
31 January 2018 Draft 1.7 
 

1 
 

 

 

 

 

 

 

Enhancing the management of psychological 

distress amongst staff and promoting 

systemic resilience in the NHS 

 

 

 

 

 

 

January 2018 

 

Report Prepared for the National Workforce Skills Development Unit 

by the Mental Health Foundation, Informed Thinking and the 

University of Strathclyde  

  



31 January 2018 Draft 1.7 
 

2 
 

 

Research Team 

Mental Health Foundation: Dr Iris Elliott, Ms Josefien Breedvelt, Mr Aaron Kandola   

Informed Thinking: Dr Chiara Samele, Dr Norman Urquia 

University of Strathclyde: Professor Alec Morton, Ms Abigail Coulson  

 

Acknowledgements 

The authors acknowledge with thanks the contributions of the following colleagues in the 

preparation of this report.  

National Workforce Skills Development Unit: Professor Chris Caldwell, (Director), Elisa 

Reyes-Simpson (Associate Dean), Ian J Tegerdine (Associate Director), Rob Hardy, Joanna 

Daci (Programme Operations Manager) 

MHF Advisory Group: Professor Miranda Olff, Dr Gavin Davidson and Dr Bart Schrieken 

Participants at the National Workforce Skills Development Unit’s ‘Enhancing the 

Management of Psychological Distress and Promoting Systemic Resilience in Health Care 

Services’ workshop, October 2017 (see Appendix 8) 

Qualitative Interviewees  

Members of Expert Reference Group (see Appendix 9) 

 

 

  



31 January 2018 Draft 1.7 
 

3 
 

Contents  

 Executive Summary    4 

 

1. Introduction and content  7  

      

2. Literature Review    10      

  

3. Secondary Data Analysis  25      

   

4. Qualitative Interviews   28      

   

5. Health Economics   32      

    

6. Discussion     36   

 

    

Appendices  

1) Methodology 

2) Policy Context  

3) Literature Review  

4) Secondary Data Analysis  

5) Qualitative interviews  

6) Health Economics  

7) Examples of Good Practice  

8) Guidance and Resources  

9) Participants at the ‘Enhancing the Management of Psychological Distress and 

Promoting Systematic Resilience in Healthcare Services’ workshop (October 2017) 

10)  Members of the Expert Reference Group 

11) Figures and Tables  



31 January 2018 Draft 1.7 
 

4 
 

Executive Summary 

The need to prioritise the mental health and wellbeing of NHS staff has never been greater. 

This report is an important milestone in the Enhancing the management of psychological distress 

amongst staff and promoting systemic resilience in the NHS project, which will continue through 

2018. Its purpose is to inform the work of the Expert Reference Group (ERG) by presenting evidence, 

identifying policy opportunities, and highlighting critical issues for its consideration.  

In the last decade workforce mental health including the mental health of the healthcare workforce 

has received growing Governmental, service, trade union, public and industry attention. This 

momentum is an opportunity for the NHS to be an employer of choice and a leader in creating a 

mentally healthy and psycho-socially safe workplace.  

However, this report highlights serious contextual issues that need to be addressed: funding, quality 

of care and patient safety, increased demand for healthcare and staff retention. The involvement of 

the Health Education England (HEE) and the National Workforce Skills Development Unit (NWSDU) 

provide the scope for the project to identify policy actors and levers that could address these 

concerns and build on the existing momentum towards improving the health and wellbeing of staff 

in the workplace.  

This report reviews the existing evidence and draws on a range of approaches to address issues 

concerning the psychological distress and trauma in the NHS workforce, including work developed 

by the Tavistock’s use of psychoanalytic and social system approaches to understand organisations 

and systems. The authors propose that the ERG considers some of the key public health approaches 

that have emerged over the last decade, such as the World Health Organisation’s healthy work place 

model which adopts a psychosocial perspective to prevent and address psychological injury within 

the workplace. In line with this approach more recent work includes a focus on protecting the 

psychological health and safety of employees.   

The working definition of psychological stress and trauma in the workplace used in this report is:  

The adverse impact on mental health and mental well-being of healthcare staff as the result 

of levels of stress and distress exceeding the individual, group or teams’ ability to cope with, 

or separate the emotions generated by, the nature and experience of caring work.   

The scope of the report was expanded following contributions by participants at the NWSDU 

workshop in October 2017 reflected in this report’s title: ‘Enhancing the management of 

psychological distress amongst staff and promoting systemic resilience in the NHS’. There is a 

distinction between stress that is intrinsic to the work NHS staff do and that which is created due to 

organisational factors (e.g. work pressures or demands), team dynamics, and relationships with 

colleagues and patients. This suggests that there is a need to be aware of what leads to 

psychological distress in staff and that slightly different interventions may need to be developed, 

which has been explored in the literature, to address the stress arising from the nature of the work 

(e.g. exposure to traumatic events or secondary trauma) and that which is attributed to excessive 

workload, staff shortages and lack of support.  
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This report presents the findings from a rapid, pragmatic review of academic and grey literature 

published in the last two decades; secondary data analysis of NHS Workforce Statistics, the Labour 

Force Survey and the NHS Staff Survey; health economic analysis and 30 qualitative interviews with 

key experts working in NHS Trusts, professional bodies, academic institutions and as consultants. It 

has collected good practice examples from the UK and internationally to illustrate local through to 

national innovation; and summarises guidance and resources such as toolkits, charters, a learning 

collaborative network and indicators - available through the NHS, professional bodies and charities. 

The report has been informed by a National Workforce Skills Development Unit (NWSDU) workshop 

with a wide range of stakeholders (October 2017) and a webinar with members of the Expert 

Reference Group (December 2017).  

The following questions guided the preparation of this report.  

1. Which areas of the workforce are primarily affected or most likely to suffer psychological 

trauma as a result of their work?  

2. How does work related psychological trauma manifest in the workforce?  

3. What is the cost to the NHS of above? 

4. What support/training is available to ameliorate this, and what evidence supports the 

effectiveness for individuals, the organisation, and improvements of patient care quality?  

5. What prevents the effective use and/or implementation of these measures?  

6. What are the characteristics/evidence of an organisation and/or managers effectively 

dealing with the prevalence of psychological trauma in the workplace?  

7. Are there good examples nationally or internationally of successful ‘trauma informed’ 

organisations and/or management styles we could explore internally or externally of the 

healthcare system and implement as required? 

The report evidences the alarmingly high and extensive impacts of psychological stress and trauma. 

The authors highlight that particular professional specialisms, exposure to job stressors, certain 

individual characteristics and having a personal history of trauma place some staff at higher risk. This 

makes the case for targeted prevention as well as organisational preventative strategies across 

healthcare. The report highlights the need to strengthen the evidence base for organisational level 

interventions whilst spotlighting: Psychological First Aid, Trauma Risk Management, workload 

management, workplace mental health training and reflective practice.  

Welcoming the recent positive evaluation of Schwarz Rounds in the UK, the report highlights the 

‘back to basics’ spirit of localised innovation. Restoring the basics of professional practice 

encompasses a range of activities that create reflective spaces: taking breaks, creating routine 

spaces for reflective practice (shift handovers, group peer supervision, and supportive and 

restorative line management supervision). Many of these were lost through funding cuts and system 

pressures; there was a clear message that they need to be urgently re-established and recognised as 

an important investment.  

The report’s focus on systemic and organisational change opens up a space to critique the over-

reliance on individual resilience, which has a weak evidence base and lacks credibility amongst staff 
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as it does not address wider system issues (such as the lack of resources and excessive workloads). 

As well as recognising the exceptional resilience of healthcare staff who continue to deliver in a 

system under pressure, and deploying and developing evidence based preventive strategies, the ERG 

are advised to consider how to support staff already experiencing mental health problems. 

Enhancing support for staff includes strengthening mechanisms for identifying signs and symptoms 

of psychological stress and trauma; addressing stigma that can be a barrier to help seeking and 

support and reviewing outsourced occupational health provision (following concerns about its 

accessibility, quality, scope and connectedness).  

Building the evidence and making the case for investment in healthcare staff mental health and 

wellbeing requires strengthening intelligence from existing data, improving health economics 

analysis, and building an applied research agenda that will make the most of the current 

reorientation of investment by Government, public bodies and other funders.   
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1. Introduction and context  

In the last decade workforce mental health including the mental health of the healthcare workforce 

has received growing Governmental, service, trade union, public and industry attention. This 

momentum is an opportunity for the NHS to be an employer of choice and a leader in creating a 

mentally healthy and psycho-socially safe workplace.  

This report was commissioned by the National Workforce and Skills Development Unit (NWSDU), 

based at the Tavistock in September 2017 to inform the project: Enhancing the management of 

psychological distress among staff and promoting systemic resilience in the NHS, which will continue 

through 2018. The commissioning of NWSDU by Health Education England to lead this work is a 

recognition of the Tavistock’s expertise in understanding organisations and systems. The project 

makes a timely contribution to current systemic and organisational activity concerning workforce 

mental health and wellbeing (see policy discussion in Appendix 2). 

This report is a milestone within the overall project; and has been written to inform members of the 

Expert Reference Group.  

 

1.1 Contextual Factors   

This report has been produced at a particular historical moment for the UK and the NHS. In 2018, the 

NHS marks its seventieth anniversary in 2018, and in March 2019 the UK will leave the European 

Union. The value of the NWSDU’s systemic and organisational approach is confirmed by the report’s 

findings on the impact of years of austerity and service funding cuts, working in a service under 

intense pressure, and concerns about quality of care and patient safety and staff retention.   

Funding and the NHS 

Funding for some NHS trusts has been described as at breaking point. According to the King’s Fund, 

in 2010/11, 5% of all 233 NHS trusts and foundation trusts were in deficit.1 This increased to 66% of 

trusts by 2015/16 and in 2016/17 the NHS sector had a deficit of £791 million by the end of the year. 

Although additional funding of £1.8 billion has been provided via the NHS Sustainability and 

Transformation Fund to help alleviate deficits for 2016/17, the NHS sector is forecast to remain in 

deficit for 2017/18 by approximately £623 million.  

While spending on healthcare has increased since 2009-10, the demand for health services has risen 

more (driven mostly by a growing and ageing population). Real per capita spending has increased by 

an average of 0.6% per year in 2009/10 and 2015/16; compared to 4.0% in 1955/56 and 2009/10.2 In 

addition to these severe financial pressures the NHS is has been asked by the Government to find 

£22 billion savings by 2020. This has led to mounting concerns about the quality of care services can 

provide and patient safety.3  

                                                           
1 King’s Fund (2017) Trusts in deficit. Retrieved on 20 Dec 2017 from: 
https://www.kingsfund.org.uk/projects/nhs-in-a-nutshell/trusts-deficit  
2 Stoye, G. (2017) UK health spending. Briefing Note (BN201). London: Institute for Fiscal Studies 
3 Robertson, R. (2016) Six ways in which NHS financial pressures can affect patient care. London: The King’s 
Fund. Retrieved on 20 December 2017 from: https://www.kingsfund.org.uk/publications/six-ways  

https://www.kingsfund.org.uk/projects/nhs-in-a-nutshell/trusts-deficit
https://www.kingsfund.org.uk/publications/six-ways
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Quality of care and patient safety 

Alongside financial pressures, the NHS is also experiencing acute understaffing with more than 

100,000 staff posts needing to be filled.4 Staff shortages have increased the pressure and workload 

on healthcare staff. Added to this are pay restraints that have led to a decline in job satisfaction and 

a feeling of not receiving fair remuneration for the large volume of work provided.5  

A system under intense pressure 

There is ample evidence to show the significant rise in demand for healthcare over the past decade, 

which includes an increase in attendances and admissions to A&E departments by 18% and 65% 

respectively.6  

Retaining NHS staff 

Crucial to sustaining is a long-term strategy to ensure appropriately skilled, well trained and 

committed workforce. Attempts to retain NHS staff and reduce turnover are imperative. One review 

estimated that approximately 10% of nursing staff are considering leaving the NHS and many of the 

reasons for leaving, most notably stress and burnout, are modifiable.7 

Therefore, the need to prioritise the health, mental health and wellbeing of NHS staff has never 

been greater.  

 

1.2 Scope and purpose  

This report recognises that there is a well-documented high prevalence of staff sickness due to stress 

in the workplace, which has a major impact on the ability of services to deliver best patient outcomes. 

There are many tools and techniques available to support mental health, wellbeing and staff resilience 

in the workplace. However, evidence suggests these are poorly employed in practice.   

The project aims to review the impact of psychological stress and trauma at a systemic and 

organisational level to illustrate the impact on the workforce, to identify the barriers that prevent 

access to supportive and preventive measures, and the reasons why managers do not employ the 

existing tools. The anticipated benefits are improvement of staff mental health and wellbeing at work, 

which will result in improved retention, deeper compassion and enhanced patient experience. 

Psychological stress and trauma arising from the emotional labour of healthcare practice can present 

in acute traumatic incidents (single, occasional or infrequent events of significant impact) or be the 

effect of constant pressure (low level but persistent psychologically and/or emotionally draining 

activities).   

The purpose of this report is to provide information for the overall project, which will continue until 

October 2018. The project aims to develop an educational framework for systemic functioning that 

                                                           
4 Campbell D (2017) NHS hospitals unable to fill thousands of vacant posts, Labour says. The Guardian, 19 Dec 
2017. 
5 Marangozov R, Huxley C, Manzoni C et al. (2017) Royal College of Nursing Employment Survey 2017. Institute 
for Employment Studies.  
6 Cited in Cornwell J & Fitzsimons B (2017) Behind Closed Doors. London: Point of Care Foundation. 
7 Health Education England (2014) Growing Nursing Number. Literature review on nurses leaving the NHS. July 
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is ‘trauma informed’ for health service managers, resulting in improved staff wellbeing, performance 

and compassionate patient care benefits. 

The following questions guided the preparation of this report.  

1) Which areas of the workforce are primarily affected or most likely to suffer psychological 

trauma as a result of their work?  

2) How does work related psychological trauma manifest in the workforce?  

3) What is the cost to the NHS of above? 

4) What support/training is available to ameliorate this, and what evidence supports the 

effectiveness for individuals, the organisation, and improvements of patient care quality?  

5) What prevents the effective use and/or implementation of these measures?  

6) What are the characteristics/evidence of an organisation and/or managers effectively 

dealing with the prevalence of psychological trauma in the workplace?  

7) Are there good examples nationally or internationally of successful ‘trauma informed’ 

organisations and/or management styles we could explore internally or externally of the 

healthcare system and implement as required? 

This report presents the findings from a rapid, pragmatic review of academic and grey literature 

published in the last two decades; secondary data analysis of NHS Workforce Statistics, the Labour 

Force Survey and the NHS Staff Survey; health economic analysis and 30 qualitative interviews with 

key experts working in NHS Trusts, professional bodies, academic institutions and as consultants. It 

has collected good practice examples from the UK and internationally to illustrate local through to 

national innovation; and summarises guidance and resources such as toolkits, charters, a learning 

collaborative network and indicators - available through the NHS, professional bodies and charities. 

The report has been informed by a National Workforce Skills Development Unit (NWSDU) workshop 

with a wide range of stakeholders (October 2017) and a webinar with members of the Expert 

Reference Group (December 2017) who will advise the NWSDU on this project until its conclusion in 

December 2018.  
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2. Literature Review  

The rapid review of the literature undertaken for this report is focused predominantly on healthcare 

professionals working in the National Health Service (NHS) in the UK, but includes, where relevant 

the international literature and that referring to professionals from other services (e.g. social 

workers, Armed Forces service personnel and those working in the emergency services).  

2.1 Definitions 

The following definitions have been selected to inform the further development of the project. The 

definition used for psychological stress and trauma is the working definition for this project and was 

developed by the commissioners of this report.  

2.1.1 Psychological stress and trauma  

The working definition of psychological stress and trauma in the workplace used in this project is:  

The adverse impact on mental health and mental well-being of healthcare staff as the result 

of levels of stress and distress exceeding the individual, group or teams’ ability to cope with, 

or separate the emotions generated by, the nature and experience of caring work.   

However, various definitions in the literature exist for trauma. These include the following 

commonly used definitions for Secondary Traumatic Stress, Post-traumatic stress disorder, and 

Vicarious Trauma.  

Secondary Traumatic Stress has been used synonymously with ‘compassion fatigue’ (CF).  STS is 

related to secondary exposure (rather than direct exposure) to extremely stressful events emerging 

from the workplace.8  

Post-traumatic stress disorder has also been included in this literature, an anxiety disorder with 

diagnostic criteria defined by DSM-IV.9  

Vicarious trauma (VT) is a term used to conceptualise a process where workers become negatively 

affected by an empathic connection with clients’ traumatic material.10 Some literature suggests VT is 

virtually an occupational hazard, where signs and symptoms are very similar to the trauma victims 

being treated.11 

Burnout is another frequently used term in the literature to describe the impact of work stressors. 

There is a vast literature examining this and its relationship to other factors such as trauma. Burnout 

includes exhaustion; cynicism; and diminished professional efficacy.12 

                                                           
8 Mathieu, F. (2007) Running on Empty: Compassion Fatigue in Health Professionals. Rehab Community Care 
Med 4, 1–7. 
9 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition. American Psychiatric Association. 
10 McCann, I. L. & Pearlman, L.A. (1990). Vicarious traumatization: A framework for understanding the 
psychological effects of working with victims. Journal of Traumatic Stress 3, 131-149. 
11 Pearlman, L.A., and Saakvitne, K.W. (1995) Trauma and the Therapist: Countertransference and Vicarious 
Traumatization in Psychotherapy with Incest Survivors, W. W. Norton & Company, New 
York. 
12 Maslach, C., and Goldberg, J. (1998) Prevention of burnout: New perspectives. Applied & Preventive 
Psychology 7, 63-74. 
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2.1.2 Individual resilience  

Building resilience has been regarded as key to resolving many of the stress-related issues 

experienced by healthcare professionals in the workplace. One definition of individual resilience, 

among many describes this as: ‘a process whereby people bounce back from adversity and go on 

with their lives’.13  There is no agreed single definition and the term is multidimensional in nature. 

The way this term has been used within this literature context is problematic. There have been 

attempts to describe the essential attributes of a resilient individual; and Dyer and McGuiness list 

four: the ability to rebound and carry on, a sense of self, determination and a prosocial attitude.133 

However, there is relatively little known about resilience to stress and what constitutes a healthy 

adaptation to stress and trauma.14 

Team resilience is where individuals in a team look out for each other to ensure there are high levels 

of wellbeing. These teams are highly flexible, original, view change as less threatening, respond 

better to unfavourable feedback, make more positive judgements about others and have individuals 

who are off sick less often.145  

Organisational resilience is focused on improving patient safety, with the premise that healthcare is 

already resilient to a greater extent and that everyday practice succeeds more often than it fails.15 

Resilience within this approach is defined as ‘the ability of the health care system (a clinic, a ward, a 

hospital, a county) to adjust its functioning prior to, during, or following events (changes, 

disturbances, and opportunities), and thereby sustain required operations under both expected and 

unexpected conditions’.16 

2.1.3 Psychosocial Safety Climate (PSC) is the policies, practices and procedures for protecting 

employees’ psychological health and safety. Its focus is on the prevention and management of 

psychological injury at work and characterised by a climate of trust and respect, where employees 

feel valued and their psychological well-being prioritised by management.17 PSC can be used as a 

safety signal function, encouraging employees to access available resources.18  

The concept of psychosocial safety presents an opportunity to frame concerns about psychological 

distress and trauma in the NHS workforce as psychological injury (including consideration of risk 

factors that can be mitigated and protective factors that can be strengthened).  The project’s 

                                                           
13 Dyer, J.G. and McGuinness, T.M.  (1996) Resilience: analysis of the concept. Archives of Psychiatric Nursing 
10, 276-282. 
14 Southwick, S.M., Litz, B.T., Charney, D., and Friedman, M.J. (2011) Resilience and Mental Health: Challenges 
Across the Lifespan. Cambridge University Press. 
15 Braithwaite, J., Wears, R.L., and Hollnagel, E. (2015) Resilient health care: turning patient safety on its head. 
International Journal for Quality in Health Care Advance, 1-3, doi: 10.1093/intqhc/mzv063 
16 Wears, R.L., Hollnagel, E., and Braithwaite, J. Preface. In Wears, R.L., Hollnagel, E., and Braithwaite, J., 
editors. Resilient Health Care, Volume 2: The resilience of everyday clinical work. Farnham, UK: Ashgate; 2015. 
p xxvii 
17 Dollard, M.F., and Bakker, A.B. (2010). Psychosocial safety climate as a precursor to conducive work 
environments, psychological health problems, and employee engagement. Journal of Occupational and 
Organizational Psychology 83, 579–599. 
18 Law, R., Dollard, M.F., Tuckey, M.R., and Dormann, C. (2011). Psychosocial safety climate as a lead indicator 
of workplace bullying and harassment, job resources, psychological health and employee engagement. 
Accident Analysis and Prevention 43, 1782–1793. 
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consideration of the Psychosocial Safety Climate would connect it with a system of legislation, 

standards and guidance that is familiar to systemic actors across NHS organisations. 

2.1.4 Commentary  

There are multiple terms and definitions used regarding workforce mental health and wellbeing. It 

would be valuable for the ERG to create a glossary for the project particularly as its scope has been 

refined during the course of the preparation of this report. It is important to differentiate between 

different types of trauma, stress / distress, and resilience and to ensure that the ERG has a 

vocabulary that enables it to consider relatively new approaches within the UK such as Psychosocial 

Safety Climate.  

 

2.2 Scale of the challenge  

2.2.1 Prevalence and those most vulnerable  

Much of the research examining the prevalence of psychological distress and trauma in healthcare 

staff has focussed predominantly on nursing or frontline staff. By comparison there are fewer 

academic studies investigating the prevalence of psychological stress and trauma in, for example, 

non-professionally registered staff such as healthcare assistants, porters, cleaners and 

administrative workers.  

Psychological distress or mental health problems do not only develop outside the workplace and 

there is increasing evidence to show that poor psychosocial working conditions or ‘job stressors’ 

(e.g. high job demands, low job control, bullying and low social support) can lead to either clinical or 

subclinical mental health problems, such as burnout, depression, anxiety and distress.19 

The main indicators of psychological distress include distressing emotions (e.g. sadness or grief), 

intensive imagery of client’s traumatic material (e.g. nightmares, flashbacks), numbing or avoidance 

of working with client’s traumatic material, addiction or compulsive behaviour (e.g. substance use), 

impairment of day-to-day functioning in social, work and personal roles, and feelings of isolation and 

of being victimised by their clients.20 

It is important to ensure an ongoing focus on trauma amongst the health care workforce due to its 

alarmingly high prevalence. A systematic review by Beck et al published in 201121 found seven US 

studies of STS in nurses reporting a prevalence of elevated symptoms of STS to be between 25% in 

forensic nurses22and 78% in hospice nurses.23 Psychiatric nurses have been identified as a vulnerable 

                                                           
19 Harvey, S.B., Modini, M., Joyce, S. et al (2017) Can work make you mentally ill? A systematic meta-review of 
work-related risk factors for common mental health problems. Occupational Environment Medicine. 
http://dx.doi.org/10.1136/oemed-2016-104015 
20 Collins, S. (2003) Working with the psychological effects of trauma: Consequences for mental health-care 
workers – a literature review. Journal of Psychiatric and Mental Health Nursing 10, 417–424. 
21 Beck, T.C. (2011) Secondary traumatic stress in nurses: a systematic review.  
22 Townsend, S.M., and Campbell, R. (2009). Organizational correlates of secondary traumatic stress and 
burnout among sexual assault nurse examiners. Journal of Forensic Nursing 5, 97–106. 
23 Abendroth, M., and Flannery, J. (2006). Predicting the risk of compassion fatigue: A study of hospice nurses. 
Journal of Hospice and Palliative Nursing 8, 346–356. 
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group.24 Paramedics and emergency department healthcare workers have been found to be at 

greater risk of post-traumatic stress disorder (PTSD).25 26 A more recent study conducted in Ireland 

found 64% of 105 nurses working in three hospital emergency departments met the criteria for STS, 

with a significant number, compared to nurses not reporting STS to be considering a change in 

career and using alcohol to help alleviate work-related stress.   

There is a positive relationship between critical incidents (a sudden/unexpected event whose 

emotional impact overwhelms a person’s usual coping skills to cause significant psychological stress) 

at work and post-traumatic stress symptoms or PTSD, which can be underestimated in hospital 

administrators and healthcare practitioners.27 

Other studies have also found associations between individual characteristics of nurses (e.g. age, 

gender, higher levels of education, personality traits) and compassion fatigue and compassion 

satisfaction.28 29 30 Workers with a history of personal trauma are also at risk of developing STS and 

compassionate fatigue (another form of psychological distress that has been researched).39 

2.2.2 Impact of psychological stress  

The impact of psychological stress, burnout and trauma in healthcare staff is far reaching. At an 

individual level this can lead to higher rates of sickness absence, intention to leave the job, lower 

productivity and job satisfaction. Burnout is also associated with poor physical and mental health 

outcomes, including depression, musculoskeletal pain, cardiovascular disease and premature 

mortality.91 

In March 2017, the NHS workforce comprised almost £1.2 million employees.31 National sickness 

absence rates for NHS staff were 4.55% in December 2016. In 2016, 56% of NHS staff reported 

pressure to attend work while feeling unwell.32 Ambulance staff and healthcare assistants show the 

                                                           
24 Dickinson, T., and Wright, K.M. (2008). Stress and burnout in forensic mental health nursing: A literature 
review. The British Journal of Nursing 17, 82–87. 
25 Laposa, J. M., Alden, L. E., and Fullerton, L. M. (2003). Work stress and posttraumatic stress disorder in ED 
nurses/personnel. Journal of Emergency Nursing 29, 23–28. 
26 Regehr, C., Goldberg, G., and Hughes, J. (2002). Exposure to human tragedy, empathy, and trauma in 
ambulance paramedics. American Journal of Orthopsychiatry 72, 505–513. 
27 De Boer, J.C., Lok, A., van’t Verlaat, E., Duivenvoorden, H.J., et al (2011) Work-related critical incidents in 
hospital-based health care providers and the risk of post-traumatic stress symptoms, anxiety and depression: A 
meta-analysis. Social Science & Medicine 73, 316-326. 
28 Young, J.L., Derr, D.M., Cicchillo, V.J., and Bressler, S. (2011) Compassion satisfaction, burnout, and 
secondary traumatic stress in heart and vascular nurses. Critical Care Nurse Q. 34, 227-234. 
29 Potter, P., Deshields, T., Divanbeigi, J., et al. (2010) Compassion fatigue and burnout: prevalence among 
oncology nurses. Clinical Journal of Oncology Nursing 14, E56-E62. 
30 Yu H, Jiang A., and Shen, J. (2016) Prevalence and predictors of compassion fatigue, burnout and compassion 
satisfaction among oncology nurses: A cross-sectional survey. International Journal of Nursing Studies 57, 28-
38. 
31 NHS digital (2017) NHS Workforce Statistics – June 2017, Provisional statistics. 21 September 2017 
https://digital.nhs.uk/catalogue/PUB30075  
32 Department of Health, NHS Staff Survey 

https://digital.nhs.uk/catalogue/PUB30075
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highest sickness absence rates.33 Mental health problems are amongst the most common causes for 

absence in public sector staff (including those working in Local Authorities).34  

The high levels of psychological trauma and stress in healthcare staff and related burnout can affect 

staffs’ ability to provide good quality care. 91 

2.2.3 Commentary 

The need to prioritise the health, mental health and wellbeing of NHS staff has never been greater. 

Contextual factors of funding cuts, increasing demands on services (driven mostly by a growing and 

ageing population and the effects of austerity measures) and pressures to make further savings (of 

£22billion by 2020) are impacting patient health and safety, and staff satisfaction and retention. 

Overwork (61% of nursing staff working long shifts worked an extra 44 minutes on average) and pay 

restraints (that reduce job satisfaction as staff feel they are not receiving fair remuneration) should 

also be considered.  

It is important to take into account the varying experience of staff working in different parts of the 

service. Nursing staff working in intensive care / high dependency units, neonatal theatre and 

outpatients gave the highest ratings for their ability to provide the quality of care they would like to 

receive; nursing staff in prison health care gave very low ratings.  

Forms of psychological stress and trauma were highest in particular professional specialisms: 

forensic, hospice, ICU, emergency departments, paramedic and psychiatric nursing. Young and newly 

qualified staff were at higher risk. Research indicates the need to take account of staff age, gender, 

education level and personality traits; and whether someone has a personal history of trauma.  

The impacts of psychological stress and trauma are substantial. While the project’s scope has 

extended beyond psychological stress and trauma, it remains important to continue to focus on 

these due to the high numbers of staff affected by these conditions.  

This rapid review of the evidence also highlights the need to invest in further research across all 

healthcare disciplines, grades and roles (including administrative and ancillary staff). Many of the 

studies research nursing staff, which leaves important gaps in the healthcare workforce evidence 

base.  

2.2.4 Psychosocial risks and protective factors  

The literature on psychosocial risks and protective factors is a resource to the project’s further 

consideration of systemic and organisational actions that could develop a Psychosocial Safety 

Climate in the NHS.  

Work-related psychosocial risks have been well documented in the literature. The EU Psychosocial 

Risk Management Excellence Framework (PRIMA-EF) Consortium identified the following dimensions 

of work-related psychosocial hazards: job content, workload and work pace, work schedule, control, 

environment and equipment, organisational culture and function, interpersonal relationships at 

                                                           
33 NHS Sickness Absence Rates, February 2017. http://content.digital.nhs.uk/article/2021/Website-
Search?productid=25317&q=sickness+absence&sort=Relevance&size=10&page=1&area=both#top  
34 CIPD (2017) Absence management survey public sector summary, 2016 

http://content.digital.nhs.uk/article/2021/Website-Search?productid=25317&q=sickness+absence&sort=Relevance&size=10&page=1&area=both#top
http://content.digital.nhs.uk/article/2021/Website-Search?productid=25317&q=sickness+absence&sort=Relevance&size=10&page=1&area=both#top
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work, role in organisation, career development, and home-work interface.35 Violence, bullying and 

harassment at work are also psychosocial risks. In a review of the literature to examine predictors of 

STS and burnout in paediatric nurses, Davies (2013) found empathy, among others, to be the biggest 

predictor. 36 Personal life stress can also contribute to a professional’s vulnerability to STS but not 

years of experience.37 

2.2.5 Protective Factors  

Work engagement has also been linked to Psychosocial Safety Climate (PSC). Work engagement has 

been defined as: ‘a positive, fulfilling, work-related state of mind that is characterised by vigour, 

dedication, and absorption’.38 This definition is focused on the employee’s experience of their work 

activities, where vigour includes having high levels of energy and mental resilience, dedication is 

strong involvement and enthusiasm and absorption, being fully involved and engrossed in work. Job 

embeddedness is another concept which includes factors that keep an employee on the job (e.g. 

linked into the organisation, fit in with the job and the sacrifices associated with leaving).39 Both 

concepts are useful for predicting job performance and turnover intention. 

Job factors associated with work engagement are social support from colleagues and supervisors, 

performance feedback, skill variety, autonomy and learning opportunities.40 Also, related to work 

engagement are personal resources such as self-efficacy, optimism, hope and resilience or otherwise 

termed psychological capital.41 According to the evidence, employees with good job and personal 

resources may be well equipped to deal with high job demands and pressures, using a problem-

focused approach and active steps to remove or rearrange stressors.42 

However, over-engagement with work can have negative consequences, where employees may take 

work home with them. Evidence also shows that interference with work-home balance can 

undermine recovery and lead to health problems.43  

                                                           
35 Leka, S., and Cox, T. (editors) (2008). PRIMA-EF: Guidance on the European Framework for Psychosocial Risk 
Management. WHO: Geneva. 
36 Davies, K.M. (2013) Predictors of Secondary Traumatic Stress (STS) and Burnout in Paediatric Nurses. PhD 
Thesis. University of Southampton. 
37 Armstrong, D., Shakespeare-Finch, J. & Shochet, I. (2016) Organizational belongingness mediates the 
relationship between sources of stress and post-trauma outcomes in firefighters. Psychological Trauma: 
Theory, Research, Practice and Policy 8, 343-347. 
38 Schaufeli, W.B., and Bakker, A.B. (2010). Defining and measuring work engagement: Bringing clarity to the 
concept. In Leiter, M.P., and Bakker, A.B. (editors), Work engagement: A handbook of essential theory and 
research (pp. 10–24). New York, NY: Psychology Press. 
39 Halbesleben, J.R.B., and Wheeler, A.R. (2008). The relative roles of engagement and embeddedness in 
predicting job performance and intention to leave. Work and Stress 22, 242–256 
40 Bakker, A.B., and Demerouti, E. (2008). Towards a model of work engagement. Career Development 
International 13, 209–223 
41 Luthans, F., Avolio, B.J., Avey, J.B. and Norman, S.M. (2007). Psychological capital: Measurement and 
relationship with performance and job satisfaction. Personnel Psychology, 60, 541–572 
42 A summary of this evidence can be found in: Bakker, A.B., and Leiter, M.P. (2010) Where to go from here: 
Integration and future research on work engagement. In: Leiter, M.P., and Bakker, A.B. (editors), Work 
engagement: A handbook of essential theory and research. New York, NY: Psychology Press. pp 181- 
43 Geurts, S.A.E., and Demerouti, E. (2003). Work/Nonwork interface: A review of theories and findings. In 
Schabracq, M., Winnubst, J., and Cooper, C.L. (editors), The handbook of work and health psychology (2nd ed., 
pp. 279–312). Chichester: Wiley. 
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2.2.6 Commentary 

The European Union Psychosocial Risk Management Excellence Framework (PRIMA-EF) provides a 

number of entry points for the ERG to consider how to improve staff mental health and wellbeing 

systemically and organisationally. The evidence linking the Psychosocial Safety Climate to workplace 

engagement is another potential route for the ERG, which could draw on this evidence of 

psychological health and safety to drive action on existing health and safety and occupational safety 

standards informed by international innovation such as the Mental Health Commission of Canada’s 

workplace standards.  

 

2.3 Developing a healthy workplace  

This report draws on a number of approaches to addressing psychological distress and trauma as 

well as developing a mentally healthy workplace culture in the NHS. This includes the Tavistock’s 

application of psychoanalytic and social systems approaches to understanding organisations and 

systems, and the World Health Organisation’s public health approach to healthy workplaces, which 

includes a psychosocial dimension including the concept of psychosocial safety. The authors propose 

that the ERG consider how aspects of these approaches could inform systemic and organisational 

change. 

2.3.1 Psychoanalytic and social systems approaches  

The Tavistock’s approach to understanding organisations and systems is underpinned by the 

research of Menzies Lyth (and others who have further developed these ideas) into the unconscious 

defences against anxieties that nurses experience including techniques used to protect themselves 

from being overwhelmed by feelings (of for example, guilt, anxiety and uncertainty) that threaten 

them.44 The techniques identified which undermine the nurse-patient relationship include 

depersonalisation, categorisation, denial of the individual’s significance, detachment and denial of 

feeling, ritual task-performance, reducing the impact of responsibility by delegating to superiors, 

avoidance of change, among others.45 Understanding how a social institution functions with this 

social defence system can facilitate change.  

Hirschhorn further integrated psychoanalytic concepts within a social systems perspective, 

addressing management and work issues that generate uncertainty, anxiety and social defences in 

organisations that fragment and injure psychologically individuals in the workplace. For Hirschhorn 

this involves understanding the distortions and usual psychological injuries of work that lead to the 

social defences people use to deal with anxiety and uncertainty. 46 

Hirschhorn (1988) and Armstrong (2005) developed the idea that everyone builds up a working 

model of the organisation, the ‘workplace within’, both conscious and unconscious, which shapes 

their experience, what they do and how they work with others. Part of his work explores how 

managers and employees can develope healthier organisation cultures to move beyond social 

                                                           
44 Menzies Lyth, I. (1960) 'A Case Study in The Functioning of Social Systems as a Defence Against Anxiety: A 
Report on a Study of the Nursing Service of a General Hospital', Human Relations 13: 95-121. 
45 Ibid, page 190. 
46 Hirschhorn, L. (1988) The Workplace Within: Psychodynamics of Organisational Life. Cambridge, MA: The MT 
Press. 
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defences. It involves developing a unifying social vision through which individuals confront their 

defensiveness and the organisation develops a mission statement to support managers and workers 

connect the choices they make on a job to the organisation’s values. 

2.3.2 Public health approaches  

Several frameworks and action plan models have been developed over the past few years suggesting 

ways to develop or create a healthy workplace. The World Health Organization’s definition of 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 well-being of all workers and 

the sustainability of the workplace’. This includes:  health, safety and well-being concerns in the 

psychosocial work environment, including organization of work and workplace culture; and personal 

health resources in the workplace.47 

The psychosocial work environment, a key focus point for this work, includes organisational culture, 

attitudes, values, beliefs and daily practices in an organisation that impact on the mental and 

physical wellbeing of employees. Critical to implementing this model of action is a step-by-step 

‘continual’ process of mobilisation and worker involvement around a shared set of ethics and values 

which lies at its heart. 149 

2.3.3 Commentary 

There is a growing recognition that cross-disciplinary collaboration is vital if we are to achieve 

fundamental change in the mental health field including workforce mental health and wellbeing. The 

approaches developed by the Tavistock and the World Health Organisation draw on cross-

disciplinary approaches. The project’s focus is on organisational and systemic change to create 

culture in the NHS, which will address the alarmingly high levels of psychological distress and trauma 

experienced by the workforce. Creating a healthy workplace includes addressing the factors that 

heighten risk of psychological injury and those that protect against it and enhance mental wellbeing 

(see 2.2.4, 2.2.5). 

 

2.4 Effective leadership and management  

There is much in the literature to highlight the importance of effective leadership and management 

in the workplace. This is a crucial area for instigating positive changes at organisational and systemic 

levels. Leadership is important for optimising workforce efficiency and achieving organisational 

goals. It is also an important mechanism for creating organisational culture. 

Numerous theories of leadership and management have been described and researched.48  There is 

limited evidence concerning what leadership approach is most effective for healthcare 

organisations. Despite this there are a limited number of leadership approaches that have been 

adopted by the NHS to promote positive change within its organisations.  

                                                           
47 World Health Organization (2010). Healthy workplaces: a model for action: for employers, workers, 
policymakers and practitioners. World Health Organization: Geneva. 
48 West, M., Armit, K., Loewenthal, L., Eckert, R., West, T., and Lee, A. (2015) Leadership and Leadership 
Development in Healthcare: The Evidence Base. London, Faculty of Medical Leadership and Management. 
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2.4.1 Transformational Leadership  

From what evidence is available, the most influential theory within the context of healthcare is 

transformational or transactional leadership49. Here a leader works with their staff or followers to 

identify where change is needed, serving to motivate, boost morale and job performance of staff by 

connecting with their sense of identity, the collective identity of the organisation and being a role 

model.50 Support for this leadership approach is relatively strong. Studies suggest a positive link 

between transformational leadership and outcomes such as staff and patient satisfaction, unit or 

team performance, organisational climate, turnover intentions, work-life balance, staff well-being 

and patient safety.51 Positive effects of this leadership approach also include improved staff 

wellbeing and work life balance with junior staff.  

