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Abstract 

This study aimed to explore the lived experiences of unregulated social care workers’ (USCWs) 

and supervisors’ social care practice and supervision; to explore how individual wellbeing is 

experienced and managed in the workplace; investigate perceptions of factors affecting 

engagement with and effectiveness of supervision encounters; and generate ideas for future 

support and supervision approaches. The health and social care sector workforce is in crisis, 

impacting on quality of care, worker health and wellbeing, recruitment, retention and service 

user safety and accessibility. The workforce is exposed to increased risks of harm from 

workplace violence, abuse, distress, burnout, financial insecurity, and systemic inequality. Yet 

the beneficial workplace support process of supervision, remains ill-defined, unstructured 

and underutilised. The lack of literature pertaining to unregulated social care workers stalls 

progress toward conceptualising a more effective, responsive, and compassionate 

organisational wellbeing response. This thesis reports on research which aimed to address 

this gap in the literature.  

An ongoing, iterative comprehensive literature review informed three integrated phases of 

research. In Phase One, 14 unregulated social care workers from a variety of services 

participated in semi-structured interviews to explore their everyday lived, and supervision 

experiences, and how these experiences impact on wellbeing and practice. Results 

demonstrated that the unregulated social care workforce is commonly exposed to 

experiences of workplace abuse and violence, exploitation, increased risk and vulnerability, 

burnout, and exhaustion. They are likely impacted by wider systemic inequalities, detrimental 

mental health, and wellbeing issues, have lived experience of vulnerability and unmet needs, 

and are unlikely to have access to effective workplace support and supervision processes.  

In Phase Two, nine managers from a variety of social care services and with supervisory 

responsibilities, took part in semi-structured interviews exploring their experiences with the 

supervision process. Results demonstrated that managers with supervisory responsibilities 

found the supervision process ill-defined and inconsistent; were largely unsupported with its 

effective delivery; lacked specific supervision skills training, and perceived supervision as a 

beneficial wellbeing and practice support tool that many organisations were unable to take 

advantage of. Phases One and Two were underpinned by an interpretative phenomenological 

analysis (IPA) approach, which complemented the insider/researcher nature of the inquiry. In 
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Phase Three, participants were invited to take part in two online focus groups to discuss the 

creation of supervision training for supervisees. Phase Three was undertaken as a 

collaborative reflexive feedback session and this feedback, alongside Phases One and Two, 

was integrated to inform a new approach to the supervision process and supervision training. 

The results from this study provide three recommendations for future research and important 

advancements around understanding the unique health, wellbeing, and support needs of the 

unregulated social care workforce. These include: exploring worker wellbeing from a holistic 

lived experience perspective; uncovering how prior lived experiences can impact on worker 

ability to tolerate stressful and harmful workplaces; applying a phenomenological lens to the 

unregulated social care workforce; recommending widening the scope of human factors 

theory by contributing a psychosocial aspect to the framework; applying a human factors and 

trauma informed approach to the supervision process; conceptually structuring the 

unregulated social care supervision process for the first time; and introducing a practical, 

user-led approach to supervision training for supervisees. 
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Chapter One 

Introduction 

 

1.1 Chapter Overview: 

This chapter provides an overview of the study, why the topic was selected and how an 

insider/researcher approach impacted on the research process. Situating the inquiry in a 

wider context, the current state of the health and social care sector, workforce statistics and 

recruitment and retention helps contextualise the social care workplace. Who the workforce 

is, their role as carers and their health and wellbeing experiences, provides a more personal 

approach to contextualising worker need and vulnerability. A thesis structure followed by a 

chapter summary concludes Chapter One. 

1.2 Why this inquiry? 

I have worked as an unregulated social care worker (USCW) with some of the most vulnerable 

and harmful members of my community for over 20 years. During this time, I was verbally 

abused, punched, bitten, bullied, marginalised and frightened, and at no time did I ever 

receive effective organisational support to help me manage these harmful experiences. I am 

aware that effective support happens, it is just that good practice tends to take place in silos 

in this sector, and I was not in one of those silos. After many years of working in dangerous 

and emotionally harmful workplace situations and coming to realise that I was not safe in this 

caring environment, and that no one seemed to care that I wasn't safe, I left. 

A fourfold rise in mental health issues has been noted in the NHS since the start of the COVID-

19 pandemic (de Castella, 2021), with healthcare professional wellbeing becoming a cause of 

major public health concern and threat to the quality and sustainability of healthcare delivery 

in the UK (Taylor et al., 2022). There are no identifiable comparative statistics for the 

unregulated social care workforce at this time, but studies evidence that USCWs have also 

been subject to the triggering of mental health problems as a result of COVID-19 (Nyashanu 

et al., 2022; Unison, 2021). Poor work-related mental health, compassion fatigue, exhaustion, 

and inadequate support, however, are nothing new for the health and social care sector 

(Cetrano et al., 2017; Gray-Stanley & Muramatsu, 2011; Hall et al., 2016; Potter et al., 2010). 
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In response to my own harmful experiences in the unregulated social care workplace, and 

continued, worsening worker mental health (Ford, 2023), this thesis aimed to explore the 

everyday lived experiences of unregulated social care workers, to develop a more evidence-

based and responsive approach to experiences of risk and their supervision needs. 

The need for research in this area is twofold. Firstly, the health and social care sector (within 

which unregulated social care workers sit), is in crisis (Alderwick et al., 2019; E. Baines, 2022; 

BMA, 2022a), with increasing staffing difficulties and worsening worker wellbeing issues, 

which can negatively impact on patient/service user wellbeing and safety (Hall et al., 2016; 

Sawatzky et al., 2021; Wåhlin et al., 2020; Wolvaardt, 2019). Secondly, the extant literature 

on unregulated social care workers (USCWs) is extremely poor, lacking in volume of research 

and depth of theoretical conceptualisation. Therefore, despite the crucial role this workforce 

plays within the economy, providing a safety net when we become vulnerable and at risk, this 

workforce, and those who staff it, are largely unrepresented in empirical and theoretical 

literature.  

This thesis contributes a more informed, meaningful, and empathic appreciation of the social 

care workforce's lived experiences, which can help frame their workplace support needs in a 

more refined and productive way. A secure, satisfied, and respected worker is likely a more 

productive and committed one (Salas-Vallina et al., 2020; J. K. Singh & Jain, 2013; Tekingündüz 

et al., 2017), and we know that worker wellbeing impacts on how effectively and safely 

individuals do their job (Baylina et al., 2018). It therefore makes sense for organisations to 

want to ensure their staff teams are supported well. This is never more paramount than in 

health and social care, where the very lives of vulnerable patients and service users, are in 

the hands of often stressed and exhausted workers (Nantsupawat et al., 2016; Salyers et al., 

2017).  

It is widely accepted that social care workers are mistreated, under-supported, underpaid, 

and subject to abusive and violent workplace environments that negatively impact on worker 

wellbeing (Arnetz et al., 2015; Bhattacharjee & Sarkar, 2022; HSE, 2023a; Søvold et al., 2021; 

Tepper, 2000; Zhong et al., 2022). As an insider/researcher, I can straddle both the 

psychological and the sociological complexities of this phenomenon, framing the problem 

from both wider and more nuanced perspectives. It is this duality of lens that has enabled me 

to forge ahead in a more knowledgeable and meaningful way. This chapter introduces my role 
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as an insider/researcher and sets the scene for the chapters to follow by situating and 

contextualising the unregulated social care worker and their wellbeing needs more fully.  

1.3 Attending to the Inquiry as Insider 

My status as insider/researcher is made more explicit in Chapter Three, where a position 

statement enables the reader to fully appreciate the work and lived experiences that 

motivated and informed the study. The concept of insider/researcher is introduced in the 

opening chapter to reflect the important role insider status is perceived to have played in 

relation to the overall richness, candour, and insight of this  study, and to reassure the reader 

that considerations have been made in relation to researcher reflexivity, rigour, credibility, 

and transparency. A concomitant outcome of undertaking research within your own field, is 

that the researcher becomes an insider, and within insider studies there needs to be a clear 

understanding of the researcher’s position, and how this position may influence the findings 

(Bell, 2021a). Researcher reflexivity is an important aspect of qualitative research quality 

control (Berger, 2015), requiring the researcher to turn the critical lens back onto themselves 

(Finefter-Rosenbluh, 2017), whilst establishing and maintaining an appropriate degree of 

psychosocial distance to the researched (Greene, 2014). 

Generally, insider/researchers have some form of membership to the group or individual they 

are studying, sharing characteristics and experiences that can enhance relational connection, 

interaction, and openness (Bell, 2021; Greene, 2014).  Bonner & Tolhurst (2002) identified 

key advantages of being an insider/researcher, including: having a greater understanding of 

the culture being studied; facilitating a more natural and relaxed interview space that does 

not alter the flow of social interaction; and having an established sense of relational 

connection and knowing that promotes a space of trust, and the telling of individual truths. 

Additionally, insider/researchers often have a more informed understanding of the internal 

politics and hierarchies involved in organisations, know how best to approach people in these 

circumstances, and in general, know how things tend to work (Unluer, 2012). Insiders can also 

possess wider knowledge that outsiders might need time and a variety of experiences to 

acquire (Smyth & Holian, 2007), and may require less time to prepare and acclimate to the 

needs of their study participants. 
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Alongside these benefits, Bonner and Tolhurst (2002) note that problems can also arise in the 

form of unconscious bias toward interpretations and findings; focusing on dramatic events 

rather than the more routine; and the researcher being perceived as advocate by some, 

including the researcher themselves. It is this last aspect of the insider dynamic that this 

researcher initially felt more aligned with, however, through a consistent, open, and 

reflective/reflexive process, the narrative of insider as helper was compassionately 

challenged, understood, and managed. As the inquiry progressed, the insider ‘self-checking’ 

process became organic, refined, and directed toward the wider research objective, resulting 

in a broader philosophical and contextual approach to the inquiry. Complementing this wider, 

more objective approach to the inquiry, the sector USCWs work in and who the unregulated 

social care workforce are, is presented next. 

1.4 The Current State of The Health and Social Care Sector 

Finding the means to effectively support the unregulated social care workforce is of critical 

importance during the worst global health crisis in a hundred years (Adiga et al., 2020), 

dwindling resources, an ageing population and workforce, a cost-of-living crisis, and the 

impact of Brexit (BMA, 2022a; Dayan et al., 2021; NHS Providers, 2022; Nicol, 2017). The 

perfect storm of rising demand coupled with falling public funding has created a UK social 

care sector exemplified by low wages, staffing cuts, workplace stress, poor quality 

employment opportunities, and recruitment and retention issues (Fox et al., 2021; Skills for 

Care, 2022c; Zoeckler, 2018). The devaluation of a sector that individuals are unwilling to work 

in (McGilton et al., 2020), has also led to poor worker wellbeing, motivation, morale, and job 

satisfaction (Johari & Omar, 2019; Nocon et al., 2019; Sabitova et al., 2020; J. K. Singh & Jain, 

2013; Tekingündüz et al., 2017). The health and social care workforce crisis is one of the 

biggest challenges facing the nation’s health and wellbeing (BMA, 2022c; Oliver, 2022) and an 

immediate, ameliorative response is required. 

Since first discussed in the 1950s, and under the belief that community care was cheaper and 

more desirable, concerns around the ability of the government and local authorities to 

manage growing health care needs and inequalities, have not diminished (Thane, 2009).  

Health policy as an economic and labour force issue is one of the most important resources 

in any health care system (Hofmarcher et al., 2016), however, health care reform that aims 

to balance the provision of quality care and support for both service user and worker has yet 
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to manifest. In an ageing society, staffed by an ageing workforce, and dealing with rising 

health care demands, maintaining and growing this workforce is critical for the health and 

social care sector (Nancarrow et al., 2014). 

1.4.1 Workforce statistics 

The single greatest risk to the provision of quality care and worker wellbeing is the current 

health and social care workforce crisis (E. Baines, 2022; Britnell, 2019; McGilton et al., 2020; 

Oliver, 2022; Rivlin & Lumley, 2023; The King’s Fund, 2019). Of the estimated 1.62 million 

adult social care jobs as of 2021/22, 1.225 million of these involve direct care (Skills for Care, 

2022c), and will be likely viewed as unskilled (Albert, 2020; Kadri et al., 2018). There are 

75,000 fewer direct carers than in 2019/2020, although this does not include the almost one 

million adults who provide significant amounts of additional care and support to vulnerable 

adults, from the voluntary and charitable sectors (Tabassum, 2022). 

According to Skills for Care (2022a), an independent charity in health and social care 

workforce development, the sector has seen a shift away from local authority jobs toward 

independent sector jobs with an increase of over 130,000 independent roles since 2012-2013. 

There are approximately 823,000 domiciliary carers in the UK (Skills for Care, 2021), however, 

with over 950,000 people in need of home care in the UK (Berg, 2021), staffing issues, and 

worsening wellbeing have impacted on levels and quality of care (Ravalier et al., 2022). This 

trend looks set to continue given an ageing population whose preferred method of care is 

home care (Age UK, 2020), and an additional need of 480,000 direct care and support workers 

by 2035 (Skills for Care, 2022c). In 2016 the Welsh Government commissioned research 

(Atkinson et al., 2016) to identify the factors that affect the recruitment and retention of 

domiciliary care workers, and the extent to which these factors impact upon quality of care 

provision. The study found that a well-trained, well-paid, and secure workforce was required 

to deliver high quality care, and that whilst these characteristics were found in local authority 

settings, they were often lacking in the independent social care sector. 

1.4.2 Recruitment and retention 

In relation to employment opportunities in health and social care in 2021/2022, around 50 

per cent of the workforce usually worked full-time hours and 50 per cent part-time (Foster, 

2022). A quarter of the workforce were employed on zero contract hours which increased to 

42 per cent for domiciliary workers, with those employed by independent domiciliary care 
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services proportionally higher at 55 per cent (Foster, 2022). The rate of zero contract hours 

remains relatively stable (Skills for Care, 2022b), and is an issue that has been recognised by 

UNISON (2020) as one that negatively impacts on worker’s rights and standards of living 

opportunities. With 66% of workers paid under the National Living Wage (Skills for Care, 

2022d), low wages and insecure hours continue to contribute to problematic retention and 

recruitment.  

Alongside worsening sickness rates, particularly for workers struggling with mental health 

illnesses (The King’s Fund, 2019), adult social care is facing increasingly problematic 

recruitment and retention challenges particularly with men and younger workers (The Health 

Foundation, 2022). While demand for social care is expected to continue to expand, 

difficulties in attracting staff continues (UNISON, 2020). The Adult and Social Care 

Recruitment and Retention Strategy 2014 – 2017 (Skills for Care, 2014), claimed that 

substantial progress had been made in sector recruitment. However, the Skills for Care 

Recruitment and Retention in Adult Social Care: Secrets of Success (Figgett, 2017, p. 5), went 

on to note that “there is a real and enduring challenge for employers within the sector to 

recruit, develop and retain the right people to deliver high quality, person-centred care and 

support services”.  

With a staff vacancy rate of 165,000 posts, up 52% from 2021/2022, the vacancy rate in adult 

social care is over ten percent, the highest since records began, and the highest of any 

occupational sector (Skills for Care, 2022c). As De Groot et al., (2018) note, in-depth 

knowledge is needed about what workers find attractive about their role in order to make 

recommendations for future recruitment, training models and improved staff retention, and 

this study begins to explore this need further. Brexit has placed further uncertainty and 

increased pressure on a sector already in crisis, with salary and educational requirements of 

new immigration rules rendering it largely unfeasible to recruit unregulated social care 

workers from outside of the UK (Dayan et al., 2021). Designing an immigration system that 

accommodates and safeguards both skilled and ‘unskilled’ workers is therefore imperative if 

we are to maintain service provisions (Simpkin & Mossialos, 2017). To compound matters 

further, whilst navigating the impact of Brexit on the health care sector, the COVID-19 

pandemic hit the UK. Nowhere was the impact of COVID-19 felt more keenly than the health 

and social care sector, and a slow economic return and cost of living crisis is likely to worsen 
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wider determinants of health inequality, employment, and access to health services (Dayan 

et al., 2021).  

1.5 Who are the unregulated social care workforce? 

The term unregulated social care worker (USCW) refers to individuals who provide social care 

services and do not hold a registerable qualification requiring statutory regulation. These 

services may be carried out in a residential/institution or home/community setting. Workers 

who visit people in their own home or in community-based locations are often referred to as 

domiciliary or community care workers and may be employed in many different roles 

(National Careers Service, n.d.; Your World healthcare, 2019). For example USCWs may 

support people and their families living at home with a wide variety of physical and/or 

cognitive difficulties. Community/domiciliary support workers often work alone with 

vulnerable individuals out in the community, including those with a learning disability, the 

homeless, individuals with substance misuse problems, offenders and victims in need of 

support, and sex workers. Residential community support workers work with service users 

who reside temporarily or permanently in specialised services, including learning disability 

and behavioural units, homeless and bail hostels, rehabilitation services, mother and baby 

units, and domestic abuse support facilities.  

Unregulated workers also provide care for older people living in nursing and residential 

homes, but they are often referred to, and researched about, as a distinct workforce group. 

The  nursing/care home unregulated care role is subject to a wider research focus than other 

social care workers (Beattie et al., 2023; Cooper et al., 2016; Fisher et al., 2021; Haunch et al., 

2022; Islam et al., 2017; Lindmark et al., 2023; Perruchoud et al., 2022), although social care 

workers are sometimes included (Neill et al., 2022). This wider research focus may reflect the 

structured and co-dependent relationship care home workers have with on-site and visiting 

regulated healthcare professionals, making them a workforce of research interest due to their 

critical impact on the overall outcomes of regulated nursing and allied healthcare 

interventions.  

The wider spectrum of unregulated social care worker roles therefore sit outside the more 

traditional nursing/care home role from the perspective of research literature and, although 

research on care home workers has relevance to wider social care, it does not address some 
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of the distinctive aspects of unregulated social care work. For example, working in the 

community commonly involves lone-working or working with only one other and, as such, 

workers do not benefit from the support, safety and guidance more readily available in 

residential/nursing care home settings. In these care settings it is a statutory requirement 

that a regulated healthcare professional be always on site to provide support and guidance 

(Berg, 2021; QNI, 2023), although staffing issues for registered nurses can impact on the 

availability of this support (Grabowski, 2022). For the purposes of this study, it is the USCWs 

listed above (outside of residential/nursing care homes) who are focused on, given their 

distinctive role and poor representation in the extant literature. This study attempts to 

address the gap in knowledge that exists specific to the unregulated social care worker 

employed outside the scope of residential/nursing homes, and the following sections help 

situate and provide a clearer understanding of the barriers and inequalities USCWs are 

exposed to in their everyday lives. 

1.5.1 Care work as women’s work 

The health and social care sector are host to a highly gendered workforce with approximately 

85-95 per cent of roles filled by women in social care, particularly domiciliary care (Foster, 

2022), and where men are over-represented in more senior and administrative roles than in 

direct care roles (Boniol et al., 2019; Foster, 2022). That most care work is delivered by women 

can also result in the work being undervalued in research (Criado-Perez, 2019), as well as 

remuneration (H. Armstrong, 2009). In contrast, women make up 48% of the wider workforce 

beyond health and social care (Francis-Devine & Powell, 2023). The health and social care 

sector employ one in five women, and combined with charitable and voluntary service 

providers, this number rises to one-in-four (Francis-Devine & Powell, 2023). 

Given the amount of gender discrimination research in other areas of employment, Newman 

(2014) notes that the lack of attention around gender discrimination for both men and 

women in the health and social care sector is striking. The 2019 Working Paper on Gender 

Equity in the Health and Social Care Workforce (Boniol et al., 2019), suggests that gender 

transformative policies are needed to address inequities and eliminate gender-based 

discrimination; remove barriers to full-time, quality employment; and support access to 

professional development and leadership. In practice, practical changes have yet to be 

realised. However, enhancing skills and support provisions, and widening the empirical 
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evidence base on community and frontline workers, can help support a more gender sensitive 

and intersectional understanding of the lived experiences of this workforce (Rubery & 

Grimshaw, 2007; Shannon et al., 2019).   

Societal gender expectations and norms, low wages, and poor progression routes, not only 

place women at the front of both informal and formal care roles, but they also inhibit men 

from seeking employment as care and support workers, creating an exclusive and sometimes 

isolating experience in the workplace (Ross, 2017). As Western societies struggle with 

demand outstripping an ageing health and social care workforce, it is critical for policy makers 

to develop strategies to attract and retain male workers (Moskos & Isherwood, 2019).  As 

‘women’s work’, caring work has been designed to meet the needs of women and the rest of 

society through part-time, flexible, low-paid, and low status conditions (P. Armstrong & 

Armstrong, 2004; Hester, 2018; Stace, 2013). However, with ever increasing vacancies and a 

dwindling worker pool to recruit from, it is unclear how policy makers plan to attract younger 

and male workers without exposing the long-held, inherent gender, racial, class and pay 

inequalities found within the sector (BMA, 2021a; Montgomery et al., 2017; Virtanen et al., 

2003). 

1.5.2 Worker health and wellbeing 

It is widely acknowledged that the health and social care workforce experiences increased 

employee sickness, turnover and burnout (Gray-Stanley & Muramatsu, 2011; Potter et al., 

2010; Rehder et al., 2021), alongside increased risk of personal harm and inequality, both in 

and out of the workplace (J. Allen & Sesti, 2018; Arnetz et al., 2015; Ham et al., 2021; 

Winchester, 2021). Higher rates of stress-related sickness are found in health care 

professionals when compared with other sectors (ONS, 2021), and work-related stress and 

mental health often go hand in hand (HSE, 2022d). Statistically, women also have significantly 

higher rates of work-related stress, depression and anxiety compared with the average for all 

persons (HSE, 2020). Alongside the stressful healthcare workplace environment, current 

workforce shortages in this sector are also taking a significant toll on the health and wellbeing 

of staff, supported by evidence of gender discrimination and inequalities in pay and career 

progression (The King’s Fund, 2018).   

It is estimated that one in six of all workers in the UK will experience a common mental health 

condition such as anxiety or depression, in any given week (Mental Health Foundation, 2022). 
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However, a 2018 survey from the mental health charity Mind, found that of all those 

surveyed, 48 per cent said they had experienced a mental health problem in their current job 

(Mind, 2018). Women are twice as likely to be diagnosed with an anxiety disorder, such as 

PTSD (Olff, 2017); have a one in four risk of being the victim of a sexual assault after the age 

of 16 (Rape Crisis, n.d.); and might be one of the 1.7 million women who contacted the police 

as a victim of domestic violence/abuse in England and Wales in 2021/2022 (ONS, 2022). 

Women are also disproportionally impacted with mental health problems, and lower 

household income when compared to men (Belle, 1990; GOV.UK, 2021; Halima Begum & 

Rahima Begum, 2022; The Women’s Mental Health Taskforce, 2018). 

These vulnerable women are likely to be represented within this workforce given one in five 

women are employed in the health and social care sector (Foster, 2022; Gershlick & 

Charlesworth, 2019), and will be managing these personal stresses, often amongst others, 

alongside workplace abuse and violence. Women still bear the brunt of systemic inequalities 

through welfare cuts, pay gaps, and inherent social, physical, and emotional vulnerabilities 

(Charlton, 2023; Seedat & Rondon, 2021).  They are also likely to experience barriers to 

progression due to lone parenting and other caring responsibilities (L. Jones, 2019; 

Rabindrakumar, 2018), and where being working class means that opportunities for upward 

social mobility is more often about chance than choice (Blandford, 2019).  

The context of this inquiry is a highly gendered and ageing workforce exposed to an increased 

likelihood of experiencing comorbid health and wellbeing inequalities, alongside poor-quality 

workplace environments and harmful workplace experiences (D. Baines & Armstrong, 2019; 

Fox et al., 2021; Skills for Care, 2022a; Witter et al., 2017). In response, this study aims to 

explore USCW worker experiences more comprehensively and use them to find a more 

relational, responsive, and effective approach to the supervision process. 

1.6 Thesis Structure 

This thesis is structured in a sequence of chapters that supports the reader to follow the 

natural development of the inquiry and consider the impact of my insider/researcher status 

on the direction and synthesis of the overall findings and recommendations. Chapter Two 

describes the nature of the literature review and the challenges faced given the paucity of 

extant findings related to the topic of study. The comprehensive literature review took the 
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form of an exploratory, scoping exercise that took advantage of grey literature (e.g., statutory, 

charity and professional bodies) in the absence of more theoretical and empirical findings. 

Theories were selected, in parts, contributing to a wider conceptual jigsaw that evolved and 

transformed as new knowledge was iteratively analysed and synthesised alongside the 

interview findings. Chapter Three takes the reader through the philosophical and 

methodological processes of the study and presents a researcher position statement. 

Recognising that as a constructivist relativist, my own lived experiences impact on my 

worldview, and that these experiences can have value within a naturalistic inquiry, an 

interpretative phenomenological analysis (IPA) approach is used, to enhance the quality of 

this contribution. 

Chapter Four introduces the first of three data collection phases. Focusing on the main subject 

of inquiry, Chapter Four presents the Phase One worker interviews, supported by a brief 

conceptual analysis and interpretation of the data. The Phase One findings are thematically 

considered under the overarching concept of risk, and the following superordinate themes 

of: Health and Wellbeing; Vulnerability and Exploitation; and Support and Supervision. In 

response to the Phase One supervision experiences shared, Chapter Five explores the 

supervision experiences of supervisors, to gauge a more holistic understanding of the overall 

supervision process. By way of a member reflection and group sharing opportunity, Chapter 

Six brings together the feedback from two focus group sessions, where both worker and 

manager participants were supported to explore the future provision of supervision training.  

Bringing the thesis to a close, Chapter Seven sets out to refine, contextualise and 

conceptualise USCW lived experiences and barriers to wellbeing equality, through an 

evidence-based and theoretically informed approach to understanding their needs more 

holistically. Structuring the supervision process for the first time, this chapter goes on to 

provide the foundation for a new conceptual supervision process framework, supported by 

the creation of a tentative supervision training model. 

1.7 Chapter Summary 

This chapter introduces the reader to the study by contextualising the unregulated social care 

workforce in terms of who they are, the current situation, difficulties with recruitment and 

retention, gender issues in care work and worker health and wellbeing.  A guide to the 
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chapters to follow has been provided to give the reader an insight into the structure and form 

of the thesis. 
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Chapter Two 

Literature Review 

 

2.1 Chapter Overview 

This literature review provides a critique of a range of types of literature from various sources 

and aims to form an analytical and synthesised composite of theoretical constructs, 

comparative empirical findings, and grey literature. It is presented in a narrative style, 

drawing from a wide perspective on a selection of theories, and empirical and regulatory 

knowledge pertaining to USCW wellbeing and the supervision process. A paucity of literature 

directly pertaining to USCWs necessitated a wide literature review approach, which also 

meant the review applied a more holistic view of unregulated social care worker support and 

wellbeing needs than first anticipated. 

Given the inherently risk-laden nature of the health and social care workplace environment, 

literature on risk is reviewed in relation to the health and social care sector as well as to the 

individual, including health behaviour models, perceptions of risk and tolerance, and social 

cognitive theory. The supervision process sits within a hierarchical workplace system that 

supports worker performance, safe practice and role fulfilment, and a human factors 

approach to healthcare systems is included. Identifying the wellbeing needs of this workforce 

is essential if a more productive, responsive, and compassionate understanding of their 

wellbeing and practice needs is to be achieved. In response, health and social care worker 

experiences with workplace violence and burnout, will be also explored. An improved 

approach to supervision is sought, and considerations of current approaches and experiences 

of supervision will conclude the literature review. 

2.2 Literature review approach 

This empirical study was undertaken using a Comprehensive Literature Review approach 

underpinned by Onwuegbzie & Frels (2016) seven steps model. Onwuegbuzie and Frels 

recognise that developing and refining a search strategy is an iterative and fluid process that 

develops as the study progresses and new information is analysed and synthesised. An 

exercise situationally sensitive to the ethical and cultural considerations of the researcher and 
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of the time, the iterative search process supports the ongoing and exploratory nature of 

qualitative phenomenological inquiry (Onwuegbzie & Frels, 2016).  

This   study contributes  a more informed and innovative theoretical and conceptual approach 

to understanding how the under researched, unregulated social care worker experiences 

their life world, what this means for their wellbeing and practice, and what can be done to 

help improve this situation. As so little is known about this worker group, grey literature plays 

a significant role in contextualising the study group in relation to cultural, social, economic 

and wellbeing barriers and vulnerabilities (e.g., financial insecurity, mental health, and 

increased exposure to exploitation and abuse). These hidden, USCW worker vulnerabilities, 

add ethical weight to the worthiness and resonance of this study given the health and social 

care sector in England and Wales is experiencing a workforce crisis (Alderwick et al., 2019; 

BMA, 2022a), which is responsible for a “gridlocked” (CQC, 2022, para. 11) health and social 

care system “on its knees” (Baines, 2022, para. 1).  

As an insider/researcher, the search strategy is representative of practical and wider 

theoretical approaches and considerations, which draw from the researcher's biography as 

human being, unregulated social care worker and researcher (Griffith, 1998). A lack of current 

extant literature was supported by lived experience expert (LEE) knowledge (Vázquez et al., 

2023), which helped drive and shape the direction of the search, analysis, and synthesis 

process. Recognising that my own beliefs and opinions played an important part in knowing 

what areas to explore in the literature, first person language is used to create transparency 

about how the seven steps model was applied (Onwuegbzie & Frels, 2016). Additionally, first-

hand knowledge of the USCW role, and the wider health and social care sector, supported an 

informed appreciation around which worker groups were best placed to offer comparisons 

that can help highlight same and similar issues to the USCW group.  On occasion however, 

other occupational groups such as construction, and the emergency services have been used, 

to help give meaning to USCW experiences of risk perception, and responses to unpredictable 

and dangerous workplace events.  

2.3 Exploration Phase  

A scoping search strategy was initially employed given preliminary searches indicated that the 

term ‘unregulated social care worker’ yielded few results. Unregulated social care workers 
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undertake same and similar duties to regulated health and social care workers, share the 

same service user groups and workplace environments, and encounter the same types of 

physical and emotional stressors (Brand et al., 2017; Diver et al., 2021; Hall et al., 2016; 

McFadden et al., 2021). Regulated and unregulated health and social care workers (e.g., 

nurses, doctors, allied care workers, healthcare assistants and social workers), were therefore 

considered comparable occupational groups for the purpose of this inquiry. It should be noted 

however, that a sensitive approach was taken in relation to the comparisons made, given 

unregulated workers on lower incomes are likely to encounter increased and/or different 

barriers to wellbeing, social mobility, and equality of opportunity, than their regulated 

counterparts (L. Allen et al., 2022; Blandford, 2019; Boardman et al., 2015; Thomson et al., 

2022). 

2.3.1 Step One: Exploring beliefs and topics  

Utilising my insider knowledge and relevant workplace experience, I was able to offer a highly 

informed situational perspective that supported a more nuanced and sensitive understanding 

of the topic of study. My perspective as a practitioner and researcher emphasises individual 

wellbeing, and my empathic approach to practice and research seeks to understand the lived 

experiences of individuals as active participants in their lifeworld (Bland & DeRobertis, 2019). 

I value health and social care worker contributions as colleagues, skilled human beings, and 

as a grateful service user, and it is these values that underpin the belief that this workforce is 

worthy of improved support and compassionate care.  

The topic-specific belief (Onwuegbuzie & Frels, 2016) that the unregulated social care 

workforce is commonly subject to poor support, exhaustion, high levels of stress and 

exploitation, is based on extensive personal experience and is what drives this inquiry and the 

literature review. The literature review is therefore influenced by my opinions in the sense 

that it has had an impact on the selection of theoretical considerations, and how aspects of 

these constructs can apply to USCWs in real, experiential terms. Selecting a topic for study is 

an inherently biased exercise regardless of the position of the researcher (Onwuegbuzie & 

Frels, 2016), and it is vital that the researcher consistently challenge any bias, ensuring rigour 

and transparency throughout the research process. A lack of extant literature created the 

need to explore a more diverse range of available materials, which in turn led to improved 

clarity and context which sparked ideas for other searches and new directions of thought.  



30 
 

Passion for a worthy topic of study is important but can expose researchers to biased ‘opinion 

creep’, although arguably it is often a strong opinion that initially motivates the drive for social 

change impact. Conducting a literature review provides new knowledge, opens researchers 

to new ideas and experiences, challenges held beliefs and perceptions, and supports a 

reflective and reflexive approach to learning. New knowledge can also help keep opinion 

creep in check, and in this case functioned as a tool for personal and academic cognitive 

growth. Additionally, consistent reflective check-ins with supervisors, and the frequent 

sharing of drafts for critical feedback during the analysis process, helped to manage and 

understand personal opinion contributions and ensure reflexivity. 

2.3.2 Step two: Initiating the search  

Effective literature search strategies contribute to the quality and rigour of an academic 

study, and a comprehensive approach was employed using the following electronic search 

databases: SCOPUS, Google Scholar, University search engine Discovery, Pubmed, Jstor, 

Directory of Open Access Journals, EBSCO, BMJ, PsycINFO and SSRG. Given the paucity of 

empirical findings and the lack of focus on USCWs, grey literature was sourced online to help 

provide a more nuanced and wider understanding of the issues faced by the USCW 

community group. These sources included: the Health and Safety Executive (HSE), The King’s 

Fund, Skills for Care, legislative and regulatory guidance, The Health Foundation, Nursing 

Times, Nuffield Trust, women’s services, and mental health Non-Governmental Organisations 

(NGOs).  

The first hurdle in the search process was knowing what terms to search for, given health and 

social care workers who are not regulated and not employed by the NHS have no overarching 

generic job title. In practice however, they will be called (domiciliary) care workers, support 

workers, and substance misuse workers, to name but a few. The following ‘generic’ search 

terms were therefore initially employed: health + care + social + worker + wellbeing. The term 

‘carer’ was also used, however, this commonly resulted in materials relating to informal 

carers, and as such was removed from the search terms. The initial search terms yielded a 

wide range of journals, books and articles, however health care assistants (HCAs), the most 

closely aligned to USCWs who provide personal care and minor medical procedures, were 

only included in a small number of studies. Despite the inclusion of some HCAs, studies 

appeared to find accessing HCA participant groups difficult, resulting in a disproportionate 
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number of findings relating to professional health and social care worker experiences, health, 

wellbeing, and workplace challenges.  

Additional search topics were identified as the iterative evaluation, analysis and synthesis 

process progressed, and exploratory reading opened more meaningful literature and terms 

that changed both thinking processes and direction of review. As the data collection for this 

study began, areas of interest from the semi-structured interview schedules, participant 

responses and ongoing analysis prompted searches that used combinations of additional key 

words: healthcare; mental health; needs; burnout; inequalities; violence; COVID–19; support; 

and supervision. Again, search findings pointed to literature on the regulated health and social 

care sector, which commonly focussed on narrow lines of inquiry, and failed to take in to 

account the more holistic and wider external, sociological, and psychosocial factors, 

inequalities and gender issues faced by the unregulated workforce. Nevertheless, the 

emergence of the COVID-19 pandemic, provided a renewed focus on the health and wellbeing 

of healthcare workers, and USCWs may benefit from this wider effort. Whilst still lacking 

wider representation for USCWs, this renewed focus has placed health and social care worker 

health and wellbeing more firmly in the spotlight and enriched this literature review. 

The concept of risk played a fundamental role in understanding USCWs lived and wellbeing 

experiences and opportunities, and as the study thematically and theoretically progressed, 

this helped underpin and guide the literature review further. From the theory of risk, an array 

of relevant theoretical considerations emerged, and the following terms were included: 

safety; risk perception; individual risk; tolerance; trauma; childhood; empathy; social 

cognitive theory; self-efficacy; human factors; and health behaviour models. The supervision 

process for health and social care workers was repeatedly revisited throughout the inquiry, 

and as search terms and terminology became more refined and philosophical considerations 

clearer, the terms effective + supervision + abusive + wellbeing, were used.  

2.3.3 Step three: Storing and organising the information  

All electronic documents were stored on the referencing tool Mendeley, before being sorted 

into more specific sub-sections for future reading and selection/deselection. After reading, 

salient notes were made on index cards, where the type of research, number of participants 

and relevant outcomes were noted.  
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2.3.4 Step four: Selecting / deselecting information   

Rooted in naturalistic philosophy (Lincoln & Guba, 1985), the paradigmatic diversity of 

qualitative research means that quality criteria are neither feasible nor expected (Yadav, 

2022), and no strict quality criteria were applied to the selection of literature. However, a 

relativist epistemological approach to research criteria ‘can’ evidence quality, if emerging 

concepts and theories work to explain how the theoretical concepts fit and is understandable 

to those interested in the inquiry (Levers, 2013). Shaped by my worldview (Guba, 1990), 

literature was chosen for evaluation and analysis based on USCW transferability (Lincoln & 

Guba, 1985), my own beliefs and experiences as insider, and as an ongoing iterative response 

to the discovery of useful relevant sources and unfolding interview findings. The selection and 

deselection of suitable literature was a continual, non-linear process that became more 

refined as the study progressed and new information was uncovered and synthesised 

(Onwuegbuzie & Frels, 2016). The initial selection process was a lengthy and frustrating 

exercise given it had been quickly realised that very few papers focused on the unregulated 

social care worker group, and as such, papers were selected even if their contributions 

appeared minor.  

2.3.4a Selection Criteria 

• Materials were written in English. 

• AND Any document with a combination of the terms health; care; healthcare; social 

worker; wellbeing; and supervision. 

• AND Qualitative Studies that explore comparative worker roles including nurses, social 

workers, healthcare assistants and doctors in relation to workplace wellbeing and 

supervision. 

• AND mixed methods and quantitative studies that provided some form of 

contextualisation of the USCW group. 

• OR Grey literature, including statutory, statistical, charitable and professional 

materials. 

• OR Community Health Workers (CHWs) and the supervision process. 
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2.3.4b Deselection Criteria 

• Job role too far removed from the USCW scope of responsibilities and experiences to 

provide a reliable comparison. 

• Literature relating to informal carers 

2.3.5 Step five: Expanding the search  

Reflecting the highly iterative nature of the literature review process, the term “community 

health worker” (CHW) was found in an international paper relating to supervision 

experiences, during the discussion phase somewhat late in the study. Providing a unique and 

highly pertinent comparison to the USCW role, CHWs are community members who provide 

minor medical intervention support and personal/social care, in other parts of the world, 

predominantly Africa and South Asia (Masis et al., 2021; NHLBI, 2014). This discovery opened 

a new set of search terms, although cultural, social and gender differences were evident and 

taken into consideration. However, the search for community + health + worker + supervision, 

yielded several highly comparable outcomes given support and supervision processes in 

health and social care workforces around the world share common worker wellbeing aims 

(WHO, 2006). A paucity of empirical literature on the lived experiences of CHWs mirrored the 

lack of qualitative knowledge on USCWs in the UK however, perhaps reflecting the complex 

nature of understanding the issues faced by this worker group, and why current studies have 

yet to suggest more practical and solution focused practice recommendations. 

2.3.6 Step six: Analysing / synthesising information   

The search for new meaning, when there was currently so little, influenced a continuous 

approach to analysis and synthesis. The constant feeding in of new information from diverse 

sources resulted in a fluid, iterative and forward moving stream of thoughts and links to new 

ideas. Exploring unregulated social care worker wellbeing drove the initial analysis process, 

with more quantitative materials able to provide contextualisation and ideas for future 

theoretical considerations. Analysis was approached with an open mind, given papers with 

even minor contributions had been selected, and plurality of job role title meant I could find 

unknown USCW roles and discover new search terms.  

The lack of empirical findings on this worker group necessitated an innovative and creative 

approach and the analysis process initially began with consideration of grey literature. 
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Knowing that the USC workplace is highly gendered, low paid, stressful, sometimes 

dangerous, and poorly supported, I started to look at wider demographics by way of trying to 

better understand the personal impact of inequality and harm on individuals. To build upon 

this grey literature however, a worker group that could provide comparative empirical 

knowledge was required. Regulated and unregulated health and social care workers such as 

doctors, nurses, healthcare assistants and social workers were subsequently identified as 

suitable comparison groups for analysis, given their role and environmental similarities.  

As the data collection progressed and aspects of theoretical constructs became more relevant 

and meaningful, I was able to separate out aspects of theoretical constructs and bring them 

together, create philosophical links between them and USCW experiences, and use extant 

empirical literature to evidence these phenomena in comparative worker groups. Synthesis 

repeatedly occurred through insightful insider observation, and reflection on the patterns and 

relationships identified between empirical findings, other literature, and theory. As one of 

few studies to apply a phenomenological lens to the wellbeing and support needs of USCWs, 

analysis and synthesis of literature was ongoing throughout the study.  

2.3.7 Step seven: Presenting the comprehensive literature review report   

The information contained within this comprehensive literature review will provide the 

reader with a wider understanding of how aspects of existing theoretical constructs and 

empirical findings can be used to synthesise new meaning and guide courses of positive action 

for the unregulated social care workforce. An integrative, narrative approach will be used to 

communicate written findings, broken down into relevant theoretical constructs that help 

frame the related empirical studies that follow.  

2.4 How Theory and Empirical Studies Have been Considered in the Literature Review 

Theories have been selected on the grounds of holding some form of meaning to the study 

group, the researcher as insider, and the worker groups used as comparisons. Several 

significant, established theoretical constructs are primarily considered, not necessarily in 

whole, but in relevant part and in relation to specific aspects of the study group. Grey 

literature is used to help provide wider contextualisation for the theoretical constructs, given 

risk in health and social care is managed in a more practical, physical sense than it would be 

in finance for example. Additionally, empirical findings are framed within theoretical 
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constructs to inform practice knowledge, and where possible theoretical and analytical gaps 

are addressed.  

First, aspects of risk, and risk in health and social care will be discussed as a central 

underpinning tenet of the health and social care sector. Concepts of risk from both service 

user and worker perspective are considered, given the close and often intimate experience of 

the carer/service user relationship. Risk is then discussed in more personal ways, with risk to 

health and wellbeing introduced through health belief model (HBM) approaches and social 

cognitive theory (SCT). An important aspect of both HBMs and SCT is self-efficacy. High self-

efficacy plays a key role in worker wellbeing and practice and is included for discussion 

alongside empathy as markers for effective skills for practice, wellbeing buffers and pro-social 

behaviours. Self-efficacy and empathy are also included to help inform new approaches to 

training, support, and supervision processes.  Human factors theory provides a structured 

framework through which to view empirical findings on supervision of workers within care 

sectors and workers’ individual supervision needs. To conclude the review, extant literature 

on the health and social care supervision process is explored. 

2.5 Aspects of Risk 

The term “risk” can be defined as the known potential for loss and/or harm to occur (Webster, 

2021). Risk can be aleatory (random) or epistemic (resulting from a lack of knowledge) (Hora, 

1996) and from a pragmatic viewpoint, it is important to clearly understand the difference, 

since it then becomes clear which risks have the potential of being minimised or eradicated 

(Kiureghian & Ditlevsen, 2009). The notion of risk is a widespread concept in contemporary 

society (Lupton, 2006; B. J. Taylor & McKeown, 2013) and use of the term “risk” in the 

increasing discourse of interdisciplinary literature is so diverse that arguably there are hardly 

any connections between them (Garland, 2003).  

As a theoretical concept, the term risk has a range of different meanings and implications to 

different people in different environments. Understanding how people interpret risk and the 

actions they take based on these interpretations, is a vital consideration in risk management, 

given it allows for a more subjective understanding for assessment purposes (Aven, 2016; 

Eiser et al., 2012). Risk continues to be a major focus of scientific and economic concern, 

however it is also now the subject of myriad cultural, historical and political inquiries, as well 
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as being a prominent theme of the social theories generated to interpret and understand our 

world (Garland, 2003).  

In the social sciences, risk is traditionally defined as the uncertainty about, and severity of, 

events and consequences of activities with respect to something that individuals and groups 

value (Aven & Renn, 2009). In social care, Taylor (2013, p. 165) defines risk as “a time-bounded 

decision-making situation where the outcomes are uncertain, and where benefits are sought, 

but undesirable outcomes are possible”. In this way, risk can be situated within, and 

representative of, the fluid, in-the-moment, uncertain nature of health and social care work, 

and where vulnerable individuals can be unpredictable and harmful to worker wellbeing 

(Manthorpe, 2007). For the unregulated social care worker, risk can be experienced as 

damage to self, service user, colleague, member of the public and material goods (Arnetz et 

al., 2015; Dickson & Dolnicar, 2004; Ham et al., 2021; Ruco et al., 2022; Webster, 2021).  

2.5.1 Risk Management 

Risk management relates to the practices and policies we put in place to minimise or eliminate 

unacceptable risks (Aven, 2016; Webster, 2021), and is a process that determines exposure 

to risk and the actions then put in place to manage it. Keeping service users, employees and 

bystanders safe is a moral, ethical and legal responsibility for employers (British Safety 

Council, 2023; Minett, 2022; Webster, 2021). However, creating risk assessments that can 

achieve this can be a difficult process when considering the wide-spectrum of aleatory, 

epistemic and decision making factors found in this often complex, unpredictable and 

stressful workplace environment (Verbano & Turra, 2010). Ferdosi et al., (2020) created a 

simple framework for the management of risk in healthcare organisations that included the 

following phases: establishing the context, risk assessment, risk treatment, monitoring and 

review, and communication and consultation. Based on the findings, a comprehensive, yet 

simple risk management framework was developed for executive use, alongside tools and 

techniques for use at every phase. However, managers should endeavour to use a variety of 

risk management tools and methods based on specific service need, and not just under an 

assumption that one or two risk assessment tools are comprehensive. 

Explored further in sections 2.7 and 7.8, human factors (HF) theory was originally developed 

in the field of engineering as a way of better understanding what and why led to human error, 

the wider consequences of these incidences, and how to manage the relationships between 
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systems, equipment and users/human beings more safely and productively (CIEHF, 2018). In 

health and social care (H&SC), HF is becoming increasingly used in risk management (Verbano 

& Turra, 2010), as the benefits from understanding how patient safety can be improved 

become more apparent (Flin et al., 2009; Russ et al., 2013; Streimelweger et al., 2015).  

Patients can get tired, scared and emotional which can lead to unpredictable and uncertain 

behaviour in the health and social care sector (Phipps, 2019). Workers are also subject to 

epistemic risk through a number of additional factors, including: poor and/or lack of effective 

training, negative organisational cultures around safety and supervision, the uncertainty of 

lone working, short staffing, failure to handover important patient information, and a lack of 

open and honest communication between organisations and workers (Epstein, 2021; Taylor, 

2023). Exposure to epistemic risk can lead to H&SC worker harm and burnout, compassion 

fatigue and poor role commitment (Hall et al., 2016; Hunt et al., 2017; Søvold et al., 2021), 

which in turn can negatively impact on patient safety (Nantsupawat et al., 2016; Hall et al., 

2016). A lack of knowledge, guidance and certainty when working with vulnerable and at risk 

patients can lead to poor outcomes for all stakeholders, which for patient and worker can 

sometimes result in serious harm, and even death (Sud & Szawarski, 2018; Anderson & 

Abrahamson, 2017). Epistemic risk management and uncertainties for H&SC professionals 

and their patients however, can be positively impacted upon by the implementation of an 

organisational HF approach (Flin et al., 2009; Hibbert et al., 2016; Verbano & Turra, 2010), 

and the input of appropriate HF training, peer learning/support and improved supervision 

processes (Damery et al., 2021; Hignett & Lang, 2018).  

Exploring wider systems and user thinking in more subjective, practical terms can affect real 

and timely change in relation to managing risk and reducing uncertainty in the H&SC sector. 

Applying a HF method to improve two healthcare risk management tools, Bañez et al., (2021) 

conducted 16 semi-structured interviews with participants experienced in risk management, 

quality improvement and patient safety. The purpose of the study was to help identify 

usability areas of interest in order to raise risk management awareness across organisations 

and improve ease of use of risk assessment tools. Interview questions aimed at better 

understanding organisational risk identification processes and opportunities for improving 

the assessment tools were explored, alongside identifying how well existing reports aligned 

with organisational needs and expectations.  
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Results indicated that participants found the tools informative, easy to use and that 

submitting self-assessments was a streamlined and satisfying process. Improvement of use 

feedback focused on simplifying the layout of the sections, making data entry more efficient, 

templates lacking opportunities to communicate valuable information and data viewing 

challenges. A human factors approach to risk assessment usability and accessibility, was able 

to identify both strengths and weaknesses of the assessment tools, and generate new ideas 

about how to manage issues in the future. Using a HF approach in H&SC in this way can help 

develop our scope of understanding around the complex and multi-level aspect of risk factors 

in the H&SC sector, including how systems, individuals and tools can interact more safely and 

effectively.  

However, whilst HF in H&SC offers a promising approach to improving patient safety, there 

are issues with organisational structures and cultures, including an unwillingness to change 

ways of working, and a difficulty integrating HF experts into the sector (Perry et al., 2021; 

Timmons et al., 2015). Alongside limited empirical data specifically on the H&SC sector, none 

of the studies identified concentrated on worker risk management through a HF approach. 

Instead, focusing on how patient risk and safety can be reduced, with H&SC workers 

sometimes vicariously benefiting from these measures. Given human error in the American 

healthcare sector is responsible for more deaths per year than vehicle fatalities (Institute of 

Medicine, 2000; Makary & Daniel, 2016), there is likely more uncertainty around why workers 

make errors than inadequate training, exhaustion and poor workplace support.  

Understanding the why of human error in H&SC requires a more human and compassionate 

approach, and one that recognises individuals drawn into the helping professions are more 

likely to experience vulnerability and/or harm both in and out of the workplace (Dunning, 

2006; Heaslip, 2012). In this instance, it is organisational, researcher and policy-maker lack of 

knowledge that is responsible for workforce epistemic risk factors, and further studies are 

needed to help fill this knowledge gap, diminish uncertainty and improve risk and safety for 

all H&SC stakeholders. 

2.5.2 Risk in Health and Social Care: Perceptions of Service User Risk 

Assessing and managing service user risk is part of the commonplace of health and social care 

worker training, conversation, and practice (Shaw &Shaw, 2001; Stevens & Hassett, 2012; 

Wåhlin et al., 2020). According to the Health and Safety Executive (HSE, 2021b), assessing 
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service user risk requires a sensible, balanced decision to be made between the needs, 

freedom, and dignity of the individual and their safety. The risk assessment process requires 

that a proper check of the risk be made; that those who might be affected by the risk are 

spoken with, and that the obvious risk signs were managed, considering the reasonableness 

of any risk taking by others (HSE, 2023b). Risk assessments in care should enable people to 

safely live fulfilled lives, rather than be a mechanism for restricting rights and freedoms (HSE, 

2021b). Also, many care providers and regulators find it hard not to slip towards a risk averse 

approach for a multitude of reasons, including perceived impact on service user, 

understaffing, a lack of resources, prior bad experiences and a fear of the consequences when 

things go wrong (CQC, 2018; HSE, 2021b).  

Risks assessments are not value free and should not be made by those with no knowledge of 

the complex issues involved, since they require a deeper understanding of the available 

evidence in relation to our general knowledge about the event or situation observed (Aven, 

2016). Studies show however, that ineffective safety measures and poor outcomes can result 

because of inadequate consultation with a sufficiently wide group of stakeholders, including 

immediate carers as unique experts (Jackson et al., 2019; Kaya et al., 2019). This study aims 

to widen stakeholder considerations and consultations, promoting a more user-led, informed 

and responsive approach to worker/service user risk and safety.  

2.5.3 Risk in Health and Social Care: Perceptions of Worker Risk 

The provision of health and social care is an inherently risky and hazardous profession (Fenn 

& Egan, 2012; HSE, 2021a, 2022a; Joseph & Joseph, 2016; McFadden et al., 2021; Rasool et 

al., 2021). Both the USCW role and service user behaviour pose risks to the health and 

wellbeing of workers through exhaustion, physical violence and verbal abuse, increased 

stress, and emotional burnout, and job and/or financial insecurity (Gray-Stanley & 

Muramatsu, 2011; Hall et al., 2016; Potter et al., 2010). Health and social care worker health 

and safety recommendations and standards are regulated by the Health and Safety Executive 

(HSE), and the Care Quality Commission (CQC), although content is often generic and/or does 

not apply to specific support needs of the health and social care workforce.  

The Health and Safety Executive (HSE, 2022c) ‘do’ consider healthcare workers a key 

occupational risk group however, although risks are largely identified as pathogenic and 

hazardous/substance related, leaving more clinical and staffing related issues to be managed 
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elsewhere. Wider considerations are made around the managing of violence in the workplace, 

with this issue being dealt with under more generic workplace health and safety regulations 

(HSE, 2021a). As with occasions of violence and aggression, risk to worker wellbeing is dealt 

with through generic work-related stress (HSE, 2022d) and lone working recommendations 

(HSE, 2022b). Risk in the health and social care sector is also predominantly conceptualised 

through the lens of service user health and safety (Brennan et al., 2020b; Donaldson et al., 

n.d.; Milligan, 2007; Vosper & Hignett, 2018; Wåhlin et al., 2020), although there is a growing 

body of work around the concept of “second victims” (Wu, 2000). This study highlights the 

need for a more refined and compassionate understanding of the impact violence and 

aggression specifically has on USCW wellbeing, and can provide a more practical solution to 

help manage these harmful experiences more effectively.  

2.5.4 Second victims 

Introduced by Wu (2000) to help draw attention to those involved in workplace patient safety 

events and the negative outcomes that flow from them (Vanhaecht et al., 2022), ‘second 

victims’ have been found to experience often long lasting emotional distress following on 

from adverse incidences in the healthcare workplace (Ozeke et al., 2019; Ullström et al., 

2014). Adverse events that occur within healthcare settings can lead to two victims; the 

patient and the healthcare professional/s involved in the incident (Ozeke et al., 2019; Seys et 

al., 2013). The concept of second victims refers to the latter of these stakeholders and focuses 

on the personal impact of medical error, patient distress, death and violence towards 

healthcare professionals (HCPs) (Ozeke et al., 2019; Strametz et al., 2021; Ullström et al., 

2014). At the time of writing, no second victim studies outside of healthcare could be found, 

although home health care has been explored (Grasmo et al., 2021) which provides a 

meaningful comparison to others lone-working in the community. Despite its official 

definition referring only to healthcare workers ((Vanhaecht et al., 2022), the concept of 

second victims can help support the phenomenon of vicarious trauma (BMA, 2022), random 

violence and unsafe service user behaviour, experiences spoken about frequently during the 

Phase One interviews. 

Using data from 21 semi-structured interviews with HCPs who had experienced an adverse 

event, Ullström et al., (2014) found that some had experienced initial feelings of shock and 

disbelief immediately after the incident, leaving them feeling sad, anxious and experiencing 
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flashbacks, alongside longer term feelings of guilt and shame. These incidences were so 

traumatic for two participants that they had not fully returned to their role, with poor 

organisational support and recognition of the concept of second victims thought to contribute 

to a lack of self-help seeking, openness and trust between the HCPs and their organisation.  

Given its brief history we do not have the luxury of being able to explore the notion of second 

victims through more longitudinal and varied data collection opportunities. It is interesting, 

however, that in this study, the more experienced USCWs felt ‘less’ stressed, anxious and 

guilty about negative workplace incidences than USCWs with less experience. It may 

therefore be beneficial to further understand who and why some people become second 

victims, and whether this status changes over time, is impacted upon by previous lived 

experiences, and ongoing support and spaces for reflection. Exploring how challenging and 

unpredictable working conditions affect homecare workers experience of occupational health 

through semi-structured interviews, Grasmo et al., (2021) found that challenging incidences 

such as violence by service users, was considered stressful by workers. Alongside feeling 

stressed, individuals also found that the unpredictable working conditions they encountered 

in service user homes contributed to their increased exposure to environmental hazards and 

unhealthy physical workloads, despite the implementation of ergonomic work practices 

(Grasmo et al., 2021).  

Whilst the term ‘second victim’ opens up the spectrum of who can be a victim, which can be 

beneficial for workers whose needs and challenges are often overlooked by the needs and 

challenges of the service user, there are also concerns about the term’s use. Ozeke et al., 

(2019) found that some authors, including Wu, are recommending the term be abandoned 

given it could be seen as insensitive to the patient who whilst a part of the cause of the second 

victim’s status, are likely equally, if not more so, distressed and shocked by unexpected and 

uncontrollable negative healthcare events. The term ‘victim’ also suggests a ‘perpetrator’ is 

involved and the patient may lose their own victim status. Additionally, labelling healthcare 

professionals involved in unanticipated medical errors or other negative patient outcomes as 

second victims, obscures the fact that some healthcare professionals and healthcare systems 

can be at fault (Clarkson et al., 2019).  
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2.5.5 Personal Risk: Health Belief Models  

Personal risk to USCW wellbeing can be viewed through a wider health belief model lens, to 

understand how individual health behaviour changes in the workplace can be implemented 

and sustained. The term ‘health’ can be used to broadly describe a relative state influenced 

by social, cultural, and emotional phenomena, including physical and mental health, 

education, housing, diet, substance use and other behaviours (Alegría et al., 2018). The 

concept of wellbeing, which forms part of individual overall health, is not as clearly defined 

(McLeod & Wright, 2016), although Dodge et al., (2012) conclude that a more appropriate 

way of looking at wellbeing would be to centre it around a state of emotional and 

physiological balance that is affected by life events and challenges. In this way, a more 

subjective and relativist approach is considered, given individuals are uniquely different, and 

experience and manage unpredictable life events, risks and challenges through different 

learned behaviours and perceptions of risk (Oltedal et al., 2004; Ropeik, 2012).  

Health behaviour models seek to manage risk to health by supporting health behaviour 

changes; improving our understanding of how health-related behaviours can be maintained; 

and serve as a guiding framework for health behaviour interventions (E. C. Green & Murphy, 

2020; Janz et al., 1984; Maiman & Becker, 1974; Rosenstock, 1974). In healthcare, HBMs may, 

for example, be used to support nurse education and training around patient infection 

prevention. Applying the same HBM lens to worker health and wellbeing, however, may also 

help identify preventative ways for managing worker exhaustion, burnout, mental health, and 

musculoskeletal illnesses more effectively, although this would necessitate wider system 

engagement, which can be problematic in multi-level organisations.   

Moving away from more wider applications of health behaviour risk management strategies, 

and in the pursuit of a more individualised understanding of risk to health, Kriger (2021) 

undertook a small, creative study, investigating the corporal embodiment and understanding 

of the participants’ own health risk perceptions and experiences. Using Luhmann’s (1993) 

paradox of unity that posits that two discrete moments in time can become unified at another 

point in time through the physical mediator of the body, Kriger suggests that there are more 

subjective ontological aspects of risk that require further public health risk consideration. 

From the findings, four approaches to the embodiment of personal health risk were 



43 
 

presented; The ‘shit happens’ approach; The sequelae approach; The risk as heuristic 

approach; and The knowledge approach.  

The shit happens approach was characterised by two main features: the underlying belief that 

negative health outcomes are random; and that individuals have little control over the most 

important aspects that shape health. This aleatory aspect of risk was compounded by the 

knowledge approach, where individuals felt that a lack of information about health risks, what 

causes them, and how to effectively manage them, contributed to increased epistemic risk 

factors. In contrast to the randomness of the ‘shit happens’ approach to health risk, the 

sequelae approach asserts that both past and present actions can pose direct implications on 

the future embodiment of health risks. For Kriger’s participants, the routine and accumulative 

nature of actions and behaviours acted as hallmarks of the sequelae approach, and repetition 

was noted as a meaningful factor of how health risks were perceived and managed in the 

future. Perceiving that life is too complex to understand what aspects of our past link to our 

embodied presents and futures, risk as heuristic approach posits that in life it is easier to use 

self-learned, imperfect problem solving mechanisms than worry about what might never 

happen. This approach was observed to be aligned with the age of the participants, with older 

individuals making more concerted efforts to stave off and manage future health risks than 

their younger counterparts. 

Unlike more traditional HBM frameworks, Kriger’s four approaches help expand our 

understanding of who and what are considered relevant in relation to how risk presents and 

is embodied by individuals. The focus on the individual highlights that context and 

sociocultural influences need factoring in if we are to fully appreciate how risk is experienced 

by individuals living under social hierarchies and oppressive forces. These findings help widen 

approaches to health risk management beyond only ‘expert configurations’ and into 

individuals’ everyday experiences (Kriger, 2021) by recognising that both aleatory and 

epistemic risks impact on how individuals embody and perceive future risks in more 

subjective ways.  

2.5.6 Critique of Health Belief Model Approaches to Social Science Research 

Health belief models clearly underpin important public and individual health benefits in the 

form of wider health screening, vaccinations, public education and HIV protective behaviours 

(Alaszewski & Coxon, 2009; Champion & Skinner, 2008; Emmanuel, 2015; Jeihooni & 
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Rakhshani, 2019). However, the perception that all individuals possess the appropriate 

common sense, knowledge, and cognitive ability to understand the need, or want, to change 

harmful behaviours, has been critiqued as limiting, reductive and lacking in a wider 

understanding of individual human behaviour (Alegría et al., 2018; Champion & Skinner, 2008; 

Orji et al., 2012).  

