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Thesis Portfolio Abstract 

The experiences of the healthcare workforce in the National Health Service (NHS) 

are a focus of many research studies. Difficulties with staff retention, burnout, stress 

and moral injury highlight a difficult climate in the organisation. This thesis aimed to 

understand how organisation wide staff interventions are experienced and shed light 

onto why a particular group of staff: Clinical Psychologists (CPs) are leaving the NHS 

to work in private practice. This thesis consists of a literature review, a research 

paper and an executive summary.  

The literature review focused on understanding the experiences of Schwartz Rounds 

(SRs) in UK healthcare settings. SRs aim to support healthcare staff to deliver 

compassionate care and offer a protected space to reflect on their work. Ten peer 

reviewed studies were synthesised using a combination of thematic synthesis and a 

narrative synthesis. The studies were mixed method and were critically appraised 

using the Mixed Methods Appraisal Tool (MMAT). Overall, quantitative data showed 

positive responses to SRs however studies have used various versions of an 

evaluation questionnaire. Thematic synthesis identified three main themes: ‘attention 

to safety is key’; ‘resonance, connection and time to recover’; and ‘relational and 

practical challenges’. Findings suggest that care needs to be taken to create safety 

in each session to ensure staff feel comfortable. Ideas to address this included 

consideration of liminal spaces and utilising skills of CPs to lead the sessions to 

increase psychological safety. Furthermore, barriers like access to SRs across the 

organisation are considered. Further research routes are also explored. 

The empirical paper highlights comments from the British Psychological Society 

(BPS) and the Association of Clinical Psychologists (ACP) which discuss large 

numbers of CPs leaving the NHS to work in private practice. Eight semi-structured 
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interviews were conducted and analysed using Reflexive Thematic Analysis. The 

analysis generated the following themes and subthemes: ‘Unreciprocated dedication’ 

with two subthemes: ‘Overwhelming expectations’ and ‘Power imbalance’; ‘Perfect 

storm’ with three subthemes: ‘Moral injury’, ‘Dawning realisation’ and ‘A drive for 

control and autonomy’. The results were contextualised using The Herzberg’s 

Motivation-Hygiene Theory. Implications and further research avenues were also 

discussed. 

Finally, the executive summary is aimed at CPs, managers and stakeholders in NHS 

services. It aims to shed light on the experiences of CPs and highlights possible 

areas of focus to improve working conditions and retain greater number of CPs. 
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Abstract 

Increasing numbers of staff sickness in the NHS have resulted in a focus on staff 

wellbeing interventions. One proposed intervention is ‘Schwartz Rounds’ (SRs), 

which have been implemented in NHS Trusts across the UK. Little is known about 

staff experiences of this intervention. The current review aims to build a detailed 

understanding of experiences of SRs by healthcare staff in the UK to help further 

shape and improve the support offered to staff. A systematic search of SR literature 

identified ten peer-reviewed studies published between 2017-2024. These were 

critically appraised using the Mixed Methods Appraisal Tool (MMAT). Qualitative data 

was thematically synthesised, and quantitative data was described narratively. 

Quantitative data showed positive response to SRs. Thematic synthesis produced 

descriptive themes: ‘attention to safety is key’; ‘resonance, connection and time to 

recover’; and ‘relational and practical challenges’. Findings suggest that care needs 

to be taken to create safety in each session to ensure staff feel comfortable. Ideas to 

address this included consideration of liminal spaces and utilising skills of Clinical 

Psychologists to increase psychological safety in sessions. Furthermore, barriers like 

access to SRs across the organisation are considered. Further research routes are 

also explored. 
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Schwartz Rounds (SRs) are an organisation-wide intervention that has been 

gradually rolled out across healthcare settings in the UK since 2009. The intervention 

aims to support healthcare staff to deliver compassionate care and offer a protected 

space to reflect on their work. Current research on SRs is limited. A previous review 

by Taylor et al., (2018) focused on comparison of various interventions aimed at 

supporting healthcare staff with the emotional challenges of their work. To the 

author’s knowledge there has been no literature review solely focusing on deepening 

the understanding of the experience of SRs by healthcare staff. Therefore, the 

present review focuses on synthesising available literature on SRs in the UK, to 

allow for an in-depth analysis of the experiences of SRs by healthcare staff.  

The UK National Health Service (NHS) is among the largest employers in the 

country (Taylor et al., 2018). Latest figures show that the NHS workforce is made up 

of 1.5 million full-time equivalent staff, consisting of clinical and nonclinical staff 

(Nuffield Trust, 2024). Research suggests that the wellbeing of healthcare staff is 

compromised (Daniels et al., 2022). Healthcare staff experience higher rates of 

stress, burnout and mental health difficulties like depression, anxiety and suicidal 

ideation compared to the public (Leung et al., 2024). It is suggested that poor 

wellbeing of NHS staff costs the NHS around £12.1 billion a year.  Research shows 

links between healthcare staff wellbeing and quality of patient care, safety, and staff 

turnover (De Hert, 2020; Murthy, 2022; Robson & Attart, 2019). Furthermore, the 

NHS experiences high rates of sickness absence which is attributed to anxiety, 

stress, depression and other mental health difficulties (Nuffield Trust, 2024). In 2022 

this led to an average of over 500,000 sick days in a month (Nuffield Trust, 2024). 

This has a significant impact on individuals, families as well as patient care and 

experience (Sizmur & Raleigh, 2018). High rates of sickness absence can provide 
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less stability and continuity of care, increased waiting lists, inadequate staffing and 

high bed occupancy (Sizmur & Raleigh, 2018). 

The NHS has been struggling with staff retention, filling vacancies and 

general staff wellbeing (Sizmur & Raleigh, 2018). Over the last two decades 

research, legislation and guidance has focused on improving staff wellbeing in hopes 

to employ and retain more staff as well as improve patient care (Daniels et al. 2022; 

Sizmur & Raleigh, 2018). The National Institute for Health and Care Excellence 

(NICE) has produced numerous guidelines to support mental wellbeing at work. In 

2009, the focus was on tackling staff wellbeing by focusing interventions on 

individuals and organisation-wide approaches (NICE, 2009). In 2022, the guidelines 

suggest that workplaces should aim to ‘foster a positive, compassionate and 

inclusive workplace environment and culture to support psychological safety and 

mental wellbeing’ (NICE, 2022). Furthermore, organisations should ‘offer employees 

a private space and protected time to engage with interventions’ that support 

wellbeing. 

The focus on interventions supporting staff wellbeing has been echoed in the 

recommendations by the British Psychological Society (BPS, 2022) and the 

Association of Clinical Psychologists (ACP UK, 2022).  The BPS highlights that 

supporting healthcare staff’s mental health must take more of a precedence. This 

should not only include direct work with individuals and teams but also organisation-

wide interventions. The ACP-UK advocates for systemic changes to improve working 

conditions and reduce burnout. This is done by providing peer support and 

networking spaces, resources and guidance and collaborations with employers. 

Individual NHS Trusts have also focused on utilising the knowledge and skills of 
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Clinical Psychologists (CPs) to support staff wellbeing through various interventions 

(Sherwood Forest Hospitals NHS, 2024).  

Schwartz Rounds (SRs) were inspired by Kenneth Schwartz, a health-care 

lawyer who as a patient with terminal cancer observed diverse levels of compassion 

in staff members. He observed that high-paced environments ‘stifle the inherent 

compassion and humanity’ (Schwartz, 1995; Clancy et al., 2020). SRs are a 

structured group where clinical and non-clinical staff meet to discuss the social and 

emotional aspects of working in healthcare in a safe environment which aims to 

support staff to deliver compassionate care (Leung et al., 2024; Taylor et al., 2018). 

These are a one-hour meeting, starting with a panel of staff who present stories 

about a theme or experience of patient care, the audience then join the discussion. 

There are two facilitators encouraging focus on thoughts, feelings, and mutual 

understanding rather than problem solving (Clancy et al., 2020). Studies have found 

that SRs result in improved compassion for patients, better teamwork and 

interdisciplinary communication, reduced stress in staff and a positive impact on staff 

well-being (Taylor et al., 2018; Whitehead et al., 2021). At the organisational level 

SRs were seen to reduce hierarchy, help build shared values and influence culture 

by allowing dialogue that does not happen elsewhere (Taylor et al., 2018). Since 

then, there has been a few instances of SRs being trialled in universities for 

healthcare students in the UK (Abnett et al., 2022; Clancy et al., 2020; Gleeson et al, 

2020; Smith et al., 2020). This hopes that by introducing SRs earlier there could be a 

positive influence on the next generation of workforce in healthcare settings. 

The COVID-19 pandemic has brought about unprecedented times and 

change in the NHS (Willan et al., 2020). Many staff were redeployed, brought back 

from retirement and medical students were fast-tracked into clinical roles to support 
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the overstretched workforce (Boggon et al., 2022). Research suggests that the 

COVID-19 pandemic has caused significant distress for staff, resulting in increased 

rates of burnout, compassion fatigue, mental health difficulties and moral injury 

(Wong et al., 2021)1. As mentioned previously the focus on supporting staff via 

organisation wide interventions has been at the forefront of research for the last two 

decades. This has further intensified due to the impact of the pandemic on 

healthcare staff. SRs have become widely used within the NHS before the pandemic 

and continued to be utilised during and after the pandemic (Farrell et al., 2022).  

Rationale  

SRs are an organisation wide intervention that has been gradually rolled out 

across the UK, in hospitals and universities. SRs have been trialled for several years 

however to the author’s knowledge there has been no literature review deepening 

the understanding of the experience of SRs by healthcare staff. This review will 

include healthcare professionals and students who are enrolled on healthcare 

related courses as these students are on placements in healthcare settings and form 

part of the healthcare workforce. Investigating the experiences of staff who are in 

receipt of SRs can help build understanding on how these are received, and how 

they can be improved to further meet the needs of the workforce. Additionally, this 

helps to further develop the evidence base and gives grounding for further studies. 

The current review will build on the review done by Taylor et al. (2018) which 

compared staff interventions. The current review focuses solely on SRs to perform 

 

1 Wong et al. (2021) uses the following definitions. Burnout is defined as a work related, stress-induced 
syndrome characterised by emotional exhaustion, depersonalisation and sense of reduced personal 
accomplishment. Compassion fatigue results from a prolonged exposure to the suffering of others, 
resulting in emotional and physical exhaustion. This leads to a diminished capacity to care for others.    
Moral injury refers to psychological distress arising from healthcare workers acting or witnessing actions 
contrary to their moral or ethical beliefs because of systemic constrain (e.g. resource shortages).  
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an in-depth analysis of the available literature since the review by Taylor et al. 

(2018). The date period helps to capture the use of the intervention before and after 

the pandemic as there was a focus on staff interventions before the pandemic due to 

the austerity in the UK health system. Additionally, the pandemic has put extra 

pressures on resources in the healthcare system and its staff. The review will include 

only UK based papers to understand the use of SRs in this healthcare system during 

this time period. Therefore, the current literature review has the following aims:  

- To synthesise and review literature examining healthcare staff 

and students experience of SRs in UK healthcare settings  

The literature review question:  

What is the experience of SRs by healthcare professionals in the UK? 

Methods 

The current review was conducted in three stages: systematic search of 

literature about SRs, critical appraisal using an appraisal tool and synthesis of 

findings.  

Scoping searches 

Scoping searches on SRs were conducted in June 2024 on Google Scholar 

and Staffordshire University Library. This highlighted the review by Taylor et al., 

(2018). There has been no recent review that focused purely on staff experiences of 

this intervention.  

Searching 

A systematic literature search was conducted between 7th – 15th June 2024 

utilising the following electronic databases: CINAHL, PsychInfo, Web of Science, 
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PubMed, MEDLINE and EMBASE. These were used to replicate the search process 

by Taylor et al. (2018). To replicate Taylor et al., (2018) the only search term that was 

used was “Schwartz Round”. This kept the search wide to ensure all relevant papers 

were found. Papers were then screened again to ensure they map onto the review 

aims and question. The following inclusion and exclusion criteria were used: 

Table 1. Inclusion and exclusion criteria 

Inclusion Exclusion  

Papers published from 2017 onwards 
(Taylor et al. 2018 included papers until 
2017) 

Papers published before 2017 

English language Non-English papers  

Peer reviewed journal articles/empirical 
research examining healthcare 
professionals experience of SRs 

Not peer reviewed/ grey 
literature/theses/ commentaries 

Healthcare professionals (qualified or 
trainee/student) involved in SRs 

Non-healthcare professionals, 
Healthcare professionals involved in 
other staff interventions 

Studies conducted in UK settings Studies conducted outside of UK 
settings  

 

After initial searches Web of Science and PubMed were also included to 

ensure that all relevant literature was included. Following this the articles were then 

screened by title and abstract; Figure 1 of PRISMA diagram (Page et al., 2021) 

shows this process. Following this, citation searches of articles accepted at full text 

level were completed using Web of Science and Google Scholar. A hand search of 

all reference lists from the included articles was also conducted to ensure all relevant 

papers were included.  
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Figure 1. Flow diagram demonstrating screening process following PRISMA 
guidelines (Page et al., 2021)  

 

 

 

 

 

 

 

 

 

  

Records identified from: 
CINAHL (n = 24) 

APA PsycInfo (n = 24) 
Web of Science (n = 80) 

PubMed (n = 117) 
MEDLINE (n = 20) 

EMBASE (n=11) 
Total= 276 

Records removed before 
screening: 

Duplicate records removed 
(n = 137) 

Records screened by title 
and abstract 

(n = 139) 

Records excluded as not relevant 

(n = 133) 

Reasons included:  
• Not relevant  
• Not UK based study 
• Study focusing on 

multiple interventions 
and SRs data not 
separated  

• Non-English paper 
• Unable to find full article 

(n=1) 
• Outside of date range 

Full text assessed for 
eligibility 

(n =18) 

Full-text articles excluded (n=8): 
• Not focused solely on 

Schwartz Rounds (n = 2) 
• Commentary not a 

research project (n = 3) 
• Unable to get full text 

access (n = 1) 
• Abstract submission, full 

article not yet available 
(n=2) 

Studies identified through 
citation and reference searches 

(n = 12) 

Studies included in review 

(n = 10) 
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Selection 

The initial search produced 276 articles comprising of 137 duplicates. Papers 

were then screened by title and abstract and 133 were removed as not relevant. 

Following full text review and completion of citation and reference list searches, 8 

articles were removed due to: not solely focusing on SR and SR data not being able 

to be separated from other interventions used, no access to full article. This resulted 

in 10 papers being selected for the review.  

Data extraction and appraisal tool 

Eligible studies were reviewed. Key information including authors, year of 

publication, aim, study design and analysis, main findings, and quality score are 

included in Table 2 in the Results section and in Appendix 1 and 2.  

Articles included in the review comprised of mixed methods studies, 

qualitative and quantitative studies. The Mixed Methods Appraisal Tool (MMAT) was 

used as it enables evaluation and comparison of different methodologies (Hong et 

al., 2018). Details of this are presented in Appendix 1 and Appendix 2. As suggested 

by the authors of MMAT, each criterion is scored as ‘Yes’, ‘No’ and ‘Can’t tell’ (Hong 

et al., 2018). Each paper design is rated out of 5* or 100%. For the mixed methods 

studies there are 15 criteria, however, the authors highlight that ‘the overall quality of 

a combination cannot exceed the quality of its weakest component’.  

Publication bias  

Publication bias occurs when studies are published due to their significant 

results (Song et al., 2013). This can skew our understanding of interventions. The 

current literature review aimed to appraise studies of high quality, hence the search 

only included peer-reviewed articles. Grey literature, theses, commentaries and non-
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peer reviewed papers were excluded. ProQuest was used to search for relevant 

theses and studies not in the English language, this showed no results. Therefore, 

although using peer reviewed papers may increase the risk of publication bias, the 

lack of available relevant grey literature suggests the review was still inclusive of the 

question this aimed to address. 

Data synthesis  

The current review aimed to understand experiences of healthcare staff 

participating in SRs. As most of the studies have included qualitative components to 

deepen our understanding of the experience, the decision was made to use thematic 

synthesis to integrate findings of multiple studies (Thomas & Harden, 2008). 

Quantitative data from studies was synthesised separately using elements of 

narrative synthesis (Popay et al., 2006). This included developing a preliminary 

synthesis of findings of included studies and exploring relationships in the data. 

To carry out the thematic synthesis three stages were completed: ‘coding of 

text “line-by-line"; development of ‘descriptive themes’, and the generation of 

‘analytical themes’ (Thomas & Harden, 2008). Nine papers included a qualitative 

component. Findings, discussion and conclusions of 4 papers were analysed line-by-

line. This is in line with previous systematic reviews of qualitative studies (Campbell 

et al., 2016). This resulted in 49 different codes. These codes were organised into 3 

descriptive themes based on their content. These were then used to conduct line-by-

line coding of the remaining papers. Thomas and Harden (2008) highlight that to ‘go 

beyond’ the content of the original studies and develop analytical themes the 

reviewer should apply the review questions to their descriptive themes. The reviewer 

is then encouraged to consider the implications of participant’s views for intervention 

development. The reviewer then continuously revisits and refines themes to ensure 
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that the analytical themes adequately explain all the descriptive themes and address 

the review questions.  

Results 

Overview 

Studies included in this review were evaluations of SRs conducted in a variety 

of services, including hospice, acute, mental health, community services and 

university healthcare courses (medicine, nursing and psychology). SRs included a 

variety of professionals including clinical and non-clinical staff. Studies used mixed 

methods, quantitative and qualitative designs. These focused on evaluating 

feedback forms, conducting interviews and focus groups with attendees, panellists 

and facilitators, as well as observations of SRs. Studies in this review had a range of 

outcomes from evaluating student experiences of SRs, to evaluating if SRs are an 

adequate emotional support for healthcare staff, and to understanding storytelling 

within rounds. Studies have ranged from small group evaluations to national scale 

evaluations. See Table 2 for details of studies. 
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Table 2. Data extraction table  

Authors 
and Date 

Aim Design and Analysis Main findings Quality 
score 

Abnett, et 
al., (2022) 

To compare medical 
students experience of a 
single-discipline and a 
multi-discipline SR. 

  

Mixed methods, Point of 
Care Foundation (POCF) 
8-item questionnaire and 
focus groups, thematic 
analysis   

Positive response to single-discipline and 
multidisciplinary SRs, higher feedback scores for 
single-discipline SRs, large groups, structure and 
scripted panellists were frustrations   

***** 
(100%) 

Allen, et 
al., (2020) 

Evaluate mental health 
professionals’ experience 
of SRs. 

Mixed methods, Kings 
Fund 9-item questionnaire 
and focus groups, 
thematic analysis   

SRs viewed as a good forum to express 
emotions, share experiences and feel validated 
and supported by colleagues, positive application 
in mental health settings    

*** 
(60%)   

Atkins et 
al. (2023) 

Explore how the content 
of the talk in SRs creates 
beneficial effects on those 
attending SRs 

Qualitative, recording 5 
SRs sessions, 
conversation analysis 

Interactions in SRs seen to foster sense of social 
solidarity, endorsements for both emotions the 
panellists expressed as well as metapragmatic 
endorsements of the act of talking about 
emotions were present in all rounds, 
generalisations were used in linking panellists’ 
contributions to wider experiences and second 
stories designed to connect to the panellists first 
stories were used to build a shared experience. 

***** 
(100%)  

Clancy, et 
al., (2020) 

To develop understanding 
of how healthcare 
students experience SRs 
in a university context 

Qualitative, semi-
structured interviews, 
Interpretative 
Phenomenological 
Analysis   

SRs promote connectedness, however safety to 
share in SRs is limited by fear of judgement, SRs 
are applicable to educational context   

***** 
(100%) 
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Farr & 
Barker 
(2017) 

To analyse the 
implementation of SRs in 
three community and 
mental health services 

Qualitative, realist 
evaluation, interviews, 
observations and 
evaluation forms 

Where rounds were successfully implemented, 
they enabled emotional resonance across 
colleagues, participants appreciated attending 
the rounds and saw improved communications, 
trust and openness with colleagues and more 
compassionate care with patients.  

Work pressures and geographical dispersal of 
staff were the main challenges to attending SRs.   

***** 
(100%)  

Flannagan 
et al., 
(2020) 

Explore self-reported 
experiences of the 
Rounds, and differences 
between the proportions 
of professional staff 
groups attending. 

Quantitative, POCF 7-
item questionnaire, 
calculating mean 
responses for each 
question, correlations to 
investigate relationship 
between staff groups and 
total mean scores, factor 
analysis to determine 
whether questions could 
be seen as loading onto a 
single factor 

The experience of attending SRs was positive 
across all settings. Staff reported that SRs 
helped them gain insight into the working lives of 
colleagues. No differences between the 
responses of clinical and non-clinical staff were 
seen.   

**** 
(80%)  

Gleeson, 
et al., 
(2020) 

To explore the use of 
student-specific SRs as a 
medium for reflective 
practice among medical 
students 

Mixed methods, POCF 
12-item questionnaire, 
thematic analysis   

Students rated SRs highly, students rated SRs 
higher than written reflection    

** 
(40%)   

Maben et 
al., (2021) 

Identify how SRs work, for 
whom and in what 
contexts.   

 

Qualitative, interviews, 
realist evaluation   

Preliminary frameworks describe how, why and 
for whom SRs work. These include trust, safety 
and containment; group interaction; counter-
cultural/3rd space for staff; self-disclosure; 
storytelling; role modelling vulnerability; 

***** 
(100%)  
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contextualising patients and staff; shining a 
spotlight on hidden stories and roles; and 
reflection and resonance. There was variability in 
the way Rounds were run across organisations. 
Attendance for some staff was difficult 

McCarthy, 
et al., 
(2021) 

Explore the role of 
discourse and reflection 
through storytelling, 
exploring panellists’ 
motivations, experiences 
and reported impacts 
associated with panel 
participation. 

Qualitative, interviews, 
thematic analysis  

SR impact on panellists included increased 
emotional resilience and acceptance of 
experiences, reduced negative assumptions 
about colleagues, increased tolerance and 
compassion 

***** 
(100%) 

Smith, et 
al., (2020) 

Investigate if SR provides 
the same benefits to 
medical students as it 
does to other healthcare 
professionals 

Mixed methods examining 
data from evaluation 
surveys, thematic 
analysis 

SRs fostered empathy and understanding 
towards patients and colleagues, but in future 
SRs function needs to be more explicit   

***** 
(100%) 
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Recruitment and participants 

The sample sizes of studies are difficult to ascertain as some studies report 

exact number of SR attendees however others report number of evaluation forms 

received, noting that more participants could have been present and not completed 

the evaluation forms. This ranges from reported number of participants as n=8 to 

13,452 evaluation forms received. 

Participants included clinical and non-clinical staff across various disciplines 

as well as healthcare students. Not all studies have reported participant 

characteristics like gender. However, those who did, reported higher rates of female 

participants across all the research designs (Abnett et al. 2022; Allen et al., 2020; 

Clancy et al., 2020; Farr & Barker, 2017; Smith et al., 2020). Females accounted for 

65.25% of the pooled sample across these studies (92 females and 49 males). 

Although at first this might appear skewed it is worth noting that figures from NHS 

(2018) research suggest that the NHS workforce is made up of 77% females and 

23% males. Thus, the high representation of females in these studies may reflect the 

workforce in the healthcare settings.  

Abnett et al. (2022) highlight potential biases in their sample. The authors 

highlight that panellists were purposely chosen by the researchers, and they have 

been provided with SR topics in advance. Although providing topics in advance is 

standard procedure so that panellists can prepare their stories, usually panellists are 

volunteers. Selecting panellists may have influenced the direction and authenticity of 

the reflections. The remaining studies comprised of opportunity samples of staff 

members or purposeful recruitment of healthcare students. 
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Samples included various clinical and non-clinical disciplines: healthcare 

students, medical students, psychiatry, occupational therapy, psychologists, nurses, 

midwives, social workers, physiotherapists, speech therapists; and catering staff, 

domestic support staff, administration, building estates, managers, porters and 

security respectively. The samples have covered a wide array of disciplines thus 

making the data more credible and generalisable across healthcare settings.  

Research design and analysis 

The quantitative studies report the mean scores of responses gathered on 

various evaluation forms allowing for preliminary conclusions on the average ratings 

of SRs. However, reporting mean scores does not provide information about the 

variability in the data. Furthermore, the studies do not mention any outliers or 

skewness in the data, which mean scores can be distorted by. Thus, we do not know 

if the mean scores are representative of a typical data point. Additionally, studies do 

not report confidence intervals which would offer more precision and reliability of the 

mean as it will give ranges in which the mean is likely to fall (Visentin et al., 2020). 

Finally, the studies do not report any pre- and post- measures and there was no 

randomisation to conditions. 

Two studies attempted to consider variables that could impact SRs (Flanagan 

et al., 2020; Abnett et al., 2022). Flanagan et al. (2020) aimed to explore if different 

professions appraise SRs differently by comparing scores and the proportions of 

different staff groups attending. Abnett et al (2022) aimed to examine the impact of 

varying the range of disciplines in SRs attendance. Both studies aimed to further 

analyse which staff groups find the intervention useful.  
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High MMAT scores on qualitative analysis was attributed to careful data 

analysis and interpretation. To make this more rigorous authors used independent 

data coders, separate data coding by two researchers before reaching consensus, 

supervisions and journals to maintain reflexivity and used consultative groups to 

cross-check data codes and ensure credibility. The data was then presented 

sufficiently to back up themes and conclusions. However, the study by Gleeson et 

al., (2020) had the lowest quality score on the MMAT as the authors do not explain 

the process used to thematically analyse the data and did not show consistent links 

between the qualitative data sources, collection, analysis and interpretation. Quotes 

from data were either not interpreted or not used as evidence to support themes 

produced. Abnett at al., (2022) did not report the analysis of free-text boxes of the 

questionnaire and instead focused their qualitative analysis on focus groups that 

they also conducted. Smith et al., (2020) increased the quality of their study by 

clearly explaining their analysis process of the free-text boxes. The authors 

employed data analysis triangulation. They showcased a high level of inter-rater 

reliability (Kappa coefficient 0.84) and used quotes to evidence their themes. 

Measures  

The use of a feedback questionnaire designed by the Point of Care 

Foundation (POCF) was common among the studies. The questionnaire was used 

by 3 mixed methods studies (Abnett et al., 2022; Gleeson et al., 2020; Smith et al., 

2020) and 1 quantitative study (Flanagan et al.,2020). However, each study used a 

different version of this questionnaire- see Appendix 3. This questionnaire asks 

participants to rate statements relating to the value of attending the SR on a Likert 

scale as well as providing free text boxes for qualitative feedback. The versions of 

this questionnaire vary from a 7-item to 12-item questionnaire. Most of the questions 
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overlap with each other however there are some additional questions especially in 

the paper by Gleeson et al. (2020). Utilising the same measure of feedback builds on 

the evidence base, ensures validity, reliability and reproducibility as well as increases 

our ability to generalise the findings. The use of additional questions allows for richer 

data gathering.  