However, other leadership theories such as emotional intelligence leadership and leader member 

exchange (LMX) theory are relatively less well explored within a healthcare context.52 53 

2.4.2 Collective leadership 

Collective leadership as developed by Michael West and colleagues is another model applied to 

healthcare organisations to create and improve organisational cultures and to promote 

compassionate care. It is underpinned by the idea that leadership is not the sole responsibility of 

one individual or a set of individuals, but more a group activity or social process that works through 

and within relationships.54 55 

One of the key aspects of this approach is characterised by continual learning by staff, for leaders to 

encourage staff to adopt leadership roles in their work to deliver safe, effective, high quality and 

compassionate care. Engaging staff, patients and partner organisations therefore is central to this 

collective leadership approach56; so too is innovation.57   

To implement this collective leadership approach West and colleagues propose using the three 

phases: discovery, design and delivery. The first phase (discovery) involves gathering data, 

intelligence and information about the strategy or vision to identify leadership capabilities within the 

organisation. The second phase (design) includes identifying what is required in terms of leadership 

                                                           
49 Wong CA, Cummings GG & Ducharme L. (2013). The relationship between nursing leadership and patient 
outcomes: a systematic review update. Journal of Nursing Management, 21 (5), 709–24. 
50 Bass BM (1985) Leadership and Performance, N.Y. Free Press 
51 West, M., Armit, K., Loewenthal, L., Eckert, R., West, T., and Lee, A. (2015) Leadership and Leadership 
Development in Healthcare: The Evidence Base. London, Faculty of Medical Leadership and Management. 
52 Gilmartin, M.J., and D’Aunno, T.A. (2007). Leadership Research in Healthcare: A Review and Roadmap. 
The Academy of Management Annals, 1 (1), 387-438. 
53 Goleman, D. (1995). Emotional intelligence. New York: Bantam.  
54 Bennett, N., Wise, C., Woods, P.A., and Harvey, J.A. (2003) Distributed Leadership. Nottingham: National 
College of School Leadership. 
55 Bolden, R. (2011) Distributed leadership in organizations: A review of theory and research. Journal of 
Management Reviews 13: 251-269. 
56 King’s Fund (2012) Leadership and engagement for improvement in the NHS. Together we can. Report from 
the King’s Fund Leadership Review 2012. London: King’s Fund. 
57 West, K., Eckert, R., Collins, B., and Chowla, R. (2017) Caring to change. How compassionate leadership can 
stimulate innovation in health care. London: King’s Fund. 
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capabilities and how to acquire and sustain this. The third phase (delivery) involves leadership 

development, targeting culture systems and processes.58 

According to this approach six characteristics make for a healthy organisational culture that provide 

high quality care.59 60 These are: Inspiring vision and values, Goals and performance, Support and 

compassion, Learning and innovation, Effective team working, and Collective leadership. 

This approach is currently being promoted across a number of NHS organisations but there is little 

evidence so far to demonstrate its effectiveness on improving the health and wellbeing of staff.  

2.4.3 Management  

In relation to management, analysis of data on good people management practices in the NHS 

published by the What Works Centre for Wellbeing highlights some important findings.61 Good 

people-management practices were associated with significantly higher levels of job satisfaction, 

engagement, patient satisfaction, lower levels of sickness absence compared to Trusts who 

employed these practices less. Although no significant effect on patient mortality was found there 

was a trend towards lower mortality for Trusts using good people management. The lower 

percentage of sickness absence, of 3.7% for Trusts using good people management practices 

compared to 4.4% for those who used them less, was estimated to lead to an annual saving of over 

£200 million for the NHS. Investing in these management practices can therefore lead to 

considerable returns on investment and can be seen within six to 12 months. 

This analysis emphasises that improving staff wellbeing and performance are mutually compatible –

gains can be achieved for both the organisation and staff.   

2.4.4 Commentary 

This review found that numerous theories of leadership and management have been described and 

researched. Across this literature review the authors have selected for the ERG’s consideration the 

aligned and complementary approaches of Transformational Leadership, Collective Leadership and 

this learning from quality management already present in the NHS.  

Transformational leadership has a relatively strong evidence base. As Collective Leadership is 

promoted across a number of NHS organisations there is scope to investigate its effectiveness in 

improving staff mental health and wellbeing.  

The What Works for Wellbeing’s recent study on good people management in the NHS recognised 

that quality management is one way to address the challenges discussed. Job quality, role clarity, 

delegated decision making, access to learning and development opportunities, scope to feedback 

through performance management and supportive managers combine to significantly increase job 

satisfaction and patient satisfaction, and lower sickness absence.   

                                                           
58 Eckert, R., West, M., Altman, D., Steward, K., and Pasmore, B. (2014) Delivering a Collective Leadership 
Strategy for Health Care. White Paper. London: The King’s Fund. 
59 Improving NHS Culture. The King’s Fund: https://www.kingsfund.org.uk/projects/culture  
60 West, M., Lyubovnikova, J., Eckert, R., and Denis, J-L. (2014) Collective leadership for cultures of high quality 
health care. Journal of Organizational Effectiveness: People and Performance 1, 240-260. 
61 Ognonnaya, C., and Daniels, K. (2017) Illustrating the effects of good people management practices with an 
analysis of the National Health Service. What Works Centre for Wellbeing.  

https://www.kingsfund.org.uk/projects/culture
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It would be valuable for the ERG to consider how the evidence base for effective leadership and 

management approaches in the NHS could be further developed.  

 

2.5 Prevention strategies  

The literature review (Appendix 3) provides a table summarising workplace interventions for 

common mental disorders and their outcomes - reviewed by Joyce et al (2016). Many interventions 

to reduce burnout and work-related stress are focused at an individual or a small group level rather 

than at organisational level.62 Yet, according to one review interventions targeting the organisation 

may maintain their positive effects over a longer period of time compared to those aimed at 

individuals or small groups.63  

Given the systemic and cultural change agenda of this project, the authors have selected 

organisational level activity including ‘promising approaches’ that require further evaluation. It is 

evident from the qualitative interviews that local innovation is happening, for example in the 

development of reflective practice spaces and a range of health and wellbeing activities.  

Individual level prevention strategies are reviewed to stimulate discussion about what organisational 

and wider system actions can support their implementation at service or team levels. However, as a 

cautionary note, organisational level strategies will not necessarily impact individual’s mental health.  

2.5.1 Resilience  

There has been a wealth of published literature looking at building resilience and wellbeing in nurses 

and interventions to alleviate stress and develop coping strategies.64 It is important to recognise that 

a person can be considered to have too much resilience when they recover and adapt to events too 

quickly.65  

Building resilience to resolve issues such as burnout has received a great deal of attention in the 

literature as applied to healthcare staff. However, this report problematises the focus on individual 

resilience as a preventative strategy and proposes that any further work on resilience by the project 

addresses team and organisational resilience. An important finding in the report is that individual 

resilience lacks a robust evidence base and lacks credibility with healthcare staff.  In his work on 

Critical Resilience (2017), Traynor argues this single solution ‘bypasses the proliferation of problems, 

each with their own intricate set of causes, and aims directly at the spectre of anxiety.’66 (pg xi) 

There is very little research on resilient systems, despite commentary on how stressed and 

dysfunctional some healthcare organisations can be. If focussing on building resilience, Traynor 

suggests using supervision, formal or informal, and peer-support using a consciousness raising 

                                                           
62 Bagnall, A.M., Jones, R., Akter, H., and Woodall, J. (2016) Interventions to prevent burnout in high risk 
individuals: Evidence review. Public Health England, London, England 
63 Awa, W.L., Plaumann, M., and Walter, U. (2010) Burnout prevention: a review of intervention programs. 
Patient Education Counsel 78, 184-90. 
64 Brennan, E.J. (2017) Towards resilience and wellbeing in nurses. British Journal of Nursing, 26, 43-47. 
65 Hills, R. (2016) The Authority Guide to Emotional Resilience: strategies to manage stress and weather storms 
in the workplace. Authority Guides. 
66 Traynor, M. (2017) Critical Resilience for Nurses. An Evidence-Based Guide to Survival and Change in the 
Modern NHS. Oxon: Routledge. 
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approach, which reframes individual experience within contextual factors of upstream pressures and 

decisions. As discussed elsewhere in this report creating quality such supervisory and peer-support 

systems, and reflexive spaces requires organisational investment.  

2.5.2 Reflective practice  

The importance of creating reflective spaces is a recurrent theme across the literature and 

qualitative interviews. It is striking that local innovation includes the re-introduction of 30 minute 

shift handovers and end of the week peer support sessions. Although the authors propose the 

development of opportunities for reflective practice, it is recognised that not all frontline staff 

groups within the NHS have reflective practice as part of their training or may find it logistically 

difficult to implement (e.g. for paramedics).  

Schwartz Center Rounds were developed in the US to promote compassionate care where patients 

and the staff caring for them relate to each other in a way that gives hope to the patient and support 

to the caregiver. These Rounds function at an organisational level bringing together non-clinical and 

clinical staff from across the healthcare setting. Unlike ward rounds which focuses on patients and 

their treatment, staff are encouraged to discuss any psychological, emotional and social challenges 

experienced with their work in a confidential and safe space. A recently completed evaluation of 

Schwartz Rounds in the England found improved wellbeing for regular attenders compared to non-

attenders, changes in behaviour towards patients and colleagues, and in hospital culture.67 

2.5.3 Workload management  

Two Australian hospitals developed a nursing workload management initiative to reduce 

occupational stress and the high turnover rate in nursing staff. The focus was on workload and 

reviewed using a nursing workload tool, an assessment of nursing workload across all wards and 

units, noting additional nursing posts required to meet any shortfalls, review a long-term 

recruitment strategy by expanding a nursing graduate programme with increased clinical supervision 

and support and a recruitment campaign for new graduates and continuing employees.68 An 

evaluation of this intervention found significant reductions in psychological distress and emotional 

exhaustion, an increase in individual job satisfaction, improvement in system capacity, a reduction in 

job demands and an increase in resources, and a reduction in staff turnover in one hospital. 

2.5.4 Workplace mental health training for managers 

A trial of manager mental health training within a large Australian fire and rescue service appeared 

to result in a significant reduction in work-related sickness absence at 6 months, (around 6.45 hours 

per employee per 6 months).69 This was also associated with a return of investment of just under 

£10 for every pound spent on this training. The total cost of the training programme was £625.55 

                                                           
67 Maben, J., Taylor, C., Dawson, J. et al. (2017) A realist informed mixed methods evaluation of Schwartz 
Center Rounds in England. A ‘first look’ summary. Retrieved on 1 Nov 2017 from: https://njl-
admin.nihr.ac.uk/document/download/2011408  
68 Rickard, G., Lenthall. S., Dollard, M., Opie, T., Knight, S., Dunn, S., et al. (2012) Organisational intervention to 
reduce occupational stress and turnover in hospital nurses in the Northern Territory, Australia. Collegian (Royal 
College of Nursing, Australia) 19, 211-2. 
69 Milligan-Saville, J.S., Tan L,, Gayed, A., et al. (2017) Workplace mental health training for managers and its 
effect on sick leave in employees: a cluster randomised controlled trial. The Lancet Psychiatry, October, DOI: 
10.1016/S2215-0366(17)30372-3   

https://njl-admin.nihr.ac.uk/document/download/2011408
https://njl-admin.nihr.ac.uk/document/download/2011408
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per manager. The RESPECT Manager Training Programme was delivered in one, 4-hour interactive 

session. The programme combined mental health knowledge and communication training; and 

featured the effects of common mental health problems in the workplace, senior officers’ roles and 

responsibility with regards to employee mental health, and the development of effective skills for 

discussion mental health issues with staff. The programme had a significant positive effect on 

managers’ confidence and behaviour in dealing with mental health issues among staff. 

Appendix 7 provides examples of guidance and resources developed by the NHS, professional bodies 

and charities.  

Appendix 8 provides examples of international, national and local good practice.  

2.5.5 Commentary 

Preventive strategies are critical given the extremely high levels of psychological stress and trauma 

in the healthcare workforce. Prevention is at the centre of recent public policy on workforce mental 

health. Given the project’s focus on systemic and organisational change, the review highlights the 

limited number of organisational and team level preventive interventions that have an evidence 

base: Psychological First Aid, Trauma Risk Management (TRiM), Reflective Practice, Workload 

Management and Workplace Mental Health Training for Managers.  

There are a range of individual interventions for which the evidence base is variable. Within the 

context of this project a central question is: what systemic and organisational actions can support 

locally tailored preventive strategies to be innovated, selected and sustained?  

A striking finding from both the literature review and the qualitative interview is that the preventive 

strategies being developed in services are a ‘return to basics’ for example building in handover times 

within shifts and introducing activities that support reflective practice such as peer supervision. The 

recent evaluation of Schwarz Rounds in the NHS found improved wellbeing for regular attendees, 

changes in behaviour towards patients and colleagues, and changes in hospital culture.  

The concept of resilience has had a great deal of attention in relation to health care professionals, 

with a particular focus on individual resilience. However, relatively little is known about resilience to 

psychological stress and what constitutes a healthy adaptation to psychological stress and trauma. 

Further, the focus on individual resilience has been strongly criticised within the critical resilience 

literature and by members of the healthcare workforce (this was evidenced in the qualitative 

interviews also) as disconnected by the organisational, systemic and societal pressures discussed 

across this report.  

Further research needs to be undertaken on organisational and team resilience; and to investigate 

what healthy adaptation to psychological stress and trauma at individual, team and organisational 

levels and how effective it is.  

 

2.6 Implementation 

Despite growing Governmental, employer and public awareness of the importance and need to 

promote workplace mental health and wellbeing, implementing psychosocial interventions and best 

practice appear to be slow, both in the public and private sector.  



31 January 2018 Draft 1.7 
 

23 
 

2.6.1 Challenges  

Employers face several challenges in implementing workplace psychosocial interventions to prevent 

and improve the mental health and wellbeing of employees. The Deloitte Centre for Health Solutions 

list five:70 

 A failure of employers to prioritise mental health and wellbeing in the workplace 

 Having reactive rather than proactive and preventive policies 

 A lack of insight regarding current performance  

 A poor evidence base to measure the return on investment of wellbeing strategies 

 A lack of collective knowledge of best practice.  

2.6.2 Successful implementation  

Overcoming these challenges, according to Deloitte, entails collective action for stakeholders. In 

order to implement a wellbeing strategy, employers must deal with the challenges listed above by 

taking responsibility for creating a culture of awareness and support of staff mental health.216 

According to PRIMA the key issues for success in interventions to manage psychosocial risk in the 

workplace include:63 

 organisational readiness to change 

 having a realistic intervention strategy that can be incorporated in daily work practices 

 comprehensive intervention strategy to include primary, secondary and tertiary prevention 

 supporting continuous improvement and not just ‘one-off’ activities.  

2.6.3 Embedding a psychosocial safety climate 

The Mental Health Commission in Canada conducted a case study project to examine the 

implementation and sustainability of their workplace standards in 40 organisations.71 The study 

found varying degrees of implementation at one year follow up with 21% demonstrating further 

progress, 33% regressing and 46% staying the same as at baseline. All organisations reported a 

positive psychosocial safety climate. Organisational participation (including and consulting with 

employees) was very important to an organisation sustaining and improving its implementation 

process. The following themes are important to implementation: embedding psychosocial health 

and safety in the organisation, programmes are based on determination of needs and tailored to the 

organisation’s characteristics, a succession plan to ensure continuation, and partnerships with 

internal department and other organisations. 

In the UK, Thriving at Work174 and the West Midlands Combined Authority Mental Health 

Commission72 piloted approaches will be valuable to monitor. 

                                                           
70 Hampson, E., and Soneji, U. (2017) At a tipping point? Workplace mental health and wellbeing. Deloitte 
Centre for Health Solutions. Mar 2017. 
71 Mental Health Commission of Canada (2017) Sustaining implementation of the WORKPLACE Standard. One-
year follow-up study with case study research project participants. Retrieved from: 
mentalhealthcommission.ca  
72 Health Foundation (2017) Bold ideas for better wellbeing in the workplace. Newsletter. 29 June. 
http://www.health.org.uk/newsletter/bold-ideas-better-wellbeing-workplace  

http://www.health.org.uk/newsletter/bold-ideas-better-wellbeing-workplace
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2.6.4 Commentary 

Implementation of workplace mental health and wellbeing interventions requires employers to: 

prioritise mental health and wellbeing, have pro-active and preventive policies, have insight about 

current performance (for example recruitment, retention and presenteeism), have good evidence on 

the return of investment for wellbeing strategies, and a collective knowledge of best practice. A 

systematic implementation life cycle for workplace programmes supports continuous improvement, 

as will organisational readiness and a realistic and comprehensive intervention strategy.  

The Mental Health Commission of Canada case study project for its psychological health and safety 

(PHS) workplace standards found that organisations, which successfully implemented and sustained 

them: embedded them in the organisation, had needs based programmes that were tailored to the 

organisation’s characteristics, put in place a succession plan to ensure PHS’ continuation, and had 

strong internal and external partnerships.  

Given the need and opportunity to develop the evidence base for psychosocial health and safety, the 

ERG could integrate implementation science including the scalability and transferability of 

interventions considering locations, specialisms, roles and grades of healthcare staff.  
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3. Secondary Data Analysis 

The secondary data analysis used existing data to provide an indication of the extent of workplace 

stress in the workforce. Workplace stress is a subjective experience and can be difficult to measure 

directly in the workplace without a specifically designed tool. There are limited direct measures 

which record stress at work at a workforce level. Nevertheless, an indication of the extent and 

spread of workplace stress can be deduced from existing workforce statistics. 

3.1 NHS Workforce Statistics on sickness absence 

Rates of workplace absence can be used as a proxy indicator for workplace stress.  Generally 

speaking, lower recorded levels of sickness absence suggest actual lower rates. However, the 

statistics can also indicate idiosyncrasies due to reporting differences and causes of absence.  

Nationally there has been a small decrease in the annual sickness rate across the NHS since 2009. 

The rate across England appears to be relatively stable since 2010; and the national level is 4.16%. 

(NHS Digital, Annual sickness absence rates, England 2009-2017)73 

Across the country the lowest rates of absence have been recorded in London and the south east.  

The highest absence rates were seen in the north, midlands and south west of England. (NHS Digital, 

Annual sickness absence rates by region, 2016-2017) 

When sickness absence is compared against pay band the more senior bands appear to have much 

lower rates of absence 1.47% for the highest pay band (£100,400) compared with 6.12% for the 

lowest (£15,400). (NHS Digital, Sickness absence by pay band)74 These patterns may indicate 

reporting issues; and that higher pay bands incorporate smaller numbers of staff.75 

When analysing rates of absence which vary by staff group, front line staff appear to have higher 

sickness absence rates than non-medical staff, except for HCHS doctors and non-medical MCHS staff  

appear to contradict the trends. (NHS Digital, Annual sickness absence rates by staff group, 2016-

2017 (Apr-Mar).76 

Ambulance Trusts, Mental Health and Learning Difficulty Trusts and Community Provider Trusts have 

higher levels of sickness absence than the national average (Sickness absence rates by organisation 

type, Jul-Sept 2016).77 By contrast, Acute, Special Health Authorities, commissioning support groups 

and clinical commissioning groups have lower levels of sickness absence. This seems to support the 

pattern of higher sickness absence rates in front line staff.   

 

 

                                                           
73 NHS Sickness Absence Rates, Annual Summary Tables, 2009-10 to 2016-17. Retrieved from: 
http://content.digital.nhs.uk/pubs/sickabsratemar17  
74 Note: These data do not include bank staff and number of days lost to sickness absence 
75 Processed using data taken from the Electronic Staff Record Data Warehouse and retrieved from: 

http://www.nhsemployers.org/your-workforce/pay-and-reward/agenda-for-change/pay-scales/annual  

76 NHS Digital (July 2017): http://content.digital.nhs.uk/pubs/sickabsratemar17. Processed using data taken 
from the Electronic Staff Record Data Warehouse 
77 NHS_Sickness_Absence_Rates_April_2017_Tables.xls. https://digital.nhs.uk/catalogue/PUB30063    

http://content.digital.nhs.uk/pubs/sickabsratemar17
http://www.nhsemployers.org/your-workforce/pay-and-reward/agenda-for-change/pay-scales/annual
https://digital.nhs.uk/catalogue/PUB30063
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3.2 Causes of absence 

The ONS Workforce Survey provides an insight into absence across all employers. Two main findings 

are relevant for this report: 

1) The public sector has a higher overall rate of absence (2.9%) compared with that of the 

private sector (1.7%) in 2016, and 

2) 11.2% of public sector absences are linked to stress and anxiety compared with 6.3% in the 

private sector. 

3.3 Positive and negative links with work related stress among NHS staff 

The organisation type with the highest proportion reporting stress at work include Ambulance Trusts 

(49%), along with Mental Health / Leaning Disability Trusts (41%) (NHS Staff Survey 2017). 

A series of correlations (Pearson’s) were conducted to examine which factors appeared correlated 

with stress at work. The strongest relationships with stress at work were ‘Discrimination at work’ 

and ‘Attending work while feeling unwell’; closely followed by ‘Experiencing harassment either from 

staff or patients’.  Interestingly, ‘Experiencing physical violence at work from patient or staff’ had a 

weaker correlation with ‘Feeling unwell due to work related stress’. Having an appraisal in the 

previous 12 months, and having colleagues experiencing harassment or violence had no or almost no 

correlation with being unwell due to work related stress. 

A large number of factors had a negative correlation with feeling unwell due to workplace stress.  

The strongest were: effective use of patient user feedback, being valued by the organisation, good 

communication with management and overall engagement and quality of appraisals. It appears that 

having a high-quality appraisal is much more relevant than having an appraisal in the preceding 12 

months. 78 79 

As part of the NHS Staff Survey, data are collected on the CQUIN (Commissioning for Quality and 

Innovation) indicators, one of which (Indicator 1a) concerns improvement of staff health and 

wellbeing. Within this indicator there are three questions asking staff about their organisation’s 

action on health and wellbeing and whether they have experienced work-related stress. A 12.2% 

reduction was found in the percentage of staff reporting feeling unwell due to work-related stress 

between 2015-2016.  

There was an increase in staff reporting that their organisation took positive action on the health 

and wellbeing of staff. Some caution is needed when interpreting these data due to variations in 

response rates. 

The strongest relationships with stress at work reported in the NHS Staff Survey were: discrimination 

at work, attending work while feeling unwell and experiencing harassment at work either from staff 

or patients. 

                                                           
78 Hospital and Community Health Services (HCHS): Sickness Absence Full Time Equivalent Days Lost 

by Organisation Type, Staff group and reason for Absence, England, 31 December 2015 to 30 

November 2016. 

79 NHS Digital: https://digital.nhs.uk/catalogue/PUB30063  

https://digital.nhs.uk/catalogue/PUB30063
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The more senior bands had much lower rates of sickness absence (1.47%) than the lowest (6.12%). 

However, this may reflect more rigorous recording of frontline staff and lower numbers of staff in 

senior bands. Frontline staff appeared to have higher sickness absence that non-medical staff except 

for HCHS doctors and non-medical MCHS staff. It is noteworthy that managers and senior managers 

in Community, Mental Health and Acute Trusts were amongst the staff groups with the highest 

levels if absence due to stress, anxiety and depression (depending on Trust type from 23.7% to 

27.3% among managers; and from 26% to 31% among senior managers).  

Higher levels of sickness absence than the national average were recorded in: Ambulance, Mental 

Health and Learning Disability and Community Provider Trusts. Ambulance (49%) and Mental Health 

and Learning Disability (41%) Trusts had higher proportion of staff reporting stress at work. This 

echoes the literature review’s findings about most vulnerable groups of staff.  

Geographically, the lowest rates of absence were recorded in London and the south east; and the 

highest rates in the north, the midlands and the south west.  

NHS Digital provided experimental statistics on reasons for absence indicating that it would be 

valuable for the project to explore what other workforce mental health statistics could be sourced 

from further analysis of existing data. 
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4. Qualitative Interviews  

This section reports the findings of thirty qualitative interviews with key experts from a range of 

different organisations with an interest or focus on the health and wellbeing of the NHS workforce. 

Some experts were directly employed by NHS Trusts but others were academics or consultants 

working in the field.  

4.1 The challenges identified  

The problems identified by experts were wide ranging depending on their role (e.g. what they were 

employed to do) and the organisation they worked for. Staff were said to experience work-related 

stress regularly. Much of the stress was intrinsic to the work itself, such as a baby dying; but 

contextual factors as discussed in the literature review take their toll too such as resource pressures.  

 

4.1.1 Resource pressures 

Resource pressures highlighted were: staff shortages, lack of beds, high demand for services and 

system reporting such as Government targets, which risk financial penalty if they are not met. As 

well as this financial pressure, many of the targets did not make sense to doctors in the department, 

and often resulted in a lack of engagement.  Services were considerably underfunding resulting in 

services constantly running at a loss and financial managers looking to cut costs, often staff costs. 

With this pressure staff have been asked to generate income, which may be outside of their 

professional training and create dissonance with professional practice.  

In going wider still, some of the main problems with the NHS current situation were seen in terms of 

political causes. For example, a failure in workforce planning to take into account the ageing 

population and training enough nurses to meet the growing demand. Another issue concerns nurses 

retiring to escape difficult working environments. 

 

4.1.2 Emotional/moral distress 

Another expert highlighted the importance of moral distress (evidenced in the literature) where 

nurses feel unable to provide the sort of care they would like because they are so stretched in terms 

of their workload – something that may have become worse over the past decade. It can take 

considerable time for staff to seek help for their psychological stress or mental health problems.  

The difficulties were also seen from a psychoanalytical/systemic and political perspectives which 

generates anxiety and denial in individuals and in the whole system. 

I know who have been training doctors, training nurses, training other practitioners, have 

found people in the system saying ‘get over it’ basically.  And it is in that first ‘get over it’, 

that’s where the practitioner starts to get into denial about, and not noticing, and feeling 

that it is not legitimate for them to feel that strain and cost.   
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4.2 Individual Resilience 

Individualised solutions such as the use of resilience was critiqued as inadvertently pointing the 

blame at the individual for not being able to cope in a system that is not working well. Attempts to 

deal with wider system issues or adversities by targeting individual staff might exacerbate issues 

concerning the mental health of staff, while masking problems linked to the wider system. 

 

4.3 Reflective practice and restorative/supportive supervision 

Having protected time and a safe space to discuss and reflect on events arising from work and the 

patients they worked and its impact on them with was considered critical. Localised solutions 

included having a protected 30 minutes at the end of every shift for reflective discussion and peer 

support; and a lead psychologist in a Trust organising a peer group session for support, supervision, 

debrief, case management every Friday at 4pm. It can take time to fully establish a robust reflective 

practice and supervision; one expert explained that it had taken 7 years to embed fully. Staff 

supervision needs to be performed well as an opportunity for reflection and restoration not just 

checking work completion.  

 

4.4 Managing workload 

According to one expert attempts to prevent psychological stress in staff at organisational level 

involves addressing issues about workload including on-call rotas, flexible working and policies, 

childcare support and practices, administrative and managerial support and leadership and practical 

support. 

 

4.5 Good management and leadership and support for managers/leaders 

Whilst the importance of good management was recognised, observations were made about 

selecting good managers rather than promoting good clinicians; adequately developing new 

managers; supporting managers in general and specifically recognising the stress experienced by 

senior managers. 

 

4.6 Pathways to support and support for staff 

A number of experts described the pathways to support for staff experiencing work-related stress or 

trauma. Issues were raised about the impact of outsourcing / privatising occupation health: a lack of 

connection and communication, a limited screening and assessment service, a focus on signposting 

or referring back into public services, and provision of limited support (in terms of approaches and 

numbers of sessions).   
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4.7 Health and wellbeing leads 

In terms of successful implementation of health and wellbeing initiatives, it is important to secure 

the ‘buy in’ from Board members which was also important for improving the Trust’s culture. 

Implementation of health and wellbeing programmes or reflective practice opportunities presented 

a challenge to some leads where Trusts employ a large number of staff who are spread over a wide 

geographical area, including those employed in community-based services. Other challenges with 

implementing a health and wellbeing agenda within their Trust included problems with convincing 

their managers to take this up with the Board. One of the main reasons for this was because of the 

chronic stress levels senior managers in the Trust were experiencing. Taking this agenda seriously 

and finding a suitable space to support staff experiencing work-related psychological stress and 

trauma to provide counselling or psychotherapy was another challenge. 

It is important also that staff are given the time to attend health and wellbeing sessions which could 

be a challenge where workloads are demanding. Given promoting and improving the health of staff 

is such as important priority the way it is adopted by a Trust needs to be done appropriately, rather 

than as a bolt on. 

Where Trusts are motivated to develop a health and wellbeing programme for staff there are many 

resources available to them (see those described in Appendix IV). Trusts vary in why they adopt this 

agenda or not.  

 

4.8 Psychological health and safety 

One expert illustrated in the work done in Canada around psychosocial risk factors and the 

importance of the terms used to promote the health and wellbeing agenda in the workplace. 

Psychological health and safety located mental health at work usefully as occupational health and 

safety, giving staff a clearer sense of how it fits with workplace including organisational 

responsibilities.  

 

4.9 Commentary 

The qualitative interviews confirmed several of the points discussed in the literature. Common 

themes were the importance of:  

 addressing contextual factors; 

 taking action at systemic and organisational levels, including actions that support local 

innovation and restoring the ‘basics’ of professional practice such as: taking breaks, creating 

routine spaces for reflective practice (shift handovers, group peer supervision, and 

supportive and restorative line manager supervision); 

 avoiding individualised interventions that inadvertently create a sense of individual failure; 

and  

 developing mechanisms for identifying signs and symptoms, and clearer pathways to 

support for staff experiencing psychological stress or trauma.  

Additionally, the qualitative interviews identified the need to: 
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 undertake further research to distinguish between psychological stress and trauma 

associated with the character of the work itself, and that associated with the context 

(systemic, organisational) in which the work takes place;  

 review what independent occupational services provide, how accessible services are and if 

they connect well with the Trust to support staff well; 

 implement learning from health and wellbeing leads to ensure health and wellbeing 

interventions for staff are integral to the day to day operation of services; and  

 consider ways to specifically support senior managers and others in leadership roles. 
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5. Health Economics 

The purpose of this health economics analysis is to estimate, to the extent possible with available 

data, the cost to the National Health Service (NHS) of work-related stress and psychological trauma 

among NHS employees. This section also describes future work and next steps to improve 

understanding about the cost of work-related stress and psychological trauma among NHS staff. 

Three categories of costs related to workplace-related stress and psychological trauma are 

considered: sickness absence, presenteeism and turnover.  

5.1 Sickness absence costs 

Sickness absence costs consist of three elements: direct costs, indirect costs, and absence 

management costs.80 NHS Digital only includes data relevant for estimating the direct costs, so the 

indirect and management costs of absences are not included in this analysis. 

Absence data 

The cost of stress-related sickness absences across the NHS are presented in Table 1 below.  

Table 1: Cost of stress-related sickness absences across the NHS 

Year 
Sickness 
absence days: 
All causes 

Sickness absence 
days: 
Stress-related 

Cost of 
absence: All 
causes 

Cost of absence: 
Stress-related 

2015 19,350,000 3,837,000 £1,975,000,000 £391,500,000 

2016 18,360,000 3,825,000 £1,894,000,000 £394,600,000 

 

Future Work  

More precise estimates of costs attributable to work-related stress and psychological trauma will 

require better reporting and data about absences, including detailed information about the cause of 

absence. Collecting this data as part of usual absence management may not be feasible due to the 

additional burden it would place on staff and line managers. As an alternative, the NHS Staff Survey 

could be extended to provide more detailed information on absences, cause of absence, and the 

indirect cost of absences for a subset of employees. 

Future work should also examine the friction costs of NHS sickness absences, including absences due 

to workplace-related stress and psychological trauma. These costs focus on the cost of training 

replacement staff to fill in during absences and the lost productivity while replacement staff get up 

to speed in the workplace. More data about how absences and staffing shortages are covered will be 

required to estimate these costs. 

 

                                                           
80 Bevan, S., and Hayday, S. (2001). Costing Sickness Absence in the UK (No. IES Report 382). Brighton, UK: The 
Institute for Employment Studies. Retrieved from http://www.employment-
studies.co.uk/system/files/resources/files/382.pdf.  

http://www.employment-studies.co.uk/system/files/resources/files/382.pdf
http://www.employment-studies.co.uk/system/files/resources/files/382.pdf
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5.2 Presenteeism costs 

Presenteeism is a more recent concept than absence that is not consistently defined in the 

literature. Data measuring presenteeism in the NHS system currently does not exist. Some recent 

reports have estimated the cost of presenteeism in the NHS or UK workforce more broadly,81 but 

these estimates rely on very broad assumptions.  

Future work 

One quick next research step is to examine the correlation between the existence of presenteeism 

(as measured by the NHS Staff Survey) and various patient outcome and satisfaction indicators, such 

as rates of medical errors. These correlations can illustrate the extent to which presenteeism is 

associated with degraded outcomes, which will improve knowledge about the types of costs likely 

associated with presenteeism within the NHS. If more precise estimates of the cost of workplace 

stress-related presenteeism in the NHS is a priority, an important first step would be to begin 

measuring presenteeism, at least on a small scale, using a validated survey instrument, such as the 

World Health Organization Health and Work Performance Questionnaire.82  

 

5.3 Staff turnover costs  

A rough estimate of the cost of staff turnover related to workplace stress and psychological trauma 

was created. 

Table 2: Cost of leavers in the NHS for reasons possibly associated with workplace stress 

 Reason for leaving 

Cost of leavers (£ Million) 

2015 2016 

Low High Low High 

Retirement - Ill Health 2.8 19.9 2.8 20.1 

Voluntary Resignation – Health 6.9 49.6 7.9 57.3 

Voluntary Resignation - Incompatible Working Relationships 3.0 21.5 3.2 22.8 

Voluntary Resignation - Lack of Opportunities 6.2 45.0 6.1 43.7 

Voluntary Resignation - Work Life Balance 32.6 235.3 34.3 247.4 

                                                           
81 For example: Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. 
London: Centre for Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-
mental-health-at-work-the-business-costs-ten-years-on. 
Thriving at Work: The Independent Review of Mental Health and Employers. (2017). Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-
stevenson-farmer-review.pdf.  
82 Kessler, R.C., Barber, C., Beck, A., Berglund, P., Cleary, P. D., McKenas, D., and Wang, P. (2003). The World 
Health Organization Health and Work Performance Questionnaire (HPQ): Journal of Occupational and 
Environmental Medicine 45(2), 156–174. https://doi.org/10.1097/01.jom.0000052967.43131.51.  

https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://doi.org/10.1097/01.jom.0000052967.43131.51
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These estimates include all turnover for the listed reasons, not just turnover that is also related to 

workplace stress and psychological trauma.  

 

5.4 Discussion of related estimates  

In September 2017 the Centre for Mental Health published a 10-year update of its previous report 

on the cost to employers of mental health issues at work, including both work-related and non-

work-related mental health problems.83 The assumptions in the Centre for Mental Health analysis 

are imprecisely discussed and are poorly sourced. Neither the studies used to update the multiplier 

nor the literature review they say they have published are cited. This makes it very difficult to assess 

the reasonableness of their assumptions. 

In October 2017 the Thriving at Work review of the cost of poor mental health at work was 

published, along with an accompanying technical report by Deloitte.84 The full set of assumptions, 

data, and models used to estimate the figures are not published.  

Although it is encouraging that more research and technical reports are being produced in this area, 

more robust and transparent methods are needed to advance the work of estimating the cost of 

poor mental health to employers and inform employer decision making about investment workplace 

programs to mitigate the effects of stress and psychological trauma. 

 

5.5 Benefits and costs of workplace programmes  

Estimating the benefits and costs of workplace programmes targeting individual employees or 

workplaces at large is difficult. Individual-focused interventions like mindfulness therapy, screening 

for depression and anxiety, and cognitive behavioural therapy (CBT) are much easier to replicate and 

standardize. Although the effect of these interventions on absence, presenteeism, and turnover is 

not clear, they are easier to cost. For example, the unit cost of a group mindfulness-based cognitive 

therapy intervention is estimated to be £173 per session for a group of up to 12 people.85 Workplace 

screening for depression and anxiety costs £33 per person, and follow-up with 6 sessions of CBT 

costs £259 per person.86 While the impact of these interventions on employer costs is unknown, one 

next step would be to estimate what benefit would be needed for these programs to be cost-saving.  

                                                           
83 Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. London: Centre 
for Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-
at-work-the-business-costs-ten-years-on.  
84 Monitor Deloitte. (2017). Mental health and employers: The case for investment: Supporting study for the 
Independent Review. Retrieved from 
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-
employers-monitor-deloitte-oct-2017.pdf.  
Thriving at Work: The Independent Review of Mental Health and Employers. (2017). Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-
stevenson-farmer-review.pdf.  
85 Curtis, L., and Burns, A. (2016). Unit costs of health and social care. Canterbury: Personal Social Services 
Research Unit, University of Kent. 
86 Curtis, L., and Burns, A. (2016). Unit costs of health and social care. Canterbury: Personal Social Services 
Research Unit, University of Kent. 

https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-employers-monitor-deloitte-oct-2017.pdf
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-employers-monitor-deloitte-oct-2017.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
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5.6 Commentary 

Undertaking this health economics identified the limitations of existing definitions and data sets. It 

highlighted the importance of clarity of purpose for health economics analysis. What are the 

questions, which the NHS needs health economics to answer?  

Options for future work are identified.  

Absence 

 the NHS Staff Survey could be extended to provide more detailed information on absences, 

cause of absence, and the indirect cost of absences for a subset of employees. 

 Research into the friction costs of NHS sickness absences, including absences due to 

workplace-related stress and psychological trauma. 

In terms of improved data collection, the authors observe that the healthcare system would need to 

consider what data collection is feasible and what resources are available to achieve quality data and 

analysis.  

Presenteeism  

 examine the correlation between the existence of presenteeism (as measured by the NHS 

Staff Survey) and various patient outcome and satisfaction indicators, such as rates of 

medical errors.  

 begin measuring presenteeism, at least on a small scale, using a validated survey instrument, 

such as the World Health Organization Health and Work Performance Questionnaire.87  

Given the persuasive and strategic planning value of health economics analysis, the authors 

comments on recent policy publications indicate the need for a critical discussion about health 

economics methodology informed by the reporting of more robust and transparent methods. 