2.6 Social Cognitive Theory 

According to Bandura (1998) a wider, more comprehensive approach to individual health risk 

behaviours is required if we are to change the practices of social systems that have 

widespread detrimental effects on our health, rather than solely changing the habits of 

individuals. In response to HBM thinking, Bandura’s social cognitive theory (SCT) set out to 

deal with the roles played by cognitive, vicarious, self-reflective, and self-regulatory processes 

in psychosocial functioning, and how environmental factors, motivations and influences help 

shape us, and our life courses (Bandura, 1977, 1986). Social cognitive theory asserts that 

possessing the confidence and skills to succeed motivates the likelihood of engagement in 

certain behaviours (Bandura, 1977). Engagement in healthy behaviour is further influenced 

by social determinants such as working life conditions, income, environment and early 

childhood development, and the impact these determinants have on individual choice and 

decision-making capabilities and opportunities (WHO, 2023).  

In healthcare, SCT can be used to assist in our understanding of the role personal and 

environmental factors can have on an individual’s health behaviours, prognosis, and 

prevention (Sebastian et al., 2021). Whilst In healthcare education, SCT can help facilitate 

knowledge between healthcare professionals and other stakeholders such as service users 

and colleagues (Manjarres-Posada et al., 2020). 

2.6.1 The Role of Self-Efficacy and Empathy on Risk Perception 

Instrumental in HBM approaches, and a central component of SCT, self-efficacy provides the 

foundation for human agency, a sense of control, and the self-belief that individuals can cope 

and manage whatever life throws at them (Bandura, 1977; Benight & Bandura, 2004; Pérez-

Fuentes et al., 2019). Self-efficacy can enhance or impede motivation and is directly related 

to behaviour (Bandura, 1986; Luszczynska & Schwarzer, 2015). It is also considered a powerful 

antecedent for engagement and job performance; a buffer against burnout (Barbaranelli et 
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al., 2018), and an important component of health behaviour and health risk assessment 

(O’Leary, 1985; Pérez-Fuentes et al., 2019; Schwarzer & Fuchs, 1995).  

Those with high self-efficacy traits are thought to feel more confident in performing 

challenging tasks and/or coping in novel situations, whilst those with perceived low self-

inefficacy are prone to suffering distress and negative emotions, such as anxiety and 

depression (Bandura, 1997). Also, where an HBM intervention requires significant skill to 

achieve and sustain health behaviour change, effective self-efficacy has been viewed as a 

particularly strong predictor of success (Ayers et al., 1997). Furthermore, empathic self-

efficacy, defined as a more altruistic approach to self-determining action (Eklund et al., 2012), 

has been found to have positive associations with good health and wellbeing, which in the 

health and social care workplace can help foster feelings of compassion satisfaction and role 

reward (Berg-Poppe et al., 2022; Ioannidou & Konstantikaki, 2008; Pérez-Fuentes et al., 2019; 

Shrestha et al., 2021).  

Empathy refers to the capacity to relate to and share another’s state of mind (Depow et al., 

2021; Greenberg et al., 2018; Ioannidou & Konstantikaki, 2008; Riess, 2017), is a pro-social 

behaviour, and has an important part to play in health risk perception and healthcare work 

(Grignoli et al., 2021; Kerasidou et al., 2021; Moudatsou et al., 2020; Tone & Tully, 2014; Yu 

et al., 2021). Empathy has two distinct components: emotional empathy, which involves 

feeling the emotions of another, and cognitive empathy, which relates to the appropriate self-

regulation of the emotion felt in response (Depow et al., 2021; Hunt et al., 2017; Riess, 2017). 

In care, health professionals with high levels of empathy have been observed as operating 

more efficiently and fulfilling their role in eliciting therapeutic change more effectively 

(Moudatsou et al., 2020). 

2.6.2 Role Modelling 

An aspect of SCT, role modelling can be a highly motivational and educational experience in 

the health and social care workplace, especially given current workforce shortages require 

workers to hit the professional ground running (Baldwin et al., 2017). Role-modelling provides 

important opportunities for personal and professional development, yet the term itself is 

poorly defined, researched, and means different things to different people and groups 

(Horsburgh & Ippolito, 2018). Role modelling remains one crucial area where standards are 

elusive, and where repeated negative experiences can adversely impact on learner 
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development and professional character formation (Kenny et al., 2003). Role modelling 

primarily works in two ways. Firstly, that the actions and character of others (e.g. supervisors 

and leaders) motivates people to aspire to be like them, and secondly, that individuals believe 

by paying attention to that person’s behaviour, they will learn something (Bandura, 1977; 

Gibson, 2004; Zagenczyk et al., 2009). 

Social cognitive theory, and the important role of self-efficacy, fundamentally impacts on how 

we perceive risk and the actions we then take to mitigate them. However, how we learn to 

be appropriately cautious, risk averse or risk tolerant depends on how individuals have 

learned to perceive risk from role models and other influential forces. Risk perception is 

central to risk assessment, which in health and social care, can at times mean the difference 

between life and death for vulnerable service users. How risk perception is formed, 

understood, and managed, is therefore discussed next, given self-efficacy and risk perception 

are thought to be reliable predictors of preventive health behaviour (Diotaiuti et al., 2021), 

which for USCWs can mean managing workplace wellbeing before it reaches burnout, and/or 

the need for time away from the role.    

2.6.3 Risk Perception 

Risk perception relates to an individual’s perceived ability to discern a certain amount of risk 

or susceptibility to a threat, has a prominent role to play in the decisions people make, and is 

inescapably subjective (Ferrer & Klein, 2015; Inouye, 2017; Renn, 2004; Slovic & Weber, 

2002). Risk perceptions are a constructed reality, formed from a collection of experiences and 

beliefs relative to the information available at the time, and common sense (Renn, 2004). 

Although arguably, common sense is something often assumed by others and poorly defined, 

which in the health and social care workplace can lead to workers feeling unable to seek role 

clarity, ask questions, access support and poor service user/worker outcomes (Brault et al., 

2014; Ly et al., 2018). Risk perception is not static, and life events can impact on levels of risk 

perception (Li et al., 2023). In healthcare, worker risk perception requires revisiting to ensure 

workers and supervisors are taking the necessary reflective and active steps to ensure risk 

assessments are consistent and safe (Fiandra et al., 2008; Ropeik, 2012). 

Risk perceptions are important precursors to health-related behaviours, and it is commonly 

assumed that a person’s knowledge and certainty about a risk determines how they will 

perceive it (Paek & Hove, 2017). How individuals perceive risk is relatively shaped by an 
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unconscious, emotional and heuristic processes, given the human brain is hard-wired to react 

quickly and defensively to perceived threats of any kind (V. J. Brown, 2014). The accurate 

perception of risk is affected by a complex variety of macro, meso and micro factors, and 

getting risk wrong is a common aspect of risk perception both in the moment, and in relation 

to longer-term consequences (Inouye, 2017; Ropeik, 2012). This study helps to uncover the 

different factors related to worker risk perceptions, how worker lived experiences can help 

shape these perceptions, and suggests that the supervision process can provide the suitable 

environment for risk and risk perceptions to be explored and understood. 

2.6.4 Macro, Meso and Micro Factors of Risk Perception 

Macro-level factors in relation to healthcare risk perception refer to organisational and 

leadership cultures of safety and understanding of risk; legal and regulatory influences and 

requirements; and economic barriers and enablers that are largely out of the control of the 

individual (Inouye, 2017; Sawatzky et al., 2021; T. Smith et al., 2019). The approach to safety 

and understanding of risk among managers and supervisors can have a profound impact on 

employee perceptions of risk, and studies have found a correlation between positive and 

caring organisational approaches to safety and decreased individual risk taking (Fleming & 

Buchan, 2002; Inouye, 2017). Conversely, workers were found to have decreased safety 

compliance and consideration when they rated the safety climate of their organisation as 

poor (Garcia et al., 2004; Giurgiu et al., 2015). Believing that safety information and support 

is not accessible is also associated with lower safety efficacy and safety compliance, as are 

levels of enforcement, severity of consequences and an employee’s level of trust in an 

organisation (Inouye, 2017).  

Research into this complex phenomenon needs to go beyond psychological analysis, to 

include broader social, cultural, biological and environmental explanations of risk behaviour 

(Giurgiu et al., 2015; Inouye, 2017; Sitkin & Pablo, 1992). However, and despite organisational 

and regulatory barriers and restrictions, Smith et al. (2019) found that nurses still find their 

roles rewarding and enjoyable despite the risks. Positive macro gains were observed in the 

form of standardisation and clarity of role, high levels of education, accreditation, experience, 

and responsibility, that afforded nurses higher levels of remuneration and autonomy (Smith 

et al., 2019), which may not transfer to unregulated care workers. 
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Meso-level factors fall between the macro and micro-levels and concern the interactions and 

collaborations between individuals and organisations, and individuals within organisations 

(Niskanen et al., 2016). They include peer and community pressures that influence individual 

behaviour, and how people perceive and tolerate risks in these situations. In the workplace, 

this may present as inexperienced employees adopting unsafe short-cuts while performing 

job tasks, because more experienced workers are doing so, and the need to fit in as motivation 

for complicity (Inouye, 2017). At a local level, meso-level factors can impact on rates of pay, 

the availability of job opportunities, limited staffing and support, inadequate breaks during 

shifts, quality improvement and performance monitoring (Smith et al., 2019).  

Micro-level factors affect risk perception and risk tolerance, and relate to an individual level 

of knowledge, experience and confidence around an event or situation (Inouye, 2017). It is 

also thought that those who are less informed are less likely to take risks than those who 

possess more knowledge and experience (Inouye, 2017). Whilst increased knowledge may 

lessen decision making anxiety, micro-level factors may lead to optimism bias, which can 

promote an individuals’ tendency to believe that a negative event will not happen to them, 

or that they are more adept at prohibiting harm than others might be (Fragkaki et al., 2021; 

Inouye, 2017). 

Individual, micro-level factors of risk perception characteristics are thought to be relatively 

stable cross-culturally (Renn & Rohrmann, 2000). They are shaped by demographic factors 

such as age, gender, physical and mental health status, occupation, residence, personal value 

basis, group identity and income, with those on higher incomes evidencing higher risk 

perception levels than those with more financial insecurity (Renn & Rohrmann, 2000; Wang 

et al., 2022). There are little to no available studies around the consequence of prior personal 

trauma in relation to individual and occupational risk perception outside of COVID-19 or 

research on adolescents. However, studies have repeatedly evidenced a link between risk 

perception and the impact of increased mental stress, sleep deprivation, pandemics and PTSD 

in healthcare workers (Geng et al., 2021; Jalloh et al., 2018; Yin et al., 2021). 

2.6.5 Risk Tolerance 

Risk tolerance refers to a person's capacity to accept a certain amount of risk (Inouye, 2017).  

As with risk perception, risk tolerance is a constructed, relative and heuristic process, shaped 

and influenced by an individual’s characteristics, lived experiences, behaviours and 
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expectations (Cavalheiro et al., 2012) and is largely based on heterogenous demographics and 

characteristics (Galizzi & Tempesti, 2014). In literature, risk tolerance is predominantly 

discussed through the quantitative lens of individual, financial and investment risk tolerance, 

and more traditionally risky workplace environments such as construction (Cavalheiro et al., 

2012; Galizzi & Tempesti, 2014; Y. Singh et al., 2022). Although few, quantitative studies on 

organisational and occupational risk tolerance, including healthcare have been considered 

(Zacchi et al., 2022).  

Validating the concept that demographics and traits have a significant part to play in risk 

tolerance situations (Cavalheiro et al., 2012; Galizzi & Tempesti, 2014; Y. Singh et al., 2022), 

Zacchi et al., (2022) also found that mood, whilst not providing any overall impact on risk 

tolerance, did highlight that cognitive biases are made when managers experience exhaustion 

and burnout. These cognitive biases led to managers making riskier organisational decisions 

(Zacchi et al., 2022), which in healthcare can result in errors, harm and fatalities. Burnout and 

exhaustion have become increasingly problematic for workers in the health and social care 

sector (Cetrano et al., 2017; Converso et al., 2021; Nocon et al., 2019; Rehder et al., 2021), 

which can negatively affect mood and impact on safe practice. Studies that specifically 

explore supervisor risk perception and mood in the health and social care sector would 

therefore be highly beneficial, particularly within the supervision setting. 

Seeking a more holistic approach to risk tolerance, Galizzi et al., (2014), found that 

construction workers who were more prone to risk taking tended to experience fewer 

recurrent injuries than those more risk averse, suggesting that this first experience ‘changes’ 

worker risk perception and tolerance levels. Galizzi et al., also found that demanding family 

stressors, social norms, working conditions, measures of socioeconomic status, health, and 

safety problems experienced by workers impacted on risk tolerance. However, unsafe events 

experienced in a worker’s youth, remained among some of the most important factors 

explaining the occurrence of recurrent workplace injuries. While using a more traditionally 

physical approach to workplace risk tolerance and injury, Galizzi et al., do help to shed light 

on the nature of early exposure to risk and safety, and how these experiences can help shape 

and determine individual risk tolerance levels in the health and social care workforce. 
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2.6.6 Distress Tolerance 

A relatively recent concept in psychological research and discourse, distress tolerance relates 

to an individual’s ability to tolerate stressful states and perform goal-oriented tasks within 

that stressful state (Stemke, 2013). It is the ability to effectively withstand adverse internal 

thoughts and feelings, traumatic memories and intrusive thoughts, and is primarily linked 

with psychopathological literature and understanding how mental health disorders are linked 

to a patient’s prior experiences and behaviours (Larrazabal et al., 2022; Stemke, 2013). 

However, given the psychologically stressful, vicarious, risk-laden, dangerous, and uncertain 

nature of working with vulnerable adults in the health and social care workplace, distress 

tolerance will be briefly considered in relation to better understanding worker risk perception 

and risk tolerance. 

Distress tolerance can be broadly viewed as having two components. The first is an internal 

component, or the individual's perceived ability to withstand negative emotions and other 

aversive states, such as feeling anxious when faced with an unknown situation (Leyro et al., 

2010). The second is an external component, which focuses on the individual's actual 

behavioural responses to those feelings (Leyro et al., 2010). Zvolensky et al., (2010) note that 

individuals with lower levels of distress tolerance may be prone to ineffectively respond to 

distress and distressing situations, and as a result may try to avoid difficult emotions and 

challenging experiences. In contrast, people with higher levels of distress tolerance, may feel 

more able to adaptively respond to distress or distressing events, which in turn can promote 

more positive physical and mental health outcomes (Larrazabal et al., 2022). Whilst only 

scantly applied in wider occupational literature, distress tolerance has yet to be used as a lens 

through which to understand how health and social care workers are able to tolerate the 

distress and anger of others, whilst managing their own psychological and wellbeing needs.   

2.7 Human Factors Theory 

Originating from the field of engineering and aviation safety, human factors (HF) attempt to 

mitigate risk through wider systems thinking. Human factors is an umbrella theory 

encompassing environmental, organisational, and individual characteristics and factors, and 

the relationships between them that affect day-to-day working, human safety, wellbeing and 

overall system performance (O’Connor & O’Dea, 2021; Stramler, 1993; White, 2012). Human 

factors differentiate from other theoretical contributions to risk in terms of its person-
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centred, user led, systems approach that can lead to higher levels of safety, improved user 

satisfaction, sustained cost savings over time, and better quality, consistent outputs (Hignett 

et al., 2018; 2019; Milligan, 2007).  

Human factors theory considers human strengths and weaknesses in the design of systems 

and technology (Henriksen et al., 2008), acknowledging that human error is a consistent 

variable, and that this knowledge can help improve systems and processes to manage these 

human variables more safely and productively (Milligan, 2007). Organisational transparency 

and multi-level system dialogues can also help foster trust and openness with employees 

(Rawlins & Rawlins, 2008; Schnackenberg & Tomlinson, 2016), which are important indicators 

for worker engagement, role fulfilment and safety compliance (Brown et al., 2015). The 

Health and Safety Executive (HSE, 2023a) acknowledge that people’s behaviour is affected by 

the characteristics and culture of the workplace, and that workers and work groups also 

respond to the messages and cues they receive from managers and supervisors. In relation to 

overall supervisory duties, the HSE note that the supervisory role is an important one, and 

that problems can emerge because of poorly defined responsibilities, heavy workloads, 

inadequate resources, or because of removing supervisory roles altogether (HSE, 2021a).  

2.7.1 Human Factors in Health Care 

Traditionally, paternalistic models in medicine viewed patients as passive recipients of care, 

although this model is slowly changing to one where patients and healthcare workers form a 

partnership toward the common goal of improved health (O’Connor & O’Dea, 2021). This shift 

recognises that a more person-centred approach to healthcare benefits patient safety and 

recovery, and that patient values and expectations inform positive healthcare experiences 

(Gluyas, 2015). The goals of human factors in healthcare are twofold (Russ et al., 2012): firstly 

they support the cognitive and physical work of healthcare professionals such as increased 

worker satisfaction, efficiency, and training (Karsh et al., 2006), and secondly they promote 

proactive quality, safe care for patients (e.g. patient/user friendly health technologies) 

(O’Connor & O’Dea, 2021; Saleem et al., 2009).  

The National Quality Board (2013) recognises that HF impact on human behaviour, knowledge 

and risk management in the clinical setting (Verbano & Turra, 2010), enhancing performance 

through the effects of teamwork, a trusted workplace culture and positive organisational 

influences (CIEHF, 2019; Dempsey et al., 2006). A human factors approach has yet to be 
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integrated within all areas of unregulated social care (Phipps, 2019), although as discussed in 

2.7, HF has been used in health and social care risk management approaches. The use of HF 

may not be explicit in unregulated social care however, given the non-technical and often 

lone-working aspect of the role, and that social care providers are commonly independent of 

larger, regulated healthcare providers such as the NHS. Consequently, the HF literature 

reviewed is set in healthcare environments, although the case is made for a human factors 

approach for the social care sector (Hignett & Lang, 2018). 

2.8 Human Factors Empirical Research  

Empirical literature where aspects of human factors have been investigated, including 

healthcare research, non-technical skills, simulated learning and situational awareness, is 

analysed in an integrative manner, followed by a concluding critique on human factors. 

2.8.1 Human Factors in Healthcare Research 

Asserting that the experience and human factors of providing care are often overlooked at 

high decision-making levels, Privitera (2018) explored burnout through the wellness surveys 

of 528 advanced healthcare practitioners, including nurses, doctors, and surgeons. Privitera 

found that the extended vigilance and accountability required in the role bled into 

practitioner down-time, and that the human factor-based risk vs. benefit paradigm needed 

rethinking. Hypervigilance, high levels of responsibility and emotionally taking work home are 

not unique to physicians. Workers in all health and social care roles struggle to find healthy 

work/life balances (Barck-Holst et al., 2022; Picton, 2021; RCN, 2021), and currently, 

healthcare settings do not grasp the health and wellbeing risks of such extended vigilance and 

cognitive attention (Privitera, 2018). Workplace initiatives were also found to be a drain on 

worker resources, as physicians struggled to cope with new learning, whilst maintaining 

performance and patient safety standards.  

In response to the wellness surveys, Privitera (2018) was able to utilise existing organisational 

resources, in recognising that reduction of burnout and improvement in clinician wellbeing is 

critical to patient safety, and that burnout is a driving and justifying force to build wellness 

programmes. However, a lack of relational connection and feedback between workers and 

organisations inhibited productive communication, and recommendations are made for 

improved provider well-being systems to help promote sharing and safe practice. Studies 



53 
 

using a human factors framework (Henriksen et al., 2008; Holden et al., 2013), have a tool 

that can help explore workplace issues more holistically when applied systematically 

throughout an organisation (National Quality Board, 2013). However, how parts of a system 

then respond to this new human factor knowledge, is another consideration. Therefore, 

human factors as a change theory, requires a wider organisational buy-in and understanding 

of psychosocial and individual behaviour, if effective change is to occur and be sustained.  

Using a small group of experts Roth (2014) explored the human side of nursing, identifying 

that which makes nurses vulnerable to mistakes, to better understand the causes. Findings 

suggested that the causes of medical errors in hospitals fell into three areas: the biophysical 

state of the individual nurse; the environment of the clinical unit; and tolerated general risk 

situations. Roth also found that night nurses perceived fatigue as less of a contributory factor 

for error, than day shift nurses, recognising that human factors are capricious and 

compounded by wider support failures that escalate the potential for errors. This may suggest 

that night nurses had become normalised and tolerant to fatigue, and that they no longer 

situationally recognised it as an element of human error and risk. In much the same way, this 

study aims to highlight the human side of unregulated social care work, to better understand 

the causes of poor worker wellbeing, practice and retention. 

2.8.2 Non-Technical Skills 

A sub-set of human factors (Casali et al., 2019; Gordon et al., 2015), non-technical skills (NTS), 

are the social and cognitive skills that underpin clinical or technical skills (White, 2012). Non-

technical skills include situational awareness (knowing what is going on around you), decision-

making, leadership, communication and teamwork, and managing personal resources such as 

fatigue and wellbeing (Flin & Agnew, 2017). There is growing evidence that practitioners need 

to improve on their NTS (White, 2012), given in healthcare, studies are beginning to show that 

the NTS of clinical staff are related to positive patient outcomes (Hull et al., 2012). However, 

whilst other industries have adapted their NTS to match occupational and technological need, 

healthcare has struggled to agree on a standardised NTS framework for practice (Johnson & 

Aggarwal, 2019).  

Studies on NTS in healthcare tend to focus on medical and surgical processes and literature 

reviews (Carayon & Hoonakker, 2019; Casali et al., 2019; Crossley et al., 2011; Hull et al., 2012; 

Yule, Flin, Paterson-Brown, & Maran, 2006). However, these findings are highly transferable 



54 
 

to other areas in health and social care given that NTS are a critical component of community 

care (Carayon & Hoonakker, 2019). Recognising the gap in literature pertaining to NTS and 

scrub nurses, Mitchell et al., (2011) undertook semi-structured interviews with twenty-five 

experienced scrub nurses and nine surgeons, to explore the perceived importance of NTS in 

operating theatres. Identifying the main social and cognitive skills raised by participants, 

Mitchell et al., found that situational awareness, communication, teamwork, task 

management and coping with stress, were all perceived as key to successful scrub nurse role 

performance.  

Like scrub nurses, USCWs are commonly exposed to chaotic and fast paced, high pressure 

workplace environments, where communication, teamwork and coping with stress play an 

important part of safe practice and individual wellbeing. Non-technical skills are often learned 

through experience, and it this awareness that helps us understand and respond to the more 

nuanced cues and behaviours of others, although less experienced nurses may feel inhibited 

to speak up (Umoren et al., 2022). The surgeons in the Mitchell et al., (2011) study 

acknowledged that hierarchical structures still preclude the free flow of information between 

nurses and doctors, however, the more experienced nurses tended to feel that they spoke on 

the unconscious patient’s behalf, and as such felt more compelled to speak out. The similarly 

hierarchical and unequal nature of the unregulated social care workforce can also inhibit open 

and honest dialogue with managers and seniors, highlighting the importance of NTS 

acquisition for USCWs as a tool for improved worker communication, organisational trust and 

collaboration, and service user wellbeing and safety. 

2.8.3 Simulated learning and Situational Awareness 

Outside of mandatory training, unregulated social care workers will be expected to undertake 

some form of hands-on, practical learning. Simulated learning can offer workers an excellent 

opportunity to practice and develop situational awareness, risk perception and role 

comprehension in a safe, supportive and reflective space (Fore & Sculli, 2013). However, 

USCW training largely consists of learning more practical skills such as equipment use, 

medication dispensing, and occasionally some form of breakaway training, with little to no 

consideration around worker NTS, or ways to enhance worker wellbeing through them.  

Gordon et al., (2017) highlighted the anxieties that are often associated with interdisciplinary 

working in healthcare, and that simulations can provide the means to ease these anxieties. 
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Undertaking three simulated ward experiences followed by two focus groups, Gordon et al., 

identified that current NTS safety interventions have failed to address the ‘how’ and the ‘why’ 

of human error, leaving a clear gap in knowledge, and that clarity as to how NTS are regulated 

through simulation learning has yet to be addressed. Practice simulations in nursing have also 

been observed as providing a safe and educational space for learning, and statistical 

improvements in knowledge/skill, critical thinking ability and/or confidence after simulation 

training have also been identified (Cant & Cooper, 2010).  

Given the scope for both worker and service user risk and harm in the unregulated social care 

workplace, simulated learning can provide USCWs with a safe, reflective and supportive space 

to share good practice, and learn about/develop NTS. Non-technical skills are an important 

aspect of USCW practice and integrating NTS, and the opportunity for real-life practice 

scenarios, into unregulated social care workforce training can help improve communication, 

decision-making and situational awareness skills. 

2.8.4 Critique of Human Factors 

Human factors largely fail to consider the impact of tolerance and normalisation of poor 

practices, prior held beliefs and lived experiences on worker performance and wellbeing. 

Therefore, a better understanding of the views of healthcare workers who make an error but 

do not report it, is needed, and must be provided in an environment where healthcare 

workers feel they can admit to errors without shame, guilt and blame (Brborović et al., 2019; 

GOV.UK, 2016; Parker & Davies, 2020; Wolvaardt, 2019). A significant aspect of enabling 

workers to feel safe and confident about coming forward after making, or nearly making 

errors, is a workplace culture of trust, open communication and leadership. These NTS form 

an important part of how organisations foster ‘just’ environments and have a significant role 

to play in supporting teamwork, decision making and worker resources (Bies, 2000; 

Wolvaardt, 2019).   

Despite the title, HF approaches in healthcare pays little to no human-centred attention to 

the workforce, whose individual wellbeing needs are superseded by those of vulnerable 

service users, and overlooked by managers, organisations, regulators, and policy makers. The 

impact of individual worker health and wellbeing on patient safety remains largely unexplored 

outside of fatigue and work overload, pointing to a gap in the HF literature. Human factors 

has yet to find standardisation within health and social care, given it is still the worker who 
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tends to bear the brunt of practice errors (Brborović et al., 2019; Wise, 2018; Wolvaardt, 

2019) despite a no blame culture (GOV.UK, 2016). Defendants of this culture, however, 

typically fail to distinguish between blaming someone and holding them accountable (Parker 

& Davies, 2020). 

Henriksen et al., (2008) note that the term human factors also lacks explanatory power by not 

describing anything other than human involvement in the error, explicitly placing blame on 

people and suggesting some sort of human shortcoming or lack of attentiveness was at fault. 

Adding that “when human error is viewed as a cause rather than a consequence, it serves as 

a cloak for our ignorance” (Henriksen et al., 2008 p. 9). This ignorance is further compounded 

by a lack of understanding about the experiences, wellbeing and support needs of the health 

and social care workforce as a group, and as individuals.  

The unregulated social care sector is a complex, multi-level institution, with a supervision 

process that has yet to be theoretically or conceptually structured. In a bid to educate our 

ignorance, a human factors approach to the supervision process can help widen our 

understanding of how and why this important workplace support process is largely failing to 

meet worker need, who is accountable for the process, and what can be done to start 

addressing this issue more holistically and responsively. 

 2.9 The Wellbeing Needs of the Workforce 

This section will explore two areas of health and social care workplace experience; violence 

and aggression, and work-related stress and burnout, both of which function as significant 

contributors to poor worker wellbeing and sickness absences (Converso et al., 2021).   

2.9.1 Workplace Experiences of Violence and Aggression 

Little empirical research has been undertaken on aggression directed at unregulated workers 

in the care and support environments and how workers respond to it (Nyberg et al., 2021; 

Lachs et al., 2013; Rapaport et al., 2018). Workplace violence can be defined as abuse, and 

intimidation or an attack in circumstances that relate to an individual’s employment, and that 

involves an explicit challenge to their safety, wellbeing, or health (Mento et al., 2020). 

Workplace violence is recognised as an occupational hazard in healthcare (Mcphaul & 

Lipscomb, 2004) and for Rapaport (2018) and Scott et al (2011), it is an innate part of care 
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work that is intrinsically interwoven with compassion, care, concern for the client, unmet 

need, and constraints on staff responses.  

Workplace violence has been documented in all sectors, but female dominated sectors are at 

particular risk (Newman, 2014), with violence, or the threat of violence serving as the most 

consistent predictor for long-term sick leave (Aagestad et al., 2014). It is widely acknowledged 

that healthcare workers experience aggression and violence from service users, that these 

harmful experiences are underreported, and that worker wellbeing is worsened as a result 

(Arnetz et al., 2015; Denney, 2010; HSE, 2023b; Mento et al., 2020; Zelnick et al., 2013). It is 

worth noting however, that the COVID-19 pandemic has increased the reporting of violent 

incidences against health and social care workers, which due to under-reporting is likely the 

tip of the iceberg (Devi, 2020). 

Exploring worker perceptions and implications of violence and abuse in dementia care home 

environments through a literature review of 196 papers, Scott et al., (2011) found that an 

accumulation of violence and abuse toward dementia care workers can lead to emotional 

exhaustion, depersonalisation, feeling undervalued, unsupported and lacking in the necessary 

skills. They also found that the magnitude, expectation and acceptance of violence and abuse 

became a normalised part of the dementia carer role, going on to assert that this 

phenomenon was unique to the dementia care setting. Whilst it is widely acknowledged that 

dementia care home workers are exposed to violence and abuse from residents (Albert, 2018; 

Boström et al., 2012; Cooper, 2014; Gates et al., 2013), lone workers, mental health and 

substance misuse workers, amongst many others are equally exposed to persistent levels of 

violence, abuse and harm (Phoo & Reid, 2022). Arguably all individuals who work with 

vulnerable, unpredictable and cognitively impaired individuals are exposed to increased 

aleatory risk factors. However, given USCWs who work in the community often do so alone, 

the lack of self-protective training and peers to call on for support and guidance further 

impacts on levels of epistemic risk.  

Survey responses and systematic literature reviews, whilst helpful in understanding the what, 

do not help us in understanding how emotional experiences are embodied by individuals, or 

what they are, or are not, doing to personally manage associated work-related stress and 

burnout. Alongside widening understanding around USCW experiences with workplace 

violence, this study begins to contextualise the impact of violent and abusive workplace 
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incidences experienced by USCWs, many of whom will not have access to peer support and/or 

effective supervision. 

2.9.2 Work Related Stress and Burnout 

Work-related stress can have a negative influence and impact on healthcare professionals’ 

physical and emotional wellbeing and their overall quality of life (Koinis et al., 2015; Olagunju 

et al., 2021; Ravalier et al., 2020). Current data on social care sickness absence by days lost 

was not available at the time of writing, although from wider data on caring, leisure and other 

service occupations, the social care workforce has experienced an increase in sickness 

absences (ONS, 2020, 2021). A mixed methods study of stress in 1,677, NHS employees 

including 1,644 survey responses, found that levels were 46% higher than the national 

average and that a lack of support and understanding from management was cited as a 

significant influence on poor mental health and wellbeing at work (Ravalier et al., 2020). 

Recommendations for practice change were made around improving communication and 

peer support, although without guidance, practical support, or funding they are unlikely to 

get off the ground.  

Identifying a gap in the literature, Schiff & Lane, (2019) surveyed 472 frontline homelessness 

workers, noting that a large group of respondents who had contact with homeless clients 

were negatively impacted upon in more significantly harmful ways than other emergency 

services such as the police or ER nurses. Schiff and Lane suggested that trauma informed 

approaches to social care be expanded into the workforce, as it was recognised that a desire 

to help others can be motivated by previous psychosocial problems and traumatic past 

experiences. Schiff and Lane also recommended that trauma informed approaches to social 

care are expanded to include trauma responses in the workforce. However, a deeper, more 

phenomenological understanding around what drives workers into knowingly harmful roles, 

and how we can support them through the supervision process would be beneficial. Originally 

conceived as a psychosocial response to public health disasters and emergencies, 

Psychological First Aid (PFA) training is emerging as a beneficial tool to help frontline 

healthcare professionals manage responses to crises, and will be discussed next as an 

example of the types of training that can enhance supervision outcomes for distressed and 

traumatised USCWs. 
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2.9.3 Psychological First Aid training 

Psychological First Aid (PFA) training is an evidence-based psychological intervention used to 

help mitigate acute stress and foster resilience for those affected by crisis both in the short 

and long term (Wang et al., 2021, 2022; Zafar et al., 2021).  Underpinned by Stevan Hobfoll’s 

five principles of psychosocial care: a sense of safety, calming, self and community efficacy, 

social connectedness, and hope (Dückers, 2013; Ursano, 2021), PFA training has been shown 

to enhance participant confidence, knowledge, self-care and emergency preparedness 

(Eweida et al., 2023; Lalani & Drolet, 2020; Zafar et al., 2021). Whilst Hobfoll’s principles still 

influence organisations and policy makers (Snider et al., 2011), PFA training is now being 

utilised as a tool to help the wellbeing of those who provide care for distressed, traumatised 

and unpredictable others on a more day-to-day basis (Schoultz et al., 2022; Tessier et al., 

2022; Wang et al., 2021). Validating the potential benefits of using a trauma informed 

approach to supervision and the managing of adverse events in the unregulated social care 

workplace, PFA training has been utilised in healthcare and social work as an effective mental 

health tool (Schoultz et al., 2022; Tessier et al., 2022). As support grows for its use, 

consideration should be made for wider accessibility to the training beyond its initial 

application of public health disaster and emergency management (Everly, 2020).  

With no fixed framework of content and delivery, PFA training can be utilised to meet the 

varied cognitive and physical needs of specific users, and for healthcare professionals this may 

include the following areas: understanding PFA, recognising post trauma and PTSD reactions, 

understanding normal stress responses, how to provide peer support, recognising 

compassion fatigue and burnout and ways to provide continuing support for self and 

colleagues (NHS, 2023). Psychological First Aid training and its awareness of both the short 

and longer-term impacts of trauma, can help situate the need for a less ‘disaster’ led, but still 

immediate approach to supporting USCWs, who on a daily basis manage one service user 

crisis to another over long periods of time. At the time of writing, no empirical studies on the 

use of PFA could be found outside of nursing homes and health care/social work 

professionals, and whilst this does not mean PFA training is not being used in these settings, 

the emerging body of work from the healthcare sector can provide an effective comparison 

to the workplace training, support and supervision needs of USCWs.  
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In healthcare PFA training is being used to help ameliorate the elevated risk of stress, burnout 

and mental health for frontline healthcare workers dealing with patient crises and public 

health emergencies (Søvold et al., 2021). The COVID-19 pandemic caused unprecedented 

levels of demand, strain and harm on health and social care systems across the globe (Hayes 

& Walters, 2020; McGilton et al., 2020; Samuel, 2020; Schoultz et al., 2022; Smith, 2020; 

WHO, 2021) and the use of PFA training is increasingly considered an effective psychological 

tool to extend mental health support to communities such as healthcare professionals and 

HCAs (Everly, 2020).  

Surveying 64 student nurses both pre and post PFA training, Eweida et al., (2023) found that 

pre-PFA training, students were experiencing high levels of psychological distress and low 

resilience capacity as a response to the COVID-19 pandemic. Post PFA training, the students 

noted a significant reduction in psychological distress and likewise, a significant increase in 

feeling of resilience capacity. The psychological benefits of PFA training for healthcare 

workers are widely shared (Eweida et al., 2023; Lalani & Drolet, 2020; Movahed et al., 2022; 

NHS, 2023; Zafar et al., 2021), however, the quality and standard of training delivery can 

impact on how PFA training is understood and subsequently utilised. 

Whilst acknowledging the promising potential for increased psychological wellbeing for 

frontline health care professionals who complete PFA training, Wang et al., (2021) undertook 

a scoping review which also highlighted that inadequate empirical data, guidance, reporting, 

training evaluation and unclear training outcomes needed to be strengthened before PFA 

training can fully enhance preparedness for future crises. Like Wang et al., Movahed et al., 

(2022) also found that PFA training programmes were often lacking in quality, being short in 

duration, without practical interactions and post training supervision, although again, they 

found PFA training to be of significant benefit to participants. Recipient experiences with PFA 

also remains understudied (Tessier et al., 2022), although Tessier et al found that PFA 

intervention helped address the immediate support needs of emergency medical workers 

who found the time-sensitive nature of the intervention, and closeness with peers, beneficial 

in reducing stigma and increasing help-seeking behaviours.  

Psychological First Aid training is predominantly observed as a psychological tool to help 

frontline health and emergency workers manage the emotional impact of critical events. As 

such its application perhaps precludes the more mundane, yet nonetheless distressing and 
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traumatic daily events of service user deaths, normalised violence and abuse, vicarious 

trauma and the commonplace, accumulative stress of the chaotic USCW workplace. Also 

missing from consideration for the provision of PFA training to wider groups, is the impact of 

worker lived experience of trauma and crisis and how these experiences affect individual 

behaviour and responses during times of increased stress. As Everly (2020) notes, the 

application of PFA can be far more wider reaching than first imagined. Therefore, 

understanding the ongoing impact of normalised and tolerated crises and emergencies, can 

help provide a more compassionate and meaningful lens through which to view the demands 

placed on often isolated and unsupported H&SC workers.  

Psychological First Aid training clearly offers a promising psychological intervention to support 

those exposed to traumatic events, and it is becoming evident that PFA is an important aspect 

of psychological interventions and core mental health principles during pandemics and other 

disasters (Ursano, 2021). However, in practice the availability of PFA can be limited by a lack 

of resources and onsite mental health professionals (Wang et al., 2022), which combined with 

inadequate empirical data, poor quality training and record keeping may contribute to limited 

accessibility.  

2.10 The Provision of Supervision in Health and Social Care 

The consequences of difficult workplace incidences include physical, emotional, financial and 

psychosocial harm, and if not managed effectively by the worker and the organisation, can 

result in increased sickness absence, poor retention, poor job satisfaction and burnout (Ham 

et al., 2021; Lim et al., 2022a; Mento et al., 2020; Sebastian et al., 2021). Shifting the focus to 

available workplace support provisions, the health and social care supervision process is 

explored further.  

Supervision is a process that sits within wider health and social care systems of practice, 

worker wellbeing support and service user safety. Effective supervision, as an essential 

component of work in the adult care sector, should represent a safe space where individuals 

get the opportunity to reflect, learn and feel supported, and should be standard practice for 

all staff members in adult social care (Hawkins & Shohet, 2012; Carpenter et al., 2012; SCIE, 

2017; Skills for Care, 2020; Tobias et al., 2016). Field & Brown, (2019) describe supervision in 

social care as the action of directing and observing what someone does or how it is done, 
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reflecting the legal, professional, organisational requirements and the personalities of those 

involved. Tomlinson, (2015) saw clinical supervision as having patient-safety and the quality 

of patient care as its primary purpose, whilst others appreciate the process as a more 

reflective, supportive, and relational goal-oriented alliance between the worker and the 

organisation (Gonge & Buus, 2011; Spence et al., 2001). 

2.10.1 The State of Supervision in the Sector 

Supervision delivery expectations fall under the Health and Social Care Act 2008 (Regulated 

Activities): Regulation 18 (CQC, 2023), although no clear guidance is offered around the type 

and/or structure supervision can take, and there are no sanctions available around poor 

provisions of supervision. However supervision is defined and regulated for in the health and 

social care sector, some unregulated workers may not be receiving supervision at all, and the 

failure of supervision provision for social care workers needs urgent attention (Rothwell et 

al., 2021). Care workers have also found themselves increasingly taking on more of the skilled 

responsibilities that were once tasked to registered nurses and social workers (UNISON, 

2016). In response, effective supervision processes can help assess and support USCWs in 

accessing the right training, provide opportunities for reflection and learning, monitor worker 

and service user wellbeing and risk, and provide more general workplace support (Knox et al., 

2021; SCIE, 2017; Tobias et al., 2016). 

Regular and effective clinical supervision for individuals in the health and social care sector is 

a valuable tool in helping to reduce stress and burnout (C. T. Jones & Branco, 2020; Knox et 

al., 2021; Swedberg et al., 2013). However, previous studies have found both low availability 

and acceptance of its value, particularly amongst health care assistants (McCarron et al., 

2018a). Recognised as a vital aspect of safe practice in social care, limited quality and 

consistency of supervision has been implicated in serious incident reviews (Bourn & Hafford-

Letchfield, 2011; Donovan, 2016; GOV.UK, 2022a). Additionally, increasing care needs and 

demands in an ageing society living longer with disease (Age UK, 2019), and a declining 

workforce (Skills for Care, 2022a), continues to place additional pressure on the quality and 

provision of supervision.  

2.10.2 The Benefits of Supervision 

Research suggests that good supervision benefits wellbeing by providing an opportunity for 

peer support and stress relief, as well as a means of promoting professional accountability 
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and skill; job satisfaction; knowledge development; staff commitment and retention; and 

positive mutually reinforcing experiences (Brunero & Stein-Parbury, 2008; Carpenter et al., 

2012; Koivu et al., 2012; SCIE, 2017). Allbutt et al., (2017) perceived supervision to be 

beneficial when individuals participated fully, were given the chance to reflect and 

constructively challenge, were respected and had access to supervision that was consistent, 

protected, and suitable to the employee’s circumstances.  

It is acknowledged that effective clinical supervision can provide a beneficial space for nurses 

and social workers to discuss their emotional and physical labour, training and support needs 

(Carpenter et al. 2012; McCarron et al. 2017) yet despite the development of a number of 

definitions and models of supervision, it remains ill-defined (Ducat & Kumar, 2015). The 

provision of quality care is also enhanced when social care workers have access to structured, 

competent, and professional supervisory support (HCPC, 2022). Identified as being supportive 

of worker and service user wellbeing, Carpenter et al., (2012) also note that positive 

relationships between supervisor and supervisee and a space where workers can reflect and 

feel heard, can reduce staff turnover and increase commitment to the organisation.  

2.10.3 The Impact of Abusive Supervision     

Abusive supervision refers to an employee’s perception of the extent to which a supervisor 

undertakes a sustained display of hostile verbal and nonverbal behaviours, excluding physical 

contact (Tepper, 2000). Abusive supervisory behaviours include but are not limited to being 

rude and disrespectful; breaking promises; invading privacy and sharing confidential 

employee information; humiliating employees in front of others; wrongly blaming employees 

for errors; purposely withholding information (Bies, 2000; Tepper et al., 2017); having loud 

and angry tantrums (Bies, 2000) and “petty tyranny” (Ashforth, 1997, p. 1). 

 “Stemming from the injustices that characterise the social exchange processes between 

supervisors and their subordinates” (Oyewunmi & Oyewunmi, 2022, p. 2), abusive supervision 

is common in the workplace (Estes, 2013; Kemper, 2016; Martinko et al., 2013; Tepper et al., 

2017). Recognising a gap in the literature, Tepper (2000) examined the consequences of 

abusive supervision from an employee perspective. Tepper found that the experience of 

abusive supervision, much like other experiences of relational abuse, left employees feeling 

a sense of enduring powerlessness about how to address the problem, which was further 

compounded by financial responsibilities and worsening wellbeing. Employees often feel 



64 
 

pressured to remain in abusive supervisory relationships until such times as the employee or 

the supervisor leaves the organisation, or the supervisor changes their abusive behaviour, 

and commonly, it is the employee who goes on to quit (Lavoie-Tremblay et al., 2016; Simard 

& Parent-Lamarche, 2022; Tepper, 2000).  

Stein et al., (2020) asserted that abusive supervisors act intentionally and with a purpose, but 

that their immediate intent is not always necessarily to actively cause harm to the supervisee. 

Intent is an important aspect of abusive supervision (Stein et al., 2020), however supervisors 

may have other objectives and antecedents. These include using abusive supervision as a 

motivator for high performance (Stein et al., 2020); are supervising in a way both socially and 

professionally modelled to them (Bandura, 1977; Tepper et al., 2017); and/or are abusing the 

supervision space as a manifestation of unmet mental health, wellbeing and professional 

support needs (Tepper, 2007).  

Whilst some studies have evidenced a positive correlation between abusive supervision and 

increased employee motivation (Zhu & Zhang, 2019), studies largely find that abusive 

supervision has far reaching harmful consequences such as subordinate employees 

experiencing high levels of insomnia and exhaustion; poor ethical practice considerations; 

worsening mental health and workplace attitude; substance misuse and work/family conflict 

(Mackey et al., 2013; Martinko et al., 2013; Shih et al., 2022; Zhang et al., 2018). Oyewunmi 

and Oyewunmi (2022) found a negative relationship between abusive supervision and worker 

behaviour, recommending an urgent reengineering of the toxic, vicious circle of abusive 

supervisors. They note that employees who wish to express concerns about abusive 

supervision are often impacted upon by mediating factors including the perceived 

receptiveness of their superiors; fear of retaliation; a lack of empowerment and agency; and 

the normalisation of abusive behaviours (Estes, 2013; Fischer et al., 2021; Tepper, 2000; 

Tepper et al., 2017).  

Studies demonstrate a high rate of abusive supervision amongst healthcare workers (Estes, 

2013; Lavoie-Tremblay et al., 2016; Shih et al., 2022; Simard & Parent-Lamarche, 2022; Zhang 

et al., 2021). Building on this and adding to the literature on whistleblowing intent in 

healthcare, Oyewunmi and Oyewunmi (2022) interviewed and surveyed 180 healthcare 

assistants to assess the likelihood of whistleblowing intention, and reasons behind decisions 

not to. The study found that abusive supervision was a common occurrence for many of the 
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participants, who stated that their low status as healthcare assistants left them believing that 

their voices would not be listened to if they did speak out. However, the data also suggested 

that age and length of service was a mediator for perceptions of abusive supervision, with 

increasing age and experience positively impacting on abusive supervision perception. Given 

Oyewunmi and Oyewunmi recognised that normalisation can be a critical factor for tolerance 

to abusive supervision, and that normalisation is difficult to conceive and measure, older and 

more experienced worker perception of abusive supervision may in fact be representative of 

increased tolerance and normalisation through over-exposure. 

Of the 391 usable nurse questionnaire responses, Estes (2013) found that 46% (182) had 

experienced abusive supervision, with 143 of this group going on to add that the experience 

had negatively impacted on their performance. Responses to abusive supervision experiences 

included: taking longer breaks; not following supervisor instructions; daydreaming; 

intentionally working more slowly; putting little effort into their role; and being late for work. 

Recommending a more fair and responsive approach to supervision, Estes proposed seeking 

guidance from nursing staff who would be able to identify the attitudes and behaviours that 

they value in a supervisor, subsequently integrating these qualities throughout an 

organisation. However, abusive supervision continues to be problematic within healthcare 

(Oyewunmi & Oyewunmi, 2022). Martinko et al., (2013) lamented that studies on abusive 

supervision have reached saturation point, but there is still much to be done and known, 

around how we mitigate for this damaging and toxic workplace experience. Following Estes 

(2013) lead, and in response to the lack of specific USCW literature around ‘their’ supervision 

experiences and needs, this study begins to help address this knowledge gap. 

2.11 Community Health Workers 

An absence of research on the lived and supervision experiences of the 1.5 million 

unregulated social care workers in England and Wales (Skills for Care, 2023), contributes to a 

lack of understanding and support for this occupational group. However, unregulated social 

care workers, or Community Health Workers (CHWs) as they are known in other countries, 

have been more widely considered. It should be noted however, that much like supervision 

experiences for unregulated social care workers, CHW supervision is also an under-

researched area with a paucity of empirical studies (O’Donovan et al., 2018).  
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Predominantly found in African and South Asian nations, CHWs are laypeople who provide an 

important supportive role for primary health care services (O’Donovan et al., 2022), 

performing minor medical procedures such as wound cleaning and dressing, administration 

of medication and health monitoring (NHLBI, 2014). Alongside this they provide a link 

between professional health care workers and patients, and patients with their communities 

(WHO, 2021b). The term community health worker, has also been applied to unregulated 

workers, employed in roles who work with community groups presenting with non-medical 

issues as their primary concern such as homelessness, substance misuse and mental health 

(NHCHC, n.d.). In this context, the most key factor in a CHW’s success within the community 

healthcare workplace, and with vulnerable clients, is thought to be the presence of a 

consistent, supportive and sensitive supervisor, given it is appreciated that lived experiences 

can impact on the worker and their performance (NHCHC, n.d.).  

2.11.1  Supervision for Community Health Workers 

Studies on supervision for CHWs make for similar reading in relation to the types of 

supervision enablers and barriers experienced by unregulated social care workers here in the 

UK. Appearing to garner wider stakeholder contribution and expertise, the provision, 

approach and perception of supervision for CHWs did in some studies appear more positive, 

holistic, appreciative, trauma informed and structured (O. Brown et al., 2020; O’Donovan et 

al., 2018). Poorly trained, junior and unskilled supervisors contributed to poor worker 

performance, as did irregular and infrequent sessions and supervision as a fault-finding 

exercise (Ndima et al., 2015). In addition, O’Donovan et al., (2022) noted a lack of evidence 

on what effective supervision is for CHWs, and that a wide variety of supervisor-supervisee 

relationships and inconsistent supervisory skills, prevents a more standardised approach to 

supervisory best practice (Schwarz et al., 2019). Recognising that CHWs work in the periphery 

of health care systems, Tseng et al., (2019), found that a lack of onsite supervision was 

demotivating, decreased CHW community credibility, that more experienced supervisors 

demonstrated more motivational and training strategies, and that supervision engagement 

should be a two-way process. Additionally, Daniels et al., (2010) highlighted the need for 

greater attention to supervisor experiences which can help inform future policy making, 

planning and the implementation of peer CHW programmes.  
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Challenging more traditional supervision models and approaches characterised by 

controlling, authoritative attitudes and checklists, Vallières et al., (2018) devised a robust six 

item measure of perceived supervision based on the feedback of over 1,000 CHWs from seven 

nations. Regular supervisory contact, two-way communication and joint problem-solving 

elements were seen as critical factors of the supervision process, with a supportive 

supervision approach being preferred by the CHWs, given it favours shared performance 

goals, mentoring and two-way communication (Kok & Muula, 2013; Marquez & Kean, 2002). 

Supportive supervision approaches such as mentoring and effective communication (Ludwick 

et al., 2018), have been shown to increase productivity, role motivation and job satisfaction 

(Frimpong et al., 2011; Willis-Shattuck et al., 2008). Vallieres et al., (2018) also recognised that 

regular supervision alone was insufficient as a marker for successful engagement, and that 

workers who did not feel supported, compared to those who did, were found to be less 

productive (Frimpong et al., 2011). Consequently, CHW perceptions of the supervisory 

relationship is likely a more important predictor of work-related outcomes than frequency 

alone, and by only assessing the frequency of supervision and training of supervisors, these 

measures crucially ignore CHW perceptions of the supervisory process (Vallières et al., 2018). 

As a result, more studies that explore how CHWs experience supervision, and improved 

supervision delivery are needed (O’Donovan et al., 2022). 

2.11.2 Further Considerations 

Community health worker supervision studies highlight the shared nature of the CHW and 

USCW role, and the supervision enablers, barriers, and wider issues they both face. There are, 

however, fundamental differences that impact on making direct comparisons. Cultural and 

social/gender differences to the UK workforce were evident in the CHW studies and reviews, 

with an increased representation of men as CHWs (Crispin et al., 2012; McKague & Harrison, 

2019), and voluntary CHWs as commonplace and highly valued members of primary 

healthcare teams (O’Donovan et al., 2022). This could suggest a different approach to the 

image and social construct of caring for others, as one done by both women and men, and 

where voluntarily CHWs are perceived as a normal and respected part of primary healthcare. 

Despite this however, supervision for CHWs still appears as ill-defined and inconsistent as it 

is for USCWs in the UK. Regulatory, funding and governmental constraints are also 

fundamentally different in the UK given we have a national health service, although adequate 
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funding for health and social care is an issue experienced globally (Browne, 2021; Masis et al., 

2021). However, research that looks to formalise support in more practical terms has yet to 

be explored despite attempts at structuring and standardising the CHW supervision process.    

2.12 Chapter Summary 

This chapter provides a comprehensive review of the extant literature found in relation to the 

unregulated social care workforce and evidences how the inquiry iteratively evolved through 

the ongoing analysis and synthesis process. However, much of what is known and 

extrapolated from the hundreds of health and social care documents considered, largely 

related to professional or allied professional healthcare and social care worker experiences. 

This highlighted a lack of empirical research focused on the personal and working lives of 

unregulated social care workers, despite what studies there are making an increasingly critical 

call for more effective supervision processes and sensitively tailored policy frameworks.  

In addition to this, many of the empirical studies reviewed employed quantitative or mixed 

methods data collection in the form of questionnaires and surveys, which whilst helpful in 

contextualising USCW wider demographics and characteristics, meant that the ‘how’ or ‘why’ 

of a situation was seldom considered. Research in the unregulated social care sector lacks 

theoretical underpinning and conceptualisation, and in this instance the overarching concept 

of risk provided a meaningful platform from which USCW experiences can be better 

understood and managed. Given the aim of this inquiry was to better understand worker lived 

experiences and how these experiences impact on wellbeing, risk was conceived as risk to 

worker health and wellbeing.  

Building on concepts of risk, aspects of health behaviour models were discussed, with a focus 

on worker wellbeing and practice development leading to the introduction of human factors 

and trauma informed approaches to worker care, training, and the supervision process. Under 

the health risk umbrella, it became clear that the unregulated social care workforce is exposed 

to myriad risks in the form of physical, emotional, financial and psychosocial harm. What also 

remains to be further explored for USCWs and starts to be addressed here, is the impact of 

personal lived experiences of risk on worker wellbeing, its impact on job intention, risk-taking, 

risk tolerance and performance, and how these needs can be managed and supported more 

effectively through the supervision process. Not yet considered in relation to USCWs, distress 
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tolerance provides an interesting perspective on how USCWs tolerate and manage working 

with increased levels of service user distress, trauma responses and mental health, and 

warrants further investigation. 

This study aims to provide a more meaningful understanding of the lived experiences of the 

unregulated social care workforce, their wellbeing needs, and supervision experiences to 

affect positive change for the USCW supervision process. Wider reading demonstrated that 

unregulated health care workers from around the world experience poor supervision 

provisions, with equally poor levels of research into the phenomenon. Exploring wider 

systems impact on supervision processes, abusive supervision, worker wellbeing and practice, 

the need for a new approach to the USCW supervision process is evident. The following 

methodology chapter helps to frame this approach. Reflecting the subjective and 

phenomenological nature of the study, the methodology represents the natural setting of a 

constructivist relativist inquiry and is underpinned by an interpretative phenomenological 

analysis (IPA) approach. 
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Chapter Three 

Methodology 

 

3.1 Chapter Overview 

This chapter introduces the methodology of the study and describes in detail how this 

research was conducted, its aims, objectives, and justification for the qualitative and 

interpretative analytical nature of the study. Phase One and Phase Two of the study was 

carried out using interpretative phenomenological analysis (IPA), which focused on USCW 

experiences and the supervision process. Phase Three, which explored a new approach to 

supervision training, completed the data collection process. Interviews consisted of face-to-

face, one-to-one, semi-structured interviews, that sought to uncover more about the 

individual lives, wellbeing needs and supervision experiences of USCWs. Phase Three was 

introduced in response to Phases One and Two, by means of a user-group reflection and ideas 

sharing exercise, situated around the process and delivery of supervision, and how the 

addition of supervision training might improve the supervision process.  

Given the insider nature of the researcher, and the goal of identifying specific meaning and 

experiences for unregulated social care workers, a critique of the philosophical approach 

underpinning this inquiry provides a key aspect of data analysis and interpretation. The three 

phases of the research design are described, including details about the research participants, 

data collection and interview approaches, and how the findings across the three phases were 

analysed. Attention is given to ethical considerations, factors affecting the quality and 

credibility of qualitative research, and a position statement is presented, which situates the 

researcher’s background and relevant workplace and lived experiences. 

3.2 Research Aim 

This study aimed to explore the lived experiences of unregulated social care workers’ (USCWs) 

and supervisors’ social care practice and supervision; identify how individual wellbeing was 

experienced and managed in the workplace; investigate perceptions of factors affecting 

engagement with and effectiveness of supervision encounters, and generate ideas for future 

support and supervision approaches.  
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3.3 Research Objectives 

• To explore the lived experiences of unregulated social care workers, including their 

supervision encounters, and identify how these experiences affect their emotional and 

physical wellbeing. 

• To investigate supervisors’ experiences of providing and engaging with supervision 

and their perceptions of factors that impact on their ability to provide effective supervision 

for unregulated social care workers.  

• To explore a new approach to the delivery of the supervision process. 

3.4 Study design 

The design of the inquiry reflects the ongoing exploratory nature of the Phase One interview 

process, where new knowledge and ideas helped to guide and shape Phases Two and Three. 

The original Phase One interview schedule drew from the extensive workplace experiences 

of the researcher as insider, which enabled a more nuanced, shared understanding of the 

real-world issues this workforce can be exposed to. However, COVID-19 changed the way 

individuals were required to work, and Phase One is representative of how USCWs were 

feeling after the first lockdown, adding a new perspective to the stressors of the role. It had 

already been anticipated that managers with supervisory responsibilities would be 

approached to participate in Phase Two, however, the Phase One findings helped focus the 

interview schedule on worker wellbeing and the supervision process, given these two factors 

had emerged as being critical to safe and effective USCW practice. An additional phase had 

been provisionally anticipated and Phase Three focus groups were added in response to 

Phases One and Two findings highlighting that worker (supervisee) and managers 

(supervisees/supervisors), both struggled to define what effective supervision was, or how to 

use it. Phase Three participants were recruited from Phases One and Two and were brought 

together in two mixed focus groups to discuss the creation of a supervision training module.  

The study design was philosophically considered to reflect the sensitive and emotive nature 

of the subject area, and interviewees were encouraged to take their time in responding and 

feel reassured that they could say as much or as little as was felt comfortable. A 

conversational approach to the interviews encouraged rich and candid sharing, with the 
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interview schedule applied in a fluid and iterative manner as the interviewer responded to 

the ebb and flow of the interviewee’s thoughts and reflections. 

3.5 Philosophical Perspective 

All phases of the study were underpinned by a critical constructivist and relativist ontological 

philosophical approach, which sought to undertake the investigation in its natural setting 

whilst recognising the impact of wider societal forces (Appleton et al., 2002; Bentley, 2003; 

Guba, 1990; Guba & Lincoln, 1981; Guba & Lincoln, 1994). Critical constructivist and relativist 

philosophical perspectives support the assumption that the notion of reality is one 

simultaneously yet independently constructed by the interviewee and the researcher as a 

subjective, individual, relative, and fluid experience (Kivunja & Kuyini, 2017). The application 

of both critical constructivist and relativist research paradigms serves to gain a more insightful 

understanding of research participant perspectives, the events that arise from those 

perspectives and their associated connection to wider social systems and individual lived 

experiences (Bogna et al., 2020).  

Individual beliefs and experiences are formed, shaped and evolved through the co-

construction, applied meaningfulness and sense-making of external social factors, which is 

experienced in the form of the political, cultural, gender, social and economic values and 

influences of the time (Guba & Lincoln, 1994; Moon & Blackman, 2014). A critical 

constructivist and relativist approach to analysis helped to support the identification and 

interpretation of how the participants experienced and related to their own individual 

worldview, and how they perceived and managed workplace events in response to those 

beliefs and feelings. These cultural perspectives and influences join individuals’ and 

communities’ past and current experiences, not only through the phenomenological factors 

of the time (Mohatt et al., 2014), but also through shared social feelings and interpersonal 

contexts (Eslinger et al., 2021). 

The unregulated social care workforce is subject to both personal and workplace power 

inequalities, barriers, and vulnerabilities due to the inherently risk-laden nature of the social 

care sector (Christensen & Manthorpe, 2016; Stanley et al., 2007; Swedberg et al., 2013; 

Wåhlin et al., 2020). For the USCWs, an unequal balance of power is experienced through 

several mediators, including hierarchical management structures, service user needs as 
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dominant workplace consideration, and as a workforce struggling with a cultural, social, and 

political misperception of skills and needs. Both historical and on-going processes serve to 

impact on current subjective and objective cultural and individual interpretations and norms. 

It is therefore important to recognise that the highly gendered and economically insecure 

nature of the participant group (Bielicki et al., 2020; Kadri et al., 2018; Nguyen & Velayutham, 

2018), should also be viewed through the lens of the historical decision making and cultural 

perspectives that led to these contemporary influences. 

The study supported a transactional and subjectivist epistemology (Lincoln & Guba, 2000), 

implying that the standards of rational belief are those of the individual believer and/or those 

of the believer's community and society as they are lived, experienced, and constituted in 

their consciousness (Moon & Blackman 2014). The unregulated social care workforce is 

subject to complex historical and current external political, economic, cultural and global 

influences and antecedents. As such, understanding their wellbeing support needs and the 

workplace impact of specific lived experiences requires an appropriate choice of 

methodology, taking into consideration not only methods of data collection and analysis, but 

also the influence of the unique experiences and positionality of the researcher.  

3.5.1 Statement of Position 

This position statement highlights the key philosophical themes considered when attempting 

to understand how my own state of privilege, intersectionality, bias, and other components 

of my worldview, shaped my position in relation to this scholarly work (Carter et al., 2014; 

Holmes, 2020). To ensure methodological and data transparency, honesty, and integrity in 

qualitative research, it is important to understand the philosophical, experiential and 

psychosocial relationships between the subject of inquiry and the investigator (Steltenpohl et 

al., 2022; Tuval-Mashiach, 2017). This positional information helps support the reader to 

make up their own mind about the quality of the findings, and is situated immediately after 

the philosophical perspective section, to help add a wider, more individual, philosophical 

context around how this study was conceived and addressed.  

