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[bookmark: _Toc235862213]ABSTRACT

Burnout is an important workforce issue within UK mental health services because it can affect practitioner wellbeing, staff retention and the quality and continuity of care. This dissertation aimed to explore the prevalence and key contributing factors of burnout among mental health practitioners working in the UK health and social care sector. It also examined relevant burnout theories, differences between professional groups and possible organisational responses.
A desk-based literature review was used to examine currently published evidence. Sources were identified through CINAHL, PubMed, the UWTSD Library and relevant organisational websites. Ten core studies were selected using defined inclusion and exclusion criteria. Their quality and relevance were assessed using the CRAAP test. The findings were then coded and organised through thematic analysis.
Three main themes were identified: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. The evidence showed that burnout was common across several mental health professions, although reported rates differed because studies used different samples, settings, measures and cut-off points. Emotional exhaustion was frequently reported. Heavy workload, staff shortages, service pressures, complex clinical responsibilities and limited recovery time were consistently associated with greater burnout. Organisational support, supervision and adequate workplace resources appeared to reduce some of these pressures.
The main limitations were the use of varied burnout measures, cross-sectional study designs, small or regional samples and limited evidence for some professional groups. These issues prevented one exact burnout rate from being applied to the whole UK mental health workforce.
The dissertation recommends regular workload and caseload reviews, protected clinical supervision and reflective support, and routine burnout monitoring linked to organisational action. Overall, reducing burnout requires changes to working conditions alongside individual wellbeing support.
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[bookmark: _Toc235862215]CHAPTER 1: Introduction

[bookmark: _Toc235862216]1.1 Introduction
Burnout is a major workforce issue in the UK health and social care sector, especially within mental health services. Mental health practitioners regularly support people experiencing distress, trauma, crisis and complex social needs. This work can be meaningful, but it also involves high emotional demands, heavy caseloads, administrative pressure and responsibility for patient safety. When these demands continue without enough time, staffing or organisational support, practitioners may experience exhaustion, detachment from work and reduced professional effectiveness.
The World Health Organization recognises burnout in the International Classification of Diseases, 11th Revision as an occupational phenomenon caused by chronic workplace stress that has not been successfully managed (World Health Organization, 2019). This recognition has increased attention to burnout as an organisational concern rather than simply an individual weakness. It is particularly relevant in UK mental health services, where workforce demand is projected to grow faster than in other NHS care settings (NHS England, 2023). A recent systematic review found evidence of low-to-moderate burnout among trainee and qualified NHS psychological professionals, but highlighted limited research, inconsistent measures and poor coverage of newer roles (Harding et al., 2025). 
This dissertation uses a desk-based literature review to examine published evidence about burnout among mental health practitioners working in the UK health and social care sector. Chapter 1 introduces the topic, key terminology, research rationale, aim and objectives. Chapter 2 reviews the historical development of burnout, relevant theoretical models and the international and UK context. Chapter 3 explains the search strategy, source-selection process, quality assessment and thematic analysis. Chapter 4 presents and discusses the findings through three themes: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. Chapter 5 draws together the overall conclusions and provides practical recommendations for reducing burnout and supporting workforce wellbeing.
[bookmark: _Toc235862217]1.2 Definitions and Terminology
Burnout is understood in this dissertation as an occupational condition associated with long-term workplace stress that has not been successfully managed. The World Health Organization identifies three main features: exhaustion, increased distance or cynicism towards work, and reduced professional effectiveness. Burnout is classified as an occupational phenomenon rather than a medical diagnosis and relates specifically to experiences within employment (World Health Organization, 2019). Maslach, Schaufeli and Leiter (2001) similarly describe burnout through emotional exhaustion, depersonalisation and reduced personal accomplishment. Burnout is different from temporary tiredness or short-term stress because it usually develops gradually and may affect a practitioner’s motivation, relationships and confidence at work. 
In this dissertation, burnout rates refer to the proportion of mental health practitioners identified as experiencing burnout, or one or more of its dimensions, within a study sample. These rates must be interpreted carefully because studies use different questionnaires, scoring systems and cut-off points. The Maslach Burnout Inventory is one of the most widely used tools, although other measures are also used. Differences in measurement make direct comparison between professions and studies difficult (Maslach and Leiter, 2016).
The term mental health practitioners refer to professionals who assess, treat or support people experiencing mental health difficulties. This includes psychiatrists, psychologists, mental health nurses, counsellors, psychotherapists, social workers, occupational therapists and other relevant clinical staff. The UK health and social care sector includes NHS services, local authority social care, independent providers and voluntary organisations involved in mental health support.
The main abbreviations used are:
· NHS – National Health Service 
· WHO – World Health Organization 
· ICD-11 – International Classification of Diseases, 11th Revision 
· MBI – Maslach Burnout Inventory 
· JD-R – Job Demands–Resources model 
· COR – Conservation of Resources theory 
· CAMHS – Child and Adolescent Mental Health Services

[bookmark: _Toc235862218]1.3 Rationale for Research
This topic was chosen because burnout has important consequences for mental health practitioners, service users and the wider health and social care system. Mental health work involves repeated exposure to distress, risk, trauma and complex personal circumstances. These emotional demands often occur alongside staff shortages, high caseloads, administrative duties and limited time for supervision or recovery. Current workforce evidence shows that demand for mental health services is increasing while recruitment and retention remain difficult. Vacancy levels in some psychiatric roles also remain high, placing additional pressure on existing teams (NHS England, 2023; Royal College of Psychiatrists, 2024). 
Research on burnout is significant because practitioner wellbeing is connected to sickness absence, staff turnover, job satisfaction and the quality and continuity of care. There is also an ongoing debate about whether burnout should be addressed mainly through individual measures, such as resilience training and self-care, or through organisational changes involving staffing, workload, leadership and working conditions. Evidence suggests that workplace improvements should take priority over wellbeing activities that do not address the underlying causes of pressure (Royal College of Psychiatrists, 2024). Systematic reviews have linked poor staff wellbeing and burnout with patient-safety concerns, sickness absence and other adverse occupational outcomes, although the strength of evidence differs across outcomes (Hall et al., 2016; Salvagioni et al., 2017).
Although burnout has been widely studied among healthcare workers, the evidence relating specifically to UK mental health practitioners remains fragmented. Existing studies examine different professions, settings and burnout measures, making reported rates difficult to compare. Some professional groups and newer psychological roles are also poorly represented in current research (Harding et al., 2025; Sideri et al., 2025).
This dissertation will bring together available UK evidence, examine reported burnout prevalence and identify recurring organisational and systemic risk factors. It will therefore provide a clearer basis for recommendations concerning workforce wellbeing, retention and sustainable mental health services. Broader reviews of mental health staff have also reported wide differences in prevalence and identified workload, role conflict, limited support and professional setting as recurring influences (O’Connor, Neff and Pitman, 2018; Johnson et al., 2018).
[bookmark: _Toc235862219]1.4 Aim and Objectives
The research aims and objectives were developed during the proposal stage and provide the main direction for this dissertation. They ensure that the study remains focused on burnout among mental health practitioners within the UK health and social care sector. The objectives also connect the theoretical understanding of burnout with evidence about its prevalence, contributing factors and possible responses.
[bookmark: _Toc235862220]Research Aim
The aim of this project is to explore the prevalence and key contributing factors of burnout among mental health practitioners working within the UK health and social care sector, and to critically examine how organisational and systemic pressures influence practitioner wellbeing and the quality-of-care delivery (Maslach and Leiter, 2016; NHS England, 2023).
[bookmark: _Toc235862221]Research Objectives
This research will be guided by the following objectives:
1. To define and examine burnout within mental health practice, drawing on established theoretical frameworks such as emotional exhaustion, depersonalisation and reduced professional efficacy (Maslach et al., 2001). 
2. To analyse current UK-based literature reporting burnout rates among mental health practitioners across health and social care settings (Royal College of Psychiatrists, 2022). 
3. To evaluate organisational, workload and policy-related factors contributing to burnout within the UK mental health workforce (NHS England, 2023). 
4. To provide recommendations for policy and practice aimed at reducing burnout and promoting workforce wellbeing in mental health services. 
Together, these objectives provide a clear structure for the dissertation. The first objective establishes the conceptual and theoretical foundation. The second and third objectives guide the review and analysis of UK evidence, while the fourth objective supports the development of practical recommendations. This structure ensures that the study considers both the scale of burnout and the workplace conditions that may contribute to it.

[bookmark: _Toc235862222]1.5 Conclusion
[bookmark: _Toc235862223]This chapter introduced burnout as an important workforce issue affecting mental health practitioners in the UK health and social care sector. It defined burnout as an occupational phenomenon linked to unmanaged workplace stress and explained how it differs from temporary pressure or tiredness. The chapter also identified the professional groups included within the dissertation and clarified the main terminology and abbreviations. The rationale showed that practitioner wellbeing is connected to workforce retention, professional effectiveness and the quality and continuity of care. The research aim and four objectives provide a clear direction for examining the meaning, prevalence, contributing factors and possible responses to burnout. The following chapter reviews the historical development of burnout, relevant theoretical models and the wider international, national and local context affecting the UK mental health workforce.



