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In this report I will explain how staff burnout affects the health care sector. Therefore in task one I will identify the current issue and explain who is affected and why it matters. Finally I will reflect on why I have chosen this topic. For task two I will be evaluating information from sources and then, summarise, explain as to how they support my topic and then finally identify any gaps in current research. For task three I will define and explain what quantitative, qualitative and mixed methods are and examples and then choosing a method which fits my topic. Finally for task four I will explain the difference between primary and secondary data collection and which type of data I will choose for my future research and justify my choice.

Staff burnout is a state of physical, emotional and mental exhaustion caused by prolonged exposure to high-pressure work environments where the demands (patient/client needs) consistently outweigh the available resources (staff time). Studies points to that levels of stress of conscience and burnout among staff in healthcare contexts may seriously affect their health. Ericson‐Lidman, E., & Strandberg, G. (2022).
The Burnout Report, 2024 by Mental Health UK found that nine in ten UK adults experienced high or extreme stress in the past year. Almost a quarter of UK adults felt unable to manage stress and pressure in their lives. While 35 per cent of respondents did not feel comfortable talking about mental health with managers and senior leaders at work. NHS employers (2025)

The most immediate victims are the practitioners themselves.
· Physical health: chronic stress leads to “moral injury”- the psychological distress of being unable to provide the level of care you know a patient needs. This manifest as hypertension, sleep disorders, and a weakened immune system.
[bookmark: _Int_PMjIG212]The patients and service users are also affected:
· Loss of dignity: in social care, a burn-out carer may rush through a dressing or a meal, leading to a “mechanical” style of care where the human connection so vital for mental health in the elderly is lost.
· Clinical errors: studies show a direct correlation between high burnout scores increased medication errors or “near misses” in hospitals.
This also affects the family and carers:
· [bookmark: _Int_ot6qD1gm]When a care home cannot provide a bed due to staffing shortages, or a home-visit is cancelled, a family member must step in, often sacrificing their own job or health to do so.

According to the 2022 NHS workforce survey, 34% of participants reported feeling burned out because of heir work and 37.4% found it emotionally exhausting.10 Data were obtained from 636,348 NHS staff working in different in roles in 264 NHS organisations across all 215
trusts in England. Staff in clinical roles were more likely to report burnout, but particularly high rates were found among those in ambulance roles.1 Dovey & Teoh b 2023 (p.6)


Why it matters?
It matters because the UK health and social care system is currently a closed loop.
	If…
	Then…
	Result…

	Staff burn out and leave 
	The remaining staff work harder
	More burnout 

	Care quality drops
	Patients stay in hospital longer
	Bed blocking 

	Waiting lists grow 
	People get sicker while waiting 
	Higher complexity cases




Occupational burnout in healthcare during COVID-19. Ghiasi, Z., & Ganjali, A. (2022). The article highlights that occupational burnout a syndrome categorise by physical and psychological exhaustion has reached critical levels among hospital staff during the COVID-19 pandemic. while already a pre-existing issue, the pandemic exacerbated the crisis due to unprecedented workload and unique workloads and unique stressors.

This article is a strong foundational piece for my research because it bridges the gap between general occupational stress and the acute crisis brought on by a global health emergency. in addition to this, it illustrates the compounding effect, as the article supports the idea that burnout is cumulative it explains that COVID-19 didn't just create new stress. It added unique workplace stress on top of an already existing psychosocial burden. This highlights that burnout isn't just a temporary reaction to a busy week but a systematic failure to manage long-term pressure.
Causes of nursing staff burnout: Exploring the effects of emotional exhaustion, work–family conflict, and supervisor support, Huang, L., & Yang, C. (2021).My next chosen article provides a specific data driven look at the structural causes of nursing burnout, shifting the focus from individual resilience to organisational dynamics. The study investigates how supervisor support and work family conflict contribute to the three-core component of burnout: emotional exhaustion, depersonalization and reduced professional efficacy. Based on a survey of 239 nurses at regional teaching hospitals the researchers mapped out exactly how resource lost occurs in a clinical setting. 
This article is incredibly useful for several reasons:
· Evidence for intervention: it proves that burnout isn't just about working too many hours, It's about the quality of leadership.
· The work-life connection: it provides empirical evidence that a nurse's home life and work life are not separate. If an organisation ignores a staff members family need, they are inadvertently damaging patient safety.
· Defining burnout stages: it helps me breakdown burnout into its clinical subcomponents, (exhaustion, depersonalisation and efficacy) rather than treating it as a vague “feeling tired” state.
The article concludes that hospitals must implement supervisor support strategies. It suggests that by improving the way managers interact with staff they can decrease the “spillover” of work stress into home life, effectively stopping the burnout cycle before it hits the stage of the emotional exhaustion.
By comparing the two articles, I can identify several “gifts” or gaps in the current research. while they provide a strong foundation, they leave several critical questions unanswered that I could explore in my own work.
Here are a few examples of primary gaps in the current research based on the articles:
biological markers the research relies heavily on self-reported questionnaires (quantitative surveys).
· The gap: self-reporting can be biased by social desirability (nurses not wanting to admit they are struggling).
· Research need: Studies that correlate survey results with biological data such as cortisol levels or high heart rate variability to provide an objective measure of psychological burnout.