Before I go on to present the findings and recommendations in the following chapters, and in 

the spirit of self-reflexivity, I would like to acknowledge my own position as an educated, 

White woman in good physical and emotional health; an individual who is able to exert a 

relatively high degree of choice and control over their life and someone who does not 



74 
 

currently experience harm or abuse. I have over 25 years of experience working in the 

unregulated social care sector as both worker and supervisor, predominantly within more 

complex needs and specialised community support settings, education and learning 

disabilities. I am the first in my family to have attended university, although a history of 

adverse childhood experiences meant the opportunity was less successful and emancipating 

than hoped for; fraught with my own unmet mental health needs; impacted upon by 

unpredictable family-related issues and caring responsibilities for my late Mum, who was an 

alcoholic and victim of domestic abuse and violence.  

At aged 40, a somewhat typical workplace event triggered a post-traumatic stress response 

which initiated contact with a trauma therapist. Eighteen months of weekly Eye Movement 

Desensitisation and Reprocessing (EMDR) treatment for Complex Post-Traumatic Stress 

Disorder, enabled me to emerge from a 28-year long panic attack, and begin learning how to 

take better self-compassionate, and self-aware care of myself. It was this timely therapeutic 

intervention and the profound reflective learning and growth that followed, that inspired and 

motivated me to return to Higher Education and this research journey.  

I am a carer, and my Mum was a carer. When I was a little girl, she would take me to the older 

persons residential home she worked at, and I would sit and listen to the residents' stories 

and help them out with little things. She later went on to work as a domiciliary care worker, 

riding her pushbike and ringing her bell as she cycled around the town. At 18 I walked into a 

local YMCA and volunteered to work with the homeless men who resided there, and I have 

been passionately caring about the lives of others ever since, although I cannot recall a time 

when I had not cared deeply about the wellbeing and opportunities of vulnerable and unequal 

others.  

As an individual interested in the lived experience voices of others, and easily able to create 

a space of reliable safety and relational connection, my peers would often feel able to, or 

need to, share with me their own personal lived experience struggles and challenges. Over 

time I became increasingly aware of how frequently they would disclose personal histories of 

violence, abuse, neglect, and trauma, alongside workplace stressors and experiences of harm. 

As a highly inquisitive, hypervigilant, and empathic individual, this phenomenon, given its 

close relation to my own experiences, interests me profoundly. I am also privy to the lack of 

effective, compassionate, and responsive support and supervision available within the 
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unregulated social care sector, and it is this that motivates me to find a better way of 

supporting this valuable, vital and worthy workforce. 

These shared lived experiences and personal characteristics have enabled me, as both insider 

and researcher, to comfortably identify with this uniquely hidden social group from an 

authentic, relatable, reflexive, and sincere perspective. My status as insider/researcher was 

shared by all participants as a positive and beneficial aspect of the study, and one of the main 

reasons they believed they would be listened to, understood, and taken seriously. It is difficult 

to imagine how these lived experiences could not impact on my worldview and as with all 

qualitative inquiry, any subject of study cannot be viewed value free (Gillani, 2021). However, 

given my journey as victim, worker and researcher uniquely places me in a space of increased 

experiential expertise, insight, and knowledge, this provides an opportunity for “value-

adding” analysis (Eakin & Gladstone, 2020, p.1) that contributes wider meaning making, 

informed shared connections, sensitivity to the subject of the inquiry, and the ability to make 

suggestions for real change.  

 I acknowledge that at the start of this research journey, my emotional attachment and 

positionality as unregulated social care worker and trauma victim influenced this project to a 

significant extent. However, I have been able to draw upon my determination, resilience, 

reflexivity, willingness to challenge my own preconceptions, doubts, and optimism, to ensure 

the research process from conception through to summation, honoured the participants’ 

views and beliefs, with a consistent focus on ‘their’ voice. Over time, I have been able to trace 

the ontological and epistemological spaces of divergence and convergence between myself, 

my focus of study and those who participated within it and have reflectively and reflexively 

developed and grown in conjunction with ongoing academic knowledge building, and goals 

for future postdoctoral investigations.  

As a saver, a helper, and a fixer, I was required to suspend my innate drive to make everything 

better, instead, providing this hidden community the opportunity to be heard and made 

visible as they are. My supervisors, aware of my compassionate and therapeutic experience 

of interviewing vulnerable adults in the social care sector, encouraged me to consistently 

reflect on my role as interviewer and observer, challenging my desire to comfort and console. 

My motivation to inform real social impact for this workforce, and a consistent, reflective self-
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checking-in process, supported an effective and swift reframing of role, purpose, and skills as 

a researcher.  

As a childhood survivor of domestic abuse and violence, and with the benefit of 

compassionate reasoning and understanding, I have been able to utilise significant post-

traumatic growth skills including increased situational and self-awareness, resilience, 

adaptability, attention to detail, strong communication and social skills, increased empathy 

and self-efficacy, and the drive to raise the life world opportunities for others through applied 

research. It is this keenness for justice and equality that drives a goal for accessible 

philosophical and theoretical empowerment, and the dissemination of authentic, meaningful, 

and resonant knowledge sharing. Given my history, I am consistently mindful of my own 

wellbeing, which requires ongoing reflexive consideration of my own vulnerabilities, need for 

self-care, authenticity, self-protection, and patience.  

Whilst it was my personal experiences, ideas and unique perspective as insider/researcher 

that helped create this study, it was the participants who graciously and candidly shared their 

own experiences, beliefs and ideas that then helped to bring wider meaning, understanding 

and light to this hidden, under-studied and ‘perceived’ hard-to-reach community group. The 

reflexive appreciation of my positionality supports a philosophical and experiential alignment 

with the IPA process. An IPA methodology encourages the researcher to consider the 

interpretations of their own lived experiences and expertise alongside those of the 

researched, adding a credible and sensitive approach to the investigative experience. I have 

written in the first person on occasions in forthcoming sections, to highlight where my unique 

position has influenced the methodology and method of this study.   

3.5.2 Phenomenology 

To introduce this section, I offer a brief explanation of why interpretative phenomenological 

analysis (IPA) was chosen as the study’s methodology. Interpretative phenomenological 

analysis speaks to me as an individual, as a practitioner and as a researcher. I believe that the 

experiences of individuals, and how they subjectively make sense of them, can hold a real 

sense of meaningful transferability and value to others, connecting us and providing 

reassurance that we are not alone. The aim of the study was not to merely describe what was 

going on for some of the USC workforce at that time, but to create a genuine feeling of 

sensitive and authentic interpretation, understanding and relational connection between the 
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participants and the reader. The worsening state of social care is an important and urgent 

issue that negatively impacts on the safety and wellbeing of individuals daily, and an IPA 

approach has helped uncover and make sense of both the unique, and the shared experiences 

of this under-researched workforce group. It is the impassioned voices of individuals that can 

often have the most power for positive change, and one of the aims of the study is that 

readers are left with an increased sense of empathy, compassion and respect for this valuable 

workforce.  

An IPA methodology was chosen for this study because I judged that it represents the best 

methodological option given the needs of the study, my own philosophical leanings and the 

opportunity to be creative and progressive. A paucity of empirical data and extant literature 

on the lived experiences of unregulated social care workers compounded this, meaning a 

creative approach to exploring the issue was required. The lack of rigid structures and 

processes was seen as a challenge but as a solution focused practitioner, the challenge was 

appreciated as an important part of furthering the analysis and synthesis process which 

wholly benefitted the study. As further validation for the use of an IPA methodology, the 

discipline of phenomenology is briefly explored before moving on to IPA in more detail. 

Interpretive phenomenological analysis is underpinned by phenomenology, idiography, and 

hermeneutics (Noon, 2018). Phenomenology was launched by Edmund Husserl who 

attempted to construct a philosophy of pure subjectivism, in response to the pure objectivism 

of naturalistic inquiry that had dominated philosophical reasoning (Farber, 2017). The 

phenomenological approach contests that anything outside of immediate individual 

experience must be ignored, reducing the external world to the contents of idiographic, 

particular consciousness’ (Groenewald, 2004; Smith et al., 2013). Following this tenet, Husserl 

developed transcendental phenomenology, a philosophical approach grounded in the 

concept of setting aside (bracketing) preconceived ideas, to view and record phenomena 

through unclouded lenses, thereby allowing the essence of true meaning of what it is to be a 

‘human being’ to emerge (Dörfler & Stierand, 2020; Eatough & Smith, 2017; Mabaquiao, 

2005; Sheehan, 2014). Husserl went on to recognise that without the context of experiences, 

consciousness would be meaningless (Moran, 2000), however, his idiographic approach to 

inquiry provides a meaningful contribution to qualitative inquiry and IPA. An idiographic study 

seeks to offer insights into how a particular individual behaves and makes sense of a particular 
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situation, and in this IPA study, represented a commitment to a sense of detail to both the 

individual, and the wider group the individuals belonged to (Smith et al., 2013).  

Expanding on Husserl’s work, Martin Heidegger’s hermeneutic approach had at its aim, the 

interpretation of phenomena, the uncovering of hidden meaning, and that researcher 

interpretations and life-world experiences are not to be suspended, but used to further our 

understanding of the nature of human existence (Dowling, 2004). The study of hermeneutics 

also known as the art of understanding and interpretation (Alsaigh & Coyne, 2021), 

emphasises the use of ordinary language to describe what it is like to ‘be’ human in the world 

(Rapport, 2005). In this IPA study, the use of shared ‘common’ language and relational 

experiences between insider as researcher, and the researched, supported an authentic 

interpretation and analysis process. 

Not bound by a structured, process driven methodology of universal principles, interpretive 

phenomenology also requires more explicit guidelines and quality frameworks to promote 

ease and success of use (Alsaigh & Coyne, 2021). At its core, this study sought to use 

hermeneutics as a way of better understanding the lived experiences of USCWs and how they 

interpreted these experiences in their own language. The exploration of interpretation was 

two-fold. First, the investigation of how participants interpreted their life-world and made 

sense of these experiences. Second, the inclusion of my own empathic and suspicious 

interpretation of what was and what was not being said, was included for analytical 

consideration.  

Hermeneutics was expanded upon further by the work of HansGeorg Gadamer, who 

contended that individuals only understand their being through language, positioning 

conversation as the key element of the hermeneutic process (Nigar, 2020). Conversations and 

stories are used to make sense of everyday life, and for research purposes, represent 

interaction, creativity and freedom (Feldman et al., 2004; Nigar, 2020). Narrative 

phenomenological research involves the collection and interpretation of stories to better 

understand how individuals make sense of their life-world experiences and perceptions 

(Feldman et al., 2004), and in person-centred health and social care, these stories matter 

(Martinsen et al., 2012; Mccloud et al., 2012; Moules, 2019; Webber, 2020). As 

insider/researcher, there was already a sense of relational connection with the participants, 

and this was reflected in the conversational and candid ways the participants easily shared 
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their stories. This sense of ease created a space of narrative freedom and the participants 

reflected and made sense of their world as they spoke.  

Whilst proposing a similar approach to hermeneutics as Gadamer, Paul Ricoeur contested 

that interpretive distance is required from the narrative in order to gain an adequate 

viewpoint, which Gadamer perceived as a capitulation into positivism and the natural sciences 

(Bohorquez, 2010). Ricoeur distinguished between two forms of hermeneutics, introducing a 

hermeneutics of faith and a hermeneutics of suspicion, although he went on to refer to 

hermeneutics and suspicion as separate terms (Bigger, 2011). A hermeneutics of faith strives 

to give authentic voice to the participant, while the researcher, viewing the narrative from 

the viewpoint of the hermeneutics of suspicion, is able to strip away conventional 

understandings of language and gain new insights and meaning beyond the text itself 

(Josselson, 2004). Research can therefore be both faithful to the participant’s narrative ‘and’ 

be suspicious of hidden and disguised meaning, particularly when interviewing vulnerable 

individuals who live and work within hierarchical and unequal systems, as was the case in this 

study. As insider/researcher, distance and detachment from the participant group was 

something that initially needed reframing. Given my insider status I was already aware that 

this workforce is vulnerable and at risk, and that they may hide and disguise meaning to avoid 

facing difficult feelings. As such, the data is faithful to the participants’ lived experiences 

whilst an empathic and suspicious mindset was maintained from the outset.  

Emerging from the field of phenomenology during the mid-twentieth century, Merleau-Ponty 

defined phenomenology as the study of essences, including the essence of perception (Scott, 

2002), claiming that human beings connect with one another through more than just 

language (Nixon, 2020; Pish, 2016). He viewed science as mistakenly categorising the 

phenomenology of perception (the way things look) into categories of the world that simply 

need to be explained, emphasising that senses can arise ‘after’ perception has taken place 

(McClamrock, 1990). Merleau-Ponty’s thoughts also provide a useful contribution to the 

understanding of and responding to racism, sexism, ableism and ageism, and how acts of 

violence and oppression are corporally perceived and sensed before and after they occur 

(Toadvine, 2016). According to Baldwin (2013), Merleau-Ponty’s arguments draw on idealistic 

assumptions that are too weak to dissuade those sympathetic to the natural sciences. 

However, Merleau-Ponty’s approach brings much to the complex feelings and interpretations 
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uncovered by this study, providing an important sense of appreciation for the corporeal and 

embodied impacts of difficult lived experiences and violence on this vulnerable workforce.  

In their essence, phenomenological studies are Husserlian in nature, and it is this rich, 

descriptive approach to understanding the experiences of individuals that was employed in 

this study. However, the aim of this study was not to merely describe the life-worlds of 

individuals, but to try and understand and find shared meaning in order to improve future 

conditions for the group. Utilising an IPA methodology, a Heideggarian hermeneutic approach 

was employed, however, given the context of the USCW, the approaches of Ricoeur and 

Merleau-Ponty were also felt important, given the highly physical and emotional nature of 

intimately caring for vulnerable others. Consideration was given to the a priori and 

experiential knowledge already known about the workforce, and that participants likely had 

lived experience of vulnerability, and workplace tolerance to financial, physical and emotional 

harm. The normalisation of these experiences required the use of a suspicious lens around 

understanding how the participants’ life-worlds were perceived and managed, and the stories 

they may tell themselves to pacify and cope with these difficult experiences. As an 

underrepresented, under researched, undervalued, and vulnerable workforce community 

that cares for our most vulnerable, a phenomenological understanding of how this workforce 

responds to their life world experiences can be of great value to academics, theorists, risk 

assessors and policymakers alike. Building on the discipline of phenomenology, IPA is 

discussed in more detail next. 

3.5.3 Interpretative Phenomenological Analysis (IPA) 

Like its phenomenological predecessors, interpretative phenomenological analysis (IPA) 

involves an idiographic, detailed, and highly descriptive focus on the participant’s life world, 

which seeks to explore how individuals make sense of their personal and social experiences 

(Alase, 2017). Interpretative phenomenological analysis is concerned with subjective, 

personal perceptions, and how these forces impact on the self, and the self as part of a wider 

shared community (Smith et al., 2013). At the same time, it is also emphasised that IPA 

research is a dynamic exercise, with an active, considered role for the researcher (Peat et al., 

2019; J. A. Smith & Osborn, 2015), and one which adds experiential value to the analytical and 

interpretative process (Eakin & Gladstone, 2020). 
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The IPA active researcher role has become increasingly noted as an effective methodology in 

psychology and health studies (Alase, 2017; Briggs, 2010; Mole et al., 2019; J. A. Smith & 

Osborn, 2015), recognising that within the exploration of the idiographic, there are also wider 

pro-social benefits to be learned (Ahn et al., 2016; Pack et al., 2017). The benefits of applying 

an IPA approach to this inquiry are twofold. Firstly, the unregulated social care workforce is 

scantly represented in the literature, which means policy makers, academics, organisations, 

and professional bodies know very little about them either as a group or as individuals. 

Secondly, due to the vulnerable and often hidden nature of the USCW role, workers may feel 

more comfortable with sharing their experiences with someone they can directly relate with 

(Stephens & Knight, 2022). It is this opportunity to develop relationships with participants 

(Alase, 2017), and capture the phenomenon of individual human consciousness’, that has also 

likely contributed to IPA becoming a preferred method of choice when researchers seek to 

study what an experience means to a particular group of people (Biggerstaff & Thompson, 

2008; Grossoehme, 2014). 

Part of a family of phenomenological and psychological approaches that seeks to examine a 

subject as far as possible in its own terms (Smith & Osborn, 2015; Willig & Stainton Rogers, 

2017), IPA also acknowledges that individuals are influenced by the world in which they live 

in, and experience (Peat et al., 2019). Taking an idiographic approach to social inquiry 

(Biggerstaff & Thompson, 2008), IPA supports research that focuses on the individual, and the 

individual as part of a larger community. As such, IPA is commonly characterised by small and 

specific participant sets, and a highly iterative, immersive approach to data exploration, 

interpretation, analysis and write up (Smith et al., 2013).   

Through the introduction of an additional hermeneutic consciousness, IPA builds upon the 

discipline of phenomenology (Smith & Osborn, 2015). This consciousness is recognised as a 

relational expert, someone able to contribute to the understanding of the participant’s 

unique interpretation of their life-world, and add value to the process itself. Consequently, 

my shared lived experiences enabled a more knowledgeable and insightful analysis and data 

interpretation process. Interpretative phenomenological analysis is therefore a double-

hermeneutic process. This means that the lived experiences and how they are individually 

and culturally embodied and interpreted, by both participant and researcher, are considered 

and challenged during the analytical and interpretative phases (Smith et al., 2013). IPA draws 
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upon the fundamentals of hermeneutics (Noon, 2018) and its specific role in the methodology 

of the study is explored further next. 

3.5.4 Hermeneutics and Interpretative Phenomenological Analysis 

Hermeneutical philosophy has a much longer history than IPA (J. A. Smith, 2007), and attends 

to the study of interpretation and how the world is experienced in the individual embodied 

sense, and not how it is conceptually imagined (Mccaffrey et al., 2012; Regan, 2012; Suddick 

et al., 2020). The hermeneutic circle also supports a rich introspective and on-going dialogue 

for the researcher (Mccaffrey et al., 2012), who is encouraged to reflexively consider their 

own life-world experiences in relation to participant experiences. In this instance, a constant, 

critical, and compassionate lens was used when exploring and challenging my own difficult 

workplace experiences, recognising that passion for change can at times impede self-

reflexivity and participant focus. As the IPA study progresses this attention to experiential 

interpretation can also help enrich the quality, rigour and meaningfulness of the data analysis 

and write up process (Paterson & Higgs, 2015).  

Occupationally, hermeneutic phenomenology can also help support a wider understanding of 

how unregulated social care workers experience challenging events. If we view unregulated 

social care workers as users of policy and organisational cultural practice, which includes 

supervision (SCIE, 2017), understanding their interpretative experiences of policies and 

support provisions can help shape future support and policy decision making. In response, 

the IPA hermeneutic circle, can provide a space for on-going dialogue (Mccaffrey et al., 2012), 

relational understanding and reflexive learning, which is ideally suited to understanding the 

ongoing supervision process in the health and social care sector. 

3.6 Method  

The method used reflected the qualitative nature of the study, in that it sought to identify 

and describe the phenomenological experiences of unregulated social care workers and how 

these experiences can help develop future support and supervision processes. As 

insider/researcher, and practitioner experienced in interviewing and supporting vulnerable 

adults, a degree of knowledge and expertise around the expected needs of the participants 

was utilised when selecting the method and mode of enquiry, given interview questions can 

elicit difficult emotional responses. 
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3.7 Ethical Considerations 

Ethics in research pertains to the concept of doing good for others, whilst avoiding harm to 

those involved in the research process (Orb et al., 2001), although harm and risk are relative 

notions that cannot always be avoided when discussing sensitive or taboo issues (Wiles, 

2013). Ethical reflexivity in qualitative research, is a core feature as ethical questions and 

situations can arise in every phase of the research process (W.-M. Roth & Von Unger, 2018). 

Harm can be prevented or reduced through the application of appropriate ethical principles, 

and in health research, attention must be paid to the participant who is being asked to share 

sometimes difficult lived experiences, including experiences about those in positions of power 

over them (Aluwihare-Samaranayake, 2012). Those taking part in qualitative studies can be 

exposed to the risk of increased anxiety through social, situational, cultural and physiological 

mediators including: the general anxiety of being in a new, formal situation; unequal 

researcher-researched status dynamics; the (over)sharing of difficult and hidden lived 

experiences and that publication of research findings may have personal and professional 

repercussions (Aluwihare-Samaranayake, 2012; Richards et al., 2002).  

The small nature of local service delivery also meant that anonymity and confidentiality was 

critical to ensure those who participated felt safe to do so. However, my researcher status as 

compassionate, empathetic insider, and as experienced, self-aware social care practitioner 

positively contributed to a relaxed, easy and engaging interview space, where vulnerable 

participants could feel safe and listened to. A competent and confident approach to my own 

social care practice required me to reflexively monitor my language and responses during the 

interviews, to ensure my researcher “hat” was always worn. Perceived as beneficial for the 

purposes of this worker group inquiry however, an insider/researcher status offered 

additional perspectives through which literature and empirical findings were assessed. 

Given the occupational status of the participant group as social care workers, advice around 

ethical considerations was initially sought from the local NHS Research Ethics Committee. As 

all participants worked for independent social care organisations, the Committee was 

satisfied that the researcher’s University Research Ethics Committee would be able to address 

necessary ethical considerations. As insider/researcher and social care practitioner, 

identifying and managing the impact of risk and harm is a familiar exercise, and one that 

fostered an insightful and sensitive approach to participant safety considerations. In 
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consideration of these potential safety considerations, participating gatekeeper organisations 

were approached to offer a post-interview confidential space for study participants to access 

if needed. The ethical approval sought, covered all three phases of the study, and the study 

was given consent with Ethical Approval Number EP121 (See Appendix 1).  

After speaking with unregulated social care managers, those who were happy to support their 

staff to participate in the research were sent an introductory contact statement by email (see 

Appendix 2) for dissemination amongst their staff teams. Workers who expressed an interest 

in taking part were sent an information sheet (see Appendix 3) and consent form (see 

Appendix 6) to sign and return prior to interview and/or focus group. This process was 

repeated for Phase Two (see Appendix 4). Verbal consent was sought again at the start of 

Phases One and Two interviews, with focus group members individually asked to verbally give 

consent at the start of their session. Throughout all three phases, interviewees were 

reminded that they did not have to respond to questions that they were not comfortable 

answering, that they could withdraw their participation at any time and their data deleted, 

and that all information would be anonymised. Participant demographics were only sought in 

Phase One (workers) to reflect the worker focus of the inquiry. Participants were also advised 

that there may be additional opportunities to engage in further research and to indicate 

whether this was something they would be interested in doing. Those who went on to 

participate in Phase Three were again sent a participant information sheet (see Appendix 5), 

consent form (see Appendix 6), asked to give verbal consent and advised that they could 

withdraw their participation at any time. Additionally, ethics is considered alongside other 

quality criteria. 

3.8 Sampling and Recruitment 

Following approval from the University’s Ethics Committee for all three research phases, 

participants were initially sought from local, independent unregulated social care providers. 

Supporting an IPA approach to inquiry (Pietkiewicz & Smith, 2012, Smith et al., 2013), 

purposive sampling was employed to invite USCWs, aged 18 years and over and who worked 

for gatekeeper providers, to participate in the study. Purposive sampling is widely used in 

qualitative research for the identification and selection of information-rich cases related to 

the phenomenon of interest (Palinkas et al., 2015). Calls for USCW participation was initially 

discussed with service managers via email or the telephone, with reassurances around USCW 
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post-interview support sought, and that the organisation was happy to share the invitation to 

interview with their staff-teams. I also offered to join a team meeting to explain the research 

further if needed. Managers who agreed to participate were sent an information/contact 

sheet for wider dissemination to the staff team. 

To encourage breadth and depth of workplace and service user experiences, social care 

agency, domiciliary and residential services managers known to me were contacted via 

telephone and email. These services included learning disability, older persons, and more 

specialised community support service user groups. As a local practitioner and community 

member, approaching and networking with individuals and organisations was an enjoyable 

and productive activity, but whilst a great degree of interest in the research was shown, most 

did not get back to me about the opportunity. An approach to the local social care 

commissioner, garnered interest from gatekeepers. 

3.9 Participants 

3.9.1 Phase One 

Between ten and 15 interviews were initially sought, which is in keeping with quality small 

scale IPA studies (Smith et al., 2013).  Fourteen staff members holding the post of unregulated 

social care worker accepted the invitation for interview. Of the participant group, 13 were 

British, and one European, 10 identified as women and four as men. One participant shared 

that they lived as a transgender man. Three of the participants described themselves as gay. 

Participants were aged between 21 and 60 years with an average age of 45 years, and eight 

were parents.  

3.9.2 Phase Two 

Initially, between five and seven supervisors from a range of services were sought for the 

Phase Two interview process. However, after the research opportunity was more widely 

shared by others, the Phase Two interview phase resulted in nine supervisors taking part from 

nine services. As the aim of the study was to explore the lived and supervision experiences of 

USCWs, data beyond their role and sector was not sought from the Phase Two participants.  

3.9.3 Phase Three 

Phase Three participants were invited from the Phase One and Phase Two participant pool. 

Eight agreed to take part in a focus group, although two were required to cover shifts at their 
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place of work and one had technological difficulties on the day. Five participants (three Phase 

Two and two Phase One) eventually took part in the Phase Three focus group. 

3.9.3 Participant Characteristics 

All participants were pseudonymised. More detailed participant tables of the three data 

collection phases can be found in the Findings Chapters.  

Table 1 

Participants 

  Age Range Gender 

Phase One 14 unregulated social care 

workers 

21-60 

 

10 women 

4 men 

 

Phase Two 9 social care managers 

with supervisory 

responsibilities 

 7 women 

2 men 

 

3.10 Approach to the Interviews Phases One and Two 

Prior, wider reading suggested that the USCW group was a hard-to-reach community group 

for research purposes (Law, 2016; Long, 2017) and it felt important to ensure the Phase One 

interview opportunities were accessible and welcoming. However, that the researcher was 

also insider appeared to act as a motivator for engagement and a buffer against any 

uncomfortableness felt when discussing more difficult work and lived experiences. Different 

considerations were had around the interview approach for Phase Two participants, who, as 

supervisors may have felt defensive or unwilling to share their own poor experiences around 

supervision and their own supervision learning needs. As both insider and skilled practice-led 

interviewer, I was able to foster a comfortable and relational connection with the 

interviewees, which led to participants feeling able to share sometimes difficult lived 

experiences and workplace events. 

Prior to interview, Phases One and Two participants were advised that interviews would last 

between 60 and 90 minutes and reminded that they could stop the interview at any time with 

no reason given. The shortest Phase One interview lasted 52 minutes and the longest 122 

minutes. In Phase Two, the shortest was 55 minutes and the longest 109 minutes. The mean 

interview duration for Phase One was 90 minutes and for Phase Two, 77 minutes. Phase One 
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interviews were conducted between October 1st 2020 and December 31st 2020, Phase Two 

in August 2021, and Phase Three in January 2022.  

Both Phase One and Phase Two interviews were facilitated using semi-structured questions 

that addressed initial and emergent research aims and objectives. Semi-structured interviews 

represent a flexible interview guide that provides a clear set of instructions for interviewers, 

and can provide reliable, comparable qualitative data to ascertain participants’ perspectives 

regarding an experience pertaining to the research topic in their own terms (D. Cohen & 

Crabtree, 2008; McIntosh & Morse, 2015). The semi-structured interview process enabled the 

researcher to address several more specific and guided topics, whilst encouraging participants 

to engage in a more meandering, conversational and relaxed approach to sharing their stories 

and experiences. Responsive and probing questions were employed as the interview 

developed, and interviewees were given the space to take time to reflect upon the questions 

and their answers (Adams, 2015; Rabionet, 2011). After sharing my own insider status with 

the Phase One participants, most interviewees shared that the researcher’s position as 

insider/researcher had been instrumental in encouraging them to participate and had made 

sharing easier. However, this initially served to trigger a sense of increased burden of 

responsibility and advocacy in me as insider, which ongoing required reflexively and 

sensitively managing as researcher.   

3.11 Approach to the Focus Groups Phase Three 

By means of a member reflection and information sharing session (Clarke & Braun, 2013), 

Phase Three of the study was added in the form of two online focus groups, both lasting 

approximately 60 minutes. Focus groups, although a relatively contemporary research 

method, have become a popular framework for social inquiry (Smith et al., 2013), and are 

particularly suited to uncovering unexpected aspects of social experiences, as the process 

concentrates more on the frames of reference of the groups analysed, than on those of the 

researcher (Morgan & Spanish, 1984). Focus groups allow multiple voices to be heard, 

drawing a larger sample in to a small data collection event (Smith et al., 2013), and this type 

of group interaction is thought to be better at reflecting the socially constructed nature of 

knowledge (T. Moore et al., 2015).  
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The COVID-19 workplace landscape saw many employees move parts, if not all, of their role 

from the workplace to the homeplace (Okuyan & Begen, 2022), and as such online focus 

groups were felt to be more accessible, safe, and easy to organise (Okuyan & Begen, 2022). 

Consideration was given to whether moving the focus groups online would exclude some 

participants and all those who engaged in either Phase One and Phase two, were offered 

technological support and practice runs prior to their focus group. All Phase Three 

participants were advised that they could turn off their cameras, and they did not have to 

provide any personal and identifying details if so wished. 

Focus groups are traditionally carried out in person, and supported by a moderator who 

facilitates the discussion and keeps participants focused on the topic of interest (Reid & Reid, 

2005). An observer is commonly employed to take notes on the session (Acocella, 2012). The 

moderator’s role is to create a comfortable environment where individuals feel able to 

contribute and share freely, and it is advisable that these discussions take place among people 

who share similar interests and who feel equal (Acocella, 2012). As an experienced and 

competent group facilitator and moderator, the researcher felt confident in ensuring a 

relaxed, enjoyable, and productive focus group experience. Participants gave their permission 

for the focus groups to be recorded for the purposes of transcription and analysis and were 

encouraged to use the chat function if needed, which mitigated the need for an additional 

moderator. 

An online group context requires a different set of engagement rules, given only one person 

at a time can be heard, and there is generally a lack of visual cues which can add to a sense 

frustration and impatience for some participants (Tates et al., 2009). An online forum can also 

expose participants to other disadvantages including technical difficulties and distractions, 

with two Phase Three participants experiencing internet connection difficulties on the day 

which hampered engagement. Online focus groups have, however, been noted to offer more 

time to collect one’s thoughts and reflect before choosing what to contribute, given more 

confident participants may dominate in-person discussions (T. Moore et al., 2015; Reynolds, 

2022).  
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3.12 Data Collection  

Reflecting the needs and ethical expectations of the time, the collection of qualitative 

interview data strictly adhered to COVID related social distancing guidelines. This meant that 

Phases One and Two interviews were initially offered as an online activity, however it became 

apparent that several Phase One participants did not feel confident with using online meeting 

platforms at that time and requested that their interview be carried out in person. All social 

distancing and sanitising guidelines were adhered to on these occasions and interviews were 

held away from the participants workplace to ensure confidentiality, anonymity, and freedom 

of speech. Concerns were initially voiced around how online interviews might 

conversationally and relationally differ from more traditional face-to-face contact. However, 

those who opted for an online interview were by this time familiar with new ways of online 

communication and working patterns and appeared relaxed and happy to engage through 

this platform. 

3.12.1 Phase One  

Each Phase One participant was introduced to the research aims prior to interview and some 

demographic data was sought. The research aims covered the following five areas of interest: 

the participant’s motivators and experience of their role; difficulties and challenges that they 

may experience; the participant’s support networks; their experience of supervision; and 

what they would like to see in the supervision process in the future. To gather the lived 

experience of workers in their terms, the interview questions were broad with follow up 

questions prepared to meet the overall research aims. The full interview guide can be found 

in Appendix 7. 

As the Phase One participants talked about their experiences, additional prompts using how, 

what, and why questions were used. This helped to promote a person-centred experience 

where the participant was able to lead the interview and exert a degree of control over their 

interview experience. In interviews where the participant did not organically include the 

information sought, prompts were again used. After discussing an area of inquiry, the 

researcher introduced the next set of questions, reminding the interviewee that any 

questions they found uncomfortable or difficult could be missed, and that they were free to 

discuss current and past health and social care roles and supervision experiences.  
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3.12.2 Phase Two  

As with Phase One, Phase Two participants were introduced to the research aims prior to 

interview and were advised that the research questions would concentrate on supervision 

experiences as both supervisor and supervisee. Given manager wellbeing needs were not the 

focus of the study, additional demographics were not sought beyond their role, gender, 

qualification, and area of practice. A semi-structured approach to questions was adopted 

given the specific goal of the interviews, however a person-centred focus was encouraged, 

where the participant was able to lead and exert a degree of control over their interview 

experience. Prompts were again used in instances where the participant did not organically 

include the information sought. The interview questions were based on four themes: the 

journey of managers and those in leadership roles; reasons for choosing to work in 

management and leadership roles in this sector; the demands and challenges of the role; and 

the supervision process and the support and training they receive and/or would like to 

receive. The full interview guide can be found in Appendix 8. 

3.12.3 Phase Three  

All Phase Three participants had taken part in either Phase One or Phase Two of the initial 

data collection process and as such, had already been introduced to the researcher and the 

aims of the study. Phase Three took the form of an online focus group and as such, whilst 

questions were established as engaging and directive prompts, conversational flow amongst 

the focus group members was encouraged as much as possible, with individuals reminded of 

previous comments when ideas stalled within the constraints of the online focus group 

format. The overall focus group question is provided below, this was followed by additional 

engagement and exploration questions which can be found in Appendix 9.  

Overall Focus Group Question – “What might supervision training for unregulated social care 

workers include and how could supervision training for unregulated social care workers be 

more effectively designed and delivered?” 

3.13 Data Analysis 

3.13.1 Phase One 

Phase One of the study was influential in determining how the following study phases would 

be approached and facilitated in relation to the ongoing focus of the inquiry. Consequently, a 
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significant amount of attention was applied to this phase given the depth, richness, candour, 

and overall aim of the data collected. All interviews were transcribed verbatim by the 

researcher, which helped to nurture a sense of deep and meaningful engagement with the 

findings, before being printed hard copy and thematically organised on flip chart paper. 

The Phase One data analysis took approximately six months to complete. Overall, there were 

approximately 22 hours of interview data to analyse, and the richness, candour and depth of 

the responses and reflections necessitated an iterative, immersive, and reflective approach. 

The interviews were repeatedly listened to prior to transcription, to get an accurate and 

embodied sense of what was being said and how. Participant voices were central to the 

authenticity of the study, given their lack of representation in literature, and the iterative 

process was considered paramount to identifying and understanding this new knowledge. 

Pauses, laughter, sighs, and intakes of breath were all noted and transcribed, given they 

added meaningful non-linguistic responses and evidenced feelings that words were unable to 

express.  

After all 14 interviews were transcribed, each interview was read and re-read (Alase, 2017; 

Biggerstaff & Thompson, 2008), with areas of thematic interest highlighted in various colours 

to create a visual appreciation of the themes throughout all the interviews. As practitioner, I 

am accustomed to an immersive, hands-on approach to understanding and assessing the 

experiences and needs of others, and a preferred ‘long table’ method of analysing the data 

was used, with all interviews printed and assorted according to thematic colour coding. These 

excerpts were then organised onto flip chart paper and further connections and sub themes 

identified (Jeong & Othman, 2016). What to include and what not to include was a fluid, highly 

reflective-reflexive process, which observed the data grow and develop as the iterative and 

analysis process progressed. 

I am an experienced practitioner with complex, vulnerable, and often distressed service users, 

which fostered a sense of confidence and competence around managing any emotional or 

difficult disclosures. However, the repeated listening to the voices of traumatised, 

disappointed, angry, and frustrated colleagues did illicit some difficult feelings, and I 

employed a reflective writing strategy, whilst taking full advantage of supervisory support to 

help understand and manage these feelings effectively and productively. After this lengthy 

and challenging process, 13 sub-themes were identified within the data. From these 13 sub-
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themes, three overall superordinate themes were constructed that represented both 

individual and shared experiences. A shift in focus from the explicit to the conceptual was 

consistently utilised to reflectively understand what, and how, participants experienced and 

understood their world and their place within it. 

3.13.2 Phase Two 

Phase Two data acted as a complementary and wider information finding exercise. As such, 

the data was reflected upon and conceptually considered both in the context of the Phase 

Two participants’ experiences, and what their experiences could add to understanding the 

supervision experiences of the Phase One USCWs more fully. Given the worker and 

supervision focus of Phase Two, overall lived experiences were not actively solicited from the 

Phase Two participants, however, some did share personal wellbeing issues and experiences 

of poor practice, which served to provide meaningful comparisons with the Phase One 

findings.  

As with Phase One, Phase Two interviews were repeatedly listened to before transcription, in 

order to familiarise the researcher with the interviewees’ individual speech patterns and 

vernacular. Again, non-linguistic responses were noted. Transcripts were printed and 

thematically colour coded. The findings from Phase Two were then analysed alongside the 

Phase One findings, paying specific attention to supervision experiences, wellbeing 

considerations and recommendations for effective, compassionate, and progressive 

supervision processes moving forward. Phase Three was introduced to take advantage of the 

expertise, knowledge, wisdom, and ideas of the Phases One and Two participants, in the form 

of a focus group to discuss the creation of a new approach to supervision training. 

3.13.3 Phase Three 

As a reflective and experience/ideas sharing participant led exercise, the Phase Three focus 

groups were not subject to the same philosophical analytical process as Phases One and Two. 

Phase Three was approached as a reflection in action exercise as the participants chatted and 

reflected upon their experiences and what had been said before. The findings were 

subsequently evaluated and reflected upon and thematically sorted into sets of shared 

principles that reflected the participants’ viewpoints, experiences and ideas.  
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3.14 Quality Criteria 

In this study, the building of a trusted rapport between the researcher and the researched 

was vital given the hope of gathering rich, in-depth, and valuable data, and the role of 

researcher, as both insider and outsider, required consistent and mindful attention (Bell, 

2021a; Bhattacharjee & Sarkar, 2022). I am an experienced practitioner and interviewer 

within the unregulated social care sector, and significant thought and consideration was taken 

to ensure that boundaries and quality criteria were met. Feedback from all interviewees 

noted that the insider status of the researcher enabled them to feel more relaxed, safe, open, 

and understood, which arguably contributed to the rich, lengthy and personal experiences 

shared by the participants. Post interview, several participants shared that they felt that they 

had ‘offloaded’ and that the interview had felt like a supervision, with one Phase One 

participant sharing from the outset that offloading had been the primary reason for accepting 

the invitation to interview. However, whilst offloading had proved beneficial for some of the 

Phase One participants, the research interviews had not been intended as supervision or 

counselling. As such, these candid interviews left me briefly feeling concerned for their 

workplace wellbeing, and sad that they had experienced such harmful lived experiences. 

The most notably cited system for the quality checking process in qualitative research, is that 

developed by Guba and Lincoln (1994, 1995). Guba and Lincoln continue to advocate for four 

key concepts (credibility, transferability, dependability, and confirmability) that can be used 

to assess the quality of qualitative research (Ellis & Levy, 2008), and where the goal is to 

minimise investigator bias by acknowledging researcher predispositions (Maher et al., 2018). 

Moving away from postpositivist quality criteria parallels (Burke, 2016; Carminati, 2018), and 

in response to the complex nature of human beings, social researchers have increasingly 

adapted and expanded upon more traditional concepts of qualitative research quality criteria. 

These relative responses seek to meet participant and community group needs more 

authentically, moving away from universal and fixed criteria (Forero et al., 2018; Tracy & 

Hinrichs, 2017a), and stretching researchers’ understanding of how design decisions impact 

the integrity of qualitative data (Lub, 2015). 

Guided by Tracy (2010; 2017) and supported by a relativist approach for judging the rigour of 

qualitative research (Sparkes & Smith, 2009), the researcher invites the reader to consider 

eight key markers of quality including (a) worthy topic, (b) rich rigour, (c) sincerity, (d) 
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credibility, (e) resonance, (f) significant contribution, (g) ethics, and (h) meaningful coherence. 

The researcher took care to consider all eight quality markers given the vulnerability of the 

participant group, the Covid 19 pandemic, and an ongoing, worsening crisis in the health and 

social care sector. Each of the eight markers was considered independently and in direct 

relation to the topic of study, and its contribution to the quality and meaningfulness of the 

inquiry. The following four markers were subsequently identified as having significant 

relevance to the overall motivations and aims of the study: worthy topic; significant 

contribution; rich rigour and resonance (including generalisability and transferability).   

3.14.1 Worthiness  

As Tracy (2010, 2017) notes, good qualitative research is relevant, timely, significant, 

interesting, or evocative, with topics often emerging from disciplinary priorities which are 

theoretically or conceptually compelling. Worthy topics just as easily grow from timely 

societal or personal events (Tracy, 2010), however, just as there are widely diverging views 

on what constitutes a ‘good life’, there is no universal agreement on what constitutes a 

‘research-worthy problem’ (Ellis & Levy, 2008). Unregulated social care workers continue to 

experience problematic workforce wellbeing, recruitment, retention and funding issues, and 

I believe that understanding USCW wellbeing needs more fully is fundamental to supporting 

the creation of a more sustainable, productive and effective workplace wellbeing support 

environment. This worthy topic, which presents a good qualitative research endeavour 

(Tracy, 2010), can not only help to widen our understanding of the support needs of this vital 

workforce, but it can also vicariously help to support overall service provision, positive service 

user experiences and improve the status and perception of the sector. 

3.14.2 Significant Contribution 

Given the paucity of empirical data focused on the unregulated social care workforce and 

their experiences with supervision, this work provides a significant contribution to current 

knowledge, and lays a firm foundation for a new approach to supervision, and subsequent 

inquiries in this area. Not only did the interview process yield credible, rich, rigorous, and 

candid data, these largely hidden experiences were repeatedly analysed in multiple ways with 

the researcher immersing themselves within the data to ensure credibility, transparency and 

respect for the difficult and challenging experiences shared. The interview process provides 

the reader with a rich, rigorous, subjective, and meaningful selection of direct interview 
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quotes and reflections from those directly impacted upon by the challenging nature of this 

highly stressful and challenging workplace. Underpinning these experiences are accounts and 

reflections of the personal lived experiences of the participants, the difficulties they face as 

individuals subject to poor quality employment, increasing inequality, and a pandemic, and 

lays the groundwork for a new approach to supervision in this sector. The study also provides 

significant philosophical and theoretical contributions in the form of attending to knowledge 

gaps in health and social care human factors approaches and understanding of individual risk.  

3.14.3 Rich Rigour 

High quality qualitative research is characterised by rich, complex and abundant data, which 

uses flexible, analytical tools that mirror the complexity and nuanced nature of the 

phenomena being studied (Tracy, 2010; Tracy & Hinrichs, 2017). Possessing an abundance of 

data and a head full of theories is not enough to guarantee quality (Tracy, 2010), and attention 

was paid to providing a welcoming, reflexive, and sensitively ethical approach to the needs of 

this vulnerable workforce. Additional Phase One interviewee support was sought from the 

participating organisations in the form of a confidential post-interview space to discuss the 

interview, if needed.  

I am a highly reflective and reflexive practitioner, continually and rigorously examining my 

own philosophical and cultural positionality as both insider and outsider, and critically 

recognising how my own experiences and privileges can impact upon my expectations of, and 

interactions with, research participants. Self-reflexivity, was used to persistently observe, 

evaluate, and pastorally support my performance, practice and wellbeing. This was 

completed using a reflective diary and supervisory feedback and guidance, which supported 

ongoing reflexivity as the study progressed and changed in response to the findings. Tracy 

(2010, 2017) asserts that self-reflexivity is reported to be one of the most celebrated aspects 

of qualitative research and I ensured that this process was undertaken throughout.  

3.14.4 Resonance 

Resonance has an effect on others that prompts them to see what is being said as important, 

and of having value to them as individuals and as part of a wider community (St.Amant & 

Graham, 2019). Meier & Wege, (2016) propose that writing with resonance may be a way to 

further the impact of academic work by facilitating a better understanding of the research, 

and sharing an understanding that draws on the reader’s prior experiences and embodied 
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knowledge. Writing with resonance also helps foster an inclination in the reader to engage 

with, contribute to, and bring forward a specific field of research by extending the ways 

readers can relate to and experience our findings using rich, compelling, and evocative quotes 

and storytelling (Tracy, 2010, 2017), and this study is abundant in empirical data. There are 

millions of workers employed in caring roles in the UK and many others in similar, human 

support roles and as such, this rich, candid, and compelling study has the potential to resonate 

with a significant number of the wider workforce and other related professionals. Research 

that seeks to understand and improve USCW wellbeing and safer practice also has the 

potential to resonate with users of social care services, policy makers and researchers, 

academics, and other professionals, which adds to the generalisability and transferability of 

the study.  

3.14.5 Generalisability and Transferability 

Smith (2018) presents four different types of generalisabilities relating to qualitative research: 

naturalistic generalisation, transferability, analytical generalisability, and intersectional 

generalisability. As insider, the tacit knowledge shared between the researcher, the 

researched and all those engaged in this process, provided a naturalistic, generalisable aspect 

to the data collection and analysis process. This naturalistic generalisability added an 

authentic context to all aspects of the process given it was a shared appreciation of the study’s 

inquiry, that encouraged ongoing and widespread support and participation. The naturalistic 

generalisation of this study’s findings is aimed at readers of all genders, ages, ethnicities, and 

sectors in the hope of connection, relatability and outcome adoption given they too are likely 

to recognise the feelings and experiences shared by the participants, given caring for others 

is innate within us as a social group.   

Those not specifically employed in the health and social care sector, but employed in similarly 

challenging and stressful public services roles, may find the data particularly resonant and 

transferable in equally profound and meaningful ways. Transferability is not solely concerned 

with providing readers with the evidence that a study’s findings are generalisable to other 

situations and contexts (Carminati, 2018). “Transferability is achieved when readers feel as 

though the story of the research overlaps with their own situation and they intuitively transfer 

the research to their own action” (Tracy, 2010, p. 845). Through the gathering of direct 

testimonies that provide rich, meaningful, and resonant narratives, findings can become 
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transferable through the evocative storytelling and imagery that also produces vicarious 

emotional experiences in the reader (Tracy, 2010).   

Through rich and vivid descriptions, use of quotes and the calibre of writing, some writers 

make transferability easier for their readers than others, however, it is eventually up to the 

reader to make connections between the researcher’s findings and their own life experiences 

(Tracy & Hinrichs, 2017; Smith, 2018). Finally, intersectional generalisability, which seeks to 

dig deeply and respectfully within social community groups subject to oppression, 

exploitation and marginalisation (Hays & McKibben, 2021), reflected the wider cultural issues 

involved in this complex issue. 

3.15 Chapter Summary 

This chapter explored how a critical constructivist and relativist philosophical perspective 

underpinned this qualitative study, providing a theoretical, design and analytical process that 

recognised the participants as experts in their own world view, and as both individuals and 

groups. An appropriate purposive sampling method, supported a specific set of eligibility 

criteria, ensuring only the voices of the unregulated social care workforce were collected. All 

three of the data collection phases supported a semi-structured, naturalistic, unregulated 

social care worker led approach, with researcher as practice and lived experience insider, 

which helped foster a sensitive, relational, and safe interview environment. Phase Three 

concluded the data collection process, providing a shared space for member reflection, 

discussion, and supervision user feedback. The IPA process for Phase One was a deeply 

immersive and lengthy exercise given the amount of information shared and the double 

hermeneutic process adopted. The highly personal and at times emotional nature of the 

information shared, and a sensitivity to the potential for vulnerability within the interview 

groups, was keenly reflected in the approach to quality criteria, rigour, and data reliability.  

The following chapter presents the findings from the first of three data collection phases. The 

Phase One findings represent the experiences, beliefs and lived experience challenges of 14 

unregulated social care workers and offers the reader a novel insight into the hidden and 

unseen lives of those working in the adult social care sector.  
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Chapter Four 

Phase One Findings 

 

4.1 Chapter Overview 

This chapter presents the Phase One interview findings and how they have been thematically 

considered. Phase One aimed to explore the everyday lived and supervision experiences of 

unregulated social care workers (USCWs), how these experiences impacted on their wellbeing 

and invited the USCWs to share their future vision for supervision. From the 13 emergent 

themes initially identified in the Phase One findings, seven subordinate themes were created. 

These seven themes are: workplace experiences; lived experience and disclosures, external 

influences, and forces; worker skills and responsibilities; training and learning; support and 

supervision; and a vision for supervision. As the iterative analysis process became more 

refined, it became clear that the concept of risk to worker health provided an overarching 

lens through which to view USCW experiences and how these experiences impacted on their 

emotional and physical health.  

The concept of risk to health as an overarching thematic thread was applied to the seven 

emergent subordinate themes which resulted in the development of three superordinate 

themes. These superordinate themes are mental health and wellbeing, vulnerability and 

exploitation, and support and supervision experiences. The superordinate themes were 

selected to represent wider aspects of participant risk in this specific sector, and each 

superordinate theme is supported by a brief conceptual analysis, followed by subthemes, 

interpretation of the data and supportive quotes.  

The COVID-19 pandemic had not been factored into the initial conceptual study aims and 

objectives, but as the pandemic continued it naturally became an embedded aspect of data 

collection and analysis. The aim of this study was to explore everyday emotional lived 

experiences for those working in the social care workplace, and at this time, these every day 

experiences meant that they were working with increased risks of COVID-19 transmission and 

client/self-care. COVID-19 was subsequently raised as an additional and wide-reaching risk 

and stressor and something that exacerbated already extremely difficult workplace 
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circumstances. COVID-19 and working through a pandemic in social care, has therefore been 

added as an additional discussive thread that impacted on all superordinate themes, but is 

not treated here as an overarching or superordinate theme.  

4.1.1 Thematic Overview 

The diagram below shows the progressive flow of the thematic analysis process. Initially seven 

emergent themes were identified from the Phase One findings. The seven emergent themes 

largely reflect the question scheme asked during the Phase One interview, and the interview 

excerpts that appeared to hold meaning to the 14 participants as both individuals and as a 

worker group. As insider/researcher, the Phase One questions were based on the overall aims 

of the study and shaped by practical experience and the desire for future support and 

supervision change in the sector.  

The emergent subordinate themes represent a more nuanced and individualised approach to 

worker considerations and experiences, each reflecting an area within USCW practice that 

can impact on their health and wellbeing. Lived experience and disclosures was not one of 

the original areas for interview purposes, but the level of disclosure and candour during the 

Phase One interviews warranted its inclusion as a subordinate theme. The superordinate 

themes, however, are representative of wider, more holistic considerations, with the concept 

of risk to the USCW being identified as an overarching thematic thread that was visible 

throughout all Phase One interviews. Unregulated social care worker health and wellbeing is 

central to the inquiry and is explored as a superordinate theme. Vulnerability and exploitation 

are included in response to the Phase One comments, which highlight a complex and insidious 

pattern of sector behaviours where workers are subject to a myriad of unfair and unequal 

workplace situations and practices. Support and supervision are included as a superordinate 

theme that recognises the important and at times harmful role of the supervision process. 
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4.1.1a Phase One Thematic Overview 

Figure 1 

Phase One Thematic Overview 

 

 

4.2 Participants 

The participant group consisted of 10 women and four men, with an average age of 45 years. 

All participants were given pseudonyms. The participants had a range of previous work 

experience before joining the adult social care sector including jobs in retail, health and 

beauty, childcare, factory work, food services, and education. They undertook a wide range 

of caring and supportive roles including personal care with sometimes physically and 

emotionally challenging and dangerous clients; medication dispensing and wound care; 

personal development support; advice and guidance; and more specialist support. All worked 

in regulated services in unregulated roles. Six participants worked in specialist support 

services, three worked in domiciliary care agencies and five were employed in residential type 

services. Most worked full time, and four were employed on zero hours contracts.  
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4.2.1 Table of Phase One Participants 

Table 2 

Phase One Participants 

Name Age Employment Highest Qualification 

Jackie 51-60 Specialist Support Master’s degree 

Carrie 41-50 Specialist Support Bachelor’s Degree 

Susie 51-60 Specialist Support NVQ2 

Emma 31-40 Domiciliary Care Bachelor’s Degree 

Helen 51-60 Specialist Support NVQ2 

Rachel 31-40 Residential Foundation Degree 

Jake 41-50 Domiciliary Care NVQ2 

Liam 31-40 Residential Bachelor’s Degree 

Keith 51-60 Domiciliary Care A Level 

Lucy 41-50 Residential Bachelor’s Degree 

Jenny 41-50 Residential Bachelor’s Degree 

Pam 51-60 Domiciliary Care NVQ2 

Tony 21-30 Specialist Support Master’s degree 

Cathy 51-60 Specialist Support Bachelor’s Degree 

 

4.3 Superordinate Themes  

Three superordinate themes were identified within the research data: mental health and 

wellbeing, vulnerability and exploitation, and support and supervision. These themes 

represent an interrelated approach to the participants’ workplace and personal experiences, 

which helped to situate and explore instances of individual and organisational risk and how 

these risks played out within the social care workplace environment. The superordinate 

themes are purposefully broad to represent the overall complexity and richness of the data 

gathered and to allow for the thematic discussion of risk as an overarching theme. Each 

superordinate theme is further explored through the selection of related subthemes. These 

subthemes examine a more nuanced approach to the data, particularly the participants’ every 

day emotional and supervision experiences, and how they impact on wellbeing, practice and 

morale. 

4.4 Superordinate Theme One: Mental Health and Wellbeing 

The mental health and wellbeing of the Phase One USCWs was central to the study aims, as 

such, interview questions and prompts sought to explore how experiences left the 



102 
 

participants feeling, and what this meant for them within wider workplace, and personal 

contexts. The superordinate theme of Mental health and wellbeing is supported by 

subthemes which initially explored how Phase One participants perceived their own mental 

health and wellbeing in relation to their caring and support role. By this time, the COVID-19 

pandemic and associated restrictions had been in place for over six months, and the Phase 

One USCWs spoke of feeling exhausted, stressed, and worried. COVID-19, whilst not originally 

factored into the study, is included as a subtheme to reflect the impact on Phase One USCW 

mental health and wellbeing at that time.   

It became quickly apparent that workplace health and wellbeing was linked to personal 

experiences of health and wellbeing, and the role of difficult lived experiences, although not 

originally considered, was also included as a subtheme for further analysis. The subthemes of 

stressful working patterns and staffing issues commonly placed the Phase One USCWs in 

frustrating and physically and/or emotionally harmful situations, particularly during the first 

lockdown. Worker health and wellbeing underpins this study, and the following sections help 

provide a wider perspective around more harmful aspects of the unregulated social care 

worker role.  

4.4.1 The mental health and wellbeing of the Phase One participants 

Difficult work-related and personal lived experiences, featured in every Phase One interview. 

Participants frequently spoke of feeling stressed, anxious, scared, triggered, guilty, exhausted, 

and frustrated, which had a detrimental effect on their mental health. The adverse impact of 

mental health challenges on their wellbeing placed them at increased risk of burnout and 

related sickness absences, reflecting the challenging nature of the social care role. When 

asked about her own wellbeing, Helen, a specialist support worker felt that her role with 

victims of trauma had impacted on her health, and she paused before saying: 

...Yeah, I, I, I if I'm being honest with you, [ ] my, my own sort of emotional 

wellbeing, has suffered as a result of um I think I, I'm a real empath and for me 

that has caused me a great deal of angst because I feel everybody's situation very, 

very deeply. I feel other people's pain and and can't switch that off, but I think you 

get to a realisation that if I don't um put up some sort of protection mechanism, 

um, I'm going to end up seriously um you know doing myself damage.  
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The risk of continued vicarious harm exposed Helen to increasingly poor wellbeing and she 

recognised that the chance of damaging her mental health further was a real possibility. Still, 

her drive to help others and connect with them in meaningful and beneficial ways, helped 

foster supportive and positive relationships with her service users which she shared felt like 

a privilege. Despite her own distress and exhaustion, Helen seemed unable, or unwilling, to 

stop working at this intensity, perhaps feeling a sense of responsibility to try and meet the 

ever increasing and extreme needs of those who presented to her service during the first 

lockdown.  

Jake, who had worked in care for over 15 years, was dealing with a history of complex trauma, 

and at times struggled to care for his own wellbeing needs. As an agency worker, he had felt 

unable to say no to work due to the fear of not earning enough money to pay his bills, and it 

was this financial worry that Jake felt had placed him at increasing risk of burnout and poor 

health:  

My mental health about 10 years ago probably five years ago if I'm honest was 

shocking, absolutely shocking I didn't give one care about myself it had got to that 

point where it was just work, it was tunnel vision because it's been programmed 

into you that if you don't work you won't get any work, if you don't work you can't 

pay your bills and it's, it's this psychological roundabout that you can't get off until 

you actually go no, hang on, I can't do it, and you fall off the roundabout. 

The following subthemes were identified as further impacting on mental health and 

wellbeing: the impact of COVID-19, the role of lived experience and participant disclosures; 

staffing issues; and stressful work patterns and practices. 

4.4.2 The impact of COVID-19 

The COVID-19 pandemic greatly impacted on the participant’s mental health and wellbeing, 

and when asked if working throughout the pandemic had impacted on his own wellbeing and 

stress levels, Liam, who works as a support worker with young adults with learning disabilities, 

paused before quietly saying: 

...They’re very, very, very high. I would be erm I would be feeling stress... I would 

start getting anxiety problems on the Friday night because I'd be getting anxious 

about getting anxious on Saturday, so I would get the Sunday feeling on on Friday 
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night, and then it would go all the way through until I finally arrived at at work 

and find out where I am. 

COVID-19 had also impacted on Liam’s external mental health support network, and he 

shared that he had been receiving mental health support prior to lockdown: 

Um, I was receiving counselling up until COVID and then that was just completely 

abandoned. I was signed off and told if I want to get more NHS assistance I need 

to go back through the doctors when things get back to normal but that's never 

been followed up [ ]  that was quite an abandonment really. 

As a result of short staffing during the pandemic and not knowing if he was going to be placed 

in the high care dependency unit, in full PPE, Liam had been left feeling extremely anxious 

and stressed for two days prior to shifts. His desire for his situation and needs to be 

acknowledged was raised on several occasions during his interview, and his frustrations and 

concerns around working with COVID-19 had left him angry and exhausted, calling the 

situation “hell” and “dire”. 

Many of the participants shared that they had developed close relationships with some of 

their clients and the worry of accidentally passing on COVID-19 to a vulnerable client added 

to their already significant stress levels. Pam, a domiciliary care worker, became tearful when 

she spoke of her client’s experiences during the first lockdown and it was clear her client’s 

worries had vicariously become part of her own during this frightening time, adding: 

People have become afraid of lots of things, clients have been, have become 

afraid to go out now, because they've been stuck in for such a long time they're 

now afraid to 'go' out [ ] they're afraid, they're afraid of everything, they're afraid 

of who comes to see them, they're afraid of them going out, they're afraid who, 

like their daughter comes to visit, they're afraid of where she's been, who she's 

meeting, then it causes arguments. 

The pandemic brought its own unique workplace issues for the participants, and concerns 

around the risk of increased cross-transmission were shared, with some services initially 

unwilling to use agency workers as Liam noted: 
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They were finding it hard to cover weekend shifts because of the situation (COVID-

19) and they didn't want to use agency they wanted to use all in house. Because 

they were finding it hard to cover shifts, they decided to motivate staff to pick up 

weekend shifts, so they would cut the overtime on weekdays, and only give it on 

weekends, which obviously had the complete opposite effect, all the overtime 

was dropped by everyone in the first month and then it slowly started building 

back up. 

At times however, agency workers had to be used and as Rachel recalled: 

You have agency come in and we're trying to check whether they're well enough 

so we're doing all that, you know, here's all the PPE and can we do temperatures? 

No one's asked us to do that but as staff, we like we want to protect ourselves as 

well you know. 

These safety measures (e.g., taking temperatures, providing gloves and masks, and verbally 

checking with the individual), organised by Rachel and other staff members in the absence of 

any management or external advice and guidance, were quickly implemented to safeguard 

both themselves and their clients. She very much felt that her management team had failed 

to fully appreciate, or indeed care about the staff teams’ increasingly risk-laden workplace 

situation and vulnerability, which she felt was exacerbated further by the management 

team’s absence and lack of contact throughout the first lockdown.  

The added stress raised by inadequate PPE provisions left some participants vulnerable to 

increased exposure to risk of infection and transmission, and the confusing mixed messages 

they received from their providers seemed to worsen this risk. Both Pam and Rachel had 

struggled with accessing PPE, with Rachel recalling: 

…um for the first 12 weeks of lockdown, we had no PPE we had no masks, we had 

to demand it we were like “can we not have some masks please?” We were given, 

we were given one a day, one! They were like don't touch your face that was the 

advice until they got more PPE and then they said, oh, you can have five masks a 

day now, but be careful with the gloves because if we run out you got to use your 

bare hands. 
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Rachel was angry given the risks of increased transmission to self, service users and family 

members, that inadequate provisions of PPE exposed them to. Mindful of the increased 

COVID-19 risks for her client group, these risk measures, whilst unofficial, were felt necessary 

given the increased vulnerability of their clients. Rachel also spoke of wanting to protect her 

own personal COVID-19 bubble, which the increased precautions helped with. Stepping up to 

take responsibility for personal health and safety risks in often chaotic environments felt like 

nothing new for many of the participants as they went on to share personal lived experiences 

of trauma and violence. 