 

  

                                                           
87 Kessler, R. C., Barber, C., Beck, A., Berglund, P., Cleary, P. D., McKenas, D., Wang, P. (2003). The World Health 
Organization Health and Work Performance Questionnaire (HPQ): Journal of Occupational and Environmental 
Medicine, 45(2), 156–174. https://doi.org/10.1097/01.jom.0000052967.43131.51.  

https://doi.org/10.1097/01.jom.0000052967.43131.51
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6. Discussion  

There is an urgent need to invest in the psychosocial health and wellbeing of the healthcare 

workforce.  

6.1 Definitions  

The authors present the working definition of psychological stress and trauma developed by the 

commissioners of this report; and cite definitions commonly used in the literature for different forms 

of trauma and resilience as well as the emerging concept of the Psychosocial Safety Climate. Given 

that there are multiple terms and definitions used regarding workforce mental health and wellbeing, 

it would be valuable for the ERG to create a glossary for the project.   

 

6.2 Contextual factors  

A clear message from this report is that contextual factors (funding, quality of care and patient 

safety, growing demand for healthcare, and staff retention) must be addressed.  

The report outlines the multiple policy levers available to address these macro issues including 

Thriving at Work and Improving Lives; and health and safety, and occupational health standards. The 

involvement of strategic actors such as Health Education England and the NWSDU in this project 

provides opportunities for the ERG to consider the macro public policy issues that impact 

organisational, team and individual psychological health; and to identify ways in which Government 

Departments and public bodies (including NHS Digital, NHS Employers, NHS Improvement and Public 

Health England) can address these.  

 

6.3 Leadership and management  

The project’s focus on systemic and organisational change indicates the importance of leadership to 

create cultural change. The need for change and challenge within and outside of the NHS highlights 

the importance of courageous and persistent leadership. The authors note the growing evidence 

base for transformational leadership within the NHS organisations. Further, the promotion of West 

and colleague’s Collective Leadership approach within some NHS organisations provides 

opportunities to evaluate its effectiveness. These leadership approaches are complemented by 

learning from current NHS good management practice.   

 

6.4 Creating healthy workplaces  

There is a growing recognition that cross-disciplinary collaboration is vital if we are to achieve 

fundamental change in the mental health field including workforce mental health and wellbeing. 

HEE’s commissioning of the NWSDU to undertake this project is a recognition of the Tavistock’s 

contribution to understanding of organisations and systems; an approach that draws on 

psychoanalytic and social system theoretical traditions. The World Health Organisation’s inclusion of 

psychosocial environment within its healthy workplaces model was a precursor to the current policy 

interest in psychosocial safety as one way to address psychological injury at work (see Appendix 1).  
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The authors propose that the ERG considers how to integrate these complementary bodies of work 

into the project’s output.  

Targeting prevention and support  

Forms of psychological stress and trauma are highest in particular professional specialisms: forensic, 

hospice, ICU, emergency departments, paramedic and psychiatric nursing. However, it important to 

identify gaps in existing evidence for example for particular groups within the healthcare workforce, 

forms of psychological injury such as Secondary Traumatic Stress experienced by non-clinical staff, 

and non-hospital settings. Risk is heightened for staff who are exposed to ‘job stressors’, who have 

particular individual characteristics and those with a personal history of trauma. The secondary data 

analysis and qualitative interviews highlighted the need to support managers including senior 

managers. The high levels of psychological trauma amongst health care staff means that it is 

important to continue a focus on trauma informed approaches and access to therapeutic support.  

Critical resilience  

The concept of resilience has had a great deal of attention in relation to healthcare professionals, 

with a particular focus on how to promote, build and maintain individual resilience. The emphasis on 

individual resilience particularly in the nursing literature has been critiqued; firstly, because of the 

lack of robust evidence for individual resilience interventions and, secondly, and importantly 

because the individual resilience discourse does not address wider system issues (such as the lack of 

resources and excessive workloads) and so lacks credibility amongst healthcare staff. Given the local 

innovation for mental health and wellbeing is happening in the NHS, it would be valuable to explore 

the organisational and systemic actions that would create space within the system for staff to select 

and tailor activities.  

Preventive strategies   

The secondary data analysis found that the strongest relationships with stress at work reported in 

the NHS Staff Survey were: discrimination at work, attending work while feeling unwell and 

experiencing harassment at work either from staff or patients. Effective patient user feedback, being 

valued by the organisation, good communication with management, overall engagement and quality 

of appraisals had the strongest negative correlation with feeling well.  

As fewer preventive strategies have been developed at the organisational level, there is a need to 

invest in their development and evaluation. Within this in mind, the report discusses organisational 

interventions: Psychological First Aid, Trauma Risk Management, reflective practice, workload 

management, and workplace mental health training for managers); some of which have a strong 

evidence base and others are ‘promising approaches’.  

Restoring the basics  

A recurrent theme in the literature and qualitative interviews as well as in contributions at the 

NWSDU’s workshop and Expert Reference Webinar was the need to restore the ‘basics’ of 

professional practice such as: taking breaks, creating routine spaces for reflective practice (shift 

handovers, group peer supervision, and supportive and restorative line manager supervision). In 

some Trusts local innovation has started to re-establish core routines, which have been stripped out 



31 January 2018 Draft 1.7 
 

38 
 

of services due to the contextual factors noted above. The evidence base for reflective practice has 

been strengthened by the recent positive evaluation of Schwarz rounds in the NHS.  

Supporting staff 

There is a need to strengthen mechanisms for identifying signs and symptoms of psychological 

distress and trauma; and developing clearer pathways to support for who are distressed and 

traumatised.  

The concerns raised about the accessibility, quality, scope and connectedness of occupational health 

services outsourced to private providers indicates the need to review these services; and consider 

how occupational health can systemically contribute to a Psychosocial Safety Climate. 

More broadly, the project’s outcome will benefit from Health and Wellbeing Leads’ learning about 

the challenges (and successes) of making health and wellbeing interventions for staff integral to the 

day to day operation of services.  

Health Economics  

The health economics review identified the limitations of existing definitions and data sets. Further, 

it highlighted the importance of clarity of purpose for health economics analysis. What are the 

questions, which the NHS needs health economics to answer?  

In terms of improved data collection, the authors observe that the healthcare system would need to 

consider what data collection is feasible and what resources are available to achieve quality data and 

analysis.  

Given the persuasive and strategic planning value of health economics, the authors comments on 

recent policy publications’ analysis indicate the need for a critical discussion about health economics 

methodology informed by the reporting of more robust and transparent methods. 

Research  

The Research Council UK statement of cross-disciplinary collaboration for mental health, and 

Department of Health’s Framework for Mental Health Research signal a reorientation in the 

investment of research funding by Government and other funders.  

Potential research topics include: 

 distinguishing between psychological stress and trauma associated with the character of the 

work itself, and that associated with the context (systemic, organisational) in which the work 

takes place;  

 investigating what healthy adaptation to psychological stress and trauma is at individual, 

team and organisational levels; 

 evaluating effective prevention strategies that can be scaled and transferred across the 

healthcare system.  

This report highlights the need to invest in research studies into all healthcare disciplines, grades and 

roles (including administrative and ancillary staff).  
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Implementation 

Implementation of workplace mental health and wellbeing interventions requires employers to: 

prioritise mental health and wellbeing, have pro-active and preventive policies, have insight about 

current performance, and a collective knowledge of best practice. Organisations that have 

successfully implemented and sustained psychological health and safety workplace standards: 

embedded them in the organisation, had needs based programmes that were tailored to the 

organisation’s characteristics, put in place a succession plan to ensure their continuation, and had 

strong internal and external partnerships.  

Implementation and sustainability are critical to the healthcare workforce’s mental health and 

wellbeing. Implementation science including the scalability and transferability of interventions 

(considering service locations, multi-disciplinary perspectives, specialisms, roles and grades of 

healthcare staff) needs to be considered by the ERG.  
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1. Methodology  

This section outlines the methodology used to prepare this report: a rapid literature review, 

secondary data analysis, thirty qualitative interviews, and health economics review. The report was 

informed by a NWSDU workshop held in October 2017 (see Appendix 8 for the list of participants) 

and a webinar with the Expert Reference Group held in December 2017 (see Appendix 9 for the list 

of the Expert Reference Group members).  

1.1 Literature Review  

The rapid literature review drew mainly on academic and grey literature published over the last two 

decades, although it included literature published prior to this. Evidence reviews were utilised where 

available. Systematic search methods were employed to identify relevant academic literature from 

six bibliographic databases (EMBASE, Global Health, HMIC Health Management Information 

Consortium, Ovid Medline, PsychINFO, Social Policy and Practice). Broad terms were used (work-

related psychological stress, distress, burnout, trauma, workforce, healthcare, staff, interventions, 

organisation, individual, best practice, absence, sickness absence, turnover, retention, recruitment, 

resilience, organisations, team working, workplace interventions and approaches, support and 

supervision, reflective practice, prevention, health and wellbeing, management and leadership) to 

search for literature. Search results were screened using broad inclusion and exclusion criteria. 

The grey literature (policy documents, reports etc.) were searched using general internet-based 

searches and searches for publications via specific websites (e.g. NHS Employers, GOV.UK, King’s 

Fund, Institute of Employment Studies, Health Foundation, Mental Health Foundation, Centre for 

Mental Health, Mind). Key papers were also crossed referenced for other relevant articles. 

References suggested by the workshop participants, interviewees and Expert Reference Group were 

included where appropriate. A pragmatic rather than systematic approach was used to synthesise 

selected literature.  

 

1.2 Secondary Data Analysis  

Workplace stress is a subjective experience and can be difficult to measure directly in the workplace 

without a specifically designed tool. There are limited direct measures which record stress at work at 

a workforce level. Nevertheless, an indication of the extent and spread of workplace stress can be 

deduced from existing workforce statistics. 

The following sources were used to help identify which staff groups, organisations and geographies 

are most affected. 

 NHS Workforce Statistics - Aug 2017 (NHS Digital)88 

o Sickness Absence at rates in the NHS  

o Cause of absence 

o Reasons for Absence 

                                                           
88 NHS Workforce Statistics – August 2017, Provisional statistics. NHS Digital, 21 November 2017. Retrieved 
from: https://digital.nhs.uk/catalogue/PUB30136 
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 Labour Force Survey – Feb 2017 (Office for National Statistics)89 

o Sickness absence in the labour market (public vs. private sector) 

 NHS Staff Survey - Mar 2017 (National NHS Survey Coordinating Centre)90 91 

o A range of questions concerning staff experiences at work 

o Health and wellbeing CQUIN indicator data (2015-2016) 

Absence rates were calculated by the dividing the number of days of absence by the number of days 

available for work. 

For the staff survey the MS excel function CORREL was used to calculate Pearson Product-Moment 

Correlation Coefficients between "Key Finding 17. Percentage of staff feeling unwell due to work 

related stress in the last 12 months" and a range of other key findings.  The coefficients were to 

indicate where staff follow patterns in their responses to staff survey questions. 

For percentage absence due to stress, anxiety and depression, the percentage of absence due to a 

range of reasons were separately calculated for each staff group in each organisation type.  For each 

staff group the number of absences for each reason was divided by the numbers of absences for all 

reasons for that staff group.  Once these were calculated the percentage of absence due to stress, 

anxiety and depression for each staff group and organisation type were combined in the same chart 

so that they could be compared. 

 

1.3 Qualitative Interviews  

The aim of this qualitative component was to explore issues associated with psychological stress for 

NHS employees and how these could be tackled and resolved. 

Thirty qualitative interviews were undertaken with key experts from a range of different 

organisations with an interest or focus on the health and wellbeing of the NHS workforce. Some 

experts were directly employed by NHS Trusts but others were academics or consultants working in 

the field. Interviewees were recruited from the Workshop held on 7 October 2017, through snowball 

sampling techniques (where a person interviewed suggested someone else for interview) and from 

the literature review. 

Interviews took up to 60 minutes and were carried out between November 2017 to early January 

2018. All interviews were recorded with permission and transcribed verbatim. The data were 

analysed using predefined themes guided by the questions set out in the original tender and other 

themes interpreted from the data. Two raters (Chiara Samele and Norman Urquia) coded the data to 

interpret preset themes or patterns in the data. Summary sheets were used to contain the data from 

the themes.  The analysis was carried out using the summary sheets. NVivo Version 10 (2012) (a 

software package for analysing qualitative data) was used to index and retrieve data for codes 

interpreted from the data. 

                                                           
89 Office for National Statistics: Labour Force Survey. Sickness absence in the Labour Market, 2016. ONS, 9 
March 2017. Retrieved from: 
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datase
ts/sicknessabsenceinthelabourmarket  
90 NHS Staff Survey, 2016. Retrieved from: http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-
Results/  
91 Note: response rates and sample sizes vary across departments, organisation types and demographic 
groups. Smaller sub groups and organisation appear to have more dramatic patterns but they also have larger 
margins of error. 

https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/sicknessabsenceinthelabourmarket
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/sicknessabsenceinthelabourmarket
http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-Results/
http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-Results/
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The key themes (in shaded boxes) and sub-themes covered in this section are shown in Figure 1.

 

Figure 1: Key themes and sub-themes from the qualitative interviews 

 

1.4 Health Economics  

For the health economics review, the individual components of absence costs, presenteeism costs, 

and turnover costs were discussed and relevant data sources were identified. The search for 

relevant data focused on data available through NHS Digital. All costs were considered from the 

employer’s (i.e. the NHS) perspective. Treatment and other health-seeking costs are not included. 

The data review was supplemented by an additional literature search focused on economic costs of 

absences to employers, in both the academic and grey literature. The references of identified 

sources were also reviewed to identify further reports or studies on the economic costs of absences 

and poor mental health among employees to employers. The methods, breakdown of costs, and 

data used in identified studies were examined for their relevance to this analysis. Additional detail 

on the methods used for absence costs, presenteeism costs, and turnover costs is available in 

Appendix 5.  

 

1.5 National Skills Development Unit’s Workshop, 3 October 2017 

The NSWDU’s workshop ‘Enhancing the Management of Psychological Distress and Promoting 

Systematic Resilience in Healthcare Services’ generated additional material from themed discussion 

groups on: the business case to supporting staff psychological wellbeing and resilience in the 

workplace, measurement of impact, establishing what ‘good’ looks like, exploring the barriers, and 

making connections.  
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2. Policy Context 

2.1 Introduction  

The prioritisation of workplace mental health has gained momentum in recent public policy 

with the publication of the: Five Year Forward View for Mental Health (February 2016) and 

the subsequent Health Education Authority Stepping Forward to 2020/21: the mental health 

workforce plan for England (July 2017); and Thriving at Work: the Stevenson / Farmer 

review of mental health and employers (October 2017).  

These reports connect with wider concerns about the employment of people who 

experience mental health problems both with regards to retaining staff and addressing the 

high levels of unemployment and under-employment amongst disabled people including 

people with psychosocial disabilities. The Improving Lives: The Future of Work, Health and 

Disability (November 2017) ten year agenda emphasises the role of public services as an 

employer.  

The current attention being paid to workforce mental health is part of a public policy 

trajectory on work and health including: Dame Carol Black’s Working for a Healthier 

Tomorrow (2008), Dame Carol Black and David Frost’s Health at Work – an independent 

review of sickness absence (2009), Steve Boorman’s NHS Health and Wellbeing (2009), the 

Health White Paper Equity and Excellence: Liberating the NHS (2010) and the Public Health 

White Paper Healthy lives, Healthy people: Our Strategy for Public Health in England (2010).  

Standards in health and safety and occupational are further policy resources for mental 

health in the workplace.  

Following a recommendation of the Five Year Forward View for Mental Health, the 

Department of Health published a ten year Framework for Mental Health Research92 

(December 2017). Earlier in the year the Research Councils published a joint statement of 

cross-disciplinary mental health research93 (August 2017). Alongside reoriention of research 

investment towards mental health by the National Institute for Health Research and 

charitable organisations, this has created opportunities to develop and progress a research 

around workforce mental health.  

 

 

 

 

                                                           
92 Department of Health (December 2017) Framework for Mental Health Research 
https://www.gov.uk/government/publications/a-framework-for-mental-health-research  
93 Research Councils UK (August 2017) Widening cross-disciplinary research for mental health 
http://www.rcuk.ac.uk/documents/documents/cross-disciplinary-mental-health-research-agenda-pdf/  

https://www.gov.uk/government/publications/a-framework-for-mental-health-research
http://www.rcuk.ac.uk/documents/documents/cross-disciplinary-mental-health-research-agenda-pdf/
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2.2 Work and Health Policy 2008-2010 

Dame Carol Black’s review highlighted early intervention as important to preventing long-

term sickness absence94, with mental health being one key area for employers to target.95 

People with mental health problems in the workplace add 12.1% to UK GDP and the support 

people receive at work is hugely important both from line managers and colleagues.96 

The Boorman review published in 2009 made the case for investing in health and well-being 

services for NHS staff that focused on prevention of work- and lifestyle-related ill health, 

improving organisational behaviours and performance, implementing health and well-being 

services for staff and embedding these within NHS systems and infrastructure.97 The 

benefits of investing in these interventions could result in direct costing savings, by reducing 

existing levels of sickness absence across the NHS by a third or £555 million per annum; and 

by reducing indirect costs associated with spending on agency staff.98  

Following the Boorman review the Government stated its commitment to improving the 

health and well-being of NHS staff in the Health White Paper Equity and Excellence: 

Liberating the NHS (2010), and the Public Health White Paper Healthy Lives, Healthy People: 

Our Strategy for Public Health in England (2010). Specific reference in the latter White Paper 

is made to improving the quality of and speeding up access to occupational health services.  

 

2.3 Policy Momentum  

In 2017, two reports with direct relevance to this report were published: Thriving at Work 

and Improving Lives. Also noteworthy is NHS Education for Scotland’s Transforming 

Psychological Trauma: A Knowledge and Skills Framework for the Scottish Workforce. 

Thriving at Work 

A Government commissioned report by Stephenson and Farmer reviewed how employers 

could better support the mental health of employees, including those with existing mental 

health problems or poor wellbeing.99 This important review estimated that 300,000 people 

with a long-term mental health problem lose their job each year. The economic cost of this 

is considerable: estimated to be between £33 billion and £42 billion to employers, half of 

which is a result of presenteeism; between £24 billion and £27 billion to the Government; 

                                                           
94 Black, C. (2008) Working for a healthier tomorrow. Dame Carol Black’s review of the health of Britain’s 
working age population. Department of Health. 
95 Black, C., and Frost, D (2011) Health at work – an independent review of sickness absence. Department for 
Work and Pensions. 
96 Mental Health Foundation & Unum (2016) Added Value: Mental health as a workplace asset. London: 
Mental Health Foundation. 
97 Boorman, S. (2009) NHS Health and Well-Being. Final Report. November. Department of Health. 
98 Boorman, S. (2009). NHS Health and Well-being Review: Interim Report.  
99 Stephenson, D., and Farmer, F. (2017) Thriving at work. The Stevenson/Farmer review of mental health and 
employers. October. 
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and between £74 billion and £99 billion per year to the economy. The authors of Thriving at 

Work set out an important vision with a starting point that we all have mental health that 

can fluctuate between thriving and struggling, being unwell and potentially being off work. 

The vision is where: 

…all of us become more aware of our own mental health, other people’s mental 

health and how to cope with our own and other people’s mental health when it 

fluctuates. It is all our responsibilities to make this change. (pg 6) 

 

However, it is acknowledged that employers can make a significant impact in improving the 

mental health and wellbeing of employees. To achieve this vision Stevenson and Farmer list 

a series of mental health core and enhanced standards. The core standards the authors 

believe can be adopted by employers immediately. These are to: 

 Produce, implement and communicate a mental health at work plan; 

 Develop mental health awareness among employees; 

 Encourage open conversations about mental health and the support available when 

employees are struggling; 

 Provide employees with good working conditions and ensure they have a healthy 

work life balance and opportunities for development; 

 Promote effective people management through line managers and supervisors; 

 Routinely monitor employee mental health and wellbeing. 

The enhanced standards, where employers could to do more to build in the mental health 

core standards, are to: 

 Increase transparency and accountability through internal and external reporting 

 Demonstrate accountability  

 Improve the disclosure process 

 Ensure provision of tailored in-house mental health support and signposting to 

clinical help. 

The Thriving at Work authors consider the public sector to be ideally positioned to lead the 

way in implementing these standards, especially as they employ some 5.4 million people. 

The review also includes 40 recommendations for various stakeholders.  

Improving Lives  

Improving Lives recently published by the Department for Work & Pensions (DWP) and 

Department of Health 100 also set out an important vision to improve the future of work in 

response to recently published reviews by Dame Carol Black, Taylor and Stephenson and 

                                                           
100 Department for Work and Pensions and Department for Work and Pensions (2017) Improving Lives. The 
Future of Work, Health and Disability. 
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Farmer.8 23 174 101  The DWP’s strategy includes having a million more people with a disability 

in work over the next decade. There is also an emphasis on preventing avoidable ill-health 

among people of working age, estimated to cost the economy £100 billion a year. This vision 

includes those with long-term conditions. The DWP propose an ambitious programme of 

activity to: 

 support disabled people and those with long-term conditions into work and to invest 

in people to stay in work 

 join up the welfare system, the workplace and the healthcare system 

 support for those who need it whatever their condition 

 change culture and attitudes 

 make the best use of technology to help join up health and welfare services. 

Part of this strategy includes supporting employers to create health and inclusive 

workplaces by improving access to: 

 information and guidance for employers 

 work and disability confident (a voluntary scheme to help employers maximise the 

opportunities for employing people with a disability) to support employees 

 build local networks 

 identify the best support and skills line managers need to create inclusive and 

supportive workplaces. 

Transforming Psychological Trauma: A Knowledge and Skills Framework for the Scottish 

Workforce 

It is noteworthy that NHS Education for Scotland has developed a framework addressing 

psychological trauma across the workforce. ‘Transforming Psychological Trauma: A 

Knowledge and Skills Framework for the Scottish Workforce' was published in 2017 to 

promote a greater understanding of trauma and its impact among the Scottish Workforce. 

This framework outlines essential and core knowledge and skills required by everyone 

within the Scottish Workforce and enable timely access to effective care, support and 

interventions. Part of the framework also has a focus on staff well-being. The trauma 

referred to in this framework includes Type 1 trauma (e.g. assaults or serious accidents) and 

Type 2 or complex trauma that is experience interpersonally and persists over time (e.g. 

childhood or domestic abuse, torture etc.). 

2.4 Health and safety 

The Health and Safety Executive (HSE) has produced Management Standards to tackle 

workplace stress.102 These include: 

                                                           
101 Black, C. (2017) An Independent Review into the impact on employment outcomes of drug or alcohol 
addiction, and obesity.  
102 http://www.hse.gov.uk/stress/standards/  

http://www.hse.gov.uk/stress/standards/
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 Demands – this includes issues such as workload, work patterns and the work 

environment 

 Control – how much say the person has in the way they do their work 

 Support – this includes the encouragement, sponsorship and resources provided by 

the organisation, line management and colleagues 

 Relationships – this includes promoting positive working to avoid conflict and dealing 

with unacceptable behaviour 

 Role – whether people understand their role within the organisation and whether 

the organisation ensures that they do not have conflicting roles 

 Change – how organisational change (large or small) is managed and communicated 

in the organisation. 

Work-related stress is one of three health priorities for the HSE, given it is the second most 

commonly reported occupational health problem in the UK and have published a health 

priority plan for employers to become proactive in using appropriate risk assessments, 

learning about ‘what works’ and contributing to the wider mental health agenda.103 There is 

a specific public sector plan for health and safety. 104 HSE are also piloting a new approach to 

the standards in a NHS Board in Scotland but learning will be applied to the rest of Britain. A 

new qualification is being developed for HR professionals and health and safety 

practitioners to implement the Management Standards by 2018. Benchmarking data 

regarding work-related stress will also be collected. 

2.5 Occupational Health  

Occupational health service standards for accreditation published by SEQOHS (Safe Effective 

Quality Occupational Health Service) currently exist to set, maintain and raise standards for 

these services.105 These standards come with a voluntary accreditation system for services 

that meet the standards outlined. Revised in recent years these occupational health 

standards are designed to protect and enhance the health and well-being of all employees. 

Six areas are set out for occupational health services to have: 

1) Business probity – to conduct its business with integrity and maintain financial propriety 

2) Information governance – to maintain adequate occupational health clinical records and 

implement and comply with systems to protect confidentiality 

3) People – to ensure staff are competent to take on the duties they have been employed 

to do and ensure appropriate clinical governance 

                                                           
103 HSE. Health priority plan: Work-related stress. http://www.hse.gov.uk/aboutus/strategiesandplans/health-
and-work-strategy/work-related-stress.pdf 
104 HSE. Sector plan for health and safety: Public Services. 
http://www.hse.gov.uk/aboutus/strategiesandplans/sector-plans/public-services.pdf  
105 SEQOHS (2015) Occupational Health Service Standards for Accreditation. Revised April 2015. 

http://www.hse.gov.uk/aboutus/strategiesandplans/sector-plans/public-services.pdf
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4) Facilities and equipment – to conduct its services in safe facilities that are accessible and 

appropriate; use medical equipment that is safe and appropriate; and handle medicines 

appropriately 

5) Relationships with purchasers – to deal fairly and ethically and customer focused in 

relation to their purchasers 

6) Relationships with workers – to ensure employees are involved, treated fairly and with 

respect, in line with professional standards. 

The Department of Health’s vision for occupational health services for the NHS was to 

realign them so that they would prevent staff becoming ill or injured at work; be active in 

promoting the health and wellbeing of staff in the workplace; and maximise access to and 

retention of work via timely rehabilitation services.106 

The EU Occupational Safety and Health (OSH) Strategic Framework, 2014-2020 also provides 

a framework to ensure high standards for working conditions for Europe and internationally. 

This aims to improve the implementation of existing health and safety regulations, prevent 

work-related illnesses and take into account the EU’s ageing workforce.107 

2.6 International examples of standards 

The Mental Health Commission in Canada has produced a national standard to ensure good 

psychological health and safety (PHS) in the workplace.108 These are free voluntary 

guidelines which includes tools and resources to equip organisations to promote mental 

health and prevent psychological harm at work. The Guide largely uses a preventive 

approach to prevent harm to an employees’ psychological health and a recognition that 

psychological health is part of an ongoing process of improvement. If adopted the guide can 

lead to improved worker engagement, enhanced productivity, recruitment, risk 

management, creativity and innovation and financial performance. The Standard includes 

the following factors critical to its success: 

 Commitment – where an organisation includes PHS within its policies and approved 

by its senior managers/board members 

 Leadership – for those with responsibility for an organisation’s performance to 

develop, reinforce and sustain PHS 

 Participation – for all stakeholders to participate in the policy development, planning 

and implementation of PHS programmes within the organisation 

                                                           
106 Department of Health (2011) Healthy Staff, Better Care for Patients. Realignment of Occupational Health 
Services to the NHS in England. Department of Health. 
107 European Commission (2014) Communication from the Commission to the European Parliament, the 
Council, the European Economic and Social Committee and the Committee of the Regions, on an EU Strategic 
Framework on Health and Safety at Work, 2014-2020. Brussels. http://eur-lex.europa.eu/legal-
content/EN/TXT/PDF/?uri=CELEX:52014DC0332  
108 Mental Health Commission of Canada (2013) Psychological health and safety in the workplace. Prevention, 
Promotion, and guidance to staged implementation. National Standard of Canada. CAN/CSA-Z1003-13/BNQ 
9700-803/2013  

http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:52014DC0332
http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:52014DC0332
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 Confidentiality – to ensure confidentiality and privacy rights are respected and 

protected 

 Planning – to establish appropriate objectives, targets and plans to achieve PHS and 

ensure this is managed well 

 Identification, assessment and control – to identity and record any risks to PHS and 

implement relevant prevention processes and/or the elimination of these 

 Data collection – to establish a data gathering process to help review, for example, 

PHS policies, absenteeism, employee feedback, etc 

 Diversity – to consider the organisation’s diverse population and groups and ensure 

their unique needs are respected 

 Objectives and targets – to include measurable targets based on previous reviews of 

PHS, risks, management systems, etc 

 Managing change – to establish, implement and maintain PHS during any changes, 

for example, to work arrangements or procedures, equipment, PHS requirements 

and practices. 

 Preventive and protective measures – to address any identified work-related hazards 

and risks 

 Education, awareness and communication – to promote PHS within the organisation 

 Sponsorship, engagement and change management – to support effective and 

sustained implementation of PHS 

 Implementation governance – to establish clear responsibilities, governance and 

accountability for implementation of PHS 

 Competence and training – for employees and those in leadership and management 

roles 

 Critical event preparedness – both at the individual and organisational level 

 Reporting and investigations – for work-related PHS incidents, including trauma, 

psychological injuries and attempted suicides. 

This Standard comes with an implementation guide which lists six key functions for staff in 

leadership roles on achieving the standard; with tips on how to engage staff, get senior 

management support and commitment and ensure policies include what they need to 

promote PHS.109 

In Germany, a recent Act on Safety and Health at Work calls for employers to assess 

psychological stress in workers. In response, the Joint German Occupational Safety and 

Health Strategy (GDA), founded by the German Government, has produced practical 

resources to aid employers assess and improve workers’ psychological health; and also offer 

                                                           
109 Collins, J. (2014) Assembling the Pieces. An implementation guide to the National Standard for 
Psychological Health and Safety in the Workplace. Mental Health Commission of Canada 
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inspections (e.g. coordinated company audits of occupational health and safety) and 

advice.110 

2.7 Commentary  

This report outlines concerns about the impacts of contextual factors on the psychological 

health of the healthcare workforce. Several of these factors relate to Government policy 

decisions to pursue austerity across all areas of public policy, and public service funding cuts 

including to the NHS, which have impacts on matters of patient health and safety and staff 

retention.  

The involvement of strategic actors such as Health Education England and the NWSDU in 

this project provide opportunities for the ERG to consider public policy issues and to 

consider ways in which Government Departments and public bodies (NHS Digital, NHS 

Employers, NHS Improvement and Public Health England) can address the macro public 

policy issues that impact organisational, team and individual psychological health.  

A clear message from this report is that these contextual factors must be addressed; at the 

same time as action being taken by organisations to protect and improve workforce mental 

health and wellbeing.  

This section is intended as a resource to the ERG in its deliberations about how to address 

macro issues using the multiple policy levers of Thriving at Work and Improving Lives; health 

and safety and occupational health frames; and international innovation around 

psychological health and safety (PHS) at work.  

                                                           
110 The Joint German Occupational Safety and Health Strategy (GDA).  http://www.gda-
portal.de/en/AboutGDA/AboutGDA.html  

http://www.gda-portal.de/en/AboutGDA/AboutGDA.html
http://www.gda-portal.de/en/AboutGDA/AboutGDA.html
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3 Literature Review  

3.1 Introduction  

This rapid review of the literature provides an overview of the evidence concerning 

psychological stress and trauma, and factors relating to this in the workplace. The review is 

focused predominantly on healthcare professionals working in the National Health Service 

(NHS) in the UK but includes, where relevant, the international literature and that referring 

to professionals from other services (e.g. social workers, Armed Forces service personnel 

and those working in the emergency services). 

There is also a distinction between stress and trauma that is intrinsic to the work that 

healthcare staff do and that which is created due to organisational factors (e.g. work 

pressures or demands), team dynamics, and relationships with colleagues and patients. 

These organisational and practice factors interact with factors associated with the individual 

health worker. In this review we consider the impact of all of these factors. 

3.2 Definitions 

The following definitions have been selected to inform the further development of the project. The 

definition used for psychological stress and trauma is the working definition for this project and was 

developed by the commissioners of this report.  

3.2.1 Psychological stress and trauma  

The working definition of psychological stress and trauma in the workplace used in this project is:  

The adverse impact on mental health and mental well-being of healthcare staff as the result 

of levels of stress and distress exceeding the individual, group or teams’ ability to cope with, 

or separate the emotions generated by, the nature and experience of caring work.   

However, various definitions in the literature exist for trauma. These include the following 

commonly used definitions for Secondary Traumatic Stress, Post-traumatic stress disorder, and 

Vicarious Trauma.  

Secondary Traumatic Stress has been used synonymously with ‘compassion fatigue’ (CF).  STS is 

related to secondary exposure (rather than direct exposure) to extremely stressful events emerging 

from the workplace.111  

Post-traumatic stress disorder has also been included in this literature, an anxiety disorder with 

diagnostic criteria defined by DSM-IV.112  

Vicarious trauma (VT) is a term used to conceptualise a process where workers become negatively 

affected by an empathic connection with clients’ traumatic material.113 Some literature suggests VT 

                                                           
111 Mathieu, F. (2007) Running on Empty: Compassion Fatigue in Health Professionals. Rehab Community Care 
Med 4, 1–7. 
112 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition. American Psychiatric Association. 
113 McCann, I. L. & Pearlman, L.A. (1990). Vicarious traumatization: A framework for understanding the 
psychological effects of working with victims. Journal of Traumatic Stress 3, 131-149. 
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is virtually an occupational hazard, where signs and symptoms are very similar to the trauma victims 

being treated.114 

Burnout is another frequently used term in the literature to describe the impact of work stressors. 

There is a vast literature examining this and its relationship to other factors such as trauma. Burnout 

includes exhaustion; cynicism; and diminished professional efficacy.115 

3.2.2 Individual resilience  

Building resilience has been regarded as key to resolving many of the stress-related issues 

experienced by healthcare professionals in the workplace. One definition of individual resilience, 

among many describes this as: ‘a process whereby people bounce back from adversity and go on 

with their lives’.116  There is no agreed single definition and the term is multidimensional in nature. 

The way this term has been used within this literature context is problematic. There have been 

attempts to describe the essential attributes of a resilient individual; and Dyer and McGuiness list 

four: the ability to rebound and carry on, a sense of self, determination and a prosocial attitude.133 

However, there is relatively little known about resilience to stress and what constitutes a healthy 

adaptation to stress and trauma.117 

Team resilience is where individuals in a team look out for each other to ensure there are high levels 

of wellbeing. These teams are highly flexible, original, view change as less threatening, respond 

better to unfavourable feedback, make more positive judgements about others and have individuals 

who are off sick less often.145  

Organisational resilience is focused on improving patient safety, with the premise that healthcare is 

already resilient to a greater extent and that everyday practice succeeds more often than it fails.118 

Resilience within this approach is defined as ‘the ability of the health care system (a clinic, a ward, a 

hospital, a county) to adjust its functioning prior to, during, or following events (changes, 

disturbances, and opportunities), and thereby sustain required operations under both expected and 

unexpected conditions’.119 

3.2.3 Psychosocial Safety Climate (PSC) is the policies, practices and procedures for protecting 

employees’ psychological health and safety. Its focus is on the prevention and management of 

psychological injury at work and characterised by a climate of trust and respect, where employees 

                                                           
114 Pearlman, L.A., and Saakvitne, K.W. (1995) Trauma and the Therapist: Countertransference and Vicarious 
Traumatization in Psychotherapy with Incest Survivors, W. W. Norton & Company, New 
York. 
115 Maslach, C., and Goldberg, J. (1998) Prevention of burnout: New perspectives. Applied & Preventive 
Psychology 7, 63-74. 
116 Dyer, J.G. and McGuinness, T.M.  (1996) Resilience: analysis of the concept. Archives of Psychiatric Nursing 
10, 276-282. 
117 Southwick, S.M., Litz, B.T., Charney, D., and Friedman, M.J. (2011) Resilience and Mental Health: Challenges 
Across the Lifespan. Cambridge University Press. 
118 Braithwaite, J., Wears, R.L., and Hollnagel, E. (2015) Resilient health care: turning patient safety on its head. 
International Journal for Quality in Health Care Advance, 1-3, doi: 10.1093/intqhc/mzv063 
119 Wears, R.L., Hollnagel, E., and Braithwaite, J. Preface. In Wears, R.L., Hollnagel, E., and Braithwaite, J., 
editors. Resilient Health Care, Volume 2: The resilience of everyday clinical work. Farnham, UK: Ashgate; 2015. 
p xxvii 
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feel valued and their psychological well-being prioritised by management.120 PSC can be used as a 

safety signal function, encouraging employees to access available resources.121  

The concept of psychosocial safety presents an opportunity to frame concerns about psychological 

distress and trauma in the NHS workforce as psychological injury (including consideration of risk 

factors that can be mitigated and protective factors that can be strengthened).  The project’s 

consideration of the Psychosocial Safety Climate would connect it with a system of legislation, 

standards and guidance that is familiar to systemic actors across NHS organisations. 

3.2.4 Commentary  

There are multiple terms and definitions used regarding workforce mental health and wellbeing. It 

would be valuable for the ERG to create a glossary for the project particularly as its scope has been 

refined during the course of the preparation of this report. It is important to differentiate between 

different types of trauma, stress / distress, and resilience and to ensure that the ERG has a 

vocabulary that enables it to consider relatively new approaches within the UK such as Psychosocial 

Safety Climate.  

 

3.3 Scale of the challenge  

Contextual factors of funding, quality of care and patient safety, system pressures, growing 

service demand and retention of staff are critical to considering healthcare staff’s mental 

health and wellbeing. 

Funding and the NHS 

Funding for some NHS trusts has been described as at breaking point. According to the 

King’s Fund, in 2010/11, 5% of all 233 NHS trusts and foundation trusts were in deficit.122 

This increased to 66% of trusts by 2015/16 and in 2016/17 the NHS sector had a deficit of 

£791 million by the end of the year. Although additional funding of £1.8 billion has been 

provided via the NHS Sustainability and Transformation Fund to help alleviate deficits for 

2016/17, the NHS sector is forecast to remain in deficit for 2017/18 by approximately £623 

million.  

While spending on healthcare has increased since 2009-10, the demand for health services 

has risen more (driven mostly by a growing and ageing population). Real per capita spending 

has increased by an average of 0.6% per year in 2009/10 and 2015/16; compared to 4.0% in 

1955/56 and 2009/10.123 However, NHS Trusts are struggling to meet their key targets due 

                                                           
120 Dollard, M.F., and Bakker, A.B. (2010). Psychosocial safety climate as a precursor to conducive work 
environments, psychological health problems, and employee engagement. Journal of Occupational and 
Organizational Psychology 83, 579–599. 
121 Law, R., Dollard, M.F., Tuckey, M.R., and Dormann, C. (2011). Psychosocial safety climate as a lead indicator 
of workplace bullying and harassment, job resources, psychological health and employee engagement. 
Accident Analysis and Prevention 43, 1782–1793. 
122 King’s Fund (2017) Trusts in deficit. Retrieved on 20 Dec 2017 from: 
https://www.kingsfund.org.uk/projects/nhs-in-a-nutshell/trusts-deficit  
123 Stoye, G. (2017) UK health spending. Briefing Note (BN201). London: Institute for Fiscal Studies 

https://www.kingsfund.org.uk/projects/nhs-in-a-nutshell/trusts-deficit
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to serious underfunding and it has been estimated the NHS requires some £153 billion of 

additional funding to keep up with increasing demand.124 

In addition to these severe financial pressures the NHS is has been asked by the 

Government to find £22 billion savings by 2020. This has led to mounting concerns about 

the quality of care services can provide and patient safety.125  

Quality of care and patient safety 

The NHS is experiencing acute understaffing with more than 100,000 staff posts needing to 

be filled; which amplifies concerns about patient safety.126 The Royal College of Nursing 

(RCN) in a recent survey collected data on over 30,000 nursing shifts across the UK and 

found 55% of respondents reported a shortfall in one or more registered nurses in their last 

shift. 42% of nurses said they were not able to provide the quality of care they would like to 

receive as a patient.127 Nurses working in intensive care/high dependency units, neonatal 

theatre and outpatients reported a higher rating of quality of care compared to those 

providing prison healthcare who rated this as low. Nurses rated the quality of care more 

highly if there were fewer patients for each registered nurse. 61% of nurses working long 

shifts were found to work an extra 44 minutes on average. 

