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Abstract: This paper shared the compared results on the psychological wellbeing and work-related
quality of life amongst health and social care workers during the COVID-19 pandemic in the UK.
Health and social care professionals within nursing, midwifery, allied health professions, social
care and social work occupations working in the United Kingdom (UK) during the pandemic were
recruited. Repeated cross-sectional online surveys were conducted during two time periods of the
pandemic (May–July 2020 and May−July 2021). A total of 4803 respondents completed the survey.
The findings revealed that over the pandemic, psychological wellbeing (SWEWBS measure) and work-
related quality of life (WRQoL scale) scores significantly decreased in all five occupations (p < 0.001)
with midwives having the lowest scores on both scales at all time points. Respondents were found
to significantly (p < 0.001) use of negative coping strategies such as behavioural disengagement
and substance usage. Analysis of variance revealed a statistical difference between occupations and
wellbeing across 2020 and 2021, while work-related quality of life was only statistically significantly
different in 2021. The findings revealed that due to this decrease, there is a distinct need for more
support services and flexible working conditions within health and social care services, to improve
wellbeing and work-related quality of life.

Keywords: healthcare workforce; social care workforce; United Kingdom; coping; wellbeing; quality
of working life

1. Introduction

A global health threat, COVID-19 has impacted all aspects of society such as the
economy, education, politics and health [1–3] and the daily personal and professional lives
of many individuals. COVID-19 has challenged the way the workforce has operated over
the course of the pandemic. Since March 2020, when the United Kingdom (UK) went into
its first national lockdown, working conditions and relationships drastically changed for
everyone, particularly for all health and social care professionals. The introduction of social
distancing guidelines, personal and protective equipment (PPE) guidance, compulsory
mask wearing and restricted movement and social activity all changed working relation-
ships, communication pathways and connections with service users in these sectors [4–8].

Merits 2022, 2, 374–386. https://doi.org/10.3390/merits2040026 https://www.mdpi.com/journal/merits

https://doi.org/10.3390/merits2040026
https://doi.org/10.3390/merits2040026
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/merits
https://www.mdpi.com
https://orcid.org/0000-0001-6387-4213
https://orcid.org/0000-0002-8280-973X
https://orcid.org/0000-0001-7539-3329
https://orcid.org/0000-0001-8973-7954
https://orcid.org/0000-0003-2002-0407
https://orcid.org/0000-0002-8418-4841
https://orcid.org/0000-0003-4700-3746
https://orcid.org/0000-0002-6025-5107
https://doi.org/10.3390/merits2040026
https://www.mdpi.com/journal/merits
https://www.mdpi.com/article/10.3390/merits2040026?type=check_update&version=1


Merits 2022, 2 375

The adoption of working from home where possible, reduced physical contact with pa-
tients/service users and the use of online technology were long-lasting [9–12] and some of
these changes and hybrid working arrangements are being sustained at the time of writing
(July 2022).

Such changes in working conditions (e.g., changing in working procedures, some
professionals working from home, mask wearing, increase in responsibilities and staff
absences/turnover) in response to the pandemic have been reported as having a negative
psychological impact on the health and social care workforce [5,13–16]. Even prior to the
beginning of the COVID-19 pandemic health and social care professionals were reporting a
range of psychological problems such as burnout, anxiety and depression [17–20] due to
limited resources and increase in work pressures. The added stress of a pandemic created
further pressure from higher staff turnover, more staff absences from illness and risk
management, increased service demands and more burnout [21–25]. Further examination
of individual occupations within this sector is required to fully understand the impact the
pandemic has had on the well-being and work-related quality of life of key professionals in
the health and social care sector.

