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Abstract 
Workforce shortages have become one of the most pressing operational challenges facing the NHS, yet their true scale and consequences are often obscured by headline vacancy statistics. This dissertation examines the impact of workforce shortages on the delivery of healthcare within the NHS in England, focusing on patient safety, care quality, staff wellbeing, and organisational performance. Adopting an interpretivist research philosophy, the study employs a qualitative, desk-based design structured as a narrative review and thematic analysis of secondary sources, drawing on academic literature, NHS workforce statistics, sector and policy reports, and major public inquiry findings, including the Francis Report (2013) and the Ockenden Review (2022).
The analysis finds that headline vacancy rates significantly understate the operational scale of the shortage, and that a safety-oriented “staffing gap” metric offers a more meaningful basis for measurement and policy design. Understaffing was found to translate into patient safety risk through identifiable mechanisms — including missed care and delayed clinical escalation — moderated by organisational culture and skill mix rather than staffing numbers alone. The research further identifies a self-reinforcing relationship between understaffing, staff burnout, and attrition, positioning retention as a driver of the crisis of comparable significance to recruitment shortfalls. Current policy responses, principally international recruitment and domestic training expansion, were found to be only partially matched to the retention-driven and geographically uneven nature of the crisis.
The dissertation concludes that NHS workforce shortages constitute a structural, self-reinforcing problem rather than a transient operational difficulty, and recommends that future workforce policy adopt safety-based measurement, prioritise retention alongside recruitment, and target interventions regionally rather than at the national aggregate level.
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Element 1- Dissertation 

Chapter 1: Introduction
1.1 [bookmark: _Toc237456566]Background of the Research Study
Workforce shortages in the NHS are not new, but their severity and persistence in recent years have turned the problem from a typical operational challenge into what many observers now refer to as a structural crisis. Nearly 100,000 posts remain vacant in England, or about 6.7% of the total workforce, according to NHS England's most recent employment statistics (NHS England, 2025). Although this is one of the lowest relative vacancy rates since 2018, the Nuffield Trust (2026) warns that reported vacancy statistics underestimate the actual extent of the shortfall because many occupied positions are filled on a daily basis by temporary bank or agency staff rather than permanent employees. This shortage is caused by a number of interrelated factors. Over the last ten years, criticism of successive governments for not training enough clinical personnel has been intensified by the elimination of the nursing bursary and its limited reintroduction (Buchan et al., 2019; World Health Organization, 2016). At the same time, retention has grown to be a serious issue in its own right. Excessive workload, poor work-life balance, and low pay are widely cited as the most common reasons for secondary care physician departures (British Medical Association, 2026). According to the 2025 NHS Staff Survey, 42.36% of staff reported feeling unwell due to work-related stress, while 42.95% reported feeling valued by their organisation (NHS Staff Survey Coordination Centre, 2025).
1.2 Research Problem
High turnover and understaffing combine to generate what the King's Fund (2024) has called a “vicious cycle,” in which low staffing places further burden on existing employees, who are then more likely to leave, worsening the scarcity for those who remain. The effects of this cycle extend well beyond the workforce itself. Low staffing levels, especially in nursing, have been linked in a large body of research to poorer patient outcomes, such as higher rates of falls, missed care, and, in the most serious cases, avoidable death (Ball et al., 2014; Griffiths et al., 2016). In the absence of continued government action, the Health Foundation (2019) warns that, largely due to an ageing population with increasingly complex health needs, the gap between patient demand and workforce supply is likely to widen significantly. Therefore, the research problem this dissertation addresses is not only that vacant posts exist; rather, it is that ongoing understaffing is negatively affecting clinical safety, care quality, employee wellbeing, and organisational performance in ways that headline vacancy figures do not adequately reflect.
1.3 Research Aim
With an emphasis on how understaffing affects patient safety, care quality, staff wellbeing, and organisational performance, this dissertation seeks to examine how workforce shortages affect the delivery of healthcare within the NHS.
1.4 Research Objectives
The study has three main objectives:
1. To critically review the literature and policy context surrounding NHS workforce shortages.
1. To investigate the mechanisms by which low staffing translates into quantifiable impacts on care delivery.
1. To assess the effectiveness of current and proposed policy responses in addressing the crisis.
1.5 Research Questions
The following research questions guide the study in accordance with the objectives stated above:
1. How has the academic and policy literature conceptualised, quantified, and reported on the NHS staffing shortage?
1. How do quantifiable outcomes in patient safety, care quality, and organisational performance relate to staffing shortages?
1. What gaps still exist, and how effective have current and planned policy responses been in resolving the NHS staffing shortage?
1.6 Significance or Rationale of the Research Study
This study is important for several reasons. First, as the Francis Report (2013) and the Ockenden Review (2022) have shown, workforce shortage remains one of the NHS's most urgent operational issues, with a direct impact on patient safety. Healthcare providers and policymakers may therefore benefit from a clearer understanding of the processes linking staffing numbers to clinical outcomes. Second, workforce planning has a major bearing on the sustainability of NHS finances more broadly, given the scale of the issue: NHS agency staffing spend peaked at approximately £3.5 billion annually in 2022/23, and separate bank staffing costs have in some trusts come to exceed agency costs altogether, despite government efforts to cap temporary staffing expenditure (NHS England, 2024; Recruitment & Employment Confederation, 2026). Third, this dissertation seeks to provide a more detailed, evidence-based understanding that can guide future policy and practice, of lasting benefit to patients, staff, and policymakers alike, by going beyond headline vacancy data to investigate the lived and everyday effects of shortages across different parts of the health sector.
1.7 Scope of the Research Study
Using national workforce data, policy documents, and published inquiries, this study focuses on staff shortages in the NHS in England. It considers shortages across key clinical staff categories — doctors, nurses, midwives, and allied health professionals — and their effects on patient safety, care quality, staff wellbeing, and organisational performance. The main secondary sources are NHS England workforce statistics, sector studies (e.g., the King's Fund, the Nuffield Trust, the Health Foundation, the BMA), and significant public inquiries covering the previous decade up to the most recent data available. While the conceptual and analytical approach is informed by international literature, the study does not undertake a comparative investigation of workforce shortages in other national health systems.
1.8 Dissertation Structure
The remainder of this dissertation is structured as follows. Chapter 2 reviews the academic and policy literature on NHS workforce planning, staff retention, and the relationship between staffing levels and patient outcomes. Chapter 3 explains the methodological approach adopted, along with the rationale for the chosen research design. Chapter 4 presents and discusses the study's findings in relation to the existing literature. Chapter 5 concludes the dissertation, summarising the key findings, discussing their implications for practice and policy, and outlining directions for future research.
Chapter 2: Literature Review
2.1 Introduction
Although the link between personnel ratios and the quality of healthcare delivery is more nuanced than headline vacancy data imply, workforce shortages have emerged as one of the NHS's most urgent operational concerns. This chapter examines the scholarly and policy literature addressing the central question of this dissertation: what effects does a lack of workers have on the NHS's organisational performance, staff wellbeing, patient safety, and care quality? The review situates this question within the broader field of health services research, drawing on a substantial and well-established body of work spanning nursing workforce studies, health policy analysis, and occupational health research.
This question matters for both practical and scholarly reasons. Understaffing has been clearly linked to significant service failures, particularly at Mid Staffordshire and at Shrewsbury and Telford, as noted in Chapter 1. The NHS also bears a significant financial burden through its reliance on temporary staffing (Buchan et al., 2019). Therefore, moving beyond simply stating that a shortage exists, a deeper understanding of the mechanisms linking staffing shortages to observable outcomes should inform both policy design and administrative practice.
The review draws on four broad strands of literature, chosen to reflect the scope defined in section 1.7: sector and think-tank analyses (King's Fund, Nuffield Trust, Health Foundation), which provide context on the scale and distribution of shortages; empirical studies quantifying the relationship between staffing levels and patient outcomes, primarily from nursing workforce research (e.g., Aiken et al., 2002; Griffiths et al., 2016); the findings of major public inquiries; and literature on staff wellbeing, burnout, and retention, which increasingly treats workforce experience as both a cause and a consequence of shortages.
The chapter is organised thematically. Section 2.2 examines the conceptualisation and measurement of workforce shortages. Section 2.3 reviews the empirical evidence relating staffing levels to patient outcomes. Section 2.4 focuses on qualitative evidence from public inquiries. Section 2.5 covers staff wellbeing, burnout, and retention. Section 2.6 reviews the main policy responses attempted to date, and Section 2.7 identifies the gaps in the literature that this dissertation aims to address.
2.2 Conceptualising and Measuring Workforce Shortages
This section examines Buchan's (2009), the Nuffield Trust's (2026), and the King's Fund's (2024) attempts to address the more challenging question of how a shortage should be defined and measured, rather than simply asserting that the NHS is understaffed. The process of projecting an organization's future workforce requirements and setting up procedures (recruitment, training, retention, deployment) to satisfy them is known as workforce planning. The Health Labour Market Framework (WHO, 2016), which treats the workforce as an evolving market shaped by supplier-side behaviour (training, migration, turnover) and demand-side factors (funded posts, population need), serves as its theoretical foundation. This approach is a more sophisticated alternative to earlier needs-based planning, which merely estimates worker numbers from disease burden without taking market behaviour into account.
 According to Buchan (2009), workforce planning in health systems is fundamentally challenging, as it must balance demand projections that shift in response to illness and demographic trends against training pipelines that may take ten years or longer. Building on this, the Nuffield Trust (2026) argues that headline vacancy data underestimate the actual scope of the issue, since short-term rota gaps go unreported and many funded positions are filled daily by bank or agency personnel rather than substantive employees. This is further developed by the King's Fund (2024), which distinguishes the vacancy rate from the broader “staffing gap” — the discrepancy between a service's current workforce and the workforce required to operate safely.	Comment by Md Kalam: what is workforce planning? is there any theoretical underpinning relating to workforce planning? 
Taken together, these sources demonstrate a clear trend: the sector has shifted away from treating the vacancy rate as an adequate indicator of scarcity, toward more dynamic, safety-oriented definitions. Though conceptually compelling, the “staffing gap” concept is more difficult to quantify consistently across services than a straightforward vacancy percentage, and the literature reviewed offers no agreed methodology for doing so. As a result, there is less consensus on how such definitions should be applied in practice.
The strength of the King's Fund and Nuffield Trust analyses lies in pushing the field toward a more clinically meaningful understanding of shortage. Their limitation is that both rely substantially on national aggregate data, which — as the BMA's (2026) analysis of regional doctor-to-population ratios shows — can obscure significant local and specialty-level disparities. A more granular, regionally sensitive measurement approach would strengthen this strand of the literature considerably, a gap this dissertation returns to in section 2.7.
2.3 Staffing Levels and Patient Outcomes
This section examines the empirical literature establishing a direct relationship between staffing levels and patient outcomes, founded on the influential work of Aiken et al. (2002) and extended by Kane et al. (2007), Ball et al. (2014), and, particularly within the NHS context, Griffiths et al. (2016).
 Aiken et al.'s (2002) study of a large sample of US hospitals found that each additional patient assigned to a nurse was associated with a measurable increase in the risk of patient mortality and failure-to-rescue within thirty days of admission. Kane et al.'s (2007) meta-analysis of intensive care settings found that higher registered nurse staffing was associated with lower rates of in-hospital mortality and complications, while Ball et al. (2014) identified “missed care” as a likely mediating mechanism between low staffing and higher mortality. In the UK specifically, Griffiths et al. (2016) found that shifts with fewer registered nurses than planned were associated with an increased risk of patient mortality, with this risk compounding across consecutive understaffed shifts.
These studies together show a consistent dose-response relationship: adverse outcomes increase in a manner that appears cumulative rather than threshold-based as nurse staffing declines. The literature appears to have progressed from establishing correlation (Aiken et al., 2002) toward explaining the causal pathway (Ball et al., 2014), reflected in the convergence around missed care as an explanatory mechanism. Methodologically, however, the studies vary considerably in design, from shift-level analysis to large cross-sectional hospital samples — which strengthens the evidence base through triangulation but makes direct comparison of effect sizes across studies difficult.
This literature's principal strength is its consistency across health systems and time periods, lending strong external validity to the staffing-outcomes relationship. However, staffing ratios are not the only determinant of outcomes; ward leadership, skill mix, and staff experience act as moderating factors, meaning that studies focusing narrowly on numerical ratios risk oversimplifying a relationship that is also qualitative in nature (Griffiths et al., 2016).
 While this body of quantitative evidence is robust, it says relatively little about how understaffing translates into harm at the level of individual patient cases — a gap addressed by the public inquiry literature reviewed next.
2.4 Evidence from Public Inquiries
Topic sentence. Where section 2.3 reviewed quantitative evidence, this section examines the case-based, qualitative evidence provided by two major public inquiries: the Francis Report (2013) and the Ockenden Review (2022).
The Francis Report, investigating failures at Mid Staffordshire NHS Foundation Trust, found that chronic understaffing — particularly in nursing — was a central cause of widespread care failures, including neglect and avoidable deaths, resulting from a sustained prioritisation of financial targets over safe staffing. The Ockenden Review, investigating maternity care failures at Shrewsbury and Telford Hospital NHS Trust, similarly found understaffing of midwives and obstetric consultants to be a recurring feature in cases of preventable harm to mothers and babies, but emphasised that staffing shortfalls interacted with poor escalation processes and inadequate senior oversight to produce systemic risk, rather than acting as an isolated cause.
Comparing the two, a clear pattern emerges: in both inquiries, understaffing is presented not as a standalone cause of harm, but as a condition that interacts with organisational culture and escalation failures to produce adverse outcomes. This nuances the more linear staffing-outcomes relationship suggested by the quantitative literature in section 2.3, indicating that organisational factors play an equally important role in mediating the pathway from shortage to harm.
The strength of inquiry-based evidence lies in its depth and its ability to trace precisely how staffing shortfalls translate into individual instances of harm, offering explanatory texture the quantitative literature cannot provide. Its principal limitation is generalisability: findings from Mid Staffordshire or Shrewsbury and Telford cannot be assumed to apply uniformly across the NHS, since inquiries are retrospective and case-specific by design.
Taken together with section 2.3, this literature builds a fuller picture: quantitative studies establish that the staffing-outcomes relationship exists at scale, while inquiries illustrate how it operates in specific, severe cases. The following section turns to literature that treats staff experience, rather than patient outcomes, as the central concern.
2.5 Staff Wellbeing, Burnout, and Retention	Comment by Md Kalam: is there any theoretical underpinning relating to this topic? 	Comment by Md Kalam: Try to apply 5C steps
The 5 Cs Breakdown
Cite: Reference key authors, theories, and studies to establish academic credibility and build a solid foundation. [1, 2]

