
International Journal of Nursing Studies 100 (2019) 103412 

Contents lists available at ScienceDirect 

International Journal of Nursing Studies 

j o u r n a l h o m e p a g e : w w w . e l s e v i e r . c o m / i j n s 

The relationship between workforce characteristics and perception of 

quality of care in mental health: A qualitative study 

John A Baker ∗, Krysia Canvin , Kathryn Berzins 

School of Healthcare, University of Leeds, Baines Wing, Leeds LS2 9JT, United Kingdom 

a r t i c l e i n f o 

Article history: 

Received 22 November 2018 

Received in revised form 22 August 2019 

Accepted 24 August 2019 

Keywords: 

Mental health services 

Patient safety 

Qualitative research 

Quality of care 

Staffing 

Workforce 

a b s t r a c t 

Background: Mental health services worldwide are under strain from a combination of unprecedented 

demand, workforce reconfigurations, and government austerity measures. There has been relatively little 

research or policy focus on the impact of staffing and skill mix on safety and quality in mental health 

services leaving a considerable evidence gap. Given that workforce is the primary therapeutic intervention 

in secondary mental health care this constitutes a major deficit. 

Objective: This study aimed to explore the impact of staffing and skill mix on safety and quality of care 

in mental health inpatient and community services. 

Design: Exploratory, qualitative methodology; purposive sampling. 

Settings: Inpatient and community mental health services in the United Kingdom. 

Participants: 21 staff (including nurses, occupational therapists, psychiatrists, social workers, and care co- 

ordinators) currently working in mental health services. 

Methods: We conducted semi-structured telephone interviews with a purposive sample of staff recruited 

via social media. We asked participants to describe the staffing and skill mix in their service; to reflect 

on how staffing decisions and/or policy affected safety and patient care; and for their views of what a 

well-staffed ward/service would look like. We conducted thematic analysis of the interview transcripts. 

Results: The participants in this study considered safestaffing to require more than having ‘enough’ staff

and offered multiple explanations of how staffing and skill mix can impact on the safety and quality 

of mental health care. From their accounts, we identified how the problem of ‘understaffing’ is self- 

perpetuating and cyclical and how its features interact and culminate in unsafe care. We conceptualised 

the relationship between staffing and safety as a ‘vicious cycle of unsafestaffing’ which comprised: (1) 

understaffing (the depletion of resources for safe care provision); (2) chronic understaffing (conditions 

resulting from and exacerbating understaffing); and, (3) unsafestaffing (the qualities of staffing that com- 

promise staff capacity to provide safe care). 

Conclusions: Continued policy focus on safestaffing is clearly warranted, especially in mental health as 

staffing constitutes both the principal cost and main therapeutic driver of care. This paper provides com- 

pelling reasons to look beyond regulating staff numbers alone, and to consider staff morale, burden and 

the cyclical nature of attrition to ensure the delivery of high quality, safe and effective services. Future 

research should investigate other mechanisms via which staffing impacts on safety in mental health set- 

tings. 

Crown Copyright © 2019 Published by Elsevier Ltd. All rights reserved. 
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hat is already known about the topic? 

• Demand for mental care health has increased significantly in

recent years. Evidence suggests that the workforce has not kept

pace with this demand. 

• Robust evidence is needed to understand how workforce issues

impact on the safety and quality of mental health care. 
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• There is limited evidence on the role of the mental health

workforce and impact on quality of care; this is largely con-

tained to acute mental health wards. 

hat this paper adds 

• Provides a summary of how workforce issues negatively impact

on the safety, quality, and timely access to care, and subsequent

outcomes for service users. 

• Identifies priorities for future workforce research across mental

health services including the relationship between skill mix and

safety across inpatient and community mental health settings. 
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1. Introduction 

Considerable political attention has been given worldwide

to the implications of staffing and skill mix for the safety and

quality of healthcare. Debate has focused largely on the relation-

ship between academic qualifications, staff numbers, and related

clinical outcomes in medical and surgical wards and emergency

departments. Research has clearly identified that patient safety

outcomes can be improved by enhancing nurses’ skill mix, for

example by increasing the proportion of unqualified to qualified

graduate practitioners ( Ball et al., 2018; Coster et al., 2018; Kane

et al., 2007; Needleman et al., 2002 ). Consequently, Wales and

some states in the United States and Australia have introduced leg-

islation to determine patient to clinician (including nurses) ratios

( National Assembly for Wales, 2016; RCN Policy and International

Department, 2012 ). There has been relatively little research or

policy focus on the impact of staffing and skill mix on safety and

quality in mental health services leaving a considerable evidence

gap. Yet no recommendations have been made for staff patient

ratios in mental health services. 

Mental health services worldwide are under strain from a com-

bination of unprecedented demand, workforce reconfigurations,

and government austerity measures. In England, an estimated

1.8 million people were in contact with specialist NHS services

during 2015/16, and these numbers are predicted to increase ( NHS

Digital, 2016 ). Funding, however, may not have kept pace and may

have even been reduced ( McNicoll, 2015 ). This leaves secondary

care mental health services, particularly acute inpatient wards

and community mental health teams, to manage the growing

number of Mental Health Act detentions, reduction of acute beds

and rising acuity ( Department of Health, 2018 ). The mental health

workforce has undergone extensive restructuring in recent years.