4.4.2 The role of lived experiences and participant disclosures 

All participants disclosed lived experiences with mental health issues such as anxiety, 

addiction, panic disorders and stress, and most talked about having lived experience of 

trauma, commonly domestic abuse as children and/or adults. They universally felt that having 

the right experiences and individual characteristics to work as a carer or support worker 

required that “something extra”, and that this something extra was important to the role. It 

was believed that training alone could not teach this quality, with Helen noting: “I don't know 

what training can equip you for dealing with, sometimes ya know hurting [ ] or broken people 

and you know, what can you do to train to be equipped for that?” 

This “something extra” was, for Keith and Tony, shared lived experiences which they both felt 

enabled them to draw upon relational compassion and empathy between them and their 

clients. When asked about where he thought his drive to show others compassion and 

empathy came from, Tony reflected before saying: 

I think it comes from my past experience, I think it comes from a place of damage 

a lot of the time, I think it gives you that sixth sense and that kind of electricity to 

be able to instantly see someone that's damaged… I know people talk about in 

the LGBTQ community about having a gaydar I think you can have like a broken-

dar, err for people that's that's kind of unwritten and you can see and say right I 

want to help someone. 

Keith, who works as a support worker, felt that for those who naturally possessed the qualities 

of compassion and empathy, they were always going to care about others be it in a formal or 
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informal capacity. When asked where he thought the skills of compassion and empathy came 

from, he thought for a while before saying: “Um... Possibly lived experience.” 

Jake disclosed lived experience of chronic child abuse and violence which he felt added to his 

struggle in being able to put himself first. When asked if he thought other carers might feel 

the same, he said:  

It is difficult… I think doing good for other people becomes that replacement for 

doing good for yourself erm I mean you could be completely neglecting yourself [ 

] I haven't looked after myself because it's so much easier to give it to somebody 

else [ ] It's been programmed into me erm it's one of those things that actually 

I've always had to look after somebody else [ ] so it's always been about somebody 

else. 

For some workers, previous lived experiences of trauma impacted on how they might respond 

to challenging clients and situations in their everyday working lives. These prior lived 

experiences exposed them to risk-laden and unpredictable workplace situations which they 

at times found triggering, distressing and a struggle to tolerate.  When asked whether she had 

experienced any challenges in her role, Emma, who is a domiciliary carer, said: 

...What I'm struggling with at the moment is that he (the client) is drinking and 

when he becomes drunk he becomes aggressive and because of domestic 

violence from my childhood from my Dad that triggers things inside me, so I'm 

getting slowly to the point that if this is gonna carry on, I'm going to have to say 

um, please don't send me there again [ ] It feels like I'm back where I was [ ] and 

I'm just... I wanna cry. 

Cathy works in a specialist advice and guidance service with criminal justice victims and 

perpetrators. Most of the staff team are students on placement or volunteers and Cathy is 

aware that individuals may struggle to work with some of the service users: 

...Um there's always going to be a trigger when we interview volunteers or staff 

members [ ] we get sex offenders [ ] but because there are lots of people that will 

say, “don't expect me to work with a sex offender, end of”, and if that's your 

attitude this is not the right place to be [ ] but it could be a trigger [ ] I didn't expect 
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to see such a big trigger from bereavement. Just last week somebody started to 

talk about bereavement and somebody's lost a grandmother and just out of the 

blue it hit her. 

Many of the participants felt that the kinds of emotional skills required to be a good social 

care worker, couldn’t always be taught. These participants found that their own difficult lived 

experiences helped them to understand, relate and connect with their client’s issues in more 

meaningful and knowledgeable ways. The need to possess self-awareness to safely manage 

difficult and potentially triggering events was especially noted by some, who felt that it acted 

as a kind of positive buffer against the risk of stress and harm of the social care workplace. 

For Jackie, a specialist intervention and support worker, her own shared experience of trauma 

had seemingly enabled and empowered her to connect and relate to the needs and 

experiences of her client group, and she said this of her own lived experiences:  

I’ve been through an abusive relationship [ ] So that side of things, ya know I had 

a massive awareness about it... [ ] My ex-husband had a drinking and drug 

problem and like I say he was very abusive, so I had that fundamental stuff there 

and I've always been really interested in psychology, and mindfulness and 

wellbeing and all that kind of stuff [ ] so there's a lot of things that I could really 

hone it in to [ ] it’s about actually knowing your own capabilities and your own 

self. 

Cathy shared Jackie’s lived experiences and went on to say this of her practice as a domestic 

abuse survivor: 

I have a very high threshold with stuff um because of yeah some of the things I 

experienced mostly from men I would say… [ ] Um... Maybe, maybe there's a slight 

arrogance that I suppose I think I'm gonna be alright you know [ ] I could have the 

most dangerous person in front of me and I just tell them, get out of the office 

now I'm not tolerating that without a qualm in the world [ ] other people have 

been in the corner like “oh my God why didn't you press the alarm?” 

This somewhat blasé and acknowledged arrogance from Cathy, arguably placed her and her 

colleagues in an increased space of risk of harm given she worked with known dangerous 

offenders in a confined space. Much like Jackie, who felt that she’d gone through so much in 
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life that there was nothing that could trigger her anymore, Cathy had reasoned that her lived 

experiences had prepared her for every client eventuality and felt secure in these self-

assurances. She appeared to mindfully reflect as she spoke, however, going on to say that 

maybe this could be over-confidence and that it could all go wrong someday.  

Carrie was aware that many of her colleagues had not yet been able to process and 

understand their lived experiences in the same way as she had about her own history of 

addiction, saying: 

I've had my own life experiences and stuff which took me into this role, but um [ 

] I've seen a lot of staff come through that have been wounded healers, and you 

know, you can see that in their practise.. They were, you know, trying to fix 

themselves by trying to fix somebody else really... [ ] It can be quite dangerous I 

think if you don't address what you need to address. 

Carrie’s own lived experiences seemed to enable her to recognise, relate and appreciate that 

some of her colleagues were still struggling with their own lived experience triggers, which 

she spoke about sensitively and with compassion. She frequently raised the importance of 

worker self-awareness and self-care in this sector, but that in her experience, it was not 

something actively talked about or promoted within organisations.  

Like Carrie, Cathy and Jackie also believed that their lived experiences, when accompanied by 

self-awareness and focused reflective introspection and learning, helped enable their own 

workplace wellbeing and productivity. This self-aware and mindful practice appeared to 

facilitate positive and meaningful connections with clients and colleagues, which in turn 

helped to buffer the impact of other workplace and personal stressors. Making some form of 

positive workplace meaning from difficult lived experiences came easy for many of the 

participants, however, many had also experienced vicarious trauma in their role, and it was 

unclear whether they were always aware that this was what they were being subjected to. 

Workplace stress was not just noted because of service user interaction, and how the 

unregulated social care workers experienced the 24/7 working patterns within the sector, was 

also raised as an additional stressor. 
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4.4.3 Stressful working patterns 

Participants, particularly those employed in zero contract domiciliary roles, spoke of working 

long hours and with being frustrated and stressed with the lack of allocated travel time 

between service users, no breaks and short notice additional calls. Those attached to 

residential and satellite services experienced more structured hours and shifts, although 

these participants had at times physically and emotionally struggled with working 24-, 36- and 

48-hour shifts, especially throughout the first COVID-19 lockdown. For those participants in 

domiciliary care roles, their shift patterns and organisational practises left them exhausted, 

and at times feeling coerced in to accepting unwanted additional client calls and shifts. The 

cutting of travel time between calls also left these lone workers vulnerable to abusive 

behaviour from frustrated and angry clients. 

Pam, a domiciliary care worker on a zero-hours contract, entered the service after her 

cleaning round became more personal care. She had originally agreed to work between 35 

and 40 hours per week, but this was frequently pushed up to 60 despite her feeling 

increasingly stressed, tired and frustrated. When asked about her hours, she said this of a 

recent shift experience:  

I do a lot of split shifts and then I get a phone call, please can you just do this one 

more client? Please can you do it at the end, of your shift? [ ] I ended up getting 

in at four minutes to midnight [ ] I was exhausted. 

Working split shifts (working in the morning and then returning in the evening) appeared to 

expose those participants in domiciliary care worker roles to an increased likelihood that 

additional calls could be added to their list, shortening the time between the first and second 

split shift. The gap between shifts was used by the participants to rest, eat and take care of 

personal errands and family responsibilities, however this time was increasingly encroached 

upon when asked to pick up extra calls. Leaving exhausted and frazzled workers rushing 

between service users, the lack of travel time exposed both worker and service user to an 

increased potential for practise errors and rising stress levels, as Pam went on to add: 

There’s no travel time, so I'm getting stressed because I don't got any travel time 

whatsoever not even a minute between the calls… [ ] It’s please can you help 

please can you help? We've got four down we're desperate all this sort of stuff. 
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It’s this that gets to me… [ ] I got a phone call at 10 to seven, bear in mind I didn't 

I didn't go to bed til one o'clock this morning, ten to seven the phone's goin and I 

didn't answer the phone so they sent me a text message [ ] I just ignored it. I feel 

guilty, but I felt angry this morning that they even had the nerve after me going 

out and being bullied basically into doing the extra call. 

As domiciliary care workers, both Jake and Emma also spoke of being asked to pick up 

additional calls, usually on the same day and at short notice. Like Pam, their supervisors would 

overly exercise the use of the word ‘please’, say they were ‘desperate’ for their help, and beg 

and cajole them in to saying yes. It was here that Pam’s guilt turned to anger and despite 

Pam’s self-confessed difficulty in saying no at times, she had clearly had enough at this point, 

although this too left her with feelings of guilt. 

The lack of travel time between clients was seen as problematic by all the participants in 

domiciliary care roles and for Emma, this exposed her to an increased risk of verbal abuse 

from clients: 

…You've got no traveling time between people… You're stressing around because 

you're rushing from one to another then you get late then somebody shouts at 

you because you're late but it's not your fault because um you've got no time. 

She added:  

I don't have a single five minutes travel time between them and it takes me about 

10 minutes to get from one place to another sometimes and finding parking... [ ] 

and then you're 10 minutes late here, another 10 minutes here and then you’re 

like an hour late at the very end. 

Asked what that felt like, Emma said: 

It's stressful, it's frustrating, because you you feel like “oh she's waiting for me” 

because I need to you know change her pad or she is hungry or thirsty, so you try 

to rush and get there as fast as you can. 

When asked what he found difficult about his role, Jake paused before saying: “The hours 

were difficult… Zero-contract hours are awful.” He went on to say: 
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I’ve worked places when I was on agency I was zero-contract hours, you have no 

stability you look at your rota that week and you think God I've got two shifts 

that's not gonna pay the rent... [ ] and you end up borrowing [ ] and actually I'm 

in the mental state I can't go to work but I've got to and it's, it's just a vicious circle 

it really is... [ ] if you're on that zero-hour contract you grab as many hours as you 

can [ ] and you end up working seven days a week. 

Asked why he continued if it was making him unwell, he replied: “Because of that fear if 

nobody else is there and I need my wages to come in… You're stuck between financial and 

physical abuse really.” The persistent threat of not having enough work for the following 

week, meant that Jake ‘grabbed’ as many hours as he could, living with the vulnerability of 

wage insecurity and the stress of debt. This anxiety drove him to work seven days a week 

which he admitted to doing for months on end at times, leading to physical exhaustion and 

emotional burnout. Jake described his life as a “vicious circle”, which wholly encapsulated his 

feelings of being unable to get off this roundabout, exposing him to increasing physical and 

emotional vulnerability, exploitation and wage insecurity.  

Emma’s concerns however were very much focused on her client’s wellbeing and what being 

late may mean for them, despite the fact cutting travel time had resulted with Emma being 

exposed to difficult verbal abuse. The removal of travel time between homecare service users 

did not remove the need for the participants to travel between service user homes given they 

were still carrying out the same duties at the expected same quality. The removal of travel 

time did however mean that these participants and their clients were placed at increased risk 

of harm and any associated emotional and physical future impacts. 

4.4.4 Staffing issues 

Staffing issues were identified by the participants as one of the most significant causes of poor 

working conditions and increased related stressors. Staff sickness led to understaffed shifts, 

overworking, and additional responsibilities and duties on the already stretched participant 

workload. When asked whether they had short-staffing issues in their service, Emma replied: 

“Yes, very, very, very much... sickness every single day… Sickness or people have an accident.” 

Both Jake and Rachel spoke about their colleagues calling in sick, although they both talked 

about this happening due to their apparent unwillingness to work as opposed to them being 
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genuinely unwell, which frustrated them. When asked if it was common for workers to call in 

sick, Jake replied: 

Very common, very common… Erm there are some that'll go actually, do you know 

what, I know this weekend's a nightmare cos we've only got half the staff on [ ] so 

I’m not goin in and, and that then just makes it worse for the people that are on 

and then you get that resentment between staff. 

Pam was also mindful that staff sickness wasn’t necessarily as a result from staff being unwell 

and added that the extra calls she’d been asked to do because of staff sickness were, in her 

opinion, a result of issues between the care company and the care staff, adding: “…They 

messed the wages up for the girls that were on that run so they decided ah we'll go sick, so 

they've gone sick.” Genuine sickness negatively impacted on staffing and wellbeing for the 

participants but the idea of workers calling in sick for other reasons left some participants 

annoyed and frustrated. The added sickness stressor of staff being off with COVID-19 was not 

specifically mentioned by the participants in relation to workplace absences. However, some 

colleagues had chosen to be furloughed, or were shielding due to increased medical risk, 

which added considerable stress to those who remained in post.  

On his first day as domiciliary care worker, staff sickness meant that Jake’s induction period 

was cut short from a week to one day, and he recalled: “When I first started, it was supposed 

to be a week of shadowing and then out on your own, my working on my own started on the 

second day.” When asked what that had felt like at the time, he recalled that it was:  

Terrifying... I'd been put… I was responsible now for these people that I was 

visiting and these people that I'd never met before… [ ] I remember being worried 

that I was going to hurt somebody or cause somebody harm by not doing 

something or doing something I shouldn't [ ] It felt like I was being thrown in at 

the deep end… It was a baptism of fire erm thankfully I only got slightly singed at 

the time (laughter) [ ] but to be honest I think the baptism of fire suited me. 

For Jake, staff sickness meant his first lone social care role was undertaken after only one day 

of induction training, exposing him to heightened states of fear and vulnerability. Jake 

described the experience as terrifying but then went on to say that that had suited him, 
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perhaps evidencing his resilience and aptitude for problem-solving. These attributes were 

shared by all participants, to varying degrees, and with varying levels of awareness and ability. 

Staff sickness left the participants at increased risk of harmful health and safety outcomes, 

exhaustion, feeling resentful with colleagues, lacking in morale and concerned that they might 

make errors. Genuine sickness was managed, but it was common for there to be mistrust 

around why some colleagues failed to show up for their shift, which added to the risk of rising 

resentment and poor teamwork. Participants also felt that these absences were often left 

unchallenged due to the fear of workers leaving, adding to already problematic staffing issues.  

The COVID-19 pandemic had a significant impact on more specialist social care service 

delivery, with many organisations choosing to close or work from home where possible. For 

Helen, who was employed full time with an open access specialised support service, this 

meant that she saw a marked increase in inquiries and support needs, noting: 

The pressure has ramped up really, because we've noticeably seen a significant 

rise in the number of women accessing our service because other services that 

are not working at the moment. It's left a gaping hole so you know on a daily basis 

there are a lot of crisis calls coming in, it’s really extreme. 

For Helen’s service, like many others during the first lockdown, she found herself working in 

a reduced team with reduced access to external support services and changes to how clients 

accessed help. As one of only a handful of public-facing support services open during 

lockdown, Helen’s already reduced team tried to fill the gap, which served to further 

exacerbate an already stretched and stressful workplace environment. As other participants 

had raised, she too had felt an increased sense of responsibility and given she was often 

unable to help those who presented and as the ‘face’ of the service, felt an increased sense 

of accountability, frustration and distress which she was concerned would lead to burnout. 

The unpredictable working patterns and often ill-considered expectations placed on the 

participants at this time left many feeling angered, stressed, exhausted and guilty. Staffing 

issues commonly impacted on working conditions and manager expectations, with increased 

staff sickness/shielding and turnover leading to some participants feeling isolated, frightened 

at increased risk of harm and ignored. The poor mental health and wellbeing experiences 
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shared by the participants helped identify and frame the direction of Superordinate Theme 

Two where the data will now be explored through the lenses of vulnerability and exploitation.   

4.5 Superordinate Theme Two: Vulnerability and Exploitation 

Overshadowed by the explicit vulnerability and risk of harm associated with their specific 

service user groups, the Phase One participants did not speak about themselves as being 

vulnerable individuals. However, they did acknowledge that at times they were at risk of harm 

and recognised that some of their colleagues were particularly vulnerable. The findings, 

however, clearly evidenced that participants were at times left with extremely difficult 

feelings after being placed in vulnerable and exploitative workplace situations, although no 

participant specifically used the term exploitation to describe what was happening to them.  

The potential for increased risk to wellbeing was not only confined to the workplace, given 

the participants had also disclosed personal histories of trauma and/or mental health, 

alongside additional COVID 19 health risks and transmission concerns. The superordinate 

theme of vulnerability and exploitation will be further explored through the following 

subthemes: the natural carer; when saying “no” feels like it’s not an option; feeling minimised 

in the role; and experiences with violent service users.  

4.5.1 The natural carer 

The natural carer is defined within this study as an individual who possesses a passion for 

helping and caring for others, and all Phase One participants spoke of feeling drawn and 

pulled into a helping role. They spoke of feeling rewarded, happy and worried as their clients 

thrived and struggled during their time with them, with many sharing how much they loved 

their role and service user groups. The participant/client relationship was consequently seen 

as a highly motivating factor by all, and it was clear the participants were emotionally invested 

in these relational dynamics. This emotional investment, and a drive to help others, was 

recognised by many of the participants as something that could be taken advantage of by 

organisations, especially given the current short staffing issues services were experiencing at 

that time. Despite their frustrations and anger with often harmful and unfair workplace 

conditions, poor standards of pay, COVID-19 worries and inadequate support, the 

interviewees still spoke of feeling driven and pulled into working within the sector. These poor 
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conditions, seldom raised or complained about, were continued to be tolerated by the 

arguably vulnerable Phase One participants. 

Pam started the interview by explaining what her responsibilities were in her current role: 

I do whatever it takes to make that person's life better [ ] Just... I love the way that 

I leave them [ ] I know they're all safe and tucked up or you know they're fed well, 

looked after, clean, you know, I love every part of my job [ ] I love the interaction 

with the people and I love all that side of it and I love, I love looking after people.  

She went on to add: 

I think it's the nurturing side of it… It's kind of like the Mumsy bit. I think it's kind 

of that and then course with the kids growing up and leaving home and having 

just me, my husband, and my little dog to look after it wasn't enough. When my 

Mum died I was lost because I looked after my Mum all the time so when she died 

I was kind of like, shit. 

Helen shared a natural inclination to help others, saying: 

I have a real love of people and I always have done, and I think I've always been 

wired that way so even when I was um a child, I think I would spend time with 

older people, you know, elderly people, and always be the person that was 

looking out for them and caring for them. 

However, she went on to add that being ‘wired’ this way could be emotionally draining when 

clients did not achieve their hoped-for outcomes. Recognising her powerlessness, she said: 

I am someone who's um I'm used to being able to, you know, fix stuff and when 

you can’t, you can't fix that, you know, and you cannot change it, it's out of your 

control and it feels so so um... difficult and heart breaking, it's just absolutely heart 

breaking and heart wrenching. 

For Jake, continuing in a role he sometimes found distressing and unfair, centred around the 

personal satisfaction and fulfilment he felt from the caring role. When asked why he enjoyed 

caring for others so much, he replied: 
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It made all the difference that one person said thank you [ ] I hadn't felt needed 

before so yeah it made a huge difference... Huge difference to my life, huge 

difference to my mental wellbeing, huge difference, actually being in the call with 

a person and all your attentions on them and all their attentions on you.  

Loving to help people was frequently mentioned by the participants, and many talked of being 

the sort of individual who had always actively sought out the opportunity to support others. 

Helping others was viewed as rewarding and an important personal experience for all Phase 

One participants, although they did recognise that this characteristic could be taken 

advantage of and exploited, especially when they felt unable to say no to managerial and 

service user requests. This innate characteristic seemingly played an important part in the 

participants being able to tolerate and understand the more stressful and challenging aspects 

of the role and wanting to give back factored highly. The participants also found their work 

hugely rewarding at times with Liam saying:  

I think you definitely get a sense of achievement when you've done things [ ] in 

the job that I'm in now, we were able to take one client to his sister's wedding [ ] 

and being able to bring them together and do that kind of thing it's just amazingly 

rewarding and it's brilliant. 

Some participants were aware that they and other workers may well be meeting their own 

needs within the carer/client dynamic, and as Cathy spoke, she reflected on whether she had 

initially worked with children because they had needed her. Jake shared how much he loved 

making the lives of others better, and his repeated use of the term “huge difference” 

seemingly evidenced how rewarding these relationships had been to his life at that time. 

However, these positive relational and emotional benefits highlighted a potential for 

increased exposure to unfairness, exploitation, and vulnerability, given participants shared 

being bullied and cajoled in to accepting additional hours and/or responsibilities, and not 

feeling able to say no to them.  

Some participants commonly acted under the belief that clients would be placed at risk if they 

did not go the extra mile or accept the extra shift, would feel guilty about saying no, or were 

worried about being excluded from working for previously turning down shifts, as Jake 

explained: “…if you turn down a shift, management will say don't give her any shifts next 
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week. I've heard management say it, I've heard the planners go oh we just won't, we'll take 

their work off them next week.”   

Many participants spoke of feeling like a number, or just another body to cover the shift, 

which seemingly served to minimise and hide the true emotional and physical impact of their 

role and removed others, outside of their personal frame of reference, from genuinely 

relating to how they were feeling and coping. Possessing the innate characteristic to care for 

and about others, was also felt to have been commodified and depersonalised, and the 

participants spoke of numerous occasions where they or their peers had felt taken for granted 

and their natural inclination to care about others, taken advantage of.    

4.5.2  When saying “no” feels like it’s not an option  

All workers recognised that their roles can be subject to being asked and told to do things that 

they were not comfortable with but felt, in the circumstances, they had little choice but to do 

them anyway. Requests were usually complied with even when workers were unsure of how 

to complete a task or worried about the physical and or emotional consequences of it. These 

requests commonly exploited the needs and vulnerabilities of the worker by means of 

apparent manipulation and coercion, although it cannot be stated if this behaviour was 

knowingly perpetrated and understood by the participants management teams.   

Several of the participants spoke of feeling powerless in refusing work or additional 

responsibilities from their management teams. Emma spoke of going to work with a violent 

client who had previously struck her and had threatened to stab her if she returned. This had 

been passed on to Emma’s manager, but she still went back. When asked why, she said: 

Because it was on my rota… because I was meant to go there… because the 

managers told me to so I didn't want to lose my job because of that, I didn't know, 

I wasn't sure what rights I have or not. 

Pam had had similar experiences where she hadn’t felt listened to when trying to say no to 

extra calls. By doing the extra call on this occasion, Pam arrived home much later in the night 

than usual and encountered her partner’s annoyance: 

He (Pam’s partner) wasn't very happy, he said what time bloody time do you call 

this what you been doing? And I explained to him, and he said why did you say 
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yes? I said because I was made to feel so guilty... I said no... I said I was made to 

feel so guilty for saying no, that I did it anyway. 

Jake also struggled to say no to extra shifts, particularly when the idea of the clients being 

exposed to increased risk of discomfort or harm was used as a motivator. The participants 

commonly put the needs of service users before their own and in times of short staffing, these 

concerns appeared magnified, with Jake noting:  

If you're one of those daft ones that care, you put the clients first and you think 

to yourself, actually, that carer is not going to work today, nobody's gonna see x, 

y, and z and they're not going to get their medication, they're not gonna have 

their food, they're going to be dehydrated, they're not going to have seen anyone 

and you go right, I'll have to do it.  

Having a “right, I’ll have to do it” approach to accepting unwanted work, exposed Jake to 

increasing exploitation, vulnerability, and worsening wellbeing. He referred to himself and 

others as being “daft” because they cared, perhaps recognising the unfair situation he had 

seemingly placed himself in. As he spoke, he did however take some time to reflect on why 

and how he felt this situation may have arisen: 

Erm… Some people are like me er we don't stand up for ourselves... [ ] we just 

scuttle it away in our heads erm sometimes looking back on it you think oh my 

God why, why, why did I put up with that? 

In the workplace, Susie, who works with extremely vulnerable and potentially dangerous 

clients, struggles to say no when clients make requests of her she reflected:  

Ya know… I might be in the middle of eating my dinner and somebody needs 

something so I will go, and they (her colleagues) go "oh why did you do that? that's 

just stupid and that" and I go because they needed me… you know, it's, that's 

me… That's me.  

Susie shared that she liked to feel needed, and it appeared that she was reluctant, or unable, 

to say no to service user requests. Whilst Susie felt it her job to meet every client need and 

request, her more experienced colleagues may have found this behaviour challenging, given 
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it exposed both Susie and her team mates to client exploitation, unrealistic expectations and 

potential client/worker conflict, as Helen, who also works with challenging clients noted: 

I think you, you can be strong in the sense of, you have to have good boundaries, 

because obviously some of the clients you work with, they would run rings around 

you so you do, you have to have a strength. 

For the participants, saying no left some feeling guilty and worried about the potential 

consequences, given for Jake, saying no to shifts had the very real possibility of being excluded 

from the rota, or a client could be placed at risk. Helen believed that having inner strength 

and boundaries helped buffer workers from exploitation and increasing vulnerability, 

recognising that in some instances, the client is not necessarily the most vulnerable within 

the worker/client dynamic. Not feeling able to say no in the workplace, exposed some 

participants to problematic boundary issues which were arguably reinforced by managers, 

when coercing and bullying them in to covering shifts. For some participants, even when they 

had felt able to say no, no one seemed to be listening. 

4.5.3 Feeling minimised in the role   

Within the interviews, many participants spoke of feeling that they were seen in the 

workplace as just another replaceable number or another body to cover a shift. Little 

consideration appeared to be given to the participants regarding the scope and skill of the 

many different responsibilities carried out by them daily. This depersonalised approach often 

left the workers feeling ignored, unacknowledged, taken for granted and underappreciated 

both remuneratively and psychosocially. Pam, when asked how she would like to be seen by 

management, quietly said: “I’d like… basically, to feel that I’m, I’m worth more than I’m led 

to believe, or that ‘they make me’ feel because I feel my job is important.” This sentiment was 

echoed by all, and a sense of a lack of respect, dignity, agency, and care was a source of 

frustration, disappointment and anger for the participants. 

When asked what skills the participants thought were needed to do their job, they commonly 

cited communication, listening, empathy and compassion, attributes frequently referenced 

in support and care worker job descriptions. For Pam, this question left her feeling angry and 

much like the other participants, she too struggled to list the skills she thought necessary to 

be a good carer, but she did say this: 
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Well, I'm unskilled aren't I according to Boris (Johnson), I'm unskilled... I think I've 

got every street wise skill that you could mention... I know how to nurture, I know 

how to care, how to clean, how to cook, I know how to look after somebody's 

body that they don't understand themselves, I know a lot, a lot. 

Whilst Pam and the other participants did not appear to be able to reel off a long list of specific 

skills in that moment, they absolutely did recognise and feel that they provided a valuable, 

meaningful and necessary service. The belief that this was taken for granted and a 

convenience for others who perhaps did not want to engage in the messy business of disease, 

injury and hurt, was not lost on them. The ignored, hidden, misunderstood and objectified 

nature of this work, may have added to why the participants felt they were being treated like 

commodities, just another number or body, and robots. 

As Carrie reflected:  

You have that kind of mentality of I think when your staff are being treated as just 

a commodity [ ] you just get this whole culture of actually forgetting there's a 

human being at the end of all of this [  ] the staff team are human beings and they 

have lives… [ ] if you treat people as human beings and you acknowledge that they 

might be having a bad day or whatever erm... that makes them feel valued and 

recognised within a setting. And… I think that... the more you value your staff um 

the better they're going to perform. 

Rachel echoed this feeling:  

We're just like a number to them they haven't thought about us as people, we're 

just a commodity to make them money, because they get money for us coming in 

and looking after their clients and they haven't thought about us at all… [ ] you do 

realise you are, you, if you left they'd just hire someone else they don't, they don't 

look at your loyalty and how long you've worked there and how well you're doing 

your job. 

This disconnect was recognised by Pam who was angry with how carers were treated, adding 

that she felt decision and policy makers, were not currently in the best position to make 

practice and client decisions. When asked why she thought that she said: 
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Well they don't know, how could they know because they're not going out there, 

they're not experiencing these things themselves [ ] How could they know, they 

don't know this person, they only know this person by a piece of paper that's in 

front of them. 

Participants often felt that their efforts, skills, and risks were minimised and 

underappreciated, with many believing that a lack of real understanding around the role had 

led to it not being viewed as a professional, skilled and valuable one. The unregulated social 

care role is fraught with the potential for physical and emotional harm, and alongside other 

hidden aspects of risk and vulnerability, experiences with violent service users was raised as 

just another part of the job. 

4.5.4  Experiences with violent clients 

The stressful and sometimes dangerous nature of the work often meant that participants had 

witnessed, or been subjected to, client violence and anger which they largely dealt with by 

minimising and justifying client intent and capacity. Exposure and tolerance to dangerous 

service user behaviour had been seemingly normalised and accepted as just a part of their 

job, which arguably served to place the Phase One USCWs in an increased space of 

vulnerability and exploitation. The normalisation of dangerous service user behaviours poses 

both an individual and an organisational risk, given the significant impact poor wellbeing and 

sickness can have on the provision of effective and safe community health services.  

Although Jenny did say that the police should be called when workers had been harmed by 

service users, at no time when discussing experiences with violent and abusive clients did the 

participants refer to themselves as victims, with Jenny noting: 

If this was a member of the public that had been attacked you would call the 

police, this is what we’d do, why didn't 'you' do it, because it was their norm [ ] 

even now they do not contact the police and it's in bold "you must contact the 

police". 

Liam, a part time support worker with learning disabled young adults, talked about being 

physically attacked but accepting it: 
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I started my care career working with people with severe autism so I have, I've 

been hit and bit and spat at and scratched but it's from people who don't know 

how to express their emotions, so I've got a very different take on physical abuse 

and how you how you accept it. 

Emma, employed on a zero-hour domiciliary care contract recalled how it felt to work with a 

new client with a history of violence: 

The first few times I was scared I'm not gonna lie it was frightening it was like, you 

feel like you're gonna panic but you just try to like remember what you need to 

do… [ ] Your heartbeat would go really fast.  

When asked what kept her going back despite her fear, Emma replied: “Um... because I know 

that it's not her fault the way she is.” 

The likelihood for serious injury in some social care workplaces was largely accepted by Carrie, 

who had previously worked in a challenging behaviour unit for young adults. She, recalled this 

of her time there: 

I know personally... I would kind of go in and think am I gonna get bitten today am 

I going to get something thrown at me [ ] there's quite a few people that would 

be off sick because you know they'd have teeth knocked out or things like that. 

We were working with some quite violent young people [ ] and they, there was 

no consideration for the safety of the staff. 

Carrie, Liam, and Emma’s experience of tolerating risk in terms of the probability of real harm 

was shared by other interviewees, who had become accustomed to what were at times 

extremely distressing and dangerous client behaviours. The lack of accountability and 

responsibility taking for violent and harmful acts from clients as a wider organisational and 

sector concept, had been seemingly normalised by the participants and rationalised as the 

result of client ill-health and a lack of capacity.   

Both Carrie and Liam spoke about the importance of reflection and self-awareness as being 

valuable in relation to communicating their needs and buffering workplace stressors, and it 

appeared that this helped to mitigate any associated difficult feelings. However, being able 

to rationalise and understand why and when clients might be violent did not help to mitigate 
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the probability of physical harm occurring and, as such, the expectation and worry about 

violence still needed managing. Carrie went on to place the responsibility of worker and client 

risk/safety on to the service provider, recognising the limits of her own accountability and 

duty to manage safe workspaces, adding: “...realistically they weren't, I mean the homes 

weren't addressing the stuff that needed addressing.” 

For Rachel, a part-time support worker with increasing health care responsibilities, putting up 

with violence from service users had been written into organisational policy and accepted as 

part of her role:  

Basically, it’s a risk that we take and that yeah, there is a policy about it, we 

obviously cannot hit back, but that we are in danger of it. It’s in our job description 

so we just gotta put up with it. 

It sounded very much as if having a policy and it being part of their job description had 

formalised the likelihood and risk of physical harm for Rachel and her colleagues. She sounded 

frustrated with her perceived powerlessness, giving the impression that these difficult 

experiences had been minimised by management and accepted as ‘just the way things are’ 

by staff. Having to tolerate physical aggression had left Rachel feeling angry, unimportant, 

and unable to say no. Client violence had historically been infrequent but as the client’s needs 

became more complex, so had their levels of support and it was this that Rachel felt left them 

exposed to increasing vulnerability, exploitation and an increased probability of physical and 

emotional harm, adding:  

We have far much more responsibility but with no more pay or consideration, or, 

or gratitude [ ] It’s soul destroying really, because especially with this year of 

COVID, we've had no managerial support at all and we're doing everything off our 

own backs. 

Jake, a domiciliary care worker for over 15 years, used the phrase “bless her heart” when 

talking about an experience of physical violence from a client:   

I didn’t notice her hand come off the trolley it came straight back… straight got 

me straight in the chest [ ] I was on the floor bless her heart, I have to say bless 

her heart cos it winded me. 
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When asked about his other experiences with client physical violence Jake added: “It is 

common, and it shouldn’t be.” Despite admitting that violence should not be a commonplace 

experience for workers, Jake persistently minimised the impact of client violence and abuse 

directed at him, continually justifying it away whilst simultaneously recognising that violence 

and abuse toward his colleagues was unacceptable.  

Jenny’s service supports individuals with learning disabilities, substance misuse issues and 

histories of offending, including sexual offence. She made numerous references to workplace 

violence and physical assault:  

At the time when it happened I, I do remember feeling not frightened which is 

actually a scare in itself cos if you become immune to that, if you think that that’s 

ok, you’ve crossed the line. What’s going on for you if you think that being 

threatened with a knife, regardless of your gender and size etc etc is okay? 

Jenny described employing a coping strategy of detachment that had increasingly left her 

numb to violent and dangerous situations, and she recognised that her personal lived 

experience of domestic abuse and violence had perhaps left her vulnerable to this type of 

unhealthy yet familiar risk-taking behaviour. However, despite her own remonstrations about 

workers not calling the police after violent incidences, Jenny did not call them on this occasion 

either. She went on to share that it was the incident with the knife that had triggered her 

thinking about reaching out for mental health support, and taking some time out to recover.  

The thread of not holding clients and organisations to account in relation to experiences of 

violence and abuse was noted throughout all interviews. The Phase One participant group 

evidenced a more compassionate and accepting approach to tolerating dysfunctional and 

potentially harmful incidences with clients and favoured the belief that service users, as 

vulnerable individuals, were not responsible for their harmful behaviours. Organisational 

responsibility around violent client experiences was largely framed by the participants as a 

need for more regular, effective, and compassionate support mechanisms. Carrie, however, 

noted that the ‘organisation’ should be the one to minimise the likelihood of violent 

behaviour occurring, which she believed can be achieved through the implementation of 

improved behavioural strategies and increased staffing levels.  
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A compassionate and tolerant approach to this aspect of the job appeared to help buffer and 

mitigate the impact of violent client behaviours, given it was felt the assaults were nothing 

personal and that a certain type of resilience was needed for this type of role. Others 

recognised this but shared that they continued to feel scared, anxious and vulnerable about 

working with known violent service users. Participants largely recognised that being exposed 

to physically harmful behaviour was part of the job and had accepted and in many cases 

justified it, despite the known risks.  

The reluctance to challenge, report and even recognise the scope for potential wellbeing risk 

and harm, exposed many of the participant group to a likelihood of increased physical and 

emotional vulnerability and exploitation. Their willingness and ability to move past difficult 

and even frightening client facing experiences, seemed to help minimise the seriousness of 

these events, which over the time, appeared to some way leave the participants feeling 

immunised to this kind of risk and harm in the future.  

4.6 Superordinate Theme Three: Support and Supervision  

Supervision, as a space for social care workers to reflect, prioritise work with clients and 

receive guidance and support around areas that need development, played an important role 

in the participant’s work life experiences, although commonly a negative one. All participants 

had received at least one supervision, although for many they were infrequent, lacking in skill 

and understanding of the process, punitive and felt done to, not done with. The participants 

spoke of the support networks they have access to at home and at work, although they largely 

felt this was inadequate and that those outside of the sector were unable to relate to how 

challenging and rewarding their roles really were. The following areas were identified within 

the data for further exploration: experiences with workplace support; personal support 

networks; experiences with supervision (including experiences with both ineffective and 

effective supervision); training and learning; and a vision for supervision. 

4.6.1 Experiences with workplace support  

Workplace support was identified as an essential part of the social care role, given the scope 

for difficult and at times harmful workplace experiences. Risk in the social care workplace can 

be both daily and unexpected and support for these potentially hazardous conditions was 

seemingly inadequate for the participants’ needs. Pam repeatedly stated that she did not feel 
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cared for or supported by her company, but that wanting to be cared about also felt selfish. 

In response to the absence of supervision throughout her career in care, she said: 

It sounds selfish really but sometimes I'd like a bit of support, you know, I'm out 

there giving everybody support so who supports me, with my job? It can't be said 

to my husband, because I can't tell him things, but I can tell my manager. I'm not, 

I don't feel like I'm getting support that way... At all. 

She went on to say: “We don't get that space to have a conversation, I've, I've phoned on call, 

and I didn't even get my phone calls returned, I'll send a text message, I don't even get me 

text messages replied to.” When asked how that made her feel, she quietly responded: “Like 

I'm nothing, they think I'm a nothing.” 

Jake had only recently experienced support from a manager that he thought skilled, effective 

and genuinely supportive of him and his needs, adding: 

Now I have that back up, me, and my manager we work so closely together that 

we know we can ring each other at three o'clock in the morning and go, “oh my 

God what a night on call”, and you can vent that, whereas before I wasn’t able to. 

Jake had previously felt disappointed and demotivated by the lack of care and consideration 

paid to him and his colleagues, and when asked whether this lack of care for the carers 

impacted on the clients, replied:  

Absolutely, absolutely because I’ve seen carers give up and go, do you know what, 

managers don’t care about me why should I care about the job? It’s always been 

important to me that actually, if staff are happy, you know, it knocks on, if you 

know you’re coming to work, and actually I like my job because management 

listens to me when I have my supervisions and they actually take it on board and 

things change, but if that’s not happening, people are just urgh I can’t really be 

bothered to go to work I’ll call in sick. 

Emma chose to leave her last domiciliary care company after becoming increasingly frustrated 

with the lack of care and support from her management team:  

There was such a lack of support from the management it was unbelievable it 

made four of us leave the company [ ] Um if I’m honest [ ] if it gets to the point 
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that I need some help or support I think work would always be the last thing I go 

to because I feel like they don’t care as much. 

Like other participants struggling with managing the new COVID 19 guidelines, Lucy has also 

struggled with the practice changes around COVID 19 and had felt unsupported with this: 

I found that really stressful, and didn’t find myself particularly well supported with 

that either, and just constantly got in trouble and told off for not doing the right 

thing, whereas really, I didn’t quite know what I was doing. 

Workplace support was largely felt to be inadequate and poorly delivered, although Jake 

shared how great it had been to finally work with a manager he had found knowledgeable, 

relatable, accessible, and compassionate. A lack of care and support for staff had resulted in 

Emma and several colleagues leaving the service, evidencing the importance of top-down 

support for those doing the ‘heavy lifting’. Not caring or supporting workers was seen by the 

participants as demotivating, disrespectful and baffling, particularly given they were in the 

business of caring and supporting others.  

4.6.2 Personal Support Networks 

When asked about external support networks, many of the workers had very little to say and 

felt that their friends and families did not, or could not appreciate why they did the work that 

they did. Whilst Jackie cherished her workplace supervision support, she added:  

My family and my friends don’t get it. They don’t understand how I can work with 

these kinds of clients. I don’t really talk to anybody outside of my job. [ ] I brought 

up my children pretty much on my own so I’ve always kind of been used to that 

anyway so I don’t necessarily look for it. 

When asked about whether she had personal support networks Lucy replied:  

Yeah, I have, but I’m not very good because I come from a stiff upper lip family 

where we don’t talk about our feelings, we just get on with it and ya know, it’s 

just a generational thing. [ ] We’ve always sorted stuff out within the family we 

don’t ask for help, so I found that really hard. 

Susie had previously been employed part time but had recently changed sectors and shift 

patterns. This had impacted on how often she was able to catch up with friends outside of 
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the workplace, sharing: “I’ve got a couple of other friends that I see but I used to see them 

more when I was part time now, I’m shift working full time, it’s harder seeing them ya know.”   

Susie did not feel able to talk with her husband about her emotional stressors and she 

believed that sharing how she was really feeling would be a sign that she was no longer 

coping. When asked what she did to manage any difficult emotions she laughed and said: 

I probably drink wine, smoke... I eat too much. Drink too much… after 25 years 

I’ve just started smoking again which I don’t get that bit, but you know... I probably 

don’t want to talk about my feelings… [ ] I don’t go deep... I think it’s very much 

things that happen to you in life it’s all about coping... And if I start talking, I think 

right, I’m not coping... I cover up, so I very much cover up my life and my bits. 

Helen felt unable to share her workplace experiences with friends and family due to their 

sensitive and distressing nature, saying:  

I don’t really talk to anybody else about it, and other than maybe like colleagues 

in work who know you know what’s going on..[ ] I have a couple of good friends 

that I um know yeah, even though they, they don’t, they wouldn’t know what was 

going on [ ] but they just know, obviously in general that the job can be quite 

difficult so they would just check in with me, just make sure that I’m okay. 

Helen had also found her religious faith extremely important as a space for personal support, 

adding: 

I’ve got a faith, so I find for me, my faith, if I’m being honest with you is what gets 

me through. Um, you know I know everybody’s different with, um, you know, 

what gets them through, but I think for me, yeah, my, you know, my faith does 

get me through. 

A lack of external support and a space to safely offload was shared by many of the participants 

leaving them in what felt like isolated spaces at times, especially as effective supervision was 

unavailable to most. There was a sense that friends and families just “didn’t get it”, which 

seemed to reinforce the participants previous comments about believing you had to be a 

certain type of person to work in the social care sector.  
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The confidential nature of working with vulnerable others and perhaps the absence of 

relatable experience of wanting to work in this sector, may have led others to feel a certain 

sense of frustration and confusion as to why their loved ones continued to place themselves 

in these high-risk situations. Given this work can sometimes be dangerous and often stressful, 

this feeling of not getting it may also reflect more of a sense of disconnect with the role itself. 

The comments from friends and loved ones may also represent the worry they feel for the 

participant’s safety and wellbeing in knowingly deleterious workspaces.  

4.6.3 Experiences with Supervision 

Some participants were motivated to participate in the research because they knew it was 

going to explore supervision processes and experiences. For others however, supervision was 

largely an unknown part of their job but was nonetheless something that they intrinsically felt 

was not meeting their support needs or motivating them in their role. The participants 

wanted the supervision process to help them feel better supported, understood, and 

motivated in their role, instead, it was often punitive, anxiety provoking and/or repeatedly 

rescheduled. Those who spoke of receiving what they considered to be good supervision 

prefaced this by saying that they knew how fortunate they were, lending a sense of luck 

around what should be a standard and consistent management support process. It was 

recognised by the participants that the supervision they had, and in many cases had not, been 

receiving was a potentially beneficial, yet underutilised, space for sharing, relationship 

building, growth and learning.  

Lucy had previous experience in delivering supervisions to others but found in her current 

post that supervision didn’t seem to be considered as an important part of her role: 

I find it a paper pushing exercise, and my manager literally sits and types in a box 

while I’m talking which I find really off-putting cos she’s not even looking at me, 

and I feel like it’s an inconvenience. 

All the participants were aware that the supervision space was commonly used as a platform 

for reprimanding workers, and many had been in receipt of what was described by some as a 

‘bollocking’. Lucy, however, repeatedly shared that she continually felt ‘told off’, that these 

experiences were demotivating and that she had been seeking a new job for some time. When 

asked what being told off felt like, she replied: 
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It's absolutely soul destroying, I've never worked anywhere that’s battered my 

self-esteem like it has working here... [ ] Here, I feel like I’m a leper basically, I’m 

not respected at all and being told off makes me feel small, insignificant... Um it 

makes me feel undervalued, disrespected and basically useless. 

When asked about her supervision experiences, Emma, who has worked in the sector for 

almost three years, felt like she had nothing to contribute as she had only had one 

supervision. The experience was a difficult one, filled with criticism and confusion, which had 

left her mistrustful and anxious about future supervisions, given she had thought she was 

doing well.     

Rachel had felt extremely let down by her management team, particularly during the first 

lockdown. When asked about supervision Rachel laughed and said: “I haven’t had one for 

three and a half years... I haven’t had one... The last supervision I had was because I asked for 

it.” When asked if she was supposed to be receiving supervision, she replied: 

Well, we’ve had, we’ve had a look at this um it’s not best practice to… You don’t 

have to have it, it’s not best practice apparently... [ ] I think we should have it 

every three months like it says in our contract, but we don’t. 

When asked about supervision within her service, she said that she and her teammates had 

looked in to whether supervision was best practise and that the advice she had received from 

a colleague was that it was not. Despite regular supervision and annual appraisals being part 

of her contract, Rachel felt that even if she did raise the issue, nothing would be done about 

it.  

In Susie’s previous role, supervision would take the form of a quick chat with her manager 

who she was good friends with. This happened in place of the more formal supervision that 

her teacher colleagues were provided with. In her new role Susie now gets more regular 

supervision, although COVID 19 had impacted upon this. Regarding supervision, Susie noted 

that:  

We do, we get supervision, which we were supposed to get supervision monthly 

which we did initially, but the quick 10 minute one... just a quick like tick the 
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boxes, are you ok, any issues all the rest… that hasn’t happened for the last couple 

of months. 

Susie also had access to group supervision, although she found that: “…group supervision is 

harder isn’t it because you always get the dominant ones, so you’ll always get the dominant 

ones that will do it or if you say summat they’ll put you down that your decision’s wrong.” 

Helen has also had experience with group supervision, she reflected that: 

Um we had group supervision and for me, you know even looking back on it, it 

just wasn’t what I wanted... [ ] you have that feeling of, you feel like you’re 

hogging the time because it’s group supervision, and then you think, oh, this looks 

like it’s all about me, so then you might go into another group supervision and 

then not talk about all that stuff that’s really upsetting you because you’re holding 

on to it because you don’t want it to look like, oh it’s her again… [ ] But despite 

that, um, you know, I suppose, because I’m so desperate to offload stuff and it 

was a case of having to really, being honest with you, you know, it’s like needs 

must isn’t it. 

Both Susie and Helen’s experience of group supervision seemed to come from two different 

perspectives and understanding of their specific supervision needs at that time. As a more 

experienced worker, Helen appeared to appreciate the potential benefits of supervision more 

easily than Susie, although Susie’s experience of supervision had been confined within the 

COVID-19 restricted supervision landscape. Helen still found the group supervision process 

not as effect as she would have liked, but her desperation to offload superseded any difficult 

feelings around ‘hogging’ the space, which resulted in her getting her needs met despite the 

awkwardness. Susie, however, was less experienced in the sector and clearly found asserting 

herself in an environment she is unfamiliar with, challenging, especially as she voiced feeling 

openly criticised by more dominant and experienced colleagues.  

Helen had previously been offered one-to-one supervision sessions and recalled: “We were 

supposed to have one-to-one supervision with our line manager but that didn’t happen as 

regular as it should have happened”, adding:  
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In an ideal scenario, I would want supervision done by somebody that’s got 

nothing to do with my team, because I don’t feel like I could be 100% honest about 

certain things [ ] I also felt that it was very much rushed because it was like we 

were, we were going through an agenda. 

Keith had been with his organisation for five years and had spent most of his previous working 

life in a factory before deciding he wanted to give something back. When asked about his 

support and supervision experiences. He said:  

I’ve had supervision once... That was a tick box thing because they’ve had to do it 

[ ] My manager’s just someone who’s come from a recruitment background so 

have they had any HR training? [ ] I’m probably more qualified to take supervision. 

Within the interviews, all participants, even those with experiences of effective supervision, 

spoke of having experienced the process as a largely tick box exercise. The phrase ‘ticking 

boxes’ was also used to describe other organisational behaviours as Susie shared when asked 

whether she thought her organisation really cared for their worker’s wellbeing: 

I think they do. But I think they’re very clever in making sure they’re ticking all the 

boxes and all the bits they need to do. So, I think some things are an exercise for 

them to be ticking their boxes.  

The supervision process felt largely meaningless and anxiety provoking and many of the 

participants felt dread around the process. Things discussed were, on occasion, shared with 

other staff members, and privacy in busy services was shattered by ringing phones, doors 

being knocked and paper-thin walls. Not needing a supervision commonly translated as a 

means of telling the worker that they were doing alright and as Rachel put it: “I guess I’m 

doing a good job cos they aint told me otherwise.” 

Several of the participants spoke of supervisions being pre-written. On these occasions, they 

were simply required to sign them to say they had been done and as Jake recalled:  

I’ve worked in numerous places where they’ve gone oh, we didn’t actually do your 

supervision but can you sign this piece of paper to say we did? [ ] I know this 

sounds awful but it wouldn’t surprise me if they make em up. I have seen 
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companies make up things it’s, “we’ve got a CQC (Care Quality Commission) 

visiting tomorrow can you sign this bit of paper?”. 

Liam had had minimal opportunities in regard to supervision and he too spoke of being given 

supervision forms that had already been filled out, saying: “I’ve had some supervisions which 

have been pre written… Just read that through, and that’s what we’re going to cover so then 

you can tick off on it.” He also raised the process of supervision as a space where workers 

were told off, noting: “They happen when someone needs one, like someone’s done 

something… so no, I don’t think they put too much emphasis on it.” 

All participants felt that their organisations did not place enough importance or emphasis on 

the supervision space, although some believed that time and money played a big part as to 

why it was not being provided. They felt there was always something else that took 

precedence over worker supervisions, and they were often cancelled or not seen as an 

integral part of the worker support process. A lack of supervision training was also noted as 

problematic, given supervisors were seemingly just expected to know how to deliver this 

complex and highly skilled support process.  

Poor supervisions were largely seen as the norm and were consistently viewed as a source of 

stress, frustration and anxiety. Domiciliary care workers had little to no experience with the 

supervision process and were unsure as to their entitlement to it and its purpose. The lack of 

supervision placed the participants in increased spaces of risk and harm, given they were not 

afforded the opportunity to discuss client and/or personal wellbeing concerns, explore 

professional development and training needs and establish positive and trusted relationships 

with their supervisors. 

4.6.4 Experiences with Effective Supervision   

Whilst absent and ineffective supervision was seen as largely the norm, four of the 14 

participants had at times experienced positive and rewarding supervision opportunities. 

Jackie felt she was able to use her supervision well, although she was aware that not everyone 

is lucky enough to share her experiences, noting: 

I have cherished supervision, and I have used my supervision really well and I think 

it’s really, really important to be able to have personal supervision to talk about 
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your personal stuff, cos ya know, I’ve had issues along the way that has impacted, 

and ya know it’s been quite difficult to come to work with. 

Jake recalls what it felt like to finally work for a manager who he felt gave him the right 

support, he said: 

Having somebody to listen, having er a manager that gave a shit... about 

everybody and she changed my outlook on care, she changed my outlook on the 

sector, she changed my outlook on me [ ] You can tell yourself that you’re good 

at your job, and your clients can tell you, but actually to have that feedback from 

supervision is huge. 

Those with positive experiences of the supervision process, agreed that it was a hugely 

beneficial space to offload about the physical and emotional stress in their roles. Those 

sharing effective supervision experiences could also reflect on poor supervisions and this 

served to further highlight how fortunate they were to have access to these important 

support opportunities. This good fortune appeared to magnify a custom of poor supervision 

practice, given ‘luck’ was thought to play a big part in what should be a standard aspect of the 

role.  

Experiencing good supervision also helped these participants with their own practice given 

they too had had cause to deliver supervision at certain times in their role. In the absence of 

more formal training, these supervision experiences were thought to provide beneficial 

opportunities for positive modelling and learning for the participant, whilst poor supervision 

experiences taught them what not to do. As Jake reflected, having effective supervision was 

‘huge’ and it felt like this amazing feedback had been extremely meaningful and empowering 

for him at the time and still. 

4.6.5 Inappropriate Sharing and Disclosures 

It was recognised by the participants that personal issues can impact on their working life and 

given the emotional and sometimes distressing nature of the role, that workplace experiences 

can impact on their personal life. They consequently wanted and needed their supervisors to 

ask how ‘they’ were doing but that this rarely happened. At times, Jake had found it necessary 

to speak with other carers about the sharing of their personal issues with clients, although he 

was able to appreciate why they might have felt the need to do this, saying: 
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I've had to pull carers in and gone “stop talking about your private life cos I 

guarantee you, you tell that one client every single carer's gonna know by the end 

of the week” [ ] they're not being listened to by management... You know, if 

you've got a rubbishy home life, and you're not being listened to at home, the 

only people you see are your clients, and they become closer to you than some of 

your family members [ ] it sometimes just happens because actually, you 

empathise with that person they empathise with you and it's, it becomes very 

messy and untidy at times. 

This was echoed by Pam who had also felt the need to raise the same issue with colleagues. 

She too was appreciative and understanding as to why workers sometimes cross these 

boundaries but was mindful of placing additional worries on to clients, many of whom were 

already dealing with significant emotional and physical health issues. Recognising the need 

for carers to ‘download’, she said: 

They download sometimes [ ] I've got one girl that's got a son who's autistic, and 

um she'll discuss him with the client, and I just say you shouldn't, because you're 

offloading your baggage onto them and they've got enough of their own to deal 

with and you're giving them yours to deal with. 

Both Jake and Pam work as domiciliary care workers and as such, their workplaces are the 

homes of clients. Unless the client required two workers, they and their colleagues usually 

worked alone within this vulnerable dynamic and close relationships were sometimes formed. 

Whilst Pam recognised that her colleagues needed to offload, she considered this practice 

unfair for the vulnerable clients. However, without effective support and supervision, it is 

likely that some care workers may continue to use clients as confidantes. 

4.7 Training and Learning 

Training was seen as an important part of the health and social care role in regard to 

supporting safe practise, although many felt that it was what you learned on the job or who 

you were as a person that had the most impact on social care delivery. For Jake, however, he 

recalled that his first job as a domiciliary care worker required no training: “When I started 17 

years ago I didn't have any training, no training whatsoever, I had my one shadow shift as I 

said and was out to work the next day.”  
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He reflected on training now and thought that:  

Training has gone out the window in a lot of places… [ ] it's those simple 

fundamental bits of care that people aren't trained in [ ] I can remember doing 

moving and handling training in a hospital and it's massive and there's loads of 

space and there isn't carpet or dogs or that cat that won't let you anywhere near 

the owner, it's all fake. 

When asked about the training provision with her domiciliary care service, Emma replied: “I 

did quite a lot of training um mostly online training, you do lots of online training.” After being 

asked what that was like, she went on to add: “Er you get some knowledge, but most you 

learn when, you actually learn when you're working with the people that's the best thing 

really to do but you do some online training.” 

Cathy works for a charity and money for training is scant. They do however, take advantage 

of free training that’s often available within the sector. When asked whether she enjoyed 

these largely E-Learning training opportunities, she laughed and said: 

I know it sounds awful, but I switch off a bit, it doesn't go in, um, I think the way I 

learn more by if I'm in a group and someone relates it to a story or a situation, it 

sticks with me more or if I see a little television clip or something. 

Whilst Helen can access training in the workplace, she also supports her own learning: 

I do a lot of stuff as well even if sort of in my own time so I listen to a lot of, you 

know podcasts... [ ] I've been listening to a lot of stuff [ ] about trauma, which 

obviously I haven't been taught in my organisation. I haven't had any training 

around this um but this week after listening to those podcasts I found myself 

talking to a client about what I'd heard [ ] so I'm, you know, haven't had the 

training and that but you know I'm just gonna go for it [ ] if I feel it's going to be 

helpful to a client. 

Training was recognised as being both an essential and tolerated aspect of the caring role and 

all participants understood the importance of well delivered progressive and accessible 

learning opportunities in supporting professional development. Frustrations arose when 

training created additional staffing disruptions and time constraints, especially when it was 
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scheduled to conflict with other duties and shift patterns. Not all participants were paid for 

completing training, which made some less likely to be motivated to engage and complete it 

in a timely fashion, or at all. As Keith noted: “I have to do it in my own hours [ ] so I'm thinking 

why should I do all this training and so I'm just stuck at the same level I'm at cos I refuse to do 

the training (laughs)”.  

Frustration was shared around the types of training offered, with some recognising that there 

were theories and emerging practices that were not offered but would, most likely, prove 

beneficial and supportive in the workplace. On these occasions, participants would seek out 

their own learning, in their own time but were seemingly reluctant to share this with their 

organisations. Several of the participants also spoke of literacy issues with two going on to 

share they had dyslexia. This meant that not only did they find the increasing amount of 

paperwork challenging, but it also made training more difficult, especially if specific support 

had not been put in place. COVID-19 also meant that much of the training moved to being 

delivered online. There were both positive and negative experiences of this, with most of the 

participants preferring face-to-face training but recognising that this was not always possible. 

For one participant, a hearing impairment also made online training inaccessible and difficult 

to follow.  

Most participants enjoyed the increased accessibility online training could afford workers but 

recognised that not all workers are comfortable with using IT or had access to the right 

equipment with Pam noting: “It’s difficult because I'm not very good with technology.” Those 

who preferred a face-to-face training environment, also said that they appreciated the 

opportunity for additional learning and sharing from the other attendees, which they felt was 

lost online.  

Outside of the COVID-19 restrictions, whether training could be best facilitated online or face-

to-face was wholly determined by the subject, with training that required a more discussive, 

emotional, physical, and experiential element being preferred as a face-to-face option. For 

Carrie, regardless of how the training was delivered, it was the lack of revisiting it that she 

thought made recall and adoption more difficult adding: “updates would be helpful I think, 

like I know... if I think about all the medication stuff.” Training refreshers were not specifically 

raised by the other participants, however, for those in residential and domiciliary services 
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with satellite units, the issue of forgetting medication and medical procedures was also raised 

as a contributing factor for additional stress and worry. 

 4.8 A Vision for supervision 

As part of the semi-structured interview, all participants were asked what their ideal 

supervision would look like. Given how challenging many had found the supervision process 

much of the time, this opportunity was received with relish by some who had clearly taken 

the time to reflect on their experiences in preparation for the interview. From the participant 

responses, the following subthemes were identified for further exploration: the supervision 

environment, approaches to supervision, and the skills of the supervisor.  

4.8.1 The Supervision environment 

Where a supervision took place was commonly the first thing the participants raised when 

sharing their perfect supervision. A supervision space away from the service that was private 

and confidential was suggested by many of the participants, and all wanted a comfortable, 

informal, and welcoming space to meet in. Many were currently expected to engage in a 

supervision in busy offices or where workers and clients could interrupt at any time, and 

Carrie took a moment to reflect on the question before saying: 

Erm... Probably not doing it at work, erm like, if I have supervision B will stick a 

sign on her door but her door will still get knocked, residents will still try and just 

walk in erm, and that's not B’s fault that's just the nature of the people that we 

work with in the project because everybody thinks that their drama is the most 

important thing in that moment in time. Erm, so I think the setting is important, 

so if you have a more relaxed setting where you can have a cup of tea or coffee, 

um, and it not be kind of like your normal working setting, makes you just go a bit 

more relaxed and you're open to exploring things and stuff. 

Cathy works in a busy building in an open office and finding empty rooms to have a 

supervision can be problematic. Like Carrie, Cathy would appreciate the chance to have her 

supervisions away from the office: 

Personally I think it's quite nice offsite, I think that's the biggest one for me 

because when I have it on site, um, so I'm talking about face to face ones 

obviously, here there's always someone who knocks on the door and who 
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interrupts, there might be a genuinely good reason whatever [ ] or A’s mobile's 

ringing, it's just I don't feel totally switched off. 

Susie had found her limited experiences with supervision frustrating given the lack of time 

put aside for them and it was common for there to be disruptions and distractions: 

You can hear sort of bits, and people are always walking in and out, or phones 

going cos we have phones in the offices where you go in, and bits like that. So, it's 

not a quiet space it's not the kind of space where you wouldn't be interrupted. 

Much like Susie, Emma had limited experiences with supervision but when asked to reflect, 

felt that where a supervision took place was important: 

Thinking about it now, I would first like to, maybe it would be quite nice to not do 

it in the work offices you know, not feeling like you're going into work maybe. [ ] 

I think the environment around us is important as well, so let's just not say to a 

person “come into my office we're gonna do a supervision today”, I feel like, you 

know, you've been punished or something. 

Liam felt that the supervision space itself should be more respected, reflecting that: 

I think time needs to be given to it where it isn’t like, “oh, I’ve got to get this done 

today”. There needs to be time there… It needs to be maybe organised so that 

there are additional staff to cover and then people don’t feel like “ah well, I still 

got to do this, and we’ve got to get lunch on the go and I don’t really want to be 

here”. It needs to be more breathable. 