Compare: Find similarities in findings, methods, or theories across different studies to highlight trends and consensus. [1, 2]

Contrast: Analyze differences, opposing viewpoints, and inconsistencies to reveal ongoing debates or gaps in the field. [1, 2]

Critique: Evaluate the strengths, weaknesses, sample sizes, and methodological limitations of the sources rather than accepting them blindly. [1, 2]

Connect: Link the reviewed literature directly to your own research question, showing how your work fills a gap or builds on prior knowledge. [1, 2]
This section reviews literature addressing staff wellbeing as both a cause and consequence of understaffing, principally the framework developed by Maslach and Leiter (2016) and workforce data reported by the BMA (2026) and Buchan et al. (2019). The fundamental theoretical framework is provided by Maslach and Leiter (2016); the empirical NHS-specific data that the approach is intended to explain are provided by BMA (2026) and Buchan et al. (2019).
Maslach and Leiter's (2016) burnout framework and the King's Fund's (2024) "vicious cycle" concept both describe the same underlying mechanism from different perspectives—one psychological/individual, one organizational/systemic—converging on a self-perpetuating loop between understaffing, burnout, and turnover.
 Maslach and Leiter (2016) define burnout as a syndrome comprising emotional exhaustion, depersonalisation, and reduced personal accomplishment, identifying chronic understaffing and excessive workload as primary drivers. Consistent with this framework, secondary care doctor departures have remained elevated relative to a decade prior, with excessive workload, poor work-life balance, and low pay cited as the principal reasons for leaving (British Medical Association, 2026). In the 2025 NHS Staff Survey, 42.36% of staff reported work-related stress, with satisfaction regarding feeling valued by their organisation falling to 42.95% (NHS Staff Survey Coordination Centre, 2025). The health care literature and the patient-safety literature (Section 2.3) have developed largely independently despite this theoretical convergence; this is a real contrast worth highlighting because the theories suggest they should be connected, but few studies directly test that connection empirically. This is the exact gap that your dissertation highlights in Section 2.7 and revisits in your future research endeavours: using the very theories discussed here (Maslach and Leiter's burnout framework, possibly expanded with COR theory) as the analytical lens, explicitly modelling burnout as a facilitator between staffing and patient safety outcomes.

Although burnout and retention are rarely examined as mediating factors between staffing numbers and patient outcomes, the wellbeing research is convincing in connecting survey data to a cohesive theoretical model. The data hasn't yet conclusively supported the theory's implied causal chain.