Contrastingly to other studies, Allen et al. (2020) used a different evaluation 

form. This is a standardised evaluation form designed by the Kings Fund (Cornwell & 

Goodrich, 2010) which helped to evaluate SRs when they were first piloted in the 

UK. The work has then been continued by the POCF who have then developed the 

questionnaire further. Thus, although the use of questionnaires is different, the 

questions map onto the updated versions of the questionnaire by POCF (See 

Appendix 3). All versions of the questionnaire allow data gathering on the evaluation 

of the intervention however they are not specific enough to gather accurate data on 

what way SRs are impacting on staff and students doing their jobs or their wellbeing. 

Quality appraisal  

The characteristics and overall quality appraisal of included studies are shown 

in Table 2.  Appendix 1 shows scores on individual methodologies and then a 

combined overall score for mixed methods studies. The overall quality ratings in the 

included studies vary from 40%, obtained by one study to 100% obtained by 7 

studies. The average MMAT score was 88%. There is no official guidance on 

characterising the quality of studies as low, medium or high, however the higher 

scores indicate better quality and rigour of the studies.  

Strengths 



 
 

STAFF EXPERIENCES OF WORKING IN THE NHS  30 
 

 

Overall, purely qualitative studies have shown the highest ratings on the 

quality appraisal. These showed adequate data collection methods to address the 

research question, their findings were adequately derived from and substantiated by 

the data. High rigour in qualitative analysis was demonstrated by having independent 

researchers analysing data or researchers coding data independently before coming 

together to reach consensus. On the other hand, one of the main strengths of 

quantitative components of the studies used were high feedback response rates on 

questionnaires. High rates were demonstrated by Smith et al. (2020), Gleeson et al. 

(2020) and Abnett et al. (2022), with feedback rates ranging from 86%-100%.  

Limitations 

The main limitation of these evaluation studies was the risk of nonresponse 

bias, which can be defined as a ‘failure to collect data from a sample unit in the 

target population’ (Okafor, 2010). This can mean that participants who respond to 

questionnaires can potentially be those with strong opinions (for or against) the 

intervention. This can skew results in favour or against the proposed intervention. In 

the current studies it is unclear what proportion of participants did not respond 

therefore we cannot be certain if the current results are skewed. Secondly, 

longitudinal data was not available in most studies, thus we cannot make 

conclusions about the experiences of SRs over time. Allen et al. (2020) is the only 

study mentioning longitudinal data, however, it is only mentioned that SRs are still 

being scored highly on the evaluation forms, with no other conclusions made about 

the data.  
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Quantitative data synthesis  

Abnett et al. (2022) set out to compare single-discipline and multi-discipline 

student SRs, thus examining if discipline had an impact on SR scores. Although both 

were rated highly, single-discipline SRs received higher feedback scores. Abnett et 

al. (2022) reported that participants’ responses ranged from ‘Agree Somewhat’ to 

‘Completely Agree’ on all 8 statements on the questionnaire. However, before 

making generalisations about single-discipline and multi-discipline student SRs, it is 

important to highlight that large group sizes and scripted panellists were highlighted 

by participants as hindering open reflection. More research is needed to highlight 

possible variables affecting SRs. Furthermore, research is also needed to explore 

impact of attending SRs on variables like staff wellbeing.   

Flanagan et al. (2020) aimed to explore if different professions appraise SRs 

differently by comparing scores and the proportions of different staff groups 

attending. The findings showed no significant differences in responses from clinical 

and non-clinical staff. Mean ratings from 6 out of 7 questions were above 4 on a 

scale of 1-5 indicating that participants generally agreed with positive statements.  

Gleeson et al. (2020) compared medical student SRs to written reflection 

preferences. Results highlight that that there was a significant difference in 

preference between the two conditions; 90% students highlighted that they preferred 

SRs over written reflection. Furthermore, the authors compared results on the 

evaluation of student SRs to data across the local NHS Trust. Findings were similar 

for both groups, with 80-100% of participants rating the statements as ‘Completely 

Agree’ or ‘Agree’ on almost all questions. The only difference was in the final 

question: ‘Overall rating of SRs’, where 90% of students rated these as ‘excellent’ or 

‘exceptional’ compared to 78% in the NHS Trust wide sample. This shows a 
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difference; however, the authors do not calculate if this difference is statistically 

significant.  

Lastly, Smith et al. (2020) aimed to investigate whether providing SRs for 

second year medical students has the same benefits as it does to healthcare 

professionals. Results suggest that participants rated SRs highly. Mode answers to 9 

out of the 10 statements were ‘Somewhat Agree’. The final question: ‘Today's round 

has given me a greater understanding of the importance of empathy with patients as 

people’ had a mode answer of ‘Completely Agree’. 
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Thematic synthesis  

The thematic synthesis generated 3 descriptive themes. The review question 

was then used as a framework to generate and define the analytical theme. Table 3 

shows the analytical theme, descriptive themes and studies in which they appeared. 

See Appendix 4 for detailed evidence of each theme.  

Table 3. Analytical and descriptive themes 

Analytical 
theme and 
definition 

Descriptive theme Studies 

Practical and 
emotional 
experiences- 
this includes 
the 
environment 
created by 
SRs, content 
of SRs and 
challenges in 
attending or 
engaging in 
SRs 

Attention to safety is key Abnett et al. 2022, Allen at al., 2020, 
Clancy et al., 2020, Farr & Barker, 
2017, Gleeson et al., 2020, Maben et 
al., 2021, McCarthy et al., 2021, Smith 
et al., 2020 

Resonance, connection 
and time to recover 

Abnett et al. 2022, Allen at al., 2020, 
Atkins et al., 2023, Clancy et al., 2020, 
Gleeson et al., 2020, Maben et al., 
2021, McCarthy et al., 2021, Smith et 
al., 2020 

Relational and practical 
challenges 

Abnett et al., 2022, Allen at al., 2020, 
Clancy et al., 2020, Farr & Barker, 
2017, Gleeson et al., 2020, McCarthy 
et al., 2021 

 

Attention to safety is key 

Experiences of SRs were highly impacted by the ability to create a safe 

environment for staff to reflect in. This was reflected in 8 out of the 10 included 

studies. Maben et al. (2021) highlighted key aspects of creating safety included “pre-

Round safety checks like checking panellists understand the potential consequences 

of publicly telling their story”. Whereas “an ‘unsafe’ Round would include panellists 

and audience members experiencing embarrassment, rejection, reprisal or blame, or 

experience bullying and punishment for speaking out” (Maben et al., 2021). When a 
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safe space is created participants felt more able to be open and vulnerable in front of 

their colleagues. One participant explained: 

“It feels safe and feels okay to talk about something that perhaps you haven’t 

wanted to admit...” (McCarthy et al. 2021) 

However, this may not be a universal experience of all rounds as some 

participants expressed ambiguities if the SRs were really a safe space, especially 

when senior colleagues or management were involved in the SR. Participants 

expressed worries about being judged or their reflections being used against them 

outside of the SR. This was particularly a concern for staff in training and/or at the 

start of their career ladder.  

“Although it is confidential and it stays in that Schwartz round that if you’ve 

said something that they don’t agree with [..] would that affect how they view 

you during your training” (Clancy et al., 2020) 

“There is that sort of feeling will you get judged, what are other people 

thinking about your experiences?” (Abnett et al. 2022) 

Safety was seen as something that can be developed using smaller groups, 

maintaining a structure to rounds as well as having facilitators that were 

psychologically minded helping guide reflection away from problem solving and into 

discussions around emotions.  

Resonance, connection and time to recover 

Content of SRs played an important part in how healthcare professionals 

experienced SRs. This was highlighted in 8 out of the 10 studies included in this 

review.  
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Sharing specific stories and thoughts that resonated with people were seen as 

important in fostering a sense of connection and validation. 

“I liked the fact that the session felt genuinely supportive and insightful. Good 

to hear the acceptance of other’s thoughts, feelings and emotions evoked by 

distressing experiences.” (Allen et al., 2020) 

"It highlighted that I am not alone and that I have people to talk to.” (Gleeson 

et al., 2020) 

However, when this is not reciprocated by members of the group it can leave 

participants feeling potential shame and regret. This could have an impact on how 

SRs are experienced and viewed by participants. 

“… people didn’t respond to me, I didn’t know why that was, and maybe it was 

too difficult for other people, as well […] I kind of regretted doing it 

afterwards.” Atkins et al. (2023) 

Maben et all (2021) explained that “timing of stories was important, some 

stories were deemed ‘too soon’ or ‘too raw’”. The authors highlight that facilitators 

played an important role in thinking about content and discussing if specific patient 

stories are appropriate or should be held off for future SRs.  

Apart from validation and connection, participants also expressed 

experiencing strong emotions due to the content of SRs.  

“During [the Round] I was so angry. I was gripping the chair and my heart was 

flooding with misery because of the injustice of it all. And so I felt very tense 

and upset. And then, immediately afterwards, I felt a bit better.” (McCarthy et 

al., 2021) 
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Expressing big emotions has been seen as normalising, giving permission to 

feel negative emotions about the culture of the organisation and patients. This was 

seen in a context of healthcare professionals feeling like they were not able to 

express emotions at work. However, content of SRs can be highly emotive meaning 

staff can find it hard to return to work straight after. This was especially highlighted by 

Allen at al. (2020) who stated that “time to process the emotive content of the 

Rounds before returning to work” is needed.  

Relational and practical challenges 

Six studies suggested that there were challenges that impacted the SR 

experience or ability to join in the SRs. This included authority figures believing that 

SRs were a waste of time when other work needed to be done (Farr and Barker, 

2017), fear of judgement from others (Abnett et al., 2022), sharing emotions being 

seen as uncomfortable (Gleeson et al., 2020), unfamiliarity with reflection (McCarthy 

et al, 2021), size of rounds (Allen et al., 2020), timing and scheduling of SRs (Clancy 

et al., 2020) and the use of virtual rounds (Abnett et al., 2022). SRs were seen as 

beneficial, however often these were set up as small pilot studies or across sites or 

times that meant it was difficult for staff to attend. The need to carefully consider the 

set-up of SR and their context was highlighted across studies. 

“it’s very difficult when you’re on a shift pattern to get everybody because it’s 

not ideal” (Allen et al., 2020) 

“In journey times, 2 hours potentially, more or less, from one side of [the area] 

to the other…. Trying to get staff to a location for the Schwartz Round and it 

be accessible to everybody has been hugely challenging.” (Farr and Barker, 

2017) 
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Discussion 

The current review aimed to synthesise literature on experiences of SRs by 

healthcare professionals. The review aimed to answer the question: ‘What is the 

experience of SRs by healthcare professionals in the UK?’. The review synthesised 

qualitative, quantitative and mixed methodology studies to broaden our 

understanding of this. 

Overall quantitative studies suggest that SRs have been rated highly by 

participants. The papers have used different versions of an evaluation questionnaire, 

but the items do overlap significantly thus allowing us to draw conclusions on the 

experience. Items across questionnaires have enquired about building self-

awareness, awareness of colleagues’ and patients’ thoughts and feelings, as well as 

an overall experience of the rounds. The results across these studies have been 

consistently high. This is in line with findings from other countries like Australia, 

Canada and USA (Adamson et al., 2018; Leung et al., 2024; Lown & Manning, 

2010). Furthermore, findings from qualitative studies support this. Findings suggest 

that SRs mostly feel safe, allow for validation and connection with colleagues as well 

as processing and sharing strong emotions. This is further supported by previous 

literature (Deppoliti et al. 2015; Goodrich, 2012). 

Qualitative studies have allowed for a deeper understanding of staff 

experiences. This has allowed for staff to comment on the environment that is 

created in SRs, the content of SRs and barriers they have encountered with this 

intervention.  

A main factor that has been highlighted in the environment created by SRs 

was the feeling of safety. Psychological safety has been defined as a ‘shared belief 
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that the team is safe for interpersonal risk-taking’ (Edmondson, 1999). This had an 

impact on whether people felt safe to share their thoughts and join discussions. 

When this has worked well participants reported feeling connected to and validated 

by colleagues. However, when this was not established participants held back from 

interacting due to fear of judgement or felt regret for sharing with the group. A Four 

Stages of Psychological Safety model by Clark (2020) highlights stages teams move 

through to establish psychological safety. This includes inclusion safety, learner 

safety, contributor safety and challenger safety. Inclusion safety talks about members 

of the team feeling welcome regardless of their personal characteristics or 

professional role. Secondly, the environment encourages members to ask questions, 

make mistakes, give and receive feedback. Thirdly, team members should feel 

empowered to contribute ideas and suggestions, as well as raise concerns without 

interpersonal fear. Finally, members should feel able to challenge the way the team 

works and come up with new ideas of working. Critique of the model highlights that 

building psychological safety may not be a linear process and highlights that context 

is an important factor which can be impacting psychological safety. More research is 

also needed as measuring psychological safety and progression through the stages 

is difficult. The model also focuses on a team, however in the context of SRs as 

attendance is voluntary it may be hard to establish rapport and safety as SRs may 

be made up of different people each time. However, the model highlights important 

aspects of psychological safety which could be useful when thinking about 

implementing SRs. These were seen throughout the studies that reported a good 

level of psychological safety. Participants highlighted the broad range of disciplines 

and professional hierarchies and commented on this being a positive aspect: “there’s 

also something about flattening hierarchies, so we've had the most senior manager 
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in our locality on a panel with a receptionist and with, I think, a nurse[...] struggling 

with similar dilemmas brings everybody down to the same human level” (Maben et 

al., 2021). Participants felt able to ask questions, feedback and share their ideas: 

“Enjoyed reflecting on emotions and hearing different professions very similar 

viewpoints. Sharing experiences, validating emotions, talking openly” (Allen et al., 

2020). Finally, some studies have questioned current ways of working: “I feel like in 

the medical culture in general we don’t talk about mistakes well, [...] going back and 

reflecting on it helped me and helped me to try and think of learning from errors as a 

beneficial thing as opposed to a culture of blame” (Clancy et al., 2020). Thus, it can 

be suggested that the model should be considered when implementing SRs.  

The findings highlight that when SRs work well there is a resonance and 

connection between staff members. This can be seen as solidarity in the group, 

which can be defined as sharing of goals, collective sentiment, where parties strive 

to achieve goals together (Sangiovanni, 2015). In SRs the goal is to create an 

environment where it is safe to share thoughts and feelings and allow for reflection 

and processing of work situations. However, this may not always be successful, as 

attendance in SRs can change it can be difficult to establish if the group has a 

shared goal of sharing and reflection. One way to increase the likelihood of solidarity 

in the group is to consider contact theory which suggests that ‘positive interactions 

between group members can reduce prejudice and increase social harmony’ 

(Sengupta et al., 2023). The theory highlights that it is important to set up spaces 

where group members should have equal status within the interaction, work towards 

shared objectives, have support from higher authorities and have opportunities for 

personal interaction outside of the settings to build deeper connections. Thus, 

highlighting the need for SRs boundaries to be established at the start of each 
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session clearly. It may also be worth considering setting up spaces before or after 

the SRs where staff can get to know each other more to allow for deeper 

connections. Findings from this literature review also suggest that there is a need for 

consideration of liminal spaces. Liminal spaces are transitional spaces where 

individuals are between two phases or states, often characterised by ambiguity and 

uncertainty (Scaratti et al., 2021). Staff have highlighted that SRs can bring about big 

emotions which may make it hard to return to their duties straight away. Therefore, it 

may be important to consider establishing some time following SRs that allows staff 

to process the emotional content of the rounds before returning to work.  

The challenges highlighted by participants like geographical spread of 

workforce, workload pressures, fear of judgement, reflection being uncomfortable are 

not uncommon. These have also been seen in studies around the world (Gallagher 

2018; Ng et el., 2023; Wilkins et al., 2021; 2024). In fact, this is a common theme 

amongst organisation wide approaches which might not be unique just to SRs 

(Brand et al., 2017; Keyworth et al., 2022; Williams et al., 2015). Literature suggests 

that several things could minimise the impact of these barriers to allow healthcare 

staff to engage in staff interventions. These included managers being aware of staff 

interventions, encouraging staff to take part in these and sharing their own 

experiences of using these interventions or support systems, open discussions 

around mental health, staff support and interventions (Keyworth et al., 2022).  

Strengths and Limitations  

The current literature review considered mixed methods, quantitative and 

qualitative studies allowing for detailed examination of available research. This 

helped to summarise and draw conclusions on a wider and deeper scale. The use of 

the MMAT allows for a comprehensive assessment of different study designs. 
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Furthermore, the MMAT has been shown to have good reliability and validity thus 

ensures a consistent and accurate assessment of included studies (Souto et al., 

2015).  

Articles included in the review are recent and build on a previous review 

(Taylor et al. 2018). Using the latest research helps to make conclusions on the 

current organisational climate, highlights gaps in the literature as well as current 

experiences of interventions which can bring about reflections and change.  

This review is not without its limitations. Firstly, the studies used in this review 

mostly comprised of small samples and there is a lack of longitudinal data. Current 

studies have mostly focused on gathering feedback on SRs; however, little is yet 

known about the immediate and long-term impacts of attending SRs on staff 

wellbeing and organisational culture. The COVID-19 pandemic has impacted any 

further research as the focus in healthcare settings shifted to dealing with 

unprecedented times. 

The quality of studies has varied across the included articles. The major factor 

in studies lower quality scores were the lack of information on analysis and limited 

interpretation and evidence of qualitative data. 

Lastly it is important to consider that this review has been conducted by a 

single reviewer, meaning there is a lack of second rating of the quality appraisal and 

of paper selection. A second reviewer is needed to improve overall rigor.   

Implications for research and practice  

Overall, the studies included in this literature review make a strong case to 

further explore the use of SRs. Further research should focus on improving quality of 

studies and the use of pre- and post- measures to explore immediate effects of SRs 
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on variables like staff wellbeing and stress levels. Furthermore, longitudinal studies 

would allow us to assess for potential benefits of SRs over time. To draw conclusions 

about effectiveness of SRs over other staff interventions randomised control trials 

could also be implemented.  

Future SRs need to be considered in the context they will be set up in. 

Facilitators need to consider logistical and practical implications and how to 

overcome these barriers. Participants from studies in this literature review 

highlighted that working various shift patterns may impact their ability to join SRs. 

Furthermore, group sizes were also commented on and may need to be considered 

in future set up.  

Lastly, the safety of rounds was questioned. Although many felt safe to share 

their emotional experiences of work, others were uncertain. As suggested by the 

BPS (2022) and ACP-UK (2022), clinical psychologists’ skills to run staff 

interventions may be beneficial to overcome this challenge.  

Conclusions  

Overall, the review synthesised and discussed latest literature exploring staff 

experiences of SRs. Staff highlighted key components that impacted their 

experiences like the safety in sessions, resonance, connection and time to recover 

as well as relational and practical challenges. This is in line with previous literature 

on SRs and other staff interventions. Further research avenues have also been 

suggested.  

 

 

 



STAFF EXPERIENCES OF WORKING IN THE NHS  43 
 

 

References 

Abnett, H., Tuckwell, R., & Evans, L. (2022). Early introduction of the multi-disciplinary team 

through student Schwartz Rounds: A mixed methodology study. BMC Medical 

Education, 22(1), 35. https://doi.org/10.1186/s12909-022-03549-7 

Adamson, K., Searl, N., Sengsavang, S., Yardley, J., George, M., Rumney, P., & Myers-

Halbig, S. (2018). Caring for the healthcare professional: A description of the 

Schwartz Rounds™ implementation. Journal of Health Organization and 

Management, 32(3), 402–415.  

Adamson, K., Sengsavang, S., Myers-Halbig, S., & Searl, N. (2018). Developing a 

compassionate culture within pediatric rehabilitation: Does the Schwartz Rounds™ 

support both clinical and nonclinical hospital workers in managing their work 

experiences? Qualitative Health Research, 28(9), 1406–

1420. https://doi.org/10.1177/1049732318768239 

Allen, D., Spencer, G., McEwan, K., Catarino, F., Evans, R., Crooks, S., & Gilbert, P. (2020). 

The Schwartz Centre Rounds: Supporting mental health workers with the emotional 

impact of their work. International Journal of Mental Health Nursing, 29(5), 942–

952. https://doi.org/10.1111/inm.12729 

Association of Clinical Psychologists UK. (2022). Support for senior medical staff, clinical 

team leaders and senior 

management. https://acpuk.org.uk/senior_colleagues_support/ 

Atkins, S., Pilnick, A., Maben, J., & Thompson, L. (2023). Storytelling and affiliation between 

healthcare staff in Schwartz Round interactions: A conversation analytic study. Social 

Science & Medicine, 333, 116111. https://doi.org/10.1016/j.socscimed.2023.116111 

https://doi.org/10.1186/s12909-022-03549-7
https://doi.org/10.1177/1049732318768239
https://doi.org/10.1111/inm.12729
https://acpuk.org.uk/senior_colleagues_support/
https://doi.org/10.1016/j.socscimed.2023.116111


STAFF EXPERIENCES OF WORKING IN THE NHS  44 
 

 

Batra, K., Singh, T. P., Sharma, M., Batra, R., & Schvaneveldt, N. (2020). Investigating the 

psychological impact of COVID-19 among healthcare workers: A meta-

analysis. International Journal of Environmental Research and Public Health, 17(23), 

9096. https://doi.org/10.3390/ijerph17239096 

Boggon, A., Poole, A., Smith, S., Burns, A., & Dilworth, P. (2022). Medical students as 

health workers during the COVID-19 pandemic. BMJ Leader, leader-2022. 

Brand, S. L., Thompson Coon, J., Fleming, L. E., Carroll, L., Bethel, A., & Wyatt, K. (2017). 

Whole-system approaches to improving the health and wellbeing of healthcare 

workers: A systematic review. PLoS ONE, 12(12), 

e0188418. https://doi.org/10.1371/journal.pone.0188418 

British Psychological Society. (2019). Clinical accreditation 

handbook. https://www.bps.org.uk 

British Psychological Society. (2022). Changing profile of staff support. The 

Psychologist. https://www.bps.org.uk/psychologist/changing-profile-staff-support 

British Psychological Society. (2022). The role of psychologists in critical incident 

support. Clinical Psychology Forum, 1(356), 89–

93. https://explore.bps.org.uk/content/bpscpf/1/356/89 

Campbell, M., Thomson, H., Fenton, C., & Gibson, M. (2016). Lone parents, health, 

wellbeing and welfare to work: A systematic review of qualitative studies. BMC Public 

Health, 16, Article 188. https://doi.org/10.1186/s12889-016-2880-9 

Clancy, D., Mitchell, A., & Smart, C. (2020). A qualitative exploration of the experiences of 

students attending interprofessional Schwartz Rounds in a university 

https://doi.org/10.3390/ijerph17239096
https://doi.org/10.1371/journal.pone.0188418
https://www.bps.org.uk/
https://www.bps.org.uk/psychologist/changing-profile-staff-support
https://explore.bps.org.uk/content/bpscpf/1/356/89
https://doi.org/10.1186/s12889-016-2880-9


STAFF EXPERIENCES OF WORKING IN THE NHS  45 
 

 

context. Journal of Interprofessional Care, 34(3), 287–

296. https://doi.org/10.1080/13561820.2019.1692797 

Clark, T. R. (2020). The 4 stages of psychological safety: Defining the path to inclusion and 

innovation. Berrett-Koehler Publishers. 

Daniels, K., Connolly, S., Woodard, R., van Stolk, C., Patey, J., Fong, K., … Herd, 

M. (2022). NHS staff wellbeing: Why investing in organisational and management 

practices makes business sense. IPPO. 

De Hert, S. (2020). Burnout in healthcare workers: Prevalence, impact and preventative 

strategies. Local and Regional Anesthesia, 13, 171–

183. https://doi.org/10.2147/LRA.S240564 

Deppoliti, D. I., Côté-Arsenault, D., Myers, G., Barry, J., Randolph, C., & Tanner, B. (2015). 

Evaluating Schwartz Center Rounds® in an urban hospital center. Journal of Health 

Organization and Management, 29(7), 973–987. https://doi.org/10.1108/JHOM-09-

2013-0189 

Edmondson, A. C. (1999). Psychological safety and learning behavior in work 

teams. Administrative Science Quarterly, 44(2), 350–

383. https://doi.org/10.2307/2666999 

Farr, M., & Barker, R. (2017). Can staff be supported to deliver compassionate care through 

implementing Schwartz Rounds in community and mental health 

services? Qualitative Health Research, 27(11), 1652–

1663. https://doi.org/10.1177/1049732317702101 

https://doi.org/10.1080/13561820.2019.1692797
https://doi.org/10.2147/LRA.S240564
https://doi.org/10.1108/JHOM-09-2013-0189
https://doi.org/10.1108/JHOM-09-2013-0189
https://doi.org/10.2307/2666999
https://doi.org/10.1177/1049732317702101


STAFF EXPERIENCES OF WORKING IN THE NHS  46 
 

 

Farrell, F. J., McKendrick, F., & Jandial, S. (2022). Exploring the experiences of healthcare 

staff and facilitators transitioning from in-person to virtual Schwartz Rounds 

throughout the COVID-19 pandemic. Health Science Journal, 16(2), 1–4. 

Flanagan, E., Chadwick, R., Goodrich, J., Ford, C., & Wickens, R. (2020). Reflection for all 

healthcare staff: A national evaluation of Schwartz rounds. Journal of 

Interprofessional Care, 34(1), 140–

142. https://doi.org/10.1080/13561820.2019.1636008 

Gallagher, M. (2018). Schwartz Rounds: A staff support intervention staff can engage 

with? [Doctoral dissertation, Canterbury Christ Church University]. 

Gleeson, D., Arwyn-Jones, J., Awan, M., White, I., & Halse, O. (2020). Medical student 

Schwartz Rounds: A powerful medium for medical student reflective 

practice. Advances in Medical Education and Practice, 11, 775–

780. https://doi.org/10.2147/AMEP.S273181 

Goodrich, J. (2012). Supporting hospital staff to provide compassionate care: Do Schwartz 

Center Rounds work in English hospitals? Journal of the Royal Society of Medicine, 

105(3), 117–122.  

