




ABSTRACT

Research indicates that occupational stress is progressively becoming more prevalent within the National Health Service (NHS). Nevertheless, the extent to which hospitality in hospitals affects employee well-being is still under-researched. The present study utilises the Change Management model as a theoretical framework to examine the correlation between occupational stress syndrome, drive for hospitality, authentic leadership, and employee well-being. The implementation of the quantitative research technique involves the systematic exploration of relationships between variables, offering a robust and objective method for analysing the data.  

The current investigation utilises surveys as the primary technique of data collecting to assess beliefs, opinions, and practices. The findings suggest that authentic leadership can improve workplace outcomes, including employee trust to commission change. Moreover, it is plausible that individuals who encounter occupational stress may exhibit an inclination towards cultivating a proclivity for indulging in the realm of hospitality within their workplace milieu, thereby engendering heightened engagement with Employee Well-being Productivity Programmes. The approach could reduce turnover and improve retention. Ultimately, the present report culminates with a cogitative reflection on exploring the quantitative research module. 
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[bookmark: _Toc149748232]1.0 Introduction

Employee well-being has emerged as a substantial intangible asset and a formidable strategic factor within the health sector. However, there have been contradictions in defining well-being[footnoteRef:1] (Ariza-Montes et al., 2017; Abdullahi et al., 2020). Consequently, effective people management has emerged as a crucial Human Resource (HR) strategy for the health sector to retain clinical staff and improve patient experience (Ramirez Molina et al., 2022). The context of the NHS has received considerable media attention due to the current dire, particularly considering the recent COVID-19 pandemic; the current problem has necessitated a recovery process involving radical change (Sheard and Peacock, 2019;). Ultimately, the matter concerning the NHS in a crisis has garnered significant scholarly scrutiny (Wickens and Brown, 2023; Andah et al., 2021), with the intangible asset of employee well-being considered a significant factor. [1:  'Well-being is a state of positive feelings and meeting full potential in the world. It can be measured subjectively and objectively using a salutogenic approach’ (Simons and Baldwin, 2021).

] 

 
The implementation of Employee Well-being Productivity Programmes (EWPP) in the healthcare sector has had a significant impact concerning change management and the dynamics of work, particularly concerning leadership traits such as Authentic Leadership (AL) fostering a culture of trust (Breuer et al., 2016). There is a prevailing consensus that Employee Well-being Policies (EWP) have undergone significant transformation and will continue to bring about novel developments in hybrid working, telehealth, and workplace flexibility to enhance these programmes (Juchnowicz and Kinowska, 2021).

While the use of EWPP enables the development of novel approaches for generating knowledge and implementing change management initiatives, it also introduces leadership complexities in the management of patient flow (Bowerman, 2021). The metric of increased bed occupancy serves as a distinguishing indicator of the impact that unplanned and immediate hospital admissions have on the flow of patients within the healthcare system (Lee et al., 2022). The changes described in the NHS Five Year Forward View and the Long-Term Plan, namely regarding the urgent and emergency care paradigm, signify the change management strategies employed to address the increase in hospital admissions for emergencies (NHS, 2022). However, the existing body of literature indicates that reactively employing EWPP, as opposed to a proactive approach, might result in several adverse consequences, such as the development of Occupational Stress Syndrome (OSS) (Sriharan et al., 2020). Therefore, it is paramount for EWPP to foster a proactive role in mitigating OSS.

The term "Occupational Stress Syndrome" (OSS) refers to the physiological and psychological responses that individuals experience when they encounter job demands and pressures that do not align with their talents and capabilities (Sriharan et al., 2020; Ravalier et al., 2020). This misalignment challenges their ability to cope with and manage these demands successfully. These behaviours may include undesirable job performance, extended sickness leave, resistance, exhaustion, and resignation (Fasbender et al., 2018). A recent study entitled ‘Work Stress Hampering Employee Performance During COVID-19’ posits that the possible disadvantages of OSS can impede employees' productivity and elicit detrimental behaviours, such as resistance to change (Saleem et al., 2021). Hence, change management is the central theory within which the research focuses to contribute to understanding and addressing the physiological and psychological experiences of employees.

In further literature, the concept of integrating hospitality talents has been identified as a potentially effective change management strategy for improving various outcomes within the healthcare setting (Majeed and Kim, 2023; Quinan and Costa Filho, 2021). This approach has been associated with positive impacts such as enhancing employee well-being, improving patient experience, boosting individual and organisational performance, and promoting employee retention (Hunter-Jones et al., 2020). Hospitals need to comprehend the correlation between the inclination for hospitality and the well-being of employees to formulate tactics to reduce OSS and foster well-being routes to employee work-life balance. In return, integrating hospitality can enhance the efficacy of the patient-staff experience (PSE).

[bookmark: _Toc149748233]1.1 Research Gap 

Previous study has examined the potential causes and outcomes of incorporating hospitality practises in hospital settings (Etemad-Sajadi et al., 2023; Majeed and Kim, 2023). However, there is a dearth of research on the effects of integrating change management hospitality techniques in hospitals in terms of improving employee well-being and mitigating occupational stress. There is a lack of comprehensive information regarding the relationship and interactions that occur throughout the implementation of change management concerning Hospitality Integrated Abilities (HIA) prior to and during the OSS stage (Jamal Ali and Anwar, 2021; Kunwar, 2019). Therefore, the precise impact of HIA on OSS behaviour remains uncertain. Moreover, several investigations posit that the inclusion of aesthetic components within the realm of hospitality might augment the overall patient experience, hence leading to increased employee contentment. Furthermore, research is needed to investigate alternative viewpoints which contend that such aesthetic aspects may inadvertently cause obstacles for certain patients, engendering feelings of animosity due to the associated costs of treatments (Medhekar et al., 2020).

The existing research gap underscores the necessity for additional inquiry into using HIA as a change management initiative in the context of EWPP within the NHS.

[bookmark: _Toc149748234]1.2 Aims and Objectives

Aim

This study aims to investigate the efficacy of implementing change management strategies in the domain of hospitality practises within hospitals to mitigate the effects of occupational stress on NHS SDEC personnel.