[bookmark: _Toc235862224]CHAPTER 2 – Background Information and Analysis 

[bookmark: _Toc235862225]2.1 Introduction
The purpose of this chapter is to provide the historical, theoretical, and contextual background necessary for understanding burnout among mental health practitioners within the UK health and social care sector. Establishing this foundation is essential for examining the factors that contribute to burnout and understanding its significance within contemporary healthcare environments.
This chapter explores the development of burnout as a recognised occupational phenomenon and reviews the key theoretical frameworks that have shaped understanding of the concept. It also considers the wider context of mental health practice in the UK, including workforce pressures, increasing service demand, and policy developments that have influenced practitioner wellbeing.
By drawing upon historical and contemporary literature, the chapter provides a broad overview of the factors associated with burnout and its growing relevance within mental health services. The discussion establishes the foundation for the dissertation and supports the investigation of burnout rates and contributing factors among mental health practitioners in the UK health and social care sector. 
[bookmark: _Toc235862226]2.2 Historical Background
The term burnout became widely recognised through the work of Freudenberger (1974), who described physical and emotional exhaustion among staff working in demanding care environments. He observed that continued commitment, long working hours and exposure to people in distress could gradually reduce workers’ motivation, energy and effectiveness. Early discussions therefore connected burnout particularly with helping professions, where staff were expected to provide continuing emotional support while working with limited resources. 
Maslach and Jackson (1981) later developed a more structured understanding of burnout. Their research identified three related dimensions: emotional exhaustion, depersonalisation and reduced personal accomplishment. Emotional exhaustion describes feeling mentally and emotionally drained, while depersonalisation involves becoming distant or cynical towards people receiving services. Reduced personal accomplishment refers to feeling less competent or effective at work. These dimensions formed the basis of the Maslach Burnout Inventory, which became one of the most widely used burnout measures in healthcare research. 
Understanding of burnout has since moved beyond a mainly individual explanation. Contemporary research considers how workload, staffing, leadership, autonomy, supervision and organisational culture affect workers’ ability to manage professional demands. This development is important because it places burnout within the wider working environment rather than presenting it only as a failure of personal resilience. The World Health Organization’s inclusion of burnout in ICD-11 as an occupational phenomenon further strengthened its connection with workplace conditions and chronic unmanaged stress (World Health Organization, 2019).
Later reviews showed that the concept developed from an individual experience of exhaustion into a wider occupational framework concerned with the relationship between workers and their organisational environment (Schaufeli, Leiter and Maslach, 2009).
[bookmark: _Toc235862227] 2.3 Theoretical Background
Several theories help explain why burnout develops among mental health practitioners. The main theories are Maslach’s three-dimensional model, the Job Demands–Resources model and Conservation of Resources theory. Together, they explain burnout symptoms, workplace risks and resource depletion.

[bookmark: _Toc235862228]2.3.1 Maslach’s Three-Dimensional Model
Maslach’s model describes burnout through emotional exhaustion, depersonalisation or cynicism, and reduced professional efficacy. Emotional exhaustion refers to feeling mentally and emotionally drained by work. Depersonalisation involves becoming distant or detached from service users and colleagues. Reduced professional efficacy refers to feeling less competent or believing that one’s work is no longer effective (Maslach et al., 2001). These dimensions form the basis of the Maslach Burnout Inventory, which is widely used in healthcare research.
The model is useful because it provides a clear way to identify different aspects of burnout. In mental health practice, repeated exposure to distress may increase emotional exhaustion, while detachment may develop as a coping response. However, studies use different versions of the inventory and different cut-off scores, making burnout rates difficult to compare. There is also debate about whether burnout is clearly separate from depression and whether all three dimensions are equally important (Bianchi et al., 2015).
Meta-analytic evidence indicates that burnout is strongly associated with depression and anxiety but remains a related rather than identical construct (Koutsimani, Montgomery and Georganta, 2019).

[bookmark: _Toc235862229]2.3.2 Job Demands–Resources Model
The Job Demands–Resources model proposes that every occupation includes job demands and job resources. Demands are aspects of work requiring continued effort, such as high caseloads, time pressure, emotional labour and administrative duties. Resources include supervision, autonomy, supportive leadership and adequate staffing. Burnout is more likely when demands remain high and resources are limited (Demerouti et al., 2001).
Workload, role conflict and exposure to trauma may increase exhaustion, while support, supervision and control over work may reduce risk. A strength is that the model focuses on working conditions rather than individual weakness. It supports practical interventions because organisations can reduce demands or improve resources. However, the model is broad, and almost any workplace factor can be placed into one of the two categories, which may reduce its precision.
Later development of the Job Demands–Resources model emphasised two connected processes: excessive demands may contribute to health impairment, while job resources can support motivation and reduce the effect of demands (Bakker and Demerouti, 2007).

[bookmark: _Toc235862230]2.3.3 Conservation of Resources Theory
Conservation of Resources theory suggests that people try to obtain and protect valued resources, including time, energy, confidence, status and support. Stress develops when these resources are threatened, lost or not restored after continued effort (Hobfoll, 1989). In mental health practice, emotional demands may reduce energy and confidence, while limited recovery time may prevent these resources from being replaced.
This theory is useful because it explains burnout as a gradual process of resource loss. For example, exhaustion may reduce performance and professional confidence. Its main limitation is that resources are defined broadly and can be difficult to measure consistently. More recent Conservation of Resources research also describes loss spirals, where initial resource loss can make further loss more likely unless new resources are introduced (Hobfoll et al., 2018).
Overall, Maslach’s model identifies burnout symptoms, the Job Demands–Resources model explains organisational causes, and Conservation of Resources theory explains continuing resource depletion. Used together, they provide a strong framework for analysing burnout among UK mental health practitioners. This combined approach also supports comparison of individual experiences with wider organisational pressures across professional groups.

Although the three theories overlap, they explain different parts of burnout. Maslach’s model is most useful for identifying how burnout is experienced through exhaustion, depersonalisation and reduced professional accomplishment (Maslach, Schaufeli and Leiter, 2001).
The Job Demands–Resources model explains how high demands, such as workload and emotional pressure, may produce exhaustion when resources such as staffing, autonomy and supervision are insufficient (Demerouti et al., 2001).
Conservation of Resources theory explains how burnout may continue when practitioners repeatedly lose time, energy, confidence and support without enough opportunity to restore them (Hobfoll, 1989).
Together, the theories suggest that burnout involves both individual experiences and organisational conditions. They therefore provide a useful framework for comparing different mental health professions and examining why similar practitioners may experience different levels of burnout across services.

[bookmark: _Toc235862231]2.4 International Context

[bookmark: _Toc235862232]2.4.1 Global Perspective
Burnout among health and mental health practitioners is increasingly recognised as a workplace issue rather than a failure of individual resilience. The World Health Organization includes burnout in ICD-11 as an occupational phenomenon caused by chronic workplace stress that has not been successfully managed (World Health Organization, 2019). International guidance now places greater emphasis on organisational prevention, including manageable workloads, supportive leadership, safe working conditions and access to appropriate wellbeing support (World Health Organization, 2022).
A review focused specifically on mental health services found that burnout was associated with poorer staff wellbeing, organisational difficulties and possible effects on service users, while evidence for effective remediation remained limited (Morse et al., 2012).

[bookmark: _Toc235862233]2.4.2 Comparison of International Approaches
Countries have adopted different approaches to workforce wellbeing. In the United States, the Surgeon General’s framework focuses on protection from harm, workplace connection, work–life balance, recognition and professional growth. It also highlights the effect of administrative burden and unsafe working conditions on health-worker burnout (Office of the U.S. Surgeon General, 2022a; 2022b). This provides employers with a clear structure, although implementation depends heavily on individual organisations.
Australia has taken a broader workforce-planning approach through the National Mental Health Workforce Strategy 2022–2032. The strategy links staff wellbeing with recruitment, training, retention and the distribution of mental health professionals, particularly in rural and remote areas (Australian Government Department of Health and Aged Care, 2023). Its long-term focus is a strength, but progress depends on cooperation across different levels of government.
Within the European Union, guidance places stronger emphasis on psychosocial risk assessment, employee participation and employer responsibility. Health and social care workers are recognised as being highly exposed to emotional demands, workload pressures and workplace violence. Organisational prevention is therefore encouraged rather than relying mainly on individual coping strategies (European Agency for Safety and Health at Work, 2025).

[bookmark: _Toc235862234]2.4.3 International Lessons
Across these international examples, there is a clear shift from resilience-based programmes towards organisational action. The United States provides practical workplace frameworks, Australia connects wellbeing to workforce planning, and European approaches place greater emphasis on employer duties and psychosocial risk management. However, staffing shortages, financial pressures and differences between healthcare systems may limit the success of these policies. International approaches provide useful lessons, but they must be adapted carefully to the structure, funding and workforce needs of UK mental health services.
 