Susie echoed this when asked what she thought managers could do to improve the 

supervision experience for workers, she paused, before saying: “...Probably like block out the 

time, go somewhere, block out the time and obviously, even if it's just an informal chance to 

talk because you never get to know them.” Susie raised the issue of blocking out the 

supervision time on two successive occasions in this short response, emphasising the 

importance of protecting this space, before going on to reflect some more:  

I think they're probably too busy [ ] she's got so much on 'her' (her supervisor) 

plate it's having that time isn't it [ ] and I think lots of meetings get prioritised over 

staff and supervision. So, it's like “great I can do this now before you go home 
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after a night shift, let's quickly go and do it”. You know, it's prioritising maybe 

supervision as maybe being more important. 

It felt as if Susie was making apologies for her manager, justifying to herself as to why she was 

not being effectively supported and perhaps evidencing the need for a more relational 

supervision experience given she felt that she did not know her manager. The tone quickly 

changed, however, and the tentative apologies turned into reflection as Susie asserted the 

notion that perhaps supervisions are as important as other aspects of their manager’s role 

and should therefore be equally prioritised.  

For Jackie, however, supervision was all about the sharing of feelings, and she confidently 

spoke of a real love and enjoyment of the process. When asked what an ideal supervision 

would look like, she reflected for a moment: 

…I think um… Supervision. I suppose it’s; we're talking about your feelings. And I 

think, you know, and again, you know, I'll go back to somewhere where you can 

feel seen and heard, because I think that's really, really important. 

In stark contrast to Susie, Jackie relished the opportunity to explore and process her feelings, 

which she recognised as an important part of supporting her wellbeing in an often-distressing 

workplace environment. It was clear that she passionately believed that investing in the 

supervision process would likely prove highly beneficial for her and her colleagues. Jackie also 

recognised that her approach to supervision was largely one not shared by her colleagues and 

when asked why she thought that was, said: 

I’m not sure. I’m honestly not sure. I know some people. Some people just hate 

it. And they’re like “oh my God I hate doing a supervision”, especially the group 

stuff. Because you know, I don’t want to talk in front of anyone. 

It seemed difficult for Jackie to understand why her colleagues didn’t love supervision as 

much as she did, although she did recognise that she was largely in the minority on this issue. 

Jackie went on to share some challenges and frustrations around her new supervisory role 

and responsibilities, and her difficulty in appreciating her colleague’s dislike of the supervision 

process may have contributed to these frustrations. 
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4.8.2 Approaches to supervision 

Most participants raised a general lack of understanding about the supervision process. Some 

didn’t really know what supervision was at all, and others just wanted to be asked the genuine 

question of “how are you?” and feel that their supervisor cared about the answer. The first 

thing that Pam asked for, was to be put first, saying:” I'd like to be asked how I'm feeling 

before they ask me how everybody else is feeling”. All participants shared that they felt their 

organisations did not place enough importance on their approach to staff supervision and 

wellbeing but that they very much recognised its potential for real wellbeing and practice 

benefits, with Liam noting: “I think more importance, to be more passionate about it and to 

help staff understand why it's important.”  

When Lucy was asked what vision for supervision she would create, she spoke for seven 

straight minutes. She had previously spoken at length about how her own supervisions were 

‘soul-destroying’ and ‘self-esteem bashing’ for her, and she brightened as she spoke: 

I... would... Let people know in advance, um I would, they would have their 

supervisions planned throughout the year at equal intervals then if things came 

up then fair enough but they would all be planned [ ] we'd be settling back for a 

nice little chat with a cup of coffee, comfy seats and somewhere to write things 

down, there would be an opportunity to say how you are in the beginning [ ] I 

think it needs to be flexible, you know, you can't plan it in one hour before you're 

about to do handover because you're literally gonna have to go five minutes late 

[ ] So in terms of staff I always pick a time where it's less busy so that they're not 

going to be called in to do care [ ] It would be person-centred and it would be 

about things that I could help them with [ ] the format itself I think should have 

headings but it shouldn't be in boxes because boxes make it look make it umm 

look like a value basis thing [ ] it should be much more open ended [ ] The form's 

also very unfriendly and it's boxes, I think boxes put people off when it's, I don't 

see why it's in boxes but, maybe it's important for targets... I don't know. 

Lucy referred to her dislike of the prescriptive boxes on the supervision forms on numerous 

occasions after having already referred to an intense dislike of feeling trapped in supervision 

rooms/boxes, due to her lived experience of domestic abuse. The use of boxes and closed 

rooms around the supervision process left Lucy feeling anxious and panicked and she 
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expressed feelings of powerlessness around the situation. The notion of boxes as limiting the 

space for communication and knowledge sharing seemed like a sensible and productive idea, 

given all that was required was to remove them.  

As for her unease with the locked supervision space, it appeared that a history of overly 

critical and ‘soul destroying’ supervision experiences with her service manager had inhibited 

Lucy from feeling able to share and manage this important piece of personal information with 

her supervisor more easily. Lucy’s lived experience highlighted both the importance of the 

supervisory space as a mental health and wellbeing issue and that a relational and trusted 

supervisor/supervisee connection enables this type of sensitive information to be safely and 

comfortably shared. 

Carrie thought that the supervision process itself was too forward moving in its often tightly 

structured format, giving little space to the importance of addressing issues in the now but 

recognising that time and motivation were needed to engage in this way: 

I think we should look at supervision as not being quite so linear, ya know, it's 

what's going on for you at that moment that you might need a once-a-week 

supervision that's around something that's quite challenging, and that space could 

be very productive in supporting you and actually keeping the project going… [ ] I 

don't know if people go about making that space. 

With Rachel, it felt like she had been waiting throughout the whole of the interview for the 

opportunity to talk about the kind of supervision she would like to create in her workplace, 

and she took a big intake of breath as she excitedly started to speak: 

I would have a monthly team meeting, which is um just to get everyone in, are we 

working on the same page what’s working, what’s not working and then I would 

make sure like I had an open-door policy. If you need to speak to me about 

anything and then um you know let’s chat. I just think it’s, you know, for someone 

to get the best out of their workers they need to care and just to make sure 

everyone’s on the same page with it all. 

She quickly added: 
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I think the culture would change, wouldn’t be so negative, it wouldn’t be them 

against us sort of um yeah, I just think people feel happier knowing that they could 

go speak and be listened to, instead of just it being quite a bitchy environment, it 

would be back to being compassionate um and just feeling valued because I feel 

that’s the main issue we have. 

Rachel lit up, as did many of the participants, when asked to create their vision for supervision 

and it was clear that they all recognised that supervisions needed to be better. Her own 

experiences and reflections around workplace and personal support needs helped Rachel to 

think about aspects of the role that workers found difficult, which in turn supported her in 

understanding what she could do to make things better. Ultimately, however, what Rachel 

wanted for herself, and her colleagues was to feel happy, listened to, acknowledged, 

respected, valued and supported by a skilled supervisor.  

4.8.3 Supervisor Skills 

Fraught manager-worker relationships were common and recalling what it felt like to work 

with ineffective managers, elicited angry, frustrated and disappointed responses, leaving 

participants feeling used, unimportant and lacking in value. For those who worked in high-

trauma environments, the skills of the supervisor were considered hugely important, 

alongside possessing relatable knowledge, experience and an ability to understand the 

challenges of that specific role. A sense that the supervisor-supervisee role was commonly 

misused, unused and abused ran throughout the interviews and the participants unanimously 

agreed that supervisors needed more training and opportunities to acquire better supervision 

skills. As Jake noted: 

Yeah, definitely if they haven't got the tools to actually give a decent supervision, 

or the ability to give a decent supervision, you're not gonna get one if they've just 

been told “ask this and this, get em to sign it at the bottom”, then that's just gonna 

continue, it's just bad practice. 

He went on to add that he had never been offered any supervision training, prior to starting 

his supervision responsibilities. Jenny also felt that workers weren’t invested in enough by 

managers during the supervision exchange and wanted to be stretched and stimulated more: 
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Give me something that is going to make me go “shit I aint thought about that”, 

yeah, I'll do that... I think there are more people who would like to do that err 

because we could be, the supervision that goes out, we get set into this mindset 

of oh it's only so and so they don’t like being pushed too much, well actually when 

push comes to shove everyone likes a bit of a challenge. Everyone likes a bit of a 

challenge everyone likes, you need to be stimulated, if you don't get stimulated 

you get complacent. 

Jenny, much like the other participants, enjoyed the opportunity to grow and learn in her role 

and in the sector, but felt this experience had to be led by experienced, skilled, trusted and 

respected supervisors. Helen echoed this by adding that it was important to her that she felt 

her supervisor could relate to her work experiences, her personal experiences and the impact 

of her role on her wellbeing, noting: 

I think the, you know, the people that are going to be... whoever's going to deliver 

that supervision, they need that type of experience um and they need that skill 

set to be able to sort of relate to it really, um, and I think, you know, there needs 

to be that regular sort of checking when you're doing this type of work. 

Helen’s repeated use of the word ‘need’ wholly evidenced the importance of supervisor skill 

within the supervision dynamic, and as the interview progressed, she became increasingly 

reflective and thoughtful with her answers around the supervision process. Toward the end, 

she said this of her own sense of wellbeing and the importance of supervision to her work 

and personal life:  

If you're not processing those feelings with somebody else and you're just pushing 

them down I just wonder whether you get to a point of, you know, a saturation 

point that actually your heart does have to harden because… you're, you're, you 

can't deal with it any other way so you almost have to switch that bit off, um, I 

don't know, and I think it's important to keep your heart soft in this work, does 

that make sense? 

Having to harden your heart was a phrase used by Helen on several occasions during the 

interview, as if trying to convince herself that this self-confessed empath could learn to be 

less hurt by her work. For Helen, having the opportunity to effectively process her feelings 
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with a skilled compassionate supervisor would enable her to share the impact of her highly 

emotional and on-going workplace struggle, and it was clear that it was of great importance 

to her.   

Helen believed that the supervision space could provide the right mechanism to meet her 

emotional workplace support needs but that at present it was patchy and failed to adopt the 

same trauma principles that she was encouraged to use in her own practice. The appreciation 

that supervision was not meeting her needs, was not unique to Helen and all participants 

believed it was not functioning in a responsive and meaningful way across the sector, 

although pockets of good practice had been identified. How supervision was understood, 

managed, and delivered in this sector was felt to be not just inadequate, but at times harmful, 

with participants talking about it as a space for ‘a bollocking’ or just something for their 

organisation to tick off.  

Poor supervision processes were felt to expose workers to increased situations of risk through 

the lack of a space to offload, process and learn, although some had also felt lucky to have 

been in receipt of effective supervision, which they thought helped to provide a safety net 

around them and their practice needs. A lack of, or ineffective supervision, also meant an 

increase in the probability of future risk of harm to the participants given they were 

subsequently not afforded an opportunity to effectively identify, discuss and manage risk in 

the scope of their everyday duties. 

The participants universally thought that the provision of effective and responsive supervision 

in the social care sector would only be a good thing for them and their service users safety 

and wellbeing, but that when done well, supervision also had the potential for positive 

relational growth, knowledge sharing and professional development. They understood the 

emotional and physical impacts of their job and despite the vulnerable and sometimes 

exploitative situations they had been placed in, loved what they did. A demonstration of 

appreciation and care from employers was sought, and the provision of an effective 

supervision framework was thought to be a good starting point. 

4.9 Chapter Summary 

This chapter explored the inherently stressful, challenging, and potentially harmful nature of 

the unregulated social care workplace environment, and the inherently vulnerable and at-risk 
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nature of those who work within it. As well as being a central aspect of the study, mental 

health and wellbeing was an important aspect of the USCW concerns about working in the 

unregulated social care sector. Difficult personal lived experiences were compounded by 

experiences of workplace violence, abuse and exploitation, and poor workplace wellbeing and 

practice support, which placed the USCWs at increased risk of ill-health, exhaustion, and 

burnout. The Covid-19 lockdowns had been exceptionally difficult for the USCWs who noted 

a lack of PPE (personal protective equipment) and confusing guidance changes which caused 

additional stress and worries. The pandemic also impacted on the availability and accessibility 

of health and support services, which for some USCWs meant external support networks 

dwindled. 

All participants shared mental health concerns, with many going on to disclose prior lived 

experiences with violence and abuse. Lived experiences were thought to provide that 

‘something extra’ to the caring role which they largely felt couldn’t be taught. Because of 

difficult lived experiences, and the inherently risky nature of the USCW role, all the USCWs 

talked of how they and their colleagues had at times felt psychologically and/or 

physiologically triggered in their role. Triggering, much like occasions of violence and abuse 

was tolerated and managed as part of the job, although these triggering events often left the 

USCWs with negative aftereffects such as feeling panicked and upset. Good wellbeing and 

compassionate self-awareness were identified by some USCWs as a buffer for distressing and 

difficult workplace events, with many USCWs viewing lived experience of trauma as ‘good 

work experience’. 

How care work is ‘done’ was also stressful for many of the USCWs, especially for those on 

zero-hour contracts; home care workers and those who worked in residential settings. Zero-

hour contracts left USCWs feeling financially insecure, with one USCW accepting shifts daily 

for months on end through fear of the work ending. This perpetual treadmill led to ill-health 

and exhaustion. Staff sickness added to the USCWs stress levels and cynicism around 

absences led to mistrust and resentment amongst staff teams. The COVID-19 pandemic 

further added to staffing pressures. 

Possessing the characteristics of a “natural” carer exposed participants to both increased role 

fulfilment and exploitation, and many USCWs felt unable to say no to manager and service 

user requests due to feelings of guilt, and/or a lack of agency. Experiences with workplace 
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violence and abuse were common and were not adequately addressed by the participants’ 

service provider. Several participants had good personal support networks. Others however, 

felt that friends and family were unable to appreciate why they continued to work in a job 

where they were placed in physically and emotionally harmful workplace spaces for low pay, 

which seemed to compound for them the notion that the caring role requires a certain type 

of individual to ‘get it’. 

Supervision experiences were explored, and the reality of what this workplace support 

mechanism is really like for this workforce sample, evidences a broken system, that most 

know little to nothing about. Supervision was largely seen as a tick box exercise holding little 

value or meaning to workers or organisations and one that elicited feelings of dread and 

frustration for most of the USCWs. Poor supervision was seen as the norm, although effective 

supervision did happen and was seen as beneficial to both worker wellbeing and practice. All 

participants shared ideas for improving the supervision space offering valuable insights and 

ideas around improving the process. There is no supervision training for supervisees and 

mandatory training was described as inadequate, boring, inaccessible, and not reflecting the 

current practice or wellbeing needs of the workforce. 

The already established supervision space was subsequently identified as a point for 

continued focus and wider data collection given its potential for enhancing positive practice, 

and for negatively impacting on worker wellbeing when ineffectively delivered. Phase Two 

data builds upon Phase One by exploring the supervision process through the lens of the 

supervisor and by providing an opportunity to juxtapose the perceptions and experiences of 

supervisors with those of the USCWs in Phase One.   
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Chapter Five 

Phase Two Findings 

 

5.1 Chapter Overview 

This chapter expands the inquiry into the unregulated social care worker supervision process, 

exploring the experiences of supervisors’, who are also supervisees. As a Phase One 

superordinate theme, supervision was identified as a workplace support mechanism that was 

largely failing to meet the participants’ workplace needs. In response, Phase Two sought to 

explore the supervision experience from the social care supervisor’s perspective and gather 

a wider understanding of the supervision process. Two superordinate themes were identified 

within the data: the role of wellbeing in supervision, and the supervision experience through 

the lens of the supervisor. Phase Two further explores supervision, by trying to understand 

how individuals learn to become supervisors, how supervisee wellbeing is managed through 

the supervision process, supervisor experiences and support needs as supervisor/supervisee, 

and what they considered good supervision practice now, and for the future.  

5.1.1 Phase Two Thematic Overview 

Figure 2 

Phase Two Thematic Overview 

 

 

 

 

 

 

 

5.2 The Participants 

All participants held managerial and supervisory roles within their organisation, and were in 

receipt of supervision, although one Phase Two participant did not receive regular 
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supervision. They were employed in a variety of settings including learning disabilities, agency 

social care, charitable/voluntary services and children and families. Some had joined social 

care after careers in other sectors including banking, factory work and childcare and others 

had worked their way up since joining as unregistered social care workers. Four participants 

were approached directly and five approached the researcher after becoming aware of the 

study from the local Care Commissioning Group. The participant group consisted of seven 

women and two men (see 5.3.1 Table 3). 

5.2.1 Table of Participants 

Table 3 

Phase Two Participants 

Supervisors Service Area 

Cathy Voluntary/Specialist 

Maggie Social Care 

Paul Charitable/Specialist 

Steve Learning Disabilities 

Sarah Charitable/Children and Young People 

Ruth Learning Disabilities 

Katie Social Care 

Sally Charitable/Specialist 

Alison Charitable/Young Adults 

 

5.3 Superordinate Theme One: Health and wellbeing 

All participants evidenced a clear understanding of the importance of workplace and worker 

wellbeing, although some evidenced a more nuanced appreciation than others. The 

participants recognised the challenging, stressful, and sometimes dangerous nature of the 

work and could empathise with their staff teams and for some, share their own stories of first 

job nightmares, difficult supervisions, and the learning that came from those experiences. All 

participants had started off in less senior posts and could remember how the caring role 

impacted on their own wellbeing and they often brought this to their supervision delivery and 

learning. As managers however, new challenges and responsibilities also came with additional 

worries and stressors to wellbeing.  
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5.3.1 The emotional impact of the supervisory role 

Both Phase One and Phase Two participants were invited to discuss their wellbeing needs in 

relation to the supervision process. In contrast with the Phase One participants (supervisees) 

who discussed their own needs, the Phase Two participants (supervisors) appeared more 

interested in discussing the wellbeing needs of their staff teams and how they managed these 

needs through the supervision process. They did however, all acknowledge the importance 

of good wellbeing in being able to work safely and effectively. Those who did share workplace 

and personal wellbeing experiences, spoke of times where they felt stressed and worried 

about their additional supervisory responsibilities, which alongside personal mental health 

and family issues, placed them in an increased space of risk to wellbeing. 

When asked about his first experiences in the social care sector, Steve was keen to share that 

it was reflecting on that time that had helped him to understand, relate and empathise with 

the professional and personal wellbeing needs of his staff teams more effectively now. Asked 

how he felt before his first shift, Steve laughed and said:  

Apprehensive, a little bit kind of nervous, a bit worried almost what I was going in 

to, I really didn't know what to expect [ ] It was a bit like whoa, I felt like I'd been 

dropped in at the deep end [ ] It sets you up with a real sense of ya know, I'm 

gonna get whacked here by somebody. 

He also very much appreciated that these shared experiences with his supervisees also had 

the potential to add relational stress and extra responsibility to the management and 

supervisory role, adding: 

You can kind of potentially take on a lot of what your team’s burdens are [ ] you 

can go to supervisions and what you then do is you take on everybody's worries 

or stresses or whatever they've got going on, that just doesn't help yourself, and 

you then lose your effectiveness I think. 

Ruth, who also worked as a manager in a learning disability support service, worried about 

her staff members at times but very much saw it as part of who she was as an individual:  
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I think I take things to heart a little bit, I'm a bit of a softy really [ ] I have worried 

about a person [ ] I was thinking about her, what could I do to help her [ ] she's 

not just my employee. 

Maggie had started her career in social care as a home care worker, before going on to 

become a senior manager. She was able to draw upon her own experiences and learning in 

the supervision space, using them to empathise with her team’s workplace and personal 

challenges whilst recognising the impact on her own wellbeing:  

I think I’m quite paternalistic with my staff and with managing any group, you’ve 

got to know who the people are, [ ] it’s an additional pressure because you're 

managing their emotions as well as managing my own, I’m then managing 

somebody else’s but they’re managing somebody else’s, so you're ending up 

getting the worker, through the manager, right through to you and then you have 

to process, not only your own, but theirs and somebody else's… It’s an emotional 

pressure. 

Whilst all participants had more formalised supervisory roles, Katie, a recruitment officer for 

a social care employment agency, had found herself in this role due to the long-term absence 

of a service manager. The responsibility of providing agency workers with supervision had 

been absorbed into her recruitment role and, whilst she enjoyed the opportunity to connect 

with the support workers, she found that it sometimes left her feeling worried about them, 

adding: “Because it's me and I take everything on… [ ] I then take on their stress, I then, at 

night, am thinking “oh God, is she gonna be ok cos the bailiff’s gonna be knocking on the 

door.” 

Katie had been happy to take on the role of supervisor and felt that her own experiences as a 

support worker enabled her to understand the challenges of the role. However, she had not 

been supported with the appropriate training, or acknowledgement around her own support 

and wellbeing needs as a supervisor and individual. The burden of the additional responsibility 

left Katie feeling “mugged off” at times and exposed to increasing stress. Katie shared her 

history of mental and physical ill-health and how this added pressure, which was at times 

difficult to manage: 
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I do like to fix people [ ] I'm taking it on... I'm then crying at night and then I'll 

easily sit here and tell them the right thing to do... Yeah, I mean I can say that 

nobody knows about the issues that I live with daily, my anxiety my OCD, nobody 

knows about that. I worry about everything constantly anyway. So, it just adds to 

my own to my own stresses and worries.   

Taking on the stresses and worries of workers because of the supervision process was shared 

by most participants. How they managed and dealt with this aspect of their supervisory role, 

however, was seemingly buffered and reasoned away by using reflective introspection and 

self-awareness, although not all could do this effectively. The skill and ability to recognise and 

manage the stressors of others was seen as hugely important, given the multi-directional way 

managers receive information and demands. Empathy, compassion, and reflection enabled 

some managers to nurture meaningful and productive relationships with staff members, 

which at times added to their stress levels and supervision needs, and Steve reflected on the 

importance of supervision for his own personal and workplace wellbeing: 

For some people, it’s (supervision) the only space, I mean for myself personally I 

have quite a hectic personal life as well [ ] I think that’s one of the ones that’s 

really overlooked and especially in kind of management, leader roles, you’re 

expected to be available 24 hours a day seven days a week um and I know for 

myself, for my own wellbeing, I need to switch off at certain points [ ] because you 

will just worry, your stress levels will go up. 

The role of supervisor could leave participants feeling worried, preoccupied and stressed. 

These additional pressures, particularly when unsupported by their own appropriate 

supervision, left some of the participants exposed to sometimes difficult emotional stressors. 

As Steve recognised, supporting vulnerable staff teams was something that needed to be 

switched off from and that supervision for manager wellbeing was important if they were to 

deliver productive supervisions with others. 

5.3.2 Understanding supervisee wellbeing needs  

For the participants, their own experiences and understanding of supervision and wellbeing, 

played an important part in how they then identified and managed staff team wellbeing needs 

through the supervision process. Phase Two participants were asked what kinds of workplace 
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and personal difficulties they thought their staff team might experience and what this might 

mean for worker emotional health, wellbeing, and practice. When asked if he thought his staff 

members were dealing with their own individual wellbeing issues, Steve said: 

Yeah, there's you… There's quite often a lot of things on a personal level that 

people come into supervisions with, when you kind of, it might manifest itself as 

a work related issue initially and then you kind of pick that apart and talk to them 

about it, sometimes they won't open up to you, sometimes they will and then you 

can kind of offer a bit more support with that, um, and there's usually something 

that manifests itself as a work thing, whether it's lateness or there's something 

going on at home that's causing that lateness, and being able to get some 

opportunity to essentially talk about it when there's not going to be other people 

to talk about it, sometimes really helps and there is, you do see a lot of it and 

there's usually a reason when things like that happen. 

For many of the Phase One participants, supervision was infrequent and patchy, and they 

often felt that they were not being listened to by unskilled supervisors. When asked how he 

thought not being listened to felt for supervisees, Steve quickly replied: “It's horrendous, like 

frustrated, you lose motivation, you just feel like you're not going anywhere.”   

Steve recalled his very first supervision as a space for a telling off and recognised that this was 

still not uncommon of worker expectations: 

If they're (workers) expecting to walk into supervision to be told off they're going 

to be defensive, they're gonna be probably upset, especially with the sort of 

people that have been in the sector for a really long time and who have had 

negative experiences of supervision,  thinking right, okay, my supervision is ‘what 

have I done now?’ 

Steve recognised that supervisions that leave workers defensive and upset are not the type 

of supportive experiences where individuals can talk candidly and safely about their practice 

and wellbeing needs. He had reflected on his own and others’ negative experiences and felt 

he used his relational skills to ensure that most workers were comfortable in approaching him 

for supervision. Steve recognised this, using these experiences, reflective thinking, and 

relational skills to help encourage his staff teams to safely and productively manage 
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challenging workplace experiences and personal issues with him. Steve felt that most workers 

were comfortable in approaching him for supervision, and when asked if he was aware of any 

workers struggling with difficult personal and/or wellbeing issues, he said: 

In their private lives, absolutely. So things like relationship breakdowns erm child 

care issues and people's own mental health [ ] we're people working with people 

and it's really tough and you need to be, ya know, the job for me mentally and 

physically is exhausting at times and you need to be able to, in most cases, be on 

top form straight away from first thing in the morning to last thing at night [ ] you 

need to be supporting a person who needs constant reassurance or whatever, 

um, and if you've got something that is mentally affecting your mental wellbeing, 

then you know you can't be on 100% and then that just has a knock on effect. 

This kind of supervision experience was echoed by Katie who felt that at times, supervisors 

could be seen as someone to offload their worries and wellbeing issues with:  

The stories I've heard over the years off people, they're just going through such 

trauma [ ] We’ve somewhat become their, their confidant, their counsellor [ ] I 

have one lady who has bailiffs at her door, very very very often. I have one whose 

son is in and out of prison constantly, I have one that I know is in an abusive 

relationship. I have one that I visited very regularly, who I had concerns after 

complaints had come in, that she was asking for food constantly on shift, I asked 

if I could pop round and she'd got no TV, she'd sold it for gas.  

As a supervisor in a social care support agency, Katie’s staff teams are on zero contract hours. 

She went on to note that constantly looking for shifts adds extra stress and pressure to 

workers and that this can lead to burnout and worsening wellbeing adding: 

I find that most agency workers will take on too much work, because they're 

scared that next week there's going to be no work and then next week there is 

work, so they take the work again and, yeah, you know, and they keep going and 

yep, I did agency work for a few months, and I absolutely hated it. I was constantly 

stressed about where my next hours were gonna come from so you just take, you 

take and you just burnout because you just take it [ ] I think that's definitely a 

con, of working for an agency on a zero hours contract. 
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Being penalised for not accepting agency shifts was raised in Phase One as an added stressor, 

and Katie was asked if she had ever encountered this practice: “Not for us, we are definitely 

not ones that will blacklist you, I know some agencies that will blacklist you.” Asked what that 

meant, she replied:  

So basically if you say no to three shifts right that's it, they put a little mark next 

to your name, you're a pain in the ass, you know [ ] So, no we don't, but I will 

admit, if you're going to tell me no to ten shifts I'm going to start forgetting about 

you, that does instinctively happen, so we don't physically blacklist anyone but 

you can't help but goin, I'm not gonna ring you anymore, what's the point, I've got 

five minutes to cover a shift, I'm gonna ring the person that does it all the time.  

Cathy undertakes both client facing and supervisory roles within her service and has 

supervised many volunteers and students over the years. When asked what kind of issues her 

staff might be dealing with outside of the workplace, she replied: 

I think over the years and the amount of supervisions I've done with all the 

different volunteers and people, I mean, you know, it's been a lot of personal stuff 

[ ] I've had at least two of them that have been sexually assaulted um and you 

know parents breaking up, the responsibility of getting their brothers and sisters 

to school, you know, it's just been a whole host of things. 

Asked if she thought it was common for workers to be dealing with challenging personal 

issues, Cathy thought for a moment before answering: “…I think you'll often find people that 

are attracted to this kind of work do have some kind of difficult backgrounds and stuff like 

that.” 

Maggie’s team works with extremely vulnerable and complex needs cases and ensuring her 

teams practised a healthy work/life balance was an important aspect of her supervisory role. 

However, she recognised that personal lives impacted on work lives and vice versa and that 

nurturing good worker wellbeing enabled her team to manage personal issues as they arose, 

saying: 

We've got the high end stuff so we've got that but also on a personal level with, 

you know, work life balance issues we've got marriages that break up [ ] we’ve got 
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child care issues, you know, we've got workers saying actually I’ve had to see a 

psychiatrist, I’ve got a five year old I can’t do this job any more, we've got that and 

that's the issues we get to be honest. 

Paul, a manager in a community outreach service, felt the organisation had become more 

mindful of the worker’s wellbeing needs: 

I think we've certainly in the last 12 months become far more in tune with the 

needs of staff [ ] because you've had COVID which has been incredibly stressful 

for everybody and then, and then you've had COVID plus, you know, hearing the 

horrendous stuff that we do on a daily basis and seeing things that are really 

unpleasant. 

He was happy to share that he still perhaps thought too little of the challenging nature of the 

worker’s role at times and that there were worker personal needs that he had not considered, 

reflecting: 

To be honest I think I still underestimate err the stressful nature of our work and 

actually it is difficult [ ] I'm just kinda thinking so so I think as employers, we've 

got to become far more in our sector far more compassionate about our staff... 

Do you have to have experienced trauma…? I kind of sit on the fence on that one... 

I think yes. 

Maggie recognised that life experience can be a valuable tool for social care workers and was 

able to balance her own, sometimes difficult feelings, through practising self-awareness, self-

care, and empathy: “I think life experience is incredible for social care across the board. You 

know [ ] we’ve all got life histories, we’ve all got stuff behind us but we also have to know 

what triggers us.” 

Maggie had started her social care career as an agency worker which had allowed her to 

experience first-hand, a discrepancy between how social care professionals and those 

considered ‘unqualified’ were managed and supported. She felt that social care workers were 

seen as having less value in the sector than their professional counterparts, which exposed 

them to exploitative practises and underappreciated skill sets: 
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I think it's about value, isn't it, and I think you get your university space and you 

get your professional status, I’m not saying it’s consistent but there is an 

expectation that there is that level of intelligence if you like, for want of a better 

word and then that by being a home carer [ ] you haven't got that level of 

intelligence, which of course is complete bollocks and that's not true. However, 

they are the unsung sort of saviours [ ] I couldn't do my job without those 

unqualified workers. 

All managers spoke of supervision as being an important aspect of their role, and that they 

appreciated the impact caring for vulnerable and sometimes dangerous service users can 

have on worker wellbeing and practice. Workers presenting with debt worries, childcare 

issues, poor mental health, relationship breakdowns and domestic abuse left many of the 

Phase Two participants with additional worry and stress for their staff teams. For Katie, the 

lack of formal supervisory role support and her unwillingness to request a supervision meant 

that she was taking serious and distressing issues on board, leaving her tearful and at times 

unable to sleep, which subsequently impacted upon her own wellbeing.  

Talking about personal wellbeing issues with supervisees was seen as the norm for the 

supervisors, and that this was a necessary aspect of supervision for supervisees given the 

sometimes distressing and frustrating nature of the social care role. Phase Two participants 

appreciated that intimate work with vulnerable people often meant being exposed to 

increased risks and that the social care workforce itself is vulnerable. Good wellbeing, 

resilience and self-awareness was seen by many participants as an essential part of an 

effective worker’s tool kit and safety net, and that supervision was one of few spaces available 

within the sector to help foster and hone these self-care skills and practices. 

5.3.3 Managing staff sickness and turnover 

For Phase One participants, staff sickness commonly left services understaffed, overstretched 

and stressed. Staff sickness and staff turnover for the Phase Two managers however was 

commonly low, although COVID 19 had impacted on sickness levels in detrimental ways. 

Although for Katie, an agency recruitment manager, staffing levels had always been 

problematic, with the pandemic serving to exacerbate this. She said this of her current 

recruitment drive:  
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I've tried money even though people are with an agency because of their finances, 

I've tried money, I've upped my refer a friend from £150 to a grand... That's how 

desperate I am right now, to a grand, a grand and I've had one taker and that's for 

the whole of July and the whole of August. We are desperado right now for staff, 

I turned away, nearly 700 hours last week, how many packages, how many old 

ladies were in hospital that can't leave the hospital and go home to their loved 

ones because I've got nobody to provide support for them? 

Paul believed that the high sector staff turnover and sickness rates were about who was being 

employed in services and that ‘how’ we attract workers who are going to stay in the sector 

required more attention, adding: “I think there’s a recruitment issue, and I don't believe you 

can teach people to be personable, I really don't. I think it's one of these things that you've 

either got or you haven't got.” Paul also felt that management recruitment was important in 

relation to supervisory duties and that an ineffective supervisor could impact on staff 

turnover, adding: 

That's the thing about appointing people, isn't it, getting the right people with 

those values and skills is a skill in itself cos, you know, they might think they're the 

best manager in the world but if they're pissing everybody else off and not giving 

anybody any support, you're gonna have a turnover of staff on your hands which 

is a problem. 

Drawing upon his own experiences as a support worker and supervisor, Steve evidenced a 

wider understanding and appreciation for the kinds of reasons why some workers find 

themselves needing additional personal support. He recognised that issues could present in 

different ways and that sometimes, it was about unpicking this with the supervisee in order 

to truly understand what was going on for them before it led to absences. Overall, Steve’s 

organisation had manageable sickness rates and their staff turnover was low. When asked 

what he thought managers could do to minimise staff sickness and turnover, he replied:  

So for me, it's a quick response to why someone's off [ ] we can also go to our HR 

team to let them know this person's been off for longer than 2 weeks and we can 

potentially look at what external support we can offer. 
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Ruth managed a day service staff team and shared that they enjoyed a very low staff sickness 

rate, and that turnover was also low. When asked if she thought that was common amongst 

other services she laughed and quickly said:  

No… Well, I know from experience from residential supported living that it's a 

different story. It just seems that a lot of sickness occurs [ ] I think it's the younger 

ones that come in and it's not for them erm and they sort of don't realise where 

they are with their life and they just chuck it in straight away. 

Katie managed high agency staff turnover and ongoing recruitment issues, but staff sickness 

was very low. She went on to say that she was aware of high sickness rates in more residential 

type services, and when asked why she thought that was, Katie paused before saying: 

...I think it's because they get to choose when they work so it's on them isn't it 

and you feel a little bit more that you've got to do the shift because you chose it 

as opposed to being put on a contract where you didn't choose to work next 

Thursday you know, so I think people have more of an ownership over their shift 

because they chose to do it. 

Maggie’s team rarely took time off with sickness and believed that supporting her team to be 

self-determining, confident, skilled, and assertive individuals helped both them and her to 

manage their wellbeing more effectively in a very challenging workplace environment:  

I’ve developed a bunch of very autonomous people and we will engage each other 

in a really challenging conversation we will disagree on stuff [ ]  but that creates 

really strong systems where we have no sickness hardly, unless it's, if it's surgery, 

I think I've had one worker in 11 years off with stress. 

It was clear that the emotional health and wellbeing needs of the participants’ staff teams, 

were themselves, at times, a cause of stress and concern, which some felt very deeply. It was 

recognised that personal emotional needs were shared by workers both in and outside of the 

supervision space, and that these feelings are sometimes visible given the often emotionally 

and physically challenging nature of the social care role. This meant that participants 

approached supervision with engaging, compassionate, coaching, and mentoring type skills, 

which they felt were more suitable and effective in these particular workplace circumstances. 
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5.4 Superordinate Theme Two:  The supervision experience through the lens of the 

supervisor  

Alongside delivering supervision, all Phase Two participants received supervision, although 

not all were currently in receipt of regular, or what they considered to be effective 

supervision. Phase Two participant experiences with the supervision process are further 

explored by the following subthemes: the lows and highs of receiving supervision; learning 

from experience: how supervisors learn to supervise; and getting it right: how can we make 

the best of supervision? These subthemes are connected through the thread of learning to 

be a supervisor, what supervision means to supervisors as individuals, and how they would 

like supervision to be seen and delivered now and in the future.  

5.4.1 The lows and highs of receiving supervision 

Most Phase Two participants had at some time experienced what they recognised as being 

ineffective and unproductive supervisions and that for some, these early experiences had in 

some way inspired them to want to do better. Poor or non-existent supervisions had 

seemingly been just as educational as effective ones, and participants were able to reflect and 

understand the supervision role as a space where more productive performance and 

wellbeing support could be offered. It was clear that supervision was perceived by the 

participants as hit and miss, largely miss, and that conversations with workers from other 

providers reinforced this view, as Steve noted: 

Talking to people that I know that work for other providers or other organisations 

and they just say, “oh we just don't get supervised”, or “we're just kind of left to 

our own devices” or “the supervisor left and they've not replaced them”. 

All participants had completed an Institute of Leadership and Management (ILM) Level 5 

qualification and around half had access to additional independent management skills 

training. Steve had his ILM Level 5 and had completed additional coaching and mentoring 

training, which he had found highly useful in the supervision space. When asked what the 

supervision element of his ILM had been like at that time, he replied: “There was a little bit, 

not a massive amount if I can remember rightly, erm yeah, could be a lot better, I mean it 

focused more on kind of management systems and processes.” 
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Most poor supervision experiences had been encountered when the participants were 

employed in less senior roles. When asked about his own supervisee experiences, Steve 

laughed periodically as he recalled what they were like when he first entered the sector: 

I've probably had quite a range of supervisions [ ] supervision was just ya know 45 

minutes of telling off around something you haven't done right [ ] I remember my 

first supervision that I had with my previous manager it was one line and it said, 

probation signed off [ ] I was just like was that it? [ ] I mean I've walked into a 

supervision with another manager where a pre typed up supervision was put in 

front of me and it's like sign that. 

He added: 

I generally feel supervision is that tick box exercise and that it's not really, truly 

valued potentially, I think that ya know, there needs to be a greater emphasis on, 

on supervision that is beneficial rather than it being an exercise, I think that um 

supervision is getting pushed. 

Phase One participants raised the issue of supervisions being cancelled or rescheduled and 

when asked how that might leave supervisees feeling, Steve quickly replied: “It says it's not 

valuable, it says [ ] my time’s too important to meet with you. It says that I'm not really 

interested at this moment in time in what you're gonna be saying.” Asked why he thought his 

supervisors hadn’t consistently delivered effective or timely supervisions for him, Steve 

thought for a moment before saying: 

I think it was because they were probably pushed for time, um, they needed to 

make sure that we're compliant with our regulations around supervisions [ ] um, 

and if you're having poor experiences in supervision that has a knock on effect, 

cos people just give that experience of poor supervision on to the next person. 

Whilst he thought poor supervision experiences can have a knock-on effect in relation to poor 

practice, role-modelling, wellbeing and morale, Steve very much appreciated that effective 

supervision experiences also had the power to be informative, relational, inspiring and 

influential, recalling: 
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Then the new manager came in and he talked to me about, you know, what 

aspirations were [ ] gave me sort of objectives to work towards [ ] I learned a lot 

from that that manager because yeah, I mean he was really invested in the people 

that we were supporting and getting things right, and also really took time out to 

listen to staff and I mean, he encouraged you know, he asked me questions I'd 

never really thought about in supervision and I thought, ya know, he's actually 

giving me some, ya know, I can see where I wanna go now. 

Despite his laughter, Steve was serious about his supervisory duties and responsibilities, and 

it was clear, that these earlier experiences had very much impacted upon him and his delivery 

of supervision. His own supervision journey had seemingly enabled him to empathise and 

relate to the experiences of his staff team and he used this to facilitate what he believed were 

productive and aspirational supervisions. Investing in people was important to Steve and he 

animatedly compared supervision in the past and present: 

The first style like right at the beginning, you know, I don't feel like I'm a part of 

anything, um I am here almost like a number but it almost felt like I was just there 

to fill a space a little bit [ ] whereas now we've almost gone the complete opposite 

in that [ ] I want to be able to [ ] support people and listen to people [ ] it makes 

it feel like you're a part of something, um and I know my thoughts and ideas will 

be listened to and taken seriously and considered in the wider context. 

Alison had worked with young people for over 20 years and is in receipt of both external and 

organisational supervision. She has worked with many supervisors, although she still 

remembers her first:  

As you can imagine, over the years I've had numerous supervisors, and I've 

learned from everyone. So when I go to supervision, it's about being held in 

confidence, being trusted, and having the knowledge that I can learn from the 

supervisor [ ] the first supervisor I ever had, he was larger than life, I was a trainee 

and I still remember his name now and he walked through the door, and I was like 

in awe of him. 

Both Steve and Alison had been able to use inspirational supervision experiences to help build 

on their own supervision skills, knowledge, and understanding of the process. They still vividly 
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remembered these meaningful supervisions, and it was clear that they had been important, 

to them both.  

As a support worker, Ruth had enjoyed regular supervision. She had very much appreciated 

the opportunity to discuss her progress and where she was going but had not experienced 

the same kind of regular supervisions as a manager saying:  

I suppose I just want to know I'm doing alright to be honest... I think I am but… I 

never get told I'm not [ ] As a worker I had regular supervision when I was 

employed as a worker/team leader, not so much in management. I've had one 

supervision in this position, so that's one in five years by my line manager [ ] I 

asked for it because I was doing my diploma 5.  

Ruth had very little management supervision and shared that she sought feedback, advice, 

and support from her deputy manager rather than her line manager. She wondered if she 

wasn’t offered any supervision currently as she was doing well in her role, saying: 

I think it'd be good to have some sort of get together [ ] maybe once a year at 

least, just so I can... Like now I think I could do with one so I'm gonna ask for one 

particularly after COVID... I don't know... Well… I don't know, I just think perhaps 

he thinks I'm doing alright and I don't need it. 

Katie has supervision every 6 months which she considered to be regular and wholly beneficial 

as a space to “get things off her chest”. She also found them reassuring, saying:   

I get a bit of a chufty badge dun I, I know I'm good at my job and everything's going 

well so mentally it makes me feel better after the supervision. I know I'm good at 

my job, I know I can do this. 

Katie shared that she was also able to request supervisions, but had never done so, adding: “I 

do think I hold things in [ ] I will wait. I know I will wait for supervision because I feel like I can 

just go bleurgh.” Despite Katie finding supervision comforting, it was also an anxiety 

provoking experience for her, adding: 

I'm a bloody nervous wreck as I go into the room even though I'm a good 

employee, I really am the dogs at my job, um, so I still worry, I'm gonna get the 

sack [ ] That's my initial thought.  
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Asked whether she worried about having a supervision in the days leading up to it, Katie 

laughed before saying:  

Most probably… Like 3,4... I will not sleep and I'm really aggie [ ] I'll have the 

quickest shower because I want to get here quick, I'm like he'll walk in say who 

wants to do supervision first "me" because I want to get it over with. [ ] Once they 

told me I'm not gonna lose my job, and I feel better, my shoulders drop (laughing) 

I just go well can I tell you, I will say well can I take this moment to talk to you 

about so and so and then it all comes out and I’m not told off for that, but I am 

told, you could have just picked up the phone two weeks ago. 

Katie persistently feared, despite consistent positive feedback, that she was going to be 

sacked at the start of each supervision and they were subsequently highly stressful 

experiences for her. Each supervision prompted expectations of a ‘telling off’, and she 

awarded herself a “chufty badge” when the telling off did not materialise. The polarity of 

emotions expressed around her supervision experiences was striking and Katie was visibly 

agitated yet laughed throughout this part of the interview. It was however clear that 

supervisions were an important space for her and that she was keen to work on her own 

supervisory skills. 

Paul’s first supervision experiences were: “Shit… Shit! (laughing) Shit, they were really not 

good.” When asked why, Paul continued: 

Well because it was never about me was it…. It was often about the manager 

telling me all his problems, whoa ang on a minute this is my supervision… So it's 

either that or I've done something wrong and I was in for a big bollocking [ ] or 

you would get the manager that was new and you’d be sitting there going what 

we supposed to be doing and you say er supervision and they'd go “ahh, where's 

the form?” er “how do we do that?”, and you just think God ok.. and you just went 

through the process thinking they can tick their box she can put it in the file, she'll 

tell her, she'll, he or she will tell their manager I've done all my supervisions. 

Paul sounded exasperated with his early supervision experiences and after speaking about it 

with friends in the sector, realised that there was more to the supervision process than he 

had been led to believe: 
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I guess you speak to other people, and they go, that don't sound right, and I go 

this is what I've had for years and then they go nah that's not really what it's about 

and you go isn't it? Cos you start to believe that's what it's about [ ] just a tick box 

and it's more and more about the supervisor than about you [ ] and it isn't until 

you speak to other people that you go that's really not what it's all about… And I 

guess exploring and understanding that then made me think, okay, well, if ever 

I'm in this position, they will not be like this. 

Paul was frustrated and animated throughout, and it was clear supervision was something 

that he felt had an important part to play in managing social care workforce wellbeing and 

practice. He very much recognised that it was an organisational responsibility to deliver 

effective worker wellbeing support, which was something his own organisation was investing 

in, adding: “We've introduced lots of handover catch ups in the morning [ ] so on a daily basis 

we can kinda say how's everybody feeling?” Despite their own investment in staff support, 

Paul appreciated that overall, sector supervision skills were patchy and that managers were 

largely unsupported in this aspect of their role:  

My question always is, well, how much time and effort you've invested in that 

manager and actually you know, we've got to equip them with the skills to be able 

to do that and then certainly in social care I mean, there's a massive pressure on 

people isn't there. 

This was echoed by Steve who noted: “One of the things I've experienced in social care is 

people aren't always supported to develop these roles... People move up and it depends on 

the quality of the support you've got to develop in that role.” 

5.4.2 Learning from Experience: How Supervisors Learn to Supervise 

How participants had experienced supervision as the supervisee played a big role in how they 

now delivered it, adopting and adapting both effective and less helpful experiences. Despite 

previous experiences, the participants were all keen for their supervision delivery to be 

engaging, accessible and meaningful to their staff teams, and they were interested in learning 

new supervisory skills and approaches. However, many had had no real instruction around 

how to specifically facilitate, plan and use the supervision process, and for Ruth this meant 

that she had initially “winged” it: 
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I just did what I thought was good, I just winged it basically… (laughs) [ ] I don't 

know if I’m doin it right [ ] I sort of took the lead from the manager at the time. 

I'm a different manager to the previous manager and they were a different 

manager to that manager, but I have pulled on different, um, strengths from them 

and made it my own sort of thing I think. 

Katie echoed a lack of training around delivering supervision and acknowledged that her staff 

team of approximately 100 agency support workers had never been formally introduced to 

the supervision process either. Of those 100 or so workers, Katie saw about ten per cent of 

those per year for a ‘supervision’, and staff were not regularly scheduled in given these 

conversations were unpaid and, in the worker’s, own time. It quickly became apparent that 

what Katie thought of as supervision was more likely seen as a ‘chat’ for the worker and she 

reflected as she spoke:  

I think they see it as a chat… [ ] Paperwork based I would classify it as a supervision, 

I've had a meet with them… Well... I will generally say to them I'm going to class 

this is a supervision is that ok? But now I wonder if they don't change their mind 

and withhold stuff? Thinking about it now, I wonder if they do? I don't think about 

it at the time if I'm being honest, but thinking about it, do they then go "ughh, it's 

a bit formal now innit”... It's a bit boss and employee now as opposed to I've just 

popped in for a chat with Katie ya know. 

Katie’s lack of supervisor support and training, alongside the staff team’s lack of knowledge 

around their role as supervisee, resulted in a supervision experience that left her worried that 

what she was doing was not meeting the worker’s formal supervision needs. Katie also raised 

the issue of agency workers receiving organisational supervision and how challenging that can 

be when they often went to different services and were perhaps not seen as part of a service’s 

established staff team.   

For Steve, ‘doing’ supervisions helped him appreciate the importance of the process more, 

adding: 

I think doing the supervisions gave me a better understanding of why supervisions 

are needed. I remember that first supervision really quite well, um, and I 

remember being kind of a little bit knocked back by that sort of line of questioning, 
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it was like actually it's made me think completely differently and to remember it 

now ya know. 

He also felt that it was important to have some experience in the role the supervisor was 

overseeing adding: “I think it really helps, it definitely helps um because you can empathise 

with them on a level and have an understanding of what's, what's going on, especially if you've 

got newer staff that have come in.” Steve felt it was hugely important for his staff team to 

feel listened to and that the workers knew he could relate from his own experiences, adding: 

Yeah, it massively impacts on people because if you've got a workforce that feels 

they're listened to, that are empowered, that are given opportunities to progress, 

or learn and reflect, they're taking all of that and being really motivated to go in 

and provide the best level of support. If someone cares about you, they're going 

to put that back into their job role. 

Paul’s approach to delivering supervision purposefully focused on the personal issues of his 

staff team first, before going on to support performance and problem-solving skills, believing 

that performance could also be managed in other worker/manager spaces. He believed that 

developing a coaching and mentoring style relationship with his team members nurtured a 

more open and candid conversation, which he found enabling and formative. He said: 

I will always, always do that kind of personal check in with people and again I 

guess as you get to know people and they trust you and you build a relationship 

with them, people start opening up. So it's always been that kind of check in about 

you as a person and then we kinda get in to the work stuff and it's very much that 

kind of reflective practice stuff, nearly adopting a kind of coaching mechanism, 

not giving people the answers, and getting them to kind of think about how they 

could have done it differently. 

Ruth likes to have an ‘open-door’ policy with her workers and encourages them to approach 

her when needed, although they do not always utilise this opportunity: 

I don't shout and scream and things like that I'm very, well I've been told I'm 

approachable and if there's any issues, I'd rather they come to me before a 

supervision, not wait for supervision cos in that way it's all just building up and 
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that and it blows up in supervision, if there's something in a supervision I'll deal 

with it properly and fairly. 

Katie adopts the same open-door approach to delivering supervision, despite admitting that 

she would never approach her own supervisor outside of the supervision space, unless it was 

an emergency. For her staff team, supervisions are offered on an “if and when” basis but 

there is some discrepancy as to what constitutes a supervision. This lack of regulated 

supervision opportunity commonly meant that when workers did reach out to her, it was to 

seek help with more personal issues. Given Katie doesn’t “if and when” with her own 

supervisor, she was asked whether she thought her workers can “if and when” with her. She 

thought for some time before saying: 

...Yes, completely (laughing). Yeah, it's something that we have discussed before, 

not at length not, not enough to be fair, during an induction, I always try and say 

to them I'm always here, genuinely I'm always here and you can call me 24 seven… 

but they don't.  

Asked why she thought they might not feel able to speak with her, she added: 

Because they see me as their boss... I don't know, is there that thing that you're 

going to get judged [ ] they're gonna worry about their work, is someone gonna 

call me and say I'm struggling with my mental health right now and we're gonna 

go I'm not putting you on shift [ ] because I've felt that when I've said to people 

about my mental health are they gonna think that I'm failing at my job? [ ] I help 

them to pay the bills, so why would they want to tell me something that might 

cause them to lose money and not pay their bills? 

For Katie, supervision largely related to worker health and financial difficulties, and she had 

previously shared that she acted as somewhat of a counsellor or confidant for her workers. 

When asked about supervision content, at no time did Katie raise the issue of practice or 

performance issues, with supervision being delivered only when the worker was seemingly in 

personal trouble. In comparison, Paul actively delivered supervision as a regularly scheduled, 

formative process where his staff team were encouraged to use the space to reflect and 

discuss challenging issues, both personal and work based. For Katie and her staff team, the 

lack of attention paid to the supervision process and its lack of regularity and formalisation, 



170 
 

seemingly confused Katie’s understanding of how to deliver supervision and what an effective 

supervision should look like. 

It was acknowledged that supervisions were not always delivered according to plan and some 

participants laughed and cringed as they recounted negative encounters. When asked what 

a poor supervision experience felt like for him as a supervisor, Steve laughed before saying: 

“If you've gone in there feeling a little bit stressed or anxious or a little worried you kind of 

walk out feeling worse and I've done that a few times.” 

Participants had previously spoken about how having supervisory responsibilities had at times 

led to feeling worried and stressed about their staff team’s wellbeing, which consequently 

negatively impacted upon their own. However, they largely recognised that supervision was 

an important aspect of productive social care worker delivery, and that the supervisor had a 

vital role in enabling this process, despite the potential for associated emotional stressors. 

Having the opportunity to facilitate supervision had enabled the participants to develop their 

own supervisory skills and most were keen to pursue more specific training, especially around 

coaching and mentoring. It was subsequently clear throughout that the participant’s enjoyed 

this aspect of their role and many were actively working to improve on the organisational 

supervision experience now and for the future.  

5.4.3 Getting it Right: How can we get the best from supervision? 

The participants were asked about positive supervision delivery experiences, with many 

seeming to enjoy the opportunity to share what they considered effective and beneficial 

supervision practices and approaches. For Sally, a supervisor in specialist intervention 

support, getting it right meant an encouraging space for learning and growth. She noted: 

So, for me I think it's, it makes you practice more creatively, it improves your 

interventions, it helps people with their own self-care. It helps to understand 

where there’s transference and I think it helps to keep people safe where client 

groups service users may be behaving in a particular way. 

They also recognised however, that supervision was largely a subjective and personal 

experience that needed sector wide improvements and more workforce specific 

improvements, alongside the provision of a set of standardised and enforceable best practice 

guidelines. Participants were also keen to develop worker support and supervision processes 
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in line with trauma informed principles, given the benefits of this approach with vulnerable 

others. No participant was aware of specific social care supervisor trends/practices or quality 

assurances, and they universally agreed that this was disappointing, especially as they used 

the supervision process so beneficially.  

When asked how we can start improving the supervision process, Sarah thought for a moment 

before replying: 

I think some of it is understanding trauma, um, because it's about what you 

experienced has an impact on you and I don't think people know that, or realise 

it [ ] you know literally, what you're experiencing at work and home and your 

previous experiences, and then it's about how you access support for that, and 

supervision is one way of unloading and then helping to also build resilience. So, I 

think that that's probably the starting point. 

As a manager in a social care agency, Katie described her office team as “pen-pushers and 

receptionists”. This had been identified by Katie’s senior leadership team as being 

problematic given the office staff struggled to identify and relate with the often difficult and 

upsetting incidences experienced by the workers. Katie believed that by employing office staff 

with care work experience, care and support worker needs were beginning to be better 

understood, given workers had previously raised that they had not always felt listened to by 

the service, adding: 

One of our previous managers said, we're finding that people are calling up and 

they're crying at the end of the day because they've been beaten up on shift 

today, or a service user has died, and we can't recognise the feelings that they're 

going through because to us we’re thinking we will have just lost 12 hours, or a 

service user dies and they're thinking I've just lost the care package… They're not 

thinking, they're not thinking of the service users, the family the carer, the carer 

that's been working with them for the last three years. 

Both Sarah and Katie recognised the importance of appreciating the wide-reaching emotional 

impact of the social care role and that working in a trauma informed way could be beneficial. 

They believed that those supporting workers should themselves be supported to be aware of 

potentially traumatic and challenging workplace and personal lived experiences, in order to 
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promote a relational and safe space where workers can offload and build resilience. 

Understanding complex trauma and the unregulated social care worker experience was raised 

numerous times by Phase One participants as an important attribute for organisations and 

supervisors, but one that they felt was largely absent. 

Paul felt that supervision should be a relational space where the supervisor and supervisee 

can feel able to connect and feel listened to. He reflected: 

For me it's very much, it's always been about reflective practice, um, and it's 

always been about a personal conversation with the individuals, fellow human 

beings.. Look it's not beyond the realms of possibility to click on if you're having a 

shit time at home because life has gone pear shaped for you, that will impact on 

work. So, let's have a conversation about it ya know, you may say I don't want to 

talk about it, which is fine. 

Maggie felt that worker/individual authenticity had been ‘coached’ out of social care and that 

her colleagues were now investing in new relational approaches and perspectives around the 

supervision process. Having these types of ‘conversation’ and being open and accessible to 

listening, was seen as a desirable aspect of the supervision experience but that there wasn’t 

always a space made available. When asked why she thought that was, Maggie replied: 

I think it goes back to the business model but the business model in social care 

doesn't work. Social care is not a business and it shouldn’t be treated as such [ ] it 

shouldn't be and we all know it [ ] I think because we've got this sort of model 

that’s promoted, it’s not conducive to promoting humane practises and dignity 

and respect [ ] it’s the value of humans, and the business model does not value 

humans, it values turnover. 

Several participants saw the supervision space through a more coaching and mentoring type 

lens and felt that there was a space for something else other than ‘supervision’. When asked 

what this might look like, Steve replied: 

Yeah, yeah definitely I mean now I tap into a, one of our senior leaders [ ] she is a 

coach and mentor as well [ ] I find that like really, really great to be honest. I think 

being a leader or a manager you definitely need some of those coaching and 
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mentoring skills to be able to get the best out of people. There is a training need 

there, I mean finding good quality, coaching training is really quite difficult. 

How we go about improving the supervision space and the good practices that could lead to 

more meaningful supervision experiences were a source of both concern and hope for the 

Phase Two participants. Most had had minimal specific supervision training, and all felt that 

this would be beneficial to both supervisor and supervisee. Very few had ever spoken with 

their staff teams about the supervision process, and none had provided specific training for 

workers to maximise supervision productivity and outcomes. With no sector standardisation, 

guidance, monitoring, or enforcement around the supervision process, the Phase Two 

participants were subsequently undertaking supervisions in largely different ways to one 

another. 

Most participants were unhappy with the term ‘supervision’, commenting that they felt it 

overly authoritative and that it lacked the right structure, approach, and content for the 

unregistered social care worker. Employing a more coaching and mentoring type approach 

was viewed as beneficial and perceived as a more equal and effective space where workers 

could offload, reflect, share, and learn. They recognised that working with vulnerable 

individuals was risk-laden and emotionally challenging, although they appreciated how 

rewarding, fun and meaningful the role could also be for workers.  

5.5 Chapter Summary 

Phase Two was undertaken in response to the Phase One USCW findings that the supervision 

processes they had experienced had often been emotionally harmful, inconsistent, unskilled, 

and lacking in benefit. The Phase Two participants echoed the Phase One responses, affirming 

that in their experience, the supervision process is ill-defined, poorly supported and can be 

used for punitive and/or abusive purposes. Worker wellbeing was important to the Phase Two 

participants, who recognised from their own workplace experiences that the unregulated 

social care role can be a highly stressful and dangerous one.  

The supervisory role added relational stressors and burdens for some participants, and they 

recognised that they were individuals with high levels of empathy and concern for the 

wellbeing and care of others. The additional burden of supervision contributed to some 

supervisors feeling worried for their workers, and the importance of supervisor wellbeing and 
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support was raised on many occasions. The Phase Two participants appreciated that the 

supervision space played an important role in identifying and managing worker wellbeing and 

practice risk, and that supporting individual health, wellbeing and personal issues was 

observed as a normal aspect of the supervision process. As supervisees, some participants 

still felt anxious around their own supervision experiences and were able to empathise with 

how their workers might feel about this process. 

Most Phase Two participants described the unregulated social care supervision process as 

unstructured, ill-defined, and poorly supported. With often little to no supervisor training, the 

supervisors drew on previous lived experiences, developing their supervisory skills through 

trial and error, and learning from both poor and effective prior supervision experiences as 

supervisees. The supervision space was also seen as a valuable opportunity for reflective 

learning and problem-solving, and where good wellbeing and best practice can be role-

modelled and further developed.  

Attracting the ‘right’ kind of individual into the supervisory role was raised, given it was 

acknowledged that a poor supervisor can negatively impact on staff retention, worker 

wellbeing and commitment to role. A lack of transition support from worker to supervisor 

was also noted, alongside inadequate formal opportunities to develop supervisory skills. Low 

staff sickness was thought to relate to effective, compassionate, and open supervision and 

management, and that supervision can have both negative and positive consequences on the 

overall culture of an organisation. All Phase Two participants were keen to share what they 

perceived as beneficial supervision practices. Most participants shared supervision goals and 

ideas for the future, alongside their frustrations with the lack of focus and attention the 

supervision process in the unregulated social care sector receives. Introducing a more 

coaching and mentoring approach to the supervision process was favoured by all, with some 

raising the need to change the title of ‘supervision’ to one less authoritative and more 

collaborative. 

As either supervisor or supervisee, most Phase Two participants felt that the supervision 

process in the unregulated social care sector was largely failing to effectively meet the needs 

of its workforce, struggling to find definition and its place within organisations, and was often 

an unnecessarily challenging experience. The relationship between the supervisor and the 

supervisee is an important one, and knowing more about the challenges, barriers, and 
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enablers of supervision delivery from the supervisor’s perspective can help situate where 

supervisor learning and support is most needed.  

A general lack of understanding, innovative training opportunities and appreciation of 

workforce specific support needs was thought to be instrumental in placing workers at 

increased risks of harm. This unhelpful paradigm translated into a lack of effective and safe 

spaces where workers could offload, process, and develop. How we improve on this 

meaningful and beneficial process, however, was perceived as a joint organisational and 

individual task, given the absence of anything professionally structured, conceptually 

grounded and homogenised throughout the sector. Phase Three was subsequently 

introduced by way of integrating Phases One and Two participants together in two joint focus 

groups with the aim of discussing the introduction of more standardised supervision training. 
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Chapter Six 

Phase Three: A New Approach to Supervision Training 

 

6.1 Chapter Overview 

The aim of Phase Three was to get a better understanding of what and how supervision 

training for the USCWs can look like by means of individual and group reflection and exploring 

new ideas. Building on the experiences, perceptions, and ideas of the Phases One and Two 

USCW participants, the Phase Three contributions were analysed and presented in a narrative 

style. Purposeful focus group conversations were designed to support the Phase One 

(workers) and Phase Two (supervisors) experiences and perceptions of supervision and 

identify what might be considered better practice moving forward as users of the supervision 

process. The themes identified represent the viewpoints and ideas of the focus group 

participants and how and why they would like to see the supervision training process 

constructed and conceptualised in the future. The themes are organised by key discussion 

areas and emergent strategies with the aim of providing more interactive and responsive 

supervision training resources, and improving the reputation and effectiveness of supervision 

in the sector.  