Objectives 

The objective of this study is to examine the association between subjective Occupational Stress Syndrome and Employee Well-being Performance. The research objectives have been identified as follows:

1. To test and identify the relationship between occupational stress syndrome, authentic leadership, change management support, hospitality-integrated abilities, and employee well-being productivity.
2. To evaluate and assess the correlation between occupational stress syndrome conditions and the appetite for hospitality well-being abilities.
3. To propose change management solutions for the NHS HR managers to mitigate and alleviate the adverse impacts of perceived occupational stress syndrome on the overall well-being of employees.


[bookmark: _Toc149748235]2.0 Literature Review and Theoretical Background


Introduction

In the Introduction, the motivation for this research was explained, showing research gaps that justify this research premise. The primary objective of this Chapter is to conduct a critical assessment of the current body of literature within the specific domain to identify core debates. This process involves identifying relevant theories, essential concepts, contextual factors, and gaps in the research domain. 



[bookmark: _Toc149748236]2.1 Literature Review and Hypotheses Development

The topic of occupational stress has been the focus of multiple research projects within the field of healthcare (Scholze et al., 2017; Vidotti et al., 2019; Langdon et al., 2021). There is an agreement among several scholars about the definition of occupational stress as frequently understood as the subjective experience of heightened tension, burden, and preoccupation related to the demands of one's employment (Sriharan et al., 2020; Zaghini et al., 2020). Additionally, Occupational health aligns with outcomes that arise from the interplay of psychological demands with the level of control or decision-making authority in the workplace (Sallon et al., 2017). Notably, employees in the healthcare sector experience an elevated level of occupational stress (Bischoff et al., 2019).

A multitude of scholarly investigations centre their attention on the overall contentment of nurses. Nevertheless, a prevailing agreement exists among scholars that the composition of the healthcare population is undergoing transformation (Yeganeh, 2019; Hernandez-Boussard et al., 2020). As highlighted in Chapter 1, the NHS has garnered significant media coverage in relation to the prevailing issue of high turnover and staff burnout necessitating the need for change. Employee well-being has become a central issue, with both practitioners and researchers actively investigating strategies to enhance the well-being of employees and increase the resilience of employees within organisations (Brunetto et al., 2019). Nevertheless, occupational stress has a significant impact on the concept of psychological well-being, which has been found to have a negative correlation with nurses' caring practices (Sarafis et al., 2016). In addition, the influence of OSS on the retention of the healthcare workforce is well recognised to be predominantly negative, concerning employee well-being (Lamont et al., 2017; Foster et al., 2019). 

Previous research has found several factors influencing the intention to engage in OSS development, impacting employee well-being (Dobson, 2023). These factors include patient flow, shortages of departmental employees, leadership behaviours, lack of support, and policy failures resulting in diminished well-being (ibid). According to Andah et al. (2021), the perception of OSS has been associated with many adverse outcomes, including a diminished sense of accomplishment, emotional distress, decreased motivation, elevated employee turnover, and heightened emotional fatigue. According to Glasper (2020), employees who encounter organisational stressors tend to apply various coping mechanisms, such as adopting a slower work pace, feeling constantly on edge, engaging in absenteeism, experiencing sickness, and ultimately resigning from their positions.

H1: Occupational Stress Impacts Negatively on Employee Well-being.


[bookmark: _Toc149748237]2.2 Theoretical Background and Change Management History

Cohen Mansfield Theory and Occupational Stress

The study employed Cohen-Mansfield's comprehensive occupational stress model to examine the association between occupational stress, the well-being of employees, turnover rates, and staff outcomes within acute hospital trust settings. Nevertheless, change management is imperative to be sustainable. Notably, there is a positive correlation between management support practises and enhancements in the quality of patient care, employee satisfaction, and staff retention (Rajmohan et al., 2019). However, an area that requires further investigation is implementing change management strategies regarding the integration of HIA inside NHS, specifically by utilising a combination of the Cohen-Mansfield Occupational Stress Model to assess its impact on employee well-being. The comprehensive occupational stress model proposed by Cohen-Mansfield serves as a theoretical framework to understand the intricate interplay between job satisfaction, stress, turnover, and staff outcomes across diverse work environments, encompassing the realm of nursing facilities. The proposed model posits recognising a persistent and recurring interdependence between stressors and their corresponding effects.
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Figure 1.1 Cohen Mansfield Theory and Occupational Stress (Rajmohan et al., 2019)





Timeline of Change Management 

The inception of change management can be traced back to the emergence of management theories and practises as a distinct academic discipline during the early nineteen hundreds (Keulen and Kroeze, 2014). Nevertheless, it was not until the latter half of the twentieth century that the institutionalised approach to change management garnered widespread acceptance (Cameron and Green, 2020). It can be contended that numerous scholars have emerged over time, producing essential literature that explains and substantiates the advancement of change management and its consequentiality for public sector organisations (Nuhu et al., 2019; Kumalo & Scheepers, 2020). Notably, Hayes (2022) outlined that change management refers to the strategic process of planning, executing, and overseeing modifications to an organisation's practises, technological advances, or organisational design. Krukowski et al. (2021) argued that effecting a desired future state necessitates implementing a systematic approach to facilitate the transition of individuals, groups, and organisations from their present form. 

However, it is possible to trace the historical roots of change management to the 1980s (Doppelt, 2010). Levine (2016) posits that change management has seen a transformation in its fundamental principles, progressing towards a more conceptual framework. On the other hand, Prosci (2018) delineates that the advancement and maturation of the change management field can be classified into four prominent categories, as illustrated in Figure 1.2. 


[bookmark: _Toc140606204][bookmark: _Toc149748238]Figure 1.2 Change Management Timeline (Author’s Creation)





[bookmark: _Toc149748239]2.3 Dynamics of Managing Change in Public Sector Hospitals

The field of change management continues to evolve in response to the ever-changing business landscape, which presents novel challenges and opportunities necessitating transformative shifts (Cameron and Green, 2020; Kjaerbeck, 2017). Factors such as globalisation, sustainability, and digital transformation play crucial roles in driving significant transformations within the healthcare industry in the field of change management to improve employee well-being (ibid).


Effective change management strategies have been shown to positively impact employee well-being since they reduce stress levels among staff members and enable them to deliver higher-quality patient care (NASEM, 2019). Nevertheless, the dynamics of managing change require authentic leadership to combat resistance to change and develop strategies to improve the well-being of employees (Mousa et al., 2019). Authentic leadership prioritises establishing sincere relationships between leaders and their employees through recognising contributions, adherence to ethical standards, and transparency. Ultimately, this approach fosters participation and enhances overall performance (West et al., 2015).

