public and private lives of individuals (Mason 1996:166–7). This intimate 

nature emphasises the importance of ethical codes of conduct to qualitative 

researchers (Lewis 2005). 

At the onset of a study requiring interviews, there are many ethical questions to 

be considered. These include “What are the benefits of the study?” (Brinkmann and 

Kvale 2015) or “How will the study contribute towards the improvement of the situation 

investigated?” (Kvale 1996). The intended contribution of this study was to increase 

knowledge of what causes stress for mental health support workers and how this can 

be managed by the NHS as an organisation. Increased understanding of this 

phenomenon can also be used to underpin policy-making decisions (Mandi and Biletta 

2018). A further contribution is to create awareness of this often unheard and under-

researched group of staff. 

The research information sheet and consent form were approved by Newcastle 

University’s Faculty of Humanities and Social Sciences Ethics Committee on 19 June 

2018. These were then provided to the Trust as part of their requirements for research 

approval. Once approval was granted, the Trust gave the green light to begin 

recruitment of participants on 25 February 2019. Prior to commencing interviews, full 

details of the research were provided, alongside an informed consent sheet (see 

Appendix IV), to ensure that participant’s full informed consent was given. I also issued 

an information sheet (see Appendix III) together with a debriefing sheet/email template 

(see Appendix I and II) stating what the purpose of the research was and providing 

participants with details of occupational health specialists to provide emotional support 
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after the interview, if needed. I also provided them with information about the 

transcripts of interviews and thanked them for their time.  

Consent from participants only and not from the organisation was obtained as 

it was their experience that was of interest. Interviews took place in participants’ own 

time rather than the time of the organisation. Each participant was provided with an 

information sheet outlining the purpose of the research, what was required of them 

regarding the study and full contact details if they had any questions prior to the 

interview. A consent form was also provided at the interview for signature (see 

Appendix).  

According to the Economic and Social Research Council (ESRC) Framework, 

research needs to be carried out to the highest standards of ethical practice, and 

researchers are accountable and responsible for maintaining these standards 

throughout the process of their research (UKRI 2021). As such, key ethical 

considerations associated with qualitative research are grouped into four main areas: 

1. Informed consent 

2. Anonymity and confidentiality 

3. Protecting participants from harm 

4. Protecting the researcher from harm  

 

Informed Consent 

Informed consent refers to the provision of relevant information to potential participants 

about whether or not they would be willing to take part in the research. Therefore, it is 

a significant process in ensuring that participation is voluntary and fully understood 

(Silverman 2010). 

Full informed consent involves explanations of the following: 

1. Potential risks or discomfort 

2 Who will have access to the data collected 

3 How anonymity and confidentiality will be preserved 

4 The overall purpose of the research, including who is undertaking it and the 

kind of information needed 
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5 The role of the participants in the study and the amount of time required 

(Adapted from Diener and Crandall 1978 and Gray 2004). 

Each of the points listed above was addressed in the Participant Information Sheet 

and was presented to participants, who opted in before any interviews commenced. 

Also, at the start of each interview, I described the study verbally, including the overall 

aim of the research, my background and my reasons for carrying out the research. 

Further to this, participants were asked to confirm if they had read and understood the 

information sheet and were also given the opportunity to ask any questions. The 

information sheet detailed the aims and purpose of my research as well as what the 

research entailed, so that participants were able to make informed decisions over 

whether they could participate in the research or not. In the sheet, they were also 

informed that participation was voluntary and that they could withdraw from the 

research without any penalty. I also made clear how the collected data would be used 

and stored. 

All participants were then given a consent form detailing the type of research 

and ethical provisions surrounding the research to ensure informed consent. They 

were then asked to sign the form to confirm their understanding and agreement. The 

consent form and information sheet can be found in (Appendix (IV). The consent form 

complemented the information sheet and the debriefing sheet. The debriefing sheet 

was a two-stage sheet used to thank participants for their participation, time and 

openness in the research. 

At the end of each interview, participants were asked if they had any further 

questions following their participation, and I offered them the opportunity to fill in a 

contact details form should they wish to be sent a summary of the research findings. I 

also handed them a copy of my contact details.  

 

Anonymity and Confidentiality 

Anonymity and confidentiality are two separate concepts that can be used 

interchangeably by researchers. Anonymity means that the identity of participants is 

not known or disclosed outside the research team, while confidentiality means that the 

data collected are not attributed to an identified participant (Lewis 2005). To ensure 
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good practice, the researcher is required to ensure that every attempt is made to 

uphold the anonymity and confidentiality of participants (Bryman 2008).  

Sometimes, anonymity can be difficult to uphold in research settings where 

participation is arranged by a third party (Lewis 2005). This was the main risk in my 

study because sometimes, in gaining access to participants, information was sent via 

a “gatekeeper”, in most cases their line managers. However, attempts were made to 

uphold anonymity as far as possible, and any personal information and data collected 

remained anonymised. In almost all the cases, once information had been passed on 

to participants, no further contact was made with the gatekeepers other than to request 

a reminder email to be sent to staff or to arrange for a manager interview. 

In adhering to confidentiality and anonymity and as part of the ethical process 

regarding the use of ethnographic field notes, I clarified with the University Ethics 

Committees and the Trust Research and Development department through an ethics 

review form (See Appendix V) that I would not be using participant observation for this 

research. This was because participant observation is typically associated with 

specific meetings and events, whereas I intended to do an ethnographic immersion 

consisting of a diary to note observations and reflections at work. Further, my 

observations did not involve clinical staff or their interactions with patients or relatives. 

Rather, ethnographic field notes allowed me to formally record, during my shift, my 

reflections on what was happening among frontline staff. Although these field notes 

involved covert observations, they were disclosed to participants should they require 

it. 

At the end of the field work, contact details were only stored for those who chose 

to receive a summary of the research findings. In accordance with the Data Protection 

Act (1998), I ensured that personal data were not kept longer than necessary and were 

stored securely. There were no names in the transcripts and field notes; rather, 

participants were identified by numbers. In addition, the audio recorder and transcripts 

were stored separately in locked filing cabinets. No quotations or potentially 

identifiable information featured in the summary of findings that was sent to 

participants. 
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3.9. Limitations 

A successful analysis is interpretative, transparent and plausible (Reid et al. 2005:20). 

To achieve this, there are different aspects that need to be addressed. One of the 

challenges relating to data gathered through semi-structured interviews is that 

participants are likely to be more “self-conscious and reflective” than in other 

circumstances and data collation and analysis is heavily reliant on the researcher’s 

views and interpretations (Watson and Watson 2012:701). Also, there is a lack of 

transparency when selecting participants and it is impossible to generalise from the 

results (Bryman and Bell 2015). To mitigate these problems, there is a need for 

sufficient reflexivity and support from other methods (Denscombe 2007; Bryman and 

Bell 2015).  

While empirical generalisation from qualitative, ethnographic and interview-

based research is challenging, theoretical insights can be transferred to similar 

contexts and situations (Smith et al. 2009). Despite these drawbacks, I am confident 

that interviews were the most appropriate method of obtaining data on the experiences 

of mental health support workers, because there were a wide range of issues that 

would not have been open and responsive to observation, making interviews the only 

viable means of finding out about them (Bryman 2012).  

 

3.10. Concluding Remark 

This chapter has outlined the broad theoretical underpinnings and subsequent 

decisions that led to the choice of methodology and methods: a qualitative interview-

based study supplemented by a field diary and document analysis. This study was 

situated within an interpretivist paradigm informed by social constructionism. In 

keeping with the social constructionist approach, the study highlighted a consideration 

of my own subjective position, including my feelings and thoughts within the research 

process. The remainder of this chapter discussed issues related to key ethical 

considerations, including consent, confidentiality and anonymity, and the quality of 

research, which further underpins the study’s overall design. The next chapter will set 

the scene and introduce the research context in which the study is situated.  
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Chapter 4. Research context: the organisation of 
mental healthcare in England 

4.1. Introduction 

In this chapter, the National Health Service (NHS) is briefly introduced as an 

organisation, and an explanation is offered of how mental healthcare is provided by 

the NHS in collaboration with partner agencies. This is followed by an overview of 

mental healthcare in the UK, including the present economic and societal concerns. 

Focus is placed on mental health, inpatient care and care in the community. The NHS 

Trust serving as the case study in this research is then introduced, through its vision, 

mission and place in the wider NHS structure, including the areas where it has 

autonomy and the areas overseen by the NHS. In addition, details are outlined of the 

Trust’s policies and procedures to safeguard the mental health of its staff. Finally, this 

chapter will explore how funding is distributed in mental health services, including its 

impact on provision of care and the relationship between funding, services and the 

workforce. The realities of staffing mental health services and the impact on quality 

and safety of care are also briefly discussed. 

Health policies that have shaped and improved the mental health systems in 

the UK include The National Service Framework for Mental Health: Modern Standards 

and Service Models (DoH 1999), and No Health without Mental Health: A Cross 

Government Mental Health Strategy for People of All Ages (DoH 2011a). These 

policies have emphasised the need for clear care planning, involving patients and 

carers wherever possible. There has also been an agenda of implementing and 

transforming mental healthcare in the UK; hence the implementation of The Five Year 

Forward View for Mental Health, a report from the independent Mental Health Task 

Force to the NHS in England (NHS England 2016). This report was proposed due to 

the costs of mental healthcare to individuals, their families, the NHS and wider society. 

The implementation plan set out in the document is for the benefit of the whole NHS 

and not just for mental health services, and it is a financial necessity to manage the 

challenges of the years ahead (King’s Fund 2017). According to the National Mental 

Health Director, Claire Murdoch: 

People can, and do, recover from mental ill health. The evidence is clear that 

improving outcomes for people with mental health problems supports them to achieve 
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greater wellbeing, build resilience and independence and optimise life chances, as 

well as reducing premature mortality. (Implementing the Five Year Forward View for 

Mental Health, February 2016) 

Implementing the Five Year Forward View is anticipated to increase access to 

mental healthcare and to improve services. However, delivering this agenda requires 

significant expansion of the current workforce (King’s Fund 2017). This means that by 

2020/21, an additional 1,700 supervisors and therapists are required to meet the 

increasing demand on health services, in addition to improving the retention of already 

existing staff based on recommended caseloads (Kings Fund 2017). However, given 

that this programme was supposed to end in 2021, it is unclear if there has been a 

delay to its completion as a result of the Covid-19 pandemic. 

 

4.2. The NHS as the UK’s main public healthcare provider 

The NHS, short for National Health Service, was the first universal healthcare system 

in the world; it was created after the Second World War and was founded “in place of 

fear” (Light 2003). With more than 1.4 million staff, the NHS is the largest employer in 

the UK and is expected to lead by example in looking after the health and wellbeing of 

its staff. To support this statement, the Department of Health commissioned Dr Steve’s 

Boorman’s report on The Health and Wellbeing of NHS Staff. As a result, there is now 

a pledge in the NHS constitution to provide support and opportunities for staff to 

maintain their health, wellbeing and safety. Across the wider NHS, staff endeavour to 

deliver efficient services to a growing population of people living with mental health 

challenges in a context of severely constrained resources (Collins 2020). 

The NHS is a public service that is habitually valued by the British people and 

ranked highly in international comparisons (Light 2003). It was created in 1948 and 

its founding principle is to provide access to care for everyone on the basis of need 

and want, not ability to pay; this remains very important today. There has been a 

considerable improvement in health outcomes among the UK population since the 

NHS was formed; for example, life expectancy has increased by 12 years from 68 to 

80 (Majeed et al. 2018). The NHS was designed to provide essentially free care, at 

the point of need, irrespective of age, health, race, religion, social status or the ability 
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to pay. While there are smaller private care and nursing homes, the NHS remains the 

single largest employer of carers and nurses in the health sector. 

According to the Ross and Naylor (2017), the NHS structure comprises of NHS 

England; NHS Improvement, which is responsible for providing direction on service 

transformation and improvement nationally; and the Care Quality Commission 

(CQC), whose role is to not only monitor and register care providers but to rate and 

inspect NHS services in order to protect patients. In addition, the NHS Trusts and 

Foundation Trusts have different sub-organisations like community services, mental 

health services, hospital services and ambulance services (King’s Fund 2017). When 

it comes to focusing on patient experience and recovery, and intervening to improve 

the quality of services provided, delivering care can become overwhelming both for 

the staff involved and the organisation itself. However, the need to do this within a 

system that is complex and within an organisation that is under pressure to increase 

efficiency is a fundamental challenge which needs a solution (Goodrich and Cornwell 

2008). 

Within the organisation, the ideal is that mental health support workers, like 

other healthcare workers, are highly motivated to care for their patients with humanity 

and decency, as stipulated by the Department of Health (2007). However, sometimes 

these behaviours cannot be realistically enacted in practice, with stress playing a role. 

From my experience as a support worker, healthcare staff can become overwhelmed 

in terms of the number of hours they work and also from psychological effects. 

The NHS is constantly changing due to advances in research evidence, which 

lead to new practices, and technology transformation in the workplace (Lumbers 

2018). Evidence of the dynamics and challenges of change in the face of increasingly 

complex healthcare needs such as disability or sensory impairments, and the 

pressure on the NHS, indicate that change will always be a central issue. This view 

is based on reports from interviews and on literature, as will be discussed in the next 

section. 

The Five-Year Forward View, which is NHS England’s 2014 strategy, sets out 

a vision for a healthcare system with a plan that requires a significant change in 

practice, thinking and the delivery of healthcare over the next decade (King’s Fund 

2017). This means making sure people get access to the right help at the right time 



85 
 

and ensuring that decisive steps are taken to break down barriers in the way services 

are provided to reshape how care is delivered.  

The NHS is not a single organisation; rather it consists of multiple 

organisations. This means that the NHS does not have a central working recruitment 

team. As provided on its website, the NHS is constantly changing in structure, 

responsibilities and specialities. In 2019, NHS England and NHS Improvement 

merged in order to better support the NHS and to improve care given to patients (NHS 

England 2020). This has initiated a new long-term plan for the NHS, which will bring 

some changes to the health service and some significant improvements to care 

quality and outcomes (NHS Improvement 2020).  

Ross and Naylor (2017) shows that NHS England and NHS Improvement are 

responsible for providing national direction for service improvement, transformation, 

governance and accountability. The Care Quality Commission is responsible for 

registering care providers and monitoring, inspecting and rating their services to 

protect users, while the regional NHS England and NHS Improvement teams ensure 

the quality, financial and operational performance of the regional NHS organisations. 

Finally, the Sustainability Transformational Partnerships bring together NHS 

providers and commissioners, local authorities and other local groups to engage and 

collaborate, planning long-term needs for local communities. This is similar to the 

Integrated Care Partnerships and Primary Care Networks responsible for providing 

collaborative service delivery, such as, in the case of ICP, providing services for 

hospitals, communities, mental health services and GPs; and the PCN, responsible 

for providing collaborative care services to local communities, social care and the 

voluntary sector (Ross and Naylor 2017).  

The NHS mental health provider studied in this research has a specific 

hierarchical structure which includes a chair, chief executive, finance director/deputy 

executive director, executive medical director, acting executive director of workforce, 

executive director of commissioning and quality assurance, executive director of 

nursing and chief operating officer, and seven non-executive directors. This board 

team has diverse responsibilities and decision-making duties. The overall goal of the 

team is to ensure that quality care and effective service delivery continues to be on 

offer for service users. This structure represents the governing power of the trust, 
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which must ensure that as new challenges emerge, high quality and sustainable 

services continue to be delivered. 

 

4.3. Mental healthcare in the UK 

 4.3.1. Mental health awareness 

Mental health can be defined as the mental and emotional state in which people feel 

capable to handle the common stresses of life (WHO 2009). According to the World 

Health Organisation’s (WHO) definition, it is a state of wellbeing whereby a person 

realises his/her own abilities, is able to cope with the normal stresses of everyday life, 

can work productively and is able to make a contribution to his or her community (WHO 

2009). However, a person’s mental health can be influenced by social, economic, 

political, emotional and psychological factors. 

The Centre for Mental Health estimates that the cost of mental health at work 

in the UK is around £30 billion annually (Baker 2020). In addition, the NHS in England 

estimated that a total of £13 billion would be spent on mental health services between 

2019 and 2020. In the UK, one in four people is suggested to experience mental health 

problems at some point in their lives, described as the “largest single cause of disability 

representing well over 23% of the nation’s total health burden” (Department of Health 

2011a). Statistics show that around one in six adults have experienced a common 

mental health problem like depression or anxiety (Baker 2020) and women employed 

full time are twice as likely to have a common mental health problem as men who are 

employed in full-time positions (Stansfield et al. 1997). 

Mental health and wellbeing are fundamental to our individual abilities as 

persons and also collectively as a society so that we are able to think, emote, earn a 

living, interact with one another and enjoy life. Hence, the promotion, restoration and 

protection of mental health services can be seen as a significant concern for 

individuals, communities and societies across the globe (WHO 2013). Mental health 

problems have become a growing public health concern, not just in the UK but around 

the world, and are said to be one of the main causes of disease burden (Vos et al. 

2013). The Five Year Forward View, a report implemented by NHS England in 2016, 

emphasises the need to make physical and mental healthcare equally important. It 

recommends that by 2020/21, at least 280,000 people living with severe mental health 
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problems should have their physical health needs met and should be offered screening 

and secondary prevention reflecting their higher risk of poor physical health (Vos et al. 

2015). 

Not only are mental health problems now a common concern for healthcare 

providers both as a workplace issue and a barrier for help seeking (Knaak et al. 2017), 

but there are also a lot of societal concerns. Nine out of 10 people who experience 

mental health challenges say that they face stigma and discrimination, thus causing 

barriers to accessing quality care (Knaak et al. 2017). The extant research has shown 

that a large proportion of the general population with mental health issues does not 

seek professional help (Iversen et al. 2011). 

Gradually, mental health is receiving a higher profile in society, and recently a 

new light has been shone on mental health services, which, according to the King’s 

Fund (2017), were previously described as a “Cinderella service”. After years of 

fighting the stigma of poor mental health, the tide seems to be turning. Celebrities from 

fields as diverse as music, TV and sport have spoken out about their struggles with 

mental health, and members of the royal family have also lent their support. In 2018, 

the world's first ever Suicide Prevention Minister (Jackie Doyle-Price) was appointed.  

In summary, this section has discussed mental healthcare in the UK and the 

societal concerns about mental health. Mental health is increasingly receiving a higher 

profile in society and the stigma around mental illness is now being challenged. There 

are multiple attempts to challenge this stigma and get more people the help that they 

need through campaigns and seeking treatment. However, the reduction of the stigma 

around mental health means that more people are seeking professional help.  

 

4.3.2. Provision of mental healthcare in the UK  

Mental healthcare in the UK is provided by private and third-party organisations, but 

most of the care is in the hands of the NHS, with Mental Health Trusts providing more 

than 80% of mental healthcare (Gilburt 2018). Attention has turned from improving 

value in physical health services to focusing on achieving value in services for people 

with mental health issues in England (Collins 2019).  

By the end of December 2020, in England, 1,392,002 people were in contact 

with mental health services and 966,998 of these were in contact with adult mental 
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health services (NHS Digital 2022). Also, 20,206 people were subject to the Mental 

Health Act, including 14,232 people detained in hospital (NHS Digital 2022). This 

means that every year, a large proportion of people with severe mental health 

challenges enter “locked rehabilitation” wards, often for a long period of time and far 

from home (NHS Digital 2018; Wright 2017). People who require hospital admission 

for mental health issues may be treated in a mental health unit of an acute general 

hospital, or in a mental health unit that often provides a variety of mental health 

treatment. This may include Child and Adolescent Mental Health Services (CAMHS), 

psychiatric intensive care and secure units (Brooker and Waugh 2013). This leads to 

some mental health services being accused of “containment” rather than helping 

individuals live fulfilling and independent lives. Mental health services sometimes also 

provide community teams to help patients recover from a mental health crisis and 

prevent reoccurring hospital admissions; alongside these, specialist services are 

provided to support people with drug and alcohol misuse problems (Brooker and 

Waugh 2013).   

Mental healthcare in the NHS is usually provided through inpatient care 

services and community care, including rehabilitation. In the community, mental 

healthcare is provided by treating people in their homes or from clinics closer to home. 

Community services play a vital role in keeping people well, treating and managing 

long-term conditions and supporting people to live independently in their homes while 

proving the treatment that they need (Rolewicz and Palmer (2019). The exact range 

of services provided varies according to local areas, but includes adult community 

nursing and specialist long-term conditions in mental health, covering a wide range of 

activities aimed at promoting recovery (Rolewicz and Palmer (2019). 

Despite significant developments in community care, at the start of the century 

a call for reform had started due to concerns around staff retention, overburdening 

caseloads and burnout for mental health specialists, which were fast becoming an 

employment crisis and a concern (Griffiths et al. 2001). At about the same time, the 

National Service Framework for Mental Health (DoH 1999) and the NHS Plan (DoH 

2000) in consultation with the Royal College of Psychiatrists set out an agenda for the 

modernisation and development of mental healthcare. In particular, the NHS Plan 

(DoH 2000) set out plans for the extensive transformation of community services over 
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a 10-year period, recommending the development of a number of new community 

teams, including staff roles (Harrison 2011).  

Over the last 20 years, community care in mental health settings has come to 

cover the provision of specialist services, day care and residential services to mental 

health service users (Harrison 2011). This has made a significant difference because 

professionals are now able to manage and distribute caseloads to the appropriate 

services. Each year, community health services account for around £10 billion of the 

NHS budget and one-fifth of the total NHS workforce (Rolewicz and Palmer (2019). It 

is envisaged that by 2020/21, community-based mental health services for adults will 

be enhanced in that there will be increased support to balance access to timely 

evidence-based interventions and integrate appropriately to primary care, social care 

and other local services, to ensure the efficient delivery of the adult mental health 

system (Kings Fund 2017). By doing this, services can begin to slowly close the 

treatment gap, thus helping to improve outcomes and reducing hospital admissions 

for people with more severe mental health needs. 

For inpatient mental health services, provision of care is usually on admission 

wards. These are regarded as high-risk environments because ward areas can be 

hostile and violent. This is reflected in the NHS benchmarking network data which 

suggests that there are high incidences of violence and aggression towards staff and 

other patients. However, inpatient mental health wards are known to provide a safe 

and therapeutic environment for people suffering from mental health problems as 

intensive treatment is provided and recovery is promoted from the very moment of 

admission. Wards are staffed by nurses, nursing assistants, psychiatrists, therapists, 

pharmacists and activity coordinators. 

The Independent Commission on Acute Psychiatric Care highlighted that the 

acute mental health system is under significant pressure, with difficulty in accessing 

care that is aggravated by poor quality of care, low morale and inadequate staffing in 

most instances (Gilburt 2018). According to NHS England, the majority of acute mental 

health services are inadequately resourced, with caseloads above levels that allow 

staff groups to perform their duties of a community-based crisis response. In some 

cases, intensive home treatment is an alternative to admission into hospital.  
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It is therefore necessary to deliver the expansion of acute mental health 

services, not only to ease the sufferings of patients in crisis but also to reduce the 

pressure on acute-inpatient mental healthcare. However, expanding mental health 

services will require a highly skilled confident workforce with the right capacity and skill 

mix to be able to deliver evidence-based care. Especially for perinatal mental 

healthcare, multidisciplinary teams are an essential part of that service. They must be 

able to deliver therapeutic and psychological interventions and effective nursing 

capacity, as well as building sustainable relationships with allied health professionals 

such as occupational therapists, nursery nurses and social care. Other key groups 

such as obstetrics, health visiting teams and the wider mental health service are also 

vital for referrals and providing advice and guidance. 

 

4.3.3. Funding for Mental Healthcare 

When it comes to funding, one of the key highlights is that the NHS remains in the 

centre of one of the longest funding squeezes in its history, with a £4 billion gap in 

2018/19 (McKenna 2018). Beech at al. (2018) states that the NHS has been managing 

through a severe period of funding shortages since 2010 and there is not enough 

budget available for the NHS to do everything, causing pressure. There are trade-offs 

and tough decisions are inevitable.  

Mental healthcare has received comparatively little funding and the impact of 

this on NHS mental health services is evident in a number of ways. For example, it 

has become clear that NHS mental health providers are focusing on transforming care 

and restructuring services in a bid to reduce costs. They are prioritising approaches 

that support recovery and management; this has helped many mental healthcare 

providers to keep from falling into deficit (Gilburt 2018).  

Also, the lack of adequately trained staff is particularly noticeable in mental 

healthcare, and this has been identified as not only an area of intensive growth which 

is demanding but also a key challenge to policymakers worldwide (WHO 2009). At the 

time of writing, it appears to be a turbulent time for the NHS in terms of resource 

constraints, especially in terms of understaffing exacerbated by Brexit and the current 

COVID-19 pandemic. Hence, some scholars believe that increasing role flexibility has 

the potential to address workforce shortages in the healthcare sector and enhance 
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accessibility of health services to meet continuously increasing demand (King et al. 

2018). However, while the introduction of role flexibility is seen as a key factor to 

optimise the healthcare workforce, some professions perceive that this approach may 

jeopardise role boundaries (King et al. 2018). 

The pace of change has also led to a reduction in access to these services 

(Gilburt 2018). Furthermore, the economic and societal costs of mental health issues 

cannot be underestimated and while there is increased attention to the promotion of 

positive mental health, which has grown over the last couple of years, there is still a 

major inequality in how funds are distributed. For example, the reduction in funds 

allocated to mental health in 2014/15 exceeded the reductions for hospitals providing 

physical care (King’s Fund 2015). This led many to conclude that there might be an 

institutional bias against mental health services (King’s Fund 2015). Also, there is a 

clear lack of skilled workers compared to other areas of healthcare (WHO 2005; 2009).  

Given the role of mental health trusts in ensuring appropriate mental healthcare, 

their income is substantial, and it is an important marker of their ability to provide the 

care outlined in the Five-Year Forward View for Mental Health. Although there was a 

growth in income for mental health trusts in 2016/17, many NHS Trusts continue to 

see a decline in their income despite the implementation of the Mental Health 

Investment Standard. This is because funding for mental health does not always make 

its way to the frontline services that need it most (NHS Provider 2019). This invariably 

places constraints on staffing in mental health services (Gilburt 2018). These 

constraints are manifested through staff shortages due to sickness absence, 

excessive workload, poor wellbeing and reduced ability for staff to provide good-quality 

care (British Medical Association 2021).  

While NHS England has attempted to improve spending on mental health 

through the implementation of the Mental Health Investment Standard, concerns have 

been raised by Clinical Commissioning Groups (CCGs) about meeting such 

expectations due to their current stagnated resource levels (King’s Fund 2018). Like 

other spending in the health sector, the greatest proportion of funding for mental 

healthcare is allocated to NHS England; the plan was to spend £12.2 billion in 

2018/2019 (Gilburt 2018). Amidst estimates that the cost of treating mental health 

problems could double in the next 20 years, (DoH 2009; 2011), the future of mental 

healthcare calls for both professional and public concern (Hill 2011). This means that 
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the provision of mental health services should be prioritised. Additionally, while there 

is emphasis on the allocation of funding to improve performance and support financial 

sustainability within acute services such as accident and emergency departments and 

inpatient and outpatient medicine and surgery, the gap that exists in funding between 

mental health services and acute services will continue.  

The priority allocated by national leaders to expanding the mental health 

workforce is not yet adequately matched by the priority to ensure there is a steady rise 

in income among NHS mental healthcare providers and acute hospital providers to 

support this (Charles and Felton, 2019). Although there is emphasis on allocating 

funding to support financial sustainability and improve performance, the gap between 

growth in funding for NHS mental health providers and that for NHS acute providers 

still remains (Gilburt 2018). 

In summary, this section has given an overview of mental healthcare in the UK 

and also discussed the NHS as an organisation and the roles and duties of mental 

health support workers. Societal concerns about mental health were also discussed. 

Although a new light has recently been shone on mental health services, there are still 

barriers to self-seeking help because of the stigma associated with it. Finally, this 

section has explored how funding is being distributed in mental health services and its 

impact on the delivery of care. 

The next section will focus on the provision of mental healthcare across the 

NHS including its workforce, and the place of the Trust – the research setting in the 

NHS structure.  

 

4.3.4. The workforce in mental healthcare 

The provision of care and treatment for patients with mental health issues is heavily 

reliant on a good workforce: one that is aimed at improving productivity and staff 

morale and reducing costs due to absenteeism and staff turnover. This is because in 

mental health services, staffing overwhelmingly constitutes the main resource (Gilburt, 

2018). Providing high-quality care to patients usually requires two things: firstly, that 

NHS Trusts are able to recruit and retain the right mix of staff, and secondly, that these 

staff actually exist and are keen to work for the NHS (Gilburt 2018). Unfortunately, 

there are fundamental issues with the supply and availability of key staffing groups in 
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mental health trusts, and it is notable that the use of temporary staffing is one of the 

most significant pressures affecting their financial position (Gilburt 2018).  

A recent survey of staff working in mental health services revealed that out of 

1,071 respondents, 74% reported feeling stressed at least weekly due to the nature 

of their job; 36% felt stressed every day and 22% had taken time off as a result of 

work-related stress in the past year (Baker 2020; Gilburt 2018). Respondents also 

reported staff shortages as a major factor preventing people from accessing services 

early (74%) and a reason for the increased incidence of violence and aggression 

experienced in the past year (87%).  

Although there is a temptation to reshape the current workforce, caution is 

advised because the expansion of mental health services will require capacity and 

building skills within the workforce (NHS Digital 2017). This means there will be 

additional training for current staff in new core competencies such as resilience, 

targeted at long-term conditions and medically unexplained symptoms that may arise. 

There will also be training for new staff to increase overall capacity, such as the 3,000 

additional mental health therapists located in primary care settings (NHS Digital 

2017).  

The table below shows the indicative trajectory of additional staff that will be 

needed to deliver this objective year after year. 

 

Table 4.1: Workforce statistics According to NHS Digital (2017–2021) 

Workforce  2016/17 2017/18 2018/19 2019/20 2020/21 

Psychological 

wellbeing 

practitioners 

210 350 338 338 338 

High intensity 

therapists 

390 650 630 630 630 

Mental health 

nurses 

25,408 38,175 37,297  43,186 
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In summary, this section has explored the provision of mental healthcare in the NHS 

and its current workforce; care is provided via inpatient services, community care and 

rehabilitation services. The range of services provided is dependent on local areas 

and acute mental health services are under significant pressure due to inadequate 

staffing and difficulty in accessing care. Although the provision of care is heavily 

reliant on a good workforce, staff shortage remains a major problem preventing 

people from accessing mental health services early. Currently, there are no reliable 

figures about the number of mental health workers.  

 

The sociology of professions 

Many clinical healthcare support workers assist healthcare professionals in the 

delivery of patient care. They work with an individual practitioner or a team in roles 

that include preparing and explaining treatment procedures to patients and updating 

their records. You can enter most of these roles with GCSEs. However, most do not 

need any particular qualifications. The essential requirements are a caring nature and 

an ability to follow instructions and procedures carefully.  

 

4.3.4. The role and duties of mental health support workers within the NHS 

The number of support workers has grown rapidly. According to Nuffield Trust 

analysis, recent numbers in this group of workers have risen from 280,000 in 2009 to 

over 370,000 in 2021 (Rolewicz and Palmer 2021). Currently, support workers are 

non-registered healthcare staff and are not subject to the professional regulation of 

registered healthcare professionals (Henshall et al. 2018).  

Support workers are used in a wide variety of fields in the NHS. As part of their 

role they are expected to support patients in their activities of daily living, monitoring 

patients’ physical health, performing therapeutic roles and engaging in social 

participation (see Table 4.2 below).  
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Table 4.2 Summary of support workers’ role provided by Wilberforce et al. (2017) 

Role Key Features 

Physical Health Collecting urine samples; taking 

physical observations, e.g. monitoring 

blood pressure and blood sugars; and 

supporting hospital appointments. 

Social participation Supporting patients to go shopping 

and access groups and clubs. They 

also help with voluntary work that 

patients do, providing patients with 

company and helping them adopt 

distraction techniques. 

Therapeutic roles Teaching anxiety management and 

relaxation skills, helping to build 

confidence, undertaking graded 

exposure activities and supporting 

pre-assisted therapy. 

Activities of daily living Providing personal care, teaching 

cooking skills, dealing with household 

bills and paperwork, liaising with other 

services, delivering specialist training 

to homecare workers and arranging 

emergency respite. 

Accommodation Helping with accommodation moves, 

arranging pet care during 

hospitalisation and supporting search 

for new accommodation. 
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Monitoring Assessing adherence to and effects of 

medications and monitoring any signs 

of self-neglect 

 

In addition to the duties outlined in the table above, support workers have a moral 

duty to protect people when they are weak and vulnerable, helping them to strive 

towards healing and recovery, and ensuring the humanity of care (Goodrich and 

Cornwell 2008). 

Also, due to the increasing amount of paperwork and other clinical activities 

faced by registered nurses, support workers are the ones who spend quality time with 

patients; therefore, they perform frontline duties, having the most contact with patients 

and their families. However, for many support workers, this independence can lead to 

feeling frustrated that they are giving 120%, yet they do not always feel valued as part 

of the team or by the organisation (Ford, 2021). Support workers, despite their duties, 

earn less than their qualified counterparts. The different pay bands are illustrated in 

Table 4.2 below. 

 

Table 4.3.  Different staff groups and their annual pay range 

Doctors  £80,000–£120,000 

Specialist nurses £56,000–£61,000 

Clinical leads £32,000–£41,000 

Newly qualified nurses £25,624–£30,103 

Healthcare support workers £19,256–£21,000 
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From the table above, some support workers are delegated tasks that the newly 

qualified may be doing, yet they earn at least £4,000 less.  

The next section will focus on the mental health trust chosen as the research 

setting for this thesis, including its place in the NHS structure, provision of mental 

healthcare and care for its workforce. 

  

4.4. The Trust (research setting) 

4.4.1 Place of the Trust in the NHS structure 

The Trust is one of the largest NHS mental healthcare trusts in the North East of 

England. It was founded in 2006 through the merger of three different NHS Trusts. It 

was given Foundation Trust status on 1 December 2009. By becoming a Foundation 

Trust, the Trust is able to provide people in its local communities the opportunity to 

have a say in the way services are provided. Generally, an NHS Foundation Trust has 

members made up of local people and staff, including patients and carers. The Trust’s 

Board of Governors represents the interests of the members and partner organisations 

in how the Trust is run. This structure therefore gives NHS staff and communities a 

bigger say in the management and provision of Trust services in their area. 

Subsequently, the NHS Foundation Trust can direct its services more closely to the 

communities.  

The Trust strives to put its vision, values and mission at the heart of everything 

it does, without being too controversial. The Trust vision was established in 

consultation with service users, carers, staff, governors and other partners (Trust 

Intranet). The values of the Trust are centred on showing care and compassion; 

focusing on recovering; being respectful, honest and transparent; going the extra 

mile; and valuing and working together with partners.  

The Trust’s emblem is to ensure that it tries to provide the best care, by the 

best people, in order to achieve the best outcomes. In addition to this, the Trust 

strives to ensure quality and safety are at the centre of all it does, and to ensure that 

its values are reflected in everything it does. The mission of the Trust is to be able to 

deliver services of the highest quality that consequently enable and empower service 
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users to not only reach their potential but to be able to live fulfilling and independent 

lives. Even though the Trust is run locally as part of a Foundation Trust, it remains 

fully part of the NHS. As a result of this, its main purpose is to provide care and 

services to service users and patients, including their carers, based on the core NHS 

principles (providing free care, based on need and not ability to pay). 

The Trust is comprised of NHS England and NHS Improvement Teams 

responsible for the quality, financial and operational performance of all NHS 

organisations in the region; and sustainability and transformation partnerships (STPs) 

aimed at bringing together NHS providers, local authorities, commissioners and other 

local partners to plan services based on the needs of local communities. In some 

areas, integrated care systems (ICSs) have evolved from STPs; they are responsible 

for managing local resources and improving healthcare for communities. Integrated 

Care Partnerships (ICPs) are providers that work together to provide care, such as 

hospitals, mental health services, community services and GPs. Finally, there are 

Primary Care Networks (PCNs) responsible for providing primary care.   

In 2015, the Health Service Journal named the Trust as one of the top 100 

NHS Trusts to work for. More recently, the Trust was chosen by NHS Improvement 

to lead the way in mental healthcare as a strategic partner in developing its mental 

health improvement programme. Also, the research Trust is accountable to various 

Commissioners Foundation Trust members; these are local people in the community, 

including patients and NHS staff. Like any other NHS Foundation Trust, decision 

making has been moved from the central government to local organisations and 

communities. The reason behind this change was to be able to respond adequately 

and in a timely manner to the needs and wishes of the people they provide services 

to. Consequently, the Trust is not under any direction from the Secretary of State of 

Health; instead, it builds stronger connections with its local communities as part of 

what it does.  

However, the Trust is faced with uncertainty as a result of the continuous 

ongoing changes in the NHS, such as restructuring. Most of these changes are 

brought about by financial pressures caused by austerity and budget cuts; as such, 

the Trust sometimes struggles as demands for many of its services are rising and 

public expectations are becoming higher (Trust Intranet). This will be discussed in 

more detail in Chapter 5 of this thesis.  
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The Trust anticipates challenges in the future as the NHS strives to continue 

to provide high-quality services and live up to the expectation of patients and the 

public. The Trust also envisages that the next five years will be a period of change 

both for itself and the wider NHS. The changes anticipated are in clinical needs and 

levels of acuity for patients. People are living much longer, which is of course good 

news; however, an ageing population presents several serious challenges for health 

and social care services, including mental healthcare (Trust Intranet). 

4.4.2 Provision of mental healthcare in the Trust 

In terms of provision for mental health, it appears from the Trust’s Intranet that things 

are done well, so it is possible that the local Trust may be organising mental 

healthcare differently than other Trusts. This is reflected in its structure; the services 

it provides are organised geographically into what are known as Locality Care 

Groups. There are three groups: the North, Central and South localities. The aim of 

this structure is to provide and improve patient care by focusing available resources 

on areas that add value to patients and strengthen clinical leadership across the 

Trust. Within the geographical boundaries of the Trust, mental health provision is 

assessed by several additional service providers: local authority social services, 

Primary Care Trusts (PCTs) and the voluntary sector. PCTs are administrative bodies 

responsible for assessing the local health needs of communities, including 

commissioning and providing care. They are now at the centre of the NHS, controlling 

80% of its budget (NHS Digital 2021).  

The Trust is served by six PCTs which are grouped into two Primary Care 

Organisations (PCOs) and are an integral part of the communities they serve. One of 

the Trust’s strategic ambitions is to enable people, their carers and communities to 

better manage mental illness, including disabilities and their precursors. Another 

important strategic ambition of the Trust is to ensure that its mental health and 

learning disability services are sustainable, delivering real value to the people who 

use them. In addition, mental healthcare in the Trust is provided both in hospital 

(inpatient) and in the community.  

