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[bookmark: _Toc240913031]Abstract
The purpose of this study is to examine the effect of work-life conflict as a multi-dimensional phenomenon on turnover intentions of the employees of the UK National Health Service (NHS) in order to critically examine the buffering assumptions in the Job Demands-Resources model. A quantitative, cross-sectional survey was undertaken using a post-positivist philosophy with 135 substantive NHS staff. Bivariate correlations and hierarchical multiple linear regression were used to analyse the data. Results show that two types of conflict, namely, time-based and behaviour-based conflict, are strong positive predictors of turnover intention. On the other hand, there were no significant differences in strain-based conflict effects because of the high psychometric ceiling effect, that is, universal format exhaustion. Importantly, the buffering of organisational resources did not hold up in the moderation analysis in a categorical way. Workload intensity did not function as a dynamic moderator of the withdrawal trajectory, and managerial support and flexible employment practices did not help to reduce the withdrawal trajectory. Results indicate that in structurally inelastic clinical contexts, demands break down psychosocial protections. From personalised interventions in resilience, retention strategies need to shift to macro-level structures that suppress load in the system.
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[bookmark: _Toc240913035]Chapter One: Introduction
[bookmark: _Toc240913036]1.1 Background of the study
The United Kingdom's (UK) National Health Service (NHS) is in the midst of a workforce retention crisis unlike anything seen before, with the rate of voluntary turnover increasing in both clinical and non-clinical careers. NHS Digital (2024) and Moscelli et al. (2024) both suggest that current workforce statistics suggest this is a significantly hampered operational state of the NHS in terms of highly trained professionals. The acute systemic shocks brought on by the COVID-19 pandemic left the healthcare workforce united for a time, but the prolonged recovery period has clearly revealed preexisting structural weaknesses (Gilles et al., 2025; Maunder et al., 2022). Thus, a large part of NHS staff is actively considering leaving the profession, not just because of pay negotiations but because of the inability to balance systemic, escalating working demands with their personal lives (West and Wallbank, 2024; Onyejesi et al., 2025).
In the middle of this attrition problem lies the phenomenon of work-life conflict (WLC), which is a bidirectional inter-role type of conflict arises when overall demands from the work domain and non-work domain are essentially incompatible (Netemeyer et al., 1996; Rathi and Kumar, 2023). WLC is structurally entrenched in the contemporary health care system. The environment features a higher prevalence of inflexible, isolating shift arrangements, high emotional labor, and low staffing levels, all uniquely contributing to the time, strain and behaviour dimensions of inter-role conflict (Komlenac et al., 2021; Lee et al., 2021). Meta-analytical evidence clearly indicates that WLC is an effective primary, pervasive catalyst to psychological withdrawal and turnover intention in healthcare systems around the globe (Campos-García et al., 2021; Harun et al., 2020; Maniscalco et al., 2024). Especially in the UK environment, poor management of the boundaries between work activity and rest time has become a major driver for early retirement (Boy and Sürmeli, 2023; Huseynova and İslamoğlu, 2024;).
Psychological mechanisms are best conceptualized by using a Job Demands-Resources (JD-R) model (Bakker and Demerouti, 2017). The demand to repeatedly exceed individual psychological and physiological limits is a common occurrence in the NHS workplace (Heijden et al., 2018). Prolonged work demands without proper recuperation result in increased WLC and a health impairment process eventually leading to serious occupational burnout (Alblihed and Alzghaibi, 2022; Wen et al., 2023). The emotional exhaustion in turn acts as the key intervening variable that makes up the bridge between chronic work-life imbalance and clear manifestation of intention to quit the organisation (Rotenstein et al., 2023; Shetu et al., 2025).
Although the consequences of WLC have been documented, there is still a large empirical void regarding what currently available organisational interventions might do to mitigate the effects of WLC (Kamboj and Eronimus, 2025). Theories imply that there are job resources that can buffer the adverse effects of high workload, such as proactive managerial support and strong flexible working policies, but the reality is that the implementation of such resources can differ considerably across different devolved NHS trusts (Bogaert et al., 2017; Picker, 2025; Weyman et al., 2026). Identifying the exact statistical capability of these particular organisational resources in moderating the relationship between WLC and turnover intention is therefore an immediate call to action in developing a sustainable healthcare retention policy and stabilising the healthcare system of the nation (Obeng et al., 2025).
[bookmark: _Toc240913037]1.2 Problem Statement
The UK National Health Service (NHS) is in the throes of a significant destabilisation of its workforce structure, caused by an unsustainable rise in employee turnover (NHS Digital, 2024). Even though there are nationwide initiatives to recruit frontline staff members, volunteers continue to resign in significant numbers, affecting the continuity of care and efficiency of operations (Lihua et al., 2025; Maben et al., 2024). Work-life conflict (WLC)-the common experience of healthcare professionals (Hander et al., 2021; West and Wallbank, 2024) is a key driver of this attrition but is often poorly managed. The work context in the NHS is also very stressful, with high stakes, often strict shift management, frequent understaffing and a high degree of emotional labour which are all foundational conflicting factors between work and non-work domains (Komlenac et al., 2021; Ocean and Meyer, 2023).
Although there is vast meta-analytical evidence that WLC and its three subscales: time, strain and behaviour, predict psychological withdrawal and turnover intention (Li et al., 2025; Rotenstein et al., 2023), there is a clear gap in the existing literature. In particular, much of the current research deals with the unmitigated, direct path of WLC on burnout and attrition, viewing it as a natural outcome of working in healthcare (Alblihed and Alzghaibi, 2022; Sehanovic et al., 2025). Thus, the evidence of the effectiveness of specifically targeted organisational interventions aimed at breaking open this causal pathway in the post-pandemic NHS is currently extremely limited (Frias et al., 2025).
Theoretical models are rooted in Job Demands-Resources (JD-R) theory, which suggests job resources (such as management support, flexibility) should buffer the depleting effects of overwhelming job demands (Bakker and Demerouti, 2017). These resources, however, are therefore hotly debated and poorly studied in terms of their moderating effect in the NHS (Picker, 2025; Weyman et al., 2026). Despite current policy directives calling for increased flexibility in the workplace, it is not yet evident from an empirical perspective of whether these resources are statistically adequate to neutralise the unique dimensions of WLC, and hence, future turnover among substantive NHS staff (Blake et al., 2024).
Thus, the major puzzle to be solved in this study is that of the role, and level, of organisational resources as moderators between WLC and intention to quit in the UK healthcare industry. However, NHS trusts currently have to rely on theoretical assumptions and undertake retention initiatives without strong quantitative evidence to identify these moderating effects, potentially continuing to misallocate resources and perpetuate a wider collapse of the system (Alkan et al., 2024; Bimpong et al., 2020; Kelly et al., 2022).
[bookmark: _Toc240913038]1.3 Research Rationale
The practical need and theoretical gaps that underlie and justify a study of this kind are related to the field of occupational psychology. In terms of practice, the United Kingdom (UK) National Health Service (NHS) is facing a sudden and devastating retention problem. A staff turnover rate of more than 11% will persist in the NHS, based on latest workforce data (2025), with the health service carrying more than 100,000 live vacancies. This ongoing turnover of substantive clinical and non-clinical staff members disrupts continuity of patient care and exerts a heavy cost, with the NHS known to spend around £3 billion a year on agency locums just to plug these gaps in doctors' and nurses' availability (Platts, 2023; Walker, 2025). Additionally, survey evidence clearly suggests that poor work-life balance is the top growing reason for voluntary exit from the NHS workforce, with West and Wallbank (2024) proving that 29% of current staff is considering leaving their job. Although work-life conflict (WLC) is now a recognised catalyst for this migration (Datta and Narayanamma, 2024; Li et al., 2025), there are currently no precise frameworks, with clear data, to effectively restore this trend in the NHS (Lundmark et al., 2024; Onyejesi et al., 2025). There is therefore a strong need for a practical imperative to consider how the workforce architecture (Fletcher and French, 2026) can be salvaged through specific organisational measures: managerial support and flexible working.
Theoretically, this research is justified by the need to advance the empirical application of the Job Demands-Resources (JD-R) model (Bakker and Demerouti, 2017). Prior studies mainly employed the JD-R framework to map the direct health-impairment pathway from excess job demands to occupational burnout-turnover (Alblihed and Alzghaibi, 2022; Rotenstein et al., 2023). But, quantitative studies on time-, strain-, and behaviour-based WLC separating out the buffering mechanisms through which job resources operate in the post-pandemic UK healthcare industry remain sorely lacking (Harris et al., 2024). This study will formally test these moderating variables, thereby adding finer-grained theoretical lenses to the JD-R model that can inform the potential interactions between organisational resources and boundary-spanning stressors (Weyman et al., 2026).
The methodology underpinning the use of a positivist, quantitative cross-sectional approach is motivated by the need for macro-level policy impact. Qualitative studies have well described the lived experience of healthcare workers who are under stress (Ramsay and Edwards, 2025), but statistical prediction power in quantitative studies is needed (Saunders et al., 2023) by NHS policymakers to allocate scarce human resource budgets. This study will provide robust, generalisable, empirical evidence by quantifying the moderating thresholds of managerial support and flexible working arrangements among a large NHS sample (Khan and Wadhwa, 2026). Overall, this personalised strategy helps to ensure that future retention efforts are not vague concepts; they are tangible, data-backed interventions that can actually make a significant, lasting impact on turnover intention on a sector level (Hur, 2024).
[bookmark: _Toc240913039]1.4 Research Aim
The aim of the study is to investigate how dimensions of work-life conflict affect turnover intentions among NHS employees, and how organisational factors moderate this relationship.
[bookmark: _Toc240913040]1.5 Research Objectives
The objectives of the study are:
· To measure the levels of time, strain, and behaviour-based work-life conflict among NHS employees.
· To evaluate the statistical impact of these conflict dimensions on turnover intention.
· To evaluate the moderating effects of organisational factors (workload, managerial support, and flexibility) on this relationship.
· To develop evidence-based retention recommendations for NHS management.
[bookmark: _Toc240913041]1.6 Research Question
How do the multidimensional constructs of work-life conflict (time-based, strain-based, and behaviour-based) predict turnover intentions among UK National Health Service (NHS) staff, and to what extent do organisational resources, specifically managerial support and flexible working arrangements, statistically moderate this relationship?
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[bookmark: _Toc240913043]2.1 Introduction
The chapter examines the research related to WLC, employee turnover intentions, and buffering strategies in healthcare organisations. The review starts from the general theory to specific concepts. To establish the theoretical perspective, the Job Demands-Resources (JD-R) paradigm and its relation to current healthcare is critically discussed. Second, the chapter explores the ways in which NHS personnel demonstrate strain-based, time-based, and behaviour-based WLC. Third, it reviews existing studies that relate these aspects of conflict to psychological withdrawal and intentions to quit. The review synthesises the moderating influence of management assistance and flexible working arrangements and builds a conceptual framework that shows the key gaps in the literature that informed this research.
[bookmark: _Toc240913044]2.2 Theoretical Foundations
[bookmark: _Toc240913045]2.2.1 The Job Demands-Resources Model
The Job Demands-Resources (JD-R) model is used to examine workforce attrition processes. It was developed by Demerouti et al. (2017) and was updated by Bakker and Demerouti (2017). JD-R is the most prevalent paradigm in psychology today. In contrast to the Job Demand-Control model developed by Karasek, the JD-R model suggests that every job entails psychosocial demands that can be classified universally as job demands and job resources (Roskams et al., 2021). 
[image: ]
[bookmark: _Toc240872621]Figure 1: The Job Demands-Resources Model by Bakker and Demerouti (2017)
The theoretical design of the JD-R model is sound, and methodological uniformity can sometimes present challenges with this approach in terms of empirical application. Most model validation studies are done using cross-sectional survey methodology that makes demonstrating temporal causes between work demands and resource depletion challenging (Roskams et al., 2021). These criteria interrelate and trigger two related psychological processes that lead to employee retention and well-being.
[bookmark: _Toc240913046]2.2.2 The Health-Impairment Process and Resource Depletion
One of the major mechanisms of the JD-R model is called "health deterioration. There are physical, psychological, social, or organisational aspects of a job that require continuous cognitive and emotional exertion that result in physiological and psychological costs (Bakker and Demerouti, 2017). This mostly manifests as high workload, harsh emotional labor and antisocial shift times in the health sector (Komlenac et al., 2021; Tucker et al., 2016). Tucker et al. (2016) adopted a multi-sample quantitative design and multiple healthcare settings to illustrate the extent of these requests. Common method bias is a common empirical JD-R measurement problem with self-reported stress measurements.
The JD-R model is sometimes combined with Conservation of Resources (COR) to consider how such demands are responsible for work-life conflict (WLC). According to the COR hypothesis, a person’s energy, time and emotional resources are limited. Psychological strain occurs when these stresses are applied continuously and do not get refuelled. WLC is not just a scheduling problem but also a serious strain reaction when occupational resources are reduced to contaminate the personal domain (Wen et al., 2023). Emotional exhaustion and professional burnout, due to long-term health impairment, are drivers of turnover intention. A critical look raises a major concern in this context. Although requiring some generalisation of the results of Albulhihed and Alzghaibi (2022) as a quantitative study with a cross-sectional design, these are anchored to the atypical crisis phase of the COVID-19 pandemic. Using large-scale survey data, Rothenstein et al. (2023) depicted this trajectory, which was translated to the level of findings in a specific context without statistically controlling for regional healthcare funding or cultural contexts, faults commonly found in the literature when empirical findings are translated to a certain context (Chênevert et al., 2021).
[bookmark: _Toc240913047]2.2.3 The Motivational and Buffering Process
Conversely, the JD-R model is about motivation through job resources. Job resources are physical, psychological, social or organisational features which facilitate goal attainment, support personal growth and alleviate the stressful physiological and psychological effects of elevated job demands (Bakker & Demerouti, 2017).
Job resources work via a crucial "buffering" theory in WLC (Gil et al., 2023). The health-impairment process can be halted by proactive management assistance and flexible working arrangements, according to theoretical models. Employee autonomy and psychological safety reduce the conflict between work and personal life, reducing withdrawal behaviours (Picker, 2025; Weyman et al., 2026). Yet there are significant inconsistencies in the results of actual studies for this "buffering" perspective, which reveals a discontinuity between moderation and effects studies. According to Gil et al. (2023), using structured equation modelling, it has been shown that job resources buffer strain. In highly constraining clinical settings, seemingly resilient resources (e.g., management support) often do not buffer, generally due to management support tools being insufficient to address the structural depletion of managers (Picker, 2025). Recent empirical evidence suggests that workload has an active moderating (structural) or dynamic effect on flexible working arrangements (Weyman et al., 2026). Whereas, in place of static theoretical assumptions, empirical friction can be represented by the need to test workload, support and flexibility as interactive moderating factors instead of independent demand factors.
[bookmark: _Toc240913048]2.2.4 Critique: Limitations of the JD-R Model in the Post-Pandemic NHS
Although the JD-R model is an effective heuristic to understand turnover, there is a need for a great deal of theoretical and methodological analysis to apply this model to the post-pandemic NHS. The JD-R model assumes that organisations are able to add resources on the fly if needed, a significant limitation (Tremblay and Messervey 2011). A lot of evidence for malleability comes from cross-sectional studies in very flexible private sector or pre-pandemic settings, which draws on insufficient conclusions about its applicability to modern rigid architecture in acute health and care.
In highly managed, persistently under-resourced public services, such as the British National Health Service (NHS), this assumption is not often true. Nguyen et al. (2025) use qualitative system dynamics to provide depth of context, but lack the quantitative ability to explicitly test the organisational resource failure threshold on an empirical basis. Traditional HR solutions do not match post-pandemic healthcare's constant staffing ratios, undetermined patient backlog, and harsh economic challenges. Using huge sample sizes from the annual NHS staff survey, West and Wallbank (2024) describe these intense pressures, but in a descriptive-only way, so that we do not know if HR interventions are there to mitigate systemic pressures.
A key question for critical research is whether there is a contradiction between the need for flexible working regimes, more generally required, and the infrastructures for operational continuity for acute care contexts where flexible working is hard to afford (Baumgartner et al., 2023; Onyejesi, 2025). Despite the absence of longer time periods, the very detailed daily diary-study approach taken by Baumgartner et al. (2023) provides analysis of the cognitive demands upon entering the flexible work phase. A comprehensive review by Onyejesi et al. (2025) criticises the approaches used, although, as a secondary source, this lacks an empirical test to measure flexibility-strain interaction effects. The use of the premise of the JD-R model of buffering alone can underestimate the turnover issue if structural inelasticity of NHS is not taken into account. This study aims to investigate, based on an empirical study, the buffering effect of some theorised job characteristics against WLC in a context of structurally and chronically elevated work demands.
[bookmark: _Toc240913049]2.3 The Multidimensional Nature of Work-Life Conflict in Healthcare
Work-life conflict (WLC) is based on the structural or psychological incompatibility of job and non-work role demands (Netemeyer et al., 1996). Modern interpretations of organisational psychology treat WLC as a three-faceted phenomenon: time conflict, strain conflict and behaviour conflict (Komlenac et al., 2021; Hujová et al., 2025). This conceptualisation is based on methodologically limited primary investigations, as is demonstrated through critical analysis. While Komlenac et al. (2021) psychometrically validated a WLC measure, their cross-sectional sample of 274 Austrian doctors and nurses restricts long-term causal conclusions. Similarly, Hujová et al. (2025) examined WLC factors among general nurses, but their cross-sectional approach prevented them from tracking these characteristics over time. Uncritical use of old measuring scales is another methodological flaw in the present literature. Although widely used, the Netemeyer et al. tools were not validated in healthcare in the UK. Therefore, general psychometric instruments could fail to capture nuances of inter-role friction that is relevant to the particular context of the NHS and one that is clearly high-stakes (Mansour et al., 2024).
Time-based conflict arises when work's tight time requirements clash with personal obligations of an individual. The NHS has rotation rostering, enforced overtime and unpredictable rostering (NHS Digital, 2024). NHS Digital reports provide macro-level observational data; however, there is no qualitative depth to their understanding of how these changes may impact psychologically. Poulose and Sudarsan (2017) tried to study these characteristics experimentally among nurses, but the smaller sample size and the absence of a study of specific ward acuities make this study not pertinent to other health care infrastructure. However, recent empirical and peer-reviewed studies reveal that implementing compressed working days (12-hour shifts) can paradoxically exacerbate time-based WLC, as operational days remove the practitioners' non-work time. Weyman et al. (2026) provide compelling statistical grounds for this temporal strain; however, based on cross-sectional methodology that captures a static effect of redeployment rather than the accumulative tiredness that is the hallmark of shift work. Empirical evidence suggests that friction due to the time factor is gendered and linked to shift patterns with a particular impact on women who combine unpredictability in their working time with inflexibility in their primary care role (Cubas, Juhn and Silos, 2019).
Strain-based conflict is when psychological/physical strain starts to interfere with daily life beyond severe timing limits. A localised validation sample was used and the validity of the scale created by Yilmaz and Soyukz in 2022 for healthcare workers has not been tested in other NHS trusts. Healthcare workers are under immense stress and pressure, dealing with patient deaths, high-risk healthcare choices, and emotional work (Rotenstein et al., 2023). Although Rotenstein et al. (2023) provided interesting empirical data from a large multi-institutional sample of 20,000+ workers, the self-report data are cross-sectional, which significantly restricts causal inferences. Statistically, it remains unclear if strain directly influences turnover or whether pre-existing turnover intent spuriously boosts strain reporting. Based on the empirical consensus, it is clear that the workers also suffer acute psychological exhaustion and are in a state of psychological unavailability for their families even if physically present, which causes instability in the family. However, the primary studies in this consensus in this scoping review generally rely on subjective questionnaires rather than standardized biological information on stress.
Thirdly, the behaviour-based conflict arises where success in one's work demands detachment and action in authority, and success in the family demands empathy and cooperation (Loscalzo et al., 2019). This dimension is limitedly studied because of measurement issues. Isolating and implementing the idea of behavioural spillover is difficult without relying on employees' self-generated perceptions of home issues. DeBaylo and Michel (2022) attempted to adapt a scale of emotion-based conflict, but their scale does not utilize dyadic information (e.g., the clinician's spouse, family). Behavioural conflict should be observed, but (almost) all research relies on self-administered measures. The majority of studies focus on self-reported data, not actual observational measurements, leading to social desirability bias, as doctors are unlikely to admit that their “clinical persona” harms their home lives (Rozo and Erazo, 2024). Also, there are cultural differences in defining dysfunctional family behaviours, which makes it difficult to establish a uniform baseline for behavioural conflict (Akinwale, Edegwa and Ofuani, 2024).
Notably, the study questions the impact of WLC factor on the retention of staff (Urban et al., 2024). The primary reason, according to some experts, is time-based conflict - it's simply too difficult to work around NHS schedules to get childcare. Some of these conceptual articles are advocacy submissions to influence HR rostering policy rather than impartial empirical ones (Negt and Haunschild, 2024; Poon et al., 2022; Witter, 2020). Many quantitative studies indicate that strain-based conflict is far more damaging since the strong psychological impact leaves coping processes fundamentally compromised and produces “attrition” irrespective of the number of hours spent.
Some of the sampling techniques are responsible for these differences in the literature. Research that emphasises time-based conflict (Parida et al., 2021) has anecdotally shown to sample a mix of cohorts or primary care providers where structured scheduling is the primary measure of satisfaction. The strain-based conflict studies (e.g., Bayot et al., 2024) have front-line acute practitioners and the moral harms are tenfold greater. It is a methodological mistake to assume that one dimension is dominant over the other. Moreover, Lochmann et al. (2026) determined that WLC due to strain has a stronger effect on Acute NEs than time-based WLC, which is more commonly described by Administrative NEs. This theoretical friction necessitates a consideration of WLC multidimensionally to develop effective solutions that will aid its retention.
[bookmark: _Toc240913050]2.4 Work-Life Conflict as an Antecedent to Employee Turnover Intention
Systematic reviews and large-scale cohort studies indicate a strong correlation between work-life conflict (WLC) and employee turnover intention in the global healthcare context. Staff turnover is the highest empirical precedent for turnover, a deliberate and conscious desire to leave an organisation (Hom et al., 2020). Using data from 45 international primary studies, Li et al. (2025) again confirmed this correlation; however, the vast majority of their primary studies were cross-sectional, making it challenging to determine temporal causality. Primary empirical evidence should be addressed to counter the superficiality of meta-analytic aggregates. The multicenter cross-sectional research by Poku et al. (2022) of 348 Ghanaian nurses found a considerable positive statistical connection between poor work-life quality and turnover intention. The finance system in the UK NHS is very different from these, and nurse labour market characteristics vary widely. Despite the methodological limitation, WLC is the prevailing and systemic withdrawal behaviour (Galanis et al., 2025; Sharkey and Caska, 2020). Recent meta-analytic information indicates that the more these boundaries vanish, the greater the statistical risk that a practitioner will consider exiting; often, but not always, this risk runs up to and is far higher than other determinants of job retention, such as compensation.
Severe emotional weariness mediates the path from WLC to organisational leave (Buruck et al., 2020; Huyghebaert et al., 2018; Laschinger & Fida, 2013). Wen et al. (2023) and Van van Heijden et al. (2019) argued that WLC evokes a very destructive psychological process. Wen et al. (2023) conducted a structural equation modelling study of 1200 employees in primary care and concluded that emotional weariness fully mediated this link. They are mathematically sound with a large sample size to avoid underpowering with statistics, but their approach is limited ecologically to China, in the sense that it concerns only one province in China. To date, there is evidence in different European hospitals in a longitudinal design that unresolved inter-role friction chronically consumes cognitive or emotional resources that can ultimately contribute to occupational burnout (Rotenstein et al., 2023) (Van der Heijden et al., 2019). Burnout (particularly emotional weariness and depersonalisation) is a mediator between boundary-spanning stressors and withdrawal behaviour (Harripersaud and Edwards, 2026). According to Ramsay & Edwards (2025), in their phenomenological study, employees quit when the struggle between work-related duties and their own livelihood is too intense and psychologically unsustainable. Phenomenological studies provide depth and faithfully represent the lived emotional experience of burnout but do not have predictive power like large-scale quantitative regression models such as Alblihed and Alzghaibi (2022). Almost no primary studies combine qualitative and quantitative investigations that explain the why and quantify the how much in the current healthcare context in the UK.
It is most important to note that the association between WLC and turnover is now statistically declining (Liu and Cho 2026). As opposed to explaining turnover in historical terms and attributing this to unfulfilled needs in terms of pay and career progression, current occupational psychology describes a systemic failure in the psychological contract between healthcare workers and employers (Buchan and Charlesworth, 2023). In a mixed-methods study, Kinman & Teoh (2024) discovered that practitioners were becoming less likely to sacrifice their personal, family and mental health for institutional loyalty. Qualitative exit interviews along with survey data reinforce their finding that WLC events as a whole more explicitly cause apprehensive behaviours earlier than in previous decades. Meanwhile, the increasing severity of patient needs and longstanding staff shortages render unpaid work especially perilous and corrosive, and increasingly drive the shift from initial conflict towards bitter resignations (West and Wallbank, 2024). But the evidence is largely descriptive and from annual staff surveys with very large numbers - usually (West and Wallbank, 2024) that is what is used. It is important to note that these descriptive macro-surveys cannot measure unique predictive variance of WLC over, and above, generic job dissatisfaction without statistical controls for other factors, such as baseline psychological health, shift patterns, and fine-grained clinical role banding.
The literature appears to be quite thoroughly reviewed, and the empirical gap is substantial; this work fills this gap in the withdrawal trajectory. Much of the quantitative evidence of the relationship between WLC and turnover is from multinational cohorts (Bolt et al., 2022; Hom et al., 2012). Alblihed and Alzghaibi (2022) analysed 405 Saudi frontline health workers through robust hierarchical regression, but due to the socio-legal context of the Saudi labour market and expatriate dynamics, their results are not applicable to the NHS post-pandemic architecture. A rather different financial and governance arrangement for primary care professionals was found in China by Wen et al. (2023). Western studies on healthcare systems, on the other hand, tend to focus on the acute and atypical Covid-19 crisis phase (Fuentes et al., 2022; Kraus, 2023). Rotenstein et al. (2023) described strange, acute stress, but using pandemic times to predict normal operational turnovers is flawed. As Bosque-Mercader et al. (2025) highlight, the NHS in the UK currently suffers from unprecedented patient waiting lists, industrial action and devolved austerity measures, which do not align with pre-2022 or international data. The need for strong, numerical, UK-specific studies on the statistical effect of all the current dimensions of WLC in the distinctive architecture of the NHS. The general global models which workforce planners in the UK currently use fail to understand workforce dynamics in the UK healthcare system without this geographical and temporal data (Simkin et al., 2024; Willis et al., 2017).
[bookmark: _Toc240913051]2.5 The Moderating Role of Organisational Factors: Workload, Support, and Flexibility
Organisational variables influence employee well-being under the Job Demands-Resources (JD-R) paradigm (Bakker and Demerouti, 2017). Usually, however, methodological limitations in contemporary research bias the empirical testing of these relationships. Less management support along with the intensity of workload speed up WLC, while flexible working arrangements might help to reduce WLC. There is something of a patchwork quilt of empirical evidence to support the moderation. In a quantitative cross-sectional study of 412 acute care nurses, Afshari et al. (2025) reported decreased WLC-turnover after support; however, the measure used was a single item, which limits structural validity. Both showed significant buffering effects in non-Western healthcare contexts (Alzoubi et al., 2024, N=305; Harun et al., 2020, N=512), and both relied on cross-sectional designs, which exclude the phenomenon of resource degradation over time in the UK NHS.
Maitman helps are considered an important psychological aid by all. Structurally empowered leadership leads to reduced strain-based conflict, as indicated by the primary studies (Fraboni et al., 2023; Perwal, 2026; Tremblay, 2026). But these studies tend to define "support" in general, often by employing general, self-reported Likert scales which do not differentiate instrumental (task) from emotional support. Data on operational contradictions of NHS-specific personnel are very severe. Chronic WLC not only occurs at mid-level, but is often severe (Clarkson et al., 2022; West and Wallbank, 2024). Björk et al. (2023) and Sandberg et al. (2023), with clinical leaders (N = 184), concluded that mentally exhausted managers are not able to protect their teams with mixed-methods information. They believe that previous quantitative models have false positives because they assess perceived assistance but do not consider the manager's capacity to deliver assistance.
Policymakers wholeheartedly embraced FWAs to address time-based WLC (Picker, 2025). The central idea is that temporal autonomy leads to less marital conflict (Arlinghaus et al., 2019; Dixon, 2019). Initial evidence in the UK indicates that the implementation of formal FWAs lessens turnover intentions (Weyman et al., 2026). Weyman et al.'s convenience sample (N = 215) in community care limits its application to high-acuity settings.
Acute FWA empirical research exhibits many methodological inconsistencies. Holland et al. (2021) and Lim et al. (2024) used longitudinal ward data to show that acute wards' tight nurse-to-patient ratios make autonomous FWA unachievable. In a large multi-site survey (N = 890), Choudhary and Brookes (2025) show a "flexibility backlash". They noted that provision of the tailored FWAs to a minority has an impact on the workload and WLC for the full-time cohort. It directly calls into question the notion of universal buffering. Multi-level regression analyses in Onyejesi et al. (2025), Poh et al. (2022), and Hartner-Tiefenthaler et al. (2023) indicate that asymmetrical FWAs accelerate a workforce collapse. These results differ primarily as a consequence of good FWA results reflecting psychological enjoyment and negative results representing strain to the ward.
These statistical differences in the structure are unknown in the UK NHS (Johnson and Davis, 2026). Primarily, research tends to focus on demands, resources, or only test the effect of limited conditions on a specifically theorised moderator. Recent research suggests conflicting moderating effects and that workload cannot be considered a baseline requirement, but rather a dynamic boundary condition, where a significant threshold will first be reached when the workload can no longer be buffered by the available resources. To overcome methodological conflicts and constraints of past non-acute research, this study generates moderation hypotheses (H4-H6). These hypotheses aim to determine if and to what statistical extent workload intensity suppresses support and flexibility's mitigating effects on WLC and turnover intention among substantial NHS staff.
[bookmark: _Toc240913052]2.6 Conceptual Framework and Hypotheses Development
This research presents a Job Demands-Resources (JD-R) model-based conceptual framework based on the extensive theoretical and empirical data covered in this chapter (Bakker and Demerouti, 2017). The focal independent variable in the framework is called Work-Life Conflict (WLC). Recognising the complexity of today's healthcare, this variable is operationalised through three dimensions indicative of boundary spanning: time, strain, and behaviour-based conflict (Netemeyer et al., 1996). The total metric of organisational retreat is staff turnover intention (Li et al., 2025). Almost everyone experiences these multidimensional inter-role frictions over time; the ‘health-impairment' route noted above sets in when these frictions are not stopped from happening. This loss of resources significantly raises the probability of career leave from a statistical point of view (Rotenstein et al., 2023). Large-scale survey data (e.g., Rotenstein et al., 2023, N > 20,000) support this direct trajectory, but the biases in the literature on these models towards cross-sectional research create an associative rather than causal relationship. The first step is the direct, unmoderated predictive validity test of WLC factors on NHS turnover intention.
· H1: Time-based work-life conflict is positively associated with turnover intention among NHS employees.
· H2: Strain-based work-life conflict is positively associated with turnover intention among NHS employees.
· H3: Behaviour-based work-life conflict is positively associated with turnover intention among NHS employees.
The conceptual model implements three key organisational aspects as strategic moderators instead of linear predictions: workload intensity (structural job demand), managerial support (psychosocial job resource) and flexible working arrangements. Using the JD-R model's motivational and buffering assumptions (Demerouti & Bakker, 2022; Heerden & Naicker, 2023), these elements are thought to either worsen or alleviate the main withdrawal trajectory.
It is basically essential in this research. This is different from the standard implementation of JD-R, where workload is taken as a baseline dimension. This analytical approach is prompted by a new empirical anomaly that resources only fail at a level where structural demands exceed a threshold. Intensity of workload will completely eliminate the residual recovery capacity, which will further deteriorate WLC (Rosemarino, 2026; Singh et al., 2026). Singh et al.'s (2026) cross-sectional study of 640 health care workers found statistically that work-home friction is compounded by a high workload intensity.
By contrast, robust and proactive container management support and viable flexible practices help to create psychological safety and structural autonomy. The organisation injects these resources, and it is supposed to offset the “health impairment” dynamic, reducing the positive statistical association between characteristics of the WLC and abandoning trust. H5 and H6 can be supported empirically by the high discrepancies in the results of the main moderation tests. Based on a sample of N = 384, Åkerström et al. (2021) also observed that the impact of managerial support was moderate in highly rigid public sector contexts, but statistically just above minimal significance. Formal testing of these empirical disparities is required to assess whether, in the current context, H4-H6 buffer the NHS.
· H4: Workload intensity moderates the relationship between work-life conflict and turnover intention, such that higher workload strengthens the association.
· H5: Managerial support moderates the relationship between work-life conflict and turnover intention, such that higher support weakens the association.
· H6: Flexible working arrangements moderate the relationship between work-life conflict and turnover intention, such that greater flexibility weakens the association.
This literature review's overarching narrative is that the UK National Health Service is failing to adequately buffer its frontline and administrative workers' profound work-life conflict (Jayawardhana and Karunarathne, 2026). Although the main trend of legacy occupational psychology is strain at work and withdrawal behaviour, the study has been conducted on individuals in Saudi Arabia with only 405 participants, which makes it difficult to generalise. In clinical practice, the statistical effectiveness of contemporary organisational treatments remains questionable and undefined (Åkerström et al., 2021; Carolan et al., 2017).
There is little quantitative testing of the buffering hypothesis in the multidimensional context of WLC in the UK itself, with its focus on interaction terms. Theoretical constructs in the pre-pandemic era, as well as paradigms from overseas, lack understanding of the real localised structural drivers behind why exceptional rates are seen in NHS turnovers (Moss et al., 2025; Weyman, 2026). Existing primary research has varying moderating effects and often lacks contextualisation in the context of devolved NHS financial constraints, meaning that abstraction from theory needs to move to empirical measurement. Precise estimates of their buffering capability for these organisational resources require primary data for statistically testing our multi-layered conceptual framework. These hypotheses will be methodologically tested to create strong, evidence-based retention strategies that will skillfully bring together the theoretical foundations rooted in this chapter with the rigorous, post-positivist analytical design embedded in the methodology chapter.