Scholarly findings indicate that nurses who observed their leader exhibiting authentic leadership behaviours experienced higher levels of trust and a reduced occurrence of adverse outcomes for patients (Wong et al., 2015). Managers viewed as more honest have been found to cultivate higher levels of trust among staff, a vital aspect in overcoming workplace challenges (ibid). Contrastingly, the Introduction of change within health and care services is frequently hindered by the intricate dynamics of organisational micro-politics, contributing to workplace challenges (Khaw et al., 2022). Studies have shown that the micro-political dynamics frequently become encompassed within the more significant objectives of the NHS management reforms. There is a growing demand for those spearheading transformative initiatives to cultivate and employ political aptitude and conduct to comprehend and navigate the intricacies of political dynamics to contest the challenges (Waring J et al., 2022).

Several studies have established a connection between the exertions in patient flow and the impact on leadership capabilities, specifically in the context of change management within public-sector hospital organisations (Gaughan, Gravelle, and Siciliani, 2017; Hsieh et al., 2023). This association has been observed in various nations, including Europe, the United Kingdom, and Australia (Hegarty et al., 2022).


Authentic leadership places emphasis on the establishment of genuine relationships between leaders and their subordinates through acknowledging their contributions, upholding ethical principles, and promoting openness. These strategies facilitate active engagement and improve overall effectiveness through well-being initiatives (West et al., 2015; Hadian Nasab and Afshari, 2019). According to research, it has been found that nurses who have witnessed their leader demonstrating authentic leadership behaviours tend to have increased levels of trust and a decreased likelihood of adverse outcomes for patients. Previous studies observed that managers who are perceived as more honest have been shown to foster increased levels of trust among their subordinates, which is considered a crucial factor in effectively addressing and resolving workplace difficulties to improve employee well-being (Wong et al., 2015; Iqbal et al., 2019)

H2: Authentic Leadership positively affects Employee Well-being. 


[bookmark: _Toc149748240]2.3.1 Challenges Affecting the NHS 

The process of patient flow serves to assess the leadership's aptitude in implementing change management strategies, thereby facilitating a seamless progression of patients through various stages of healthcare (Nguyen et al., 2022). Ahlin et al. (2023) and DeAnda (2018) have highlighted the necessity of implementing a transformative approach to mitigate the effects of occupational stress on NHS workers. Nevertheless, the relationship between strategic change management practises to enhance patient flow presents several technical obstacles that can induce occupational stress among hospital personnel (Jarden et al., 2021; Hegarty et al., 2022).

On the other hand, the impact of stress on the well-being of hospital staff has been reported to impact the Patient Staff Experience (PSE) negatively (Bischoff et al., 2019). The NHS employs change management strategies to facilitate the implementation of alterations within the healthcare system, all while ensuring the continued efficiency of day-to-day operations. Nevertheless, the NHS has been identified as an entity experiencing significant challenges, necessitating substantial reorganisation to address its shortcomings (Kleinpell et al., 2020) and the impact of stress on hospital staff.

The NHS has garnered considerable public attention considering the recent impact of the COVID-19 outbreak, resulting in patient backlogs and appointment cancellations, necessitating remediation efforts (Kleinpell et al., 2020). The resignations within the NHS have been impacted by both Brexit and the COVID-19 pandemic, resulting in recruitment challenges and increased competition from private healthcare entities (Ryan, 2021). The paradoxical nature of relying on bank personnel[footnoteRef:2] and overtime shifts have led to some employees feeling compelled to assist, resulting in a decline in their overall well-being (Dent, 2020). In contrast, overseas recruitment has consistently increased to address staffing shortages within certain acute trusts (Gillin and Smith, 2019). Nevertheless, certain job positions, such as consultants, present more significant difficulties in recruitment, thereby placing additional burdens on existing personnel, leading to occupational stress in reducing backlogs and appointment cancellations offset by COVID-19 (Magennis et al., 2022). [2:  Workers registered to provide work on an ad hoc basis, with no obligation for regular work. Administered by the trust, these staff are workers and not employees (Devon Partnership NHS Trust, 2021),] 


However, current trends in contemporary management practises, specifically focusing on the implementation of flexible working conditions and the utilisation of telehealth technology to enhance patient flow and staff well-being, have emerged (Orel et al., 2021). The significant contributions of telehealth and face-to-face patient treatments propel hybrid healthcare. Implementing hybrid work arrangements has likely been crucial in ensuring safety within General Practitioner (GP) surgeries during the pandemic. Significantly, technology assumes a crucial function in the surveillance of patients and the utilisation of video conferencing (Tuckson et al., 2017; Wong and Sa’aid Hazley, 2020), a trend in contemporary management practise.

The endorsement of telework has gained significant traction during the pandemic and is anticipated to persist, therefore establishing itself as a legitimate standpoint in relation to telehealth and telemedicine (Andrews et al., 2020). The diagram presented in Figure 1.0 depicts the influence of telemedicine on the healthcare industry. Telehealth refers to the electronic exchange of medical information to enhance patient well-being. According to a recent survey many healthcare facilities, precisely 60%, have reported the utilisation of telehealth services (Tuckson et al., 2017). However, it is imperative to assess the enduring effects of ethics and sustainability to ascertain potential implications for the domains of health and well-being, resilient communities, and gender equality. Hence, it is fundamental to integrate comprehensive approaches to mitigate hazards concerning telework impacted by leadership.
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[bookmark: _Toc126669720]Figure 1.0 Telemedicine (Tuckson et al., 2017)

[bookmark: _Toc149748241]2.3.2 Hospitality in Healthcare

Research has demonstrated the significance of leadership in the context of occupational stress management, particularly within public sector health institutions or comparable entities (Sharma et al., 2020; Hsieh et al., (2023). Adversely, the intricate nature of healthcare facilities poses difficulties in effectively administering and achieving the objectives of facilitating the recuperation of afflicted persons (Graley, 2017). The problem exerts a significant impact, resulting in occupational stress, sicknesses, and resignations. Therefore, the need for effective change management in improving hospital services to align with the organisation's vision and objectives has been emphasised as a focal point (Al-Ali et al., 2017). Nevertheless, the size and complexity of the NHS pose significant challenges in the context of change management leadership (Beasley et al., 2020; Ng, 2022).