For the provision of mental healthcare in the community, care across the 

different localities listed above is delivered to ensure that community services work 

alongside other partners and agencies to ensure that the needs of patients and the 
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people they serve are met. On the other hand, the Trust has a number of inpatient 

wards. Care is provided in inpatient units every day of the week, within the constraints 

of the resources available to the Trust. The wards are comprised of Psychiatric 

Intensive Care (PICU), learning disability wards, forensic services, neurological 

services for patients with brain damage, children and young people services, 

rehabilitation wards and specialised units for people with dementia. People with an 

acute mental health problem may benefit from time in hospital as inpatients to help 

them recover.  

 

4.4.3. Care for the workforce  

Currently, the number of staff who work together to provide care within the Trust is 

approximately 6,000 across all the staff groups and on a daily basis, they deliver a 

diverse range of local, regional and national services. On its Intranet, the Trust, like 

most organisations, claims that its staff are its greatest asset. Yet there is recognition 

that organisational needs determine where staff work, how they work and who they 

work with, and this can be stressful for people. As Chapters 5 to 7 will show, research 

participants were critical of the care for the workforce that they experienced.  

However, there is still a shortage of qualified nursing staff across staff groups, 

and current workforce shortages are taking a significant toll on the health and 

wellbeing of staff. Considering the current shortage of staff across the NHS, it is 

predicted that by 2030 the gap between the staff needed and the number available 

could reach 250,000 (Beech et al. 2019). It is in this context that the Trust claims that 

every member of staff has a vital role to fulfil and makes a valued contribution to the 

services they provide.  

Given obligations under the Health and Safety at Work Act, the Trust attends 

to its duty of care to all staff through several policies and procedures such as its 

sickness absence policy. It is thought that staff requiring workplace assessment to 

determine their role and fitness for work will be provided with specialist advice and 

support, and in cases where issues cannot be resolved at a local level, the input of 

Occupational Health is sometimes required to provide expert advice and 

recommendations. The Trust has a fast-track service for stress which enables 

employees to be referred to the Employee Health and Wellbeing Service. This works 
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by signposting staff within 48 hours to the Trust’s Early Intervention Team if citing 

stress as a reason for going off sick. Although there is a robust policy on managing 

sickness, there seems to be dissatisfaction among staff regarding the way the policy 

is implemented. 

Furthermore, the Trust’s Organisational Development unit has put in place 

strategic aims which endorse the Trust’s commitment to support the wellbeing of staff 

and to view its employees as “whole persons”, which means having standard support 

systems and mechanisms in the workplace. Examples include the staff wellbeing 

group and the Trust’s occupational health.  

The Trust (PGN 2018) also states in its support policy that it strives to 

recognise its staff as “experts”, in addition to valuing their mental health lived 

experience. The support policy guidance implemented by the Trust aims to improve 

workplace culture by encouraging staff and managers to talk about their mental 

health, to raise awareness of the support available and to alleviate the stigma 

associated with mental health issues (PGN 2018). 

The support policy acknowledges that when staff feel good about themselves, 

they work productively, interact well with colleagues and make valuable contributions 

to their team and the workplace in general. In terms of promoting wellbeing among 

its staff, the Trust on its Intranet claims to be working in a new devolved model which 

actively encourages discussions around the role of line managers being the key in 

promoting the mental wellbeing of employees through a supportive leadership style 

and management policies. The new model being developed also includes promoting 

a management style that encourages participation, mentoring, coaching and 

constructive feedback. This aims to ensure that policies for the recruitment, selection, 

training and development of managers recognise and promote these skills, making 

sure that managers are able to motivate employees and providing them with the 

training and support they need to develop their performance and increase job 

satisfaction. The intention is to increase understanding of how management style and 

practice can help promote the mental wellbeing of employees and keep their stress 

levels to a minimum, so that managers can identify and respond with sensitivity to 

employees’ emotional concerns and symptoms of mental health problems. This will 

ensure that managers can understand when it is necessary to refer an employee to 
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occupational health services or other sources of help and support, even when the 

employee is not on sick leave, and that they value mental health lived experience.  

Below, for the purpose of this research, I will list some of the Trust’s policies 

that are relevant to this study. 

 

 

 

Table 4.4. Key organisational policies  

Workforce policies Aim 

Managing sickness absence To provide a supportive framework and 

procedure to ensure that employees’ 

individual circumstances and needs are 

considered.  

Stress risk assessment To identify what needs to be done to 

reduce stress in teams. 

Sickness absence trigger points To address any noticeable pattern of 

absence giving cause for concern. 

Flexible working To help staff achieve a better balance 

between their work and home lives, as 

well as to improve service delivery 

through a flexible workforce. 

Supporting mental health in the 

workplace 

To reduce and tackle sources of stress 

and promote the wellbeing of all staff.  

Disciplinary policy To set out guidance to employees on 

expected standards of behaviour and 

provide procedures for addressing 

issues where a staff member fails to 
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meet the required standard of work 

conduct.  

Guide to flexible working for managers For managers to be able to engage in 

open and honest conversations with 

staff and offer support relating to flexible 

working. 

 

Guidance for managers stress risk 

assessment 

To provide advice for managers on how 

to conduct a stress risk assessment 

both for teams and individuals. An 

approach aimed at preventing stress 

before it occurs.  

Relationships at work To ensure that working relationships are 

harmonious and that bias does not 

influence managerial decisions. 

 

The Trust’s strategies include caring, growing and discovering together, developed 

in partnership with patients, staff and carers. In setting these strategies, the Trust has 

considered both national and local approaches relevant to the people using its 

services. These strategies relate to my current research, which therefore makes the 

Trust an ideal setting for my study. 

 

4.5. Concluding Remarks 

This chapter has looked at provision of mental healthcare in the UK and in the NHS, 

including societal concerns and problems associated with mental health issues, 

including media coverage and the societal and economic costs of mental health. The 

NHS as an organisation and its structure was discussed. The role and duties of mental 

health support workers, who are the participants for my study, was also highlighted in 

order to understand their experiences in the workplace. There is little funding available 
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to mental health services compared to other health sectors and although there is 

emphasis on allocating funding to support financial sustainability and improve 

performance, the gap between the growth in funding for NHS mental health providers 

and that for NHS acute providers still remains. In addition, there is a lack of skilled 

workers and shortage of staff across all staff groups in mental health services 

compared to other healthcare settings.     

The research setting for this study was also extensively discussed, including 

the place of the Trust in the wider NHS structure; the provision of mental health 

services in the Trust, which include both community care and inpatient services and 

care for its workforce; the challenges and changes anticipated in the future; and the 

implementation of its support guidance policies for its staff, such as the sickness 

absence policy. 

The next chapter is the opening of the results section. This chapter provides 

the findings of the research from the interview data, ethnographic field notes and my 

own interpretations.



105 
 

Chapter 5. Organisational domain 

5.1. Introduction 

Chapter 2 of this thesis highlighted a lack of current understanding of what causes 

stress for mental health support workers, what their job role is and who they really are. 

Data were derived from interviews and ethnographic field notes that were coded as 

belonging to the organisational domain. In social constructionist research such as this 

study, the researcher has an important role to play not only in designing the study but 

also in conducting it; after which, the data collected need to be presented in detail 

(Lincoln and Guba 1985; Patton 2002).  

In this chapter, I will discuss the key stressors from the organisational domain. I will 

be using key reported themes and categories that I have inductively identified from the 

data. 

The first section briefly highlights the role and duties of mental health support 

workers within the NHS to provide a useful platform to consider how the organisation 

might play a role to mitigate the effects of work stress. Details about the NHS as an 

organisation and its staff have been discussed in Chapter 4. 

The following section discusses the key stressors from the organisational 

domain and the reported themes and concepts from the data analysed, including 

organisational change, uncertainty, resource constraints and fear of losing one’s job. 

Each theme is reported in a dedicated section. 

The accounts constructed by participants reflect their own interpretations and 

perceptions of who and what support workers are and the way they work. Participants 

came from various mental health wards and from a variety of backgrounds, including 

HR staff, ward managers and clinical team leads (see Chapter 3, Section 3.4). It was 

important to recruit diverse participants because this helped me to get a detailed 

explanation and ascertain other views from people with different clinical roles, and 

then to compare these findings to ascertain if they had a common ground.  

It was interesting to note that common themes emerged. Previous experience and how 

long workers had been with the Trust seemed to have a major impact on the answers 

that were provided during the interview process, so I decided to take into account their 
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past experiences and the primary motivations of participants as reported during the 

research interview.  

5.2. Change, innovation and efficiency 

The NHS is constantly changing (King’s Fund 2017). Hence, working for the NHS can 

be very challenging because every day brings it with it new challenges. Some of the 

current challenges include pressure faced by mental health and wellbeing services, 

staff absences, health inequalities (Ham 2020) and policy changes requiring new 

practices and adjustments (Lumbers 2018). This research acknowledges that 

organisational change can bring about positive impact to the organisation; however, it 

can also add pressure to the way workers work, especially with respect to the modern 

NHS. 

Staff mentioned that the changes act as an additional stressor and put pressure on 

different groups of workers. The quote below is about the effect of change on people 

generally in terms of pressure, an increase in form-filling, and new ways of working: 

I think that staff feel that they are doing too much and there aren’t enough 
hours in the day. I think it is a very difficult machine and people don’t 
understand it because they think if Sainsbury can be efficient then why 
can’t the NHS? These poor people are working in the NHS because they 
wanted to care but there is immense pressure as a result of constant 
change – there is paperwork, there is worry about CQC (Care Quality 
Commission), and have you done your appraisal, and have you done 
your mandatory trainings? I mean how many times have we screamed 
when we do our e-learning and you feel like a bad person for getting the 
answers wrong? It is stressful. – P31 18/09/2019 

 

The above quote was from a ward manager in relation to support workers. 

The changes are not helping in any positive way; there are so 
many new innovations and restructuring going on and our 
organisation is complex on its own being that it is healthcare all 
these changes only place pressure and stress for the different 
group of workers not just us support workers who all play a role 
in service delivery. – P27 22/04/2019 

 

On the other hand, the quote below is about the effect of change on working practices. 

Research participants recognised change as a stress factor resulting from constant 
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organisational restructuring and changes to work environment which brings about staff 

rotation: 

“I understand the Trust will always be restructured; therefore, 
unplanned staff rotation is eminent. However, sometimes, there 
are also changes in our work environment which staff are not 
prepared for and this causes a lot of anxiety and stress for 
everybody on the long run”. P2- 18/04/2019. 

 

The key areas of change identified in Chapter 4 of this thesis affecting healthcare 

workers include restructuring of the Trust, changes in management and changes in 

how things are done within the organisation. 

Mental health support workers are in a job that is both physically and emotionally 

challenging; research suggests that they often work in an understaffed environment, leading 

to work-related stress and high turnover rates (Leka et al. 2014). It is therefore not surprising 

that they expressed difficulty across the clinic once they were protocoled, as seen from this 

respondent: 

We are understaffed, and I think it is difficult for the whole clinic 
and on top of the pressure and stress this causes for people, you 
see staff been sent from their base wards to other wards 
(protocoled) to help out. These are wards they are not used to. 
If stress is to be managed, then the Trust needs to staff the 
wards accordingly. – P27 29/07/2019 

 

To support the quote above, during a night shift I observed a member of staff who was 

clearly distressed having this conversation with a colleague: 

I have come to work tonight thinking I will get to work on my ward. 
I was protocoled earlier in the day before coming in without 
notice and without anyone checking if I will be happy to work on 
the ward I have been sent. My anxiety is over the roof now due 
to not knowing what to expect on where I am going and the risks 
I will be put into. This is stressful and it is one reason why people 
do not want to come to work. Diary entry 13/01/2020 

 

There appears to be a perception among senior management that innovative solutions 

to cut costs and improve savings are needed to improve the quality of care. The 

associated changes to working practices have a real impact on people’s lives, their 

work and wellbeing. This means that change can be difficult for people, irrespective of 

the result or how beneficial the outcome may be. This is noted in the following excerpt 

from my field notes: 
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A discussion by some staff members states that personal 
wellbeing was being impacted by organisational changes and 
even with the changes, desired results are not achieved 
sometimes. Instead, the complexities of delivering change across 
the organisation is leading to stress and absenteeism. – Field 
diary 10/07/2019 

 

The point above is about how change affects the wellbeing of people. Change 

processes can lead to increased innovation and performance. However, change within 

an organisation may be associated with threats to employees: 

With this constant change, I think my job is on the line because 
you never can predict what was going to happen the next day, 
to be honest we feel threatened by it. – P1 21/07/2019 

 

The point the participant above is making is about people feeling threatened that their 

job may be culled in the next restructuring.  

The effects of recurrent change initiatives were visible in an interview 

discussion with a member of the Human Resources Department, who identified that 

there were people who were no longer bothered by their stressful situations. So, staff 

had given up on any support from the Trust, since stress brought about by constant 

change was beginning to have a massive impact on their wellbeing, leading to low 

levels of engagement with their colleagues and line managers: 

 
You have got people who have low levels of engagement and also 
report low levels of wellbeing caused by recurrent change. These are 
the people that are not bothered anymore and are stressed by 
constant change. Maybe they have seen everything change and 
things are different now after 30 years in the NHS. I would say it is all 
down to constant restructuring and innovations. – P8 HR 19/10/2019 

 

The point also emphasises how people’s motivation and morale suffer as a result of 

change. Similarly, a support worker expressed her concerns of wanting to leave the 

job due to the way things were restructured every so often, saying the only reason she 

wanted to stay was because of how much she cared about the patients. This can be 

portrayed as change being disruptive for workers as they feel isolated or unsupported 

when their social network at work is disrupted through restructuring: 
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I have had thoughts were I just want to leave and get a job with Royal 
Mail as a postman; at least with that, I might not have to see so many 
changes as much as I have seen in these few years of working with 
the NHS. – P17 12/05/2019 
 

Like the earlier point above, the point is about change impacting motivation, 

engagement and morale. The staff member is fed up with change and wants to have 

a job role with more stability in their working environment, which restructuring disrupts. 

Implicit in this quote, it seems that the person feels that they are not able to bring about 

a change in their immediate working environment that would make them enjoy their 

work again. 

However, the quote below suggests that workers are now faced with more 

responsibilities through abolition of rules, when perhaps they are ill prepared to take 

more responsibility:  

I think over the years the rules on how you care for patients has 
changed. There used to be a structure to do with rules and now those 
rules are not in place anymore. It is more relaxed now and it is harder 
sometimes because you want your patients to do well but you can’t 
push them towards the right direction. They have to find that on their 
own and unfortunately, they end up coming back to hospital for us to 
support them. The rules in place before were more effective than what 
we have now. – P31 18/09/2019 
  

The quote suggests that previously staff had guidance through set rules, for example 

rules around planned and authorised leave for patients off the ward, promoting sleep 

patterns and encouraging independence. However, they feel that now this guidance 

is gone, which means that there is increased autonomy in decision making and a 

reduction of guidance.  

With the invention of restrictive practice – an intervention that has the effect of 

restricting the rights or freedom of movement of a person with a disability – staff can 

never be quite sure if what they are doing is the right thing or if they might get into 

trouble by not getting things right. This in turn can create anxiety for staff and lead to 

stress: 

It has become extremely difficult to work with patients since the 
initiation of restrictive practices. I feel that most of the time we feed 
into patients’ needs and wants, they are allowed to do what they like 
and how they like. People are no longer accountable for their actions, 
and they get away with unacceptable behaviours that used to be 
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challenged in the past. Staff have taken a step backwards for fear of 
getting things wrong and the ward environment can get very stressful 
as a result- P4-19/06/2019.   

 

In addition, people refer to generational issues – that is, a workforce that is made up 

of people from different generations – as being stressful. It is perfectly normal for 

organisations to have a workforce made up of people from different generations; 

however, this change of having “old timers” and “newcomers” can be difficult, thus 

leading to stress: 

There is generational difference within the workforce now, so you 
have got different generations who have different external factors 
erhmm so for me the biggest change is there are so many personal 
complexities now not necessarily more work issues. There is stress at 
work, there is high demands in jobs, there is exhaustion, there is 
environments that are busy, and they are busy all of the time where is 
the respite? – P23 - 20/07/2019 

 

Similarly, some participants raised their concerns about the Trust getting bigger and 

merging with other Trusts. In essence, organisational change – merging with another 

Trust – has made the work environment more anonymous and there is reduced 

capacity where it is needed most in relation to patient contact: 

The size of the Trust is massive, it is difficult to navigate the different 

localities in terms of resource constraints exacerbated by 
organisational change and this may be impacting staff negatively- 
P32- 04/06/2019 

 

Some participants felt that most of the changes implemented by the Trust had not 

been necessary at the time, and they did not seem to see such changes as beneficial. 

This is a cognitive component which involves what one thinks about the change: 

Some changes are just not relevant and do not seem to benefit 
anybody, not even the patients. We have recently been introduced to 
what is called restrictive practice, those high up seem to think that this 
is for the good of the patients but in actual sense it has caused more 
stress to everybody, and we often find ourselves complaining and 
asking if this was beneficial at all. – P19 -20/09/2019 
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Change has meant a reduction in staffing levels. This has resulted in people having 

to take on more work, which in turn increases their workload and causes stress: 

Things have changed quite a lot over time, change has brought about 
so many negative things e.g. staffing levels. – P12 21/09/2019 

 

One worker felt anxious and angry about changes that were brought upon them 

suddenly. So, change communication and how changes are relayed is important 

because this can have an impact on how an employee may be feeling and how they 

might handle the situation: 

I was rotated suddenly from a medium secure ward to a high 
forensic unit with PD (Personality Disorder) patients. I never had 
any prior knowledge about PD and during the process of making 
the decision to rotate me, I wasn’t consulted and didn’t have any 
say. I was angry and anxious at the same time but there was 
little I could do. This obviously caused me stress because this 
change for me was huge and I had to go on sick leave to get my 
heard around things. – P18 20/09/2019 

 

Aside from staff being rotated between wards, the day-to-day work environment and 

the kind of patients that are admitted to the ward can be unpredictable. This 

uncertainty leads to stress: 

I mean the uncertainty that comes with our role at the moment 
is complex … you are assigned different tasks outside your job 
description and most of the patients have complex needs and it 
is uncertain nowadays what sort of patients would be admitted. 
This uncertainty leads to stress. – P8 13/05/2019 
 
You hear the NHS is in crisis, people fear for their long-term 
future thinking whether they will be in employment this time next 
year. It is this uncertainty that leads to stress. – P4 19/06/2019 

 

Staff know about the policies and activities implemented behind the scenes, including 

the five-year forward view, the transformation and sustainability plans and the new 

models of working; even the fact that there are plans does not sound reassuring to 

staff. Rather, it represents distant bureaucracy (Imison et al. 2016), thus creating fear 

among staff, especially for their long-term future. While it can be difficult to predict 

what happens within the work environment and how a typical day changes for staff, it 

is important to acknowledge that the nature of the work within a caring profession 

such as the NHS can be challenging (HEE 2020). 
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In summary, change seen in the Trust causes stress for people and creates 

uncertainty because it affects working relations and puts pressure on people in 

different ways; for example, by being disruptive and increasing uncertainty. Despite 

the effects of organisational change and its impact on the employee and the 

organisation, mental health support workers involved in my study all reported a strong, 

shared and caring responsibility based on a desire to help service users in any way 

possible. The myriad of changes introduced to structures and working practices over 

the last decade have affected staff in a number of ways. The analysis indicates that 

research participants appeared to be affected by the ongoing changes to structures, 

policy guidance and working practices.  

 

5.3. Resource constraints 

The resource constraints facing the NHS in terms of infrastructure and staffing levels 

were discussed in detail in Chapter 4. In this section, I will be discussing the main 

themes associated with resource constraints. These include inadequate funding, 

understaffing, lack of rest breaks and additional training. Asking staff to do things 

beyond and above their limit when there are no sufficient resources to facilitate this 

can lead to too much pressure and cause stress: 

We haven’t got the resources; we need more resources. We 
are asking staff to do things above and beyond their limits, so 
it is re-evaluating the requirements and then putting the proper 
staff in and supporting them with the requirements which I know 
there is a piece of work going on currently, but it puts too much 
pressure on people and causes stress. – P17 26/04/2019 
 
There is a lack of resource in our teams, so you mentioned 
before when we talked about our locality and it is massive, and 
we don’t have enough intervention erhmm from ourselves … I 
am telling you that as a Trust, we are massively under-
resourced. – P16 26/04/2019 

 

The following diary entry shows how a lack of resources is impacting patient care and 

causing stress for staff: 

There is not enough resources to look after patients and this lack 
of resources is impacting on patient care. Patients who should 
be on acute wards are now admitted on rehabilitation wards due 
to lack of acute beds. There are less acute beds than what we 
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had 10 years ago, and this is impacting services. It is also 
causing stress for staff and impacting patients negatively. – Field 
diary 08/05/2019 
 

 

5.3.1. Financial pressures 

In the context of the funding gap detailed in section 4.3.3, the NHS remains low in 

budget. This leads to trade-offs and resource constraints, subsequently leading to 

increased pressure among staff.  

From the organisational point of view, there seems to be increased financial pressure; 

this affects the Trust and at the same time impacts on staff. Occupational health 

professionals interviewed for this study believed that the services they delivered were 

not very effective due to tight budgets; as such, there were still high numbers of 

sickness absences. Funding constraints affect the resources available for staff 

wellbeing, for example through occupational health: 

The Trust obviously works on a budget so they only spend this 
much on occupational health services and so we design and 
structure the occupational health service for the Trust based on 
the tight budget and obviously we try and deliver as much as we 
can in that budget which to me is not enough and so there is still 
high numbers of sick leaves and absences so yea it is be quite 
very complicated but that is probably the basic terms I have to 
put it. – P10 05/04/2019 
 
For us personally, there is a lack of resource in our teams, so you 
mentioned before when we talked about our locality and it is massive 
and we don’t have enough intervention erhmm from ourselves, that is 
not from the lack of trying because we are probably working at 200% 
erhmm and we have to think about our own health and wellbeing, but we 
are massively under-resourced as an HR team. – P7 14/04/2019 

 
Participants also discussed how funding constraints impact how vacancies are 
filled: 
 

We can create roles we can create vacancies, but it is all tightly 
controlled in the NHS, and everything comes down centrally 
from the government. My experience as occupational health 
staff has shown me how much pressure and stress this has 
caused everybody. – P34 Occupational Health 10/06/2019 

 

The comment above suggests that tight budgets have an impact on vacancies being 

filled. In other words, even when vacancies are created, funding is controlled by the 
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government and this in turn creates stressful situations for people. P34 also 

highlighted the competing priorities for funds, particularly NHS-wide campaigns such 

as the flu vaccination programme, over more local needs:  

The money for flu for instance is not new money to an NHS Trust 
it is money they were promised but withheld if they don’t meet 
target … this is my cynical bit, I understand from an infection 
prevention control point of view why we need 75% staff 
vaccinated because it protects staff and it protects patients and 
that is a very serious issue but the cynical part of me feels like 
you know it’s like there is pressure on staff to get the vaccine 
and if the Trust doesn’t meet that target, it doesn’t get its money. 
– P34 10/06/2019 

 

There is a lack of access to equipment that is central to people’s ability to do their job. 

This influences the experience of stress in the workplace: 

We are having issues at current time in inpatients services, and 
this is causing a lot of stress for staff. My admin doesn’t always 
have access to a desktop computer. Sometimes, they are asked 
to work on a laptop and pushed into a corner, erhmm whereas 
for me, admin, their job is solely on a computer, so that piece of 
machinery should always be there for them. I appreciate the 
nurses also need to work on the computer but then there should 
be a computer there for them to use as and when they need to 
but that’s not selling a half-hour shift, it could be an hour but to 
ask my admin side to step aside and wait, it’s not acceptable. – 
P32 28/05/2019 

 

There is things that you want to do and these things you can’t 
because we are prioritising priorities, erhmm the services are so 
big so across four CBUs (Central Business Units) we are 
constantly busy with a lot of pressure the services within the 
CBUs is massive and everybody wants you, everybody needs a 
piece but there is not enough pieces going around. – P5 
14/04/2019 

 

This inability to obtain resources needed to perform well in the job can result in 

stressful situations, as the diary entry below shows: 

We work in community settings, and you would expect that as 
staff we have access to desks and computers. We need money 
to provide these things … Yes, we are provided with our 
personal computers sometimes but what happens when they 
stop working? Sometimes there is hardly anywhere to sit, this is 
stressful and is an added pressure. – Field diary 10/09/2019 
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People also reported struggling on the wards to get keys that provide access to all 

aspects of the wards as the number of available keys is limited. Participant 3 explained 

how seemingly little things like this can be stressful for people: 

Resources are never enough. The little available is misused for 
example, there are some wards without sufficient keys and forbs 
(small devices for unlocking secure doors) to go around the staff 
because a lot of these keys have been misplaced at some point 
by staff. Little things like these impacts on your wellbeing 
because our stress buckets are all different. What causes me 
stress might not cause the other stress. – P3 03/04/2019 

 

However, P14 seemed to be of the opinion that it was not necessarily a lack of 

resources but that the available resources were not adequately assessed. P15 agreed 

that lack of money was not the issue and that there were resources that were not being 

used: 

I think we can always do with more money, and I think it is not 
around the resources that we have it is about whether we use 
them, and I say we have got all these resources at hand I just 
don’t feel we are accessing them enough I think there is a lot of 
time wasted going in between services. – P14 26/04/2019 
 
I think there is not one thing I don’t think it is about the money 
or the resources I think it is about if we are using them. – P15 
26/04/2019 

 

Both points above are in relation to distribution of resources, which is closely linked to 

the point about prioritising, albeit this time at a local level. The quote below from HR 

discussed how the Trust is massive with numerous services spread across the region, 

and even though things are needed within these services, there are not enough 

resources going round:  

As an HR function, there is things that you want to do and these 
things you can’t do because we are prioritising priorities, erhmm 
the services are so big so across four CBUs there are other 
services within CBUs and everybody wants you, everybody 
needs a piece but there is not enough pieces going around, it 
sometimes feel like you are pouring from hand to cup and if you 
are then obviously nothing comes out. – P6 18/04/2019 
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In summary, funding constraints result in a lack of resources. They invoke feelings of 

insecurity about obtaining and retaining the resources necessary for meeting job 

demands amidst competing priorities for funds, thereby triggering stress.  

 

5.3.2. Understaffing  

As discussed in Chapter 4, the healthcare system is under pressure as a result of 

staff shortages, particularly noticeable in mental healthcare settings (WHO 2009):  

So, at the moment, erhmm I think there is the financial pressure which 
does impact on staff vacancies because vacancies are not filled as 
quickly in some areas and other areas are hard to recruit thus leading to 
staff shortages. – P35 21/06/2019 

 

The staff gap and understaffing currently faced by the NHS workforce is a concern. 

There is an accelerating rise in demand for mental health services but inadequate 

supply of workforce to meet these demands; gaps are either filled with temporary staff 

or roles are left unfilled (King’s Fund 2018). One worker emphasised that they do not 

feel safe when dealing with challenging patient behaviour, which is a major stressor 

for staff (see Chapter 6). This is exacerbated by staff shortages: 

You can feel frightened and stressed when you don’t have the 
support that you need in isolated cases. People come to work 
and feel threatened in a few incidences, and it is not to do with 
the patients but with the lack of availability of support from staff 
in a ward due to staff shortage. So, this is something which 
probably should be addressed before people get hurt. – P20 
02/05/2019 

 

In addition, participants made a clear connection between understaffing and the 

consequences for safety, noting that safe staffing involved more than maintaining just 

the safety of patients: 

There is not enough hours in the day and staff shortages lead to 
people breaching policies and they are doing patient 
observations too long. To me this compromises safety for both 
staff and patients. – P2 
30/07/2019 
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The quote below suggests that it is difficult to get work done amidst staffing difficulties. 

This is especially true when the work environment is busy, necessitating the use of 

bank and agency staff because regular staff are either off sick or are unavoidably 

absent:  

When the wards are short staffed then there is high stress levels 
and that is the main challenge we have with our Trust – 
constantly being short staffed. When the ward is short staffed, 
you have to put in extra effort to make sure the jobs allocated is 
done. Due to the fact that our patients have a lot of need and are 
very demanding, when we are short staffed, the people on duty 
put themselves at risk because they want to make sure 
everything is done and there is no cutting corners. We are 
dealing with human lives; it is not like a factory job where you 
say ok I can do it this way or that way. So, our main challenge 
that leads to stress is staff shortage. – P18 16/09/2019 

 

This quote incorporates many of the issues discussed in the chapter so far, notably 

staff shortages and financial pressure leading to resource constraints. The pressure 

of understaffing on individuals appears to be affecting their ability to continue with their 

role, thus making them ill: 

Most people left nursing because they were sick of being 
understaffed; it is a real shame. – P22 04/05/2019 
 
The few staff left on the ward are completely overwhelmed and 
bombarded with pressure and visions they can only “put in their 
box” and are in desperate need of mental health resources. – P1 
24/03/2019 
 

From literature, it is suggested that the mental health workforce has not kept pace with 

the demand for mental health services (Barker et al. 2019). One research participant 

highlighted how permanent staff were made redundant and replaced by agency staff: 

The Trust does not employ enough staff, they got rid of people 
years ago attributing it to cuts and then ended up spending twice 
the money on agency staff. Where is the logic behind all of these 
other than creating stressful situations for staff? – P23 
05/05/2019 

 

Some of the clinical leads (registered nurses at band 6 level, a step from becoming 

eligible to take up a post as a manager) highlighted the level at which jobs were 

created rather than the overall number of staff. They felt that because of their 
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administrative and mini-managerial responsibilities on the ward, it would have been 

ideal if they were not counted in the staffing numbers for each shift. However, they 

reported that staffing levels were not decided by the ward but by top management: 

I would like that clinical leads are not included in the staffing 
numbers during shifts because we have too much to do and you 
don’t have the protective time to do all your jobs. The Trust is 
understaffed, and I don’t think that there is ever going to be a 
change with this … I think that my perception of that changed 
when I came here as a clinical lead whereas in my former ward, 
I always use to think that we were understaffed and I always 
wanted more staff and I just couldn’t understand why we couldn’t 
get more staff but it doesn’t just come from the ward level, it 
comes from higher above. – P9 10/07/2019 

 

Most of the time, especially during increased clinical activities, the work demands 

exceeded the number of people within the team to meet the demands: 

The only downside is there is not enough staff and support to 
manage for when an incidence occurs and in the moment of 
things, there is no time to reflect, you feel emotionally vulnerable 
because you are so stressed and burnt out. – P3 12/06/2019 

 

One participant identified how the issue of understaffing has been an ongoing 

problem from an organisational point of view, causing stress and putting more 

pressure on staff. He also added that inability to balance work and life commitments 

is one of the reasons why staff cannot be retained:  

 
For me the stress is generally lack of staff and working on numbers … 
the NICE [National Institute of Clinical Excellence] guidelines use to say 
one staff member to three patients, but we never get that … where are 
all the staff? – P23 10/05/2019 

 

The above quote suggests that sometimes, the required minimum staff are not 

available. Similar to P23’s earlier quote above in relation to people being made 

redundant, P11 suggested that one reason why the Trust is unable to retain staff is 

that people retire and yet they are not replaced. Of course, if there are staff shortages 

in the NHS, the Trust will also be affected: 

Shortage of staff has been an ongoing problem not just in our 
Trust, I would say the NHS as a whole; they can’t recruit staff 
properly, they can’t even keep staff. Most of the time this is due 
to staff unable to balance work and life. They let people retire 
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and not replace them. They have lost loads of good staff 
including qualified nurses and they never replace them. – P11 
29/07/2019 

 

As highlighted in the interviews, unfavourable working conditions can play a part in 

people leaving a “profession” but for most, it is something they signed up for. In other 

words, NHS staff work long hours and shift patterns. This might make it difficult for 

people to commit to work in the long run, and hence it may be difficult for the 

organisation to retain its staff.  

The comments indicate that understaffing is contributing to stress among staff, 

which can also have implicative consequences for the NHS, for example its ability to 

adequately maintain patient and staff safety. Indeed, the literature has suggested that 

the mental health workforce has not kept pace with the demand for mental health 

services (Barker et al. 2019).  

Mental health support workers are indeed in a job that is both physically and 

emotionally challenging, and as suggested by this study, understaffing is adding to this 

challenge, contributing to experiences of stress:  

When the wards is short staffed then there is high stress levels and that 
is the main challenge we have with this Trust-being short staffed and 
when the ward is short staffed so you have to put in extra effort to make 
sure the jobs allocated is done and because our people are those in high 
need and very demanding so when you are short staffed, those of you 
on duty you put yourself at risk because you have to make sure 
everything is done there is no cutting corners because you are dealing 
with human life, it’s not like a factory job where you say OK I can do it 
this way so mostly the level of staffing that is the main challenge that 
staff have to deal with. – P6 12/07/2019 

 

A participant suggested that adequate staffing levels and having decent rotas in place 

would help reduce stress in the workplace considerably: 

Well most of the time, we should have one or two people more 
on the shift but we don’t; we have a good ward but for whatever 
reason, staffing levels drops and then people become 
overstretched and stressed and become frustrated … there 
should be descent rotas in place to address staffing issues 
because this would reduce stress to a large extent … so 
understaffing that is the main thing for quite some time now. – 
P15 05/06/2019 
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The above points show that overwork and understaffing appear to put pressure on 

people in that they struggle to get things done, especially when looking after patients 

who are very demanding.  

However, the quotes below can be couched in terms of stability of the ratio of 

permanent staff and agency staff. Ideally, permanent staff would create stability in the 

sense that they know the routines on the ward and can help those who come to cover 

like bank or agency staff. However, for those who do come in to cover, there is a lack 

of stability because they will automatically spend part of their time and energy trying 

to understand what is going on, the type of patients admitted on the ward including 

their risks and presentation, where things are kept, how things are done and who is in 

charge:  

If you are familiar with the patients is better. It cannot be avoided using 
agency or bank staff, but it is important to pair a familiar staff with them 
to support each other otherwise the stress this causes is unbearable. –
P12 21/09/2019 

 

Unfortunately, most times the wards may be working with agency and 
locum staff who are unfamiliar with the ward. This always increase stress 
and pressure. Also working without the staff, you need I think is an added 
pressure and creates room for stress. – P31 18/09/2019 

 

I have had quite few security issues with agency staff, leaving doors 
open, falling asleep with doors unlocked, people not telling us where they 
are, honestly that kills the living daylight out of me because I have to 
worry about all these issues, keeping them and patients safe. This is 
stressful. – P20 21/07/2019 

 

The quotes above are phrased in terms of staff stability and composition in work 

teams, which is a direct consequence of staff shortages. From my experience at work, 

for any ward to work well and avoid putting too much pressure on people, unfamiliar 

staff should not be left on their own when on the ward to cover shifts because they 

might not be familiar with the ward and how things are done. Rather, they should be 

paired with regular members of staff who know the ward and know the potential 

triggers that lead to incidents. Due to the current situation with staffing levels in the 

NHS, using bank and agency staff cannot be avoided, but it is important to 
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acknowledge the fact that they can be an additional stressor for staff; hence they 

should be supported to understand the ward. 

In summary, understaffing causes difficulties across different staff groups due 

to inability to meet the demands of the ward environment, which can be very 

challenging. Staff constraints leading to increased work expectations are contributing 

to an increasingly difficult working environment for staff. Some people have been 

forced to retire due to unfavourable conditions; these play a part in people leaving a 

“profession”. However, for most people, it is what they signed up for. Also, working 

long hours amidst staff shortages exacerbates difficulties in retaining staff. The Trust 

should ensure that vacancies are filled, especially when people retire, rather than 

depending on bank and agency staff.  

 

5.3.3. Development opportunities 

Some research participants reported being comfortable with the levels of training they 

had, and were quite happy to renew them every year to continue their professional 

development and stay up to date with their competencies. A member of staff also 

highlighted that he felt satisfied with the current training provided by the Trust because 

he had no intention to progress from being a support worker to a much higher post: 

Yes, my trainings are enough because I do not want to progress further, 
I am happy where I am in terms of the level of trainings and if any more 
were to be added this will become a bit too much and stressful for me. – 
P30 26/05/2019 

Another worker reiterated that he was comfortable with the level of training provided 

and expressed his dislike for training: 

No, I would not want any additional trainings, I hate trainings … the 
trainings we have is just about enough to be honest, it is already stressful 
as it is because you have to renew all your mandatory trainings every 
now and again and it just burns you out every time. – P29 25/05/2019 

 

A more prevalent sentiment among participants was a desire to have more training and 

development, particularly around issues of resilience. Resilience training teaches staff 

how to recover quickly from difficulties and challenges. Since mental health support 

workers’ jobs can be quite challenging, it was no surprise to hear requests for more 

training: 
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I would love more trainings around resilience … this is one training I have 
been looking forward to having because the nature of our job requires 
us to be resilient. With this training I believe the number of people going 
on sick will reduce to an extent. – P27 22/04/2019 

 

I would have loved trainings that are opt-in for example resilience 
trainings. This training is particularly important I think due to the nature 
of our jobs. – P1 21/07/2019 

 

I think that potentially we would look at further training on emotional 
resilience, the course came out recently and I don’t know if you know it 
filled up within a week, so the course came out and I tried to test it so I 
get feedback to give to the staff to say that I have been on it and all the 
dates went within the first week of it being issued so I think we have got 
a capacity issue in terms of rolling out the resilience training. – P25 
21/08/2019 

 

Other participants spoke about a need for more skill-based training to better equip 

themselves to face the challenges of working in a challenging healthcare environment. This 

point seems to be particularly important for bank or pool workers, who regularly work on 

different wards and/or with different teams to provide additional staffing from time to time: 

I have always asked my manager to get me booked onto any additional 
trainings that may become available because as a bank staff you never 
know what to expect on the ward that you would be going to for your 
shifts. Every day is different and sometimes additional skills are required, 
I become stressed when I don’t know how to handle a certain situation. 
– P2 18/04/2019 

 

Others who were pool staff with a substantive post but were protocoled to different areas 

of the Trust to cover shifts felt they needed more training in case they were sent to areas 

that needed additional skills to carry out their duties. For these people, not knowing what 

might happen on a ward where they were sent to cover shifts could lead to stress: 

As a pool staff, you get sent to any ward within the Trust and you need 
to be prepared for what the day brings, I was once put in a position where 
an emergency response belt was needed to deal with an incidence on 
the ward, and because I wasn’t trained to use I couldn’t be of any help 
and the other members of staff apparently appeared stress by this 
because they needed more hands and this made me feel really anxious. 
– P23 20/07/2019 
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These people may be facing additional uncertainties, for which they report feeling ill 

prepared.  