[bookmark: _Toc240913053]Chapter 3: Methodology
[bookmark: _Toc240913054]3.1 Introduction
This chapter aims to systematically explain the research design, data collection methods, and data analysis procedures used to explore the link between work-life conflict (WLC) and turnover intent (TI) experiences of employees in the UK National Health Service (NHS). The defense of the selection of a quantitative and cross-sectional survey as the operational method of the study is that the above is used to realise the research objectives despite its structural limitations. It includes talking about the shift from the positivist framework, the instruments used for data collection and a methodological justification for the population selected and convenience sampling. Finally, it outlines the methods used to analyse the data using IBM SPSS Statistics, construct validity, psychometric reliability and ethical practices of the University of Wales Trinity Saint David (UWTSD).
[bookmark: _Toc240913055]3.2 Research Paradigm and Philosophy
The underlying research philosophy determines the methodological architecture, which involves ontological and epistemological research beliefs about the nature of reality. Interpretivism approach focuses on localised phenomena and subjective experiences (Bell and Bryman, 2022), and pragmatism uses a mixed-methods approach (Babin et al., 2019); the two are not appropriate for macro-level statistical analysis of this cross-sectional study. Traditional positivism is based on objectivism, where the existence of reality is thought to be measured by a researcher without losing objectivity by any means (Park et al., 2020). The strict positivism, however, exaggerates the objectivity that can be attained in social science, ignores researcher bias and the crudities of mixing complex psychological variables into measurements.
Therefore, the philosophy of the post-positivist approach is adopted in this study. The post-positivist perspective recognises that an objective reality (such as those in the NHS structural requirements) does exist, but human measurement is flawed. Epistemologically, post-positivism does not believe in absolute objects from which we can get to reality, but through the use of standardised quantitative methods, the researcher can look at approximate reality in search of an approximate relation in the form of probability, and not a definitive causal relation in the form of a law (Maksimović & Evtimov, 2023). This deductive approach allows for systematic data collection of a numerical type while keeping the issues of self-reporting in mind and examining statistical covariance.
[bookmark: _Toc240913056]3.3 Research Design
A mono-method quantitative research design, which is a cross-sectional survey design, has been chosen to meet the above post-positivist demand (Casula et al., 2021). The latter is a conscious decision not to use qualitative research, in order to keep the study as statistically focused as possible, and to enable management to be as efficient as possible, as these people are spread out. Experimental designs are also unethical and impracticable, as a clinical workload cannot be artificially manipulated (Saunders et al., 2023). Likewise, it is impossible to carry out a longitudinal design in the time frame of a Master's dissertation.
A cross-sectional survey, then, is one that takes observations at one point in time (Bonaparte, 2021). Its greatest methodological asset is providing the capacity to capture data in a standardised manner from large numbers of NHS trusts in a geographically widespread population. The survey employs psychometric scales for all variables in the same manner, allowing the systematic interpretation of responses for each variable and minimising response bias on the part of the researcher. The cross-sectional design, however, can only be used to measure covariance and to mathematically indicate a predictive relationship and not the concrete causal process or order of withdrawal behaviour (Xueying et al., 2025). Results will therefore be interpreted in purely associative:
[bookmark: _Toc240913057]3.4 Data Collection and Instruments
The data is collected using only a specially designed, self-administrated online questionnaire. Digital administration is needed to reach a time poor demographic with a low response rate using paper-based methodology (Liang et al., 2026). It allows for fast deployment, anonymity and automated data export, resulting in the elimination of transcription errors. To establish the construct validity, the instrument incorporates existing psychometric scales which have been validated worldwide.
Work-Life Conflict is measured with the Work-Family Conflict Scale (Netemeyer et al., 1996) in the first section. Inter-role conflict is captured bidirectionally by the time-based, strain-based, and behaviour-based dimensions of this scale. It will be linguistically clear for healthcare workers today in the UK with the support of a pilot. A three-item Likert scale tool with a validity score was used to measure Turnover Intention by asking about the likelihood of leaving the job within the next year. The third section includes adaptation and quantification of workload intensity, management support, and flexible working arrangements items based on the recently validated occupational stress inventories in NHS analyses (Wang et al., 2025). Confounding factors in the regression include Agenda for Change (AfC) role band, type of trust, clinical tenure, gender and outside-of-clinical-responsibility caring responsibilities as recorded in a Demographic section.  
[bookmark: _Toc240913058]3.5 Population and Sampling Strategy
The target population includes substantive (permanent or fixed-term) NHS staff working in England. In practice, it is a geographical boundary, which is a methodological control; as NHS Scotland, Wales and England can have a variety of macro-level structural variables as a result of devolved healthcare governance, which would be uncontrollable if combined. Defining the sampling frame to include just NHS England can help to ensure organisational homogeneity, enhancing internal validity (Ahmed, 2024). Agency staff cannot be included as the flexibility in their role will increase or decrease the baseline exposure to WLCs. The study aims to have at least 200 completed responses using multivariate parameters set by Hair et al. (2019) and further verified by Saunders et al. (2023). This is above the statistical power threshold necessary for hierarchical multiple linear regression, thus reliable for detecting medium effect sizes.
This study uses a method of convenience sampling with a targeted distribution method. True probability sampling necessitates access to not only a centralised database for HR, but also its unrestricted use, which is impracticable for an independent researcher (Bouncken et al., 2025). The survey is only shared on trustworthy, professional platforms, such as Royal College of Nursing forums and NHS Staff Networks, in order to reduce limitations of convenience sampling. Participating online is largely voluntary, however, and those who are especially burned out in a particular occupation might, say, have a particular interest in completing this survey; one might not really capture the baseline level of the problem.
[bookmark: _Toc240913059]3.6 Data Analysis Procedures
The quantitative data will be processed and analysed using the IBM SPSS Statistics software using an econometric protocol, and the respective hypotheses will be tested, taking into account that the data are cross-sectional. The first step is to aggressively clean the data to ensure structural consistency (Kim and Mukhiddinov, 2023). Listwise deletion is used to deal with missing data. With help of the parameters of Mahalanobis distance and standard deviation, univariate and multivariate outliers are systematically neutralised (Hair et al., 2019). Descriptive statistics (frequencies, mean, standard deviations) are computed during the second stage so as to provide a descriptive profile of the demographic features and a summary of central tendencies of theoretical constructs.
Pearson correlation matrices are performed in the third stage to ascertain the direction and strength of the linear relationships between WLC, organisational moderators and turnover intention. This step serves as a screening process for dealing with multicollinearity between independent variables as well.
The last phase is a hierarchical multiple linear regression, which enables variables to be sequentially added to show exact changes in variance accounted for. Demographic controls are included first, followed by primary independent variables (WLC dimensions). The last block includes interactions between variables for the purpose of interaction testing to check the moderating effect of workload intensity, managerial support, and flexible working arrangements. All independent and moderating variables will be centred on the mean prior to creation for the reduction of non-essential multicollinearity. The R-squared value of this change can be calculated to see if there is a statistically significant buffering effect of these resources.
[bookmark: _Toc240913060]3.7 Reliability and Validity
Construct validity is obtained through the use of scientifically validated and peer-reviewed psychometric scales and not through self-generated, new questions. Common Method Bias (CMB) is one of the largest weaknesses of a cross-sectional self-report survey. Since the independent and dependent variables are taken at the same time, there is a risk of overestimating statistical relationships because of fleeting moods of the respondents or cognitive consistency (Kock et al., 2021). Procedural remedies for CMB include ensuring absolute anonymity of the respondents and, even when different groups may complete the same scales, the anchor scale items differ, as well as procedural separation of the predictor and criterion variables by using different instructional materials and anchor changes.
Internal consistency is dependent on reliability. In order to measure and test the clarity of the instruction, the survey will be administered to a limited number of healthcare providers (10-15) in a pilot study before mass distribution (Podsakoff et al., 2003). After conducting the main data collection, internal consistency is mathematically examined in accordance with Cronbach's alpha. To meet accepted multivariate reliability criteria (Nunnally, 1978; Tavakol and Dennick, 2011), only constructs with an alpha of 0.70 or higher will be included in the regression analysis.
[bookmark: _Toc240913061]3.8 Research Ethics
In adopting this study, the UWTSD Research Ethics and Integrity Code of Practice is followed in strict ethical governance. The core principles are ensuring the welfare of the participants, ensuring they have control over their participation and ensuring they comply with the UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018 (UK Government, 2018). One distinction made with regard to data protection is that this study guarantees absolute anonymity and not just confidentiality. Personally identifiable information (PII) such as names, e-mail addresses, employee numbers and/or IP addresses is not collected. This ensures that the participants are able to report strong WLC without fear of institutional reactions.
There must be informed digital consent as a prerequisite. A Participant Information Sheet outlining the academic purpose, usage of the data, anonymity and right to withdraw is included on the survey. Due to the anonymisation process applied once the data is collected, participants are notified that they can only apply for withdrawal before clicking on the button "Submit". Raw and anonymised data will be downloaded to the secure server through a secure connection and stored solely on secure UWTSD servers and with due respect to GDPR protocol. Signposting has been used at the end of the debriefing section to direct towards a support network (including NHS Practitioner Health).
[bookmark: _Toc240913062]3.9 Limitations of the Methodology
It is necessary to accept the limitations of the empirical approach with a critical understanding in maintaining the post-positivist point of view. Taking measurements of the variables at one single point in time only allows for one kind of statistical analysis: covariance. The hierarchical regression models did not allow us to conclude about the direction of causality because it is still possible that an employee may have been totally committed to leaving the organisation, and work-life conflict is more acute due to active withdrawal processes within the mind.
Secondly, measures that are used in self-reporting questionnaires in the quantitative section are subjective measures that reflect how the employee thinks their workload is and many management factors that support or discourage the productivity of an employee. Such dependency implies that factors like negative affectivity can make one think that job demands are more severe than in reality.
Lastly, the participation of convenience samples restricts, in an absolute sense, the generalisability of results. There are no statistical guarantees of a perfect ratio of the final sample to the NHS workforce as a whole. The aggregate data could end up disproportionately capturing professionals who are incredibly active on online platforms or going through a crisis in their work at the time of the study (Aunger et al., 2024). Moreover, the deductive character of the questionnaire deliberately elides the rich and localised context of human lived reality, leaving highly localised factors impacting attrition purposefully out of sight for a final analysis.