[bookmark: _Toc235862235]2.5 National and Local UK Context

[bookmark: _Toc235862236]2.5.1 UK Perspective
[bookmark: _Toc235862237]Burnout is recognised as an important workforce concern across UK health and social care services. Mental health practitioners face increasing demand, workforce shortages, high caseloads and emotional pressure. These conditions can affect staff wellbeing, retention and the continuity of care. In England, the NHS Staff Survey is used to monitor experiences such as work-related stress, exhaustion and burnout. National results provide an overall picture, while organisation-level reports show that staff experiences differ between trusts and regions (NHS Staff Survey, 2025). 
National workforce policy increasingly recognises that staff wellbeing is connected to service quality and sustainability. The NHS Long Term Workforce Plan identified workforce shortages and rising demand as major pressures on staff (NHS England, 2023). The 10-Year Health Plan for England also proposes a new workforce model and greater involvement of frontline staff in service improvement (Department of Health and Social Care, 2025). However, increasing service capacity without improving staffing, supervision and workload management may continue to expose practitioners to burnout. 
[bookmark: _Toc235862238]2.5.2 Policy and Regulation
UK employers have a legal responsibility to protect workers from risks to their physical and psychological health. Under the Health and Safety at Work etc. Act 1974 and the Management of Health and Safety at Work Regulations 1999, employers must assess work-related stress risks and take reasonable action to reduce harm. The Health and Safety Executive’s Management Standards focus on six areas: demands, control, support, relationships, role and organisational change (Health and Safety Executive, 2025). 
Within the NHS, the People Promise promotes safe, healthy and compassionate workplaces, while staff surveys are intended to support local improvement (NHS England, 2020). Nevertheless, policies may have limited impact when services lack sufficient staffing, time or financial resources. Wellbeing programmes can support individuals, but they should not replace organisational action on excessive workload and unsafe working conditions. 
[bookmark: _Toc235862239]2.5.3 Local and Regional Context
At local level, NHS trusts and integrated care systems develop their own wellbeing arrangements. These may include occupational health services, psychological support, reflective practice, wellbeing champions, flexible working and staff debriefing. For example, Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust has reported using a staff wellbeing hub, an internal psychological support service, health checks and wellbeing champions (Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust, 2023). 
Recent NHS workforce evidence shows why burnout remains an important national concern. The NHS Long Term Workforce Plan reported that 34% of staff responding to the 2022 NHS Staff Survey often or always felt burnt out because of their work. It also connected staff wellbeing with sickness absence, retention and the ability to provide safe and effective care (NHS England, 2023). However, national workforce figures provide only a broad overview and do not show how burnout differs between mental health professions, career stages or local services. Mental health practitioners may face additional pressures through repeated exposure to distress, risk, complex caseloads and workforce shortages. This supports the need for research focused specifically on the mental health workforce and on the organisational conditions contributing to burnout.
[bookmark: _Toc235862240] 2.6 Conclusion
This chapter reviewed the background needed to understand burnout among mental health practitioners. It traced the development of burnout from Freudenberger’s early description of exhaustion in helping professionals to Maslach and Jackson’s three-dimensional model. It also examined the Job Demands–Resources model and Conservation of Resources theory, showing how burnout may develop through high workplace demands, insufficient support and continuing resource loss. International approaches demonstrate a growing move away from relying only on individual resilience and towards organisational prevention. Within the UK, workforce shortages, rising service demand and uneven access to support remain important concerns. Overall, the evidence suggests that burnout is influenced by both the emotional nature of mental health practice and the way services are staffed, managed and resourced. The following chapter explains how relevant literature was searched, selected, assessed and analysed to investigate these issues.
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[bookmark: _Toc235862241]CHAPTER 3 – Methods and Search Strategy
[bookmark: _Toc235862242]3.1 Introduction
This chapter explains the methods used to conduct the dissertation as a desk-based, literature-based study. It expands on the academic methodology poster, which provides a visual summary of the research design, search process, inclusion and exclusion criteria, source validation and approach to data analysis. The chapter describes how relevant academic and policy sources were identified, selected and critically reviewed. It also explains how information from the included sources was organised and coded into themes. These methods are important because they support a transparent and structured review process. The evidence identified through this approach forms the basis of the thematic findings and discussion presented in Chapter 4.
Literature reviews can function as a research methodology when searching, appraisal and synthesis are clearly explained and applied consistently (Snyder, 2019). Review types also differ in purpose and degree of structure, making it important to state the approach used rather than describing every literature review as systematic (Grant and Booth, 2009).
[bookmark: _Toc235862243]3.2 Search Strategy
The search strategy was developed from the dissertation title, research aim and objectives. Core search terms included burnout, occupational stress, emotional exhaustion, mental health practitioner, mental health professional, psychiatrist, psychologist, psychological wellbeing practitioner, mental health nurse, social worker, CAMHS, NHS and United Kingdom. Alternative terms and professional titles were used to increase the range of results. Boolean operators were applied to organise the searches. OR connected related terms, while AND combined the main concepts, for example, “burnout AND mental health practitioners AND United Kingdom.” NOT was used carefully to remove clearly irrelevant material. Searches were completed through CINAHL, PubMed and the UWTSD Library, with NHS England, GOV.UK, the Royal College of Psychiatrists and the World Health Organization used for relevant policy and professional evidence. Search terms, filters and useful sources were recorded to support transparency.
[bookmark: _Toc235862244]3.3 Searching for Information
The searches prioritised English-language, peer-reviewed evidence published mainly between 2021 and 2025 and focused on mental health practitioners working in UK health and social care services. Older studies were retained when they introduced an important theory, used an established burnout measure or provided directly relevant UK evidence that was not available in newer research. Following screening and quality assessment, ten core sources were selected for detailed analysis. These included systematic reviews, quantitative cross-sectional studies, qualitative research and a multilevel observational study. Using different research designs allowed numerical burnout findings to be compared with detailed accounts of workload, staffing, supervision and service pressure. The final sources are recorded in the source-tracking table in Appendix 1 and summarised in the results-summary table in Appendix 2.
[bookmark: _Toc235862245]3.4 Research Validation
[bookmark: _Toc235862246]The title, abstract, introduction, and conclusion of each source were reviewed first. This helped determine whether the article focused on burnout, mental health practitioners, or the UK health and social care setting. Sources that were relevant were then read in further depth.
The quality and relevance of each source were assessed using the CRAAP test, which considers Currency, Relevance, Authority, Accuracy and Purpose (Blakeslee, 2004). Written assessments were recorded in the source-tracking table in Appendix 1. Most of the selected studies met all or most of the five criteria. Two older studies were considered less current but were retained because they used validated methods and provided directly relevant UK evidence.

[bookmark: _Toc235862247]3.5 Inclusion and Exclusion Criteria
Sources were included when they were written in English, relevant to burnout among mental health practitioners and focused on UK health or social care settings. Priority was given to peer-reviewed studies published mainly between 2021 and 2025. Quantitative, qualitative, observational and review-based research was accepted so that both burnout rates and practitioner experiences could be examined. Government, NHS and recognised professional publications were included where they provided relevant policy or workforce context. Older evidence was accepted when it introduced an established theory, measurement tool or important UK finding. Sources were excluded when they focused only on service users, were unrelated to mental health practice, were non-English publications, duplicates, opinion blogs or commercial websites. Studies with unclear authorship, methods or evidence were also excluded.
[bookmark: _Toc235862248]3.6 Analysing Research
[bookmark: _Toc235862250]The selected literature was analysed through thematic coding. Each study was read carefully to identify repeated findings, terms and ideas connected to the research aim and objectives. Initial codes included burnout prevalence, emotional exhaustion, depersonalisation, professional variation, workload, staffing shortages, service demand, occupational stress, supervision, organisational support, resilience, job satisfaction, retention and quality of care. These codes were recorded in a spreadsheet and entered the source-tracking table in Appendix 1. They were then compared with the research designs, strengths, limitations and main findings presented in the results-summary table in Appendix 2.
Similar codes were grouped into three broader themes, following the process of identifying and organising repeated patterns across a body of evidence (Braun and Clarke, 2006; Thomas and Harden, 2008). The three final themes were: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. Organisational support, supervision, resilience, staff retention and quality of care remained as connected findings discussed within the three main themes. This process provided a clear structure for presenting and discussing the evidence in Chapter 4.
[bookmark: _Toc235862251]
3.7 Ethical Considerations
This dissertation was based entirely on secondary research. No participants were recruited, no direct contact occurred with service users or practitioners, and no new personal or confidential data were collected. Ethical responsibility therefore focused on selecting and reporting published evidence accurately.
All ideas, findings and statistics from other authors were acknowledged through consistent Harvard referencing. Sources were paraphrased carefully to avoid plagiarism, and findings were not altered or presented outside their original context. Both supportive and conflicting evidence were considered where available. Transparency was also maintained through the stated search strategy, inclusion and exclusion criteria, quality assessment and source-tracking process. These steps helped reduce selective reporting and supported the credibility and academic integrity of the dissertation.
[bookmark: _Toc235862252]3.8 Chapter Conclusion
This chapter explained the desk-based methods used to identify, select, assess and analyse literature about burnout among UK mental health practitioners. A structured search strategy was developed using relevant keywords, professional terms and Boolean operators. Sources were located through academic databases, the UWTSD Library and recognised organisational websites. Defined inclusion and exclusion criteria were applied, and ten core studies were selected for detailed analysis.
The CRAAP test was used to assess their currency, relevance, authority, accuracy and purpose. Findings were recorded in the source-tracking and results-summary tables and analysed through thematic coding. This process produced three final themes: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. Ethical practice was maintained through accurate reporting, careful paraphrasing and consistent referencing. The following chapter presents and critically discusses the evidence within these three themes.