Qualified nurses also reported a notable need for additional structured and in-

depth training in specific areas. The provision of training and development/CPD in the 

Trust is normally in person or through e-learning. However, since the Covid pandemic, 

most training is now done virtually, typically through Microsoft Teams. Staff are 

mandated to complete their training, especially the mandatory classes, but additional 

classes are difficult to get into because they are not accessible, and people may need 

to obtain permission and authorisation from the line managers to get into them: 

I think more in-depth trainings around specific things like medical 
transcribing, it is something that has been on my mind for some time now 
and the more I think about it the stressful I become. I have spoken with 
my manager, and she insists there is not enough funding at the moment 
for it so I would have to just sit and wait … it is stressful for me. – P22 
02/10/2019 

 

Yes, I would love more structured trainings on personality disorder and 
more on physical health specifically working with people with 
neurological disorders, I have just been protocoled down here a neuro 
ward and it causes you anxiety when you don’t know what to expect 
sometimes. – P5 19/06/2019 

 

An HR emphasised the need for managers to be provided with additional in-depth training, 

especially in the area of management. They reckoned that a newly employed manager 

might not have the required people management skills and experience to manage a group 

of people, which could lead to stress for both managers and staff: 

I think we need to provide management trainings for managers so as 
soon as somebody was appointed, we have management training 
programme that managers go on high level, I find it quite high level and 
it doesn’t get into the nitty gritty. When I attended it and I am an HR 
manager, I came out with some of my questions whereas that should 
have been my bread and butter so if I am going in and coming out with 
more questions, and this is my bread and butter how can I expect a newly 
employed manager with no people management skills and experience 
to recognise actually that they have some questions and I am doing stuff 
myself, I don’t think anybody else in HR is doing it cos I did it at XX; I 
have developed a little mini management programme so every time one 
of our staff in pharmacy gets appointed as a newly qualified manager, 
they do a management induction programme and I sit with them one day 
a small cohort of managers. – P29 21/10/2019 
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Erhmm, we don’t have enough trainings for our managers we definitely 
don’t, and I think you will find that it is a consistent theme, I don’t think 
that’s an [anonymous] Trust thing I think that it is an NHS thing in 
general. – P28 15/08/2019 

 

There should be more training for managers especially in areas of stress 
risk assessments, mindfulness, and group CBT including wellbeing. – 
P8 22/04/2019 

 

From the quotes and discussion so far, it is evident that as people progress, they tend 

to take on more and more management roles, for which they may not be well prepared.  

HR staff also noted that there wasn’t enough training, attributing this to either 

a lack of trainers or lack of commitment from managers regarding staff training: 

I think that we don’t have enough training I don’t know if that is the 
training capacity or if there are not enough trainers or if there is a 
commitment there for managers to make staff attend training because 
there is that demand for trainings which would be very helpful. – P20 
21/07/2019 

 

Another participant was pleased about the yearly refresher mandatory training but 

would have wanted more training around personal development: 

I emphasise on my mandatory trainings because they will enable me 
carry out my duties effectively and I am pleased that these are provided 
yearly. But there are other trainings which should help you work 
efficiently on your job so I would have loved more trainings in personal 
development, but I find myself privately doing that at the moment. As a 
Trust, I think trainings on personal development should be offered as 
mandatory trainings because it will help us function effectively on our 
jobs. – P7 14/04/2019 

I would like to have some individual, professional trainings or 
developmental trainings rather than being elected for example a 
recognition of my degree where I have been trained on would have been 
helpful. – P11 16/10/2019 

 

The findings from the interviews suggest that of particular importance is the need to 

provide training and support to staff and even managers, especially those responsible 

for delivering organisational strategies. 
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5.4. Organisational culture 

This section will explore some issues related to organisational culture, such as 

manager-staff relationships. 

My research findings identify the important role that organisational culture plays 

in the day-to-day role of mental health support workers. Interviewees described 

organisational culture as a system of shared values and beliefs which governs how 

people should behave and interact (P27; P8). They also expressed how it was a 

determinant as to how decisions are usually made. Some participants described 

managers as having a lack of understanding of the Trust’s culture: 

My manager lacks the strategy to engage people in decision making. 
Her strategy most times clearly portrays her lack of knowledge regarding 
organisational culture … it is the reason why sometimes we find it difficult 
to achieve certain goals at the stipulated time. – P8 12/03/2020 
 
Personally, I think that management lacks basic knowledge of the culture 
of an organisation such as the NHS. If they understood the current 
culture of this organisation, then I assume that they would consider a lot 
of things when introducing changes and this ought to be communicated 
effectively. – P27 16/05/2019 

 

Culture, however, is experienced and interpreted subjectively by people in the context 

of their own belief systems and their perspectives on the organisation. 

Although the participants above suggested that their line managers did not 

know the Trust’s culture, the main point is the apparent tension, either between 

different interpretations of the Trust’s culture or a mismatch between culture and some 

behaviours. Participant 27’s quote above suggests that there is a lack of 

communication of change to everyone in a team, which can have a negative impact 

on staff.  

People reported that in the Trust, power and control were concentrated among 

the top management. These few managers were said to make quick decisions among 

themselves and to implement these decisions swiftly without consulting with those at 

the lower end of the organisational hierarchy. Participants further described the culture 

of the NHS as a system where power results from a person’s position. In Max Weber’s 

work on bureaucracy (Weber 1978), this type of power is regarded as authority. One 
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participant described this sentiment as the Trust having “too many chiefs and too few 

Indians”: 

There are too many strategies poorly implemented and this clearly 
doesn’t work sometimes … erhmm for example since the 
implementation of restrictive practice I have seen a lot of things go 
wrong. Yes, I want our patients to be least restricted as possible but the 
way things like this are implemented is what causes problem for 
everyone. Implementation of this may be in line with the organisation but 
it has only just been implemented and hasn’t been rolled out properly … 
it is clearly sometimes causing stress for staff because our hands are 
tied as to how much we can or cannot let the patients take on. – P12 
15/08/2019 

 

In addition to the findings from interviews, my field diary captured the role of power 

and how this affects staff dynamics on a day-to-day basis. Those on the same band 

level were normally at loggerheads with each other, wanting to dictate who should 

and should not take over certain activities of the day.  

 

5.4.1. Lack of involvement in decision making 

Mental health support workers felt that the way organisational culture was perceived 

and understood by managers’ limited involvement in decision making. Participants 

believed that they were not involved in decision making and felt undervalued in their 

role: 

Never been involved. At times I am made to feel utterly useless. I have 
no memories of ever being consulted on any matter. – P4 07/08/2019 
 

Also, in decision making, some staff wanted their opinions to supersede those of their 

colleagues. They wanted to be portrayed as the best decision makers. This normally 

caused friction and many staff relationships had broken down as a result. 

P18 said she had worked in this way for 20 years, giving her best to patient 

care, and not once had she been involved in decision making. She believed that 

support workers are, in her words, “underdogs who are not heard but only seen”: 

 

I have been a support worker on a ward and sometimes felt undervalued, 
spent 20 years of my life giving all I had to the patients in my care and 
yet not once am I being involved in the decision-making process. We 



127 
 

really work hard out there and most of the time on our own, but I think the 
majority think we are underdogs, the little Indians that have their place 
seen but not heard. – P18 02/04/2019 
 

Participants 28 and 13 described support workers as frontline staff who are not part of 

the decision-making process. They suggested that all health workers, no matter their 

position, should be listened to: 

In many situations support workers are at the extreme frontline yet they 
seem to be treated like no one sometimes … shame they won’t be 
allowed to get involved in decision-making process. – P28 05/06/2019 
 
When it comes to decision making, we are not recognised but “it is the 
small cogs that help turn the big wheels” … all healthcare workers 
regardless of professional status should be listened to and involved 
equally. – P13 08/09/2019 
 
As mental health support workers, we are never really involved or 
mentioned anywhere not even in the media especially we are all working 
as a team and are in the front line but seldom recognised … it is a 
stressful situation because we are all part of the NHS, and we all play a 
part or so I think. We get left out in a lot of things I think erhmm … due to 
not being professionals. – P8 01/02/2020 

 

The next subsection will discuss employee voice and recognition and the impact this 

has on mental health support workers.  

 

5.4.2. Employee voice and recognition 

The findings suggest that there is a link between a lack of involvement and a lack of 

employee voice and recognition. In one sense, they are two different constructs but, 

in the data, they are closely linked. Participant 19 mentioned being undervalued and 

argued that there would not be an NHS without support workers: 

I am a support worker, and I am thoroughly disgusted by the level of 
support available and angered that we aren’t given the credit we deserve. 
I can do what the trained nurses do and we do more behind the scenes 
and for less pay. Sometimes I do feel undervalued; without HCAs 
(Healthcare Assistants) and support workers there wouldn’t be an NHS 
… we are hardworking and bloody grafters. – P19 06/05/2019 
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Participants 10, 14, 2 and 3 also drew attention to the nature of the job performed by 

support workers. They described themselves as the “backbone” of the NHS and the 

eyes and ears of the ward, without whom the registered nurses would not be able to 

do their job. However, they felt left out when it came to decision making: 

Support workers are the backbone of the NHS, and they are always on 
the front line. Nurses couldn’t do their job without them and yet they 
wouldn’t be involved when it comes to deciding the best interest of the 
patients. – P10 05/06/2019 

 
Without support workers, the hospitals would crash and stop they are 
important members of the nursing team and deserves to be supported … 
it does not matter what your title is and this is with regards to any jobs … 
support workers or not we are all human beings. – P24 12/03/2020 

 
When the registered staff are tied up with admission, paperwork, 
assessments, endless office tasks we are with the patients – the eyes 
and ears of the ward, yet we are invaluable and do not have a say in 
anything. – P14 09/09/2019 
 
It has always been like this – the fact that we don’t get involved in 
important matters, but the wards wouldn’t run without support workers, 
HCAs, even domestics, porters etc. … all our hard work never ever get 
recognised. – P2 10/02/2020 
 
Everyone counts whatever their role is … everyone should be involved 
in the decision-making process they couldn’t do their job without the help 
and support of support workers or healthcare assistants … they all play 
an important role, and our rank doesn’t matter our commitment does and 
we all deserve to be supported when needed. – P3 05/10/2019 

 

The expectation of recognition was shared across all participants. Participant 11 

referred to support workers as the “unsung heroes” and the “foot soldiers” who should 

be treated with the same respect regardless of their band. People wanted to feel 

involved and engaged as part of the team: 

 Everyone is entitled to their opinion and that opinion should count and 
each staff should get the same respect and treatment in the NHS no 
matter what your band, professional status or role is … but it doesn’t 
happen there is so much rivalry and snobbery … some get to a certain 
band and forget where they started from … with time, we would see who 
the heroes are and who should be getting the recognition and given the 
credit they deserve … we remain the foot soldiers and the unsung 
heroes. – P11 07/05/2019 
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Participants 15 and 17 were driven by a passion of caring for people and emphasised 

that all bands should be acknowledged no matter who they are or what they do. They 

felt that this was lacking in the NHS and caused stress for its workers: 

We all play a vital role in service delivery and that is caring for people … 
I have worked on a ward on my own with limited qualified staff and also 
worked on days as crisis team on my own too attending to crisis work in 
the community which could sometimes be very stressful … our support 
also revolves around helping senior staff; we are not asking for our 
names to be put forward but to acknowledge all grades no matter who or 
what they do and render them support for when they need it. – P1 
10/06/2019 
 
Everyone is important whatever the rank from top to bottom we are all 
human beings looking after people in our own different ways … from the 
doctors down to the cleaners and porters we are all just as important as 
each other and are a team … we all deserve to be recognised and 
supported. This is clearly lacking in the NHS as a whole and leads to 
stress. – P17 05/06/2019 
 

From the above excerpt, staff wanted some form of recognition and support regardless 

of their hierarchical position.  

A newly qualified nurse (less than six months) pointed out that she noticed 

during her training and post qualification that support workers are not often given the 

same support as doctors and nurses: 

HCAs or support workers are “the backbone of the ward” … I learnt so 
much when I was a student nurse, they taught the fundamentals of 
nursing care … I had no idea what to do when I first walked in to the 
ward but they taught me all the basics with a smile on their face and 
kindness in their heart … these workers deserve to be recognised but 
they are not. – P16 04/08/2019 
 

Another newly qualified nurse expressed concerns over a lack of support when she 

was a support worker. She described the role of a support worker as being like “a left 

arm”. You could not function if it was not there: 

I was a support worker before I did my training and not for one day did I 
feel supported at all or get recognised for the work that we do … I have 
never forgotten my roots as a care assistant or support worker … it is 
like your left arm and as nurse, you can’t do your job without them. – P22 
07/08/2019 
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From my ethnographic field notes, it was interesting to note that participants felt they 

were neither supported by the Trust nor recognised by the media. They suggested 

that there was no recognition of who they are or what they do and the pressures they 

have to deal with in the workplace. Staff often expressed how they felt about a lack 

of understanding regarding their role and recognition by the wider public; they 

reiterated their importance and usefulness and the role they play in the NHS, 

including the kind of patients that they look after. These responses tallied with my 

field notes:  

There is a lack of understanding about what mental health workers do, 
yes, it is a different pathway to nursing within acute trusts, different but 
unique with its challenges that many would struggle to comprehend. 
Mental health inpatient nurses look after the most acutely unwell people 
in the society many of whom have co-existing physical health problems 
making them particularly vulnerable. – P1 23/04/2019 
 
If a patient was mentally poorly enough to warrant transfer to an acute 
hospital, it will be these staff caring for these mental health patients in 
inpatient mental health hospitals. Remember these patients are brought 
in hospital because it is not safe for them to be at home so they have a 
vital role to play in keeping people safe. – P20 02/05/2019 

 
Patients detained in mental health hospitals and community homes were 
above 5,000 if I am right in 2018/19 erhmm … women, children, older 
people, secure services, LD (Learning Disability) services, mental health 
… we provide care to all of them. It is about time that we get recognised 
and people need to know the size and importance of mental health 
services. – P12 18/05/2019 
 

In summary, mental health support workers feel that they are not recognised and are 

not given a voice. Their interview accounts appear to suggest that managers are not 

offering the support that they need and as such they feel belittled. This lack of voice 

means that they do not have control over their work and leads to a lack of 

understanding of what they do or who they are. This seems to be a significant cause 

of stress for people.  

From literature, a lack of voice for employees and non-participation in decision 

making are widespread. If not acted on, this may have significant consequences for 

organisations (Martin et al. 2015). Despite all participants in this study having a shared 

caring nature, the perceived lack of recognition and involvement in making decisions 

within the team seemed to impact on them negatively.  
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5.4.3. Role and position in organisation 

Interview findings from my research point out the role and duties of mental health 

support workers and support the claim by Wilberforce et al. (2017) that they carry out 

the duties of a qualified nurse: 

What is stressful now is the differences between roles for nursing 
assistants, nursing associates and even the qualified nurses. I find that 
sometimes that support workers carry out the duties of qualified nurses 
which is very conflicting. This causes severe stress as you are not sure 
what your job boundaries are anymore. – P13 21/10/2019 

 

Sometimes, we are now forced to do the jobs of registered nurses taking 
urine samples and analysing, assessing the needs of patients, making 
referrals to relevant agencies … and at the same time being in the 
forefront and spending time with the patients … this is indeed stressful. 
– P11 16/10/2019 

 

They didn’t really know what to do with me or how to help me when I first 
started on the ward. There wasn’t really a clear or specific role for me so 
it was quite confusing and conflicting. I didn’t feel supported by manager 
either because she suggested to me to learn on the job and seek help 
from my colleagues. – P4 19/04/2019 

 

My field notes on the lack of a clear role agreed with P4’s comment: 

Some support workers commented that understanding of the support 
worker role across the Trust was somewhat limited. They think that even 
though there had been formal acknowledgement as to what their roles 
should look like at the start of their jobs, a few described feeling lost and 
unsupported as to the clarity of their roles when they started in their new 
roles. They suggested that this would have been due to none of their 
colleagues knowing what the purpose of a mental health support worker 
was on the ward thus leading to ambiguity. – Field diary 02/06/2019 

 

While constant levels of patient contact do not necessarily set workers apart from those 

who are support staff and those who are registered nurses, the nature of the tasks 

described above depicts a distinctive role made up of complementary duties that should 

otherwise be performed by registered professionals. These tasks were often observed 

during my own shifts.  



132 
 

A registered nurse noted that it was difficult to see how support workers’ role 

fitted into the existing nursing structure. She explained that it would be helpful if they 

were able to learn from the unclear and inconsistent way their roles have developed 

so that clarity can be established:  

I am keen to learn how our support worker role is structured because at 
the moment I think their roles are inconsistent and conflicting. it is 
important to get people to understand what the role is … It should be 
clearly outlined and explained from the beginning, so we know what the 
band 2s and 3s are doing to avoid confusion on the ward. – P35 
20/10/2019 

 

The banding system is ridiculous it is unclear and confusing. I think all 
support workers have conflicting roles at the moment because they all 
want to work together but there are role demarcations, and this causes 
stress for them and for everybody. – P1 21/07/2019 

 

The literature review argued that this lack of role clarity has led to some support workers 

feeling that they need to go the extra mile to prove what they can do and how they can 

demonstrate their level of expertise in their relevant clinical areas (Henshall et al. 2018). 

Henshall et al. (2018) suggested that this creates feelings of uncertainty for this group of 

workers, especially in terms of job security and career progression.  

The interviews suggested that the mental health profession is extremely 

stressful with considerable pressure. Dealing with the role can be very difficult and 

little is known about the work involved: 

Dealing with the role as a mental health worker, the crippling anxiety 
that this brings is sometimes worse than mental health illness itself. 
The staff who are completely overwhelmed and bombarded with 
pressure and visions they can only “put in their box” are in desperate 
need of mental health resources which are scarcely available. It is an 
extremely stressful profession and yet little is known about them. – 
P30 28/05/2019 
 

Mental health workers save lives not just the general nurses. There is 
a lot going on about suicide awareness but without mental health 
workers there would be more suicides and other mental health 
problems like anxiety and breakdown. – P32 25/05/2019 

 
We are a bit hidden and forgotten about in the background as mental 
health workers. We are also keeping people alive every day some of 
us are now also moving to provide mental health support to NHS 
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colleagues dealing with trauma working in acute areas and to the 
families and friends of people dealing with trauma when something 
unexpected has happened in their lives. – P23 05/05/2019 

 
Where do I start? As a mental health worker, we have many 
responsibilities, you are expected to give a holistic care erhmm … 
approach of care to patients. Holistic in this sense involves the main 
domains of both mental and psychological aspects of care. I take care 
of these patients as much as I can in terms of their mental health and 
yet we are barely even recognised. – P6 29/06/2019 

 

In my experience as a support worker, I have been allocated on several occasions to 

general wards to care for a patient who was physically unwell and required medical 

attention alongside mental ill health. The nurses or nursing assistants often say they 

do not know what to do with patients who have mental health problems. Furthermore, 

if these patients become agitated or their mental health deteriorates, nurses or nursing 

assistants would not be able to manage the situation the way that mental health nurses 

and support workers do. This means that all healthcare workers are equally important 

although trained in different specialisms. 

 

5.4.4. Allocation of work 

Staff highlighted that they were sometimes asked to take on tasks outside of their job 

description, taking on more responsibility than they ought to be. This can be stressful: 

Support workers are not given any kind of control over their jobs because 
sometimes they are assigned jobs that is out of their job description and 
this leads to stress … we are not treated well, and we are totally 
disrespected by the registered staff and without us the NHS couldn’t 
work as well as it does. – P15 26/04/2019 
 

From my experience on the ward, I have been in a similar situation several times where 

I have had to carry out investigations that I wasn’t trained for because they are not part 

of my duties, such as urine tests to check for drugs or urine infection. Tasks such as 

these are meant for qualified registered nurses, but I have had to learn on the job. My 

fellow colleagues are in a similar situation. I have seen some who now take blood from 

patients – a job meant for phlebotomists. Phlebotomists are allied professionals other 

than nurses and doctors who carry out phlebotomy: a process of making a puncture 

in a vein in the arm using a cannula for the purpose of drawing blood for investigations 
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such as medical testing. They belong to a professional body called the National 

Association of Phlebotomists. They are recognised professionals; this then raises the 

question of why mental health support workers who are not professionally trained are 

taking on such tasks. This seems to resonate with the theme of lack of recognition of 

mental health support workers within the wider NHS. 

Another participant stated that support workers were often referred to as the 

unqualified, which to them is a dreadful term, and so did not have control over things 

that went on within the clinical area. This creates an atmosphere of unhappiness and 

can cause stress: 

It is very sad because very often support workers are commonly referred 
to as the unqualified on the ward who should not have control over any 
aspects of clinical care or on how and what kind of duties, they are 
supposed to take on the ward. It is a dreadful term and things becomes 
stressful because there is that atmosphere of unhappiness, because 
many support workers are well qualified not as a nurse but have plenty 
qualifications in other degrees and have very useful ideas. – P21 
03/05/2019 
 

The participants below shared this view. P1 felt he was not good enough in his job 

because of a lack of control, emphasising that the “big wheels do not turn without the 

cogs”. In essence this means that even though they are seen as minor or low-level 

employees, their position within the organisation is important. Subsequently, P5, P20 

and P22 expressed ill feelings of not being acknowledged and not having control in 

their roles: 

 

I am a support worker and proudly so and to be honest it just makes me 
feel as if I am not good enough because of a lack of control over the jobs 
I am allocated … erhmm … it’s like because we are not registered nurses 
we don’t count … I lack control in all aspects within my role and it doesn’t 
seem to matter but we are all trained in our own right … the people at 
the top needs to be reminded that big wheels don’t turn without the cogs. 
– P1 24/03/2019 
 
As a healthcare support worker, it hurts me when I see how clearly we 
lack control over certain situations on the ward for example implementing 
our ideas or following certain suggestions which we clearly know were 
made wrongly by the bosses … we are regarded as just the healthcare 
assistants, the NHS is one huge family from the moment a staff picks up 
the phone for help regarding a patient, they are immediately assessed 
and seen by the nurses or doctors and we attend to the patients as well 
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so the cycle is endless but take a cog out of the team and it won’t work. 
– P5 14/04/2019 
 
I would rate my stress threshold now say 10 out of 10. I work long hours 
and even stay longer some days when there is staff shortage, yet I am 
not valued and not recognised … The days are gone when the kind of 
support and expectations you get from the Trust was so … The good old 
days … – P20 02/05/2019 
 

Healthcare support workers are the backbone of the nursing community; 
they notice when a patient is very ill yet we have no control … many 
great nurses I have worked with even acknowledge this. They work so 
hard on the wards and support the registered nurses at all time so they 
should have some sort of control over their jobs and other important 
matters. – P22 04/05/2019 

 

A registered nurse recognised the use and relevance of support workers in 

complementing each other in their roles: 

I couldn’t do my job as a qualified nurse without my support workers … 
they are the eyes and ears of the registered nurses, and I am proud to 
call my support workers my dear friends and I would trust them with my 
life. The NHS would not be what is today without them. – P26 14/05/2019 
 
I think we have to do things by the book and that means that you don’t 
have control over certain decisions and policies …  you try to do 
something different, and they say it is restrictive practice … we are often 
guided by policies whether right or wrong. – P18 27/04/2019 

 

In summary, one of the key conclusions derived from this section was the lack of 

professional recognition which participants saw as problematic. The findings suggest 

that mental health support workers believe that they are an unrecognised and 

undervalued group of healthcare workers in the NHS about whom little is known. They 

described themselves as being hidden and forgotten in the background without people 

recognising the important yet stressful nature of their job and their contribution to 

mentally ill patients in wider society. 

The last section of this chapter will explore the organisational policies and 

procedures implemented by the Trust and their impact on workers. 
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5.5. Organisational Policies and Guidance 

This section discusses the role and influences of policies as a stressor in the NHS. 

Clearly, from this study, as discussed in the previous sections, managers play a 

significant role in the design and implementation of policies. This can have a direct 

impact on the way stress is controlled and mitigated in the workplace. The procedure 

for implementing the sickness and absence policy is explained below by an admin 

manager participant: 

Initially, the conversation should be heard with their line manager as 
appropriate. The manager should get early referral fast tracked to team 
prevent. The manager should also do a stress risk assessment with them 
and best practice, though I wouldn’t say it always happened, is that 
stress risk assessment is then given to team prevent prior to the referral 
process. The conversation happens with team prevent to determine 
what further course of action needs to be taken or what reasonable 
adjustments need to be put in place. So that might be whether you are 
going down the CBT with the counselling route signposting for a debt 
manager and all those kind of things and if it’s to do with their workload 
or reasonable adjustments, all those kind of things, that would then be 
fed back to the manager and then it’s the manager’s responsibility to 
work through that for those reasonable adjustments in place, so that 
would be, you could get more complex things than that but I would say 
on a general day-to-day basis, that would be the route. – P34 10/06/2019 
 

Employees facing stress will feel more aggrieved where they perceive inconsistency 

in the application of the policy from managers. This is a problem observed in this study: 

managers in the NHS tend to be inconsistent in their application of stress policy. 

The next section will discuss the subthemes arising from policies and procedures. 

 

5.5.1. Sickness policy and implementation  

The sickness policy of the NHS and the way it is implemented provides a significant 

cause of stress amongst NHS staff, as found out in this study. The purpose of the 

sickness policy is to provide procedures by which staff can go on sickness absence 

leave. However, the policy is controversial and not completely acceptable to staff. 

A manager was not even sure if the Trust had a policy around stress but indicated that 

the sickness absence policy was not liked by staff, and seems to be a major stressor: 

Have we got a policy around stress? I know that there is the sickness 
absence policy it is in there and it causes stress for the staff but I don’t 
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think it is a standalone policy, the sickness absence policy is not liked by 
staff at all, it was brought in on paper and as soon as it came in we saw 
difficulties and it took me 18 months of being a broken record telling 
everybody at every meeting that it wasn’t working and it needs to be 
reviewed and staff were finding it punitive, we still don’t think it’s great. 
The Trust are looking at reviewing it as a whole. They want to look at 
calling it sickness and wellbeing again; however, something that I saw 
was that more people are calling it managing attendance rather than 
sickness, well it’s more of a positive spin. The sickness absence policy 
in itself is not as bad as it is painted, it is designed to look at individual 
circumstances. I think the difficulty is that is then left to managers’ 
discretion, some managers don’t want to use their discretion, you might 
have two people one person who has a whole history of sickness, and 
you would make one decision about them and then somebody who is 
sick every 10 years or something and you would make another decision 
about them. Managers need to make decisions and stand by those 
decisions provided they can be challenged and justified. – P34 
10/06/2019 

 

The nature of the policy gives managers the discretion to implement it as they deem 

fit or suitable for each case. This gives managers the power to implement the policy 

flexibly rather than rigidly and at their own discretion. It means that managers in 

different wards can respond to sickness requests from staff differently and 

inconsistently. However, all sicknesses are still reported to HR through the sickness 

absence team, and at the end of the day, HR decides if the level of absences needs 

to be triggered and what actions need to be taken. Participants seemed dissatisfied 

regarding the nature of the policy and the way it was implemented, with managers not 

following it: 

The managers make the rules as they go along, not following policies 
and procedures, that’s a massive issue with me. You have people being 
treated differently. I do manage up well though, I think I, I do (laughs) … 
– P10 08/05/2019 
 
Have you seen the rules and policies? I honestly do not bother to read 
them; how can we cope with all that? All it does is add stress upon stress 
for the likes of us who should be the one adhering to all that has been 
written up. Do people just make rules and expect you to follow them?  – 
P6 14/04/2019 
 
I think the sickness policy is appalling. It creates stress at work because 
if you are poorly, erhmm you got stage 1, just going through that process, 
I think it’s absolutely ridiculous, I think it puts a lot of pressure on people, 
erhmm, it makes people come to work when they are poorly. – P16 
26/04/2019 
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I am currently … I believe I am in stage 1, perhaps stage 2, all due to 
work issues and I, it’s, I was off for longer than a year but it is the way it 
is, immediately into explorative meeting, straight into stage 1, monitoring 
periods for 12 months, can’t go on the sick because that would trigger 
stage 2 but obviously mental health issues, things are not kind of good 
again at work, I am thinking perhaps am I going to go back on the sick if 
I go back to the community. – P26 14/05/2019 
 
I’m going to be in the stage 2 of sickness now and I stand the risk of 
losing my job, massive implications, and it’s unfair. I think people’s 
sickness should be looked at and if it is work related, I don’t know … 
treat it differently and let the policy reflect this. – P25 10/05/2019 
 

From the above responses, the sickness policy indeed presents a challenge for staff 

and causes stress. However, the argument from managers seems to be that the policy 

is fit for purpose, but that the implementation of the policy is the problem: 

We have had some hit from the sickness absence policy over time but 
it’s not about the policy itself, it’s about the implementation of the policy 
and the consistency of the implementation of the policy so I have in the 
past challenged and I would still challenge anybody that says the policy 
is not fit for purpose because actually I think it is, I think it’s the way it is 
implemented that needs to be reviewed. – P31 27/05/2019 
 

Even though the manager above thought the policy might have been working well, it 

is pertinent to note that he agreed with mental health support workers’ views in relation 

to its implementation being reviewed. This view seems to be consistent among all 

participants. This is similar to the participant’s account below. He agreed that there 

was nothing wrong with the policy itself but pointed out that the way it was interpreted 

and implemented was not consistent: 

There is nothing actually wrong with the policy, it’s the interpretation and 
sometimes the implementation I think that doesn’t always have a 
consistent approach … In terms of the managing sickness absence 
policy, erhmm it is quite difficult to corporate so if you are a line manager, 
it is pretty resource intensive to support an employee through that 
process so I think we can make improvements on that erhmm I think we 
can streamline the policy, I think we can rebrand, I think we can have 
more of health and wellbeing in the policy or framework as opposed to 
the sickness absence policy and flip that on its head erhmm all the tools 
are there in the box so we got stress risk assessments, stress at work 
policy, occupational health attendance management, I think we could 
make improvements. – P35 21/06/2019 
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This implies that if sickness continues to become long term, the trust policy becomes 

unsupportive and unfriendly in the eyes of staff as they would begin to climb the ladder 

of allowance available to them. If the allowance time is exceeded, staff may be 

suspended or sacked. It is the fear of this that causes many unfit staff to come to the 

workplace because they have exhausted their allowance. A manager said: 

I think from the short-term sickness is probably where staff are more 
anxious to being invited to the sickness meeting if they are going to be 
off eight days or if they had three separate occasions of eight days. As 
we know, it can only be three episodes of sick absence but when it has 
exceeded this you know what I mean, and it is eight days or less of each 
then this just causes some anxiety … – P8 14/04/2019 
 

The implication of the above is that this particular NHS policy creates an anxious 

feeling amongst health staff who are genuinely sick and need to be off work for a 

longer period of time. The problem is that staying off work for more than three different 

episodes of sickness in a year, regardless of the number of days in each episode, 

triggers the punitive aspect of the policy. According to Boyaci et al. (2014), stress in 

the workplace amongst mental healthcare staff can be triggered by the kind of policies 

in place and the management style towards implementing such policies. Some who 

are genuinely ill are having to come to work to avoid being disciplined: 

 
If you don’t come to work or you are absent more than three times you 
go on a level because there is a number of times you are allowed to be 
on sick for, after which you face disciplinary actions. So people are 
running from the levels and disciplinary action so they come to work with 
all sorts of infections. – P2 24/03/2019 
 

The policy causes fear and anxiety amongst staff due to the contents and implications 

of its implementation. There is discontent about the policy and its punitive measures 

aimed at ensuring staff do not unnecessarily take sickness absence leave. The 

implication is that staff come into work unfit because they are trying to avoid being put 

on levels: 

Another issue again is about sickness of staff which I have made a 
complaint and sent emails several times complaining about the sickness 
policy of the Trust that it needs looking into to see if they can do 
something. Because the policy states that even when you are sick you 
have to come to work so some people have bacterial infection, they bring 
it to work and they spread it. – P11 09/05/2019 
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The implication above also is that the output or productivity from staff such as mental 

health support workers can be limited if they are unfit to work but have to come to work 

due to fear of facing disciplinary actions, losing their jobs or getting suspended.  

 

5.5.2. Bereavement Policy 

The aim of this policy is to support staff when they suffer the loss of someone close to 

them, including those who have someone close to them suffering from terminal illness. 

This is to ensure that care and compassion are provided to staff regardless of their 

grade or band, their length of service with the Trust and hours worked. Of course, the 

number of leave absences each staff member is entitled to will depend on their 

circumstances, and whether they are employed full time or part time. However, like 

sickness absences, each staff member is allowed a certain amount of time off work. 

Generally, the policy states that people are entitled to a week of absence 

following the loss of a close relative or family member, but this could be extended 

further by days or a week depending on the level of distress and the circumstances of 

the staff member. This is down to the discretion of their line manager or an authorised 

manager.  

However, according to the NHS bereavement policy (See Appendix XI), anyone 

classed as an employee is entitled to statutory bereavement or compassionate leave. 

This statutory right covers if their child is stillborn from 24 weeks of pregnancy or if 

their child dies before the age of 18; in this case, they will be entitled to two weeks of 

statutory paid leave. Also, if a dependant dies, for example their partner, parent or 

child or anyone reliant on them, they are entitled to statutory time off. In the interviews, 

participants discussed how this policy acts as a stressor because they are not given 

sufficient time to grieve for their loved ones: 

You find that a lot of people get their special leave for bereavement, two, 
three days, five days at best. It’s not enough to grieve and to get over 
the person that you have lost but then as I say, I got three days for my 
brother-in-law, I took a week and then half a week’s annual leave, came 
back to work for two weeks, I just couldn’t do it, I couldn’t manage, I 
ended up being off work for three months, the blame was because it was 
my wedding and all of that, I couldn’t deal with it all. – P5 14/04/2019 
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The way the bereavement policy is implemented is vital to how external stress 

accumulates with workers who are experiencing loss and grieving: 

To me the policy states for how many days, I think it’s one week for close 
friends, family and few extra for whatever, but I was declined when I 
applied for more days leave to grieve but obviously it wasn’t approved 
which is appalling because obviously the policy is there that says you 
are entitled to an x amount of days for the person, for a friend, myself … 
it is stressful not to be able to grieve and then return to work. I feel I 
should have been supported more. – P6 11/05/2019 
 
I was only given a day’s leave to attend the funeral of a dear friend who 
passed away suddenly and outside of this I wasn’t given any more days 
off which means I came back to work broken and carried on like that … 
I didn’t feel supported at all, I feel it was fair to have been granted my 
request of a few more days away from work … it is called care and 
compassion. – P1 02/05/2019  

 

The above quotes demonstrate that stressors originate from not being able to grieve 

properly and being forced back to work. People want to feel supported at work. 

However, the policy states that managers are to assess individual and personal 

circumstances and ascertain the number of leave days that may be granted. From my 

field diary below, I overheard a discussion among colleagues when a staff member 

lost their child and could not grieve as much as they wanted: 

It may be that staff and line managers should consider other options for 
leave in relation to bereavement for example utilising their annual leave 
if they have any hour left or requesting for unpaid leave if this will be 
granted by their managers. – Field diary 21/05/2019  
 

In summary, this section has described people’s feelings regarding the policies on 

sickness absence and bereavement and how these acts as sources of stress for them. 

The findings suggest that people come to work even when they are not fit, for fear of 

exceeding their allocated allowance off work which could lead to disciplinary issues. 

Hence, both mental health support workers and managers believe that the policy 

needs to be reviewed.  

Also, inability to grieve properly due to the days allowed in the bereavement 

policy means that people do not feel they are supported enough through this period. 

Demonstrating compassion by managers means that people feel supported at work. 

Clearly, from discussions over the policies on sickness and absence, it appears that 
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people are afraid and worry about getting suspended, disciplined and even sacked if 

they exceed the number of days allowed.  

Bereavement as a stressor in a person’s home life, and how this spills over from 

home to the workplace, will be discussed in detail in Chapter 7.  

The next section describes issues around disciplinary actions taken against 

staff and how these negatively affect their health and wellbeing.  

 

5.5.3. Disciplinary issues 

The participant below felt that there was bias over disciplinary issues, where some 

were being punished innocently and others were allowed to go free even when found 

to be in the wrong: 

When it comes to disciplinary issues, they are biased, and they are not 
fair in their decision making. They let some go free claiming no 
substantial evidence when there are clearly signs pointing to the truth. 
In other cases, you are punished innocently for what you haven’t done. 
This unfairness is massively stressful. – P28 22/05/2019 
 

The excerpts below suggest that investigations take too long and thus impact on the 

health and wellbeing of staff: 

Disciplinary issues or grievances is a real cause of stress … 
investigations are going on so long which is impacting on the wellbeing 
of staff and ultimately there is no outcome and so staff becomes unwell. 
– P30 26/05/2019 
 
I think when things like internal pressures impact or disciplinary issues 
or grievances we need to have a fully robust system in place so that if 
somebody is lost to sickness due to that process, then ultimately we get 
them back quicker, investigations are going on so long which is 
impacting on the health and wellbeing of staff and ultimately there is no 
outcome after their case is being investigated and so the person 
becomes more unwell, so I think we need support mechanisms in place 
to be able to improve those types of timescales required to sort out any 
disciplinary issues and investigations. – P20 02/05/2019 
 

From my field notes, a staff member said: 

I have been accused of sleeping at work and the Trust never supported 
me when I was called in for disciplinary action. I was not on observations 
of any kind when I was accused. I accused the managers of not doing 
correct investigations. I had just come from my break sitting in the lounge 
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and the accuser said he thought for a minute I was sleeping even when 
it was a clear I wasn’t sleeping from my account and the account of the 
accuser … but no support whatsoever was I given in this instance and 
all my shifts were cancelled instantly until all investigations were 
concluded. Two weeks of work was lost with no source of income only 
for the manager to come and say they found no case and to return back 
to work. – Field notes - 12/04/2019 
 

 

5.5.4. Lack of flexible working 

According to the guidance published by NHS Employers in 2019, providing flexible 

working conditions for NHS staff is key to addressing current and future staff 

shortages. From the interviews, participants had a strong desire for flexible working to 

be implemented as a lack of it causes build-ups of anxiety and stress: 

Not all staff are able to request flexible working from day one of 
employment. So there is already anxiety and stress building up … even 
though there seems to some sort of policy on flexible working it is not 
clear how works … I have asked for some sort of flexibility around my 
shift patterns but all I keep getting is that it can only be facilitated if there 
was enough staff. – P15 26/04/2019 
 
I think that the morale and motivation of staff would have greatly 
improved, and stress levels would have dropped considerably if we were 
allowed more input into our working patterns. – P1 24/03/2019 
 

The participant below suggested that for the Trust to be able to recruit more staff, they 

needed to advertise jobs as suitable for flexible working: 

As support workers and for the majority of the nursing workforce, our job 
should be advertised as suitable for flexible working; in that case we 
would be able to recruit more employees and people will be willing to join 
and work for the NHS. – P29 25/05/2019 
 

Like P29, P14 felt that the Trust would continue to struggle with recruitment if flexible 

working patterns were not implemented, suggesting that sickness absences would 

remain on the increase: 

 
The Trust is going to continue to struggle with recruitment and retention 
and sickness absences will continue to increase … we need some 
flexibility, and the flexible work should be implemented without hesitation 
if things are to get any better. – P14 26/04/2019 
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The main drivers for flexibility for people are to balance work and other commitments 

(Savickas et al. 2009) and have more control over their time (Barley and Kunda 2004). 