Hong, Q. N., Fàbregues, S., Bartlett, G., Boardman, F., Cargo, M., Dagenais, P., … Pluye, 

P. (2018). The Mixed Methods Appraisal Tool (MMAT) version 2018 for information 

professionals and researchers. Education for Information, 34(4), 285–

291. https://doi.org/10.3233/EFI-180221 

Keyworth, C., Alzahrani, A., Pointon, L., Hinsby, K., Wainwright, N., Moores, L., … Johnson, 

J. (2022). Barriers and enablers to accessing support services offered by staff 

wellbeing hubs: A qualitative study. Frontiers in Psychology, 13, 

1008913. https://doi.org/10.3389/fpsyg.2022.1008913 

https://doi.org/10.1080/13561820.2019.1636008
https://doi.org/10.2147/AMEP.S273181
https://doi.org/10.3233/EFI-180221
https://doi.org/10.3389/fpsyg.2022.1008913


STAFF EXPERIENCES OF WORKING IN THE NHS  47 
 

 

Lamb, D., Gnanapragasam, S., Greenberg, N., Bhundia, R., Carr, E., Hotopf, M., … 

Wessely, S. (2021). Psychosocial impact of the COVID-19 pandemic on 4378 UK 

healthcare workers and ancillary staff: Initial baseline data from a cohort study 

collected during the first wave of the pandemic. Occupational and Environmental 

Medicine, 78(11), 801–808. https://doi.org/10.1136/oemed-2020-107276 

Leung, K. C., Lele, K., & Peisah, C. (2024). A hospital-wide group approach to promote 

open dialogues of workplace issues and staff wellbeing with Schwartz 

Rounds. Australasian Psychiatry, 32(2), 151–

156. https://doi.org/10.1177/10398562241229887 

Lown, B. A., & Manning, C. F. (2010). The Schwartz Center Rounds: Evaluation of an 

interdisciplinary approach to enhancing patient-centered communication, teamwork, 

and provider support. Academic Medicine, 85(6), 1073–

1081. https://doi.org/10.1097/ACM.0b013e3181dbf741 

Maben, J., Taylor, C., Reynolds, E., McCarthy, I., & Leamy, M. (2021). Realist evaluation of 

Schwartz Rounds® for enhancing the delivery of compassionate healthcare: 

Understanding how they work, for whom, and in what contexts. BMC Health Services 

Research, 21, 709. https://doi.org/10.1186/s12913-021-06483-4 

Marzetti, F., Vagheggini, G., Conversano, C., Miccoli, M., Gemignani, A., Ciacchini, R., … 

Orrù, G. (2020). Secondary traumatic stress and burnout in healthcare workers 

during COVID-19 outbreak. International Journal of Environmental Research and 

Public Health, 18(1), 337. https://doi.org/10.3390/ijerph18010337 

McCarthy, I., Taylor, C., Leamy, M., Reynolds, E., & Maben, J. (2021). ‘We needed to talk 

about it’: The experience of sharing the emotional impact of health care work as a 

https://doi.org/10.1136/oemed-2020-107276
https://doi.org/10.1177/10398562241229887
https://doi.org/10.1097/ACM.0b013e3181dbf741
https://doi.org/10.1186/s12913-021-06483-4
https://doi.org/10.3390/ijerph18010337


STAFF EXPERIENCES OF WORKING IN THE NHS  48 
 

 

panellist in Schwartz Center Rounds® in the UK. Journal of Health Services 

Research & Policy, 26(1), 20–27.   

Murthy, V. H. (2022). Confronting health worker burnout and well-being. New England 

Journal of Medicine, 387(7), 577–579. https://doi.org/10.1056/NEJMp2207252 

National Institute for Health and Care Excellence. (2009). Promoting mental wellbeing at 

work (NICE Guideline PH22). https://www.nice.org.uk/guidance/ph22 

National Institute for Health and Care Excellence. (2022). Mental wellbeing at work (NICE 

Guideline NG212). https://www.nice.org.uk/guidance/ng212 

Ng, L., Schache, K., Young, M., & Sinclair, J. (2023). Value of Schwartz Rounds in 

promoting the emotional well-being of healthcare workers: A qualitative study. BMJ 

Open, 13(4), e064144. https://doi.org/10.1136/bmjopen-2022-064144 

NHS Employers. (2018). Gender in the 

NHS. https://www.nhsemployers.org/system/files/2021-06/Gender-in-the-NHS-

infographic.pdf 

Nuffield Trust. (2024). The NHS workforce in 

numbers. https://www.nuffieldtrust.org.uk/resource/the-nhs-workforce-in-numbers 

Okafor, F. C. (2010). Addressing the problem of non-response and response bias. CBN 

Journal of Applied Statistics, 1(1), 91–97. 

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. D., … 

Moher, D. (2021). The PRISMA 2020 statement: An updated guideline for reporting 

systematic reviews. BMJ, 372, Article n71. https://doi.org/10.1136/bmj.n71 

https://doi.org/10.1056/NEJMp2207252
https://www.nice.org.uk/guidance/ph22
https://www.nice.org.uk/guidance/ng212
https://doi.org/10.1136/bmjopen-2022-064144
https://www.nhsemployers.org/system/files/2021-06/Gender-in-the-NHS-infographic.pdf
https://www.nhsemployers.org/system/files/2021-06/Gender-in-the-NHS-infographic.pdf
https://www.nuffieldtrust.org.uk/resource/the-nhs-workforce-in-numbers
https://doi.org/10.1136/bmj.n71


STAFF EXPERIENCES OF WORKING IN THE NHS  49 
 

 

Patel, R. S., Bachu, R., Adikey, A., Malik, M., & Shah, M. (2018). Factors related to 

physician burnout and its consequences: A review. Behavioral Sciences, 8(11), 

Article 98. https://doi.org/10.3390/bs8110098 

Popay, J., Roberts, H., Sowden, A., Petticrew, M., Arai, L., Rodgers, M., … Duffy, 

S. (2006). Guidance on the conduct of narrative synthesis in systematic reviews. 

ESRC Methods Programme. 

Robert, G., Philippou, J., Leamy, M., Reynolds, E., Ross, S., Bennett, L., … Maben, 

J. (2017). Exploring the adoption of Schwartz Center Rounds as an organisational 

innovation to improve staff well-being in England, 2009–2015. BMJ Open, 7(1), 

e014326. https://doi.org/10.1136/bmjopen-2016-014326 

Robson, H., & Attard, C. (2019). Staff burnout and staff turnover on inpatient wards. In G. 

Gaskell & M. J. Travis (Eds.), Oxford Textbook of Inpatient Psychiatry (pp. 277–284). 

Oxford University Press. https://doi.org/10.1093/med/9780198794257.003.0032 

Sangiovanni, A. (2015). Solidarity as joint action. Journal of Applied Philosophy, 32(4), 340–

359. https://doi.org/10.1111/japp.12130 

Scaratti, G., Fregnan, E., & Ivaldi, S. (2021). The training setting as a social and liminal 

space for professional hybridization. Frontiers in Psychology, 12, 

804008. https://doi.org/10.3389/fpsyg.2021.804008 

Schwartz, B. (1995). A patient’s story. The Schwartz Center for Compassionate 

Healthcare. http://www.theschwartzcenter.org/media/patient_story.pdf 

Sengupta, N. K., Reimer, N. K., Sibley, C. G., & Barlow, F. K. (2023). Does intergroup 

contact foster solidarity with the disadvantaged? A longitudinal analysis across 7 

years. American Psychologist, 78(6), 750–760. https://doi.org/10.1037/amp0001079 

https://doi.org/10.3390/bs8110098
https://doi.org/10.1136/bmjopen-2016-014326
https://doi.org/10.1093/med/9780198794257.003.0032
https://doi.org/10.1111/japp.12130
https://doi.org/10.3389/fpsyg.2021.804008
http://www.theschwartzcenter.org/media/patient_story.pdf
https://doi.org/10.1037/amp0001079


STAFF EXPERIENCES OF WORKING IN THE NHS  50 
 

 

Sherwood Forest Hospitals NHS Foundation Trust. (2024). Clinical psychology for 

colleagues. https://www.sfh-tr.nhs.uk/for-health-professionals/looking-after-your-

wellbeing/clinical-psychology-for-colleagues/ 

Sizmur, S., & Raleigh, V. S. (2018). The risks to care quality and staff wellbeing of an NHS 

system under pressure (pp. 1–23). Picker Institute Europe. 

Smith, J., Stewart, M. G., Foggin, E., Mathews, S., Harris, J., Thomas, P., … Stocker, C. 

J. (2020). Assessing the benefits and usefulness of Schwartz Centre Rounds in 

second-year medical students using clinical educator-facilitated group work session: 

Not just “a facilitated moan”! BMC Medical Education, 20, Article 

309. https://doi.org/10.1186/s12909-020-02199-x 

Song, F., Hooper, L., & Loke, Y. K. (2013). Publication bias: What is it? How do we measure 

it? How do we avoid it? Open Access Journal of Clinical Trials, 5, 71–

81. https://doi.org/10.2147/OAJCT.S34419 

Souto, R. Q., Khanassov, V., Hong, Q. N., Bush, P. L., Vedel, I., & Pluye, P. (2015). 

Systematic mixed studies reviews: Updating results on the reliability and efficiency of 

the Mixed Methods Appraisal Tool. International Journal of Nursing Studies, 52(1), 

500–501. https://doi.org/10.1016/j.ijnurstu.2014.08.010 

Taylor, C., Xyrichis, A., Leamy, M. C., Reynolds, E., & Maben, J. (2018). Can Schwartz 

Center Rounds support healthcare staff with emotional challenges at work, and how 

do they compare with other interventions aimed at providing similar support? A 

systematic review and scoping reviews. BMJ Open, 8(10), 

e024254. https://doi.org/10.1136/bmjopen-2018-024254 

https://www.sfh-tr.nhs.uk/for-health-professionals/looking-after-your-wellbeing/clinical-psychology-for-colleagues/
https://www.sfh-tr.nhs.uk/for-health-professionals/looking-after-your-wellbeing/clinical-psychology-for-colleagues/
https://doi.org/10.1186/s12909-020-02199-x
https://doi.org/10.2147/OAJCT.S34419
https://doi.org/10.1016/j.ijnurstu.2014.08.010
https://doi.org/10.1136/bmjopen-2018-024254


STAFF EXPERIENCES OF WORKING IN THE NHS  51 
 

 

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative research 

in systematic reviews. BMC Medical Research Methodology, 8, Article 

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

Visentin, D. C., Cleary, M., & Hunt, G. E. (2020). The earnestness of being important: 

Reporting non-significant statistical results. Journal of Advanced Nursing, 76(4), 

917–919.   

Whitehead, P. B., Locklear, T. M., & Carter, K. F. (2021). A longitudinal study of the impact of 

Schwartz Center Rounds on moral distress. JONA: The Journal of Nursing 

Administration, 51(7/8), 409–415.  

Wilkins, D., Thompson, S., Bezeczky, Z., Daher, S., Bennett, V., Jones, R., & Clayton, 

V. (2021). A randomised controlled trial of Schwartz Rounds: An intervention to 

reduce psychological distress for staff in Children’s Services. [Unpublished 

manuscript] 

Wilkins, D., Thompson, S., Jones, R., Bezeczky, Z., & Bennett, V. (2024). Implementing 

Schwartz Rounds in children’s social care: Enablers and barriers. Journal of Social 

Work Practice, 38(2), 123-135. https://doi.org/10.1177/14680173241278249 

Willan, J., King, A. J., Jeffery, K., & Bienz, N. (2020). Challenges for NHS hospitals during 

covid-19 epidemic. BMJ, 368, m1117. https://doi.org/10.1136/bmj.m1117 

Williams, S. P., Malik, H. T., Nicolay, C. R., Chaturvedi, S., Darzi, A., & Purkayastha, 

S. (2018). Interventions to improve employee health and well-being within health 

care organizations: A systematic review. Journal of Healthcare Risk Management, 

37(4), 25–51.  

https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1177/14680173241278249
https://doi.org/10.1136/bmj.m1117


STAFF EXPERIENCES OF WORKING IN THE NHS  52 
 

 

Wong, A., Olusanya, O., Parulekar, P., & Highfield, J. (2021). Staff wellbeing in times of 

COVID-19. Journal of the Intensive Care Society, 22(4), 328–334.  



STAFF EXPERIENCES OF WORKING IN THE NHS         53 
 

 

Appendices 

Appendix 1. Quality appraisal 

Mixed methods appraisal ratings  

The table below represents all studies used in this review. The studies varied in design and included quantitative, qualitative and 

mixed methods design. As none of the studies included in this review were randomised control trials, this MMAT criteria was 

omitted in this table. To represent all studies in one table the components that were not applicable to the study design were greyed 

out. Table A includes the questions from the MMAT to provide further details on the criteria. The answers range from ‘Yes’, ‘No’ and 

‘Can’t tell’, to represent this visually ratings of ‘Yes’ were assigned the value of ‘*’, ratings of ‘No’ and ‘Can’t tell’ were assigned a 

numerical score of ‘0’. The scores were then added to create an overall rating score for the study. To calculate the rating score of 

mixed method studies the guidance proposed by Hong et al., (2020) was used; see figure A below.   
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Studies   Mixed methods appraisal 

1.1  1.2  1.3  1.4  1.5  3.1  3.2  3.3  3.4  3.5  4.1  4.2  4.3  4.4  4.5  5.1  5.2  5.3  5.4  5.5  Total for 
qualitative 
design  

Total for 
quantitative 
design  

Total for 
mixed 
methods 
design   

Overall 
rating 
score  

 

Farr & 
Barker 
(2017) 

* * * * *                *****   ***** 
(100%)  

Flanagan et 
al., (2020) 

          * * * 0 *       ****  **** (80%) 
 

Maben et al 
(2021) 

* * * * *                *****   ***** 
(100%) 

 

Atkins et al. 
(2023) 

* * * * *                *****   ***** 
(100%) 

 

Clancy et 
al., 2020   

*  *  *   *  *                                *****      ***** 
(100%)  

 

Abnett et al., 
2022   

*  *  *  *  *  *  *  *  *  *            *  *  *  *  *  *****  *****  *****  ***** 
(100%)  

 

Gleeson et 
al., 2020   

*  *  0  0  0  *  *  *  *  *            *  *  0  *  0  **  *****  ***  ** (40%)  
 

Allen et al., 
2020   

*  *  *  *  *            *  *  *  0  0  *  *  *  *  0  *****  ***  ****  *** (60%)  
 

McCarthy et 
al., 2021  

*  *  *  *  *                                *****      ***** 
(100%)  

 

Smith et al., 
2020  

*  *  *  *  *            *  *  *  *  *  *  *  *  *  *  *****    *****  ***** 
(100%)  
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Table A- details of appraisal items  

1. Qualitative Studies  3. Quantitative non-
randomised studies  

4. Quantitative descriptive 
studies  

5. Mixed Methods  

1.1 Is the qualitative approach 
appropriate to answer the 
research question?   

3.1 Are the participants 
representative of the target 
population?  

4.1 Is the sampling strategy 
relevant to address the research 
question?  

5.1 Is there an adequate 
rationale for using a mixed 
methods design to address the 
research question?  

1.2 Are the qualitative data 
collection methods adequate to 
address the research question?   

3.2 Are measurements 
appropriate regarding both 
the outcome and intervention 
(or exposure)?  

4.2 Is the sample representative 
of the target population?  

5.2 Are the different components 
of the study effectively integrated 
to answer the research 
question?  

1.3 Are the findings adequately 
derived from the data?   

3.3 Are there complete 
outcome data?  

4.3 Are the measurements 
appropriate?  

5.3 Are the outputs of the 
integration of qualitative and 
quantitative components 
adequately interpreted?  

1.4 Is the interpretation of results 
sufficiently substantiated by 
data?   

3.4 Are the confounders 
accounted for in the design 
and analysis?  

4.4 Is the risk of nonresponse 
bias low?  

5.4 Are divergences and 
inconsistencies between 
quantitative and qualitative 
results adequately addressed?  

1.5 Is there coherence between 
qualitative data sources, 
collection, analysis and 
interpretation?   

3.5 During the study period, 
is the intervention 
administered (or exposure 
occurred) as intended?  

4.5 Is the statistical analysis 
appropriate to answer the 
research question?  

5.5 Do the different components 
of the study adhere to the quality 
criteria of each tradition of the 
methods involved?  
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Figure A- Rating of Mixed methods Studies (Hong et al., 2020)   
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Appendix 2. Expanded characteristics and quality table  

Authors 
and Date 

Setting Sample Strengths Limitations  

Abnett, et 
al., (2022),  

Harlow, Queen Mary 
University of London 
medical students on 
placement in the 
Trust 

26 (n=19 for first SR- 12 females 
and 7 males, 8 medical students 
for second SR (7 of which were 
present in the first SR) in addition 
students from radiography (n=3), 
nursing (n=2), midwifery (n=1) 
and operating department 
practitioners (n=1). Focus group 1 
N=10 medical students, Focus 
group 2 N=5 medical students 

High feedback response in 
both SRs (94.7-100%), good 
use of evidence from 
transcripts to highlight 
themes    

Unintentional selection 
bias in choice of 
panellists, 

Allen, et 
al., (2020),  

Derby, Mental health 
services 

150 staff employed within the 
service were invited, 93 (62%) 
attended at least one SR and 
completed evaluation forms, of 
these 33 (35%) attended more 
than one SRs. Nurses 
represented the largest 
professional group (n=40, 43%), 
medical professionals (n=12, 
13%) and occupational therapists 
(n=11, 12%) 
 
 Those who attended multiple 
rounds were invited to participate 
in the focus group, 9 attended 
(27% of those eligible to attend) 

Six-year follow-up using 
standardised feedback 
questionnaire, good use of 
evidence to support themes, 
themes were coded by two 
researchers independently 
to increase validity, facilitator 
notes from SRs were also 
double-coded    

Only 62% of those 
invited participated in 
SRs, low attendance to 
focus group (27% of 
those eligible) 
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Atkins et 
al. (2023),  

Birmingham, Data 
consists of five one-
hour long SRs from 
three UK hospitals  

5 separate SRs across 3 UK 
hospital Trusts, no information on 
participant characteristics 

Demonstration of a lot of 
thought into ethical 
considerations resulting in 
several steps of gaining 
consent, detailed content 
analysis, different types of 
SRs recorded (case-based 
and thematic), analysis 
cross checked between 
researchers and external 
analysts resulting in high 
rigour analysis   

Small sample- only 5 
one-hour long SRs were 
used, no information on 
participant 
characteristics 

Clancy, et 
al., (2020),  

Plymouth University  8 participants (7 females and 1 
male, aged between 23-41 
(mean= 30.5, SD= 6.48), students 
enrolled in Mental Health Nursing 
(n=2), Adult Nursing (n=3), 
Clinical Psychology (n=1), 
Medicine (n=2), Five participants 
attended 1 SR, Two participants 
attended 2 SRs, and one 
participant attended 3 or 4 SRs 

Questions informed by 
evaluation forms, good 
reflexivity and credibility- use 
of reflective journal and 
transcripts independently 
coded and checked by 
multiple researchers, further 
cross checking of analysis in 
a consultative IPA group   

Sample contained only 
one male, small sample 
size, potential for self-
selection bias of those 
who attended the SR   

Farr & 
Barker 
(2017) 

Research approved 
by University of Bath, 
3 case studies from 
different NHS Trusts. 
Case A was a large 
Foundation Trust, 
delivering mental 
health, community 
and specialist 
services to adults 

22 participants (steering group, 
n=4, facilitator n=7, panellists 
n=4, attendees n=7), this included 
3 males and 19 females. 
Participants were in the following 
roles: clinical (n=15), senior 
manager role (n=6) and non-
clinical (n=1). The research also 
included 5 observations of SRs 
(85 participants across all rounds) 

Structured observation 
forms to ensure that same 
information is collected 
across all observations. Use 
of 3 foundation trusts 
covering large geographical 
area allowing for wider 
generalisation of findings, 
use of evaluation sheets to 
triangulate the findings from 

Incomplete data as one 
Trust withdrew from 
running rounds during 
data collection therefore 
observations were not 
conducted in that area 
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and children, Case B 
was a large and 
complex community 
Foundation Trust 
covering a wide, rural 
geographical area, 
delivering services 
through doctors, 
community nurses, 
physiotherapists, 6 
dietitians and other 
healthcare 
professionals. Case 
C was a Foundation 
Trust that provided 
mental health 
services. It had a 
mixed rural and 
urban geography 

qualitative interviews, 
findings derived from the 
data and backed up well by 
qualitative data from 
interviews  

Flannagan 
et al., 
(2020) 

London, data from 
POCF from 
organisations in 
England and Wales 
between February 
2011 and July 2015 

13,452 evaluation forms from 402 
SRs across a total of 47 
organisations were represented, 
of which one had three sites, 
resulting in 49 locations in total 
comprising of 28 acute trusts, 3 
community trusts, 5 mental health 
trusts and 11 hospices. 
Sample included: doctors (11%), 
nursing (nurses, midwives, ward 
sisters, ward managers) 18%; 
healthcare assistants 2%; other 
clinical (social workers, 

Use of evaluation form from 
POCF which has 
satisfactory psychometric 
properties, items on the 
scale highly correlated and 
loading onto a single factor 
(Cronbach’s alpha = 0.86, 
item loading ranged from 
0.54-.0.78),   

Data included the use of 
mean scores from all 
participants per round, 
therefore findings may 
be less precise than if 
using raw scores. 38% 
of respondents did not 
specify their profession 
thus making it difficult to 
ascertain if there is a 
correlation between the 
types of professionals 
attending SRs, data 
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psychologists, chaplains, 
physiotherapists, speech 
therapists, OTs, pharmacists, 
radiographers) 11%; board 
members and management 3%; 
non-clinical (administration staff, 
porters, security, domestic) 4%; 
other (fundraiser, volunteer, other) 
13%; 38% did not specify or were 
missing. 

used from feedback 
received across total of 
47 organisations risk of 
nonresponse bias not 
considered. 

Gleeson, 
et al., 
(2020) 

London, major UK 
teaching hospital 

Year 3 medical students on 
rotation through a major UK 
teaching hospital, 45/84 attended 
SRs (53%), however, feedback 
received from 42/45 participants 
(93%). 

High feedback rates (93% of 
all participants), qualitative 
data independently analysed 
and cross-correlated after to 
increase reliability and 
validity   

Little evidence to 
support themes, SRs 
not explicitly explained 
to participants at the 
start so there may have 
been different 
expectations at the start 
although this was 
rectified, no baseline 
data collected   

Maben et 
al., (2021) 

Guildford, 45 sites 
across UK, sites 
included hospice, 
acute, mental 
health/community 

97 interviews of 49 telephone 
interviews and 48 case study 
interviews. Telephone interviews 
included 28 facilitators/clinical 
leads and 21 in the steering 
group. In the case study 
interviews there were 27 
facilitators/clinical leads and 21 in 
the steering group 

Large sample, evidence-
informed programme theory 
and use of formal theories to 
examine the impact of SRs, 
findings derived from the 
data and backed up well by 
qualitative data from 
interviews, coding 
consensus reached across 
researchers  

Self-reported data, no 
concrete data about 
changes in practice 
although this was one of 
the aims.  
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McCarthy, 
et al., 
(2021)  

Birmingham, 9 case-
study sites including 
acute, community, 
mental health NHS 
trusts and hospices 

50 semi-structured interviews with 
SR panellists (clinical n=39, non-
clinical =11) 

Good sample size, good use 
of evidence to support 
themes, detailed 
demographic data collected 

Some panellists 
interviewed soon after 
their SRs therefore 
impacts post SRs may 
not have yet been 
analysed   

Smith, et 
al., (2020) 

Buckingham 
University, entire 
cohort on a second 
year MBChB 
programme 

83 participants in SRs (36 males 
and 47 females, age range 18 to 
over 40 years olds), with 82 
returning questionnaires (71 
participants answered all 
questions and 21 gave additional 
written feedback) 

86% completion rates of 
standardised questionnaire, 
data triangulation- two 
independent researchers 
coded thematic data, 
dependability and 
confirmability ensured by 
external audit by a 
researcher outside of the 
project, Kappa coefficient for 
interrater reliability of coding 
was 0.84   

Only 25% provided 
written feedback- 
nonresponse, sampling 
or selection bias, SR not 
repeated, little 
generalisability  

 

  



STAFF EXPERIENCES OF WORKING IN THE NHS         62 
 

 

Appendix 3. Different versions of the POCF and Evaluation form (Cronwell & Goodrich, 2010) 

Abnett et al. 2022 (PCOF) Flannagan et al., 2020 
(PCOF) 

Gleeson et al., 2020 (PCOF) Smith et al., 2020 (PCOF) 

The stories presented by the 
panel were relevant to my 
daily work 

The stories presented by the 
panel were relevant to my 
daily work 

The stories presented by the 
panel were relevant to my 
daily work 

Today's round will help me 
work better with my 
colleagues 

I gained knowledge that will 
help me to meet the needs of 
patients 

I gained knowledge that will 
help me to meet the needs of 
patients 

I gained knowledge that will 
help me to meet the needs of 
patients 

In today's round I have gained 
knowledge that will help me 
care for patients 

Today’s Round will help me 
work better with my 
colleagues 

Today’s Round will help me 
work better with my 
colleagues 

Today’s Round will help me 
work better with my 
colleagues 

Today's round has given me 
confidence in handling non-
clinical aspects of care 

The group discussion was 
helpful to me 

The group discussion was well 
facilitated 

The group discussion was 
helpful to me 

Today's round has given me 
greater awareness in handling 
sensitive issues 

The group discussion was well 
facilitated 

I have gained insight into how 
others care for patients 

The group discussion was well 
facilitated 

Today's round has given me 
greater understanding of how 
expressing thoughts, 
questions and feelings would 
help me 

I have gained insight into how 
others care for patients 

I plan to attend Schwartz 
Rounds again 

I have a better understanding 
how my colleagues feel about 
their work 

Today's round has given me 
greater understanding how 
giving and receiving support is 
beneficial and helps us feel 
valued 

I plan to attend Schwartz 
Rounds again 

Overall rating on today’s 
Round 

I have a better understanding 
of how I feel about my work 

Today's round has given me 
greater awareness of 
improving teamwork, 
connectedness and 
communication 



STAFF EXPERIENCES OF WORKING IN THE NHS         63 
 

 

I would recommend Schwartz 
Rounds to colleagues 

 Today's Round has added to 
my insight and self-awareness 

Today's round has given me 
greater awareness of the 
importance of attentiveness to 
social and emotional aspects 
of patient care 

  I feel more connected to my 
colleagues due to today's 
round 

Today's round has given me 
an awareness of increased 
feelings of compassion 
towards patients 

  I plan to attend Schwartz 
Rounds again 

Today's round has given me a 
greater understanding of the 
importance of empathy with 
patients as people 

  I would recommend Schwartz 
Rounds to colleagues 

 

  Overall rating  
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Evaluation form from Cronwell and Goodrich (2010) 

Allen et al., 2020 

The case discussed was relevant to my daily clinical work 

I gained knowledge that will help me in caring for my 
patients 

Today's Round will help me work better with my 
colleagues 

The overview and presentation of the case today was 
helpful to me 

The facilitator helped the discussion today 

I have gained insight into how others think/ feel in caring 
for patients 

I plan to attend Schwartz Centre Rounds again 
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Appendix 4. Qualitative evidence 

Attention to 
safety is key 

Abnett et al. 
(2022) 

“I think going into a room with so many people that I’ve never met before and talking about 
these things very, very difficult” ; “There is that sort of feeling will you get judged, what are 
other people thinking about your experiences?” “I can at times really be quite negative about 
medicine. And I feel in the group like that it’s quite hard to put that across without being 
worried about getting judged for it” 

Allen et al. 
(2020) 

“think it’d give you chance to vent in a safe environment” 
 

Clancy et al. 
(2020) 

“Rounds providing a space to help put “things in perspective” (Eliza) where “people reveal 
their own sense of erm, struggle or inadequacy is quite new” and “not something that’s 
normally discussed at work, there’s not normally any erm … space given to that” (Sam), 
suggesting Rounds are a unique space”; “Participants described a sense of comfort which 
appeared to contribute to feeling safe, " I wasn't asked to do anything ... I just listened and 
reflected and quietly acknowledge people “; “although it is confidential and it stays in that 
Schwartz round that if you've said something that they don't agree with would they then 
keep that, erm, and would that affect how they view you during your training” 

Farr & Barker 
(2017) 

“The way in which Schwartz Rounds were facilitated was important to create a safe space 
where people could “dare to share” (Female interviewee), where “vulnerabilities are 
exposed” (Female interviewee) and “people feel able to speak quite openly about difficult 
things in a very contained way” 

Gleeson et al., 
(2020) 

"safe space to reflect" 

Maben et al. 
(2021) 

“I always check about safety, about whether they feel safe enough to tell it.”; “I’ve been really 
impressed (...) the facilitators have managed to keep it to time, keep it controlled”; Safety 
and trust were identified by facilitators as cumulative, influencing whether people shared and 
which stories are offered. Participants’ feelings of trust, safety and containment develop 
through repeated exposure to safe Rounds”; “It’s how you set it up at the beginning, 
providing, setting the ground rules.”; “issues of feeling shame (…) you don’t necessarily feel 
comfortable in sharing with your colleagues (..)(shame) is almost brought to light and almost 
solved”; “It’s set up to be a safe, confidential forum (…) a place for people to express their 
feelings, some ‘containment’ both from the panel and other people in the audience” 
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McCarthy et al. 
(2021) 

‘It feels safe and feels okay to talk about something that perhaps you haven’t wanted to 
admit’ 

Smith et al. 
(2020) 

“positive comments regarded the SR as a forum not only to “learn experientially” but to so in 
a “safe environment” 

Resonance, 
connection 
and time to 
recover 

Abnett et al. 
(2022) 

““normalise emotion” and “promote connectedness” with colleagues”; “but for me, it was very 
reassuring to also know how normal that is”; ““To see so many people go “ I don’t enjoy this, 
I want to see it diferent”—Is it a really positive thing? I think yes” “I don’t know what any 
medical student now who doesn’t feel the same way the people in this group feel personally. 
So that gives me hope because we are the future of the hospital force within the medical 
teams”; I think [SRs] could really benefit the communication issues between specialties as 
well, which was a topic that kind of arose in that discussion” 

Allen et al. 
(2020) 
 

“A few of the participants commented on how their attendance at the Rounds had left them 
feeling emotional and how they had struggled to process the content of the Rounds, due to 
the need to return to work after the Round.”; I think Schwartz somehow just allows 
ventilation so there’s no closure’; ‘We can all have an input and go away and it feels like 
there’s closure to it, rather than us all just coming in, listening and then it’s all emotions that 
we all feel as well and then we just go off again’. 