The significance of hospitality in enhancing the healthcare experience has garnered considerable interest from researchers and professionals across various domains, including hospitality, health tourism, wellness travel, medical tourism, consumer behaviour and healthcare (Majeed and Kim, 2022). There is a growing trend within the healthcare business to use the principles of hospitality to enhance the overall experience (Reach et al., 2019). Nevertheless, past studies have indicated that the conceptual understanding of hospitality in healthcare has been limited, inconsistent, and lacking coherence (Chesterton et al., 2021). 

Significant interest has been shown in examining the impact of hospitality within a hospital environment. Numerous research studies have investigated the psychological well-being and recovery progress of patients exposed to a high degree of hospitality during their hospital stay (Reach et al., 2019). These studies are relevant to the contemporary areas of patient well-being and enhanced healthcare. Hospitality is conceptualised as crucial in surpassing the mere physical appearance of infrastructure and emerges as a critical participant in the reduction of occupational stress (Ratten et al., 2020). 

The value of hospitality in fostering a sense of inclusion among patients and employees, along with the added advantages of high-quality hospitality services, has been emphasised by Chesterton et al. (2021) and Kelly et al. (2016); hence, the association between hospitality and healthcare can be rationalised as an essential framework within the context of medical tourism.

H3: Occupational Stress has a positive effect on Hospitality Integrated Abilities


[bookmark: _Toc149748242]2.3.4 Embracing Change - NHS Long-Term Plan

According to the British Medical Association (BMA, 2022), there has been a recent emergence of operational SDEC units and workforce initiatives, such as the NHS People Plan, during the past two years. This new addition places considerable emphasis on the efficient management of patient care operations, the welfare of NHS staff, and the maintenance of their psychological health. Notably, a burgeoning strategic leader would greatly benefit from evaluating the feasibility and degree of implementation of activities designed to enhance patient care operations using the SDEC model at a community level. Additionally, a recent publication in the British Medical Journal (BMJ) outlined a shortage of NHS managers, characterising the NHS as arguably "one of the most undermanaged health systems in the world" (Limb, 2023, p.1313). Therefore, the need arises for radical change to embrace policies such as the NHS Long-Term Plan designed by front-line staff to enable an NHS service fit for the future (NHS, 2022).

However, leadership capabilities play a moderating role in the change in healthcare management (Haque, 2021). Elevated stress levels characterise the health profession, compounded by the mounting pressures from a dynamic social and ethical landscape (Cooper et al., 2020). These circumstances are known to induce moral anguish, compassion fatigue, and burnout, hence exerting adverse effects on both nurses and the patients entrusted with their care (ibid). 

According to previous studies (Cartmell, 2020; Hilton et al., 2019; Al-Ali et al., 2017), the impact of staff well-being is expected to influence the overall quality of patient satisfaction significantly. Therefore, it is imperative to foster authentic leadership to guide staff to facilitate the scientific adjustment of their psychological state within a clinical setting (Chen et al., 2021). Given the importance of staff being resilient, authentic leadership should be provided to nurses to cultivate more robust coping mechanisms and bolster their resilience after encountering challenges or experiencing emotional vulnerability within their professional nursing endeavours (Chen et al., 2021; Cooper et al., 2020; Foster et al., 2019). 

Without a doubt, the importance of resilience among healthcare professionals has garnered significant attention in both study and practise, as seen by the substantial volume of papers dedicated to its exploration in recent years (Di Giuseppe et al., 2021; Bozdag and Ergun; Conversano et al., 2020). Nevertheless, interpreting studies on nurse resilience poses challenges due to utilising a diverse range of terminologies and conceptual frameworks. The existing body of literature has predominantly concentrated on examining the strategies and behaviours that individual nurses can employ to cultivate and maintain resilience. The approach has recently been scrutinised and critiqued due to its perceived incompleteness, as it predominantly overlooks change management concerning the working conditions that nurses endure, hence exposing staff to potential risks (Taylor, 2019; Virkstis et al., 2018). On the other hand, when trying to tackle the imminent workforce problem effectively, governments and organisations must prioritise the use of authentic leadership in challenging the status quo to foster change and combat occupational stress (Farid et al., 2020; Duarte et al., 2021). Urgent action must be taken to mitigate these stressors and enhance the well-being and resilience of employees.

H4: Authentic Leadership is positively associated with Change Management.
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2.5 Conceptual Framework 

Figure 1.3 presents a concise overview of the conceptual framework utilised for comprehending change management practises within the NHS.

                                            Antecedents                      Dependent Variables
[image: ]
Figure 1.3 Conceptual Framework (Author’s Creation)
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This Chapter will explore the development of the research instrument, techniques for sampling, and the procedure for data gathering. Next, the discussion will explain the methodology adopted, the techniques implemented, the chosen research approach, and the ethical considerations relevant to the study.

[bookmark: _Toc149748245]3.1 Research Design

The study was conducted using an empirical quantitative technique, as it is well-suited to achieving the research objective of examining the correlations between several variables. This technique enables the application of statistical methodologies to examine data and derive inferences regarding the associations among variables. Moreover, the utilisation of a quantitative research methodology facilitates the possibility of replicating the study, hence enhancing the reliability and validity of the obtained findings (Creswell, 2014; Field, 2018). The present study uses surveys as the primary strategy for data collection. Creswell (2008) posits that the primary aim of survey research is to employ specific inquiries to quantify beliefs, views, and attitudes.

To uphold the precision and dependability of the findings, this study adhered to a methodical approach in formulating and conducting the survey, which was based on questionnaires. This involved the reduction of sample mistakes, which enhanced the generalizability of the findings and resulted in a greater response rate.

[bookmark: _Toc149748246]3.1.1 Research Method (Survey Instrument/Pilot Testing)

The study is based on a sample size of one hundred participants working in an acute NHS trust in Shropshire. The instruments and measurement items utilised in this study underwent rigorous testing and validation within the context of an acute NHS hospital that heavily relies on front-line workers for patient care.

[bookmark: _Toc149748247]3.2 Sample and Data Collection

Due to the limited timeframe allocated for the study, it was not feasible to administer a comprehensive survey that included more acute hospitals for the purpose of data collection and generalisability. Therefore, a sample accurately represents the population has been selected to illustrate and describe the broader community. The researcher has employed a random sampling technique to collect data from respondents. This approach has been chosen considering the study's aims and the researcher's aim to draw comprehensive findings regarding the influence of occupational stress on employee well-being. The dataset for this study consisted of 100 participants from “Clinical”, “Non-clinical”, “NHS trusts”, and “Acute hospitals” in the healthcare sector. Details of the demographics are included below in the data analysis section.