Currently while there are studies examining the effects of COVID-19 on the health
and social care sector and the impact of restrictions on the general population, there are
limited studies within the UK examining midwives, allied health professionals, social care
workers, nurses and social workers during different stages of the pandemic. Therefore, this
study aimed to compare cross-sectional data from five different occupations of the health
and social care workforce (nurses, midwives, allied health professionals (AHPs), social
care workers and social workers) within the United Kingdom (UK) at two time points
(Phase 1: May–July 2020; Phase 2: May–July 2021) during the COVID-19 pandemic. It is
important to explore the influence of COVID-19 on wellbeing, work-related quality of
life and coping over this challenging period. While experiences may be different across
the UK countries (England, Scotland, Wales and Northern Ireland), at the time of the
first phase in May 2020 of this study similar restrictions and social distancing measures
were implemented. These included the introduction of wearing masks in certain settings
particularly indoors and advice to work from home in occupations where this was possible.
By the next phase in May 2021, preventative and protective measures were still deemed
necessary in indoor settings especially, however these measures were reduced as vaccina-
tion programmes had started to reduce the risk of hospitalizations and deaths. Across the
UK ‘living with COVID’ appeared to become a priority as the pandemic progressed, over
the initial ‘protect NHS’ slogan. As the situation began to normalize through 2021, then
any possible improvements in staff wellbeing health may have been offset by increased
challenges for those in the health and social care professions as general services resume and
patient-facing services increase. Therefore, being cognizant of these changes in conditions,
it is important to investigate any differences in wellbeing and work-related quality of life
over the course of this period of the pandemic and if coping strategies varied between
and within UK-based health and social care workers (nurses, midwives, allied health
professionals (AHPs), social care workers and social workers). The final sample across
Phases 1 and 2 contained of 4803 respondents (Phase 1: n = 2555; Phase 2: n = 2248).

2. Materials and Methods
2.1. Study Design and Recruitment

This study forms a part of an ongoing (May 2020-present) mixed methods research
project entitled ‘Health and Social Care workers’ quality of life and coping while working
during the COVID-19 pandemic.’ The overall project explores the impact of the pan-
demic on mental wellbeing, coping strategies, work-related quality of life and burnout of
UK-based health and social care workers (HSC) (nurses, midwives, allied health profes-
sionals (AHPs), social care workers and social workers) across five study phases [26–28].
The data examined in this repeated cross-sectional analysis were collected during two
of these phases (known in this study as Phase 1 and Phase 2); Phase 1 (May-July 2020)
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and Phase 2 (May–July 2021) to explore what may have changed over that first year of the
pandemic for these professionals. The research used an anonymous online survey with
validated measures to assess wellbeing, work-related quality of life and coping, as well as a
small number of open-ended qualitative questions to further understand the self-reported
impact of COVID-19 had the HSC workforce.

Convenience sampling was used to recruit participants voluntarily through professional
associations, workplace unions and regulators, professional communications, employers, and
regulatory bodies as well as through social media platforms (e.g., Facebook and Twitter).
Using the Raosoft sample calculator (http://www.raosoft.com/samplesize.html, accessed on
1 October 2019) with a confidence interval of 95%, the number of health and social care work-
ers from each occupation was calculated (see Full reports for more details) [29]. Participants
were able to withdraw from the study at any time by not completing the survey. The survey
data was collected anonymously through the online platform Qualtrics©, which enables the
exclusion of respondent IP addresses. Participants followed an electronic link or QR code
which linked them to the Participant Information Sheets, consent statement and survey.

2.2. Ethical Approval

Ethical approval was attained from the Research Ethics Filter Committee of the School
of Nursing Ulster University (Ref No: 2020/5/3.1, 23 April 2020, Ulster University, IRAS
Ref No. 20/0073)for the study and Trust Governance approval (for Northern Ireland only)
was gained from the Health and Social Care Trusts for Phase 2. Permission for the use of
the scales used in the questionnaire was provided by the original authors, and consent and
confidentiality were addressed in the Participant Information Sheets provided at the start of
the survey.

2.3. Measures

The following measures were included.
Demographics and work-related characteristics: Respondents were asked about their

demographic and work-related characteristics. The variables that were consistent across all
timepoints of the wider study and relevant to the analysis in this present paper are sex, age,
country of work, ethnicity, occupation, years of work experience, place of work, disability
status and redeployment status during the pandemic.

Work-related Quality of Life: Work-related quality of life was assessed with the 23-item
WRQoL scale [30] which reports employees’ perceived quality of life measured through
6 sub-domains (job career satisfaction, stress at work, working conditions, control at work,
general wellbeing, and home-work interface). Respondents were asked to rate the items
using a five-point Likert scale ranging from 1 (Strongly disagree) to 5 (Strongly agree) to
indicate their attitudes to the factors that influence their quality of working life with higher
scores indicating better work-related quality of life. The Cronbach’s alpha coefficients for
the scale were acceptable in all phases and in this present analysis (a = 0.88).