The overall theme of a new approach to supervision training guided the Phase Three analysis 

process. The following sub-themes represent the following areas of discussion: the need for 

supervision training; making supervision training inclusive (for all organisational levels); 

agreeing expectations (between supervisee and organisation); supervision training delivery; 

learner needs; benefits and barriers to introducing supervision training; and how can we 

move forward from here? (See 6.1.1 Figure 3).  

The themes explore making supervision training work for the unregulated social care 

workforce through an exploratory lens, where those involved in the social care workplace 

supervision process were encouraged to discuss and share their ideas on supervision training 

needs and goals. This led to two rich, fun, relaxed and innovative sessions where 

knowledgeable voices were able to bring reflection, lived experience and fresh ideas to the 

table.  



177 
 

6.1.1 Phase Three Thematic Overview 

Figure 3 

Phase Three Themes 

 

 

 

 

 

 

 

 

 

6.2 The Participants 

Eleven Phase One (P1) and seven Phase Two (P2) participants who had agreed to be 

approached for further research opportunities were contacted to take part in an online focus 

group. Nine agreed to take part (five Phase One and four Phase Two). Of the nine, one had 

technical difficulties on the day and three had to cover sickness absences in their workplace. 

The remaining five participants took part in two online focus groups. The groups consisted of 

two Phase One participants (Susie P1 and Jake P1) and three Phase two participants (Ruth P2, 

Steve P2 and Cathy P2). The groups had been briefed on the subject area of the focus group 

and that they would be discussing why, what, and how supervision training might help 

improve the supervision experience for the unregulated social care workforce (see 6.2.1 Table 

4). 
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6.2.1 Focus Group Participant Table 

Table 4 

Phase Three Participants 

Participant Service Data Collection Phase 

Ruth Learning Disabilities P2 

Jake Domiciliary P1 

Cathy Specialist P2 

Steve Learning Disabilities P2 

Susie Specialist P1 

 

6.3 The Need for Supervision Training 

All but one of the Phase Three participants were highly experienced in the adult social care 

sector and had previously acknowledged a general lack of supervision awareness and training 

in this workplace during their one-to-one interviews. Only one of the Phase Three participants 

had previously attended some form of supervision training. The groups were encouraged to 

talk about whether there was even a need for some kind of supervision training for the 

unregulated social care workforce. Steve (P2) had this to say: 

Yes, I absolutely think there is, I mean from my point of view, one of the things 

that we can come up against or come across is that, especially people that are 

new to the sector um have never experienced supervision before and they have 

no concept of what a supervision potentially is. There's also the other thing that 

um I've come across is where people have experienced really bad supervisions. 

Cathy (P2) followed on, adding: 

You need to have some sort of session around what is expected from both parties 

in a supervision I think, and what a structured good supervision kinda looks like. 

You don't know if you're getting bad supervision if you don't know what 

supervision’s meant to look like [ ] I think there should be a standardised 

supervision framework nationally, but I think beyond that there may be a case for 

running additional training cos some people [ ] have different needs don't they. 
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Both Cathy (P2) and Steve (P2) also believed that some kind of training was needed to help 

alter the current negative perception of supervision, and make it work more effectively for 

this highly valuable and vulnerable workforce.  

6.4 Making Supervision Training Inclusive 

When asked who the supervision training should be for, both Ruth (P2) and Susie (P1) 

immediately raised the need for some form of supervision training for managers, with Ruth 

(P2) saying: “I think there should be a training module for managers to start with cos when I 

first went in to the management position [ ] I wasn't given any guidance from anybody really”. 

However, as the groups continued to discuss who the training should be aimed at, all 

participants went on to agree that they were keen for it to be a shared space for both 

supervisee and supervisor, given separate training was maybe part of the problem.  Cathy 

(P2) reflected on her own experiences and likened the preferred type of supervision training 

to an after-work activity she attended: 

It's a little bit like my exercise class at Y. There's workers in there but there's also 

service users, and I think it's good cos the purpose of the class is to exercise and 

we're all there in that space for the same common purpose and I think it works 

better cos why does it need to be us and them? 

A training opportunity where both workers and managers had the same space to share and 

learn about the benefits and goals of the supervision process was felt to help place both 

parties on a more even keel, with Susie (P1) adding: “You're all starting from the same footing 

aren't you... You've all got an understanding of what you can all achieve in it and what you 

want to achieve from both sides.” Ruth (P2) agreed, sharing that she thought everyone 

starting on the same page could lead to better outcomes for all stakeholders, adding: “it 

should be a bit of togetherness rather than them and us”. 

Jake (P1) also agreed but thought it a wider issue, adding: 

There needs to be more training from above, and everybody needs to be on board 

with the same sort of thing, not just we'll leave that to that group of managers, 

um, us the directors won't bother ya know, it needs to be across the board. 



180 
 

Steve (P2) saw supervision training as something that everybody needed to do whether they 

worked as a social care support worker or a CEO, given we should all be getting effective 

supervision in this sector, noting: 

We're all supervised, so if everyone did the same training and shared experiences 

of supervision, I think that would help break some of those barriers down ya know 

[ ] I have supervision, our CEO has supervision, everybody has supervision [ ] I 

think we all need to do that (the training) just so there's kind of, even kind of an 

expectation across a minimum standard of what you should get in supervision, 

um, whether that's working adult social care, children's services, all sides of the 

sector ya know [ ] everybody should be kind of in the same, the same 

understanding of what supervision is, regardless of whether or not you've worked 

for 20 years or 20 weeks. 

At this introductory level, it was universally agreed that supervision training should involve all 

USCWs given cleaners, workers and managers can all become involved in unexpected, 

challenging, and distressing incidences when working with vulnerable, unpredictable and risk-

laden service user groups. They felt that a more standardised approach to the supervision 

process where everyone started off on the same page would be hugely beneficial. In this way, 

supervisions and the professional development and wellbeing support they represent, could 

be better managed and tracked across services as workers move and change role.  

The need for more specialised supervision training and support for social care managers was 

raised in both Phases One (workers) and Two (managers), and again here. However, it was 

also thought that a shared understanding of the fundamentals of supervision was necessary, 

particularly for the participants who often felt disappointed and frustrated with their 

supervision experiences. After establishing who the participants thought the introduction to 

supervision training should be for, they were then asked to discuss what information they 

thought unregulated social care workers needed to know about the supervision process.  

6.5 Agreeing Expectations 

It was considered instrumental to the success of the training that what was included within it 

reflected the needs of those using it. The participants were therefore asked to discuss what 

they thought would be helpful for workers to know about supervision and what to expect 
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from the process. Susie (P1) started by saying: “Maybe training to teach you about what 

supervision is about. What are the aims, what the goals are and what you want to achieve 

from it”, a sentiment that was shared by all.  Cathy (P2) voiced that she had been thinking 

about the focus group topic and had made some notes:  

Firstly, information about what supervision is, um, what is the purpose of 

supervision, the importance of preparation, um, because I've done supervisions 

where people haven't come prepared and it's not as beneficial I don't think, um, 

the importance of it being a two way process as well, it isn't all about the one 

person, it needs to work both ways. 

Jake (P1) thought it important that workers were supported to understand that supervision, 

when done effectively, was a beneficial and enjoyable experience noting: “It's knowing that 

supervision isn't a negative thing [ ] I think it's making it more of a positive experience”. He 

went on to share that workers should be advised to expect the supervision space to be a safe 

and confidential one, where worker concerns and requests should be listened to and acted 

upon where appropriate. He went on to say: 

You always hope, you always like to think that your staff know that we're listening, 

um, so that reassurance that what is said is gonna be used or something's going 

to be implemented or that changes actually happen, ya know [ ] I think it's that 

reassurance that workers need, I know I do. 

Steve (P2) felt that what was needed in training was a foundational basis from which 

supervisors could move forward and develop from, and where expectations and shared goals 

can be agreed with supervisees. He commented: 

I think that you could get it down to probably some very broad areas that are 

specific to supervision in general [ ] It would give a basis to what is expected within 

a supervision, what is expected of everyone involved and it will just give that kind 

of clear outline um of what needs to be followed, what needs to be covered [ ] 

and then it will be about taking that set of standards I'd imagine, and taking the 

broader kind of um headings as such and making it specific to where you are. 
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Susie (P1) was relatively new to the social care sector and had not known what to expect from 

a supervision or what she should be doing to prepare for one. She had already raised the need 

for workers to know what a supervision is, its aims and goals, but thought that the training 

could also help both managers and workers to appreciate that supervision should be an 

ongoing, reflective and learning process:  

I think an important part would be the feedback from it (supervision) [ ] I think 

when you have your next supervision, maybe checking in over your last one, sort 

of reflecting over that ya know, are there any sort of points that you needed to 

work on, so start with going back over it. 

Cathy (P2) and Steve (P2) are experienced managers and they too felt that supervision needed 

to be looked at as a more continuous developmental process where previous supervisions, 

practice experiences and training can be revisited, reflected upon and learned from, with 

Cathy (P2) adding: 

There needs to be a follow up process from the last supervision so taking forward 

what was agreed at the last supervision, if it's moved on, if it hasn't, why not, look 

at barriers perhaps, how we can move it on, what training might be needed. 

Steve (P2) felt that it was important for both workers and managers to understand why 

supervision is done in a regulatory sense. He had mentioned compliance earlier and was asked 

if he would include it in the training, answering: 

I would mention it, it's got to be mentioned, because it's the reason… the reason 

why you're doing it, um, and that then gives that information that you're being 

open with your team and remember why you're doing it as well. And they then 

have the understanding and expectation that they can go back and say “oh, we're 

not having it” and it should be happening. 

Cathy (P2) agreed, adding:  

I would mention it, but I wouldn't labour the point too much because the minute 

it starts coming on heavy with rules and stuff people switch off, but yeah people 

have to do this so this is the reason why, but just mention it. 
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The participants thought the training should consist of a much more standardised and 

foundational approach to understanding what supervision is in the social care sector, what it 

is used for, how it can help, and what are the responsibilities of both supervisor and 

supervisee. It was thought that these fundamental basics could help provide a platform from 

which a set of skills, accountabilities and shared expectations could be agreed upon, 

normalised, and developed as workers progressed in their social care career.  

This ‘done with and not done to’ approach was thought to help promote a sense of shared 

ownership over the process, although they recognised that some workers and managers 

would find it more useful and meaningful than others. A more grounded and informed 

approach to the core aspects, principles and aims of supervision was felt necessary, although 

it was recognised that services would need to add more specific elements to their own 

supervision frameworks depending on worker and client need.  

‘How’ we deliver the ‘what’ helps us to understand the best way of achieving an accessible 

and easy to adopt training module, that meets the needs of the learner and creates 

meaningful attachment to the supervision process. The following theme seeks to explore the 

‘how’ of supervision training from both worker and manager perspectives and how 

supervision might be best delivered and disseminated within the workforce. 

6.6 Supervision Training Delivery  

How information around the supervision process could be shared with learners, was met with 

animated discussions and the participants had a lot to say about it. Susie (P1) thought that 

training shouldn’t be too long and that half a day would be about right. The others agreed, 

sharing that maintaining concentration and energy levels after a lunch break was often a 

struggle with Cathy (P2) mooting: “probably best kept to a few hours so it's engaging [ ] people 

sometimes lose the focus [ ] with like lunch time, everybody after lunch is a bit bleurgh, so it's 

[ ] short, snappy supervision training."  

Refresher training was briefly mentioned, with Susie (P1) noting: “you might have to keep 

revisiting the training to make sure you're still using the same model that you've all agreed 

on.” The participants were encouraged to talk about the idea of refresher training further, 

however the conversation quickly returned to disseminating the training in the first instance 

and how best that could be done.  
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For Ruth (P2), the term training seemed a bit serious, although she recognised there was the 

need for her workers to have a better understanding of the supervision process: 

Well, I don't think I would call it training, I would sort of maybe... They do need to 

have something, but I don't know if it would warrant training [ ] um, like a small 

chit chat with the manager or as a group to say this is what supervision is, this is 

what I'd like from you, this is what you should expect from us etc. 

Ruth (P2) had earlier raised the need for management supervision training given she had 

initially needed to ‘wing’ this part of her role and that she thought there was more she could 

learn. The informality of a “chit-chat” appeared to suggest she favoured a more relaxed and 

open approach to supervision, which suited her management style. A more regulated and 

standardised process however is likely needed to formalise, normalise, and professionalise 

this process for everyone, to help ensure a smooth and effective transfer of worker support 

between roles and services.  

6.7 The Supervision Training Environment 

Disseminating supervision training/knowledge was universally thought best done in a group, 

giving participants the opportunity to learn from others, network, relate, and share 

experiences. Cathy (P2) thought the best way of delivering supervision training was in a wider, 

mixed forum with different types of services, and she reflected on what ‘she’ would enjoy 

about the experience:  

I think groups of um people [ ] maybe share it, I like, I like erm shared experiences 

as well. So you know, not just taking erm one organisation or type of service 

provider or whatever it may be and sharing that cos it gives everybody, it gives 

ideas doesn't it, um, that that ya know there are almost some ground rules that 

everybody is equal in the room. 

The participants were asked to discuss what they thought would be the best way of delivering 

this kind of training with Susie (P1) immediately saying: “face-to-face.” All agreed that face-

to-face would be the best way to deliver this training, as Steve (P2) reflected: 
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...I think it's got to be a face-to-face process because supervision is a face-to-face 

process that people engage in, both parties engage and if you're kind of sat there 

doing a talk [ ] people aren't gonna get anything from that. 

The participants were also very much aware that not everyone would be able to access the 

training in a face-to-face way and that there would need to be alternative means of 

disseminating the learning. Jake (P1) worked as a domiciliary carer and finding the often-

unpaid time to attend training was sometimes problematic. He felt that supervision training 

was a much needed and beneficial workplace support opportunity and that it was important 

for workers to be supported in accessing it, even if it meant meeting the workers where they 

are, suggesting: “you could actually show the person that you're keen to promote this and 

actually go and see them somewhere, you could go meet them.” 

Online training as a first point of contact was considered less than ideal but that it could be a 

good option if the group, size, dynamics and activities were well organised and delivered. 

Supervision as a passive, online tick box tool however, was seen as  ineffective, given the lack 

of reassurance around the learner’s understanding of the content and the space to learn from 

the experiences of others, as Susie (P1) pointed out: 

I think if it's online it's your interpretation and you've got no way of asking 

questions or answering back to get it clarified is the only thing with online, 

whereas, I think, small groups and especially if you get shift workers, isn't it, it's 

finding the time that you can do that, but I would say small groups and deliver it 

out as quickly as you can but... face to face definitely. 

Asked what ‘he’ thought, Jake (P1) paused before saying: “...I don't know, a workshop one 

afternoon where people roleplay supervision to see what they'd want to find out from it [ ] 

it's making people feel more involved in the whole process.” Given unregulated social care 

training often involves a degree of observed practice to ensure workers are completing a task 

or procedure correctly, trainers roleplaying a supervision or short videos of case studies might 

give learners the chance to take part, observe and critique. The groups had been talking about 

mixed service, large scale training sessions, much like how safeguarding or health and safety 

can be delivered, and Jake added: 
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That sort of forum could lend itself then to tables doing a case study on each 

other, like using each other doing a supervision as practice [ ] so a bit of 

networking and a case study and a chance to see where people are, how they do 

things. 

Cathy agreed and, thinking about her own experiences of larger workshops and training, 

talked about the benefits and potential barriers of roleplaying: 

I do see the benefits of it (roleplay) because whenever I go to training and there's 

roleplaying, I like to get involved um and I have to say I do usually learn something 

from it and take something away from it, but I'm reasonably confident at doing 

things like that, but um, I think there's a lot of people who would be turned off by 

that. 

The requirement to participate in a role play ‘would’ likely turn some people off given the 

sometimes-frightening nature of practicing publicly, and that decisions to take part must be 

given safely and voluntarily. This could be overcome, however, by encouraging learners to 

observe and make comments on pre-recorded supervision roleplays/case studies. Trainers 

could also undertake a roleplay in the moment and encourage attendees to try it for 

themselves or discuss what they liked or did not like about what they saw. This could promote 

a safe space for critical discussion, reflection, and the opportunity to share with others, whilst 

sensitively encouraging participation, engagement and ownership of the process.  

6.8 Learner needs 

The literacy considerations of how information was communicated to learners was picked up 

by Susie (P1) and Jake (P1), both of whom had previously disclosed struggling with the more 

written aspects of their role. In terms of the language used in the training materials, Jake (P1), 

who has dyslexia, added:  

It does need to be simplified. It's got to be in layman's terms, without the jargon 

because jargon confuses me, abbreviations confuse me, I hate abbreviations on 

things. So actually putting it in plain simple language that can be understood 

clearly by everybody in an ideal world.  

Susie (P1), who also struggles with some of the more administrative parts of her work, agreed: 
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I think it (the training) does need to be simple, but you don't want to make it 

simple so that it's too simple isn't it… Ya know you're all trained and educated but 

it does need to have clearer jargon in it, yep. 

As a new piece of training, Jake (P1) initially thought that there would be no barriers to how 

it was received, before raising literacy again, noting: 

Literacy can be a huge issue and a big barrier, um, we obviously have a lot of 

people working for us [ ] where English wasn't their first language [ ] there's no 

point us chucking training and supervisions at people if they don't understand it. 

Susie followed this, adding: “Using unfamiliar words, jargon and things like that um the people 

that have been in care longer are a bit more cynical maybe and think what's the point of that 

sort of thing.” Jake (P1) had worked in care for over 15 years, and in response to the topic of 

what workers might do when faced with complicated and wordy training replied: “Well they 

switch off don't they... they don't listen, they won't get involved.” 

How the training was delivered was considered of paramount importance by the participants 

given it reflected accessibility, relatability, and adoption possibilities, although Susie (P1) did 

point out the need for refreshers to ensure the model was being understood and adhered to 

over time. Raised in Phase One as a negative issue with the training process, finding a way of 

checking for learning post-training was included for discussion. 

6.8.1 Checking for understanding 

The focus group participants were asked to discuss how to check if the information delivered 

was being understood. Ruth (P2) thought that some form of evaluation would be beneficial, 

adding that doing a supervision soon after the training would help check for understanding of 

the supervision process, and give the new supervisee the opportunity to put this learning into 

practice. Both Cathy (P2) and Steve (P2), also supervisors, agreed with Ruth (P2), with Steve 

(P2) noting: 

Personally, after they'd attended the training, I'd do a supervision with them and 

ask about what they've learned and what they've taken from it, is there anything 

that wasn't clear, and have an open conversation around their understanding on 

it and whether they found it helpful or not, how can we move forward from here? 
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Cathy (P2) followed, adding:  

Absolutely, that first supervision afterwards [ ] it gives you an amazing kind of 

starting point [ ] So yeah, just to check what's kind of been missed or [ ] if 

something's really resonated with somebody ya know and explore that. It's all that 

kind of checking of knowledge isn't it through having a good discussion about it. 

Whilst only Susie (P1) raised the concept of refresher training, a high turnover of staff in this 

sector would likely necessitate consideration around the frequency and need for this type of 

training. Whether a worker required a refresher could be addressed once a manager has had 

the opportunity to assess a worker’s understanding of the supervision process and identify 

any related training needs.  

6.9 Benefits and Barriers to Introducing Supervision Training for Supervisees 

Whilst introducing supervision training for supervisees was thought to be a hugely beneficial 

and empowering activity, the participants recognised that alongside the potentially positive 

impacts, there could be barriers. Understanding what works, and the potential barriers to 

accessing these benefits, helps us to appreciate how we can mitigate for and manage these 

barriers more responsively in the future. 

Given its poor reputation in the sector, rebranding the supervision process was seen as by far 

the most significant factor when motivating USCWs to engage with supervision training. This 

barrier, however, may well be organically addressed should the training start to improve the 

supervision experience more widely, improving its perception and reputation within the 

sector. This theme will be further explored through the subthemes of: benefits of the 

supervision training process, and barriers to supervision training engagement. 

6.9.1 Benefits of the supervision training process 

The perceived benefits shared by the participants outnumbered the barriers. Thinking along 

more general lines, Jake (P1) felt that the training could make improvements to the overall 

worker and manager relationship, becoming more effective over time, saying: 

It (shared supervision training) just makes things more open between them 

(supervisee/supervisor) I think. it's that understanding and the trust which needs 

to be in place because if it's not there, then you're just banging your head against 
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the wall aren't ya [ ] It might actually cut the time down that we spend on 

supervision because actually, if somebody only needs a quick check in, then 

absolutely fantastic. 

For Cathy (P2), “knowledge is power” and she had this to say about the perceived benefits of 

the training: “I think in terms of positives, it's better understanding, communication and 

people knowing what supervision's about... That it needs to be in their terms and their 

language.” Susie (P1) also felt that being introduced to new knowledge around the 

supervision process would empower and positively benefit the supervisee in several ways, 

adding: 

You can really move things forward that are worrying you or your manager but in 

a safe space [ ] If you had the knowledge, you've had the training, you could plan 

beforehand what issues you had and what you wanted to do and in what way... 

It's just being valued, isn't it, that you're being listened to. 

Ruth (P2) also felt that the relationship between the supervisor and supervisee could be 

positively impacted upon by the training, musing:  

They would maybe know that the manager's there for them… That they... That 

they can trust the manager to listen and act on their requests, build up that 

rapport and trust. [ ] It'd be great if they could walk away from their supervision 

thinking “that went well, I know there's a few issues but we got a plan now and it 

was a place where I can talk and be listened to” [ ] it would instil a bit more, erm, 

well it would take away the trepidation hopefully. 

Steve (P2) thought that the training could positively impact on the power imbalance between 

supervisee and supervisor, helping the supervision relationship feel more equal and more 

meaningful, observing: 

It gives you empowerment in terms of being a supervisee ya know… [ ] it probably 

brings a bit of a power balance to an unequal power balance in that sense. If 

you're shown a certain way of doing something, you're expecting it to be done 

that way. 

He went on to say: 
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We have to cover supervisions and if you've got like a framework to work towards 

the person being supervised will know what that framework is and if you're not 

following it [ ] I think it kind of gives that balance of like, not balance of power as 

such, but it gives that shared responsibility in supervision.  

When the subject of accountability was raised, it was seen as having both a potentially 

positive and potentially negative impact, although Ruth (P2) thought that accountability 

around the supervision process was an important part of learning, even if that ‘did’ lead to 

potentially difficult conversations, adding: 

But that's (accountability) what you want though isn't it… [ ] accountability on 

both sides though so it's not just one way cos managers are gonna set tasks and 

goals or whatever for the staff, so they need to be accountable and live up to their 

side of it as well... So, it works both ways. 

Steve (P2) agreed as he openly reflected:  

I think it'll make everybody accountable for their role within it um from the 

supervisor, the person being supervised, um, everybody's gonna have some 

accountability in that process as it is a two-way process. If you've got 

expectations, you're kind of starting from that point with the training expectations 

on the table um… This is your accountability in this process. 

For those struggling to understand and deliver effective supervisions, training was thought to 

potentially expose them to new expectations, accountabilities and demands which, they 

reflected, might be challenging for managers given an historical lack of manager supervision 

training and support in this area. Despite this potential difficulty, they still felt that supervision 

training was overall, a positive step forward. The participants agreed about ‘drawing a line’ 

under current attitudes to supervision which they hoped would afford under skilled and under 

supported managers a safe and productive space within which to learn and develop. This 

drawing of the line was intended as recognition that ‘all’ workers had been under supported 

around the supervision process, and the participants very much appreciated that managers 

and supervisors did not know what they had not had the opportunity and support to learn. 

As such the participants did not want to infer a culture of blame, when what is needed now 

is to move forward positively together as a sector.  
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The focus group participants also felt that there was a wider need to challenge, tackle and 

support the issues of absent and ineffective supervision within organisations. They recognised 

the wellbeing and practice benefits supervision can potentially provide and were tired of 

skirting around this important issue simply because it is complex and at times a difficult one. 

Participants recognised that change can be challenging and scary for some but that a 

supported, positive, inclusive and innovative approach to supervision for this specific 

workforce was long overdue. Who might be responsible for this challenging change was not 

discussed further, although Steve (P2) did raise Care Quality Commission (CQC) compliance 

as a marker for effective supervision being undertaken in the social care workplace. He went 

on to add however, that the quality of a supervision is not assessed for, and this is perhaps 

something that can be considered in the future. 

6.9.2 Barriers to supervision training engagement 

The focus groups were also asked to think about what potential barriers might inhibit the 

scope of uptake, attendance, and adoption of supervision training and what could be done to 

mitigate and manage this. Jake (P1) laughed before saying: “I'm not gonna lie but it won't be 

easy because people are so set in their ways.”  

“Time!” was almost shouted out by Jake (P1) when the conversation on barriers to 

engagement was ending. He went on to say: 

But that's it isn't it, everything these days is “let's do it as quick as we can because 

of time restraints” and you get that don't you, you appreciate if you're taken off 

like your job to do it, but sometimes I think we've got to give some things time. 

Ruth (P2) agreed adding: “Maybe just um, not for me perhaps, but other companies might 

struggle to give staff the time to do it... If they're domiciliary or something like that.” Susie 

(P1) also agreed but thought some level of flexibility on when you could do the training was 

needed given the unpredictable nature of working in the social care sector, although she went 

on to reflect that flexibility in care is hard. 

Steve (P2) thought that some barriers might come with the trainers themselves, given an 

earlier comment about changing hearts and minds: 
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Umm… I think other barriers to the training are probably things like you're gonna 

have to have someone who's really good at engaging people on the training, that 

it's almost the skill of the trainer as such, [ ] if you do a really dull session on er 

supervision people aren't going to engage in it [ ] because they didn't take 

anything away from the training, they need to be able to take, to go from the 

training and go actually I'm really looking forward to having supervision as 

opposed to [ ] that was a waste of a couple of hours of my time. I think that's very 

important, I think that could probably be one of the biggest barriers to training on 

supervisions. 

How training and information sharing is disseminated, however, was seen as a bigger barrier 

than being introduced to new knowledge and skills. The participants suggested that trainers 

need to be able to engage learners in what for them is largely an unwelcomed and challenging 

workplace experience, and that this required a positive and accessible approach. The concept 

of affording workers and managers the time to both complete this training, check for learning, 

and continue to adhere to the guidance was also largely seen as a values issue.  

6.10 “How can we move forward from here?” 

The focus groups were asked to consider what next? The question was immediately met by 

Jake (P1) quipping: “honesty's always a good place to start” as the other participants agreed 

and laughed. Susie (P1) thought that a candid and open conversation with the supervisors 

was a good place to start: 

I think we probably need to sit down with the managers with the staff group isn't 

it and work out a way forward. What, what is it that everybody needs, what do 

they want from it? What are we achieving? And come up with what works for the 

majority isn't it, you're always gonna get people that it’s not gonna work for or 

whatever, but for the majority. 

However, as soon as Ruth (P2) said: “um… Maybe draw a line under what's happened prior 

to this and then start a fresh with a new template, with a new insight into supervision and 

appraisal”, both Jake (P1) and Susie (P1) agreed that this seemed like a beneficial idea. Jake 

(P1) as a more experienced carer joined the discussion adding: 
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It needs to be like Ruth (P2) was saying, that line needs to be drawn and we need 

to move forward in a more positive way [ ] it’s about drawing that line and moving 

forward and showing them that change is actually a good thing  [ ] it needs to keep 

moving ahead and moving forward and that needs to be seen as a positive from 

everybody.  

Susie (P1) came at the issue of supervision competency from a different perspective as a 

relatively new worker in the social care sector. She had joined a new service with more 

experienced colleagues and reflected on what might have worked better when the service 

opened: 

With supervision we’ve all started at the same time with it but I think in some 

ways if we had drawn the line and it all came in for the new ones and the old ones, 

it’s the same speak, same talk isn’t it, you’re all starting off on the same footing 

and going from there. 

The drawing of the line under current supervision practices was a popular idea and all felt it 

would be beneficial if all workers, all those who received supervision, regardless of their role 

and experience, could move forward positively together. Supervision, whilst being largely 

seen as a frustrating and challenging aspect of their role much of the time, was also seen by 

the participants as something they were keen to start enjoying and making the most of and 

as Ruth (P2) said: “If anything's done it's better than having nothing, so whatever you do is 

gonna be beneficial to services.” Most importantly, supervision being portrayed and delivered 

as a positive tool was seen as crucial with Susie (P1) adding: “I think trying to make it as 

positive as we can, isn't it, selling it as a good thing, that it's helpful for both of you.” 

The participants thought that supervision training attended by both supervisees and 

supervisors would be beneficial, helping to support wider systems change in the approach 

and perception of the supervision process. They recognised that poor supervision was largely 

a result of inadequate supervision support, experience, skills and training and as such, they 

wanted to start a fresh, with both parties on the same page and taking shared accountability 

for the experience. As a tool to get the best from the supervision process, supervision training 

for supervisees, completed as part of an induction/ongoing process, was agreed upon by all 

participants as essential.  
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6.11 Chapter Summary 

Building on the findings from Phases One and Two, this chapter further evidences the need 

for supervision training for supervisees in the unregulated social care sector. The need for 

supervision training is not confined to supervisees however, with all participants suggesting 

there was also a need for more specialised supervisor training. Participants noted that 

without supervision training, workers cannot know what to expect from the process or be 

able to determine if the supervisions they are receiving are effective and appropriate. All 

workers, regardless of role or length of service should be in receipt of effective supervision. 

Therefore, participants felt that supervision training for supervisees should be attended by all 

organisational levels. This integrative approach was thought to add a sense of shared 

ownership, togetherness and accountability taking between supervisees and organisations. A 

standardised supervision framework can also help worker wellbeing and practice needs be 

tracked across services as individuals move and change role. 

It was thought that supervision training would enable and empower both supervisees and 

supervisors to understand and take accountability for their part in the supervision process, 

and better appreciate what is expected from them both. The training can help workers 

understand the aims, goals, and benefits of supervision, what it is and is not, how to prepare 

for supervision, the role of the supervisee and supervisor and the regulation that underpins 

the process. Supervision should be an ongoing developmental and supportive process, where 

supervision feels more ‘done with’ than ‘done to’. 

The training should not last for more than half a day, be face-to-face, in a group setting, 

shared with other social care services and offer attendees the opportunity to observe or 

practice an effective supervision. The COVID-19 pandemic had accustomed the participants 

to online training, but all agreed that an online, passive, tick box type exercise would not be 

appropriate for supervision training. The participants wanted the opportunity to ask 

questions, seek clarification and learn from others about the supervision process and an 

online forum was thought to inhibit the ebb and flow of conversations. However, well 

facilitated and engaging online group supervision training sessions were considered a good 

substitute for those who were unable to attend in person and it was important that the 

training was flexible and accessible to reflect the working patterns of the sector. Learner 
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needs in the form of literacy and language support were raised, and training materials that 

avoided the use of jargon and overly complex language was preferable. 

The supervisors in the group suggested that they would follow up supervision training with 

their staff teams by scheduling in a supervision to check for understanding and start the 

supervision relationship in a positive and collaborative tone. The participants believed that 

supervision training could help improve the relationship between supervisee and supervisor 

by enabling a more open, productive, and collaborative experience which might promote less 

of a sense of ‘them and us’. Standardised supervision training was thought to provide a 

framework for good supervision practice and offer a more balanced, shared appreciation of 

the process. The participants wanted to move forward, draw a line under what had been 

before and positively engage in a new way of supporting worker wellbeing and practice. 

Better monitoring of supervision quality by regulators was also suggested and a fresh start 

with the supervision process was looked forward to by all participants. 

Concluding the study, the final chapter attempts to create a more refined theoretical and 

conceptual appreciation of the complex wellbeing needs of the unregulated social care 

workforce and goes on to propose a new approach to the unregulated social care worker 

supervision process. 
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Chapter Seven 

Discussion 

 

7.1 Chapter Overview 

This study aimed to explore the lived experiences of unregulated social care workers’ (USCWs) 

and supervisors’ social care practice and supervision; to explore how individual wellbeing is 

experienced and managed in the workplace; investigate perceptions of factors affecting 

engagement with and effectiveness of supervision encounters, and generate ideas for future 

support and supervision approaches. To do this, 23 unregulated social care workers (14 

workers and nine managers with supervisory responsibilities) were interviewed. It is 

important to note that Phase One of this research was conducted between October and 

December 2020, Phase Two in August 2021, and Phase Three, January 2022. During this time, 

the participants had worked through two lockdowns and the worries of an ongoing COVID-19 

Pandemic, and although COVID-19 was not a focus of this study it was raised as part of the 

participants normal working day at that time. 

This chapter will firstly give a brief outline of the study aims and an overview of the situational 

context of the study before discussing the key findings and insights from Phases One, Two 

and Three. The discussion takes an integrated approach, drawing from all three phases, which 

were conceptually linked and conducted sequentially as the findings were analysed and 

synthesised. Theories of health risk, trauma informed approaches and human factors are used 

to build a conceptual framework and model for supervision practice and supervision training 

from the findings of the study.  Limitations are commonly perceived as negatives but due to 

the highly reflective and reflexive nature of this study, were experienced as learning and 

problem-solving opportunities, and are noted within the discussion as strengths and 

weaknesses. The chapter ends with three recommendations for both practical and empirical 

studies, including an immediate supervision training pilot, followed by the conclusion of this 

thesis. 

All participants used at least one of the terms ‘trauma’, ‘traumatised and/or ‘triggered’, with 

some using these words often, and in relation to personal feelings of work-related wellbeing. 
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In response to this, applying a trauma informed lens to the supervision approach of USCWs is 

discussed as part of worker and manager lived experience considerations. The findings across 

all phases have influenced the creation of a human factors approach to the supervision 

process, including the delivery and training of supervision through a more trauma informed 

lens.  

7.2 Contextualising the Study and Identifying the Unregulated Social Care Workforce 

As noted in 1.5, this study focused on the varied roles found within the unregulated social 

care sector, outside of the more traditional nursing/care home environment. That is not to 

say that nursing/care home workers do not struggle with the same kind of challenges that 

other unregulated social care workers face, but that they are subject to a wider research 

effort, perhaps due to their critical impact on the overall outcomes of regulated nursing and 

allied healthcare provisions. As such, this study aimed to raise awareness of the experiences 

of USCWs who work outside of the traditional social care workplace environment, including 

direct homecare and more specialised care and support worker interventions.  

Unregulated workers are those employed in social care roles that do not fall under a specific 

regulatory body aside from the Care Quality Commission (CQC). The CQC provide overarching 

regulatory guidance for the health and social care sector, including the provision of 

supervision. In addition, health care professional regulatory bodies commonly provide more 

specialised supervision support for the supervisory role. Poor supervision provision is not only 

confined to the unregulated social care sector however, with studies identifying similarly 

inadequate supervision experiences for regulated health and social care workers 

(Cunningham et al., 2021; McCarron et al., 2018b; Rowe et al., 2022; Tobias et al., 2016). 

Underpinning this inquiry is a workforce with a history of poor quality employment and 

worker support (Casey & Webb, 2021; Kreitzer et al., 2020), the impact of COVID-19 (Alnazly 

et al., 2021; Jeleff et al., 2022; Smith, 2020), a projected need for nearly half a million more 

social care workers by 2035 (GOV.UK, 2021; Skills for Care, 2022a), and a vacancy rate of over 

ten per cent and rising (Skills for Care, 2023). If we are to succeed in fostering a more 

sustainable, quality and skilled workforce to help meet current, and future need, we must 

learn how to support the practice and wellbeing needs of the social care workforce more 

effectively and act now. 
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7.3 Introduction to discussion of key findings 

Key findings illustrated a workforce subject to risk of physical, emotional, financial and 

psychosocial harm, and risk of exposure to vulnerability and exploitation. These harmful risk 

factors were experienced by the unregulated social care workers in the form of threats and 

actual physical violence and harm, abusive, threatening and offensive language, and vicarious 

trauma. As vulnerable workers employed in a highly gendered, inherently stressful, 

dangerous, and poorly funded sector, they also experienced financial and job insecurity, were 

perceived as low status, low skill, unequal, and lacking in agency and power. As vulnerable 

individuals, the social care workers and managers disclosed experiencing detrimental, and at 

times, debilitating mental health issues, with many going on to share personal histories of 

childhood and/or adult domestic abuse. 

Inadequate support and supervision provisions compounded risk to health and wellbeing, 

given supervision was largely seen by all participants as inconsistent and delivered by 

unskilled and unsupported supervisors. For some it was a space to be reprimanded, and as a 

support mechanism, appeared to hold little value and importance to organisations. 

Meaningful experiences of effective supervision were shared, and whilst infrequent, they 

seemingly made a positive impact on the participants, who were able to use these 

experiences and skills in their role and personal lives. Both Phase One (workers) and Phase 

Two participants (managers) agreed that supervision for unregulated social care workers was 

largely not working, requiring a more knowledgeable, skilled, responsive, compassionate, and 

contemporary approach to training and delivery. All those who participated across the three 

phases will be referred to collectively in this discussion as unregulated social care workers 

(USCWs). 

Hidden and unseen harmful experiences pose a risk to individual worker health, and health 

risk theory helps provide a meaningful and compassionate conceptual lens through which to 

view this workforce’s needs. The term ‘hidden’ is used here to refer to people and risk-laden 

behaviours that are out of sight, or out of theoretical and philosophical conceptual reach at 

that time; as opposed to ‘unseen’, which refers to people and risk-laden behaviours that are 

visible but ignored and overlooked, whether deliberate or otherwise. Adding rigour and 

sensitivity to the quality of the interpretative analysis process and supported by in-depth 

knowledge of the sector and the role, an insider/researcher status, naturalistic and inherently 
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compassionate lens serves to add value to the inquiry (Eakin & Gladstone, 2020). The themes 

from Phases One and Two and the insights from Phase Three are integrated for this 

discussion, given all phases, were built on each other conceptually and developed 

sequentially, representing a wide perspective of unregulated social care worker wellbeing, 

support and learning needs.    

7.4 Health Risk in the Social Care Workplace 

Risk for the unregulated social care worker can be both aleatory and epistemic (Kiureghian & 

Ditlevsen, 2009), representing the sometimes random nature of service user behaviour and 

how a lack of information and knowledge can impact on safe and effective outcomes for 

stakeholders. Aleatory and epistemic risks were evidenced on numerous occasions when 

participants spoke of finding themselves in workplace situations where unexpected and 

challenging events had occurred. This was often compounded by a lack of knowledge about 

service user history of behaviour, where to seek support from, and how to formally manage 

different types of risk. A lack of active risk assessment training, dialogue between organisation 

and worker and effective supervision, often meant that workers learned to manage physical 

and emotional risks through peer observation and communication and continuing 

experiential practice. As such, the concept of risk was not perceived or understood through 

any established risk management model. For the Phase One participants risk was seen as just 

part of the job, which may reflect how the potential for harm was both normalised and 

tolerated, although some had started to question organisational accountability for their and 

their colleague’s wellbeing and safety.  

Even in situations where there was a wealth of worker knowledge, information and expertise, 

service users with unpredictable cognitive, physical and behavioural issues, commonly 

subjected Phase One participants to aleatory experiences of risk, which whilst managed, left 

many feeling stressed, anxious, triggered and overwhelmed. The occurrence of aleatory risk 

in the unregulated social care sector is unavoidable and the participants recognised this. The 

participants also recognised that an effective supervision space can offer them an opportunity 

to assess, reflect, share and learn from these occupational hazards. This supportive space, 

alongside an improved HF approach to NTS training, can help prepare workers to respond and 

manage difficult and often lone-working events more safely and productively. 
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7.4.1 The social care risk assessment process 

In social care, assessing health risk is recognised as a fundamental aspect of safely and 

proactively caring for and supporting emotionally and physically vulnerable others 

(Manthorpe, 2007; Rantala et al., 2022; Stevens & Hassett, 2012; Wåhlin et al., 2020). 

However, health risk in social care is unlike more traditional forms of risk phenomenon, given 

human beings can be uniquely unpredictable and spontaneous. From the perspective of the 

social care worker, service users with diminished cognitive capacity and understanding of risk 

and harm, can be difficult to predict and manage in this chaotic and stressful workplace 

environment.  

The risk assessment process in social care is aimed at providing a more person-centred and 

informed approach to service user health and safety risk (Phelan, 2015), although workplace 

legislation (HSE, 2023b) makes it clear that employers have a duty to protect and support 

workers employed in violent and harmful spaces. The USCWs, despite experiencing frequently 

violent and distressing incidences, made no mention of being involved in, or reading about, 

organisational risk assessment support measures toward worker health and safety. However, 

they did mention undertaking organisational health and safety and service user support 

training. Several participants also disclosed that on occasion they had felt unable to say no to 

management instructions to return to work with known violent and abusive clients, despite 

sharing with their managers that they had felt frightened for their own safety and wellbeing.  

Service user and workplace risk assessments typically focus on measurable and person-

centred determinants. Rarely, however, is one of those determinants the mental health and 

wellbeing of the worker. Research suggests that positive worker mental health and wellbeing 

plays a critical role in overall service user and organisational safety and wellbeing (J. M. 

Adams, 2019; Krekel & Ward, 2019; Kundi et al., 2020), and that individuals and groups with 

raised wellbeing perform better in their jobs than those with lower wellbeing (Warr & Nielsen, 

2018). In the pursuit of understanding social care worker wellbeing more fully, this study has 

begun to identify the hidden and unseen experiences of unregulated social care workers and 

how these experiences impact on practice and exposure to health risk. What effective and 

responsive workplace supervision could look like from the USCW perspective requires a 

wider, more compassionate understanding of USCW experiences and needs, and this study 

begins this process. 
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7.4.2 Hidden and unseen health risk: unregulated social care worker wellbeing 

Much is known about the detrimental impact risks of violence, abuse and inadequate 

organisational support has on regulated health and social care worker health and wellbeing 

(Curran et al., 2021; Fox et al., 2021; Nyberg et al., 2022; Robertson et al., 2021; Wressell et 

al., 2018; Zelnick et al., 2018). In contrast, very little is known about these same health risks 

for their unregulated social care counterparts (McFadden et al., 2021; Rehder et al., 2021; 

Zelnick et al., 2018). In the absence of more specific wellbeing research for the USCW group, 

more generic health risk models and theories are considered.  

7.4.3 Health belief models 

In relation to wider, practical public health concerns and risks, traditional health belief models 

(HBMs) suggest that increased knowledge of health challenges, an enhanced perception of 

personal risk, and in later models, building a sense of self-efficacy to undertake the changes 

required, can help manage health risk choices more effectively (Becker, 1974; Champion & 

Skinner, 2008; E. C. Green & Murphy, 2020; Janz et al., 1984; Rosenstock, 1974). Health belief 

model-based education can also provide a wider framework toward healthcare worker 

wellbeing and service user risk perceptions, by increasing knowledge and enhancing self-

efficacy through training and effective workplace support (Amraei et al., 2020).  

Overall, HBMs help support a wider public view on preventative health related behaviours, 

and the risks associated with them (e.g., smoking), and the factors that influence these risks 

and behaviours (Champion & Skinner, 2008; Janz et al., 1984). However, with no clear 

operational guidelines, assessing health risk and the links between perceived susceptibility, 

severity, and overall threat perception, HBMs can be subjectively inconsistent (Abraham & 

Sheeran, 2005). The HBM has also been criticised as being reductionist, lacking in emotional, 

cultural, and social causative consideration, and ignores that people do not always do, or are 

unable to do, the cognitive reasoning required to assess risk to health effectively (Davidhizar, 

1983; Orji et al., 2012). 

Extending health belief model thinking into occupational health, this study highlights that 

HBMs are inadequate at explaining the complex and often disempowering impact of the 

inherent social determinants, and inequalities experienced by those in the USCW study group 

(Alegría et al., 2013). Ineffective workplace support resources, and the psychological pressure 

of financial insecurity and mental health (Hahm et al., 2008) can also serve to inhibit feelings 
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of control, making it difficult for the USCWs to make personal positive health behaviour 

decisions in their work role. 

7.4.4 Approaches to health risk 

Ferrer & Klein (2015) (2015) and Ropeik (2012) suggest that individual health risk perceptions 

are a critical determinant of health behaviour. Nevertheless, the nature of this association 

may depend on the profile of different types of risk perceptions, and the accuracy of such 

perceptions, given it is a highly personal and subjective process which can be based upon 

imperfect feedback (Kriger, 2021). Human beings are also prone to getting risk wrong, “that 

is, we are sometimes more afraid than the evidence suggests we need be, and sometimes not 

afraid as the evidence says we ought to be” (Ropeik, 2012, p. 1222).  

Health risk approaches that require optimal states for behaviour change also fail to consider 

the hidden and unseen risks experienced by the USCWs. In these situations, vulnerable 

individuals can become unable to recognise appropriate levels of risk because of lived 

experiences, over-exposure, and desensitisation, which in time becomes cognitively accepted 

and normalised (Mrug et al., 2015, 2016). Health risk-taking behaviour in the form of USCWs 

persistently placing themselves in dangerous and hazardous workplace situations, was a 

consistent thread in the data. Putting themselves at risk was seemingly accepted as part of a 

normalised and tolerated aspect of the role by workers, which was situated within 

organisational hierarchical power structures, learned behaviour, and disempowering current 

and prior lived experiences.  

7.4.5 Understanding ‘personal’ health risk 

Emotional ‘triggers’, in the form of painful reminders and feelings, alert trauma survivors 

about potentially harmful forthcoming risks, although empirical studies on trigger warnings 

suggest that they can be ineffective and can create additional emotional distress (P.J. Jones 

et al., 2020). Kriger’s (2021) ‘The Shit Happens Approach’ offers a more meaningful 

understanding of the tolerated and everyday aspects of working with unpredictable and 

vulnerable service users where anything can happen in social care services that are 

understaffed, under supported and underfunded. Kriger is able to provide a more 

individualised understanding of aleatory risk, recognising that when random events that pose 

a risk take place, individuals do not always act in the way they are supposed to. ‘The Sequelae 

Approach’, used here to refer to the impact of past and present experiences on future 
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decision making, was described as a form of ‘triggering’ of unwanted thoughts and feelings 

by many of the USCWs. ‘The Sequelae Approach’ also highlights that these historical 

experiences were still part of some of the participants’ present life world, and that their past 

difficult lived experiences had at times detrimentally impacted on their thoughts and 

behaviours in the workplace.  

7.4.6 How unregulated social care workers experience health risk 

Phase One USCWs spoke of managing the risks and challenges of unpredictable and 

uncontrollable workplace events by putting on a smile (see also Hochschild, 2012), and getting 

on with the job at hand; whilst at times managing triggered autonomic stress responses in 

the form of feelings of panic and anxiety (Henley et al., 2011; Jones et al., 2020; Seligowski et 

al., 2020; van der Kolk, 2000). Those who spoke of experiencing triggered and unpredictable 

feelings after violent and challenging service user incidences also felt that supervision was the 

most appropriate space within which to debrief, reflect, process, and learn. 

A significant aspect of managing a risk or hazard is adequately identifying it (Covello & 

Mumpower, 1985; Damodar Vishnu Lele, 2012; HSE, 2023b; Suckling et al., 2003). However, 

given repeated and even single exposures to stressful, situational events can desensitise 

individuals to the physiological and endocrine responses to stressful environmental factors 

(Armario et al., 2004; Funk, 2003; Mrug et al., 2015, 2016), perceptions of risk may become 

distorted. Perceptions of personal health risk and safety were consistently downgraded and 

normalised by the participants, remaining unseen and hidden until voiced and reflected upon. 

Arguably, not choosing to place yourself in harm’s way as a low-paid, under supported USCW 

would be a reasonable decision given the health consequences of persistent harmful events. 

However, participants appeared to repeatedly, and mostly willingly, place themselves in 

emotionally and physically hazardous spaces, commonly placing the wellbeing and 

organisational needs of the service and service users before their own (Egan et al., 2019; 

Hofmeyer et al., 2020). Whilst beneficial and favourable to the organisation and service user 

group (Hayes & Walters, 2020), agreeableness and a willingness to do whatever was needed 

of them exposed participants to vulnerability and health risk in the form of increased stress, 

exhaustion, and low morale (Brand et al., 2017; Selamu et al., 2017). Most participants felt 

unable to challenge the hazardous work they were expected to undertake, given the 
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hierarchical structure of the workplace (Fernandopulle, 2021), their own financial insecurity, 

and how powerless they felt in being able to affect real change within their services and lives. 

7.4.7 Personal factors, characteristics and individual health risk 

Self-efficacy is an important aspect of both HBMs and Social Cognitive Theory (SCT) and refers 

to an individual’s belief about their ability to control and manage their surroundings and life 

events (Bandura, 1977; Pérez-Fuentes et al., 2019). Bandura (1977, 1997, 2005) views self-

efficacy as situational and learned, in that individuals may be able to demonstrate self-

efficacious behaviour in one environment, but not in another. The USCWs showed situational 

self-efficacy, sharing that they felt confident, competent and in control when directly 

engaging with service users (Pérez-Fuentes et al., 2019). In contrast, they often felt anxious, 

frustrated, lacking in agency and doubtful of their skills and contributions during supervisions, 

or other direct contact with management and related professionals.  

Empathy relates to the capacity to relate to, and share, another’s state of mind (Depow et al., 

2021; Greenberg et al., 2018; Ioannidou & Konstantikaki, 2008; Riess, 2017); and possessing 

empathic self-efficacy has been found to have positive associations with prosocial behaviour, 

good health and wellbeing, and feelings of compassion satisfaction (Berg-Poppe et al., 2022; 

Ioannidou & Konstantikaki, 2008; Pérez-Fuentes et al., 2019; Shrestha et al., 2021). However, 

the important interpersonal skill sets of empathy and self-efficacy may also, paradoxically, 

confer health risk for depression, anxiety, burnout, and compassion fatigue in workers when 

present at extreme levels, and in combination with certain individual characteristics and 

contexts (Tone & Tully, 2014). Risk to health and wellbeing is further exacerbated when 

effective workplace support and supervision is inadequate (Ludwick et al., 2018). 

For USCWs, working in already stressful, dangerous, and distressing workplace environments, 

empathy was at times seen as a “risky strength” (Tone & Tully, 2014, p. 1). This “strength” led 

to serious concerns about burnout and compassion fatigue in general, and these feelings had 

been especially prominent during the first six to 12 months of the COVID-19 pandemic. Other 

frontline health and social care workers were also exposed to extreme psychological pressure 

because of the COVID-19 pandemic, increasing and exacerbating risks of developing 

psychological symptoms and mental health disorders (Alnazly et al., 2021; Lluch-Sanz et al., 

2022; Rolin et al., 2022; Zerach & Levi-Belz, 2022). However, high levels of compassion fatigue 

and burnout had been identified in some professional health and social care groups prior to 
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the pandemic (R. E. Adams et al., 2006; Cetrano et al., 2017; Lluch-Sanz et al., 2022; Potter et 

al., 2010). Risk to unregulated social care worker health and wellbeing was not confined to 

experiences of violence, abuse and exploitation in the workplace, and the unregulated social 

care workers shared experiencing a wide range of financial, emotional, and lived experience 

challenges.  

Social, cultural, and individual inequalities were identified by the social care workers in the 

form of disproportionate informal caring responsibilities, low wage, low status and insecure 

jobs, funding cuts, poor quality workplace environments and opportunities for role 

progression. Workers spoke of feeling invisible, lacking in agency and decision-making power, 

and were often subject to increased exposure to coercion, violence, and abuse. In addition, 

we need only look to wider workforce demographics and statistics to recognise that these 

individuals are also impacted upon by myriad intersecting systems of political, gender, social 

and cultural barriers, and inequalities (Bennett, 2015; ONS, 2015; Ravalier et al., 2019; Zelnick 

et al., 2018). 

7.5 A Trauma Informed Approach to Understanding Worker Wellbeing Need 

Many of the unregulated social care workers voluntarily disclosed having been a victim of 

childhood abuse, adult domestic abuse, or both. It is now widely recognised that histories of 

trauma, particularly complex childhood trauma, can impact on the overall health, wellbeing, 

social and cultural opportunities, and interactions of victims, and that these experiences can 

continue to negatively impact on the individual throughout the course of their life (Boullier & 

Blair, 2013; Downey & Crummy, 2022; Felitti et al., 1998; Lovell et al., 2022; Miller et al., 

2022). In response to research demonstrating that incidences of trauma are widespread 

across society (Sweeney et al., 2018), Trauma Informed (TI) approaches to helping others 

process and manage trauma, emerged.  

7.5.1 Trauma informed approaches to care 

A trauma informed (TI) approach to care provides a framework for system change 

intervention and seeks to transform organisational culture and practices to address the high 

prevalence and impact of trauma and re-traumatisation on patients, and healthcare 

professionals (Emsley et al., 2022). However, TI approaches to practice have yet to find an 

adequate definition or set of specific strategies to ensure that services are in fact trauma-
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informed, and empirical evidence is needed to help promote more effective and sustainable 

strategies of implementation (Guevara et al., 2021).  

Trauma Informed care and training has been found to have moderate to significant positive 

changes on worker and client satisfaction outcomes, and worker self-efficacy (Berg-Poppe et 

al., 2022; Hales et al., 2019; Miller et al., 2022). Whilst not in mainstream use, TI support has 

also been considered in relation to regulated health and social care worker support and 

supervision (Berger et al., 2018; Borders et al., 2022; Knight, 2018; Knight & Borders, 2018). 

Trauma Informed support directed at workers, largely focuses on direct and indirect trauma 

experiences that result from client interaction. This consideration does not extend, however, 

to the impact of traumatic lived experiences brought into the workplace by vulnerable 

workers, or the role organisations and wider systems play. Some of the managers in this study 

had attempted to implement a more TI approach to their supervision processes, although this 

only occurred in services that already used a TI approach to service user support. 

Viewing worker support and supervision needs based on service user impact fails to consider 

the worker as an individual human being, which supports the experiences of many of the 

Phase One social care workers who spoke of feeling easily replaceable, like just another 

number or body, and a robot without feelings. In stark contrast, organisational and worker 

attention to TI care with service users compassionately recognises vulnerable adults as unique 

individuals. A TI approach to care is a whole person, empowering approach to caring, which 

promotes healing and recovery; reaps wellbeing and psychosocial rewards; and helps mitigate 

future health risk (Knight, 2019; Levenson, 2017).  

7.5.2 Worker responses to trauma in the workplace  

References to feeling heightened states of anxiety and fear in response to unpredictable, 

dangerous, and critical workplace events, were commonly shared by participants, who said 

that at times they had felt frightened, panicked and triggered. These types of emotional 

responses are commonly accompanied by physiological changes to an individual's 

homeostasis. These changes affect memory processing, reprocessing and response time; and 

increase the heart rate, triggering a surge of oxygen rich blood, readying the body for a fight, 

flight, freeze, flop, or friend response (Henley et al., 2011; van der Kolk, 2000; Yaribeygi et al., 

2017). Despite feeling these stress responses in the moment, the USCWs said they were able 

to calmly perform the task at hand and put the physical and emotional needs of the client 
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first. Although some did note an increased heart rate, and a feeling of being on autopilot 

during these highly stressful moments. An effective and responsive supervision process would 

be beneficial in these instances, providing an opportunity to safely offload, reflect and identify 

future practice implications, learning and wellbeing needs.  

7.5.3 Vicarious trauma 

Following Felitti et al.’s (1998) seminal publication on the impact of Adverse Childhood 

Experiences (ACEs) and risk of disease outcome, there has been increasing interest around 

the impact of trauma on human behaviour, neurobiology, physiology and responses 

throughout the life course. Literature has also started to expose the vicarious and secondary 

impact of traumatic and distressing service user facing experiences, and how this is embodied 

by workers as bystanders (K. Cohen & Collens, 2013; Horvath et al., 2020).  

Despite the lack of research around vicarious trauma and empathy-based stress in the 

unregulated social care workforce (Hilton et al., 2020), studies have examined vicarious 

trauma experiences of regulated health and social care professionals (Ham et al., 2021; 

Roberts et al., 2022). Vicarious trauma refers to the process of physiological change resulting 

from empathetic engagement with trauma survivors, which can take a toll on the emotional 

wellbeing of those who support and care for them, adding to worker health risk factors (BMA, 

2022d; Dewey & Horsley, 2022; Rauvola et al., 2019; Sutton et al., 2022). Organisational 

factors, including a lack of support and increased service user/worker ratios have also been 

identified as additional risk factors for vicarious trauma. Improved supervision processes and 

knowledge sharing can be implemented to ameliorate the impact of vicarious trauma and 

empathy-based stress on health risk (PCAR, 2020), given the potential for increased empathy 

within this workforce. 

The term “second victim” (Wu, 2000) has also been used to refer to the psychological harm 

experienced by healthcare professionals as a result of witnessing or being involved in serious 

patient safety incidences. For lone USCWs however, the concept of the second victim may 

not be immediately apparent given the Phase One participants had seemingly normalised 

violent and abusive experiences and often had no one with them to recognise, or care, that 

harm had occurred. Several of the participants also stated that they believed their lived 

experiences of violence and abuse had normalised unexpected and violent events which 

meant they did not feel stressed, shocked or anxious when they occurred, calling this lived 
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experience ‘good work experience’. To compound a lack of second victim recognition further, 

most Phase One participants were not in receipt of regular or effective supervision to help 

them understand their second victim status or know how to manage it appropriately at that 

time, and in the future. 

At no time during the interviews, despite their status as victims of violence in and outside of 

the workplace, did any of the participants refer to themselves as victims, and using the term 

second victim may not land as well with USCWs as it does with healthcare professionals. That 

is not to say that individuals do not recognise their victim status, but that for some, 

acknowledging it is perhaps too painful to confront and manage. This study highlights the 

exposure to intersectional inequality experienced by the participants, and it is this exposure 

that has seemingly increased many of the participants’ capacity for tolerance and resilience 

when confronted by unpredictable, chaotic, harmful and shocking service user safety events. 

Whilst this increased tolerance and resilience, borne from lived experiences of violence and 

abuse, is beneficial in complex and challenging social care workplace environments, there is 

a distinct lack of recognition, acknowledgement and concern for their victim status. This lack 

of healthy concern is alarming given it speaks of a lack of self-care and self-awareness, both 

hugely important skills for good worker wellbeing. The introduction of the term second victim 

to the unregulated social care sector would need to consider how workers may receive this 

‘label’, although it is a useful tool to help inform individuals that their safety and support 

needs are important. The supervision process can also provide a space for these tentative 

discussions. 

7.5.4 An organisational response to trauma in the workplace 

A more TI approach to supervision to help manage USCW stress responses and improve 

wellbeing, is a necessary contribution to the discussion. The provision of TI supervision is most 

found in counselling services (C. T. Jones & Branco, 2020) and social care settings that work 

with individuals managing trauma, and the psychosocial consequences of trauma such as 

homelessness and mental health (Radis, 2020). There is a notable dearth of literature 

available to help supervisors provide supervision that is sensitive and responsive to the 

consequences of working with service users with histories of trauma (Knight, 2018), nor is 

there any literature on how to support workers with their own trauma histories. What little 
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supportive supervisory materials there are, however, have yet to be applied to USCW support 

and their supervision needs.  

Organisations that provide TI supervision recognise that individuals who work with hurt and 

traumatised service users are exposed to increased rates of compassion fatigue, vicarious 

trauma, and secondary traumatic stress (C. T. Jones & Branco, 2020). Both theorists and 

researchers agree that vicarious trauma is an inevitable consequence of working with 

traumatised others (Knight, 2018), and that trauma is ubiquitous in our world (Knight & 

Borders, 2020). Six key principles have been identified to help provide a more TI approach to 

care (GOV.UK, 2022; PCAR, 2020): physical and psychological safety; trustworthiness and 

transparency; peer support; collaboration and mutuality; empowerment, voice, and choice; 

and cultural, historical and gender issues.  

Transferring these principles to the USCW supervision process can help meet many of the 

needs identified within all phases of the interview findings such as: wanting to feel a sense of 

safety and trust that what is shared in supervision is confidential; that they are actively 

listened to and empowered to reflect and learn; that supervision is done with, not done to; 

and that the supervisor understands them and their situation. Trauma informed approaches 

to service user care requires an organisation to be able to demonstrate an understanding of 

the complexity of trauma (Berger & Quiros, 2014), which is arguably difficult to assess and 

monitor in multi-level/agency services. In contrast, trauma informed supervision can be 

facilitated and (in)directly modelled to workers by a skilled supervisor who is trauma informed 

trained, but who does not necessarily supervise individuals employed in more traditional 

trauma related care environments.  