Read alongside the King's Fund's (2024) “vicious cycle” concept discussed in section 2.2, this literature suggests that staffing and wellbeing operate in a self-reinforcing loop, rather than a one-directional relationship: understaffing drives burnout, burnout drives attrition, and attrition worsens understaffing. This represents an analytically important shift in the literature, treating staff wellbeing as a mechanism directly relevant to the patient safety outcomes discussed in section 2.3, rather than purely as a workforce management concern.
This body of work is persuasive in linking survey and turnover data to a coherent theoretical model, but its main limitation is that it has, as Buchan et al. (2019) imply, largely developed in parallel with the patient-outcomes literature rather than in direct dialogue with it. Few studies explicitly trace burnout and retention as mediating variables between staffing configuration and the patient safety outcomes reviewed in section 2.3, leaving the connection between these two strands of literature more assumed than empirically demonstrated.
 Having reviewed the evidence on the causes and consequences of shortages, the chapter now turns to the range of policy responses that have been attempted to address them.
2.6 Policy Responses
This section reviews the principal policy responses to NHS workforce shortages discussed in the literature: international recruitment, reform of nurse training funding, and the NHS Long Term Workforce Plan.
Buchan (2009) identifies international recruitment as a critical short-to-medium-term strategy for filling posts that domestic training capacity cannot meet, though the World Health Organization (2016) raises ethical concerns about “brain drain” from lower-income countries and argues this approach sidesteps the underlying problem of insufficient domestic training. Domestically, the 2017 abolition of the nursing bursary is widely identified as a policy error that reduced the pipeline of new nursing graduates at a critical time, with its partial reinstatement judged insufficient to reverse the effect (Buchan et al., 2019). The Health Foundation (2019) further cautions that even effective reform would take a decade or more to be reflected in workforce numbers, given the length of clinical training pipelines, while retention-focused measures such as flexible working and pay review recommendations are reported to have had limited impact on the retention figures discussed in section 2.5 (BMA, 2026).
 A common thread across these sources is timing: nearly every policy response discussed operates on a multi-year or multi-decade lag, whether through training pipelines or the slow reversal of the bursary decision. This creates a tension between the urgency conveyed by sections 2.3 and 2.4 — where staffing shortfalls are shown to cause immediate, tangible harm — and the structurally slow pace of the policy responses reviewed here.
The strength of this literature lies in its consistency in identifying training capacity as the structural root of the problem, rather than treating vacancies as solvable through recruitment campaigns alone. Its limitation is that, because the NHS Long Term Workforce Plan is comparatively recent, robust evaluative evidence of its effectiveness is not yet available, meaning the literature's assessment of current policy remains necessarily provisional.
Having reviewed shortage measurement, outcome evidence, inquiry findings, staff wellbeing, and policy responses in turn, the next section draws these strands together to identify the specific gaps this dissertation addresses.
2.7 Gaps in the Literature
Although the preceding sections demonstrate a substantial and largely consistent body of evidence linking staffing shortages to poor outcomes, four specific gaps emerge when the literature is considered.
Description and analysis. First, as noted in section 2.2, the King's Fund (2024) observes that vacancy levels in community, mental health, and primary care are frequently higher than in acute settings, yet, as shown in section 2.3, the empirical evidence on staffing and outcomes is drawn almost entirely from acute hospital and nursing contexts. Second, as identified in section 2.4, public inquiries offer valuable case-based depth but are inherently retrospective and setting-specific, limiting how far their findings can be generalised. Third, section 2.5 shows that the literature on staff wellbeing and the literature on patient outcomes have developed as largely separate strands, with few studies explicitly testing burnout and retention as mediators between staffing and patient safety. Fourth, as discussed in section 2.6, the recency of the NHS Long Term Workforce Plan means there is still little robust evaluation of current policy responses.
These four gaps are interconnected rather than isolated: the absence of evidence beyond acute settings, the limits of inquiry-based generalisability, the disconnect between wellbeing and outcomes research, and the immaturity of policy evaluation together mean that the field currently offers a strong account of that shortages cause harm, but a comparatively thin account of how this operates across different parts of the NHS and what should be done about it now.
By examining the mechanisms connecting staffing shortages to care delivery outcomes across these underexplored areas, and by evaluating the available evidence for recent policy responses, this dissertation aims to address these gaps directly.
2.8 Conclusion
This chapter has reviewed the literature addressing how NHS workforce shortages affect healthcare delivery, returning to the research questions set out in section 1.5. The literature has moved beyond simple vacancy statistics toward more dynamic, safety-oriented conceptualisations of shortage (2.2), while a substantial and consistent body of quantitative evidence demonstrates a dose-response relationship between nurse staffing levels and adverse patient outcomes (2.3). Public inquiries add essential explanatory depth, showing that understaffing typically causes harm in interaction with organisational and escalation failures rather than in isolation (2.4). A parallel literature demonstrates that staff wellbeing and retention operate in a self-reinforcing cycle with staffing levels (2.5), while the policy literature reveals a persistent mismatch between the urgency of the problem and the multi-year timescales on which most proposed solutions operate (2.6).
Taken together, these strands expose four specific gaps: limited evidence outside acute hospital and nursing settings; the case-specific, non-generalisable nature of inquiry evidence; an underdeveloped empirical link between staff wellbeing and patient safety outcomes; and a still-immature evidence base for evaluating recent policy responses such as the NHS Long Term Workforce Plan (2.7). By examining the mechanisms linking shortages to care delivery outcomes across a broader range of service settings, and by evaluating the available evidence on recent policy responses, this dissertation aims to build directly on the foundation established here. The following chapter sets out the methodology used to pursue this aim.
If it possible, please draw a conceptual framework 
Chapter 3: Methodology
3.1 Introduction
This chapter describes the methodology used to investigate how workforce shortages affect the NHS's ability to deliver healthcare. It outlines the research philosophy guiding the study, the overall research design, the approach to gathering and analysing data, and the ethical considerations relevant to this type of study. The chapter concludes by acknowledging the limitations of the chosen methodology.
3.2 Research Philosophy
This study adopts an interpretivist research philosophy. Rather than isolating variables in the manner favoured by positivist approaches, interpretivism holds those social and organisational phenomena — including workforce dynamics within complex institutions such as the NHS — are best understood through the interpretation of meaning embedded in existing accounts, data, and reported experience (Saunders et al., 2019). An interpretivist approach is appropriate here, as this dissertation is concerned not only with measurable staffing data but also with the mechanisms, lived experiences, and policy narratives that connect staffing shortfalls to outcomes. This does not mean quantitative evidence is disregarded; rather, published quantitative findings (such as vacancy rates and mortality associations) are treated as data to be interpreted within their institutional and policy context, alongside qualitative evidence from inquiries and survey reports.
3.3 Research Approach
The study follows a qualitative, desk-based research design, structured as a narrative review and thematic analysis of secondary sources. This approach was chosen for several reasons. First, rather than generating new primary data, the research questions are concerned with synthesising and interpreting a substantial body of existing material, including academic literature, NHS workforce statistics, sector reports, and public inquiry findings. Second, several of the phenomena central to this study — such as the findings of major public inquiries, including the Francis Report and the Ockenden Review — are not readily amenable to replication through primary data collection within the scope of a dissertation. Third, a secondary, document-based design allows the study to draw on national-level data and authoritative reporting (e.g., NHS England, the King's Fund, the Nuffield Trust) that would be difficult to reproduce independently, while enabling a broad, England-wide perspective consistent with the study's stated scope.
It should be noted that this review is narrative rather than fully systematic in the PRISMA sense, since it integrates policy documents and inquiry reports alongside empirical studies — a mix that does not lend itself to the standardised search-and-screening protocols or quantitative synthesis methods associated with a formal systematic review. It is, however, systematic in its application of explicit, pre-defined selection criteria to the sources consulted (see 3.4).
3.4 Data Sources and Collection
All data used in this study were drawn from secondary sources, gathered through a structured search and selection process. Four categories of source were prioritised:
1. Academic literature — peer-reviewed research on the relationship between staffing levels and patient outcomes, retrieved through academic databases (e.g., PubMed, CINAHL, Google Scholar) using search terms including “NHS workforce shortage,” “nurse staffing patient outcomes,” “healthcare worker retention,” and “safe staffing.”
1. Official statistics and workforce data — published by NHS England, providing quantitative data on vacancy rates, staff turnover, and workforce composition.
1. Sector and policy reports — published by organisations including the King's Fund, the Nuffield Trust, the Health Foundation, and the British Medical Association, providing analysis of workforce trends and policy responses.
1. Public inquiry reports — including the Francis Report (2013) and the Ockenden Review (2022), providing detailed case-based evidence on the consequences of understaffing.
Sources were selected according to relevance to the research questions, currency (with priority given to material published within the last decade, and particularly the last two to three years), and credibility of the publishing body. Sources falling outside the study's England-specific scope, or lacking a clear evidentiary basis, were excluded, consistent with the scope defined in Chapter 1. Credibility was assessed according to three markers: peer-reviewed status for academic literature; publication by a recognised NHS body, government department, or established independent health policy institute for statistics and sector reports; and, for public inquiry reports, formal commissioning under statutory or governmental authority. Sources lacking any of these markers, or presenting findings without a transparent evidentiary basis, were excluded.
3.5 Data Analysis
Data were analysed using thematic analysis, following the six-phase framework developed by Braun and Clarke (2006): familiarisation with the data, generation of initial codes, searching for themes, reviewing themes, defining and naming themes, and producing the final analysis. This approach was applied across the collected literature, statistics, and inquiry findings to identify recurring themes relevant to the three research objectives: the conceptualisation of workforce shortages, the mechanisms linking staffing to care delivery outcomes, and the effectiveness of policy responses. Where quantitative data were reported in secondary sources (e.g., vacancy rates, mortality associations), these were synthesised narratively rather than subjected to independent statistical re-analysis, consistent with the study's qualitative, interpretive design.
3.6 Ethical Considerations
As this study relies entirely on publicly available secondary data and published reports, it does not involve direct contact with human participants and therefore did not require the primary ethical approval associated with primary data collection. Nonetheless, ethical care was taken to represent all sources accurately, to avoid selective use of evidence that might misrepresent the balance of findings within the literature, and to properly attribute all data and analysis to their original sources through consistent referencing. Where sources presented conflicting findings or interpretations, this was acknowledged and discussed transparently rather than resolved through selective omission.
3.7 Limitations of the Methodology
This methodology carries several limitations. Reliance on secondary data means the study is dependent on the quality, completeness, and framing of existing sources, and cannot generate new primary evidence specific to NHS trusts or staff groups. The exclusion of primary data collection, such as interviews with NHS staff, also limits the extent to which the study can capture first-hand experiential accounts beyond those already documented in existing surveys and inquiries. Additionally, because much of the available literature originates from acute hospital and nursing contexts, the analysis may be less able to speak with confidence to community, mental health, and primary care settings — a limitation also noted in Chapter 2. These limitations are considered acceptable given the scope and resource constraints of the dissertation but are acknowledged as areas for further research in Chapter 5.
3.8 Chapter Summary
This chapter has set out the interpretivist, qualitative, desk-based methodology adopted for this study, including the sources of data, the process of data collection, and the thematic analysis approach used to interpret findings. It has also addressed ethical considerations and acknowledged the limitations of a secondary-data research design. The following chapter presents the findings generated through this analysis.
Chapter 4: Results and Discussion
4.1 Introduction
This chapter presents the findings generated through thematic analysis of the secondary sources described in Chapter 3 and discusses these findings in relation to the wider literature reviewed in Chapter 2. Consistent with the study's qualitative, interpretive design, results and discussion are integrated within each thematic section rather than presented separately, allowing findings to be interpreted in context as they emerge from the data, rather than reported in isolation and revisited only afterward.
Four themes emerged from the analysis, reflecting a consolidation of related patterns identified across the sources reviewed: (1) the conceptualisation and measurement of workforce shortages; (2) the relationship between staffing levels, patient safety, and organisational performance; (3) staff wellbeing, burnout, and retention as both cause and consequence of shortages; and (4) the effectiveness of current and proposed policy responses. These themes correspond closely to the three research objectives and research questions set out in Chapter 1, with the second theme integrating clinical and organisational consequences, since the analysis found these two dimensions of impact to be closely intertwined rather than analytically separable. The chapter concludes with a cross-theme discussion that draws these findings together in relation to the existing literature, followed by a summary of key findings that carries forward into the recommendations and conclusions presented in Chapter 5.
4.2. Conceptualisation and Measurement of Workforce Shortages
4.2.1 Overview
The analysis confirms that the scale of NHS workforce shortages is highly sensitive to how “shortage” is defined and measured, and that this sensitivity has material consequences for how the problem is understood and addressed.
4.2.2 Headline vacancy data and its limitations
Headline vacancy statistics, such as NHS England's (2025) reported figure of almost 100,000 vacant posts in England — approximately 6.7% of the workforce — provide a widely cited but partial picture. Consistent with the Nuffield Trust's (2026) critique reviewed in Chapter 2, the analysis found that this figure likely understates the operational shortfall, for two related reasons. First, a substantial proportion of nominally “filled” posts are covered on a day-to-day basis by bank or agency staff rather than substantive employees, meaning that the establishment appears fully staffed on paper while the service continues to rely on a transient, less embedded workforce. Second, vacancy data does not capture short-term rota gaps arising from sickness absence, unfilled shifts, or maternity and parental leave, all of which produce real-time staffing shortfalls that never register in quarterly or annual vacancy statistics.
This finding carries an important implication for how the workforce crisis should be interpreted by policymakers and researchers alike: reliance on headline vacancy rates as the primary indicator of workforce adequacy risks understating the true pressure on services and may lead to policy responses calibrated to an inaccurately optimistic baseline.
4.2.3 Toward a safety-based alternative
The King's Fund's (2024) concept of the “staffing gap” — the discrepancy between the workforce a service has and the workforce it needs to operate safely — offers a more analytically useful, if harder to operationalise, alternative. Unlike the vacancy rate, which measures the difference between funded and filled posts, the staffing gap measures the difference between actual staffing and clinically safe staffing, shifting the frame of reference from budgetary establishment to patient safety. The findings of this study support the argument that future workforce monitoring should move toward safety-based staffing gap metrics rather than establishment-based vacancy metrics alone, since the latter can mask precisely the kind of operational shortfall most closely associated with the patient safety risks examined in section 4.3.2. The practical difficulty, however, is that “safe staffing” is not a fixed or universally agreed figure; it varies by clinical setting, patient acuity, and skill mix, meaning that any shift toward staffing-gap reporting would require significant methodological development before it could be applied consistently at a national level.
4.2.4 Uneven distribution of shortages
The analysis also reinforces the finding that shortages are unevenly distributed, rather than uniformly spread across the NHS. Regional disparities identified by the BMA (2026), with areas such as the East of England falling well below the national average in doctor-to-population ratios, and specialty-level disparities identified by the King's Fund (2024), with mental health and community services experiencing higher vacancy rates than acute settings, both point to a workforce crisis that is concentrated in particular geographies and service types rather than distributed evenly across the system.
This unevenness has a direct bearing on the study's later discussion of policy effectiveness (section 4.5), since national-level interventions calibrated to an average national vacancy rate may fail to address localised shortfalls that are considerably more severe than the headline figure suggests, particularly in under-resourced regions and historically under-prioritised service areas such as mental health and community care.
4.3 Theme 2: Staffing Levels, Patient Safety, and Organisational Performance
4.3.1 Overview
This theme integrates two closely related sets of findings: the clinical consequences of understaffing for patient safety, and the organisational and financial consequences for NHS providers. The analysis treats these as a single theme because the evidence reviewed suggests they are mechanistically connected — financial and operational strain both results from and contributes to the staffing shortfalls that drive clinical risk.
4.3.2 The staffing–patient safety relationship