This is in relation to the quote below: 

 
I have had to leave my substantive to join the bank because I needed 
flexibility around my work and home commitments … I have only just 
gone through a messy divorce, and I needed that time to sort my head 
out and look after my kids whilst still working. – P1 24/03/2019 
 

A few of the participants said they had flexible working arrangements in place due to 

childcare issues but felt they could have been better. They gave varying reasons why 

they wanted flexible working, including improved work-life balance and the ability to fit 

work around caring responsibilities: 

I requested for flexible working to be able to self-roster and choose days 
that fits in well with partner as we have kids. My manager was very co-
operative … it took time, but it was eventually granted. So, I think there 
is some sort of flexible working arrangement in place. However, there 
are days were there are staff shortages, and I am asked to cover those 
shifts … I feel it could have been better because some of those days I 
struggle with childcare, and I suppose you know that it could be stressful 
and frustrating. – P12 18/05/2019 

 

There were workers who felt they were unable to continue with their full-time roles due 

to study and had tried to negotiate part-time hours: 

I requested to go on part time as I was due to start a degree course. The 
amount of time it took management to implement this and put me on part 
time was unbelievable. At a time, I thought it wasn’t going to be possible 
to go on flexible working … I was stressed by the situation and was 
considering resigning altogether to pursue my degree when the Trust 
finally honoured my request. – P10 08/05/2019 
 

Participants also reported various barriers as to why it was difficult for their managers 

and indeed the Trust to facilitate flexible working. For example, staffing issues: 

I have been told on several occasions that due to increased clinical 
activities and service improvement, my request for flexible working will 
take a long time to be granted. It is blamed for staff shortages with little 
or no staff to cover shifts most of the time. I am now left with very 
stressful conditions because I have a lot of other commitments outside 
of work which is daunting for me. I think things would have been a bit 
easier for me if I was allowed to go part time. – P2 24/03/2019 
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A few participants seemed to think that there was no flexible working policy in place, 

and some blamed their line managers for being unsupportive. Emphasis was placed 

on giving staff the flexibility they needed to balance things; otherwise, when issues get 

compounded, stress becomes inevitable: 

I think we need to work more flexibly because I am very sure there is no 
flexible working policy in place, I think we need to be able to move with 
the times – the times have changed there is pressure here and there, so 
we need to give staff that more flexibility to be able to balance things out 
otherwise things get compounded and then stress become inevitable. 
When it comes to working flexibly, my manger is not supportive in that 
sense. – P20 02/05/2019 
 

Participant 23 recognised that it was easier to work on the bank because of lack of 

flexibility and not being able to work when she wanted in her existing full-time position. 

She acknowledged that some staff would often complain if another member of staff 

was getting preferential treatment and they were not: 

For me it is the issue of having the freedom of working when I want to, I 
like having the flexibility of working the shifts I want if I want to go or take 
a day off, I take it off without having to go through a process. My shift 
pattern weren’t fitting my schedule of things at the moment, because if I 
was given special treatment then the other person would have to 
complain and ask why that person getting special treatment is and I am 
not and I had family issues, etc. So I decided to stay on the bank and 
work when I want to – P23 05/05/2019 
 

In summary, flexible working has various benefits for both staff and the organisation. 

The most common reason for staff wanting flexible working seemed to be caring 

responsibilities (see Chapter 7 for more detail). From the accounts also presented by 

participants, managers need to look at the way that they design the duty rotas, and 

the Trust should state flexible working options when advertising various nursing roles 

to aid recruitment and retention. This will help to draw on a larger pool of staff, improve 

diversity and reduce sickness absence. 

 

5.6. Concluding Remarks 

This chapter has highlighted the stressors originating from the organisation affecting 

mental health support workers. The research participants quoted in this chapter 

attributed feelings of stress to having to work in the context of change, innovation and 



146 
 

efficiency; resource constraints such as staff shortages; career developments such as 

planning and implementing training; and organisational policies such as the sickness 

absence policy and lack of flexible working. Despite all this, participants discussed 

having a shared commitment towards caring for their patients; however, it was 

sometimes difficult to continue to work due to these stressors. Organisational change 

and innovation can be helpful and beneficial. However, managers and decision 

makers should think about sources of work stress when developing new strategies, 

especially during periods of organisational change (HSE 2020). In this way, by taking 

a preventative approach, organisations will be in a position to mitigate or reduce the 

sources of workplace stress before they become an issue. It is therefore important for 

the organisation to communicate issues of change effectively and in a timely manner 

to its employees. Issues of funding need to be addressed in order to provide the 

resources needed for people to function effectively in the workplace.  

Tackling stress from the organisational level, interventions should also include 

providing adequate staffing levels, providing a workplace environment conducive to 

both staff and patients and ensuring work demands are not counterproductive to 

employees’ health. Other factors the organisation should consider when managing 

stress at work include engaging employees in decision making and promoting 

employee voice and recognition over what is done and how. This, for example, 

includes involving them in decision making and engagement in the workplace. This 

could be in the form of team meetings organised by managers to gather the input and 

views of this group of staff. 

The next chapter will discuss stressors from the workplace domain through the 

voices of both managers and staff. 
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Chapter 6. Workplace domain 

6.1 Introduction 

This findings chapter builds on themes arising from the workplace domain which cause 

stress for NHS mental health support workers. Previous work experiences, primary 

motivations to work and how long participants had worked for the NHS had major 

impacts on the accounts provided. Also, the meanings, whether directly reported by 

participants or interpreted, were mostly those experienced by support workers and a 

few others by management and occupational health specialists. A wide range of 

experiences were reported, resulting in a variety of meanings, but there were clear 

themes that emerged. These were manager-staff relationships, workplace 

environment and allocation of work.  

The chapter is divided into three sections: workplace environment, 

organisational culture and the wider policy context. Throughout this exploration, the 

role of management and the staff-management relationship are shown to exert 

considerable influence on the role value, satisfaction, fulfilment and future plans of 

mental health support workers. It appears that these are influenced by management’s 

style of service delivery. 

 

6.2. Workplace environment 

The way stress is perceived can sometimes depend on both individual and 

environmental factors. Participants in this study suggested that stress can be brought 

on by the working environment in which staff are operating, such as the physical nature 

of the ward, the level of clinical activity on the ward, or the nature of the work. These 

will be discussed in turn.  

Firstly, for some participants, the physical work environment was not deemed 

conducive for either patients or staff. They highlighted poor ventilation, poor lighting, 

and temperature. Also, some of the wards lacked space overall, while the layout of 

other wards was deemed to not be conducive for effective working. This was 

particularly noticeable in some young people’s wards. Also, staff described the ward 

temperature as too cold during winter and too hot during summer. From my field notes, 

I have overheard staff saying that 
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They were concerned about some of the ward layout which they describe 
as complex. They emphasise that the layout of a ward directly affects the 
safety of the patient and in some cases some of the corridors are too 
narrow and can affect the efficiency of staff especially when they have to 
deal with an escalating situation in the corridor. 
Colleagues have suggested that ward layouts should be designed for 
flexibility and offer choice for both nurses and patients. Also, they 
recommend that patients should be admitted in hospital accommodations 
that suit their care needs - 21/07/2019 
 

This encapsulates what was expressed by two other participants: 

There is usually not enough ventilation in some of the wards. I wish a 
ward like ours was much bigger and spacious and not enclosed. No air 
is coming in and you feel more tired every time, this adds to stress for 
staff. – P10 08/05/2019 

 

The physical environment is not fit for purpose. Sometimes I ask myself 
if management are aware of the state of some wards and what really, 
they are doing to bring it up to standard. These can be potential triggers 
for patients and with staff having to deal with the result of this can be an 
added pressure and cause stress. – P5 14/04/2019 

 

There were some participants who felt that the physical environment was satisfactory. 

However, they indicated that some physical improvements were required; for 

example, the lights were disruptive for the patients, especially at night-time: 

I think the physical environment on my ward is fine, however, I 
think the lights erhmm … I don’t know what I would do differently 
about them but at night it disrupts a lot of sleep patterns for the 
patients because it is very bright, and this doesn’t help to 
promote sleep either. – P3 03/04/2019 

 
While some participants felt the temperature of the ward environment was not 

consistent with the weather conditions, others felt that some parts of the wards needed 

to be renovated or structured differently to make them fit for purpose: 

 

The issue for me is the temperature on the ward it is very cold 
during the winter or uncomfortably hot during the summer. There 
never seem to be that right temperature. I have had patients 
complain of the hearing system too hot even in the winter. 
Things like this add up to stress. – P9 13/07/2019 
 
The physical environment is quite all right compared to the old 
part of the hospital there are few bits and pieces that should 
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have been changed or that should have been placed differently 
or some of the rooms structured in a way that is suited for 
purpose because the building is not that old, and management 
should have seen those things and made it better. – P18 07/07/2019 

 
A diary entry also demonstrates what the participants are referring to: 
 

Sometimes, on some of the wards I have been to on night shifts had 

poor lighting. Some of the lighting systems do not work properly 
on a night-time. The wards are designed in such a way that the 
lights are expected to be turned down during the night to 
promote sleep hygiene for the patients. Unfortunately, some of 
these lights do not work as planned and so the lights are left on 
which makes the environment on the ward too bright. Some 
patients find this distressing and keeps them awake and for 
some patients, not sleeping means they will begin to engage in 
disruptive activities as a means of letting their frustrations out. 
This keeps everybody on edge and the ward becomes unsettled. 
When this happens, this leads to assault on staff by patients 9 
out of 10 times. – Field diary 21/05/2019  

 

Another participant who worked in forensic services, which is a medium- to high-

secure unit, cited that the seclusion room (a room most often used to de-escalate very 

challenging patient behaviour whilst ensuring the patient’s safety until they are well 

enough to gain access to the ward) was not ideally placed and difficult to access:  

 

Well the one most important thing for our ward being forensic 
is the seclusion room and the corridor outside of it is very 
narrow …  when you open the door to the seclusion room, it 
closes like three-quarters of the corridor which makes entry 
very difficult and is stressful, the seclusion area is a little bit too 
small especially the entrance which is very little, the seclusion 
room is also too close to the bedrooms so if we had a really 
disturbing and loud patient there, the noise wakes up patients 
on the ward and that can be challenging for patients. Thus, 
when the ward becomes unsettled, it becomes stressful for 
staff and the rate of sickness absence goes up. Another thing 
that is not really an issue but should have been done better is 
the little courtyard for the staff room because of the design error 
it is difficult to access it and it is just a waste of space. – P7 
14/05/2019 

 

In other words, the physical nature of the ward environment can have an influence on 

the nature of the ward. For example, when rooms are built too small or entry and exit 
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points are deemed as not ideal, it can impact negatively on both staff and patients. 

People want an environment that will be conducive to recovery, especially due to the 

sensitive nature of mental health patients, who can become easily disturbed by noise. 

Secondly, in the following excerpt, a participant stated that stress was most often 

caused by the work environment, making reference to the busy nature of the ward and 

also its physical nature in terms of being poorly ventilated with inadequate lighting:  

Stress most times can be due to the environment staff are in … 
we have lots of different types of environments erhmm where 
there is high levels of acuity … there is increased levels of 
clinical activity, and then you have the physical aspects of things 
for example the wards may be poorly ventilated or the lighting 
systems could be poor. I have seen this in most of the wards I 
have been to, and this leads to a considerable level of stress. – 
P17 26/05/2019 

 
A participant stated: 

You know psychological stress doesn’t stay for a long period of 
time but can be very detrimental and is dependent on your 
experience on the ward. Most of the time this is due to the state 
of the ward and the ward environment itself at the time. I think 
the nature of our ward environment needs improving … our ward 
feels congested sometimes, I think we need more air and more 
lighting … it is tidy and very clean. – P11 05/07/2019 

 

However, there was one participant who explained that neither the Trust nor indeed 

management was to blame for the state of some of the wards. For example, in terms 

of lack of cleanliness, he indicated that patients were to blame for this. He 

acknowledged that the Trust was doing its best to ensure a clean and conducive 

environment. However, in agreement with most participants, he also noted that 

improvements on some of the wards were necessary in terms of space and lighting: 

You cannot blame the Trust or management for the state of 
some of the wards in our locality especially in terms of the 
cleanliness of the ward environment; the domestics are trying 
their best all day, but you see the patients not taking 
responsibility at all to ensure they clean up after themselves … 
it’s really hard when it is like this … however in some other 
aspects like space and lightings, there could have been more 
improvements for example, some are too bright, some are not 
bright enough. – P15 26/04/2019 
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In summary, this section has discussed the impact of the ward environment in 

causing stress for both staff and patients. The state of cleanliness, tidiness, lighting 

and poor ventilation were identified as stressors deriving from the physical nature of 

the working environment. Furthermore, according to the participants, the nature of 

the physical environment and the ability of management to provide a conducive 

environment are crucial. A safe and calm environment with easy access helps to 

provide the best care and reduce staff sickness, meaning people are more able to 

support each other, feel positive, safe and less stressed and anxious. Also, hostility, 

increased clinical activity and an unsettled ward were linked to the working 

environment; these impacted on staff morale. 

In the next section, I discuss the subthemes – discrimination, conflict among 

staff and challenging patient behaviour – that emerged from the ward environment. 

 

6.2.1. Challenging patient behaviour  

Other research participants focused their accounts on the general atmosphere on the 

ward, describing it as hostile and aggressive, especially when they had challenging 

patients newly admitted into the unit. Interviewees reported working regularly with 

patients who had highly complex mental health problems. The most obvious examples 

were reported by mental health support workers and included patients with histories 

of aggression or assault charges and those with enduring mental health issues such 

as psychosis, schizophrenia and learning disability.  

The working environment can be very challenging, and you feel 
this sense of hostility when you have very violent patients on the 
ward. This is especially common in our acute wards, and it can 
be frightening sometimes. – P12 18/05/2019 

 

Such hostility and aggression were often reported in relation to instances when acutely 

unwell patients who found it difficult to manage their emotions were admitted. 

From my experience on the wards, such patients with difficult mental health 

problems often put themselves and those around them at risk of being injured when 

they become aggressive. This causes high levels of stress for staff, with anecdotal 

evidence suggesting that direct experience of violence triggers sickness absence. 
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From my field diary, the most common behaviours among patients with such 

disorders include hallucinations (seeing or hearing things that don’t exist), delusions 

and nihilistic thoughts and beliefs (false beliefs not based on reality). Such behaviours 

when exhibited can be very difficult and stressful for staff to manage, especially when 

they escalate to violence and aggression.  

As some of the participants explained: 

I have seen patients with history of severe violence and aggression and 
one of them presented with personality disorder and psychosis, he had 
virtually attacked and assaulted most of the staff on the ward and they 
were severely physically injured. Some staff after recovering from their 
injuries developed post-traumatic stress as a result of the incidence 
causing us to lose them to sickness for a long time. – P10 08/05/2019 

 
There is high levels of violence and aggression in inpatient units and 
within those areas you do tend to see a higher level of sickness absence. 
– P16 26/05/2019 

 

In addition to this, one support worker reported working with patients beyond the level 

of sickness that was officially deemed suitable for their kind of ward. In other words, 

they had to deal with patients who were supposed to be on other intensive care units. 

This was usually down to decisions made by bed management due to funding issues, 

as I recorded in my field diary in relation to a conversation between two members of 

staff that I overheard whilst on shift: 

We now have situations where patients on acute wards are 
being transferred to rehabilitation wards due to bed 
management wanting to free up some beds for patients needing 
hospital admission from the community. They know that 
admitting such patients will be beneficial to the Trust and due to 
meeting budget requirements, they take on patients even when 
there is no capacity to admit them at that time. – Field diary 
12/04/2019 
 

Participant 9 reported their encounter with complex patients who were wrongly placed 

in settings for which they were not suited. As a result, staff were getting assaulted 

regularly due to the risks they were exposed to from these patients. This was linked to 

reports of sickness absences: 

I have worked with some patients who have been fairly complex and 
have had high levels of risks attached and obviously as a low-secure unit 
we shouldn’t have really been involved with such patients … ideally, they 
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ought to be admitted in PICUs [Psychiatric Intensive Care Units]. Well, 
as a result of the nature of the patients, staff were getting assaulted on 
a regular basis and there have been a lot of sickness absences as a 
result. – P9 17/04/2019 

 

The diary entry below records some of the reasons why patients were placed in 

settings not suited for them: 

 

From my observations at work over a long period of time, it is indeed true 
that very high risks patients are placed in settings where they shouldn’t 
be. What I found out when I did ask questions why this was happening 
was that bed management sometimes struggles to get bed for these 
people when there is increased clinical activity across the Trust, they are 
left with no choice than to place them in any available bed within the 
Trust. Answers to my concerns raised were also linked to target driven 
nature of the modern NHS. Management confirms that this is ideally 
wrong practice but in a time such as now when the NHS is struggling 
with available funds, they echoed that it is difficult to meet up to 
standards. – Field Diary 04/06/2019 

 

Participant 30 also described being subject to frequent assault by patients suffering 

from schizophrenia, a chronic brain disorder. She was seriously injured and unable to 

return to her role as a mental health support worker; she now works in the 

administrative department. One of the injuries mentioned was a fracture to her coccyx. 

She described the situation at the time as being traumatic, and it led to prolonged 

period of sickness absence: 

 
I used to nurse patients a lot, so yes, I was always assaulted by 
patients with schizophrenia, that’s why I am in admin unit now. I 
was a nursing assistant which is the same as a mental health 
support worker. One of the patients assaulted me and fractured 
my coccyx. It was quite a lot of pain and eventually I had to have 
the coccyx removed. It was an extremely traumatic and stressful 
situation for me. As you would imagine I was off sick for a long 
time so yeah, I have been there, I have done it. – P30 (Admin 
team lead) 26/05/2019 

 

Participant 12 also reported being assaulted by patients with personality disorder. Her 

view was that staff were not at work to get assaulted. However, she viewed it as part 

of the job:  

Every now and again you get assaulted … erhmm I work with 
patients with personality disorder, I think I know that nursing staff 
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are not here to be assaulted … nobody is here to be abused or 
get assaulted, but I have kind of took it as part and package of 
the job where you work even though it causes me considerable 
amount of stress. I have also worked with people with severe 
mental health problems having challenging behaviours, learning 
disabilities, so kind of I just took as the person, the individual and 
not a great deal whatever so I accepted it. – P12 18/05/2019 

 

Participant 17, on the other hand, also drew attention to the stressful nature of being 

assaulted at work, which caused her to take sick leave due to the injury she sustained 

from an assault. On returning to work, her attitude changed, leading to anxiety 

because she believed she could not do her job properly:  

I think at a point when I was assaulted, I actually hurt myself, I 
have had black eyes in the past off patients with history of 
aggression, but I actually hurt myself where I had to take quite a 
substantive amount of time out of work and going back to work, 
there was that anxiety there but that anxiety was there because 
I couldn’t do my job properly because I was physically in pain 
and I suppose kind of, when we are doing we were doing 
restraints I couldn’t do it properly because of the pain in my back 
so I had to take time off. – P17 26/04/2019 
 

In summary, challenging patient behaviour has been identified as a cause of stress 

amongst mental health support workers. The key point arising from this subsection is 

the difficulties of working with aggressive patients, the risk of injury and trauma 

involved. However, it is clear that violence, aggression and assault appear to be 

unavoidable parts of being a mental health support worker. This means that 

management may never be able to remove this stressor due to the nature of the work. 

However, even though this is the case, people are feeling left and abandoned in such 

difficult situations.  

The breadth of experiences highlighted by participants indicate that perhaps 

the way work is organised, in relation to wrong placement of patients on unsuitable 

wards, is having an effect on people because nobody should be assaulted as part of 

their job, and they should not be coming in to work dreading being assaulted. Thoughts 

on how this problem can be managed include management taking responsibility and 

doing things differently to reduce the risk of assaults, by ensuring patients are 

adequately placed on wards suitable for their presenting condition upon assessment 

by the nursing team. Also, staff should be able to call for help, and people who are 
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trained should be available to act as response teams in emergency situations to deal 

with challenging situations.  

This study acknowledges that the problem of workload cuts across both 

management staff and non-clinical staff such as support workers. Basically, most 

stressors are caused by workload, as one manager stated: 

I suspect a lot of the answers you are going to get to do with stress is 
workload and I wish it was different but the impact of workload on staff 
in causing stress cannot be overemphasised. – P16 26/04/2019 
 

The problem of workload also emanates from a shortage of staff, which itself is a 

stressor due to the pressure it puts on staff. Clinical managers often also carry out 

administrative management duties; this increases workload and makes it impossible 

to attend committedly to employee issues such as stress. Another participant stated: 

Almost all the cases of sickness I have had in the last three months have 
been work-related stress and they have been legitimate work-related 
stress …  and I think it is due to workload … it is that fine line detail, that 
prolong concentration and the number of hours and days they work per 
week. – P10 08/05/2019 
 

Managers stated that workload itself caused stress for them as well as the staff they 

managed. They often needed to help themselves because sometimes, they had to 

combine duties covering a wider range than they were supposed to: 

It can be quite stressful at times and a lot of that is to do with the volume 
of work and also the level of distress. We do get some patients who are 
quite heavily traumatised and they got an underlying vulnerability factor 
and they have never brought them to mental health services necessarily 
in the past but in addition to physical health problems can activate those 
so we do have some quite disordered patients so and sometimes, it’s 
about that and sometimes it is about the processes and procedures that 
particularly get in the way. I would say the other thing that is probably a 
source of stress is how can I put it, the (long silence), the balance of 
work within the role, it should be particularly at my level, a lot more 
indirect work, it should be more group work, teaching and training and 
dealing with particularly difficult subsection of patients but unfortunately, 
I end up having to do a lot of work that should be done by other services 
because the services aren’t there and that puts more pressure so I do 
far more clinical work that I should be doing at my level. So, it’s the 
balance of work within the job and not allowing me to do the role that I 
should be doing and I end up doing the job that somebody who actually 
could be four grades or five grades below me should be doing. So, it is 
the pressures of really working currently in the NHS. – P35 21/06/2019 
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The above quote clearly demonstrates that managers within the trust have voluminous 

workloads which can affect their commitment to helping staff under them to manage 

stress effectively. Aside from this is the fact that stress amongst managers is not just 

triggered by workload but can also originate externally. For example: 

Apart from the excess workload and pressure that managers face, there 
are external stressors from outside the workplace that can negatively 
impact such as peer pressure and stress from personal life situations. – 
P31 21/06/2019 

 

This quote is indicative that external pressures outside work can be significant 

stressors for managers; this can impact both managers and the staff they manage, 

leading to breakdown in relationships between them. This will be discussed in the 

next section alongside other subthemes from the concept of workplace misbehaviour. 

These include staff-to-staff conflict, staff-manager relationships and discrimination in 

the workplace.  

 

6.3. Workplace misbehaviour 

6.3.1. Staff-to-staff conflict 

Some staff believed that there was conflict due to miscommunication and 

misunderstanding which if left unresolved could lead to serious consequences: 

Last week, I almost made a decision to go home halfway through my 
shift. I was protocoled from my ward to another ward. When I got on the 
ward, the way I was treated by colleagues over there was horrible … I 
didn’t feel welcome by them and I wanted to just go immediately. You 
could feel the hostility from their side and their non-verbal cues signified 
I wasn’t a part of the team. – P10 09/09/2019 
 
There are massive issues around staff behaviour towards one another 
… there is hostility, and it is surprising to see a failure from management 
who wilfully allow such to continue … people are stressed as a result of 
this, and it need to stop. – P31 01/10/2019 
 
We should learn to care and support each other rather than engage in 
conflict. Most of the time it is due to miscommunication or 
misunderstanding and if left unresolved can have severe consequences. 
– P11 02/03/2020 
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Like P10, other participants acknowledged that workplace conflict could be attributed 

to ineffective leadership and management. They suggested that if management 

viewed the culture of the NHS as a caring organisation, they should be able to deal 

with workplace bullying more effectively: 

I think that some managers celebrate these perpetrators of bullying, 

misconduct and appalling behaviour among staff. Sometimes the 
stressors are not coming from patients but from colleagues … sadly it 
has been over 10 years I have been with the NHS and it is still ongoing. 
– P14 03/04/2020 
 
When it comes to workplace conflict and bullying, it is usually from my 
experience down to lack of effective leadership and support … managers 
and those in leadership positions can implement the right strategy if they 
understand the culture in the organisation … It is worrying to know that 
an organisation such as the NHS is still having to deal with issues of 
bullying when we are supposed to be a caring environment. We provide 
care and compassion to others but not to ourselves. – P32 09/09/2019 
 
There is sometimes negative behaviour from fellow staff creating a 
bullying culture of fear and intimidation. I find this really stressful, and it 
just wears you out because I think as colleagues it is extremely important 
that we should get along if we are to work as a team. – P23 10/11/2019 
 

P20 suggested that the NHS needed to improve its workplace culture by eradicating 

bullying: 

The NHS needs to put in place a national body to improve workplace 
culture and eradicate workplace bullying among staff … there is so much 
conflict going on and the rate at which people go on sick as a result of 
staff attitude is appalling. – P20 05/08/2019 

 

However, contrary to the views of many, one participant felt that from her experience, 

only a few staff members were responsible for conflict and the negative long-term 

effect it had on the organisation: 

From my experience, only a minority or I would say a handful of staff 
fight each other, however, the results of this behaviour can be long term 
and very damaging to fellow colleagues … you would like to think that 
we would have each other’s back, but we pull each other down instead. 
– P21 03/05/2019 
 

However, even though it might just be a few people behaving in this manner, going 

back to the idea of culture as previously discussed it appears that such behaviour is 

socially accepted and therefore likely to continue. 
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As discussed in Chapter 2 of this study, a working environment that harbours 

social tension amongst staff will trigger psychological stress amongst those who are 

at the wrong end of such tensions. This was evident in section 6.2 where the elements 

of the workplace environment were discussed. A participant noted: 

It is hard to put up with staff who is nasty to you for a 12-hour shift which 
is a long day. This causes psychological stress especially when you and 
the staff are on the same band 3 … what is the point in controlling other 
staff? It is useless and pointless, and I don’t see the need for conflict. – 
P27 12/06/2019 
 

The participant below felt that conflict resulted from power play regarding whose voice 

needed to be heard: 

Oftentimes, there is conflict among staff as a result of power play. You 
find out that one member of staff is wanting to exert authority over the 
other … there are conflicting ideas here and there and they fight over 
whose voice needs to be heard. This really makes this job harder when 
you find that you and your colleagues are not at peace with each other. 
– P26 14/05/2019 

 

The participants below reported that even though staff were not at work to make 

friends, getting support from each other was important and conflict brought stress. 

One of them described support from fellow staff as being as important as that from 

management: 

 
Clearly, we are not here to make friends, but support from fellow 
colleagues is significant and goes a long way in determining how your 
shift goes for the day. In instances where you find that staff are not 
speaking with the same voice and are on different pages, it brings 
conflicts, and this further exacerbates stress levels. – P22 04/05/2019 
 
I never get support from colleagues; they are a pain … they start 
gossiping. When you are off sick not for one day will you find that your 
colleagues check on you to find out how you are doing … I think support 
from your fellow colleagues is as important as that from management. – 
P18 27/04/2019 
 

Another cause of conflict was unfamiliar staff. A staff member who worked on the 

bank (workers who support the Trust’s substantive workforce in caring for patients) 

acknowledged that being a bank worker was incredibly difficult because of the attitude 

of the regular staff on the ward: 
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I find being on the bank extremely challenging because most wards you 
go to you find staff attitude and behaviour towards you appalling. They 
see an unfamiliar face and they are hostile towards you. One ward is 
particularly known for staff nastiness towards fellow staff but for 
confidentiality reasons I am not going to mention the name … you might 
know the ward [laughs] … as you work on the bank yourself. I mean the 
job is hard enough and to get such treatment from your colleagues 
makes it 10 times harder. – P12 09/09/2019 

 

In summary, the findings indicate that workplace conflict could be attributed to poor 

leadership and management’s lack of understanding of organisational culture. Those 

in positions of authority regarded as “management” are also part of the organisational 

culture, through their behaviours and the actions they tolerate or not. People want 

support from their superiors and colleagues, and individual behaviour towards one 

another is important. Developing a positive and supportive team relationship among 

staff, where they are able to discuss workload and pressures by finding ways to 

support each other and provide potential solutions, can reduce pressures and 

workplace stressors. The findings also revealed staff-staff dynamics in addition to a 

“them and us” divide between managers and staff. This will be discussed in the next 

subsection.  

  

6.3.2. Manager-staff relationships 

This section will consider aspects of the manager-staff relationship that research 

participants suggested caused them stress. They referred to a tendency among 

managers to blame staff for mistakes and abandon staff when they needed support. 

This, in turn, was regarded as causing fear among staff in terms of losing their jobs: 

 
If there is an incidence on the ward, those in higher authority will be 
looking for someone to blame for mistakes, they are not there to back 
you up and you will be left thinking if you are going to lose your job. This 
is extremely stressful for people. – P11 21/08/2019 
 
As a support worker, you are never right, the NHS will always 
find one reason or the other for when there is a problem, and 
this puts you in constant fear and you are at the edge of your 
seat all the time. – P20 20/06/2019 

 



160 
 

Another manager argued that compared to years ago, there is much more pressure 

on managers. This makes it difficult for them to get to know their staff and thus hinders 

an open communication between them and their staff: 

I think part of the difficulty in managing stress is that there is pressure on 
managers, 20 years ago managers will know every member of staff and 
all their kids and their aunties and their uncles and what was going on in 
their life but now all that has gone … there was that open and honest 
communication and I think it is that relationship between manager and 
staff isn’t as it used to be so it’s not so easy and people see it as a 
weakness to say that I am stressed. – P33 12/06/2019 

 
In response to the quote above, it appears that managers face stress themselves and 

may be victims of stress-related issues as well. This may have an effect on their 

relationships with staff. It also means that communication with staff may not be as 

effective as they would like.  

Another participant argued that you cannot have unhappy people looking after 

patients suffering from mental ill health, and it would be good to have somebody speak 

with staff for when they become stressed: 

It would have been good to have somebody to liaise with staff and make 
them feel like somebody because lack of effective communication 
causes stress for staff; that is somebody to specifically deal with staff 
issues, I can’t promise the heaven but make sure people do their jobs 
well equipped to help the patients because this reduces stress. You can’t 
have people who are not happy to look after patients who have problems 
you need to make sure your staff are happy with the environment and 
the working conditions in order for them to give the best they can. That 
is one thing that is lacking, the management is lacking from those on the 
floor. – P18 24/06/2019 

 

At the start of this chapter there was a palpable “them and us” divide highlighted in 

some quotes and interpretations (P26; P31).  

However, from the quote above, the message is that managers and frontline 

staff have to work together and that managers need input from their staff to understand 

what is happening on the ward in order to inform their decisions. in addition, according 

to literature, it is important for managers to understand themselves, and where 

possible, they should reflect on how they can become effective managers who are 

able to manage people, not only at different levels but within different organisational 

contexts (Martin and Siebert 2016).  
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Establishing the worker-manager relationship between these different groups 

of staff appeared difficult in the current study, inviting questions around the capacity 

of workers to raise concerns. Perhaps, as an earlier quote has suggested, this was 

due to workload. Managers do not operate in an ideal world; they have very high 

workloads themselves, they are victims of stress themselves and may be firefighting 

rather than doing the work that they feel is important.  

Like the participant above, P8 suggested that managers should be encouraged 

to try and work things through with staff. But if this does not work then it may be 

necessary to go down the occupational health route to discuss options that are 

available and make referral where necessary: 

Well, erhmm I would expect the manager to sit down with them in a 
confidential space and try to work through things and talk together before 
it becomes full-blown stress and if they can work through it great and 
that helps to reduce stress … but if they feel that they need additional 
support, I would expect them to be in touch with someone in my team 
(HR) to discuss what the options might be and that could be referring to 
team prevent, it might be just changing their duties slightly erhmm it 
might be looking at the hours that they work. I think sometimes the 
Occupational Health element is great and would encourage staff to 
absolutely go down that route if somebody needed some support but 
sometimes managers wait for that a little bit which is fine because but 
there is certain things within your gift as a manager. – P8 14/07/2019 
 
Information is very important – some people don’t get told what is going 
on in the ward which contributes to incidence and leads to stress. – P22 
30/09/2019 

 

Some participants reported feeling worried even after finishing their shifts and going 

home, hoping that they had done everything right for that day: 

Every time I finish my shift, I go home worried thinking and hoping I 
have dotted the Is and crossed the Ts, you are constantly evaluating 
and re-evaluating your decisions for fear of getting wrong … it never 
ends, you don’t want to end up losing everything that you have worked 
for, it is scary. – P18 20/06/2019 

 

In terms of the risks involved with the nature of our job, you have 
to constantly think if you are doing it right or wrong. And then 
again, the fear of doing it wrong and getting suspended and even 
sacked is also a contributing factor for stress. – P25 19/07/2019 
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Two qualified nurses who were further interviewed stated that they were afraid of 

losing their NMC (Nursing and Midwifery Council) PIN (Personal Identification 

Number) due to making inadvertent mistakes: 

I am a newly qualified nurse and I constantly panic over simple 
mistakes and I often get anxious thinking that I might be losing 
my job or worse still my licence … Sometimes, because we are 
understaffed, I feel I am basically providing less effective care 
based on the fact that we are mostly being overworked, I then 
say to myself this is not the kind of nurse that I want to be, but 
the truth is I don’t have a choice. I just constantly worry, and I 
am afraid all the time for fear of losing my licence/PIN. – P35 
20/10/2019 
 
As a nurse, there are more and more paperwork being added to 
your workload all the time and there are new processes 
emerging every day. Once you see your boss walking down the 
corridor, you are left to worry and panic for a moment thinking 
they are coming for you or a fellow colleague. It causes anxiety. 
– P14 21/10/2019 

 
These nurses were working in an environment where mistakes were prone to happen due 

to staffing levels and overwork, and they feared getting the blame. These quotes indicate 

that research participants were unsure if they were following and doing “the right thing”, or 

if they might be in trouble for an innocent mistake. Such reports may be the result of the 

abolition of some regulations, as discussed in Chapter 5; this may lead to stress, anxiety, 

and fear of losing one’s job after being blamed for a mistake. Indeed, some participants 

made a clear link between fear of losing their jobs and people leaving their jobs voluntarily 

for fear of getting unfairly blamed for mistakes happening on the ward: 

 

If there is an incidence happened on here, these will be looking 
for somebody to blame and when they find it they will put you in 
loads of trouble and the people who are boss won’t do nothing 
about it and they will not back you up. – P4 16/06/2019 

 
A similar sentiment was recorded in my field diary: 

Sometimes, colleagues face the risk of being dismissed from the 
workplace. I have seen people called in for investigation 
countless times and this makes staff panic a lot. Since the Trust 
is scared of the media, every little mistake is investigated, and 
your job is on the line. – Field notes 02/06/2019 

 
My diary also captures an account provided by a mental health support 
worker: 
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I was on a shift on my ward and the night co-ordinator rang and 
protocoled me to another ward for a swap with a male staff because the 
other ward needed a female member of staff. I accepted to go but told 
the night coordinator I would cover for a few hours and return to my ward 
due to risks the patient on that ward presented with. I was immediately 
told that it is either I stay on that ward for the whole night, or I go home 
and face disciplinary action on Monday. I wasn’t given a chance to 
explain, and I felt threatened by being disciplined or possibly sacked. My 
rights were taken away from me and I was put under pressure to work 
on a ward which I didn’t feel comfortable working on. My feelings weren’t 
taken into consideration rather the night coordinator made me scared, 
threatened and bullied me into submission. I cried for most of the night 
and rang in sick with stress the following day. – Diary entry 06/08/2019 
 

Regardless of support workers’ role and position within the care team, their work is 

predominantly made up of patient-focused tasks that mostly take place on a one-to-

one basis, and at other times under the supervision of a qualified mental health nurse. 

But participants felt they were not being looked after if something went wrong and felt 

undervalued by the organisation: 

The NHS does not look after their staff; a lot of the frontline staff 
are passionate about their patients and that’s why they are still 
in the job to be honest … otherwise, someone like me would 
have been long gone. – P21 18/06/2019 

 

Yet, importantly, there is recognition in the Trust about the complex dynamics 

underpinning such sentiments. For example, a member of the HR team suggested 

during the research interview: 

I think some staff what is their perception and a huge stressor is 
actually when you get to the nitty gritty of it is a small thing that 
can be easily rectified but if it being compounded by a number 
of other things then it becomes a problem so I think rolling out 
some managers’ how to cope training will help managers have 
this conversation with staff so we can all take personal 
responsibility for our own stress and I think the resilience training 
will be rolled out further. – P28 21/08/2019 

 
This HR professional recognised that apparently small issues can lead to significant 

stress for people who feel threatened by direct experiences or indirect reports of 

being unfairly blamed for mistakes and/or abandoned by their manager in difficult 

situations. Moreover, there is implicit recognition that not all managers may have the 

right skills or training to deal effectively with such situations. However, responsibility 
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for dealing with stress is shifted from the organisation to individual staff through 

reference to resilience training. As described previously, this is an area that 

participants had highlighted as lacking support. 

Also, the data from this study indicate that poor communication can be a 

stressor for those on the frontline. At the same time, it can also be an issue for 

managers who do not have the time to communicate effectively:  

I think sometimes, the work demands exceed the number of people 
within the team to meet the demands all of the time and this this leads 
to pressure and affects the way mangers relate with their staff. – P34 
29/06/2019 

 

However, the quote below by P13, a mental health support worker, provides an 

idealistic impression of “good” management. As a mental health worker, myself, I 

would agree with this person’s response that in an ideal world this is how staff should 

be supported through stressful situations. I would, however, argue that managers do 

not operate in an ideal environment. As discussed previously, the points participants 

raised about staff-manager relationships are crucial here, because nobody will be 

willing to speak to someone they do not know about stress: 

Well, if I was a manager, I would make sure I create proper awareness 
to staff, give them that privilege to open up, speak out whenever they 
feel stressed. When they feel stressed, it might not necessarily be work 
stress, patients or staff; it could be family or financial stress anything 
triggers stress in an employee and once an employee is stressed, he/she 
doesn’t perform to the highest capacity, they don’t function properly. I 
would encourage them to seek help regardless of the cause of stress 
early, try to speak to me as a manager or if am not there, any other 
person they feel comfortable speaking to. I will make myself easily 
reachable, even give them my phone number and be open and should 
be free to call me at any time and talk to me at any time concerning 
anything they feel worried about. – P13 26/04/2019 

 

P13 suggested that it was important to give staff the opportunity to open up and speak, 

especially when they started experiencing stress. This would encourage them to seek 

help early. Perceived support is reflective of what kind of support would or should be 

provided that can be seen to address workplace stress (as discussed in this chapter), 

home-based stress (see Chapter 7) or a combination of both stresses:  

I thought I was going to be supported after returning to work as a HCA 
having been in a dark place last year. But all I have heard about since I 
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returned is the amount of sick leave taken in the last four years and that 
I need not to be sick. I have a son with SEN [Special Education Needs] 
who can be a handful and I have had mental health problems due to his 
needs. – P19 30/04/2019  

 

In summary, the importance of establishing healthy relationships is evident from the 

interview quotes provided above. It can be inferred that research participants would 

like to have more opportunities to discuss their concerns with their managers before 

they become full-blown stress. However, from the interview excerpts, it seems that 

although support is available for managers and staff, neither group feels sufficiently 

supported.  