[bookmark: _Toc235862253]CHAPTER 4 – Findings and Discussion
[bookmark: _Toc235862254]4.1 Introduction
[bookmark: _Toc235862255]This chapter presents and discusses the findings from the ten studies selected for the literature review. The evidence is organised into three themes: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. Findings from different professional groups, research methods and mental health settings are compared to identify similarities, differences and gaps in the evidence. The chapter also evaluates the strengths and limitations of the studies and considers how the findings relate to the research aim and objectives.
4.2 Thematic Analysis
Thematic analysis is a flexible method used to identify, organise and explain repeated patterns across a body of data (Braun and Clarke, 2006). In this dissertation, the data consisted of findings from ten selected studies rather than information collected directly from participants. This approach was suitable because it allowed evidence from different professional groups, settings and research designs to be compared in a clear and structured way.
The studies were read several times and key findings connected to the research aim were noted. Initial codes included burnout prevalence, emotional exhaustion, workload, staffing shortages, occupational stress, supervision, organisational support, resilience, job satisfaction, retention and quality of care. These codes were recorded in the source-tracking table in Appendix 1 and compared with the study details, strengths, limitations and main findings presented in the results-summary table in Appendix 2. Similar codes were then brought together to form broader themes. Grouping related findings in this way can help identify shared patterns across studies included in a literature review (Thomas and Harden, 2008).
Three main themes were developed from the coding process: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. Organisational support, supervision, resilience, staff retention and quality of care were identified as connected findings and were discussed within the three main themes.
[bookmark: _Toc235862256]4.3 Theme 1
[bookmark: _Toc235862257]Burnout Prevalence and Professional Variation
[bookmark: _Toc235862258]a) Understanding Burnout Prevalence
Burnout prevalence refers to the proportion of workers within a study who report burnout symptoms or reach a stated cut-off point on a recognised measure. Professional variation refers to differences in burnout levels between occupational groups, career stages and service settings. This theme is central to the dissertation because the research aim is not only to establish whether burnout affects UK mental health practitioners, but also to examine whether its reported level differs across the workforce.
[bookmark: _Toc235862259]The World Health Organization describes burnout as an occupational phenomenon caused by chronic workplace stress that has not been successfully managed. It involves exhaustion, increased mental distance or cynicism towards work, and reduced professional effectiveness (World Health Organization, 2019). These features are closely related to Maslach’s model of emotional exhaustion, depersonalisation and reduced personal accomplishment (Maslach, Schaufeli and Leiter, 2001). However, studies do not always use the same definition or measure. Some report separate dimensions, while others classify participants as experiencing overall burnout. Prevalence figures must therefore be interpreted according to the tool, cut-off score and professional sample used.
b) Evidence on Burnout Rates
The broadest recent evidence in the selected literature was provided by Sideri et al. (2025), who conducted a systematic review and meta-analysis of burnout among NHS mental health professionals. Fourteen studies were included, with seven contributing to the meta-analysis. The pooled prevalence was 42% for emotional exhaustion, 22% for depersonalisation and 19% for reduced personal accomplishment. Emotional exhaustion was therefore the most frequently reported dimension. This suggests that feeling emotionally drained may be more widespread than becoming detached from work or feeling ineffective.
These percentages should not be added together to create one overall burnout rate because each represents a separate dimension and the same practitioner may experience more than one. The results nevertheless indicate that burnout is a substantial concern within NHS mental health services. Emotional exhaustion affecting around two in five practitioners is particularly important because mental health work involves repeated exposure to distress, risk, trauma and complex circumstances.
Sideri et al. (2025) provide a strong source because their review was recent, NHS-focused and based on a structured review process. However, the included studies differed in professional samples, burnout measures and methods. Only half provided data suitable for meta-analysis. The pooled estimates therefore show the general scale of the issue but should not be treated as exact rates for every profession or service. 
[bookmark: _Toc235862260]c) Differences Between Professional Groups
Harding et al. (2025) found burnout across trainee and qualified NHS psychological professions, although reported levels were generally low to moderate. Their systematic review included eight studies. Burnout was broadly similar between the trainee groups examined, while greater variation was found between qualified professions. The review also identified evidence gaps, including the limited number of studies and poor representation of some newer psychological roles.
These findings may appear less serious than those reported by Sideri et al. (2025), but the reviews examined different populations and presented results differently. Sideri et al. included a wider range of NHS mental health professionals and reported separate burnout dimensions. Harding et al. focused on psychological professions and used a narrative comparison of a smaller, varied evidence base. The difference may therefore reflect professional coverage and measurement rather than a direct disagreement.
Clear professional variation was found by Westwood et al. (2017), who surveyed 201 practitioners working in Improving Access to Psychological Therapies services. Using the Oldenburg Burnout Inventory, they reported burnout in 68.6% of psychological wellbeing practitioners and 50.0% of high-intensity therapists. Burnout was high in both groups but more common among psychological wellbeing practitioners. In this group, overtime predicted greater odds of burnout, while more clinical supervision predicted lower odds. For practitioners with two or more years of service, greater telephone contact was also linked to increased burnout.
These findings suggest that professional variation may be connected to how roles are organised rather than to personal weakness. The Job Demands–Resources model helps explain this pattern. It proposes that burnout becomes more likely when demands such as workload and emotional pressure remain high while resources such as supervision, autonomy and managerial support are limited (Demerouti et al., 2001). Differences between groups may therefore reflect differences in caseloads, working methods, control and access to support. 
Evidence from broader professional reviews supports this explanation. McCormack et al. (2018) identified workload and work setting as common contributors among applied psychologists, while López-López et al. (2019) found that work-related and personal factors were repeatedly associated with burnout in mental health nurses.
[bookmark: _Toc235862261]d) Challenges in Comparing Burnout Rates
The evidence shows that there is no single burnout rate that can be applied to all UK mental health practitioners. Sideri et al. (2025) reported separate dimensions, Harding et al. (2025) described levels across different studies, and Westwood et al. (2017) used an overall classification based on the Oldenburg Burnout Inventory. These methods do not measure burnout in the same way, and different scoring thresholds may classify similar experiences differently. 
Study design also affects interpretation. Westwood et al. (2017) used a cross-sectional online survey, meaning burnout and workplace factors were measured at one point in time. The study identified associations but could not establish that overtime or reduced supervision directly caused burnout. Self-reported surveys may also be affected by recall, personal interpretation and participation bias.
The age and setting of the evidence must also be considered. Westwood et al. (2017) remains useful because it directly compared two practitioner groups and examined workplace predictors, but it was completed before the COVID-19 pandemic and later service developments. Harding et al. (2025) and Sideri et al. (2025) are more recent, although both depend on the quality and consistency of the studies available. Current evidence supports professional variation, but it does not allow every occupation to be ranked reliably from highest to lowest risk. 
[bookmark: _Toc235862262]e) Implications and Connections to Other Themes
The findings have important implications for workforce planning. High burnout may contribute to sickness absence, lower job satisfaction and intentions to leave, while professional variation means that one standard wellbeing programme may not meet the needs of every group. Services with high-volume roles may require closer attention to caseloads, overtime and protected supervision. The NHS Long Term Workforce Plan identifies retention, staff wellbeing, supportive leadership and workplace culture as important parts of maintaining the workforce (NHS England, 2023). Increasing practitioner numbers may have limited benefit if working conditions continue to place existing staff at risk.
Identifying variation can help organisations direct support towards roles and settings where demands are highest. Delgadillo, Saxon and Barkham (2018) found that greater therapist disengagement and lower job satisfaction were associated with poorer depression and anxiety treatment outcomes. Monitoring should therefore lead to practical action on workload and support, because burnout may affect both staff wellbeing and care quality.
Overall, burnout is common among UK mental health practitioners but is measured unevenly and experienced differently across professional groups. Sideri et al. (2025) demonstrate substantial prevalence across the main dimensions, Harding et al. (2025) identify variation and evidence gaps, and Westwood et al. (2017) show particularly high rates in specific practitioner roles. This theme connects closely with workload, staffing pressures, emotional demands, organisational support and supervision, which may explain why prevalence differs. Burnout rates are also relevant to retention and quality of care, showing that professional variation is an organisational and service-level concern rather than only an individual wellbeing issue.
[bookmark: _Toc235862263]4.4 Theme 2
[bookmark: _Toc235862264]Workload, Staffing and Service Pressures
[bookmark: _Toc235862265]a) Understanding Workload and Service Pressure
Workload refers to the amount, pace and complexity of work expected from practitioners within the time and resources available. In mental health services, this can include large caseloads, repeated patient contact, administrative duties, risk assessments and crisis management. Staffing pressure occurs when the number or skill mix of available workers is not sufficient to meet service demand. These issues are connected because staff shortages increase the workload of remaining practitioners, while heavy workload may contribute to sickness absence and decisions to leave.
This theme is important to the research question because burnout cannot be explained only by individual characteristics. Mental health practitioners work within services affected by waiting lists, workforce gaps and rising demand. When these pressures continue, staff may have less time for recovery, supervision and meaningful contact with service users. Workload and staffing are therefore possible organisational causes of burnout rather than simply background conditions.
[bookmark: _Toc235862266]b) Evidence from the Selected Studies
Langton and Morley (2025) examined burnout, workload and imposter syndrome among 73 registered mental health nurses in the UK. Participants reported moderate-to-high levels of burnout and workload. A significant positive relationship was found between workload and burnout, meaning that higher workload was associated with greater exhaustion and disengagement. Imposter syndrome was not significantly related to burnout or workload. This suggests that the organisation of work may be more directly connected to burnout than personal feelings of professional inadequacy.
The study used established measures, including the Oldenburg Burnout Inventory and a quantitative workload measure. However, the sample was small and mainly female and White. Its online cross-sectional design also measured the variables at one point in time, so it cannot prove that workload caused burnout. Burnout may also influence how workers judge their workload. Even with these limitations, the study supports the need to examine caseloads, staffing and working patterns instead of placing responsibility mainly on individual coping.
Sambrook et al. (2025) provide a wider service-level view. Their qualitative study involved interviews with 26 staff working across NHS and third-sector mental health services in North-West England. The findings described a “community in crisis”, with services focused on stabilisation rather than recovery, inefficient care pathways and barriers to collaboration. Staff described shortages, under-resourcing, long waits and limited capacity. These conditions meant that workers often had to manage immediate risk rather than provide longer-term recovery-focused care. 
This study shows that service pressure involves more than completing a high number of tasks. Practitioners may also experience frustration when limited resources prevent them from providing the care they believe service users need. Poor coordination can create delays, duplication and uncertainty, adding further pressure. The qualitative design provided detailed staff experiences and included NHS and third-sector services. However, the small regional sample may not represent every UK mental health setting. Its findings still support Langton and Morley (2025) by showing that workload is influenced by wider organisational systems.
Pappa et al. (2021) examined 387 workers from a large urban mental health trust during the COVID-19 pandemic. Moderate or severe emotional exhaustion was reported by 52% of participants, while 19.5% reported moderate or severe depersonalisation and 55.5% reported low or moderate personal accomplishment. Sleep problems were also reported by 52%. Staff were working during a period of infection concerns, changing guidance and disruption to normal services, showing how an unexpected increase in demands can intensify an already pressured working environment. 