Psychological Wellbeing: The 7-item, short version of the Warwick-Edinburgh Mental
Wellbeing scale (SWEMWS) was used to assess psychological wellbeing [31]. The scale contains
a series of statements about thoughts and feelings. The SWEWMWBS scale is scored by
summing the scores for each item, which range from 1 (None of the time) to 5 (All of the time),
then the total raw scores are transformed using the SWEMWS conversion table into metric
scores. Scores range from 7 to 35, with higher scores indicating positive wellbeing. The scale
has shown good psychometric properties within the current study (a = 0.88).

Coping: Coping was assessed by two scales, the Strategies for Coping with Work
and Family Stressors Scale [32] and the Brief COPE scale [33]. A total of 15 items from
Clark et al.’s scale assessed five different coping strategies (family-work segmentation,
work-family segmentation, working to improve skills/efficiency, recreation and relaxation
and exercise). A six-point Likert scale (1 = ‘Never have done this’ to 6 = ‘Almost always
do this’) was used to specify how often respondents had been doing what was derived by
the statements. Each coping strategy is represented by 3 items and a mean score for each

http://www.raosoft.com/samplesize.html
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domain computed. The Cronbach’s alpha coefficients for the scale were acceptable in all
phases and in this present analysis (α = 0.83).

The Brief COPE scale is a 28-item self-report tool to measure ways of coping under
stressful events. Within this study only 20 items from the scale were used to assess ten
different coping strategies (active coping, planning, acceptance, positive reframing, use
of emotional support, use of instrumental support, venting, substance use, behavioural
disengagement, self-blame). The scale uses a four-point Likert scale ranging (1 = ‘I haven’t
been doing this at all’ to 4 = ‘I’ve been doing this a lot’). The Cronbach’s alpha for the
20-item scale was acceptable in this present study (α = 0.82).

2.4. Data Analysis

The datasets from the respective phases (Phases 1 and 2) were recoded and merged
into one SPSS data file. Data analyses were conducted using SPSS 26 and any missing data
were addressed prior to analysis. Respondents who did not complete all items on one or
more of the scales (SWEMWBS, WRQOL, Brief COPE, Clark’s coping) were excluded from
the merged dataset (n = 1208). The remaining missing data on the variables relevant to the
analyses were minimal (0.31%). The SWEMWBS, WRQOL, and coping items were treated
as continuous variables with missing data estimated using the EM algorithm for single
imputation in SPSS. Missing values on the demographic and work-related variables were
minimal (0.10%) and they were not estimated. Following listwise deletion of participants
with incomplete demographic information, the final sample across Phases 1 and 2 contained
of 4803 respondents (Phase 1: n = 2555; Phase 2: n = 2248).

Summary statistics of wellbeing-related scale scores and demographic characteristics
are shown in Tables 1–3. Multivariate statistics using independent t-tests and ANOVAs
were carried out to examine differences in the various scales over the two study phases and
across occupations. To account for the uneven distributions across five occupational groups
and four countries of the study phases, descriptive statistics for the outcome variables
(wellbeing, quality of working life, burnout, coping strategies) used a two-factor weighting
by occupation and region (i.e., country of work) procedure. Comparisons by occupation
were weighted by region only and comparisons by region were weighted by occupation
only (more detail on weighting can be found in the wider study reports [29].

Table 1. Demographic and work-related characteristics (Phase 1: n = 2555; Phase 2: n = 2248).

Variable Phase 1 (7 May–3 July 2020) Phase 2 (10 May–5 July 2021)

Sex
Female 2221 (87.2%) 1970 (88.2%)
Male 325 (12.8%) 263 (11.8%)

Age
16–29 306 (12.0%) 192 (8.5%)
30–39 541 (21.2%) 417 (18.6%)
40–49 755 (29.6%) 606 (27.0%)
50–59 757 (29.5%) 796 (35.4%)
60–65 178 (7.0%) 217 (9.7%)
66+ 17 (0.7%) 18 (0.8%)

Ethnic background
White 2402 (94.2%) 2162 (96.3%)
Black 74 (2.9%) 32 (1.4%)
Asian 29 (1.1%) 19 (0.8%)
Mixed 46 (1.8%) 32 (1.4%)

Country of work
England 910 (35.6%) 443 (19.7%)
Scotland 107 (4.2%) 624 (27.8%)

Wales 147 (5.8%) 272 (12.1%)
Northern Ireland 1391 (54.4%) 909 (40.4%)

Occupational group
Nursing 142 (5.6%) 465 (20.7%)

Midwifery 139 (5.4%) 139 (6.2%)
Allied Health Professionals 312 (12.2%) 315 (14.0%)

Social Care 922 (36.1%) 687 (30.6%)
Social Work 1040 (40.7%) 642 (28.6%)
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Table 1. Cont.