[bookmark: _Toc149748248]3.2.1 Questionnaire Design

The questionnaire includes the examination of the effects of occupational stress within hospital settings (Dobson, 2023; Andah et al., 2021), initiatives aimed at promoting employee well-being, the concept of authentic leadership (Mousa et al., 2019; Ariza-Montes et al., 2017), and the integration of hospitality skills (Saleem et al., 2021; Hunter-Jones et al., 2020). The design of a questionnaire necessitates the inclusion of pertinent, succinct, and compelling questions to align with the study objective (Burgess, 2001). It is recommended that a pilot study be carried out to assess the practicality of the survey design. In the setting of this study, a five-point Likert scale questionnaire was developed by carefully selecting relevant measurement items from prior scholarly investigations (see Appendix 1).  

[bookmark: _Toc149748249]
3.3 Ethical Considerations

Adhering to the principles of confidentiality and anonymity while handling participant data is widely recognised as the standard practise in research, as outlined by the Health Research Authority (2022). The primary research conducted in this study adheres to rigorous research ethical standards, which include data protection, safeguarding personal information, ensuring the availability of personal consultation, exclusive usage of data for the study, and respecting other rights. These measures are implemented to ensure comprehensive compliance with research ethics guidelines (Cohen et al., 2007).

[bookmark: _Toc149748250]4.0 Data Analysis


The data underwent extensive analysis employing SPSS v29, utilising various descriptive statistical methods. Before analysing the formulated hypotheses, various measures were undertaken to ensure the suitability of the data for analysis in this study (Field, 2018), to ascertain the association between variables, and to employ correlation and other relevant metrics (Field, 2009). Reliability and validity are essential elements that must be upheld in any soundly conducted research (Field, 2018).

Table 1.1 The Demographics of the participants (n=100)

[image: ]
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Histogram plots for the measurement items, which revealed that the bulk of the data fell within the area of the normal distribution curve, are attached to satisfy the criteria required to justify the use of parametric tests (see Appendix 2). According to Field (2018), it is recommended that data should adhere to a normal distribution; to utilise parametric statistical tests, a minimum sample size of more than 100 (n>100) is necessary.

[bookmark: _Toc149748252]4.2 Reliability and Validity Analysis

Reliability refers to the capacity of research data to consistently yield the same outcome, regardless of the individuals conducting the observations. It encompasses various dimensions, including coherence, stability, similarity, and uniformity (Creswell, 2014). Alpha posits that all assessment questions exhibit tau-equivalence, which implies that the items inside a test are measuring a singular latent construct. According to Field (2009), a Cronbach's Alpha score ranging from 0.7 to 0.9 indicates a satisfactory level of internal consistency for the scale. Furthermore, a number exceeding 0.9 suggests an exceptionally high level of internal consistency (Field, 2018; Liu et al., 2018). On the other hand, validity pertains to ascertaining the accuracy of research findings or whether the research effectively assesses the intended constructs (Surucu and Maslakci, 2020).

The reliability of the data was assessed through the utilisation of statistical measures, such as Cronbach's alpha coefficients, standard deviations, and mean values, for all the factors and specific measurement items. Next, the validity of the data was determined by computing correlation analysis and factor analysis.

All estimations of Cronbach's alpha demonstrate a positive alignment with the widely accepted benchmark of 0.70 (Cohen and Swerdlik, 2010; Tavakol & Dennick, 2011) (see tables 1,2,3,4,5). This indicates that the measures used in the study were deemed excellent and reliable. In other words, the study has effectively attained satisfactory levels of internal consistency and uniformity. Hence, the reliability of the measuring instrument's accuracy and its ability to evaluate the specified parameters has been confirmed.
A factor analysis was conducted utilising the principal component analysis to determine whether the measurement items effectively captured the conceptual constructs that were utilised in the study to confirm validity (Field, 2018). The loading factors presented below in Tables 2 to 6 exceeded the minimum criterion of 0.4, as recommended by Field (2018), indicating their validity for the current investigation. The variables in this study demonstrated strong loading onto the conceptualised constructs, with the lowest recorded loading being 0.704. The loadings corresponding to each factor are located inside tables 2 to 6. This study has effectively attained satisfactory levels of internal consistency and uniformity. Hence, the reliability of the measuring instrument's accuracy and its ability to evaluate the specified parameters has been confirmed.

Additionally, a thorough evaluation of the inter-item correlations was performed for each factor. The inter-item correlation coefficients for each factor (see Tables 2 to 6) exhibit acceptable levels of consistency, with values ranging from 0.416 to 0.795 in accordance with the acceptable benchmark of 0.4 and above (Field, 2018). The observed inter-item findings indicate a strong alignment between the items within each component and their ability to assess the targeted constructs successfully. This serves as a supplementary confirmation of the validity of this study.


Reliability Analysis of Occupational Stress Syndrome (OSS)
Table 2 Occupational Stress: Cronbach Alpha, Mean Std Deviation, Inter-Item Correlation and Component Matrix.
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	Component Matrixa

	
	Component

	
	1

	Occupational Stress Variable 1
	.875

	Occupational Stress Variable 2
	.912

	Occupational Stress Variable 3
	.821

	Occupational Stress Variable 4
	.876

	Extraction Method: Principal Component Analysis.

	a. 1 components extracted.




Reliability Analysis of Change Management
Table 3 Change Management: Cronbach Alpha, Mean Std Deviation, Inter-Item Correlation and Component Matrix.
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	Component Matrixa

	
	Component

	
	1

	Change Management Variable 1
	.819

	Change Management Variable 2
	.856

	Change Management Variable 3
	.773

	Change Management Variable 4
	.704

	Extraction Method: Principal Component Analysis.

	a. 1 components extracted.







Reliability Analysis of Hospitality Integrated Analysis
Table 4 Hospitality Integrated Abilities: Cronbach Alpha, Mean Std Deviation, Inter-Item Correlation and Component Matrix.
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	Component Matrixa

	
	Component

	
	1

	Hospitality Integrated Abilities Variable 1
	.796

	Hospitality Integrated Abilities Variable 2
	.845

	Hospitality Integrated Abilities Variable 3
	.884

	Hospitality Integrated Abilities Variable 4
	.823

	Extraction Method: Principal Component Analysis.

	a. 1 components extracted.