[bookmark: _Toc238427642][bookmark: _Toc240913063]Chapter Four: Findings and Discussion
[bookmark: _Toc238427643][bookmark: _Toc240913064]4.1 Introduction
This chapter outlines the empirical data that was garnered from quantitative analysis of 135 substantive NHS operators. The analysis goes beyond simply describing the profiling to hard and fast hypothesis testing using IBM SPSS Statistics. First it presents the descriptive statistics and psychometric reliability of measurement instruments. Afterwards, initial statistical relationships are found by bivariate Pearson correlations. Lastly, hierarchical multiple linear regression models are run to formally test the predicting effect of work-life conflict dimensions on turnover intention and to examine the moderating effects of the organisational resources.
[bookmark: _Toc238427644][bookmark: _Toc240913065]4.2 Findings
[bookmark: _Toc238427645][bookmark: _Toc240913066]4.2.1 Demographic Findings
[bookmark: _Toc240872622]Table 1: Demographic Findings
	Demographic Characteristic
	Frequency (N)
	Percentage (%)

	Gender Identity
	
	

	Female
	95
	70.4%

	Male
	40
	29.6%

	Caring Responsibilities
	
	

	Yes
	119
	88.1%

	No
	16
	11.9%

	NHS Trust Type
	
	

	Acute Trust (Hospital)
	39
	28.9%

	Ambulance Trust
	5
	3.7%

	Community Health Trust
	38
	28.1%

	Mental Health Trust
	53
	39.3%

	Current NHS Role Band
	
	

	Bands 2-4 (Support & Administrative)
	57
	42.2%

	Bands 5-7 (Clinical/Nursing/Mid-level Management)
	59
	43.7%

	Bands 8a-9 (Senior Management/Advanced Clinical)
	18
	13.3%

	Medical/Dental (Non-AfC)
	1
	0.7%

	Tenure in the NHS
	
	

	6 months to 2 years
	53
	39.3%

	3 to 5 years
	63
	46.7%

	6 to 10 years
	15
	11.1%

	Over 10 years
	4
	3.0%


The participants in the survey (135 people) were mostly female, predominantly middle-tenured and had heavy external caregiving responsibilities. The sample was heavily weighted towards females (70.4%, N = 95) than males (29.6%, N = 40), which is consistent with the gender distributions of the wider NHS in the United Kingdom. Most significantly, an overwhelming 88.1% (N = 119) of participants have significant or primary role caring responsibilities outside of work, resulting in a vital baseline for a subsequent analysis of work-life conflict.
There is a cross-section of organisational environments with the highest proportion working in Mental Health Trusts (39.3%), and the next highest in Acute Hospitals (28.9%) and Community Health Trusts (28.1%). In terms of occupational hierarchy, the data show that there are relatively balanced proportions of middle clinical staff (Bands 5-7; 43.7%) and nursing staff (Bands 5-7; 42.2%), with a smaller group of senior management staff (Bands 8a-9; 13.3%). Finally, the tenure data show a rather inexperienced operating sample. The overwhelming majority of respondents have worked in the NHS for 5 years or fewer, with a significant proportion working between 3 and 5 years (46.7%) and between 6 months and 2 years (39.3%), and a very small proportion, more than 10 years (3.0%).
[bookmark: _Toc238427646][bookmark: _Toc240913067]4.2.2 Reliability Test
[bookmark: _Toc240872623]Table 2: Reliability Analysis using Cronbach's Alpha
	Reliability Statistics

	Cronbach's Alpha
	N of Items

	.944
	21


Cronbach's alpha indicates excellent internal consistency of the survey instrument. The coefficient of .944 obtained on the 21 items of measured responses is far higher than the academic cut-off of .70 and supports the notion that the items are measuring a theoretical construct without too much random error. This is a very high reliability number and shows that the test items have a lot of commonality and act as one assessment instrument. However, high psychometric stability is present, and the data have been well validated for entry into more complex inferential regression testing.
[bookmark: _Toc238427647][bookmark: _Toc240913068]4.2.3 Descriptive Analysis
[bookmark: _Toc240872624]Table 3: Time-Based Conflict (TBC) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	TBC1
	135
	2
	5
	4.84
	.549
	-3.369
	.209
	10.440
	.414

	TBC2
	135
	1
	5
	4.05
	.392
	-2.535
	.209
	28.804
	.414

	TBC3
	135
	2
	5
	4.90
	.403
	-4.935
	.209
	26.966
	.414


The descriptive statistics of TBC have a peak towards the top of the measurement scale, meaning there is a high temporal strain for the sampled NHS workforce. The mean for Item TBC3 is 4.90, which is close to the mean for Item TBC1 (4.84), and indicates high levels of agreement that work requirements generally hinder performing personal and domestic responsibilities. The distribution in this type of construction ranged between -2.535 and -4.935 with a high negative skewness. That is, the overwhelming majority of the respondents designated a very high level of temporal friction and very few at the low and moderate levels of friction. Besides, the values of kurtosis obtained were expressive and very high in TBC2 (28.804) and TBC3 (26.966), which means that the curve was very kurtotic. This represents a clear, consistent and united opinion, along with a tight data distribution pattern, on personal times from health care professionals. Overall, these numbers provide a good empirical argument of the pervasive nature of inflexibility and long hours in the NHS and the potential to regard the inflexibility as disruptive to staff well-being.
[bookmark: _Toc240872625]Table 4: Strain-Based Conflict (SBC) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	SBC1
	135
	2
	5
	4.33
	.827
	-1.155
	.209
	.777
	.414

	SBC2
	135
	1
	5
	4.20
	.501
	-1.100
	.209
	11.493
	.414

	SBC3
	135
	2
	5
	4.66
	.637
	-2.205
	.209
	5.476
	.414



The Strain-Based Conflict (SBC) construct brings a statistical profile that aids with a widely reported psychological and bodily fatigue that actively bleeds over into respondents' personal lives. The calculated means are also very high throughout the construct (between 4.20 (SBC2) and 4.66 (SBC3)). This average conveys the impression that the group, on average, is being severely psychologically drained directly due to their clinical and administrative responsibilities. This variable dispersion index shows a similar and constant occupational strain experience across the board. The standard deviation of SBC1 is 0.827, and the kurtosis is 0.777, suggesting that scores on SBC1 are somewhat distributed but also very heavily skewed towards the high end of the SBC1 scale, with SBC3 showing a skewness of -2.205. The kurtosis value for SBC2 (11.493) further suggests that all the responses may have clustered at the higher end of the continuum. Conceptually, this is deeply connected with the health impairment pathway of the JD-R model that demonstrates that emotional work and pressure decision-making in the current health-care environment erode remaining coping capacity in workers.
[bookmark: _Toc240872626]Table 5: Behaviour-Based Conflict (BBC) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	BBC1
	135
	2
	5
	4.80
	.700
	-3.551
	.209
	11.344
	.414