A more positive finding was that 70% of participants reported high resilience, and many were satisfied with the organisational support available. This suggests that support may reduce some effects of high pressure. However, resilience should not be used to suggest that unsafe workloads are acceptable. The study was cross-sectional, limited to one London trust and conducted during an unusual period, so its findings may not represent normal working conditions. It remains useful because it shows that high burnout and resilience can exist at the same time. 
[bookmark: _Toc235862267]c) Theoretical, Policy and Legal Context
The Job Demands–Resources model provides a clear explanation for these findings. It separates working conditions into job demands and job resources. Demands require continued effort, while resources help workers complete their roles and cope with pressure. High demands are mainly connected to exhaustion, while limited resources are linked to disengagement (Demerouti et al., 2001). In mental health practice, demands may include caseloads, administrative work, crisis responsibility and emotional exposure. Resources may include adequate staffing, supervision, autonomy, time and supportive leadership. 
The selected studies support this model. Langton and Morley (2025) found a direct relationship between workload and burnout. Sambrook et al. (2025) showed how under-resourcing and inefficient pathways increased demands while reducing available support. Pappa et al. (2021) showed that organisational support and resilience could exist alongside substantial exhaustion. Resources may therefore reduce risk, but they may not fully remove the effects of prolonged demands. This is consistent with a wider meta-analysis of work-environment research, which linked high demands and limited control, support and reward with burnout symptoms (Aronsson et al., 2017).
Conservation of Resources theory also suggests that stress develops when valued resources are threatened or lost (Hobfoll, 1989). Staff shortages may reduce practitioners’ time, energy and opportunities for recovery. Continued pressure can then create a cycle in which burnout contributes to absence or turnover, increasing the workload of those who remain. 
The Health and Safety Executive identify demands, control, support, relationships, role and organisational change as six areas of work design connected to work-related stress. Employers are expected to assess stress risks and act on them, rather than relying only on individual wellbeing programmes (Health and Safety Executive, 2025). This is relevant because workload and staffing are organisational conditions requiring organisational responses. 
The NHS Long Term Workforce Plan also recognises that shortages and rising demand place staff under pressure. It proposes action through training, retention and reform, including flexible working, wellbeing support and better leadership (NHS England, 2023). These measures may help, but recruitment alone will not reduce burnout if workload, administration and service capacity are not also addressed. 
[bookmark: _Toc235862268]d) Implications and Connections to Other Themes
The evidence indicates that workload, staffing and service pressures are important contributors to burnout among UK mental health practitioners. Possible responses include safer caseloads, improved staffing, protected supervision, reduced unnecessary administration and clearer pathways between services. Wellbeing and resilience support may also be useful, but it should support rather than replace changes to working conditions.
This theme connects closely with the other themes. High workload may help explain differences in burnout rates between professions. Staffing shortages can increase emotional demands because practitioners have less time to process difficult work or recover between cases. Organisational support and supervision may reduce risk, while continued pressure may contribute to sickness absence, staff turnover and poorer continuity of care.
Overall, Langton and Morley (2025) identify a measurable relationship between workload and burnout, Sambrook et al. (2025) explain how under-resourced services create pressure, and Pappa et al. (2021) show the effects of intense demands during major service disruption. Together, they support the conclusion that burnout is strongly influenced by how mental health services are staffed, organised and resourced.
[bookmark: _Toc235862269]4.5 – Theme 3
[bookmark: _Toc235862270]Emotional Demands and Occupational Stress
[bookmark: _Toc235862271]a) Understanding Emotional Demands and Occupational Stress
Emotional demands refer to the psychological effort required when practitioners support people experiencing distress, trauma, risk, crisis or complex personal circumstances. Mental health practitioners are expected to remain calm, supportive and professionally focused even when the work affects them emotionally. Occupational stress develops when workplace demands become difficult to manage with the time, support and resources available. Stress may be temporary, whereas burnout usually develops gradually after continued exposure to unmanaged workplace pressure.
This theme is relevant because emotional contact is central to mental health practice. Practitioners may listen to traumatic experiences, assess suicide or safeguarding risks and support people whose recovery is uncertain. These responsibilities can make the work meaningful, but they may also use considerable emotional energy. When emotional demands are combined with large caseloads, limited recovery time and service targets, the risk of exhaustion may increase. A qualitative meta-synthesis of psychological therapists also found that frequent exposure to emotionally distressing narratives could have serious personal and professional effects, supporting the importance of reflective and organisational support (Vivolo, Owen and Fisher, 2024).
Emotional exhaustion is one of the main dimensions of Maslach’s model of burnout. It describes feeling emotionally and mentally drained by work. Continued exhaustion may be followed by depersonalisation, where practitioners become more distant from service users, and reduced personal accomplishment, where they feel less effective (Maslach, Schaufeli and Leiter, 2001).
[bookmark: _Toc235862272]b) Evidence from the Selected Studies
[bookmark: _Toc235862273]Pappa et al. (2021) examined emotional distress and burnout among 387 mental health workers in a large London NHS trust during the COVID-19 pandemic. They found that 52% reported moderate or severe emotional exhaustion, 19.5% reported moderate or severe depersonalisation, 55.5% recorded low or moderate personal accomplishment and 51.6% experienced sleep problems. Emotional strain therefore affected several areas of staff wellbeing.
The pandemic created unusual pressures, including infection concerns, rapid service changes and uncertainty about the effects on service users, colleagues and families. Perceived stress, insomnia, feeling pressured at work and concerns about transmitting infection were associated with emotional exhaustion (Pappa et al., 2021). However, 70% of participants also reported high resilience, showing that resilience and exhaustion can exist together.
[bookmark: _Toc235862274]The study used validated measures, but it was cross-sectional and limited to one urban NHS trust during an exceptional period. It identified associations but could not prove direct causation, and the findings may not represent normal working conditions.
[bookmark: _Toc235862275]Owen et al. (2021) examined stress and burnout among trainees working in Improving Access to Psychological Therapies, often known as NHS Talking Therapies. Their systematic review included eight studies, six of which were unpublished doctoral theses. The evidence suggested that trainees may experience stress and burnout at levels higher than qualified practitioners and towards the higher end of those found among healthcare workers generally. However, the authors were cautious because the evidence base was small and mixed in quality.
[bookmark: _Toc235862276]A major pressure was the trainees’ dual role as practitioners and university students. They had to manage clinical work, academic assignments, assessments and professional development at the same time. This created overlapping emotional and performance demands. Occupational stress may therefore begin during training rather than only after several years in practice.
Mareva et al. (2024) examined burnout, wellbeing and job satisfaction among 97 clinical and non-clinical employees in one Child and Adolescent Mental Health Service in England. They found that 32% reported moderate or high work-related burnout and 39% reported moderate or high personal burnout. In comparison, only 13% reported moderate or high client-related burnout. Around one quarter also recorded wellbeing scores suggesting possible mild or clinical depressive symptoms.
[bookmark: _Toc235862278]The lower level of client-related burnout suggests that direct work with children, young people and families may not have been the main source of pressure. Work-related and personal burnout were more common, indicating that service organisation, workload and general emotional depletion may have had a greater influence. Higher work-related and client-related burnout were also associated with lower job satisfaction (Mareva et al., 2024). However, the small, self-selecting sample from one service limits generalisation.
[bookmark: _Toc235862279]c) Theoretical, Policy and Legal Context
[bookmark: _Toc235862280]The Job Demands–Resources model helps explain these findings. Emotional exposure, risk management, academic requirements and responsibility for complex cases are job demands because they require continued psychological effort. Supervision, supportive colleagues, manageable caseloads and time for reflection are resources that may help practitioners manage those demands (Demerouti et al., 2001). Burnout becomes more likely when demands remain high while resources are limited.
[bookmark: _Toc235862281]Conservation of Resources theory also explains the gradual effect of emotional work. Practitioners use resources such as energy, concentration, confidence and emotional control when supporting service users. When these are repeatedly used without enough recovery, supervision or recognition, continuing resource loss may occur (Hobfoll, 1989). Pappa et al. (2021) show this through the connection between emotional exhaustion, stress and sleep problems, while Owen et al. (2021) show how competing clinical and academic responsibilities reduce recovery time.
[bookmark: _Toc235862282]Work-related stress is also an organisational and legal issue. The Health and Safety Executive identify demands, control, support, relationships, role and organisational change as areas that may contribute to stress when poorly managed (Health and Safety Executive, 2025). The Management of Health and Safety at Work Regulations 1999 require employers to assess risks to employees’ health and safety. Psychological risks should therefore be considered alongside physical hazards.
[bookmark: _Toc235862283]The NHS People Promise states that NHS staff should be safe, healthy and supported when unwell (NHS England, 2020). However, this commitment needs adequate staffing, protected supervision and practical changes to working conditions.
[bookmark: _Toc235862284]d) Implications and Connections to Other Themes
[bookmark: _Toc235862285]Emotional demands cannot be removed completely from mental health practice, and relationships with service users can provide purpose and professional satisfaction. The aim should be to ensure that practitioners have enough support to process difficult experiences safely. Regular supervision, reflective practice, manageable caseloads, rest periods and occupational health support may reduce emotional exhaustion.
[bookmark: _Toc235862286]There is also a risk that resilience programmes place too much responsibility on individuals. Pappa et al. (2021) found high resilience alongside substantial emotional exhaustion, showing that personal coping does not remove organisational pressure. Resilience support should therefore be combined with action on workload, staffing, role expectations and supervision.
[bookmark: _Toc235862288]Smith et al. (2022) found that peer and team support were highly valued, although work pressure and cultural barriers sometimes limited access. This supports protected reflective spaces, inclusive team cultures and regular supervision. Such resources may reduce emotional pressure and help prevent continuing stress from contributing to sickness absence or decisions to leave.
Overall, Pappa et al. (2021), Owen et al. (2021) and Mareva et al. (2024) show that emotional demands and occupational stress affect practitioners across different settings and career stages. The studies agree that burnout is influenced by more than direct contact with service users. Pandemic uncertainty, combined trainee roles, work organisation and limited recovery opportunities can all contribute to emotional exhaustion. The evidence therefore supports organisational prevention alongside individual wellbeing support.
[bookmark: _Toc235862289]4.6 Chapter Conclusion
[bookmark: _Toc235862290]This chapter presented and discussed the main findings from the ten selected studies. Thematic analysis was used to organise the evidence into three main themes: burnout prevalence and professional variation; workload, staffing and service pressures; and emotional demands and occupational stress. The findings showed that burnout is a significant concern among UK mental health practitioners, although reported rates differed between professional groups, settings and measurement tools.
[bookmark: _Toc235862291]The evidence suggested that emotional exhaustion was one of the most common features of burnout. Differences between professions appeared to be influenced by working conditions, including caseload size, overtime, staff shortages, supervision and available organisational support. Workload and service pressures were consistently associated with greater burnout, while emotional demands were increased by complex clinical responsibilities, risk management and limited opportunities for recovery. The findings also showed that resilience may support practitioners but cannot replace organisational action to improve working conditions.
[bookmark: _Toc235862292]Overall, the chapter demonstrated that burnout is not only an individual wellbeing issue. It is strongly connected to the way mental health services are staffed, organised and supported. The following chapter will draw together the main conclusions from the literature, evaluate how the findings answer the research aim and objectives, and present recommendations for reducing burnout and supporting workforce wellbeing.
[bookmark: _Toc235862293]