Reliability Analysis of Employee Well-being Productivity Programmes (EWPP)
Table 5 Employee Well-being: Cronbach Alpha, Mean Std Deviation, Inter-Item Correlation and Component Matrix.
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	Component Matrixa

	
	Component

	
	1

	Employee Well-being Variable 1
	.863

	Employee Well-being Variable 2
	.893

	Employee Well-being Variable 3
	.892

	Employee Well-being Variable 4
	.875

	Extraction Method: Principal Component Analysis.

	a. 1 components extracted.





Reliability Analysis of Authentic Leadership
Table 6 Authentic Leadership: Cronbach Alpha, Mean Std Deviation, Inter-Item Correlation and Component Matrix.
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	Component Matrixa

	
	Component

	
	1

	AuthenticLeadershp1
	.915

	AuthenticLeadership2
	.905

	AuthenticLeadership3
	.921

	AuthenticLeadership4
	.887

	Extraction Method: Principal Component Analysis.

	a. 1 components extracted.
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4.3 Validity Analysis

To comprehend the interconnectedness between variables and constructs, a factor analysis was conducted, which is a crucial procedure in establishing the validity of the study (Field, 2018).

Validity Analysis Occupational Stress

Table 6: KMO and Bartlett Test Occupational Stress
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Total Variance Explained
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Validity Analysis Change Management
Table 7: KMO and Bartlett Test Change Management
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Validity Analysis Hospitality Integrated Abilities
Table 8: KMO and Bartlett Test Hospitality Integrated Abilities
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Validity Analysis Employee Well-being
Table 9: KMO and Bartlett Test Employee Well-being
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Validity Analysis Authentic Leadership
Table 10: KMO and Bartlett Test Authentic Leadership
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[bookmark: _Toc149748254]4.4 Regression Analysis and Justification of Multi-Collinearity Threat

Consistent with the conceptual framework and after ensuring the research's reliability and validity, a regression analysis was conducted to examine the suggested associations between the independent and dependent variables, as depicted in Tables 11 to 14. The researcher utilised a simple linear regression analysis to investigate the predictive capacity of the independent variables and dependent variables using a straight line. This methodological approach is widely acknowledged as the most appropriate technique for evaluating relationships among single variables (Everitt and Dunn, 2001; Murtagh and Heck, 2012). 

During the regression analysis, other significant statistical measures were calculated, such as the coefficient of determination (R-squared or R²), the adjusted coefficient of determination (Adjusted R-squared), and the F-value for the regression. Furthermore, the β coefficients, t-values, and significance levels were computed for each independent variable. The results of the regression analysis are presented in Tables 11 to 14. After establishing the reliability and validity of the measurement constructs, a simple linear regression analysis was conducted to assess the extent of the relationship between Employee Well-being, Change Management Support, Hospitality Integrated Abilities, Authentic Leadership, and Occupational Stress Syndrome. 


Table 11: Regression and Multi-collinearity OSS-EWP
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Table 12: Regression and Multi-collinearity AL-EWP
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Table 13: Regression and Multi-collinearity OSS-HIA
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Table 14: Regression and Multi-collinearity AL-CM
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To determine the discriminant validity of this study, supplementary evaluations of collinearity diagnostics were conducted. According to Belsley et al. (2005), multi-collinearity poses a concern when a coefficient estimate, characterised by a condition index beyond 15, substantially impacts the variances of multiple variables. Additionally, the tolerance value should be above 0.2 and the Variance Inflation Factor (VIF) closer to 10. This finding shows that all conditions have been met in the current investigation, as evidenced by the data in Tables 11 to 14. The condition index for each independent variable in the multivariate regression analysis was below the threshold of 15, as indicated in the provided tables. Hence, it can be concluded that the factors evaluated in this study are sufficiently separate.

[bookmark: _Toc149748255]

5.0 Results

The explanatory details of the regression model results in Tables 11 to 14 are provided hereunder. Occupational Stress Syndrome (IV) was regressed on reliability aspects of Employee Well-being (DV) to test hypothesis H1. The regression model's outcomes, as presented in Table 11, were deemed to have a moderate relationship due to several R Square values recorded at 58%. However, the F-change and significance of the F-change were both found to be less than 0.001. According to the findings shown in Table 11, there is evidence to confirm that Hypothesis 1 (H1) is not supported, because of the positive Beta of 0.76 revealed. Specifically, it is observed that Occupational Stress Syndrome has a statistically significant positive impact on Employee Well-being (R^2=58%, b = 0.76, Sig F-Change & Sig < 0.001).


The dependent variable, EWP, was subjected to regression analysis with the independent variable, AL, to examine the validity of hypothesis 2 (H2). The findings of this study suggest a high level of satisfaction among the participants, as seen by the significant results in Table 12 (R^2=95%, b = 0.97, Sig F-Change & Sig < 0.001). Hence, the Change Management of staff is a substantial indicator of Occupational Stress. Therefore, H2 is supported.

The purpose of this study was to examine the relationship between Occupational Stress Syndrome (IV) and Hospitality Integrated Abilities (DV) to evaluate hypothesis 3 (H3). The findings of the study demonstrate (see Table 13) that the coefficient of determination (R^2) is equal to 0.16, the regression coefficient (b) is 0.40, and both the F-Change statistic and the significance level (Sig) are less than 0.001. Consequently, HIA does not emerge as a substantial indicator for predicting OSS outcomes. The degree to which the independent variable supports the dependent variable is limited. Nevertheless, the data indicates a positive relationship, albeit limited, meaning H3 is supported. 

The study aimed to examine the relationship between Authentic Leadership (IV) and Change Management (DV) to test hypothesis 4 (H4). The study's findings reveal that the coefficient of determination (R^2) is 0.64, indicating a moderate level of explained variance (see Table 14). The regression coefficient (b) is 0.80, suggesting a positive relationship between the variables. Furthermore, the F-Change test was statistically significant (p < 0.001), indicating that the regression model is a good fit for the data. Hence, the demonstration of authentic leadership by managers constitutes tangible elements within the organisation that hold substantial predictive value for employee welfare. Therefore, H4 is supported.