The delivery of large-scale interventions in primary care (Improv-

ing Access to Psychological Therapy) necessitated the development

of new roles, for example, Psychological Wellbeing Practitioners

(PWPs). Social workers have been recalled from the National

Health Service back into Local Authorities (social care) and no

longer work in generic care co-ordination roles. A modest increase

in psychologists and psychiatrists has been offset by rising demand

and increased case complexity ( Centre for Workforce Intelligence,

2014 ). Additionally, both professions have ageing workforces and

face difficulties recruiting and training subsequent generations

( Centre for Workforce Intelligence, 2014 ). The most significant

change is the estimated 15% reduction ( Campbell, 2017 ) in the

number of mental health nurses who have left the profession,

or had their roles downgraded or substituted ( Royal College of

Nursing, 2014 ). Consequently, mental health services have some of

the highest vacancy rates in health care: approximately 10% of all

mental health clinical nursing posts ( Nuffield Trust, 2018 ). 

The Care Quality Commission (CQC) (2015a) report on the

crisis in mental health services concluded that “local providers

and commissioners have to ask serious questions about whether

the services they provide are safe”. Similarly, other organisations

have repeatedly expressed concerns about the safety and quality

of services for staff and service users ( CQC, 2015b; Royal College

of Nursing, 2014 ; National Confidential Enquiry into Suicide and

Homicide by People with Mental Illness (NCISH), 2015) . There is

clear evidence that having registered nurses on wards reduces the

use of coercive practices and improves the quality of care ( NCISH,

2015 ). Evidence also suggests a direct relationship between ap-

propriate levels of registered nurses and patient safety, quality

of care, and the mentorship of the next generation of students.

Emerging evidence suggests that continuity of care, in particular

low turnover of non-medical staff in the community improves

safety and reduces suicide risk ( Kapur et al., 2016 ). Despite the

negative consequences for patient and safety outcomes, mental
ealth nurses in acute inpatient settings are increasingly working

onger shifts (up to 12 hours) with fewer other qualified staff

 National Nursing Research Unit, 2013 ). 

Several high-profile planning exercises and a review of reviews

ighlighted the lack of current research in the area of mental

ealth workforce and outcomes ( Durcan et al., 2017; Health Ed-

cation England, 2017; Gilburt, 2018; NHS Improvement, 2018;

awes and Pilling, 2017 ). Despite these high-profile publica-

ions and recent effort s to undertake workforce reviews by NHS

ngland/National Co-ordinating Centre for Mental Health, NHS

mprovement/England and Health Education England, the absence

f evidence continues to frustrate informed decision-making and

trategies to address the problem are not apparent. Given that

orkforce is the primary therapeutic intervention in secondary

ental health care this constitutes a major deficit. 

This study aimed to contribute to understanding in this area by

xploring the impact of staffing and skill mix (ratio of qualified to

nqualified and experienced to inexperienced staff) on safety and

uality of care in mental health inpatient and community services.

. Method 

We employed qualitative methodology to gain an understand-

ng of mental health services staff’ perspectives and experiences

f workforce issues and how they were connected to safety. This

equired an exploratory approach that valued subjectivity and

ermitted inductive enquiry. 

.1. Recruitment and ethical procedures 

We devised a purposive sampling approach to recruit staff

urrently employed in the United Kingdom (UK) mental health

ervices with adequately diverse characteristics to be broadly

epresentative of the UK mental health workforce ( Teddlie and

u, 2007 ). We recruited the sample primarily via social media

Twitter), capitalising on its ability to gain reach into social com-

unities ( Gu et al., 2016 ), in this case mental health professionals.

weets invited potential participants to participate in a telephone

nterview which focused on mental health staff’ experiences

f safestaffing. We provided everyone who contacted us with

lectronic versions of the Information Sheet and Consent Form

hich outlined the study purpose, interview recording and tran-

cribing procedures, data use and anonymisation, and the limits

o confidentiality. We asked participants for verbal consent prior

o commencing the interview and recorded their responses. We

upplemented the social media recruitment strategy with snowball

ampling. The study was approved by the Faculty Research Ethics

ommittee, University of Leeds (HREC15-045). 

.2. Data collection 

We devised a semi-structured interview schedule based on

ur previous work and an externally organised wecommunities

weet chat (an online discussion with 91 participants) that we

o-facilitated. The topic guide was kept purposefully broad and

pen-ended to allow participants to freely describe their expe-

iences. We asked participants to describe the staffing and skill

ix in their service; to reflect on how staffing decisions and/or

olicy affected saf ety and patient care; and for their views of

hat a well-staffed ward/service would look like. We also asked

articipants to compare inpatient and community services. JB

male) or KB (female) conducted a one-off telephone interview.

e supplemented our notes by digitally recorded the interviews

o maximise rigour ( Newell and Burnard 2006 ). We continued to

ollect data until we agreed saturation had occurred, at which
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Table 1 

Sample description. 

Description Number 

( n = 21) 

Female 14 

Male 7 

Community 11 

Inpatient 10 

Clinical role: nursing (13) 

Ward/community service manager 4 

Registered nurse (staff nurse/Band 5 inc. Learning Disabilities) 3 

Senior registered nurse (charge nurse/team leader/Band 6) 3 

Nursing assistant 1 

Senior nurse manager 1 

Student nurse 1 

Clinical role: other (8) 

Care co-ordinator community mental health team/other services 2 

Occupational therapist 2 

Social worker/approved mental health practitioner 2 

Consultant psychiatrist 1 

Trainee psychiatrist 1 
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oint two further interviews were conducted to ensure this was

he case ( Francis et al., 2010 ). 