As a support consideration, trauma informed supervision feels like a natural direction for the 

USCW supervision process to follow, given the shared trauma histories of many of the Phase 

One USCWs, and that they provide care and support, often alone, to vulnerable and 

sometimes triggering and harmful service users. It is widely recognised that the health and 

social care role is a highly stressful, risky and sometimes harmful one (Arnetz et al., 2015; Ham 

et al., 2021; HSE, 2021a; Lim et al., 2022b; Zelnick et al., 2013), yet little has been done to 

improve support for USCWs working in often extreme circumstances. As observed in other 

caring roles (Berger & Quiros, 2014; PCAR, 2020; Radis, 2020), a trauma informed approach 

to USCW supervision can help provide a beneficial and sustainable mechanism for buffering 
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the physical and physiological impact of ongoing exposure to service user distress, vicarious 

trauma, and violence. 

In support of TI training, Psychological First Aid training can also help provide unregulated 

social care organisations and supervisors with the skills and knowledge to improve the 

effectiveness of the supervision process, thus positively impacting on both epistemic and 

aleatory risk factors. Psychological First Aid training for employers and managers can not only 

provide USCWs with a more immediate TI response to help manage and reflect on 

unpredictable and psychologically harmful SU safety events, but also support an ongoing PFA 

focused approach ‘through’ the supervision process.  

7.6 The unregulated social care role as extreme work 

Whilst several of the participants had occasionally undertaken some form of de-escalation or 

break-away training to help prepare and mitigate risk to health from violent service users, 

many had not. Originally coined by Lyng (1990) in response to limiting social boundaries and 

an overly risk-adverse world, ‘edgework’, in occupational terms, traditionally refers to 

professions where a known reasonable risk of harm and even death exists such as in the 

emergency services, security, or the military (Guo et al., 2021; The United States Army, 2019; 

Ward et al., 2020). More recently however, the term ‘extreme work’ (Granter et al., 2019) 

(Granter et al., 2019) has been used. Extreme work refers to work characterised by its 

intensity, long hours and the normalisation of severe workplace behaviours and cultures, such 

as undertaking potentially harmful or unsanitary work activities (Hewlett & Luce, 2006; Ward 

et al., 2020).  

Both edgework and extreme work literature are commonly focused on White middle-class 

men (Gascoigne et al., 2015; Newmahr, 2011) and as such, direct comparisons with the 

predominantly female, working-class social care industry may prove challenging. However, 

similarities to both edgework and extreme work are evident in the form of acknowledged 

exposure to service user violence and abuse, long, anti-social hours, toxic workplace cultures 

and supervision, and poor support and training resources (Bülbül & Taştan, 2017; Rasool et 

al., 2021). 

For those engaging in more traditional edgework roles, risk can be managed and mitigated 

for through repeated training and stress-inducing role plays. These real-life simulations serve 
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to help foster individual, team cohesion, and desensitise individuals to traumatic events that 

can trigger more debilitating autonomic stress responses, and suppress adaptive physiological 

behaviours (Guo et al., 2021; The United States Army, 2019). The term ‘extreme work’, whilst 

providing a more general understanding of unregulated social care workplace experiences, 

may also serve to minimise the more harmful and dangerous aspects of the role by failing to 

appreciate that for some participants, the spectre of violence and psychological harm was 

ever present (Ward et al., 2020).  

7.6.1 Preparation and training for extreme work 

Lyng (1990) assumed that those who engage in edgework do so voluntarily and with an 

understanding of the potential risks and consequences of their choices. For participants in 

this study the risk or consequence of harm was not always obvious, as they were arguably at 

minimal risk of death or life-threatening harm, although fatalities have occurred (Lewis, 2023; 

Mclelland, 2016; McNicoll, 2013; Turner, 2019). However, the COVID-19 pandemic now poses 

the single greatest risk to social care work related deaths (Samuel, 2020; WHO, 2021a). 

Unregulated social care workers frequently placed themselves at often unknown and/or 

unseen risk of harm to health and wellbeing, whilst having had no formal and consistent drill-

type, desensitisation training or simulation opportunities. Several of the Phase One and Two 

unregulated social care workers did however share that they had previously been offered 

post-incident support after especially difficult and traumatic workplace events, but that this 

support was often not consistent, nor did it extend passed the immediate aftermath of the 

event. It was therefore unclear as to where their ability to cope and manage these sometimes 

triggering and unexpected events emanated from, although many of the Phase One 

participants considered their sometimes dangerous and unpredictable childhood and adult 

environments, as good ‘work experience’. 

Drill exercises link tacit and formal knowledge through action and experience (Müller et al., 

2019). They provide an opportunity for experiential learning under real conditions, which is 

necessary for increasing knowledge, quality of information and communication systems, and 

can provide useful insights on how to improve response protocols (Granter et al., 2019; Guo 

et al., 2021; Müller et al., 2019; E. Skryabina et al., 2017; E. A. Skryabina et al., 2020). Drill 

exercises seek to hone, enhance and cement patterns of individual and team behaviour, 
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readying the brain for action under pressure, given the impact of fear and trauma responses 

on the endocrine and sympathetic nervous systems (BMA, 2022d; Davis, 2017).  

With the home setting looking to be the preferred environment for care in the future (Age 

UK, 2020), more individual workers will be managing often challenging, distressing, and 

exhausting care responsibilities alone. For this specific workforce however, group drill 

training, group thinking and the use of impersonal rules (Alvinius, 2014; Terpstra et al., 2019) 

is not a good fit given the unregulated social care worker role is an intimate and often isolated 

one. Whilst the more traditional structure of occupational drill exercises may not be a good 

fit for the social care sector, the concept of situational desensitisation and self-efficacy 

development would be beneficial. Given the often unpredictable and complex nature of 

service user interactions, and the risks that can flow from them, a wider systems approach to 

designing and implementing responsive and effective support and training in the social care 

sector is needed 

7.7 The individual wellbeing impact of working with traumatised service users 

As self-proclaimed empaths, many of the Phase One USCWs spoke of the emotional impact 

of working with traumatised and distressed service users. The carer/client relationship can be 

an intimate and complex one (Kornhaber et al., 2016), and the USCWs often spoke fondly of 

their service user groups despite the negative impact on their wellbeing. The drive to help 

vulnerable others appeared to buffer these difficult feelings, although at times, especially 

during the COVID-19 pandemic, they would feel overwhelmed by them. 

7.7.1 The Impact of COVID-19 on Worker Wellbeing 

The COVID-19 pandemic placed an increasing moral burden on health and social care workers, 

leading to a rise in the psychological states of moral distress and/or moral injury (BMA, 

2021b). Occupationally, moral distress relates to a situational workplace event that places an 

individual in a space of ethical and moral dissonance and mistrust between their moral values 

and expectations, and those of their employer (Čartolovni et al., 2021; BMA, 2021b). In 

contrast, moral injury refers to sustained moral distress which can lead to impaired function, 

and longer-term psychological harm such as feelings of guilt and shame, and in some cases, 

more serious mental health issues (Čartolovni  et al., 2021; Barnes et al., 2019; BMA, 2021b; 

Zerach & Levi-Belz, 2022). Not being able to provide sufficient quality of care can also have a 
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negative impact on healthcare staff (BMA, 2022b, 2022d), and the COVID-19 pandemic left 

many of the USCW organisations short staffed, lacking personal protective equipment, facing 

reduced clinical care levels, and watching service users die before their time.  

7.7.2 Moral Distress and Moral Injury 

The concept of moral distress and moral injury was not specifically raised in the interviews. 

The USCWs ‘did’ however talk about feeling frustrated, angry, and frightened for their service 

users during the COVID-19 pandemic lockdowns and the impact of associated restrictions. 

However, for many of the unregulated social care workers, working with vulnerable and 

marginalised adult groups had already exposed them to feelings of moral distress prior to the 

pandemic. Most unregulated social care workers witnessed and participated in decisions 

made by more senior others, about the lives of service users considered unable to make 

reasonable and safe life choices for themselves. For some, this felt unfair, restrictive, and 

infantilising. It is widely acknowledged that there is a need to protect ‘vulnerable adults’ in 

certain healthcare circumstances (Dunn et al., 2008; McCarthy et al., 2017; S. Moore, 2018; 

Motamedi et al., 2022), and several of the Phase One USCWs went on to share service user 

safety concerns. Although these risks had been acted upon formally, most did not believe 

their concerns were taken seriously or followed up, adding to their sense of moral distress 

and lack of voice. Whilst not spoken of as moral distress, the supervision process for many 

also harboured a sense of unfairness, powerlessness and being done to, eliciting a sense of 

frustration and silent outrage at how they were sometimes spoken to. 

7.7.3 The relationship between trauma and empathy 

Increased feelings of role satisfaction were noted by Lightman & Kevins (2019), who found 

broad evidence that non-professional care workers were observed to experience a 

substantively increased feeling of job fulfilment than their professional colleagues. Profound 

feelings of empathy and care towards service users were frequently raised, and the Phase 

One USCWs voiced a willingness to go the extra mile, and above and beyond their duties to 

meet service user needs. Increased empathy was identified as ‘caring too much’ and of having 

‘too soft a heart’, however, empathy also seemed to act as an enabler and mitigant, 

supporting the participants in being able to view this often-difficult role as rewarding, 

enjoyable, motivational, and meaningful. Whilst caring too much was sometimes seen as a 
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detrimental personal quality, those who self-identified as being highly empathic, also found 

great pride, joy, and satisfaction in this characteristic.  

By recognising that some individuals may possess an increased likelihood of experiencing 

enhanced empathy, we can now start to consider how relationships with others are formed, 

experienced and managed by workers, and what this means for future practice, learning and 

wellbeing support frameworks. Given empathy is a core component of care/support work 

person specifications, ensuring USCWs have a healthy, balanced, and manageable 

relationship with empathy is vital when mitigating for specific role related risks, stressors and 

emotional burdens.  

The findings, however, painted a picture of people taking advantage of others’ empathy and 

exploiting it to meet the needs of the service users and the organisation. In a workforce facing 

critical staffing vacancies, sickness, and stress, those who consistently agreed to take on extra 

hours often felt unable to say no due to feelings of guilt, concern for client welfare, and an 

unequal status imbalance based on a system of power and control between worker and 

organisation (Dai et al., 2022; Simeonova et al., 2022). Increased empathy levels in the 

unregulated social care workforce is also likely politically and culturally exploited (Hayes & 

Walters, 2020), given the huge related social, cultural, and economic benefits that stem from 

these individuals entering and remaining in low paid and low quality caring roles (Hayes, 

2017).  

7.7.4 Trauma, Empathy and the Unregulated Social Care Worker Role 

Faced with numerous barriers and inequalities, but seemingly able to resiliently manage and 

in some cases actively thrive, this USCW sample evidenced the complex and difficult nature 

of both the USCW role, and the lived experiences of those who perform this vital job. 

Warranting further consideration and a more nuanced understanding of the complex 

processes taking place, is the ability of USCWs to consistently and appropriately manage 

difficult and sometimes dangerous situations without any formal training. Unregulated social 

care workers are expected to show consistent care, respect, empathy and professionalism to 

vulnerable but sometimes difficult, disrespectful, and harmful service users. Understanding 

how wider lived experiences can impact on a worker’s ability to demonstrate appropriate 

levels of empathy will therefore be discussed.  
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Empathy in everyday life is generally associated with good wellbeing (Depow et al., 2021), 

however, abnormal levels of empathy (reduced/increased) have seldom been explored in 

non-offender populations; although, individual exposure to violence and distress has also 

been noted to increase sensitivity to the suffering of others (Canevello et al., 2021). Whilst 

few in number, studies are emerging where incidences of increased empathy have been 

noted in those with histories of trauma (Greenberg et al., 2018), although researchers are 

also exploring how empathy may be impacted upon by gender and genetics (Knafo et al., 

2009; Warrier et al., 2018). Empathy may also be a positive product of post-traumatic growth 

(Greenberg et al., 2018), which can be a mediator for other attributes that manifest in a 

variety of positive and pro-social ways such as volunteering (Freedle & Oliveira, 2021).  

Post-traumatic growth is associated with feelings of increased relational connection with 

others, personal strength, and self-awareness, and these characteristics were evidenced by 

some of the USCWs as self-efficacy, self-care, appropriate boundary setting and empathy 

(Tedeschi, 2020; Tedeschi & Calhoun, 2004). Findings also suggest that increased support may 

be beneficial when promoting and sustaining prosocial post-traumatic growth behaviours 

after adversity and trauma (Liu et al., 2021). However, most of the participants who shared 

histories of trauma were largely unsupported in the workplace and appeared to struggle with 

many of the skills and characteristics aligned with post-traumatic growth theory.  

Tedeschi and Calhoun (2004) discussed traumatised individuals not just returning to a 

baseline of homeostatic comfort and safety after experiencing post-traumatic growth, but of 

noting improvements. However, many of those who disclosed difficult lived experiences went 

on to share that these had occurred during childhood. In this case, the participants may not 

be able to cognitively appreciate what this ‘normal’ homeostatic baseline is, given the impact 

of trauma on immature neural and physiological development can be sometimes profound 

and long-lasting, (Felitti et al., 1998; Knafo et al., 2009; Levy et al., 2017, 2019; van der Kolk, 

2000). By starting to acknowledge that for some workers, difficult lived experiences may lead 

to increased and arguably unhealthy levels of empathy and tolerant compliance, we might 

better understand what it is that motivates and drives people to join and remain in this highly 

stressful, poorly paid and harmful sector. In an effort to understand and support USCW 

wellbeing and safe practice more effectively, a human factors approach to the problem is 

discussed next.  
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7.8 Applying Human Factors Theory to the Unregulated Social Care Sector 

In healthcare, HF goals are twofold: supporting healthcare professional cognitive and physical 

practice, and promoting high quality, safe care for patients (Russ et al., 2012). Human Factors 

in health care is largely focused on service user health and safety, with the worker acting as 

the mediator for this outcome (National Quality Board, 2013; Vosper & Hignett, 2018), which 

may explain why it has so far struggled to find application to worker health and wellbeing. As 

a result, systems are sometimes produced that exhibit little or no understanding of, or 

empathy with, worker needs or capabilities and wider systems impact (de Winter & Hancock, 

2021). Nor do they specifically acknowledge lived experience impact, human foibles, and a 

propensity for human error (de Winter & Hancock, 2021; Henriksen et al., 2008). Human 

factors can however, provide workers with additional non-technical skill sets and a wider 

appreciation of organisational and systemic accountability and impact. 

7.8.1 Human factors and situational awareness 

Much in the same way drill exercises can help individuals and teams prepare for stressful and 

unpredictable workplace events, a HF approach can help to enhance situational awareness 

and preparedness, through stress-inducing workplace simulations and reflective debriefing 

opportunities (O’Connor & O’Dea, 2021). A critical component deemed essential for 

improving clinical practice, situational awareness refers to an individual’s ability to effectively 

identify, process and manage what is going on around them (Brennan et al., 2020b). 

Situational awareness is an important factor of healthcare practice given human error plays a 

significant role in service user safety (Brennan et al., 2020a; C. P. L. Jones et al., 2018), and a 

HF approach has been found to be beneficial in the healthcare workplace in relation to 

training, and individual/team non-technical skills (Gluyas et al., 2019; B. Green et al., 2016). 

Situational awareness and its impact on ‘worker’ health and safety has yet to enjoy the same 

level of consideration, despite a well-documented link between healthcare worker stress and 

patient wellbeing, increased absenteeism, turnover and worker injury (Brand et al., 2017; Hall 

et al., 2016; Selamu et al., 2017; Zeller et al., 2013). For the USCWs, opportunities to identify 

and develop situational awareness were largely absent, given many worked alone, and/or did 

not have access to effective support and supervision. In relation to support and supervision 

processes, organisational and supervisor situational awareness training around the complex 

stressors, vulnerabilities and practice needs of individual workers, can also help provide a 
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more holistic, relational and productive means for the creation of effective worker support 

models.  

7.8.2 Mind the gap: Human factors approaches in unregulated social care 

Human factors research continues to evaluate surface level problems, rather than explore or 

acknowledge more systemic factors (Fagbule, 2020), and fails to recognise USCWs 

characteristics, alongside worker, manager, and wider professional contributions. This study 

contributes to the HF knowledge gap in how hidden and unseen psychological human 

characteristics and systemic experiences can impact on worker wellbeing, performance and 

worker/service user safety. A more psychosocial approach to HF therefore can contribute to 

both service user and worker safety. 

The Phase One participants were expected to manage and consistently respond, often whilst 

working alone, in compassionate, empathic, and professional ways, largely without the 

benefit of any specific NTS training or effective supervision. The USCWs shared that most 

learning was self-directed, isolated and without feedback, and that feeling desensitised to 

chaotic and dangerous workplace environments was in part felt to be related to prior difficult 

lived experiences. This self-directed behaviour, whilst presenting outwardly as adaptive and 

appropriately responsive in the moment, was commonly also attached to hidden and unseen 

feelings of panic and distress. Limited in its understanding of individual worker behaviour and 

lived experiences impact, HF can, however, provide the social care sector with a wider, more 

adaptive theoretical framework upon which to structure and manage the supervision and 

wellbeing needs of USCWs. This approach not only adds to the dearth of knowledge around 

USCW practice and wellbeing needs but contributes to the existing HF framework with the 

inclusion of a more psychosocial approach to managing risk and human error. Utilising some 

of the theoretical concepts discussed above and interview findings across all three phases, a 

new approach to the supervision process is discussed next.   

7.9 A New Approach to the Supervision Process 

This section firstly sets out a proposed conceptual framework, situating effective supervision 

for USCWs as a visual representation of the relationships between impacting intrinsic and 

extrinsic factors (operating from inside/operating from outside). The framework draws 

together findings and insight from all phases of this study, and uses human factors and trauma 



218 
 

informed care to analyse the perceived supervision inadequacies expressed by participants 

across Phases One, Two and Three. The conceptual framework provides a theoretical and 

empirical bridge into the development of a unique model for supervision training, the ‘Human 

Factors and Trauma Informed (HuFTI) Supervision Training Model’. This training model makes 

explicit what needs to be done to improve the preparation for, and the delivery of, supervision 

training at all levels of a social care organisation. 

Providing a more effective supervision and supervision training process is not a panacea for 

improving worker health, wellbeing, and performance. The supervision process sits within a 

wider, complex system of socio-economic, psychosocial, and socio-political factors that serve 

to compound risk to worker health and wellbeing. These circumstances are briefly explored 

further below and identified as extrinsic factors in the new supervision process framework. 

Extrinsic factors are often less visible and largely beyond the control of individuals and 

organisations. Intrinsic factors relate to more specific individual worker and organisational 

characteristics needs, and experiences, and for the purposes of this worker specific inquiry, 

intrinsic factors are considered in more detail.  

Improving the supervision process can provide the opportunity for workers to be empowered, 

upskilled, and supported to better manage the stressors they are subjected to from extrinsic 

and intrinsic forces. Alongside practical and cognitive contributions, supervision provides an 

ideal space for identifying and assessing wellbeing and practice risk, offering a more 

structured framework to manage and mitigate these risks moving forward. The creation of a 

conceptualised framework for the unregulated social care worker supervision and supervision 

training process provides a psychosocial, practical and timely contribution toward improved 

worker and service user safety in this sector. 

7.9.1 A conceptual framework for supervision 

All Phases explored ways to improve the supervision process for all stakeholders, alongside 

identifying the wellbeing needs of the unregulated social care workforce. As the analysis and 

synthesis of all phases iteratively progressed, it became clear that a human factors approach 

could be used to help clarify and structure the supervision process more effectively. The HF 

discipline approaches workplace safety and productivity by learning about the wider forces 

that can negatively impact on how processes take place within organisations (C. K. Roth, 

2014).  



219 
 

In supervision, HF can provide a framework through which the different aspects and levels of 

accountability of the supervision process can be identified (Fagbule, 2020; B. Green et al., 

2016; Henriksen et al., 2008). A human factors approach can also help support the learning 

of non-technical skills, which are highly valued in healthcare (White, 2012; Yule, Flin, 

Paterson-Brown, & Maran, 2006; Yule, Flin, Paterson-Brown, Maran, et al., 2006) and can help 

improve patient safety outcomes through more effective training and support (Griffiths & 

Lees, 1995).  

On its own, a HF framework can offer the supervision process a more structured and practical 

approach to a wider understanding of systems impact, how supervision can be better 

managed through training and help improve the culture of the supervision process. Adding a 

more psychosocial approach to how and why individuals interact and respond to 

organisational supervision processes in the way they do, however, contributes a more 

meaningful and relational aspect to the subjective worker experience of supervision. 

Improved understanding of worker lived experiences informs our understanding of how to 

better manage these needs and responses, supporting a more compassionate and productive 

supervision environment. The contribution of a trauma informed approach to supervision 

adds this contextualisation, humanising individual workers, and recognising that in the health 

and social care sector, there is more to worker health and wellbeing than fatigue and stress 

(C. A. Brown et al., 2017; Jalilian et al., 2019).  

7.9.2 Introducing a new conceptual framework for supervision 

A human factors approach, complemented by a trauma informed understanding of worker 

wellbeing needs, is adopted to propose a unique conceptual framework for understanding 

and managing the supervision process more effectively (see Figure 4, p.227). Supervision 

delivery is at the centre of the supervision process model and is underpinned by a trauma 

informed approach to care. Six intrinsic factors have been identified from the findings as 

aspects of the supervision process that can impact on the provision of effective supervision, 

alongside suggestions for active organisational change. Additionally, six extrinsic factors are 

presented that contextualise wider systemic barriers and sets the current landscape of the 

sector during a pandemic. 
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Figure 4 

Conceptual Supervision Process Framework 

 

 

 

7.9.3 A trauma informed approach to the delivery of supervision 

A trauma informed approach to the delivery of supervision can provide a more compassionate 

and responsive understanding of the difficult and harmful workplace situations experienced 

by this workforce, including the impact of negative supervision experiences, and is 

incorporated into this conceptual framework for supervision. The six key principles of 

providing a TI approach to care with service users (Berger & Quiros, 2014; GOV.UK, 2022b; 

Guevara et al., 2021; Levenson, 2017; PCAR, 2020) have been adapted for use with 

supervisees in the supervision space. The six principles are presented here as a good practice 

guide for the delivery of trauma informed USCW supervision and help to set a practical 

context ahead of presenting a conceptual model. 

 Principle One: Physical and Psychological Safety – That the supervision space is a 

physically and emotionally comfortable safe environment, and that it is suitable for 

the levels of comfort, privacy and confidentiality needed in this highly sensitive 

workplace environment. 
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 Principle Two: Trustworthiness and Transparency – That all organisational 

levels/supervisees work toward completing an ‘Introduction to Supervision’ training, 

to ensure there is clear understanding and transparency around the supervision 

process throughout the organisation. The supervisee also needs to be able to trust 

supervisory confidentiality if they are to share personal issues, service user concerns, 

and observed risks and training needs without fear of inaction and/or negative 

outcomes for them. 

 Principle Three: Peer Support – That the supervisor, as an experienced peer, actively 

wants to support worker practice and wellbeing, and can communicate 

knowledgeably about the supervisee’s workplace experiences and concerns. This form 

of peer support can provide an effective space for peer-to-peer support and modelling 

skills within wider staff teams. 

 Principle Four: Collaboration and Mutuality – The supervision process is a two-way 

street, requiring a collaborative approach between supervisor and supervisee, and 

supervisor and organisation. Understanding the wellbeing needs of the workforce is 

mutually beneficial for the worker, the service user, and the organisation, given the 

negative impact on risk and safety poor worker wellbeing can have.  

 Principle Five: Empowerment, voice and choice – Empowerment in relation to the 

supervision process, commences with the process being founded in training for the 

first time. Supervision knowledge can empower all stakeholders to take control of 

their individual supervision contribution, hold others accountable when the 

supervision process breaks down, and identify training and skills gaps. The effective 

supervision space can provide supervisees with a reflective learning environment, that 

encourages open and honest discussion, and the chance to be heard and taken 

seriously. The supervision format for each organisation is likely to be different, but 

what is discussed and in what order, should be agreed between the supervisor and 

supervisee, making sure that documents are user friendly for those with additional 

learning needs such as dyslexia. Supervisees would benefit from a choice of accessible 

supervision platforms such as online, telephone, face-to-face, and suitable times, 

given the 24 hours, and in the community nature of the USCW role. 

 Principle Six: Cultural, historical and gender issues – Supervision in health and social 

care struggles with a culturally and historically poor reputation. Many USCWs have 
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had poor experiences with supervision and these poor prior experiences, pose a 

challenge to the introduction of a new approach to workplace support in this sector. 

The health and social care sector employ one in five women in the UK and is home to 

an ageing workforce. Awareness of more generic women’s issues (e.g., familial caring 

responsibilities and the menopause for example), may help workers manage their 

wellbeing and work/life balance more actively, alongside more sensitive issues such 

as domestic violence and sexual assault, and how these factors can impact on worker 

wellbeing and practice. Additionally, a more nuanced understanding of male worker 

experiences in a largely female workplace environment, may help more ‘direct care’ 

recruitment and retention opportunities for male workers. 

A trauma informed approach to supervision delivery directly responds to the needs and 

concerns raised within the USCW interviews by providing a safe, confidential and comfortable 

supervision space that feels collaborative, mutually responsive and beneficial, and where 

workers feel seen and heard. Cultural, historical and gender issues help contextualise the 

wider forces USCWs are exposed to, and can support a more considered, compassionate and 

informed response to worker practice and individual support needs. Together, a human 

factors and trauma informed approach to the supervision process can provide a more holistic, 

supportive and productive response to USCW wellbeing and organisational/individual 

practice. 

7.9.3a Intrinsic Human Factors 

Intrinsic human factors impact on workers and organisations in more personal and immediate 

ways. They affect the way supervision is experienced and delivered within organisations and 

can directly impact on how effective supervision processes can be facilitated and engaged 

with. Intrinsic human factors act as tangible, observable mediators that can be acted upon by 

individuals and organisations. 

 Workforce Demographics – For organisations to identify and understand the overall 

and individual characteristics of their workforce such as gender, cultural, 

socioeconomic, and what this can mean in terms of wider worker wellbeing/safety 

considerations and training needs. 
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 Organisational Culture – Positive supervision cultures are adopted by the workforce 

and that organisations recognise an effective supervision culture is largely a top-down 

process, taking accountability for this role in the supervision process.  

 Workplace Environment – That supervision is delivered in a safe, comfortable, and 

private environment, and considers the service user environment in relation to 

supporting worker needs. 

 Poor Worker Wellbeing – The highly emotive nature of the role necessitates a wider 

worker wellbeing approach that considers a more holistic understanding of the types 

of risks and stressors experienced by the USCW workforce, given their demographic 

and characteristics. 

 No Supervision Training – Supervision training should be a requirement for all those 

engaging with the supervision process. The training should be co-designed, 

user/needs led and accessible.  

 Supervisor Skills – The delivery of effective supervision is an acquired skill. Acquired 

skills require initial and ongoing training and support for supervisors. Non-technical 

skills training (e.g., situational awareness, decision making, teamwork) to be 

considered as a mediator for both safe practice and effective supervision. 

7.9.3b Extrinsic Human Factors 

Extrinsic human factors represent the wider, indirect, and more unobservable systemic 

processes and barriers that impact on the direct provision of effective supervision. Individuals 

and organisations will have less agency and power to positively impact on these factors, 

although they are likely to feel the wider consequences of these forces. 

 Supervision not Founded in Theory – The supervision process has never been 

conceptually founded in the health and social care sector. As such, providers and users 

of the process have no standards to learn or be guided from and are commonly left 

confused as to what supervision is, or how to use it. This has led to a piecemeal 

approach and poor supervision experiences. 

 Inadequate Mandatory Training – Mandatory training focuses on the skills required 

to provide safe, efficient, and standardised care to service users, but has yet to include 

a ‘worker’ focused approach to safe and standardised worker care. This tends to 

reflect a workplace understanding of policy makers and not necessarily the workforce.  
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 Poor Research on the USCW Role – The unregulated social care workforce is subject 

to a dearth of theoretical and empirical data from which policy makers, organisations 

and workers can learn and develop practice and identify worker wellbeing needs. This 

impacts on the provision of responsive training development and support measures 

and fails to evidence the current situation and needs of the workforce. 

 Impact of COVID-19 – The pandemic has made an already stressful workplace 

environment, more challenging, and for many, has impacted on the provision of 

supervision. COVID-19 has also impacted on retention and recruitment, impacting on 

the availability of workers and skilled supervisors to engage in supervision.  

 Low Wage/Social Status – A low wage sector economy, faced with increasingly 

reduced funding opportunities and career progression routes, contributes to a sector 

where undertaking the additional unpaid workload burden of what is commonly a 

poor supervision experience, is often considered not worth the effort. Low wage = low 

skills = low status = low support needs.  

 Poor Retention and Recruitment – Short staffing means that supervisions are often 

rescheduled, do not occur regularly, or do not occur at all. A high turnover of staff, 

and no supervision skills induction training, adds to a lack of knowledge and 

understanding around the importance of the supervision space. 

Both intrinsic and extrinsic factors work together to provide the foundation for a tentative 

conceptual supervision training model, that seeks to make wider sense of the supervision 

process, understand how it can become more responsive, effective and user friendly, and 

appreciate wider systemic forces and influences. It should be noted that the tentative 

conceptual supervision framework can be used as a fluid tool to reflect short and longer-term 

sector/workforce threats and trends, which are naturally subject to change.  

7.9.4 Human Factors and Trauma Informed Approach (HuFTI) Supervision Training model 

This section will present a tentative new supervision training model, underpinned by the 

Conceptual Supervision Process Framework (see Figure 5). Phase Three was undertaken with 

the specific aim of finding a way to improve the current practical supervision situation for 

USCWs through some form of supervision training. The HuFTI training model begins to 

address intrinsic aspects of organisational and individual roles and responsibilities in working 

toward collaborative, productive, and meaningful supervision experiences. The model should 
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be used as a co-participatory, ongoing process, that reflects the ever-changing landscape of 

the transient adult social care workforce.  

7.9.4a Supervision Training Model 

Figure 5 

Human Factors and Trauma Informed (HuFTI) Supervision Training Model 

 

Stage One of the HuFTI supervision training model explores the cultural, wellbeing and more 

philosophical aspects of effective supervision processes, and is aimed at an organisational 

level. Stage Two of the training model involves ways to make the supervision training learning 

environment more inclusive, responsive to need, and productive; and offers training content 

suggested by the Phase Three focus group participants.  

7.9.5 Stage One 

Identify and understand the practice and wellbeing needs of your workforce: Combining 

both a HF and TI approach to improved supervision, this process involves getting to know your 

workforce, the daily workplace, and personal challenges they face, and how support and 

training can be best implemented to meet these needs. As evidenced across all three Phases, 

good worker health and wellbeing was recognised as essential to safe and consistent practice. 

Identify wider systems impact on effective supervision processes: Recognising that the 

important and beneficial process of supervision sits within a set of wider impacting systems 

and forces, offers organisations a HF approach to managing these external factors more 
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effectively. Raising organisational awareness of the wider barriers to effective supervision 

with all staffing levels (Allbutt et al., 2017; Rothwell et al., 2021), can help improve 

organisational supervision culture and skills, and situate accountability and responsibility 

more fairly (HSE, 2021a). For example, individual organisations taking steps to improve the 

overall poor reputation of supervision by starting to actively address the support and 

wellbeing inequalities of this vulnerable workforce.  

Identify skills and training gaps: There are currently no provisions for supervision training for 

supervisees in the health and social care sector, and management supervision training 

remains unstandardised, ill-defined, and sporadic (Rees et al., 2020). Identifying and 

managing supervision skills and training gaps can enable workers to feel more prepared and 

take an active role in the supervision process (SCIE, 2017). The implementation of non-

technical skills training can also help form the foundation for effective communication, 

decision-making, situational awareness, teamwork and leadership skills, all valuable qualities 

that can be used in the supervision process and beyond (Fore & Sculli, 2013; Gordon et al., 

2015, 2017b; Toner, 2009; White, 2012). Those who supervise staff working with vulnerable 

and challenging service users, will benefit from undertaking a TI approach to supervision 

delivery training module. 

Supervision culture: The Phase Three findings evidenced a concern that the poor reputation 

and culture of supervision in the sector presented as the biggest overall barrier to 

engagement with supervision training. Human factors recognises that worker behaviour is 

influenced by the culture within which an organisation operates (HSE, 2022a). The application 

of a new conceptual supervision process framework, however, begins the job of transforming 

the culture and reputation of supervision by providing standards and structures from which 

stakeholders can seek understanding, clarity, reassurance and accountability. Setting the right 

cultural tone around the supervision process (SCIE, 2017) can also help motivate supervision 

training engagement within the workforce and encourage supervision skills development, 

which can reap wider benefits outside of the supervision space. 

7.9.6 Stage Two 

When asked who should attend supervision training, all those who participated in Phase 

Three agreed that supervision training was something needed by all unregulated social care 

staff members, regardless of position, length of service or experience. The participants 
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believed that everyone using and delivering the same supervision support principles would 

benefit the overall supervision training experience and help improve its reputation both 

organisationally and in the sector (HCPC, 2022). Sharing the supervision training space was 

also thought to lead to increased transparency, accountability, trust and mutual collaboration 

between the supervisee and their employer (Rothwell et al., 2021; SCIE, 2017). The 

participants believed that everyone using and delivering the same supervision support 

principles would benefit the overall supervision training experience and help improve its 

reputation both organisationally and in the sector (HCPC, 2022).  

Getting the learning environment right: The learning environment matters, and for the Phase 

Three USCWs, this environment had to feel inclusive, engaging, open and relaxed. To aid 

learning and understanding, the participants felt it was important that the training was 

delivered in a cross-service, face-to-face group setting. It was agreed that a tick box type of 

online passive training experience would not facilitate the learning needed to mediate 

effective supervision experiences and would not support the USCW learners to ask questions, 

seek reassurances and connect with peers. The opportunity to share supervision experiences, 

skill sets and expectations with others in the same, or different role, was also thought to be 

hugely valuable as an opportunity for collaborative learning and mutual peer support (Chiriac, 

2014; Mcenhill et al., 2016). As an extension to the training environment, supervision shortly 

after the supervision training session to check understanding of the training content, was 

raised by several of the Phase Three supervisors, thinking it would help cement learning, 

provide a safe space for questions, and commence the supervision relationship in a positive 

and structured way.  

Supervision Training Content: Given the absence of any standardised supervision induction 

training and that for many, supervision did not take place at all, many of the Phase One USCWs 

did not really know what to expect from the supervision process, and this uncertainty led to 

feelings of anxiety, mistrust and a lack of agency. To make the supervision process more user 

friendly, empowering, and transparent, the focus group participants wanted to learn how to 

make supervision work for them, and they wanted this information in terms they can 

understand and relate to. As such, the Phase Three USCWs recommended including the 

following ‘Introduction to Supervision’ training content:  

 What are the regulatory requirements for supervision in this sector? 
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 What is supervision? 

 What should happen in a supervision? 

 What should not happen in a supervision? 

 What is my role within the supervision dynamic? 

 What is my supervisor’s role within the supervision dynamic? 

What this feedback demonstrates is that despite supervision being used in healthcare since 

the 1990s and in social care since 2008, there is still confusion about what it is, and how to 

apply it in practice (Butterworth, 2022). An initial lack of conceptual framework, 

standardisation, and guidance since its introduction into health and social care, has served to 

confound supervision as an often-throwaway workplace gesture, with all participants finding 

the concept elusive, non-descript and often problematic. The HuFTI model seeks to structure 

the supervision process for the first time, creating a foundation from which to build and 

develop. The framework encourages a mindful approach to the supervision process, 

recognising that all organisational levels have an important part to play in making the 

supervision space effective, and contextualising the important role of worker wellbeing in 

enhancing service user safety (Carayon et al., 2014; Snowdon et al., 2017).   

7.10 Moving toward a more effective supervision process 

Moving forward, all participants were keen to ‘draw a line’ under the current supervision 

provisions and create something new and meaningfully fit for purpose. They recognised that 

supervisors and organisations had been subjected to a lack of training and support and that 

together the sector can help build a more supportive, informed and skilled approach to 

supervision to promote both worker and service user wellbeing and safety.  

The contribution of a new conceptual supervision process framework begins the founding 

process for supervision in the unregulated social care sector for the first time. Recognising 

that supervision has an important role to play in worker, service user and organisational 

wellbeing, places worker support at the heart of safe and sustainable delivery of care and 

support. The addition of a Human Factors and Trauma Informed (HuFTI) supervision training 

model underpinned by the new conceptual framework, can provide all organisational levels 

with a practical, accessible, and more compassionate way forward to improving the 
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effectiveness of the supervision process. Without responsive and effective worker health and 

safety, individuals will continue to be placed in spaces of unnecessary risk (de Winter & 

Hancock, 2021; Henriksen et al., 2008), and as the empirical findings and literature tells us, 

supervision is currently largely failing to meet the wellbeing and safety needs of health and 

social care workers.  

7.11 Further Considerations and Implications for the Implementation of Supervision 

Training 

For individuals and organisations to take full advantage of the supervision process, an 

environmental and cultural space must be created for this change to take place. We know 

that effective supervision when done well, improves role commitment, staff retention, 

reduces sickness absences and enhances worker and service user safety (Brunero & Stein-

Parbury, 2008; Hawkins & Shohet, 2012; Knox et al., 2021; Tobias et al., 2016), yet many still 

struggle to implement supervision productively. We also know that abusive supervision is 

common in the health and social care sector which contributes to disgruntled workers, poor 

wellbeing and high staff turnover (Bhattacharjee & Sarkar, 2022; Bormann & Gellatly, 2022; 

Estes, 2013; Tepper et al., 2017). Underpinned by human factors, the new supervision training 

model aims to make clearer sense of the supervision process and provide organisations and 

individuals with a wider, more informed understanding of how and why effective supervisions 

must take place, and who to hold account when this does not happen. 

Looking at incidences of poor supervision delivery and supervisee outcomes both in the data 

and the literature, it is easy to see why the blame for ineffective supervision often tends to 

lie with the supervisor or the supervisee (Field & Brown, 2019; Lee et al., 2019; Mackey et al., 

2013; Martin et al., 2021; Shi et al., 2022; Zhang et al., 2021). The issue of poor supervision is 

more complicated than mere human shortcomings however. Firstly, individuals without the 

right training, experiences, qualities, resources, support and supervision can make for 

inadequate supervisors and/or supervisees; and secondly, they are also subject to wider 

forces that impact on their ability and capacity to be effective in their supervision role.  

A human factors approach has already been used successfully in the health and social care 

sector to help support safer, more productive and informed working practices (Bañez et al., 

2021; Hibbert et al., 2016; Jones et al., 2018; Timmins et al., 2015;). Its application to the 
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proposed training model complements and promotes the overall goal of improved worker 

safety and wellbeing, and provides a structured framework upon which to begin the process 

of transparency, accountability, standardisation and compliance. Human factors champions a 

knowledgeable, skilled, supported and committed workforce through the provision of non-

technical skills (NTS) training (e.g. communication skills; leadership skills; team-work skills; 

decision-making skills; and awareness), and focuses on how users manage equipment and 

processes in practice (Casali et al., 2019; Mitchell et al., 2011; Yule et al., 2006). Despite 

confusions around scope of use and the skills required for effective delivery, the supervision 

process itself sits nicely within the HF umbrella given at its heart is the safe and progressive 

provision of high quality health and social care, although how it is being currently understood 

and used requires improvement and modernisation. 

The provision of effective supervision and a positive supervision culture is a largely top-down 

process (Field & Brown, 2016; NHS England, 2023; Skills for Care, 2020) that requires 

organisational buy-in and an improved sector-wide approach if it is to achieve widespread 

generalisability and sustainability. The appropriate use of supervision, however, is an 

individual, organisational and regulatory issue and for this issue to be ameliorated, all 

stakeholders must be encouraged to take responsibility for the part they play within the 

process. A human factors approach can expose and lay bare the scope of responsibility and 

accountability for all those involved with supervision, helping them understand how their role 

impacts and what can be done to improve their contribution to the process. The absence 

and/or poor delivery of supervision, can result from a variety of factors including: staff 

shortages, poor recruitment, increased responsibilities, inadequate training and resources 

and worsening wellbeing/sickness absences (Allbutt et al., 2017; Bourn & Hafford-Letchfield, 

2018; Rothwell et al., 2021; Sarre et al., 2018), and the HuFTI supervision training model alone 

cannot directly address these issues. However, it can start to consider and help mitigate them 

through the provision of a user-informed, accessible training model, offering a more 

structured, formal, empowering and knowledgeable place for users of the supervision process 

to start.  

Given the impact of workforce, time, money and resources constraints, supervision training 

may also represent just another unnecessary piece of unpaid training for already 

overstretched workers and organisations. The training also constitutes the first piece of 
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training USCWs will undertake that focuses on them and their supervision/wellbeing needs 

which may illicit difficult feelings for some. Many of the participants in Phase One noted that 

they found it difficult to put their needs first, although they also recognised that supervision 

was a formal part of their role, and they wanted to make better use of it. The training should 

be implemented and offered in a considerate and supportive way, recognising that 

psychological and cultural barriers to supervision training engagement exist that require 

sensitive management and reframing.  

Supervision has been used poorly in the unregulated social care sector since its introduction, 

and it will take time to fully integrate the training and new approach into current practice and 

workplace culture. Wider implementation of the training can be rolled out, with an extended 

timeframe for completion of two years, for example, to accommodate this cultural shift whilst 

emphasising the value of the training to the worker and the organisation. A significant 

proportion of unregulated social care work is undertaken on a zero-hours basis, involves lone-

working and/or changeable shift patterns, making it challenging to attend easily and without 

related costs to the individual or their organisation. To address the issue of accessibility, the 

implementation of supervision training for all supervisees will be considered as a more 

standardised and commonplace activity.  

The case for regulating the activity of supervision is not a case for regulating the unregulated 

social care sector. Already regulated by the CQC (Regulation 18), supervision ‘must’ be given 

to those who work in regulated health and social care services even if the role itself is not 

regulated (CQC, 2023). The term ‘regulated’ in relation to the provision of supervision is, 

however, arguably a toothless one when in practice all that is needed is for organisations to 

evidence supervisions are taking place, and in cases where this is not occurring, there are no 

enforceable sanctions available. The CQC do not provide any standardised training for 

organisations to meet this regulation, nor do they measure quality and effectiveness of 

supervision provision, despite its regulated status. Therefore it is not that the supervision 

process or the absence of related training needs further regulation, but that the current 

regulation itself requires improvement, underpinned by theory and empirical evidence. The 

lack of regulatory guidance in this case seemingly reflects the lack of theoretical, conceptual 

and user understanding of the supervision process in this sector. 
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Despite a paucity of empirical evidence related to the benefits and positive causal links of 

health service regulation, (Bullock & Browne, 2020; Dunbar et al., 2023; Sutherland & 

Leatherman, 2006), regulation is used in health and social care to provide the governance and 

oversight for the provision of high quality care (Dunbar et al., 2023). Acknowledging that 

health and social care roles, activities and services require a light touch in relation to 

regulation, the government recognises that a combination of regulatory and individual 

approaches are needed to strike the right balance of freedoms and safety measures (DHSC, 

2019; Great Britain Law Commission et al., 2014). Regulations in health and social care are 

primarily concerned with the rights, risks and safety of patients and service users (Browne et 

al., 2021; Mathias, n.d.), with worker health, safety and practice requirements in the 

unregulated social care sector regulated by the HSE and CQC (CQC, 2022; HSE, 2022a, 2022b, 

2023). Whilst the concept of supervision is scantly covered, neither the HSE nor the CQC have 

made adequate provisions for the safe, effective and standardised use of the supervision 

process in the unregulated social care sector. This new conceptual framework and training 

model can begin to address this knowledge gap and puts forward a case for both 

organisational and individual responsibility taking in relation to ensuring effective 

supervisions are taking place.  

It seems shortsighted and unrealistic for both organisations and workers to meet a regulation 

for which there is no generic training, and it is no wonder the regulation remains hard to pin 

down and deliver. To recognise this status an argument is put forward for the inclusion of 

supervision training for supervisees within the Care Certificate. The Care Certificate is 

provided by Health Education England and is used in social care to induct and assess new 

members of staff (Taylor, 2022). Whilst completion of the Care Certificate is not a legal 

requirement, there is an ‘expectation’ that new workers to the sector, or those undertaking 

inductions to new services will be supported to complete the training partially, or in full, 

dependent on need (UNISON, 2015). Training regulation for health and social care services, 

‘is’ enforceable however, and comes under the purview of the CQC, who will expect to see 

organisations undertaking induction programmes that meet Care Certificate standards (HEE, 

2023; NHS Employers, 2023; UNISON, 2015). The certificate is made up of fifteen standards 

that set out the knowledge, skills and behaviours expected from social care workers, and is 

part of the wider induction process (Taylor, 2022). The Care Certificate is designed to help 
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safeguard service users, and in turn, safeguards USCWs by providing a clear set of safe and 

high standards (Haigh, 2019). Supervision, however, plays an important role in assessing 

whether these standards are being met and what can be done to meet any further learning 

needs, yet learning how to use supervision effectively is not one of the current Care Certificate 

standards.  

By including the training within the Care Certificate and/or as part of the protected space of 

the induction/learning environment, the regulated activity of effective supervision for 

supervisees can begin to become the norm. Initially, attendance on the new training could be 

staggered to include new Care Certificate learners and those going through a new service 

induction. Although to promote a more individual and self-efficacious approach, volunteers 

from the wider workforce should be immediately encouraged and accommodated, alongside 

referrals for those who have been identified as likely benefitting from the training. The 

provision of effective supervision is noted as a ‘must’ by the CQC (CQC, 2023), and the new 

training model reflects and acknowledges the importance of the supervision process in 

relation to both service user and worker health and safety. Consequently, all workers in 

receipt of supervision should be encouraged to complete the training as soon as is practically 

possible. Given the complexity of the issue and the potential for large-scale impact, a 

feasibility study of the training pilot should also be considered before implementation. 

7.12 Next Steps: Feasibility Study 

When planning to undertake a project of this nature, exploring feasibility prospects and 

pitfalls can help benefit the overall concept and delivery of the intervention by identifying 

potential risks and uncertainties before the project begins (In, 2017; Pearson et al., 2020). A 

feasibility study, or pilot, is a way of evaluating whether a project has a chance of being 

practically successful, especially when there is an opportunity for large scale impact (Martins, 

2023). In this case, we need to consider the impact training can have on supervisees, service 

users and organisations, given the facilitation of effective supervision takes additional skills, 

time, commitment and effort.  

In healthcare, which has been the focus of increased resource-constrained conditions, the 

failure to translate effective healthcare ideas into interventions, necessitates the improved 

use of evidence-based feasibility strategies to optimise outcomes for improved public health 
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(Bauer et al., 2015; Pearson et al., 2020). Early conceptual health education models indicate 

that interventions (e.g. new policies, regulations, equipment or practice) should focus on 

changeable behaviours; be based on empirical evidence; be relevant to the target group; and 

have the potential to meet the goals of the intervention (Bartholomew et al., 2006; Bowen et 

al., 2009). Using these markers, the goals of this supervision training intervention will be 

further explored. Improved supervision provisions require a change in supervisee, supervisor 

and organisational behaviour and training for supervisors is already established, although 

largely elective. How supervision is understood, delivered and utilised is therefore a 

changeable behaviour and one that has been observed to improve through additional training 

and support (Lee et al., 2019; Rees et al., 2020). The basis for this intervention is the empirical 

evidence gathered from current users of the unregulated social care supervision process who 

universally agreed that supervision lacks standardisation and effective delivery. The 

intervention is therefore relevant to the target group, has been identified as being needed by 

supervisees and supervisors, is aligned with the specific wants and needs from the target 

audience, and is considered to have the potential to be successful given there is nothing 

currently in place to meet supervisee needs.  

There is significant literature on the need for improved supervision in regulated health and 

social care (Bhattacharjee & Sarkar, 2022; Fischer et al., 2021; Knox et al., 2021; Martin et al., 

2021; Tobias et al., 2016) and a large public health provider has already been contacted in 

relation to the implementation of a pilot. In recognition of the need for improved supervision 

and the benefits of effective supervision, a provisional agreement to provide participants to 

engage in the training is in place. Supervision training for ‘supervisees’ has not been 

previously considered by health and social care regulators, therefore a feasibility study can 

provide valuable feedback around its likelihood for success and the need for any 

improvements. The scope of the training intervention is two-fold. As a top-down process, 

stage one of the training process involves engaging with leadership teams and supervisors 

through the service provider, to help raise awareness of workforce demographics and the 

needs and vulnerabilities associated with the H&SC workforce. Additionally, stage one can 

help organisations and individuals identify supervision skills with the aim of promoting a more 

mutually beneficial, transparent, collaborative, safe, supportive and compassionate approach 
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to why and how the provision of effective supervision is important for worker, service user 

and organisational wellbeing.  

A feasibility study can help support the identification of barriers and enablers during this stage 

given the impact of resource, time and economic constraints. Organisational change requires 

an accessible, influential and meaningful approach for stakeholders if it is to be adopted and 

assimilated into practice (Nilsen et al., 2020; Weiner, 2009). Therefore understanding the 

organisational barriers to the uptake and implementation of the stage one process during the 

feasibility study can help streamline and troubleshoot in readiness for future wider 

dissemination. Stage one of the training process will be approached first, but it is recognised 

that stages one and two can be run concurrently to reflect the workforce need for an 

ongoing/rolling supervision training intervention. 

The content for stage two of the intervention, supervision training for supervisees, has 

already been empirically established by the study participants during all three phases of the 

study, and can be organised into a training presentation. Subsequently, one of the purposes 

of the feasibility study would be to ascertain whether the training needs raised are 

representative of wider unregulated social care workforce supervision needs, or if additional 

elements require further consideration. An important goal of the training is to help establish 

role accountability during the supervision process, and that workers, regardless of length of 

service or role, complete the training together. Supervision was identified as a culturally 

challenging and frustrating workplace support experience for many participants and a 

feasibility study would be able to show whether this inclusive approach is feasible, given a 

shared training space may inhibit the voices of either or both supervisee or supervisor.  

In relation to more practical elements of training delivery, a feasibility study can also help 

establish whether less or more time is needed than the half-day originally planned, and 

whether an in person or online approach is more favoured given time, travel and shift 

constraints. For evaluation purposes, data can be gathered through both quantitative and 

qualitative means, in the form of questionnaires, learner feedback sheets, semi-structured 

interviews and focus groups. Quantitative data, gathered more immediately and undertaken 

throughout both stages one and two, can help provide first impressions and analyses around 

how participants are experiencing the training content and delivery. Data gathered at these 

early stages can help provide snapshots of how learners felt before and after training, 
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whether the language and resources used are accessible and what they liked and disliked 

about delivery and content. Qualitative data gathered after the training has been taken back 

into the workplace, can help support a more meaningful understanding of what the 

experience of supervision training means for supervisees and how they are, or intend to, 

implement the new learning moving forward. To measure the ongoing impact of the training 

on worker wellbeing and practice, both supervisees and organisations will be approached 

post training. Revisiting the experiences of participants can help improve our understanding 

of the effectiveness of the pilot and whether changes, which could be identified through the 

use and delivery of supervision over a 6-12 month period, have noted any improvements to 

supervision frequency, worker wellbeing/sickness absences, performance and/or areas that 

require further consideration. 

7.13 Transferability of the Training Model 

Effective supervision can improve worker wellbeing, attendance and commitment to the role, 

and it can reduce sickness absences, errors, and turnover (Brunero & Stein-Parbury, 2008; 

Knight, 2018; Koivu et al., 2012; Tobias et al., 2016). Nevertheless, effective supervision 

requires learned skills to manage well (Rothwell et al., 2021). These positive outcomes are 

likely beneficial to all stakeholders in jobs that have a supervision requirement and not just 

those represented in the study sample, and as such the learning of these supervision skills is 

important. Whilst the training model is derived from the findings, arguments, and 

intervention ideas relating to some populations of the unregulated social care workforce, the 

model does not solely focus on the supervision needs of those sub-populations. Instead, the 

model provides an adaptive framework that helps support and improve awareness of the 

fundamentals of the effective process and delivery of supervision, which can then be shared 

across other sectors. 

The study sample included home care and learning disability support workers, alongside more 

specialised workers providing homelessness, substance  misuse, mental health, behavioural 

and offender support. It is not just that these individuals share challenging occupational and 

environmental similarities with more traditional caring roles (e.g. nursing home care workers, 

doctors, nurses and other allied professionals), they will also likely work with the same 

vulnerable and sometimes harmful service users given their often complex needs. A resident 

of a homeless hostel, for example, will be receiving support from the hostel worker, but 
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running alongside this, may also have health, housing, criminal justice and social work support 

interventions in place. Should this resident be physically violent toward one, or all of these 

workers, regardless of role and regulated status, that worker should have access to an 

effective supervision process to help manage the experience.  

The training model does not only achieve transferability through direct occupational 

comparison but by understanding that the status of the worker as a vulnerable, feeling human 

being, requires support regardless of regulated or unregulated status. The transferability 

between a study sample and the wider audience occurs when the audience feels a sense of 

overlapping resonance that they can meaningfully and intuitively apply to their own 

circumstances (Tracey, 2010). In this case, it is the supervision training model itself that 

provides the vehicle for transferability to take place. This occurs, not just through observable 

occupational similarities, but by recognising that the effective process of supervision can 

subjectively help individuals feel more empowered to take control of their practice and 

workplace wellbeing needs. The need for improved supervision in both the regulated and 

unregulated health and  social care professions, not represented within the participant 

sample, is also well noted  (Estes, 2013; Knox et al., 2021; Koivu et al., 2012; McLaughlin et 

al., 2019; Rees et al., 2020.  

Furthermore, there are other occupational sectors who work with distressed individuals and 

in challenging workplace environments, and who will also have access to supervision as a 

worker wellbeing support mechanism, such as the emergency services and probation/prison 

officers (Coley, 2020; College of Policing, n.d.; GOV.UK, 2022c). Understanding the current 

state of supervision delivery and engagement in occupations outside of the sample group, 

and as well as their specific needs, requires further testing. However, the training can help 

provide a valuable framework from which all those in receipt of supervision can benefit and 

learn, given the training is not role specific but more ‘supervision process’ specific. The impact 

of poor supervision is a transferable issue for potentially millions of workers and their 

vulnerable service users, and the proposed training begins the process of unpicking how we 

can start to standardise and improve this vital workplace support process. 
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7.14 Chapter Summary 

This chapter provides the first attempt at presenting a theoretically and empirically 

conceptualised understanding of the unregulated social care workforce’s unique wellbeing, 

practice, and support needs, and sets the current context of a workforce in crisis. With a 

projected need for nearly half a million more USCWs by 2035, there is an urgent need for 

improved workforce wellbeing, retention, and recruitment. The workforce is exposed to risk 

in myriad ways, which impacts on their physical and emotional health and wellbeing, which 

has wider harmful psychosocial and financial consequences. Inadequate support and 

supervision compounds these risks further.  

Exposure to violence, abuse and the traumas of others is common in the health and social 

care sector, as is being required to work in poor quality workplace environments. The 

workforce, and the risks they encounter are both hidden and unseen, meaning that their 

needs and skills can be over/underestimated, leading to inadequate training and support, and 

increased risk to worker and service user safety. The relationship between worker 

experiences of personal vulnerability and increased empathy for vulnerable others, also 

appeared to enhance levels of compassion and role commitment. However, these 

characteristics are also factors for burnout, exploitation and abuse from others, and need 

understanding and managing better in a sector where an empathic and relational approach 

to care is essential. 

Traditional health risk models and concepts fail to explain and subsequently manage more 

complex, subjective, and psychosocial aspects of health risk behaviour, and a more holistic 

and nuanced understanding of how and why individuals behave in the way they do, is needed. 

The inclusion of a more trauma informed approach to understanding the experiences and 

needs of the unregulated social care workforce can help provide a more nuanced, 

compassionate, and safer way of working. Complemented by a human factors framework 

which can provide a more holistic perspective on unregulated social care worker supervision 

provisions, a human factors and trauma informed approach to the USCW supervision process 

is presented as a practical means of improving both worker wellbeing and safe practice. 

The following sections discuss the strengths, weaknesses, and recommendations of the 

inquiry. In a study where the aim was to create the platform for a new approach to 
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understanding and therefore effectively managing worker wellbeing, limitations were seen as 

steppingstones to success as the iterative analysis process became more progressively 

synthesised. Three recommendations are proposed, grounded within the study, with some 

requiring more urgent attention than others, although the overall lack of extant data on this 

vital workforce requires immediate rectification. The conclusion closes the study. 

7.15 Strengths and Weaknesses  

Unshackled by a lack of extant theoretical and empirical literature and emboldened by lived 

experience, I was free to enjoy the opportunity to be creative, self-determining, and brave. 

This freedom resulted in a fluid, exploratory and progressive approach. A lack of prior 

literature, theoretical underpinning, and general lack of consideration around the USCW 

group, meant I was free to forge ahead and attempt to break new ground. Limitations are 

described here as strengths and weaknesses, as each literary and theoretical cul-de-sac led to 

a more creative and wider problem-solving approach. As insider/researcher and solution 

focused practitioner, the concept of limitations is attached to the philosophical concept of 

change, growth, and resilience, which is viewed here as a strength. Weaknesses and 

limitations can also be viewed as a natural pathway to improved systems of thinking, 

understanding, and action, and are viewed here as necessary for progress and innovation.  

Whilst the approach to recruitment was purposive, and in line with IPA guidance on small 

sample sizes (Smith et al., 2013), the diverse range of roles within the unregulated social care 

sector meant participants would likely present with a variety of different responsibilities, 

experiences, and workplace environments, which is representative of the wider USCW group. 

However, what each participant shared with the next, was their passion for helping others, 

exposure to risk of individual harm to wellbeing, and poor supervision experiences. As a study 

group, these same factors are also representative of the extant literature on regulated health 

and social care workers, and this sample can offer an authentic and representative 

perspective on wider health and social care worker experiences. 

The concept of this study was developed prior to the COVID-19 pandemic, although by the 

time the Phase One data collection process began, the participants had already worked 

through the first lockdown. COVID-19 changed the way in which this study was executed, with 

most interviews being conducted online. Initially this was perceived as a significant limitation 
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given the researcher’s extensive face to face interviewing experience, and there were 

concerns about how the interviews would flow and be relationally facilitated. Despite some 

participants feeling unable to comfortably use online meeting forums, and that some 

potential participants may have been put off by the online process, offering online interviews 

did give participants flexibility, and a safe and comfortable space within which to share.  

Online platforms can also encourage active listening, given online interviewing promotes a 

one person only speaking model. Despite its initial limitations, the COVID-19 pandemic has 

situated online meetings as the new norm, with some Phase One face-to-face interview 

participants, successfully engaging in Phase Three through online meeting platforms. In 

relation to the Phase Three data collection phase, several participants were unable to attend 

due to covering shifts at short notice, which is commonplace in this sector. Technological 

difficulties poses a persistent limitation to online engagement for us all, and one participant 

was unable to join in. In these instances, the smaller online focus group numbers did not 

detract from the atmosphere or flow of the session.  

7.16 Recommendations 

Given the breadth and depth of the interview data and the scope of the subsequent findings, 

recommendations will be approached in relation to immediate actions and longer-term 

considerations. Improvements to worker wellbeing support and supervision requires 

immediate attention to help stem increasingly problematic practice, recruitment and 

retention issues, amid a cost-of-living crisis and a COVID 19 pandemic.  

7.16.1 Supervision training pilot and evaluation for workers 

The first recommendation is suggested with a sense of urgency and involves the development 

and delivery of a more effective, compassionate, safe, and productive supervision training 

experience, given the potential for positive worker growth, wellbeing, increased commitment 

to role and improved management of risk. Underpinned by the HuFTI model, the training 

should be piloted to test its feasibility before wider dissemination. This research provides a 

candid and comprehensive look at the wellbeing and supervision experiences and needs of a 

cohort of unregulated social care workers, and a further study can help scope and pilot 

introduction to supervision training sessions to a broader audience. This would require the 

support of a provider(s), who would help facilitate participant involvement and a practical 

space within which to deliver the study and gather feedback for evaluation.  
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The supervision process is an established part of workplace support in health and social care. 

However, it is largely not being delivered effectively, or at all at times. By starting to optimise 

current organisational supervision processes, we can make an immediate impact without the 

need for additional and difficult structural changes and responsibilities. It is recognised that 

for many, the introduction of an effective supervision process will require change, and that 

change can be difficult. It is therefore recommended that future studies explore using insiders 

as researchers and training facilitators, given a sense of shared relational empathy and 

experience proved beneficial in gathering rich and meaningful experiences. Wider 

dissemination once the training has been successfully tested is immediately recommended, 

with the resulting ‘Introduction to Supervision Training’ module introduced into current care 

training frameworks to promote and normalise best supervision standards throughout the 

sector.  

7.16.2 The provision of a trauma informed approach to USCW supervision and overall worker 

wellbeing  

This recommendation pertains to the carrying out of studies that seek to explore the provision 

of a more trauma informed approach to supervision and overall worker wellbeing, given this 

workforce is exposed to both personal and occupational trauma. Empirical data, that seeks to 

specifically understand and support the relationship between empathy and worker lived 

experiences is highly recommended, given current studies do not represent this worker 

group. It is further recommended that to gather this sensitive knowledge, an interpretative 

phenomenological analysis (IPA) methodological approach is utilised.  

The IPA methodology helps to facilitate a double hermeneutical circle, which supports both 

subjective and shared social experiences. In this way, individuals are encouraged to share 

their understanding of their world and their place within it. As hidden and unseen and as 

vulnerable and exploited, the unregulated social care workforce benefits from a more 

considerate, nuanced, and subjective approach to research impact. Interpretative 

phenomenological analysis also recognises the hermeneutic role of the researcher, 

encouraging insider approaches to skilled interpretation and philosophical reflexivity.  