Atkins et al., 
(2023) 

“I think it strengthens the connections and the relationships with other people”; “I’m really 
grateful to you for that because it was just so poignant” 

Clancy et al. 
(2020) 

“I wasn't asked to do anything ... I just listened and reflected and quietly acknowledge 
people "; “everyone was able to connect with themes that were being discussed”; “, I don't 
think the chairs moved but it felt towards the end like we were almost sat in a circle. I don't 
know if people, if the panel moved their chairs out, it felt, it felt like we ended up in a circle, 
umm, very much on a level very much as equals, especially as everybody had spoken, 
umm, and I, I came out of that feeling better”; " removed the barriers between the different 
health professions, and erm different seniorities ... "; “on the things you have in common"; 
“take away like the symbol of the role and it's actually you know, we're all individual and we 
all have feelings” 

Gleeson et al., 
(2020) 
 

“Really insightful way to think about how you feel”; “It was really comforting to know that 
other groups have similar experiences to us”; “It highlighted that I am not alone and that I 
have people to talk to”;  
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Maben et al. 
(2021) 

“It’s just about having a broader view or whether it’s about reconnecting to their values”’ 
“issues of feeling shame (…) you don’t necessarily feel comfortable in sharing with your 
colleagues”’ “it allows you just to be vulnerable, to share about a time or an experience in 
your life and I just think that really just maybe energises others to feel safe”; “seeing people 
participate and share comments about their personal experiences has altered the way I think 
about some people. And I've been able to see more of them as a person (…) (and) feel more 
positive about them general” 

McCarthy et al. 
(2021) 

“After the panel had spoken, the audience go into this terrible silence ... You can almost hear 
people thinking, ‘Shall I say something? I’d really like to say something, but I’m not brave 
enough.’ But then once someone gives their opinion, then other people start to put their 
hand up and speak.”; “The first person ...stopped to say, ‘It was a massively complicated 
case and I think you dealt with it really well’, and that was really nice to hear”; “I feel this 
pressure to always be nice, and sometimes – being human – sometimes you don’t have nice 
thoughts or feelings, sometimes people irritate you, push your buttons and push boundaries 
that make you feel uncomfortable. ... Rounds are good at drawing that out.”; “Because there 
were different topics, people responded to one more than the other, and actually nobody 
responded to my story. I actually found that quite difficult because I couldn’t work out why 
that was, and I felt I’d made myself really quite vulnerable”; “During [the Round] I was so 
angry. I was gripping the chair and my heart was flooding with misery because of the 
injustice of it all. And so I felt very tense and upset. And then, immediately afterwards, I felt a 
bit better”; “I think it does encourage you to share your problems a little bit more, be more 
willing to perhaps talk problems through. And I think at a team level that is beneficial – to feel 
that not only you should be talking about how you’re feeling, but also encouraging members 
of your team to do that as well” 

Smith et al. 
(2020) 

“I have learned to empathise better with my colleagues … I learned what might go on in 
other peoples”; “understood that others feel similar to me”; “people wanted to talk about 
themselves and it sort of turned into a complaints session … people just try to come up with 
more extreme stories and how they were victimised” (student 10) or “Forced group reflection 
is just another opportunity for those who are unlikely to have self-insight, or self-
aggrandisement from telling their side of the story. Facilitated whinging session” (student 8)” 

Abnett et al. 
(2022) 

“I think it actually sets you up to feel self-conscious about not having a particularly good 
structure to what you’re saying”; “I think there’s quite a few people in there which can be 
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Relational and 
practical 
challenges  

quite intimidating to be raw and emotional”; “I’m not sure I would be able to articulate what I 
want to say … And be able to admit those sorts of things in such a big group with so many 
people”; “Especially online, if you can’t see people’s faces, it’s really disconcerting, kind of 
spilling your heart out”; “I think definitely it being on Teams and not being able to see 
everyone will take away the personal aspect of it where you might feel more comfortable to 
share” 

Allen et al. 
(2020) 

“participants highlighted how they had struggled to get the time to attend the Rounds 
regularly because of their shift system making it difficult to take a full lunch break”; “It’s very 
difficult when you’re on a shift pattern to get everybody because it’s not ideal. We all have to 
go back for two o’clock, so you don’t see the end of them... I’ve only managed to be here for 
half an hour of it, you know, or fifteen minutes and then I’ve had to go back to my ward so 
I’ve got the gist of it’.”; “Smaller group of people with whom you could build up trust over a 
period of time might make it easier for me to contribute with my own experiences’; “there’s 
never the same set of people there, there’s never a chance to develop cohesion, a sense of 
group, a sense of support” 

Clancy et al. 
(2020) 

“participants emphasized the importance of addressing barriers to attendance, such as use 
of practice hours, ease of access when on placement in the hospital, and course and 
personal commitments. There was a sense that prioritizing attendance was difficult, perhaps 
reflecting a culture which prioritizes getting things done rather than discussing experiences.”; 
““I think they’d just be like there’s useful work to be done here so why would you want to go 
to this?” Neena’s seniors not promoting Rounds represented a barrier to attendance”; ““after 
attending a larger Round Vicky described how it was “not quite so easy to speak up … the 
conversation moves so quickly so every time you think of something to say … it’s kind of 
moved on” 

Farr & Barker 
(2017) 

“It’s that commitment, is it relevant to me, is it my area? So I think it is selling it to people, 
that it’s relevant to them, even if it’s not specifically in their patch.”; “In journey times, 2 hours 
potentially, more or less, from one side of [the area] to the other…. Trying to get staff to a 
location for the Schwartz Round and it be accessible to everybody has been hugely 
challenging.” 

Gleeson et al. 
(2020) 

“Sometimes harder to share thoughts in larger groups”; “It can feel intimidating to speak” 
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McCarthy et al. 
(2021) 

“I was thinking about the experience in terms of my professional viewpoint, but actually 
when I met with the facilitator it was more how you felt about things. So it made the prep 
actually quite challenging in a way because you’ve got to think about your own personal 
perception of things and how you feel. We don’t always talk about how we feel very easily 
do we?” 
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Abstract 

The British Psychological Society and the Association of Clinical Psychologists 

highlight that increased numbers of Clinical Psychologists (CPs) are leaving the NHS 

for private practice. There has been limited research on the reasons for this. Semi-

structured interviews were conducted with eight CPs and analysed using Reflexive 

Thematic Analysis (RTA). The analysis generated the following themes and sub-

themes: ‘Unreciprocated dedication’ with two sub-themes: ‘Overwhelming 

expectations’ and ‘Power imbalance’; ‘Perfect storm’ with three sub-themes: ‘Moral 

injury’, ‘Dawning realisation’ and ‘A drive for control and autonomy’. CPs discussed 

pressures and demands on them whilst being unsupported by their managers and 

organisation. No singular cause finalised their decision to leave. CPs experienced 

moral injury, stress and burnout. Lack of control, autonomy and career progression, 

family needs, and salary were also contributing factors to their decision. Services 

should consider compassionate leadership initiatives, improving CPs’ autonomy and 

focus on offering training and career progression. Lastly, services should explore 

CPs’ skills and consider those in service and job planning. Further research avenues 

were also discussed.  

 

Key words 

Clinical Psychology, NHS, retention, private practice 
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The Association of Clinical Psychologists (ACP-UK) and the British 

Psychological Society (BPS) made statements regarding the current climate in the 

psychology profession. They observed that ‘more junior psychologists are leaving 

the NHS to work in the private sector than at any other time’ (ACP-UK, 2018) and 

saw a ‘greater number of practitioners leaving the NHS’ (BPS, 2023). There has 

been a paucity of research on this. This study explores experiences of Clinical 

Psychologists (CPs) and aims to elucidate reasons behind CPs’ decision to leave.  

The National Health Service (NHS) has highlighted challenges with the 

sustainability of its workforce in the NHS Long Term Workforce Plan (NHS England, 

2023). This Plan hopes to almost double the workforce by 2036/37 and retrain and 

retain current talent. The Plan has highlighted a need to focus on the psychological 

professions due to increased demands for psychological services from the public; 

current workforce shortages; lack of integrated care; lack of focus on prevention and 

early interventions; and the need to improve outcomes for those accessing services. 

The Psychological Professions Workforce Plan (PPWP) for England (Health 

Education England, 2021) outlined a strategy to expand and develop the 

psychological workforce by 2024 to support the delivery of the NHS Long Term Plan. 

The PPWP focuses on growth and diversification of the profession; development of 

career opportunities; building local, regional and national leadership in the 

profession; and transformation by embracing new ways of working.  

Expansion in clinical training places and development opportunities is a long-

term strategy (Health Education England, 2021). As training new CPs to enable them 

to join the current workforce takes years, increasing current retention is vital. High 

turnover rates are associated with poorer quality of care and higher costs for 
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employers to train and recruit new staff (Health Education England, 2021). The Plans 

also aim to address the working conditions to retain staff. 

Concerns about retention rates vary. The BPS has noted that ‘we are seeing a 

greater number of practitioners leaving the NHS for development and promotion 

opportunities once they are further on in their careers’ (BPS, 2023). The BPS 

released guidance on ‘Best Practice in Psychology Recruitment’ in January 2021, as 

they highlight that there is ‘a significant expansion of psychology posts but difficulty 

in recruiting with one in seven posts unfilled.’ The ACP-UK have responded to this by 

stating that difficulties in recruitment are caused by a lack of career progression 

opportunities (ACP, 2021), which could contribute to CPs leaving the NHS for the 

private sector. More recently, the BPS suggested that retention of CPs may not be as 

critical of an issue as originally thought (BPS, 2023). It suggested that ‘although 

larger absolute numbers of psychologists will be leaving NHS (as there are larger 

numbers overall), the rate of leaving has decreased in comparison to the rate before 

or immediately after the pandemic’ (BPS, 2023). However, retaining staff remains an 

important consideration in workforce planning and development of the profession.  

Organisational culture 

Recently the NHS suffered significant strain due to austerity and cuts 

(Stuckler et al., 2017).  The COVID-19 pandemic has placed greater demands on the 

NHS and its staff (Boggon et al., 2022; Willan et al., 2020). Studies found increase in 

referral rates of approximately 77% to children and young people mental health 

services compared to prior to the pandemic (NHS Confederation, 2022). A recent 

report highlighted that the NHS has ‘insufficient institutional capacity to meet the 

demand for care’ (Weyman et al., 2024). Healthcare staff have been working under 

extended high levels of pressure during the pandemic, raising concerns about staff 
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retention and health and wellbeing (Thorlby et al., 2020). Healthcare staff are facing 

significant challenges, including work-related stress, frustration over patient care 

standards, and concerns over the future of institutional and individual capacity to 

cope (Weyman et al., 2024). This has resulted in high rates of sickness leave and 

contributed to healthcare staff leaving the NHS (NHS Staff Survey, 2021; Rimmer, 

2018; Weyman et al., 2024). CPs are also affected by these issues. Current research 

on CPs suggests that they face excessive workloads, professional self-doubt and 

poor management (Bell et al., 2024; Hannigan et al, 2004). These factors contributed 

to burnout, high workforce turnover and absenteeism, thus sharing similarities with 

other staff groups. 

Personal and professional context 

A recent study on CPs’ experience of working in and leaving Child and 

Adolescent Mental Health Services (CAMHS) to work independently has brought up 

challenges faced by CPs in the NHS (Wintour & Joscelyne, 2024). The study 

highlights the negative changes, which the services have undergone over time. 

Participants have experienced increased caseloads, more administrative work, 

reduced staffing levels, changes in their clinical roles and clinical work becoming 

more complex. CPs described feeling like they were ‘firefighting’ by responding to 

crises rather than providing interventions to facilitate any change. CPs were unable 

to use their skills and help young people and their families due to organisational 

pressures. CPs described CAMHS work as traumatic and damaging to their 

emotional wellbeing.  Furthermore, CPs have mentioned difficult relationships with 

management, often feeling unsupported and undervalued. Some CPs reported being 

targeted and bullied by managers. The participants in this study resorted to leaving 

the NHS to work privately. This was accompanied by feelings of guilt, loss and grief 
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regarding their departure. For others, although the decision to leave was difficult it 

brought relief and participants felt this was the only option. 

Theory and framework 

Several frameworks can be used to explain decisions to leave. The 

Herzberg’s Motivation-Hygiene Theory, which previously has been applied to 

healthcare staff leaving the NHS can assist considerations why CPs are quitting 

(Leary at el., 2024). Herzberg (2015) suggests that there are two factors that explain 

job satisfaction and dissatisfaction. Motivators, or intrinsic factors that lead to job 

satisfaction, are related to the nature of the work itself, enhancing motivation and 

satisfaction. These include: a sense of achievement in one’s work, receiving 

acknowledgement for efforts, performing engaging and challenging tasks, having 

responsibility or autonomy, opportunities for career development and learning new 

skills. In the study by Wintour and Joscelyne (2024), there is a clear absence of 

intrinsic factors. CPs described increased caseloads and changes in their role and 

responsibilities. They were unable to use their unique skills, crises instead. Bullying 

and targeting from management would suggest that CPs were not valued or 

acknowledged for their efforts. Herzberg (2015) also describes hygiene factors, or 

extrinsic factors which prevent job dissatisfaction, but do not lead to job satisfaction. 

These include salary, company policy, quality of management, working conditions, 

relationships with colleagues or supervisors and job security. CPs mention strained 

relationships with management and disagreeing on policies, like the waiting-list 

initiatives. CPs mention difficult relationships with colleagues and feeling that it was 

easier to work alone (Wintour and Joscelyne, 2024). The Motivation-Hygiene Theory 

highlights that organisations should focus on improving motivators to increase 

employee satisfaction whilst also addressing the extrinsic factors to prevent 
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dissatisfaction to keep their staff happy (Herzberg, 2015). Leary et al. (2024) 

highlight that staff leaving the NHS show a link between intrinsic and extrinsic 

factors, suggesting that the theory may be relevant in explaining leaving decisions. 

Another framework that has focused on understanding the leaving decisions 

of CPs is the model proposed by Saddington (2021). The model highlighted three 

categories relating to organisational factors, which included shifting organisational 

valuing, cycle of imposed change and trying to achieve the impossible. Shifting 

organisational valuing suggested that changes in the organisation’s values can lead 

to a disconnect between CPs and the workplace. CPs in the study by Saddington 

(2021) highlighted a shift towards numerical targets, increasing power of operational 

management and declining value of psychology. The Cycle of imposed change 

discussed that instability, and frustration can be created by frequent and poorly 

managed changes in the organisation. CPs described repeated top-down changes 

that lacked transparency or collaboration which have led them to feel disempowered. 

Finally, achieving the impossible related to CPs facing unrealistic workloads due to 

competitive commissioning and senior management placing unachievable targets to 

retain contracts. CPs felt that management saw them as inefficient and blamed them 

for not being able to achieve targets. These factors were seen as influencing CPs to 

resign.  

Rationale 

There is currently limited research into experiences and reasons for CPs 

leaving the NHS for private practice. Policies and guidelines highlight staff shortages 

and the need for better recruitment and retention. Previous studies have focused on 

organisational factors or specific service experiences leading to resignation. 

Furthermore, the COVID-19 pandemic has changed the way CPs work, increasing 
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therapy conducted remotely (Saxon et al., 2023) which has created more 

opportunities in private practice. However, little is known about CPs transitioning to 

work privately as opposed to other forms of employment. 

This study aims to provide a general (not service-specific) focus on CPs 

leaving the NHS to work privately and considers a range of potential influences on 

this decision-making process.  

Aims  

The current study aims to: 

- Explore the experience of CPs who left the NHS for private practice. 

Research Question  

How do Clinical Psychologists describe and explain their reasons to leave the 

NHS for private practice? 

Method 

Ethics 

The study was approved by the University of Staffordshire ethics committee 

(ID: SU_23_020) (Appendix 1). All participants provided written and verbal consent. 

Participants were made aware that they may experience discomfort or distress when 

asked to recall their experiences. Participants were debriefed after taking part and 

signposted to sources of support (Appendix 2). 

Design 

The aim of the current research is to explore and interpret the experiences of 

CPs. To encompass this, a qualitative paradigm was used. This approach does not 
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attempt to test a hypothesis, rather explore how individuals feel and make sense of 

their experiences (Braun & Clarke, 2013). Thus, semi-structured interviews were 

used to obtain rich, deep accounts of perspectives and experiences. The interview 

schedule was developed based on topics of interest, gaps in the literature and with 

input from research supervisors (Appendix 3). The schedule was refined following 

feedback from the research supervisor on the first participant interview. 

The current study focused on identifying themes and patterns in relation to the 

research question and shared participant experiences. This area is relatively under-

researched thus requires an exploratory and inductive process. It was important to 

focus on participants’ own accounts and experiences versus a more deductive 

approach. One qualitative method that allows for this whilst also emphasising the 

role of the researcher in shaping of the analysis and reflecting on own influences is 

Reflexive Thematic Analysis (RTA) (Braun & Clarke, 2022). Other approaches like 

Interpretative Phenomenological Analysis (IPA) were unsuitable as this focuses on 

idiographic approaches rather than collective group experiences. 

Researcher position and reflexivity  

The current study is based on a relativist ontology which highlights that there 

is no single reality and how we see the world is shaped by our social and cultural 

context (Braun & Clarke, 2022). The study takes on an interpretivist epistemological 

stance suggesting that reality is constructed through social interactions and 

interpretations. This combination allows for knowledge to be co-constructed between 

the participants and the researcher. This suits the current research as it allows for 

deep exploration of CPs’ experiences and how they make sense of their leaving 

decision as well as considers the researcher’s stance.  
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I am a trainee CP in my final year on the Professional Doctorate in Clinical 

Psychology at the University of Staffordshire. I am a psychological professional who 

has worked in NHS services both during and pre-training, making me an insider 

researcher. I have been exposed to the stresses and pressures of working in the 

NHS and have observed CPs struggling with these daily. I have witnessed CPs 

going on sick leave or leaving the services due to this. This then had a knock-on 

effect on teams by increasing workload and pressures on other professionals, further 

impacting their well-being and reducing the service capacity to provide psychological 

support to clients. This has led me to assume that working in the NHS following 

qualification may be a stressful experience. The research idea arose from wanting to 

influence and improve working conditions for all CPs in the NHS. My knowledge and 

experience are invaluable in understanding the nuanced experiences of participants 

in the study and help to inform the analytic process. 

Following the completion of the first interview, I requested that this be 

reviewed by the study supervisor to reflect on how my positionality can affect the 

data collection and interpretation. I have noticed that due to my assumptions of NHS 

work being stressful, I did not explore the participants’ experience in enough detail 

which could have led to the first interview being 15 minutes. I used supervision to 

reflect on my own responses and how they contributed to this. Furthermore, I 

reflected on my position as an inside researcher and how this could shape interview 

dynamics. Participants stated that they did not want to put me off working in the 

NHS. I took time to reassure participants that providing their real experiences could 

help improve working conditions not just for me but for other future psychologists. 

Following these reflections, the interview schedule questions were further developed 

to be more open-ended to allow the participants to express themselves fully.  
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I utilised the reflexive exercises in the book by Braun and Clarke (2021) to 

consider my position as a researcher in the interviews and data analysis. 

Furthermore, I used a reflexive diary throughout the process of this study to facilitate 

insight and critical engagement with participants and the material. When strong 

feelings arose, I utilised research supervision to reflect on why I might be having this 

response and how this might matter for my research, a process encouraged by 

Braun and Clarke (2021).   

Sample and data collection 

Recruitment used purposive sampling, which is often used in qualitative 

research to ensure that individuals are well-informed of a phenomenon of interest 

and share specific characteristics, in this case being a qualified CP who has recently 

left the NHS for private practice (Etikan et al., 2016). Using this sampling strategy 

ensures that participants can answer the research question. Inclusion and exclusion 

criteria are seen in Table 1.  

Table 1. Inclusion and exclusion criteria 

Inclusion  Exclusion  

Qualified Clinical Psychologist- 
HCPC UK registered 

Resigned from the NHS post due 
to ill health and/or retirement 

Up to 3 years since leaving NHS 
and solely in private practice 

Resigned to work in another 
sector than private (e.g. voluntary 
sector, local authority, academia) 

 

Initially the inclusion criteria only included CPs who have left the NHS in the 

last 12 months; however, it was expanded to include those who have left the NHS in 

the last 3 years. This was to promote recruitment whilst also considering potential 

recall bias and ensuring timeframe did not reflect too many changes within the NHS. 
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Previous guidelines by Braun and Clarke (2013) suggest that small-scale 

research projects should aim to include around 6-10 participants. Recent 

recommendations on sample sizes in RTA highlight that the aim is for ‘information 

power’, suggesting that the more information a sample holds relevant to the study, 

the fewer participants are needed (Malterud et al., 2021). Therefore, the target 

sample size for this project was between 6-10 individuals as it was anticipated that 

this would generate rich data about this complex issue. 

Participants were recruited using Facebook, X and LinkedIn. Study advert 

was shared with relevant professional groups on these platforms to target eligible 

participants (Appendix 4). Snowball sampling, i.e. reposts, were also used to further 

recruitment. The study was actively advertised between March and April 2024 and 

October to December 2024.  Participants were invited to contact the researcher via 

email. Those who contacted the researcher were provided with a participant 

information sheet and consent form (Appendix 5 and 6). Fifteen individuals 

expressed interest in the study. Once participants had signed and returned the 

consent form to the researcher, a mutually convenient time was arranged to conduct 

an interview. The final sample consisted of 8 individuals. Reasons for non-inclusion 

included: being employed in the NHS to some capacity (n=3), leaving the NHS but 

not working in private practice (n=1) and not responding to the researcher following 

initial expression of interest (n=3). Demographic data on time since qualification, 

years working in the NHS, date of leaving the NHS and predominant area of 

psychology practised etc., were collected (Table 2). 
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Table 2. Demographic data of participants  

Participant  Year of 
qualifying 
as a CP 

First post in 
the NHS post 
qualifying 

Length of 
employment 
in the NHS 
since 
qualification 

Main 
area of 
practice 

When did 
the 
participant 
leave the 
NHS? 

Nature of 
current role in 
private 
practice 

Samantha 2018 Children and 
adolescent 
mental health 
(CAMHS) 

5 years CAMHS 2023 Data not 
collected 

Megan 2006 CAMHS 16 years CAMHS 2023 Associate 
Psychologist 

Tom 2017 Adult Mental 
Health 

7 years Adults 2023 Own a private 
practice 
company 

Ellie 2009 CAMHS 14 years CAMHS 2023 Own a private 
practice 
company 

Tamara 2003 Children’s 
services 

11 years Children’s 
services 

2023 Sole trader, 
Associate 
Psychologist  

Molly 2019 CAMHS 5 years CAMHS 2024 Associate 
Psychologist  

Mark 2014 CAMHS 7 years Adult 
mental 
health  

2022 Own a private 
practice 
company 

Kate 2016 CAMHS 8 years CAMHS 2024 Associate 
Psychologist 

 

All interviews were conducted via Microsoft Teams and lasted between 15 

minutes to 1 hour 16 minutes (mean duration 61 minutes). Verbal and written 

consent was obtained prior to each interview. Each interview was transcribed 

automatically by Microsoft Teams and checked and corrected by the researcher. 

Following the interview, participants were debriefed and provided with a debrief 

poster (Appendix 2).  

Data analysis  

The research explored the experiences of CPs leaving the NHS for private 

practice through questioning the experience prior, during and after the resignation. 