 

6.3.3. Discrimination  

One of the themes identified from the data analysis was discrimination against mental 

health support workers by managers on grounds of their ethnicity. The findings from 

this study indicate that some workers from ethnic minorities experienced stress at work 

due to discriminatory practices and unfair treatment by managers:  

I have been treated differently by manager on several occasion, I often 
find out that I am not giving the same treatment with others who are 
whites. Unfortunately, I am the only ethnic minority staff on my ward. I 
am looked down upon and belittled … I ask for things which are not 
granted to me but clearly granted to others … I find that I am often 
scrutinised, and I am now afraid of making errors. Management feel I am 
not competent enough even with my years of experience … I term this 
unfair treatment. – P25 -10/05/2019 
 
I often find that I am treated very differently from my other colleagues in 
the workplace. It is most times very obvious and clearly my manager is 
always not fair in her decisions that are in my best interest. Severally I 
have asked for some development trainings that is supposed to aid my 
progression and several times she has either ignored my requests or 
promise to put me in for it. And then a few weeks later my colleagues 
who are English have been allocated the trainings … it is so frustrating, 
and I feel stressed most of the time. I am having to start looking for a job 
somewhere else because I am not sure I can put up with this as long as 
this manager is still here. – P29 25/05/2019 

 
I am not getting the job role I deserve because of my ethnicity. I went for 
an interview, and it was given to a preceptor, someone that has far less 
experience than myself. It was clearly a racial act … I can say that the 
person given the job has an advantage of me because of her ethnicity 
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because it was obvious. The question here is if I was a white person who 
clearly had more experience than she had, would I not have been given 
that job? I sent emails for feedback to know why I didn’t get the job and 
there has been no response till date. I have been to their office and left 
a message yet no response. – P18 27/04/2019 

 

The above quotes above are similar to my field note entry during my observations at 

work:  

Staff felt they are discriminated against and not given training 
opportunities. These are extra training courses which should be 
available to staff if requested. These include phlebotomy, physical 
health, and family therapy. Minority staff members believe their white 
colleagues receive such training. Another member of staff stated that 
she and a white colleague went for an interview for a higher role. Her 
colleague got the job even though it was clear that she was less 
experienced. She believed this to be white supremacy and thinks that if 
you were white then you get prioritised for the job. – Field diary 
08/05/2019 

 

The quotes above express instances in which participants reported feeling treated as 

second-class staff. Three facets of discrimination were highlighted. Firstly, people felt 

that managers’ and colleagues’ reactions to abuse by patients were not appropriate. 

Secondly, people felt they were treated unjustly and unfairly by managers and fellow 

colleagues. Thirdly, staff from ethnic minorities felt that career progression 

opportunities were not made easily accessible to them compared to their white 

colleagues. 

A participant’s account was similar to my field note above. He stated that he 

tended not to speak up about discriminatory behaviours he was facing because of fear 

of what might happen: 

I tend not to speak up because I am worried about what the outcome 

would be. It is done without any evidence, and it is their words against 

yours. The more you speak about something the more you are punished. 

For example, allocation of observation, black minority staff get allocated 

more hours than their white counterparts. They use policy to justify what 

they are doing so it is pointless speaking up. – P20 02/05/2019 

They try to cover up by using policies, procedures and clinical judgement 
to cover their racial act, but they know exactly what they are doing. – 
P14 26/04/2019 
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These excerpts suggest that the participants considered discrimination to be 

embedded in the organisation to the extent that policies would be used to allegedly 

justify such behaviours. There was an unwillingness among minority staff to engage 

with managers because they reported feeling that nothing would be done, and they 

would not receive support: 

 

I don’t feel like talking to my manager because as a minority I 
don’t think I will get any support. I always feel as a minority 
because no actions will be taken, and it is just a waste of time 
really. I would rather personally deal with it. – P2 24/03/2019 
 
Managers can belittle you in front of your colleagues making you look 
like a fool you know my health and wellbeing is suffering as a result … I 
will never report it in my supervision because I know that nothing is going 
to be done anyway. It does cause me stress and most times I go off sick 
with stress. Then when I am back at work I just ignore them because the 
more you think about it the more you don’t want to continue with the job. 
– P13 21/04/2019 
 
I have struggled and battled with being treated differently as a 
result of my ethnic origin. I have seen patients being verbally 
aggressive towards me and calling discriminatory names. Staff 
have been witnesses to this on many occasions and they either 
pretend they haven’t seen or heard the patients or make 
comments like well …  he is a patient … this has caused me 
considerable stress; I am anxious about going to work all the 
time and I don’t feel like any staff member is bothered really 
about how I feel. – P24 10/05/2019 

 

Similar to the quotes above, the following excerpt from my field diary was recorded 

following a conversation between me and a member of staff during one of my shifts. It 

suggests that some people prefer not to speak up about incidences of discrimination 

because they feel nothing will be done about them: 

A staff member said he remembered when he was an agency staff and 
on one of his night duties, the night coordinator who was passing by as 
he sat on observations made a comment that this was not the kind of job 
meant for people like him rather, he was better suited is a bin collector. 
He said he never reported the incidence because he felt nothing would 
be done about it. Eventually, few months down the line, she made a 
similar comment to another ethnic minority staff who reported to top 
management and that was when he also spoke up and she eventually 
got suspended and faced disciplinary issues. – Field diary 08/05/2019 
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One participant described feeling stressed because she felt excluded by her manager 

because she was black. She described situations where colleagues questioned her 

competency on the grounds of her skin colour:  

At the moment I am experiencing very high levels of stress and 
I am very emotional. I feel left out of the group sometimes … I 
question the issue of inclusion by manager … it is a shame that 
an organisation such as the NHS still discriminate against their 
ethnic minority staff. I have overheard fellow colleague saying 
that blacks are not competent enough and lack intelligence and 
when I did confront this staff, she stated that our level of 
reasoning was not the same as theirs and that she had facts to 
back up her statement. Things like this make me not want to 
come to work after all. – P8 14/04/2019 
 

Another participant confirmed the above, suggesting that minority groups are not 

considered or involved in decision making due to the colour of their skin: 

I am not involved because sometimes they look at you and treat you 
according to your background … Your colour, your skin, because they 
think who is he? As a brown person or a black person you are not 
supposed to speak when we are speaking …  so even if your ideas are 
very good they will throw it under the carpet or try to make it look as 
though it’s their own idea even when the idea has clearly come from you 
knowing your idea could have worked better but because it came from 
you, they would not want to go through with it – I am usually stressed by 
situations like this and I start to wonder what the use of our yearly 
trainings on diversity and equality really is. We go for this training but yet 
it is not being practised. It is stressful and oftentimes I would rather 
remain on the sick. – P1 24/03/2019 

 

Some minority staff members provided examples of stress emanating from 

discrimination – being different due to the colour of their skin: 

Being that I am minority I sometimes get racially discriminated against I 
must have to be honest with you, but you just have to deal with it in your 
own little way sometimes you get other staff members reassuring you, 
but it is what it is … Yes, it is sometimes stressful to be different as a 
result of the colour of your skin or your ethnic background. When I get 
stressed, I ask for help and support from friends and families and not 
from management because I will never get the support. – P18 
27/04/2019 

 
Management is aware of what is going on and they are not bothered 
about it. Managers have been reported to bully people especially people 
of colour. They discriminate against you in an institutional manner. They 
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speak of equality and diversity when indeed there is no equality and 
diversity. – P21 03/05/2019 
 

The field diary below was an observation at work during one of my shifts: 
 
A staff began to question herself if she was good enough in her 
job or not because of her colour and because of the perceptions 
of others that English language wasn’t her first language. I also 
observed ethnic minority staff discussing the fact that when 
protocoled they get sent to busy wards whilst their white 
colleagues get sent to a low stimulus ward. They feel they are 
always picked on and refer to themselves as “those meant to do 
the dirty job” and reported feeling stressed as a result of this. 
Staff in this instance indicated that racial discrimination 
particularly when combined with ethnicity had a strong influence 
on work-related stress. – Field diary 10/07/2019 
 

A participant in his interview stated:  
 

I have witnessed a lot, there was a time I witnessed a patient passing 
away in hospital and the way my manager handled the situation was 
unfair. You could clearly perceive discrimination and favouritism. We 
were three of us that went to hospital to support the patient and sadly he 
died that night. When we came back, they only picked one staff and 
asked if she was OK and sent her home while two of us were left on the 
ward to carry on with our duties for the night … clearly, we all needed a 
debrief and I didn’t get one; I felt I was treated differently. I was clearly 
traumatised and devastated due to the events of the night. This led to 
stress for me, and I had to be absent from for a few weeks. It is not the 
first time things have happened wherein I was treated differently. – P13 
10/10/2019. 

 

The support worker was explaining that after witnessing an emotionally distressing 

situation which involved the death of a patient, the support provided by the manager 

was unequal, suggesting favouritism towards a particular member of staff from an 

English background. He felt that because he was from a minority background, his 

manager did not consider giving him the same level of support he provided to the other 

member of staff. This staff member expressed how he would have wanted the situation 

to be addressed: 

What I expect from a manager first of all like the incidence I reported earlier, I 

would have wanted my manger to call the three of us that witnessed that 
incidence and would have liked a debrief, then after which they can 
suggest I take a day or two to have some time away to grieve and reflect 
on what happened away from the environment. It would be up to me to 
decide if I wanted to take the time off or if I was able to cope with the 
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situation by still coming to work … that would have been my choice to 
make. If I then choose to remain at work and carry on, I expect to get a 
call the next day asking if I am OK and coping because people’s stress 
level is different. Some people can handle stress better than others … 
however, witnessing a patient passing away impacts on the staff 
mentally and it is often a difficult and stressful time. – P13 21/08/2019 

  

In interviews, some staff members explained that they were experiencing open racism 

and how that made them feel. Participant 11 noted unfair treatment while participant 

12 noted that other staff members witnessed this and did not take any action. 

Acknowledging the mandatory training offered by the Trust regarding equality, she 

commented: 

The racism I experience is in an open form. I have been spoke to by 
colleagues who have made derogatory remarks about me. It makes me 
feel sick, belittled and hopeless sometimes. The annoying part is that 
people who witness things like this do nothing about it, rather they 
support it. No matter the trainings we attend on equality and diversity, 
nothing much seems to be changing. – P12 18/05/2019 

 
There is open discrimination against most people from black 
background. There is inequality and unfair treatment. Ethnic minority 
people get failed from their nursing degree without justifiable reason and 
even without any action plans in place to support them to pass and 
progress with their careers”. – P11 09/05/2019 
 

However, one staff member was of a contrary opinion, highlighting that racism was not 

shown openly but rather hidden. Instead, management would give reasons for why 

things are the way they are: 

I would say it is a hidden kind of discrimination the type that it is hard to 
prove or there is no evidence to prove that you are being discriminated 
against. They would never say you are being denied such and such 
because of your colour. They will give reasons which really doesn’t make 
sense … this has negatively impacted my health and wellbeing for a long 
time now. My coping mechanism is seeking support from families and 
friends. – P33 06/06/2019 
 

In summary, this section has explored the subthemes which emerged from the 

workplace environment. The findings suggest that inequalities and discrimination in 

the workplace related to ethnicity can be a source of stress in the workplace. Issues 

of inequalities and discrimination appear to reflect wider cultural issues in the 

organisation. In some work situations, people of particular ethnic origins are treated 
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less favourably than others, for example through unfair treatment and lack of support. 

These factors can act as a source of stress both for the individual and the team.  

The interview excerpts and some of my field diary notes further suggest that 

discriminatory behaviours appear to be tolerated in the Trust, despite attempts to 

ensure a fair and inclusive work environment, for example by providing training on 

equality and diversity. These reported experiences may hint at a wider culture in which 

discriminatory behaviour is largely tolerated; this would explain why the training on 

equality and diversity is deemed to have little effect in practice.  

 

6.3.4. Ethos of care/lack of support 

The NHS is an organisation whose job is to care for people, some of whom are very 

ill. As such, it might be expected to have a culture in which staff are also cared for and 

supported. However, this is not the way in which my research participants described 

their lived experience of working in the Trust. Participants described the NHS as 

inconsiderate and referred to themselves as being just numbers: 

You are just a number working for the NHS they don’t give a sh** and 
there is always someone else to take your place. – P7 14/04/2019 

 
The Trust doesn’t care about how you feel all they say is just go on and 
get the job done … Get on with the job that is all they tell you … As long 
as the documentations are all up to date that is what matters. The bosses 
they don’t care about the staff. – P25 10/05/2019 
 

Participant 4 below described support workers as replaceable mushrooms who are 

fed a diet of liquid manure. This means that they are kept in the dark and fed dirt: 

The NHS is not considerate; we are just numbers, and no one cares. We 
are replaceable mushrooms kept in a dark place and fed a diet of liquid 
manure. We are just a number no empathy or help when we need it. – 
P4 03/04/2019 
 

The excerpts below state that the NHS is supposed to be a caring profession, but staff 

are not cared for or supported the way they should be, which causes stress for them: 

Unfortunately, when it comes to the NHS where its staff are concerned 
it is not all honey and roses as people would expect. Yes, we choose to 
be in the profession, but we are not always treated and supported in the 
manner that we should be treated, and this is stressful, we are supposed 
to be a caring profession … – P10 08/05/2019 
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A caring profession which is not very good at looking after their own staff. 
Feeling appreciated and supported should have been automatic but 
sadly it doesn’t happen. The lack of support and understanding has been 
shocking especially when it is within your own teams. – P15 26/04/2019 

 

Another worker who had been with the NHS for 38 years agreed that the organisation 

lacks support for its staff, and that without support stress may be difficult to manage 

and sickness absences may become inevitable: 

 
I have been a support worker since 1983 and it is a shame that in all my 
years of service, I perceive that we get no support at all. In any 
healthcare care or medical field, it is essential that no matter your status 
we should be provided with the support that is needed especially as we 
claim to be a caring organisation in that way stress will be managed and 
sickness absences may drop … we are healthcare workers. – P27 
16/05/2019 
 

It appears that participant 18 shared the same view; as a result of lack of support, she 

was often on the sick because her mental health was now affected: 

 
I am suffering from anxiety I have worked for the NHS for 39 years it is 
hard working with patients who have got PD [Personality Disorder], 
dementia and Alzheimer’s in an impatient ward. It is extremely stressful 
without support and has now affected my mental health; I am 60 years 
old and off most of the time with anxiety and depression. Horrible times. 
– P18 27/04/2019 
 

A lack of support can have a significant impact on stress amongst mental health 

support workers. Support is not just restricted to management; it also includes support 

from peers. This significantly triggers the psychological aspect of stress: 

In terms of physical stress there is not much but psychologically, there 
is a lot of stress and this has to do with one’s mental health and wellbeing 
which is important. On the ward, you are not just assigned tasks to do 
certain things but in terms of the job itself, and in terms of the risks 
involved with the nature of our job, you have to constantly think if you 
are doing it right or wrong. And then again, the fear of doing it wrong and 
getting suspended and even sacked is also a contributing factor for 
stress. Because of the consciousness of the job, and the risks involved 
on the job, you need to constantly think if you are doing this right and if 
you are not doing it right. Again, even with fellow staff not being 
supportive, instead of encouraging and supporting you, they are thinking 
of how to get you in trouble, constantly looking for faults here and there, 
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the thoughts of these alone while on the ward is stressful and this is 
psychological stress. – P13 21/07/2019 
 
I think there could be potentially more support around the psychological 
interventions and for those to be offered quite quickly, so I think that 
could be improved but in general … – P33 06/06/2019 
 
It boils my blood how very often we are treated and not supported just 
because support workers don’t have degrees doesn’t mean that they are 
anything less! Support workers are the backbone for nurses, and it 
doesn’t matter what title you have … no one is any better just because 
they have a degree on a piece of paper. Light blue or dark blue it doesn’t 
matter what colour of uniform you are wearing everyone is part of a team 
and no one should feel anything less. – P12 18/05/2019 

 

Some participants pointed out that the NHS only cares for the patients and not the 

staff. Some described the caring profession as a laughable description while others 

described the NHS as an organisation with so much game playing: 

I feel in the NHS you are not just a number, but they don’t actually see 
you as a person with feelings and emotions. It is almost as if you are not 
allowed to be human and just need to act like a machine. The caring 
profession is a laughable description, caring towards patients and their 
families not the staff. – P14 26/04/2019 
 
As much as I am loyal to the NHS, there is so much game playing and 
unnecessary unkindness and lack of support, I will never understand. It 
is sadly not the caring profession towards its staff. – P21 03/05/2019 
 
I have come across some kind of behaviour towards NHS staff it is as 
though all of the compassion is directed to patients only and staff get 
very little. A colleague of mine developed PTSD [Post Traumatic Stress 
Disorder] and their lack of understanding led to her going off on long-
term sickness with a complete breakdown. – P3 03/04/2019 
 
This is the NHS for us … we are in the caring profession but if we the 
staff are the ones that needs caring for then they can’t even give that 
care and support back. Needless to say no compassion, we are 
supposed to work for a “caring company” but it is now – a “business” 
sadly. – P4 03/04/2019 
 
It is an organisation that cares more about the patients, and they are 
banging on documentations being kept up to date … anything at all that 
has to do with their performance is all they care about in case they 
appear before the court of law. There is no care or support for the staff. 
– P11 09/05/2019 
 



174 
 

In the excerpt below, the NHS is referred to as a business and the pressures on staff 

to live up to expectation seem to be paramount, rather than caring and supporting 

them: 

It is not about the staff or the awareness of the staff, it is about the 
business, everything is about the business now because that is what the 
NHS has turned into … a business …  are we doing up to the 
expectations of those giving us the money to run this business? That is 
the question they care about … there is nothing much about personal 
development or support for the staff that looks after the patients. – P25 
10/05/2019 
 

The participants below blamed management for the lack of support. They indicated 

that strategies employed by management were not the best and they would expect an 

open-door policy from managers: 

The way some managers treat us is really sad, no support at all, I would 
expect an open-door policy … I observe that they talk more to doctors 
and nurses and then we are neglected … we all put our necks on the 
line as a duty of care so I would expect to be supported fully when 
needed. – P19 30/04/2019 
 
Management strategies are not the best and I have had bad experiences 
as usual, and managers are not interested in you the person no more 
this is what I have sadly found out after 47 years in the NHS that you are 
just a number. The only important thing I always remember is that all the 
patients that you have cared for over the years will remember and 
respect you for what you are – a caring and valued nurse. – P23 
05/05/2019 
 

However, a participant from HR indicated that staff were encouraged to share their 

concerns and seek support if needed, with supervisions offered monthly and health 

and wellbeing initiated. That said, she was not sure if all these resources and 

information were actually having any impact as there were still high levels of stress 

being reported: 

I think they are encouraged to share their concerns and seek support 
and I think through their supervision, through their support network, I do 
supervision and as part of that we have interviews, how can we support 
you, what is going on with you, is there anything that we need to be 
aware of, and supervision happens monthly, erhmm it can happen more 
regularly if that individual requires it erhmm so it is actively encouraged, 
it is actively discussed. The health and wellbeing initiatives are promoted 
erhmm it is kind of like ingrained, in terms of opportunity, we don’t 
actually know the impact of that yet so if we have all these campaigns 
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and we have all these information and we give it all out, we don’t actually 
know, the health and wellbeing team will know the uptake and maybe 
work with the information that is there, the uptake, the involvement and 
the actual impact and how that makes the difference, I don’t know if we 
know that. So all the resource and information is there but what is it 
doing? Because there is still stress, there is still physical issues and I 
think that will always happen but at the minute I don’t know if we are 
measuring that correctly. – P30 26/05/2019 
 

Another member of the HR team made some points that were consistent with the 

above. She acknowledged that there were various forms of support available even for 

members of staff who were unable to share their concerns with their direct managers, 

including an escalation process. However, like the previous participant, she was not 

sure if these support mechanisms were being utilised by staff or if they were indeed 

working as expected: 

I think there are regular structures for staff to be supported … if you talk 
about the localities they have a team meeting, they have their 
supervisions and we do have speakeasy events, we do have staff events 
and we do have corporate events more widely. Also, we have speak-up 
guardians, we have staff-side representatives and there is the employee 
who have their line manager, if they are unable to talk to their line 
manager, there is a change of command and escalation process and 
ultimately you have got ourselves (HR) and staff side (UNION) who are 
impartial in their field so I think support is quite accessible yea. The 
question remains are they making use of these? – P33 06/06/2019  
 

In the excerpt below, an HR manager was unsure how much support staff were getting, 

regardless of the various support mechanisms made available by the Trust. He pointed 

out that there was mixed feedback around occupational health not providing clear 

information and sometimes managers complained about contradictory information 

which made it hard for them to tell if staff were getting enough support or not: 

We do support employees … yes there is referral to team prevent, they 
are signposted to the care that they need individually, and we listen and 
talk to the employee to understand how best we can support them … so 
there is a health and wellbeing contract review which happens on a 
quarterly basis so we are able to feed into that in relation to staff 
experience with occupational health that’s all fed back to us and we go 
into the contract review to talk about it so there is that opportunity to give 
feedback, receive feedback and talk about what next. However, there is 
mixed feedback so we get feedback around occupational health not 
providing the correct information, for information that’s necessarily not 
understood or clear we hear managers say it is quite contradictory they 
don’t answer the questions but also you have to think of the referral, so 
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was the referral clear, what did you ask and sometimes we do have to 
go back and forth to ascertain the facts but we are told our outcome is 
only as good as our input erhmm so therefore, it is pretty hard to answer. 
There is positive and negative feedback. – P31 27/05/2019 
 

From the excerpts above, it seems there was no consistent standpoint to perceived 

support, with varying responses to availability of support from the HR team. HR staff 

suggested that support was available for those experiencing stress and that there were 

support systems available for any staff needing support. Conversely, support workers 

expressed a lack of support from the Trust and management. The next statement was 

provided by a manager: 

Yeah, I think that the support is available for staff and I think it is about 
accessing that support, you know, it’s a challenging financial times at the 
moment and I think everybody is feeling that pressure and so we more 
than ever kind of be able to work in a team to make sure that patients 
get the best care. – P35 21/06/2019 
 

The problem, though, is even if this support is available, the effectiveness and 

timeliness of the process are important. Unfortunately, findings from interviews below 

indicate that even after referral to the counselling team, the process of attending to 

staff can be time consuming: 

I was referred for counselling, I am still sitting waiting for counselling and 
that’s like seven to eight months down the line it takes a long time to sit 
and wait, when I actually needed it then I probably still do need it now … 
it’s sit and wait really … – P8 14/04/2019 
 
For a manager who only works part time and a staff report being sick on 
a Tuesday for example, the manager may be absent Tuesday, 
Wednesday, and Thursday and may not report till Friday. They have 
missed three days where there could have been a referral and be offered 
support needed and sometimes it is longer if that manager is on annual 
leave. So you are left with no support whatsoever. – P12 18/05/2019 
 

What this means is that there is no robust process in place where somebody else 

should be taking over that referral, so if the manager is on annual leave when 

somebody is off poorly, it could take up to two weeks to get them referred and provided 

with adequate support. In terms of having more physical contact with the patients, 

support workers expressed that they were more involved more than other members of 

the nursing team.  
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Support workers have way more physical activities in respect to patient 
care than doctors and nurses on the ward, hence they should be 
supported but there is obviously a lack of support from management … 
we have time to support the patients, do the observations, BMs (blood 
sugar monitoring), incontinence, all personal care including bagging up 
laundry both wet and soiled. – P17 26/04/2019 
 
I think there should be changes to the way we are supported as support 
workers … where would the NHS be without the hard work of support 
workers? We/they do most of the “hands on care” for patients like 
washing, feeding, personal care, turns to avoid pressure sores … I really 
think we are undervalued. – P20 02/05/2019 
 

Managers themselves can become stressors for mental health support workers 

because of the perceived lack of support these workers get from their managers. As 

support workers perceive the attitude of managers as unhelpful with their stress or 

challenges, they become more stressed when they are able to forecast and predict 

the responses they will receive: 

I told management and it’s not a threat that I feel if I go back to 
community it will massively impact on my wellbeing and I will end up 
being on the sick again due to stress because I know that if I go back to 
where I was, I am going to be sat under the manager that I clearly got 
issues with … she is unhelpful and doesn’t support me … her attitude is 
a disgrace and is stressful working with her. – P1 24/03/2019 
 
Well, my current manager is fantastic, previous manager was shocking, 
absolutely shocking. She is not a manager; she shouldn’t be a manager. 
She is not very good at all, erhmm I think if it is not her immediate staff, 
well if it is still her immediate staff, she doesn’t respond. She just doesn’t 
deal with it. That is where I kind of ended up having my issues with her. 
I became very stressed myself because I wasn’t being supported to 
support my staff. – P2 24/03/2019 
 
My first manager was good and always listens and provided ad hoc 
supervisions, but he changed, and people started complaining that there 
was not enough support. He was being criticised for not giving critical 
feedback, but he would crucify you for what you didn’t do right; people 
were lost to sickness and agency staff had to be used for most of the 
time. – P5 14/04/2019 

 

A situation like above when not managed effectively can degenerate into stress, with 

staff going off sick because of poor support. The implication of this for the NHS is the 

possible rise in costs involved in covering shifts using agency staff in place of regular 

members of staff who are absent as a result of sickness.  
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However, one manager in her interview suggested that managers should create 

more time to support staff even in the midst of varied demands: 

I think obviously, to be able to provide more time I suppose to ensure 
managers support staff if that makes sense because sometimes with the 
varied demands, I suppose there is an expectation of managers whereas 
sometimes you might need that little bit more support with sort of 
managing some of the people side of things. – P6 14/04/2019 
 
I think that mental health support workers are not supported at all unlike 
doctors, nurses and healthcare assistants on the general side of nursing 
…  we do a lot of work and yet don’t get any recognition … we are a 
forgotten role yet doing all the important work. – P4 03/04/2019 
 
It is so sad, we are the backbone of the service, remove the bottom of 
the pyramid and the whole lot collapses … remember that … – P11 
09/05/2019 
 
It is atrocious … everyone is important and deserves to be supported 
from domestics to consultants and should all be treated equally and 
shame on the managers who don’t support us. – P29 25/05/2019 
 
We are often called just the support workers because I felt as a band 2 I 
was not given enough support and not deemed important enough … or 
maybe it is because we are not registered it is sad but it is true that 
support workers are all qualified in their job role. – P11 09/05/2019 
 

The above excerpts suggest that support workers do not feel supported and 

sometimes experience low status in their career position. Likewise, the participant 

below also showed signs of frustration at her status: 

Whether nurses or healthcare support workers you are not only looking 
after the poorly and sometimes very ill patients but are also helping to 
understand why their lives have been impacted on negatively and these 
are some of the most vulnerable people you can think of … I just think 
we are the unsung heroes and without us the NHS will come to a 
standstill. We deserve all the support that we can possibly get. –P19 
30/04/2019 

 

I shared this support worker’s frustration at not being supported, especially when the 

job role is looking after very vulnerable people. This can be very emotionally draining, 

and to not get the support you need makes things even worse. 

I don’t feel supported by the Trust when there are incidences on the ward 
or on your shift, they say they offer debrief to support you and I think 
that’s about all the support you can get. – P21 03/05/2019 
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I wish I could say I am fine but I am not … at 53 years of age, I thought 
it would get easier in terms of the support I was getting but it is not and I 
have always loved my job and given my best but now I am feeling as 
though I am being fed to the tigers. – P7 14/04/2019 
 
It is sometimes extremely difficult to switch off from work as a support 
worker because you see and feel a lot and the heavy burden of this can 
often lead to stress and a sleepless night. More so, this can be 
exacerbated when you feel unsupported by management. – P2 
24/03/2019 
 

The quote by P2 indicates perceived difficulty in switching from work when at home, 

which can lead to stressful situations. This suggests that stress does not exist in an 

isolated or specific domain of people’s lives.  

In summary, this section suggests that there is a lack of support from managers. 

Support mechanisms implemented by the Trust may not be working as expected.  

Managers are encouraged to create more to support time even in the midst of varied 

demands.  

 

6.4. Concluding Remarks 

This second results chapter has discussed the management issues causing stress for 

mental health support workers. The key themes that emerged from discussions 

provide an indication of the meaning individuals attach to stressors associated with 

the workplace domain. This contributes to existing literature by extending the 

understanding of what working in the NHS means to the participants. Significant 

findings suggest that the ward environment and the perceived level of support 

available had a negative impact on both staff and patients.  

Some of the main challenges appear to have been a lack of involvement in 

decision making and not feeling valued. These themes were generally reported far 

more negatively than I had expected. However, a small number of positive accounts 

by participants allowed an examination of key influences on workplace support. From 

this standpoint, three factors emerged: discrimination in the workplace, conflict 

amongst staff and challenging patient behaviour. These factors provide opportunities 

for the NHS to address stress if managers are able and willing to devise strategies for 
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addressing them (Holmgren 2016). However, some employees expect that stress at 

work should be managed effectively by managers as this would also contribute 

towards a positive work environment where staff can flourish. 

The findings also suggest that factors such as exclusion from the team, lack of 

support, unfair treatment and issues of career progression as a result of race may 

reflect the wider cultural issues of discrimination and inequality. For example, some of 

the interview excerpts suggest that staff from particular ethnic origins are treated less 

favourably than others. These factors can act as a source of stress for some people.  

However, it was encouraging to see the example where a staff member spoke 

up and their line manager was penalised for discriminatory actions. This indicates that 

the Trust is taking action against such behaviour. It therefore seems a shame that few 

research participants reported discriminatory behaviours to their line managers. 

Where there are people not speaking up when they feel treated unfairly or in a 

discriminatory manner, there is little management can do to signal that such 

behaviours are inappropriate and therefore not tolerated in the NHS. As such it is 

unlikely that the cultural acceptance of racist and discriminatory behaviour will change. 

All these issues demonstrate clear links between discrimination and stress as 

highlighted by research participants. 

The last section explored the ethos of care and lack of support. The findings 

indicate that most of the participants who were mental health support workers did not 

feel that they were cared for or adequately supported by their line manager or the 

Trust. However, managers tend to think that there is support available for anyone who 

needs it. The problem, though, is that even if this support is available, the effectiveness 

and timeliness of the process are important. Unfortunately, findings from my 

ethnographic field notes indicate that even after referral to the counselling team, the 

process of attending to staff can be time consuming.  

As the quote by the HR professional implies, the NHS is not an uncaring 

organisation as suggested by some research participants. However, a myriad of 

issues, pressures, and stressors contribute to feelings of stress among staff in the 

organisational context discussed in Chapter 5.  

Finally, the findings suggest that not all stressors are work based as there are 

influences from outside of work that could be triggers of stress. People go home and 
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are unable to switch off from work. This spill-over from work to home and the interface 

between home and work will be discussed in the next chapter.  
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Chapter 7 – Home domain 

7.1. Introduction  

This chapter explores the life domain, comprising of a discussion of the themes of 

bereavement, relationships and caring, mental health, poor pay and the nature of 

work. Sometimes, people may suffer from stress that is not work related but rather 

caused by external events originating from their personal lives that are difficult to 

avoid. Stress in a person’s life domain can spill over into the work domain and reduce 

people’s ability to cope with stress at work. It is here that feelings of lacking support or 

being abandoned, as discussed in Chapters 5 and 6, can exacerbate experiences of 

stress. 

It may be difficult for people to differentiate stressful experiences in their 

personal lives from those experienced at work (Leka et al. 2016). Findings throughout 

this chapter suggest that work-life balance is a theme that feeds through different 

aspects of people’s lives. However, where a perceived optimal balance was achieved, 

it resulted in such a close integration between work and life that hours spent working 

were no longer measured, as the boundary between work and life became almost 

indistinguishable. This may be due to the fact that people are experiencing excessive 

pressure and demands in the workplace as well as outside of work. This means that 

stressors at home can affect those at work and vice versa. Some participants did not 

want to engage any more with the traditional pattern of work; this appeared to be 

mainly due to perceived organisational constraints (see Chapter 5) preventing balance 

between work and life 

7.2. Nature of work 

This study suggests that work plays an important role in the daily lives of workers, 

especially healthcare staff who have little or no time for their personal lives after 

working long hours. Working long and tiring shifts means that people do not have work-

life balance, which can cause stress. 

I work 12-hour shifts four times a week and, on my days, off, I tend to 
catch up with other things which I haven’t had the time to do while I was 
at work. It is difficult and stressful I just feel I do not have a personal life 
at all and I have personal stresses as well and work sometimes spill over 
to home. – P12 14/07/2019 
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It is important to consider mental health support workers when it comes to this dynamic 

because the results from interviews indicate that the nature of their job can be quite 

demanding. Below is an excerpt from my field notes: 

On one of my conversations with a colleague, she expressed that she 
has found it difficult to switch from work even when she is at home and 
on her days off because she is worried about not dotting the Is and 
crossing the Ts. As such, she is constantly stressed and for her she finds 
it difficult to distinguish which stressors affects her the most whether 
those from home or from the workplace. – Field notes 06/08/2019 
 

Also, from Chapter 5, participants wanted flexible working so that they could reconcile 

work and caring responsibilities to avoid a build-up of stress and pressure (see Section 

5.4.3). Where flexible working was not facilitated by management, some participants 

reported feeling “emotionally” overloaded, and having difficulties maintaining an 

effective boundary between work and home life: 

I am completely overloaded emotionally at the moment; I find it hard to 
switch off from work even when I am at home … I think it is compassion 
fatigue and this creates difficulties for me maintaining effective 
boundaries between work and home life. This is causing me significant 
levels of stress … it is just hard. – P17 06/05/2019 

 

This means that stress from the home domain can result in emotional overload, spill-

over of work into the non-work domain and difficulties with boundary management. As 

discussed in Section 5.2.2., a participant’s account was similar to the quote above; 

they reported that inability to balance home and work commitments was one of the 

reasons why the Trust might be finding it hard to retain staff. 

One of the participants reported working with patients having complex needs, 

especially those in acute mental health wards and the Psychiatry Intensive Care Unit 

(PICU). Support workers in this instance were required to manage issues surrounding 

complex patient-worker relationships, including maintaining boundaries and potential 

dependency; for example, making healthy choices, assertiveness, and creating 

physical and emotional space from intrusion.  

This has led to issues such as being unable to switch off at the end of the 

working day. This is an element that can be conceptualised as another boundary 

between home life and work life:  
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We are being asked to manage complex patient-worker relationship for 
patients who are acutely unwell … this is a Psychiatric Intensive Unit and 
it is comprised of many complex and unwell people it is difficult to build 
a relationship with these set of patients and it is stressful and it is hard 
to switch off at the end of your shift which means it spills into home for 
me and the stress just carries on. – P15 13/06/2019 

 

This quote is similar to one in Section 6.4.3., where the participant discussed how he 

was unable to switch off from work when at home due to the nature of the job. P10 

reported that working as a support worker in a mental health unit was draining 

compared to other jobs. He stated that it was hard to go home and not worry about 

your patients, which made things difficult: 

Working as a support worker is draining it is not like a normal job where 
people can go to their 9–5 jobs and then shut down the computer and 
go home without actually not thinking about your clients for the day … 
whereas in this job, sometimes you have left behind patients who are 
feeling suicidal and self-harming … you learn how to cope but I don’t 
think I will ever be able not to take issues at work home with me even 
though you are trained not to … I go home to my family and sit worrying 
and stressed out thereby making things at home difficult. – P10 
11/08/2019 

 

The quote indicates that the nature of the job as a mental health support worker makes 

it harder to “switch off” from work even when they are at home. P9 and P20 describe 

home stress as being very difficult such that it makes people unable to tolerate the 

extra stress from work. This demonstrates clearly that there is spill-over from home to 

work and vice versa. P20 further discussed how because of his shift pattern, he was 

unable to address the issues from home in relation to his recent divorce from his 

partner of 20 years:  

It is almost like the home stress gets people to a level that they just 
cannot tolerate that extra stress at work. – P9 17/04/2019 

 
The stress from home makes it even harder for me to accommodate the 
stress from work. My shift pattern is not fitting my schedule of things with 
regards to issues from home. I spoke to my manager regarding this, but 
the issue is my manager was concerned that if I was given preferential 
treatment for this then the other staff would complain as to why they are 
not getting the same treatment. So, I made a decision to go on the bank 
and give up my substantive post because the stress from both sides 
became overwhelming. – P20 02/05/2019 
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P20’s response suggests that managers believe granting flexible working to some 

people can be perceived as preferential treatment by colleagues and this can be 

difficult to manage. As such, people are giving up their substantive permanent posts 

to become a bank temporary worker with a zero-hours contract. People are also 

thinking of going part time because they feel that there is no reprieve from work, which 

is depriving them of spending enough time with family: 

I am thinking seriously of going part time at the end of the year because 
what I want is to have time for my family … I am supposed to be on 
annual leave but I am right here sat at the front of the computer still 
working … I mean I love my role and the job but it is not giving me 
enough time for the family and this is causing me stress. – P13 
21/04/2019 

 

My field notes below support P9 and P20’s view of the inability to accommodate stress 

from home and stress from work. The excerpt refers to an instance when I overheard 

staff discussing how difficult it was balancing work and home issues: 

It becomes annoying and difficult when you struggle to balance issues 
from work and home. There are times when people have had to call in 
sick because there was just no other way out, basically it just becomes 
too much and just wouldn’t cope any more. – Field diary 12/04/2019 
 

An HR professional noted in his interview that stress from home for some people 

reaches a level where they can no longer tolerate the extra pressure from work: 

It is almost like the home stress gets people to a level that they just 
cannot tolerate that extra stress at work, it is not necessarily the work 
stress that is a bulk of the stress that people report …  I would say that 
is probably the case for most staff. – P31 27/05/2019 
 

Another HR professional reiterated that in most cases, members of staff have 

identified the stress they were experiencing as work related, but in actual fact, it is 

usually home stressors: 

A wide range and the majority of cases that I have had, have all identified 
their cases as work stress, however when we actually meet with these 
people, 95% of cases is either related to home stressors and one thing 
at work has tipped them over the edge but they have identified it as work-
related stress. – P32 22/05/2019 
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 P28 and P29, also members of the HR team, emphasised that some people have 

very complex home lives that can impact their tolerance to pressure at work. They 

noted that this could be due to personal reasons, with people suffering a lot more now: 

Sometimes the daily grind of home and work is normal you know how 
we help people cope with what is normal erhmm and the normal 
fluctuations of life and that’s why there is a lot about resilience to help 
there. – P7 17/04/2019 
 
It would be a range of reasons, it can be personal problems, you have a 
lot of staff who have very complex home lives and that is impacting on 
their resilience and their stress. – P28 22/05/2019 

 

In agreement with the comments above, from my diary, I observed staff discussing 

this among themselves: 

Stress can result from personal problems which can cause a lot of 
suffering. There are a lot of staff who have very complex home lives, and 
this is impacting on their resilience. – Field diary 08/05/2019 
 

This was confirmed by another member of the HR team: 

Sometimes we assume that people are off with stress resulting from the 
workplace but what we find when we have dug into people who have 
been off with stress is that lots of them have extremely complex home 
lives so we find that there is an element of work that we can sort out by 
for example changing their rotas and workload but other times, it is the 
flexibility around the home life that people need as well. – P34 
10/06/2019 

 

It appears that like P34 and P16 acknowledged that people had identified their 

stresses as work related when in fact, they were either caused by home stressors or 

one thing at work had tipped them over the edge: 

The majority of cases that I have had, they have identified it as work 
stress, however when we actually meet with them 95% is either home 
stressors and one thing at work has tipped them over the edge but they 
have identified it as work-related stress so actually for us that is a 
positive because we can put loads of resilience plans in place to help 
support the home life we look at flexible working, reducing the hours 
things like that to support their home life so work isn’t becoming that 
added pressure and that is the tricky thing to do and I think I am quite 
fortunate in corporate we have got much more flexibility in corporate, it 
is in clinical areas that is where the struggle is so we have a lower rate 
of workplace stress for that reason I would say. – P16 04/04/2019 
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A support worker shared her experience of the impact of being unable to balance work 

and home life. She said that it affected her marriage and her children and 

acknowledged that she was going to pretend and carry on even though she was 

feeling stressed and struggling: 

Not being able to balance work and life issues has had a massive impact 
on me, in my relationship, in my marriage, affecting relationship with my 
children and even the people around me and in all of this I know I must 
still be going to work and pretend as though all is well but deep down I 
am struggling and feeling very stressed at the moment. – P19 
30/04/2019 

 

An HR professional in charge of implementing and amending Trust policies stated that 

there were pressures as well as personal issues impacting on people. This in turn 

made work-life balance difficult, especially when there were targets to meet. During 

the interview, they commented on external and internal pressures impacting on staff: 

There is pressure, work-life balance is difficult, I think we have got 
external political pressures and then we have got internal working 
pressures and we have got our own personal issues all impacting. It feels 
a lot more pressurised now, there are targets all of the time to achieve. 
– P31 27/05/2019 
 

In summary, flexible working and work-life balance are important to staff and when 

effectively managed can help to reduce stress, for example by offering alternative 

working hours/patterns, or part-time work. However, many research participants found 

it hard to balance work and life together, which could result in stress. Sometimes, it 

was assumed that people were off with stress emanating from the workplace, but it 

was sometimes as a result of stress outside of work which could be for various reasons 

including complex home lives.  