.3. Data analysis 

An external company transcribed the interviews verbatim , and

e checked the transcripts against the original recording for accu-

acy ( Bazeley, 2007; Newell and Burnard, 2006 ). Participants were

ot asked to review their transcripts. We undertook a thematic

nalysis that would support a theoretically flexible, deductive and

nductive approach ( Braun and Clarke, 2014 ). All authors immersed

hemselves in the data by repeatedly reading the transcribed

nterviews ( Burnard, 1991 ) and then independently conducted

open coding’: applying the constant comparison technique to

ssign codes (labels) to sections of text ( Strauss and Corbin, 1998 ).

s our analysis evolved, we organised our codes into higher level

ategories, some of which were raised to conceptual level, e.g.

nderstaffing, chronic understaffing. We also identified cross-

utting themes, e.g. vicious circle of unsafestaffing. The analysis

as informed by the authors’ research interests and experience in

he areas of workforce and safestaffing: all authors hold a PhD; JB

s a registered mental health nurse and Professor of Mental Health

ursing; KMB and KC are senior health services researchers. 

.4. Participants 

We conducted 21 interviews lasting between 24 and 63 min-

tes. All participants were from the UK, 66% were female, and

ost were nursing staff of various levels (although other profes-

ions were included; see Table 1 ). No participants withdrew from

he study. We did not routinely collect information about employ-

ent history or employers to protect participants’ identities in

his sensitive area. 

. Results 

In this paper, we report staff’ perceptions of ‘safestaffing’,

understaffing’ and the causes and consequences of understaffing

o improve our understanding of how workforce pressures affect

he safety and quality of mental health care. Our analysis suggests

he presence of a vicious cycle of staffing-related problems that

nteract and ultimately culminate in what we term ‘unsafestaffing’.
.1. The “vicious cycle” of unsafestaffing 

In our analysis of participants’ accounts, we identified the

ecurring theme of a ‘vicious cycle of unsafestaffing’ (see Fig. 1 ),

he essence of which is captured in the following excerpt: 

I think it’s a vicious cycle, and I’ve seen it happen. You have a

good ward where, for whatever reason, staffing levels drop and all

of a sudden people are stretched, people are stressed, people can’t

understand the patients as well as they’d like, people are more

short-tempered and frustrated. That makes things even harder. It

becomes an even less positive place to work. They decide they

don’t want to work there. More bank staff appear, or even worse,

no more staff appear. The remaining staff feel more pressured and

frustrated that they can do a less good job. They leave. It becomes

a real cycle of disappointment. (Trainee Psychiatrist) 

Participants in both community and inpatient services de-

cribed a similar pattern whereby various workforce issues

nteract and compound with, as the next excerpt illustrates,

mplications for safety: 

With a short-staffed ward, there is no time to reflect, even in the

moment, on things that are going on. And people are too emo-

tionally vulnerable to do it, because they’re so busy and burnt

out. There’s no time to reflect formally, so in supervisions or in ad

hoc debriefs, there’s no time to have teaching sessions on a ward,

there’s no time to get external people in, to share experiences, and

there’s no time for people to take time off to attend courses, groups

and to take, even, optional learning opportunities, like leadership

courses. Or, they don’t want to, because they’re disillusioned and

cynical about the whole thing. I think it’s absolutely a vital part

of safestaffing. We could not run a safe ward here, without the

time to be reflective and develop as professionals. (Trainee Psychi-

atrist) 

The major components of this vicious cycle, then, are: (1) un-

erstaffing (the depletion of resources for safe care provision); (2)

hronic understaffing (conditions that result from and exacerbate

nderstaffing); and (3) unsafestaffing (the qualities of staffing that

ompromise capacity to provide safe care) ( Fig. 1 ). We examine

hese components in turn below. 

.1.1. Understaffing 

It was apparent that for participants, being understaffed meant

ore than simply inadequate staff numbers, although this was a

ignificant component. The following excerpt illustrates how it is

ossible to have “enough” staff but still be under staffed: 

There’s a really high staff turnover in acute. We have got five va-

cancies just now for registered nurses (Band 5 staff nurses). So,

we’re almost half our complement down. When the students finish

we hopefully will recruit five. But then that means that we’ve got

five people who are newly qualified that don’t have as much

experience . (Senior Registered Nurse 2; emphasis added) 

For our participants, understaffing was the interdependent

elationship between inadequate numbers of staff, inappropriate

istribution of skills, and inexperience. Experience in this context

efers to staff time in role, in the service, ward or team and their

nowledge about individual patients. 

Participants made a clear connection between this multifaceted

onceptualisation of understaffing and the consequences for

afety. We identified a consensus in participants’ accounts that

safestaffing” involved more than maintaining patients’ physical

afety: 

Safestaffing means that there are a number of staff on the ward,

an adequate number, and that those staff are adequately skilled
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Fig. 1. The vicious cycle of unsafestaffing. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

a  

i

 

 

 

 

 

 

 

 

 

 

t  

e  

t  

t

 

 

 

 

3

 

a  

d  

m

for dealing with the ward, which means that there is a mixture of

skills and that they know the ward, or at least some of them know

the ward. Well in practice… it’s not so much about number or the

level of the profession, it’s often about the quality of that person.