Staff shortages have increased the pressure and workload on healthcare staff. Added to this 

are pay restraints which have led to a decline in job satisfaction and a feeling of not 

receiving fair remuneration for the large volume of work provided.128  

A system under intense pressure 

There is ample evidence to show the significant rise in demand for healthcare over the past 

decade, which includes an increase in attendances and admissions to A&E departments by 

18% and 65% respectively.129 NHS hospitals are said to be experiencing the most intense 

pressure for decades and are resorting to measures that include cancelling outpatient 

appointments and day-case surgery, deploying consultants to A&E departments to assess 

whether patients are a medical emergency, creating makeshift wards and extending an 

existing ban on non-urgent surgery until the end of January 2018.130 

                                                           
124 Campbell, D., Walker, P., Mason, R., and Weaver, M. (2018) Hospital bosses tell Jeremy Hunt to spend now 
to rescue NHS. The Guardian, 11 January. 
125 Robertson, R. (2016) Six ways in which NHS financial pressures can affect patient care. London: The King’s 
Fund. Retrieved on 20 Dec 2017 from: https://www.kingsfund.org.uk/publications/six-ways  
126 Campbell, D. (2017) NHS hospitals unable to fill thousands of vacant posts, Labour says. The Guardian, 19 
December 2017. 
127 Royal College of Nursing (2017) Safe and effective staffing: Nursing Against the Odds. UK Policy Report. 
London: Royal College of Nursing. 
128 Marangozov, R., Huxley, C., Manzoni, C. et al. (2017) Royal College of Nursing Employment Survey 2017. 
Institute for Employment Studies.  
129 Cited in Cornwell, J., and Fitzsimons, B. (2017) Behind Closed Doors. London: Point of Care Foundation. 
130 Campbell, D., and Marsh, S. (2018) NHS hospitals told to take drastic measures amid winter crisis. The 
Guardian. Tuesday 2 January.  
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A membership survey of 2008 nurses in 2012 found work stressors to have worsened since 

their last survey in 2005 due to high work demands and understaffing.131 The RCN underline 

the importance of creating a healthy workplace through high quality employment practices 

to promote work-life balance, dignity at work, health and safety and where staff have 

autonomy, fair pay and rewards and access to training and development. Taylor et al. 

(2017), in their Government review of good modern working practices, highlight the 

importance of promoting good quality, fair and decent work at a time where economic 

changes are afoot.132 

The Francis review following the inquiry of the Mid Staffordshire NHS Foundation Trust 

failings in care highlighted the importance of transforming the culture of NHS organisations 

towards more openness, transparency and fundamental standards for healthcare providers, 

but also to improve the support for compassionate and committed care and stronger 

leadership.133 

Retaining NHS staff 

Crucial to sustaining is a long-term strategy to ensure appropriately skilled, well trained and 

committed workforce. Attempts to retain NHS staff and reduce turnover are imperative. 

One review estimated that approximately 10% of nursing staff are considering leaving the 

NHS and many of the reasons for leaving, most notably stress and burnout, are 

modifiable.134 

It is now recognised by a House of Lords Select Committee that a major threat to sustaining 

the NHS is the lack of a long-term strategy to secure a skilled, trained and committed 

workforce.135 Since this time, Health Education England have drafted a health and care 

workforce strategy for England. 

Prevalence and the most vulnerable  

It has been estimated that 5% of working populations in high income countries experience 

severe mental health problems and 15% moderate mental health problems.136 Employees 

with common mental health problems (depression and/or anxiety) and generalised distress 

show the highest participation rates at work.137 Psychological distress or mental health 

                                                           
131 Royal College of Nursing (2013) Beyond breaking point?  A survey report of RCN members on health, 
wellbeing and stress. 
132 Taylor, M., et al. (2017) Good Work: The Taylor Review of Modern Working Practices. 
133 Francis, R. (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. Executive summary. 
London: The Stationery Office. 
134 Health Education England (2014) Growing Nursing Number. Literature review on nurses leaving the NHS. 
135 House of Lords (2017) The Long-Term Sustainability of the NHS and Adult Social Care. Select Committee on 
the London-term sustainability of the NHS. Report of Session 2016-2017. HL Paper 151.  
136 Organisation for Economic Cooperation and Development (OECD) (2013) Employment Outlook, 2013. OECD 
publishing: Paris. 
137 Hilton, M.F., Whiteford, H.A., Sheriden, J.S., et al. (2008) The prevalence of psychological distress in 
employees and associated occupational risk factors. Journal of Occupational Environment Medicine, 50, 746-
757. 
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problems do not only develop outside the workplace and there is increasing evidence to 

show that poor psychosocial working conditions or ‘job stressors’ (e.g. high job demands, 

low job control, bullying and low social support) can lead to either clinical or subclinical 

mental health problems, such as burnout, depression, anxiety and distress.138 

Many studies have attempted to estimate the prevalence of STS, compassion fatigue and 

burnout in healthcare professionals, using various standardised measures such as the 

Secondary Traumatic Stress Scale139, Compassion Fatigue Scale140, Maslach Burnout 

Inventory141, and Professional Quality of Life (ProQOL) scale. The main indicators of 

psychological distress include distressing emotions (e.g. sadness or grief), intensive imagery 

of client’s traumatic material (e.g. nightmares, flashbacks), numbing or avoidance of 

working with client’s traumatic material, addiction or compulsive behaviour (e.g. substance 

use), impairment of day-to-day functioning in social, work and personal roles, feelings of 

isolation and of being victimised by their clients.142 

The prevalence has been found to be alarmingly high. Many studies on STS have 

predominantly focused on nurses working in a range of different specialities, ranging from 

oncology to forensics. A systematic review by Beck et al published in 2011143 found seven US 

studies of STS in nurses reporting a prevalence of elevated symptoms of STS to be between 

25% in forensic nurses144and 78% in hospice nurses.145  

A more recent study conducted in Ireland found 64% of 105 nurses working in three hospital 

emergency departments met the criteria for STS, with a significant number, compared to 

nurses not reporting STS to be considering a change in career and using alcohol to help 

alleviate work-related stress.146  

One vulnerable group to psychological trauma in the workplace is psychiatric nurses. Nurses 

working with patients who have severe and enduring mental health problems can 

                                                           
138 Harvey, S.B., Modini, M., Joyce, S. et al (2017) Can work make you mentally ill? A systematic meta-review of 
work-related risk factors for common mental health problems. Occupational Environment Medicine. 
http://dx.doi.org/10.1136/oemed-2016-104015  
139 Bride, B.E., Robinson, M.M., Yegidis, B., and Figley, C.R. (2004). Development and validation of the 
Secondary 
Traumatic Stress Scale. Research on Social Work Practice 14, 27–35. 
140 Adams, R. E., Boscarino, J.A., and Figley, C.R. (2006). Compassion fatigue and psychological distress among 
social workers: A validation study. American Journal of Orthopsychiatry 76, 103–108. 
141 Maslach, C., and Jackson, S.E. (1986) Maslach Burnout Inventory Manual, 2nd Edition. Palo Alto: Consulting 
Psychologists Press. 
142 Collins, S. (2003) Working with the psychological effects of trauma: Consequences for mental health-care 
workers – a literature review. Journal of Psychiatric and Mental Health Nursing 10, 417–424. 
143 Beck, T.C. (2011) Secondary traumatic stress in nurses: a systematic review.  
144 Townsend, S.M., and Campbell, R. (2009). Organizational correlates of secondary traumatic stress and 
burnout among sexual assault nurse examiners. Journal of Forensic Nursing 5, 97–106. 
145 Abendroth, M., and Flannery, J. (2006). Predicting the risk of compassion fatigue: A study of hospice nurses. 
Journal of Hospice and Palliative Nursing 8, 346–356. 
146 Duffy, E., Avalos, G., and Dowling, M. (2014) Secondary traumatic stress among emergency nurses: a cross-
sectional study. International Emergency Nursing 23, 53-58. 
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experience occupational stress and potentially burnout syndrome.147 The prevalence of 

STS/CF among 174 psychiatric nurses working in Greece was found to be 44.8% and 49.4% 

for burnout.148 Stress and burnout are particularly high among young, newly qualified 

nurses, which contributes significantly to increased turnover rates, particularly in the first 

year of qualification.149 

Another vulnerable group include healthcare professionals working in intensive care units 

(ICUs). A systematic review of this group found a prevalence of CF to be between 7.3% to 

40%; 0% to 38.5% for STS; and 0% to 70.1% burnout.150 The range for each of these appears 

very wide, particularly for the prevalence of burnout in these healthcare staff.  

According to studies carried out in the US, job burnout and secondary trauma are strongly 

related among employees indirectly exposed to trauma; and likely therefore to co-occur.151  

This relationship also suggests that the types of measures and theoretical frameworks used 

to underpin them may be indistinguishable empirically, particularly if used within the 

context of compassion fatigue.20 (Cieslak)  

A US study of adult, paediatric and neonatal critical care nurses found those aged between 

20-29 years had the highest levels of STS compared to older colleagues (50 years and 

above), although not for burnout.152 The same study reported that nurses on mixed acuity 

units had higher burnout and STS levels compared to those on single-acuity units. Increased 

levels of burnout were also found in nurses who had a change in management in the 

previous year, and higher STS scores for those working on units which had a major system or 

practice change again in the previous year.  

In the same study, 47% of nurses reported high levels of compassion satisfaction. This was 

highest in nurses that were female, 50 years or older, with a master’s degree, working on 

single-acuity units and who had not had any nursing management change in the past year.  

Other studies have also found associations between individual characteristics of nurses (e.g. 

age, gender, higher levels of education, personality traits) and compassion fatigue and 

                                                           
147 Dickinson, T., and Wright, K.M. (2008). Stress and burnout in forensic mental health nursing: A literature 
review. The British Journal of Nursing 17, 82–87. 
148 Magoulia, P., Koukia, E., Aleviopoulos. G., Fildissis, G., and Katostaras, T. (2015) Prevalence of secondary 
traumatic stress among psychiatric nurses in Greece. Archives of Psychiatric Nursing 29, 333-338. 
149 Health Education England (2014) Growing Nursing Numbers. Literature review on nurses leaving the NHS. 
150 Van Mol, M.M.C., Kompaje, E.J.O., Benoit, D.D., Bakker, J., and Nijkamp, M.D. (2015) The prevalence of 
compassion fatigue and burnout among healthcare professionals in intensive care units: A systematic review. 
PLOS ONE DOI:10.1371/journal.pone.0136955  
151 Cieslak, R., Shoji, K., Douglas, A., Melville, E., Luszczynska, A., and Benight, C.C. (2014) Meta-analysis of the 
relationship between job burnout and secondary traumatic stress among workers with indirect exposure to 
trauma. Psychological Services 11, 75-86. 
152 Sacco, T.L., Cuirzynski, S.M., Harvey, M.E., and Ingersoll, G.L. (2015) Compassion satisfaction and 
compassion fatigue among critical care nurses. Critical Care Nurse 35, 32-44. 
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compassion satisfaction.153 154 155 Workers with a history of personal trauma are also at risk 

of developing STS and CF.39 

Paramedics and emergency department healthcare workers have been found to be at 

greater risk of post-traumatic stress disorder (PTSD).156 157 There is a positive relationship 

between critical incidents (a sudden/unexpected event whose emotional impact 

overwhelms a person’s usual coping skills to cause significant psychological stress) at work 

and post-traumatic stress symptoms or PTSD, which can be underestimated in hospital 

administrators and healthcare practitioners.158 

Exposure to direct threats in the workplace or witnessing threats to patients were both 

found to be associated with symptoms of PTSD, with the former group experiencing more 

fear and the latter feeling more negative towards the hospital, considered leaving the 

emergency department and were less willing to take on overtime shifts.159 Exposure to at 

least one traumatic event over the past size was reported by 87% of emergency nurses 

according to one study conducted in Belgium.160 This is a similar proportion found for 

ambulance personnel in the UK where 82% reported experiencing a particularly disturbing 

event in the previous six months161; and 42% for general nurses.162 

The most distressing events for emergency nurses include sudden death, particularly 

children and young people followed by exposure to serious injury and mutilation, potentially 

dangerous situations and dealing with family grief.57 The impact of this is that 25% of 

emergency nurses exceed the threshold for symptoms of PTSD and 8.5% reached a clinical 

level for PTSD. 57  

                                                           
153 Young, J.L, Derr, D.M., Cicchillo, V.J., and Bressler, S. (2011) Compassion satisfaction, burnout, and 
secondary traumatic stress in heart and vascular nurses. Critical Care Nurse Quarterly 34, 227-234. 
154 Potter, P., Deshields, T., Divanbeigi, J., et al. (2010) Compassion fatigue and burnout: prevalence among 
oncology nurses. Clinical Journal of Oncology Nursing 14, E56-E62. 
155 Yu H, J.A., and Shen, J. (2016) Prevalence and predictors of compassion fatigue, burnout and compassion 
satisfaction among oncology nurses: A cross-sectional survey. International Journal of Nursing Studies 57, 28-
38. 
156 Laposa, J.M., Alden, L.E.,  and Fullerton, L.M. (2003). Work stress and posttraumatic stress disorder in ED 
nurses/personnel. Journal of Emergency Nursing 29, 23–28. 
157 Regehr, C., Goldberg, G., and Hughes, J. (2002). Exposure to human tragedy, empathy, and trauma in 
ambulance paramedics. American Journal of Orthopsychiatry 72, 505–513. 
158 De Boer, J.C., Lok, A., van’t Verlaat, E., Duivenvoorden, H.J., et al (2011) Work-related critical incidents in 
hospital-based health care providers and the risk of post-traumatic stress symptoms, anxiety and depression: A 
meta-analysis. Social Science and Medicine 73, 316-326. 
159 Alden, L.E., Regambal, M.J., and Laposa, J.M. (2008) The effects of direct versus witnessed threat on 
emergency department healthcare workers: Implications for PTSD Criterion A. Journal of Anxiety Disorders 22, 
1337-1346. 
160 Adriaenssens, J., de Gucht, V., and Maes, S. (2012) The impact of traumatic events on emergency room 
nurses: Findings from a questionnaire survey. International Journal of Nursing Studies 49, 1411-1422. 
161 Alexander, D.A., and Klein, S. (2001). Ambulance personnel and critical incidents: impact of accident and 
emergency work on mental health and emotional well-being. British Journal of Psychiatry 178, 76–81. 
162 O’Connor, J., and Jeavons, S. (2003). Nurses’ perceptions of critical incidents. Journal of Advanced Nursing 
41, 53–62. 



31 January 2018 Draft 1.7 
 

60 
 

A study in China found a prevalence of 28.0% for PTSD in healthcare workers experiencing 

violence in the workplace. Another study of PTSD among paediatric acute care nurses in the 

US found nightmares to be a common symptom (49% of nurses) and severe anxiety (in 

19%); whereby work-related stressors included feelings of being overextended due to lack 

of staffing, a fear of negative consequences due to their care, poor/unpleasant team 

interactions, violence from patients and verbal abuse from family members.163 

Impacts of psychological stress 

The impact of psychological stress, burnout and trauma is far reaching. At an individual level 

this can lead to higher rates of sickness absence, intention to leave the job, lower 

productivity and job satisfaction. Burnout is also associated with poor physical and mental 

health outcomes, including depression, musculosketal pain, cardiovascular disease and 

premature mortality.91 

The high levels of psychological trauma and stress in healthcare staff and related burnout 

can affect staffs’ ability to provide good quality care. 91 Staff burnout and empathy are 

negatively associated (i.e. as one construct increases the other declines), but the direction 

of causality remains unclear.164 

STS or a combination of PTSD and burnout in nurses can significantly impact on perceptions 

of their work and personal life, including relationships with friends/ family and leisure 

activities.165. Relationships with colleagues and the client can also be adversely affected, 

where staff may detach or distance themselves emotionally from the client, experience 

‘witness guilt’ (where the worker feels guilty for enjoying life) or counter transference 

(where the worker over-identifies with the client).39  

In March 2017, the NHS workforce comprised almost £1.2 million employees.166 National 

sickness absence rates for NHS staff were 4.55% in December 2016, a slight decrease from 

4.96% in December 2010. In 2016, 56% of NHS staff reported pressure to attend work while 

feeling unwell.167 Ambulance staff and healthcare assistants show the highest sickness 

absence rates. In January 2017, for example, the sickness absence rate was 6.2% for 

ambulance staff, 6.9% for healthcare assistants and other support staff, 5.4% for nurses, 

midwives and health visiting staff, but lowest for medical and dental staff at 1.4%.168 

                                                           
163 Czaja, A.S., Moss, M., and Mealer, M. (2012) Symptoms of Post-traumatic stress disorder among paediatric 
acute care nurses. Journal of Paediatric Nursing 27, 357-365. 
164 Wilkinson, H., Whittington, R., Perry, L., and Eames, C. (2017) Examining the relationship between burnout 
and empathy in healthcare professionals: A systematic review. Burnout Research 6, 18-29. 
165 Mealer, M., Burnham, E.L., Goode, C.J. et al (2009) The prevalence and impact of post-traumatic stress 
disorder and burnout syndrome in nurses. Depression Anxiety 26, 118-1126. 
166 NHS digital (2017) NHS Workforce Statistics – June 2017, Provisional statistics. 21 September 2017 
https://digital.nhs.uk/catalogue/PUB30075  
167 Department of Health, NHS Staff Survey 
168 NHS Sickness Absence Rates, Feb 2017. http://content.digital.nhs.uk/article/2021/Website-
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The economic cost to the NHS of staff sickness absence has been estimated to be around 

£2.4bn a year, not including treatment costs or the cost of agency staff to fill gaps (NHS 

England).169 

The reasons for sickness absence are less well documented. However, some data are 

available on the causes of sickness absence in NHS staff. Aside from minor illnesses (e.g. 

cold or cough), stress, musculoskeletal injuries and mental health problems are the most 

common causes for absence in public sector staff (including those working in Local 

Authorities), according to the CIPD Annual Absence Management Survey, 2016.170 The same 

survey found an increase in stress-related absence in the past year, with a rise of almost two 

thirds reporting mental health problems; more than twice that reported by employees in 

the private sector. Recent figures show in 2016, 15 million working days were lost due to 

stress, anxiety or depression.171 What potentially adds to work-related stress is an 

increasing culture of unpaid overtime, where one national study suggests that up to 50% of 

workers are not paid for overtime.172 

3.3.1 Commentary 

The need to prioritise the health, mental health and wellbeing of NHS staff has never been 

greater. Contextual factors of funding cuts, increasing demands on services (driven mostly 

by a growing and ageing population) and pressures to make further savings (of £22billion by 

2020) are impacting patient health and safety, and staff satisfaction and retention.  

Terms and conditions are important to consider such as over work (61% of nursing staff 

working long shifts worked an extra 44 minutes on average) and pay restraints (that reduce 

job satisfaction as staff feel they are not receiving fair remuneration).  

Consideration of healthcare workforce mental health needs to take into account the varying 

experience of staff working in different parts of the service. Nursing staff working in 

intensive care / high dependency units, neonatal theatre and outpatients gave the highest 

ratings for their ability to provide the quality of care they would like to receive; nursing staff 

in prison health care gave very low ratings.  

Forms of psychological stress and trauma were highest in particular professional 

specialisms: forensic, hospice, ICU, emergency departments, paramedic and psychiatric 

nursing. Young and newly qualified staff were at higher risk. Research indicates the need to 

take account of staff age, gender, education level and personality traits; and whether 

someone has a personal history of trauma.  
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172 Department for Business Innovation and Skills (2014) The Fourth Work-Life Employer Survey (2013). 
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The impacts of psychological stress and trauma are substantial. While the project’s scope 

has extended beyond psychological stress and trauma, it remains important to continue to 

focus on these due to the high numbers of staff affected by these conditions.  

This rapid review of the evidence highlights the need to invest in research across all 

healthcare disciplines, grades and roles (including administrative and ancillary staff). Many 

of the studies research nursing staff, which leaves important gaps in the healthcare 

workforce evidence base.  

 

3.4 Psychosocial risks and protective factors  

Psychosocial risks  

Work-related psychosocial risks have been well documented in the literature. Table 1 

provides a summary of those identified by the EU Psychosocial Risk Management Excellence 

Framework (PRIMA-EF) Consortium.173 

Table 1: Work-related psychosocial hazards 

Work-related psychosocial hazards 

Job content Lack of variety or short work cycles, fragmented or meaningless work, 
under use of skills, high uncertainty, continuous exposure to people 
through work 

Workload & work 
pace 

Work overload or under load, machine pacing, high levels of time 
pressure, continually subject to deadlines 

Work schedule Shift working, night shifts, inflexible work schedules, unpredictable 
hours, long or unsociable hours 

Control Low participation in decision making, lack of control over workload, 
pacing, shift working, etc. 

Environment & 
equipment 

Inadequate equipment availability, suitability of maintenance, poor 
environmental conditions (e.g. lack of space, poor lighting, excessive 
noise) 

Organisational culture 
& function 

Poor communication, low levels of support for problem solving and 
personal development, lack of definition of, or agreement on, 
organisational objectives 

Interpersonal 
relationships at work 

Social or physical isolation, poor relationships with superiors or co-
workers, interpersonal conflict, lack of social support 

Role in organisation Role ambiguity, role conflict and responsibility for people 

Career development Career stagnation and uncertainty, under promotion or over promotion, 
poor pay, job insecurity, low social value to work 

Home-work interface Conflicting demands of work and home, low support at home, dual 
career problems 

 

                                                           
173 Leka, S., and Cox, T. (editors) (2008). PRIMA-EF: Guidance on the European Framework for Psychosocial Risk 
Management. WHO: Geneva. 
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Violence, bullying and harassment at work are also psychosocial risks in addition to those 

listed above. 

In a review of the literature to examine predictors of STS and burnout in paediatric nurses, 

Davies (2013) found empathy, among others, to be the biggest predictor. 174 Personal life 

stress can also contribute to a professional’s vulnerability to STS but not years of 

experience.  

Work-related stress due to excessive workload can also be detrimental; and training and 

support may be protective against psychological stress and trauma in staff working with 

traumatised children.175 

Increased emotional stress was associated with staff working in a community mental health 

team or psychiatric intensive care unit, having high job demands, low autonomy and limited 

support from managers and colleagues tended to experience increased emotional strain; 

whereas those who had autonomy and support from managers and colleagues had greater 

positive engagement.176 

Protective factors  

Work engagement has been defined as ‘a positive, fulfilling, work-related state of mind that 

is characterised by vigour, dedication, and absorption’.177 This definition is focused on the 

employee’s experience of their work activities, where vigour includes having high levels of 

energy and mental resilience, dedication is strong involvement and enthusiasm and 

absorption being fully involved and engrossed in work. Work engagement has been found to 

differ from job involvement and organisational commitment. Job embeddedness is another 

concept which includes factors that keep an employee on the job (e.g. linked into the 

organisation, fit in with the job and the sacrifices associated with leaving).178 Both concepts 

are useful for predicting job performance and turnover intention, even after taking into 

account job satisfaction and affective commitment.70 

Importantly, caring and supporting staff who work in the health services is key to improving 

patient care, productivity and financial performance.179 

                                                           
174 Davies, K.M. (2013) Predictors of Secondary Traumatic Stress (STS) and Burnout in Paediatric Nurses. PhD 
Thesis. University of Southampton. 
175 Sage, C.A.M., Brooks, S.K., and Greenberg, N. (2017) Factors associated with Type II trauma in occupational 
groups working with traumatised children: A systematic review. Journal of Mental Health DOI: 
10.1080/09638237.2017.1370630  
176 Johnson, S., Osborn, D.P.J., Araya, R., et al. (2012) Morale in the English mental health workforce 
questionnaire survey. British Journal of Psychiatry 201, 239-246. 
177 Schaufeli, W.B., and Bakker, A.B. (2010). Defining and measuring work engagement: Bringing clarity to the 
concept. In M. P. Leiter & A. B. Bakker (Eds.), Work engagement: A handbook of essential theory and research 
(pp. 10–24). New York, NY: Psychology Press. 
178 Halbesleben, J.R.B., and Wheeler, A.R. (2008). The relative roles of engagement and embeddedness in 
predicting job performance and intention to leave. Work and Stress 22, 242–256. 
179 Cornwell, J. (2014) Staff Care: How to engage staff in the NHS and why it matters. London: Point of Care 
Foundation. 
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Job factors associated with work engagement are social support from colleagues and 

supervisors, performance feedback, skill variety, autonomy and learning opportunities.180 

Also, related to work engagement are personal resources such as self-efficacy, optimism, 

hope and resilience or otherwise termed psychological capital.181 According to the evidence, 

employees with good job and personal resources may be well equipped to deal with high 

job demands and pressures, using a problem-focused approach and active steps to remove 

or rearrange stressors.182 

Over-engagement with work can have negative consequences, where employees may take 

work home with them. Evidence also shows that interference with work-home balance can 

undermine recovery and lead to health problems.183  

Work engagement has also been linked to psychosocial safety climate (PSC). PSC can be 

used as a safety signal function, encouraging employees to access available resources when 

work demands become high.184 PSC has been found to moderate relationships between job 

demands and fatigue in school teachers and positively related to work engagement; 

suggesting that it could act as a buffer against the negative effects of daily job demands and 

boosts recovery.185 

With specific reference to the NHS, NHS Employers uses a broader model of engagement 

which is focused on the employee’s attitude of the organisation, awareness of the business 

context, working with colleagues to improve performance and where the organisation 

works to develop and nurture engagement and relationships between the employer and the 

employee.186 

According to West & Dawson (2012) predictors of engagement (measuring psychological 

engagement, advocacy and involvement) in NHS staff, based on data from the 2009 and 

2010 NHS Staff Surveys, included quality of appraisal, well-structured teams, finding their 

job interesting, good support from immediate manager, feeling their role makes a 

                                                           
180 Bakker, A.B., and Demerouti, E. (2008). Towards a model of work engagement. Career Development 
International 13, 209–223. 
181 Luthans, F., Avolio, B.J., Avey, J.B., and Norman, S.M. (2007). Psychological capital: Measurement and 
relationship with performance and job satisfaction. Personnel Psychology 60, 541–572. 
182 A summary of this evidence can be found in: Bakker, A.B., and Leiter, M.P. (2010) Where to go from here: 
Integration and future research on work engagement. In: Leiter, M.P., and Bakker, A.B. (editors), Work 
engagement: A handbook of essential theory and research. New York, NY: Psychology Press. pp 181- 
183 Geurts, S.A.E., and Demerouti, E. (2003). Work/Nonwork interface: A review of theories and findings. In 
Schabracq, M., Winnubst, J., and Cooper, C.L. (editors), The handbook of work and health psychology (second 
edition pp. 279–312). Chichester: Wiley. 
184 Law, R., Dollard, M.F., Tuckey, M.R., and Dormann, C. (2011). Psychosocial safety climate as a lead indicator 
of workplace bullying and harassment, job resources, psychological health and employee engagement. 
Accident Analysis and Prevention 43, 1782–1793. 
185 Garrick, A., Mak, A.S., Cathcart, S., Winwood, P.C., Bakker, A.B., and Lushington, K. (2014) Psychosocial 
safety climate moderating the effects of daily job demands and recovery on fatigue and work engagement. 
Journal of Occupational and Organizational Psychology 87, 694-714. 
186 Robinson, D., Perryman, S., and Hayday, S. (2004). The Drivers of Employee Engagement. Brighton: Institute 
for Employment Studies, Report 408. 
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difference, low levels of work pressure, clear job content, feedback and being involved in 

decision-making.187 A high level of engagement was linked to less reported work-related 

stress. 

Engagement also explains patient outcomes, such as satisfaction with their care and 

mortality rates. And staff outcomes, in relation to absenteeism and turnover rates.80 

Improving a sense of organisational belongingness can help reduce work place stress and 

trauma in fire fighters.188 

Those with high levels of compassion satisfaction were less likely to experience STS, 

although this is not conclusive. Social support from colleagues, friends or family is another 

suggested protective factor189. Support from co-workers was cited to be more helpful in a 

number of qualitative studies.64 

3.4.1 Commentary 

The European Union Psychosocial Risk Management Excellence Framework (PRIMA-EF) 

identified key psychosocial hazards at work: job content, workload and work pace, control, 

environment and equipment, organisational culture and function, interpersonal 

relationships at work, role in organisation, career development and home-life interface. This 

provides a number of entry points for the ERG to consider how to improve staff mental 

health and wellbeing systemically and organisationally.  

Enhancing organisational culture and function involves improving: communication, levels of 

support for problem solving and personal development and definition of and agreement on 

organisational objectives; as well as addressing violence, bullying and harassment.  

Throughout this report the authors highlight the value of framing health care staff mental 

health and wellbeing as a matter of psychological health and safety. In this context the 

language of hazards, risks and protect factors provide the building blocks for a change 

agenda.  

The evidence linking the psychological safety climate (defined in section 2.2) to workplace 

engagement is another resource. West and Dawson (2012) found that predictors of 

engagement were: quality of appraisal, well structured teams, good support from the 

immediate manager, clear job content and feedback, and being involved in decision making.  

                                                           
187 West, M.A., and Dawson, J.F. (2012) Employee engagement and NHS performance. London: King’s Fund. 
188 Armstrong, D., Shakespeare-Finch, J., and Shochet, I. (2016) Organizational belongingness mediates the 
relationship between sources of stress and post-trauma outcomes in firefighters. Psychological Trauma: 
Theory, Research, Practice and Policy 8, 343-347. 
189 Adams, R.E., Figley, C.R., and Boscarino, J.A. (2008). The compassion fatigue scale: its use with social 
workers following urban disaster. Research on Social Work Practice 18(3), 238-250. 
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The ERG could draw on this evidence of psychological health and safety to drive action on 

existing health and safety and occupational safety standards, informed by international 

innovation such as the Mental Health Commission of Canada’s (described in appendix 1).  

 

3.5 Developing a healthy workplace  

This report draws on a number of approaches to addressing psychological distress and trauma as 

well as developing a mentally healthy workplace culture in the NHS. This includes the Tavistock’s 

application of psychoanalytic and social systems approaches to understanding organisations and 

systems, and the World Health Organisation’s public health approach to healthy workplaces, which 

includes a psychosocial dimension including the concept of psychosocial safety. The authors propose 

that the ERG consider how aspects of these approaches could inform systemic and organisational 

change. 

3.5.1 Psychoanalytic and social systems approaches  

The Tavistock’s approach to understanding organisations and systems is underpinned by the 

research of Menzies Lyth (and others who have further developed these ideas) into the unconscious 

defences against anxieties that nurses experience including techniques used to protect themselves 

from being overwhelmed by feelings (of for example, guilt, anxiety and uncertainty) that threaten 

them.190 The techniques identified which undermine the nurse-patient relationship include 

depersonalisation, categorisation, denial of the individual’s significance, detachment and denial of 

feeling, ritual task-performance, reducing the impact of responsibility by delegating to superiors, 

avoidance of change, among others.191 Understanding how a social institution functions with this 

social defence system can facilitate change.  

Hirschhorn further integrated psychoanalytic concepts within a social systems perspective, 

addressing management and work issues that generate uncertainty, anxiety and social defences in 

organisations that fragment and injure psychologically individuals in the workplace. For Hirschhorn 

this involves understanding the distortions and usual psychological injuries of work that lead to the 

social defences people use to deal with anxiety and uncertainty. 192 

Hirschhorn (1988) and Armstrong (2005) developed the idea that everyone builds up a working 

model of the organisation, the ‘workplace within’, both conscious and unconscious, which shapes 

their experience, what they do and how they work with others. Part of his work explores how 

managers and employees can develope healthier organisation cultures to move beyond social 

defences. It involves developing a unifying social vision through which individuals confront their 

defensiveness and the organisation develops a mission statement to support managers and workers 

connect the choices they make on a job to the organisation’s values. 

 

                                                           
190 Menzies Lyth, I. (1960) 'A Case Study in The Functioning of Social Systems as a Defence Against Anxiety: A 
Report on a Study of the Nursing Service of a General Hospital', Human Relations 13: 95-121. 
191 Ibid, page 190. 
192 Hirschhorn, L. (1988) The Workplace Within: Psychodynamics of Organisational Life. Cambridge, MA: The 
MT Press. 
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3.5.2 Public health approaches  

Several frameworks and action plan models have been developed over the past few years 

suggesting ways to develop or create a healthy workplace. The World Health Organization 

has developed a model for creating a healthy workplace which is based on a systematic 

review of the literature and expert review. Their definition of 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 well-being of all workers and the sustainability of the 

workplace by considering the following, based on identified needs: 

 health and safety concerns in the physical work environment;  

 health, safety and well-being concerns in the psychosocial work environment, 

including organization of work and workplace culture; 

 personal health resources in the workplace; and 

 ways of participating in the community to improve the health of workers, their 

families and other members of the community.’ 193 

Psychosocial and personal health factors now feature in this understanding of occupational 

health. So too, is preventive health and health promotion activities. The psychosocial work 

environment, a key focus point for this work, includes organisational culture, attitudes, 

values, beliefs and daily practices in an organisation that impact on the mental and physical 

wellbeing of employees. ‘Psychosocial hazards’ can include poor work organisations (e.g. 

issues concerning work demands, time pressure, support from supervisors, job clarity etc); 

organisational cultural (e.g. lack of policies and support concerning employees’ dignity and 

respect, harassment and bullying, discrimination and stigma and healthy lifestyles); 

command and control management (poor communication, lack of constructive feedback 

etc); little support for work-life balance; and fear of job loss. Ways to protect employees 

from psychosocial hazards involve eliminating or modifying these at source (e.g. by reducing 

workload, retrain supervisors, having a zero tolerance approach to discrimination, bullying 

etc); allow more flexibility to deal with work-life issues; raise awareness and train 

employees in conflict prevention or harassment situations. 

To achieve this, an organisation will need to consider the avenues or arenas of influence 

where employers and workers can take action. Critical to implementing this model of action 

is a step-by-step ‘continual’ process of mobilisation and worker involvement around a 

shared set of ethics and values which lies at its heart (see Figure 2). 

                                                           
193 World Health Organization (2010). Healthy workplaces: a model for action: for employers, workers, 
policymakers and practitioners. World Health Organization: Geneva. 
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Figure 2: WHO healthy workplace model: avenues of influence, process and core principles.149 

 

3.5.3 Commentary  

There is a growing recognition that cross-disciplinary collaboration is vital if we are to achieve 

fundamental change in the mental health field including workforce mental health and wellbeing. The 

approaches developed by the Tavistock and the World Health Organisation draw on cross-

disciplinary approaches. The project’s focus is on organisational and systemic change to create 

culture in the NHS, which will address the alarmingly high levels of psychological distress and trauma 

experienced by the workforce. Creating a healthy workplace includes addressing the factors that 

heighten risk of psychological injury and those that protect against it and enhance mental wellbeing 

(see 2.2.4, 2.2.5). 

 

3.6 Effective leadership and management  

There is much in the literature to highlight the importance of effective leadership and management 

in the workplace. This is a crucial area for instigating positive changes at organisational and systemic 
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levels. Leadership is important for optimising workforce efficiency and achieving organisational 

goals. It is also an important mechanism for creating organisational culture. 

Numerous theories of leadership and management have been described and researched.194  There is 

limited evidence concerning what leadership approach is most effective for healthcare 

organisations. Despite this there are a limited number of leadership approaches that have been 

adopted by the NHS to promote positive change within its organisations.  

3.6.1 Transformational Leadership  

From what evidence is available, the most influential theory within the context of healthcare is 

transformational or transactional leadership195. Here a leader works with their staff or followers to 

identify where change is needed, serving to motivate, boost morale and job performance of staff by 

connecting with their sense of identity, the collective identity of the organisation and being a role 

model.196 Support for this leadership approach is relatively strong. Studies suggest a positive link 

between transformational leadership and outcomes such as staff and patient satisfaction, unit or 

team performance, organisational climate, turnover intentions, work-life balance, staff well-being 

and patient safety.197 Positive effects of this leadership approach also include improved staff 

wellbeing and work life balance with junior staff.  

However, other leadership theories such as emotional intelligence leadership and leader member 

exchange (LMX) theory are relatively less well explored within a healthcare context.198 199 

3.6.2 Collective leadership 

Collective leadership is another model applied to healthcare organisations to create and 

improve organisational cultures and to promote compassionate care. The notion of 

collective leadership, and other related concepts such as distributed leadership, 

collaborative leadership, co-leadership and emergent leadership are underpinned by the 

idea that leadership is not the sole responsibility of one individual or a set of individuals, but 

more a group activity or social process that works through and within relationships.200 201 

To create a caring culture and generate quality improvement within a healthcare 

organisation such as the NHS, West and colleagues suggest a strategy aim to: 

                                                           
194 West, M., Armit, K., Loewenthal, L., Eckert, R., West, T., and Lee, A. (2015) Leadership and Leadership 
Development in Healthcare: The Evidence Base. London, Faculty of Medical Leadership and Management. 
195 Wong CA, Cummings GG & Ducharme L. (2013). The relationship between nursing leadership and patient 
outcomes: a systematic review update. Journal of Nursing Management, 21 (5), 709–24. 
196 Bass BM (1985) Leadership and Performance, N.Y. Free Press 
197 West, M., Armit, K., Loewenthal, L., Eckert, R., West, T., and Lee, A. (2015) Leadership and Leadership 
Development in Healthcare: The Evidence Base. London, Faculty of Medical Leadership and Management. 
198 Gilmartin, M.J., and D’Aunno, T.A. (2007). Leadership Research in Healthcare: A Review and Roadmap. 
The Academy of Management Annals, 1 (1), 387-438. 
199 Goleman, D. (1995). Emotional intelligence. New York: Bantam.  
200 Bennett, N., Wise, C., Woods, P.A., and Harvey, J.A. (2003) Distributed Leadership. Nottingham: National 
College of 
School Leadership. 
201 Bolden, R. (2011) Distributed leadership in organizations: A review of theory and research. Journal of 
Management Reviews 13: 251-269. 
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Create a leadership community in which all staff take responsibility for nurturing 

cultures of high-quality and compassionate care. The strategy should require all staff 

to prioritise the effectiveness of the organisation and sector as a whole in creating 

this culture, rather than focusing only on individual or team success… deliberate 

attention must be paid to enabling people at every level within the organisation to 

adopt leadership practices that nurture the cultures the NHS requires.202 

One of the key aspects of this approach is characterised by continual learning by staff, for 

leaders to encourage staff to adopt leadership roles in their work to deliver safe, effective, 

high quality and compassionate care. Engaging staff, patients and partner organisations 

therefore is central to this collective leadership approach203; so too is innovation.204   

To implement this collective leadership approach West and colleagues propose using the 

three phases: discovery, design and delivery. The first phase (discovery) involves gathering 

data, intelligence and information about the strategy or vision to identify leadership 

capabilities within the organisation. The second phase (design) includes identifying what is 

required in terms of leadership capabilities and how to acquire and sustain this. The third 

phase (delivery) involves leadership development, targeting culture systems and 

processes.205 

According to this approach six characteristics make for a healthy organisational culture that 

provide high quality care.206 207 These are: 

1) Inspiring vision and values – this characteristic is important in shaping an 

organisation’s direction, for example in having an ambitious vision for high quality, 

compassionate care, underpinned by clear values and expectations for staff and how 

they work with colleagues and patients. This is communicated via every leader in the 

organisation 

2) Goals and performance – clear goals and objectives are important for preventing 

staff being overwhelmed by their workload. The vision should be translated into 

clear and agreed goals and subsequently constructive and helpful feedback to 

continually improve the quality of care. 