Reflexive Thematic Analysis (RTA) was used to analyse the data. RTA’s flexibility 

offered a possibility of using inductive and deductive analysis (Byrne, 2022). A 

predominantly inductive approach was used to best represent meaning as 

communicated by the participants (Braun and Clarke, 2013; Byrne, 2022). A degree 
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of deductive analysis was used to ensure that open coding contributed to producing 

themes that were relevant and meaningful to the research questions (Byrne, 2022). 

Both semantic and latent coding were used when meaningful information was 

interpreted. As Byrne (2022) suggests, this reflects the theoretical assumptions of 

the analysis, where both the meaning making is constructed and communicated by 

the participant and the interpretation of the meaning by the researcher is described. 

The data was analysed using the 6 steps outlined by Braun and Clarke (2022): 

familiarisation with the dataset, coding, generating initial themes, developing and 

reviewing themes, refining, defining and naming themes and writing the report. 

Braun and Clarke (2022) also highlight that the researcher will move back and forth 

between the stages until themes are finalised.  

In the current study the researcher checked the transcripts of the data against 

the videos of the interviews and read the interviews repeatedly to become familiar 

with the data. The researcher noted the content of the interviews. The researcher 

then used NVivo to conduct data analysis. Initial codes were made on all transcripts 

and data was sorted into these in NVivo. Initial codes were checked against the data, 

these were sorted into initial themes and brought to individual supervision and an 

RTA workshop group to discuss. Then, the researcher returned to the original data 

and revised codes and themes. Themes were then reviewed, reorganised, 

collapsed, defined and finally named. Lastly, during the report write up the 

researcher reviewed the research question, coding extracts and themes whilst 

making connections between the data and available literature. 

Rigour 

To enhance rigour of the study, the researcher adhered to the six steps 

outlined by Braun and Clarke (2022). To ensure data accuracy, transcripts were 
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checked with original recordings of interviews. Regular meetings with supervisor and 

RTA workshop groups were utilised to explore codes. Excerpts directly from 

participant material were used to evidence themes. A clear audit trail of the analytic 

process was maintained to show how themes were developed (Appendix 7). 

Results 

Two main themes and 5 sub-themes were developed (Table 3). Further 

examples of evidence for each theme are provided in Appendix 8. 

Table 3. Themes and sub-themes  

Theme Definition Sub-theme Participants 

Unreciprocated 
dedication 

Efforts given 
to the organisation 
by CPs is not 
matched by the 
loyalty and 
commitment from 
the organisation 

Overwhelming 
expectations 

Samantha, 
Megan, Tom, Ellie, 
Tamara, Molly, 
Mark, Kate 

Power 
imbalance 

Samantha, 
Megan, Tom, Ellie, 
Tamara, Molly, 
Mark, Kate 

Perfect storm Combination 
of unfavourable 
circumstances that 
acted as a catalyst 
for the decision to 
leave 

Moral injury Samantha, 
Megan, Tom, Ellie, 
Tamara, Molly, 
Mark, Kate 

Dawning 
realisation  

Samantha, 
Megan, Tom, 
Tamara, Molly, 
Kate 

A drive for 
control and 
autonomy  

Samantha, 
Megan, Tom, Ellie, 
Tamara, Molly, 
Mark, Kate 
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Context 

All the CPs in the current study were simultaneously working in private 

practice and their NHS role before leaving.  Therefore, participants were aware of 

private practice and how to transition into it, which could have swayed their decision 

to leave. Most participants highlighted that they requested to increase their working 

hours privately or used their current ways of finding private work to transition to 

private practice fully. When talking about private practice participants highlighted 

themes of good supervision, flexibility in working hours and variability of work. 

Participants also highlighted disadvantages like not seeing the most deprived client 

groups, having to organise their own equipment, resources, accounting and 

insurance. Participants mentioned how they overcame these disadvantages and 

continued working in private practice.  

Theme 1: Unreciprocated dedication 

This theme describes the pressures felt by CPs working in the NHS. It 

encapsulated how much CPs give of themselves but do not feel that this is 

reciprocated by the system, thus highlighting a stark discrepancy. CPs felt like they 

were ‘drowning’ and that at times they did not ‘see eye to eye’ with clinical leads 

(Samantha).  

Overwhelming expectations 

Participants described ‘increased expectations on staff’ whilst ‘the level of risk’ 

and ‘waits were increasing’ (Samantha). Ellie noted that there were ‘staff changes’ 

and ‘people going off sick’. Molly explained that over time ‘there were three times as 

many referrals, or four times as many referrals’, whilst what staff and services ‘could 

provide was decreasing’ (Samantha). Community services that were previously 
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providing ‘the early help had just disappeared’ (Ellie), meaning that individuals now 

had to access NHS services for support. Services tried to cope with this by repeated 

‘redesign’ and ‘just trying to keep making a new bag out of less material’ (Ellie). 

Megan went on to describe that ‘the resources in the NHS just got more and more 

scarce’ and ‘I was either burnt out or very close to burning out when I left’. This 

demonstrates the impact the lack of resources and increased demands had on CPs 

which could have contributed to them leaving. 

All participants talked about how pressure built over time and how this 

became ‘very, very stressful, very, very high pressures’ (Tom). Interventions were 

limited to a number of sessions to cope with the demand which unsurprisingly placed 

‘pressure upon clients and clinicians’ (Mark). Furthermore, the type of work and job 

role changed over time, ‘the risk, the complexity and what I actually felt like I could 

do as a psychologist or bring as a psychologist. That wasn't really there anymore’ 

(Samantha). Ellie felt that ‘you would only be seen by CAMHS […] if you were 

threatening to kill yourself or self-harm’. It appears that CPs were not able to utilise 

their unique skills to make meaningful changes and instead were firefighting and 

managing risk. Molly went on to say that she ‘heard the most horrific stories of child 

abuse, several times per day and […] there was no space to make sense of it, to 

process it. It was so incredibly fast-paced’. CPs did not have time to process the 

trauma they were exposed to which could have impacted their emotional wellbeing.  

Power imbalance  

This sub-theme describes CPs feeling powerless against the organisation and 

feeling unsupported and scrutinised by the system and managers. Megan described 

that some management decisions were ‘slightly odd’ and could be seen as a 

‘grievance or bullying’. These decisions ‘involved the whole team’, but ‘the team 
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wasn’t consulted on it’ suggesting a divide between management and clinical staff, 

as their opinion was not considered. Tom highlights that ‘the head of service calling 

us [...] shop floor workers’ felt ‘very [...] demeaning’. This statement suggested a 

power imbalance between how management sees themselves compared to clinical 

staff. 

Tamara noticed that the team wasted time managing ‘power [...] dynamics’, 

‘which got in the way of doing useful work’. When considering solutions for this, she 

said ‘it was fixable but not whilst people were frightened’. She stated that raising 

issues in the organisation did not feel like they ‘will be managed in […] a safe way 

that would make me feel all right’. This was echoed by Mark feeling like upper and 

middle management ‘closed ranks’ leaving him feeling scrutinised and unsupported 

when he whistle blew about his predecessor. Mark was ‘a bit scared to take some of 

this to my supervision space because… […] my supervisor is in the senior 

management ranks…’ highlighting that he has lost trust in getting support from 

individuals in leadership roles. This highlights a one-sided relationship, where CPs 

were forced to pour a lot of effort to meet expectations but were mistreated and 

unsupported in return by the system. 

Kate described a ‘high level of complaints [...] about nothing to do with what 

the staff have done’, instead the complaints would be about ‘the process’ or 

disagreements with ‘the outcomes’ of assessments. Thus, staff felt attacked about 

things that were outside of their control and were, in fact, issues of the wider system. 

She states this had ‘a real impact’, suggesting that CPs were feeling deflated after 

receiving complaints when they have worked hard.  Megan said CPs were ‘kind of 

pressured to give in to complaints rather than not, rather than feeling like the 

manager, managers had our back’. This suggests a level of betrayal was felt by CPs, 
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as they have not received the backup they expected from their managers, leaving 

them feeling powerless. 

Theme 2. Perfect storm 

This theme encompasses a combination of factors occurring at a similar time 

which acted as a catalyst for the decision to leave. This is further broken down into 

three sub-themes: ‘Moral injury’, ‘Dawning realisation’ and ‘A drive for control and 

autonomy’.  

Moral injury 

Moral injury can be defined as psychological, social and spiritual distress 

arising from action which violates one’s beliefs and values (Wong et al., 2021). 

Participants in the current study described a discrepancy in what the service was 

providing and what the psychologists thought was needed.  

Tom stated: ‘in terms of values, yeah, they kind of really deteriorated in terms 

of what you were initially there for, which was the care and to show compassion’. He 

also says CPs were limited in what they were able to offer, and felt like at times he 

was doing the clients a ‘disservice’ as he had to discharge them before they were 

ready or face explaining himself to the managers and supervisors. This was echoed 

by Ellie who thought that ‘12 sessions of CBT isn't going to solve intergenerational 

trauma’. She described needing to ‘survive the generic [CAMHS] team’ and this as 

‘really demoralising’ thus suggesting she was acting against what she believed was 

needed due to service pressures.   

Tamara goes on to say ‘as long as I'm not doing harm and I'm doing my best 

to do something useful, I'm happy. And it got to the point in the NHS where I wasn't 

sure about that anymore’. She ‘felt so ineffectual’ and that her work became ‘all 
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about numbers, less about human beings’. This highlights CPs felt unable to 

exercise care and compassion and feel like they are doing harm to their clients, thus 

acting against their own values and morals. 

This brought up complicated feelings for Samantha who states she was ‘angry 

and feeling like quite a lot of injustice for our service users and for what we were 

doing’. She also said: ‘I wouldn't tell anyone to go here. I wouldn't want my family to 

go here. I wouldn't want my friends to go here’. Molly put herself in the client’s shoes 

and said she would ‘absolutely not’ want to be seen by her team. She explained that 

she ‘would be blamed as a mother and […] would not be helped’. Once she has 

realised this, she knew she ‘couldn’t stay’. This highlights that CPs were providing a 

service that they were not proud of which led them to consider leaving. Samantha 

expressed that ‘if we're not doing a good enough job and I don't want to be a part of 

that anymore’, thus highlighting this explicitly.  

Dawning realisation  

This theme demonstrated that many CPs had time away from their roles for 

variety of reasons including maternity leave, sick leave and bereavement; which 

allowed them to gain a different perspective and lead them to consider leaving the 

NHS.  

The time away highlighted the significant impact, which their work was having 

on their health and wellbeing. Samantha noticed how her body felt when she was on 

leave compared to when she returned by saying: ‘I guess having that time off had 

allowed me to be like, oh shit, this is how I feel like at work’. Samantha further 

explained that ‘it was the jump from like not feeling fight or flight all day, despite 

having a baby to, God now I have to go and […] feel like this and it's going to be 
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really, really intense and I'm going to feel really unwell’. CPs described being in a 

state of fight or flight and not having time to notice and reflect on the way they were 

feeling daily. Having the time away allowed them to come out of this threat state and 

notice how different they feel. 

Whilst on leave CPs realised that the issue lay in the system and was not 

something that can be easily fixed. Tamara stated ‘I went off sick initially just for a 

couple of weeks. And then while I was off, I just thought this isn't going to be fixable 

in a couple of weeks and actually life's too short.’ Whilst Tom reflected that during his 

personal therapy, he had a conversation with his therapist that highlighted that this is 

a never-ending battle: ‘the environment that you're in is obviously causing this and 

[…] we can't change everything you've discussed’. This highlighted that the issue 

and pressure felt by CPs was not going anywhere and thus contributed to them 

thinking how to protect themselves from feelings of stress and burnout.  

A drive for control and autonomy  

This theme represented the final factors that led to the decision to leave. This 

included family duties, a lack of flexibility, financial reasons, distance to work and 

career progression. Kate summed this up by stating that she ‘wanted to live more 

than I wanted to work, rather than, work to live maximum like two days a week […] 

[at] weekends’. This suggested that CPs’ lives were on hold whilst working in the 

NHS and they felt unable to experience life as they desired until they were in private 

practice.  

Ellie highlighted ‘part of the reason why I left the NHS is because I have 

probably a neuro diverse child who was not coping with all the breakfast clubs, the 
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after school clubs and holiday clubs […] which is why I left so that I could just fit 

around that’. Working in the NHS felt inflexible to fit around family needs.  

However, it was not just the family needs that were neglected. In their NHS 

roles, CPs felt like their career progression was at a standstill. The lack of 

progression was demonstrated by: “what between? 15 years […] I don't think I got 

any training in therapy” (Megan); “that stagnation, like, that's why I jumped because 

I, I wanted to be a consultant, I wanted sort of to move up and I felt like there was no 

opportunity to do that” (Tamara). Tom highlighted that he ‘fought tooth and nail’ for 

training and it took two and a half years for it to be approved. 

All CPs were working in private practice before ending their employment in 

the NHS. They were therefore exposed to advantages of private work which likely 

influenced their decision to leave the NHS. Molly left the NHS to gain autonomy over 

her hours, caseload and clients: ‘I determine my hours. I determine my caseload. I 

determine who I see’, something that was impossible in her NHS role. Furthermore, 

the financial compensation in private practice could influence leaving the NHS: ‘you 

could be earning a 6-figure salary, and that's higher than obviously the head of 

service gets within the NHS’ (Tom).  

Discussion 

The current study aimed to understand why CPs are leaving the NHS for 

private practice. Previous research has focused on organisational factors influencing 

CP’s decision to leave the NHS (Saddington, 2021). The current research aimed to 

build on the findings and understand the personal experiences of CPs working in the 

NHS and their reasons for leaving. Two overarching themes were developed: 

‘Unreciprocated dedication’ and ‘Perfect storm’. There were 5 sub-themes in total: 
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‘Overwhelming expectations’, ‘Power imbalance’, ‘Moral injury’, ‘Dawning realisation’ 

and ‘A drive for control and autonomy’. 

The ‘Unreciprocated dedication’ theme discussed the efforts CPs were giving 

to the organisation and the perception that this loyalty and commitment was not 

reciprocated. In the ‘Overwhelming expectations’ sub-theme, participants described 

increased expectation and demands on staff, with increased levels of risk and longer 

waiting lists. CPs have also mentioned not being able to offer what they normally 

would have as a psychologist and instead they were firefighting due to increased 

risk. CPs have mentioned feeling pressure, burnt out and not having time to process 

highly traumatic stories. This was previously seen in prior research which highlighted 

that CPs were facing unrealistic workloads and felt that their work was traumatic 

(Wintour & Joscelyne, 2024; Saddington, 2021). 

Participants mentioned a divide between leadership and staff in the ‘Power 

imbalance’ sub-theme which could have further contributed to increased feelings of 

burnout and their decision to leave. Previous literature suggests a link between 

leadership and burnout, suggesting that improved leadership practices could mitigate 

burnout among mental health clinicians (Gavestock, 2023). Difficult relationships with 

management were also highlighted in previous research with CPs in CAMHS 

settings (Wintour & Joscelyne, 2024). 

The theme of ‘Perfect storm’ highlighted that there was no single cause which 

led to CPs leaving the NHS and instead it was a collection of unfavourable 

circumstances. From this, three sub-themes were developed: ‘Moral injury’, 

‘Dawning realisation’ and ‘A drive for control and autonomy’. Moral injury has been 

defined as a type of trauma characterised by feelings of guilt, shame, existential and 
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spiritual conflict arising from actions and experiences that violate one’s moral beliefs 

and values (Jinkerson, 2016). CPs have highlighted that they were unhappy with 

their NHS work and did not want to be a part of the services they were providing, 

highlighting that it is going against what they believe in. Wider literature suggests 

that moral injury is prevalent in healthcare workers, and it is seen as a deep violation 

of their moral beliefs (Dean et al., 2019). The authors highlight that this may be due 

to clinicians not being able to provide high-quality care due to systemic constraints, 

resulting in feelings of guilt, shame and betrayal to their professional values. Moral 

injury was associated with staff wanting to leave their jobs (Colville et al., 2019). 

Thus, it can be seen as a contributing factor for CPs leaving their NHS jobs.  

Most of the CPs in this study have had a period of leave from their roles which 

was highlighted in the ‘Dawning realisation’ sub-theme. For some, this included 

maternity leave or compassionate leave for bereavement, however others took time 

off as sick leave. Studies have suggested that high job demands, and low job control 

increase the need for recovery increasing the likelihood of sickness leave (Schaufeli 

et al., 2009; Sonnentag & Zijlstra, 2006). CPs have highlighted that the time away 

from their roles allowed them to recover from possible burnout or gave them time to 

realise that the NHS role is no longer right for them. The disparity between how CPs 

felt when away from work or once they were back at work was seen as a contributing 

factor in them deciding to leave. 

In the ‘A Drive for control and autonomy’ sub-theme the final reasons 

contributing to the decision to leave were childcare, financial issues, lack of training 

and career progression. Previous literature suggests that lack of training and career 

progression is an important factor in staff retention (Gaffney, 2005; Hassan et al., 

2013). These issues are in line with what is reported by the ACP-UK (2018) and BPS 
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(2023) which suggested that CPs are leaving their roles due to the lack of 

opportunities for promotion and progression. Furthermore, the financial implications 

of working in private practice also drew CPs out of the NHS. Research has shown 

that salary satisfaction was an important component in staff retention (Iqbal et at., 

2017). Although reasons for CPs to ultimately make the decision to leave varied, 

there are organisational aspects that must be considered to increase retention rates. 

This includes training, career progression and salary.  

The Herzberg’s Motivation-Hygiene Theory (Herzberg, 2015) can be applied 

to findings from this study. The theory suggests that motivation factors which lead to 

job satisfaction include a sense of achievement in one’s work, receiving 

acknowledgement for efforts and having autonomy and opportunities for career 

development. The motivation factors which enhance job satisfaction were not 

present in CPs’ roles. CPs mention working against their values, and lack of support 

from the organisation, lack of autonomy and lack of career development or training. 

The theory suggests that hygiene factors that prevent job dissatisfaction can include 

salary, quality of management, working conditions, relationships with colleagues or 

supervisors. CPs mention difficult working conditions, poor relationships with 

management and supervisors, and lower salary, suggesting lack of hygiene factors 

in their NHS roles. Leary et al. (2024) suggested motivation and hygiene factors 

contributed to healthcare professionals leaving the NHS. The present study supports 

those findings and indicates CPs have similar reasons to leave the NHS. 

Strengths and limitations  

The current study attempted to explore CPs’ experiences of the NHS and their 

reasons to leave in an open manner. This was a novel study with important 

implications for considering workforce planning of CPs in the NHS. The participants 
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in this study were from various geographical areas in the UK and at different points 

in their career, thus allowing for rich information gathering. 

However, no study is without its limitations. The current research is of an 

exploratory qualitative nature thus making it hard to draw generalisable conclusions. 

However, as there is currently a lack of research in this area it makes a strong 

foundation for further research. 

The sample was predominantly female (6 females, 2 males). Although this is 

not an equal divide, it is representative of the CP workforce which is reported to be 

80% female (Johnson et al., 2020). Further demographic data regarding diversity 

was not routinely collected. Further research should ensure that additional 

demographic data is collected as factors around diversity and intersectionality may 

contribute towards CPs’ experiences and motivations to leave the NHS.  

The recruitment of participants happened across various online platforms, so 

it can be speculated that those reaching out to partake in the study have felt strongly 

regarding their decision to leave and wanting to share their accounts of the process. 

However, as with most studies this is an opportunity sample relying on self-report. 

Although this may be seen as a potential source of bias, the themes included in this 

report have been supported by most of the participants, thus suggesting 

commonalities across experiences. 

Finally, as this is a reflexive thematic approach the researcher’s stance as an 

insider researcher must be considered. To increase rigour, the researcher kept a 

reflexive diary, utilised research supervision and RTA workshops. 
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Further research  

There is currently limited research into the retention of CPs in the NHS. 

Further research can consider CPs from a wide range of services to see if there are 

any relationships between type of service CPs work in and their retention rates. The 

CPs in this study have worked across CAMHS and adult mental health services 

however there is a lack of representation from Learning Disabilities, Older Adult or 

specialised services e.g. physical health or neuropsychology services. Additionally, 

there is a lack of understanding as to why CPs may choose to remain in the NHS 

and their experiences which warrants further exploration as it can be utilised to 

improve work conditions and culture.  

The current research is a qualitative study making it hard to generalise the 

findings. Large scale survey designs on reasons why CPs leave could be the next 

direction in this area.  

Future research could focus on comparing CPs’ reasons to leave the NHS 

with other professionals to see if there are any factors specific to the clinical 

psychology profession. This can then be used to inform working practices and help 

increase retention.  

Further research could focus on the loss of qualified clinicians whose training 

is paid for by public funds. This can not only consider the economic issues but the 

impact on service provision, waiting lists, client experiences and impact on the staff 

that do remain in the NHS. For example, CPs in private practice may not be in the 

position to work with the most complex or high-risk clients due to lack of provision of 

24-hour shared care. This may impact the client populations that present to NHS 
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care and those who may potentially be missed by services due to the need to 

prioritise risk management.  

Another potential area of research may be to investigate how and to what 

extent trainees on the Clinical Psychology doctorate programmes are prepared by 

their training to work within present day NHS with all its challenges.  

Clinical implications 

The first theme of ‘Unreciprocated Dedication’ shows an overwhelmed 

psychology workforce which feels unsupported by management. CPs face trauma 

which they have no time to process and are constantly firefighting due to service 

pressures. One way to help manage CPs’ feelings of overwhelm and allow them to 

process trauma they are exposed to is the use of reflective and thoughtful spaces. 

These allow staff to reflect on the emotional toll of caring for others, working under 

constant pressure and service and team issues. Leaders need to place value on 

reflectiveness and support initiatives like supervision sessions and Schwartz Rounds 

(SRs) (Schwartz, 1995). Studies have found that SRs result in improved compassion 

for patients, better teamwork and interdisciplinary communication, reduced stress in 

staff and a positive impact on staff well-being (Taylor et al., 2018; Whitehead et al., 

2021). At the organisational level SRs were seen to reduce hierarchy, help build 

shared values and influence culture by allowing dialogue that does not happen 

elsewhere (Taylor et al., 2018). Thus, they can be used to address several issues 

raised by CPs in this study. 

CPs also highlighted difficult relationships with management, thus stronger 

relationships need to be fostered, so that staff feel supported and valued. One way 

to do this is to introduce Compassionate Leadership training for managers. 
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Compassionate leadership (West & Chowla, 2017) is based on empathy, openness 

and communication, considering physical and mental health, inclusiveness, integrity, 

respect and dignity (Ramachandran et al., 2024). It helps staff members feel heard, 

understood and valued, whilst helping them to perform at optimal levels. Research 

has suggested that compassionate leadership reduces burnout among staff, fosters 

psychological safety and leads to better patient experiences (Lown et al., 2016; 

Maben et al., 2012; West & Chowla, 2017). CPs in the current study felt that it was 

not safe to raise concerns. Compassionate leadership strategies have been shown 

to create psychological safety, reducing fear of speaking up and increase willingness 

to voice concerns (Krause et al., 2023; Lilius et al., 2008). 

However, an important factor to consider is the position of the NHS leaders. 

The service capacity, resources and risk are unlikely to change soon, yet the 

pressures on management to meet targets whilst managing this is ongoing. There is 

a push to be reactive to new challenges which can lead to difficult team dynamics 

and blame projection. Leaders themselves may be lacking support and compassion 

hence may struggle to offer support and compassion for their teams. Thus, focus on 

compassion initiatives towards leaders is important as impact of these will 

disseminate downstream (Banker & Bhal, 2020; Lanaj et al., 2022; Paakkanen et al., 

2021). 

The ‘Perfect storm’ theme highlighted different reasons to why CPs leave 

including need for control, autonomy, better working conditions and career 

development. Service changes and interventions to address these issues need to be 

carefully considered. As part of the clinical psychology doctorate, CPs are taught to 

assess, formulate, design, deliver and review interventions. The training also 

develops their leadership skills. Therefore, the skills of a CP can be crucial in tacking 
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these issues. Involving CPs from the conception all the way through delivery and 

review of interventions or service changes could provide a person-centred approach 

in resolving issues. Moreover, career progression and training options need to be 

routinely reviewed and offered to not only upskill the workforce but to keep up with 

latest research trends and clinical guidance. In the current economic climate with 

budget cuts, this may be difficult to achieve. One way to address this could be the 

use of internal training and establishing specialist interest groups within services to 

support training costs. Furthermore, the use of service evaluation skills of CPs might 

contribute to cost effectiveness of services. 

Moreover, CPs in this study have expressed that their role became about 

firefighting, and they were unable to bring other skills of a CP.  Therefore, the 

understanding of clinical psychology in teams needs further exploration. Allowing 

CPs to utilise various skills may not only be beneficial to the service but also allow 

them to have variability in their role, which could in turn improve their job satisfaction.  

Conclusions 

The findings suggest that there is no single reason that leads to CPs leaving 

the NHS for private practice. Themes were indicative of ‘Unreciprocated Dedication’ 

from CPs to the service and a ‘Perfect Storm’ of factors that contributed to a final 

decision to leave. This was viewed through the Motivation-Hygiene theory (Herzberg, 

2015) lens. Services should consider implementing compassionate leadership 

initiatives, improving CPs autonomy and focus on offering additional training and 

career progression. Lastly, services need to build an understanding of CPs’ 

competencies and consider those in service and job planning. Further research 

avenues were also discussed.  
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Appendix 

Appendix 1- Ethics approval 
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Appendix 2- Debrief 
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Appendix 3- Interview Schedule 

 

Background information for context 

- What year did you qualify as a Clinical Psychologist?  

- Was your first post after qualifying in the NHS?  

- How long have you worked in the NHS in total?  

- Did you consistently work in the NHS prior to moving into private practice?  

- What was your main area of practice whilst working in the NHS e.g. Adult Mental 

Health/CAMHS/Older Adults etc? 

- Have you previously moved areas or remained consistently in one speciality? If you 

have moved, please specify what other specialties you have worked in? 

- When did you formally leave the NHS? 

- How soon after leaving did you move into private practice? 

- What is the nature of your current role in private practice (e.g., own company, 

associate role, employed outside NHS), please specify? 

- Have you previously done private work alongside your NHS role? If so, please 

specify the nature of this. 

 

1. What were the factors that drove you to work in the NHS? 

- Personal values 

- Organisational culture and NHS values 

- Professional identity as a Clinical Psychologist 

 

2. Can you tell me about your experience of working in the NHS? I would also be 

interested in hearing about how these experiences changed over time, if relevant 

- Fit with your personal and professional values 
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- Organisational culture and NHS values (capacity and resources/demands, bullying 

or harassment) 

- Professional identity as a Clinical Psychologist 

- Management 

- Supervision  

- Autonomy and control in your role  

- Opportunities for personal and professional development  

- Your well-being  

 

3. Tell me a bit about what motivated you to start thinking about leaving the NHS?  

- Personal and professional values  

- Organisational culture and NHS values (management, supervision, capacity and 

resources/demands, bullying or harassment)  

- Relationships with the team and service  

- Well-being  

- Autonomy and control in your role  

- Professional identity  

- Opportunities for personal and professional development  

 

4. What were your thoughts and feelings about considering leaving?  

5. What were the factors involved in you making the final decision to leave the NHS? 

(use prompts in 2 and 3 as necessary) What efforts did you make to address the 

factors that were making you consider leaving the NHS?  