As such, managers should consider how they approach requests for flexible 

working and/or how to address work-life ba6ance issues. However, according to one 

of the interview excerpts, some managers believe that flexible working can be difficult 

to manage because it can sometimes lead to perceptions of unfairness when granted 

to some members of staff. If unaddressed, such behaviours can lead to increased 

levels of stress within the team and the organisation, despite being intended to reduce 

levels of stress. 
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7.2. Personal factors 

Personal factors such as poor pay leading to financial difficulties, relationships and 

caring responsibilities, bereavement and mental ill health can conflict with demands 

from work.  

 

7.2.1. Poor pay 

Another theme identified as a stressor in the home domain of mental health support 

workers in the NHS was issues around poor pay. These findings are supported by a 

2019 survey (Salary Finance) which found that nearly 40% of NHS employees across 

the UK were suffering from ongoing financial stress with serious implications for their 

engagement with work and their mental health. The report identified that NHS Trusts 

across England could save £2.3 billion yearly by introducing employee benefits, such 

as low-cost loans and salary-linked savings that would reduce the costs arising from 

poor work-life balance and stress-related absence.  

P2, when asked during the interview what his stressors were now, replied: 

There is inadequate personal and monetary rewards for me … I worry a 
lot about finances, at the moment there is so much going on in my life in 
terms of money issues and it is really stressful for me … I sometimes go 
to work feeling excessively worn out and it is a result of the pressures 
from home not necessarily stress at work. – P2 24/03/2019 

 

He referred to going to work feeling worn out, which he thought was as a result of 

financial difficulties in his private life rather than stress arising from work.  

Similarly, participant P8 stated that financial problems were a significant external 

stressor for him and his family: 

At the moment I am having family issues around finance. I have been 
through a lot over the last year and accumulated a lot of debt which I am 
paying monthly by direct debit. My take-home pay at the end of the 
month is not enough to cover payments and this is causing me stress. 
So, I would class my stress levels to be due to issues from my life and 
not necessarily from work. P8 – 14/04/2019 
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The level of financial difficulties was so severe that even the union’s effort to support 

staff was not enough. A member of the union noted that some members were 

experiencing financial difficulties which were leading to stress, and even though the 

union had a charitable welfare pot for people struggling financially, it was sometimes 

not enough: 

Some staff are suffering from financial difficulties which is causing them 
stress. If people are struggling financially, we have erhmm a welfare pot 
and an officer supports staff to fill in a form and it is an onerous form 
considering the amount of information that you have to provide. This will 
usually put some people off but payments are made based on needs 
and if staff members are in serious financial difficulties there is an 
emergency payment. However, this seem not to be enough, and staff 
are carrying on being stressed from this which oftentimes spill into the 
work environment. I always advise anybody struggling in that sense to 
contact the citizens advice bureau as they are good on benefits. – P26 
(Unison) 14/05/2019 
 

From my discussion with a staff member from the union, financial challenges are 

widespread in the trust. However, this problem is not limited to support workers; it also 

occurs with higher-band staff, as mentioned by the participant below. The degree of 

financial problems is relative; that is, the higher the pay bands, likely the higher the 

expenditure: 

I think it’s gradually increasing. You know we do have staff who struggle 
to make ends meet. They are working additional hours to try and put 
food on the table for children, they are not getting that work-life balance. 
One of the things that I was really, really, really quite shocked at, I’m not 
going to mention any names but I was in the equality and diversity 
meeting and we had to explain to senior members of staff within this 
organisation that yes actually we do have band 6s who use food banks, 
because that person was under the impression that if you are earning 
that money you should be fine but what that person didn’t realise in real 
terms is that we’ve all had a period where we still have to pay the bills, 
we still have to pay the mortgage. – P31 27/05/2019 

 

In order to meet financial obligations such as mortgage payments, staff would usually 

work extra hours, thereby making it difficult to get the right work-life balance. Some 

higher-band staff in clinical lead positions even went to the extent of using food banks 

so as to reduce the financial pressure they experienced; this could happen at any set 

time in their lives. The relationship between financial problems, poor work-life balance 
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and stress was clearly identified in this study as staff continued to push themselves 

until breaking point: 

The house market is stagnant so if you need to downsize, you can’t 
necessarily do that because you would lose too much money, negative 
equity, people are just being caught up and they are trapped and so they 
feel pressured into not going off sick, pushing themselves too far, doing 
extra shifts and to add to that, when they do go off sick with stress, they 
are absolutely petrified that they are going to get sanctioned when they 
return – P27 16/05/2019 

 

The comment above suggests that stress is sometimes brought on as a result of staff 

pushing themselves beyond their limits, for example taking on extra shifts. This means 

staff sometimes do more than required so as to meet up with the financial demands of 

the moment, to the point that they feel too pressured and then go off sick due to 

financial pressure outside the workplace.  

In summary, the findings from this theme suggest that financial challenges are 

widespread in the Trust. NHS workers face financial challenges and along with these 

come stress, which can sometimes spill into work. This can affect staff turnover and 

cause absenteeism. Just as funding challenges lead to resource constraints, thus 

affecting how staff do their jobs which can be stressful, so also personal financial 

difficulties due to poor pay impact on staff. Therefore, financial difficulties impact 

people and act as a source of stress, both from the organisational level and from the 

home level. However, this problem is not relegated to support workers; staff in higher 

roles are not exempt from this burden. 

 

7.2.2. Relationships and caring 

This study found that relationship breakdown caused stress amongst support workers. 

Severe emotional disturbances emanating from marital and relationship challenges 

were an external stressor. This evidence was presented by a participant:  

I think that I carry all the stresses from work to home and at the moment 
it is having a negative impact in my life, my marriage has broken down 
which is causing me more stress and my relationship with my children is 
affected. I then go to work with all these baggage and become even 
more stressed. I have spoken to manager who was kind enough to give 
me some annual leave which is the best she can offer. – P2 24/03/2019 
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There is clear evidence from this study that the stress of broken-down relationships 

can affect people’s ability to concentrate and work effectively in the workplace. Also, 

the responsibilities of being single when a relationship breaks down increase stress 

levels because of the additional responsibilities of the single parent. This is illustrated 

in the comment below: 

My relationship with my partner broke down and as a result it was difficult 
to cope with family needs which involved taking the kids to school and 
then swimming lessons. I had to go on permanent night shifts just so I 
have the day to do all of these. But then the stress is too much for me I 
can hardly sleep during the day and then I go to work and there is work 
stress. But generally, it is the spill-over of the stress from home that is 
affecting me badly. – P1 24/03/2019  
 

Relationship breakdowns create complexity in the lives of those affected. This leads 

to stress which affects the quality of work: 

There is definitely something around complex home lives definitely, so I 
think they tend to be things like relationship difficulties and that can be 
with a partner or actually with family. – P15 26/04/2019 
 

In addition, findings suggest that work on its own can contribute to relationship 

breakdown: 

I think that the one reason why my relationship has broken down is 
because there wasn’t any flexibility for me to balance my work with my 
personal life including pressure and stress from work. My partner wanted 
a 100% commitment form me and that I couldn’t give because of the 
nature of my shift pattern. I was so stressed at the time because I was 
struggling to make my relationship work and at the same time trying to 
be sane at work …  it wasn’t an easy ride and I always knew that one 
was going to give in in place of the other and sadly I had to sacrifice my 
relationship. – P4 03/04/2019 

 

Increased pressure and stress from work was seen to impact relationships. So did 

working long hours and spending time away from home, which participant 2 said he 

really struggled with at the time. These were contributing factors not only causing him 

stress but costing him his relationship. 

Staff responsibilities towards caring for family members and the stress these 

caused was another theme found out in this study. Different levels of care such as 
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looking after elderly family members, children, and disabled relatives amongst others 

constituted an external care responsibility stressor confronting NHS staff. The 

participant below expressed in his comment that juggling between the home care front 

and the workplace was difficult: 

Home life, family life and stresses outside of the workplace are massively 
impacting so there is so much around caring responsibilities, parents 
juggling caring responsibilities with work …  in fact that dynamic also, 
looking after elderly relatives sometimes could be daunting for staff. – 
P10 08/05/2019 

 

The interesting thing to note from the comment above is that caring for the elderly at 

home can be very demanding and daunting, making it difficult for staff to cope with 

their job demands in the workplace. Participant 18 also noted that being unable to 

balance work and life commitments and missing out on family time as a result of the 

shift pattern was causing her stress and resulting in her calling in sick frequently: 

Finding that work-life balance is difficult for me, I am worried about 
childcare, missing out on family time when working long days with no 
support network around me. It is just me and my husband and I am 
stressed to say the least. I am having to call in sick every now and again 
which is not good for my records because there is only so much time you 
can be absent for. – P18 27/04/2019 
 

From the quote, this participant was also worried about calling in sick all the time due 

to lack of childcare. As seen earlier in section 5.5.1., people found the sickness policy 

punitive because there were only a limited number of times a worker could call in sick, 

otherwise it would be triggered by HR, and this could have consequences for the 

member of staff involved. 

From my diary, a member of staff was discussing issues around caring 

responsibilities for a child and getting on with work commitments: 

I just want a good quality of life for my daughter. I need to be able to 
spend more time with her and right now even though I am in a nice 
working environment with such a great team, I still feel stressed just by 
the mere fact that I have to work weekends sometimes and it is hard to 
be with my daughter who is only one. I feel like I am missing out on her 
life basically. I intend to go for a community job and work 9–5 Monday to 
Friday. In that case I have the weekend off and also have the evenings 
with my partner and daughter. It will make me feel less anxious and 
stressed. – Field diary 04/06/2019 
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The HR manager below, when relating the stress that people faced, stated that it could 

be that stress was starting as work-related and then contributing to other areas of the 

person’s life, such as worries that came with caring for others: 

I think the other thing as well is health or caring responsibilities that 
people have and the stress and worry that comes with that. But I am not 
sure if the stress is starting with work-related stress that contributes to 
other areas of the person’s life. – P33 (HR) 06/06/2019 
 
Home life, family life and stresses outside of the workplace are massively 
impacting so there is so much around caring responsibilities, parents 
juggling caring responsibilities with work …  in fact that dynamic also, 
looking after elderly relatives sometimes could be daunting for staff. – 
P12 18/05/2019 
 

Participant 12 noted that juggling between home life and the workplace was difficult; 

caring for the elderly at home can be very demanding and this might make it difficult 

for staff to cope with the demands of their jobs.  

Similarly, from the excerpt below, coping with a full-time job and having to also 

be responsible for the home front is very challenging for staff, leading to some staff 

either going into part-time jobs or considering doing so. This again could have financial 

implications for staff, leading to more stress: 

Honestly, I am thinking of seriously going part time at the end of the year 
because I don’t want to leave the profession altogether, I love for my 
role. However, I am struggling to balance work and the issues around 
my home at the moment, so it is causing me considerable amount of 
stress. What I want is to be able to have time for my family and I am 
supposed to be on annual leave, but I am still working from home. – P23 
05/05/2019 

 

From my field diary, a staff member said this to me on one of my night shifts: 

She has heard staff ring up and reporting being stressed from all the 
caring responsibilities from home for example being a carer to a disabled 
relative at home. – Field diary 04/08/2019 
 

This challenge is even more difficult for single parents who have to cope with the 

demands of external care responsibilities in combination with work duties. For 

example, the participant below had the difficult responsibility of looking after a large 
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family and required extra support, which seemed to be lacking, making her situation 

even more stressful:  

I only just joined the Trust as a support worker, and I am a single mum 
of four … it is bloody hard work and the mum guilt is real. It would have 
been easier with a good support network to help with the kids. It is a sh** 
show for me, and I am full of stress not just from work but mostly because 
of this family issue but I am carrying on hoping it will get better. – P22 
04/05/2019 
 

This suggests that the support worker felt the pressure from home due to caring 

responsibilities and experiencing stress as a result of being a single mum. However, 

P10 suggested that home stress could be higher in women of a certain age due to life 

changes, expressing that these could impact the level of stress they might be 

experiencing: 

It seem to me that domestic stress was apparently higher in women of 
a certain age who may be going through life changes such as 
menopause, leaving home, erhmm relationship issues. – P10 
08/05/2019 
 

P14 and a HR manager also explained that even though a lot of people reported being 

stressed and were off work as a result, most of the time they were off due to caring 

responsibilities. They suggested that it would have been better if such cases were 

badged differently on the reporting system rather than being recorded as stress: 

So we have a lot of people who are off and it would say stress on the 
system but actually, they are caring for their erhmm their elderly mother 
or their child for instance, so something has happened to that person 
and so they need to look after them so I will just badge that differently. – 
P14 - 14/04/2019 
 

From my diary, I observed staff usually citing caring responsibilities as one of the 

reasons why they were off work: 

They could suddenly get a phone call the morning of their shift from a 
close relative that a brother or a sister had just fallen ill overnight and 
needed to be taken to hospital, it leaves them no choice than to call in 
sick to work as no one else other than them might be available to care 
for that person. – Field diary 06/08/2019 
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This suggests that support workers are likely to take time off to deal with emergencies 

involving children, relatives and other dependants. This could lead to high rates of 

absenteeism or staff sickness. 

 

7.2.3. Bereavement of loved ones 

The empirical evidence from this study, some of which was discussed in Chapter 5, 

shows that bereavement can present significant levels of stress (see section 5.3.2.) 

which originate from outside work. Bereavement was described as a significant 

external stressor that research participants felt required more attention from the 

organisation. Participants did not feel like they had the right support when they 

suffered bereavement, and this contributed towards escalating their stress. The main 

issue was that the policy around bereavement appeared not to be supportive towards 

staff. This study found that the implementation of the bereavement policy by managers 

was not rigidly followed as a standard: 

The managers make the rules as they go along, not following policies 
and procedures, that’s a massive issue with me. You have people 
being treated differently. – P13 21/04/2019 
 

Some people thought that the Trust policy on bereavement did not give people enough 

time to grieve when they were bereaved, and this could add to their level of stress and 

hence lead to absences by calling in sick. The bereavement policy doesn’t allow staff 

many days off to grieve for their loved ones. The policy (see Appendix XI) states that 

staff members who have been bereaved are entitled to up to one week (i.e. five 

working days) of compassionate leave for any full-time staff member on a 37.5-hours 

contract and pro rota entitlements for part-time contracted staff. However, in 

particularly distressing circumstances, an authorised manager, at their own discretion, 

can consider extending this by another week of paid or unpaid leave. This is seen in 

the comments below: 

Last year, or the previous year, I think 2017 it was, my granddad died. I 
was given a week’s special leave for that which I was really appreciative 
of. A few months later, my current sister’s husband was tragically killed 
walking home. I had to deal with that and I was only given three days’ 
leave. The policy for dealing with grieve, the policy reads a week. I was 
told I have already had a week’s special leave and so I couldn’t get any 
more time off. I didn’t understand that and I felt it was unfair because it 
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just adds to your level of stress … all I did in this case was to call in sick 
in order to get days off. – P16 26/04/2019 
 

At the end of the interview when asked if there was anything else he felt was important, 

he added: 

If I couldn’t cope as a manager when I was bereaved, I don’t expect my 
staff at lower-level bands to be able to cope because we are supposed 
to be setting the example. However, when it comes to the loss of a dear 
one, it is difficult to cope and ideally people should be given enough time 
away from work to grieve, otherwise it just puts pressure on people and 
then the stress becomes unbearable. – P16 26/04/2019 

 

Similarly, the frustration behind this was highlighted by a junior manager: 

It was also the anniversary of my brother in-law’s death, so kind of 
dealing with your personal circumstances as well as issues at work, I 
can’t put them both I can’t carry both of them it is stressful for me … – 
P20 02/05/2019 

 
From the quote below, reactions to bereavement might trigger stress that can spill over 

to work: 

I came back to work very upset after the loss of a dear friend…I was 
only given a few days off to attend the funeral but on return, I felt 
distressed and was struggling most of the time to get work completed. 
This made me very stressed and impacted me negatively – P17- 
26/04/2019 

 

In summary, this section has discussed the impact of caring responsibilities, 

relationship breakdown and bereavement as stressors for mental health support 

workers. The findings suggest that staff responsibilities towards caring for family 

members and the stress this cause can have a negative impact. Issues from a person’s 

personal life and implications of the workplace may interfere and impact with home or 

family life. For example, people have different levels of caring responsibilities such as 

looking after elderly family members, children, and disabled relatives amongst others. 

These constitute an external care responsibility stressor confronting staff. These 

difficulties can cause interference at work and sickness absence; some people tend 

to overcome this situation by having to change jobs. 

In the next section, I will discuss the theme of mental health challenges – a 

concept that emerged from employee health and wellbeing. 
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7.3. Mental health challenges 

This theme was particularly significant as empowering employee wellbeing is 

important and can help staff develop the skills to manage stress and flourish while they 

do what they do best.  

From discussions in Chapter 4, one in four people in the UK is suggested to 

experience mental health problems at some point in their lives. This is described as 

the “largest single cause of disability”, representing well over 23% of the nation’s total 

health burden (DOH 2011). Statistics also show that 1 in 6.8 people (14.7%) often 

experience one form of mental health problem in the workplace (Lelliott et al. 2008).    

Participants in this study acknowledged that mental health is not a one-size-fits-all but 

rather is individualised to the person involved. However, it is vital to find ways to best 

support people suffering from mental illness: 

It is one of those things we know that erhmm procedures don’t fit one 
size and mental health erhmm … definitely mental health and stress isn’t 
one size everybody is an individual and it is looking at that individual and 
how you can best support them. – P15 26/04/2019 
 
Procedures do not fit one size and definitely mental health and stress 
isn’t one size for everybody, it is individualised, and it is all about looking 
at that individual and see how you can best support them. I do think that 
early intervention for staff with mental health breakdown would cut down 
a lot of the sickness leave. – P23 05/05/2019 
 

The participant below expressed being depressed, suicidal and stressed. She further 

elaborated that being female was an added pressure making things harder: 

 

I am currently on the sick with depression and stress and almost near 
suicidal … I am fighting mental health issues and the main problem is 
there are a lot of broken people trying to fix people, staff mental health 
needs to be taken seriously. I think being a woman is making things 
worse if I may say because in my head there is so many domestic issues 
going on at the same. – P17 26/04/2019 
 

P17’s quote agrees with previous findings which suggest that women employed full 

time are twice as likely to have a common mental health problem as men who are 

employed in full-time positions (Stansfield et al. 2016). The above quote is also similar 

to those of P19 and P24 below in terms of struggling with their mental health and not 
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getting the support they needed. P19 also noted that not getting along with colleagues 

was a stressor impacting on her mental health: 

 

Everywhere I go things are not working the way I wanted. I am struggling 
with my mental health at the minute. I spoke to someone, and they have 
showed no concerns at all. Sometimes, it is hard to get along with fellow 
staff and this can be really stressful for me, it even affects my mental 
health and the way that I feel. – P19 30/04/2019 
 
Well occupational health suggested a daily walk to benefit my mental 
health, which was an excellent idea, but it never really worked as I am 
still stressed. Most days it is raining how I am supposed to walk in the 
rain? I am absent from work most of the time because of the stress of 
being mentally unwell coupled with getting less support. – P24 
10/05/2019 

 

In Section 6.3.3., findings suggested that staff-to-staff conflict and hostile or negative 

relationships with colleagues could impact on people’s wider sense of wellbeing. P13 

described her situation as being in a dark place. P33 commented on how people 

complained about the Trust not treating their staff who were suffering from poor mental 

health the way they should be treated. An HR worker agreed that people were not 

supported enough: 

 

I suppose there is body of evidence around compassion fatigue and 
mental health. I am currently in a dark place, and I think it is a really 
difficult thing for people when you are unwell as a carer to then be caring 
for people. This causes stress and anxiety. – P13 21/04/2019 
 
All too often we hear that the Trust does not treat staff with mental health 
issues the way they would treat their patients and staff find it very 
demoralising but of course it’s mental health it is a serious issue but 
sadly as a mental health Trust I don’t think we support people enough 
with their mental health and they end up being stressed. – P33 
06/06/2019 
 

Also, participants stated that it was difficult for people who were unwell themselves to 

look after people who are ill, and they suggested that the Trust was not supporting 

people enough with their mental health issues. This can again be linked to Chapter 6, 

where the ethos of care was discussed (see Section 6.3.4). 

In my diary, I recorded similar experiences to those of the participants. The 

entry below was a few weeks after the completion of all interviews: 
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I observed staff having a conversation regarding their mental health and 
stating that the Trust didn’t really look after staff who had issues with 
depression or feeling suicidal. They said that all they get was a referral 
to occupational health. They emphasised a lack of support from the Trust 
and reiterated colleagues were going off sick because they could no 
longer cope with their mental health and felt unwell to care for others. – 
Field diary 10/07/2019 

 

One of the managers stated that there were staff who reported low levels of wellbeing 

and engagement and who seemed not to be bothered by things anymore, which could 

in turn impact their motivation to work. Others generally presented with low levels of 

wellbeing but were happy to engage and put in their best to see things get done but 

did get burnt out during the process.  

The manager went on to state that the Trust’s executives and directors were 

often very motivated, presenting with high levels of wellbeing and engagement. 

However, managers fell under the category of people who were just trying to meet all 

deadlines and even though they could be classed as high performers they put 

themselves under a lot of pressure:  

I can tell from one of our presentations you have got people who have 
low levels of engagement and also report low levels of wellbeing and 
they are the people that are not bothered anymore, maybe they have 
seen everything change by time and that the way it was after 30 years 
in the NHS as you know you have got the category of staff who generally 
have a low level of wellbeing but are quite engaged and they are trying 
to do what they can and they get a bit of burn out through really just like 
giving it some hard slog and trying to get through there and you have got 
people with high levels of wellbeing and high levels of engagement and 
they can often be your executives, your directors erhmm and you have 
got the category where you got managers who are just on a hamster’s 
wheel who are just going to meet all the deadlines and all the targets but 
they don’t get the same satisfaction from their job, they are high 
performers but they put themselves under a lot of pressure to be high 
performers you see you know. – P34 10/06/2019 

 

There were support workers who suggested that the Trust did not show enough 

concern when it came to the state and wellbeing of employees:  

The Trust doesn’t care about how you feel or put your wellbeing into 
consideration, all they say is just get on and do your job, get on with the 
job that’s all we hear all the time and as long as the paperwork are all up 
to date then that is what matters. I don’t feel I am in a good place right 
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now in terms of my wellbeing, but I feel no one cares and I just have to 
call in sick when I don’t feel great. – P8 14/04/2019 
 

This point was also made by P11. She felt that management did not put staff wellbeing 

into consideration when it came to allocating tasks, and noted that it was stressful: 

I work in the community and the bosses delegate duties without putting 
your wellbeing into consideration … just last week they asked me to go 
and see a patient alone who can barely leave the house for 20 minutes. 
It took me more than half an hour to attend to that patient and at the 
same time I was the only point of contact for the day so I get called upon 
at any time. It is stressful for me. – P11 09/05/2019 
 

Workers may be relying on self-effort to manage stress caused by poor health and 

wellbeing. The participant below explained that she was leaning heavily on her 

spirituality and had also decided to make lifestyle changes by eating healthily and 

losing weight to manage stress and improve her health and wellbeing: 

My health and wellbeing at the moment is not very great. I think the only 
thing helping me right now is my spirituality, believing in God and I have 
always believed that tomorrow will be better …  I have started to look 
into my physical health in terms of losing weight and eating more 
healthily in the hope that it will help me ease my stress and tension. – 
P14 26/04/2019 

 

P17 did not feel she had had the best service even with referrals to the different 

occupational health services provided by the Trust; she thought they had not been 

useful. As a result, she was off sick with stress most of the time: 

Even though the Trust’s employee health and wellbeing is made up of 
occupational health service provided by team prevent, I don’t feel like I 
have had the best service at all … counselling and advice service is 
provided by Care First and again referral to this has not been helpful … 
I don’t think I find them useful. I am off sick with stress the majority of the 
time because I am in a really dark place now and my health and 
wellbeing is in a mess. – P17 26/04/2019 
 

Like P17, the participant below felt that visits to the occupational health team and 

conducting health risk assessments hadn’t made any difference to how she was 

feeling: 

I was advised by occupational health on things I needed to do to ease 
my stress levels and enjoy a healthier lifestyle which could reduce risks 
to my health … I have done personal health risk assessments and onsite 
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health checks and I still feel the same in terms of my health and 
wellbeing, it hasn’t improved and am off work when I can’t cope for the 
day. – P19 30/04/2019 
 

P4 felt that work and life had been impacting on her wellbeing, and although she had 

self-referred to occupational health services there had been no response: 

 

I think work issues of life is affecting my health and wellbeing right now 
and I have self-referred to occupational health there is no response back 
as of yet and I am not coping presently I have been off sick with stress, 
and I have only just come back even though I don’t feel great. – P4 
03/04/2019 

 

A member of staff believed that a solution to tackle the problem of stress at work was 

to introduce wellbeing strategies that could potentially be beneficial for employees: 

 
I personally think that to tackle stress for staff, there has to be some 
wellbeing strategies in place not necessarily referral to occupational 
health but doing things like yoga, mindfulness, massage, exercise and 
dietary advice would be beneficial. – P3 03/04/2019 
 

However, a participant from Unison suggested it would be better for every staff 

member to have a wellness action plan: 

In terms of promoting good health and wellbeing for staff and reducing 
the rate of sickness absences triggered as a result of stress, it will be 
good practice that each member of staff has a WRAP (Wellness 
Recovery Action Plan) which is a self-designed prevention and wellness 
process that anyone can use to get well, stay well and make their life the 
way they want it to be. – P 27 (Unison) 16/05/2019 
 

Anxiety, which is also a mental health challenge, can have a major impact in the 

workplace and can be described as a person’s specific reaction to stress (Ross 2018). 

This study found that some staff were stressed as a result of being anxious: 

I would say my stress falls under the umbrella of mental health which is 
anxiety. I suffer a lot with anxiety, and I am constantly stressed as a 
result. I am anxious about the issues at home and then I get to work and 
become anxious about work re-evaluating events of the day, worried I 
might have done something not right. It is stressful to have anxiety 
problems and I don’t think I am coping. – P13 21/04/2019 
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P20 appeared to have taken up exercise as a therapy to help with their anxiety from 

pressures at work. However, she felt able to cope by having a supportive team: 

 
I have had to resort to exercise to relieve me of my anxiety as it helps 
me release all the good endorphins that carry me through the first four 
to five hours of my shift. The Trust wasn’t helping, and it became too 
much for me causing me a lot of stress and putting me under severe 
pressure. I had to speak to colleagues because we have a very 
supportive team at the moment, we share experience and you have 
people checking on you, it might seem little, but it does make a massive 
change and that’s how I have been coping. – P20 02/05/2019 

 

Participant 22 felt she had had no support from her manager regarding her anxiety 

which was causing stress. Instead, she was using swimming as a coping mechanism: 

 

I haven’t had support from my manager regarding my anxiety which is 
causing me severe stress …  all I do is go swimming at least once a 
week, great anxiety-buster and gets the endorphins going. – P22 
04/05/2019 
 

A member of the HR team noted that managing her own caseload and ensuring the 

safety of other members of staff was making her anxious constantly and affecting her 

health: 

 
Work for me has become stressful over time in terms of managing my 
own workload whilst ensuring other members of staff are kept safe and 
happy in their jobs … this is affecting my health and making me 
constantly anxious because sometimes I just think I am going to break. 
– P35 21/06/2019  

 

In summary, the health and wellbeing of employees is vital, but staff reported being off 

sick with stress as a result of poor health and wellbeing. Staff did not feel that they 

were getting enough support or feeling any better after referrals to the Trust’s 

occupational health and wellbeing services. This meant that there were still a lot of 

days lost to sickness as a result of stress. The union suggested implementing a 

Wellness Action Plan that could help staff get well and stay well. It is important that 

the health and wellbeing of staff are taken seriously because they are in a job where 
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they look after people who are mentally ill. This can be particularly challenging for staff, 

leading to excessive pressure and anxiety.  

 

7.4. Concluding Remarks 

This chapter has addressed the home domain as a stressor for mental health support 

workers. It provided insights into work-life balance and the difficulty of achieving this, 

especially when working in an organisation such as the NHS. This was due to a 

number of reasons, including poor pay, caring responsibilities and relationship 

breakdown, bereavement, and poor health and wellbeing resulting in mental health 

challenges and anxiety. The chapter has also demonstrated that staff themselves can 

be impacted negatively when they are not in a good place. Poor health and mental 

health breakdown are stressors that if not properly addressed can spill over into work. 

Mental health support workers are in a job where they care for patients who are 

mentally ill, and this can be emotionally challenging. This and other stressors from 

work such as voluminous caseloads can impact people negatively.  

The findings suggest that stress is indeed multidimensional. However, mental 

health support workers expect that managers will be able to make positive impact in 

addressing multidimensional stressors; that is, stressors from both inside and outside 

the workplace. There are conflicting demands from work and home. Issues from a 

person’s personal life and implications of the workplace may interfere and impact with 

home or family life. The nature of work, poor pay, relationship breakdown, 

bereavement, and poor health outside of the workplace can lead to stressful situations 

for staff. This can potentially have an impact on and interfere with their effectiveness 

in the workplace. Promoting health balance between home life and work life is 

important; this can be achieved by implementing and facilitating flexible working 

policies.  

This elicits an area for future study, which bothers on whether and how extensively 

managers understand the dichotomy between work stress and home stress and the 

various approaches engaged in addressing this dichotomy. It elicits the question of the 

extent to which managers are willing to empathise with employees not just as 

professionals in the workplace, but also as people who belong to a family group with 

family responsibilities.   
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Chapter 8. Discussion 

8.1. Introduction  

The discussion chapter of this study will provide a critical discussion of the key 

findings. It reviews the research questions to discuss and evaluate the interpretations 

and understandings derived from the findings from the empirical data. It also positions 

the findings within the relevant academic literature reviewed in Chapter 2.  

Adopting a qualitative approach has helped me to understand concepts, 

thoughts and experiences through gathering in-depth insights on this topic via 

interviews and the observations during my shifts which formed my ethnographic field 

notes. I have also attempted to make sense of and interpret the causes of stress 

among this unique group of people by studying the phenomenon in its natural setting 

(Aspers and Cote 2019). In response to this, the overarching aim of this research was 

to examine work-related stress among mental health workers in the NHS, considering 

its causes, manifestations and associated organisational issues, such as the 

institutional support mechanisms to address and reduce stress among staff. 

 

8.2. Key aspects of mental health support workers’ lived experience 

8.2.1. Lack of professional recognition  

The issue with a lack of professional recognition came after I noticed replaceability 

and not feeling valued as data themes.  

The working lives of mental health support workers are characterised by the 

absence of professional recognition (see Chapter 5). The issue of professional 

recognition discussed here is related to the wider debate around the sociology of the 

professions and the importance of recognition as discussed in Chapter 2. Within the 

sociology of work, professions are categorised as occupations in that both require a 

degree of knowledge in a specific field (Monteiro 2015). It can be argued that every 

lawful occupation by which an individual earns their source of livelihood can be 

considered as their profession. However, there are certain criteria that make a 

profession a profession, including specific training and qualifications without which a 

professional is not allowed to practice, and mental health support workers certainly do 

not meet these criteria. Empirical evidence from this thesis suggests that there is more 
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precarity in the job roles of mental health support workers due to a lack of recognition. 

This may be because they do not need any form of qualification to get into the role, or 

because they do not need to meet any criteria to take on the role, which is therefore 

open to everyone. When job adverts are created for support workers, there are a lot 

of applicants willing to take on the job, meaning that they are not in demand compared 

to nurses or doctors. 

Given that accountability for the jobs that support staff perform remains with the 

registered nurses, the process of delegation remains fraught, as discussed in Chapter 

2. Therefore, it seems that mental health support workers are characterised by not 

having much control over the work they do, because a nurse can delegate to someone 

else, while they themselves do not have anyone to delegate any tasks to (as discussed 

in Section 5.4.4). In addition to a lack of control, support workers are expected to do 

jobs for which they are not qualified, such as urinalysis, wound care, drugs/alcohol 

testing, and so on. This is due to lack of resources, understaffing, and so forth. These 

are part of the duties of a qualified nurse. The main difference between a support 

worker and a qualified nurse is that support workers provide basic patient care and 

work under a registrant whereas a qualified nurse provides a higher level of patient 

care and co-ordination working under a doctor. 

Even though their job description is clear on paper, it is evident that in practice 

the tasks undertaken may be beyond their remit, qualifications and training. Yet as the 

interview data have highlighted, taking on tasks that one is not trained to do, especially 

without supervision, can be particularly stressful.  

There are also power effects in that if a nurse tells a support worker to do 

something, they are not in a position to say, “I don’t know how to do this.” Participants 

reported not feeling they had the power to refuse to work outside their role to achieve 

desired goals (see Chapter 5). Wider organisational constraints regarding financial 

difficulties, and other resource constraints such as staffing, therefore, have a direct 

impact on how mental health support workers do their job. A number of participants 

provided examples of where they had an imbalance of power by being told what to do 

even though it did not suit their requirements. This imbalance of power between them 

and nurses was attributed to feeling insecure in their jobs.  
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The findings also suggest that lack of professional recognition leads to lack of 

involvement in decision making. Support workers do not feel they are taken seriously 

as professionals. This is not surprising because they are not regarded as 

professionals. However, what was surprising was the fact that, as I highlighted in the 

previous chapters, most registered nurses find mental health support workers 

invaluable in terms of their contribution towards the delivery of care to patients, and 

so on. It is interesting that they see them as invaluable to the team, but at the same 

time, they are seen as a passive and invisible group. In addition to the pressures that 

they face, these people operate under tough working conditions where they 

experience abuse and violence from their patients. This is deemed as part of their job 

and a symptom of the patient’s condition. As such, there are situations when too much 

is expected from mental health workers. Coupled with the fears about being blamed 

when things go wrong (see Chapter 5 for details), the lack of control in such situations 

appears to be a key stressor.  

As discussed in Section 5.4.2, some research participants highlighted the lack 

of recognition that mental health support workers have within the workforce, which I 

suggest may be linked to their lack of professional recognition. Despite regularly 

undertaking continuing professional development to remain competent in their role, 

mental health support workers reported being assumed to be transient and 

expendable (see Chapter 5 for details). These reports contrast with the Trust’s official 

policies, which do not suggest that different staff groups should be treated differently. 

Yet the participants reported experiences of being treated almost like second-class 

workers 

It could of course be argued that this set of interconnected issues could be 

easily solved by giving mental health support workers professional recognition. This 

could enhance their status in the organisation; make them more visible, involved and 

in control. The literature on the sociology of professions has been exploring similar 

debates in the context of teaching assistants who, like mental health support workers, 

do not have professional recognition (Monteiro 2015). Yet would this really be a simple 

and straightforward solution? Professional recognition typically involves barriers to 

entry to a profession, for example through training or membership in a professional 

association, which might exclude some people from working. Also, there is a risk that 

if mental health support workers were given professional recognition, another layer of 
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not professionally recognised staff would take their place at the bottom of the 

organisational “pecking order”, which would only shift the problem from one group to 

another. These deliberations show that my research is dealing with very complex 

issues which would already have been resolved if they were straightforward to resolve.  

At the moment, barriers to entry are low which may explain why there are so 

many people applying to get into the job role, contributing to perceptions of 

replaceability. In addition, the criteria required to take on the role are quite open to 

everyone, enabling wider participation in work and potentially being a stepping stone 

towards nurse training.  

As such, part of a possible solution might be more local by positioning mental 

health support workers more explicitly as an integral part of a multidisciplinary mental 

healthcare team. This would require, however, more stability than many of the mental 

health support workers interviewed in this research appear to experience.  

 

8.2.2. Replaceability 

In contrast to doctors and nurses, who are scarce in the UK, mental health support 

workers can easily be replaced because of low entry barriers. This air of expendability 

may lead to fear of being dismissed for making a mistake. Although in the academic 

literature precarity is widely associated with non-permanent jobs, the analysis 

indicated an element of precarity in the interviewees’ accounts in terms of fear of losing 

their job. They reported feeling under pressure of not being allowed to make mistakes 

even though the pressures of understaffing increased the risk of mistakes. 

It is understandable that easily replaceable mental health support workers have 

limited involvement in decision making. Yet in contrast to such assumed transience, 

my research participants stressed that this was a long-term career for many of them. 