Given the study participants felt the nature of the insider/researcher role fostered a safer and 

more relaxed interview environment, an IPA approach can help provide a more accessible 

and responsive methodological approach to future studies within this occupational group. 
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Studies of this kind would benefit from a more supportive and mindful approach to researcher 

wellbeing given the potential for exposure to distressing and triggering narratives is 

inadequately covered in current IPA literature. 

7.16.3 Exploring the relationship between lived experiences and choice of occupation 

It is finally recommended that further research explore the relationship between unregulated 

health and social care worker lived experiences and how this can prime and impact on their 

occupational choices, and the non-technical skills required within these occupations. The 

comprehensive sharing of both lived experience trauma and mental health challenges by the 

research participants, provides the foundation for this recommendation. Additionally 

recommended is further exploration around how these findings can help improve 

recruitment, training, and wider workplace support provisions. 

7.17 Conclusion and Contributions to Knowledge  

The aim of this thesis was to uncover the lived and supervision experiences of a group of 

unregulated social care workers, how these experiences impacted on their wellbeing and 

what can be done to improve wellbeing through the supervision process. There are over four 

million social care, healthcare, voluntary and charitable workers in England and Wales, many 

of whom will share experiences and demographics with the participants in this study. 

However, whilst studies persistently evidence worker wellbeing as critical to service user 

health and safety in regulated health and social care, the situation worsens for unregulated 

and regulated workers alike, their service users and the sector.   

This thesis makes a welcomed contribution to knowledge by making the unregulated social 

care worker visible as human being for the first time. The study attests to the wider barriers, 

inequalities and vulnerabilities unregulated social care workers are exposed to, and adds 

meaningful discourse to the vital conversations around nurturing and sustaining a committed, 

productive, and valued health and social care workforce. This study phenomenologically 

explores the hidden and unseen wellbeing, risks and supervision experiences/needs of 

unregulated social care workers, and proposes a way forward to improve USCW workplace 

wellbeing through more effective supervision, providing a starting point for much needed 

empirical and theoretical future research.  
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Methodologically, this inquiry represents an innovative phenomenological approach to 

exploring the wellbeing of the unregulated social care workforce. The IPA approach was 

selected based on the status of the researcher as an insider in the sector and former social 

care practitioner. Future research would benefit from adopting a similar participatory 

approach, as this inquiry successfully fostered an open, relational, and trusted response from 

participants, with most noting that the researcher’s status as insider was instrumental in them 

engaging so candidly and enthusiastically with the interview process.    

Phase One provides an authentic, candid, and at times emotional glimpse into the individual 

lives and struggles of USCWs and represents an authentic sector specific phenomenological 

inquiry into the lives of this too often ignored workforce. Uncovering widespread experiences 

of both workplace and personal risk, vulnerability and exploitation, this thesis opens a 

dialogue around the relationship between lived experiences of prior victimisation and 

inequality, and how these factors seemingly helped shape and prime the Phase One 

participants for work within the low-paid, harmful, unequal, and risk-laden unregulated social 

care workplace.   

The Phase Two findings echoed and validated the challenging, unstructured, and inadequate 

supervision experiences shared by the Phase One participants. Phase Two reinforced the 

image of supervision as largely ineffective in practice, having a poor reputation throughout 

the sector, and lacking in any form of conceptual foundation, structure and appropriate 

training. Phase Two does, however, contribute to knowledge around the wellbeing impact of 

supervision on the supervisor, with some examples of good supervision practice.  

Findings from Phases One, Two, and Three, integrated with a human factors and trauma 

informed approach to support, underpin a new conceptual supervision process framework, 

which provides a bridge into the novel Human Factors, Trauma Informed (HuFTI) supervision 

training model. Conceptually, the new supervision process framework provides a wider 

appreciation of the intrinsic and extrinsic factors that serve as barriers to the provision of 

effective supervision. The framework enables organisations, professionals, and policy makers 

to identify and go on to more effectively manage the wider forces that impact on worker 

wellbeing and poor supervisions. Building on the conceptual supervision framework, a human 

factors trauma informed (HuFTI) supervision training model, provides a two-stage process for 

cultural change, supervision delivery and learning. Effective supervision can benefit worker 
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wellbeing, practice, and service user safety, yet most USCWs have little to no idea what 

supervision is, or how it can be used to improve practice, commitment to role and 

recruitment.  

The provision of a supervision training module that helps empower and educate workers, 

supervisors, and organisations to manage and understand the importance of not only caring 

for service users but for each other, is an important step forward for this hidden and unseen 

workforce. A poor supervision process is only part of the problem, and this vulnerable 

workforce sit within a wider, complex system of inequality, socio-economic, psychosocial, and 

socio-political factors that serve to compound risk to worker health and wellbeing. What 

improving the supervision process can do however, is provide the opportunity for workers to 

reflect, learn, and be supported to better manage the stressors they are subjected to from 

wider forces. 

To conclude, this thesis makes an innovative contribution to new knowledge as the first 

conceptual attempt at contextualising, framing, and understanding the lived and supervision 

experiences of the unregulated social care workforce, and the risks to worker wellbeing of 

unsafe work practices. Through the iterative analysis and synthesis of extant literature and 

new empirical findings, this study forges ahead by uncovering hidden and unseen worker risk, 

exploitation, and vulnerability, and provides a conceptual framework for supervision and a 

model for supervision training, which provide the foundation for practice development and 

future research.  
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3. Rationale  

Summarise your proposed research using, wherever possible, language understandable for a                               

non-specialist reader. 

 
Aims and Objectives 
 
The aim of this research is to establish whether current supervision practices for unregistered care 
and support workers is effective at meeting the needs of these particular workers and whether a 
more responsive, informed and role appropriate supervision framework can be developed through 
worker and management consultations and researcher co-collaboration? 
 
To achieve this aim, the research will be conducted in three phases. The particular objectives of 
each phase are outlined below. 
 
Phase one research objective:  
 
To explore the everyday emotional lived experiences of workers and supervision experiences and 
identify how these experiences affect their wellbeing, performance and morale within the 
workplace. This will be completed through qualitative semi-structured 1-1 interviews with 
between 15 and 20 participants. 
 
Phase two research objective: 
 
To explore the experiences of managers of care and support workers and identify factors that 
impact on their ability to provide effective and needs led supervision. This will be completed 
through qualitative semi-structured interviews with between 5 and 10 participants. 
 
Phase three research objective: 
 
To facilitate group sessions (general workshop session on worker wellbeing and support needs 
leading to a focus group around more specific supervision needs) with workers in care and support 
worker roles, with the aim of discussing how workers would prefer supervision models to be 
delivered. This data will then be used to facilitate a workshop with service manager/leadership 
teams based on the emerging worker need and responsive supervision processes/suggestions. 
 
Methods: 
 
A qualitative research approach will be adopted through the use of 1-1 semi-structured interviews, 
focus groups and workshops. This will provide participants with a platform to share and discuss 
their experiences, needs and desired outcomes from the supervision process and put forward 
ideas around organisational awareness raising and future training needs.  
 
The research team have made the decision to introduce a period of consultation in regard to the 
impact of Covid 19 on the lives of workers and those they support. This is needed to clarify that at 
the time when the research commences, the proposed methods are still feasible. This particular 
worker community supports services that help individuals manage mental health, substance 
misuse and other addictive behaviours, homelessness and other housing issues and there is likely 
to be a related impact as a result of Covid 19 as the resulting lockdown continues to impact on 
employment, the economy, relationships, health and wellbeing.   
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Overview 
 
Research has recognised that supervision for registered health and social care staff is an important 
part of worker wellbeing within the sector, and when done well, has been largely shown to provide 
a beneficial space for nurses and Drs to discuss their emotional/physical labour, training and 
support needs and to offload workplace stressors and burdens (Lyth 2000).  But what about 
unregistered staff members? Calls for mentorship programmes in health care is not new (Aston 
and Molassiotis 2003) and Hoge et al (2011) recommend strategies for advancing supervision in 
order to determine what content is needed, particularly for health professions other than nursing.  
Supervision is provided to unregistered health and social care workers but it is commonly 
performance/service user focused and patchy in frequency and supervisor skill (Swedberg et al 
2013). Noble and Irwin (2009) view supervision as a significant area of practice where there is the 
potential for a critically informed framework to emerge as a site for supporting change and 
Ruotsalainen (2015), suggests that organisational interventions need to be better focused on 
addressing specific factors that look to the causes of stress. 
 
Rationale 
 
There are over 1.6 million direct social care roles in England (Skills for Care 2019) and 
approximately 400,000 NHS health care roles and together they employ one in ten of the working 
population (The King’s Fund 2020).  The health and social care sector is a highly gendered 
workforce with up to 95 per cent of roles filled by women in social care and 80 per cent in health 
care (The King’s Fund 2020).  Workplace stress can have a negative influence and impact on 
healthcare professionals’ physical and emotional well-being and their overall quality of life (Koinis 
et al 2015) and statistically women have significantly higher rates of social inequality, work-related 
stress, depression and anxiety related disorders (HSE 2019). Occupational stress is a major cause of 
sickness absence in health and social care leading to an estimated 2.9 million working days lost per 
year (HSE n.d) and this sector has the highest rate of absence within the wider workforce.  Given 
that research in to the emotional impacts and motivations for care and support workers is limited, 
does not focus on the gendered nature of the workforce and is of low quality (Judd et al 2017, 
Pearce et al 2013) this research provides an opportunity for awareness raising, learning and 
increased knowledge in this sector, through exploring the experiences of workers, particularly 
women given the workforce gender statistics, in their own terms. 
 
The unregistered healthcare worker is a common feature across some national and international 
healthcare systems, although no definitive title exists to describe this role (Hasson et al 2012). The 
term ‘health care’ relates to the treatment and physical support of those with ill health and 
medical conditions in hospitals, health centres, the community and other medical settings, 
whereas ‘social care’ is the care and support of vulnerable people with their day to day activities, 
usually in the community (Tees Valley 2016, Skills for Care). Care workers/assistants undertake a 
variety of roles such as washing and dressing patients, toileting, making beds, taking blood samples 
and talking to patients to help make them comfortable (NHS Careers). As unregistered workers 
they are included within NHS pay bands 2-4 or equivalent (NHS Jobs 2020). Social support workers 
give practical and emotional support to a wide range of different people often helping to protect 
and promote people’s wellbeing so that they can enjoy a better quality of life (NI Direct). Duties 
include supporting daily living skills, health and wellbeing, safeguarding and leisure/social activities 
in a number of different environments (Hft), although both roles often experience an overlap in 
duties and responsibilities. 
 
Of the estimated 1.6 million jobs in England’s adult social care workforce (Skills for Care 2019) 1.22 
million are in direct care roles (The King’s Fund 2020). In the wider workforce women fill around 45 
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per cent of all roles (Gov.UK 2019), this increases to 80 per cent in health care and up to ninety-
five per cent in social care (King’s Fund 2020, NHS Digital 2019). This means that there are over 
one million unregistered women working in direct care and support worker roles in the UK, equal 
to 8-10 per cent of all women in employment (ONS 2020). There is a paucity of statistics relating to 
men in this workforce given men make up a very small part of the workforce. 
 
This research will seek to identify the experiences, support and supervision needs of women and 
men in this sub-sector but given the highly gendered nature of this type of employment and the 
increased employment inequalities experienced by women in society, it is likely that women will 
constitute a significant proportion of the participant group. Writing in 2003, McLean notes that 
whilst social care employees are predominantly women, men are involved in the work, particularly 
as managers or where there is a control element. McLean’s observations still bear out and women 
continue to represent a significant proportion of this feminised workforce (Skills For Care 2017). It 
is also important to note that there has been a failure of research studies to not only focus on 
women, but often neglect to include them at all (Caroline Criado-Perez 2020). It has been criticised 
that many decisions and recommendations in everything from healthcare interventions to design 
of seatbelts and mobile phones has been informed purely or largely by male research subjects, yet 
generalised to the female population and whilst this study seeks the experiences of both women 
and men, recent commentary on historical shortcomings of studies such as clinical trials, where 
women are either excluded or not considered separately, strongly advocates the a priori 
consideration of women and their responses (Klap and Humphries 2019).  
 
It is widely acknowledged that this particular workforce experience increased employee sickness, 
turnover and burnout (Pines and Maslach 2006), alongside increased risk of personal harm, both in 
and out of this workforce and social/gender inequality (Skills for Care 2019, NHS Digital 2019, 
Gingerbread 2019).  Higher rates of stress-related sickness are found in health care professionals 
when compared with other sectors (Gibb et al 2010) and work-related stress and mental health 
often go hand in hand (HSE:NI). Statistically, women have significantly higher rates of work-related 
stress, depression and anxiety compared with the average for all persons (HSE 2019) and alongside 
the stressful healthcare workplace environment, current workforce shortages in this sector are 
also taking a significant toll on the health and wellbeing of staff, alongside evidence of gender 
discrimination and inequalities in pay and career progression (The Kings Fund 2018).   
 
It is estimated that one in six of all workers in the UK will experience a common mental health 
condition such as anxiety or depression, in any given week (MIND 2020, MHFA 2020). Women 
however, are twice as likely to be diagnosed with an anxiety disorder, such as PTSD (Ollf 2017), 
have a one in four risk of being the victim of a sexual assault after the age of sixteen (Rape Crisis), 
might be one of the 1.3 million women who contacted the Police as victims of domestic violence 
between 2017-2018 (ONS 2019) and are disproportionally impacted, with mental health problems, 
by lower household income when compared to men (Mental Health Foundation 2016). These 
women are likely to be represented within this workforce, given the nature of the wounded healer 
and a lack of quality employment opportunities and will be managing this alongside workplace 
stress, violence and inequalities. In this unequal nation, women still bear the brunt of systemic 
inequalities through welfare cuts, pay gaps, inherent social, physical and emotional vulnerabilities 
and are likely to experience barriers to progression due to lone parenting and other caring 
responsibilities (Government Equalities Office 2019, Gingerbread 2019) and social mobility is often 
more about chance than choice (Blandford 2019).    
 
Given the increased likelihood for this highly gendered and ageing workforce to experience 
comorbid stressors, burdens and threats alongside vulnerable workplace experiences and 
entitlements (Sacker et al 2009, HSE 2019), this study is being undertaken in order to focus on the 
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experiences of workers in the hope of finding a more needs led, gender aware, responsive and 
effective supervision model.  
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4. Initial Review Checklist 

1. Will your research involve research participants identified from, or because 
of their past or present use of, the NHS and/or Social Care Services 

☐Yes      ☒No 

2. Does the research project involve intrusive procedures with adults who lack 
capacity to consent for themselves or health-related research involving 
prisoners? 

☐Yes      ☒No 

3. Will this project be reviewed by a research ethics panel external to Marjon? ☐Yes      ☒No 

4. Does your research involve non-human animal participants, or non-human 
animal biology? 

☐Yes      ☒No 

5. Is your research an evaluation of existing service or initiative? ☐Yes      ☒No 

If you answered YES to ANY question please contact ethicspanel@marjon.ac.uk, before 
proceeding. 

If you answered NO to ALL questions please complete the Potential Issue Checklist. 

 

Potential Issues Checklist 

1. Does the research involve human participants and/or their personal data? ☒Yes      ☐No 

2. Does the research involve your own students as participants? ☐Yes      ☒No 

3. Does the research involve participants who are unable to give informed 
consent, considered to be vulnerable, or lack capacity? 

☐Yes      ☒No 

4. Will the research require the co-operation of a gatekeeper for initial access 
to the groups/individuals to be recruited?  (e.g. for access to students at 
school, or to members of a particular organisation) 

☒Yes      ☐No 

https://www.skillsforcare.org.uk/About/Blog/Article/What-do-we-know-about-men-working-in-social-care.aspx#:~:text=We%20estimate%20there%20are%201.45,is%20equivalent%20to%20240%2C000%20jobs.&text=The%20percentage%20of%20males%20working,in%20the%20sector%20at%2020%25
https://www.skillsforcare.org.uk/About/Blog/Article/What-do-we-know-about-men-working-in-social-care.aspx#:~:text=We%20estimate%20there%20are%201.45,is%20equivalent%20to%20240%2C000%20jobs.&text=The%20percentage%20of%20males%20working,in%20the%20sector%20at%2020%25
https://www.skillsforcare.org.uk/adult-social-care-workforce-data/Workforce-intelligence/documents/Size-of-the-adult-social-care-sector/Size-and-Structure-2019.pdf
https://www.skillsforcare.org.uk/adult-social-care-workforce-data/Workforce-intelligence/documents/Size-of-the-adult-social-care-sector/Size-and-Structure-2019.pdf
https://www.skillsforcare.org.uk/adult-social-care-workforce-data/Workforce-intelligence/documents/Size-of-the-adult-social-care-sector/Size-and-Structure-2019.pdf
https://doi.org/10.3402/qhw.v8i0.20758
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5. Will the research involve access to records of personal or confidential 
information concerning identifiable individuals, either living or recently 
deceased? 

☐Yes      ☒No 

6. Will the research involve the use of administrative data or secure data? (e.g. 
student records held by a school or college, medical records) 

☐Yes      ☒No 

7. Will the deception of participants (including covert observation in non-public 
places) be necessary at any time? 

☐Yes      ☒No 

8. Will the research involve discussion of sensitive topics? (e.g. sexual activity, 
drug use, political behaviour, ethnicity and, potentially, elite interviews, 
including PREVENT) 

☐Yes      ☒No 

9. Will the research involve members of the public in a research capacity, 
helping to shape methodology and/or to collect data?  (e.g. participatory 
research) 

☐Yes      ☒No 

10. Will the research involve visual or vocal methods where participants or other 
individuals may be identifiable in the audio or visual data used or generated? 
(this does not refer to audio recordings for the purposed of transcription)   

☐Yes      ☒No 

11. Will the research involve any drugs, placebos or other substances (e.g. food 
substances, vitamins and other supplements) being administered to the 
participants, or will the study involve invasive, intrusive procedures of any 
kind? 

☐Yes      ☒No 

12. Will blood or tissue samples be obtained from participants (deceased or 
alive)? 

☐Yes      ☒No 

13. Is the research likely to involve or result in participants experiencing pain or 
more than mild discomfort? 

☐Yes      ☒No 

14. Could the research induce psychological stress or anxiety or cause harm or 
negative consequences? (both research participants and their living relatives 
should be considered) 

☒Yes      ☐No 

15. Will the research involve prolonged or repetitive testing of participants? ☐Yes      ☒No 

16. Will data collection involve e-mail, social media, and/or instant messaging 
services in data collection? 

☐Yes      ☒No 

17. Will financial inducements (other than reimbursement of expenses) be 
offered to participants? 

☐Yes      ☒No 

18. Will the study involve external organisations to recruit participants? ☐Yes      ☒No 

19. Will the research place the safety of the researcher(s) at risk? ☐Yes      ☒No 

20. Will any data collection be undertaken outside of the UK? ☐Yes      ☒No 

21. Will the research or its dissemination involve data sharing of confidential 
information, or the re-use of previously collected data? 

☐Yes      ☒No 
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22. Is the research funded? ☐Yes      ☒No 

If you answered NO to ALL questions, please complete the Declaration. 

If you answered YES to ANY question, please complete Research Project Further Information. 

 

Research Project Further Information 

1 Project Start and End dates 

a. Start date for data collection  August 2020 

b. Estimated completion date for data collection October 2021 

c. Estimated completion date for study October 2023 

 

2 Research Methods 

a. Describe where data will be collected. 
 

Data will be collected from care/support workers and managers employed in the Social Care 
Sector in Plymouth including homelessness, substance misuse services, housing, mental health and 
learning disabilities. Participant interviews can be held away from the participant’s workplace to 
ensure confidentiality and privacy. The University Campus will be utilised with all participant costs 
relating to travel to and from the interview reimbursed. In the case of management, they may 
prefer to use their own office but will also be offered an interview space away from their place of 
work. A quiet and private space will be required for data collection purposes. 

In light of Covid-19 I will be consulting with the gatekeeper organisation to ensure the feasibility 
and acceptability of my research methods stay up to date in regard to social distancing rules. In the 
event that social distancing is still in place at the start of data collection, online or telephone 
interviews will be undertaken. I recognise that some participants may also find this form of 
interview more suitable than a face to face format given potential individual preferences, work, 
time and family commitments.  

 

b. Describe how data will be collected. 
 

Participants will be identified through purposive sampling. The preferred method of data 
collection is to utilise face to face semi-structured interviews and workshops/focus groups. 
However, Covid 19 restrictions may mean that the 1-1 interviews and group events may have to be 
conducted on online platforms such as Zoom, Skype, or Miro.com and Mural, which are online 
collaborative whiteboard workspace platforms for group events. It is important to recognise that 
whilst the preferred method is face to face data collection, online interviews can provide a 
supporting role that raises the feasibility of widening data collection due to ease of accessibility 
and convenience, supporting the interviewee to respond to interview questions in a more 
comfortable and familiar space, which may draw richer data. However, this platform may exclude 
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those who do not have access to appropriate IT equipment and as such interviewees will be 
offered the choice wherever possible.  

 

c. Describe how data will be analysed. 
 

Data will be analysed by drawing on appropriate qualitative analyses such as content and thematic 
Analysis.   

Otter.ai will be used to record and transcript data. NVivo software will be used to organise and 
analyse coded data. 

ALL questionnaires, interview guides, standard operating procedures and/or other instruments to 

be used in data collection MUST be attached as appendices. 

 

3 Research Participants 

a. Describe the participants to be recruited. 
 
I will be seeking 15 – 20 participants who will be women or men, aged 18 years or over who work 
as health and/or social care workers (part time/full time). Participants will be recruited with the 
support of organisational gatekeepers who will provide me with a platform to address potential 
participants directly and circulate an email invitation to potential participates outlining the study 
to employees and other related services.  
 
The use of the term “women” includes individuals who perceive themselves to be biologically 
female, those individuals who have undertaken or are in the process of undertaking gender 
reassignment from male to female and those individuals who consider themselves non-binary 
where they identify as neither exclusively female nor male. 
 
The use of the term “men” includes individuals who perceive themselves to be biologically male, 
those individuals who have undertaken or are in the process of undertaking gender reassignment 
from female to male and those individuals who consider themselves non-binary where they are 
identify as neither exclusively female nor male. 
 
Potential participants will have the opportunity to attend a meeting on the study prior to 
engagement, will be informed of the study’s aims and objectives, be given my contact details in 
order to discuss participation privately and away from the workplace, will have access to a 
participant information sheet (PIS) that explains the research process, venue, and areas of interest, 
will be informed of the reimbursement of interview expenses, will be informed of their right to 
withdraw from the study and/or stop the interview at any time. Participants will be monitored for 
signs of distress or upset throughout the interview process.  
 

b. Will it be possible to identify participants, directly or indirectly, from the data collected? 

☐Yes      ☒No 

If YES, please explain how confidentiality will be maintained. 
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c. Does the proposed research involve extraction or collection of personally identifiable 
information about the participant from existing databases or records?  

☐Yes      ☒No 

If YES, please explain how consent from the individuals or authorisation from the data custodian 
will be obtained. 

 

d. Does the proposed research involve participants who have a pre-existing relationship with any 
of the researchers?  

☐Yes      ☒No 

If YES, please explain the relationship and how power differentials (actual or perceived) will be 
managed. 

 

e. Will the proposed research result in products (physical or intellectual) that are 
commercialisable? 

☐Yes      ☒No 

If YES, please explain how ownership will be negotiated and communicated to participants. 

 

4 Consent Process 

a. Describe the process that will be used to obtain informed consent and explain how consent will 
be recorded. 
 

Informed consent will be recorded on a consent form, using an adapted version of a template 
provided by the University of St Mark and St John which is appended. Participants will also have 
the option of giving their consent verbally which will be recorded at the start of the interview 
and/or group session.  Prior to recording, participants will have the opportunity to ask questions 
about the interview process and it will again be made clear that they can withdraw at any time or 
that they can stop for a break if needed.  

 

b. Please describe procedures for participants withdrawing from the study. 
 
Participants will be advised that they can withdraw consent regarding participation within one 
calendar month after the date of data collection by contacting the researcher with their decision. 
Participants will not be required to give any reason for withdrawal and their data destroyed once 
the researcher has been notified of their decision to withdraw.  Their choice to withdraw will not 
impact upon the employer/employee relationship as the employer will not be aware which of their 
staff team has chosen to or chosen not to participate. In regard to data storage, I will be able to 
identify the participant’s data for withdrawal through a given code e.g P1, P2, P3 etc and the 
corresponding date of their interview. This will ensure their anonymity and enable me to identify 
specific data for deletion. 
 

ALL documents (e.g. consent documents, participant information sheets, email scripts) to be 

used in the consent process MUST be attached as appendices. 
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5 Data Management 

a. Will participants’ personal data be collected? 
 
If NO, please proceed to Risk Evaluation  
 

☒Yes      ☐No 

           

If YES, please confirm: 

 
b. Personal or identifiable data will be kept on password protected or encrypted files.  

☒Yes      ☐No 

 

c. Access to data will be restricted to the research team.   

☒Yes      ☐No 

 

d. Coded data and identifying codes will be stored separately.  

☒Yes      ☐No 

 

e. Data will not be transferred to or via a third party.     

☒Yes      ☐No 

 

f. Personal data shall not be kept for longer than is necessary for the purposes it was collected for. 

☒Yes      ☐No 

 

g. All data will undergo secure disposal.  

☒Yes      ☐No 

 

h. Data storage timelines: Data will be stored until at least October 2023, but potentially not until 
the research has been published, which may happen later. It is important to note that in regard to 
withdrawal, participant anonymity and data storage, participant data will be identifiable through 
date of interview and participant code i.e P1 - 13.10.20. There will be one list of participants and 
codes, kept securely by myself, and destroyed when the data are analysed/once the cut-off point 
has been reached. I will be able to withdraw a participant’s data within this period by identifying 
them through their code and the date of the interview. 
 
 
i. If you have answered NO to any of the above, please explain data management process: 

 

6. Risk Evaluation 
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a. Please indicate the risk level for the project by checking the intersecting box: 

 

P
ar

ti
ci

p
an

t 
V

u
ln

er
ab

ili
ty

  Research Risk 

Low Medium High 

Low ☐ ☒ ☐ 

Medium ☐ ☐ ☐ 

High ☐ ☐ ☐ 
 

If the risk level for your project is GREEN, please explain: 

b. the research risk level you have identified:  Medium 

c. the participant vulnerability you have identified: Low 

 

If the risk level for your project is GREEN, please proceed to Declaration. 

If the risk level for your project is YELLOW, please complete Full Review Information. 

If the risk level for your project is ORANGE, please conduct a scholarly review and 

complete  Full Review Information. 

 

Full Review Information  

1. Risk Management 

a. Please list potential research risks. 
 
Service gatekeepers have been approached in order to access participants through a supported 
and ethical gateway. Service gatekeepers will be asked not to put pressure on employees to 
participate and to tell employees that they can refuse to participate without consequences. They 
will also be asked to reassure participants that they are safe to engage with the research truthfully 
and honestly as their views will remain confidential. However, despite all best attempts, the 
participant may have concerns about the confidentiality of the data and what that might mean to 
their employee/employer dynamic and relationships. It is important to recognise and appreciate 
that there is a power dynamic in play here and it is this aspect of the research that may carry the 
most risk for participants. A refusal to participate will not affect the individual in any way in regard 
to their employee/employer relationship as employers will not be made aware of those who have, 
or have not participated. This information will be kept confidential. 
 
The study participants will be asked about their feelings and related emotions which may elicit 

articular emotional responses, however, it is anticipated that the potential for psychological harm 
or distress will be the same as any experienced in everyday life. Participants are free to respond 
with as much or as little detail as they feel comfortable with and a question relating to emotion 
does not indicate that ‘harm’ will be experienced by participants because of their associated 
feelings. There is no direct risk to physical harm and participants are not considered vulnerable or 
unable to give informed consent.  
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After considering the risk evaluation, I have chosen a medium risk rating as whilst I recognise that 
the research carries the potential for risk in relation to the power imbalance dynamic between the 
gatekeeper/employer and interviewee/employee, the participant vulnerability is low given that it 
is anticipated that the potential for psychological harm or distress will be the same as any 
experienced in everyday life. The research proposal has been most positively received by the CEO 
of the gatekeeper organisation and the chair of the Plymouth Alliance, Mark Bignell, who has 
reassured me that all available support for the study and participants will be afforded throughout 
the duration of the study. Participant details will be kept confidential from the gatekeeper 
organisation at all times and I have received confirmation that an appropriate member of staff willl 
be made available should study participants need additional support, post interview. 
 

b. Please explain how you will manage and/or minimise research risks. 
 
Workers in this sector will be experienced in facilitating interviews and 1-1/group therapeutic 
processes with vulnerable service users and will have been required to undertake a number of 
statutory and mandatory training sessions in order to safely and effectively practice in this sector. 
Best practice guidelines, ethical requirements, individual/organisational responsibilities and an 
entitement to some form of workplace support should be in place for participants. 
 
I have worked in this sector for over twenty years in a number of roles and disciplines. I share 
much of the same demographic background and training as the participants, however, I am aware 
of my own position as researcher and insider and am reflexive about my positionality and identity. 
I am a skilled and highly trained practitioner with qualifications in counselling, the law, social 
policy, teaching and assessment. I am trained in solution focused communication, person-centred 
assessment, interview skills and techniques, maintaining boundaries, Adverse Childhood 
Experiences (ACEs), managing heightened emotional states and trauma informed practice and am 
able to safely and effectively manage difficult interviews whilst maintaining a calm, warm, 
engaging, empathetic and respectful space for the interviewee.  The above skills, experiences, 
knowledge and training will help support the management and minimisation of risk to 
participants.  
 
As gatekeepers are involved, arrangements will be put in place to ensure a supportive space is 
available to participants in the form of a pre- idenitified member of staff, not in a position of direct 
authority over the participant and whom will act as a support mechanism should it be needed. 
Once the interview questions have been completed, participants will have the opportunity to ask 
about or discuss anything not covered by the interview questions or anything that has been raised 
during the interview process. A list of support services will be provided should the interviewee 
wish to discuss any issues further. 
 
It is vital that the all data remain secure under the guidelines of Section 5 of this document and 
that the participant trusts that I will meet my ethical responsibilities with transparency, openness, 
care, diligence, sensitivity, respect, dignity and authenticity. Clear boundaries, requirements and 
expectations must be established and maintained throughout data collection and discussed 
periodically to ensure all participants are happy to continue with the study or if amendments to 
the process are required.  
 

 

If the risk level for your project is ORANGE in the risk matrix, please attach a copy of the outcome 

of your scholarly review. 

2. Experience of Investigators with this type of research. 
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a. Please provide a brief description of previous experience with this type of research, including 
data collection techniques, by the research team.  If there is no previous experience, please 
describe how the researchers will be prepared. 
 
The student researcher has no previous experience with this type of research, however they are 
highly experienced in interviewing and listening to vulnerable adults within this sector and are 
aware of the skills required to undertake data collection in an ethical, person centred, respectful, 
communicative and safe manner. The student researcher will undertake a period of research 
preparation in the form of a literature review and taught sessions in relation to desired interview 
skills, challenges, interview questions, qualitative methods and methodologies including purposive 
sampling, data collection and storage and interview techniques in the form of a taught session. 
Guidance and feedback will be sought throughout from the more experienced research 
supervisory team members. 
 

b. For projects that will involve community members (eg. peer researchers) in the collection 
and/or analysis of data, please describe their status within the research team (e.g. are they 
considered employees, volunteers or participants) and what kind of training they will receive. 
 
N/A 
 

 

 

 

 

3. Possible Benefits 

Describe any potential direct benefits to participants from their involvement in the project as a 

result of this research. If there are potential direct benefits to the community, the 

scientific/scholarly community or society as a result of this research, please also describe these here. 

 
Particpants will have the opportunity to share their experiences which they may find therapeutic, 
enjoyable, empowering, educational and enlightening. Literature evidences a lack of quality 
research in this area and the study represents an innovative approach to examining worker 
wellbeing in a sector that struggles with increased worker absences and high staff turnover. 
Research data in this area has been recognised to be minimal and of poor quality and as such data 
may provide an additional perspective on worker wellbeing and how support and supervision 
practices may move forward in a more effective and needs led manner. This may positively impact 
on worker morale, satisfaction and staffing levels which is likely to positively impact on service 
users, organisations and others including worker families and the wider community in this 
geographical location and elsewhere given the research goal of creating a new support and 
supervision framework. This study also has the potential to undertake further research in more 
focused areas, depending on the initial research outcomes and identification of need. The research 
has the potential for generalisability given that it could be applied to other services and vocations 
that work within related public facing health and social care services. 
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4. Compensation 

Will participants receive compensation for participation? 

Financial?    ☒Yes      ☐No 

 

In-kind?       ☐Yes      ☒No 

 
 

Other?         ☐Yes      ☒No 

 

If YES, please provide details and justification for the amount or the value of the compensation 
offered and how will compensation be affected if participants chose to withdraw?  
 
Partcipants will be reimbursed for any cost related to their participation in the study i.e travel 
and refreshments. Should a participant choose to withdraw, any reimbursements will not be 
recovered from that individual. 
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Declaration 

My signature below confirms that I am aware of, understand, and will comply with all relevant laws 
governing my research. I agree to ensure my co-investigators, collaborators and all involved in the 
running of this research will comply with these laws. I understand that for research involving 
extraction or collection of personally identifiable information, national and/or international laws 
may apply and that any apparent mishandling of personally identifiable information must be 
reported to the Research and Knowledge Exchange Office.  

I agree that research will only commence after a favourable opinion has been received from the 
Research Ethics Panel; that neither the University, Panel or individual members of the Panel accept 
any legal obligation (to use to any third party) in relation to the processing of this application or to 
any advice offered in respect of it or not for the subsequent supervision of the research.  If there is 
any significant deviation from the project as originally approved I must submit an amendment to the 
Research Ethics Panel for approval prior to implementing any change.             

Signature of Researcher    Date  

 

 

Additional for all student applications: 

As the supervisor of this student project my signature below confirms that I have reviewed and 
approve the research project and the ethics protocol submission. I confirm that I will provide the 
student with the necessary supervision throughout the project, to ensure that all procedures 
performed as part of this project comply with all relevant laws governing the research.  

 

Signature of Supervisor     Date 

      

As the countersigner of the project I confirm that I am not directly involved in the project and have 
reviewed and approve the academic merit of the research project and the ethics protocol 
submission. 

 

Counter-signed      Date  

 

 

 

 

 

Appendix 2: Email to gatekeeper organisations for distribution in-service 
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Invitation to Research 

My name is xxxxxxxx and I am seeking participants for my PhD research. 

I have worked in this sector for over 20 years and as an insider, appreciate the challenges and 

difficulties commonly faced by care and support workers. My research involves speaking with 

workers, aged 18+ and who work as a care and/or support worker within your organisation. The aim 

of the study is to help identify emotional experiences and motivations and how this can impact on 

worker wellbeing, morale and performance. The data will be used to raise awareness around worker 

wellbeing needs, improve supervision processes and practices and to create a new approach to the 

supervision process. 

You may have an opportunity to hear me talk about this research opportunity, but if you are unable 

to attend, or Covid restrictions prevent this from being possible and would still like to know more 

about participating, you can contact me directly on xxxxxxxxxxx and I will send you a participant 

information sheet and consent form. 

There are three opportunities for participation and you are welcome to join one or more elements 

of the study.  

• A semi-structured 1-1 interview (1-2 hours depending on responses) 

And/or 

• A focus group (2-3 hours depending on responses) 

 

I look forward to hearing from you. 

Best wishes 

 

 

 

 

 

 

 

 

Appendix 3: Phase One Participant Information Sheet 

 

Participant Information Sheet – Worker Interviews                Researcher: xxxxxxxxxx 
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Exploring the everyday lived and supervision experiences of unregulated social care 
workers. 
 
About the researcher: I have over twenty years of experience as an employee in the health 
and social care sector and have worked within a wide range of support and education 
services. 
 
Why have I been invited? 
 
You have been invited to take part in this research project as a worker aged 18 years and 
over, who is employed by the organisation who have agreed to take part and as someone 
who can speak about emotional wellbeing workplace and supervision needs/experiences. 
 
What is the purpose of the study?  

The study aims to explore lived and supervision experiences and if current supervision 
models are effective and appropriate at meeting the wellbeing needs of this workforce and 
whether the data gathered can help to design a new supervision approach.   
 
Do I have to take part?  

Taking part in the study is entirely voluntary. You will be required to sign an informed 
consent form prior to the interview taking place and you will be given a copy of this 
information sheet.  

 
What will happen to me if I take part?  

You will be asked a series of questions around your everyday emotional experiences in the 
workplace and how they are supported and managed by your organisation. You will have 
the opportunity to talk about your workplace experiences both current and past and/or 
personal experiences that may also impact on you in the workplace. 
 
Where will the interview take place?  
 
Research interviews can be conducted on site at the University of St Mark and St John, by 
telephone, or online depending on the preferences of the participant and in line with any 
social distancing guidelines in place at the time of the study commencing. Suitable 
alternative arrangements can also be made. 
 
Expenses All study participants will have any travel expenses reimbursed. A free parking 
space can be secured at the University campus if required. 

What are the advantages of taking part? 

Participants will have the opportunity to reflect on their experiences which they may find 
therapeutic, enjoyable, empowering, educational and enlightening. The aim of the research 
is to use the data to form the basis for a pilot supervision model for workers in this sector 
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and I am optimistic that participation will benefit people in similar roles, service users and 
management systems. 
 
What are the possible disadvantages and risks of taking part?  

The research will discuss your feelings and supervision experiences at work, which we do 
not anticipate being distressing. You can choose to stop the interview and answer questions 
with as much or as little detail as desired. Participants will also have the opportunity to 
speak confidentially with an appropriate member of staff at the gatekeeping organisation 
should they need to discuss issues raised, further.  

 
Will my taking part in the study be kept confidential?  

I will protect the anonymity of all participants and their data at all times. Where quotes are 
used, they will be edited to avoid identification. Electronic data will be stored, analysed, and 
reported in the research report anonymously. All data will be stored on the secure network 
drive at the University. Audio files of the interviews will be uploaded to the secure network 
and the original files will be deleted. Hard copies of consent forms and diaries will be stored 
in a locked cabinet within a secured space. Following publication of the research, all data 
will be securely destroyed. I will use a website called otter.ai to help turn the audio 
recording into written form. The otter.ai privacy policy can be found at 
https://otter.ai/privacy  - Particularly important points to consider are; your data will be 
stored by a third party but it can, on request, be deleted within the one month withdrawal 
period. If you do not wish for us to use otter.ai, please just tell the researcher, and they will 
write up the interview manually.  
 
How long will the data be kept for? 

 
The data will be kept only as long as needed, but that may be up to approximately 5 years so 
that I can complete my PhD and possibly publish the findings. Access to the data will be 
limited to the myself and my supervisory team. Additionally, there will be one list of 
participants and codes, kept securely by myself, and destroyed when the data are 
analysed/once the one-month withdrawal cut-off point has been reached. 
 
What will happen if   don’t want to carry on with the study?  

If you choose to withdraw your consent from participating in the study, you have up to one 
calendar month to do so. You will not have to give a reason for your decision. After this 
period, data will have been anonymised and it will not be possible to identify and delete 
your specific contribution. 
 
What if there is a problem? 

Should you have any concerns about any aspect of this study, you should ask to speak with 
the researcher who will do their best to answer your questions. If you have any questions 
about your rights as a research participant, or wish to make a complaint, you can contact 
the University Research Ethics Panel at xxxxxxxxxxx. 
 
What will happen to the results of the research study? 

https://otter.ai/privacy
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The results of the research will be used within the PhD, as well as have a role in improving 
supervision. Results may be published in a peer reviewed journal. Participants can request a 
copy by contacting the researcher on the contact details provided below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 4: Phase Two Participant Information Sheet 

 

Participant Information Sheet – Managers                                 Researcher:  

 
Are current supervision models appropriate and effective at meeting the emotional 
wellbeing, performance and morale needs of care and support worker roles? 
 
 
About the researcher: I have over twenty years of experience as an employee in the health 
and social care sector and have worked within a wide range of support and education 
services. 
 
Why have I been invited? 
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You have been invited to take part as a manager or part of the leadership team who has 
support and supervision responsibilities for care and or support workers within your 
organisation.  
 
What is the purpose of the study?  

The aim of the study is to identify if current supervision models are effective and 
appropriate at meeting the wellbeing needs of this worker community and whether the 
data gathered can provide the foundation for a new training and supervision approach for 
organisations.   
 
Do I have to take part? Taking part in the study is entirely voluntary. 

What will happen to me if I take part?  

In an interview, you will be asked a series of questions around your role as a manager and as 
someone who provides support and supervision to care and or support workers. You will be 
asked about current and future training and support needs and your reflections on the 
appropriateness and effectiveness of current supervision models for this particular worker 
community.  You will also have the opportunity to discuss your experiences as a supervisee. 
 
Where will the interview take place?  
 
Research interviews can be conducted on site at the University of St Mark and St John or 
online depending on the preferences of the participant and in line with any social distancing 
guidelines in place at the time of the study commencing.  Suitable alternative arrangements 
can also be made. 
 
Expenses  All study participants will have any travel expenses reimbursed. A free parking 
space can be secured at the University campus if required.  

 

What are the advantages of taking part? 

Participants will have the opportunity to reflect on their experiences which they may find 
supportive, therapeutic, enjoyable, empowering, educational and enlightening. The aim of 
the research is to use the data to form the basis for a pilot supervision model for workers in 
this sector and I am optimistic that participation will benefit people in similar roles, service 
users and management systems. 
 

What are the possible disadvantages and risks of taking part?  

The study will discuss your feelings and supervision experiences at work, which we do not 
anticipate being distressing. You can choose to stop the interview and answer questions 
with as much or as little detail as desired. Participants will also have the opportunity to 
speak confidentially with an appropriate member of staff at the gatekeeping organisation 
should they need to discuss issues raised, further. 
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Will my taking part in the study be kept confidential?  

I will protect the anonymity of all participants and their data at all times. Where quotes are 
used, they will be edited to avoid identification. Electronic data will be stored, analysed, and 
reported in the research report anonymously. All data will be stored on the secure network 
drive at the University. Audio files of the interviews will be uploaded to the secure network 
and the original files will be deleted. Hard copies of consent forms and diaries will be stored 
in a locked cabinet within a secured space. Following publication of the research, all data 
will be securely destroyed. I will use a website called otter.ai to help turn the audio 
recording into written form. The otter.ai privacy policy can be found at 
https://otter.ai/privacy   - Particularly important points to consider are; your data will be 
stored by a third party but it can, on request, be deleted within the one month withdrawal 
period. If you do not wish for us to use otter.ai, please just tell the researcher, and they will 
write up the interview manually. 
 
How long will the data be kept for? 

 
The data will be kept only as long as needed, but that may be up to approximately 5 years so 
that I can complete my PhD and possibly publish the findings. Access to the data will be 
limited to myself and my supervisory team. Additionally, there will be one list of participants 
and codes, kept securely by myself, and destroyed when the data are analysed/once the 
one month withdrawal cut-off point has been reached. 
 
What will happen if   don’t want to carry on with the study?  

Participants engaging with the 1-1 interview process will be able to withdraw consent, 
without giving any reason, for up to one calendar month following the interview process. 
Beyond this point data will have been anonymised and it will not be possible to identify and 
delete the participant’s data. 
 
 

What if there is a problem? 

Should you have any concerns about any aspect of this study, you should ask to speak with 
the researcher who will do their best to answer your questions. If you have any questions 
about your rights as a research participant, or wish to make a complaint, you can contact 
the University Research Ethics Panel at ethicspanel@marjon.ac.uk  
 
What will happen to the results of the research study? 

The results of the research will be used within the PhD, as well as have a role in improving 
supervision. Results may be published in a peer reviewed journal. Participants can request a 
copy by contacting the researcher on the contact details provided below. 
 

 

 

 

https://otter.ai/privacy
mailto:ethicspanel@marjon.ac.uk
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Appendix 5: Phase Three Participant Information Sheet 

 

Participant Information Sheet – Groups                                    Researcher:  

 
Focus Group Topic: Discussing a new approach to supervision training 

About the researcher: I have over twenty years of experience as an employee in the health 
and social care sector and have worked within a wide range of support and education 
services. 
 
Why have I been invited? 
 
You have been invited to take part in this research project as a worker aged 18 years and 
over, or a manager/team leader who is employed by the gatekeeper organisations and as 
someone who is likely to be able to speak about emotional wellbeing, performance and 
morale in the workplace and associated supervision needs. 
 
What is the purpose of the study?  
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The study aims to identify if current supervision models are effective and appropriate at 
meeting the wellbeing needs of this worker community and whether the data gathered can 
help to design a new supervision approach.   
 
Do I have to take part? Taking part in the study is entirely voluntary. 

 
What will happen to me if I take part?  

Should you choose to take part you will be invited to join a group session. The sessions will 
involve a group discussion and the opportunity to reflect and share your emotional 
wellbeing experiences and needs in your workplace and how you currently experience or 
would like to experience supervision.  Group members will have the opportunity to reflect 
on what kind of training, information and support managers and organisations might benefit 
from in the area of supervision delivery. 
 
Where will the workshops and focus groups take place?  
 
Workshops and focus groups can be conducted on site at the University of St Mark and St 
John. However, it is likely that a suitable space will also be made available closer to 
Plymouth City Centre. 
 
Expenses All study participants will have any travel expenses reimbursed. A free parking 
space can be secured at the University campus if required. 

 

 

 

What are the advantages of taking part? 

Participants will have the opportunity to reflect on their experiences which they may find 
therapeutic, enjoyable, empowering, educational and enlightening. The aim of the research 
is to use the data to form the basis for a pilot supervision model for workers in this sector 
and I am optimistic that participation will benefit people in similar roles, service users and 
management systems. 
 

What are the possible disadvantages and risks of taking part?  

The group session will discuss feelings and supervision experiences at work, which we do 
not anticipate being distressing. The researcher will protect the anonymity of all participants 
and their data at all times. Where quotes are used, they will be edited to avoid 
identification. Any information shared within a group setting is shared with the other 
participants and as such I cannot guarantee complete confidentiality. However, a group 
contract will be verbally agreed upon that discusses the need for confidentiality and group 
rules. Where quotes are used, they will be edited to avoid identification.   
 
Will my taking part in the study be kept confidential?  
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Electronic data will be stored, analysed, and reported in the research report anonymously. 
All data will be stored on the secure network drive at the University. Audio files of the 
interviews will be uploaded to the secure network and the original files will be deleted. Hard 
copies of consent forms and diaries will be stored in a locked cabinet within a secured 
space. Following publication of the research, all data will be securely destroyed. I will use a 
website called otter.ai to help turn the audio recording into written form. The otter.ai 
privacy policy can be found at https://otter.ai/privacy   - Particularly important points to 
consider are; your data will be stored by a third party, however, once the group audio 
recording has been transcribed, I will not be able to delete your specific contributions. If one 
or more participant’s do not wish for me to use otter.ai, please just tell me, and I will write 
up the group session manually.  
 
How long will the data be kept for? 

 
The data will be kept only as long as needed, but that may be up to approximately 5 years so 
that the researcher can complete her PhD and possibly publish the findings. Access to the 
data will be limited to the researcher and the researcher’s supervisory team. 
 
What will happen if   don’t want to carry on with the study?  

Participants in the workshops and focus groups are free to leave the session at any time and 
do not have to give any reason for their decision. Any information shared during the group 
session will be anonymised, however I will not be able to identify and delete individual data 
as it will be mixed with the data of other group members.  

What if there is a problem? 

Should you have any concerns about any aspect of this study, you should ask to speak with 
the researcher who will do their best to answer your questions. If you have any questions 
about your rights as a research participant, or wish to make a complaint, you can contact 
the University Research Ethics Panel at ethicspanel@marjon.ac.uk 
 
What will happen to the results of the research study? 

The results of the research will be used within the PhD, as well as have a role in improving 
supervision. Results may be published in a peer reviewed journal. Participants can request a 
copy by contacting the researcher on the contact details provided below. 
 
 

 

 

 

 

 

https://otter.ai/privacy
mailto:ethicspanel@marjon.ac.uk
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Appendix 6: Participant Consent Form 

 

Participant Consent Form  

 

 

1. TITLE OF RESEARCH PROJECT 

 
What are the everyday lived experiences of unregulated social care workers and what are 
the support and supervision needs of this workforce with an aim to creating a new 
approach to the supervision process? 
 

 

Name of Researcher:  

I confirm that I have read and understand the participant information sheet dated X for the  
above study. I have had the opportunity to consider the information, ask questions and have  
had these answered satisfactorily. 
 

 

I understand that my participation is voluntary and that I am free to withdraw at any time  
within one calendar month after the completion of the interview without providing a reason.  

 

 

I agree to my interview being audio recorded. The recording will be transcribed and analysed  
for the purpose of the research 
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I do / do not (please choose) agree to the audio recordings being transcribed (i.e., typed up)  
using the service Otter.ai. I am aware that I can “opt out” of my interview being transcribed in 
this way and that I need to make this decision within two weeks after the interview process. 

 

I consent to verbatim quotes being used in publications and conference presentations. Please  
note that quotes will be changed should they lead to possible identification of the participant. 

 

I understand that the results of the study may be published and / or presented at meetings or  
conferences. I give my permission for my anonymised data to be disseminated in this way. 
 

I understand that participation will include talking about emotional aspects of my work and  
personal life which I may or may not find difficult. 
 
I consent to the data being stored until the researcher has passed their PhD and potentially  
until their research has been published, which may happen later.  

 

I understand that data will be stored online in a file that requires a password for access and in  
print format in line with GDPR guidelines in a locked cabinet. The researcher and the  
researcher’s supervisory team will have access to the data. 
 

I agree to take part in the above study 
 

• Please turn over to sign 

 

 

 

 

 

 

 

 

Signed  ………………………………………………………. (Research participant) 

 

Print name ……………………………………………………….    

Date  ……………………………………………………….. 

 

    

Name of person taking consent         …………………………………………………….. 

Date     …………………………………………………….. 

Signature    …………………………………………………….. 
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Please note: If you have any questions about your rights as a research participant, or wish to 

make a complaint, you can contact the University Research Ethics Panel at 

ethicspanel@marjon.ac.uk 

 

 

 

 

 

 

 

Appendix 7: Phase One Interview Questions 

 

Care and Support Worker Interview Questions and Prompts 

 

Introduce the Research Aims 

- To learn about how the participant experiences their job role and the reasons for 

entering this particular workforce 

- To learn about the emotional and physical stressful things experienced by 

participants both in and out of the workplace 

- To understand their support networks, if any 

- To learn about the participant’s experiences with supervision 

- To learn about what the participant would like from the supervision process and how 

it might be improved upon. 

The interview questions are based on five themes: the participant’s experience of their role, 

stressors that they may experience, the participant’s support networks, their experience of 

supervision and what they would like to see in the supervision process. 

To gather the lived experience of workers in their terms, the interview questions will be 

broad with follow up questions prepared in order to meet the overall research aims. 

Q1. Tell me about your job 

As the participant talks about their role, further questions will be asked based upon the 

answers given using how, what and why questions. This will promote a person-centred 

mailto:ethicspanel@marjon.ac.uk
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experience where the participant will be able to lead the interview and exert a degree of 

control over their interview experience. However, if the participant does not naturally 

include the information sought, the following prompts could be asked:  

• Can you tell me about your reasons and motivations for working with your particular 

service user group? 

• What, if anything, do you enjoy about your job? 

• What, if anything do you find difficult about job? 

• We have talked about your current role, is there anything about previous roles that 

you would like to talk about? 

• What are your career aspirations and what could prevent and/or help you to achieve 

that?  

 

We have discussed your role, next I am keen to discuss the stressors you encounter in the 

workplace and outside of the workplace. You can talk about current and past experiences. 

 

Q2. What difficulties and challenges do you/can you experience both in and out of the 

workplace? 

As the participant talks about their stressors, further questions will be asked based upon the 

answers given using how, what and why questions. This will promote a person-centred 

experience where the participant will be able to lead the interview into the areas that they 

want to discuss and exert a degree of control over their interview experience. However, if 

the participant does not naturally include the information sought, the following prompts 

could be asked: 

 

• Can you tell me about the areas of your job that put the most emotional and physical 

wellbeing demands on you as a worker and an individual? 

• Can you tell me about any emotionally or physically challenging 

experiences/incidences you have had in the workplace and how they made you feel? 

• In relation to your overall wellbeing, can you tell me what might make it more 

difficult for you to do your job effectively as an employee? 

• In relation to your overall wellbeing, can you tell me what might make it more 

difficult for you to do your job effectively as an individual? 

• At times, workers may have their own stresses and challenges, how do you manage 

these occasions when working with emotionally vulnerable service users?  

• Can you tell me how you deal with things you find stressful? 

• Do you find it easy to put your own difficulties aside when going in to work? What is 

that like? Give an example… 

• Do you currently have any health and/or wellbeing issues that you comfortable to 

talk about? 
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We have discussed the difficulties and challenges you encounter and have encountered both 

in and outside of the workplace, next I am keen to discuss the support networks that are in 

place both within and outside of your organisation. You can talk about current and past 

experiences. 

 

 

 

Q3. What support networks do you have both in and out of the workplace, if any? 

As the participant talks about their support networks, further questions will be asked based 

upon the answers given using how, what and why questions. This will promote a person-

centred experience where the participant will be able to lead the interview into the areas 

that they want to discuss and exert a degree of control over their interview experience. 

However, if the participant does not naturally include the information sought, the following 

prompts could be asked: 

• How does your organisation support your emotional wellbeing, morale and 

performance, if at all?  

• What kinds of support do you have available to you inside the workplace, if any, and 

what do you find beneficial about it?  

• What kinds of support do you have available to you outside of the workplace, if any, 

and what do you find beneficial about it?  

• What training have you had? 

• What training would you like? 

• Who do you learn from? 

• Who do get feedback from? 

We have discussed the support networks you encounter both in and outside of the 

workplace, next I am keen to discuss your experience of supervision in this sector. You can 

talk about current and past experiences. 

 

Q4. What is your experience of supervision in this sector? 

As the participant talks about their experience of supervision, further questions will be 

asked based upon the answers given using how, what and why questions. This will promote 

a person-centred experience where the participant will be able to lead the interview into 

the areas that they want to discuss and exert a degree of control over their interview 

experience. However, if the participant does not naturally include the information sought, 

the following prompts could be asked: 

• Do you have regular supervision? 
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• What do you like about the supervision you receive? 

• What do you dislike about the supervision you receive? 

• What prevents you from having regular supervision? 

• Do you think that supervision is viewed as an important tool by management and 

workers? 

 

We have discussed your experience of supervision, next I am keen to find out what you 

would do, if anything, to improve the supervision process to make it more responsive to 

worker need. You can talk about current and past experiences. 

 

Q5. What would you like your supervision to be like? 

As the participant talks about what they would supervision to be like, further questions will 

be asked based upon the answers given using how, what and why questions. This will 

promote a person-centred experience where the participant will be able to lead the 

interview into the areas that they want to discuss and exert a degree of control over their 

interview experience. However, if the participant does not naturally include the information 

sought, the following prompts could be asked: 

• What do you think prevents the supervision process from being how you would like 

it tobe? 

• How would you improve the supervision process? 

• What could you do to make supervision a more effective experience? 

• What could you do to make supervision a more enjoyable experience? 

• What could managers do to make supervision a more effective and enjoyable 

experience? 

• What could organisations do to improve the supervision process for managers and 

workers? 

 

Ending 

This may be a good time to raise the question around external reflections from previous 

interviews. i.e External reflections from other interviews have raised X,Y, Z issue, and I 

wondered if you had encountered/thought about this? 

Are there any questions that I should have asked you, that I didn’t think to ask? 

Is there anything else that you would like to add about your experiences that we haven’t 

explored? 

Do you have any questions about the interview or the research in general? 

How has the interview experience been for you? 
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Expansion questions 

Detail – Fill out the picture of what you’re trying to understand! “What was/is it like…” 

· Elaboration 

· Clarification 

· Contrast 

Examples: 

· How have these experiences affected you? 

· What was that like? 

· What thoughts stood out to you? 

· What physical sensations stood out to you? 

· What emotions were you aware of at the time? 

· Can you tell me more about…? 

· What else do you remember about that experience? 

· How did that feel? 

· How did that affect you? 

· Could you give me an example of when this happened? 
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Appendix 8: Phase Two Interview Questions 

 

Manager Interview Questions and Prompts 

 

Introduce the Research Aims 

- To learn about the journey and experiences of managers and those in leadership 

roles 

- To learn why participants seek managerial and leadership roles  

- To learn what demands are placed on managers and those in leadership positions 

- To learn about supervision processes, current support and training and future 

support and training needs 

 

The interview questions are based on four themes: the journey of managers and those in 

leadership roles, reasons for choosing to work in management and leadership roles in this 

sector, the demands and challenges of the role and the supervision process and the support 

and training they receive and/or would like to receive. 

 

Journey into management and leadership 

• Can you tell me about your journey in to a management and leadership role? 

• Do you think the management selection process is appropriate and effective in this 

sector? 

• What could be done to help make selection better? 

 

We have discussed your journey into a management/leadership role, next I am keen to 

discuss the reasons why you wanted to take on the role and transition from worker to 

manager. 

 

Reasons for taking on management and leadership roles 

• What motivated you to move from worker to manager/leader? 

• What do you bring to the role that benefits your employees? 
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We have discussed your reasons for choosing to take on this role, next I am keen to discuss 

the demands and stressors you encounter as part of your role as a member of the senior 

leadership and management team. 

 

Demands and support 

• What do you find most challenging about your role? 

• Can you tell me about your management and leadership training experiences? 

• Can you tell me about your support networks? 

 

We have discussed the demands and stressors you experience in your role, next I am keen to 

discuss your experiences around training, delivery and worker engagement around the 

supervision process. 

 

Supervision 

• Can you tell me about what types of supervision you provide for employees? 

• Can you tell me about some of your own experiences with the supervision process?  

• What supervision models are you aware of within the health and social care sector? 

• In your opinion, how do current supervision frameworks for employees effectively 

meet their wellbeing and practice needs, if at all?  

• What is your personal experience of this? 

• What makes appropriate and effective supervision delivery difficult? 

• What kinds of supervision training and support would benefit managers and those in 

positions of leadership? 

 

Ending 

· Are there any questions that I should have asked you, that I didn’t think to ask? 

· Is there anything else that you would like to add about your experiences that we haven’t 

explored? 

· Do you have any questions about the interview or the research in general? 

· How has the interview experience been for you? 

 

Expansion questions 
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· Detail – Fill out the picture of what you’re trying to understand! “What was/is it like…” 

· Elaboration 

· Clarification 

· Contrast 

 

Examples: 

· How have these experiences affected you? 

· What was that like? 

· What thoughts stood out to you? 

· What physical sensations stood out to you? 

· What emotions were you aware of at the time? 

· Can you tell me more about…? 

· What else do you remember about that experience? 

· How did that feel? 

· How did that affect you? 

· Could you give me an example of when this happened? 

 

 

 

 

 

 

 

 

 

Appendix 9: Phase Three Focus Group Questions 
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Focus Group Aims and Questions 

 

Focus Group Plan of Delivery 

Participants will be sent the list of questions that are going to be asked and a participant 

information sheet one week before their scheduled focus group. Before any focus group 

session commences, all participants (workers and managers) will be supported to make a 

contract around expected group rules, online etiquette and confidentiality. Participants will 

be required to give verbal consent which will be audio recorded.  

Aims – 

• To support the group to identify and discuss what kinds of information they think 

would be beneficial for workers to be made aware of in a mandatory supervision training 

module .  

• To identify whether different types of training would be appropriate for new workers 

to the sector and for more experienced workers in the sector. 

• To discuss what and why would be the best method of delivering the training. 

• To discuss whether some form of ‘understanding check’ would be 

beneficial/necessary and how that check might be carried out. 

• To discuss what type of language and vocabulary would be best suited to be as 

inclusive and clear as possible. 

• To discuss how supervision training for workers might impact on managers and 

supervisors. 

Focus Group Question – 

What might supervision training for unqualified health and social care workers include and 

how could supervision training for unqualified health and social care workers could be 

effectively managed and delivered? 

 

Engagement Questions 

What do you like about supervision? 

What do you not like about supervision?  

 

Exploration Questions 

• Why should there be training around what supervision is? 
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• What do you think should be in supervision training for unqualified health and social 

care workers? 

• What would new workers need to know about supervision? 

• What would more experienced workers need to know about supervision?  

• What would we need to think about regarding potential barriers, for example: the 

kind of language used in the training materials? 

• How might we overcome these barriers? 

• How might we check that the worker has understood the training? 

• To what extent do you think supervision training for unqualified health and social 

care workers could help workers and supervisors manage the supervision process 

more effectively? (And why) 

• What might be the impact of worker supervision training on managers and 

supervisors? 

• What might managers and supervisors need to do to in response to their staff 

becoming more knowledgeable around the supervision process? 

• What do you think would be the best way of delivering supervision training? 

• What might the positive impact of the training be? 

• What might the negative impact of the training be? 

 

Closing Questions 

Is there anything else you’d like to say about supervision training for unregulated social care 

workers? 

 

 