(Consultant Psychiatrist) 

This participant’s assertion that safestaffing necessitates ad-

equate numbers of skilled and experienced staff offers a stark

contrast to what characterises understaffing. 

3.1.2. Chronic understaffing 

According to participants’ accounts, understaffing (staff num-

bers, skill mix and experience) caused the chronic understaffing

they were experiencing in mental health services. Chronic under-

staffing is characterised by staff sickness, poor recruitment and

retention, and reliance on temporary agency workers: 

The situation in the community teams is just awful. They are just

so short of staff, so overworked and the turnover of staff has just

been appalling. Staff feel demoralised. (Consultant Psychiatrist) 

Several participants highlighted how the rise in temporary

staff compounded the difficulties of gathering information about

patients: 

When I go on to wards these days they’re mainly dominated by

agency staff, which is a massive change. There are times when

you go on the ward and you don’t know the nursing staff at all.

It’s difficult to find people that know that individual [patient] well

enough to give me the background information about what that

person has been like since being admitted. You know, the staff

used to know a great deal about them. ( Social Worker / Approved

Mental Health Practitioner 1) 

The cyclical nature of these staffing issues was made apparent

by participants’ conceptualisation of sickness absence and staff

turnover as both resulting from and exacerbating understaffing.

The following excerpt illustrates how understaffing might lead

to and perpetuate chronic understaffing in a cycle of pressure,

sickness absence and staff shortages: 
It causes immense distress. We’ve had some staff who stayed on

extra hours because they felt that it was understaffing. I can think

of one staff member who did that a lot and she has now just re-

signed because I think she got so burnt out. We’ve had enormous

problems with our filling a rota to get fully staffed up. (Consultant

Psychiatrist) 

The increased burden on staff is epitomised by their appropri-

tion of responsibility to address the shortfall in services and the

mpact this had on them personally: 

It’s like spinning plates. And so you spin them and then all of

them are wobbling all at the same time, and then they end up

just falling over, and it all breaks. And that’s kind of what it feels

like, to be burnt out really. And it affects my sleep horrifically,

there’s just so much to do, and so many people to work with and

worry about, sometimes, that it’s […] having a real effect on your

own health. And then I think what happens in teams, is that peo-

ple become tighter on what they will and what they won’t accept

[in terms of referrals]. (Community Mental Health Team, Care Co-

ordinator, Occupational Therapist) 

Participants frequently used the term “burnout” to describe

he effects of feeling overstretched and unable to provide “good

nough” care on their physical and emotional health and some said

hat these working conditions had undermined their confidence in

heir abilities: 

I think staff become very stressed and very frustrated… that kind

of feeling of not being able to do enough. Nothing is ever good

enough and that nothing you do was ever enough and it’s just

kind of firefighting really, sometimes it feels like. That, kind of, stirs

up feelings of inadequacy I suppose in your abilities as a nurse…

(Senior Registered Nurse 3) 

.1.3. Unsafestaffing 

Participants described the cumulative effects of understaffing

nd chronic understaffing and how these compromised their

ay-to-day work and interactions with patients and other team

embers with implications for safety. 



J.A. Baker, K. Canvin and K. Berzins / International Journal of Nursing Studies 100 (2019) 103412 5 

 

t  

a  

i  

a

 

 

 

 

 

 

 

s  

n

 

 

 

 

t  

t  

f  

b

 

 

 

 

 

 

t

 

 

 

 

 

o  

a  

p  

t

a  

n

 

 

 

 

 

 

 

a  

r  

T  

t  

k

 

 

 

 

 

 

 

 

 

 

 

 

 

 

o  

d  

s  

r  

s

 

 

 

 

 

w  

f

 

 

 

 

 

 

 

 

 

 

i  

p  

o  

t  

p  

f  

d  

m

 

 

 

 

 

 

 

 

 

 

 

 

 

 

s

Staff burden . Participants described a range of growing burdens

hat depleted their time and energy with implications for care

nd safety. Unsurprisingly, participants said their workloads had

ncreased as a result of reduced staff numbers due to sickness

bsence and recruitment and retention issues: 

We had six Senior Registered Nurses (Band 6 Charge Nurse) nurses

maybe 18 months ago. As soon as people’s jobs are put at risk,

they start applying for other jobs. There was one point where I was

the only Senior Registered Nurse (Band 6) on the ward, because of

other people being off work and leaving posts. And, for me, it got

down to the point where I felt like I was attempting to do the job

that six people had done previously. (Senior Registered Nurse 1) 

Some suggested that mandatory administrative requirements

uch as assessment, care plans and maintaining daily records did

ot directly contribute to patient care: 

I think that we do a lot of paperwork, a lot of forms, assessments,

risk assessments, care plans, et cetera, and I think a large propor-

tion of it is a complete waste of time. It doesn’t have any direct

impact on the patient’s care. (Trainee Psychiatrist) 

Others described how inefficiencies in the system exacerbated

heir administrative burden. For example, how ineffective IT sys-

em interfaces led to unnecessary duplication of tasks and how the

ragmented nature of care provision necessitated communication

etween multiple providers: 

My team have to spend a lot of time communicating with exter-

nal agencies and organisations to make sure that the care that’s

going in is what they’ve contracted them to do and what they’re

doing is safe and appropriate and that any concerns are fed back.