The analysis strongly corroborates the association between staffing levels and adverse patient outcomes established in the international literature. The findings of Aiken et al. (2002) and Kane et al. (2007), reviewed in Chapter 2, are echoed in more recent UK-specific evidence linking shifts with below-planned registered nurse staffing to an increased and cumulative risk of patient death. Taken together with the “missed care” literature (e.g., Ball et al., 2014), this suggests a plausible causal pathway: understaffing produces missed or delayed care activities — delayed medication administration, postponed repositioning, slower response to call bells — which in turn elevate the risk of adverse events, including falls, pressure injuries, and failure-to-rescue following clinical deterioration.
This pathway is substantiated in granular detail by the public inquiry evidence analysed in this study. The Francis Report's (2013) findings on Mid Staffordshire NHS Foundation Trust illustrate how chronic nurse understaffing, compounded by an organisational culture that prioritised financial targets over safe staffing, produced widespread neglect and preventable deaths. Similarly, the Ockenden Review's (2022) findings on maternity care failings demonstrate that understaffing rarely operates as an isolated causal factor; rather, it interacts with poor escalation processes and insufficient consultant oversight to produce systemic risk. This is an important nuance for the discussion: the findings suggest that staffing numbers alone are an incomplete predictor of harm, and that skill mix, escalation protocols, and organisational culture moderate the relationship between numerical staffing and patient safety — a point consistent with Griffiths et al.'s (2016) UK-based findings reviewed in Chapter 2.
4.3.3 An underexplored evidence gap
A further finding concerns the disproportionate visibility of acute and maternity settings within this evidence base. Because major inquiries and much of the quantitative literature originate from acute hospital and maternity contexts, the analysis found comparatively limited direct evidence regarding the mechanisms linking staffing shortfalls to patient safety outcomes in community, mental health, and primary care settings — despite these settings reporting some of the highest vacancy rates (King's Fund, 2024). This represents both a substantive finding and a limitation of the wider literature that this dissertation, as a secondary analysis, necessarily inherits.
4.3.4 Organisational and financial consequences
Beyond direct clinical risk, the analysis identifies significant organisational and financial consequences of understaffing. NHS agency staffing spend peaked at approximately £3.5 billion annually in 2022/23, with separate bank staffing costs in some trusts coming to exceed agency costs altogether (NHS England, 2024). This illustrates how workforce shortages generate substantial recurrent costs that arguably crowd out investment in permanent workforce capacity, capital infrastructure, or service improvement. This finding supports the “vicious cycle” framing introduced in Chapter 2: providers facing vacancies must rely on costly temporary staffing to maintain safe minimum staffing levels, which consumes resources that might otherwise fund measures to improve retention or expand training capacity, thereby perpetuating the shortage that generated the cost in the first place.
The analysis also found evidence that understaffing affects organisational performance beyond direct financial cost, including reduced capacity to meet waiting time targets, increased reliance on less experienced or unfamiliar temporary staff, and heightened risk of missed opportunities for service improvement, since staff operating at or above capacity have limited scope to engage in quality improvement activity. While this study's secondary, desk-based design limits its ability to quantify these effects with precision, the consistency of this narrative across NHS England data, sector reports, and inquiry findings lends it considerable credibility as a genuine and material consequence of the shortage.
The Health Foundation's (2019) projection that the gap between patient demand and workforce supply will widen significantly over time, driven by an ageing population with increasingly complex needs, further suggests that these organisational and financial pressures are likely to intensify rather than resolve without sustained intervention. This finding underscores the urgency of the policy discussion that follows in section 4.5.
4.4 Theme 3: Staff Wellbeing, Burnout, and Retention
4.4.1 Overview
Consistent with the King's Fund's (2024) “vicious cycle” concept, the analysis finds strong evidence that staff wellbeing operates as both a consequence and a cause of workforce shortages, rather than a peripheral concern secondary to patient-facing outcomes.
4.4.2 Evidence of strain
The 2025 NHS Staff Survey data reviewed in this study, in which 42.36% of staff reported work-related stress and satisfaction with feeling valued by their organisation fell to 42.95%, provides quantitative support for the qualitative narrative found throughout the sector reports analysed (NHS Staff Survey Coordination Centre, 2025). This is not simply a workforce morale issue in the abstract; it directly reflects the operational conditions produced by the shortages documented in Themes 1 and 2 — high workload, insufficient staffing to manage patient acuity safely, and limited capacity to take breaks or leave on time.
4.4.3 The burnout-attrition mechanism
The finding that secondary care doctor departures have remained elevated relative to a decade prior, with excessive workload, poor work-life balance, and low pay cited as principal reasons for leaving, supports Maslach and Leiter's (2016) burnout framework discussed in Chapter 2. Applying this framework to the analysed data suggests a self-reinforcing mechanism: chronic understaffing increases individual workload, which elevates emotional exhaustion and burnout risk; elevated burnout increases turnover intention and actual attrition; and attrition further reduces the available workforce, increasing workload for those remaining.
This mechanism offers a plausible explanation for why retention has, per the analysis, become as significant a driver of the workforce crisis as recruitment shortfalls, a conclusion with direct implications for the policy discussion in section 4.5, since interventions focused solely on recruitment are unlikely to resolve a shortage sustained primarily by attrition.
4.4.4 A gap between two literatures
A further finding worth noting is the apparent asymmetry in how burnout and retention are discussed relative to patient safety in the literature analysed. While the wellbeing literature and the patient safety literature both draw on overlapping underlying causes — chronic understaffing, excessive workload — they have tended to develop as distinct strands, with comparatively few sources in this analysis explicitly modelling staff burnout as a mediating variable between staffing establishment and patient outcomes. This gap, already anticipated in Chapter 2, is substantively confirmed by this analysis and is returned to in the discussion of limitations and future research in Chapter 5.
4.5 Theme 4: Policy Responses and Their Effectiveness
4.5.1 Overview
The analysis identifies three principal categories of policy response within the literature: international recruitment, domestic training reform, and retention-focused interventions. Each is considered in turn, before the theme concludes with a finding on the geographic mismatch between policy design and the distribution of need identified in Theme 1.
4.5.2 International recruitment
International recruitment emerged as the most immediately impactful lever for reducing headline vacancy figures, but the analysis found consistent concern, particularly from the World Health Organization (2016), that this strategy raises ethical questions regarding workforce “brain drain” from lower-income source countries and does not address the underlying structural shortfall in domestic training capacity.
4.5.3 Domestic training reform
Regarding domestic training, the analysis found strong consensus across sources that the 2017 elimination of the nursing bursary constituted a significant policy misstep, reducing the pipeline of new nursing graduates at a critical juncture, and that its partial reinstatement has been judged insufficient to reverse this effect (Buchan et al., 2019). The more recent NHS Long Term Workforce Plan, which seeks to expand training places and reform training pathways, was found to represent a more structurally ambitious response; however, the analysis supports the Health Foundation's (2019) caution that funding and delivery certainty remain limited, and that — given training pipelines of a decade or more — even successful implementation would take considerable time to be reflected in workforce numbers.
4.5.4 Retention-focused interventions
Retention-focused interventions, including flexible working initiatives and pay review body recommendations, were found in the analysed sources to have had limited measurable effect on the attrition trends discussed in section 4.4 (BMA, 2026). Read alongside the burnout mechanism identified above, this finding suggests that current retention interventions may be insufficiently matched in scale or design to the drivers of attrition identified in the literature — namely, workload, work-life balance, and pay dissatisfaction — rather than that retention as a policy lever is inherently ineffective.
4.5.5 A geographic mismatch
Finally, the regional and specialty-level disparities identified in section 4.2 raise a further finding relevant to policy effectiveness: national-level policy responses, as currently framed in the analysed sources, appear to be predominantly pitched at the aggregate national level rather than targeted at the specific regions and service types — such as mental health, community services, and the East of England — shown to be most acutely affected. This suggests a potential mismatch between the distribution of the problem and the distribution of the policy response, a finding with direct implications for the recommendations developed in Chapter 5.
4.6 Cross-Theme Discussion and Link to Literature
Drawing the four themes together, the findings support a coherent overall narrative consistent with the dissertation's aim of investigating how understaffing affects patient safety, care quality, staff welfare, and organisational performance.
Workforce shortages, when measured using safety-oriented rather than purely establishment-based metrics (Theme 1), are shown to translate into patient safety risk through identifiable mechanisms — missed care, delayed escalation, and reduced capacity to respond to deterioration — that are moderated by skill mix and organisational culture rather than staffing numbers alone (Theme 2). These shortages simultaneously impose substantial financial and organisational costs, primarily through reliance on temporary staffing, which in turn constrains the very investment needed to resolve the underlying shortfall (Theme 2). This connects directly to the measurement discussion in Theme 1: a vacancy-rate-based understanding of the crisis, which understates true operational pressure, risks producing an underestimate of both the clinical risk and the financial cost documented here.
Staff wellbeing and retention (Theme 3) emerge from this analysis not as a separate concern but as a central mechanism sustaining the shortage over time: burnout driven by chronic understaffing elevates attrition, which deepens the shortage for remaining staff, reinforcing the cycle identified across Themes 1 through 3. Policy responses to date (Theme 4), while addressing elements of this picture, appear only partially matched to the retention-driven and geographically uneven nature of the crisis identified across Themes 1 to 3.
This synthesis is broadly consistent with, and extends, the literature reviewed in Chapter 2, substantiating the relationships established there using more current data and demonstrating how they interact as a connected system rather than as isolated findings.
4.7 Summary of Key Findings
This chapter has presented and discussed findings across four themes: the conceptualisation and measurement of workforce shortages; the relationship between staffing levels, patient safety, and organisational performance; staff wellbeing, burnout, and retention; and the effectiveness of policy responses. Four key findings stand out.
First, headline vacancy statistics understate the true scale of NHS workforce shortages, and a shift toward safety-based staffing gap metrics would better reflect the operational and clinical pressure facing services, though such metrics remain difficult to standardise. Second, staffing shortfalls translate into patient safety risk and organisational cost through interconnected mechanisms — missed care, escalation failure, and reliance on costly temporary staffing — that are moderated by organisational culture and skill mix rather than staffing numbers in isolation. Third, staff wellbeing and retention function as a central, self-reinforcing mechanism sustaining the shortage over time, rather than as a downstream consequence, meaning that recruitment-only strategies are structurally unlikely to resolve the crisis. Fourth, current policy responses remain only partially matched to the retention-driven and geographically uneven nature of the shortage, with national-level interventions insufficiently targeted at the specific regions and service types shown to be most acutely affected.
The following chapter concludes the dissertation, summarising these key findings in relation to the original research questions, considering their implications for policy and practice, and identifying limitations and directions for future research.
Chapter 5: Conclusion and Recommendations
5.1 Overall Conclusion
This dissertation set out to examine the effects of workforce shortages on the delivery of healthcare within the NHS, with an emphasis on patient safety, care quality, staff wellbeing, and organisational performance. Addressing the three research objectives set out in Chapter 1, the study drew on a thematic analysis of academic literature, official statistics, sector reports, and public inquiry findings to examine how understaffing is conceptualised, how it translates into measurable consequences, and how effectively current policy has responded.
The analysis found that headline vacancy statistics understate the true scale of the shortage, and that a safety-oriented “staffing gap” measure offers a more meaningful basis for assessment than establishment-based figures alone. Understaffing was found to translate into patient safety risk through identifiable mechanisms, including missed care and delayed escalation, moderated by skill mix and organisational culture rather than staffing numbers in isolation. It was also found to generate substantial financial and organisational costs, chiefly through reliance on temporary staffing, and to interact with staff burnout and attrition in a self-reinforcing cycle: understaffing drives burnout, burnout drives attrition, and attrition deepens the shortage for those who remain. Policy responses to date — principally international recruitment and, more recently, domestic training expansion — were found to be only partially matched to the retention-driven and geographically uneven nature of the crisis.
Taken together, these findings support the overall conclusion that NHS workforce shortages constitute a structural, self-reinforcing crisis rather than a transient operational difficulty. Understaffing degrades patient safety and organisational performance while simultaneously driving the staff burnout and attrition that sustain the shortage over time. Existing policy responses, though addressing important elements of the problem, have not yet been sufficiently matched in scale, targeting, or timeframe to reverse this cycle. Addressing the crisis effectively will likely require sustained, regionally targeted investment in both recruitment and retention, underpinned by more accurate, safety-oriented workforce measurement.
5.2 Key Recommendations
Based on these findings, four recommendations are proposed for policy and practice.
First, national workforce monitoring should move beyond headline vacancy rates toward a standardised, safety-oriented staffing gap metric, incorporating temporary staffing reliance and rota-level shortfalls, to give policymakers a more accurate picture of operational pressure than establishment-based figures currently provide.
Second, retention should be treated as a policy priority equal to recruitment. Given the evidence that attrition is substantially driven by workload, work-life balance, and pay dissatisfaction, interventions such as flexible working and pay review recommendations should be scaled and targeted specifically at the burnout mechanisms identified in this study, rather than pursued as secondary measures alongside recruitment-focused strategies.
Third, policy responses should be regionally and specialty-targeted rather than pitched solely at the national aggregate level. Given the disparities identified between regions such as the East of England and the national average, and between mental health, community, and acute settings, funding and training expansion should be weighted toward the areas of greatest shortfall rather than distributed uniformly.
Fourth, given the decade-long lag inherent in clinical training pipelines, policymakers should pair long-term measures such as the NHS Long Term Workforce Plan with clearly funded medium-term bridging strategies, so that patient safety and staff welfare are not left exposed during the extended period before expanded training capacity translates into workforce numbers.
5.3 Research Limitations
Several limitations should be acknowledged when interpreting the findings of this study.
First, as outlined in Chapter 3, the research relied entirely on secondary data and did not involve primary data collection such as interviews or surveys with NHS staff. While this allowed the study to draw on authoritative, national-level evidence, it also means the analysis is dependent on the framing, completeness, and currency of existing published sources, and cannot capture first-hand experiential accounts beyond those already documented elsewhere.
Second, much of the available quantitative and inquiry-based evidence used in this study originates from acute hospital and maternity settings. As a result, the study's conclusions regarding the mechanisms linking staffing to outcomes are better evidenced for these settings than for community, mental health, and primary care, despite the latter reporting some of the highest vacancy rates. This imbalance reflects a gap in the underlying literature rather than a methodological choice within this study, but it nonetheless constrains the generalisability of the findings across all NHS service settings.
Third, the study's thematic, narrative synthesis approach, while appropriate for integrating heterogeneous secondary sources, does not permit the same statistical precision as an independent quantitative re-analysis of underlying datasets. Associations identified between staffing, burnout, and outcomes should therefore be understood as consistent with the reviewed evidence rather than as independently verified causal findings.
Finally, the England-specific scope of the study, while consistent with its stated aims, means the findings and recommendations may not transfer directly to other UK nations or international health systems with different workforce structures and policy contexts.
5.4 Future Research Directions
Building on the gaps identified throughout this study, three directions for future research are proposed.
First, primary data collection — through interviews or surveys with staff working in under-represented settings such as community and mental health services — would help establish whether the mechanisms linking staffing to patient outcomes identified in acute and maternity contexts apply similarly elsewhere, addressing the evidence imbalance noted in section 5.3.
Second, future research would benefit from work explicitly modelling staff burnout as a mediating variable between staffing levels and patient safety outcomes, using quantitative methods capable of testing this relationship directly rather than inferring it from parallel bodies of literature, as this study has necessarily done.
Third, as the NHS Long Term Workforce Plan matures, longitudinal research evaluating its actual impact on regional and specialty-level staffing gaps — rather than national aggregate vacancy figures — would provide a more robust evidence base than currently exists for assessing whether this policy response addresses the geographically uneven crisis identified in this dissertation.