Choosing the right research “lens” is the most important step in moving from a general interest in staff burnout to a formal academic study each methodology offers a different way to “see” the problem.
Quantitative research 
The “what and “how many”
This approach focuses on objective measurements and the statistical mathematical or numerical analysis of data. It uses structured tools like surveys or polls to gather data from a large group of people to generalise results.
· Goal: to identify patterns, averages and correlations 
· Data type: numerical, e.g. percentages, scales frequencies 
· Examples: A study using the Maslach burnout inventory (a 22-item survey) to measure the average exhaustion levels of 5,000 nurses across a national healthcare system
Qualitative research 
The “why” and “how”
This approach is exploratory. It seeks to understand the human experience, perceptions and social context. instead of looking for a “number” it looks for “meaning” through open ended interactions.
· Goal: to gain an in-depth understanding of underlying reasons, opinions and motivations.
· Data type: textual or visual e.g. interview transcripts, diary entries, focus group recordings 
· Example: conducting one-on-one 60-minute interview with ten ICU nurses to hear their personal stories about the emotional toll of losing patience doing a pandemic
Mixed-methods research
The “full picture”
This combines both quantitative and qualitative techniques in a single study. It allows a researcher to use numbers to show the scale of a problem and stories to explain the human reality behind those numbers.
· Goal: to provide a more comprehensive answer by “triangulating” data.
· Example: sending a survey to 200 doctors to measure burn out levels (quantitative) followed by a focus group with the 10 most ”burned out” individuals to understand what specific policy changes they believe would help (qualitative).
My recommendation: mixed-methods research
if I were conducting a future study on staff burnout, I would choose a mixed method approach. Here is the justification for why it fits the topic best:
Justification 1: validation and depth
Burnout is both a clinical state and deeply personal experience.
· The quantitative side surveys allows me to prove that the problem is widespread (e.g. 60% of our staff are at high risk”). This is what administrators and the board need to see to justify budget changes.
· The qualitative side (interviews) captures the nuance that numbers miss. it explains why the supervisor support mentioned in my second article is failing. Is it a lack of empathy? or is the supervisor also too busy to support their team?
Justification 2: addressing research gaps
Earlier I identified a gap in intervention effectiveness. A mixed method study is the best tool to bridge this. I could:
1. Quantitatively measure if a new wellness program reduced stress scores over six months.
2. Qualitatively interview the staff to find out if they actually the program or if it felt like just another task on their plate.
Justification 3: capturing the “resource loss”
The second article I provided mentioned “resource loss”. While a survey can tell us that resources are lost, only qualitative interviews can describe the emotional weight of that loss, which isn't essential for creating meaningful mental health support.

to build a solid research project, I must first decide where my information will come from. Data collection is generally split into two categories: primary and secondary.
1. Primary data collection- this is “first-hand” data collected specifically for my current research project. As I am the one designing the tools and gathering information directly from the source.
· Methods: analysing government census data hospital HR records, previous academic journal articles, or meta-analyses.
· Pros: it is cost-effective, saves times and allows for the analysis of large-scale trends over many years
· Cons: The data might be outdated, or it may not perfectly align with my specific research goals.
My choice for future research: primary data 
For a study focused on staff burnout in a post pandemic landscape, I would choose primary data while secondary data (like the articles I summarise earlier) provides a vital historical baseline, burnout is a rapidly evolving phenomenon that requires a “real time” insight.
Justification 
Firstly the nature of burnout has shifted since the height of the COVID-19 pandemic. Secondary data from 2020-2022 reflects a period of acute crisis, whereas research today must address the “chronic exhaustion phase” and the current effectiveness of new hospital policies. By collecting primary data through validated psychometric surveys (like the Maslach burnout inventory)  and semi structure interviews, I can capture the specific current stresses affecting a particular department or hospital. This ensures the findings are contemporary and high stakes decisions aren't being made based on obsolete information. 
Secondly, primary data allows targeted intervention testing. If my research aims to solve the “supervisor support gap” identified in my second article, I need to interact directly with the staff to see if specific changes such as check-in protocols or peer-support groups actually lower the stress scores. Secondary data cannot provide feedback on a brand-new localised solution. Ultimately primary data offers the granularity and clinical relevance necessary to create actionable change in a healthcare setting, ensuring that the voices of the nurses and doctors are heard directly rather than through the filter of past studies.
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