So it’s quite a complex way of doing it. (Clinical Lead Community,

Occupational Therapist) 

Many viewed administrative tasks as displacing “therapeutic

ime” with patients: 

You can either see people and manage the risk and treat people, or

your paperwork can be up-to-date. There’s kind of nothing in be-

tween with the amount of people that you’re working with. (Com-

munity Mental Health Team, Care Co-ordinator, Occupational Ther-

apist) 

Participants working in inpatient services often described ratios

f staff to beds and minimum numbers per shift that would be

ugmented with bank or agency staff if there were not enough

ermanent ward staff. Participants from the community perceived

hat they were under a greater burden from unplanned staff

bsence compared to inpatient staff, where minimum staffing

umbers would always be covered by temporary staff: 

On the ward if somebody doesn’t turn up for a shift, if they phone

in sick, they’ve got bank staff, they bring them in. It’s just not that

simple in the community. And actually we work with far more

people and to prevent deterioration, that’s where you want to fo-

cus resources, I would have thought. So that’s bound to have an

effect on patient safety. (Community Mental Health Team, Care Co-

ordinator, Occupational Therapist) 

Paradoxically, participants identified coverage of staff vacancies

nd absences by agency and bank staff as adding to, rather than

elieving their burden (a consequence of chronic understaffing).

his was attributable to temporary staff being restricted in what

asks they could perform, lacking ward- and patient-specific

nowledge, and varying in quality and commitment: 

It can actually make things worse sometimes having a bank nurse,

because a bank nurse doesn’t know the patient, doesn’t know the

ward. Of course they are going to feel out of their depth and a
bit nervous and I think, you know, patients might pick up on

that quite possibly to their advantage. Also, as well too I think it’s

sometimes kind of nervous being the other staff, because then they

are like right, okay, I have to make sure this bank nurse knows ev-

eryone, you need to make sure the bank nurse can’t be just left on

their own on the floor, the bank nurse can’t maybe bring such a

person out – there are certain things that they can and cannot do.

Sometimes the quality of bank staff are very variable quality shall

we say, particularly if you are on night shift. They take the shift

because they think they can sleep throughout the whole night or

put their feet up and read a book. (Senior Registered Nurse 3) 

Similarly, understaffing and chronic understaffing put a strain

n multi-disciplinary team working by seemingly reinforcing

ivisions of labour across traditional service boundaries and sub-

equently adding to the nursing burden. For example, participants

eported that nursing staff time was drained as they continued to

ervice other staff groups: 

I think some of our medics still feel that it is a nursing role to come

in, sit in the ward reviews for hours to feedback all of the patient

handovers and then take the decision-making from the discussion

back out again back onto the shop floor. So for me, there is no kind

of multi-disciplinary team in that, really. (Senior Nurse Manager) 

Meanwhile, participants described how nurses had to manage

ithout help with “nursing” tasks sometimes with implications

or staff and patient safety: 

With the medics we were having the conversations with about an

incident that we had, a really, really difficult incident that needed

the whole team to restrain, plus extras, and actually the doctors

didn’t get involved. They were trained in proactive prevention and

interventions but they didn’t get involved in it. They didn’t really

feel that it was part of their role that they should have done, and

people got significantly hurt and that could have been prevented,

I think, had they have been involved or supporting the rest of the

team. Yes, so the doctors really struggle with supporting nursing

duties. (Senior Nurse Manager) 

Care constraints . As illustrated throughout this paper, the

mplications of understaffing and chronic understaffing for the

rovision of care are numerous. Participants provided a wealth

f examples of how various interdependent constraints on the

ype of care they could provide jeopardised the safety of staff and

atients. For example, participants described how, despite targets

or assessments to be conducted within a specified timeframe,

elays in access to services meant that some patients waited

onths for further contact: 

We have until recently had a waiting list for care coordination, it

was over a hundred people. People who have been referred into

services, have been assessed as requiring secondary care mental

health treatment. Some of those people have been waiting for nine

months. (Community Mental Health Team, Care Co-ordinator, Oc-

cupational Therapist) 

The service went through various transformations which meant

that once the service boundaries became tighter and more clear,

by the time people got to us they were very, very ill. So had we

have caught them a bit sooner, they might not have needed nec-

essarily our level of input but because of clustering and Payment

by Results, we just ended up with very unwell people. My caseload

of 50, probably about 25–26 were very, very ill, but there were a

few colleagues where they had caseloads of between 30–40 and all

30–40 were very, very unwell. (Registered Nurse 2) 

It was recognised that delayed access could put a patient’s

afety at risk: 
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Somebody is saying that they’re going to harm themselves we’re

referring them to the community team, but they’re not getting fol-

lowed up for days. (Nurse Specialist, Community) 

Participants also suggested that continuity of care was dis-

rupted by the conditions of chronic understaffing, again with

implications for patient safety: 

Being introduced to three care coordinators in a year isn’t helpful

and I think it increases the demand on duty, because people are

ringing up needing support. The duty support’s not as intense as

what a care coordinator could give. It feels like you’re firefighting.