Table 15:  Hypotheses Summary


	Hypotheses
	Results

	H1: Occupational Stress Impacts Negatively on Employee Well-being
	Not Supported

	H2: Authentic Leadership positively affects Employee Well-being.
	Supported

	H3: Occupational Stress Syndrome has a positive effect on Hospitality Integrated Abilities.
	Supported

	H4: Authentic Leadership is positively associated with Change Management.
	Supported





[bookmark: _Toc149748256]5.1 Discussion and Conclusions 

[bookmark: _Toc149747984][bookmark: _Toc149748257]The research aimed to study how employee well-being, change management, hospitality-integrated abilities, and authentic leadership positively influence occupational stress and, in turn, lead to sustainability for the organisation by reducing staff turnover. One of the primary findings, as presented in Table 11, contradictingly illustrates that the conceptualised Occupational Stress Syndrome does not have a substantial influence on Employee Well-being, resulting in a negative effect. Notably, the statistical evidence for Hypotheses 1 (H1) contrasts with the literature in Chapter 2, enabling the positive conceptualisation (Lamont et al., 2017; Foster et al., 2019). On the other hand, the findings make the discussion unique. Organisational culture plays a vital aspect in being stressed as an individual and being stretched (Rudland et al., 2019; Sabuhari et al., 2020). As transnational healthcare becomes predominant, the result could alter considering globalisation, where other individuals have control over demanding and uncomfortable situations, often offering opportunities to learn and develop (Cadden et al., 2020).

[bookmark: _Toc149747985][bookmark: _Toc149748258]The study's second significant finding pertains to the favourable influence of leaders' implementation of change management on the stress levels experienced by staff members. The third and last noteworthy discovery is the validation of a robust and affirmative correlation between the exhibition of authentic leadership and the tangible assets of employees, resulting in considerable levels of satisfaction. 


[bookmark: _Toc149747986][bookmark: _Toc149748259]5.2 Implication for Practitioners and Policy Makers

[bookmark: _Toc149747987][bookmark: _Toc149748260]The findings of the research yield diverse consequences for managerial professionals. The findings indicate that managers fulfil a crucial function in facilitating the implementation of well-being initiatives inside the company, leading to a favourable influence on both occupational stress levels and the overall well-being of staff within the organisation. This study makes a valuable contribution to the existing literature on change management by examining the elements that influence occupational stress behaviour in connection to employee well-being. Specifically, it sheds light on the relationship between occupational stress symptoms (OSS) and Hospitality Integrated Abilities (HIA) while also considering the moderating role of Authentic Leadership (AL). 

Additionally, this research makes a valuable contribution to the Cohen Mansfield framework by further clarifying the impact of the appropriate or inappropriate utilisation of HIA on OSS. From a change management perspective, Human Resource (HR) practitioners must understand the relationship between HIA and OSS to focus on the sustainability of employees' health and well-being in the contemporary workplace to enhance the operational aspects. 

Furthermore, the outcomes may offer insights from both a management and human resources standpoint, therefore enabling additional practical implementations aimed at mitigating workplace stress and enhancing employee retention and motivation (Schaufeli and Taris, 2014). There is a consensus among some experts that EWPP has experienced significant transformations and is anticipated to bring about ground-breaking developments in the areas of hybrid working, telemedicine, and workplace flexibility, to reduce occupational stress syndrome (OSS) (Tuckson et al., 2017; Cheng et al., 2021).

[bookmark: _Toc149748261]5.3 Limitations Future Research 

Notwithstanding the contributions made by the current study, future research endeavours must address several shortcomings. Initially, it is essential to note that while the reliability of the HIA was deemed excellent, the aesthetic development aspect did not yield favourable results within the confines of this study. This can be attributed to the inherent characteristics of the acute hospital departments involved in the research. Therefore, it would be beneficial for future research to investigate aesthetic development in alternative acute contexts to assess its validity as a metric for employee well-being.   Additionally, the study presents a restriction that is related to the situation. The data utilised in this study was generated rather than obtained through field collection, to examine hypotheses and premises. Future research endeavours may be focused on emerging areas of concern, such as investigating the effects of community hospitals and nursing homes offering out-of-hours services to the local community.  
[bookmark: _Toc149748262]6.0 Reflective Essay


This part aims to reflect on my learning experience during the 'Quantitative Research Methods' (LCDB 7011), a crucial element of my doctoral programme. The reflective model proposed by Rolfe et al. (2001) has been selected as the framework for building my reflections due to its perceived simplicity and efficacy. Rolfe et al. (2001) emphasise the importance of establishing context through the description of the scenario or experience as a primary step. The author suggests that the first step in evaluating the positive or negative aspects of an experience is to address the issue of "What?" Subsequently, it is imperative to partake in introspection by formulating the inquiry, "So What" insights have been gleaned from this encounter?" This approach enables the extraction of essential lessons from the occurrence. Finally, it is imperative to contemplate the question, "Now What" steps shall we pursue? This inquiry pertains to the acts we plan to undertake because of our reflection and analysis.

“What” Was My Experience

I started the module with a short-lived experience of being previously introduced to Quants. However, I took the approach to be present and on time for all sessions, ready to soak up the lecture like a sponge. Having repeatedly listened to seminars on Equality, Diversity, and Inclusion (EDI) and having had time to reflect on my terrible experience as a lecturer within the institution, it gave me great joy to have a person from the Black Asian Minority Ethnic (BAME) group delivering the lectures. Nevertheless, upon establishing the German militaristic background of the lecturer, and due to my competent cultural intelligence, I knew I would have to work twice as hard to be successful on this module - chaos, I knew it would not be easy.

I heaved myself up in a ball to not bruise my ego as the sessions went on. My plan was to continue taking as many notes as possible, reading and trying to keep up with the sessions. Admittedly, the sessions were intense. Perhaps too much to be delivered in such a short time. On the other hand, the bad experience as a lecturer within the same institution waded in like a tsunami, ready to engulf me and sweep me away. I battled with the Gremlins on whether I should stay or leave the institution; I felt it coming like warm sweat from my forehead about to enter my eyes; the situation was troubling. Nevertheless, like a soldier in battle, I knew that if I blinked, there was a high chance I would miss the target. 