3) Support and compassion – is about all leaders and staff treating their colleagues with 

respect, care and compassion. The better the levels of staff satisfaction and 

                                                           
202 West, M., Eckert, R., Stewart, K., and Pasmore, B. (2014) Developing collective leadership for health care. 
London: King’s Fund. (pg 8). 
203 King’s Fund (2012) Leadership and engagement for improvement in the NHS. Together we can. Report from 
the King’s Fund Leadership Review 2012. London: King’s Fund. 
204 West, K., Eckert. R., Collins, B., and Chowla, R. (2017) Caring to change. How compassionate leadership can 
stimulate innovation in health care. London: King’s Fund. 
205 Eckert, R., West, M., Altman, D., Steward, K., and Pasmore, B. (2014) Delivering a Collective Leadership 
Strategy for Health Care. White Paper. London: The King’s Fund. 
206 Improving NHS Culture. The King’s Fund: https://www.kingsfund.org.uk/projects/culture  
207 West, M., Lyubovnikova, J., Eckert, R., and Denis, J-L. (2014) Collective leadership for cultures of high quality 
health care. Journal of Organizational Effectiveness: People and Performance 1, 240-260. 

https://www.kingsfund.org.uk/projects/culture
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commitment, the more likely patients are to report satisfaction with their care. So 

good leadership culture promotes staff engagement. 

4) Learning and innovation – this characteristic concerns continual learning and 

improvement in patient care. Feedback from patients about their care is important 

to sustaining cultures of high-quality care and innovation. 

5) Effective team working – teams working together has become increasing important 

for meeting existing and future challenges NHS organisations face. There are many 

benefits from effective team working, including lower levels of staff stress, 

absenteeism and turnover Shared leadership is also an important predictor of 

performance. 

6) Collective leadership – for this characteristic shared or distributed leadership is key. 

Everyone has a responsibility for the success of the organisation as a whole. This also 

included patients adopting a leadership role, both in terms of their own care but also 

in helping to shape their healthcare organisation (e.g. through patient 

representatives and patient groups). 

3.6.3 Management  

In relation to management, analysis of data on good people management practices in the 

NHS published by the What Works Centre for Wellbeing highlights some important 

findings.208 Good people management was based on NHS data (collected between 2012-

2014) concerning the extent to which Trusts made use of training, performance appraisal, 

team working, clear staff roles, staff taking decisions on how to do their job, encouraged 

supportive management and involved staff in decisions about their department and the 

Trust. This analysis aimed to predict improvements in job satisfaction, employee 

engagement, patient satisfaction, sickness absence and patient mortality. Wellbeing was 

assessed using average level of job satisfaction for each Trust. 

Good people-management practices were associated with significantly higher levels of job 

satisfaction, engagement, patient satisfaction, lower levels of sickness absence compared to 

Trusts who employed these practices less. Although no significant effect on patient 

mortality was found there was a trend towards lower mortality for Trusts using good people 

management. The lower percentage of sickness absence, of 3.7% for Trusts using good 

people management practices compared to 4.4% for those who used them less, was 

estimated to lead to an annual saving of over £200 million for the NHS. Investing in these 

management practices can therefore lead to considerable returns on investment and can be 

seen within six to 12 months. 

                                                           
208 Ognonnaya, C., and Daniels, K. (2017) Illustrating the effects of good people management practices with an 
analysis of the National Health Service. What Works Centre for Wellbeing.  
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This analysis emphasises that improving staff wellbeing and performance are mutually 

compatible –gains can be achieved for both the organisation and staff.  The authors of this 

report recommend that good people management practices can be implemented through: 

 The creation of high quality jobs with clear roles, allowing staff to make decisions 

about their job and the wider working environment 

 Supporting staff enabling them access to learning and development opportunities 

and allowing them to feedback on their work through effective performance 

management processes 

 Encouraging managers to support the staff they manage. 

3.6.4 Commentary  

This review found that numerous theories of leadership and management have been described and 

researched. Across this literature review the authors have selected for the ERG’s consideration the 

aligned and complementary approaches of Transformational Leadership, Collective Leadership and 

this learning from quality management already present in the NHS.  

Transformational leadership has a relatively strong evidence base. As Collective Leadership is 

promoted across a number of NHS organisations there is scope to investigate its effectiveness in 

improving staff mental health and wellbeing.  

The What Works for Wellbeing’s recent study on good people management in the NHS recognised 

that quality management is one way to address the challenges discussed. Job quality, role clarity, 

delegated decision making, access to learning and development opportunities, scope to feedback 

through performance management and supportive managers combine to significantly increase job 

satisfaction and patient satisfaction, and lower sickness absence.   

It would be valuable for the ERG to consider how the evidence base for effective leadership and 

management approaches in the NHS could be further developed.  

 

3.7 Prevention strategies  

Joyce et al (2016) has reviewed workplace interventions for common mental disorders and their 

outcomes (see 3.7.2). Many interventions to reduce burnout and work-related stress are focused at 

an individual or a small group level rather than at organisational level.209 Yet, according to one 

review interventions targeting the organisation may maintain their positive effects over a longer 

period of time compared to those aimed at individuals or small groups.210 

Given the systemic and cultural change agenda of this project, the authors have selected 

organisational level activity including ‘promising approaches’ that require further evaluation. It is 

                                                           
209 Bagnall, A.M., Jones, R., Akter, H., and Woodall, J. (2016) Interventions to prevent burnout in high risk 
individuals: Evidence review. Public Health England, London, England 
210 Awa, W.L., Plaumann, M., and Walter, U. (2010) Burnout prevention: a review of intervention programs. 
Patient Education Counsel 78, 184-90. 
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evident from the qualitative interviews that local innovation is happening, for example in the 

development of reflective practice spaces and a range of health and wellbeing activities.  

Individual level prevention strategies are reviewed to stimulate discussion about what organisational 

and wider system actions can support their implementation at service or team levels. However, as a 

cautionary note, organisational level strategies will not necessarily impact individual’s mental health 

3.7.1 Resilience  

The concept of resilience has attracted a great deal of attention in relation to healthcare 

professionals, with a steady rise in the literature as to what promotes, builds and maintains 

resilience in nurses in particular. Much of this is in relation to the challenges nurses face in 

their daily work, such as staff shortages and the emotional exhaustion of caring for dying or 

critically ill patients. 

However, there is relatively little known about resilience to stress and what constitutes a 

healthy adaptation to stress and trauma.211 There has been some work on adaptive 

responses and social support following stress, disasters, acts of terrorism and other 

traumatic events.212 213 214 

When building resilience in nurses some suggest starting early by being incorporated into 

nurse training or to learn from other practitioners. These include learning coping 

development, leadership skills, and positive role models. The Point of Care Foundation on 

behalf of Hospice UK have produced a checklist and framework to help leaders and 

managers in hospices to assess strategies for supporting staff and methods for devising their 

own to create a healthy and resilient workforce.215  

There has been a wealth of published literature looking at building resilience and wellbeing 

in nurses and interventions to alleviate stress and develop coping strategies.216 Some 

acknowledge the importance of a good work-life balance, social support especially at work, 

                                                           
211 Southwick, S.M., Litz, B.T., Charney, D., and Friedman, M.J. (2011) Resilience and Mental Health: Challenges 
Across the Lifespan. Cambridge University Press. 
212 Kaniasty, K., and Norris, F.H. (2004) Social support in the aftermath of disasters, catastrophes, and acts of 
terrorism: altruistic, overwhelmed, uncertain, antagonistic, and patriotic communities. In: Ursano, R.J., et al 
(editors) Bioterrorism: psychological and public health interventions. Cambridge: Cambridge University Press, 
pp 200-29.  
213 Norris, F., and Kaniasty, K. (1996) Received and perceived social support in times of stress: a test of the 
social support deterioration deterrence model. Journal of Personality and Social Psychology 71, 498-511. 
214 Norris, F.H., Tracy, M., and Galea, S. (2009) Looking for resilience: Understanding the longitudinal 
trajectories of responses to stress. Social Science and Medicine 68, 2190-2198. 
215 Goodrich, J., Harrison, T., and Cornwell, J. (2015) Resilience. A Framework Supporting hospice staff to 
flourish in stressful times. Hospice UK. 
216 Brennan, E.J. (2017) Towards resilience and wellbeing in nurses. British Journal of Nursing 26, 43-47. 
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home and family based activities and social networking.217 218 219  What also aids resilience 

building are reflection, education, training and supportive working environments220.  

However, a person can be considered to have too much resilience when they recover and 

adapt to events too quickly. They may appear too calm and are unable to respond to the 

anxieties of others and so lack empathy and can be perceived as a lack of caring.221 

One study measured levels of resilience (using the Resilience Scale, RS-25) in 845 healthcare 

workers in the UK.  Women were found to have slightly higher resilience scores compared 

to men. In terms of occupation, ancillary staff had the lowest levels of resilience with most 

other staff groups having moderate resilience scores. No correlations were found between 

resilience scores and absence rates, suggesting resilience may not be a mediating factor for 

the health and wellbeing of NHS staff.222 

Critical resilience 

Traynor (2017) in a book on Critical Resilience argues that there is an unspoken anxiety that 

haunts nursing. It emerges, for example, when a student nurse takes up their role for the 

first time and feels virtually unprepared for the work they have to do.223 For more 

experienced nurses pressures in their day to day work may lead them to cut corners, 

thereby providing sub-optimum care, in an effort to meet ever increasing demands with 

fewer staff. Where nursing standards have failed and scandals have arisen these have been 

seen as a loss of values and morale among nurses or caused by the weight of persistent 

adversity, as highlighted by the Francis report (Francis 2013). It is perhaps unsurprising that 

many nurses leave the profession, which has been estimated to be around 30%.224  

One approach to resolving issues such as burnout is to build resilience. This has received a 

great deal of attention in the literature as applied to healthcare staff.  However, as Traynor 

argues this single solution ‘bypasses the proliferation of problems, each with their own 

intricate set of causes, and aims directly at the spectre of anxiety.’(pg xi) Current 

approaches to build resilience are almost exclusively focused on the individual without 

taking account of the wider ecological context, namely the structural and political causes of 

                                                           
217 Happell, B., Reid-Searl. K., Dwyer, T., Caperchione, C.M., Gaskin, C.J., and Burke, K.J. (2013) How nurses 
cope with occupational stress outside their workplaces. Collegian 20(3): 195–9. 
218 Simmons, S. (2012) Striving for work-life balance. American Journal of Nursing, 112 (1 Supplement) 25–6. 
219 Maben, J., Peccei, R., Adams, M., et al (2012) Exploring the Relationship Between Patients’ Experiences of 
Care and the Influence of Staff Motivation, Affect and Wellbeing. Executive Summary. National Institute for 
Health Research Service Delivery and Organisation Programme. http://tinyurl.com/p4z59hx (accessed 6 
December 2016)  
220 Brennan, E.J. (2017) Towards resilience and wellbeing in nurses. British Journal of Nursing 26, 43-47. 
221 Hills, R. (2016) The Authority Guide to Emotional Resilience: strategies to manage stress and weather 
storms in the workplace. Authority Guides. 
222 Sull, A., Harland, N., and Moore, A. (2015) Resilience of health-care workers in the UK; a cross-sectional 
survey. Journal of Occupational Medicine and Toxicology 10:20 DOI 10.1186/s12995-015-0061-x  
223 Traynor, M. (2017) Critical Resilience for Nurses. An Evidence-Based Guide to Survival and Change in the 
Modern NHS. Oxon: Routledge. 
224 Lintern (2013) HEE bids to tackle staffing crisis. August (see HSJ.co.uk/news) 
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problems in the NHS. There is very little, if any research on resilient systems, despite 

commentary on how stressed and dysfunctional some healthcare organisations can be. 

Trayor, therefore critiques the use of resilience in nursing research, where focused on the 

individual and their personal characteristics, to resolve many of the complex and pervasive 

problems in the NHS. He also examines the uses and abuses of the terms care, compassion 

and empathy as applied to the nursing profession. Compassion, care and empathy – the 

qualities that nursing is often associated with - also need to be understood in relation to 

context and working environment. An alternative to these is: 

…a combination of constant and careful communication with patients and others in 

our care, attentive listening and rechecking that we have understood, the adopting 

of a professional position in relation to them and the ability to have and 

communicate high levels of knowledge regarding their situation…if we arrive at this 

through a careful critique of the uses and dangers of talk of care, compassion and 

empathy, and the fuzziness of thought that it can lead to, then we can start to 

practise as nurses in a more considered and confident way. We might be freed from 

our anxiety about not being compassionate enough and of being too compassionate. 

(pg 53) 

Resilience could be, as Traynor suggests, supervision and peer-support where: 

Consciousness-raising is better with others. Supervision, formal or informal and 

peer-support, again either formally arranged or more informal, can help build bonds 

and aid understanding of the pressures and decisions made ‘up stream’ that affect 

your day-to-day working life. (pg 67) 

Organisational resilience  

Organisational resilience is another approach to improving the quality of healthcare. Based 

on resilience engineering which is an emerging approach for understanding and improving 

complex adaptive systems such as healthcare.225 It is focused on improving patient safety, 

with the premise that healthcare is already resilient to a greater extent and that everyday 

practice succeeds more often than it fails.226  

This approach is not concerned with individual psychological resilience or coping instead it is 

about the organisational processes that enable a team or unit to successfully adapt. The 

type of adaptation could include workers adjusting flexibly to deal with, for example, high 

patient numbers, staff shortages or a lack of equipment. Workers are a key component and 

according to this approach can adapt creatively when taking control of their working 

                                                           
225 Braithwaite, J., Clay-Williams, R., Nugus, P., and Plumb, J. (2013) Health care as a complex adaptive system. 
In: Hollnagel E, Braithwaite J, Wears R, editors. Resilient health care. Aldershot: Ashgate. Pp. 57–76. 
226 Braithwaite, J., Wears, R.L., and Hollnagel, E. (2015) Resilient health care: turning patient safety on its head. 
International Journal for Quality in Health Care Advance 1-3, doi: 10.1093/intqhc/mzv063  
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environment to reduce workload and increase efficiency.227 Also, adverse events happen 

because workers are not able to adjust accordingly to working conditions that have become 

overwhelming. Looking at what goes right is another important part of this 

adaptive/learning process rather than solely focus on what goes wrong (e.g. procedures for 

reporting an incident). 

The Concepts for Applying Resilience Engineering (CARE) model is a framework for 

examining organisational resilience in healthcare (see Figure 3).228 Work as imagined 

includes what is intended or imagined demands in the system (e.g. patient numbers, quality 

standards) and its alignment with the capacity to meet those demands. Past experience and 

future projections guide organisations to plan staffing levels or buy equipment to meet 

demand as imagined by these experiences/projections. However, demand and capacity can 

never be completely come together due to the complexity of the system; where there will 

always be unanticipated demands, variations and interactions that require adjustments by 

workers. Work as done relates to the adjustments needed to deal with the variability 

between demand and capacity. Predicting outcomes (and what is acceptable and 

unacceptable) rests largely with understanding the dynamics of the work as done. 

Outcomes are the consequences for patients, staff and the organisation. These are not fixed 

categories; but instead based on interpretation and judgement within a given context. 

 

        Figure 3: Concepts for Applying Resilience Engineering (CARE) model 

This approach provides a systems perspective where the CARE model includes feedback 

loops and non-linear structures. Outcomes are not the end points and there are no ‘right’ or 

‘wrong’ adjustments or adaptations. The CARE model is currently being evaluated to 

develop and test interventions to improve the quality of healthcare in an emergency 

department and a unit caring for older people. The Centre for Applied Resilience in 

                                                           
227 Cook, R., and Rasmussen, J. (2005) “Going solid”: a model of system dynamics and consequences for patient 
safety. Quality and Safety in Health Care 14, 130–4. 
228 Anderson, J.E., Ross, A.J., Back, J., Duncan, M., et al. (2016) Implementing resilience engineering for 
healthcare quality improvement using the CARE model: a feasibility study protocol. Pilot and Feasibility 
Studies, 2, 61. DOI 10.1186/s40814-016-0103-x 
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Healthcare (CARe) promotes organisational resilience interventions with the following aims: 

229 

1) Increase the quality and safety of healthcare with organisational resilience 

interventions 

2) Produce a shift in the NHS cultural approach to safety from reliability (analysing 

and counting incidents) to organisational resilience 

3) Produce and disseminate evidence about how organisational resilience can be 

increased 

4) Become a national resource centre for knowledge and learning in resilience. 

 

3.7.2 Interventions overview  

There are a multitude of work-based interventions to prevent and address work-related 

stress, burnout and mental health problems in employees. Table 2 summarises UK and 

international evidence from one systematic meta-review in terms of outcome at an 

individual (symptoms) and organisational level (e.g. absenteeism, productivity).230 There 

was strong evidence against the use of psychological debriefing following a potentially 

traumatic event and recommend that this should not be offered routinely in the workplace. 

Table 2: Workplace interventions for common mental disorders and their outcomes - reviewed by 

Joyce et al (2016)90 

Intervention Level of 
impact 

Intervention 
description 

Individual 
outcome(s) 

Organisational/occupational 
outcome(s) 

Stress 
management 
programmes - 
CBT-based  

High Includes strategies 
and training to 
acquire 
problem-solving 
skills, reduce 
negative coping 
style 
and ways in which 
to identify 
stressors, and 
minimize 
their impact at 
work 

Reduced 
work-related 
stress and 
symptom 
reduction 

None found 

CBT for 
established 
depression or 
anxiety 
disorder 

High CBT interventions 
in the workplace 

Reduced 
symptoms 

Mixed findings on very limited 
evidence. Improved work 
functioning for employees 
with depression from one RCT. 
But generally no conclusive 

                                                           
229 http://resiliencecentre.org.uk/overview/ 
230 Joyce, S., Modini, M., Christensen, H. et al. (2016) Workplace interventions for common mental disorders: a 
systematic meta-review. Psychological Medicine 46, 683-697. 
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31 January 2018 Draft 1.7 
 

78 
 

evidence for effectiveness of 
workplace mental health 
inventions such as CBT for 
improving occupational 
outcomes 

Exposure 
therapy for 
established 
anxiety 
disorders and 
PTSD 

High Exposure therapy 
for work-related 
anxiety and PTSD 

Reduced 
symptoms 

Increased productivity, 
reduced sickness absence 

Increased 
employee 
control 

Moderate Problem-solving 
committees, 
education 
workshops and 
stress reduction 
committees 

No significant 
effects for 
flexitime, 
overtime and 
fixed term 
contracts on 
self-reported 
psychological 
health 
Self-
scheduling 
shifts and 
gradual/partia
l retirement 
improved 
mental health 

Not known 

Physical activity Moderate Combined aerobic 
exercise and 
relaxation 
reduced anxiety 

Reduction in 
anxiety 

None found, although may 
reduce absenteeism 

Workplace 
health 
promotion 

Low  Organisation wide 
intervention to 
address mental 
and physical 
health promotion 
in the workplace 

Mixed 
findings. Some 
weak 
evidence for 
improved 
mental health 

Moderate association with 
decreased absenteeism 

Screening Low Screening 
following by 
telephone support 
and care 
management 

Reduced self-
reported 
depression 
scores 

Higher job retention 
More hours worked by 
employees, although screening 
can produce false positives 
and other risks 

Counselling Low  Workplace 
counselling 

Can help with 
reducing 
symptoms of 
stress, anxiety 
and 
depression 

Small positive effect on job 
commitment, sickness 
absence, work functioning and 
job satisfaction 

Psychological 
debriefing 

Low Interventions (e.g. 
single routine 
debriefing) 

Unlikely to be 
of benefit and 

- 
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delivered 
immediately after 
trauma to relieve 
distress and avoid 
long term 
psychopathology 

recommended 
not to be used 

 

The authors note that while many of these interventions may be effective in reducing 

symptoms for the individual this does not always translate into improved organisational 

outcomes, such as reduced absenteeism, increased productivity etc. It is also worth noting 

that the available evidence for interventions of this kind is limited and often marred by 

methodological issues, such as small samples or no control group.  

Many interventions, however, to reduce burnout and work-related stress are focused at an 

individual or a small group level rather than at organisational level.231  

According to one review interventions targeting the organisation may maintain their 

positive effects over a longer period of time compared to those aimed at individuals or small 

groups.232  

Relatively few studies have examined interventions to prevent STS in healthcare 

professionals. A Cochrane review published in 2015 looked at preventing occupational stress 

in this group found some (low quality) evidence that Cognitive Behaviour Therapy training 

and mental and physical relaxation and changing work schedules can reduce stress 

compared to no intervention at all, but not necessarily other approaches.233 Other 

organisational interventions such as improving workings conditions, peer support groups to 

discuss problems at work and emotion-oriented care training appeared to have no effect.82 

 

3.7.3 Organisational level  

One of the recommendations of the Foresight Project on Mental Capital and Well Being 

stated that ‘employers should be encouraged to foster work environments that are 

conducive to good mental wellbeing and the enhancement of mental capital’.234 However, 

research on the effectiveness of interventions aimed at organisational level to reduce 

psychological trauma is very limited. 

                                                           
231 Bagnall, A.M., Jones, R., Akter, H., and Woodall, J. (2016) Interventions to prevent burnout in high risk 
individuals: Evidence review. Public Health England, London, England. 
232 Awa, W.L., Plaumann, M., and Walter, U. (2010) Burnout prevention: a review of intervention programs. 
Patient Education Counsellor 78, 184-90. 
233 Ruotsalainen, J.H., Verbeek, J.H., Marine, A., and Serra, C. (2015) Preventing occupational stress in 
healthcare workers (Review) Cochrane Database of Systematic Reviews 2015, Issue 4. Art. No.: CD002892. 
DOI: 10.1002/14651858.CD002892.pub5  
234 Government Office for Science (2008) Mental capital and wellbeing: making the most of ourselves in the 
21st century. Final project report.  
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There is some evidence to suggest organisational transformation can improve motivation 

and reduce work-related stress in health professionals working in trauma centres. 

Organisations with low levels of stress were professionally managed with clear definitions of 

roles and tasks, an independent board with a clearly defined of leadership to guide teams, 

authority, responsibility and staff accountability, where staff have realistic attitudes which 

focuses on professionalism rather than politics.235  

Organisations with low work-related stress have the support of leaders to encourage self-

protective strategies which are regarded by professionals as preventive. These include 

among many, hobbies/leisure, team culture, joint cooking, ‘mental health days’ and keeping 

a balance between empathy and professional distance.236 There are training modules that 

utilise these types of self-protective strategies.237 

Psychological First Aid  

In Australia the organisational implementation of Psychological First Aid (PFA) training for 

managers and peers has been used as an early intervention for survivors of potentially 

traumatic events. A phased PFA model for organisations has been suggested to train staff at 

various levels, including managers and those with special support roles. 238 PFA training, 

when introduced into a police service led to increased knowledge, skills and improved 

perceived capacity to deliver PFA.239 

Trauma Risk Management (TRiM) 

A post-traumatic management strategy, developed by the British military is a peer-group 

risk assessment that can be used in other hierarchical organisations.240 This includes a 

training package to educate non-medical personnel within the organisation to risk assess, 

coordinate and plan an appropriate response and referral for treatment. The package also 

aims to build and support resilience and prevent the unnecessary medicalisation of normal 

post-traumatic reactions. Trauma risk management (TRiM) is a post incident management 

system used in the UK Armed Forces. TRiM, rather than prevent of treat PTSD, aims to 

provide an early indication of those who are likely develop a formal illness or at risk of 

psychological injury. TRiM practitioners are located within units and following a traumatic 

                                                           
235 Pross, C., and Schweitzer, S. (2010) The culture of organizations deadline with trauma: Sources of work-
related stress and conflict. Traumatology 16, 97-108. 
236 Pross, C. (2014) Cultural competence and trauma in the organisations: Sources and prevention of stress and 
dysfunction. Clinical Neuropsychiatry 11, 7-19. 
237 Saakvitne, K.W., Gamble, S., Pearlman, L.A., and Lev, B.T. (2000) Risking Connection. A Training Curriculum 
for Working with Survivors of Childhood Abuse. PP 157-187. The Sidran Press: Luthersville MD. 
238 Forbes, D., Lewis, V., Varker, T., et al. (2011). Psychological first aid following trauma: Implementation and 
evaluation framework for high-risk organizations. Psychiatry: Interpersonal and Biological Processes, 74, 224–
239. 
239 Lewis, V., Varker, T., Phelps, A., Gavel, E., and Forbes, D. (2014) Organizational implementation of 
Psychological First Aid (PFA) training for managers and peers. Psychological Trauma: Theory, Research, 
Practice, and Policy 6, 619-623. 
240 Jones, N., Roberts, P., and Greenberg, N. (2003) Peer-group risk assessment: a post-traumatic management 
strategy for hierarchical organisations. Occupational Medicine 53:469–475. 
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event ensure the psychological needs of personnel are assessed and managed. Both 

approaches have not been formally evaluated so their effectiveness is unclear, but appear 

to be acceptable and of benefit.241 

Reflective practice  

Weekly reflective supervision where nurses are able to fully explore their emotional 

responses and reactions to trauma in patients is also crucial. This allows the health 

professional to reflect on the differences between their worldview and that of the patient 

they are caring for. Its aim is to prevent secondary trauma and other negative consequences 

such as burnout, desensitisation or dysfunctional coping.242 There are also cultural 

considerations, where cultural values and practices provide important contextual factors 

which can either lead to or prevent secondary trauma.86 

Clinical case supervision is another important tool to help staff manage the adverse effects 

of working with trauma victims, particularly where there is a strong urge to over-engage 

with the victim or perpetrator.243.  Protected space for self-reflection from a bird’s eye view 

is also considered important for stress prevention, so too are teaching, education and 

counselling.83 But it is important to detect and resolve occurrences of inadequate or harmful 

supervision.244 

Helping nurses to create and maintain personal and professional boundaries and to engage 

in self-care may also be useful according to another review of the literature.245 

Schwartz Center Rounds were developed in the US to promote compassionate care where 

patients and the staff caring for them relate to each other in a way that gives hope to the 

patient and support to the caregiver. These Rounds function at an organisational level 

bringing together non-clinical and clinical staff from across the healthcare setting. Unlike 

ward rounds which focuses on patients and their treatment, staff are encouraged to discuss 

any psychological, emotional and social challenges experienced with their work in a 

confidential and safe space. 

Schwartz Rounds were introduced and piloted in the UK between 2009-2010 to enable 

multidisciplinary staff to reflect (monthly) on the personal and emotional impact of working 

in healthcare. The pilot evaluation found Schwartz Rounds were positively received by 

                                                           
241 Greenberg, N., Langston, V., and Jones, N. (2008) Trauma risk management (TRiM) in the UK Armed Forces. 
JR Army Med Corps 154, 123-126. 
242 Hubbard, G.B., Beeber, L., and Eves, L. (2017). Secondary traumatisation in psychiatric mental health 
nurses: Validation of five key concepts. Perspectives in Psychiatric Care 53, 119–126. 
243 Lansen, J., and Haans, T. (2004). Clinical Supervision for Trauma Therapists. In Wilson, J.P, and Drožðek, B. 
(editors), Broken spirits: The treatment of traumatized asylum seekers, refugees, war and torture victims (pp. 
317-353). New York: Brunner-Routledge. 
244 Ellis, M.V., Berger, L., Hanus, A.E., et al. (2014) Inadequate and harmful clinical supervision: testing a revised 
framework and assessing occurrence. The Counselling Psychologist 42, 434-472. 
245 Walker, E., Morin, C., and Labrie, N. (2012) Supporting staff at risk for compassion fatigue. A review 
prepared for Region of Peel Public Health. 
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healthcare staff working in a hospital setting246  and appeared to increase standing between 

different staff, so reducing isolation and provide support.247 A study by Robert et al (2017) 

showed Schwartz Rounds were adopted by 116 organisations across England by July 2015, 

out of a total of 438 organisations approached, giving an adoption rate of 26%.248 Most 

organisations adopting the Rounds were acute, community and mental health services 

(73%), with 25% adopted by hospices and 3% other organisations (e.g. ambulance service, 

prison etc). Take up of the Rounds did not appear to be driven by any ‘felt need’ to respond 

to poor performance, government mandate, or the evidence base of health and wellbeing 

interventions for staff. For the most part adoption of the Rounds was communicated via 

professional networks, diffused by word of mouth, a cumulative effect of various social 

processes and following publication of the Frances Report on Mid Staffordshire NHS Trust 

which mentioned the value of the Rounds.249 42  

A recently completed evaluation of Schwartz Rounds in the England found improved 

wellbeing for regular attenders compared to non-attenders, changes in behaviour towards 

patients and colleagues, and in hospital culture.250 

Other reflective practices include the Balint group (a type of clinical supervision in which 

doctors are able to present and discuss a case and the emotional aspects of the patient-

doctor relationship) and staff counselling services.251 252  

Some authors have demonstrated that supervision and reflective practice can help 

practitioners make sense of their practice, to explore the actions or decisions they make to 

facilitate improvements in care.253 A resilient healthcare organisation is one where its 

leaders understand the nature of caring giving and are able to create a reflective space to 

examine their experiences, especially during times of difficulties (Khan, 2005, Holding Fast: 

The Struggle to create resilient caregiving organisations, Brunner-Routledge). 

                                                           
246 Goodrich, J. (2011) Schwartz Center Rounds. Evaluation of the UK pilots. The King’s Fund. 
247 Chadwick, R.J., Muncer, S.J., Hannon, B.C., Goodrich, J., and Cornwell, J. (2016) Support for compassionate 
care: Quantitative and qualitative evaluation of Schwartz Center Round in an acute general hospital. Journal of 
the Royal Society of Medicine Open 7(7): 2054270416648043. 
248 Robert, G., Philippou, J., Leamy, M., Reynolds, E., et al. (2017) Exploring the adoption of Schwartz Center 
Rounds as an organisational innovation to improve staff well-being in England, 2009-2015. 
249 Francis, R. (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 
250 Maben, J., Taylor, C., Dawson, J. et al. (2017) A realist informed mixed methods evaluation of Schwartz 
Center Rounds in England. A ‘first look’ summary. Retrieved on 1 Nov 2017 from: https://njl-
admin.nihr.ac.uk/document/download/2011408  
251 Royal College of Nursing (2016) RCN Mentorship Project (2015) 
252 The Balint Society, https://balint.co.uk/about/introduction/  
253 Taylor, B., Edwards, P., Holroyd, B., et al. (2005) Assertiveness in nursing practice: An action research and 
reflection project. Contemporary Nurse 20: 234–48 
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Screening and mentoring have also been suggested for staff considered to be at high risk, 

particularly if exposed to a major traumatic event or cumulative exposure.254 255 NICE 

Guidelines do not recommend debriefing or brief single-session interventions for people 

who have experienced a traumatic event/PSTD. 256 As part of an Employee Assistance 

Program in Australia, a peer support programme for paramedics has also been described to 

provide early intervention following a potentially traumatic event.257 

Workload management  

One example includes an organisational intervention conducted in two Northern Territory 

hospitals in Australia to reduce occupational stress and high turnover rate in nursing staff. 

The focus was on workload and reviewed using a nursing workload tool, an assessment of 

nursing workload across all wards and units, noting additional nursing posts to meet any 

shortfalls, review a long-term recruitment strategy by expanding a nursing graduate 

programme with increased clinical supervision and support and a recruitment campaign for 

new graduates and continuing employees.258 An evaluation of this intervention found 

significant reductions in psychological distress and emotional exhaustion, an increase in 

individual job satisfaction, improvement in system capacity, a reduction in job demands and 

an increase in resources, and a reduction in staff turnover in one hospital. 

Workplace mental health training for managers 

Workplace mental health training for managers is another promising approach. A trial of 

manager mental health training within a large Australian fire and rescue service appeared to 

result in a significant reduction in work-related sickness absence at 6 months, (around 6.45 

hours per employee per 6 months).259 This was also associated with a return of investment 

of just under £10 for every pound spent on this training. The total cost of the training 

programme was £625.55 per manager. The RESPECT Manager Training Programme was 

delivered in one, 4-hour interactive session. The programme combined mental health 

knowledge (e.g. symptoms of depression, anxiety, PTSD, alcohol misuse) and 

communication training (contrasting poor vs good management practices and positive 

                                                           
254 McFarlane, A., and Bryant, R., 2007. Post-traumatic stress disorder in occupational settings: anticipating and 
managing the risk. Occupational Medicine 57, 404–410. 
255 Healy, S., and Tyrrell, M. (2011) Stress in emergency departments: experiences of nurses and doctors. 
Emergency Nurse 19, 31–37. 
256 NICE Guidelines (2005) Post-traumatic stress disorder. https://www.nice.org.uk/donotdo/for-individuals-
who-have-experienced-a-traumatic-event-the-systematic-provision-to-that-individual-alone-of-brief-
singlesession-interventions-often-referred-to-as-debriefing-that-focus-on-the  
257 Scully, P.J. (2011) Taking care of staff: A comprehensive model of support for paramedics and emergency 
medical dispatchers. Traumatology 17, 35-42. 
258 Rickard, G., Lenthall, S., Dollard, M., Opie, T., Knight, S., Dunn, S., et al. (2012) Organisational intervention to 
reduce occupational stress and turnover in hospital nurses in the Northern Territory, Australia. Collegian (Royal 
College of Nursing, Australia) 19, 211-2. 
259 Milligan-Saville, J.S., Tan, L., Gayed, A., et al. (2017) Workplace mental health training for managers and its 
effect on sick leave in employees: a cluster randomised controlled trial. The Lancet Psychiatry, October, DOI: 
10.1016/S2215-0366(17)30372-3  
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communication techniques); featuring the effects of common mental health problems in the 

workplace, senior officers’ roles and responsibility with regards to employee mental health, 

and the development of effective skills for discussion mental health issues with staff. The 

programme had a significant positive effect on managers’ confidence and behaviour in 

dealing with mental health issues among staff. 

Stress management training  

There are various approaches that include Role Consultancy to provide stress management 

training courses and programmes at the individual and organisational level run by 

commercial organisations. Some offer ‘healthy organisation toolkits’.260 

3.7.4 Individual interventions 

There are many different types of interventions for reducing stress aimed at an individual 

level. A popular approach includes the use of relaxation techniques. Several studies have 

evaluated the use of yoga and/or mindfulness or structured meditation to reduce stress or 

CF in staff at high risk.261 262 263  Other studies have tried building individual resilience264 265 

or professional self-efficacy.266 Two systematic reviews of interventions for reducing stress 

and STS in healthcare professionals concluded there is a lack of evidence about what is 

effective in modifying individual and organisational risk factors for reducing this.267 268 

However, some studies report a reduction in burnout and an increase in CS after using 

mindfulness and building resilience techniques.119 

3.7.5 Commentary  

Preventive strategies are critical given the extremely high levels of psychological stress and trauma 

in the healthcare workforce. Prevention is at the centre of recent public policy on workforce mental 

health. Given the project’s focus on systemic and organisational change, the review highlights the 

                                                           
260 http://www.andersonpeakperformance.co.uk/index.html  
261 Horner, J.K., Piercy, B.S., Eure, L., and Woodard, E.K. (2014) A pilot study to evaluate mindfulness as a 
strategy to improve inpatient nurse and patient experiences. Applied Nursing Research 27, 198–201. 
262 Brooker, J., Julian, J., Webber, L., Chan, J., Shawyer, F., and Meadows, G. (2013) Evaluation of an 
occupational mindfulness program for staff employed in the disability sector in Australia. Mindfulness 4, 122–
136. 
263 Hevezi, J.A. (2015) Evaluation of a meditation intervention to reduce the effects of stressors associated with 
compassion fatigue among nurses. Journal of Holistic Nursing 
264 Potter, P., Deshields, T., and Rodriguez, S. (2013) Developing a systemic program for compassion fatigue. 
Nursing Administration Quarterly 37, 326–332. 
265 Potter, P., Deshields, T., Berger, J.A., Clarke, M., Olsen, S., and Chen, L. (2013) Evaluation of a compassion 
fatigue resiliency program for oncology nurses. Oncology Nursing Forum 40, 180–187. 
266 Berger, R., and Gelkopf, M. (2011) An intervention for reducing secondary traumatization and improving 
professional self-efficacy in well baby clinic nurses following war and terror: A random control group trial. Int. 
Journal of Nursing Studies 48, 601–610. 
267 Cocker, F., and Nerida, J. (2016) Compassion fatigue among healthcare, emergency and community service 
workers: A systematic review. International Journal of Environmental Research Public Health 13, 618; 
doi:10.3390/ijerph13060618  
268 Bercier, M.L., and Maynard, B.R. (2015) Interventions for secondary traumatic stress with mental health 
workers: A systematic review. Research on Social Work Practice 25, 81-89. 

http://www.andersonpeakperformance.co.uk/index.html
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limited number of organisational and team level preventive interventions that have an evidence 

base: Psychological First Aid, Trauma Risk Management (TRiM), Reflective Practice, Workload 

Management and Workplace Mental Health Training for Managers.  

There are a range of individual interventions for which the evidence base is variable. Within the 

context of this project a central question is: what systemic and organisational actions can support 

locally tailored preventive strategies to be innovated, selected and sustained?  

A striking finding from both the literature review and the qualitative interview is that the preventive 

strategies being developed in services are a ‘return to basics’ for example building in handover times 

within shifts and introducing activities that support reflective practice such as peer supervision. The 

recent evaluation of Schwarz Rounds in the NHS found improved wellbeing for regular attendees, 

changes in behaviour towards patients and colleagues, and changes in hospital culture.  