(Community Mental Health Team, Care Co-ordinator, Nurse) 

If that person’s off for a number of months then what happens to

their caseload? Because they don’t get a bank member of staff in

to help out or agency. I suppose that’s what makes it feel unsafe,

that if you have long term sickness or people leave and they’re not

replaced straight away. (Community Mental Health Team, Care Co-

ordinator, Nurse) 

Related to this lack of continuity was the lack of opportunity to

develop therapeutic relationships. Inpatient and community-based

participants emphasised how crucial therapeutic relationships

were to the care process and promoting recovery: 

Mental health is therapeutic work. It’s getting to know some-

one and getting to know what they need and being able to de-

velop trust and rapport with people. If people are seeing a differ-

ent nurse come in every other day, you know, somebody knocks

and their door and says: “Hi, I’m here to do you a one-to-one”.

And the patient just looks at them and goes, “I don’t even know

who you are. I’m not going to open up and talk to you.” (Student

Nurse) 

I have three allocated patients and finding time to actually spend

prolonged periods with them is difficult, so I suppose I’m not being

able to build that relationship that I would like to if we were fully

staffed. (Registered Nurse 1) 

Some described contact with patients as consequently limited

and perfunctory: 

When I was working in the crisis team there was just so much

going on and there would only be two of us on the shift. We

would go to people’s houses and literally do a, “Are you alive? Yes,

you are. Are you taking your medication? Great, here’s some more,

okay, we have to go.” (Registered Nurse 2) 

I think they get very stretched. You get very disheartened very

quickly ‘cause you don’t feel like you’re being effective. You are

just, you know, handing the pills out at medication time and do-

ing the observation. And I think sometimes that can be frustrating,

certainly on the acute ward. (Ward Manager 1) 

Many participants viewed the replacement of therapeutic

relationships with such tokenistic contact as a threat to safety: 

It’s having the staff to be able to not just physically keep everybody

safe but actually look at the things that go along with that, and for

me a big part of that is activity and the other health professionals

on the ward. So there’s a requirement about observations and how

many staff we need to do the job, but actually a bigger part of that

is being able to occupy people and be able to have a therapeutic

relationship with people rather than just tick a box to say you’ve

looked at them every ten minutes for the last seven hours. (Ward

Manager 1) 

You can staff a ward with nurses, enough nurses so that the nurses

will know where the patients are, and be able to fight fires, and be

able to dole out medication, but I wouldn’t call that safe. I think

you need enough nurses so that patients get their one-to-one time
every day and more if needed. And I think that’s quite a lot of

staff, but that’s what you need to run a good ward, and a safe

ward ultimately. (Trainee Psychiatrist) 

Linked to continuity of care and therapeutic relationships was

he ability to provide proactive care, which again, participants

iewed as an important part of maintaining safety. For exam-

le, participants described how working proactively can prevent

ncidents: 

From my experience of working on good wards, if you’re ade-

quately staffed during the day, you can be proactive about tack-

ling problems that are brewing, and about planning for problems

that might occur out-of-hours. So that when out-of-hours happens,

things don’t seem that reactive. If anything does come up, less will

come up out-of-hours, and if anything does come up, people will

feel capable of, either dealing with it themselves on the ward, or

knowing what to ask a duty doctor, so they feel like they’re not

having to be so reactive either. (Trainee Psychiatrist) 

One participant alluded to a connection between the number

f completed suicides amongst patients and the impact of staffing

n care: 

I’m going to be in Coroners’ Court three times this year. I’ve never

been in Coroners’ Court once before this year, and that, you know,

might be coincidence but it kind of speaks volumes to me as well.

(Clinical Lead Community, Occupational Therapist) 

. Discussion 

In this paper, we present staff’ experiences and views of the

mpact of the workforce crisis across mental health services. Par-

icipants consistently described what we termed ‘unsafestaffing’:

 vicious cycle of workforce issues which interact and compound

o threaten staff and patient safety. We can identify three key

essages from our data. 

(i) Safestaffing: having enough of the right staff

Staff consistently told us that safestaffing is not just about

aving a minimum number of staff but about achieving an ap-

ropriate mix of skills and experience of the specific service

etting and patients’ past and recent histories. In acute inpatient

ental health settings, it is often custom and not clinical need

hat drives the minimum number of nurses required for contain-

ent activities relative to the budget. More focus is required on

ommunity settings, where most mental health care is provided

although staffing data is often not reported or collected here).

hen assessing safestaffing in mental health services, our findings

uggest that the question is not only how many staff are required

o promote safety, but how many of each type of staff and in what

roportion. In general nursing, experience mix has been identified

s a factor for safestaffing by emergency care staff ( Wolf et al.,

017 ) and an association has been found between appropriate skill

ix and medication errors ( Frith et al., 2012 ). Our study confirms

hat the relationship between skill mix and safety across inpa-

ient and community mental health settings is worthy of further

nvestigation in terms of safety, patient outcomes and costs. This

s particularly important because it suggests that policy makers,

he regulators (i.e. Care Quality Commission), and trust boards

re only partially informed by mandatory reporting of inpatient

taffing data. Indeed, the participants in this study were open

bout the limitations of recording, for example, the number of

atient observations or home visits. Many suggested that recording

erfunctory tasks did not capture the deterioration in the quality

f patient contact and therapeutic care that they had witnessed. 
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(ii) Staffing has implications for safety in mental health settings 