Element 3- Reflection 
Reflective report 
Research Process Reflection (Gibbs' Reflective Cycle)
Add a brief introduction 
Description
To complete my dissertation, I had to compile academic literature, national data, and the results of a public inquiry into an organised piece of research in order to examine how workforce shortages affect the provision of healthcare in the NHS. I began the process with the advantage of having worked in the NHS for more than six years and in healthcare in general for around ten years. My strategy was to base the dissertation on topics that I had previously identified from my work, such as staffing strain, burnout, and retention, and to provide formal literature to back them up.
Feelings
I started the procedure with confidence rather than anxiety because I was previously familiar with the subject. I didn't feel the uneasiness that often accompanies researching a completely unknown subject. But as I dug more into the literature search, I noticed that a lot of what I "knew" from experience was difficult to prove in writing, which made me feel a little frustrated. Considering how confident I had first felt, this was an unexpected emotion.
Evaluation
The conceptual portion of the dissertation, which included choosing topics, organising arguments, and instinctively determining which concerns were most important (e.g., urging that burnout and retention be handled as fundamental themes rather than a subsidiary worry), went well. Converting this practical understanding into written, citable evidence was more challenging. Finding academic or policy literature that matched this situation took longer than I had anticipated, and a lot of what I learned about staffing shortages came from conversations, shift patterns, and personal observation rather than from published sources.
Analysis
Considering the reasons behind this, I believe that my work experience gave me a strong sense of intuition but not a ready-made body of proof; the two are not the same thing, and I misjudged the difference between the two during the planning phase. This put strain on my overall deadline because I had to spend time looking for and confirming sources instead of writing. In retrospect, it also became evident that beginning earlier would have absorbed this additional seeking time without impacting the latter phases of writing.
Conclusion
Overall, I draw the conclusion that my job experience was a real value to this dissertation since it helped construct a solid, well-thought-out original strategy and prevented me from having to drastically alter course once I got going. But I could have more correctly predicted the difficulty of acquiring proof and scheduled my time appropriately. Additionally, I've come to the conclusion that this method has increased my respect for structure: comprehending a big, well-known topic is not the same as turning it into a well-organised piece of academic study.
Action Plan
Instead of expecting that my prior knowledge will immediately transform into citable sources, I will begin the process earlier for future research projects, especially allocating more time at the outset for finding textual proof. Since I now see structure as one of my main strengths as a researcher, I will also adopt the same organised approach that worked effectively in my dissertation from the beginning of future projects rather than creating it as I go.
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	Exploring the Effects of Staff Shortages on NHS Healthcare Delivery
A secondary-data investigation into workforce shortages, patient safety, staff wellbeing, and organisational performance across the NHS in England