The courage came to keep asking questions, good questions, wrong questions, maybe even silly questions! Notably, the gravitas of Dr Promise to work with me enabled me to understand things more clearly, attributed to his unique style of helping me reflect on what was previously taught and calling on the support of other classmates to enter the discussion and answer the question. This approach had me thinking at one point that Quantitative Studies would be my thesis methodology. I was not too fond of Quants, but I started to fall deeply in love with statistics; it became therapeutic to the point where I would get agitated, failing to understand. Then, the unthinkable happened: I lost a brother, and suddenly, it was a harrowing experience. I fell behind after being admitted to the hospital. Nevertheless, with my spiritual beliefs and the support of the Cohort, I could get back up to look forward and think, "So What" am I going to do? It was decision time.

“So What” Were the Lessons Learnt

The stage known as the "So What?" phase prompts me to contemplate the importance and relevance of this experience. Throughout the module, I met numerous hurdles. Dissatisfaction and self-doubt were experienced, particularly when confronted with intricate statistical analyses. My mantra is never to give up; I am a deep believer in faith, which keeps me going. There were occasions in which I was unable to conform to the established norms and expectations of the Cohort, resulting in frustrations. Nevertheless, these obstacles compelled me to cultivate perseverance and enhance my problem-solving abilities. Encountering and persisting through these challenges has shown to be a significant educational opportunity.

My comprehension of research approaches and their practical implementations has been enhanced by my involvement in quantitative methods at the doctorate level. This experience has cultivated an enhanced sense of admiration for the meticulousness and exactitude demanded in scholarly inquiry, fostering the thought of "Now What" in looking towards the thesis stage.

“Now What” Will I Focus On

The last phase, "Now What?", elicits contemplation over forthcoming prospects and the subsequent steps considering the newly acquired information. As I commence the subsequent phase of my Doctoral pursuit, I intend to make the most of the opportunities afforded to me to establish partnerships with esteemed professionals in the realm of healthcare and partake in multidisciplinary research endeavours that utilise quantitative methodologies to tackle intricate health inquiries. To preserve and improve my proficiency in quantitative skills, I will actively seek to remain informed about the most recent advancements in statistical methodologies and software applications. I will also use comments from my peers to increase my abilities in this domain further.
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Appendices

Appendix 1 Likert Scale

A 5-point Likert-scale as described below:
1 - Strongly Disagree
2 – Slightly Disagree
3 – Neutral
4 – Slightly Agree
5 – Strongly Agree

	Construct A Employee Well-being Production (EWP)



	No.
	Statements
	Scale



	
	1
	2
	3
	4
	5

	EWP1
	Well-being means a lot to me in this role.
	9
	9
	6
	40
	36

	EWP2
	I feel there is great well-being support in my trust.
	8
	8
	8
	43
	33

	EWP3
	There is an abundance of innovative well-being offering available for employees.
	6
	8
	6
	45
	35

	EWP4
	Taking care of my well-being as a staff enable patients to have a better experience with me.
	6
	6
	8
	35
	45



	Construct B Change Management Support (CMS)



	No.
	Statements
	Scale



	
	1
	2
	3
	4
	5

	CMS1
	The staff is at the centre of change management in our trust.
	8
	9
	8
	40
	33

	CMS2
	I can easily understand the importance of change management.
	6
	8
	7
	42
	37

	CMS3
	Change is widely accepted amongst staff.
	6
	6
	8
	35
	45

	CMS4
	Change management strategies reduce staff stress levels.
	8
	8
	10
	41
	33




	Construct C Hospitality Integrated Abilities (HIA)



	No.
	Statements
	Scale



	
	1
	2
	3
	4
	5

	HIA1
	Element of hospitality would influence productivity.
	5
	8
	8
	46
	33

	HIA2
	My organisation shows knowledge of using hospitality abilities to increase staff experience.
	6
	8
	6
	45
	35

	HIA3
	Hospitality abilities improve care improving staff experience.
	6
	9
	5
	47
	33

	HIA4
	Hospitality abilities would inspire feeling valued and included in the trust.
	6
	8
	4
	42
	40




	Construct D Occupational Stress Syndrome (OSS)



	No.
	Statements
	Scale



	
	1
	2
	3
	4
	5

	OSS1
	Lack of staff support helps to increase my stress levels.
	9
	9
	8
	41
	33

	OSS2
	Workplace stress has increased emotional fatigue.
	9
	8
	9
	40
	34

	OSS3
	I often feel on edge at work due to stress.
	6
	8
	6
	45
	35

	OSS4
	I have considered being absent from work due to stress. 
	5
	8
	8
	46
	33




	Construct E Authentic Leadership Behaviour (ALB)



	No.
	Statements
	Scale



	
	1
	2
	3
	4
	5

	ALB1
	Good leadership strengthens good working relationship with staff.
	6
	9
	5
	47
	33

	ALB2
	To improve patient outcome, trusting my manager is vital.  
	5
	8
	8
	46
	33

	ALB3
	The leadership of the organisation affects the culture.
	6
	8
	6
	45
	35

	ALB4
	Knowing your manager is genuine stops you from resisting when change is being implemented.
	5
	8
	8
	46
	33




	[bookmark: _gjdgxs]Part F: Demographics



Gender                                                                         Length of Employment

Male                      Female                                  Between 18 and 34              
                                                                                    
							Between 35 and 44
Industry Type						               
							Between 45 and 60
Clinical       						
										    	     
Non-Clinical					Qualifications
							
                                                                   Postgraduate Degree
NHS Trust			 

Acute Hospital                                   			
                                                                   First Degree

                                                                  High School Certificate

                                                                   Primary School Certificate
          							
      				                       No Certification 



How long have you been with this organization?

1 – 12months                   

1 – 2years                         

2years and above              			





Appendix 2 Justification Reflecting Normal Distribution of Data

Histograms for Reliability of Occupational Stress Syndrome
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Histograms for Change Management
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Histograms for Hospitality Integrated Abilities
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Histograms for Employee Well-being
[image: A graph of a well being variable

Description automatically generated] [image: A graph of a well being variable

Description automatically generated] [image: A graph of a well being variable

Description automatically generated] [image: A graph of a well being variable

Description automatically generated]

Histograms for Change Management
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Variable Category Number of Percentage of
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Age Between 18 and 28 28%
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Between 35 and 36 36%
44
Between 45 and 36 36%
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Participants
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Non-clinical 10 10%
NHS Trust 12 12%
Acute Hospital 62 62%
Gender Male 47 47%
Female 53 53%
Number of years | 1 to 12 month 15 15%
in the
organisation
13 months to 2 18 18%
years
Above 2 years 67 67%
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