CHAPTER 5 – Conclusion and Recommendations
[bookmark: _Toc235862294]5.1 Overall Conclusion
[bookmark: _Toc235862295]This dissertation examined burnout among mental health practitioners working in the UK health and social care sector. Chapter 1 introduced the topic, research aim and objectives, while Chapter 2 reviewed burnout definitions, theoretical models and the wider organisational and policy context. Chapter 3 explained the secondary research method, including the search strategy, study selection, quality assessment and thematic analysis. Chapter 4 presented and discussed findings from the ten selected studies.
[bookmark: _Toc235862296]The research aims and objectives were addressed through the literature reviewed. Burnout was identified as a work-related condition involving emotional exhaustion, detachment and reduced professional effectiveness. The dissertation also examined burnout rates across different professional groups, although differences in measurement tools, samples and service settings made direct comparisons difficult. Workload, staffing shortages, service pressures and emotional demands were consistently linked with burnout. Organisational support, supervision and adequate resources appeared to reduce some of these pressures.
[bookmark: _Toc235862297]Overall, the findings show that burnout is not only an individual wellbeing issue but also an organisational and workforce concern. The research objectives were met, although the available evidence did not support one single burnout rate for all UK mental health practitioners.
[bookmark: _Toc235862298]5.2 Recommendations
The recommendations below are based on the findings discussed in Chapter 4. They focus on changes that mental health services can make at organisational level, while recognising that resources, staffing and service demands may affect implementation.
[bookmark: _Toc235862299]Recommendation 1: Introduce Regular Workload and Caseload Reviews
Mental health services should introduce structured reviews of practitioner workload, including caseload size, case complexity, overtime, administrative duties and crisis work. A single caseload number may not show the true level of pressure because some cases require greater emotional and practical input than others. Reviews should therefore consider both the number and complexity of cases. Managers should use the findings to redistribute work, identify staffing gaps and protect time for record keeping, breaks and professional development.
This recommendation is supported by the relationship between workload and burnout identified by Langton and Morley (2025), and the wider service pressures described by Sambrook et al. (2025). It also reflects the Health and Safety Executive’s approach, which identifies demands, control and support as important areas when assessing work-related stress. Workload reviews should be completed with staff rather than imposed without consultation. 
A major barrier is the shortage of staff available to take redistributed work. Managers may identify unsafe pressure but have limited authority or funding to recruit. Reviews may also become another administrative exercise without leading to change. This can be reduced by using a simple review tool, setting clear thresholds for action and reporting repeated concerns to senior management. Temporary measures could include reducing non-essential tasks, adjusting appointment targets and prioritising urgent work. Longer-term workforce planning should link recruitment with retention, because increasing staff numbers will have limited effect if existing practitioners continue to leave. This is consistent with the NHS Long Term Workforce Plan’s focus on training, retention and workforce reform (NHS England, 2023). 
[bookmark: _Toc235862300]Recommendation 2: Protect Clinical Supervision and Reflective Support
All mental health practitioners should receive regular, protected clinical supervision appropriate to their role and level of experience. Supervision should provide time to discuss clinical decisions, emotional responses, risk, workload and professional development. It should not be treated only as a performance-management meeting. Group reflection, peer support and access to occupational health or confidential psychological support could be offered alongside individual supervision.
This recommendation is supported by Westwood et al. (2017), who found that greater clinical supervision was associated with lower burnout risk among psychological wellbeing practitioners. It also responds to Pappa et al. (2021), who found that organisational support may help staff cope during periods of high pressure. Protected supervision is consistent with the NHS People Promise, which states that staff should be safe, healthy and supported when they need help (NHS England, 2020). 
The main barriers are lack of time, limited numbers of trained supervisors and a workplace culture in which staff may feel uncomfortable discussing distress. During busy periods, supervision may be cancelled because direct clinical work is treated as more urgent. Services can address this by including supervision in job plans, monitoring cancelled sessions and ensuring that missed sessions are rearranged. Supervisors should receive training in recognising burnout, responding sensitively and referring staff for further support. Confidentiality and the purpose of supervision should also be explained clearly so that practitioners do not view it as a threat to their professional competence.
[bookmark: _Toc235862301]Recommendation 3: Establish Routine Burnout Monitoring Linked to Action
Mental health organisations should monitor burnout and staff wellbeing at regular intervals using a consistent and validated measure. Results should be reviewed by profession, team and career stage because Chapter 4 showed that burnout is not experienced equally across the workforce. Monitoring should be anonymous where possible and considered alongside sickness absence, overtime, staff turnover and access to supervision. This would help services identify patterns early and assess whether organisational changes are improving staff wellbeing.
Monitoring alone will not reduce burnout. Staff may stop participating if surveys are repeated without visible action, or they may worry that honest answers could affect their employment. Organisations should therefore explain how information will be used, protect confidentiality and publish a brief response showing the concerns identified and actions agreed. Staff representatives should be involved in interpreting the findings and designing improvements. This supports the NHS commitment that employees should have a voice in shaping their roles and workplaces. 
Financial and practical limitations may make large wellbeing programmes difficult to introduce. A realistic approach would be to begin with a small pilot in teams reporting high workload, absence or turnover. The organisation could assess participation, staff feedback and changes in burnout scores before expanding the programme. Existing staff surveys and supervision systems should be used where possible to avoid unnecessary cost and duplication.
Together, these recommendations address the main findings of the dissertation. Workload reviews aim to reduce excessive demands, protected supervision strengthens available resources, and routine monitoring supports early identification and accountability. Their success will depend on leadership commitment and on organisations responding to burnout as a workplace issue rather than expecting individual practitioners to manage continuing pressure alone.
Although much intervention evidence comes from physicians rather than the full mental health workforce, a systematic review found that both individual and organisational approaches can reduce burnout and that organisational changes may produce greater improvements in some settings (West et al., 2016).
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	Author & Year
	Article Title
	Article Summary
	Keywords / Codes