	BBC2
	135
	1
	5
	3.98
	.539
	-3.502
	.209
	19.901
	.414

	BBC3
	135
	2
	5
	4.81
	.605
	-3.588
	.209
	12.942
	.414


High levels of agreement on a self-report scale of the psychological problems that come with changing from work-to-home roles. The BBC1 and BBC3 mean scores are high 4.80 and 4.81, respectively and near the absolute ends of the 5-point scale, indicating that clinical staff are continually tested in freeing themselves from highly authoritarian and controlling positions on the ward at home. The distribution of the variable is highly negatively skewed with a distinct leptokurtic peak. The skewness statistics are between +-3.588 and +-3.502 for all three items, indicating that the chances of low scores in this group are small. The Kurtosis values are 11.344 to 19.901; very peaked and unified. This consistency in quantitative results provides a solid affirmation of measures of work-like conflict that are poorly understood. There is clear evidence from the data that this is a systemic stressor for NHS staff, widening by virtue of the particular characteristics of the behaviours that are demanded by work in healthcare high stress environments.
[bookmark: _Toc240872627]Table 6: Workload Intensity (WI) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	WI1
	135
	2
	5
	4.82
	.645
	-3.714
	.209
	12.802
	.414

	WI2
	135
	1
	5
	3.91
	.617
	-3.825
	.209
	16.784
	.414

	WI3
	135
	2
	5
	4.81
	.664
	-3.655
	.209
	12.479
	.414


Using Workload Intensity (WI) as the main structural stress in this study's theory, highly elevated descriptive statistics confirm that there is intense systemic pressure in the NHS. Scatter plots of WI1 (4.82) and WI3 (4.81) mean scores indicate that the workforce is at 100 percent and 100 percent functioning, as it were. They are highly negatively skewed (from -3.655 to -3.825) and have high kurtosis (from 12.479 to 16.784). This is an operational reality, not a statistical freak: The experience of NHS staff in terms of workload is massively distorted, with a very small range between a very high peak in the middle, where virtually everyone is experiencing extreme workload and staff levels at a particular place. Everybody working here feels like their load of daily activities is more than what they are supposed to do, and structure is always less than what's required. This large agreement reiterates the irrefutable fact of ‘intensity of workload' as a strong, ubiquitous environmental factor, so offering a warranted base to examine the efficacy of their organisational actions to counter such needs.
[bookmark: _Toc240872628]Table 7: Managerial Support (MS) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	MS1
	135
	2
	5
	4.80
	.667
	-3.426
	.209
	10.785
	.414

	MS2
	135
	1
	5
	3.94
	.667
	-3.157
	.209
	12.811
	.414

	MS3
	135
	1
	5
	4.80
	.678
	-3.815
	.209
	14.601
	.414



The descriptive analysis of Managerial Support (MS) shows the respondents to have very similar views of the psychosocial resources offered by their clinical leaders. The mean scores are very strong, with a mean score of 4.80 for both MS1 and MS3. This points to strong and agreed perceptions among frontline colleagues of the extent of and the significant value of intervention by line management in frontline departments. The distribution of the MS construct is similar to that shown for the job demands variables, reflecting strong consensus. The skewness values range from -3.157 to -3.815, while the kurtosis values are very large (10.785 to 14.601), indicating that the responses are tightly clustered near the skewness' upper limit. This means there are no extreme or polarised perceptions of managerial support amongst participants but a participative shared common experience. This strong and consistent level of perceived organisational support in the model is highly useful in subsequent moderation testing.
[bookmark: _Toc240872629]Table 8: Flexible Working Arrangements (FWA) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	FWA1
	135
	1
	5
	4.79
	.713
	-3.680
	.209
	13.019
	.414

	FWA2
	135
	1
	5
	3.93
	.665
	-3.162
	.209
	12.641
	.414

	FWA3
	135
	1
	5
	4.78
	.687
	-3.597
	.209
	13.204
	.414


The descriptive statistics for Flexible Working Arrangements (FWA) highlight the vital role of structure and control over the schedule of the sampled workforce. Central tendencies are clearly higher, with a mean score of 4.79 for FWA1 and 4.78 for FWA3. These mean scores are high and clearly show that the flexible rostering concept was agreed to as a whole group. Like the other measures in this data set, the FWA construct shows an extremely non-normal distribution. The range of skewness varies from -3.162 to -3.680, while the kurtosis is extremely peaked, ranging from 12.641 to 13.204. Moreover, there is a narrow range of standard deviation (0.665 to 0.713), indicating minimal real variation in the answers given by participants. This suggests that the opinion within this sample was very similar, regardless of role and trust type. The finding of high levels of interest or need for flexible working was confirmed empirically, as a universal, foundational expectation of the whole contemporary NHS workforce.
[bookmark: _Toc240872630]Table 9: Turnover Intention (TI) 
	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	TI1
	135
	1
	5
	4.76
	.738
	-3.198
	.209
	9.804
	.414

	TI2
	135
	1
	5
	3.87
	.644
	-3.102
	.209
	11.332
	.414

	TI3
	135
	2
	5
	4.77
	.680
	-3.156
	.209
	9.263
	.414


The principal dependent variable of this study, Turnover Intention (TI), provides descriptive data that cocks a strong sledgehammer at the retention problem in the sampled NHS population. Nearly all respondents (4.76 on TI1 and 4.77 on TI3) feel the conscious and deliberate intention to opt out of the organisation itself is not a side issue, but a core feeling. The construct shows a clear negative skew in distributional data (from -3.102 to -3.198), with very leptokurtic data distribution (kurtosis 9.263 to 11.332). The practical implication of that is that the 135 respondents are overwhelmingly at the top of the scale for duration of commitment to their jobs today. This is an all-important and worrying consensus which dovetails neatly into mid-level workforce statistics revealing record attrition rates. This descriptive analysis builds a sound and pressing case for the inferential modelling that follows, aimed at finding what factors exactly are uniquely and specially involved in this systemic withdrawal.
[bookmark: _Toc238427648][bookmark: _Toc240913069]4.2.4 Inferential Analysis
[bookmark: _Toc240872631]Table 10: Bivariate Pearson Correlation Matrix
	Correlations

	
	Time-based Work-life Conflict
	Strain-Based Conflict
	Behaviour-Based Conflict

	Turnover Intention
	Pearson Correlation
	.427**
	-.019
	.574**

	
	Sig. (2-tailed)
	.000
	.829
	.000

	
	N
	135
	135
	135

	**. Correlation is significant at the 0.01 level (2-tailed).


There are significant but divergent linear relationships between the multidimensional concepts of work-life conflict and turnover intention for the sampled workforce in the NHS (N=135), as indicated by the bivariate Pearson correlation analysis.
First, the data show a moderate and statistically significant positive correlation between Time-Based Conflict and Turnover Intention (r=.427, p<.001). This is an empirical observation to back up H1: The more the rigid temporal demands of NHS shift patterns impinge on personal time, the more likely a practitioner is to think about actively leaving their career.
Related to this, Behaviour-Based Conflict positively correlates the most with Turnover Intention (r=.574,p<.001). The statistical association of this is strong and would support Hypothesis 3 (H3), suggesting that transition from an authoritative clinical role to domestic roles created the most powerful bivariate correlate to withdrawal behaviour among the variables in this study.
However, the analysis uncovers an unexpected and paradoxical finding about Strain-Based Conflict. Correlation with Turnover Intention is virtually null, slightly negative, and statistically insignificant (r=−.019, p=.829). For this data set, Hypothesis 2 (H2), that there will be a positive association, is completely refuted.
The failure of this particular statistical indicator must be interpreted very carefully from the methodological point of view. It challenges the traditional view of the occupational health community that puts emotional exhaustion as the front-runner cause of attrition. This phenomenon is almost certainly a mathematical effect of the strong clustering and low negative skewness found in the descriptive statistics. The variable has very limited data; almost all respondents rated their strain as maximum; therefore, it does not have the mesokurtic variance scientists use in determining covariance. This means that despite the statistical lack of support at H2, this is probably a psychometric measurement limitation, not a lack of clinical pressure behind turnover.
[bookmark: _Toc240872632]Table 11: Hierarchical Multiple Regression Analysis Testing the Moderating Effects of Workload, Managerial Support, and Flexible Working Arrangements on the WLC-Turnover Intention Relationship
	Hypothesis / Model
	Predictors
	β (Coeff)
	SE
	t
	p-value
	95% CI (LLCI, ULCI)
	ΔR2 (Int)

	H4: Workload Intensity (WI)
	Constant
	4.468
	0.029
	155.436
	< .001
	[4.412, 4.525]
	

	Model Fit: R2 = .764, F = 141.305, p < .001
	WLC (Predictor)
	-0.013
	0.140
	-0.093
	.926
	[-0.291, 0.264]
	

	
	WI (Moderator)
	0.900
	0.059
	15.225
	< .001
	[0.783, 1.017]
	

	
	Interaction (WLC x WI)
	-0.040
	0.075
	-0.534
	.594
	[-0.189, 0.108]
	.0005

	
	
	
	
	
	
	
	

	H5: Managerial Support (MS)
	Constant
	4.468
	0.029
	154.277
	< .001
	[4.411, 4.525]
	

	Model Fit: R2 = .759, F = 137.119, p < .001
	WLC (Predictor)
	0.072
	0.140
	0.516
	.607
	[-0.205, 0.349]
	

	
	MS (Moderator)
	0.858
	0.057
	15.138
	< .001
	[0.746, 0.970]
	

	
	Interaction (WLC x MS)
	-0.038
	0.074
	-0.506
	.614
	[-0.184, 0.109]
	.0005

	
	
	
	
	
	
	
	

	H6: Flexible Work Arr. (FWA)
	Constant
	4.475
	0.030
	150.398
	< .001
	[4.416, 4.534]
	

	Model Fit: R2 = .745, F = 127.839, p < .001
	WLC (Predictor)
	0.015
	0.145
	0.100
	.920
	[-0.273, 0.302]
	

	
	FWA (Moderator)
	0.803
	0.055
	14.560
	< .001
	[0.694, 0.912]
	

	
	Interaction (WLC x FWA)
	-0.103
	0.075
	-1.364
	.175
	[-0.252, 0.046]
	.0036


Note. N = 135. Dependent Variable (Y) = Turnover Intention (TI). Independent Variable (X) = Work-Life Conflict (WLC). Predictor variables were mean-centered prior to analysis. CI = Confidence Interval. Significant p-values (< .05) are bolded.
The hierarchical moderation analysis shows a highly revealing and statistically significant rejection of all three interaction hypotheses (H4, H5 and H6); organisational factors were not shown to statistically moderate the withdrawal trajectory in this particular NHS sample.
Hypothesis 4: Workload Intensity (WI) positively moderates the WLC-Turnover relationship is rejected as well. The overall model accounts for a huge 76.4% of the variance in Turnover Intention (R² = .764, p < .001), which is entirely attributable to the extraordinary direct main effect of Workload itself (β = 0.900, p < .001). The critical interaction term (WLC x WI) is completely unimportant (p = .594), and the change in variance is quite close to zero (ΔR² = .0005). This validates that workload is a direct and highly assertive precipitant for turnover intent but is not a dynamic statistical "multiplier" of work-life conflict.
Likewise, Hypothesis 5 and Hypothesis 6 about the theorised BS and FWA are definitely disproved. While both models are important overall, only Managerial Support (p = .614) and Flexibility (p = .175) miss the mark for statistical significance entirely. The mathematically trivial interaction terms show that all of these organisational resources are a complete failure to disrupt or counteract or weaken the direct path between occupational friction and the intent to quit.
From the methodological point of view, this consistent lack of finding moderation is very deep and explainable as the architecture of the dataset. Empirically confirms the descriptive analysis critique that the absence of mathematical variance for the variables is attributable to the universal extreme, leptokurtic workload & withdrawal intent scores among the NHS staff. Hence, these data contradict the traditional Job Demands-Resources (JD-R) buffering hypothesis. Structurally rigid healthcare systems with persistent demands, theorised buffers are overwhelming direct predictors of the process instead of interactive moderators.
[bookmark: _Toc240913070]4.5 Discussion
The empirical results that emerged from the quantitative analysis of the NHS employees are synthesised in this chapter, and considered in the context of the theoretical description of the Job Demands-Resources (JD-R) model as well as other occupational health literature. This study had two main objectives: Firstly, to critically examine the relationship between the multidimensional nature of work-life conflict (WLC) and turnover intentions; and secondly, to clearly measure the capacity of organisational resources to act as a moderator in explaining the link between WLC and turnover intentions within the context of the post-pandemic healthcare sector. This discussion goes beyond the descriptive nature of the meta-analysis to directly affect the realities of the current healthcare system. The results confirm withdrawal patterns previously described and provide new insight into the generalisability of the JD-R buffering effects of structurally rigid, high-acuity clinical environments.
[bookmark: _Toc240913071]4.5.1 The Pervasiveness of Multidimensional Work-Life Conflict 
In relation to the first research objective, the descriptive analysis makes clear that healthcare professionals experience it pathologically regarding the relationships between different healthcare professions. Across all three conflict typologies with exceptionally high central tendencies in time-based (mean = 4.90), strain-based (mean = 4.66) and behaviour-based conflict (mean = 4.81), they depict an overarching loss of boundaries in work-life. At the theoretical level, it is a verification of the central concept of Conservation of Resources (COR) theory (Hobfoll, 1989; Carlo et al., 2019), that is, when an individual is called upon to expend his limited energy resources to satisfy the requirements of his job, his personal domain is, in essence, undercut by the presence of occupational fatigue (Wen et al., 2023).
The statistical structure of this data, however, makes the common measurement of WLC in the literature problematic, as it has extreme negative skewness and is also leptokurtic, meaning that it focuses around a few modes rather than being distributed over a range of values. For most studies using the scale of Netemeyer et al. (1996), a normally distributed phenomenon is assumed in which different degrees of conflict are experienced by staff (Komlenac et al., 2021). By contrast, the brain-level saturation seen in almost all members of this NHS sample suggests that it is by no longer a variable phenomenon, determined by circumstances in each individual ward and the ability of individual health care workers to withstand them, but has become part and parcel of the ‘baseline' system of contemporary NHS work. This absolute convergence positions WLC as an issue of the macro level rather than as one that can be solved individually as a scheduling problem (Negt and Haunschild, 2024), and more closely resembles the observations from the macro level (NHS Digital, 2024). which typically indicate that WLC affects all practitioners as a result of systemic understaffing and a compressed clinical shift (Weyman et al., 2026).
[bookmark: _Toc240913072]4.5.2 Evaluating the Impact of WLC Dimensions on Turnover Intention 
The bivariate results show different linear relationships, varying widely from each other, that both agree with and perplex previous empirical studies. The result showed that, time-based conflict was significantly positively correlated with turnover intention (r=.427, p<.001) and the hypotheses were supported. The results are high congruent with Parida et al. (2021) and Weyman et al. (2026) who argue that such prescriptive time requirements of NHS rotations create a forced withdrawal from NUMS as it requires a logistical approach of an exit. Turnover is no longer just a psychological choice but a logistical inevitability when the mathematically fact of the unpredictable shift patterns clash with the inflexibility of home based caregiving patterns, and the caring for one's own is more often a female practitioner's responsibility (Cubas, Juhn and Silos, 2019).
More fundamentally, behaviour-based conflict appeared to be the best bivariate correlate with turnover intention (r = .574, p < .001) thus strongly supporting Hypothesis 3. A crucial theory work. Despite the work of DeBaylo and Michel (2022), the behavioural dimension is still an area lacking much research. Such psychological friction between attempting an authoritative, emotionally detached "clinical persona" and attempting to work in a domestic fashion where they are working collaboratively is often overlooked in the literature which focuses on the more quantifiable aspect of working hours (Loscalzo et al., 2019). This strong and positive statistical relationship openly questions the approach of rostering scholars who look at time-temporal dominance relationship only (Poon et al., 2022). Rozo and Erazo (2024) shows mathematically how when one is forced to work in high-pressure clinical settings, a psychological dissonance arises that actively damages interpersonal relationships, creating a psychological impossibility of continuing to work in the UK National Health Service (NHS).
On the other hand, it was clearly revealed by the provided data that there is a serious empirical paradox on question of strain when it comes to conflict. Hypothesis 2 was strongly rejected as it gave an almost zero (inconsequential) correlation (r=−.019,p=.829). On the surface, this seemingly directly challenges the prevailing occupational health consensus, which was represented by Rotenstein et al. (2023) and Wen et al. (2023), who used massive structural equation models, with emotional exhaustion as the main and ultimate mediator of withdrawal behaviour. A penetrating methodological examination, however, indicates that this statistical disavowal is very likely a pathological attribute of the data generated by a ceiling effect and that it doesn't involve a genuine theoretical change. The sampled population reported maximum levels of strain (kurtosis = 11.493); therefore, it was not mesokurtic, meaning that it has the needed variance to admit the detection of covariance mathematically using a Pearson coefficient. In this case, the quantitative models mathematically did not turn out to correlate to turnover, but the statistical failure does point to a fundamental limitation of a cross sectional design of a survey, in crisis situations when everyone is working at capacity, the quantitative models are no longer predictive of the level of strain, and necessitate the qualitative approach or phenomenological depth shown by Ramsay and Edwards (2025).
[bookmark: _Toc240913073]4.5.3 The Collapse of the JD-R Buffering Hypothesis 
The important consequence of this study is the findings of the hierarchical moderation analysis, which clearly failed Hypotheses 4, 5 and 6. The total lack of statistical influence of the organisational factors in the Job Demands-Resources model (JD-R), however, puts the main buffering hypothesis of this model into question (Bakker and Demerouti, 2017).
In all the traditional research on JD-R, it is assumed that the health-impairment process of the job demand model can be stopped by providing strong job resources, namely flexible work schedules and managerial support, which render the friction between the job demand and withdrawal behaviours neutral (Gil et al., 2023; Heerden & Naicker, 2023). Here, however, this study confirms the theoretical prediction that these buffers are statistically "inert" when it comes to the NHS in post-pandemic times. Unfortunately, an interaction between managerial support (H5) was not significant (p=.614). The statistical omission is a good match for the criticism of Björk et al. (2023) and Sandberg et al. (2023) that mixed methods theories poorly capture how line managers lend necessary support: the theoretical picture paints an idealised image of the line manager's capacity to give sufficient support. A manager who is psychologically exhausted at the middle of the organisation is not able to sufficiently buffer the clinical team from demands coming from the system. The respondents expressed support as being high perceived; however, perceived support did not moderate the relationship between any of the other variables and turnover intent, thereby supporting our mathematical models that found that empathetic leadership is mathematically insufficient alone to moderate the relationship between any of the other variables and turnover intent.
Likewise, Flexible Working Arrangements (FWA) did not moderate the relationship between the WLC-turnover trend (H6, p=.175). This finding challenges head-on the current policy rhetoric of the democratised rostering as the new 'solution' to retention in the NHS (Picker, 2025). Survey-based evidence from community settings may point to the protective aspects of FWA (Weyman et al., 2026), but this study supports the 'flexibility backlash' reported by Choudhary and Brookes (2025) and Holland et al. (2021). Giving a minority of staff bespoke flexibility, in extremely limited non-negotiable instititions with specific patient staff ratios, is actually having the opposite effect and strengthening the structure on the rest of the staff. There is a disadvantage, however: asymmetrical FWAs cannot be interpreted as dynamic, statistical buffers because they are mathematically downplayed by the much more critical clinical context (Hartner-Tiefenthaler et al., 2023).
Finally, the study tried to reconceptualise workload as not solely a base required workload, but instead as an active structural moderator (H4). Although the interaction term was not significant (p=.594), the hierarchical regression showed that the workload had a huge main effect (direct interaction) that was overwhelming (β=0.900,p<.001) and accounted for almost all of the predictive variance of the model (76.4%). This supports the findings of Singh et al. (2026) and Alzoubi et al. (2024) that this was more of a blunt impact and that extreme workload had a negative influence on turnover intent, regardless of personal WLC, thereby completely negating the recovery capacity (Rosemarino, 2026).
[bookmark: _Toc240913074]4.5.4 Implications and Evidence-Based Retention Recommendations 
These are an empirical body of work that an organisation will have to deviate from the traditional understanding of human resource strategy in the NHS. The data make clear that it is a mistake to trust that the primary assumption of the JD-R model, namely that resources are malleable and could be made more supportive as a remedy for infinite clinical demands (Tremblay and Messervey, 2011), is correct when we are in a period of devolved fiscal austerity (Nguyen et al., 2025). No micro-level, individualised resilience interventions (mindful self-compassion or simply asking managerial staff to exercise empathy) should be deployed in the NHS: none of these psychosocial resources are, on average, statistically able to protect individuals against the pathological amounts of multidimensional conflict that drive attrition in the NHS, which must now cease the proliferation of such interventions.
Instead, all evidence-based retention recommendations need to be solely at the macro-level, related to structural load reduction. As behaviour-based and time-based conflict are the two factors that affect the statistics the most, and workload is an overwhelming direct predictor, the only practical solution to retain is an absolute decrease of the clinical denominator. This involves a structural change in how each department is managed, away from compressed shifts of 12 hours or more with no time to recover (Matre, 2026) and towards a maximum patient-to-staff ratio set locally, but ratified by the governing body and unable to be altered by the managers of the department. The psychological contract between the NHS and its workers will only be restored once the absolute number of structural requests can be reduced, and forced. NHS resignations will increase at an ever-increasing rate, whatever flexible policies are put in place, until the structural number of requests is compulsorily reduced.
[bookmark: _Toc240913075]4.5.5 Methodological Limitations 
The findings offer strong quantitative evidence for the United Kingdom, but they are limited by the methodology of the study that is based on a post-positivist approach. However, the cross sectional design does not allow researchers to draw definitive conclusions about (time-lagged) causal relationships (Xueying et al., 2025); theoretically, employees who had already decided to quit may also retrospectively exaggerate their WLC results because of the active disengagement and psychological processes. Also, the use of the self-report measures results in Common Method Bias, which means that the measures are the subjective opinion of load account of the amount of load the worker believes they experienced, not necessarily their actual clinical hours. Finally, employing a convenience sampling and digital distribution method can have inadvertently created a sample with a higher proportion of staff discussing the issue on professional platforms and/or staff who are in the middle of a distressing experience, which may have resulted in the overall severity of the findings being overstated and reduced the absolute generalisability of the findings to all NHS trusts.
[bookmark: _Toc240913076]4.6 Chapter Summary 
In this chapter, a critical evaluation of the empirical data has been performed from a description of the results of their profiling to more in-depth hierarchical moderation testing. The results confirmed time-based and behaviour-based conflict as significant and effective predictors of NHS turnover intention; and systematically demonstrated that theorised organisational resources (managerial support and flexible working) do not statistically dampen the stretch of the withdrawal trajectory in highly constrained work settings. These findings provide a solid empirical basis for the final recommendation that structured workload demands exist as overpowering direct predictions which neutralise psychosocial interventions, challenging the universal applicability of workload aspects of the JD-R model.