6. What has been your experience since leaving the NHS? What would you say are 

the main advantages to practising as a Clinical Psychologist since leaving the NHS 

and working privately? And disadvantages? (use prompts in 2 and 3 as necessary)  
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7. When you look back now, how do you think and feel about your decision to leave 

the NHS?  

8. Is there anything that could have been done to make you stay working in the 

NHS?  

9. Is there anything that I haven’t asked about that is important in helping me 

understand your experiences and reasons for leaving the NHS? 
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Appendix 4- Study advert 
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Appendix 5- Participant information sheet 
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Appendix 6- Consent Form 
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Appendix 7- Audit of analytic process 

 Familiarisation with data and generating initial codes 

This is an example of the initial codes that were generated in the first two stages of 

data analysis (familiarisation and generating initial codes). This is not a complete list, 

but a selection to demonstrate the process. Each transcript was read, and new 

codes were created. If the same code could be used in a different transcript the data 

was coded under the same code. The number under ‘Files’ shows how many 

different participant transcripts used this code.  
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To further demonstrate this the following picture shows one of the codes in more 

details. The code of ‘Changes in the NHS’ has been opened. On the right-hand side, 

the raw data that went into this code is shown. This is data from interview with 

Samantha (Pt 1) and Megan (Pt 2). 
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Generating themes  

Codes were clustered into potential themes by sorting them into tables. After 

reviewing these, those with similar attributes were colour coded to form initial 

themes. 
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These were then clustered together into initial themes and sub-themes: 
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This was then handwritten out to get a better visual representation of this. Additional ideas like ‘contextual information’ or ‘need to 

consider’ were added to the bottom of the page to keep in mind through the analysis process. 
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Themes were revisited and re-worked. New theme names and clusters were produced (white tags).  
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This was then transferred to the computer to make the process easier to read. 
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Each theme was considered separately. Some codes from other themes were moved across to different themes. The following 

picture shows the ‘Austerity aftermath’ theme and how this was re-worked as an example of the process that was undertaken with 

all themes. Here we can see that the first two codes of ‘changes in the NHS’ and ‘staff turnover’ were collapsed into ‘system under 

pressure’. ‘Day to day work didn’t feel good’ was brought in from the initial theme of ‘Being a CP in the NHS is difficult’. ‘How 

services are run in the NHS’ and ‘Day to day work didn’t feel good’ were collapsed into ‘Disconnect between service reality and 

expectations’, which was later reworked to be ‘Expectations and reality’. The rest of the codes were moved to the theme of ‘Being a 

CP in the NHS is difficult’. The rest of the themes and codes were reviewed and redefined, moved and collapsed where necessary.  
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Reviewing potential themes  

Following the above process the following picture shows what the result of the reviewing, re-defining, re-named, moving and 

collapsing of themes resulted in.  
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These were further reviewed by going back to the data and refining. This resulted in two themes and 5 subthemes. 
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Defining and naming themes  

Themes were defined and renamed, producing two themes and 5 sub-themes: 
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Appendix 8- Further evidence for themes 

Main theme Sub- themes Participants Further evidence for themes 

Unreciprocated 

dedication 

Overwhelming 

Expectations 

Samantha ‘The waits were increasing’ 

‘the risk, the complexity and what I actually felt like I could do as a psychologist or 

bring as a psychologist. That wasn't really there anymore.’ 

‘the team changed quite often and everyone was very stressed’ 

‘everyone was just really up against it’ 

‘the service is saying, it's fine, it'll all be great because we're transforming and it'll be 

wonderful and everyone's like, but we're drowning. So I think there was just this 

disconnect between service and what was actually happening’ 

‘lots of people are always leaving’ 

‘18 members of staff had left in the last year’ 

‘when I first left, they just lost six’; ‘there is a high turnover’ 

Megan ‘as years go on, you know, the resources in the NHS just got more and more scarce 

and it just… I, I would say I was either burn out or very close to burning out when I 

left’ 

‘in the NHS it just felt like resources were really limited’ 

‘we started to get more and more limited what we could do’ 

‘earlier on my career I could, you know, in terms of trying to get to know young 

people and trying to like, get spend time with them, I could just give them an 

appointment and just have an hour of not doing very much, just making them feel 

comfortable.’ 

‘the last 2-3 years, couldn't do that really. You just didn't have the time to do, ‘I'll see 

you for an hour’’ 

‘you just didn't have enough time to do things, very, very busy.’ 

‘when I was in my last post, you know, we… People came for therapy… 

People….You know, we could do long term therapy.’ 
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‘I guess like the last year, you know, we're really encouraged not to let things drift to 

discharge if that was practical. I guess there was more pressure and awareness of 

that’ 

‘the culture of CAMHS it became more like we saw people that were at risk, there 

wasn't like, we'll see somebody for therapy because they, they've had a trauma’ 

‘the priority was people that were self-harming and risky. You're keeping people out 

of hospital.’  

‘toward the last two years, three-years, keeping people out of hospital, those people 

got seen, keeping people in the area stopping out of area placement.’ 

‘if you just had a run of a mill of OCD that didn't put you at risk… They weren't 

prioritised because there's obviously people that would need to be seen because we 

were just so limited’ 

‘people left and weren’t replaced with right… Well with the same level of 

qualification’; ‘you were just rushed’ 

‘how am I going to fit that in when I've got like five other people to see that day’; ‘You 

just never got on top of your To Do List really.’ 

‘just always trying to justify getting money for my team and it's just … that just felt like 

draining. Just felt like I'm begging for money all the time. It just felt draining. It just felt 

like we'd never got enough money.’ 

‘I'm just exhausted. I think in terms of how I felt, you're just really never ending 

always, you know it quite easy to stay on your laptop. So when you're on hybrid, it's 

quite easy to know you finish at 4:00 but not finishing until to half five because you 

had things to finish off or somebody called you on Teams and needed some support.’ 

‘it just felt really like hard to switch off the laptop 'cause people need you, yeah, like 

your to do list never ending’ 

‘I'll do all this in my weekend to try and write a bid for more money or whatever, and 

actually it get nowhere or it could go back to, you know, the same, the same 

meetings.’ 

‘People always asking for more, including the family, but then I also knew the family 

only ask because they, they need it.’ 
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‘I was working with very complex families, so, you know, it didn't feel like we're ever 

discharging anymore with a good outcome.’ 

‘I do remember having a strong word in my supervisor, like I'm not doing this thing. 

I'm not going to write another bid on a Saturday anymore, because I've got kids and I 

want to spend time with them and stuff like that. Well, they would never say it, they 

was also an expectation that you do work outside your hours and she kind of did 

make it very plain on that occasion, that well who else was going to do it’ 

‘there was kind of unsaid expectation that you do work outside if, if there is a 

deadline’ 

‘going to meeting because you have to rather than you- even if we got nothing to 

contribute’ 

‘there’s endless amounts of meetings with the NHS’ 

‘you get send to meetings from the off really, I suppose, but they're just pretty 

repetitive with no outcomes very often.’ 

‘it just felt never ending’  

‘it's just how stressful it is. It's just the amount of work’ 

‘the NHS, is very stressful’ 

‘Very kind of like they demand on your all time’ 

Tom  ‘there was that expectation that that was very much drilled into you that you would 

continue to work in the NHS partly because the NHS obviously paid for the entire five 

years, which was a lot of money, but I guess partly because you as one of these 

specialists, you've been working within your local health board for five years 

minimum, so by that point, there was a kind of a reputation or a relationship with the 

staff that worked there and they kind of held you a little bit higher.’ 

‘during my training in, in my opinion that's when things deteriorated. So there was no 

longer a name badge given to you. There was no longer your own room, but they 

actually, you know, started to in invent this concept of hot desking so no personal 

private space to do anything’ 

‘access to your own desk, your own laptop resources, etcetera. All of that became 

very, very limited, and it did become a struggle’ 
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‘our particular health board went into special measures. So what that meant was we 

were expected to report to the government on a weekly basis in terms of our clinical 

contacts. And if we didn't meet those contacts, why?’ 

‘it went from a very sort of relaxed, you know, clinical psychologist had a had a good 

reputation to, you know, not really being valued and also almost the opposite.’ 

‘People were now asking you why you haven't met, you know, the minimum criteria, 

clinical contacts, etcetera. So it became very, very different, very, very stressful, very, 

very high pressures.’ 

‘always being told you've only got 12 sessions. Why are you seeing this person for 

13? It was very, very difficult to work’ 

‘the waiting list got longer, I was had like a 2 1/2 year waiting list. You know the 

person would come and see you and you would be the first person that that person 

could see within the service understandably, so the first session was really listening 

to the clients understandably be very angry and very frustrated about having to wait 

and their conditions have got significantly worse repeatedly having to apologise for 

that and then also say and by the way, whereas I would have had flexibility to see 

you for 20 sessions a couple of years ago, we've actually only got 12 and we're 

really, excuse me, we're really encouraged to review people after six actually to 

check whether you do need those extra six to make, it became very as if you were 

almost managing clients expectations unfairly and because of the budget cuts and 

what was coming down, so I guess in terms of your therapeutic relationship with 

clients, it had a huge impact on that’ 

‘I always noticed myself trying to problem solve ways in, in terms of making this 

work. So in terms of the effort, it was almost doubled because I would be going 

around saying, well, could this person be transferred onto, let's say, a CPN, 

community psychiatric nurse or, you know, could they be reviewed regularly by 

psychiatry and still stay in the team? Could they do a psychologically informed group 

by one of the nurses? And it was almost like it's almost like haggling with the client. 

You know, I can't see you, but would you do this in order to keep you safe in order to 

prevent risk from deteriorating?’ 



STAFF EXPERIENCES OF WORKING IN THE NHS        137 
 

 

‘it kind of did feel you were almost trying to kind of manage that disappointment with 

them.’ 

‘there's that kind of buzzword, isn't there, of revolving door patients but I think what 

happened was people weren't getting better and so they were coming back into the 

service, you know, they were utilising that kind of six month period of of wait and 

then almost writing in their diaries as soon as six months was over. Let me come 

back and get a top up, which is what they needed from the from the start.’ 

‘there would be a lot of not necessarily physical violence. I I once had sort of shoes 

thrown at me, but more kind of the the verbal aggression, the verbal violence, you 

know, I’m not well, you're you're a shit therapist, how dare you discharge me. And 

then the tears and the self-harm. So it you know it did feel quite detrimental to some 

clients at least.’ 

‘the reason why I could manage very, very difficult and demanding clients in the 

CMHT was because that wasn't just my role at the start, I had other things that I 

could go to like doing bits of service development or you know, I love to teach and I 

used to teach all the the nurses different sort of psychologically informed strategies, 

all that kind of stuff. And again, part of the reason for leaving was that was all taken 

away from me.’ 

‘when you're seeing clients, a lot of them obviously in the cmht have experienced 

horrific trauma, to kind of have to hear that as a therapist, hour after hour after hour, 

it's not sustainable. If you're not kind of, you know, balancing that with other things, 

you could pay attention to.’ 

‘It was literally seeing clients back-to-back’ 

‘You all have to do this. You all have to do this amount of people. We're all different 

and we all have different skills. And it just wasn't recognised or utilised’ 

Ellie ‘it's just the same old shit in a different kind of clothing.’ 

‘it was just causing people to burn out sitting there every Monday for 4 hours trying to 

go through all the referrals and knowing that every single one of them would have to 

wait so long’ 
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‘all the Tier 2 voluntary sector stuff had lost all of their funding. So all the other 

services that would do the early help had just disappeared so suddenly it was almost 

as if you could, you would only be seen by CAMHS if you, if you were threatening to 

kill yourself or self harm’ 

‘I survived it by moving to a different team’ 

‘the service that I was working in decided to redesign again because it's just trying to 

keep making a new bag out of less material’ 

‘I think generic CAMHS is pretty brutal’ 

‘staff changes and people going off sick’ 

‘We had capacity for, we had enough staff to have capacity for like 5 assessments a 

month, but we were getting 5 referrals a week’ 

‘there was always a debate about whether we should be working with parents or not. 

And I feel really strongly we should. That should be the first port of intervention. But 

you're not. You're only allowed to work with parents if it's with regard to if you're 

doing parenting interventions or you're doing parent child work, you can't... ‘ 

‘you're kind of just stuck a lot of the time’ 

‘12 sessions CBT isn't going to solve the housing crisis or… Unemployment, so 

social stuff that maintains mental health problems.’ 

‘feeling like I had to say yes to everything and drowning in the work’ 

‘I'm thinking I can do this. I could do that or I could kill myself and I remember being 

like that wasn't my thought because I didn't... I wasn't suicidal. I didn't want to die. I 

was very certain about that. But it was definitely somebody else's thought that got 

into my head and gone into my body.’ 

‘it's the trauma of the work kind of sits in you’ 

‘you just sit in these in this, in this fish bowl of that work and it just it can't help but 

kind of into your head and your body’ 

‘you have an entire organisation that's run by people in the helping profession, 

majority female. A lot of whom will have additional caring duties because we continue 

to have stark inequality when it comes to… women tend to take on much more of the 

helping professions to and the caregiving duties, whereas men don't. And so 
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therefore, the women who are really good at the job will get burnt out quicker and will 

not be able to stay in working.’ 

‘it was exhausting trying to get all the all the admin done. It was never. It always took 

longer than actually… actually was’ 

Tamara ‘managing risk one at the expense of anything else’ 

‘you couldn't really pinpoint where your job ended and what, what were your 

responsibilities were and who did what.’ 

‘I think we spent a lot of time managing dynamics of people being threatened or, or, 

or power kind of dynamics. Which got in the way of doing useful work.’ 

‘we were ending up managing people to make sure that the professionals felt 

included and listened to and valued to such an extent that you couldn’t say, well 

actually I disagree and I think you know, this is what this family needs.’ 

‘seeing families in massive distress where you couldn't offer them support’ 

‘eats away at you over time that you can do it and you can begin to be resilient. But it 

does affect your resilience after a while.’ 

‘There were difficult dynamics in teams personalities. Yeah. Things that I couldn't find 

a way to make better because they were very historical. And even if you change 

some people in the service, somehow the same patterns of behaviour got picked up 

and replayed.’ 

‘even taking half an hour for lunch, if somebody rang me in that half an hour, I'd feel 

terrible, like I wasn't where I was supposed to be’ 

‘when I did get a consultant post I jumped into what I'd been waiting for, for years 

and I found massive more stress masses, more responsibility for exactly the same 

amount of money that I've been on for the previous ten years, and the prospect of 

being on that for five more years before I got an increase in salary was really not 

very attractive’ 

‘I've got to sit through this for five years before there's a there's a gain for my family, 

you know, like it was a gain for me because I got a challenge and I got some career 

progression, but actually there's nothing in it for anyone else except me being more 

stressed, more tired and working more hours for nothing.’ 
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‘I think in the NHS it was that it was the unfairness of, you know, what it felt, like I 

was being used I think, so that the desperation to get a consultant posts that meant 

that they would then pile on so much more and yet they haven't lost anything and I 

still the on the same amount’ 

‘a lack of trust, so much pressure and stress. People couldn't possibly do what 

they're being asked to do anymore, and the more people that left, the more likely it 

was that everyone else would go, because you know, there's, there's even fewer 

people to do all of the work and the demands never changed.’ 

‘This this is what you said we needed to do if we were at capacity, if we had all our 

staff vacancies filled at half capacity, we can surely, all you can expect is half the 

work. But that isn't how it was received. Still have to do all the work with half the 

people and then the other people went off sick and because they were so stressed’ 

‘it's got something to do with how money, resources, contracts are managed and 

who manages them. Everything is so ring fenced, tightly held on to. As I said, self-

serving the organisation or the government or whatever, wherever this, you know, 

lands, you keep pushing it further and further out.’ 

‘It's all about numbers, less about human beings’ 

Molly  ‘It's very hard to hire people. So, I think lots of people don't have to be as good to be 

hired’ 

‘There was no time to process anything. I, I heard the most horrific stories of child 

abuse, several times per day and there was… there was no space to make sense of 

it, to process it. It was so incredibly fast-paced.’ 

‘no time to process the horrific stories that I heard. I remember I used to go home 

and just cry. Just… not for me, but more kind of… I cried for the kids whose stories 

that I heard that I was deeply impacted by.’ 

‘in CAMHS I felt really alone with all the risk, which was that was quite terrifying.’ 

‘that was a massive issue in CAMHS that we were in one room and I think it was 

quite a small room and at one point I counted 20 people there. You know, I had had 

somebody call me distressed matter saying, ‘Oh my, my daughter put the ligature 

around her neck. What do I do? What do I do? I'm like, I don't know, you know, call 
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ambulance or call the police, I don't know’. And then the person next to me, I could 

hear their conversation. You know, there's some next to me I could hear…  And I just 

couldn’t focus. I couldn't process things, so I used to go home after whole day of 

work and then do all of my admin. This is working ridiculous hours because I couldn't 

get my admin, my letters and my notes done in the office’ 

‘my psychological health was really poor when I was in CAMHS, I used to cry. Every 

Tuesday I cried because that's what my assessment clinic. So I would see between 

two and four young people have been horrifically abused, you know, sexually, 

physically, just had horrible experiences and I was... I had an hour and a half 

assessment, then I was supposed to do notes, but it couldn't do notes because the 

phones were ringing and everything. And then I went into another assessment, and 

then that finished. And then we were supposed to have an MDT’ 

‘there were four assessments booked and then we had an MDT, which was one hour 

long and we were supposed to within this one hour. We're supposed to decide, you 

know, treatment pathway for all of these highly complex kids. That's 15 minutes, you 

know for each child’ 

‘I just remember I used to leave the office at 5:00 or, like, 5:15 and just cry while I 

was going home. And I, I felt horrible. I felt like what did I sign, sign myself up to? 

Why did I even qualify?’ 

‘I think after a few months I didn't even want to be psychologist anymore. I just 

thought I don't want to do this.’ 

‘our caseloads went up like threefold, like there were three times as many referrals, 

or four times as many referrals’ 

‘I didn't have an opportunity to do it much in my job and that I was actually quite 

underutilised in my role. And I only realised that after I started doing therapy in 

private practise.’ 

Mark ‘business managers who, who weren't clinicians leaning on me to discharge clients.’ 

‘And I felt like I was having to juggle certain things because I'm practical in knowing 

that there are big waiting lists and we have to ensure that people are seen in a timely 

way and that we can't have, you know, open-ended psychotherapy’ 



STAFF EXPERIENCES OF WORKING IN THE NHS        142 
 

 

‘The system is too much about putting pressure upon people, putting pressure upon 

clients and clinicians and, and about boxing everyone and, and meeting targets and 

things not being human and relational enough.’ 

‘there weren't enough therapy rooms to provide psychotherapy and, and you know, 

when you when you hear about tales about them having spent 300 million on some 

new build. And I'm just thinking can you just spend 10 grand on you know? 

Refurbishing some therapy rooms or extending the building a little bit, you know, and 

again it goes back to my point about sort of medical model. How it historical stuff in 

that all the psychiatrists had their own rooms. You know, and we'll be scrimping 

around, you know, like, oh, right, oh, can I get a room at that time for an hour or 

we've got, like, you know, 2 rooms between the whole clinical psychology team. All 

the psychiatrists have got a room each, and they lock it when they're not there.’ 

Kate ‘By the time we were back, we're at 200 and then a year after that, we're at 500. So 

again, there's just that general that's changed in terms of waiting list, waiting times, 

referral numbers has been a big difference.’ 

‘Our waiting times are still about a year for ASD. In some places it's seven years, but 

it still wasn't kind of what I wanted to be able to provide.’  

‘massively increasing demands.’ 

‘It never matched what we, what we needed’ 

‘Parents just weren't happy with we're not assessing, we're not diagnosing. So again, 

that's a bit of a knock when you think I've done such, absolutely pulled out all the 

stops there and so on formally complained or I know that my team member, we've 

done XY and we've done everything and they've complained.’ 

‘we just finished off 1 complaint and then the next one would land in the inbox and 

then we'll deal with that one and then the next ones in the inbox. So again, that 

sense of it doesn't quite fit with working so, so hard to then just get complaint, 

complaint, complaint. It didn't quite fit with, and what I want it to be to be doing.’ 

‘just general NHS bureaucracy like, I remember I'd made, I pretty much made my 

decision, but we're in the managers meeting, we have a risk register of the risks in 

the, in the service we're going over and I was like, I'm sure we'd finish that and we'd 
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done that one last month. It was finished and one of the my colleagues said, ‘Oh 

yeah, no, but what has to happen? So we have to put it from this spreadsheet onto a 

different spreadsheet before we can take it off this spreadsheet’. And I was just like: 

‘really? OK, so it's got to go from that spreadsheet to another spreadsheet to go from 

this meeting to another meeting to come back to this meeting to go off that 

spreadsheet. And I was like, oh, right, this doesn't, this isn't helping those kids on 

that waiting list, is it doing all this sort of stuff?’’ 

‘I had done a huge piece of work to make a new referral form. I've worked with 

parent/carer forum. I've got two SENCO focus groups. I'd worked with a young 

autistic person. I've been to other forums to… such a lovely co-produced referral. 

And we're ready to launch this new service. We're ready to go. And then the form 

had to go to some other sort of policy meeting in the, the whatever to get signed off, 

and that again, most of things which are massively delayed it. Or they have some 

questions about it that we'd already like given them all the answers to. So like that, 

you're the one thing holding us up now and I joined a meeting to ask a few 

questions, to answer a few questions. Was meant to go on like at the beginning, they 

didn't realise that we'd appeared in this meeting, left us in two hours. I sat through 

that very boring policy meeting for at the end. Then to be like, oh, we just have this 

one question. Yeah, that's all fine. But that could that, that delayed us maybe about 3 

months for it to go to that one meeting.’ 

‘I become more and more aware of that are holding me back, us back, from actually 

I'm here to help these kids. And doing all these bits and pieces isn't doing anything to 

help little Billy. He's been waiting two years for his ADHD assessment and just go 

sort of all that red tape, those steps and things that you just think this isn't… I 

understand some of it that needs to happen but it was just getting a bit much in 

terms of all that NHS bureaucracy.’ 

‘it's things like even just like the systems the amount of time it takes to record an e-

mail trail, a telephone call and a quick teams meeting on SystmOne takes longer 

than doing the actual piece of work’ 
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‘clinical systems are taking too much time, that I could be doing other things or the, 

the time it takes versus the value that it adds’ 

Power 

Imbalance 

Samantha ‘wider service clinical leads, we didn't necessarily see eye to eye with at times’ 

‘me and that other colleague did end up whistle blowing on the way out’ 

‘fear around that as well and like repercussions’ 

Megan ‘we were kind of pressured to give in to complain rather than not, rather than feeling 

like the manager, managers had our back’ 

‘some people felt very supported’ 

‘Some people know, almost felt bullied’ 

‘slightly odd kind of management decision that seems like it could be a grievence or 

bullying or very like, yeah just some kind of questionable management decisions’ 

‘questionable decisions that you know? Where that involved the whole team, but the 

team, the whole team, wasn’t consulted on it.’ 

‘there were a lot of training and lots of supervision to do when no one was really 

taking ownership of that’ 

‘some people were employed and actually it wasn't really thought through who was 

going to supervise them and who can take ownership of their induction and their 

training’ 

‘a few new people that came and that they felt quite lost because they weren't really 

contained’ 

‘when you've employed by a big, a bigger team that actually then didn't really think 

through your supervision and your training and how much induction you need that, 

you know I guess, I didn't really work out for anyone, like for the team and for the 

person.’ 

Tom ‘it was just client after client after client back-to-back and I said where is the the time 

for research, self-reflection, all that kind of stuff and I remember very specifically, she 

said times have changed, Tom, this is a purely clinical role and this was an 8A not a 

seven. It's a purely clinical role if you want to do research go work for the university’ 
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‘during meetings they they implemented what they had to, they were, there was all 

this always this kind of narrative: I'm really sorry, but it's just what we have to do and 

I'm not sure how much they did stand up for us.’ 

‘the head of service calling us kind of shop floor workers, you know us on the shop 

floor and it just felt very kind of demeaning’ 

‘it got to the point where management was rated so low that we we actually had to 

invent these staff well-being groups and get external agencies to come and facilitate 

them because it was just rock bottom in terms of how we felt about managers kind of 

caring for us and giving us what we need. It was all kind of tick box exercises I when 

the well-being groups were made three years later, I hadn't seen a single change. It 

was a complete waste of time and money, but I guess if you're reporting to the 

government it looks very good, doesn't it? If you've got these staff well-being groups, 

they they didn't change a thing.’ 

‘the onus was on us to to tell them what we wanted and then they very much came 

back and says, well, we don't have the budget for that or this is not, this is the job, 

not a holiday’ 

‘I was sexually harassed by a member of staff, not, not a client’ 

‘this individual was stacked on the spot for another offence, so she kind of left the 

service, but in terms of what I had experienced, that certainly wasn't resolved’ 

‘it wasn't dealt with partly because she'd left, it did feel a bit kind of unresolved.’ 

‘there was other sort of bits of bullying as well’ 

‘my manager, who was fairly new to the service kind of asked for a meeting and she 

basically said to me, I think the comments that you're saying n our team meetings go 

a little bit deeper than just what you should be saying. I think it's a personal attack on 

me basically, so what the manager was saying and I said to her, I'm I'm really sorry, I 

mean, if if there's if there are issues in the service which there were, I am going to 

speak my mind and tell you but I really don't think I've said anything that was a 

personal attack and you know I said to I'm really sorry if I have, would you be able to 

give me some examples and she thought for quite a long time, actually. And she 

turned around and said, Tom, I'm really sorry, but I can't, I can't give you any and I 
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said, well, if if you're kind of going to bring me up for personally attacking you and 

you can't give me one single example, I think that's really unfair and she said it's it's 

just, it's just the way it comes across. So I said, OK, that's fine. I'll, I'll go away and 

I'm, I won't say what you said, but I'm going to speak to my colleagues and and just 

ask for their opinion on how I am in, in kind of meetings and all of them said 

absolutely not, they said, if anything, I think you're quite tame given what we're going 

through, I mean, I had another meeting with her and again I said, have you thought 

of any examples, because I really can't think about what you're talking about, and 

again, she said no.’ 