	Article 1
	Harding et al. (2025)
	
Levels of stress and burnout in trainee and qualified NHS psychological professionals: A systematic review and narrative synthesis

	A systematic review of eight peer-reviewed studies on trainee and qualified NHS psychological professionals. Trainees reported moderate stress and low-to-moderate burnout. Qualified professionals also reported low-to-moderate burnout, with variation between professions. The review found limited, heterogeneous evidence and no research on several newer NHS psychological roles
	Burnout; NHS psychological professionals; trainees; stress; psychological workforce; prevalence; evidence gaps; measurement variation.

	CRAAP Notes
	· Current: Published in 2025 and synthesises recent evidence on the expanding NHS psychological workforce.
· • Relevant: Directly addresses stress and burnout levels among the population central to this dissertation.
· • Authority: Authored by University of East Anglia researchers and published in the peer-reviewed journal Mental Health & Prevention.
· • Accuracy: Used nine databases, independent screening, the Newcastle-Ottawa Scale, PRISMA and SWiM guidance.
· • Purpose: To provide an objective synthesis of burnout and stress levels and identify research gaps.

	CRAAP Score
5/5

	Article 2
	Langton and Morley (2025)
	Investigating the relationship between burnout, workload, and imposter syndrome for mental health nurses in the UK
	A quantitative correlational study of 73 registered UK mental health nurses. Participants reported moderate-to-high burnout, workload and imposter syndrome. Workload was positively associated with exhaustion and disengagement, whereas imposter syndrome was not robustly associated with burnout or workload.
	
Mental health nurses; workload; burnout; exhaustion; disengagement; imposter syndrome; occupational pressure.

	CRAAP Notes
	· Current: Published in 2025 and reflects current pressures in UK mental health nursing.
· Relevant: Directly examines burnout and workload among UK registered mental health nurses.
· Authority: Conducted by University of Nottingham researchers and published in the peer-reviewed Issues in Mental Health Nursing.
· Accuracy: Used established measures including the Oldenburg Burnout Inventory and Quantitative Workload Inventory, with clearly reported correlational analysis.
· Purpose: To investigate the relationships between workload, burnout and imposter syndrome without a commercial purpose.
	CRAAP Score
5/5

	Article 3
	Sambrook et al. (2025)
	‘

‘A community in crisis’: staff qualitative experiences of NHS and third sector mental healthcare in England

	A qualitative grounded-theory study based on interviews with 26 staff from community mental health teams, crisis helplines and crisis cafés in North-West England. Staff described services as focused on stabilisation rather than recovery, with inefficient pathways, barriers to collaboration, staffing shortages, long waits and under-resourcing increasing pressure on staff and services.
	Community mental health; staffing shortages; under-resourcing; waiting lists; emotional demands; crisis services; collaboration; retention

	CRAAP Notes
	· Current: Published in 2025 and reflects contemporary English mental health service conditions.
· Relevant: Provides direct evidence on organisational and systemic pressures linked to burnout risk.
· Authority: Published in BJPsych Open by Cambridge University Press, with authors from universities and NHS mental health services.
· Accuracy: Used one-to-one interviews with 26 staff and a clearly reported qualitative grounded-theory approach.
· Purpose: To understand staff experiences and identify service improvements rather than promote a product or predetermined viewpoint.
	CRAAP Score
5/5

	
Article 4

	Mareva et al. (2024)
	The mental wellbeing of Child and Adolescent Mental Health Service (CAMHS) workers in England: A cross-sectional descriptive study reporting levels of burnout, wellbeing and job satisfaction
	A cross-sectional online survey of 97 clinical and non-clinical staff in one English CAMHS. The Copenhagen Burnout Inventory showed moderate or high work-related burnout in 32%, personal burnout in 39% and client-related burnout in 13%. Burnout was negatively related to job satisfaction and wellbeing, and about one quarter reported wellbeing scores consistent with possible mild or clinical depression.
	CAMHS; work-related burnout; personal burnout; client-related burnout; wellbeing; job satisfaction; workforce

	CRAAP Notes
	· Current: Published in 2024 using data collected in 2023, providing recent post-pandemic evidence.
· Relevant: Directly measures burnout in a multidisciplinary English mental health workforce.
· Authority: University-led research published in the peer-reviewed journal Healthcare, with Health Research Authority approval.
· Accuracy: Used validated CBI and wellbeing measures, reported reliability, and clearly described statistical analysis.
· Purpose: To report burnout, wellbeing and job satisfaction and explore their relationships
	CRAAP Score
5/5

	
Article 5

	Smith et al. (2022)
	Staff support in a National Health Service mental health trust in response to the COVID-19 pandemic: Qualitative study
	A qualitative formative appraisal in a large NHS mental health trust using 11 semi-structured interviews and five virtual staff forums. Peer and within-team support were highly valued. Work pressure, physical distancing and perceived cultural barriers reduced access to support. The study recommended accessible safe reflective spaces and open, inclusive workplace cultures.
	Staff support; peer support; reflective practice; organisational culture; work pressure; leadership; COVID-19; discrimination

	CRAAP Notes
	· Current: Published in 2022 and remains relevant to post-pandemic staff-support arrangements.
· Relevant: Directly examines support and barriers affecting mental healthcare staff wellbeing in an NHS trust.
· Authority: Published in the peer-reviewed BJPsych Open by Cambridge University Press and conducted within an NHS mental health trust.
· Accuracy: Used interviews, staff forums and reflexive thematic analysis with transparent reporting.
· Purpose: To evaluate support access and inform service improvement rather than advocate a commercial intervention.
	CRAAP Score
5/5

	Article 6
	Pappa et al. (2021)
	Tired, worried and burned out, but still resilient: A cross-sectional study of mental health workers in the UK during the COVID-19 pandemic.
	A cross-sectional survey of 387 employees in a large West London mental health trust. Using validated measures including the Maslach Burnout Inventory, 52.3% reported moderate or high emotional exhaustion and 19.5% moderate or high depersonalisation. Work pressure, stress, insomnia and pandemic concerns were linked to burnout, while resilience and perceived organisational support were important protective factors.
	Emotional exhaustion; depersonalisation; resilience; work pressure; organisational support; insomnia; COVID-19; NHS trust

	CRAAP Notes
	· Current: Published in 2021 and provides important evidence from the major pandemic pressure period.
· Relevant: Directly measures burnout among a multidisciplinary UK mental health workforce.
· Authority: Authored by NHS and university researchers and published in a peer-reviewed public-health journal.
· Accuracy: Used validated burnout, mental-health and resilience measures with clearly reported statistical analysis.
· Purpose: To assess burnout, mental health and resilience in mental health workers during COVID-19.
	CRAAP Score
5/5

	Article 7
	Owen et al. (2021)
	Stress and burnout in Improving Access to Psychological Therapies (IAPT) trainees: A systematic review
	A systematic review of eight studies, six of which were unpublished doctoral theses, examining stress and burnout in IAPT trainees. Evidence tentatively suggested that trainees may experience stress and burnout at levels higher than qualified peers and towards the upper range reported for healthcare professionals. The dual role of NHS employee and university student was a major source of pressure.
	IAPT trainees; NHS Talking Therapies; dual roles; academic pressure; clinical workload; stress; burnout; training

	CRAAP Notes
	· Current: Published in 2021 and relevant to the continuing expansion of the NHS psychological workforce.
· Relevant: Directly focuses on stress and burnout in trainee psychological practitioners.
· Authority: University of East Anglia review published by Cambridge University Press in the peer-reviewed Cognitive Behaviour Therapist.
· Accuracy: Used predefined eligibility criteria, multiple databases and formal quality assessment.
· Purpose: To establish the state of evidence and identify research and training implications.
	CRAAP Score
5/5

	Article 8
	Sideri et al. (2025)
	Prevalence and risk factors of burnout among mental health professionals in the NHS: A systematic review
	A systematic review and meta-analysis of 14 cross-sectional studies of NHS mental health professionals; seven studies contributed to the prevalence meta-analysis. Pooled prevalence was 42% for emotional exhaustion, 22% for depersonalisation and 19% for low personal accomplishment. Risk factors were identified at individual and organisational levels, and clinical psychologists were under-represented.
	NHS mental health professionals; meta-analysis; prevalence; emotional exhaustion; depersonalisation; personal accomplishment; organisational risk factors

	CRAAP Notes
	· Current: Published in November 2025 after searches conducted in March 2025.
· Relevant: Most directly matches the dissertation focus on NHS burnout prevalence and contributing factors.
· Authority: Authored by University of East Anglia and NHS researchers and published in peer-reviewed Counselling and Psychotherapy Research.
· Accuracy: PROSPERO-registered, PRISMA-guided review using five databases, independent screening, CASP appraisal and meta-analysis.
· Purpose: To estimate prevalence and synthesise individual and organisational risk factors.
	CRAAP Score
5/5

	Article 9
	Delgadillo, Saxon and Barkham (2018)
	Associations between therapists’ occupational burnout and their patients’ depression and anxiety treatment outcomes
	A multilevel observational study linking data from 2,223 patients to 49 psychological therapists. Therapists completed the Oldenburg Burnout Inventory and a job-satisfaction scale. Greater therapist disengagement and lower job satisfaction were significantly associated with poorer depression and anxiety treatment outcomes, supporting a link between practitioner wellbeing and care quality.
	Therapist burnout; patient outcomes; disengagement; job satisfaction; depression; anxiety; treatment effectiveness; care quality