[bookmark: _Toc240913077]Chapter Five: Conclusions and Recommendations
[bookmark: _Toc240913078]5.1 Introduction
This final chapter provides an overview of the empirical research results from the quantitative study on work-life conflict (WLC), organisational buffering mechanisms, and turnover intention that took place in the National Health Service (NHS), in the United Kingdom. The crucial context for this study was the urgent need to move beyond the notion that is hypothetical and abstract and to get the essence of the post-pandemic health care landscape down to Earth and expressed in numbers. This chapter therefore systematically reviews the extent to which the research goals (which are stated below) have been met, and discusses the findings from 135 substantive NHS employees in light of this. The chapter makes a strong advancement in theory of occupational psychology, discusses critically how the foundational moderation hypotheses are rejected, and brings the strong contributions from this research into a structurally inextricable place into perspective. Moreover, it provides very practical macro-level managerial implications using a comprehensive list of evidence-based recommendations, makes serious concessions to the methodological pitfalls of the study's post-positivist, cross-sectional design and lays a clear path for future empirical research.
[bookmark: _Toc240913079]5.2 Summary of Conclusions
The ultimate finding to come from this study is that the modern-day NHS is in a mode of quiet systemic inter-role warfare, an overload pattern of acceleration of disengagement from work, and that standard human resource interventions are statistically ineffective at slowing the toll. The empirical findings clearly showed that time-based (and behaviour-based) dimensions of WLC strongly and positively predict turnover intention, supporting prevalent macro-level suggestions that there is a psychological disaffirmation of clinical staff's relationships in relation to healthcare employers (Kinman and Teoh, 2024; Weyman et al., 2026). Carefully reading the methods section of the papers revealed that despite the lack of a meaningful bivariate correlation, the results of strain-based conflict were not revealed to be a lack of emotional exhaustion but rather psychometric ceiling effects; that is, if an entire cohort is extremely exhausted, the variable has a reduced level of variance and does not allow for mathematical covariance.
Most importantly, all the moderation hypotheses were disconfirmed in the hierarchical multiple regression analyses that were conducted to test the JD-R model's buffering assumption. Results from the data showed that the interaction of managerial support and flexible work arrangements had no significant effect on reducing turnover intention and only interacted marginally with WLC. Moreover, workload intensity failed to serve as a dynamic statistical multiplier; rather, it was a comfortable, massive, overwhelming direct predictor and accounted for the vast majority of the variance in changes in withdrawal intention. Finally, the study concludes that, in high-acuity contexts with low levels of resources, this change is a systemic effect that neutralises the protective effect of psychosocial job resources.
[bookmark: _Toc240913080]5.3 Achievement of the Research Objectives
The structure of the research was planned in order to serve four objectives, which have been intensively accomplished through putting the methodology into operation and the subsequent econometric analysis.
The first objective of measuring the extent of specific (time, strain, behaviour-based) WLC among NHS staff was met by using the Netemeyer et al. Descriptive statistical analysis revealed critical (pathological) increases in all three areas. Empirically, the extreme negative skewness and very high clustering together in the responses, attested to the fact that today, boundary spanning occupational stress can no longer be thought of as a solitary phenomenon that depends on individual resilience, but became a universal experience as a condition of the sampled workforce.
The second objective, which sought to determine the statistical effect of these specific conflict dimensions on turnover intention, was met with the use of a bivariate Pearson correlation test, which was successful. The results mathematically demonstrated that the more time- and behaviour-based psychological dissonances occur, combined with the increase of time-based restrictions, the more the intention to permanently quit the NHS increases in an exponential manner (Li et al., 2025). The study was able to distinguish between each of these dimensions to overcome the use of generic measures of job dissatisfaction and identify exactly how these forces work in the mechanics of inter-role friction and how these effects relate to turnover.
The third goal aimed to test the moderating effects of organisational factors (workload, managerial support, and flexibility) on this basic withdrawal relationship. This was done with the use of hierarchical multiple linear regressions with mean-centred interaction terms. Overall, the lack of statistical significance for all these interaction effects provided a successful answer to the research question, namely in demonstrating that these specific organisational factors have no mathematical ability to buffer or modify the 'marriage trap' effects on employee turnover.
The fourth objective, that NHS management development should be based on evidence to make retention recommendations, has been realised as a direct result of what has been found in the empirical evidence. The researchers used an objective quantitative measurement of failed psychosocial buffers as a basis from which to recommend to policymakers that Macroscale (structural) load-reduction, extensively discussed in the later section, is preferable to continued investment in microscale.
[bookmark: _Toc240913081]5.4 Recommendations for Managerial Practice
This empirical evidence against the JD-R buffering hypothesis requires a paradigm shift in human resource approaches for workforce retention in the NHS. The data clearly show that, in theory, leadership initiatives for empathy or democratised scheduling are operationally as well as statistically pointless in the world of infinite demands that characterises management structures. Thus, we have a need to shift managerial approach markedly from individualised resilience interventions towards the micro-level. This can lead to worse psychological fracture if, for a clinician in an extreme time-based and behaviour-based WLC, making the difficult assumptions that mindfulness seminars or wellbeing workshops are going to help that WLC is something they need to address themselves is unhelpful for the work.
Hence, macro-level NHS management should ultimately aim for a reduction in the clinical structural denominator which is inherent and cannot be negotiated. However, since workload was a proven overwhelming direct antecedent of turnover intention that completely circumvented the moderating processes of the organisation, retention strategies should only concern themselves with load suppression. This calls for leaders to regularly review business practices that are based on short working hours of 12 hours or less. This move often has been touted as being efficient in the operation and as theoretically providing extended recovery blocks, but the results of this study join competing critical studies (Matre, 2026 and Weyman et al., 2026) highlighting paradoxical annihilation of recovery time at the operational level and resulting in extreme time conflict, particularly evident in the data.
Second, as regards flexible working schemes (FWAs), NHS policymakers need to exercise great care. This study reflects Choudhary and Brookes' (2025) reported need for a "flexibility backlash" because the statistical failure of FWAs to buffer WLC. In rigorous, high-acuity acute wards, where there has to be a ratio of patients to staff, introducing flexibility to the care of a minority of health professionals by necessity increases the load on the rest of the full-time staff, unless other case numbers are reduced. It is therefore recommended that FWAs can only be approved/introduced along with an equal ratio of increased absolute baseline staffing. Adding flexibility to the same overcharged workforce system merely puts the same strain on the system as a whole, undermines the capacity for peer cohesion, and fragments the ward, driving the whole system towards burnout. Lastly, subsidiary clinical managers must be recognised as often being subjected to the same pathologies of WLC as their subordinates (Björk et al., 2023); the requirement on such managers who are likely to be as exhausted as their patients, to act as emotional buffers, but with no responsibility for the number of patients admitted, is an active breach of duty of care.
[bookmark: _Toc240913082]5.5 Contributions to Theory
This research is thus an empirical and highly critical contribution towards the current field of occupational psychology in directly challenging the universal applicability of the Job Demands-Resources (JD-R) model (Bakker and Demerouti, 2017). The JD-R model is based on an assumption of malleability of resources, whatever the job demands are, an organisation could intervene and flexibly add in enough psychosocial resources to counter the health impairment process (Tremblay and Messervey, 2011).
This study contributes to the establishment of an important theoretical boundary condition for the JD-R model by empirically demonstrating the statistical failure of two identified ways of counteraction (managerial support and flexibility) to reduce turnover intention in a structurally rigid healthcare context. It builds upon Conservation of Resources (COR) theory (Hobfoll, 1989), which implies and shows that beyond a critical point of chronic, unrelenting structural demand in the occupational environment, the psychosocial resources that are theorised are mathematically and practically void of utility. The study, for the first time, demonstrates that inelastic public sectors do not just diminish buffers, but destroy them altogether.
Further, this study adds to the methodological literature on the subject of multidimensional WLC measurement. The study has revealed the limitations of using legacy psychometric instruments (Netemeyer et al., 1996) in the crisis post-pandemic environment, given the extreme psychometric ceiling effects and pathological non-normality found in capturing strain-based conflict of the crisis cohort. It is important as an alert to potential future researchers that surveys of universally traumatised or acutely depleted occupational populations often involve new, more calibrated measurement scales, for which the conventional parametric assumptions are likely to be inappropriate.
[bookmark: _Toc240913083]5.6 Limitations of the Study
It requires a very straightforward and strongly critical awareness of the methodological restrictions of this empirical design. This study has several drawbacks; most importantly, it used a cross-sectional survey methodology. Considering only observational data at a fixed (now) time window greatly restricts the analytical outcome to covariance and statistical prediction (Xueying et al., 2025). The mathematical models used with the hierarchical regressions cannot provide a clear delimitation of causality in temporal aspects. Therefore it is possible that the cause-effect relationship is reversed and that an employee who has already decided to leave the organisation would acquaint him/her of having experienced and reported the WLC in a more negative manner in the cross-sectional data.
Second, it is only based on quantitative, self-reported tools, making it more prone to Common Method Bias (CMB) and Subjective Respondent Distortion (Kock et al., 2021). The survey design did not assess objective, verifiable organisational achievement scores based on patient-to-staff ratios or documented patient-to-hour ratios, or uncompensated overtime hours worked or documented patient-to-clinical hours ratios, but rather assessed the employees' subjective perception of their clinical workload and managerial support. This dependence is an indication that dispositional factors (negative affectivity) might have caused an artificial over-reporting of the severity of the occupational stressors.
Finally, the use of a convenience sampling approach combined with an arduous method of targeting and digital distribution has a questionable level of generalisability generally. In terms of the data set, it is entirely voluntary and dependent on access to professional online forums, and as such cannot be taken to represent the overall NHS workforce in a perfectly proportionate manner. This necessarily entails a sample that will exhibit self-selection bias: practitioners who are more distressed at work or who may be experiencing moral injury will be disproportionately sampled, which can result in a sample that represents a higher threshold of the level of distress or moral injury, potentially presenting problems in transferring the conclusions of such samples to other sectors, such as highly resourced private healthcare or non-clinical roles.
[bookmark: _Toc240913084]5.7 Recommendations for Future Research
Based on the limitations of the methodology found in this research, and to further develop the theoretical aspect of this research, a number of important paths for further empirical research are recommended. First, occupational psychologists need to break away from the cross-sectional design and follow the path of proper longitudinal tracking. To confirm true temporal precedence, the sequential and progressive degradation of cognitive resources over time should definitely be included by implementing multi-wave longitudinal methodologies (Van der Heijden et al., 2019), which would enable to definitively track the decline of cognitive resources over time and map out the chronological trajectory from initial work-life incongruence towards actual resignations.
In addition, future studies have to actively try to find a triangulation between subjective self-report data and objective organisational variables. Future quantitative models should consider verifiable HR data which could measure objective turnover rates, sickness absences, and clinical hours (calling for reducing inflation due to common method variance) instead of only depending on the employee's perception of turnover intention.
Further, the issue of behaviour-based conflict measurement is particularly problematic, requiring more than one source of surveys to be solved. Filling dyadic research designs with simultaneous questionnaires about marital conflict shared by the clinician and the spouse, or other family member with whom the clinician cohabits, would eliminate the social desirability bias of the first (clinician) reporter and offer a much more objective and thorough picture of the clinician's impact on the personal domain (DeBaylo and Michel, 2022). Lastly, future studies may benefit from using multi-level structural equation modelling to be able to distinguish between ward-level operational strain and individual-level psychological resilience and thus precisely characterise the point at which such structures neutralised the buffers.
[bookmark: _Toc240913085]5.8 Concluding Remarks
The current situation of the UK National Health Service (NHS) is one of unprecedented burden of staff leaving the health service due to an occupational structure that is structurally set against sustaining a personal life. This research has empirically shown that conflicts of frontline and administrative staff which exist between both of them in terms of behaviours and time have not been mere peripheral conflicts but quite potent ones for organisational withdrawal. This brings a clear statistical note: managerial efforts and flexible working arrangements are not proving to be effective in mitigating this trend and are, in a real sense, empirical evidence of the inability of the NHS to simply aliens and treats using psychosocial interventions or minor rostering arrangements. The psychological contract will stay broken and the freedom of highly skilled, deeply committed and dedicated healthcare workers will further seep out if macro-level policy remains to be unconditionally committed towards reducing the clinical demands in the system.
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	1. Introduction
	Establishes the foundational background, clearly defines the urgent problem statement, outlines the comprehensive research rationale, and explicitly states the primary aims regarding NHS turnover.