‘I wouldn't say it was bullying, but I've I've never been spoken to like that and if they 

were valid reasons, absolutely fine, I would take that on the shoulders, but it was just 

that sense of you're attacking me, but I can't tell you why and again, that really 

distorted the kind of the relationship with with management.’ 

‘Managers weren't really interested in your personal development.’ 

‘I spoke to management and said I can't be in an environment where I'm working 

with, you know, chaotic people. No disrespect, but chaotic people.’ 

‘That are taking inappropriate risks and probably are more likely to come in with 

COVID because they're not listening to the rules. You know, again, perfectly 

understandable. It wasn't supported at the time’ 

‘We were breathing in all sorts and I took the decision to actually walk out. I said I 

can't be here, I'm more than happy to work from home. I'm more than happy to ring 

clients from home, but I can't be in a hospital environment. I'm really glad I did 

because I'm I was told by management, there was nothing that they could do to 

support this and they would have to report it to HR and there was a chance that I 

would be disciplined or sacked or whatever.’ 

‘a couple of weeks later, everybody was told to to lock down so they they did 

apologise for that. Again, I just felt very unsupported. Two people in my team died.’ 

‘just that lack of individual difference and understanding that, you know, some people 

are going to be more resilient, but if you've got a recognised health condition that 

makes you extremely vulnerable. And that really wasn't listened to’ 
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‘every month I sent an e-mail to my manager saying I can't cope. I'm literally doing 

the job of two people here’ 

‘I sent these emails repeatedly for about 6 months and all I got back was we are 

recruiting, nobody's applying or nobody's suitable, you know, but there's nothing else 

we can do. So I I suggested things like, you know, bringing in someone from the 

other team or getting temporary bank psychologists like loads and loads of 

suggestions. None of them will listen to. And again, I just felt like I couldn't continue 

to do the job of three people a year later I was just burnt out basically.’ 

‘there was absolutely nothing that management came came back with.’ 

‘It was. It was very much. This is all we can kind of offer you in that role’ 

‘I had that job planning meeting and my manager literally just filled it with clients and 

says you can't do anything else for the next year.’ 

all the the training and the skills we've got to just be a therapist and not utilise all our 

skills.’ 

‘my head of service. I never once saw her. Like she never came down and I mean, 

she works in the same hospital for the same department. She never once came 

down to the office and just said hi.’ 

‘more senior management never saw them, but we would only see them if a we'd 

done something wrong,’ 

‘No communication. And then feeling very much like you were on the shop floor and 

you didn't have permission to seek sort of higher advice.’ 

Ellie ‘my very first my locum post was not well supervised’ 

‘I started to have ideas about how I think wanted things run, but I wasn't necessarily 

allowed to do those.’ 

‘8B post and that was a bit of a baptism, baptism of fire’ 

‘I also knew from being in leadership that anything that people really needed we 

couldn't offer because we're understaffed’ 

Tamara ‘I think we spent a lot of time managing dynamics of people being threatened or, or, 

or power kind of dynamics. Which got in the way of doing useful work. I'm being able 

to be honest about what we thought about what helps and what doesn't help. Which 



STAFF EXPERIENCES OF WORKING IN THE NHS        148 
 

 

became hard and tiring and actually took me away, took the focus away from what 

we were supposed to be doing. So we were ending up managing people to make 

sure that the professionals felt included and listened to and valued to such an extent 

that you couldn’t say, well actually I disagree and I think you know, this is what this 

family needs.’ 

‘supervision sometimes it didn't happen or somebody forgot, or it kept changing 

because staff retention was so low that roles people kept moving in and out of 

different roles, and you'd be well, who's my supervisor now?’ 

‘Sometimes I had a lot of autonomy, but no power, so I might have lots of ideas about 

what I thought needed to happen, but couldn't make them happen, so you know, so 

sort of independence to think about them. But when you get need resources or you 

need a system process to change there was no capacity for the wider service to 

think about that’ 

‘If you've got such, you know, you need to prove that this week you've done so many 

numbers as a team and you've seen so many people and you've discharged this 

many. If you take a couple of days out of that then, yeah, somebody else has got to 

make up for it, and that's feels also like, didn't I feel a bit guilty about taking that time 

out…’ 

‘I think there was a lack of transparency, lack of honesty about that, so people were 

so threatened within the organisation that you couldn't speak of it.’ 

‘it was fixable, but not whilst people were frightened and nobody dare say that.’ 

‘It felt like…. the organisation, what people within the organisation were so threated 

themselves that they pushed blame around to other people. And so it didn't feel safe 

because as soon as you push a point that might trigger someone to be threatened. 

There was a risk that that would come back to you and that would almost become 

like a threat that, that people would be criticising you or turning like back on what you 

weren't doing very well or almost, you know, I don't even know whether this is true, 

but there was a feeling, a sinister feeling that people might actually set you up for, to 

for things to go wrong. So it was, so it was a lack of trust, isn't it? I didn't trust that if I 

raised them, it will be managed in a in a safe way that would make me feel all right.’ 
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‘So even from the team members up to me felt like that. And then from yeah, top 

down as well’ 

‘I started perimenopause at the same time and I then realised, I think I've probably 

got ADHD and I think at that point, like, yeah, I don't know if I can do this anymore. 

So, all the things I've done for years brilliantly masking, juggling and, you know, 

looking like I was incredibly efficient all those things came together in a not very 

supportive organisation and then I felt like I can't do this anymore.’ 

‘I've got to sit through this for five years before there's a there's a gain for my family, 

you know, like it was a gain for me because I got a challenge and I got some career 

progression, but actually there's nothing in it for anyone else except me being more 

stressed, more tired and working more hours for nothing.’ 

‘So no, no, no, not enough support to understand and help with that’ 

Molly ‘I had to raise concerns about another trainee during my training. I, who I thought 

was behaving inappropriately and I wasn't supported very well’ 

‘my manager at that point she, she had this view that if you work from home you 

don't work. So she was not willing to allow me to kind of work from home.’  

‘my line manager was quite unhelpful and quite unresponsive. She… Yes, she was 

just not really kind of interested in me as a person. It was just about numbers.’ 

‘She had that kind of style of management when you're just told what to do, so she 

would, for example, she would, I, I would block out a space in my diary to do some 

admin and she would go into my diary and book me a meeting for highly, highly 

complex case with psychiatrists and multidisciplinary meeting for the next day.’  

‘it was a very one sided relationship like you're here to do this. You're going to do 

that.’ 

‘I was sent to occupational health, which was horrible experience because the guy 

kept on asking me where I am from and how long I've been in this country. Which 

was quite upsetting actually, and that, you know, and put Brexit into the, you know, 

whole equation. And then… then he told me during my Occupational Health 

interview, then he told me how many emails he received while he was talking to me 

and he kept on asking me, what's your output, what's your output? I'm like, I don't 
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know what you're talking about. He was talking at me in a really patronising way and 

then he just wrote this report saying, oh, she needs to take time off or she needs to 

reduce her hours.’  

‘I took time off, my GP signed me off, my GP was lovely and… but after that they 

started kind of rushing me back in, which I thought was quite confusing because it 

was my managers were kind of, they were saying just take time off take, you know, 

take time off and once you’re off you'll recover and it will all be fine. And when I was 

off then I started getting these phone calls. So when are you coming back’ 

‘I went back, but they didn't tell me, and I kept on asking, but they didn't tell me much 

about what my return to work will look like. So I think at that point you had like 

phased return, which you could take for three months. But they didn't tell me that, it 

was kind of when I was sick, they were kind of just saying, oh, it will just make it 

work, whatever, whatever it takes. They didn't… Yeah. And then, then at one point, 

they just said, well, you know the phase return is only three months. So in 10 days, 

this was like a week, week and a half. You either have to cut your hours or, you 

know, you have to return to full, full time work. And I was like, ‘well, 10 days, you're 

giving me 10 days to make this decision?’ I was really, really upset. The guy from HR 

was really patronising. So that was a horrible experience.’  

‘I started taking my annual leave as my sick leave, which feels really uncomfortable. 

But that's how I maintained my salary.’ 

‘they never planned to reduce my caseload. They were happy to reduce my salary’ 

‘I carried the same caseload with the same responsibilities, but on half the days and 

half the salary’ 

‘I started closing people and I was hoping that I'm going to have reduced caseload 

now finally. And I started getting more referrals and kind of being told that I have to 

take on more clients. And that's when I realised that they fully intended to pay me 

two days a week. But give me caseload for four days per week. And that's when I 

decided to leave.’ 

‘I didn't have holidays for like 9 months because all of my annual leave was used for 

my sick leave, and I was completely burned out. And I went to him and I cried. And 
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that was, I think that was the only time that I cried in my supervision. But I cried 

about how exhausted I was and how burnt out I was. And he just said I'm sorry you 

feel this way I sounded really hollow. It sounded really hollow to me. And then he, 

next day, or the day after he asked me if I can take on another client. And I was just 

thinking, did you not just hear and see me?’ 

‘Like… So… At that point, I stopped trusting him and I stopped seeking him out for 

advice’ 

‘I thought that my Trust was unkind and uncaring, that I didn't care about people, that 

they were cold.’ 

‘You told me that I can't work, you know, you told me that this is a full time post. Then 

you told me that these adjusted hours contract expires end of September.’ 

‘then all of a sudden, they said that I can stay on 2 1/2 days per week. So you know, 

it went from, ‘no, you can't do this’ to ‘we want you to full time, stay full time’ to 

actually ‘you can do half time’.’ 

‘I think they were surprised by how much I insisted on my caseload reducing.’ 

Mark ‘I suppose, use my skills as a clinical psychologist to understand systems and people 

and dynamics, but you were often pushed, pushed, pushed, pushed, push, push, 

push, push, push’ 

‘I submitted a major whistle blowing. So, it was about my predecessor where I 

discovered, I uncovered multiple, multiple, multiple examples of, of poor care which 

was leading to dangerous things happening. And so, you know, initially if you 

uncover something, it's fine. I'll sort that out. OK, I'll fix that, you know. But it, it was 

so widespread and she'd moved into sort of senior management ranks. And, and 

yeah, so I did this major whistle blowing, which was investigated by a consultant, 

clinical psychologist from a different part of the Trust. And not only did she say yes, 

you know, Mark was right to raise all of this. There were multiple examples of poor 

care, things need to change. But whilst carrying out the investigation she sort of 

found examples of poor systemic practise across the whole of psychology. So there 

was a, a huge report and a big action plan for certain senior managers and directors. 

And so I think it'd be safe to say that it annoyed a lot of people.’ 
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‘I just started getting treated extremely badly, and you were very panickety over a lot 

of different things. You know, there was skulduggery at play.’ 

‘I was starting seeing where they were making things up about me and forging 

documents. So it was just like and wherever I went. So I'd go to HR and say, hey, 

look, this has happened I'd you know this is inappropriate or that's wrong or so and 

so said this to me so and so's done this I'm having a problem with this, everybody 

closed ranks. Everybody closed ranks, ranks and even, you know, I was almost a bit 

scared to take some of this to my supervision space because… You think? OK, well, 

my supervisors in the senior management ranks…’ 

‘you've got all these difficult paradigm of where can you take it. OK, I'll take it to HR 

or HR because you know, maybe they took it to the HR director and the HR director 

sits with two other directors that I've been clashing with directors that previously I 

didn't even know who they were.’ 

‘due to past bad experiences, sort of traumatic experiences, I just could not sit with 

wearing a mask. And you know, I thought, well, I'll do it properly. You know, I went to 

my GP. We discussed it. My GP knew me well. At all documented and he said, I do 

agree that you should be exempt from wearing a mask and initially. You know, told 

my line manager, it was all fine. OK, we accept this. We accept your explanation, and 

you got documentation from your GP. But they knew about some of the boundaries 

and around it anyway. My line manager did. So… But that just ended it becoming this 

enormous battle where they were basically changed their mind and decided I had to 

wear a mask or go and work from home. They're basically, I'd sort of see is they 

were forcing me to wear a mask.’  

‘I'm juggling the effects of the whistle blowing and I'm juggling the impact of, of like all 

of this, right? And I started to see sort of… might kind of seems strong language, but 

you know it's my narrative. So I think I can explain it how it is. I started to see from 

people above, particularly around the whistleblowing and, and all the COVID stuff, 

they were really pushing down on me like a fascist like approach which really sat 

with me really, really badly where it was about control and about people getting their 

own way’  
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‘Whistleblowing, I think because basically I just become disliked. I think I'd become a 

bit of a pain in the backside. I just became disliked. The fact that I was good at my 

job was of no interest to them. All became about a power, power dynamic battle.’  

‘the pressure became so great it was impacting upon my physical and mental health. 

I think I was treated so badly and for personal professional development, I've been 

going to psychotherapy for like, weekly for 10 years. So at the time I had to use 

every minute of that space every week. All down to how I was being treated in work. I 

had no space to discuss anything else.’  

‘it was a traumatic and very bad experience and it got to the extent where I thought I 

have to leave.’ 

‘they were going down on my professional identity. So I don't know like whenever 

there was certain opportunities coming up like I, you know, you get an e-mail from 

the head of psychology and she, she was one of these people who had to action 

this, whistle blowing kind of list, you know, and oh, oh, can we have a volunteer for, 

you know, to do this, to do that? All that sounds interesting. I didn't get considered for 

a single thing.’  

‘Try to use supervision to an extent. Like I said, I didn't feel like I was able to tell the 

full narrative 'cause there was that slight anxiety about ‘she’s within their circle’’ 

‘the lack of proper support for staff members under pressure because I had to go and 

seek that myself.’ 

Kate ‘the level of complaints we’d get about nothing to do with what the staff have done, 

the processes it was purely the we disagree with the, the outcome that can have a 

real impact or the amount of verbal abuse that my staff would, would get from 

parents, carers, less professionals, but sometimes.’ 

‘It's just that sense of we're working so hard in a, in a system that is not always 

working with us and then the abuse that you're getting for just doing your job or just 

saying unfortunately we have got a year, two year wait. We are doing the best that 

we can for that and just how awful some people can be to staff in the NHS, I think 

that's, that's probably a huge part that leads to either people leaving or that burn out 

to that general stress’ 
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Perfect Storm  Moral Injury Samantha ‘the jarring bit for me was going back into a service that didn't really work properly. 

Having to do those things again on purpose’ 

‘there's a drip, drip, drip before and you end up where you end up thinking like this. 

OK, this is the service we're providing and going back in and being like, this is not 

OK.’ 

‘I don't want to do these things anymore, but I have to pick them up on purpose 

because there's no drip, drip anymore because I'm just coming in, like, cold. That felt 

a bit too…Yeah… too uncomfortable.’ 

‘I often come back to that kind of like moral injury kind of thing, of I don't want to be a 

part of this.’ 

‘I wouldn't tell anyone to go here. I wouldn't want my family to go here. I wouldn't 

want my friends to go here’ 

‘if we're not doing a good enough job and I don't want to be a part of that anymore.’ 

‘I can't do this’ 

‘bit of anger towards like the service and what they're providing.’ 

‘I was angry and feeling like quite a lot of injustice for our service users and for what 

we were doing and a sense of trying to protect the team’ 

‘cry on the way to work’ 

‘cry on the way home’ 

Megan ‘employment of a colleague who was a trainee psychotherapist and then she was 

employed as the qualified psychotherapist, like, without the post going to advert.’ 

‘I thought the whole ethos of the NHS was fair and equitable opportunities…’ 

Tom ‘if somebody wasn't ready at the end of therapy, you felt like you were almost doing 

them a disservice because if you continue to see them, you would have to explain to 

your manager and supervisor as to why.’ 

‘in terms of values, yeah, they kind of really deteriorated in terms of what you were 

initially there for, which was the care and show compassion and and appreciate 

obviously that mental health isn't as prescribed as going into surgery for two hours. 

You know, things change, things happen. So yeah, that flexibility is really important to 

me and that's the thing that they, they, the NHS took away.’ 
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‘we were almost forced to see people face to face unless there was a genuine 

clinical reason. And again, I just didn't agree with that. I didn't understand the the 

rationale for having to put people through that when they were still very scared.’ 

‘I just felt that our health board could be that centre of excellence. It went the other 

way, unfortunately, so it's sad. It's sad that it couldn't have become what it should 

have been’ 

Ellie ‘lot of people pretty unhappy then and then, you know, obviously that was hugely 

demoralising’ 

‘it was phrased was, CAMHS was failing our children when I was felt like, well, no, 

we've continued to work incredibly hard. Resource that you've given us is failing’ 

‘It's just the same old shit every time’ 

‘We will work with people until they get to this point and then they all get. Now you 

can leave the adolescent team. So in some ways like there was nowhere to go from 

the generic team.’ 

‘the sort of surviving the generic team is just really demoralising because 12 

sessions of CBT isn't going to solve intergenerational trauma. Isn't going to 

change….You know the housing status of the family…’ 

‘I think it's really hard because you'd get daily phone calls from parents saying things 

like if my child kills themselves, it's going to be your fault and, and you know, and 

trying to stay compassionate to the parents, which I still very much am, who are 

feeling so powerless and helpless.’ 

‘When all the staff are being powers and helpless, it's just just really shitty.’ 

Tamara ‘managing risk one at the expense of anything else’ 

‘it was very hard to know how much of this was managing risks of families and 

children and how much of it was managing risk to the organisation and which one 

was the priority. So it became felt more and more to me like I was managing, 

protecting the organisation rather than thinking about thinking about what families 

children needed… which is, yeah... So, it's so… and, and actually the reasons I went 

into it became less and less possible.’ 
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‘Ended up not working with most vulnerable families, working with hard to engage 

families because as soon as somebody wasn't readily at the door waiting, you'd 

close them anyway. So, so I was like, well, that's pointless, might as well not bother.’ 

‘we were ending up managing people to make sure that the professionals felt 

included and listened to and valued to such an extent that you couldn’t say, well 

actually I disagree and I think you know, this is what this family needs.’ 

‘It was just what I said earlier about that clash of wanting to do good work and not 

being able to, and that that's the kind of moral injury stuff I think’ 

‘as long as I'm not doing harm and I'm doing my best to do something useful, I'm 

happy. And it got to the point in the NHS where I wasn't sure about that anymore.’ 

‘I felt so ineffectual’ 

‘every morning having to face another crisis with another set of horrible decisions to 

make when none of them were OK. But you have to choose between the least, you 

know the least harmful, least horrible decision.’ 

‘It's all about numbers, less about human beings’ 

Molly ‘the culture was changing and I didn't quite like how people were behaving and I 

thought we were starting to be quite client blaming and parent blaming. The narrative 

how… The issues were discussed and formulated in no longer kind of sat well with 

me and I, I thought we were placing a lot of blame on the parents who were 

struggling.’ 

‘I felt more and more distant from them. And I remember we did this... We did this 

exercise in one of the meetings or something. You know, when you're supposed to, 

like, choose your values and then think about, like, what does it look like when you 

act those values and what does it look like when you’re slipping away and I realised 

that my values were very different than my teams. There was there was a massive 

difference and I don't know whether there was any overlap or any shared values.’ 

‘I think there was one point when I thought if I had a child with a disability, would I 

want them to be seen by my team and the answer was absolutely not, because I 

would be blamed as a mother and I would not be helped. And once, once I realised 

that this was my thinking, I knew I couldn't stay…’ 
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Mark ‘there wasn't always enough room to for me to say well actually I think that that could 

impact upon patient safety and therefore isn't a good idea, so I'm not going to do 

that.’ 

‘the directors are obsessed with corporate image and that in my experience 

corporate image is more important to them than patient safety and staff welfare.’ 

Kate ‘It was a ‘I think this process is really silly, but that you have to do it and you are 

going to do it. But I don't want to do that anymore’.’ 

‘I just knew for me I… to be the best clinician that I want to be. I felt that I couldn't do 

that working in the NHS, which is sad.’ 

‘it's hard to work to the values of the NHS in the NHS because it's so overstretched 

and because the capacity isn't there.’ 

Dawning 

realisation 

Samantha ‘it was very, very hard to be in that service and to be in that position and that role but 

I think coming back from such a long period of time of being away’ 

‘I came back in kind of early 2023. It was really jarring.’ 

‘I found was I felt sick. I felt unwell. I was just in fight or flight all day. And I guess 

having that time off had allowed me to be like, oh ****, this is how I feel like at work.’ 

‘I genuinely felt like that the whole time I was there, and I knew I felt like that. But 

then almost going back and being like, OK, so I'm going to feel like this again. Great. 

Yeah, if it didn't feel OK now that I have a child.’ 

‘it was the jump from like not feeling and fight or flight all day, despite having a baby 

to God now I have to go and like, feel like this and it's going to be really, really 

intense and I'm going to feel really unwell.’ 

‘I'm probably not going to sleep because, you know, it definitely impacted my sleep, 

like throughout my career’ 

‘I wouldn't be able to get back to sleep because I'd be thinking about work. So I think 

that was the jarring kind of bit.’ 

‘When I came back, it was a lot of worry and stress and burnout. And then...’ 

‘Got burned out quite quickly.’ 

Megan ‘I had ten months off when I was in the NHS. So after my husband died, so 

completely grateful for that time but even throughout that time it was just like do I, do 
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I, do I go, do I and I kind of, I guess logistically, I've always kind of thought no, I do 

have to go.’ 

‘I suppose you on the other vein could be what part of that 10 month was not just for 

bereavement but actually that burnout as well, possibly. You know, the thought of 

going back to all that while I was still grieving as well, just like no chance really.’ 

Tom ‘I was so burnt out last Christmas I had to take sick leave’ 

‘I was, you know, saying can I can I just take two weeks off. And he was like, no, you 

you need months, Tom, this is this is really bad. He did try me on medication, so 

antidepressants, which didn't really react well with me. I don't know whether that's 

because I wasn't depressed. It was more stress and burnout.’ 

‘We got to the point where the the therapist was really honest and open with me. And 

she said basically I don't think there's anything you can do to change, Tom. I think 

the environment that you're in is obviously causing this and and we can't change 

everything you've discussed. We can't change that. This is not the new problem’ 

Tamara ‘I don't think it helped me get better. Being in an organisation that wasn't as 

supportive and was very chaotic and stressful’ 

‘I went off sick initially just for a couple of weeks. And then while I was off, I just 

thought this isn't going to be fixable in a couple of weeks and actually life's too short.’ 

‘well, talk to my supervisors and managers. I went back part time, started HRT. Yeah. 

I did all those things over, over three or four month period.’ 

‘But I was really once I've made the decision, I was really clear that even if those 

things kind of helped, it was never, it was not going to be enough and that time off 

just gave me space to reflect.’ 

‘what that I had not had for years, so having a couple of months not working, 

suddenly you get much such a different perspective on what's important and what 

you've been through’ 

Molly ‘I had health difficulties. I have long COVID. So I was unwell and I had to take some 

time off.’ 

‘It was quite badly handled.’ 
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‘I was kind of, I felt quite pressurised to take time off, but I thought, OK, well, I'm just 

going to take time off.’ 

‘I used my annual leave for my sick leave, I couldn't actually take holidays, so I 

burned out really quickly after that’ 

‘I will never recover under this pressure’ 

Kate ‘shingles, high blood pressure scare. That's odd. And then the next month, I've got a 

really bad flu. And I was off work for maybe like a week and 1/2 or something, or 

maybe not quite that much, but I was. I was off for a working week’ 

A drive for control 

and autonomy 

Samantha ‘being a new mum and having an impact on the kind of parent I wanted to be. My 

lack availability with my little girl.’ 

‘Going home and not having any head space for her wasn't OK. So that I think just a 

level of like burnout was just having impact on my family.’ 

Megan ‘I don't feel like there were equitable opportunities to receive different types of 

training’ 

‘What between? 15 years. I didn't get... I'm just trying to think... I don't think I got any 

training in therapy in specific, you know, therapy’ 

‘a personal thing, so my husband died very suddenly’ 

‘I can't be 90 minutes away if my kids are at home at school and they need me’ 

‘it was that really that gave me the the the push in the end. But I think leading up to it 

was the like the burnout feeling of and yeah, feeling like disheartened and not really 

appreciated…’ 

‘the commute was just too much’ 

‘I wanna earn a decent amount of money with the least amount of time at work and 

private, going private is the only way to do that.’ 

‘I just want to work at least amount of time for the money’ 

Tom ‘part of me says I could be doing this exact same job, i.e. you seeing patients back-

to-back if that's all that kind of private practise was, you know, a couple of years ago, 

I could be doing that for literally 10 times more, not that it's about the money, but if 

you're not going to have all those extra things at the NHS used to give you, then 

why?’ 
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‘I asked for some training and it wasn't like EMDR, which is like 2 1/2, three grand 

that I would get that it was something, it was an online act course for about £300 and 

I thought tooth and nail for why I needed this, why it was really helpful, nobody else 

in the service was trained, it was a service need and I think it took me about 2 1/2 

years for them to actually say yes’ 

‘just comparing that to private practise. You know, if I ask, you know, one of my 

private practise insurers for a training, I mean it would be signed and sealed the next 

day.’ 

‘I can do that in private practise, and again, I would I would get paid like literally 10 

times more per session.’ 

‘there wasn't any development’ 

‘I just didn't have an option. I used to work 8 till four and I remember sat in the car 

park outside the hospital at that kind of 7:45 first person always in because everyone 

else started at 9:00 and just saying to myself, I cannot go in. I cannot sit there for 8 

hours knowing that I'm, you know, getting paid poorly, treated poorly, hot desking, 

you know, there's no well-being. Nobody even knows I exist. Unless something goes 

wrong, you know? And I just felt I can't live like that. My quality of life is at, it was 

literally at its lowest, and I think that's what made me sort of say, you know, even 

though I'm not quite sure what I'm getting myself into, I can't stay here any longer.’ 

‘it's not my wife that has to take the boys to school. I can take them. I can get them 

ready for school, get them dressed, take them, drop them off’ 

‘I can pick them both up from school’ 

‘in the NHS we take the next person off the waiting list and there's no negotiations on 

that, whereas in private practise I can read a referral and decide to accept or reject it 

and that's really helpful because I I feel like I'm helping people better because I've 

got specific skill set’ 

‘I did more training in my first year than I did in my entire existence within the NHS’ 

‘The pay is ridiculously higher than within the NHS’ 

‘you could be earning  a 6 figure salary, and that's higher than obviously the head of 

service gets within the NHS.’ 
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‘you're definitely working less for more’ 

Ellie ‘I do it every day, sort of around kids’ 

‘I remember my accountant saying to me. You seem to be making your money in 

private practise. You think about growing your business’ 

‘I've left because of my children’ 

‘part of the reason why I left the NHS is because I have probably a neuro diverse 

child who was not coping with all the breakfast clubs, the after school clubs and 

holiday clubs, mostly the holiday clubs. Which is why I left so that I could just fit 

around that.’ 

‘I'm fairly certain I've probably got ADHD. Like real skills, learning for stuff about how 

to manage their caseload and how to might work their time’ 

‘the kids don't have to go to after school club. My eldest goes to secondary school 

now and I can be home when he gets home as well which is good.’ 