 
	~100,000
Vacant posts in England, ~6.7% of workforce (NHS England, 2025)
	£3.5bn
Peak annual NHS agency staffing spends, 2022/23 (NHS England, 2024)
	42.4%
Staff reporting work-related stress (NHS Staff Survey, 2025)
	4
Themes synthesised from the reviewed literature


 
	Background
Workforce shortages in the NHS have evolved from an operational issue to a systemic disaster. The headline statistic of over 100,000 open positions in England is generally considered to be an underestimation of actual operational strain. Major care failures, such as those in Mid Staffordshire, Shrewsbury, and Telford, have been directly linked to understaffing, which increases the need for expensive temporary personnel.
Research Aim
To investigate how NHS healthcare delivery is impacted by a lack of workers, with a focus on staff welfare, organisational performance, patient safety, and care quality.
	Methodology
A desk-based, interpretivist, qualitative design was used, organised as a methodical narrative review and thematic examination of secondary materials (Braun and Clarke, 2006). Peer-reviewed academic literature, NHS workforce figures, sector and policy papers, and significant public inquiry results were the four types of evidence that were examined.
Six-phase thematic analysis process:
 
● Getting connected with the data
● Initial code generation
● Looking for theme
● Examining the subject
● Identifying and characterising themes
● Making the ultimate analysis
	Synthesis of Key Literature
Four themes emerged from synthesising the reviewed sources:
 
	1 Measurement
The underlying deficiency is probably understated by headline vacancy rates; the King's Fund's (2024) "staffing gap" notion provides a more significant, if more difficult to implement, alternative.


 
	2 Patient Safety & Performance
NHS agency staffing cost alone peaked at over £3.5 billion yearly (NHS England, 2024); established research (Aiken et al., 2002; Griffiths et al., 2016) links understaffing to missed care and adverse events, regulated by skill mix and culture.


 
	3 Wellbeing & Retention
According to the literature (Maslach and Leiter, 2016), understaffing causes burnout, which in turn causes attrition, making retention a top goal alongside recruiting.


 
	4 Policy Response
The retention-driven, geographically unequal nature of the situation is only partially reflected in the present remedies, according to reviewed policy sources.



	Conclusion
According to the analysed data, NHS labour shortages are not a temporary operational challenge but rather a systemic, self-reinforcing issue. In addition to contributing to the burnout and retention that perpetuate the deficit over time, understaffing is associated with worse patient safety and organisational effectiveness.
Recommendations
● Adopt standards for staffing shortages based on safety.
● Give retention the same priority as hiring.
● Aim for regional rather than national policies.
● Combine financed bridging methods with long-term reform.
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RESEARCH STUDENTS

This form is to be completed by the student within SIX months for full-time students and TWELVE months
for part time students, after the commencement of the research degree or following progression to Part
Two of your course.

Once complete, submit this form via the MyTSD Doctoral College Portal at (https://mytsd.uwtsd.ac.uk).

This document is also available in Welsh.

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

STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form
(and receive the outcome) via systems explained to you by the supervisor/module leader.

to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society,
and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students
working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.

SECTION A: About You (Principal Researcher)
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1 Full Name: Sarah N'guessan
2 Tick all boxes that apply: Member of staff: O Zﬁg\j’r_aw research m}
Taught Postgraduate Postgraduate Research
Undergraduate Student Student O Student m}
Institute/Academic
3 Discipline/Centre: eL
4 Campus: London
9| ekl 2127140@student.uwtsd.ac.uk
6 Contact Telephone Number: 07958938092
For students:
7 Student Number: 2127140
8 Programme of Study: BA Leadership and Management skills for the workplace
9 Director of Studies/Supervisor: | Md Kalam
SECTION B: Approval for Research Activity
1 Has the research activity received approval in principle?
(please check the Guu_iance Notes as to the approprl_ate YES X NO o
approval process for different levels of research by different
categories of individual)
Date
2 | If Yes, please indicate source of | Regearch Degrees Committee O
approval (and date where known):
Approval in principle must be | Institute Research Committee [}
obtained from the relevant source Other (Supervisor)
prior to seeking ethical approval p 05/07/2026
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rFlease list tne core etnical guidance aocuments that have peen referred to auring the compietion or
this form (including any discipline-specific codes of research ethics, location-specific codes of
Please tick to confirm that your research proposal adheres to these codes and guidelines. You may
add rows to this table if needed.

1 UWTSD Research Ethics & Integrity Code of Practice X
2 UWTSD Research Data Management Policy X
3 [List any other relevant documents here] O

SECTION D: External Collaborative Research Activity

If there are external collaborators then you should gain consent from the contact persons to share their personal data with the university. If there are no external collaborators then leave this section blank and continue to section
E.