The concept of resilience has had a great deal of attention in relation to health care professionals, 

with a particular focus on individual resilience. However, relatively little is known about resilience to 

psychological stress and what constitutes a healthy adaptation to psychological stress and trauma. 

Further, the focus on individual resilience has been strongly criticised within the critical resilience 

literature and by members of the healthcare workforce (this was evidenced in the qualitative 

interviews also) as disconnected by the organisational, systemic and societal pressures discussed 

across this report.  

Further research needs to be undertaken on organisational and team resilience; and to investigate 

what healthy adaptation to psychological stress and trauma at individual, team and organisational 

levels and how effective it is.  

 

3.8 Implementation 

There is no shortage of evidence to justify the case for preventing and improving the mental 

health and wellbeing of the NHS workforce. The alarming high rates of workplace stress, 

burnout, trauma and mental health problems and the considerable economic, social and 

societal impact now make this a matter of urgency for action. There is a growing public 

awareness of the importance and need to promote workplace mental health and wellbeing. 

Despite this awareness implementing psychosocial interventions and best practice appear 

to be slow, both in the public and private sector.  

Challenges 

Employers face several challenges in implementing workplace psychosocial interventions to 

prevent and improve the mental health and wellbeing of employees. The Deloitte Centre for 

Health Solution list five challenges:269 

 A failure of employers to prioritise mental health and wellbeing in the workplace 

 Having reactive rather than proactive and preventive policies 

                                                           
269 Hampson, E., and Soneji, U. (2017) At a tipping point? Workplace mental health and wellbeing. Deloitte 
Centre for Health Solutions. March 2017. 
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 A lack of insight regarding current performance (e.g. recruitment, retention and 

presenteeism) 

 A poor evidence base to measure the return on investment of wellbeing strategies 

 A lack of collective knowledge of best practice. (Added to this includes a lack of 

knowledge around the evidence base of interventions and what works). 

Successful implementation  

Overcoming these challenges, according to Deloitte, entails collective action for 

stakeholders. In order to implement a wellbeing strategy employers must deal with the 

challenges listed above by taking responsibility for creating a culture of awareness and 

support of staff mental health. The authors of this report suggest an implementation life 

cycle illustrated in Figure 4. 

 

 

Figure 4: The implementation life cycle for workplace wellbeing programmes 216 

Get workplace mental health and wellbeing on the agenda – involves proactive and 

preventive management of workplace wellbeing, which acknowledges parity of esteem 

between mental health physical health in the workplace. For many organisations employing 

a health and wellbeing lead has been an important enabler to demonstrating organisational 

commitment and to moving this agenda forward. 

Take stock and monitor performance – developing and monitoring key performance 

indicators such as absenteeism or presenteeism are very important. (See above section on 

indicators which provide some examples of measures). 
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Create buy-in – a crucial step too in developing a business case to support investment in 

staff mental health and wellbeing. Working with occupational health providers is one way to 

overcome the difficulties of achieving this step. Improving available information/data on the 

return on investment in wellbeing is another way forward. 

Implement key initiatives adapted for specific workforce challenges and demographics – 

finding the right initiatives can be a challenge for some organisations. Small steps can make 

a positive difference. Using a range of targeted mental health wellbeing interventions to 

support the type of staff employed can be productive. 

Evaluate programmes and communicate successes – formal and informal evaluations can be 

useful, especially if they can provide an indication of any early benefit of initiatives 

introduced. 

According to PRIMA the key issues for success in interventions to manage psychosocial risk 

in the workplace include:63 

 Organisational readiness to change 

 Having a realistic intervention strategy that can be incorporated in daily work 

practices 

 Comprehensive intervention strategy to include primary, secondary and tertiary 

prevention 

 Supporting continuous improvement and not just ‘one-off’ activities.  

Although more concerned with lessons learned from transforming organisations or 

businesses, Kotter’s work provides a useful bearing on successful implementation 

techniques. Kotter lists eight things that leaders do right and the errors that lead to failure 

(see Table 3).270 

Table 3 – Steps and errors in transforming an organisation 

Errors to transforming an organisation Eight steps to transforming an organisation 

Not establishing a great enough sense of 
urgency 

Establishing a sense of urgency 

Not creating a powerful enough guiding 
coalition 

Forming a powerful guiding coalition 

Lacking a vision Creating a vision 

Under-communicating the vision by a factor of 
ten 

Communicating the vision 

Not removing obstacles to the new vision Empowering others to act on the vision 

Not systematically planning for, and creating 
short-term wins 

Planning and creating short-term wins 

Declaring victory too soon Consolidating improvements and producing still 
more change 

Not anchoring changes in the organisation’s 
culture 

Institutionalising new approaches 

                                                           
270 Kotter, J.P. (2007) Leading change. Why transformation efforts fail. Harvard Business Review. January. 
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There are a number of general points to consider too – that the process of change usually 

goes through a series of phases and often requires a substantial amount of time and 

skipping steps may not result in a satisfactory outcome, and any mistakes in the process can 

have a devastating impact. 

Recent approaches and their implementation 

The Mental Health Commission of Canada conducted a case study project to examine the 

implementation and sustainability of their workplace standards in 40 organisations.271 The 

study found varying degrees of implementation at one year follow up with 21% 

demonstrating further progress, 33% regressing and 46% staying the same as at baseline. All 

organisations reported a positive psychosocial safety climate. Organisational participation 

(including and consulting with employees) was very important to an organisation sustaining 

and improving its implementation process. Analysis of their qualitative data revealed four 

themes important to implementation: embedding psychosocial health and safety in the 

organisation, programmes are based on determination of needs and tailored to the 

organisation’s characteristics, a succession plan to ensure continuation for PHS, and 

partnerships with internal departments and other organisations. 

In the UK, Thriving at Work and the West Midlands Combined Authority Mental Health 

Commission have implementation approaches, which will be valuable to monitor.  

The Thriving at Work report with regards to implementation and delivery calls on: the 

Government to invite leaders from various organisations to join a Mental Health and 

Employer Leadership Council to build and maintain momentum in this area and provide 

incentives for employers to prioritise workplace mental health; for employers to adopt the 

core standards and for the public sector and any other organisation with more than 500 

employees to deliver the enhanced standards listed above. For industry groups to help 

guide and support employers implement the core standards; and professional bodies 

responsible for training to provide accreditation for employers who include workplace 

mental health in their training programmes.174 

The West Midlands Combined Authority Mental Health Commission have launched an 

action plan on mental health across the region, called Thrive West Midlands. Part of the 

plan – the Workplace Wellbeing Premium - includes innovative financial incentive for 

employers encouraging them to engage with the mental health and wellbeing of staff.272 

                                                           
271 Mental Health Commission of Canada (2017) Sustaining implementation of the WORKPLACE Standard. One-
year follow-up study with case study research project participants. Retrieved from: 
mentalhealthcommission.ca  
272 Health Foundation (2017) Bold ideas for better wellbeing in the workplace. Newsletter. 29 June. 
http://www.health.org.uk/newsletter/bold-ideas-better-wellbeing-workplace  

http://www.health.org.uk/newsletter/bold-ideas-better-wellbeing-workplace
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This two-year trial involving around 100 organisations will be formally evaluated by the 

Health Foundation.  

3.8.1 Commentary 

Implementation of workplace mental health and wellbeing interventions requires employers to: 

prioritise mental health and wellbeing, have pro-active and preventive policies, have insight about 

current performance (for example recruitment, retention and presenteeism), have good evidence on 

the return of investment for wellbeing strategies, and a collective knowledge of best practice. A 

systematic implementation life cycle for workplace programmes supports continuous improvement, 

as will organisational readiness and a realistic and comprehensive intervention strategy.  

The Mental Health Commission of Canada case study project for its psychological health and safety 

(PHS) workplace standards found that organisations, which successfully implemented and sustained 

them: embedded them in the organisation, had needs based programmes that were tailored to the 

organisation’s characteristics, put in place a succession plan to ensure PHS’ continuation, and had 

strong internal and external partnerships.  

Given the need and opportunity to develop the evidence base for psychosocial health and safety, the 

ERG could integrate implementation science including the scalability and transferability of 

interventions considering locations, specialisms, roles and grades of healthcare staff.   
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4 Secondary Data Analysis  

4.1 Introduction 

The secondary data analysis used existing data to provide an indication of the extent of workplace 

stress in the workforce. 

Workplace stress is a subjective experience and can be difficult to measure directly in the workplace 

without a specifically designed tool. There are limited direct measures which record stress at work at 

a workforce level. Nevertheless, an indication of the extent and spread of workplace stress can be 

deduced from existing workforce statistics. 

The following sources were used to help identify which staff groups, organisations and geographies 

are most affected. 

 NHS Workforce Statistics - Aug 2017 (NHS Digital)273 

o Sickness Absence at rates in the NHS  

o Cause of absence 

o Reasons for Absence 

 Labour Force Survey – Feb 2017 (Office for National Statistics)274 

o Sickness absence in the labour market (public vs. private sector) 

 NHS Staff Survey - Mar 2017 (National NHS Survey Coordinating Centre)275 276 

o A range of questions concerning staff experiences at work 

o Health and wellbeing CQUIN indicator data (2015-2016) 

 

4.2 NHS Workforce Statistics on sickness absence 

Rates of workplace absence can be used as a proxy indicator for workplace stress.  Generally 

speaking, lower recorded levels of sickness absence suggest actual lower rates. However, the 

statistics can also indicate idiosyncrasies in reporting. This can be the case for some frontline 

departments which are believed to be more thorough in recording sickness absence (e.g. Ambulance 

Trusts) as they are required to provide cover for absences which would not be the case for 

administrative or policy roles.  A similar discrepancy applies for organisations which have different 

policies regarding data collection and definitions of absence. 

                                                           
273 NHS Workforce Statistics – August 2017, Provisional statistics. NHS Digital, 21 November 2017. Retrieved 
from: https://digital.nhs.uk/catalogue/PUB30136  
274 Office for National Statistics: Labour Force Survey. Sickness absence in the Labour Market, 2016. ONS, 9 
March 2017. Retrieved from: 
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datase
ts/sicknessabsenceinthelabourmarket  
275 NHS Staff Survey, 2016. Retrieved from: http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-
Results/  
276 Note: response rates and sample sizes vary across departments, organisation types and demographic 
groups. Smaller sub groups and organisation appear to have more dramatic patterns but they also have larger 
margins of error. 

https://digital.nhs.uk/catalogue/PUB30136
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/sicknessabsenceinthelabourmarket
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/sicknessabsenceinthelabourmarket
http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-Results/
http://www.nhsstaffsurveys.com/Page/1006/Latest-Results/2016-Results/
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Aside from reporting differences there can also be different causes for absence. Sickness absence 

rates are calculated by dividing the number of days lost to sickness absence by the number of full 

time equivalent days available for work. 

Annual sickness absence rate 

Nationally there has been a small decrease in the annual sickness rate across the NHS since 2009. 

The rate across England appears to be relatively stable since 2010.  There was a drop from 4.4% to 

4.16% between 2009 and 2010, however the trend seems to have stabilised and the national level 

appears to have returned to 4.16%.  

 

 

Figure 5: Annual sickness absence rates, England 2009-2017 (Source: NHS Digital)277 

  

                                                           
277 NHS Sickness Absence Rates, Annual Summary Tables, 2009-10 to 2016-17. Retrieved from: 
http://content.digital.nhs.uk/pubs/sickabsratemar17  
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Figure 6: Annual sickness absence rates by region, 2016-2017 (NHS Digital) 

Across the country the lowest rates of absence were recorded in London and the south east.  The 

highest absence rates were in the north, midlands and south west of England. The highest recorded 

in 2016-2017 was in the North West at 4.82% and the lowest was North West London at 3.25%. 

 

Figure 7: Sickness absence by pay band (Source: NHS Digital)278 

When sickness absence is compared against pay band the more senior bands appear to have much 

lower rates of absence 1.47% for the highest pay band (£100,400) compared with 6.12% for the 

lowest (£15,400). 

These patterns may indicate reporting issues with these data; lower pay scales are more likely to be 

frontline roles where absences are more rigorously recorded. In addition, the higher pay bands 

                                                           
278 Note: These data do not include bank staff and number of days lost to sickness absence. 
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incorporate smaller numbers of staff and full time equivalent days. 57,376,726 for band 2 compared 

with 669,697 for band 9.279 

Table 4: Sickness absence (days and rates) by pay band, 2016-2017 

  

FTE Days Lost to Sickness 

Absence (includes non-

working days) 

FTE Days Available 

(includes non-working 

days) 

Sickness Absence 

Rate 

 

England  404,119,081 4.16% 

Band 1 597,290 9,753,730 6.12% 

Band 2 3,482,532 57,376,726 6.07% 

Band 3 

 

46,997,075 5.61% 

Band 4 16,823,304 31,667,774 4.43% 

Band 5 3,500,892 79,069,710 4.43% 

Band 6 2,684,729 66,509,856 4.04% 

Band 7 1,219,207 39,334,481 3.10% 

Band 8a 344,029 13,979,183 2.46% 

Band 8b 126,094 5,923,034 2.13% 

Band 8c 55,739 3,217,579 1.73% 

Band 8d 28,643 1,648,504 1.74% 

Band 9 9,845 669,697 1.47% 

(Source: NHS Digital) 

                                                           
279 Processed using data taken from the Electronic Staff Record Data Warehouse and retrieved from: 

http://www.nhsemployers.org/your-workforce/pay-and-reward/agenda-for-change/pay-scales/annual  

 

http://www.nhsemployers.org/your-workforce/pay-and-reward/agenda-for-change/pay-scales/annual
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Figure 8: Annual sickness absence rates by staff group, 2016-2017 (Apr-Mar)280 

Figure 8 shows rates of absence which vary by staff group. Broadly, front line staff appear to have 

higher sickness absence rates than non-medical staff, except for HCHS doctors and non-medical 

MCHS staff who appear to contradict the trends.  

 

Figure 9: Sickness absence rates by organisation type, Jul-Sept 2016281 

Ambulance Trusts, Mental Health and Learning Disability Trusts and Community Provider Trusts have 

higher levels of sickness absence than the national average (see Figure 9).  

                                                           
280 NHS Digital (July, 2017): http://content.digital.nhs.uk/pubs/sickabsratemar17. Processed using data taken 
from the Electronic Staff Record Data Warehouse. 
281 NHS_Sickness_Absence_Rates_April_2017_Tables.xls. https://digital.nhs.uk/catalogue/PUB30063    
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By contrast, Acute, Special Health Authorities, Commissioning Support Groups and Clinical 

Commissioning Groups have lower levels of sickness absence. This seems to support the pattern of 

higher sickness absence rates in front line staff.   

4.3 Absence due to stress  

NHS Digital provide further ‘experimental statistics’ which can provide some insight into the reasons 

for absence. They advise that the data are used with caution as they are derived from experimental 

and un-validated statistics.  They are included here as they can allow for broad comparison between 

the reasons for absence among different staff groups. 

The NHS digital analysis provides percentage of absence for each cause and staff group. This appears 

to be between a quarter and a third of all absence. The different types of Trusts and the staff roles 

within them result in different absence rates.  

Given the cautions advised over the data, only proportions are displayed below. The numbers for 

these groups do vary considerably, some staff groups such as senior managers ambulance staff 

represent a small proportion of the workforce and it is therefore less reliable for making predictions. 

However, a broad pattern emerges across the staff groups is that between one fifth and a third of 

absence is attributed to stress, anxiety or depression. The highest proportion of absence which is 

attributed to stress is among support to ambulance staff in Mental Health Trusts.   
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Figure 10: Percentage of absence due to stress, anxiety and depression by staff group and Trust type282 

 

 

                                                           
282 Hospital and Community Health Services (HCHS): Sickness Absence Full Time Equivalent Days Lost by 
Organisation Type, Staff group and reason for Absence, England, 31 December 2015 to 30 November 2016. 
Retrieved from: https://digital.nhs.uk/media/30812/NHS-Workforce-Statistics-January-2017-Supplementary-
Information-Annex/Any/hchs-jan-2017-sup-tab-anex. Data taken from the Electronic Staff Record Data 
Warehouse. 
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Causes of absence 

The ONS workforce survey provides an insight into absence across all employers. 

Stress, depression and anxiety are the fourth most common reasons for absence at 7.6% for males 

and 7.8% for female staff which represents an average of 15 days lost per employee (see Table 5). 

Table 5: Reasons for sickness absence – percentage for 2016 

Reason for sickness Male (%)        Female (%) 

Minor illnesses 32.8 33.4 

Musculoskeletal problems 23.7 14.5 

Other 12.5 13.0 

Stress, depression, anxiety 7.6 7.8 

Gastrointestinal problems 5.8 7.2 

Eye/ear/nose/mouth/dental problems 5.1 4.1 

Headaches and migraines 2.5 4.2 

Respiratory conditions 2.3 4.4 

Genito-urinary problems 0.9 4.7 

Heart, blood pressure, circulation problems 2.9 0.9 

Serious mental health problems 0.6 0.4 

Prefers not to give details 3.2 5.5 

Total 100.0 100.0 

(Source: NHS Digital, 2017) 

While this does not specifically address issues that affect NHS staff, the workforce survey does 

separate out private and public sector providers. Two main findings are relevant: 

 the public sector has a higher overall rate of absence (2.9%) compared with that of the 

private sector (1.7%), and 

 11.2% of public sector absences are linked to stress and anxiety compared with 6.3% in the 

private sector. 
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Figure 11: Reasons given for sickness absence by public and private sector, 2016 (Source: Labour Force Survey) 

 

NHS Staff Survey 

The NHS staff survey includes data from 316 NHS organisations with responses from 42,3000 staff. 

This represents a response rate of 44% which is important to note. 

Staff are asked about a range of issues relating to the theme of health and well-being at work. Just 

over a third (37%) report feeling unwell due to work related stress.  The organisation type with the 

highest proportion reporting stress at work are Ambulance Trusts (49%), along with Mental Health / 

Learning Disability Trusts (41%).  

The organisations with the lowest proportions reporting feeling unwell due to stress at work were 

Community Surgical Services (18%), followed by Clinical Commissioning Groups (30%) and Acute 

Specialist Trusts (33%).   
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Figure 12: Percentage of staff feeling unwell due to work related stress in the past 12 months – 2016 

(Source: NHS Staff Survey, 2017) 

 

4.4 Positive and negative links with work related stress 

A series of correlations (Pearson’s) were conducted to examine which factors appeared correlated 

with stress at work. This gives an indication of the questions which may be related or have a 

common origin, those which appear to have no relationship with stress and those which appear to 

be associated with a lack of stress at work. These correlations do not represent a causal relationship 

and caution must be taken when interpreting these correlations.  

Those questions with strong positive correlation have a coefficient of approaching 1 those with 

negative correlation are closer to -1. Zero represents no relationship between the questions. 

The strongest relationships with stress at work were ‘Discrimination at work’ (a coefficient of 0.92)’ 

and ‘Attending work while feeling unwell’ (a coefficient of 0.9). These were closely followed by 

‘Experiencing harassment either from staff or patients’ which had coefficients of 0.76 and 0.72 

respectively.  Interestingly, ‘experiencing physical violence at work from patient or staff’ had a 

weaker correlation with feeling unwell due to work related stress.  

Having an appraisal in the previous 12 months, having colleagues experiencing harassment or 

violence had no or almost no correlation with being unwell due to work related stress. 

A large number of factors appeared to have negative correlation with feeling unwell due to 

workplace stress.  The strongest which may be related to a common cause were, effective use of 

patient user feedback (–0.95), being valued by the organisation (-0.92), good communication with 

management (-0.92) and overall engagement (-0.91) and quality of appraisals (-0.9). 
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It appears that having a high-quality appraisal is much more relevant than having an appraisal in the 

preceding 12 months.  

Figure 13: Positive and negative correlations with stress feeling unwell due to work related stress in the past 

12 months283 284 

                                                           
283 Hospital and Community Health Services (HCHS): Sickness Absence Full Time Equivalent Days 

Lost by Organisation Type, Staff group and reason for Absence, England, 31 December 2015 to 30 

November 2016. 

284 NHS Digital: https://digital.nhs.uk/catalogue/PUB30063  
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As part of the NHS Staff Survey data are collected on the CQUIN (Commissioning for Quality and 

Innovation) indicators, one of which (Indicator 1a) concerns improvement of staff health and 

wellbeing. Within this indicator there are three questions asking staff about their organisation’s 

action on health and wellbeing and whether they have experienced work-related stress and 

musculosketal problems. Figure 14 shows staff responses to these questions for 2015 and 2016.   

 

 

Figure 14: Staff responses to the CQUIN health and wellbeing (Indicator 1a) questions for 2015 and 2016 

A 12.2% reduction was found in the percentage of staff reporting feeling unwell due to work-related 

stress over the past 12 months from 2015-2016. A similar reduction was found for staff experiencing 

musculosketal problems. CQUIN set an improvement target of 5% points for staff responding no to 

these questions, or 85% of responses answering ‘No’. 

There was an increase in staff reporting their organisation took positive action on the health and 

wellbeing of staff. The CQUIN target is an improvement of 5% points or 45% of staff responding ‘Yes 

–definitely’. 

However, some caution may be needed when interpreting these data due to variations in response 

rates. 

4.5 Commentary 

The secondary data analysis for the strongest relationships with stress at work reported in the NHS 

Staff Survey were: discrimination at work, attending work while feeling unwell and experiencing 

harassment at work either from staff or patients. Effective patient user feedback, being valued by 

the organisation, good communication with management, overall engagement and quality of 

appraisals had the strongest negative correlation with feeling well.  

The more senior bands had much lower rates of sickness absence (1.47%) than the lowest (6.12%). 

However, this may reflect more rigorous recording of frontline staff and lower numbers of staff in 

senior bands. Frontline staff appeared to have higher sickness absence that non-medical staff except 

for HCHS doctors and non-medical MCHS staff. It is noteworthy that managers and senior managers 
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in Community, Mental Health and Acute Trusts were amongst the staff groups with the highest 

levels if absence due to stress, anxiety and depression (depending on Trust type from 23.7% to 

27.3% among managers; and from 26% to 31% among senior managers).  

Higher levels of sickness absence than the national average were recorded in: Ambulance, Mental 

Health and Learning Disability and Community Provider Trusts. Ambulance (49%) and Mental Health 

and Learning Disability (41%) Trusts had higher proportion of staff reporting stress at work. This 

echoes the literature review’s findings about most vulnerable groups of staff.  

Geographically, the lowest rates of absence were recorded in London and the south east; and the 

highest rates in the north, the midlands and the south west.  

NHS Digital provided experimental statistics on reasons for absence indicating that it would be 

valuable for the project to explore what other workforce mental health statistics could be sourced 

from further analysis of existing data.   
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5 Qualitative interviews  

5.1 The challenges identified  

The problems identified by experts were wide ranging depending on their role (e.g. what they were 

employed to do) and the organisation they worked for. One expert working in a busy Accident and 

Emergency department described many of the difficulties encountered daily on the ground. Staff 

were said to experience work-related stress regularly. Much of the stress was intrinsic to the work 

itself, such as a baby dying.  

Resource pressures 

But other difficulties such as the lack of beds and high demand for the service also contributed. 

Whatever the reasons for work-related stress its impact on staff was significant: 

We have people going off all the time. We’ve got people in tears. We’ve got people who 

can’t get to patients to give them proper care. They come into the office crying. We have 

people who are leaving. We cannot keep any nurses. We’ve had nurses who have been on 

the shop floor 10 minutes. All of our senior staff have left.  

The situation with staff shortages is then heightened by wider demands set by Government targets, 

for example, which if not met result in a financial penalty for the Trust. Many of the targets did not 

make sense to doctors in the department, and often resulted in a lack of engagement.  The 

department was also considerably underfunded: 

We need to be more open about what we get paid for and why. We receive £53 for each 

patient we see and £207 for giving them the full works (e.g. a scan etc). It’s not enough. 

We’re running at a loss at all times and the financial manager is always looking to cut costs 

and our biggest cost is staffing. 

The difficult financial situation was source of constant pressure for NHS staff. One expert working in 

a Trust under special measures explained how this is impacting on staff attitudes and behaviours: 

I have seen it in myself how I have changed in 11 months, of feeling quite weary, quite 

cynical and quite jaded and you know you go home some days thinking, ‘well what’s the 

point of that?’, but people are more irritable, you go to meetings people are more low level 

threatening towards you.  

The drive to make costs savings is often by cutting staff costs which makes providing a high quality 

service difficult: 

There is this constant financial pressure down to the minutest pence of what you can save 

while you are still trying to deliver a service. [This is] really difficult and then you have got 

patient expectations versus your ability to deliver them and that gap is widening.   

With this pressure staff have been asked to generate income but for many staff this is not something 

they have necessarily been trained to do: 

How am I going to make money, if staff cuts will produce money? I have gone for the third 

option of actually as a [psychology] service, because obviously psychology deals with human 
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beings, is the added worth I can give to this Trust. What can I do in terms of staff and staff 

resilience to help reduce sickness so it actually is beneficial to the Trust? 

This ‘third option’ is an important idea in that seeking to help reduce the level of staff absence can 

help Trusts save money, particularly those with financial difficulties.  

In going wider still, some of the main problems with the NHS current situation were seen in terms of 

political causes. For example, a failure in workforce planning to take into account the ageing 

population and training enough nurses to meet the growing demand. Another issue concerns nurses 

retiring to escape difficult working environments: 

Nurses retiring as soon as they can because they are exhausted, had enough, not had 

enough of nursing, just had enough of those pressurised work environments and so they will 

often come back and do agency shifts where they have got control over their time and who 

they work for and what they want to do. 

Emotional/moral distress 

Another expert highlighted the importance of moral distress (evidenced in the literature) where 

nurses feel unable to provide the sort of care they would like because they are so stretched in terms 

of their workload – something that may have become worse over the past decade. This is something 

that has been researched.  

So staff think they are doing a great job and patients don’t and it is often the ones who think 

they are not doing such a good job where patients think they are. So they are people with 

higher standards or more experience and they are just not living up to their own standards 

and I think that is a big cause of stress.  Especially where people have worked [in the NHS] a 

long time and they have seen that they are less able now than they were say 10 years ago to 

provide the care they would like to provide… I think it is mainly due to lack of time and 

enough staff and the pressure of targets and throughput. 

Another important issue touched on included the length of time it took staff to seek help for their 

psychological stress or mental health problems.  

…4 years we’re talking about.  So that’s how long they carry whatever it is.  They will carry 

difficult jobs.  They will carry emotional pain.  

The difficulties were also seen from a psychoanalytical/systemic and political perspectives which 

generates anxiety and denial in individuals and in the whole system. 

There is very little understanding of the uncertainties, the imprecision of however smart our 

healthcare is.  So, fundamental in the middle for the individual who brings their own psyche 

and their own private life and their own neurotic self, as it were, to work, there is a cost, a 

constant strain.  

I prefer the words ‘cost’ and ‘strain’ to the word ‘stress’, because ‘stress’ has tended to 

become a kind of commodified way of describing things that then you have techniques for 

dealing with, rather than an actual recognition, a psychological recognition, and a political 

recognition if you like, that that is what we ask health care staff to do.   
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So the individual is already in that kind of situation, and that gets right into the system 

because individuals that I know who have been training doctors, training nurses, training 

other practitioners, have found people in the system saying ‘get over it’ basically.  And it is in 

that first ‘get over it’, that’s where the practitioner starts to get into denial about, and not 

noticing, and feeling that it is not legitimate for them to feel that strain and cost.   

This expert adds that the system: 

is turning people into bullied, abused, exploited people, which then trickles through the 

system, leads to the way managers are anxious, leaders are anxious, frontline staff are 

anxious and in a sort of nightmare dream world of contradictions which they are not allowed 

to really face except protesting on the street or writing to their MPs, but in their day to day 

job they are far from supported to be able to manage all that.  So that’s the sort of systemic 

context. 

The need [therefore] to be able to preserve the caregiver is denigrated and put down in the 

priorities of the system over and over again. 

5.2 Solutions to the problem (theory and practice) 

Address wider system adversities 

As highlighted in the literature review attempts to build individual resilience in staff to address many 

of the wider adversities outlined above has been critiqued. A number of experts reiterated this point 

where attempts to build resilience in staff inadvertently point the blame at the individual for not 

being able to cope in a system that is not working well: 

there is a lot of talk of resilience at the moment… it has sort of become a little bit of a 

panacea for a lot of these problems, I think… it can be quite a problematic term…what do we 

mean by individual resilience and organisational resilience? …It can become in unthoughtful 

hands if you like, a sort of another stick to beat staff with in my view.  It is almost another 

thing to say well you are not resilient enough, or you need to build more resilience as if it is 

an individual failing or fault or problem. 

…some people have different resources, different inner coping mechanisms, but I think it is 

also very systemic. So how resilient you are in a very bullying difficult demanding culture, 

would be very different to being resilient in a very supportive, well-staffed environment. (CY) 

From a similar perspective, attempts to deal with wider system issues or adversities (e.g. 

underfunding, staff shortages) by targeting individual staff are not necessarily helpful and might 

even exacerbate issues concerning the mental health of staff, while masking problems linked to the 

wider system: 

A huge amount of adversity is to do with decisions that have been made about funding, 

staffing, management structures, you know which actually aren’t anything to do with dealing 

with sitting down with people, kind of political and policies managerial decisions that have 

been made by people - so if those are sort of sub-optimal, you know if the unit isn’t funded 

in a way that most people would agree it needs to be, then to sort of try and get the staff 

working on that to be more resilient seems to be kind of missing the point and kind of 
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insulting and actually probably damaging in the long run to the kind of the  mental health 

and wellbeing of the people who work there [in the NHS]. 

So I think the promotion of resilience can be kind of counter-productive because it can cover 

over, you know, a really serious problem that they try and cover over, but they don’t go 

away.  So individuals suffer and organisations never get their problems solved because they 

have got this superficial approach to them, to kind of dealing with them.  Maybe not wanting 

to.  

Our Trust has got way higher demands than we can meet being placed on us and we are 

running a large deficit and that deficit is larger in areas where there are higher demands as 

well so the staff think quite a lot of their resilience problems are down to the demand of 

work being placed on them but that wouldn’t necessarily be true because if we took away 

the huge workload they would probably start to say that they are affected by what they are 

hearing and dealing with on a daily basis.  I think that is why they feel over-extended 

because they are very well aware of the consequences of not completing an action results in 

some very serious consequences. 

5.3 Approaches and interventions 

Reflective practice and restorative/supportive supervision 

The literature highlighted the lack of time staff have for essentials such as taking breaks, conducting 

handovers and the opportunity to reflect on their work. Having protected time and a safe space to 

discuss and reflect on events arising from work and the patients they worked and its impact on them 

with was considered critical. This was more to do with helping clinicians deal with the emotional 

demands intrinsic to their work but also central to improving the quality of patient care. 

People do need protected space to talk about the impact of the work on them and I think 

that can happen through things like, whatever you want to call it, work discussion groups is 

one model, reflective learning, sometimes people have group supervision, but a model 

where you can talk about the impact of the work on you, you know whether you feel 

terrified somebody is going to kill themselves and you are hanging on by the skin of your 

teeth to keep everyone alive or, those sorts of things really.  

A very simple approach for reflective practice was described by the same expert: 

We used to just have at the end of every shift, 30 minutes where all the staff before we 

handed over to the night shift, for half an hour we sat and unless there was an absolute 

emergency the patients just had to manage themselves and they knew that for 30 minutes 

We weren’t to be contacted unless it was really important and mostly that was respected 

but at the end of each day we had half an hour where we just sat and talked. We took it in 

turns and we just said how’s my day and you could say as much or as little as you wanted 

but it was really helpful because you left things there. On particular days, you know we had 

people take massive overdoses, go into a coma, we had people that tried to hang 

themselves; there were all sorts of, really traumatic incidents.  So it was really helpful 

because you did say you know, also sort of acknowledging what had gone well which is a 

really important, I think it was really awful and it was really upsetting but I think as a team 

we worked really well or to say at that moment I thought they were going to die and you can 



31 January 2018 Draft 1.7 
 

107 
 

actually say that you don’t have to go home feeling you have been with somebody who 

nearly died and you can’t tell anyone about it, do you know what I mean so that was a really 

simple thing and very cost effective I would say.  

A lead psychologist for her Trust organised a peer-support session that ran at the end of the working 

week. 

We have a peer group whether it is support, supervision, debrief, case management or 

whatever you want to call it, meeting at 4pm on a Friday afternoon, where we have space to 

share what we need to share about the people we have seen that day. You don’t necessarily 

need to talk about everyone all the time, not everyone needs to but that space is 

constructed as a confidential supported space … so you are not taking, if you are working 

with complex post-traumatic stress, you are not taking some of the nasties that people have 

told you home for the weekend and I don’t think that that’s actually a massive investment of 

time in terms of preventing things like burnout… 

For newly qualified nurses reflective learning was deemed critically important. One expert described 

a new approach being developed with the Tavistock and Berks to bridge the gap in relation to nurses 

training by introducing the opportunity for reflective learning, using a psychodynamic approach. This 

was said to help nurses understand the impact of being with unwell, neglected and/or traumatised 

patients. 

[What] has become very clear is their training [nurses training] is very very strong on 

knowledge so they are expected to know a lot about policies, procedures, what do you call it 

NICE guidelines, all this stuff, evidenced base care but they have very little to help them 

think actually, I mean it is quite striking that they will come and they will say ‘oh you know, 

this is sort of made up, I have got this patient who has been in, he is on his 40th admission, 

so I need to come and make a plan about how quickly I can discharge him’ and we go ‘hold 

on a moment you know, if this person has had 40 admissions, how do we understand what is 

going on and is the solution to keep just sending them on somewhere else? Or can we try 

and, you know to think what is it about this patient and their presentation and the impact 

that they have on staff?’ 

…and then when you talk about it and try and get them to stop and think it is often they can 

say a bit more and they will say oh well actually there is something about this person that is 

unbearably sad just to be with for example, you know, if you sit with them and you feel it is 

hopeless, you feel that they are never going to get better and nothing is going to help, you 

know that it’s pointless and it is hopeless and you know, so kind of nobody really talks to 

them and the plan is just to send them out quickly. 

Schwartz Rounds offer an important opportunity for reflective practice for clinical and non-clinical 

staff alike. It is one of the few organisational level interventions currently available but it is not about 

problem-solving in terms of specific cases. New evidence has confirmed its effectiveness.  

It can take time to fully establish a robust reflective practice and supervision as one expert 

explained: 

It has taken about 7 years to embed it fully but we make sure that every team has. Every 

individual should have supervision, and different forms of supervision, different types of 
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thinking space are open to them but also team supervision. And then there would be 

debriefing opportunities if there had been an incident and how we organise ourselves to 

offer that, offer it in a sensitive way.  

However, as outlined in the literature review staff supervision needs to be performed well. This 

expert expressed concerns about how supervision has become a means for managers to check the 

work staff have completed or not rather than using the opportunity for reflection and restoration: 

One of my bug bears is quite often supervision has become a very task driven exercise, have 

we done XYZ? So it’s very managerial, very focused, very formal at times but often there is 

not enough emphasis, in my view, on the restorative function of supervision.  So how can we 

use things like supervision and peer support, provide that reflective restorative place where 

people can just touch base, ground themselves… 

So it then becomes an activity that can be extremely anxiety provoking and I think we are 

missing opportunities for people just to feel validated and listened to and often then 

managers feel we have offered supervision, job done, what are they complaining about? 

Managing workload 

According to one expert attempts to prevent psychological stress in staff at organisational level 

involves addressing issues about workload. 

So it is about looking at workload, it is about looking at on-call rotas, it is about looking at 

flexible working and policies, it is about thinking about childcare support and practices, 

managerial support and leadership and also practical support.  I mean we hear a lot about 

car parking as being a major source of stress for our care staff and for patients as well so 

practical things. So I think in terms of prevention, I think these things are really important, 

making sure your technology works, making sure you have got admin support, all those 

things that pile on demand and stress that if they are better resourced and organised, would 

be preventative. 

At the same time individual level interventions such as stress management (e.g. CBT) or relaxation 

techniques (e.g. mindfulness), however, have received too much emphasis:  

In my view, too much emphasis is based on that [individual interventions], that is where it 

always goes when there is a problem… you need individual treatment approaches in place 

but what is really missing in that systems approach is that organisational approach to making 

sure that the wellbeing of your staff is paramount because that is how you are going to 

deliver patient quality care.  That is where the research is lacking and that is where we do 

not really know, but we know enough from various theories and the management guidance 

issued by the Health & Safety Executive. We know what good leadership looks like and we 

know what good management practices are and having processes in place that regularly 

assess the wellbeing of your staff. 

Good management and leadership and support for managers/leaders 

Good management was considered another important element for supporting staff and their mental 

health: 
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I think that containment certainty [a secure environment which allows staff to think about 

and deal with their experience] comes from leadership, it comes from the right structures, it 

comes from processes so you know if you have managers do their management, part of 

management is psychological management, it is providing a security for your team, it is 

providing a safe and a boundary of your space for your team to perform in.  

However, one expert noted the importance of finding the right people to become good managers: 

I think part of the problem with a health organisation is they promote very, very good 

clinicians into management and leadership roles who aren’t necessarily good managers or 

leaders and I think there needs to be more succession planning.  I think you need to identify 

quite early on those people who would potentially become good managers or leaders and 

actually train them and give them the knowledge and skills to do that job.  So what we quite 

often find is that people will like I say, go from being very competent to incompetent so that 

sets a level of stress off in the management and leadership.  

And the recognition of the stress experienced by senior managers and the importance of supporting 

managers:  

…within our organisation, and I believe this, for lots of reasons in terms of senior 

management chronic stress levels, the fact that they have… they have to adhere to external 

stakeholders, the government, Department of Health, commissioning bodies, the list is 

endless.  

So you know if the managers themselves are not being supported effectively that is not 

good… The trouble is with NHS organisations is that they are so complex so people are in a 

number of different teams usually not just one… And I suppose that might even relate back 

to why certain things don’t get done.  

Drawing on his own experience another expert described where he had received good management. 

This included having an understanding of who needed to be managed and who should be provided 

with opportunities to develop: 

You are better as a leader to stand back and let people innovate but that doesn’t often 

happen.  I have on the other hand worked for senior people who have let me do exactly 

that… I can remember thanking him [my medical director] for providing me with 

opportunities, and he said ‘oh no I have realised as I have done this job that there are two 

sorts of people, those you need to manage and those you wouldn’t dare manage; you fall 

into the latter category’. I realised early on that if I had tried to manage you, I would have 

stifled any creativity you bring to this job and held you back.  So you know you are looking 

for nuanced leaders who actually see people in the terms in which they can best function… 

He was very gifted at getting disharmonious people to work together so, but it cost him a lot 

I think in terms of his own stress.  