Tamara ‘in my time the budgets and resources for training has diminished massively’ 

‘there was less about personal development, I don't really think, I don't think that was 

really ever considered’ 

‘CPD was…  There's not enough of it. And the pressures to it, if you, if you choose to 

be away for a day, somebody else has to cover you and they don't get to go. And so 

it became such a tricky thing to negotiate.’ 

‘It was more about managing my stress, wanting freedom to make decisions about 

the bits of work I think are useful and say no to bits of work I don't think are useful.’ 

‘I don't want to be tired and miserable and feel bad all the time. I want to be happy 

and enjoy my life’ 

‘I can just pick what bits are easy for me, nice for me.’ 

‘choosing the bits of work I enjoy, I'm saying no to the things I either, that make me 

stressed or I think it's stupid and a waste of time or a harmful. I can just say no and 

walk away’ 

‘flexibility of working whenever I want to’ 

‘I was waiting for a consultant post to come up anywhere in the [location of UK] with 

children and in 10 years there wasn't one within driving distance of my home.’ 
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‘that stagnation, like, that's why I jumped because I, I wanted to be a consultant, I 

wanted sort of to move up and I felt like there was no opportunity to do that or 

whatsoever’ 

‘when I did get a consultant post I jumped into what I'd been waiting for, for years 

and I found massive more stress masses, more responsibility for exactly the same 

amount of money that I've been on for the previous ten years, and the prospect of 

being on that for five more years before I got an increase in salary was really not 

very attractive’ 

‘I don't think I earn anything more, maybe marginally more than I did, but for so much 

less hours’ 

Molly ‘while I was ill, I was constantly told why don't you just reduce your hours, reduce 

your hours, you know? But I couldn't just reduce my hours because I've got a 

mortgage, I've got bills, you know, I couldn't just drop my salary, but once I realised 

that I can make private work work and the private work just picked up so fast,’ 

‘I trusted her more and I felt more comfortable around her than I felt around, my NHS 

manager, my Clinical Psychology manager. I found, I find clinical psychologist who 

work in private practise to be way kinder, way more compassionate, or fun as well.’ 

‘I determine my hours. I determine my caseload. I determine who I see’ 

‘I actually found way more support in private practise than I had in the NHS’ 

‘The fact I could have my, I can have training that I want. I don't have to spend, you 

know, hours and hours on completely useless mandatory training.’ 

‘I decide how I want my week to look like so you know, I decide and it really works 

with my health, because if I have more energy, I can book a busier week, but then if 

at the end of the week I feel a bit tired, I can kind of think, OK, so maybe I won't book 

just as much next week or for the week after. So you know, I can manage and 

monitor my, my health.’ 

Mark ‘I can work privately and I will not have to put up with senior management directors 

treating me, like excuse the language, shit. You know and...’ 

‘I suppose as well I started to think it might give me more variety as well.’ 
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‘Not having to do mandatory training. Not up to take unfair orders from team 

managing directors. Not to worry about getting treated badly.’ 

‘Variety of work and maybe flexibility’ 

Kate ‘having a stress induced virus, high blood pressure, knocked out by flu, you need to, 

your body is telling you something here. What is that? So that was a… So I've been 

thinking a bit about I'm, I'm not quite sure the current way I'm working is working. And 

then I had a few illnesses all in one go. And I was like this. You're on the track. You're 

on a nice pathway to burn out, I think here. And I tried to make the conscious 

decision to not allow myself to get to the point of burning out before doing something 

about it.’ 

‘I wanted to live more than I wanted to work, rather than, work to live maximum like 

two days a week. You know that sort of weekends.’ 

‘It's my life here. We only get, get the one? And I've got to prioritise myself over a 

service or other people having a bit of a tricky time while they transition.’ 

‘I wanted to be and still be financially safe and secure with the hours I wanted, 

wanted to be.’ 

‘It's really nice being able to be flexible with my, with my time.’ 

‘the flexibility’ 

‘I'll do a lot more CPD. One, because again, the, the time to be able to, to, to do that. 

But also I don't, I've only got my budget to work from if that makes sense. So I don't 

have to… you want to do a piece of training in the NHS you’ve got to fill out a form, 

you know, telling people why I need that training, why it fits the service, when it's 

going to happen and you've only got this many hours or days, CPD in a year.’ 
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Appendix 9- Journal of Occupational and Organizational Psychology 

guidelines 

AIMS AND SCOPE 

The Journal of Occupational and Organizational Psychology aims to increase 

understanding of people and organisations at work including: 

• industrial, organizational, work, vocational and personnel psychology 

• behavioural and cognitive aspects of industrial relations 

• ergonomics and human factors 

• industrial sociology 

Innovative or interdisciplinary approaches with a psychological emphasis are 

particularly welcome. So are papers which develop the links between 

occupational/organisational psychology and other areas of the discipline, such as 

social and cognitive psychology. 

Free Format Submission 

Journal of Occupational and Organizational Psychology now offers free format 

submission for a simplified and streamlined submission process. 

Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or 

separate files – whichever you prefer (if you do submit separate files, we 

encourage you to also include your figures within the main document to make 

it easier for editors and reviewers to read your manuscript, but this is not 

compulsory). All required sections should be contained in your manuscript, 

including abstract, introduction, methods, results, and conclusions. Figures 

and tables should have legends. References may be submitted in any style or 

format, as long as it is consistent throughout the manuscript. If the 

manuscript, figures or tables are difficult for you to read, they will also be 

difficult for the editors and reviewers. If your manuscript is difficult to read, the 

editorial office may send it back to you for revision. 



STAFF EXPERIENCES OF WORKING IN THE NHS  165 
 

 

• The title page of the manuscript, including a data availability statement and 

your co-author details with affiliations. (Why is this important? We need to 

keep all co-authors informed of the outcome of the peer review process.) You 

may like to use this template for your title page. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; 

figures/tables; supporting information. 

Title Page 

You may like to use this template for your title page. The title page should contain: 

• A short informative title containing the major key words. The title should not 

contain abbreviations (see Wiley's best practice SEO tips); 

• A short running title of less than 40 characters; 

• The full names of the authors; 

• The author's institutional affiliations where the work was conducted, with a 

footnote for the author’s present address if different from where the work was 

conducted; 

• Abstract; 

• Keywords; 

• Data availability statement (see Data Sharing and Data Accessibility Policy); 

• Acknowledgments. 

Author Contributions  

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy)—

more information is available on our Author Services site.  

Abstract 

Please provide an abstract of between 100 and 200 words, giving a concise 

statement of the intention, results or conclusions of the article. The abstract should 

not include any sub-headings. 

https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/Sample_Manuscript_Title_Page%20-%20revised-1556026160210.docx
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448325/Sample_Manuscript_Title_Page%20-%20revised-1556035625137.docx
http://www.wileyauthors.com/seo
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448325/homepage/forauthors.html#data_share
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/credit.html
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Keywords 

Please provide appropriate keywords. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be 

listed, with permission from the contributor, in an Acknowledgments section. 

Financial and material support should also be mentioned. Thanks to anonymous 

reviewers are not appropriate. 

Practitioner Points 

Authors will need to provide no more than 2-4  ‘key points’, written with the 

practitioner in mind, that summarize the key messages of their paper to be published 

with their article. 

Main Text File 

As papers are double-anonymous peer reviewed, the main text file should not 

include any information that might identify the authors. 

Manuscripts can be uploaded either as a single document (containing the main 

text, tables and figures), or with figures and tables provided as separate files. Should 

your manuscript reach revision stage, figures and tables must be provided as 

separate files. The main manuscript file can be submitted in Microsoft Word (.doc or 

.docx) or LaTex (.tex) format.  

 

 

If submitting your manuscript file in LaTex format via Research Exchange, select the 

file designation “Main Document – LaTeX .tex File” on upload. When submitting a 

LaTex Main Document, you must also provide a PDF version of the manuscript for 

Peer Review. Please upload this file as “Main Document - LaTeX PDF.” All 

supporting files that are referred to in the LaTex Main Document should be uploaded 

as a “LaTeX Supplementary File.”   

 

LaTex Guidelines for Post-Acceptance:  
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Please check that you have supplied the following files for typesetting post-

acceptance:   

• PDF of the finalized source manuscript files compiled without any errors.  

• The LaTeX source code files (text, figure captions, and tables, preferably in a 

single file), BibTex files (if used), any associated packages/files along with all 

other files needed for compiling without any errors. This is particularly 

important if authors have used any LaTeX style or class files, bibliography files 

(.bbl, .bst. .blg) or packages apart from those used in the NJD LaTex Template 

class file.   

• Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), 

PDF or TIFF format. Authors are requested not to create figures using LaTeX 

codes.  

Your main document file should include:  

• A short informative title containing the major key words. The title should not 

contain abbreviations;   

• Abstract without any subheadings;  

• Up to seven keywords;  

• Practitioner Points:  Authors will need to provide no more than 2-4  ‘key 

points’, written with the practitioner in mind, that summarize the key messages 

of their paper to be published with their article.; 

• Main body: formatted as introduction, materials & methods, results, 

discussion, conclusion; 

• References; 

• Tables (each table complete with title and footnotes); 

• Figure legends: Legends should be supplied as a complete list in the text. 

Figures should be uploaded as separate files (see below) 

• Statement of Contribution. 
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Supporting information should be supplied as separate files. Tables and figures can 

be included at the end of the main document or attached as separate files but they 

must be mentioned in the text. 

• As papers are double-anonymous peer reviewed, the main text file should not 

include any information that might identify the authors. Please do not mention 

the authors’ names or affiliations and always refer to any previous work in the 

third person. 

• The journal uses British spelling; however, authors may submit using either 

option, as spelling of accepted papers is converted during the production 

process. 

References 

This journal uses APA reference style; as the journal offers Free Format submission, 

however, this is for information only and you do not need to format the references in 

your article. This will instead be taken care of by the typesetter. 

 

Tables 

Tables should be self-contained and complement, not duplicate, information 

contained in the text. They should be supplied as editable files, not pasted as 

images. Legends should be concise but comprehensive – the table, legend, and 

footnotes must be understandable without reference to the text. All abbreviations 

must be defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that 

order) and *, **, *** should be reserved for P-values. Statistical measures such as 

SD or SEM should be identified in the headings. 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for 

peer-review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Click here for the basic figure requirements for figures submitted with manuscripts for 

initial peer review, as well as the more detailed post-acceptance figure requirements. 

http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
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Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used 

and define/explain all abbreviations and units of measurement. 

Supporting Information 

Supporting information is information that is not essential to the article, but provides 

greater depth and background. It is hosted online and appears without editing or 

typesetting. It may include tables, figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in 

the paper are available via a publicly available data repository, authors should 

include a reference to the location of the material within their paper. 

General Style Points 

For guidelines on editorial style, please consult the APA Publication 

Manual published by the American Psychological Association. The following points 

provide general advice on formatting and style. 

• Language: Authors must avoid the use of sexist or any other discriminatory 

language. 

• Abbreviations: In general, terms should not be abbreviated unless they are 

used repeatedly and the abbreviation is helpful to the reader. Initially, use the 

word in full, followed by the abbreviation in parentheses. Thereafter use the 

abbreviation only. 

• Units of measurement: Measurements should be given in SI or SI-derived 

units. Visit the Bureau International des Poids et Mesures (BIPM) website for 

more information about SI units. 

• Effect size: In normal circumstances, effect size should be incorporated. 

• Numbers: numbers under 10 are spelt out, except for: measurements with a 

unit (8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 

4 gerbils). 

  

http://www.wileyauthors.com/suppinfoFAQs
http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618
http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618
http://www.bipm.org/en/about-us/


STAFF EXPERIENCES OF WORKING IN THE NHS  170 
 

 

Paper Three: Executive Summary 

 

 

 

 

‘If we're not doing a good enough job […] I don't want to be a part of that 

anymore’: a qualitative study exploring reasons and experiences of Clinical 

Psychologists leaving the NHS and working privately 

 

Klaudia Beata Cebula  

Thesis submitted in partial fulfilment of the requirements of Staffordshire 

University for the degree of Doctorate in Clinical Psychology 

April 2025 

 

 

 

 

 

 

 

 

 

 

Word Count: 2,4587 

 

  



STAFF EXPERIENCES OF WORKING IN THE NHS  171 
 

 

Target audience 

This research summary may be of interest to:  

 

 

 

 

In recent years the NHS has struggled with staffing levels and meeting the 

demands of the public for mental health services (CQC, 2023). Staffing level 

difficulties have been seen in the psychological workforce. The British Psychological 

Society (BPS) and the Association of Clinical Psychologists (ACP-UK) have spoken 

about difficulties in recruitment due to lack of career progression opportunities and 

the fact that more Clinical Psychologists (CPs) are leaving the NHS for private 

practice (ACP-UK, 2018; BPS, 2023). However, there has been a limited number of 

studies considering why CPs are leaving the NHS for private practice. Therefore, the 

current research aimed to explore the experiences of CPs who have left the NHS. 

Organisational context  

Clinical Psychologists 

Professionals working in services 
seeking to understand the experiences 
of Clinial Psychologists in the NHS

Stakeholders and management of NHS 
services 

Background 
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The National Health Service (NHS) has highlighted challenges with the 

sustainability of their workforce in the NHS Long Term Workforce Plan (NHS 

England, 2023). The Plan hopes to almost double the workforce by 2036/37 and 

retrain and retain current talent. The Plan has highlighted that there is a need to 

focus on the psychological professions due to increased demands for psychological 

services from the public; current workforce shortages; lack of integrated care; lack of 

focus on prevention and early interventions; and the need to improve outcomes for 

those accessing services. The Psychological Professions Workforce Plan (PPWP) 

for England (Health Education England, 2021) outlined a strategy to expand and 

develop the psychological workforce by 2024 to support the delivery of the NHS 

Long Term Plan (NHS England, 2019). The PPWP focuses on growth of the 

profession; development of career opportunities; diversification of the profession; 

developing local, regional and national leadership for the profession; and 

transformation by embracing new ways of working.  

Increasing clinical training places and offering development opportunities is a 

long-term strategy (Health Education England, 2021). It may be years before new 

psychological staff are trained and joining the current workforce. Therefore, current 

retention is important as high turnover rates are associated with poorer quality of 

care and higher costs for employers to train and employ new staff (Health Education 

England, 2024). The Plans also aim to address the working conditions to help retain 

staff. 

Understanding why healthcare staff are leaving the NHS 

Research suggests that there may be two factors that contribute to healthcare 

staff leaving the NHS: intrinsic and extrinsic factors (Herzberg, 2015). Intrinsic factors 
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that lead to job satisfaction are related to the nature of the work itself and can 

enhance motivation and satisfaction. These include: a sense of achievement in one’s 

work, receiving acknowledgement for efforts, performing tasks that are engaging and 

challenging, having responsibility or autonomy, opportunities for career development 

and learning and developing new skills. Extrinsic factors prevent job dissatisfaction, 

but do not lead to job satisfaction. These include salary, company policy, quality of 

management, working conditions, relationships with colleagues or supervisors and 

job security. Research suggests that a combination of intrinsic and extrinsic factors 

may lead to leaving decisions (Leary at el., 2024). 

What we know about CPs so far 

Previous research has focused on organisational factors or factors within a 

particular context that have led CPs to leave the NHS. However, our knowledge is 

still limited on general factors influencing CPs’ decisions to leave.  

Saddington (2021) has highlighted three categories relating to organisational 

factors that may have contributed to CPs leaving. This included: shifting 

organisational valuing, cycle of imposed change and trying to achieve the 

impossible. Shifting organisational valuing to numerical targets, increasing power of 

operational management and declining power and value of psychology led to 

disconnect between CPs and the workplace. Cycle of imposed change described 

repeated top-down changes that lacked transparency or collaboration which have led 

CPs to feel disempowered. Finally, achieving the impossible related to CPs facing 

unrealistic workloads due to competitive commissioning and senior management 

placing unachievable targets to retain contracts. These factors were seen as 

influencing a push towards leaving the NHS. 
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Similarly, in a recent study on CPs’ experience of working in and leaving Child 

and Adolescent Mental Health Services (CAMHS) to work independently has brought 

up challenges faced by CPs in the NHS (Wintour & Joscelyne, 2024). CPs have 

experienced increased caseloads, more administrative work, difficulties with staffing 

levels, changes in their clinical roles and clinical work getting more complex. CPs 

described feeling like they were ‘firefighting’ by responding to crises rather than 

providing interventions to facilitate any change. Furthermore, CPs described CAMHS 

work as traumatic and as damaging to their emotional wellbeing. CPs have also 

mentioned difficult relationships with management, often feeling unsupported and 

undervalued. 

Rationale 

There is currently a limited number of studies that have investigated the 

experiences and reasons for CPs leaving the NHS for private practice. Policies and 

guidelines highlight staff shortages and need for better recruitment and retention. 

Previous studies have focused on organisational factors or specific service 

experiences that lead to CPs leaving. The current study aims to provide a general, 

not service-specific focus on CPs leaving the NHS. It is an exploratory study to 

consider the range of potential influences on this decision-making process.  

Aims of the research: 

To explore the experience of CPs who have chosen to leave the NHS for 

private practice. 

 

 

What did we do? 
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Step 1

•Ethics- Ethical approval from the University of Staffordshire.

Step 2

•Recruitment- An advert was placed on social media platforms looking for HCPC 
registered CPs who have left the NHS to work in private practice in the last 3 
years.

•Those who expressed interest were provided with information about the study 
and consent forms. CPs who consented to participate were then invited for an 
online interview at a time convenient to them.

Step 3

•Interviews- Interview questions were based around current limitations in the 
literature and questions that help answer the research question and aims.

•At the start of the interview participants and researcher discussed consent again 
and all participants provided verbal consent to carry out the interview.

•Eight interviews were carried out and recorded on MS Teams.
•Interviews lasted on average 61 minutes.

Step 4

•Analysis- Interview transcripts were analysed using 'Reflexive Thematic Analysis' 
(RTA, Braun & Clarke, 2022). RTA has six main steps: familiarisation with data, 
generating initial codes, generating themes, reviewing themes, defining and 
naming themes and producing a report. The researcher followed this protocol in 
this study. 

•RTA is exploratory and allows for identifying themes and patterns in CP's 
experiences.

Step 5

•Write up of report and executive summary.
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Through the analysis two overarching themes were developed, each had sub-

themes which are more specific aspects of the theme.  

Theme 1: Unreciprocated dedication  

This theme highlighted the efforts given to the organisation by CPs is not 

matched by the loyalty and commitment from the organisation. 

 

CPs have mentioned that working in the 

NHS changed over time into being very stressful 

and pressured. They felt like they could not use 

their unique skills as a CP to make meaningful 

changes and instead were firefighting and 

managing risk. Furthermore, CPs had no time to 

process the trauma they were exposed to due to 

service pressures.  

What did we find? 
 

‘the risk, the complexity and what 
I actually felt like I could do as a 

psychologist or bring as a 
psychologist. That wasn't really 

there anymore’ (Samantha).  

‘I heard the most horrific stories 
of child abuse, several times per 

day and […] there was no space to 
make sense of it, to process it. It 

was so incredibly fast-paced’ 
(Molly) 
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CPs felt powerless against the 

organisation and felt unsupported and 

scrutinised by the system and managers. 

Across services there was an obvious 

power imbalance between how 

management sees themselves compared 

to clinical staff. 

There was a one-sided relationship, 

where CPs were forced to pour a lot of effort to meet expectations but were 

mistreated and unsupported in return by the system. 

Theme 2: Perfect storm 

This theme showed a combination of unfavourable circumstances that acted 

as a catalyst for the decision to leave. 

Participants in the current study 

described a discrepancy in what the 

service was providing and what the 

psychologists thought was needed. The 

values of the service and CPs were no 

longer aligned which resulted in moral 

injury. Moral injury can be defined as 

psychological, social and spiritual 

distress arising from action which violates 

one’s beliefs and values (Wong et al., 2021). 

‘the head of service calling us [...] 
shop floor workers’ felt ‘very [...] 

demeaning’ (Tom) 

 ‘power [...] dynamics […] which got 
in the way of doing useful work’ 

(Tamara) 

‘a bit scared to take some of this to 
my supervision space because… […] 

my supervisor is in the senior 
management ranks…’ (Mark) 

‘in terms of values, yeah, they kind 
of really deteriorated in terms of 
what you were initially there for, 
which was the care and to show 

compassion’ (Tom) 

‘as long as I'm not doing harm and 
I'm doing my best to do something 
useful, I'm happy. And it got to the 

point in the NHS where I wasn't sure 
about that anymore’ (Tamara) 

‘all about numbers, less about 
human beings’ (Tamara) 
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Many CPs had time away from 

their roles which allowed them to gain a 

different perspective on their roles and 

lead them to consider leaving the NHS. 

CPs had time away from their roles for a 

variety of reasons including maternity 

leave, sick leave and bereavement. 

Whilst being away CPs have realised that 

the issue lies in the system, and it is not something that can be easily fixed. 

 

CPs’ lives were on hold whilst 

working in the NHS and they felt unable to 

live life until they were in private practice. 

Furthermore, NHS work did not allow for 

flexibility around family needs. CPs were 

also frustrated at the lack of career 

progression and training. Furthermore, the 

financial implications of working in private 

practice were also seen as potentially drawing CPs out of the NHS. 

Further context 

All the CPs in the current sample were simultaneously working in private 

practice and their NHS role before leaving.  Therefore, participants were aware of 

‘I went off sick initially just for a 
couple of weeks. And then while I 

was off, I just thought this isn't going 
to be fixable in a couple of weeks 

and actually life's too short.’ 
(Tamara) 

‘it was the jump from like not feeling 
fight or flight all day, despite having a 

baby to, God now I have to go and 
[…] feel like this and it's going to be 

really, really intense and I'm going to 
feel really unwell’ (Samantha) 

‘I wanted to live more than I wanted 
to work, rather than, work to live 

maximum like two days a week. You 
know that sort of weekends’ (Kate) 

“what between? 15 years […] I don't 
think I got any training in therapy” 

(Megan) 

“that stagnation, like, that's why I 
jumped because I, I wanted to be a 

consultant, I wanted sort of to move 
up and I felt like there was no 

opportunity to do that” (Tamara) 
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private practice and how to transition into it, which could have swayed their decision 

to leave. 

 

 

This study offered insight into CPs’ experiences of working in the NHS and 

suggests reasons for why they have left. Working in the NHS has been shown to be 

challenging and pressured. CPs felt unsupported in this high paced and traumatising 

environment. CPs experienced unrealistic workloads, difficult relationships with 

management and working against their values.  

Like the previously mentioned research on healthcare professionals leaving 

the NHS, CPs experienced similar intrinsic and extrinsic factors influencing their 

decision. The intrinsic factors which enhance job satisfaction were not present in 

CPs’ roles. CPs mention working against their values, and lack of support from the 

organisation, lack of autonomy, lack of career development or training. The extrinsic 

factors that prevent job dissatisfaction were also not present. CPs mention difficult 

working conditions, poor relationships with management and supervisors, and their 

salary being better privately. Thus, it can be suggested that CPs face similar 

difficulties to other healthcare professionals which may be contributing to their 

leaving decision. 

 

 

• Use of reflective spaces- these allow staff to reflect on the 

emotional toll of caring for others, working under constant pressure and reflect 

Making sense of findings 

Recommendations 
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on service and team issues. Leaders play a key part in encouraging reflective 

spaces like supervision groups or Schwartz Rounds (Schwartz, 1995). 

Research has shown that these staff interventions improved compassion for 

patients, better teamwork and interdisciplinary communication, influenced 

organisational culture and had a positive impact on staff well-being (Taylor et 

al., 2018; Whitehead et al., 2021). 

• Fostering better relationships with management- 

Introduction of Compassionate Leadership training for managers. 

Compassionate leadership (West & Chowla, 2017) is based on empathy, 

openness and communication and considering physical and mental health 

(Ramachandran et al., 2024). It helps staff feel heard, understood and valued, 

whilst helping them to perform at optimal levels. Research suggested that 

compassionate leadership reduces burnout among staff, fosters psychological 

safety and leads to better patient experiences (Lown et al., 2016; Maben et 

al., 2012). 

• Supporting leaders and managers- The service capacity, 

resources and risk are unlikely to change soon yet the pressures on 

management to meet targets whilst managing this is ongoing. Leaders 

themselves may be lacking support and compassion hence may struggle to 

offer support and compassion for their teams. Thus, focus on compassion 

initiatives towards leaders is important as impact of these will trickle 

downstream (Banker & Bhal, 2020; Lanaj et al., 2022; Paakkanen et al., 

2021). 

• Improving autonomy and career progression- CPs need to 

be involved and consulted on service changes. Through clinical training CPs 
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develop leadership skills which can be used to help design and bring about 

changes in teams. This can help CPs feel listened to rather than feeling like 

changes are driven top-down. Furthermore, career progression and training 

options need to be routinely reviewed and offered to not only upskill the 

workforce but to keep up with latest research trends and clinical guidance.  

• Developing understanding of psychology in teams- The 

understanding of clinical psychology in teams needs further exploration. 

Allowing CPs to utilise various skills may not only be beneficial to the service 

but also allow them to have variability in their role, which could in turn improve 

their job satisfaction.  

•  

• The findings of this study will be submitted for publication in an 

academic journal.  

• The results will also be shared with the participants of this study 

who have given consent to be contacted.  

• The findings of this study will also be shared with a local NHS 

Trust to aid with thinking about service development.  

 

• The current research is of an exploratory qualitative nature thus 

making it hard to draw generalisable conclusions. However, as there is 

currently a lack of research in this area it makes a strong foundation for 

further research. 

Dissemination 

Limitations 
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• The sample was predominantly female (6 females, 2 males) 

which although is not an equal divide, it is representative of the CP workforce 

which is reported to be 80% female (Johnson et al., 2020).  

• Finally, as this is a reflexive thematic approach the researcher’s 

stance as an insider researcher must be considered. To increase rigour the 

researcher kept a reflexive diary, utilised research supervision and RTA 

workshops. 

 

 

• Consideration of CPs from a wide range of services to see if 

there are any relationships between type of service CPs work in and their 

retention rates. 

• Large scale survey designs on reasons why CPs leave could be 

the next research direction in this area.  

• Comparison of CPs’ reasons to leave the NHS with other 

professionals to see if there are any factors specific to the clinical psychology 

profession.  

• Research into the loss of highly qualified clinicians whose 

training is paid for by public funds, considering economic issues, the impact 

on service provision, waiting lists, client experiences and the staff that do 

remain in the NHS. 

• Investigations into how and to what extent trainees on the 

Clinical Psychology doctorate programmes are well enough prepared by their 

training to work within present day NHS with all its challenges.  

Further research 
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Thank you for taking 

your time to read this summary 

and thank you to all the Clinical 

Psychologists who made the 

time to participate in this 

research. 
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