Our findings demonstrate that staffing has clear implications for

atient and staff safety in inpatient and community mental health

ettings, just as in other areas of healthcare. Participants described

ow increased workloads, administration, unplanned staff absence

nd supporting bank and other staff groups amounted to a burden

hat displaced therapeutic and proactive one-to-one work with

atients. It seemed that staff were expected to service medical

nd psychological professionals’ needs, by for example, holding

ard rounds regardless of staffing levels and the drain on nursing

esources. Participants also highlighted constraints on care provi-

ion which could be delayed, perfunctory and lack continuity. They

escribed care that was reduced to its most basic components or

esulted in patients being signposted or referred to other services,

ith long waiting lists for access to care coordination and subse-

uent therapy. Many described the loss of one-to-one work that

uilt trusting relationships in which patients open-up to staff and

hich could subsequently prevent safety incidents. Our qualitative

ndings echo those of Berzins et al. (2018) survey which found

hat staff identified factors such as burnout, inexperience, lack of

herapeutic relationships, waiting times, low staffing levels, high

se of agency staff, and caseload size as safety concerns. They also

einforce findings from other studies reporting the impact of rising

aseloads and reduced morale on the quality and safety of mental

ealth care provision ( Simpson et al., 2016 ), including broader

urvey research that has shown how understaffed services lead

o disrupted care and less than adequate visits from a constantly

hanging team ( CQC, 2017 ). 

Participants also reported that understaffing lead to reduced

linical supervision, reflection and continuing professional devel-

pment: factors known to reduce burnout and depersonalisation

 Johnson et al., 2018 ). The burdens of administrative duties on staff

nd their consequences for care provision and staff health (in-

luding burnout) in general health settings are well-documented.

urnout – defined as emotional exhaustion, disengagement from

atients, and low personal accomplishment ( Maslach and Jackson

981 ) – is a risk factor for sickness absence and high staff turnover

 Sherring and Knight 2009 ; Fagin et al., 1996 ) and has also been

inked to poor care provision ( Hannigan et al., 20 0 0 ) and patient

afety ( Hall et al., 2016 ; Welp and Manser 2016 ). While similar

ssociations with patient and staff safety in mental health set-

ings are evident, they are less established ( Johnson et al., 2018 ).

or example, Brady et al. (2012) finding that a stress reduction

ntervention reduced the frequency of patient safety incidents

nly implies a link but is concerning given the potential scale of

he problem. It has been estimated that burnout affects 21–67%

f mental health nurses ( Morse et al., 2012 ). Staff working in

ental health settings report some of the highest levels of stress

nd sickness in the NHS with recent evidence suggesting a 22%

ncrease in absences due to poor mental health ( Greenwood, 2017 ).

(iii) Understaffing is self-perpetuating and cyclical 

Our analysis provides an insight into how different staffing-

elated factors interact, accumulate and perpetuate themselves.

e found that the features and consequences of understaffing

re self-perpetuating and cyclical, leading to a state of chronic

nderstaffing where holes in a workforce depleted by sickness

bsence and poor recruitment and retention rates are plugged by

emporary staff. Participants repeatedly alluded to the chronic-

ty of staffing problems. The chronicity of this workforce crisis

ppears to be such that it is difficult to reverse. Paradoxically,

he interdependent nature of the factors illustrated in the under-

taffing and chronic understaffing levels in Fig. 1 suggests that

olicy or practice solutions that focused on a single factor might

e ineffective. This is borne out in our findings: although staffing
ssues seem to disproportionately affect services without access to

egular bank and agency staff (unless sanctioned as a replacement

or long-term sickness or vacancies), participants were very clear

hat reliance upon temporary staff only addressed the shortfall in

he number of staff and that this came at the cost of the knowl-

dge and experience of service specifics and patients. Focusing on

his single factor – staff numbers – works counterintuitively to

ontribute to chronicity, not alleviate it. 

.1. Relationship between staffing and safety 

We know that in general nursing there is a relationship be-

ween skill mix and safety, and between burnout and sickness ab-

ence, staff turnover, poor care, and patient safety respectively. In

ental health, there is an implied relationship between stress and

atient safety, between understaffing and disruption of care, and

etween burnout and clinical supervision, reflection and continued

rofessional development. What is less understood is how these

actors impact on safety in the mental health setting. One mech-

nism that has been proposed is conservation of resources the-

ry ( Hobfoll, 2002 ) whereby an individual cannot perform their

xpected role due to inadequate resourcing. Others argue that

afety is compromised by poor decision-making cause by fatigue

e.g. Linden et al., 2005 ). These explanations, however, focus on

ndividuals’ actions while minimising the role of broader influ-

nces on and consequences of staffing issues. Such explanations

re therefore at odds with participants’ explanations of the rela-

ionship between staffing and safety in this study that we con-

eptualised as unsafestaffing . We suggest that unsafestaffing occurs

hen the burden and constraints on staff resulting from chronic

nderstaffing compromise mental health services’ capacity to pro-

ide safe care. 