Management approaches that did not appear to work well were with: 

More junior managers who felt they had to control my every action and I think people 

withdraw their enthusiasm from people like that.  
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Another expert who worked with NHS staff and teams to address why they may not be functioning 

well noted the importance of focusing on: 

Good management and leadership as quite key to organisational resilience and that means 

the staff, the frontline staff have enough autonomy, they have enough containment and 

supervision and notional support, it has approximate processes and structures in place that 

allow it to function effectively… I guess some of those things are under threat at the 

moment but there are different strands to what we think are the kind of organisational 

resilience, through good leadership and management being about being authoritative 

enough in the role but also delegating and distributing leadership and empowering staff 

enough as well. But that’s a kind of balance really for service managers and team leads. 

Pathways to support and support for staff 

A number of experts described the pathways to support for staff experiencing work-related stress or 

trauma. Where staff have been identified with these needs referrals to occupational health are 

made by the person’s line manager. Some Trusts have begun to open up their existing psychological 

services to staff. This is largely to treat staff with work-related trauma following a critical incident. 

Referrals to these services are made via occupational health, who initially carrying out a screening 

assessment and act as a communication link between staff, managers and the psychological service 

itself. In one particular Trust, staff are given the option to receive help and support/treatment 

outside the Trust; or can be referred to the in-house trauma service but with the understanding that 

the service is part of the Trust. This is an important recognition for staff as some may not want to be 

seen by a member of staff from the same organisation.  

An example was given of how this trauma service understands staff with trauma related difficulties: 

I always think there are two things people bring to a situation, one is their life story so far 

and their mood state at the time.  Now if as NHS employees people’s mood state at the 

time, which have already been influenced by pressures at work, then automatically I 

suppose that does increase someone’s vulnerability to appraise a situation in a manner in 

which it can lead to trauma related difficulties or traumatic experiences for that staff 

member. 

A Clinical consultant psychologist, within the same Trust has introduced a programme of 

psychological first aid (an adapted version of TRiM) to support staff in the organisation following a 

critical incident. Following the roll out of this programme across the Trust, this expert would also be 

approached informally by managers for advice about staff experiencing work-related stress. 

I am frequently asked to meet up with the staff for a range of issues in relation to work 

related stress or other stress that’s impacting on them. But often some of it might be critical 

incident related, others are often just a ward manager who would approach me to say ‘listen 

would you mind just meeting up with this individual and help us think about what is the best 

way forward to support this person on their return to work or managing certain difficulties?’ 

So then I would often make recommendations have you considered XYZ in the workplace or 

have you considered XYZ with regards to agencies or whatever to consider to support this 

individual? 
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Occupational health services 

Some experts pointed to the difficulties with occupational health services that had been outsourced, 

a sense that they seem detached from the Trust, where communication appeared more formalised, 

and what they provide is sometimes unclear. 

…I think sometimes they [Occupational health] feel quite separate from some of the work 

that we do that might be unique to us I am not sure, I can only talk in terms of how we 

operate but sometimes it feels quite separate you know in terms of communication, 

communication may sometimes happen via letters rather than conversations on the 

telephone.  Yeah I think it could be improved, it think it could be a lot better I know our 

clinical lead is, at the moment is looking at trying to connect up with that service to see if it 

can improve that relationship and improve the quality of communication between us. 

This is the bit I struggle with, our occupational health service, [which] comes through a 

private company. It feels like there is a lack of connectiveness between services so it is 

finding out who does what.  Whereas I know my colleagues in Exeter their occupational 

health service is part of the NHS so that is a very different system to work in.  I think we have 

started to do some work, I mean within the Trust we do have champion resilience stuff, but 

it is looking at, there is all sorts of stuff in just helping people get through a working day at 

the moment. 

Another expressed concerns about whether the independent occupational health services provide 

what the Trust needs or wants: 

I am not convinced that the independent providers that occupational health services use are 

necessarily what we want.  I mean I know some of them are very good but I am not 

convinced that we have sufficient oversight and quality assurance in terms of what we are 

doing...We take staff referrals for people who have been screened by occupational health 

and to be honest I think that’s hit and miss overall  

In terms of specific support for staff the pathway could include access to specialist intervention or 

occupational health: 

If there is a need for more specialised or structured interventions you can then look at more 

formal psychological debriefs delivered by a core group of people that’s trained to deliver 

those interventions and then you have clear care pathways either to specific trauma related 

interventions or your pathways to your occupational health/ psychotherapy services for 

staff. Quite often when people are referred to Occupational Health they are often told 

‘listen we just offer six sessions [of counselling] and that’s it, that is all they offer. 

However, aside from offering screening occupational health services may provide very few 

interventions, such as counselling and for a limited number of sessions only. And one expert was 

looking to commission an occupational health service who could support their programme of health 

and wellbeing for staff: 

We recently went out to procurement for an integrated health and wellbeing service when 

our contract with our previous occupational provider came to an end.  We deliberately 
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wanted to go out for a service that was focused on health and wellbeing as well and not just 

standard occupational health interventions.   

5.4 Implementing health, wellbeing and psychological support 

Health and wellbeing leads 

Of the thirty experts interviewed, five were Health and Wellbeing Leads working within their Trust or 

across NHS organisations. For some experts interviewed promoting health and wellbeing in their 

Trust was part of a portfolio of work they did (e.g. leading the HR department, workforce planning). 

For others their role was entirely dedicated to championing and leading this agenda.  One expert 

noted the wider requirements of CQUIN around staff health and wellbeing, but having also 

introduced their own people strategy with a specific focus on health and wellbeing, including both 

the physical and mental health aspects.  

[For staff] we are potentially looking at introducing mental health first aid trainers, looking 

at translating the whole recovery model not just to focus on patient care but [also] on the 

workforce as well. So we exploring different things, but so far … we have implemented a 

number of initiatives across the Trust through health and wellbeing workshops and health 

and wellbeing health promotion sessions.  They have been quite generic in terms of their 

contents, so we have resilience workshops, we have got mindfulness taster sessions…  

If it is psychological, trauma or things like that, we have a step care model. So once the 

person is referred to the system the care is stepped up or down depending on what is 

needed and there is a whole process around it, whether they just have a telephone 

assessment or they are called in and go through therapy, CBT and so on, that is all assessed 

and there is a whole programme of support around it. 

We are [also] looking at some more targeted support for staff [that] experience violence at 

work, particularly in our prison services where staff are assaulted or where staff experience 

psychological trauma … 

This expert described wanting to use health and wellbeing initiatives to a target sickness absence 

rates, which was a key issue for their Trust. The Trust has made available for staff a range of support 

programmes, including an online employee assistance programme which can be accessed 24/7, 

online CBT and occupational health services that staff can self-refer to for any psychological reasons. 

This Trust is also looking into implementing Schwartz Rounds.  

In terms of successful implementation this expert emphasised the importance of ‘buy in’ from Board 

members which was also important for improving the Trust’s culture.  

All our Board, our execs need to totally buy in to the whole concept of health and wellbeing, 

need to own it from the top and I know that sounds quite clichéd but without them actively 

owning the agenda, it is very difficult to then drive that message across the organisation and 

I think it is that aspect, it is also about thinking about how we improve our culture.(NP) 

Another lead for health and wellbeing described the way he approached his role. Part of his work 

included a health needs assessment for the organisation, analysing the Trusts occupational health 

data, staff counselling data, staff survey feedback and engagement data etc. From this, to then build 
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a strategy to support staff. However, it was clear that a detailed health needs assessments might not 

always be needed: 

We already know the stresses but we don’t have to do the health needs assessment to find 

out if that stress and anxiety is obviously high on the agenda in terms of one of the main 

reasons for sickness absence in the organisation.  So resilience is going to feature very very 

highly in that recommendation moving forward as to how we support the organisation. 

This expert had formulated a model describing staff at different stages of distress/sickness: 

At the top of the model you have staff who are ‘in the grip’ - these staff are very very likely 

to have gone off sick on long term, or presenting to work [but] probably presenting with 

quite a lot of risk to patients and themselves.   Now sometimes we don’t support these staff.   

Below that tier you have staff who are in the ‘wobbling stage’ - staff saying ‘we are not 

feeling supported, we are not feeling valued, we are kind of escalating, we are not getting 

the answers that we need, we haven’t got the staff that we want, we are tired, we are 

feeling undervalued, we are feeling you know like we might go off sick’. Staff in this group 

might be very very prone to being off sick a lot throughout the year, or going through 

significant change in the organisation in terms of re-design, restructure, job loss. We need to 

make sure that we are focussing a lot on these staff to support them from not escalating to 

that grip stage. 

In focusing on staff at this ‘wobbling stage’ this expert had introduced two different programmes. 

One to Build Personal Resilience which provides staff with ‘head space’ and the opportunity for 

reflection and to express how they are feeling. This programme includes a great deal of peer 

mentoring. The second programme is focused at team level; for teams that may be functioning at 

that ‘wobbling stage’, perhaps going through a redesign, or experiencing a lot of sickness absence. 

Support for these teams might involve improving communication or work-life balance and 

sometimes the actions were very simple.  

We might be working with one team who never take breaks, who always work above the 

contracted hours etc.  And now we have the manager every day at 4.50pm will go around 

with a bell to make sure that everyone finishes work on time. It is just little prompts like 

that, where we are kind of getting a model of leadership from managers there but it is 

obviously also helping staff to support a work life balance.  So it is just little things that we 

have incorporated, obviously made a big difference. 

This expert evaluated the impact of their resilience programme with 42% of 500 staff reporting that 

it helped them cope and stay in work, which was thought to result in cost savings from staff who 

may have gone off sick. 

One health and wellbeing established a network of 350 health and wellbeing champions in her Trust 

to deliver key messages from national initiatives such as Five Ways to Wellbeing, Live Well etc.; and 

think creatively about how staff who are unable to take time off for activities can do so, perhaps if 

service users are involved at the same time. 

Some people are really good at cajoling their colleagues into doing stuff.  In areas where 

we’ve got high sickness absence and we’ve got capacity issues, one of the barriers constantly 
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is that people can’t get involved or haven’t got time for activities because of the nature of 

the job and the nature of the stress, or the demand that they’re under. I recognise that, 

obviously something like a walk over a break. That might be fine for some of our workforce, 

but not for others.  It may just simply not be doable.  And what we’re trying to look at is that 

health and wellbeing activities are done in partnership with service users. So again it’s good 

for the service users and the people that work for us.  Having said that, I still feel that there 

needs to be some time away from your service users because that sometimes is the 

pressure. 

This same expert was also looking for opportunities for incorporating health and wellbeing skills and 

solutions in all management and leadership training. She works closely with HR, the Trust’s business 

partners, staff who support staff and the organisational development team, and also utilise the 

expertise within the Trust’s own psychology service and think about what is a reasonable level of 

resilience to expect from staff.  

We are having to underpin the mental health domain as we need to leverage our own 

expertise, so we are having a staff psychological health special interest group, it is going to 

be looking at these more, how we take the work forward around debrief, emotional 

resilience and what is reasonable to expect from a person.  It is not a case of oh you should 

be able to cope with that, or we won’t recruit you because you cannot self-manage or you 

shouldn’t do this kind of stuff, so we need to understand what we need to do around 

emotional resilience and what actually is a sensible level of resilience.  What I am saying with 

that is at what point do we say actually this is an unreasonable demand on somebody’s 

emotional resilience, no matter how resilient they are, we are not going to tolerate this 

situation anymore?  

Implementation of health and wellbeing programmes or reflective practice opportunities presented 

a challenge to some leads where Trusts employ a large number of staff who are spread over a wide 

geographical area, including those employed in community-based services: 

We are spread over such a huge area, with our inpatient teams they are not even going to 

be in the same room with each other, they are going to be having half an hour handovers to 

be able to get the staff groups to sit down with each other and talk about the emotional 

demands of the job and how they need to manage it is realistically not going to happen for 

this organisation which is really difficult. 

Other challenges with implementing a health and wellbeing agenda within their Trust included 

problems with convincing their managers to take this up with the Board: 

It reached a point where I had put 23 business proposals on [my previous manager’s] desk.  

Literally.  And then he asked for another and I refused and said ‘No.  Twenty three. None of 

which you’ve moved on because you haven’t taken them up to the Board.  

One of the main reasons for this as this expert described was because of the chronic stress levels 

senior managers in the Trust were experiencing. Taking this agenda seriously and finding a suitable 

space to support staff experiencing work-related psychological stress and trauma to provide 

counselling or psychotherapy was another challenge for this expert: 
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I’ve never ever had a dedicated office or room to see staff, ever.  So I’ve borrowed, or stolen, 

or begged for rooms, so if someone’s been off sick, I’ve used their office.  Or they’re on 

annual leave, I’ve used their office.  

Unlike anywhere else I’ve worked where I’ve always been given a space, understandably, if 

you were coming to see me, it is likely that I would see you in a different room each time.  So 

in terms of offering containment for you, each time it would be a different space.  Literally, a 

different space.  So across a day, if I was seeing 6 people, I could conceivably be in 6 

different rooms. 

Where Trusts are motivated to develop a health and wellbeing programme for staff there are many 

resources available to them (see those described in the literature review). Trusts vary in why they 

adopt this agenda or not and this expert described some of the challenges in uptake: 

Trusts are in very different places and this is part of the problem… It is kind of a double-

edged sword because there is no one size fits all, but there are definitely things that are 

recommended that people do in all areas of health and wellbeing that would support staff 

and improve their wellbeing.  However, if wellbeing is not prioritised in your organisation 

then people are never going to pick up on these things and never going to implement them.  

We often get is people saying, ‘well how do we engage the Board, how do we get them to 

understand that this is a key priority area, what evidence can we present them with?’ For 

some Trusts it’s a constant battle to try and get that understanding, get that investment, get 

that support which for obviously people that know this inside and out and backwards, is an 

obvious thing to say, you know we do not have any kind of patient care unless you have staff 

that are unwell at work but some people really do not see that.  So that does remain a major 

challenge across a lot of the network really. 

The same expert identified some of the important features for successful implementation: 

I think what is critical to all of this all the way through is engagement and communication.  

What a lot of Trusts are doing is moving towards having a brand so that staff can quite 

clearly see that they do matter and they are prioritised and this work is all about them and 

everything is quite easily identifiable as well.  Because what happens a lot is you will get 

things being offered but then staff do not know that they are available or do not know how 

to access them.  So having that clear communication from Board to floor and vice versa is 

really key so that staff are taken with this work, as opposed to stuff being offered that is not 

necessarily right. 

It is important also that staff are given the time to attend health and wellbeing sessions which could 

be a challenge where workloads are demanding:  

There is no point in putting a yoga class on if people aren’t getting the breaks because 

actually their health and wellbeing need is not being met and it is having an adverse effect 

on their health and wellbeing just by not having the break.  So it is getting to the root of 

actually what are the issues that need to be sorted out and doing those. 

Given promoting and improving the health of staff is such as important priority the way it is adopted 

by a Trust needs to be done appropriately to ensure its sustainability: 
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I think whatever we do needs to be just integral, to the way the organisation works really 

other than a bolt-on, and it is difficult to get that balance right so it doesn’t look like just the 

latest initiative and then dies a death. 

Psychological health and safety 

One expert illustrated in the work done in Canada around psychosocial risk factors (see the literature 

review for a full description) and the importance of the terms used to promote the health and 

wellbeing agenda in the workplace.  

But the unique thing about [our work] was we stopped using the words mental health and 

started using psychological health and safety, because when you talk to workplaces about 

mental health they don’t feel like they have a role; that is where you go to a hospital for or 

somewhere to get care.  But psychological health and safety, since it falls into that 

occupational health and safety area, you are just expanding you know the notion or the 

definition of health to include mental health. It really gave people an idea of how it fits in the 

workplace and where the responsibilities lie and people could see it as being a part of an 

organisation. 

 

5.5 Commentary  

The qualitative interviews confirmed several of the points discussed in the literature. Common 

themes were the importance of:  

 addressing contextual factors; 

 taking action at systemic and organisational levels, including actions that support local 

innovation and restoring the ‘basics’ of professional practice such as: taking breaks, creating 

routine spaces for reflective practice (shift handovers, group peer supervision, and 

supportive and restorative line manager supervision); 

 avoiding individualised interventions that inadvertently create a sense of individual failure; 

and  

 developing mechanisms for identifying signs and symptoms, and clearer pathways to 

support for staff experiencing psychological stress or trauma.  

Additionally, the qualitative interviews identified the need to: 

 undertake further research to distinguish between psychological stress and trauma 

associated with the character of the work itself, and that associated with the context 

(systemic, organisational) in which the work takes place;  

 review what independent occupational services provide, how accessible services are and if 

they connect well with the Trust to support staff well; 

 implement learning from health and wellbeing leads to ensure health and wellbeing 

interventions for staff are integral to the day to day operation of services; and  

 consider ways to specifically support senior managers and others in leadership roles. 
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6. Health Economics 

The purpose of this health economics analysis is to estimate, to the extent possible with 

available data, the cost to the National Health Service (NHS) of work-related stress and 

psychological trauma among NHS employees. This report also describes future work and 

next steps to improve understanding about the cost of work-related stress and 

psychological trauma among NHS staff. 

Three categories of costs related to workplace-related stress and psychological trauma are 

considered:  

1) sickness absence, when staff miss work due to workplace-related stress and 

psychological trauma 

2) presenteeism, when staff attend work when unwell related to workplace stress and 

operate at reduced productivity, and  

3) turnover, when staff leave or retire early for reasons related to workplace stress and 

psychological trauma.  

Sections 6.1-6.3 describe, estimate, and discuss future work related to sickness absence 

(Section 6.1), presenteeism (Section 6.2), and turnover (Section 6.3). Section 6.4 discusses 

related estimates of the cost poor mental health in the workplace in the UK. Section 6.5 

discusses next steps for estimating the economic benefits and costs of workplace programs 

to reduce workplace stress and psychological trauma. 

6.1 Sickness absence costs 

Sickness absence costs consist of three elements: direct costs, indirect costs, and absence 

management costs.285 Direct costs include salaries, employers’ contributions to National 

Insurance and pension schemes, bonuses, contracted overtime, and all other benefits paid 

to the employee. Indirect costs include the cost of the internal or external replacement for 

absent staff (or the loss of productivity if an absent staff member is not replaced); this is 

also known as the friction cost. Finally, absent management costs include the relevant costs 

of line managers who oversee absences and temporary coverage, human resources staff 

who track and manage absences, training on absence management, and workplace health 

promotion programs designed to address staff absences. 

Methods and data 

NHS Digital only includes data relevant for estimating the direct costs, so the indirect and 

management costs of absences are not included in this analysis. 

Calculating the direct cost of sickness absences related to stress and psychological trauma 

among NHS staff requires data identifying the number of days, hours, or full time equivalent 

(FTE) staff absent, broken down by cause of absence. Then, the number of FTE days lost 

                                                           
285 Bevan, S., & Hayday, S. (2001). Costing Sickness Absence in the UK (No. IES Report 382). Brighton, UK: The 
Institute for Employment Studies. Retrieved from http://www.employment-
studies.co.uk/system/files/resources/files/382.pdf.  

http://www.employment-studies.co.uk/system/files/resources/files/382.pdf
http://www.employment-studies.co.uk/system/files/resources/files/382.pdf
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attributable to staff stress is multiplied by the average salary plus pension and National 

Insurance contributions, providing an estimate of the direct cost of stress-related absences. 

Absence data 

The NHS Digital sickness absence datasets286 include overall sickness absence rates, but they 

do not provide any information on the cause of absence, so it is not possible to use the 

official NHS statistical bulletins to estimate the rates of sickness absence attributable to 

workplace-related stress or psychological trauma. Instead, the authors rely on the 

experimental statistics made available as NHS Digital Supplemental Information.287 The 

authors searched the 2017 supplementary data files available as of 5 December 2017 for the 

term “absence” and identified three datasets potentially relevant for our analysis. Each file 

included information prepared in slightly different ways, providing different levels of detail, 

and covering different periods of time. Information in these three files is summarized in 

Table 6. 

  

                                                           
286 For example: NHS Digital. (2017). NHS Sickness Absence Rates August 2017. Retrieved from 
https://digital.nhs.uk/catalogue/PUB30166.  
287 NHS Digital. Supplementary information. Retrieved from https://digital.nhs.uk/article/424/Supplementary-
information.  

https://digital.nhs.uk/catalogue/PUB30166
https://digital.nhs.uk/article/424/Supplementary-information
https://digital.nhs.uk/article/424/Supplementary-information
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Table 6: Three NHS Digital Supplementary Information files relevant for calculating costs of stress-

related absences 

Source Years Period 

reported 

Level of 

reporting 

Absence 

measure 

Definition of stress-

related absence 

Source 

A288 

2013-2017 Totals for 

May in each 

year 

Organisation 

(name): 

Organisation 

type; Staff 

group 

FTE days 

lost; absence 

rate 

Absences coded: 

S10 Anxiety/stress/ 

depression/other 

psychiatric illnesses; 

Stress 

Source 

B289 

2014-2016 2 periods of 

totals for 31 

Dec – 30 Nov 

Organisation 

type; Staff 

group 

FTE days lost Absences coded: 

S10 Anxiety/stress/ 

depression/other 

psychiatric illnesses; 

Stress 

Source 

C290 

2014-2016 Annual totals Organisation 

(name) 

Sickness 

episodes; 

Calendar 

days lost 

Absences coded: 

S10 Anxiety/stress/ 

depression/other 

psychiatric illnesses; 

Other Mental 

Disorders; 

Psychological; Stress 

 

Source B is used in the analysis presented in this report. Source A only includes totals for the 

month of May, which may not be an accurate representation of the annual stress-related 

sickness absence rates. Source C only presents data as episodes of sickness and calendar 

days lost, regardless of a staff member’s FTE status. For example, a part-time staff member 

working 50% FTE (i.e., half-time) with an absence spanning three days would be reported as 

three calendar days lost, even if he or she was only contracted to work 1.5 (or less) of those 

days. Reporting calendar days lost thus overestimates rates of absences relative to FTE days 

lost. Furthermore, Source C includes aggregated totals for mental health-related absence 

that also include absences coded as “other mental disorders” and “psychological.” However, 

                                                           
288 NHS Digital. (2017). Stress related absence, by org, org type and staff group, May 2013 to May 2017. 
Retrieved from http://content.digital.nhs.uk/media/25619/Stress-related-absence-by-org-org-type-and-staff-
group-May-2013-to-May-
2017/xls/Stress_related_absence__by_org__org_type_and_staff_group__May_2013_to_May_2017.xlsx.  
289 NHS Digital. (2017). Sickness Absence FTE Days Lost by Staff group, Org type and reason for Absence. 
Retrieved from http://content.digital.nhs.uk/media/24146/Sickness-Absence-Full-Time-Equivalent-Days-Lost-
by-Staff-group-Org-type-and-reason-for-
Absence/xls/Sickness_Absence_Full_Time_Equivalent_Days_Lost_by_Staff_group__Org_type_and_reason_for
_Absence.xlsx.  
290 NHS Digital. (2017). AH1517Final - Stress absence by org 2014-2016. Retrieved from 
http://content.digital.nhs.uk/media/24830/AH1517Final--Stress-absence-by-org-2014-2016/xls/AH1517Final_-
_Stress_absence_by_org_2014-2016.xlsx.  

http://content.digital.nhs.uk/media/25619/Stress-related-absence-by-org-org-type-and-staff-group-May-2013-to-May-2017/xls/Stress_related_absence__by_org__org_type_and_staff_group__May_2013_to_May_2017.xlsx
http://content.digital.nhs.uk/media/25619/Stress-related-absence-by-org-org-type-and-staff-group-May-2013-to-May-2017/xls/Stress_related_absence__by_org__org_type_and_staff_group__May_2013_to_May_2017.xlsx
http://content.digital.nhs.uk/media/25619/Stress-related-absence-by-org-org-type-and-staff-group-May-2013-to-May-2017/xls/Stress_related_absence__by_org__org_type_and_staff_group__May_2013_to_May_2017.xlsx
http://content.digital.nhs.uk/media/24146/Sickness-Absence-Full-Time-Equivalent-Days-Lost-by-Staff-group-Org-type-and-reason-for-Absence/xls/Sickness_Absence_Full_Time_Equivalent_Days_Lost_by_Staff_group__Org_type_and_reason_for_Absence.xlsx
http://content.digital.nhs.uk/media/24146/Sickness-Absence-Full-Time-Equivalent-Days-Lost-by-Staff-group-Org-type-and-reason-for-Absence/xls/Sickness_Absence_Full_Time_Equivalent_Days_Lost_by_Staff_group__Org_type_and_reason_for_Absence.xlsx
http://content.digital.nhs.uk/media/24146/Sickness-Absence-Full-Time-Equivalent-Days-Lost-by-Staff-group-Org-type-and-reason-for-Absence/xls/Sickness_Absence_Full_Time_Equivalent_Days_Lost_by_Staff_group__Org_type_and_reason_for_Absence.xlsx
http://content.digital.nhs.uk/media/24146/Sickness-Absence-Full-Time-Equivalent-Days-Lost-by-Staff-group-Org-type-and-reason-for-Absence/xls/Sickness_Absence_Full_Time_Equivalent_Days_Lost_by_Staff_group__Org_type_and_reason_for_Absence.xlsx
http://content.digital.nhs.uk/media/24830/AH1517Final--Stress-absence-by-org-2014-2016/xls/AH1517Final_-_Stress_absence_by_org_2014-2016.xlsx
http://content.digital.nhs.uk/media/24830/AH1517Final--Stress-absence-by-org-2014-2016/xls/AH1517Final_-_Stress_absence_by_org_2014-2016.xlsx
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other NHS experimental statistics on stress-related absences (Source A, for example) 

exclude these categories, which may be more likely to be cause by mental health issues 

unrelated to workplace conditions. Thus, Source B was used, which provides data summed 

over 11 months (and is thus more representative of the actual annual totals) for a more 

limited range of mental health-related absences (and is thus more likely to be absences 

linked to workplace-related stress and psychological trauma). 

Although Source B is most suited to the purposes of this report, it still has several important 

limitations. This data includes all absences reported as caused by “S10 Anxiety/stress/ 

depression/other psychiatric illnesses” or “Stress”, not just absences linked to workplace-

related mental wellness. All available NHS Digital Supplementary Information files report the 

total days absence, not just working days, so absences that span a weekend or other non-

working period are reported as more days than were actually lost. This means the total 

number of FTE days lost is also higher. As discussed in the secondary data analysis section, 

differences in reported absence rates in different organisations or by staff group can 

indicate real differences in absence rate or can reflect differences in data quality. Trends 

over time are especially difficult to interpret as reporting requirements can shift and 

compliance can change over time. Also, as this data is from NHS Digital’s Supplementary 

Information files, that statistics are experimental and un-validated, meaning there could be 

errors. NHS Digital thus cautions users of these statistics to use caution when interpreting 

them. 

 

Salary data 

The salary data comes from a provisional NHS Digital statistical bulletin on NHS staff 

earnings.291 For compatibility with absence data expressed as FTE staff days lost to absence, 

the mean annual basic pay per FTE by staff group was used. This does not include non-basic 

pay for any reason, including additional activity, overtime, or shift work payments. While 

NHS Digital includes data on these payments, they are calculated as the mean per person 

regardless of contracted FTE rather than per FTE. When many staff are not contracted to 

work 1 FTE position, it is difficult to reconcile per person earnings with absence data 

expressed as FTE days lost. However, by omitting non-basic pay from the analysis, the 

estimates will be an underestimate of the total cost of stress-related absences. 

To calculate the associated employer National Insurance contributions, the authors 

assumed all staff are in Category A (employees without decreased National Insurance 

contributions; this is true for most employees) and used the contribution rates for 

2017/2018 (i.e., nothing on the first £157 earned per week, 12% on earnings between £157 

and £866 per week, and 2% on earnings above £866 per week).292 The authors assumed a 

                                                           
291 NHS Digital. (2017). NHS Staff Earnings Estimates to June 2017 - Provisional statistics. Retrieved from 
https://digital.nhs.uk/catalogue/PUB30084  
292 This is the category for most employees and assumes no reductions in National Insurance payments. See 
more information on staff categories and rates at:  
UK Government. (2018). National Insurance rates and categories. Retrieved from 
https://www.gov.uk/national-insurance-rates-letters  

https://digital.nhs.uk/catalogue/PUB30084
https://www.gov.uk/national-insurance-rates-letters
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14% employer superannuation contribution, which is accurate for most but not all 

categories of NHS staff.293 

Results  

Extrapolating the data from Source 2 above to all 12 months, the cost of stress-related 

sickness absences across the NHS are presented in Table 7. Figures 1 and 2 show the 

breakdown of absence costs (associated with both all causes and stress-related causes) by 

organisation type and staff group.  Note that these figures show the total costs by 

organisation and staff group, so the results also reflect the relative sizes of the different 

groups (e.g., nurses and health visitors have the highest absence-related costs in Figure 2, 

but that also reflects that they are the largest staff group). Table 8 provides the cost of all 

absences and stress-related absences per FTE for each health group.294 

 

Table 7: Sickness absence in the NHS, total and stress-related 

Year 

Sickness 

absence days: 

All causes 

Sickness absence 

days: 

Stress-related 

Cost of 

absence: All 

causes 

Cost of absence: 

Stress-related 

2015 19,350,000 3,837,000 £1,975,000,000 £391,500,000 

2016 18,360,000 3,825,000 £1,894,000,000 £394,600,000 

                                                           
293 Curtis, L., and Burns, A. (2016). Unit costs of health and social care. Canterbury: Personal Social Services 
Research Unit, University of Kent. 
294 FTE numbers are based on the November 2016 data provided in:  
NHS Digital. (2017). NHS Workforce Statistics - November 2016, Provisional statistics. Retrieved from 
https://digital.nhs.uk/catalogue/PUB23277  

https://digital.nhs.uk/catalogue/PUB23277
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Figure 15: Total absence costs by organisation type, 2016 

 

 

Figure 16: Total absence costs by staff group, 2016 
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Table 8: Absence costs by staff group per FTE 

Staff group 
Cost per FTE, all 
absences (£) 

Cost per FTE, 
stress-related 
absences (£) 

Ambulance staff 1970 380 

Central functions 1360 330 

HCHS doctors 1050 200 

Hotel, property & estates 1430 230 

Managers 1740 450 

Midwives 2160 480 

Nurses & health visitors 1930 410 

Scientific, therapeutic & technical staff 1430 290 

Senior managers 2110 570 

Support to ambulance staff 1530 290 

Support to doctors, nurses & midwives 1460 300 

Support to ST&T staff 1290 260 

 

Although midwives make up a small portion of the total absence costs, their per-FTE costs, 

both for all absences and stress-related absences. The low per-FTE absence costs of HCHS 

doctors may reflect under-reporting of absences in that group. 

Again, these estimates have several important caveats, including that the data includes all 

days, not just working days (which pushes the estimates higher), the salary data only 

includes basic pay and not additional compensation (which lowers the estimates), and the 

data includes all stress-related absences, not just those associated with workplace-related 

stress. 

Future Work  

More precise estimates of costs attributable to work-related stress and psychological 

trauma will require better reporting and data about absences, including detailed 

information about the cause of absence. Collecting this data as part of usual absence 

management may not be feasible due to the additional burden it would place on staff and 

line managers. As an alternative, the NHS Staff Survey could be extended to provide more 

detailed information on absences, cause of absence, and the indirect cost of absences for a 

subset of employees. 

Future work should also examine the friction costs of NHS sickness absences, including 

absences due to workplace-related stress and psychological trauma. These costs focus on 

the cost of training replacement staff to fill in during absences and the lost productivity 

while replacement staff get up to speed in the workplace. More data about how absences 

and staffing shortages are covered will be required to estimate these costs. 
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6.2 Presenteeism costs 

Presenteeism is a more recent concept than absence that is not consistently defined in the 

literature. Recent work includes Mattke et al. (2007), Hall et al. (2016), Kigozi et al. (2017), 

and Aysun and Bayram (2017).295 The recent Stevenson and Farmer report defined 

presenteeism as: “showing up to work when one is ill, resulting in a loss of productivity and 

sometimes making an individual’s condition worse.”296 Presenteeism and absenteeism are 

closely linked, as some employees faced with an episode of ill-health may decide between 

absenting or presenting at work. Although presenteeism can make an individual’s health 

condition worse, it can also improve a person’s condition in some cases, such as the 

psychological benefit of re-entering the workforce after a long period of sickness absence. 

Thus, while presenteeism does have a short-term productivity loss for the employer and it 

can worsen long-term employee health, presenteeism can also be beneficial to employees 

in some situations in the longer term, making it a complicated issue to disentangle. 

The costs associated with presenteeism can include reduced output or productivity from the 

employee, reduced quality of service, and the cost of errors associated with presenteeism, 

an important but not well studied component of the costs of presenteeism to the NHS. 

Estimating the cost of presenteeism associated with workplace stress and psychological 

trauma requires thoughtful consideration of a number of questions, including: 

 How do you define presenteeism? 

 How do you measure presenteeism? 

 How do you measure the productivity loss associated with presenteeism? 

 How do you value the lost productivity? 

Mattke et al. (2007) reviewed available instruments to measure presenteeism and identified 

three methods: directly estimating productivity loss in hours (e.g., by asking employees to 

record their unproductive time at work), estimating the perceived reduction in productivity 

(e.g., asking employees how much presenteeism hinders their productivity, as a percent or 

                                                           
295 Mattke, S., Balakrishnan, A., Bergamo, G., and Newberry, S. J. (2007). A review of methods to measure 
health-related productivity loss. The American Journal of Managed Care 13(4), 211–217. 
Hall, L. H., Johnson, J., Watt, I., Tsipa, A., and O’Connor, D. B. (2016). Healthcare Staff Wellbeing, Burnout, and 
Patient Safety: A Systematic Review. PLOS ONE, 11(7), e0159015. 
https://doi.org/10.1371/journal.pone.0159015.  
Kigozi, J., Jowett, S., Lewis, M., Barton, P., and Coast, J. (2017). The Estimation and Inclusion of Presenteeism 
Costs in Applied Economic Evaluation: A Systematic Review. Value in Health 20(3), 496–506. 
https://doi.org/10.1016/j.jval.2016.12.006.  
Aysun, K., and Bayram, Ş. (2017). Determining the level and cost of sickness presenteeism among hospital staff 
in Turkey. International Journal of Occupational Safety and Ergonomics 23(4), 501–509. 
https://doi.org/10.1080/10803548.2016.1274159.  
296 Thriving at Work: The Independent Review of Mental Health and Employers. (2017). Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-
stevenson-farmer-review.pdf. p20. 

https://doi.org/10.1371/journal.pone.0159015
https://doi.org/10.1016/j.jval.2016.12.006
https://doi.org/10.1080/10803548.2016.1274159
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
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on some other scale), and comparative productivity studies which compare an employee’s 

productivity to his/her peers or her past performance.297 

Unfortunately, data measuring presenteeism in the NHS system currently does not exist. 

The NHS Staff Survey asks: “In the last three months have you ever come to work despite 

not feeling well enough to perform your duties?” While a useful indicator of whether 

presenteeism currently exists among staff (see the secondary data analysis section for more 

information), this is not sufficient for estimating the cost of presenteeism associated with 

workplace stress and psychological trauma. A binary yes/no response to this question does 

not indicate how frequently an employee comes to work despite not feeling well or the 

associated loss in productivity or quality of service associated with presenteeism in the NHS, 

so it is not possible to translate this response into an estimate of the time or productivity 

loss due to presenteeism, a crucial step to estimating its economic burden. Furthermore, 

this question is not limited to presenteeism associated with an employee’s work-related 

mental wellbeing or even mental health more generally; it also captures employees who 

present at work while feeling unwell with conditions not related to stress or mental health. 

Some recent reports have estimated the cost of presenteeism in the NHS or UK workforce 

more broadly,298 but these estimates rely on very broad assumptions, such as assuming that 

presenteeism costs two or three times the cost of direct absences. These studies (and their 

assumptions about presenteeism) are discussed in Section 4. It is not currently possible to 

estimate the cost of presenteeism associated with stress and work-related psychological in 

the NHS with current, publicly-available data. If presenteeism is assumed to cost two to 

three times absence costs, however, stress-related presenteeism among NHS staff would 

have cost approximately £790 million to £1.2 billion in 2016, based on the absence cost 

analysis in the previous section. 

Although a data-based calculation of the cost of presenteeism in the NHS is not currently 

possible, it is important for future work to further explore the burden of presenteeism. One 

quick next research step is to examine the correlation between the existence of 

presenteeism (as measured by the NHS Staff Survey) and various patient outcome and 

satisfaction indicators, such as rates of medical errors. While these correlations will not 

provide an estimate of the cost of presenteeism, they can illustrate the extent to which 

presenteeism is associated with degraded outcomes, which will improve knowledge about 

the types of costs likely associated with presenteeism within the NHS. Aston Business School 

                                                           
297 Mattke, S., Balakrishnan, A., Bergamo, G., and Newberry, S. J. (2007). A review of methods to measure 
health-related productivity loss. The American Journal of Managed Care 13(4), 211–217. 
298 For example: 
Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. London: Centre for 
Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-
work-the-business-costs-ten-years-on. 
Thriving at Work: The Independent Review of Mental Health and Employers. (2017). Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-
stevenson-farmer-review.pdf.  

https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
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conducted a similar analysis based on the 2009 NHS Staff Survey,299 but an update would be 

valuable. 

Going forward, if more precise estimates of the cost of workplace stress-related 

presenteeism in the NHS is a priority, an important first step would be to begin measuring 

presenteeism, at least on a small scale, using a validated survey instrument, such as the 

World Health Organization Health and Work Performance Questionnaire,300 which was 

recently used to estimate presenteeism costs at a hospital in Turkey.301 

6.3 Staff turnover costs  

The costs of staff turnover include both direct costs (including costs related to recruitment, 

temporary replacement workers, and hiring replacement employees) and indirect costs 

(including costs of administrative tasks related to termination, separation, and orientation 

of employees, training, and productivity losses while the new employee adjusts to the 

position.302 We create a rough estimate of the cost of staff turnover related to workplace 

stress and psychological trauma by multiplying data from the NHS Digital Supplementary 

Information files on the number of leavers in the NHS (by reason for leaving) by estimates of 

the cost of turnover per leaver. 