+
1 Institution
2 Contact person name
3 Contact person e-mail address
4 Is your research externally funded? YES O NO O
5 Are you in receipt of a KESS scholarship? YES O NO O
6 Are you specifically employed to Voluntary YES o NO O
7 undertake this research in either a Emploved
paid or voluntary capacity? ploy YES a NO O
8 Is the research being undertaken If YES then the
within an existing UWTSD Athrofa permission question
Professional Learning Partnership below does not need = o 1) o
(APLP)? to be answered.
9 Has permission to undertake the (If YES attach copy)
research has been provided by the If NO the application YES m} NO m}
partner organisation? cannot continue

Where research activity is carried out in collaboration with an external organisation

‘10 ‘Doesthisorganisation have its own ethics approval system? ‘ YES ‘ O ‘ NO ‘ m} ‘
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SECTION E: Details of Research Activity
1 Indicative title: At Breaking Point: Exploring the Effects of Staff Shortages on NHS Healthcare Delivery
2 Proposed start date: June 5% 2026 Proposed end date: 18/08/2026
Introduction to the Research (maximum 300 words per section)
Ensure that you write for a Non-Specialist Audience when outlining your response to the points below:
Purpose of Research Activity
Proposed Research Question
Aims of Research Activity
Objectives of Research Activity
Demonstrate, briefly, how Existing Research has informed the proposed activity and explain
What the research activity will add to the body of knowledge
How it addresses an area of importance.
Purpose of Research Activity
One of the main issues the NHS is now dealing with is staff shortages. Nearly 100,000 positions in England are empty at any given moment, which has an impact on much more than simply paperwork and rotas. It also has an impact
on how well and safely patients are cared for, how encouraged workers feel in their work, and how much the NHS spends on temporary personnel to fill vacancies. The goal of this study is to examine in detail how these personnel
3 shortages truly impact the NHS's daily operations. Instead of merely restating the well-known fact that there is a staffing deficit, this study examines the effects of this lack of staff on patients, the remaining personnel, and the
effectiveness of services.
Official vacancy statistics don't provide a whole picture, so determining this is important. Short-term gaps (such as sick leave) are completely absent from the figures, and many "filled" positions are really replaced by temporary
agency or bank staff rather than permanent workers. This implies that the actual scope of the issue and its consequences are frequently underestimated. This research attempts to create a more accurate and clear picture of what
staff shortages truly imply in practice, as well as what may be done about it, by combining previous research, official NHS statistics, and results from significant investigations into care failings.
Research Question
4 What effects do NHS workforce shortages have on the general performance of NHS organisations in England, the safety and quality of patient treatment, and the welfare of NHS staff?
In addition to this main subject, the study also poses the question of how successfully the government's and the NHS's present policies have tackled this issue at this point.
Aims of Research Activity
The goal of this study is to provide a precise and comprehensive knowledge of how staff shortages impact the NHS, not just in terms of numbers but also in terms of actual, day-to-day repercussions for both staff and patients.
In particular, the study seeks to:
5 Describe why the severity of the staffing issue is not adequately reflected in "vacancy rate" figures.

Demonstrate how patient hazards, such missing or delayed care, are caused by personnel shortages.
Examine the effects of personnel shortages on the stress and burnout experienced by NHS workers.
Evaluate the success and shortcomings of the present government and NHS initiatives to address the issue.

Objectives of Research Activity

The research has three goals to accomplish the following objectives:
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Objectives of Research Activity

The research has three goals to accomplish the following objectives:

to examine government records and previous studies on NHS staff shortages to determine what is currently known and where there are knowledge gaps.

to investigate the actual, quantifiable consequences of staff shortages, such as the connections between understaffing and missed patient care, safety problems, staff burnout, and the expense of using temporary
workers.

to assess the effectiveness of present policies in addressing the issue, including as initiatives to increase staff retention, train more physicians and nurses, and hire more personnel, and to determine what gaps
still exist.

This study fills a significant knowledge gap by combining many forms of information, such as statistics, scholarly research, and inquiry findings, into a coherent picture and focusing on areas that have not
received enough attention up to this point.

Proposed methods (maximum 600 words)

appropriate later, additional ethical approval for those methods will be needed. You do not need to justify the methods here, but should instead describe how you intend to collect the data necessary for you to
complete your project.

There won't be any direct patient or NHS employee data collection for this study. Rather, it will rely solely on material that already exists and is accessible to the public; this approach is known as "secondary
research.” Instead of conducting surveys, interviews, or tests, this entails collecting and closely examining existing material.

We'll utilise four primary categories of current data:

Reputable research resources contain scholarly studies that have already examined the connections between workforce levels and patient care.

NHS England publishes official NHS workforce data, including worker turnover and vacancy rates.

reports from reputable healthcare groups that examine NHS trends and policy, such the King's Fund, the Nuffield Trust, and the Health Foundation.

conclusions from significant government investigations, such the Francis Report and the Ockenden Review, which examined in-depth situations where staffing issues led to grave patient care failures. This
research does not include interaction with patients, NHS personnel, or any other persons, nor does it need them to give up their time or personal information because it is solely based on already published
material. Additionally, as no additional sensitive or personal data would be gathered or retained, the research has very little risk.

Location of research activity
Identify all locations where research activity will take place.

collecting, there is no need to travel to hospitals, clinics, or other NHS locations. Although part of the underlying academic study depends on foreign studies for background and comparison, the research
exclusively focuses on NHS services in England, thus the data collected and processed will apply to English healthcare companies.

Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from
local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required).

participants. If you live in the country where you will do the research then please state this.

This study project will not involve any activities outside of the United Kingdom. The research does not involve any travel, data gathering, or fieldwork outside of the United Kingdom; all data sources, including
government inquiry reports, NHS statistics, and academic studies with a UK emphasis, are strictly related to healthcare in England. The research activity itself is conducted entirely in the UK, with no international
component requiring separate ethical or regulatory approval, however some published academic literature cited in the background research comes from international studies (used only for context, not as core

At
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Use of documentation not in the public domain: Are any documents NOT NO X

10 | publicly available?
YES O

If Yes, please provide details here of how you will gain access to specific documentation that is not

in the public domain and that this is in accordance with the current data protection law of the

country in question and that of England and Wales.
11

(this box should expand as you type)

Does your research relate to one or more of the seven aims of the Well-being

of Future Generations (Wales) Act 2015? YES NO
12 | A prosperous Wales m} X
13 | Aresilient Wales O X
14 | A healthier Wales m} X
15 | A more equal Wales O X
16 | A Wales of cohesive communities m} X
17 | A Wales of vibrant culture and thriving Welsh language m} X
18 | A globally responsible Wales m} X
19 | If YES to any of the above, please give details:

(this box should expand as you type)

SECTION F: Scope of Research Activity

Will the research activity include: YES NO
1 Use of a questionnaire or similar research instrument? O X
2 llee of interviews? [ X
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Who are the intended participants:

YES NO
1 | Students or staff at the University? m} O
2 | Adults (over the age of 18 and competent to give consent)? O O
3 | Vulnerable adults? m} O
Children and Young People under the age of 18? (Consent from Parent, Carer or
4 - . ) O O
Guardian will be required)
5 | Prisoners? O O
6 | Young offenders? m} O
Those who could be considered to have a particularly dependent relationship with
7 ) ) O O
the investigator or a gatekeeper?
8 | People engaged in illegal activities? m} O
Others. Please indicate the participants below, and specifically any group who
9 | may be unable to give consent.
Details of any other participant groups: o 0
(this box should expand as you type)
Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and
how will they be recruited?
How many participants are
10 | expected? NONE
1 Who will the participants be?
N/A
How will you identify the N/A
12 -
participants?

\ Information for participants:
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Who are the intended participants:

YES NO
1 | Students or staff at the University? m} O
2 | Adults (over the age of 18 and competent to give consent)? O O
3 | Vulnerable adults? m} O
Children and Young People under the age of 18? (Consent from Parent, Carer or
4 - . ) O O
Guardian will be required)
5 | Prisoners? O O
6 | Young offenders? m} O
Those who could be considered to have a particularly dependent relationship with
7 ) ) O O
the investigator or a gatekeeper?
8 | People engaged in illegal activities? m} O
Others. Please indicate the participants below, and specifically any group who
9 | may be unable to give consent.
Details of any other participant groups: o O
(this box should expand as you type)
Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and
how will they be recruited?
How many participants are
10 | expected? NONE
1 Who will the participants be?
N/A
How will you identify the N/A
12 -
participants?
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2 Use of interviews? O X
3 Use of focus groups? O X
4 Use of participant diaries? O X
5 Use of video or audio recording? O X
6 Use of computer-generated log files? O X
7 Participant observation with their knowledge? O X
8 Participant observation without their knowledge? O X
9 Access to personal or confidential information without the participants’ specific O X

consent?

Administration of any questions, test stimuli, presentation that may be experienced
10 . . . O X

as physically, mentally or emotionally harmful / offensive?
11 | Performance of any acts which may cause embarrassment or affect self-esteem? O X
12 | Investigation of participants involved in illegal activities? O X
13 | Use of procedures that involve deception? O X
14 | Administration of any substance, agent or placebo? O X
15 | Working with live vertebrate animals? O X
16 | Procedures that may have a negative impact on the environment? O X
17 Other primary data collection methods. Please indicate the type of data collection

method(s) below.