	2. Literature Review
	Critically evaluates all contemporary literature, synthesises the established Job Demands-Resources framework, explores work-life conflict dimensions, and systematically identifies explicit empirical research gaps.

	3. Methodology
	Details the positivist philosophy, deductive approach, and quantitative cross-sectional survey design. Outlines the stratified purposive sampling strategy, psychometric instruments, and ethical protocols.

	4. Results
	Presents comprehensive quantitative data analysis executed using IBM SPSS Statistics. Includes descriptive statistics, Pearson correlation matrices, and hierarchical multiple linear regression testing.

	5. Discussion and Conclusion
	Interprets statistical findings against the theoretical framework, delivers actionable, evidence-based retention recommendations, acknowledges limitations, concludes.
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Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.



		1

		UWTSD Research Ethics & Integrity Policy

		☒

		2

		UWTSD Research Data Management Policy

		☒



		3

		UWTSD Open Access Publications Policy

		☒



		4

		UWTSD Export Control Policy 

Required if Appendix 8 completed

		☐

		5

		UWTSD Trusted Research and Innovation Policy 

Required if research is taking place outside the UK

		☐



		6

		[List any other relevant documents here]

		☐









[bookmark: SEC_D]SECTION D: External Collaborative Research Activity 

		1

		Does your research involve collaborating partners at another institution or organisation?

		YES

		Click to continue to appendix 2

		NO

		Continue to the next section



		2

		Have you completed appendix 2? 

		YES

		☐

		NO

		☐







[bookmark: SEC_E]SECTION E: Details of Research Activity

		Aims, Vision and Approach of the Research (maximum 200 words per section)

Please outline what are you hoping to achieve with your proposed work and how will you deliver it?



		1

		Research aims and objectives



		Research Aim

The aim of the study is to investigate how dimensions of work-life conflict affect turnover intentions among NHS employees, and how organisational factors moderate this relationship

Research Objectives

· To measure the levels of time, strain, and behaviour-based work-life conflict among NHS employees.

· To evaluate the statistical impact of these conflict dimensions on turnover intention.

· To evaluate the moderating effects of organisational factors (workload, managerial support, and flexibility) on this relationship.

· To develop evidence-based retention recommendations for NHS management.









(this box should expand as you type) 



		2

		Vision



		This research addresses a critical empirical gap by investigating how contemporary organisational interventions mitigate turnover trajectories in the post-pandemic NHS. It generates new knowledge on the moderating effects of managerial support and flexible working on the work-life conflict-turnover relationship, ultimately providing evidence-based retention strategies for macro-level healthcare policy.



(this box should expand as you type)



		3

		Approach



		The study adopts a quantitative, cross-sectional survey design underpinned by a positivist philosophy and deductive approach. Primary data will be collected via a self-administered, structured online questionnaire using Google Forms, incorporating validated psychometric instruments such as the Work-Family Conflict Scale. Quantitative data will be analysed using IBM SPSS Statistics, employing descriptive statistics, Pearson correlations, and hierarchical multiple linear regression.

(this box should expand as you type)



		4

		Location of research activity

Identify all locations where research activity will take place.



		Online survey distributed digitally across NHS trusts in England.

(this box should expand as you type)







		5

		Will any of your research be undertaken outside of the UK?

		YES

		Click to continue to appendix 3

		NO

		Continue to the next section



		6

		Have you completed any of appendix 3? 

		YES

		☐

		NO

		☐







[bookmark: SEC_F]SECTION F: Research Methods 

		Will the research activity include:

		YES

		NO



		[bookmark: _Hlk153204538]1

		Use of a questionnaire or similar research instrument?

		☒

		☐



		2

		Use of interviews?

		☐

		☒



		3

		Use of focus groups?

		☐

		☒



		4

		Use of participant diaries? 

		☐

		☒



		5

		Use of video or audio recording?

		☐

		☒



		6

		Use of computer-generated log files?

		☐

		☒



		7

		Participant observation with their knowledge?

		☐

		☒



		8

		Participant observation without their knowledge?

		☐

		☒



		9

		Access to personal or confidential information without the participants’ specific consent?

		☐

		☒



		10

		Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?

		☐

		☒



		11

		Performance of any acts which may cause embarrassment or affect self-esteem?

		☐

		☒



		12

		Investigation of participants involved in illegal activities?

		☐

		☒



		13

		Use of procedures that involve deception?

		☐

		☒



		14

		Administration of any substance, agent or placebo?

		☐

		☒



		15

		Working with live vertebrate animals?

		☐

		☒



		16

		Procedures that may have a negative impact on the environment?

		☐

		☒



		17

		Other primary data collection methods. Please indicate the type of data collection method(s) below.

		☐

		☒



		Details of any other primary data collection method:







(this box should expand as you type)

		

		







SECTION G: Research Participants 



		Research participants include people who will be taking part in your research as providers of research data (e.g. being interviewed, answering questionnaires, or doing user testing of hardware or software). This includes animal participants.



		1

		Does your research involve human or non-human participants?

		YES

		Continue this section

		NO

		Click to continue to section N









		Participant numbers and source

How will you ensure an appropriately convened sample group in order to meet the aims of the research? Give details for subgroups separately, if appropriate. How will any potential pitfalls, for example dual roles or potential for coercion, be addressed?



		1

		How many participants will be recruited and how was the number decided upon?

		A minimum target of 200 completed responses will be sought. This satisfies statistical power requirements for multiple linear regression analysis.



(this box should expand as you type)



		2

		Who will the participants be?

		Substantive clinical and non-clinical NHS healthcare staff.

(this box should expand as you type)



		3

		How will you identify the participants?

		Through a stratified purposive sampling approach, distributing the survey online via professional networks including the Royal College of Nursing forums and NHS Staff Networks.

(this box should expand as you type)



		4

		Will you be excluding any groups of people, and if so what is the rationale for that?

		Temporary, agency, and bank staff are purposefully excluded to prevent variations in contractual flexibility and organisational commitment from confounding the data. Furthermore, the study is restricted to England to control for macro-level structural variations across the devolved UK nations.

(this box should expand as you type)



		5

		Will the research involve any element of deception?  If yes, please describe why this is necessary and whether participants will be informed at the end of the study

		

No



(this box should expand as you type)



		6

		Describe whether participants will be able to withdraw from the study, and up to what point (eg if data is to be anonymised). If withdrawal is not possible, after a certain point, explain why not. 

		Participants will be informed they can withdraw at any time prior to submitting the online questionnaire; after submission, withdrawal is not possible as the data is collected fully anonymously and cannot be linked back to the individual.



(this box should expand as you type)



		7

		How long will the participant have to decide whether to take part in the research?

		Participants will have an eight-week data collection window to decide to participate, with a reminder issued at four weeks.

(this box should expand as you type)



		8

		What arrangements have been made for participants who might have difficulties understanding verbal explanations or written information, or who have particular communication needs that should be taken into account to facilitate their involvement in the research?

		

The online survey will be accessible via standard web browsers compatible with digital accessibility and screen-reading tools.













(this box should expand as you type)











SECTION H: Research with Vulnerable People 

		1

		Are your participants classed as vulnerable people?

		YES

		Click to continue to appendix 4

		NO

		Continue to the next section



		2

		Have you completed appendix 4? 

		YES

		☐

		NO

		☐







[bookmark: SEC_I]SECTION I: Research Involving Animals 

		1

		Are your participants non-human animals?

		YES

		Click to continue to appendix 5

		NO

		Continue to the next section



		2

		Have you completed appendix 5? 

		YES

		☐

		NO

		☐







[bookmark: SEC_K]SECTION J: Research with the Prison Service or the Probation Service

		1

		Are your participants staff or offenders within the Prison Service or the Probation service?

		YES

		Click to continue to appendix 6

		NO

		Continue to the next section



		2

		Have you completed appendix 6? 

		YES

		☐

		NO

		☐







[bookmark: SEC_J]SECTION K: Health and Social Care Research

		1

		Are your participants selected due to their health or social care needs?

		YES

		Click to continue to appendix 7

		NO

		Continue to the next section



		2

		Have you completed appendix 7? 

		YES

		☐

		NO

		☐







[bookmark: SEC_L]SECTION L: Types of Personal Data

		Personal Data

Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 and the Data Protection Act 2018)?

		YES

		NO



		[bookmark: _Hlk153191083]1

		Personal data means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants and transcription of such are considered to be personal data.

		☐

		☒





		

		If you ticked YES, provide a description of the data and explain why this data needs to be collected:

		

		



		









(this box should expand as you type)







		Special Category Data 

Does the research involve the processing of special category data (as defined by the General Data Protection Regulation 2016 and the Data Protection Act 2018)?

		YES

		NO



		[bookmark: _Hlk153206093]2

		Racial or ethnic origin

		☐

		☒



		3

		Political opinions

		☐

		☒



		4

		Religious or philosophical beliefs

		☐

		☒



		5

		Genetic, biometric or health data

		☐

		☒



		6

		Sex life or sexual orientation

		☐

		☒



		7

		Trade union membership

		☐

		☒



		If you ticked YES to any of questions L2-L7, provide a description of the data and explain why this special category data needs to be collected to support the research and that it is in the public interest to do so:



		8

		











(this box should expand as you type)



		9

		Please describe how the research has been designed to gather the minimum amount of personal data necessary for the specified research purpose:



		The survey instrument is strictly limited to pre-validated psychometric scales and broad demographic categories (role band, trust type, tenure, gender, and caring responsibilities) strictly necessary for controlling confounding variables and enabling subgroup analysis. No direct personal identifiers, such as names, dates of birth, or contact details, will be collected during the study.



(this box should expand as you type)



		10

		Demonstrate that the processing is not likely to cause substantial damage or distress to individuals and that their interests will be safeguarded:



		

All primary data collection is fully anonymous and strictly voluntary, with informed digital consent obtained prior to access. Because survey responses are aggregated and cannot be linked back to any individual NHS employee, there is absolutely no risk of employment repercussions, reputational damage, or personal distress resulting from participation.



(this box should expand as you type)



		11

		Demonstrate that the data will not be used to take any action or make decisions in relation to the individuals concerned:



		The collected quantitative data will be analysed exclusively at the aggregate level using hierarchical multiple linear regression in SPSS. The empirical findings are intended solely to generate macro-level, evidence-based retention recommendations and policy strategies for NHS management, and cannot be used to evaluate, manage, or make employment decisions regarding individual participants.



(this box should expand as you type)



		12

		Data should be anonymised wherever possible, either at point of capture or once collated. If the data cannot be anonymised, and if pseudonymisation is not possible, demonstrate why the that is possible.  If special category data cannot be anonymised, explicit consent to share that data must normally be obtained.



		

Data will be completely anonymised at the point of capture. The online survey platform will be configured so that it does not record IP addresses, email addresses, or any metadata that could identify the respondent, ensuring the dataset is entirely de-identified before statistical analysis commences.





(this box should expand as you type)



		13

		If special category data cannot be anonymised, will you obtain explicit consent to share that data?

		YES

		NO

		N/A



		

		

		☐

		☐

		☒







SECTION M: Participant Information and Consent 



		Information for participants

It is normally expected that those participating in research should do so having given their informed consent. If this is not appropriate or practical, explicit justification must be provided, in line with prevailing disciplinary conventions.  Please note however, that informed consent to participate in the research is separate from consent to process (e.g. collect, analyse, store, reuse or share) personal data, as the University’s lawful basis for processing personal data in research activities is part of its ‘public task’. 

		YES

		NO

		N/A



		[bookmark: _Hlk156475507]1

		Will you obtain written consent for participation?

		☒

		☐

		☐



		2

		Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?

		☒

		☐

		☐



		3

		Will you tell participants that their participation is voluntary?

		☒

		☐

		☐



		4

		Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?

		☒

		☐

		☐



		5

		If the research is observational, will you ask participants for their consent to being observed?

		☒

		☐

		☐



		6

		Will you tell participants that they may withdraw from the research at any time and for any reason?

		☒

		☐

		☐



		7

		Will participants be made aware of how you will treat any information that may reasonably by considered as confidential? 

		☒

		☐

		☐



		8

		If your research requires your participants to sign up for a service provided by an external company or organisation will you inform them that their data may be stored and processed outside UWTSD?

		☒

		☐

		☐



		9

		Will you give participants the UWTSD Privacy Notice for Research?

		☒

		☐

		☐



		If you have answered NO to any of questions M1-M8, please provide justification detailing why this is necessary for the research.  



		10

		







(this box should expand as you type)



		Informed consent: Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before the research begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded. 



		11

		

A digital Participant Information Sheet detailing the study's purpose, scope, and data handling will be displayed on the survey's landing page. Participants must actively check a mandatory digital consent box before they are granted access to the questionnaire.





(this box should expand as you type)



		Confidentiality: Confidential information refers to information that can be related to an identifiable individual, whether living or deceased, which is not in the public domain and which is given with the expectation that it will be kept confidential.  Under Common Law when an individual entrusts a researcher or research team with confidential information, the team must handle this in line with ‘reasonable expectations’. In other words, confidential information should only normally be shared when there would be ‘no surprises’ for the individuals concerned. Where participants would not expect the researcher to be sharing their confidential information with others, researchers can manage their expectations by informing them of their intentions (e.g. in the participant information sheet or during discussions about participation) and asking them if they are happy with these plans. They should understand what is being proposed and what this might mean for them, before they decide whether the researcher can share their confidential information with others.  



		Please detail how you will treat confidential information:



		12

		A digital Participant Information Sheet detailing the study's purpose, scope, and data handling will be displayed on the survey's landing page. Participants must actively check a mandatory digital consent box before they are granted access to the questionnaire.



(this box should expand as you type)



		Copies of any written consent form, written information and all other explanatory material should accompany this application. If you have included these then please list the documents included here.



		13

		Sample information sheets and consent forms are available from the University ethical review intranet page at https://intranet.uwtsd.ac.uk/research/research-integrity-and-ethics 





		14

		Consent form attached?

		YES

☐

		NO

☒

		N/A

☐







SECTION N: Research with Potential Military Application

		1

		Does your research have any potential military application?

		YES

		Click to continue to appendix 8

		NO

		Continue to the next section



		2

		Have you completed appendix 8? 

		YES

		☐

		NO

		☐







[bookmark: SEC_O]SECTION O: Use of Artificial Intelligence Tools

		Use of generative AI and other AI-based tools

There are a number of ethical issues relating to the use of generative AI and other AI-based tools, including data security, output bias, and output errors. In general you should assume that any generative AI or other AI-based tool that you pay to use is more secure and accurate than one which is free to use.



Will the research use AI tools to do any of the following:

		YES

		NO

		N/A



		1

		Capture data?

		☐

		☒

		☐



		2

		Generate and/or edit text?

		☐

		☒

		☐



		3

		Generate graphics?

		☐

		☒

		☐



		4

		Generate video?

		☐

		☒

		☐



		5

		Generate sound/music?

		☐

		☒

		☐



		6

		Generate code?

		☐

		☒

		☐



		7

		Generate synthetic data?

		☐

		☒

		☐



		8

		Analyse data?

		☐

		☒

		☐



		9

		Analyse personal or sensitive data?

		☐

		☒

		☐



		10

		Classify data?

		☐

		☒

		☐



		11

		Do you intend to use the free version of any AI tools?

		☐

		☒

		☐



		If you have answered YES to any of questions O1-O11, please provide justification detailing why this is necessary for the research.  



		12

		







(this box should expand as you type)









Section P: Research Data Management Plan



		1

		Data Summary



		The research will create quantitative, cross-sectional survey data utilising pre-validated psychometric scales (e.g., Likert-scale responses for work-life conflict and turnover intention).