People have evidently invested a lot of emotional effort into their job in order to work 

efficiently, despite the extensive pressure and poor pay; yet they are not asked about 

decisions regarding important issues at work. Even though they have the most contact 

with patients, they are at the bottom of the organisation’s “pecking order”, often sent 

to cover shifts and tasks that others are too busy to do. This was highlighted in the 

interview quotes provided in Chapter 6.  
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Therefore, the findings from my study indicate that a combination of 

replaceability, fear of making mistakes, and job insecurity can lead to or exacerbate 

stress among mental health support workers. Personally, I have been driven back 

several times to seeking more traditional employment due to the need for job security 

and financial stability. However, I am still in the job because I love caring for people 

and being a mental health support worker is giving me the opportunity to do so.  

 

8.2.3. Involvement in decision making 

Sentiments of easy replaceability have also been associated in the interview accounts 

with feelings of not being valued by the organisation. These were exacerbated by 

reports of experiences of a lack of involvement in decision making and employee 

voice, feeling undervalued, discrimination and lack of support (as discussed in 

Chapters 5 and 6). Overall, the analysis indicates that there are no formal mechanisms 

of employee voice or decision making. If you are easily replaceable, there are no 

mechanisms to bring in your own voice, which leads to lack of employee voice. 

Literature defines employee voice as the opportunity for employees to be involved in 

decision making and to express their views and opinions (Martin et al. 2015).  

There are currently debates about employee voice leading to issues around 

power. The healthcare environment itself is deemed problematic given its long-

standing reputation as a “hierarchical tradition with professional divides” (DoH 

2005b:24), which may well highlight power inequalities between staff in assistant or 

support roles such as mental health support workers and other professionals such as 

doctors or nurses. Based on their position, there is no other way they feel they can be 

heard or involved in making decisions.  As a result of the many barriers to employee 

voice such as fears around communicating their views to management, lack of 

recognition, lack of information and a poor life balance, there is very little incentive for 

a manager to give support workers a voice. These barriers are not necessarily just the 

lack of professional recognition but valuing them as persons and workers who work 

for the organisation.  

For employees, self-expression in voice results in people feeling valued as well 

as creating opportunities for development, especially in terms of career progression 

(CIPD 2022). Also, there are potential individual and organisational benefits of 

employee engagement. Therefore, allowing mental health workers an element of 
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control over matters that affect them at work and creating mechanisms for them to 

communicate their views to management could contribute to positive relationships at 

work, especially between management and staff. 

 

8.2.4. Lack of care  

One surprising finding was a cluster of voices criticising the Trust for its lack of care 

towards staff, despite the fact that the NHS is a caring organisation at heart. As the 

empirical data in Chapter 6 suggest, the NHS’s ethos of care was regarded as being 

directed only towards patients and much less so towards staff. This suggests that the 

culture of care is not universally lived by the organisation and at the line manager level.  

This theme triggered questions such as whether line managers were actually 

skilled to deal with HR issues (Waring and Currie 2009), considering that most 

managers are clinicians by profession and, despite management training, may not 

have a managerial mind-set. The extant research on such clinician-managers has 

highlighted the challenges of undertaking such a hybrid role (Croft et al. 2015). As a 

clinician, a professional might see patient care as the important issue, but as a 

manager, professionals tend to focus on staff. Yet in an environment of resource 

constraints – and particularly understaffing, as discussed in Chapter 5 – patient care 

may take precedence over staff concerns.  

 

The cumulative effect of stress 

The research has indicated that there is a dynamic interplay between the 

organisational, workplace and home domains, with stressors originating in each 

building up over time. Research participants reported feeling under enormous 

pressure, and that their ability to cope with stress at work was affected by their 

personal circumstances and vice versa. It needs to be recognised that the research 

participants are resilient professionals who work under very stressful circumstances, 

including the threat of violence against them, and for whom working long hours is 

unavoidable as discussed in Chapters 4 and 6. These highlight an important issue: 

participants need to be skilled to manage themselves, their work, their time and their 

work-life balance, taking active steps to mitigate against stress and pressures (Watson 

and Reissner 2022). 
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Stress can originate from both work and non-work domains, as highlighted in 

this study. Common work stressors identified include organisational change and 

innovation, the nature of the work environment, resource constraints, workload, 

manager-staff relationships, support (or lack thereof), organisational policies, lack of 

employee voice, lack of recognition, feeling undervalued and lack of involvement in 

decision making. Non-work stressors include caring responsibilities (including children 

and elderly relatives), bereavement, personal factors such as health concerns (mental 

health and anxiety) and poor pay.  

When participants experienced stress, they adopted coping behaviours that 

acted as outlets for their stress, such as taking days off work, seeking more traditional 

employment due to fear of losing their job, self-effort and self-referral to occupational 

health, leaning on spirituality and making life style changes to manage stress. Some 

participants also showed a propensity to evade their problems through avoidance. 

These behaviours resulted from the previously mentioned lack of employee voice, 

support, control and recognition. These behaviours could extend the period of stress 

as the problems were not resolved.  

At the same time, interview accounts by HR practitioners from the Trust 

suggested that common metrics such as sickness absence rate and retention were 

negatively impacted by poor financial wellbeing. Mental health support workers earn 

comparatively little money and may struggle to make ends meet, as some accounts 

provided in Chapter 7 indicate. Research participants expressed concerns that their 

job was not particularly well-paid, both in general terms and in comparison to doctors 

and nurses. They reported the following causality: if someone is hard up and struggling 

financially, then that pressure will spill into their work. This causality is also supported 

by research which found that employees under financial stress took an extra one or 

two days as sickness leave yearly to deal with their financial worries (HSE 2020). 

Therefore, the cumulative effects of stress include a combination of stress in 

the workplace, the organisation and personal life. If multiple stressors exist 

simultaneously, they can quickly build up and make people feel overwhelmed and 

stressed (Watson and Reissner 2022).  
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8.3. Concluding Remarks 

This discussion has brought together the complex dynamics of stress among 

mental health support workers. It brought together a more holistic understanding of 

stress at the workplace in that it should not be treated as a standalone phenomenon. 

Rather, the complexities of the demands of the workplace are always impacted on by 

other domains such as the organisation and home which means it is intricate and multi-

faceted. There is almost a relationship between all three dimensions. While 

individually, these issues are known in the extant literature, this research connects 

them to better understand mental health support workers’ lived experiences regarding 

stress at the workplace and beyond.  

Thus, the stress process is an adept framework that enables the mapping of 

stress on multiple levels. It provides an interpretive understanding of stress in different 

contexts and in different domains. The main theory that was considered relevant to 

the data in this research was the Transactional Model of Stress and Coping. This 

theory considers not only of the individual’s biological, psychological and physical 

experiences of stress but also the social impact of stress and coping mechanisms. 

Stressors must invariably be studied in terms of their effect on an individual and as 

previously established in this thesis, stressors challenge adaptive capabilities causing 

strenuous experiences that inflict damage a person’s wellbeing, behavioural, mental 

and social aspects. 

The transactional model provided an explanation of the stress experienced by 

research participants. A primary appraisal led participants to decide whether the threat 

was relevant and harmful or not. A secondary appraisal allowed them to consider 

whether they had the capacity to deal with the stress. Lazarus and Folkman describe 

how individuals make a judgement on whether they believe they have the necessary 

social, physical, psychological and material resources in order to surmount the stress. 

Participants to this study mentioned mainly social and material aspects of coping. 

Although the interview accounts and this discussion have been critical of some 

of the working practices in the NHS, there is no intention to assign blame to line 

managers, HR and occupational health professionals, the Trust or wider NHS. Rather, 

as will be detailed in Chapter 9, there are important implications for practice in terms 

of the role of line managers; their portfolio of work, their overall workload, and the 
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support available to them. Importantly, there needs to be better recognition that 

excellent patient care cannot be delivered by staff who are feeling under pressure, 

undervalued or otherwise stressed.  
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9.0. Conclusion 

9.1. Introduction  

Motivated by my own experiences as a mental health support worker, the overarching 

aim of this research was to examine work-related stress among mental health workers 

in one NHS Foundation Trust. I sought to examine its causes, manifestations and the 

institutional support mechanisms available to address and mitigate against work-

related stress. I sought to answer the following overarching research question:  

How do mental health support workers experience and mitigate the impact of 
stress across interrelated domains: organisational, workplace and home? 

 

The purpose of this final chapter is thus threefold. Firstly, it provides a summary 

answer to the research questions, derived from the analysis and interpretation of the 

data collected. Secondly, it outlines the key theoretical, empirical, practical and 

methodological contributions. Thirdly, it highlights the issues that require further 

research, such as the need to better understand the support mechanisms needed in 

reducing stress among mental health support workers, and also the lived experience 

of this group of staff in other NHS Trusts, including other support workers employed in 

other specialisms across the NHS.  

9.2. Key Findings 

The findings presented here are answers to the research question deriving from 

Chapters 5 to 7.  

Chapter 5 discussed the key stressors from the organisational domain, such as 

resource constraints, organisational change and lack of stability in work teams. 

Organisational change causes stress for people and creates uncertainty because it 

affects working relations and puts pressure on people in different ways; for example, 

by being disruptive and increasing uncertainty.  

Chapter 6 discussed stressors from the workplace domain through the voices 

of both managers and staff. It examined key stressors associated with the 

management domain, such as the ward environment and the perceived level of 

support available to support workers. 
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Chapter 7 addressed the life domain as a stressor for mental health support 

workers. It provided insights into work-life balance and the difficulty of achieving this, 

especially when working in an organisation such as the NHS. The stressors identified 

were financial worry, caring responsibilities, relationship breakdown, bereavement, 

poor health and wellbeing, anxiety and mental health issues. 

Addition to knowledge 

The findings in this study contrast with the picture painted elsewhere of what causes 

stress among doctors and nurses, such as workload, lack of clear roles, resource 

constraints, understaffing, and dealing with pain and suffering. The stressors that 

mental health support workers experience are some way different from those of their 

professionally recognised counterparts. They include a lack of professional 

recognition, replaceability, lack of care, feeling undervalued, and precarity of pay. 

These formed the cross-cutting themes from the three interrelated findings chapters. 

These issues distinguish my research participants from other qualified healthcare 

professionals, and I am going to be focusing on them in this section. There are some 

factors that underpin all five themes, such as working conditions, being positioned at 

the bottom of the hierarchy, fear of losing their jobs, being direct recipients of power, 

and the ease with which mental health support workers can get into trouble. It is 

therefore not only about the fact that this group of people are an understudied 

population; it is also about considering the factors affecting their working lives, which 

are characterised by professional distance rather than professional proximity. 

 

9.3. Contributions 

9.3.1. Theoretical contribution  

This research contributes to the growing body of research on work-related stress, 

particularly in the healthcare sector. The literature review chapter of this study 

highlighted a number of limitations in work-related stress in mental health care such 

as focusing on one or two main occupational groups- nurses or doctors, and on one 

domain of workplace stress rather than a more holistic view of stress. Looking across 

some of the studies that I have analysed and reviewed including most of the research 

relating to work- related stress in healthcare, (Abbas et al. 2017; Khamisa et al. 2016; 

Parkyn and Wall 2020; Di Fabio 2017; Donaldson-Fielder et al. 2011; Havermans et 
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al. 2018; Mosadeghrad 2014), they tended to look at workplace stress as an isolated 

phenomenon in a particular domain of people’s lives, typically the domain of work. 

Their findings suggest that extreme workload, poor pay, challenging patient behaviour, 

tough working conditions, uncertainty concerning treatment of patients, shortage of 

trained healthcare workers and several occupational health hazards are stressors 

inherent in healthcare.   

However, through early attention to potential overlaps between different 

domains of a person’s life, this research elucidates how factors originating in one life 

domain may affect experiences of stress in other life domains. In particular, the 

analysis identified three interrelated domains that interviewees alluded to: (1) 

organisational domain, (2) workplace domain, and (3) life domain. As explained in 

Section 3.6, Figure 3.4, the organisational domain comprises of a person’s role and 

position in the organisational hierarchy, their involvement in organisational decision-

making and opportunities to make their voice heard. The workplace domain relates to 

the allocation of work and the pressures and uncertainties caused by resource 

constraints and organisational change, as well as workplace relationships. The life 

domain refers to an individual’s personal circumstances that may lead to experiences 

of stress (e.g., illness, caring responsibilities, bereavement).  

Importantly, the analysis has identified a variety of relationships between these 

three domains. For instance, there is a clear relationship between a person’s role and 

position in the organisational hierarchy and their level of pay. In the case of the mental 

health support workers participating in this research, this meant comparatively low 

levels of pay which can easily put pressure on their finances generally. Similarly, 

research participants connected the NHS’s agenda of change, innovation, and 

efficiency (organisational domain) to frequent moving of staff between wards, affecting 

manager-staff-relationships (workplace domain). This, in turn, can lead to workplace 

misbehaviour that can impact on people’s mental health (life domain). It is worth 

emphasising here that these domains and the relationships between them were 

derived from a specific dataset and may differ in other studies.  

Nevertheless, such relationships between domains imply that people may bring 

their lives and worries from home into work and vice versa. It is therefore short-sighted 

to limit stress research on a single domain only (even though it is essential that 

experiences of stress in each domain are fully understood). Rather, this research 
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suggests a cumulative model of stress in which people are assumed to be able to cope 

with a certain number of stressors across the three domains. However, their overall 

experience of stress derives from all stressors added together.  

These dynamics might be fruitfully illustrated through the metaphor of a bucket, 

which symbolises a person’s capacity to cope with stress. The extant research 

assumes this bucket to be filled with water (stressors) from a single tap (domain). The 

implication is that the speed with which water flows into the bucket from the tap 

determines how quickly it fills. Once the bucket is full (that is, the person’s maximum 

capacity to cope with stress is exhausted), the person is likely to experience stress. 

This conceptualisation of stress (typically focusing on the organisational or workplace 

domains) assumes that by reducing the stressors, people are less likely to experience 

stress. 

However, this research suggests that the bucket might be filled with water 

(stressors) from multiple taps (domains). This means that the speed with which the 

bucket fills is a combination of water (stressors) from multiple domains. For example, 

a person who is experiencing stress from not being able to make their voice heard 

(organisational domain) and from experiencing workplace misbehaviours (workplace 

domain) can be expected to be less likely to cope with stressors in their life domain. 

Similarly, a person who is experiencing stress in their life domain can be expected to 

be less likely to cope with stressors deriving from the organisational or workplace 

domains. Put differently: the workplace, organisational and life domains are deeply 

intertwined. Stress does not exist in an isolated or specific domain of people’s lives. 

This understanding of stress has important implications for practice. 

 

9.3.2. Empirical contribution 

This research makes some key conceptual contributions to the dearth of literature on 

mental health support workers. The first relates to their lack of professional recognition 

(see Section 8.2.1.), which perhaps should provide a basis for further research into 

this growing field of understudied groups of healthcare workers. According to 

McKenna (2007), support workers are core members of the nursing team, so they 

deserve to be registered or regulated. 
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The second concerns the issue of replaceability. Research participants are 

more vulnerable than doctors and nurses; there is evidence that they might be treated 

differently, and the tone of conversations regarding what you are going to do and 

whether you are fully prepared or qualified to do it differs between nurses and support 

workers. This again is very different from the more generic stresses that nurses and 

doctors are facing.  

This research contributes to a greater understanding of mental health support 

workers by confirming that they are not just an understudied group; there are factors 

that make them more susceptible to stress. These factors are additional stressors in 

their work environment that other professionals such as doctors and nurses are not 

facing. These stressors are specific and intrinsic to the nature of their job and their 

position in the hierarchical ladder. This study interrogates balance in the context of the 

working lives of mental health support workers, many of whom are working very long 

hours coupled with taking on more roles than they are traditionally meant to do.  

The experience of mental health support workers’ working lives is not what 

literature suggests about work-life balance. What goes on in people’s lives outside of 

work affects their work. We cannot separate these two domains as clearly as we would 

like (see Chapter 7). Rather, they should be reconceptualised as two separate 

domains, home and work, as suggested by Nippert-Eng (1996). Although it is 

advisable for people to see work as being part of life rather than a separate entity, the 

research findings suggest that if people cannot keep both as separate as they wish, 

they tend to experience conflict as work spills over into home, thereby leading to 

stressful conditions. 

 

9.3.3. Practical contributions 

The contributions to practice will be discussed at different levels.  

Firstly, the research has significant potential to inform working practices within 

the NHS Foundation Trust that served as a case study, as well as similar trusts. By 

highlighting the human costs of organisational change (e.g. restructuring, innovation, 

efficiency) and working under significant resource constraints, the study has 

highlighted the need to ensure that the support mechanisms provided through the HR 

and Occupational Health functions meet the workforce’s actual needs. The research 

has further emphasised the importance of making mental health workers a more 
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valued part of the organisation, for example by addressing the instability of their 

working environment and giving them a voice. 

Secondly, the research has indicated research participants’ concern about 

some line managers’ behaviours. Recognising both the clinical background of many 

line managers in the Trust and the multiple pressures they are facing in their daily 

work, the research has put the spotlight on the need for more advanced training on 

mentoring and coaching, and structures that enable line managers to discuss complex 

cases and learn from one another. A more concerning theme regarding line managers 

was accounts of discrimination and bullying; the Trust is advised to investigate these. 

Although such incidents may not be part of a wider culture of discrimination (as 

suggested by several interview accounts), the research has indicated that perceptions 

of a culture of discrimination and bullying may prevent people from speaking up, 

exacerbating feelings of inferiority and unfairness. 

Thirdly, beyond the Trust, this research has highlighted the complex debate 

regarding the professional status of mental health support workers. While there are 

arguments to be made for formal recognition to achieve a higher status and potentially 

also more involvement in decision making, the situation is much more complex. One 

advantage of the current position of mental health support workers within the wider 

NHS structure is that such roles are relatively easy to come by, which gives more 

people an opportunity to partake in paid work. Such work might also serve as a 

stepping stone towards a professionally recognised career path in healthcare. As 

such, professional recognition would prevent individuals who do not wish to (or could 

not afford to) undergo professional training from working in healthcare. However, an 

area for improvement could be a clearer career trajectory for those who wish to move 

from support worker to nurse or a specialist role.  

Fourthly, from an HR perspective, this research has supported the current shift 

from work-related stress to a more holistic understanding of workplace wellbeing. The 

interview accounts and field notes have provided examples of the cumulative effects 

of stress, with pressure from one life domain impacting another and, in some research 

participants’ words, “tipping people over the edge”. This, in turn, has implications for 

organisations, including the Trust and the NHS as a whole. In the literature, there is a 

wider debate in the health sciences as doctors, nurses, dentists and even 

veterinarians are facing similar issues of bringing work home with them. To address 
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the problem, perhaps people could be taught techniques to help them switch off and 

manage the work-nonwork boundary more effectively. The focus should not be on 

providing, for example, subsidised gym membership, as is often done as part of such 

offerings, but on changes to policies and procedures that are more cognisant of the 

multiple pressures that staff may be under. 

 

9.3.4. Methodological contribution 

To investigate the experiences of individuals required a broadly ethnographic 

approach. An important methodological contribution of this study is that it has been 

carried out by a mental health support worker who acted as an insider-researcher 

(Giatzitzoglu 2018; Saunders et al. 2009; Humphrey 2007), and through an 

ethnographic methodology. I was immersed in the same situation as my research 

participants throughout the research process, which meant that I was able to compare 

and contrast my field notes with the interview accounts of my participants. By so doing, 

I have been able to show what being a mental health support worker is really like, and 

this forms a unique perspective on work-related stress.  

For the duration of the study, I kept a research diary to capture my personal 

reflections and observations at work during my shift. The field diary added depth and 

richness to the data and provided additional support to the analysis. However, this 

required me to have a high level of researcher reflexivity, recognising my hybrid role 

as researcher and insider in different situations. It has, at times, been challenging to 

clearly separate these roles as the research was motivated by my own lived 

experiences as a mental health support worker. This, however, was illustrative of the 

strength I experienced throughout the lifecycle of this organisational ethnography 

(Mazzetti 2018).  

The methodology has enabled me to complement extant research by painting 

a picture of the complex factors contributing to work-related stress among mental 

health support workers in a way that more quantitative approaches would not allow.  
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9.4. Reflections on the lived experiences of mental health support workers 

From a personal perspective, this research, although very sensitive, has provided me 

with the opportunity to share my participants’ lived experiences. As a mental health 

support worker, it was inevitable that my interpretation would reflect my personal 

experiences, but it was important to be able to appreciate the similarities as well as 

the differences between my experience and that of my participants (Silverman 2013). 

The lived experience diary was intended to function as an aide-memoire to highlight 

events of importance to me during my shift and to assist with the reflexivity required 

for sensitive research such as this.  

I was also reflecting on my field notes as I transcribed them in relation to my 

own experience as a mental health support worker. This in turn facilitated my personal 

growth and self-experience, and even acted as a therapeutic tool (Van Manen 1990). 

The lived experience process helped me to highlight the differences and similarities 

between my own work experiences and those of my participants, and this became a 

reflexive space for me. The lived experience diary also helped to capture my own 

observations of some of my participants at work during my shifts, and these were 

integrated into the research during analysis. In relation to mental health support 

workers’ experiences, this provided ideas and resources that I was able to incorporate 

and develop, such as the need to think more broadly about the kind of support that 

needs to be offered to staff and by whom. The analysis indicates that the findings 

represent the lived experiences of mental health support workers, partly resulting from 

continuous organisational changes in the name of efficiency and effectiveness.  

The benefits of their lived experiences have been threefold. Firstly, from 

interviews, mental health support workers felt that the Trust’s occupational health 

might not have been working very well. Of course, the Trust cannot afford to spend 

money on what is not working, but there is a need to consider an alternative for 

frontline staff and line managers to feel more supported when things are tough.  

Secondly, further analysis of my lived experience diary suggests that there is 

scope for a bit of internal fact finding about what mental health support workers and 

line managers require in a bottom-up approach. Workers should be able to have 

conversations with people at the top and express their feelings and concerns, 

especially when they feel things are not going on as expected. Currently, it appears 
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that there are no mechanisms for these conversations to happen at a higher level. 

Also, the courses that managers attend: are they related to managing people or 

systems? Managers play a key role in supporting their staff as the first point of call 

when things are tough. This shapes their behaviours and how they interact with staff. 

For line managers, they also need support, but where do they get support and what is 

their support network? Do they have any mentors or coaches? How do managers see 

themselves? Are they being pushed into management roles; do they see their roles 

as clinicians, or do they see themselves as managers? In other words, should 

clinicians be clinicians and trained managers with managerial experience be recruited 

into the Trust instead?  

Thirdly, the Trust and the wider NHS as an organisation should consider 

granting some kind of accreditation in the tasks that mental health support workers 

undertake and then recognise this professionally. As discussed in Chapter 8, this 

might not solve the problem completely, but it might resolve some of the issues around 

power play, lack of recognition and employee voice. However, if there are going to be 

people who will always be unrecognised and at the bottom of the food chain, this forms 

a wider debate as to how issues on precarity of work can be addressed.  

Finally, rather than placing further demands on the already exhausted 

workforce, the organisation should see to it that it provides them with the support and 

resources they need, including fair pay, because better patient care starts with 

improving the working lives of staff. One of the key ways NHS Trusts can improve the 

wellbeing of their staff is by providing access to the right tools and resources so that 

they can feel financially secure and thus be able to carry out their duties effectively. 

For many businesses, and especially government-funded organisations like NHS 

Trusts, saving money is a key focus. However, major money-saving solutions are not 

always easy to implement, and healthcare reforms underpinned by the principles of 

neoliberal capitalism have been found to be both ineffective and costly (Rotarou and 

Sakellariou 2017). This research has highlighted the human costs of these exercises 

as mental health support workers experience stress and inequality in an increasingly 

dehumanised healthcare system.  
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9.5. Limitations 

The outcome of this research is the provision of one possible interpretation of the 

experiences of mental health support workers based on an ethnographic lived 

experience diary and 35 semi-structured interviews with a variety of individuals on 

different band levels (see Chapter 3). The findings of this study cannot therefore be 

generalised to a wider population but provide a contribution to the body of work that is 

committed to understanding the causes of work-related stress specifically among 

mental health support workers.  

As I have continued to work throughout the research process, it is possible that 

my views of working as a mental health support worker might have impacted on my 

understanding of my participants’ accounts. However, to overcome this, I actively 

probed for both positive and negative aspects and stories. 

This research also involved a single NHS Trust. It is possible that involving 

multiple NHS Trusts and support workers from other specialisms such as the general 

side of nursing might provide findings similar or different to those of my research 

participants.  

 

9.6. Further research 

The conclusions outlined in the previous chapter and the limitations outlined above 

have emphasised the need for further research in the following three areas: 

Firstly, there is a need to better understand what support mechanisms would 

make the most difference in reducing stress among mental health support workers. 

Given the multitude of organisational, workplace and personal factors discussed in 

Chapters 5–7, it is clear that not all can be addressed. However, in order to enable 

organisations to target interventions, they need to know how to best focus their 

resources. A reliable evidence base will be central to this endeavour. 

Secondly, there is a need to better understand the lived experiences of mental 

health support workers in other Trusts and of support workers employed in other 

specialisms across the NHS, to conclude more reliably whether similar dynamics are 

at play elsewhere. There may be a benefit in approaching such a study from different 

angles, such as a sociological perspective, to that taken in this research, but potentially 

completed within a psychological and/or economic perspective.  
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Thirdly, there is a need to better understand the role of line managers, who 

typically take the hybrid role of a clinician-manager, in the management of stress 

among their diverse teams (e.g. involving junior nurses, support workers). This 

research has indicated that line managers can play a crucial part in supporting their 

teams in difficult circumstances and ensuring fair and consistent behaviours towards 

all team members. This would reduce some of the stressors reported in the interview 

accounts.  

9.7. Concluding Remarks 

If the causes of work-related stress are to be addressed, there is a need for healthcare 

organisations and management to nurture cultures that attend to both high-quality 

patient care AND staff wellbeing. Ross’s (2015) findings suggest that compassionate 

care means supporting staff as well as patients; this could become more central to 

working practices in the Trust and potentially mental healthcare more widely. While 

reduction in work-related stress will have a central role in this process, so will more 

supportive relationships at work as well as more opportunities for staff development. 

Managers should develop skills and capacity to communicate to staff at work in 

a timely manner. To increase the prospects of managing and reducing stress in the 

workplace, managers should be provided with career opportunities and development, 

and with training and guidance on how to manage teams and allocate work, provide 

positive leadership styles and support and offer feedback to staff in a constructive and 

meaningful way. Organisations should be actively seeking to establish a two-way 

communication between managers and staff through different channels. They should 

make “speaking up” about problems that may occur an expected and accepted part of 

their culture. 

For employees with mental health conditions, just as Allen and Fidderman 

(2019) advise, employers should develop wider awareness about the impact of these 

issues on employees and aim at providing support through a mental health at work 

plan, in addition to ensuring good working conditions and encouraging a healthy work-

life balance. 

Similarly, adopting a culture of understanding and openness that encourages 

constructive feedback, and avoids blame and criticism, are also fundamental to 

implementing a stress management strategy. However, building this kind of culture 
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requires that senior managers act as role models and take positive steps to ensure 

that Trust policies are implemented. Also, points that seek to continuously improve 

how the organisation manages stress at work should be reviewed.  
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APPENDX 1-    DEBRIEFING SHEET/EMAIL TEMPLATE 
 

 

                      

 

                    Causes of stress leave among NHS Mental Health Support Workers 

                                   Debriefing sheet/Email Template 

 

Dear {name} 

Thank you very much for participating in an interview {date, time, location} as part of my 

research on the causes of stress leave among mental health workers. I appreciate your help 

in answering the questions of what causes stress leave for staff and what could be done to 

reduce the need for it.  

Attached is a copy of the interview transcript to check and amend where necessary, to ensure 

that it is a true record of our conversation before I start analysing the data. 

Participation in the research is voluntary and it is fine to change your mind. I will appreciate it 

though if you could let me know within the next two weeks whether I could use the content of 

the interview for analysis. If I do not hear from you by {date two weeks in advance}, I will 

assume that you are happy for me to start analysing the data. You can receive a copy of the 

report summarising initial findings in about {expected date} by email if you wish; in this case, 

please confirm your email address and also let me know if you want to be kept informed about 

the research.  

Again, thank you very much for your participation in this interview.  

 

Kind Regards, 

Rita Ojeme 

PhD student, Newcastle University 

R.E.Ojeme2@newcastle.ac.uk.  

 

 

 

 

mailto:R.E.Ojeme2@newcastle.ac.uk
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APPENDIX II -   DEBRIEFING SHEET 2 

 

 

  

 

                        Causes of stress leave among NHS Mental Health Support Workers 

                                                      Debriefing sheet 

 

Dear {name} 

Thank you for participating in an interview as part of my research on the causes of stress leave among 

mental health workers. I appreciate your help in answering the questions of what causes stress leave for 

staff and what could be done to reduce the need for it. I hope that you have found the interview an 

interesting and enjoyable experience, if not below are the contact details of “Team Prevent” who are 

happy to offer any emotional support that you may need. 

I will email you a copy of the interview transcript to check and amend where necessary, to ensure that 

it is a true record of our conversation before I start analysing the data. If you want to be kept informed 

about the research, please confirm your email address and I will be happy to send you a report. 

Again, thank you very much for your participation in this interview. 

 

Team prevent,  

The Grainger Suite, Dobson House, 

Regent Centre, Regent Farm Road,  

NE3 3PF, 

Newcastle. 

Telephone: 01327810271. 

                                                                                                                                                                                 

Best regards,                                                                          

Rita Ojeme 

PhD student, Newcastle University 

R.E.Ojeme2@newcastle.ac.uk.  

mailto:R.E.Ojeme2@newcastle.ac.uk
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APPENDIX III - INFORMATION SHEET 

 

 

 

                                 INFORMATION SHEET 

Dear prospective research participant: I am writing to invite you to participate in my doctoral research 

on causes of stress leave among mental health workers in the NHS. Please read this information sheet 

carefully and ask as many questions as you like before you decide whether you want to participate in 

this research. You are free to ask questions that would help your decision as to whether you wish to 

take part or not. 

Project Title: Causes of stress leave amongst mental health workers in the NHS. 

Principal Investigator: Rita Ojeme. Email: R.E.Ojeme2@newcastle.ac.uk .  

Location: NHS Trust Site 

 

PURPOSE OF THIS RESEARCH STUDY 

You are being asked to participate in a research designed to examine stress leave amongst mental health 

workers considering its causes, manifestations and organizational ways of dealing with it. Workplace 

stress is on the increase and different occupations have their different stressors that is intrinsic to the 

nature of the job. 

 

PROCEDURES 

Participants have been invited to participate in this research to help provide answers to the question of 

what causes stress among mental health workers. It is hoped that the study will help the NHS to provide 

a less stressful working environment for staff. This research will involve interviews and observations 

to collect data. The interview should not take any longer than 60mins and will be conducted in a room 

allowing for privacy on your organization’s premises. The topics that will be discussed during the 

interview include the causes of stress in the workplace, how occupational stress can be managed by 

individuals, managers and the organisation and what policies can be adopted to help reduce stress at 

work. These topics may be stressful to you, in this case, “Team Prevent” whose contact details you will 

find below are happy to provide any emotional support that you may need.  The interviews and 

supporting notes from observations will be audio-recorded and transcribed by the researcher and no 

names or other identifying information would be elicited and used in the recordings and transcripts. 

You will receive a copy of the transcript which you will be able to review and comment your responses 

and I will attempt to contact you when the data have been destroyed. 

 

ETHICS/CONFIDENTIALITY 

mailto:R.E.Ojeme2@newcastle.ac.uk
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Participation in this research is entirely voluntary. Access to staff record is not required. Any personal 

information/data collected will remain confidential and any quotes used in any publication will be 

anonymized to protect your identity. Only the researcher will have access to the personal 

information/data which will be stored in a secure university server for approximately five years which 

includes the duration of the PhD and publication. I will report the findings to your employer, but no 

such report will include any names or any other identifying details that could be linked to you. At the 

end of the study, I will provide you with a summary of the main findings. 

 

TERMINATION OF RESEARCH STUDY 

You are free to choose whether or not to participate in this study. You can choose to cease participation 

at any time prior to publication of findings.  

I hope that you will have found the interview an interesting experience.  

Below are the contact details of “Team Prevent”  

Team prevent,  

The Grainger Suite, Dobson House, 

Regent Centre, Regent Farm Road,  

NE3 3PF, 

Newcastle. 

Telephone: 01327810271. 

 

AVAILABLE SOURCES OF INFORMATION 

Any further questions you have about this study will be answered by the researcher listed above. 

Any concerns can be discussed with the research supervisors: 

 

Name: Professor Tom McGovern                  Name: Dr. Stefanie Reissner  

Email: tom.mcgovern@newcastle.ac.uk.         Email: Stefanie.reissner@newcastle.ac.uk.   

 

 

 

 

 

 

 

 

mailto:tom.mcgovern@newcastle.ac.uk
mailto:Stefanie.reissner@newcastle.ac.uk
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APPENDIX IV- INFORMED CONSENT 

 

 

 

                  Informed consent form for persons participating in research projects 

Project Title: Causes of stress leave among NHS Mental Health Workers  

Researcher: Rita Ojeme 

Name of supervisors: Professor Tom McGovern and Dr. Stefanie Reissner 

 

                                                                                                                                              Y              N 

I give consent for myself to participate in this research                                                        []              [] 

I received an information sheet about this research                                                              []               [] 

I voluntarily agree to participate in this research                                                                  []               [] 

The procedures regarding anonymity have been explained to me                                        []               [] 

I understand that the purpose of the study is for doctoral research                                       []               [] 

I understand that I can withdraw from the study at any time                                                []               [] 

I understand that only the researcher will have access to the data                                        []               [] 

The use of data in research and publication as well as storage has been explained to me    []               [] 

I, along with the researcher wish to sign and date this form                                                 []               [] 

 

 

Participant: 

Signature__________________________________   Date___________________________________ 

                    Name of Participant 

 

Researcher: 

Signature___________________________________   Date__________________________________ 

                     Name of Researcher 
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APPENDIX V- FULL ETHICAL REVIEW FORM 

 

 

 

 

  

 

 

 

Full Ethical Review Form  

(Version 2.1) 
 

Section 1: Applicant Details 

Mandatory Section 
 

  
Applicant Name RITA OJEME 

Contact Email R.E.Ojeme2@newcastle.ac.uk 

Academic Unit Newcastle University Business School 

Project Type Student Project 

Additional details for non-staff 

projects   

Type of Degree Programme 

Postgraduate Research (e.g. PhD) 

PhD 

Module Code 
 

Supervisors Email tom.mcgovern@newcastle.ac.uk; Stefanie.reissner@newcastle.ac.uk.  

Supervisors Academic Unit Newcastle University Business School 

  
Section 2: Project Details 

Mandatory Section 
 

  
Project Title Causes of stress leave amongst NHS Mental Health Workers 

mailto:tom.mcgovern@newcastle.ac.uk
mailto:Stefanie.reissner@newcastle.ac.uk
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Project Synopsis  NHS data show that stress leave is very high and work-related stress is 

widespread among NHS staff. Recently, according to the NHS staff survey, 

nearly 40% of staff reported feeling unwell as a result of stress in the 

workplace (West 2016). In effect, NHS staff are more likely than the rest of the 

working population to become patients, thereby increasing the demands in 

the system they work in. Research has shown that the most important factor 

contributing to work stress is lack of clear roles, lack of resources, having to 

deal with patients, conflict, and overload, with staff simply asked to manage 

too much work (West 2016).  

The aim of this research is to examine stress leave amongst mental health 

workers considering its causes, manifestations and organisational issues. It is 

hoped that the study will contribute to the development of policy and practice 

to provide a less stressful working environment and a concomitant reduction 

in stress leave. It is expected to create a better understanding of the causes of 

stress among healthcare workers and to develop a framework for dealing with 

stress at work. 

Project Start Date 

                                                                                                                                     

25/09/2017  

Project End Date 

                                                                                                                              

25/09/2020 

High Risk Flags from Preliminary 'NHS'  

My Projects Reference 
 

Project Funder Details Primary:     

Secondary:    

Tertiary:    

External Collaborators 
 

  
Section 3: Existing Ethics, Sponsorship & Responsibility 

Mandatory Section 
 

  
Ethical Approval in place No 

Ethical Approval accepted by 

faculty N/A 

No of Approvals uploaded 
 

Approving Body Details: Name:  

Reference:  

Date of Approval:  

NHS Research Sponsor name  
 

NUTH Reference  
 

External responsibility for 

Project Conduct, Management & 

Design 

Conduct: , , , () 

Management: , , , () 

Design: , , , () 
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Section 4: Project Outline & Proposed Research Methods 

Mandatory Section 
 

  
4.1 Project Outline and Aims 

 

In everyday language, briefly 

explain the aims of this research 

including the anticipated 

benefits and risk. In cases where 

the use of technical or discipline 

specific terms is unavoidable 

please explain their meaning 

clearly. 

The aim of this research is to examine stress leave among mental health 

workers considering its causes, manifestations and organisational issues. It is 

hoped that the study helps to provide a less stressful working environment 

and a concomitant reduction in stress leave. It is also expected to create a 

better understanding of the causes of stress among healthcare workers and 

to develop a framework for dealing with stress at work. 

  
4.2 Proposed Research Method (Experimental Design) 

In everyday language, please 

provide an outline of the 

research methods in a clear step 

by step chronological order. 

Noting any pertinent 

information such as whether the 

research involves overseas 

partners and how you will 

handle the research data. 

This study is qualitative in nature and seeks to draw a broad set of data in 

order to examine the causes of stress leave amongst mental health workers in 

a single NHS Trust. As such, multiple data collection methods such as 

qualitative interviews, and field notes will be used to collect data for this 

research. With the Trust’s permission, frontline managers-, and key staff such 

as mental health support workers, HR representatives and occupational 

health specialists will be interviewed. This will be done face – to –face where 

possible within the Trust. The researcher works part-time in the Trust and will 

capture her observations   while at work in ethnographic-style field notes i.e. 

Ethnographic immersion will be used where a researcher will keep a note and 

record thoughts, observations and feelings while at work. The data will be 

analysed inductively using a thematic approach (King 2004).  

  
Section 5: Animals 

Only completed if animals risk 

identified 
 

  
5.1 Home Office License 

 
Is the work covered by an 

existing Home Office license? 

N/A 

Reference: 0 

Do you intend to apply for a 

Home Office License? 

0 

Has the Comparative Biology 

Centre been consulted? 

0 

Has the Home Office been 

consulted? 

0 
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If your project involves wild 

caught animals, are permissions 

in place? 

0 

  
5.2 Why is the use of animals 

necessary in this project? 

0 

  
5.3 What kinds of animals will be 

used and how many of each? 

      N/A  

  
5.4 What will happen to the 

animals during and after the 

project? 

       N/A  

  
5.5 Who will be carrying out the 

project? Briefly describe the 

relevant experience and 

expertise of the persons 

involved? 

       N/A 

  
5.6 Where will the animals be 

housed/located? If the animals 

are being observed in the wild or 

in establishments such as zoos, 

has permission been obtained 

from the appropriate authority? 

For any work outside the UK, do 

the standards of animal care and 

accommodation comply with UK 

codes of practice? If not explain 

how they differ. 