	CRAAP Notes
	· Current: Published in 2018; still within a ten-year inclusion period but less current than the main recent evidence.
· Relevant: Directly supports the dissertation aim concerning the effect of burnout on quality of care.
· Authority: University of Sheffield research published in the peer-reviewed journal Depression and Anxiety.
· Accuracy: Used validated therapist measures, routine patient outcomes and multilevel modelling that accounted for patients nested within therapists.
· Purpose: To test the association between therapist burnout and patient treatment outcomes..
	CRAAP Score
4/5

	Article 10
	Westwood et al. (2017)
	Predictors of emotional exhaustion, disengagement and burnout among Improving Access to Psychological Therapies (IAPT) practitioners
	An online cross-sectional survey of 201 IAPT practitioners using the Oldenburg Burnout Inventory. Burnout prevalence was 68.6% among psychological wellbeing practitioners and 50.0% among high-intensity therapists. Overtime increased burnout risk among PWPs, while more clinical supervision reduced risk; greater telephone contact also increased risk for experienced PWPs.
	IAPT; psychological wellbeing practitioners; high-intensity therapists; prevalence; overtime; workload; clinical supervision; telephone contact

	CRAAP Notes
	· Current: Published in 2017; within a ten-year range but older than the preferred recent evidence.
· Relevant: Directly estimates UK burnout prevalence and workplace predictors in NHS psychological services.
· Authority: University and NHS research published in the peer-reviewed Journal of Mental Health.
· Accuracy: Used the validated OLBI, reported confidence intervals and clearly described predictor analysis.
· Purpose: To estimate burnout prevalence and identify modifiable workplace predictors.
	CRAAP Score
4/5
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	Author & Year
	Article Title
	Type of Study
	Research Method & Sample Size
	Strengths & Limitations
	Main Findings
	Keywords & Codes
	Notes and Comments

	Harding et al. (2025)
	Levels of stress and burnout in trainee and qualified NHS psychological professionals: A systematic review and narrative synthesis
	Systematic review and narrative synthesis
	Systematic searches of nine databases; eight included peer-reviewed studies of trainee and qualified NHS psychological professionals.
	Strengths: broad search, independent screening, quality appraisal and transparent synthesis. Limitations: few studies, heterogeneous measures and limited professional coverage.
	Trainees showed moderate stress; trainee and qualified professionals showed low-to-moderate burnout. Evidence was limited for newer roles and differed between professions.
	Burnout; NHS psychological professionals; trainees; stress; psychological workforce; prevalence; evidence gaps; measurement variation
	Strong overview for the prevalence theme. Avoid counting primary studies twice when also discussing studies included in this review.

	Langton and Morley (2025)
	Investigating the relationship between burnout, workload, and imposter syndrome for mental health nurses in the UK
	Quantitative cross-sectional correlational study
	Online survey of 73 registered UK mental health nurses; OLBI, QWI and Clance Impostor Phenomenon Scale; correlational analysis
	Strengths: direct UK nursing focus, validated instruments and transparent statistics. Limitations: small, self-selected sample, predominantly female and White, and cross-sectional design.
	Moderate-to-high burnout and workload were reported. Workload correlated positively with exhaustion and disengagement; imposter syndrome showed no robust association with burnout
	Mental health nurses; workload; burnout; exhaustion; disengagement; imposter syndrome; occupational pressure
	Key source for the workload and mental health nursing themes.

	Sambrook et al. (2025)
	‘A community in crisis’: staff qualitative experiences of NHS and third sector mental healthcare in England
	Qualitative grounded-theory study
	One-to-one interviews with 26 NHS and third-sector staff working in mental health services in North-West England.
	Strengths: recent, detailed staff accounts across NHS and third-sector settings. Limitations: one region, small qualitative sample and no direct burnout scale.
	Themes included stabilisation rather than recovery, inefficient pathways and barriers to collaboration. Under-resourcing, staffing shortages and long waits increased pressure on staff and care systems.
	Community mental health; staffing shortages; under-resourcing; waiting lists; emotional demands; crisis services; collaboration; retention
	Supports the organisational and systemic-pressure theme rather than prevalence estimates.

	Mareva et al. (2024)
	The mental wellbeing of Child and Adolescent Mental Health Service (CAMHS) workers in England: A cross-sectional descriptive study reporting levels of burnout, wellbeing and job satisfaction
	Quantitative cross-sectional descriptive study
	Online survey of 97 clinical and non-clinical employees in one English CAMHS; CBI, SWEMWBS and job-satisfaction measure.
	Strengths: recent multidisciplinary sample and validated measures. Limitations: opportunistic sample from one service, small subgroups and cross-sectional design.
	32% reported moderate/high work-related burnout, 39% personal burnout and 13% client-related burnout. Higher burnout was associated with poorer wellbeing and job satisfaction.
	CAMHS; work-related burnout; personal burnout; client-related burnout; wellbeing; job satisfaction; workforce
	Strong current prevalence source and useful for the CAMHS/local-context theme.

	Smith et al. (2022)
	Staff support in a National Health Service mental health trust in response to the COVID-19 pandemic: Qualitative study
	Qualitative formative appraisal/service evaluation
	Eleven semi-structured interviews and five virtual staff forums in one NHS mental health trust; reflexive thematic analysis.
	Strengths: combines interviews and staff forums and produces practical organisational recommendations. Limitations: local pandemic-specific evaluation and no direct burnout measurement.
	Peer and team support were highly valued. Work pressure, physical distancing and cultural barriers restricted access to support; safe reflective spaces and open cultures were recommended.
	Staff support; peer support; reflective practice; organisational culture; work pressure; leadership; COVID-19; discrimination
	Useful for protective resources, leadership and organisational-support recommendations.

	Pappa et al. (2021)
	Tired, worried and burned out, but still resilient: A cross-sectional study of mental health workers in the UK during the COVID-19 pandemic
	Quantitative cross-sectional survey
	Online survey of 387 employees in a West London mental health trust using the MBI and validated measures of mental health and resilience.
	Strengths: multidisciplinary sample, validated instruments and direct prevalence estimates. Limitations: one trust, self-report, cross-sectional design and pandemic-specific conditions.
	52.3% had moderate/high emotional exhaustion and 19.5% moderate/high depersonalisation. Work pressure and insomnia increased risk; resilience and organisational support were protective.
	Emotional exhaustion; depersonalisation; resilience; work pressure; organisational support; insomnia; COVID-19; NHS trust
	Strong source linking prevalence, risk factors and protective resources.

	Owen et al. (2021)
	Stress and burnout in Improving Access to Psychological Therapies (IAPT) trainees: A systematic review
	Systematic review
	Electronic database and grey-literature searches; eight included studies, including six unpublished doctoral theses; quality appraisal.
	Strengths: structured search, eligibility criteria and quality assessment. Limitations: very small evidence base, mostly unpublished theses and heterogeneous methods.
	Trainees may experience greater stress and burnout than qualified peers. Combining clinical employment with university study was a major source of stress.
	IAPT trainees; NHS Talking Therapies; dual roles; academic pressure; clinical workload; stress; burnout; training
	Supports the trainee/early-career theme. Interpret conclusions cautiously because the evidence was under-developed.

	Sideri et al. (2025)
	Prevalence and risk factors of burnout among mental health professionals in the NHS: A systematic review
	Systematic review and meta-analysis
	Five databases searched in March 2025; 14 cross-sectional studies included; seven entered meta-analysis; narrative synthesis of risk factors.
	Strengths: directly NHS-focused, registered protocol, independent screening, quality appraisal and pooled estimates. Limitations: high heterogeneity, varied professions/measures and pooled prevalence based mainly on older studies.
	Pooled prevalence: emotional exhaustion 42%, depersonalisation 22% and low personal accomplishment 19%. Individual and organisational factors contributed to burnout.
	NHS mental health professionals; meta-analysis; prevalence; emotional exhaustion; depersonalisation; personal accomplishment; organisational risk factors
	Central source for Chapter 4. Avoid double counting Delgadillo and Westwood, which are included in this review but tracked separately for their distinct findings.

	Delgadillo, Saxon and Barkham (2018)
	Associations between therapists’ occupational burnout and their patients’ depression and anxiety treatment outcomes
	Quantitative observational multilevel study
	PHQ-9 and GAD-7 outcomes for 2,223 patients nested within 49 therapists; OLBI and job-satisfaction survey; multilevel modelling.
	Strengths: links practitioner data with patient outcomes and uses appropriate multilevel analysis. Limitations: only 49 therapists, observational design and inability to establish causation.
	Higher therapist disengagement and lower job satisfaction were associated with poorer patient outcomes. Therapist effects explained about 5% of outcome variation.
	Therapist burnout; patient outcomes; disengagement; job satisfaction; depression; anxiety; treatment effectiveness; care quality
	Key source for the quality-of-care consequence theme. CRAAP score reduced only for currency, not methodological quality.

	
Westwood et al. (2017)
	Predictors of emotional exhaustion, disengagement and burnout among Improving Access to Psychological Therapies (IAPT) practitioners
	Quantitative cross-sectional survey
	Online survey of 201 IAPT practitioners; time spent on work activities and OLBI burnout scores; predictor analysis.
	Strengths: direct prevalence estimates, validated measure and modifiable workplace predictors. Limitations: self-selection, cross-sectional design and older service context.
	Burnout was 68.6% among PWPs and 50.0% among high-intensity therapists. Overtime increased risk; clinical supervision reduced risk among PWPs.
	IAPT; psychological wellbeing practitioners; high-intensity therapists; prevalence; overtime; workload; clinical supervision; telephone contact
	Strong evidence for prevalence, workload and supervision. CRAAP score reduced only for currency.
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