We propose that the relationship between staffing and safety,

nd therefore our findings, are better understood within a systemic

ramework such as the Yorkshire Contributory Factors Framework

YCFF) ( Lawton et al., 2012 ). The YCFF is derived from a synthesis

f factors contributing to patient safety incidents in general hospi-

al care and comprises 20 domains placed in a hierarchical frame-

ork on concentric circles. At its centre is ‘ active failures ’ (e.g. er-

ors, violations), then moving outwards are ‘ situational factors ’ (e.g.

ariations in teams, staff and patients), ‘ local working conditions ’

e.g. workload, equipment and staffing levels), ‘ latent/organisational

actors ’ (e.g. physical environment, organisational policies and pro-

edures), and ‘ latent/external factors ’ (e.g. external policy context).

he YCFF has been adapted for use in mental health services

ith the addition of two sections ‘ social environment ’ (to the lo-

al working conditions domain) and ‘ service process ’ (to the la-

ent/organisational factors domain) (YCFF-MH) ( Berzins et al., 2018 ).

The YCFF-MH provides a useful lens through which to view

ur findings and to assess their validity and generalisability.

he YCFF-MH supports our assertion that understaffing and its

elationship with safety are systemic issues resulting from inter-

ction between factors in different domains at varying proximity

rom a potential safety incident. While participants identified

ndividual-level ( situational factors in the YCFF-MH) such as skills,

nexperience, burnout, and attitude these were portrayed as re-

ated to local working conditions , including management of staffing

evels through reliance on agency staff, staff workload, and feelings

f responsibility. Similarly, when participants described the impli-

ations of understaffing ( local working conditions ) they identified

onsequences within the local working conditions domain (e.g. for

ursing workload), as well as consequences for situational factors

e.g. multi-disciplinary team working, patient characteristics) and

atent/organisational factors (e.g. discharges, transfers and waiting

ists). Additionally, the factors that participants identified as risks

o safety can be located within and across these three domains. 
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The participants in this study did not identify factors within

the latent/external domain such as policy as contributing to safety

or staffing issues but given that it was not the purpose of this

explorative study to test the YCCF-MH, we would not expect to

identify all factors/domains in our data. 

Beyond presenting the various factors that contribute to safety

incidents within a systemic framework, the YCCF-MH is not ex-

plicit about how these various factors interact to produce safety

incidents. In our analysis, we identified a mechanism whereby

cumulative burdens on staff displace and constrain care provision.

We conceptualised this mechanism as unsafestaffing. Importantly,

this mechanism incorporates interaction between factors in the

same domain in the YCFF-MH, as well as between factors in differ-

ent domains. Moreover, our analysis indicates that the implications

of these interactions may travel not only inwards to produce safety

incidents ( active failures ) but also outwards in a ripple effect on

local working conditions and/or latent/organisational factors . For

example, we found that management of staff and staffing levels in

the local working conditions domain impacts on service process and

training and education in the latent/organisational factors domain.

Again, the systemic approach captures and accommodates such

interactions and their multi-directional consequences. 

4.2. Strengths and limitations 

To our knowledge this is the first qualitative study to examine

contemporary issues associated with mental health service staffing.

Compared to other clinical areas there is a paucity of research

into the consequences of staffing issues for safety in mental health

services, especially in community settings. Although data for early

intervention and crisis resolution teams are collected, they are

usually not publicly available. Our findings have the potential

to contribute to an improved understanding of these issues. We

report the deterioration in the quality of patient contact and ther-

apeutic engagement resulting from understaffing and identified

as a risk to safety by front-line staff. By considering our findings

within a systemic framework we can hypothesise that policy and

practice interventions that address a single factor (such as staff

numbers) are unlikely to improve the quality or safety of care.

We also provide a much-needed insight into the impact of staffing

issues in community mental health services. 

Our use of social media (Twitter) to recruit participants is a po-

tential limitation. Although the ‘Tweet Chat’ focused on safestaffing

primarily in mental health, it was organised through a nursing

forum, which may have limited the involvement other professional

groups. We offset this risk with targeted recruitment tweets at

thought leaders and Royal Colleges from other professional groups,

resulting in recruitment of a multidisciplinary sample from a

range of mental health services. This method of recruitment was

arguably a strength in this study because it facilitated recruitment

in a sensitive area where whistleblowing is perceived as a risk

to employment. We did not require participants to provide any

personally identifiable data, affording them complete anonymity. 

It is a criticism of any opt-in study (and not only one us-

ing social media for recruitment) that only those with a vested

interest in the issue might volunteer. It is important to stress

that a qualitative study such as this requires a purposive sample

of people who can describe a specified experience, in this case,

mental health staffing and safety. That the central theme of a

vicious cycle permeated participants’ accounts regardless of their

profession, service or community/inpatient setting adds validity

to our findings. Moreover, this method enabled us to collect first-

hand accounts of frontline staff which enabled us to understand

in a way that would be impossible to capture by examining staff

numbers alone. Furthermore, by situating our findings in the YCFF-

MH, we build on an empirically grounded theoretical basis which
akes our work generalisable beyond the mental health setting

hile simultaneously providing a more nuanced understanding of

he role of staff management and staffing levels. 

. Conclusions 

The lack of research in this area has arguably diminished

he ability of organisations to establish and maintain safestaffing

rrangements with clear implications for the quality of care

rovision. 

The continued policy focus on safestaffing is clearly warranted,

specially in mental health as staffing constitutes both the princi-

al cost and main therapeutic driver of care. This paper provides

ompelling reasons to look beyond regulating staff numbers alone,

nd to consider staff morale, burden and the cyclical nature of

ttrition to ensure the delivery of high quality, safe and effective

ervices. Future research should investigate other mechanisms via

hich staffing impacts on safety in mental health settings. 
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