		2

		Responsibilities



		The lead researcher, Fozley Rabby, will be responsible for data management.



		3

		Assessment of existing data



		Not applicable; this study relies entirely on primary data collection.



		4

		Management and curation of data



		Data will be exported from Google Forms into IBM SPSS Statistics. Missing data will be managed via listwise deletion, and univariate/multivariate outliers will be handled using standard deviations and Mahalanobis distances.



		5

		Quality assurance of data



		Internal reliability of all multi-item scales will be rigorously verified using Cronbach's alpha (minimum 0.70 threshold) prior to inferential analysis.



		6

		Short-term data storage



		Data will be securely stored and accessed through the UWTSD institutional portal during the 15-week project timeline.





		7

		Long-term data storage and preservation 



		Anonymised quantitative data will be retained in accordance with UWTSD Data Management Policies.



		8

		Documentation and metadata



		The SPSS dataset will utilise a structured data dictionary, mapping variables to their respective survey items.



		9

		Data sharing



		Aggregate data will be shared via the final dissertation submission to formulate evidence-based retention recommendations. Raw data will not be shared openly to protect participant trust



		10

		Copyright and intellectual property ownership



		UWTSD and the lead researcher





		11

		Resources



		IBM SPSS Statistics via UWTSD institutional licence; Google Forms for data capture; UWTSD library databases.







SECTION Q: Risk Assessment 



		
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 



If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  



		1

		Full risk assessment completed and appended? 

		YES

		NO



		[bookmark: _Hlk152919011]

		

		☐

		☒



		Risks to participants, researchers, and the University 



		2

		Social risks: disclosures that could affect participants standing in the community, in their family and their job.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?





		3

		Legal risks: activities that could result in the participant, researchers and / or University committing an offence; activities that might lead to a participant disclosing criminal activity to a researcher which would necessitate reporting to enforcement authorities; activities that could result in a civil claim for compensation

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?





		4

		Economic harm: financial harm to participant, researcher and / or University through disclosure or other event.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?







		5

		Reputational risk: damage to public perception of University or the University / researchers’ reputation in the eyes of funders, the research community and / or the general public.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?









		6

		Safeguarding risks:  Risk to young people, vulnerable adults and / or researcher from improper behaviour, abuse or exploitation. Risk to researcher of being in a comprising situation, in which there might be accusations of improper behaviour.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?









		7

		Sensitive, embarrassing or upsetting topics. If research activity may include sensitive, embarrassing or upsetting topics or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities.  

		YES

		NO



		

		

		☐

		☒



		







(this box should expand as you type)



		

		Health and safety risks



		8

		Location hazards: for example: fire; visiting or working in participant’s homes; working in remote locations and in high crime areas; overseas travel; hot, cold or extreme weather conditions; working on or by water. Also hazardous work locations, such as construction sites, confined spaces, roofs or laboratories. For overseas travel, researchers will need to check country / city specific information, travel health requirements and consider emergency arrangements as part of their research planning. In all cases the University’s International Travel Policy must be followed.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?









		9

		Activity hazards: for example: potentially mentally harmful activities; distressing and stressful work and content; driving; tripping, or slipping; falling from height; physically demanding work; lifting, carrying, pushing and pulling loads; night time and weekend working.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?







		10

		Machinery and equipment: for example: ergonomic hazards, including computer workstations and equipment; contact with electricity; contact with moving, rotating, ejecting or cutting parts in machinery and instruments; accidental release of energy from machines and instruments.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?





		11

		Chemicals and other hazardous substances: the use, production, storage, waste, transportation and accidental release of chemicals and hazardous substances; flammable, dangerous and explosive substances; asphyxiating gases; allergens; biological agents, blood and blood products. 

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?









		12

		Physical agents: for example: excessive noise exposure, hand-arm vibration and whole body vibration; ionising radiation; lasers; artificial optical radiation and electromagnetic fields

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?







		13

		Environmental risks: for example: accidental spillage of pollutants, damage to local ecosystems

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?













SECTION R: Disclosure and Barring Service



		Disclosure and Barring Service



		1

		If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.

		YES



		NO



		N/A





		

		Does your research require you to hold a current DBS Certificate?

		☐

		☒

		☐



		2

		If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.

		









[bookmark: SEX_S]SECTION S: Declaration

		The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.



In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Policy which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 





		1

		Name of applicant

		Fozley Rabby



		2

		Electronic or written signature of applicant:

		Fozley



		3

		Date

		06/06/2026



		4

		Name of Director of Studies

		



		5

		Electronic or written signature of Director of Studies:

		



		6

		Date

		







Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

		1

		☒

		I have read the guidance notes supplied before completing the form.



		2

		☒

		I have completed all relevant sections of the form in full.



		3

		☐

		I have attached a copy of the Participant Information Sheet (PIS) or Consent Form



		4

		☐

		I have attached a completed copy of the Trusted Research and Innovation Checklist (where applicable)



		5

		☐

		I have attached a full risk assessment (where appropriate) 



		6

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice



		7

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Data Management Policy



		8

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Export Control Policy



		9

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Open Access Research Policy



		10

		I have completed the following appendices:

		1

		☐

		2

		☐

		3

		☐

		4

		☐



		

		

		5

		☐

		6

		☐

		7

		☐

		8

		☐







		

All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.














[bookmark: APP_1]APPENDIX 1 – Grant or Contract Funding



		A1.1

		Has your research been awarded external funding?

		YES

		☐

		NO

		☐



		A1.2

		Have you applied for funding / awaiting decision?

		YES

		☐

		NO

		☐



		A1.3

		Are you intending to apply for funding?

		YES

		☐

		NO

		☐



		A1.4

		[bookmark: _Hlk152243903]Funding Body

		



		A1.5

		Lead institution (grant holder)

		



		A1.6

		If awarded, grant reference

		



		A1.7

		If awarded, grant value

		



		A1.8

		If awarded, start date and duration

		







		

		

		

		

		





		Return to the main form












[bookmark: APP_2]APPENDIX 2: External Collaborative Research Activity



		INSTITUTION 1                        



		[bookmark: _Hlk152247185]A2.1

		Name

		





		A2.2

		Researcher name and position 

		





		A2.3

		Role in project (e.g. co-investigator)

		





		A2.4

		Contact e-mail address

		





		A2.5

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		[bookmark: _Hlk152841402]

		

		









		INSTITUTION 2                      



		A2.6

		Name

		





		A2.7

		Researcher name and position 

		





		A2.8

		Role in project (e.g. co-investigator)

		





		A2.9

		Contact e-mail address

		





		A2.10

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		

		

		









		INSTITUTION 3                       



		A2.11

		Name

		





		A2.12

		Researcher name and position 

		





		A2.13

		Role in project (e.g. co-investigator)

		





		A2.14

		Contact e-mail address

		





		A2.15

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		

		

		









Add additional collaborators as needed



		

		

		

		

		





		Return to the main form





[bookmark: APP_3]




APPENDIX 3: Research Undertaken Outside of the UK



		A3.1

		Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. Describe the measures you have taken to comply with these and provide evidence of approvals etc. If you live in the country where you will do the research then please state this. If you have a local research supervisor or research advisor then please give their contact details here.



		







(this box should expand as you type)



		A3.2

		Responsible Research and Innovation

If research is taking place overseas please refer to the UWTSD Trusted Research and Innovation Policy and complete the Trusted Research and Innovation Checklist and submit it with this form.



		A3.3

		Confirm that you have read the Trusted Research and Innovation Policy

		☐







		If you are a postgraduate research student working with a research supervisor or research advisor at your local university then you do not need to fill in any more sections of this appendix.

If you are working in a research collaboration with an overseas partner please complete the remaining sections of this appendix.

		Return to the main form





[bookmark: _Hlk160779412]

		Organisational Details



		A3.4

		Name of Organisation 



		



		A3.5

		Country where organisation is based:



		



		A3.6

		Registration number and name of registration body (examples of relevant registration bodies are government, tax, corporation, charity, educational authority):



		



(this box should expand as you type)



		A3.7

		What is the legal status of the organisation? (for example: public university, private university, charity, private company, non-profit making company, government research organisation, independent research organisation) Please include the date of foundation. Note: We may be required to ask for evidence of this at a later stage.



		



(this box should expand as you type)



		A3.8

		Is your organisation affiliated to any other organisation? (i.e. is the organisation legally part of a larger organisation or a group of larger organisations).



		



(this box should expand as you type)



		A3.9

		Name(s) of investigators in the organisation who will be responsible for the collaborative research and innovation 



		



(this box should expand as you type)









		About New Partners



		A3.10

		Why does a partner want to work with you?



		



(this box should expand as you type)



		A3.11

		What are they expecting in return for their financial support or involvement?



		



(this box should expand as you type)





		A3.12

		Is the organisation associated with a country which may be viewed as hostile to the UK or one which has different democratic and ethical values from our own? If you have ticked YES, please briefly describe below how you will maintain the UK’s democratic and ethical values within the research.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.13

		Has due diligence into the partner identified any involvement in research on behalf of the military or police with links to a hostile state? If you have ticked YES, please summarise below how you will prevent information from this research from being released to these organisations.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.14

		Set within the context of any information gained from due diligence, could your research be misused or have unintended applications which would be negative? If you have ticked YES, please summarise below how this might occur.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.15

		Are there any legal, regulatory or university policy constraints on undertaking your research with this partner? If you have ticked YES, please summarise these below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.16

		Having considered the answers to questions A3.10-A3.15, are there potential reputational or ethical risks to you or the university? If you have ticked YES, please summarise these risks below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)









		About Research Relationships

		YES

		NO



		A3.17

		Are the terms of any proposed Memorandum of Understanding (MoU) in keeping with the expectations of your department and university?

		☐

		☐



		A3.18

		Are you providing existing intellectual property (IP), research data, confidential or personally identifiable data to the project? If so, how is this going to be protected?

		☐

		☐





		





(this box should expand as you type)



		A3.19

		Who will own any IP that is generated?



		



(this box should expand as you type)



		A3.20

		What plans do you have in place for protecting the resulting IP?



		



(this box should expand as you type)



		A3.21

		What contractual requirements are you able to put in place to protect the interests of your academic institutions?



		



(this box should expand as you type)



		A3.22

		What access will the research partner have to your IT network? If they do have access, what broader visibility might this provide?



		



(this box should expand as you type)



		A3.23

		Is there any physical separation or protection required between research in similar fields?



		



(this box should expand as you type)









		About Existing Partners



		A3.24

		Would proceeding with the research raise potential conflicts of interest with existing research partners? If you have ticked YES, please explain these conflicts below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.25

		Have you spoken with your existing partners about any potential conflict of interest? If you have ticked YES, please briefly summarise their response(s) below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.26

		Does any non-disclosure agreement for this project include an expectation that you will need to provide visibility to existing partners? If you have ticked YES, please explain below how this will be managed.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.27

		Will this research breach any existing contractual agreements that you, your department or university already have? If you have ticked YES, please explain below how this will be managed.

		YES

		NO



		

		

		☐

		☐





		





(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_4]APPENDIX 4: Research with Vulnerable People



		Will the research involve data processing involving the following data subjects:

		YES

		NO



		A4.1

		Children under 16

		☐

		☐



		A4.2

		Adults with learning disabilities

		☐

		☐



		A4.3

		Adults with other forms of mental incapacity or mental illness

		☐

		☐



		A4.4

		Adults in emergency situations

		☐

		☐



		A4.5

		Prisoners or young offenders

		☐

		☐



		A4.6

		Those who could be considered to have a particularly dependent relationship with the investigator, e.g. members of staff, students

		☐

		☐



		A4.7

		People who have not given their explicit consent to participate in the project

		☐

		☐



		A4.8

		People engaged in illegal activities

		☐

		☐



		A4.9

		Any other people who can be considered vulnerable in the context of this project

		☐

		☐



		Please justify the inclusion of the above people (if applicable), explaining why the research cannot be conducted on non-vulnerable people.



		A4.10

		







(this box should expand as you type)



		Please give details of extra steps taken to assure the protection of vulnerable people participating in the research.  You should describe any arrangements to be made for obtaining consent from a legal representative.



		A4.11

		







(this box should expand as you type)



		It is the researcher’s responsibility to check whether a DBS check (or equivalent) is required and to obtain one if it is needed. Please confirm:



		A4.12

		DBS Check required? 

		YES

		NO



		

		

		☐

		☐



		A4.13

		DBS certificate obtained? 

		YES

		NO

		N/A



		

		

		☐

		☐

		☐







		

		

		

		

		





		Return to the main form










[bookmark: APP_5]APPENDIX 5: Research Involving Animals

		The use of animals in research is tightly governed and monitored by law and by the Home Office, specifically under the Animals (Scientific Procedures) Act 1986 and its accompanying codes of practice and processes. The Act regulates procedures that are carried out on protected animals for scientific or educational purposes that may cause pain, suffering, distress or lasting harm. Under the Act, a protected animal is ‘any living vertebrate, other than man, and any living cephalopod’. The University does not hold a Home Office issued Establishment Licence and therefore researchers must ensure that any proposed work involving animals is either exempt from the Act or falls outside of its scope. Exempted research, for example involving routine veterinary practice or clinical veterinary research, may still require external ethical approval from the Royal Society of Veterinary Surgeons. When undertaking collaborative research involving animals, the UWTSD Research Ethics Committee must be assured that the partner institution(s) conform to the appropriate regulatory framework or legislation, and have approval from their local Research Ethics Committee. Any such work must follow the guidance of the National Centre for the Replacement, Reduction and Refinement of Animals in Research, known as the 3Rs.  In all cases, advise must be sought from INSPIRE for any proposed research involving animals, either at UWTSD, or by research collaborators in partnership with UWTSD. This should be at the very early stages of research design, so that an appropriate due diligence exercise can be undertaken.



		Will the research involve any work with any of the following animals (including observation in their natural habitat)

		YES

		NO



		[bookmark: _Hlk156319509]A5.1

		Any living vertebrates, other than humans?

		☐

		☐



		A5.2

		Any living cephalopods?

		☐

		☐



		A5.3

		[bookmark: _Hlk156462984]Has INSPIRE undertaken an initial due diligence exercise?

		☐

		☐



		A5.4

		[bookmark: _Hlk156464303]Due diligence assessment appended to this application?

		☐

		☐



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. 



		[bookmark: _Hlk156464347]A5.5

		



(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_6]APPENDIX 6: Research with Staff or Offenders in Prison Establishments and Probation Services 



		Research with staff and/or offenders in prison establishments, the Probation Service or within His Majesty’s Prison and Probation Services requires additional approvals.



		Will the research involve any of the following?

		YES

		NO



		A6.1

		Staff in prison establishments

		☐

		☐



		A6.2

		Offenders in prison establishments

		☐

		☐



		A6.3

		The Probation Service

		☐

		☐



		A6.4

		His Majesty’s Prison and Probation Services

		☐

		☐



		All researchers wanting to conduct research with staff and/or offenders in prison establishments, the Probation Service regions or within HM Prison and Probation Service (HMPPS) Headquarters are required to formally apply for research approval to the HMPPS National Research Committee (NRC). Before doing so, INSPIRE must undertake an initial due diligence exercise. If you have not contacted INSPIRE, please do so immediately. If YES to any of the above, please confirm:



		A6.5

		[bookmark: _Hlk156464314]Has INSPIRE undertaken an initial due diligence exercise?

		☐

		☐



		A6.6

		Have you applied to the HMPPS National Research Committee (NRC)?

		☐

		☐



		A6.7

		Has HMPPS National Research Committee approval been granted? If yes, please append to this application. 

		☐

		☐



		A6.8

		Due diligence assessment appended to this application?

		☐

		☐



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. 



		A6.9

		









(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_7]APPENDIX 7:  Health and Social Care Research 

		All health and social care research must have a sponsor as defined by the Health Research Authority UK Policy Framework for Health & Social Care.  The University will under no circumstances act as the sponsor of health and social care research (i.e. that which requires approval by a NHS Research Ethics Committee). In all cases, therefore, an appropriate collaborating partner must lead the research.  Any health and social care research therefore requires an initial due diligence exercise, which will be undertaken by INSPIRE. The purpose of the due diligence exercise is to ensure that the University has the capability to undertake the research, either independently or in collaboration with research partners. This will include advice on suitable collaborative arrangements and the appropriate involvement of UWTSD researchers in the proposed research study.  This is likely to apply to the following areas:



		Will the data processing involve:

		YES

		NO



		A7.1

		Participants who have been recruited on the basis of medical and health conditions, life stage or other physical or mental attribute.

		☐

		☐



		A7.2

		Participants who will engage in physical exercise, activity or exertion of any kind, or who use exercise equipment, assistive devices or other apparatus for the purposes of the research study. This includes interventions that are minimally invasive.

		☐

		☐



		A7.3

		Patients and users of the NHS (including NHS patients treated in the private sector).

		☐

		☐



		A7.4

		Individuals identified as potential participants because of their status as relatives or carers of patients and users of the NHS.

		☐

		☐



		A7.5

		Patients who are cared for in private and voluntary sector nursing homes.

		☐

		☐



		A7.6

		Confidential patient information.

		☐

		☐



		A7.7

		Clinical trial of a medicinal product or medical device.