Table 9 shows the number of NHS staff leavers in 2015 and 2016 for reasons that could be 

linked to workplace stress and psychological trauma. These reasons for leaving encompass 

many additional causes, however. These data are extracted from NHS Digital provisional 

statistics.303 

  

                                                           
299 West, M., Dawson, J., Admasachew, L., and Topakas, A. NHS Staff Management and Health Service Quality: 
Results from the NHS Staff Survey and Related Data. Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215455/dh_129656.pdf.  
300 Kessler, R. C., Barber, C., Beck, A., Berglund, P., Cleary, P. D., McKenas, D., and Wang, P. (2003). The World 
Health Organization Health and Work Performance Questionnaire (HPQ): Journal of Occupational and 
Environmental Medicine 45(2), 156–174. https://doi.org/10.1097/01.jom.0000052967.43131.51.  
301 Aysun, K., and Bayram, Ş. (2017). Determining the level and cost of sickness presenteeism among hospital 
staff in Turkey. International Journal of Occupational Safety and Ergonomics 23(4), 501–509. 
https://doi.org/10.1080/10803548.2016.1274159.  
302 Duffield, C. M., Roche, M. A., Homer, C., Buchan, J., and Dimitrelis, S. (2014). A comparative review of nurse 
turnover rates and costs across countries. Journal of Advanced Nursing 70(12), 2703–2712. 
https://doi.org/10.1111/jan.12483.  
303 NHS Digital. (2017). NHS Workforce Statistics June 2017, Provisional Statistics. Retrieved from 
https://digital.nhs.uk/catalogue/PUB30075  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215455/dh_129656.pdf
https://doi.org/10.1097/01.jom.0000052967.43131.51
https://doi.org/10.1080/10803548.2016.1274159
https://doi.org/10.1111/jan.12483
https://digital.nhs.uk/catalogue/PUB30075
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Table 9: Number of leavers in the NHS for reasons possibly associated with workplace 

stress 

 Reason for leaving 
Number of leavers 

2015 2016 

Total 209,869 209,337 

Retirement - Ill Health 1,377 1,396 

Voluntary Resignation - Health 3,440 3,971 

Voluntary Resignation - Incompatible Working Relationships 1,490 1,584 

Voluntary Resignation - Lack of Opportunities 3,122 3,028 

Voluntary Resignation - Work Life Balance 16,320 17,155 

 

To calculate the cost of turnover possibly due to workplace stress and psychological trauma 

(Table 10), the authors multiplied the number of leavers in Table 10 by a high and a low 

estimate of the cost of turnover per leaver. These costs are not specific to the NHS. The low 

estimate is £2000 per leaver, from a Chartered Institute of Personnel and Development 

survey in the UK.304 This is the updated version of the survey used to estimate the cost of 

turnover in the 2009 Boorman report.305 The high estimate, £14,420, is the number used in 

the recent Centre for Mental Health report.306 A review of four studies on the replacement 

cost of nurses in different countries found a range of $20,561 - $48,7900, which is roughly in 

line with the high estimate.307 

 

  

                                                           
304 Chartered Institute of Personnel and Development. (2017). Resource and Talent Planning 2017. London: 
CIPD. Retrieved from https://www.cipd.co.uk/Images/resourcing-talent-planning_2017_tcm18-23747.pdf.  
305 Boorman, S. (2009). NHS Health and Well-being Review: Interim Report. 
306 Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. London: Centre 
for Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-
at-work-the-business-costs-ten-years-on.  
307 Duffield, C. M., Roche, M. A., Homer, C., Buchan, J., and Dimitrelis, S. (2014). A comparative review of nurse 
turnover rates and costs across countries. Journal of Advanced Nursing 70(12), 2703–2712. 
https://doi.org/10.1111/jan.12483. 

https://www.cipd.co.uk/Images/resourcing-talent-planning_2017_tcm18-23747.pdf
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://doi.org/10.1111/jan.12483
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Table 10: Cost of leavers in the NHS for reasons possibly associated with workplace stress 

 Reason for leaving 

Cost of leavers (£ Million) 

2015 2016 

Low High Low High 

Retirement - Ill Health 2.8 19.9 2.8 20.1 

Voluntary Resignation – Health 6.9 49.6 7.9 57.3 

Voluntary Resignation - Incompatible Working Relationships 3.0 21.5 3.2 22.8 

Voluntary Resignation - Lack of Opportunities 6.2 45.0 6.1 43.7 

Voluntary Resignation - Work Life Balance 32.6 235.3 34.3 247.4 

 

These estimates include all turnover for the listed reasons, not just turnover that is also 

related to workplace stress and psychological trauma. Improving the precision of these 

estimates requires better data about reasons for leaving, so that turnover linked specifically 

to workplace stress can be identified. Furthermore, these estimates rely on generic research 

about the cost of turnover. More precise information on the direct and indirect costs of 

turnover in the NHS specifically would improve the quality of the estimates. Additionally, 

data is not publicly available on leavers by organisation type or staff group or grade. This 

information is key to appropriately targeting interventions that decrease the cost of stress-

related turnover and identifying where costs have the greatest impact. 

6.4 Summary of employer costs 

Based on the previous sections, stress-related sickness absence cost approximately £395 

million in 2016. Stress-related presenteeism cost another £790 million to £1.2 billion in 

2016, and early retirement and resignation related to poor health, poor working 

relationships, lack of opportunities, and poor work-life balance cost an addition £54 to £391 

million in 2016. Better data is needed to improve the precision of these estimates. 

6.5 Discussion of related estimates  

In 2014, the European Risk Observatory reviewed the literature on the cost of work-related 

stress in Europe and throughout the world, though many of the identified studies consider 

the societal costs of stress, rather than just the costs to employers.308 In addition to the 

costs of absence, presenteeism, and turnover borne by employers, the societal cost of 

workplace stress also includes treatment costs and the macroeconomic impact of reductions 

in productivity, such as a decrease in gross domestic product. These costs are not borne by 

employers, so are beyond the scope of this analysis. Many of the studies identified calculate 

                                                           
308 Hassard, J., Teoh, K., Cox, T., Dewe, P., Cosmar, M., Gründler, R., and Flemming, D. (2017). Calculating the 
cost of work-related stress and psychosocial risks: European Risk Observatory Literature Review. Luxembourg. 
https://doi.org/10.2802/20493.  

https://doi.org/10.2802/20493
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the cost of stress-related illness by multiplying the cost of total illness by the proportion of 

illnesses estimated to be attributable to stress, though some studies attempt to calculate 

and sum the various costs attributable to stress-related illness individually (as we have done 

here) or adopt a combination of approaches.  

In 2009, the Boorman Report, supported by analysis by The Work Foundation and RAND 

Europe, estimated the cost of all NHS staff absences, not just absences related to mental 

health or work-related illnesses.309 They found 4.5% of the workforce at the time was lost 

every year due to sickness absence. They estimate the direct cost of absence was £1.7 

billion per year, and agency and temporary staff cost the NHS another £1.45 billion per year. 

Finally, they also explored the cost of early retirement associated with ill-health and found 

that the 2,500 health-related early retirements that happen every year cost the NHS an 

additional £150 million annually.310 

More recently, two reports were published in 2017 that explore the cost of poor mental 

health at work throughout all UK employers. First, in September the Centre for Mental 

Health published a 10-year update of its previous report on the cost to employers of mental 

health issues at work, including both work-related and non-work-related mental health 

problems.311 They estimate mental health-related sickness absences cost UK employers 

£10.6 billion in the 2016/2017 financial year, based on the number of UK employees, survey 

data on sickness absence per employee, data on the prevalence of mental health problems, 

and the average cost of employee’s salary, pension, and National Insurance. Based on a 

crude review of the literature, they assume presenteeism costs are twice absence costs, so 

the annual cost of mental health-related presenteeism in the UK is £21.2 billion per year. 

Finally, based on assumptions that that 5% of staff turnover is due to mental health issues 

and the average cost of turnover is £14,420 per leaving employee, they estimate the total 

cost of replacing staff who leave due to mental health issues is £3.1 billion.  

The assumptions in the Centre for Mental Health analysis are imprecisely discussed and are 

poorly sourced. For example, from the discussion on the presenteeism multiplier:  

“Our brief review of the evidence on presenteeism published since 2007 

(summarised below) suggest that, if anything, the cost multiplier of 1.8 errs too 

much on the conservative side, and it has therefore been increased to 2.0…”312  

                                                           
309 Boorman, S. (2009a). NHS Health and Well-being: Final Report. 
Boorman, S. (2009b). NHS Health and Well-being Review: Interim Report. 
Hassan, E., Austin, C., Celia, C., Disley, E., Hunt, P., Marjanovic, S., and von Stolk, C. (2009). Health and 
wellbeing at work in the United Kingdom. Cambridge: RAND. 
The Work Foundation, Aston Business School, & RAND Europe. (2009). Health and Wellbeing of NHS Staff – A 
Benefit Evaluation Model. 
310 Boorman, S. (2009). NHS Health and Well-being Review: Interim Report. 
311 Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. London: Centre 
for Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-
at-work-the-business-costs-ten-years-on.  
312 Centre for Mental Health. (2017). Mental health at work: The business costs ten years on. London: Centre 
for Mental Health. Retrieved from https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-
at-work-the-business-costs-ten-years-on, p. 8. 

https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
https://www.centreformentalhealth.org.uk/forms/sign-up-mental-health-at-work-the-business-costs-ten-years-on
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Neither the studies used to update the multiplier nor the literature review they say they 

have published are cited. This makes it very difficult to assess the reasonableness of their 

assumptions. 

In October 2017 the Stevenson and Farmer review of the cost of poor mental health at work 

was published, along with an accompanying technical report by Deloitte.313 All of the cost 

estimates presented in the Stevenson and Farmer review come from the Deloitte analysis, 

which describes the methods, data, and assumptions used. Like the Centre for Mental 

Health report, this review explored the cost to all UK employers of poor mental health, not 

just work-related stress and psychological trauma. They divided costs into the three main 

categories analysed here, absence, presenteeism, and turnover costs. They estimate mental 

health-related absences cost employers £8 billion per year, presenteeism costs £17-26 

billion per year, and turnover costs another £8 billion per year. These are the total costs 

across all industries in the UK, both private and public sector.  

The Deloitte report states their estimates are based on conservative assumptions, but the 

full set of assumptions, data, and models used to estimate these figures are not published. 

Furthermore, the report does not provide a breakdown by industry, so it is not possible to 

directly compare the estimates here to what they have calculated. Some information can be 

gleaned from Figures 18 – 20 in the Deloitte report, however. The Deloitte report uses a 

similar method to calculate absence costs as that used here (i.e., days absence due to stress 

or poor mental health multiplied by the average cost of a day absence). The report’s 

presenteeism estimate is calculated as a multiplier of absence costs (assuming presenteeism 

costs are approximately three times absence costs, based on three studies) or as a number 

of reported presenteeism days per year, based on a workplace survey. The Deloitte report 

does not describe how “presenteeism days” is converted into a cost estimate. For example, 

what is the assumed productivity lost per presentee day? Thus, we could not recreate this 

method to estimate presenteeism costs in the NHS based on the staff survey. Figure 20 

indicates that the Deloitte report assumes turnover costs are between 40% and 100% of 

annual salary costs. As they do not provide a range for the total turnover costs in the UK, it 

is impossible to know what they did with this information. For example, they may have 

assumed turnover costs were different proportions of salary costs for different industries or 

levels of skill or experience. As their approach is not clearly described and industry-specific 

numbers are not available, it is not possible to compare their estimated turnover costs to 

what we found here. 

Although it is encouraging that more research and technical reports are being produced in 

this area, more robust and transparent methods are needed to advance the work of 

estimating the cost of poor mental health to employers and inform employer decision 

                                                           
313 Monitor Deloitte. (2017). Mental health and employers: The case for investment: Supporting study for the 
Independent Review. Retrieved from 
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-
employers-monitor-deloitte-oct-2017.pdf.  
Thriving at Work: The Independent Review of Mental Health and Employers. (2017). Retrieved from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-
stevenson-farmer-review.pdf.  

https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-employers-monitor-deloitte-oct-2017.pdf
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-mental-health-employers-monitor-deloitte-oct-2017.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/654514/thriving-at-work-stevenson-farmer-review.pdf
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making about investment workplace programs to mitigate the effects of stress and 

psychological trauma. 

 

6.6 Benefits and costs of workplace programmes  

Estimating the benefits and costs of workplace programmes targeting individual employees 

or workplaces at large is difficult, as most of the studies identified in this project’s literature 

review do not report the effect size of the intervention in terms that can be converted into 

absence, productivity loss, turnover averted, or other costs to employers. Thus, from an 

employer’s perspective, the benefits of these programmes are hard to calculate, even for 

interventions shown to be effective at reducing work-related stress. Furthermore, the 

literature review highlights the importance of workplace and organisational-level 

interventions that try to shift culture, rather than only training individuals to improve their 

personal response to stressful or traumatic work situations. These interventions, however, 

are exceedingly difficult to standardize and cost across organizations. 

Individual-focused interventions like mindfulness therapy, screening for depression and 

anxiety, and cognitive behavioural therapy (CBT) are much easier to replicate and 

standardize. Although the effect of these interventions on absence, presenteeism, and 

turnover is not clear, they are easier to cost. For example, the unit cost of a group 

mindfulness-based cognitive therapy intervention is estimated to be £173 per session for a 

group of up to 12 people.314 Workplace screening for depression and anxiety costs £33 per 

person, and follow-up with 6 sessions of CBT costs £259 per person.315 While the impact of 

these interventions on employer costs is unknown, one next step would be to estimate 

what benefit would be needed for these programs to be cost-saving. For example, if the 

NHS were to introduce group mindfulness-based cognitive therapy for staff, what effect size 

is needed for the NHS to have a positive return on their investment? This can provide some 

additional information to decisionmakers deciding if and where to implement programs 

while the evidence base in this area continues to grow. 

 

6.7 Commentary  

Undertaking this health economics review identified the limitations of existing definitions 

and data sets. It highlighted the importance of clarity of purpose for health economics 

analysis. What are the questions, which the NHS needs health economics to answer?  

Options for future work are identified:  

Absence 

                                                           
314 Curtis, L., and Burns, A. (2016). Unit costs of health and social care. Canterbury: Personal Social Services 
Research Unit, University of Kent. 
315 Curtis, L., and Burns, A. (2016). Unit costs of health and social care. Canterbury: Personal Social Services 
Research Unit, University of Kent. 
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 the NHS Staff Survey could be extended to provide more detailed information on 

absences, cause of absence, and the indirect cost of absences for a subset of 

employees. 

 Research into the friction costs of NHS sickness absences, including absences due to 

workplace-related stress and psychological trauma. 

In terms of improved data collection, the authors observe that the healthcare system would 

need to consider what data collection is feasible and what resources are available to achieve 

quality data and analysis.  

Presenteeism  

 examine the correlation between the existence of presenteeism (as measured by the 

NHS Staff Survey) and various patient outcome and satisfaction indicators, such as 

rates of medical errors.  

 begin measuring presenteeism, at least on a small scale, using a validated survey 

instrument, such as the World Health Organization Health and Work Performance 

Questionnaire.316  

Given the persuasive and strategic planning value of health economics analysis, the authors 

comments on recent policy publications indicate the need for a critical discussion about 

health economics methodology informed by the reporting of more robust and transparent 

methods. 

 

  

                                                           
316 Kessler, R. C., Barber, C., Beck, A., Berglund, P., Cleary, P. D., McKenas, D., and Wang, P. (2003). The World 
Health Organization Health and Work Performance Questionnaire (HPQ): Journal of Occupational and 
Environmental Medicine 45(2), 156–174. https://doi.org/10.1097/01.jom.0000052967.43131.51.  

https://doi.org/10.1097/01.jom.0000052967.43131.51


31 January 2018 Draft 1.7 
 

133 
 

7. Guidance and resources  

There is a growing recognition of work-related psychological stress and mental health 

problems in the workplace; and an increasing number of interventions to prevent, detect 

and manage these. The translation of evidence into practical recommendations for 

employers has expanded considerably too. There is an almost overwhelming number of 

guidelines, resources and toolkits to choose from. However, the uptake of guideline driven 

occupational care is generally low.317  

Memish et al in a systematic review of workplace mental health guidelines found 20 that 

met their inclusion criteria.318 Of these, four were very comprehensive evidence-based 

guidelines, including recommendations (both for the individual and the organisation) and 

practical steps to minimise risk factors, prevention and interventions (see Table 11). 

  

                                                           
317 Rebergen, D.S., Bruinvels, D.J., Bos, C.M., et al. (2010). Return to work and occupational physicians' 
management of common mental health problems - process evaluation of a randomized controlled trial. 
Scandinavian Journal of Work Environment and Health 36, 488–498. 
318 Memish, K., Marin, A., Bartlett, L., et al (2017) Workplace mental health: An international review of 
guidelines. Preventive Medicine 101, 213-222. 
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Table 11: Comprehensive and evidence based guidelines for creating a healthy workplace 

and managing psychosocial risks 

Guideline Country Management of psychosocial 
risks – key features 
 

Action plans/ 
implementation  

Psychological health 
and safety in the 
workplace 177 

Canada Detailed standards  Six key functions for 
leaders: 
-Reinforce PHS 
-Support line 
management in 
implementing PHS 
-Establish key 
objectives 
-Lead and influence 
organisational 
culture 
-Ensure PHS is part 
of organisational 
decision-making 
-Engage workers 
and their 
representatives 
 

Heads Up: A guide for 
employers and 
employees319 

Australia -Measures to create a safe and 
health workplace 
-Balancing work demands 
-Enabling a level of control 
-Creating a supportive 
environment 
-Ensuring role clarity and avoiding 
role conflict 
-Managing relationships 
-Recognition and reward 
-Managing change 
-Organisational justice 

-Identify priority 
areas for action 
-Implement actions 
-Review and 
monitor outcomes 

Managing the causes 
of work related 
stress: A step by step 
approach using 
management 
standard (Health & 
Safety Executive)320 

UK (described above) 
Six management standards 
concerning: 
-Demands 
-Control 
-Support 
-Relationships 
-Role 
-Change 

-Start small and 
grow 
-Don’t use change 
as an excuse to do 
nothing 
-Get the timing right 
-Planning 
experience 
-Forward plan 
-Resource properly 

                                                           
319 Creating a mentally healthy workplace. A guide for business leaders and managers. 
https://www.headsup.org.au/docs/default-source/resources/bl1256-booklet---creating-a-mentally-healthy-
workplace.pdf?sfvrsn=4  
320 Health and Safety Executive (2017) Tackling work-related stress using the Management Standards 
approach. A step-by-step workbook. http://www.hse.gov.uk/pubns/wbk01.pdf  

https://www.headsup.org.au/docs/default-source/resources/bl1256-booklet---creating-a-mentally-healthy-workplace.pdf?sfvrsn=4
https://www.headsup.org.au/docs/default-source/resources/bl1256-booklet---creating-a-mentally-healthy-workplace.pdf?sfvrsn=4
http://www.hse.gov.uk/pubns/wbk01.pdf
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-Be realistic 
-Be open 
-Don’t reinvent the 
wheel 

Psychosocial risk 
management 
excellence 
framework (PRIMA-
EF) 63 

EU -Good PRIMA is a good business in 
terms of organisational 
management, learning, 
development, social responsibility 
etc 
-PRIMA should be a continuous 
process and part of business as 
usual 
-Owned by all stakeholders 
-Contextualised and tailored to 
the organisation 
-Evidence-informed practice 
-Use a participative approach and 
social dialogue 
-Use different levels of 
intervention with a focus on 
measurement and evaluation 
 

PRIMA Stages: 
-Risk assessment 
-Audits of existing 
practices and 
support 
-Development of an 
action plan 
-Risk reduction 
(action plan 
implementation) 
-Evaluation of action 
plan 
-Organisational 
learning 
-Outcomes of the 
PRIMA process 
 

 

There are guides for developing a mental health and wellbeing strategy for health services; 

beyondblue for example provides an easy step-by-step guide321; and resources and 

information to help with making the case for introducing programmes and activities to 

improve the mental health and wellbeing of staff, including the potential cost savings to be 

made and improvements to patient care and safety.322 323 324 325 326 

Based on effective workplace interventions and the potential cost savings in preventing 

sickness absence, NICE Guidelines recommend an organisation-wide approach to promoting 

the mental wellbeing of all employees which should be integrated within all policies and 

practices concerned with managing people. 327 328 An overview of these policies and 

                                                           
321 Developing a workplace mental health strategy. A how-to guide for health services: 
http://resources.beyondblue.org.au/prism/file?token=BL/1728  
322 Point of Care Foundation. Making the case for improving and strengthing staff experience. 
file:///C:/Users/Chiara%20Samele/Downloads/Making%20the%20case%20staff%20experience%20JG.pdf  
323 Mental Health Foundation (2016) Mental health and prevention: Taking local action for better mental 
health. 
324 Barker, R. (2016). Making the case for staff wellbeing in the NHS. The Health Foundation. 
325 Knapp, M., McDaid, D., and Parsonage, M. (editors) Mental Health Promotion and Prevention: The 
Economic Case. Department of Health. 
326 Pangallo, A., and Donaldson-Feilder, E. The business case for wellbeing and engagement: Literature review 
– Summary report. 
327 NICE Guidelines (2009) Mental wellbeing at work. National Institute for Clinical Excellence. 
328 https://www.nice.org.uk/guidance/ph22/documents/promoting-mental-wellbeing-at-work-synopsis-of-the-
evidence2  

http://resources.beyondblue.org.au/prism/file?token=BL/1728
file:///C:/Users/Chiara%20Samele/Downloads/Making%20the%20case%20staff%20experience%20JG.pdf
https://www.nice.org.uk/guidance/ph22/documents/promoting-mental-wellbeing-at-work-synopsis-of-the-evidence2
https://www.nice.org.uk/guidance/ph22/documents/promoting-mental-wellbeing-at-work-synopsis-of-the-evidence2
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management practices led by employers (senior leadership, managers and HR teams) 

includes: 

Organisational commitment – where health and wellbeing is a core priority for 

senior management and encouraged and promoted by all managers. This includes 

ensuring all employees work reasonable hours and have regular break. 

Work environment – where the physical work environment reflects statutory 

requirements and best practice and a supportive environment is created to protect 

and enhance employees own health and wellbeing, good working relationships, 

autonomy, and assessment/management of work demands. 

Equality and engagement – to address any unfair treatment in a timely and 

appropriate manner 

Senior leadership – to ensure this is consistent and actively supports the health and 

wellbeing of employees both in policies and practice 

Role and leadership style of line managers – to acknowledge the important role line 

managers have in representing the organisation and in protecting and improving 

employees’ health and wellbeing 

Job design – for line managers to encourage employees to be involved in the design 

of their role in achieving a balance in what is required of them 

Monitoring and evaluation – to monitor and evaluate new activities, policies and 

organisational changes targeting the health and wellbeing of employees; and ensure 

managers review their own progress in promoting these activities 

Training – where employers receive effective leadership training which includes the 

importance of maintaining employees’ health and wellbeing. 

 

NHS, professional body and charity guidance and resources 

Commissioning for Quality and Innovation (CQUIN) was introduced by NHS England in 2009 

to encourage NHS Trusts (through linking their income to achieving improvement goals) to 

make improvements in the quality of services and achieve better patient outcomes.192a One 

of the CQUIN indicators is on improving the health and wellbeing of staff with the aim of 

reducing sickness absence and improving patient and staff experience. Both guidance and 

indicators have been produced to assist Trusts to implement this improvement. So far, data 

benchmarking these specific activities have been collected for 2015 and 2016 (see section 3 

on secondary data analysis).  
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NHS Employers have a health and wellbeing resource library online. It includes a wealth of 

information, guidance and promotional materials.329 NHS England has produced a healthy 

workforce programme to support staff stay healthy.330 This includes: 

 supporting and developing board level leadership and engagement 

 developing core line management training 

 supporting and enabling healthier food choices 

 on-site NHS Health Checks 

 rapid access to health services, such as physiotherapy and talking therapies 

 promoting physical activity 

A staff retention guide has also been published by NHS Improvement (NHSI) recently.331 

NHSI provides a series of resources, for example actions for creating a better working 

environment for junior doctors and how to improve a healthcare organisation’s culture 

through a Culture and Leadership programme.332 333 

The RCN also have guidance on traumatic stress management for the healthcare 

organisations.334 

The British Psychological Society has noted alarmingly high levels of stress and depression in 

NHS staff delivering psychological therapies. Their 2015 survey of more than 1300 

psychological professionals found, 70% reported feeling stressed (an increase of 12% from 

2014), 46% reported depression, 49.5% felt a failure and a quarter considered themselves to 

have a long-term condition.335 These are concerning findings for staff who are responsible 

for improving the public’s mental health. In response to this situation a Charter and a new 

Learning Collaborative Network was set up to: 

…re-set the balance in the drive to improve access to psychological therapies. It calls 

for a greater focus on support for their staff wellbeing to sustain the impact that we 

know these services can have when delivered effectively. Services with good staff 

                                                           
192a NHS England (2016) NHS Staff Health and Wellbeing: CQUIN Guidance.  
329 NHS Employers, Health and Wellbeing Resource Library: http://www.nhsemployers.org/your-
workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/health-and-wellbeing-resource-
library  
330 NHS England health work programme: http://www.nhsemployers.org/your-workforce/retain-and-
improve/staff-experience/health-work-and-wellbeing/copy-of-leading-the-way/whats-happening-
nationally/nhs-england-healthy-workforce  
331 NHS Improvement (2017). Retaining your clinical staff: a practice improvement resource. December.  
332 NHS Improvement. Eight high impact actions to improve the working environment for junior doctors. 
https://improvement.nhs.uk/uploads/documents/NHS-8-high-impacts-
A4v5Bm_with_stickynotes_5_7dglFbL.pdf  
333 https://improvement.nhs.uk/resources/culture-and-leadership/  
334 Bannister, C. (2002) RCN Working well initiative guidance on traumatic stress management in the health 
care sector. Revised 2005. https://matrix.rcn.org.uk/__data/assets/pdf_file/0009/78543/001804.pdf  
335 The British Psychological Society (2016) Psychological therapies staff in the NHS report alarming levels of 
depression and stress – their own. New Savoy Conference, 9th Annual Psychological Therapies in the NHS 
conference 2016. https://www.newsavoypartnership.org/2017presentations/dosanjh-g-bhutani.pdf  

http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/health-and-wellbeing-resource-library
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/health-and-wellbeing-resource-library
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/health-and-wellbeing-resource-library
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/copy-of-leading-the-way/whats-happening-nationally/nhs-england-healthy-workforce
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/copy-of-leading-the-way/whats-happening-nationally/nhs-england-healthy-workforce
http://www.nhsemployers.org/your-workforce/retain-and-improve/staff-experience/health-work-and-wellbeing/copy-of-leading-the-way/whats-happening-nationally/nhs-england-healthy-workforce
https://improvement.nhs.uk/uploads/documents/NHS-8-high-impacts-A4v5Bm_with_stickynotes_5_7dglFbL.pdf
https://improvement.nhs.uk/uploads/documents/NHS-8-high-impacts-A4v5Bm_with_stickynotes_5_7dglFbL.pdf
https://improvement.nhs.uk/resources/culture-and-leadership/
https://matrix.rcn.org.uk/__data/assets/pdf_file/0009/78543/001804.pdf
https://www.newsavoypartnership.org/2017presentations/dosanjh-g-bhutani.pdf
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wellbeing are more sustainable and will make the most difference to the lives of 

those they are helping.336 

To achieve this, the Charter commits to promoting effective services, reflective discussions, 

co-create compassionate workplaces and monitor and improve staff wellbeing. 

There is also an accreditation programme for psychological therapies services and quality 

standards - a joint initiative with the British Psychological Society and the Royal College of 

Psychiatrists. This seeks to improve the experience of staff, service users and service 

planners through a collaborative process of self-review and accreditation.337 

The Blue Light Programme launched in 2015 by Mind has produced a toolkit for the 

emergency services to address the stress and poor mental health experienced by emergency 

services staff.338 The programme has activities across five different strands concerning 

mental health stigma, improving workplace wellbeing, building resilience, improving access 

to information and improving pathway to support. More than 1700 blue light staff and 

volunteers have become Blue Light Champions and have trained over 6000 line managers to 

support staff manage their mental health, taught over 700 people resilience and coping 

skills, and shared advice with many others. 

Business in the Community, in association with Public Health England has developed an 

eight step mental health toolkit for employers covering prevention, risk assessment and 

providing support in the workplace.339 

The Management Advisory Service (the Wellbeing and Performance Group) focuses on 

stress prevention has also produced a Charter for the Wellbeing and Performance for all 

leaders, managers and employees. This includes a clear purpose in which the workforce can 

relate to closely and feel proud about, an atmosphere of resilience and confidence, a culture 

that promotes shared responsibility, leaders and manager who are attentive to themselves, 

other managers, employees and clients.340 This Charter comes with a set of guides and 

seminars for implementing a wellbeing agenda and positive work culture.341 342 

                                                           
336 British Psychological Society (2016) Charter for Psychological Staff Wellbeing and Resilience. 
http://www.healthcareconferencesuk.co.uk/news/newsfiles/charter-2016_1314.pdf  
337 Accreditation Programme for Psychological Therapies Services. 
http://www.rcpsych.ac.uk/workinpsychiatry/qualityimprovement/ccqiprojects/psychologicaltherapiessvc.aspx  
338 MIND. Toolkit for emergency services. How to embed Blue Light Programme activity. Part Three. 
https://www.mind.org.uk/media/15115492/blp-blueprint_toolkit-for-emergency-services.pdf  
339 Business in the Community (2016) Mental health toolkit for employers. 
https://wellbeing.bitc.org.uk/sites/default/files/mental_health_toolkit_for_employers_-_small.pdf  
340 Management Advisory Service. A Charter for Wellbeing and Performance. 
http://www.mas.org.uk/uploads/articles/Charter-for-Wellbeing-and-Performance-2017.pdf  
341 Management Advisory Service Guides: http://www.mas.org.uk/publications/complete-guide-set.html  
342 Management Advisory Service. Implementing the Wellbeing and Performance Agenda. 
http://www.mas.org.uk/uploads/articles/programmes-for-wellbeing-and-performance.pdf  

http://www.healthcareconferencesuk.co.uk/news/newsfiles/charter-2016_1314.pdf
http://www.rcpsych.ac.uk/workinpsychiatry/qualityimprovement/ccqiprojects/psychologicaltherapiessvc.aspx
https://www.mind.org.uk/media/15115492/blp-blueprint_toolkit-for-emergency-services.pdf
https://wellbeing.bitc.org.uk/sites/default/files/mental_health_toolkit_for_employers_-_small.pdf
http://www.mas.org.uk/uploads/articles/Charter-for-Wellbeing-and-Performance-2017.pdf
http://www.mas.org.uk/publications/complete-guide-set.html
http://www.mas.org.uk/uploads/articles/programmes-for-wellbeing-and-performance.pdf
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There are various indicators to help organisations monitor and review their activities. See 

for example, Mind’s Workplace Wellbeing Index343. An indicator produced by the Mental 

Health Commission in Canada.344 Also, Guarding Minds@work has developed a tool based 

on 13 psychosocial factors to measure psychosocial risk in the workplace.345 There is an 

audit tool to measure the psychosocial work environment although this has been designed 

for the oil and gas industry.346  

 

  

                                                           
343 Mind. Workplace Wellbeing Index. https://www.mind.org.uk/workplace/workplace-wellbeing-index/  
344 The Mental Health Commission, Canada’s PH&S Performance Indicator 
345 The 13 Psychosocial Factors in GM@W. https://www.guardingmindsatwork.ca/info/risk_factors  
346 Vestly Bergh, L.I., Hinna, S., Leka, S., and Zwetsloot, G.I.J.M. (2016) Developing and testing an internal audit 
tool of the psychosocial work environment in the oil and gas industry. Safety Science 88, 232-241. 

https://www.mind.org.uk/workplace/workplace-wellbeing-index/
https://www.guardingmindsatwork.ca/info/risk_factors
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8 Examples of good practice 

This section provides summaries of examples of good practice identified through the 
literature, interviews and the workshop.  

The Value of Royal College of Nursing Representatives347 

A mental health nurse, Alex Scott at Northamptonshire Healthcare NHS Foundation Trust 
became an RCN steward in 2012. He worked with staff and a new leadership team to 
transform the Trust’s poor workplace culture by working tirelessly to promote the PRIDE 
values the Trust had adopted. He stepped up to start discussions about how things could be 
done differently. The CEO saw the unions as a very important partner in the role she had to 
perform and was open to hearing views on the challenges staff faced. For staff this included 
how to deliver a ‘healthy challenge’, for example in identifying and expressing challenges. 
There is a partnership agreement with the Trade Unions, living wage agreement is very 
important as it is about valuing everybody. 

The Trust also introduced a major Health Workplace initiative that recognises how 
important the workforce is and how they feel, which makes a difference to patient care. 
Since 2012, disciplinaries, sickness absence and performance management issues are dealt 
with in a non-blame, non-reactive way and this has led to a three quarters reduction in the 
number of formal cases; which have continued to remain low. All formal cases are measured 
and monitored. This work has involved close partnership working with the RCN from initial 
ideas to consultations, which has also helped shaped service delivery. Issues are flagged up 
with the CEO. The RCN rep is paid for 31 hours by the organisation 

If you want to embed values in your organisation you have to live your values. You 
can’t just superimpose them by somebody telling you these are your values. You 
have to feel it on the ground. You have to feel supported. That’s not to say you can’t 
have challenging conversations…but it’s how you make people feel and not what you 
do to people. If you treat people with dignity, respect and you make people feel 
valued the chances are very very high, staff who are treated in that way are also 
going to treat their colleagues and patients in the same way.  

(Alex Scott, Mental health nurse and RCN rep).101 

 

Guy’s and St Thomas’ HALT campaign for staff to take regular breaks348 

On a micro level, the Hungry, Angry, Late and Tired (HALT) campaign was launched to 
ensure took frequent breaks during their shift. The Trust is keen to instil this culture into the 
Trust to enable staff to provide high quality care to patients and improve their health and 
wellbeing. Staff working night shifts are being positively supported to gain sufficient sleep 
and mandatory teaching on this is given to every new junior doctor. 

 

                                                           
347 Northamptonshire Healthcare NHS Foundation Trust Northampton. RCN partnership working: 
https://youtu.be/-9xw9-fa9mw  
348 Guy’s and St Thomas’ staff encouraged to take regular breaks in new Halt campaign. 
https://www.guysandstthomas.nhs.uk/news-and-events/2017-news/march/20170317-halt-campaign.aspx  

https://youtu.be/-9xw9-fa9mw
https://www.guysandstthomas.nhs.uk/news-and-events/2017-news/march/20170317-halt-campaign.aspx
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Tackling sickness absence and improving staff retention349 

The Deputy Director of Workforce at Queen Elizabeth Hospital in Gateshead has worked 
closely with the RCN Safety Representative to implement their Healthy workplace toolkit. 
Stress among staff was becoming a significant issue for the Trust, leading to high levels of 
absence. In utilising the RCN toolkit developed in 2015 the Trusts has been able to take on 
new ideas on how to tackle this problem. The toolkit starts with a ‘fast track referral 
process’ to speed up the usual four weeks staff could be absent before they were referred 
by their manager for support. Staff are now contacted by the occupational health team 
within 24 hours for advice, information about talking therapies, and help to contact their GP 
if appropriate. The Trust noticed a decline sickness absence early on. The toolkit has also 
helped safeguard funding to develop and retain existing staff.  

 

Bespoke and enhanced Trauma Risk Management (TRiM) System – London Ambulance 
Service350 

The London Ambulance Service (LAS) is based across 70 sites with 4,500 staff who work daily 
with distressing and potentially traumatic incidents. Despite effective strategies staff use to 
deal with such incidents some may find that the psychological and emotional impacts may 
be greater than what they can deal with.  The Head of Staff Support Services, after working 
with ambulance staff for a number of years has developed an adapted version of TRiM 
which takes into account the operational demands of LAS and personality types of staff. 

TRiM was originally developed in the UK military as a peer-led support package, (further 
details can be found above under organisational interventions). The LAS made enhanced 
and bespoke TRiM consultations mandatory as many staff were found to access support 
only when feeling particularly bad. The aim is to adopt proactive early support to help 
prevent the development of PTSD or related symptoms. The TRiM system comprises two 
consultations delivered within a minimum of 72 hours following an incident. The second 
consultation is booked at one-month follow-up to monitor progress and identity if Trauma 
Therapy is needed.  

 

British Telecom (BT) – health, safety and wellbeing strategy and intervention351 

BT considers the health, safety and wellbeing of staff as critical to its success. Managers are 
trained to manager stress and mental health in their teams. Staff are also encourages to 
take responsibility for their own and others’ wellbeing. BT is one of the first UK companies 
to launch a health awareness programme on a large scale to address mental health issues in 
the workplace. Emphasis is on early intervention and promoting health lifestyles and 
includes a range of active policies that include: a CBT programme, self-help, a health and 
wellbeing passport for employees with long-terms health and/or mental health problems, 
action on health and safety and mental health, an employee assistance programme to help 
staff with personal issues that may be impacting on their work performance, health and 
                                                           
349 Karen’s story. https://www.rcn.org.uk/healthy-workplace/case-studies/karens-story 
350 Fernandes F Bespoke and Enhanced TRiM Consultations. London Ambulance Service. 
351 Workplace mental health at British Telecom Group PLC. https://www.mqmentalhealth.org/articles/british-
telecom-group-plc-work-place-mental-health-case-study 
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wellbeing. Advice is also provided to managers to help them deal with issues within their 
teams. The company has found many benefits to these policies and subsequent activities 
such as helping with the post-financial crisis restructuring, reduced accidents by over 80%, 
absence by more than 30%, and increased staff retention. 

 

Lancashire Care NHS Foundation Trust – Staff health and wellbeing  

This Trust provides attempts to provide a range of innovative health and wellbeing activities 
to its employees. A People Plan was developed following a consultation with staff. This 
included more ways to say thank you to staff to recognise colleagues for being ‘shining 
stars’.352 The Trust’s vision and values have been made clearer for staff and embedded in all 
internal communications channels. Access to formal coaching for staff has been made 
available by training internal coaches, and staff also have easier access to core skills training.  

The Trust has introduced Workspace Walks, running groups and table tennis for staff, 
recruited health and wellbeing champions, introduced psychological first aid and reflective 
opportunities (e.g. Schwartz Rounds) to promote physical and mental health for employees. 
A Workplace Wellbeing Charter is being developed. 

The in-house trauma service dedicates one day a week to seeing staff referred by 
occupational health who experience symptoms of trauma following a workplace incident.  

 

Liverpool Community Health Trust  

The Trust is committed to the health and wellbeing of staff. The health and wellbeing 
strategy aspires to develop a culture that values this and helps support staff to engage with 
managing their own health and wellbeing. This strategy aims to take a proactive approach 
by introducing various wellbeing initiatives, employee support mechanisms and joint 
working with staff to tackle areas for improvement. And include three key principles to: 

1. Provide the environment, conditions and culture to support Workforce Wellbeing 
2. Have robust pathways and intervention in place to support a reduction in sickness 

and absence 
3. Offer a wide range of occupational health intervention and support services to 

promote and support positive wellbeing. 

The strategy includes wellbeing key performance indicators to map progress over time. Key 
partners have been included to assist with delivering the strategy, including employees, 
managers, the health and wellbeing coordinator, trade union representative, human 
resources, public health and others.  

  

                                                           
352 https://www.lancashirecare.nhs.uk/shining-stars  

https://www.lancashirecare.nhs.uk/shining-stars
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