Details of any other primary data collection method:

O X
(this box should expand as you type)

If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).
If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained.
SECTION G: Intended Participants

If there are no participants then do not complete this section, but go directly to section H.




image11.png
Who are the intended participants:

YES NO
1 | Students or staff at the University? m} O
2 | Adults (over the age of 18 and competent to give consent)? O O
3 | Vulnerable adults? m} O
Children and Young People under the age of 18? (Consent from Parent, Carer or
4 - . ) O O
Guardian will be required)
5 | Prisoners? O O
6 | Young offenders? m} O
Those who could be considered to have a particularly dependent relationship with
7 ) ) O O
the investigator or a gatekeeper?
8 | People engaged in illegal activities? m} O
Others. Please indicate the participants below, and specifically any group who
9 | may be unable to give consent.
Details of any other participant groups: o O
(this box should expand as you type)
Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and
how will they be recruited?
How many participants are
10 | expected? NONE
1 Who will the participants be?
N/A
12 How will you identify the N/A

participants?
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Information for participants:

YES NO N/A
13 Will you describe the main research procedures to participants in o O X
advance, so that they are informed about what to expect?
14 | Will you tell participants that their participation is voluntary? O m} X
15 | Will you obtain written consent for participation? O m} X
16 Will you explain to participants that refusal to participate in the O o X
research will not affect their treatment or education (if relevant)?
If the research is observational, will you ask participants for their
17 ) O O X
consent to being observed?
Will you tell participants that they may withdraw from the research at
18 f O O X
any time and for any reason?
With questionnaires, will you give participants the option of omitting
19 ; O O X
questions they do not want to answer?
20 Will you tell participants that their data will be treated with full O o X
confidentiality and that, if published, it will not be identifiable as theirs?
Will you debrief participants at the end of their participation, in a way
21 ) O O X
appropriate to the type of research undertaken?
22 | If NO to any of above questions, please give an explanation
Information for participants: YES NO N/A
24 | Will participants be paid? O O X
25 | Is specialist electrical or other equipment to be used with participants? O O X
Are there any financial or other interests to the investigator or
26 : . ! . O O X
University arising from this study?
Will the research activity involve deliberately misleading participants in
27 ) o . O O X
any way, or the partial or full concealment of the specific study aims?
28 | If YES to any question, please provide full details
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Outline any anticipated risks that may adversely affect any of the participants, the
researchers and/or the University, and the steps that will be taken to address them.

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

Yes
Full risk assessment completed and appended? =

No X

Risks to participants
For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm,
transfer of personal data, sensitive organisational information

Risk to participants: How you will mitigate the risk to participants:
No risks involved
This study has no participants. There is no
direct interaction with participants and no
primary data will be gathered because the study
(this box should expand as you type) makes use of already published scholarly
publications, books, and reports.

(this box should expand as you type)

If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug
use) or issues likely to disclose information requiring further action (e.g. criminal activity), give
details of the procedures to deal with these issues, including any support/advice (e.g. helpline
numbers) to be offered to participants. Note that where applicable, consent procedures should

may need to be disclosed to the proper authorities

N/A

(this box should expand as you type)

Risks to the investigator
For example: personal health & safety, physical harm, emotional distress, risk of accusation of
harm/impropriety, conflict of interest

Risk to the investigator: How you will mitigate the risk to the investigator:
No risks There are no significant risks to the investigator
(this box should expand as you type) (this box should expand as you type)

University/institutional risks

For example: adverse publicity, financial loss, data protection
—_ . - B - T s .
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Risk to the University: )

There are no significant risks expected for the

How you will mitigate the risk to the University:

University. | shall adhere to the academic standards and

(this box should expand as you type)

research ethics of the university, utilise reliable

sources, and properly cite all sources.
(this box should expand as you type)

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

Risk to the environment:

N/A N/A

(this box should expand as you type)

(this box should expand as you type)

How you will mitigate the risk to environment:

Disclosure and Barring Service

If the research activity involves children or vulnerable adults, a Disclosure

and Barring Service (DBS) certificate must be obtained before any YES NO N/A
contact with such participants.
Does your research require you to hold a current DBS Certificate? m} O X

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

SECTION I: Feedback, Consent and Confidentiality

1 Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when?
N/A

2 Informed consent

Describe the arrangements to inform potential participants, before providing consent, of what is

involved in participating. Describe the arrangements for participants to provide full consent before
data collection begins. If gaining consent in this way is inappropriate, explain how consent will be
obtained and recorded in accordance with prevailing data protection legislation.
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N/A

(this box should expand as you type)

3 Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If
anonymity is not being offered, explain why this is the case.

N/A

(this box should expand as you type)

SECTION J: Data Protection and Storage

Does the research activity involve personal data (as defined by the General
Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 YES
“DPA")?

NO

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

Ox

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

(this box should expand as you type)

Does it involve special category data (as defined by the GDPR)? YES

NO

“Special category data” means sensitive personal data consisting of information as
to the data subjects’ —

(a) racial or ethnic origin,

(b) political opinions,

(c ) religious beliefs or other beliefs of a similar nature,

3 | (d) membership of a trade union (within the meaning of the Trade Union and Labour O
Relations (Consolidation) Act 1992),

(e) physical or mental health or condlition,

(f) sexual life,

(g) genetics,

(h) biometric data (as used for ID purposes),

xO
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(this box should expand as you type)

Will data from the research activity (collected data, drafts of the thesis, or
materials for publication) be stored in any of the following ways?

YES

Manual files (i.e. in paper form)?

University computers?

Private company computers?

Home or other personal computers?

©| o N | O O»

Laptop computers/ CDs/ Portable disk-drives/ memory sticks?

=
o

“Cloud” storage or websites?

X X X O X O

000 X O X

Other — specify:

O

X

12

For all stored data, explain the measures in place to ensure the security of the data collected, data
confidentiality, including details of backup procedures, password protection, encryption,

anonymisation and pseudonymisation:

Formal anonymisation or pseudonymization techniques (such as substituting names of respondents
with codes) are not necessary for this study since it does not directly gather data from individuals,

unlike primary research using surveys or interviews.
(this box should expand as you type)

Data Protection

Will the research activity involve any of the following activities:

YES

13

Electronic transfer of data in any form?

X

14

Sharing of data with others at the University outside of the immediate research
team?

15

Sharing of data with other organisations?

16

Export of data outside the UK or importing of data from outside the UK?

Oo|o|ao

X X X | O





image17.png
17 | USe Of personal addresses, posicodes, 1axes, emalls or telepnone numbers ¢ () ]

18 | Publication of data that might allow identification of individuals? O X

19 | Use of data management system? O X

20 | Data archiving? O X
If YES to any question, please provide full details, explaining how this will be conducted in

21 | accordance with the GDPR and Data Protection Act (2018) (and any international equivalents,

where appropriate):

(this box should expand as you type)

22

List all who will have access to the data generated by the research activity:

Research materials and documents produced during this project will only be accessible to me as
the researcher and my dissertation supervisor.

(this box should expand as you type)

23

List who will have control of, and act as custodian(s) for, data generated by the research activity:

Any information and research materials created during this study will only be kept by me, the
researcher.
(this box should expand as you type)

24

Give details of data storage arrangements, including security measures in place to protect the data,
where data will be stored, how long for, and in what form. Will data be archived — if so how and if
not why not.

My personal OneDrive account, which is password-protected and only accessible by me, will be
used to safely store all research materials, including notes, drafts, and the finished dissertation.
Additionally, I'l have a backup on my laptop. Until the dissertation is correctly submitted and
graded, all files will be kept up to date. All working drafts and notes will be securely deleted after the

research is finished and no longer needed.
(this box should expand as you type)

25

Please indicate if your data will be stored in the UWTSD Research Data Repository (see
https://researchdata.uwtsd.ac.uk/ ). If so please explain. (Most relevant to academic staff)

No
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Confirm that you have read the UWTSD guidance on data management (see _
26 https://www.uwtsd.ac.uk/library/research-data-management/) YES b
Confirm that you are aware that you need to keep all data until after your _
27 | research has completed or the end of your funding YES >

SECTION K: Declaration

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

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

Date: 14/08/26
Signature of applicant: SNC

For STUDENT Submissions:

2 Director of Studies/Supervisor: Md Kalam Date:14/08/26
3 Signature: SNC Lt ot
For STAFF Submissions:
4 Academic Director/ Assistant Dean: Date:
5 Signature:

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

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

X

| have completed ALL RELEVANT sections of the form in full.

X

| confirm that the research activity has received approval in principle
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For STAFF Submissions:

4 Academic Director/ Assistant Dean:

5 Signature:

Date:

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

X

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

X

| have completed ALL RELEVANT sections of the form in full.

X

| confirm that the research activity has received approval in principle

X

| have attached a copy of final/interim approval from external organisation (where appropriate)

| have attached a full risk assessment (where appropriate) ONLY TICK IF YOU HAVE
ATTACHED A FULL RISK ASSESSMENT

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

| understand that before commencing data collection all documents aimed at respondents
(including information sheets, consent forms, questionnaires, interview schedules etc.) must be
confirmed by the DoS/Supervisor, module tutor or Academic Director.

RESEARCH STUDENTS ONLY
Once complete, submit this form via the MyTSD Doctoral College Portal at (https:/mytsd.uwtsd.ac.uk).

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

STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form
(and receive the outcome) via systems explained to you by the supervisor/module leader.
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