		☐

		☐



		A7.8

		Access to organs or other bodily material of past and present NHS patients, or any material consisting of or containing human cells.

		☐

		☐



		A7.9

		Use of human tissue (including non-NHS sources) where the collection is not covered by a Human Tissue Authority licence.

		☐

		☐



		A7.10

		Foetal material and IVF involving NHS patients.

		☐

		☐



		A7.11

		The recently deceased under NHS care.

		☐

		☐



		A7.12

		NHS staff or premises.

		☐

		☐



		A7.13

		Practising midwives conducting a clinical trial.

		☐

		☐



		A7.14

		Investigational medicinal product.

		☐

		☐



		A7.15

		Medical devices that are not CE-marked or CE-marked medical devices that have been modified or are being used for a new purpose.

		☐

		☐



		A7.16

		Exposure to ionising radiation.

		☐

		☐



		A7.17

		Other health and social care related research.

		☐



		☐





		Please specify 







(this box should expand as you type)

		

		



		Researchers proposing to work on projects involving health and social care research must check whether their study meets the HRA definition of research and whether it should undergo ethics review by a NHS Research Ethics Committee. If you have answered YES to any of questions A7.1-A7.17 then this is likely to be the case and sponsorship by a third party will be required. This can be checked via the Health Research Authority’s Decision Tool : https://www.hra-decisiontools.org.uk/research/  



		A7.18

		Does the research meet the HRA definition of research?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☐



		A7.19

		Is the Research being sponsored by a collaborating partner?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☐



		A7.20

		Has NHS ethics approval been granted?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☐



		A7.21

		Has INSPIRE undertaken an initial due diligence exercise?

		YES 

		NO



		

		

		☐

		☐



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. If you have not contacted INSPIRE, please do immediately. 



		A7.22

		









(this box should expand as you type)







		A7.23

		Have you been granted NHS ethical approval?

		YES

		Click to continue to Section R

		NO

		Return to the main form












[bookmark: APP_8]APPENDIX 8: Export Control for Research with Potential Military End Uses

		Export controls apply to the physical, electronic or oral transmission outside the UK of applied research, sensitive technology, software and equipment that could potentially be misused, either directly or indirectly, for military purposes. These legal controls are a serious obligation and UWTSD researchers must actively manage the risks of these being misused to fuel conflict, threaten national security, support terrorism and crime, violate human rights or proliferate Weapons of Mass Destruction.  UWTSD’s Export Control Policy provides a clear six step process to determine if your research is covered by export controls. Please complete the following screening to judge if you need to compete a full export control assessment. If you are in any doubt, then please contact INSPIRE. Any research in UWTSD involving the following high-risk areas must be screened.

Will the research involve:



		Defence

		YES

		NO



		A8.1

		Military equipment and munitions

		☐

		☐



		A8.2

		Defence equipment, including satellites

		☐

		☐



		A8.3

		Technical data, including some border and port information

		☐

		☐



		A8.4

		Dual use research

		☐

		☐



		Materials and Technologies

		YES

		NO



		A8.5

		Nuclear materials, facilities and equipment

		☐

		☐



		A8.6

		Chemicals, microorganisms and toxins

		☐

		☐



		A8.7

		Electronics design, development and production

		☐

		☐



		 A8.8

		Computers

		☐

		☐



		A8.9

		Telecommunications

		☐

		☐



		A8.10

		Sensors and lasers

		☐

		☐



		A8.11

		Navigation and avionics

		☐

		☐



		A8.12

		Marine technology

		☐

		☐



		A8.13

		Composite materials

		☐

		☐



		A8.14

		Aerospace and propulsion

		☐

		☐



		Sensitive Information

		YES

		NO



		A8.15

		Cryptology

		☐

		☐



		A8.16

		Counterterrorism

		☐

		☐



		A8.17

		Counternarcotics

		☐

		☐



		A8.18

		Cyber-related

		☐

		☐



		A8.19

		Non-proliferation

		☐

		☐



		A8.20

		Transnational criminal organisations

		☐

		☐










		Genetic Resources

		YES

		NO



		A8.21

		Genetic material of actual or potential value

		☐

		☐



		A8.22

		Organisms, or parts thereof

		☐

		☐



		A8.23

		Populations (or organisms)

		☐

		☐



		A8.24

		Other biotic components of ecosystems

		☐

		☐



		A8.25

		Domesticated or cultivated species in which the evolutionary process has been influenced by humans

		☐

		☐







		Will you be exporting military or dual-use technology, now or possibly in the future? This information may take many forms, including:

		YES

		NO



		A8.26

		Physical transfer of goods, technologies, material or equipment

		☐

		☐



		A8.27

		Blueprints

		☐

		☐



		A8.28

		Plans

		☐

		☐



		A8.29

		Diagrams

		☐

		☐



		A8.30

		Models

		☐

		☐



		A8.31

		Formulae

		☐

		☐



		A8.32

		Tables

		☐

		☐



		A8.33

		Engineering designs and specifications

		☐

		☐



		A8.34

		Manuals and instructions

		☐

		☐



		A8.35

		Software

		☐

		☐



		A8.36

		Know-how

		☐

		☐







		Will your project transfer technology using any of the following physical methods?

		YES

		NO



		A8.37

		USB flash drives

		☐

		☐



		A8.38

		Portable hard drives

		☐

		☐



		A8.39

		Laptops

		☐

		☐



		A8.40

		Tablets

		☐

		☐



		A8.41

		Intangible forms by using electronic media, such as email, phone storage and cloud file sharing

		☐

		☐



		A8.42

		Physical exports

		☐

		☐







		Will your project involve any of the following?

		YES

		NO



		A8.43

		Oral transfer by phone or videoconferencing or presentations

		☐

		☐



		A8.44

		Travelling overseas for any purpose, while unintendingly carrying any of the above.

		☐

		☐



		A8.45

		Will you be hosting foreign visitors?

		☐

		☐










		If you answer YES to any of questions A8,1-A8.45 then you should complete a full export control assessment and append that to this application. Before doing this please contact INSPIRE who will advise further.

		YES

		NO



		A8.46

		Full export control assessment required?

		☐



		☐





		A8.47

		Full export control assessment completed?

		☐



		☐





		A8.48

		Full export control assessment appended?

		☐



		☐









		

		

		

		

		





		Return to the main form
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Survey Questionnaire.docx
Survey Questionnaire

Participant Information and Digital Consent Form

Study Title: The Relationship Between Work-Life Conflict and Employee Turnover Intentions in the UK Healthcare Sector

Researcher: Fozley Rabby (UWTSD Swansea Business School)

Overview:

You are invited to participate in a Master’s level research study investigating how work-life conflict impacts turnover intentions among National Health Service (NHS) staff, and how organisational resources (such as managerial support and flexible working) affect this relationship.

Voluntary Participation & Anonymity:

Participation is entirely voluntary. This survey is completely anonymous; no personal identifiers (such as your name, email address, or IP address) will be collected. Your responses will be aggregated for statistical analysis and cannot be traced back to you. This ensures there is no risk to your employment or professional standing.

Withdrawal:

You may withdraw from the survey at any point prior to clicking "Submit" simply by closing your browser. Once submitted, your data cannot be withdrawn as it is fully de-identified and cannot be isolated from the dataset.

Digital Consent Declaration:

Please read the following statements carefully. By checking the boxes below, you consent to participate in this study.

· [ ] I confirm that I have read and understood the information provided above.

· [ ] I understand that my participation is voluntary and I am free to withdraw at any time prior to submission.

· [ ] I understand that my responses are fully anonymous and will be used solely for academic research purposes.

· [ ] I explicitly consent to participate in this study.

Section 1: Screening Criteria

This study specifically targets substantive NHS staff working in England to ensure structural consistency in the data.

1. Are you currently employed in a substantive (permanent or fixed-term, non-agency/non-bank) role within an NHS Trust in England?

· [ ] Yes 

· [ ] No 

2. Have you been continuously employed in your current NHS role for a minimum of 6 months?

· [ ] Yes 

· [ ] No 

Section 2: Demographic Profiling

This information is required exclusively for statistical control and subgroup analysis.

3. What is your gender identity?

· [ ] Male

· [ ] Female

4. Do you have primary or significant caring responsibilities outside of work (e.g., childcare, eldercare)?

· [ ] Yes

· [ ] No

5. What type of NHS Trust are you currently employed by?

· [ ] Acute Trust (Hospital)

· [ ] Mental Health Trust

· [ ] Community Health Trust

· [ ] Ambulance Trust

6. What is your current NHS Agenda for Change (AfC) role band?

· [ ] Bands 2–4 (Support & Administrative)

· [ ] Bands 5–7 (Clinical/Nursing/Mid-level Management)

· [ ] Bands 8a–9 (Senior Management/Advanced Clinical)

· [ ] Medical/Dental (Non-AfC)

7. How long have you been employed in the NHS in total?

· [ ] 6 months to 2 years

· [ ] 3 to 5 years

· [ ] 6 to 10 years

· [ ] Over 10 years

Section 3: Work-Life Conflict (WLC)

The following statements assess the friction between your work and personal life. Please indicate your level of agreement using the 7-point scale below.

(1 = Strongly Disagree, 2 = Disagree, 3 = Somewhat Disagree, 4 = Neither Agree Nor Disagree, 5 = Somewhat Agree, 6 = Agree, 7 = Strongly Agree)

Time-Based Conflict:

8. The demands of my NHS work schedule severely limit the amount of time I have for my family or personal life.

9. I frequently have to miss important personal or family activities because of the amount of time I must spend on my work responsibilities.

10. The irregular or inflexible hours I work make it structurally difficult to fulfil my domestic obligations.

Strain-Based Conflict:

11. When I finish my shift, I am often too emotionally or physically exhausted to participate in family or personal activities.

12. The psychological stress generated by my clinical/occupational duties makes me irritable or withdrawn when I am at home.

13. I find it difficult to mentally detach from patient care or institutional pressures when my workday is over.

Behaviour-Based Conflict:

14. The authoritative or clinical behaviours required to be effective in my NHS role are counterproductive when I apply them at home.

15. I struggle to switch from the emotionally detached persona required at work to the empathetic persona expected by my family.

16. The rapid decision-making style I use on the ward/in the office causes friction in my personal relationships.

Global Inter-role Friction:

17. Overall, the intense demands of my NHS employment are fundamentally incompatible with maintaining a healthy personal life.

Section 4: Organisational Factors (Moderators)

The following statements assess your current working conditions. Please indicate your level of agreement using the 5-point scale below.

(1 = Strongly Disagree, 2 = Disagree, 3 = Neutral, 4 = Agree, 5 = Strongly Agree)



Workload Intensity:

18. I am routinely required to manage a volume of work or patient acuity that exceeds what is feasible within my contracted hours.

19. My department suffers from chronic understaffing, which significantly intensifies my daily occupational demands.

20. I frequently work uncompensated or unrecognised overtime to ensure continuity of care or operational targets are met.



Managerial Support:

21. My direct line manager proactively attempts to redistribute workloads when my department is under excessive pressure.

22. I feel psychologically safe discussing my work-life balance and burnout concerns with my immediate supervisor.

23. My line manager actively protects my off-duty time and respects my right to disconnect from work communications.



Flexible Working Arrangements (FWAs):

24. I have functional autonomy over my working schedule (e.g., self-rostering, compressed hours, or predictable shift patterns).

25. When I request a flexible working arrangement to manage personal obligations, the Trust accommodates it without penalising my career progression.

26. The flexible working policies in my department are implemented fairly and do not disproportionately increase the workload of other staff members.




Section 5: Turnover Intention

The final section assesses your future career plans. Please indicate your level of agreement using the 5-point scale below.

(1 = Strongly Disagree, 2 = Disagree, 3 = Neutral, 4 = Agree, 5 = Strongly Agree)

27. I frequently contemplate voluntarily resigning from my current role within this NHS Trust.

28. I am actively planning to seek employment outside of the National Health Service within the next twelve months.

29. If my current work-life balance does not significantly improve, it is highly probable that I will leave my profession entirely.



End of Questionnaire

Thank you for your invaluable contribution to this research. Your responses have been successfully recorded. If you are experiencing distress related to your workload, please contact your local NHS Occupational Health department or access the Practitioner Health support network.
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Fozley Data.xlsx
Form responses 1

		D1  What is your gender identity?		D2  Do you have primary or significant caring responsibilities outside of work (e.g., childcare, eldercare)?		D3  What type of NHS Trust are you currently employed by?		D4  What is your current NHS Agenda for Change (AfC) role band?		D5  How long have you been employed in the NHS in total?		TBC1		TBC2		TBC3		SBC1		SBC2		SBC3		BBC1		BBC2		BBC3		WI1		WI2		WI3		MS1		MS2		MS3		FWA1		FWA2		FWA3		TI1		TI2		TI3

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		4		4		4		4		4		5		4		5		3		3		4		4		5		4		5		4		4		4		4		3		4

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		2		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		3		3		3		4		4		4		3		3		3		3		3		3		3		3		3		3		3		3		3		3		3

		Male		No		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		3		4		3		5		5		5		4		3		4		3		3		2		3		2		3		3		2		3		4		3		4

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		3		4		4		4		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		4		5		4		4		4		4		2		1		2		2		1		2		2		1		2		2		1		2		2		1		2

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		2		1		2		4		4		5		2		1		2		2		1		2		2		1		2		2		1		2		2		1		2

		Male		Yes		Ambulance Trust		Bands 2–4 (Support & Administrative)		Over 10 years		3		5		4		3		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		3		5		4		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 to 10 years		5		4		5		4		4		5		5		4		5		5		4		5		4		5		4		5		4		4		3		5		4

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		3		4		5		5		5		5		5		4		5		3		5		4		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		4		4		4		2		5		4		5		4		5		5		4		5		5		4		5		5		4		4

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		4		4		4		5		4		5		4		4		4		4		4		4		4		4		4		4		4		4		4		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		2		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		4		4		3		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		2		1		2		2		1		2		2		1		2		2		1		2		2		1		2

		Male		Yes		Ambulance Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		6 to 10 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		6 to 10 years		5		5		5		3		5		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		5		5		2		4		4		5		4		5		5		4		5		4		3		4		5		4		5

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		4		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		4		4		4		4		4		4		4		4		4		4		4		4

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		5		5

		Female		No		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		3		5		5		5		4		5		2		3		2		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		3		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		3		5		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		4		5		4		4

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		4

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		5		4		5		4		5		5		4		5		5		4		5		5		4		5		4		5		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		4		5		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		4		4		2		5		4		5		5		4		5		5		4		5		5		4		5		3		2		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Medical/Dental (Non-AfC)		6 to 10 years		5		4		5		3		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 8a–9 (Senior Management/Advanced Clinical)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		5		4		5		4		5

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		3		5		5		5		4		4		5		4		5		5		5		4		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		2		1		2		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		6 to 10 years		5		5		5		4		4		5		5		5		4		5		4		5		5		4		5		2		5		4		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 8a–9 (Senior Management/Advanced Clinical)		6 to 10 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		2		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		5		5		5		5		5		2		1		2		2		1		1		1		1		1		1		2		2

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		4

		Female		Yes		Ambulance Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		3		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		4		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		3		4		4		5		4		5		5		5		5		5		5		5		5		5		5		5		5		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		3		4		4		5		4		5		5		4		5		5		5		5		5		4		4		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		5		5		5		5		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		2		5		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		5		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		Over 10 years		5		5		5		4		4		5		5		4		5		5		4		4		5		5		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		2		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 to 10 years		5		4		5		3		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 to 10 years		5		4		5		4		5		4		5		4		5		5		4		5		5		4		4		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Ambulance Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		3		5		4		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		5		4		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		5		5		3		4		3		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		2		4		3		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		4		5		5		5		4		5		5		5		5		5		5		5		5		5		5		5		4		5

		Female		Yes		Community Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		4		5		5		4		5		4		4		4		5		5		5		5		5		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		3		5		4		5		4		5		5		4		5		5		4		5		5		5		5		5		4		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		5		5		4		4		5		5		5		4		5		5		5		5		5		5		5		5		5		5		5		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 months to 2 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		4		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Acute Trust (Hospital)		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		3		5		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		Over 10 years		5		4		5		5		5		4		5		4		5		2		1		2		2		1		2		2		1		2		2		1		2

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Male		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		4		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		3		3		3

		Female		No		Mental Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		4		4		5		5		4		5		5		4		5		5		4		4		5		4		5		3		3		3

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		3 to 5 years		5		4		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		No		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		6 to 10 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		3		2		3

		Female		Yes		Acute Trust (Hospital)		Bands 2–4 (Support & Administrative)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		5		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Mental Health Trust		Bands 2–4 (Support & Administrative)		6 months to 2 years		5		4		5		5		5		5		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Ambulance Trust		Bands 5–7 (Clinical/Nursing/Mid-level Management)		3 to 5 years		3		5		5		5		4		4		5		4		5		5		4		5		5		4		5		5		4		5		5		4		5

		Female		Yes		Community Health Trust		Bands 8a–9 (Senior Management/Advanced Clinical)		Over 10 years		5		4		5		5		4		5		2		5		4		5		4		5		5		4		5		5		4		5		5		4		5
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