       N/A 

  
5.7 What checks will be made on 

the animals, how frequently and 

by whom? What actions will be 

taken in the event of any 

adverse effects on the animals? 

          N/A     

  
Section 6: Humans in a Non-Clinical Setting 

Only completed if humans non-

clinical risk identified 
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6.1 Does the research 

specifically target / involve 

participants who are: 

 

Adults (over 18 years old and 

competent to give consent) 

Yes      

Children / Legal minors (anyone 

under 18 years old) 

No     

People from non-English 

speaking backgrounds 

No    

Persons incapable of giving 

consent 

No    

Prisoners or parolees No  

Recruited through a gatekeeper Yes  

Welfare recipients No  

How many participants do you 

plan to recruit? 

Up to a 100 Participants 

  
6. 2 From which source and, by 

what means do you plan to 

recruit your participants? 

Participants will be recruited from a single NHS Trust. Access to participants 

and ethics requirement have been discussed with authoritative staff from the 

Trust who are in support of my research. The Trust research executive also 

advised that since the research is taking place in a single Trust and involving 

only staff as participants, automatic approval of the research will be granted 

by the Trust following approval by Newcastle University without need of 

approval from REC. 

  
6.3 Participant Information 

 

 Will you inform participants that 

their participation is voluntary? 

Yes                                                                                          

 Will you inform participants that 

they may withdraw from the 

research at any time and for any 

reason?] 

Yes                                                                                          

 Will you inform participants that 

their data will be treated with 

full confidentiality and, if 

published, it will not be 

identifiable as theirs? 

Yes                                                                                         

Will you provide an information 

sheet which includes the contact 

details of the researcher / 

research team? 

Yes                                                                                       
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Will you obtain written consent 

for participation? 

Yes                                                                                       

Will you debrief participants at 

the end of their participation 

(i.e. give them an explanation of 

the study aims and hypotheses)? 

Yes                                                                                      

Will you provide participants 

with a written debriefing too? 

Yes, a two-stage process has been devised. In stage 1, directly after the 

research interview, research participants will receive a hard-copy debriefing 

sheet containing the contact details of Team Prevent, a confidential service 

provided by the Trust, in case emotional support is required. In stage 2, a 

standard email will be sent accompanying the interview transcript further 

reiterating the purpose of this research. Sample texts are submitted with this 

form.                                                                                    

If you are using a questionnaire, 

will you give participants the 

option of omitting questions that 

they do not want to answer? 

N/A                                                                                       

If your work is experimentally 

based, will you describe the 

main experimental procedures 

to the participants in advance so 

that they are informed about 

what to expect? 

N/A 

If the research is observational, 

will you ask participants for their 

consent to being observed? 

No                                                                                       

  
6.4 Participant Consent 

 

Please describe the 

arrangements you are making to 

inform potential participants, 

before providing consent, of 

what is involved in participating 

in your study and the use of any 

identifiable data, and whether 

you have any reasons for 

withholding particular 

information. Due consideration 

must be given to the possibility 

that the provision of financial or 

other incentives may impair 

participants ability to consent 

voluntarily. 

Potential participants will be invited to participate in the research by email via 

a nominated contact within the Trust. It is envisaged that this email will 

contain the information sheet and consent form (examples are submitted with 

this form). Staff willing to participate in this research will be asked to contact 

the researcher for further details and to schedule interviews at a mutually 

agreed time, date and place. The interviews are most likely to be conducted 

during working hours on a Trust site to ensure safety of both researcher and 

participant. The research methodology requires interview with participants 

therefore no information regarding the research will be withheld from 

participants and no incentives will be provided for participating in the 

interview. 
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Participants should be able to 

provide written consent. Please 

describe the arrangements you 

are making for participants to 

provide their full consent before 

data collection begins. If you 

think gaining consent in this way 

is inappropriate for your project, 

please explain how consent will 

be obtained and recorded. (A 

copy of your consent form must 

be provided with your submitted 

application) 

Potential research participants will receive a copy of the information sheet 

and consent form in an initial communication with a request to read and 

complete the forms. At the beginning of the interview, the researcher will 

ascertain that research participants have understood the purpose of the 

research as well as their role and their rights and give them a further 

opportunity to ask questions. The researcher will also ensure that a signed 

copy of the consent form is received prior to the interview where possible.  

  

6.5 Participant Debriefing 
 

It is a researcher’s obligation to 

ensure that all participants are 

fully informed of the aims and 

methodology of the project, that 

they feel respected and 

appreciated after they leave the 

study, and that they do not 

experience significant levels of 

stress, discomfort, or unease in 

relation to the research project. 

Please describe whether, when, 

and how participants will be 

debriefed. (A copy of your 

debriefing sheet must be 

provided with your submitted 

application) 

At the end of interview, the researcher will reiterate the purpose of the 

research and any further process. Within one week after data collection, 

participants will receive an email thanking them for their participation that 

includes a copy of the interview transcript and a statement reiterating the 

purpose of the research, participant’s role and rights as well as the 

researchers contact details (see example attached to this application). The 

researcher will also send participants a copy of a report of findings to be 

submitted to the participating organisation if they wish.  

  

6.6 Potential risk to participants 

and risk management 

procedures 

 

Identify, as far as possible, all 

potential risks (small and large) 

to participants (e.g. physical, 

psychological, etc.) that may be 

associated with the proposed 

research. Please explain any risk 

management procedures that 

will be put in place and attach 

any relevant documents in the 

section below. Please answer as 

fully as possible. 

The main risk here is anticipated to be an emotional vulnerability among 

research participants as a result of stress which might be exacerbated by 

participating in the interview. The researcher has confirmed that the Trust has 

adequate support mechanism for any staff who may feel distressed after the 

interview. The Trust’s “Team Prevent”, an occupational health and wellbeing 

team provide full employee health and wellbeing support service for staff and 

are always on standby to provide support and guidance should any staff need 

it during the process of this research. Their specialist practitioners have 

confirmed they will be pleased to help where they can. 

  

Supporting Documents attached Information sheet, debriefing information and consent form.  
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Section 7: Data 

Mandatory Section 
 

  
7.1 Please describe how data will 

be accessed, how participant’s 

confidentiality will be protected 

and any other relevant 

considerations. Information 

must be provided on the full 

data lifecycle, from collection to 

archive. 

Data will be generated mostly in personal interaction between the researcher 

and participants, through interviews. Interviews will be recorded digitally 

(mp3) if research participants consent otherwise very detailed notes will be 

made. The interview recordings and supporting notes will be transcribed and 

anonymised as outlined in the consent process. The anonymization code will 

be stored separately to the interview data and be password protected. 

Participants will be emailed a copy of the interview transcript to check out and 

amend where appropriate. By so doing, participants will be able to exclude 

any text they wish from the data analysis. In any publications such as reports 

to the participating organisations, findings will be produced in an abstract and 

anonymized form. Specifically, the organisation’s and participant’s names and 

any identifying details will be anonymised (e.g. through a pseudonym) or 

removed to protect their identity. There are no requirements to make the data 

publicly available which means that the data will not be shared with any third 

parties. All digital data including master copies will be securely stored on a 

password protected laptop and backed up on an encrypted external drive. The 

data will be kept for six years which includes the duration of the doctoral study 

plus the required period of writing journal articles. The data will then be 

destroyed using DBAN (Darik’s Boot and Nuke) software. 

  
Supporting Documents attached Information sheet and consent form and debriefing information.  

  
Section 8: Environment 

Only completed if environmental 

risk identified 

 

  
8.1 Please provide the locations 

in which your research will take 

place, together with the 

anticipated risks (emissions, 

destruction of habitat or damage 

to artefacts etc.), potential 

damage and mitigating measures 

planned. 

                                                                                                                                                       

N/A 

  
Section 9: International (non EEA) 

Only completed if international 

risk identified 
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9.1 For any research conducted 

outside the European Economic 

Area (EEA) the researcher is 

responsible for ensuring that 

local ethical considerations are 

complied with and that the 

relevant permissions are sought. 

Please state the location(s) in 

which your research will take 

place? 

N/A  

9.2 Have the appropriate local 

ethical considerations been 

complied with and relevant 

permissions sought? 

N/A  

  
Section 10: Permissions 

Mandatory Section 
 

  
Please use the table to record 

details of any licenses or 

permissions required and / or 

applied for e.g. Local Authority 

District, Natural England etc. 

Ensure you include the 

reference, status and the date it 

was granted (if applicable). 

1.Permission / License: , Awarding Body: , Reference: ,  Date: , Status:  

2.Permission / License: , Awarding Body: , Reference: ,  Date: , Status:  

3.Permission / License: , Awarding Body: , Reference: ,  Date: , Status:  

4.Permission / License: , Awarding Body: , Reference: ,  Date: , Status:  

5.Permission / License: , Awarding Body: , Reference: ,  Date: , Status:  

    

Supporting Documents attached 0 

  
Section 11: Risk Considerations and Insurance 

Mandatory Section 
 

  
11.1 What are the potential risks 

to the researchers themselves? 

This may include: personal safety 

issues, such as those related to 

lone working, out of normal 

hours working or to visiting 

participants in their homes; 

travel arrangements, including 

overseas travel; and working in 

unfamiliar environments. Please 

explain any risk management 

procedures that will be put in 

place and note whether you will 

be providing any risk 

The researcher does not envisage any potential risks to herself during the 

research. The site where the research will be conducted is local and familiar 

to the researcher. Also, the research is going to take place during office hours 

in a corporate location. The researcher will also have her mobile phone with 

her and inform relatives of her whereabouts. 
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assessments or other supporting 

documents. 

  
Supporting Documents attached 

 

  
Section 12: Human Tissues 

Only completed if Human 

Tissue's are being used 

 

  

Does your study involve 

“relevant materials” as defined 

by the Human Tissue Act 

(2004)*?  

N/A 

Will you be storing the material 

for more than 7 days prior to 

either: processing the material 

to remove the cellular 

component, or transferring the 

material elsewhere (to non-

Newcastle University premises)? 

N/A 

Have you agreed a storage 

location with the Designated 

Individual? 

N/A 

Location 
 

  
Section 13: Supporting Documentation (not uploaded elsewhere) 

Non-Mandatory Section 
 

  
Supporting Documents attached 

 

  
Section 14: Admin Section 

Non-Mandatory Section 
 

  
LimeSurvey Response ID 2584 

Date Completed 08/12/2017 11:26 

Number of Documents uploaded  0 

Appropriate Review Committee  NHS 
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APPENDIX VI -   CLARIFICATION ABOUT THE USE OF OBSERVATION AND 
ETHNOGRAPHIC-STYLE FIELD NOTES 

 

 

 

Clarification about the use of observation and ethnographic-style field notes.    

 

Newcastle University 

Faculty of Humanities and Social Sciences Ethics Committee 

Review of Application for Ethical Approval 

 

Researcher:   Rita Ojeme 

Title: Causes of stress leave among mental health workers in the NHS 

Date: 16.4.2018 

Ethics reviewer: Christos Salis 

Thank you for submitting your application for ethics review. Please consider the points 

identified below, discuss them with your supervisors and respond with a brief comment into 

this document (as indicated). Return the document to me along with any amended research 

documentation. Please do not hesitate to contact me should anything require clarification or 

further discussion. 

 

Clarification about the use of observation and ethnographic-style field notes: 

Please provide more information about this aspect of the project, and, in particular, if such 

observations will involve clinical NHS staff and their interactions with patients and their relatives or 

carers. Please also clarify if field notes would involve covert observation that will not be disclosed to 

prospective participants.  

 

Revisions to the Information Sheet: 

1. Please add the word “doctoral” (or “PhD”) in the first line of the Information Sheet so that it 

reads “… in my doctoral research …”.  

2. Please provide a brief statement as to why participants have been invited to take part in the 

project. This could be included in the first paragraph or in the procedures section.  
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3. Please provide additional information about the topics that will be discussed during the 

interviews.  

4. It is important to include information about the potential for distress and reference to Team 

Prevent in the information sheet (as well as the Debriefing Sheet, as currently present).  

 

Research & Development approval: 

This point does require a response but it is only provided for consideration. While ethical review 

from a NHS Research Ethics Committee is not required (according to the decision-making framework 

of NHS Health Research Authority (link below), however, it would be advisable to find out if the 

Trust’s Research & Development approval would be required before the study commences.  

https://www.hra.nhs.uk/about-us/committees-and-services/res-and-recs/ 

 

Clarification about the use of observation and ethnographic-style 

field notes: 

I will not be using participant observations for this research because participant observations is 

typically associated with specific meetings and events whereas what I am planning to do is an 

ethnographic immersion consisting with a diary to note observations and reflections at work.  

Thus, observations will not involve clinical staff and their interactions with patients or relatives 

rather ethnographic field notes will allow me to formally record during my shift, my reflections of 

what is happening among frontline staff. Field notes will involve covert observations but can be 

disclosed to prospective participants should they require it. 

 

Research & Development approval: 

Yes the Trust’s Research & Development approval is required before data collection can commence 

and they are happy to grant this once ethics approval has been granted by the school. 

 

 

 

 

  

https://www.hra.nhs.uk/about-us/committees-and-services/res-and-recs/
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APPENDIX VII- RESEARCH PROTOCOL 1 

 

 

 

 

                                           RESEARCH PROTOCOL 

CAUSES OF STRESS LEAVE AMONG NHS MENTAL HEALTH WORKERS. 

Principal Investigator: Rita Ojeme 

Supervisors: Professor Tom McGovern 

                       Dr. Stefanie Reissner 

 

Set of research questions 

The aim of the research is to examine stress and sickness absence among mental health workers 

in the NHS considering its causes, manifestations and associated organisational issues, such as 

the institutional support mechanisms to address and reduce stress among its staff. In order to 

achieve this aim, the following research questions need to be addressed: 

1. What are the causes of stress among mental health support workers? 

2. To what extent can organisational stress be managed by individuals, managers and the 

organisation? 

3. What policies can be adopted by the National Health Service to reduce stress at work 

amongst mental health workers? 

 

Rationale for Research 

The knowledge of occupational stress, its sources, causes and effects is very important with 

regards to policy development in coping strategies and managing the condition (Ashong et al 

2016). In addition, preventing and reducing sickness absence as a result of stress is challenging 

and new measures are needed to tackle this issue (Holmgren 2016). 

Also from an empirical point of view as a mental health support worker, I have observed 

colleagues going on sick leave regularly due to stress especially on instances when the ward 

gets very busy. For example, if there were new admissions of very challenging patients, they 

sometimes make the ward unbearable for staff to work. Additionally, due to the nature of the 

ward and the work environment which most times is deemed as aggressive which has an effect 
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on control for both staff and patients (Van der, 2013), colleagues are eager to change wards as 

they feel some wards are sometimes less stressful to work in than others. 

  

 

Methodology 

Research Philosophy 

The ontological and epistemological positions of this research is Interpretivism. An inductive 

approach will be adopted wherein theories and concepts will be developed from data. 

Method 

The study is qualitative, ethnographic and involving a single case in an NHS Trust. The case 

study will be descriptive, exploratory and based on an inductive approach (Saunders et al, 

2016).  

 

Data collection Protocol 

The study will also use three main methods of data collection namely: 

 1. Face to face interviews: - with the Trust’s permission, mental health support workers, 

their line managers and key staff such as HR representatives and occupational health specialists 

will be interviewed (these are my main participants and I am aiming at 30-40 interviews). 

 2. Organisational documents such as policies and procedures etc. will be analysed. 

 3. Ethnographic field notes will allow me to formally record my reflections after my 

shifts of what is happening among staff. 
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APPENDIX VIII- RESEARCH PROTOCOL 2 

 

 

                                       

 

 

                                           RESEARCH PROTOCOL 

CAUSES OF STRESS LEAVE AMONG NHS MENTAL HEALTH WORKERS. 

Principal Investigator: Rita Ojeme 

Supervisors: Professor Tom McGovern 

                       Dr. Stefanie Reissner 

Set of research questions 

The aim of the research is to examine stress and sickness absence among mental health 

workers in the NHS considering its causes, manifestations and associated organisational 

issues, such as the institutional support mechanisms to address and reduce stress among its 

staff. In order to achieve this aim, the following research questions need to be addressed: 

1. What are the causes of stress among mental health support workers? 

2. To what extent can organisational stress be managed by individuals, managers and the 

organisation? 

3. What policies can be adopted by the National Health Service to reduce stress at work 

amongst mental health workers? 

 

Data collection Protocol 

The study will also use three main methods of data collection namely: 

1 Face to face interviews- with the Trust’s permission, mental health support workers, 

their line managers and key staff such as HR representatives and occupational health 

specialists will be interviewed (these are my main participants and I am aiming at 30-40 

interviews). 

2 Organisational documents such as sickness figures, policies and procedures etc. will 

be analysed. 

3 Ethnographic field notes will allow me to formally record my reflections after my 

shifts of what is happening among staff. 
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Set of interview questions: 

Intended questions for mental health workers 

1. What is your job title? 

2. What is your age band? (20-29), (30-39), (40-49), (50-59), (60-69). 

3. How long have you been working in your role overall and in the organisation? 

4. What is your professional role about and what kind of trainings have you had? What 

other training will you like? 

5. How stressful is your role generally? What stress are you currently experiencing/have 

you experienced recently? How are you responding and what measures are you taking 

to manage or reduce your stress? 

6. If you had a bad day at work, what do you do to relax and forget about what has 

happened? In what ways does this help you deal with stress? 

7. How is your manager responding to staff experiencing stress? What is the process you 

are expected to follow? How helpful do you find this? What else would you want 

him/her to do? 

8. If you became a manager overnight, what would you do differently in terms of how to 

support staff to manage their stress and why? 

9. What is you experience with violent patients? 

10. Thinking about workload, is it too little, too much or just right? To what extent does it 

fluctuate during the year? 

11. In your team, when decisions are made, to what extent do you feel involved? Could 

you give an example? 

12. How do you feel about the resources that you have to do your job? Do you have the 

right resources and is there enough of them? If not what is lacking and why? 

13. How do you feel about your ward and the physical environment? What is working 

well and what isn’t? 

14. If you were in charge of the Trust, what would you do to reduce stress and why? 

 

 

Intended questions for Occupational health specialists, HR and front line managers 

1. What is your job title? 

2. What is your age band? (20-29), (30-39), (40-49), (50-59), (60-69). 

3. Tell me what your role involves? 

4. What do you do to support staff experiencing stress at work? 

5. On the intranet, there are policies around stress at work, how are these policies 

developed? Who is involved? Who is consulted? How are they communicated? How 

is compliance ensured? 

6. To what extent are the policies implemented or implemented as intended? Could you 

give an example? 

7. To what extent are these policies working? Could you give examples? 

8. Are you able to provide support guidance to staff? What form does this guidance 

take? How helpful do staff generally find it? Could you give examples? 
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9. In your experience, what are the main sources of stress? Is there any staff group that is 

particularly prone to stress? If so which one? Why do you think this is the case? 

10. To what extent are staff encouraged to share their concerns about work-related stress 

at an early stage, for example through regular supervisions and ad-hoc conversations? 

11. Are there regular structures and activities to discuss pressures at work? If so what are 

they? How/by whom have they been developed? How are they being received by 

staff? 

12. Do you have ad-hoc structures where staff are encouraged to talk to you about their 

concerns? If so, what are they? How frequent are they? How easy are they to access? 

How are they being received? 

13. If a member of staff is experiencing stress at work, what happens then? What ought to 

happen? 

14. What feedback have you got about the effectiveness of this protocol? 

15. If you were in charge, what would you do differently to deal with the management of 

stress at work? 
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APPENDIX IX – EXTRACT FROM THE SICKNESS ABSENCE POLICY 

 

Sickness Triggers: 
 

 
 

3 episodes of 
sickness in a 12-
month rolling period.   
 
An episode could be 
1 day/shift or more 
(pro rata for part time 
employees); 
 
2 episodes of 
sickness totalling 14 
calendar days or 
more in a rolling 12 
month period; or  
 
A noticeable pattern 
of absence giving 
cause for concern; 
 
Or any combination 
of the above.  
 
 
 
 
 
 
 
 

 
If in the 12-month 
review period 
following Review 
point 1 an employee 
has the following 
further absence(s), 
they will be placed 
on Review point 2 of 
the short-term 
absence procedure: 
 
2 episodes of 
sickness; or 
 
7 calendar days or 
more of sickness.  
 

 
If in the 12-month 
review period 
following the Review 
point 2 an employee 
has a further 2 
absences, they will 
be asked to attend a 
further meeting to 
consider the future 
of their contract of 
employment. 

 
An employee who 
has had their 
contract of 
employment 
terminated as a 
result of either 
sickness grounds 
has the right to 
appeal that decision.  
Please refer to the 
Trusts’ Disciplinary 
and Dismissal Policy 
and Procedure. 
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APPENDIX X - GUIDE TO FLEXIBLE WORKING FOR MANAGERS 

The NHS People Promise tells us that we do not have to sacrifice our family, our 

friends or our interests for work.  We are a huge, diverse and passionate team, and 

as a team we are able to support and learn from each other to provide the very best 

care. 

We need to support our staff with predictable and flexible working patterns, coupled 

with the knowledge that if we need to take time off we are supported to do so.  For this 

vision to be successful we need to understand the barriers to changes so that we can 

work collaboratively to overcome them so that we remain an employer of choice. 

 

Flexible working culture 

XXXX promotes a supportive and flexible working culture. As Managers we need to 

engage with our Employees in open and honest conversations about flexible working 

regularly, and informally.  This can be done in supervision, in team meetings, as part 

of a wellbeing conversation and annual appraisals.  There is no single solution to how 

we achieve the balance between work and home, but we have developed this 

guidance as an enabler to the development of flexible working practices. 

Local flexible working arrangements may need to be developed to reflect the principles 

of the flexible working policy and in partnership with stakeholder.  Guidance and 

support relating to flexible working can be sought from your locality workforce 

representatives. 

 

Flex at the point of recruitment 

NHS staff are now able to access flexible working from their first day in post.  Managers 

may have seen changes in the recruitment pack you have received when advertising 

your vacancy.  This applies to all vacancies and should be conveyed positively and 

clearly in the advert. Consider using the “Happy to talk flexible working” branding 

offered free by Working Families. 

When a post becomes vacant and there is a need to recruit, services should begin to 

consider the core requirements of the role and what flexibility can be incorporated. 

Consider how, when and where people can work, what are the hours and the activities 

that need to be carried out 

Managers should engage with candidates early to determine their preferred ways of 

working and ensure that staff have all the information about the implications of different 

contractual arrangements so that they are able to make informed decisions. 

 

https://workingfamilies.org.uk/employers/httfw/
https://workingfamilies.org.uk/employers/httfw/
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Managers should be mindful that individual circumstance can change without warning 

and should prepare for such occasions. 

 

Types of Flexible Working 

There are many forms of flexible working, a list of examples is outlined in the Flexible 

Working Policy (HR)11 and also at the end of this guide. 

Managers should understand and take into consideration that flexible working means 

different things to different people and be prepared to discuss differences based on 

individual circumstances. 

Changes can be made on a temporary or permanent basis and that it must be recorded 

in ESR.  The below list is not exhaustive and employee needs should be considered 

on an individual basis. 

 

How to support a Flexible Working and Requests 

Flexible working should become something that is normal practice, staff should be 

encouraged to have informal conversations at any time including during one-to-one 

supervision and wellbeing conversations.  This can be a useful opportunity for the 

employee to explore possible options prior to making a formal request.  Managers 

should sign post anyone considering a request to appropriate support and advice as 

required. 

Flexible working requests should be submitted to you via the form on Appendix 2 of 

the Flexible Working Policy and must be logged in ESR.  Appendix 2 has both a 

Employee and Managers Section that will be submitted to the ESR Team for inputting.  

This must be done regardless of whether the application is approved or rejected. 

 

Timescales 

When a member of staff submits a request it must be dealt with in a reasonable and 

timely manner.  

 

 Managers must meet with the staff member to discuss the request within 28 
days.   

 Managers must have confirm your decision within 14 days of meeting with the 
staff member. 

 Managers must have fully responded to the request within 3 months of the 
request – this includes the appeals process. 
 

An employee may be accompanied at the meeting by a work colleague or a Trade 

Union representative at all stages of the process.  We would encourage you to 

signpost staff appropriately when completing their application. 
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Exploring and Considering the Request 

Managers must consider each request on an individual basis, taking into consideration 

any implications relating to equality.  Advice is available from Locality/Directorate 

Workforce Teams in regard to all aspects of flexible working 

Managers should meet with the member of staff to discuss their request in more detail 

within 28 days of it being submitted.  Approach the conversation openly and creatively, 

explore together how the arrangements requested would work in practice.  

 

Managers must explore all options available, engaging in positive conversations that 

explore solutions that are mutually agreeable. You should also establish if changing 

their area of work is something that they wish to be considered. 

The individual making the request is not required to disclose their reason for the 

request or make a business case.   

When a request is made in relation to a reasonable adjustment, Managers should 

make every effort to accommodate the request.  In the event that adjustments cannot 

be met Managers must contact the Locality/Directorate Workforce Teams to discuss 

the rationale for not meeting the request. 

Managers should not decline any requests at this stage and should take time to look 

at what needs to be reviewed or changed to accommodate the request or if you may 

need to escalate for further consideration. 

Staff may be accompanied at the meeting by a work colleague or Trade Union 

representative. 

 

Escalation and Consideration 

If you are unable to accommodate the request in its original format you can propose 

and discuss alternatives.   

In the event that an agreement cannot be reached you should see further support and 

discuss this with your Manager, Associate Director and Locality Workforce 

representative. 

Consideration should be given to options outside of the applicant’s current role. 

 

Making a Decision  

Agreeing a Flexible Working Request 

If the request is agreed you should send a letter confirming all the details of the 

arrangement, this should include how the arrangements will be implemented. 

Timeframes, duration and whether it is a temporary or permanent change.  All flexible 

working requests must be recorded in ESR. 
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It may be beneficial to carry out a trial period to see how the arrangements work in 

practice prior to making a contractual change. 

Employees should be made aware of all of the implications to pay, annual leave and 

other benefits such as their pension entitlements prior to final agreement. 

 

Rejecting a Flexible working Request  

If a request is rejected clear business reasons must be provide as to why the request 

or a variation of the request cannot be facilitated.  The reasons should be specific and 

include the rationale.  Managers should include any alternatives that where discussed 

as part of this.  

Any requests that cannot be accommodated should be followed up by a further 

meeting to discuss other possible options such as using the internal moves process 

to consider suitable alternative employment in a different ward or department where 

the request or a variation of it may be accommodated. 

 

Senior Managers should be made aware when a request cannot be accommodated 

so that alternative options outside of the immediate team, ward or department can be 

considered. 

 

Appeals Process and Hearing 

 

A staff member may appeal against a Managers decision to not grant a flexible working 

request.  Before getting to this point please ensure that you have explored all the 

options available to you. 

 

Appeals must be received in writing and will go to your manager. (Manager of a higher 

position) within 14 days of receiving the decision that there request has been rejected. 

The Senior Manager must hold a meeting to consider the appeal within 14 days of 

receipt of the appeal.  An employee may be accompanied at the meeting by a work 

colleague or a Trade Union representative. 

 

Your Manager must notify the staff member within 14 days of the outcome of the 

appeal. These time limits may be extended if agreed between the Manager and 

employee. 
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Upheld 

If the appeal is upheld the flexible working request will be implemented.  Managers will 

received written confirmation of the outcome of the appeal 

 

Not Upheld 

If the appeal is refused the Senior Manager must set out the grounds on which the 

refusal is based.  

It is important to continue to have conversations and regularly discuss flexible working 

following the outcome and ensure the employee is aware that they are able to submit 

further requests. 

All outcomes should be recorded in ESR and on the employee’s personal file. 

Ending or Changing Flexible Working Arrangements 

As a Managers, you may request that flexible working arrangement change for 

operational reasons on a temporary basis to support patient care.  This may be due to 

sickness absence, annual leave or some other substantial reason. 

In the event that you request changes to a staff members flexible working 

arrangement, you must provide appropriate contractual written notice and have 

considered and discussed alternative arrangements.   

  

Recording Flexible Working Requests 

The Agenda for Change handbook stipulates that all organisations must log and 

monitor flexible working request, irrespective of the outcome. 

In may seem unnecessary to record requests formally, but it can provide your staff 

with peace of mind knowing that there is support available if and when the need it, 

even if it is only occasionally. 

Managers may already be aware of someone’s need to work flexibly through regular 

conversations and we would encourage this to be documented and recorded. 

The Trust will be monitored and asked to report on flexible working.  Details of staff 

with a flexible working arrangement in place should be sent to XXXXXX 

Copies of all applications and correspondence should be retained on the employees’ 

personal file by forwarding copies to the relevant locality workforce representatives. 

Managers should retain copies to support with the review process. 

 

Reviewing Flexible Working Arrangements 

It is important to ensure that the working arrangements are reviewed regularly.  This 

can be done as part of regular supervision, wellbeing conversations and annual 
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appraisals.  As a minimum Managers should review any new arrangements informally 

at 6 months and conduct a formal review at 12 months thereafter. 

 

It is important to remember that personal circumstances can change at any time and 

without warning and we need to provide support to our employees when this happens.  

This may involve making adjustments or providing support via occupational health. 

Employees are able to request changes to flexible working arrangements at any point, 

however any variations to flexible working arrangements are subject to mutual 

agreement with you (the manager). 

When reviewing flexible working arrangements you may wish to consider how the 

arrangements are working for both the employee and the service: Are any adjustments 

needed that could improve this? 

 

Tools to Support Flexible Working 

The Trust is committed to supporting staff so that they can attend work and this means 

there will be occasions where as a manager that you need to make adjustments to a 

person’s role so that they are able to carry out their role. 

Communication can be your greatest ally when it comes to supporting flexible working. 

Discuss flexible working with your team and make it a team effort. Encouraging 

flexibility and different ways of working can uncover many benefits when applied and 

shared fairly, such as increased commitment, engagement, reduced conflict and 

reduced sickness absence. 

Get to know your staff and understand their personal circumstances and individual 

preferences, it may not be realistic to meet all of their expectations but engaging with 

them to discuss their needs supports their wellbeing.  Your staff may feel anxious 

about new ways of working, taking about it provides clarity allowing them to prepare. 

Discuss the potential risk and challenges for the team about working flexibly and work 

together to overcome them.   

Align your expectations, what are the targets and goals.  If someone is reducing their 

hours this should be reflected in their expected outcomes. 

Have a backup plan in case of emergencies or unexpected changes, consider 

implementing a buddy scheme. 

 

Supporting those with Disabilities 

To support disabled staff a Disability Passport and guidance has been developed to 

support staff and managers in the workplace.  We would encourage managers and 

staff to utilise the passport to support the identification and implementation of any 

reasonable adjustments. 
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Advice is available from Locality/Directorate Workforce Teams in regard to all aspects 

of support with reasonable adjustments. 

 

The Disability Passport is part of (HR)10 Sickness Absence Policy, Appendix 4 and 

4B 

 

Supporting those with caring responsibilities 

Up to 1 in 3 people in NHS workplaces is a carer in addition to their paid employment 

and this is set in increase in line with the UKs aging population.  Carers UK estimates 

that approximately 72,000 people have left work in the NHS due to being unable to 

balance their work and caring responsibilities 

Your responsibilities may be as a parent or guardian or maybe as a care provider to a 

friend or relative who needs additional support.  It’s becoming more common for 

someone to be caring for both a child and an elderly family member which is increasing 

the obligations we have in our free time.  Sometimes the arrangements are temporary 

and sometimes they will be longer term. 

NHS England provide some practical tools and resources here (accessed 

18.11.2021) 

It’s important to remember that it’s not unusual for someone to not identify themselves 

as a carer, so it’s fundamental that we get to know our staff and understand their 

individual circumstance in order to support them in an a appropriate way. 

To support staff an Employee Passport and guidance has been developed and we 

would encourage managers and staff to utilise this to support the identification and 

implementation of any support or changes that may be needed. 

The Employee Passport is part of (HR) 11 Flexible Working Policy, PGN 01 – Carer 

Support for Trust Employees. 

 

 

 

 

 

 

 

 

 

https://www.england.nhs.uk/supporting-our-nhs-people/how-to-guides/supporting-our-working-carers/
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Considering a Flexible Working Request – things to think about 

Where does the work need to be done? 

Where does the role holder need to be to support their client - does it need to be in 

person or can the work be done remotely? 

How often does a team need to be together in the same room 

 

 

 

 

When does the work need to be done? 

When does the person need to be available to client – all or part of the role, Can the 

role operate flexibly, consider flexing start and finish times, averaged or compressed 

hours 

Is there anyone who can substitute or buddy up when the role holder isn’t around 

 

 

 

 

How much work does the role involve? –  

Important when staff are working part time or reducing their hours – how is work 

distributed 

Consider where workload can be redistributed to 

Are all tasks necessary or can some to be stopped 

Is Job Sharing an option 
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APPENDIX XI – NHS BEREAVEMENT POLICY 

 

Our NHS People Understanding different bereavement 

practices and how our colleagues may experience grief 

21st December 2020 Drafted by the National Health and 

Wellbeing Team, NHS England and NHS Improvement 

 

Considerations for line managers: 

We are all individuals and the ways in which we deal with death and grief can vary. 

When a colleague approaches their line manager to advise of a bereavement, line 

managers should feel equipped to support them in a compassionate and empathetic 

manner. Line managers are invited to use this resource to learn more about the 

bereavement practices of different religions and cultures, and how they can then 

support colleagues experiencing grief or bereavement, noting the cultural differences 

experienced by our diverse workforce, all of whom have been subject to government 

restrictions impacting on their normal grieving practices.  

Our diverse workforce also includes a number of colleagues who have family members 

living abroad and may need to travel abroad to attend a funeral. Allocating one day of 

compassionate leave to attend the funeral in this instance would not be beneficial, and 

consideration should therefore be given to the time it may take for colleagues to travel 

abroad to attend funerals. It is also likely that given the current pandemic and 

restrictions on travel, colleagues may not be able to visit family for several months and 

therefore may wish to take compassionate leave later in the year, when they are able 

to mourn with their family. Line managers must not assume that because of an 

individual’s affiliation to one specific belief system that they will follow all of the 

principles outlined in this resource.  

Communication is key to finding out what matters to them as an individual. Similarly, 

our NHS colleagues may relate to more than one culture or religion and the way in 

which they practice their beliefs may be different to what is outlined in this resource. 

As a line manager it is important to get to know your colleagues and remember that 

each person will have different needs.  

 

Statutory bereavement or compassionate leave 

Anyone classed as an employee has the statutory right to time off if: their child is 

stillborn from 24 weeks of pregnancy or dies under the age of 18 (in April 2020, a new 

legal right called Jack’s Law mandates that parents who suffer the loss of a child aged 

under 18 will be entitled to two weeks’ statutory paid leave), a ‘dependant’ dies, for 

example their partner, parent, child, or someone else who relied on them. 
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There is no statutory recommendation on how many days an organisation should offer 

staff for bereavement or compassionate leave, however the NHS Terms and 

Conditions and a number of local HR policies suggest five working days, at the 

discretion of a line manager. This means, for example, if a bereavement has 

particularly impacted the health and wellbeing of a staff member, if they need time off 

to adjust to changes to their caring responsibilities, or if they need additional time to 

travel abroad to attend a funeral, line managers can compassionately approve the 

extension of leave to support that individual. 

Line managers are encouraged to demonstrate compassionate leadership when 

colleagues request bereavement leave, taking into account the personal situation of 

the colleague asking for support. It is possible that the colleague requesting 

compassionate leave is wishing to attend the funeral of an auntie who raised them, 

and therefore the loss to them is like that of losing a parent or guardian. Demonstrating 

compassionate leadership will create cultures where staff feel supported at work and 

where colleagues feel able to openly talk about their beliefs and experiences, without 

concern of being judged. 

 

Tips for line managers and colleagues 

 When a colleague informs you that they are going through a bereavement. 

 • Express your condolences and make it clear that they are not expected to work on 

the day that their loved one has died. 

 • Be aware of your local HR policy on bereavement or compassionate leave, and 

speak with the colleague to consider how much time they may need to make funeral 

arrangements or fulfil religious or cultural traditions, such as attending a funeral or care 

for dependants. 

 • Identify the way in which they would prefer you to keep in touch.  

• Ask them how much they would like you to tell their colleagues about their 

bereavement. When a colleague is ready to return to work.  

• It is possible that a colleague may request a phased return to work or to work flexible 

hours to help support their transition back to work. In this instance, line managers 

should remember that each colleague is different and how you support them will vary 

dependant on their individual circumstance.  

• Be open to flexible working provisions. Flexible working options can be particularly 

helpful to bereaved employees in the short and longer term, particularly if the 

bereavement has led to changes in personal circumstances, such as caring 

responsibilities. 

 • Consider a phased return to work. A phased return to work is a way of enabling 

employees to return to their duties in a gradual way. It is typically adopted following 

illness or injury through an occupational health referral, but it can also be helpful for 

providing a supportive and manageable return for those that have been bereaved. If a 
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bereaved staff member returns to work on a phased basis, they will work a reduced 

number of hours at first, followed by a gradual increase in workload until they reach 

their normal number of hours. A phased return to work usually lasts anywhere between 

two and six weeks but can be extended if necessary. A phased return to work plan 

should cater to the bereaved staff member and their specific needs.  

• Be sensitive to requests for time off. It is important to be sensitive to and 

accommodating of requests for time off where possible, especially around 

anniversaries or other special memorial events.5.2.6 Recognising that the very nature 

of domestic reasons leave means that it is unlikely to be possible to submit a request 

in advance, the request should be made on the first day the leave is required and 

within one hour of the normal time of commencing duty or, if this is not possible, at the 

earliest opportunity. As far as possible, the employee should be the person to make 

contact with the manager, but in certain circumstances it is recognised that this may 

need to be done by a third party. 

 

 Tips for line managers and colleagues  

When a colleague returns to work after a bereavement. 

 • Talk to the colleague about their wellbeing. If they are working a phased return or 

flexible hours, check in with the colleagues to ensure the arrangement is working for 

them or if amendments need to be made.  

• Offer support where appropriate, but do not take offence if they do not accept further 

help. It is possible they will have family or friends already helping them for example, 

or they may prefer to take care of everything on their own. Respect their decision but 

be there for them if they change their mind.  

• Remember that every emotion is normal and there is no right or wrong way to 

experience grief.  

• Listen to them if they wish to talk. If someone opens up to you about how they are 

feeling, it can be difficult to know how to respond. Just listening to them can be very 

helpful. 

 • Signpost support where appropriate. If you feel that a bereaved employee requires 

more support than you or other colleagues can provide, it might be best to recommend 

professional therapy or access to services such as Occupational Health or with their 

GP. There are also a number of bereavement support and grief counselling 

organisations that can help people with different types of loss, including loss of a child 

and bereavement by suicide. 

 • A bereaved person often has lots of support in the first days and weeks of their loss, 

but this support can fade away after a few months. Bereaved people can feel grief for 

the rest of their life and find it difficult to manage without their loved one for years after 

the death. Consider making a reminder note to check in with the person at intervals, 

when grief can re-present 



291 
 

 

 