Variable Phase 1 (7 May–3 July 2020) Phase 2 (10 May–5 July 2021)

Place of Work
Hospital 251 (9.8%) 464 (20.7%)

Community 1451 (56.9%) 1007 (44.9%)
General Practice Based 12 (0.5%) 31 (1.4%)

Care Home 303 (11.9%) 205 (9.1%)
Day Care 48 (1.9%) 62 (2.8%)

Other 486 (19.1%) 475 (21.2%)
Area of Practice

Children 534 (20.9%) 392 (17.4%)
Midwifery 138 (5.4%) 140 (6.2%)

Adults 486 (19.0%) 564 (25.1%)
Physical Disability 50 (2.0%) 36 (1.6%)
Learning Disability 287 (11.2%) 238 (10.6%)

Older People 603 (23.6%) 478 (21.3%)
Mental Health 217 (8.5%) 223 (9.9%)

Other 239 (9.4%) 177 (7.9%)
Number of years of work experience

Less than 2 years 211 (8.3%) 118 (5.3%)
2–5 years 377 (14.8%) 289 (12.9%)
6–10 years 407 (15.9%) 309 (13.8%)

11–20 years 688 (26.9%) 605 (26.9%)
21–30 years 575 (22.5%) 495 (22.0%)

More than 30 years 297 (11.6%) 430 (19.1%)
Disability status

Yes 225 (8.8%) 292 (13.0%)
No 2273 (89.0%) 1891 (84.2%)

Unsure 57 (2.2%) 64 (2.8%)
Redeployed

Yes 363 (14.2%) 303 (13.5%)
No 2192 (85.8%) 1945 (86.5%)

Note. Presented are column percentages, which are valid percentages to account for missing data.

Table 2. Means and standard deviations (in brackets) for Wellbeing, Work-Related Quality of Life
(WRQoL), and Coping strategies across study phases.

Variable Phase 1 Phase 2
Mean Difference

Phase Comparison

M (SD) p-Value

Wellbeing 20.94 (3.79) 20.18 (3.78) −0.76 <0.001

Quality of working life 78.04 (17.51) 71.97 (15.78) −6.07 <0.001

Coping strategies

Active coping 6.00 (1.64) 5.29 (1.84) −0.71 <0.001

Planning 5.81 (1.81) 5.53 (1.77) −0.28 <0.001

Positive reframing 5.85 (1.65) 5.35 (1.59) −0.50 <0.001

Acceptance 6.39 (1.53) 5.99 (1.48) −0.40 <0.001

Use of emotional support 4.93 (1.76) 4.67 (1.77) −0.26 <0.001

Use of instrumental support 4.34 (1.83) 4.09 (1.74) −0.25 <0.001

Venting 3.51 (1.43) 4.06 (1.60) 0.55 <0.001

Substance use 2.76 (1.41) 2.97 (1.56) 0.21 <0.001

Behavioural disengagement 2.73 (1.25) 3.21 (1.52) 0.48 <0.001

Self-blame 3.42 (1.80) 4.23 (1.87) 0.81 <0.001

Family-work segmentation 5.14 (0.84) 5.12 (0.86) −0.02 0.577

Work-family segmentation 4.67 (1.06) 4.43 (1.25) −0.24 <0.001

Working to improve
skills/efficiency 4.49 (1.09) 4.12 (1.15) −0.37 <0.001

Recreation and relaxation 3.76 (1.23) 3.45 (1.23) −0.31 <0.001

Exercise 3.96 (1.42) 3.34 (1.40) −0.62 <0.001
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Table 3. Means and standard deviations (in brackets) for the Wellbeing, Work-Related Quality of Life (WRQoL) and Coping by occupation and across phases.

Occupation
Social Care Social Work Nursing Midwifery AHP

2020 2021 p-Value 1 2020 2021 p-Value 1 2020 2021 p-Value 1 2020 2021 p-Value 1 2020 2021 p-Value 1

Wellbeing 20.87
(3.93)

19.82
(3.88) <0.001 ** 21.32

(9.34)
19.83
(3.22) <0.001 ** 21.15

(3.68)
20.57
(3.46) 0.118 20.87

(3.24)
19.28
(5.04) <0.001 ** 21.32

(3.31)
20.73
(3.54) 0.015 *

WRQOL 79.06
(15.65)

70.62
(15.72) <0.001 ** 80.68

(13.55)
69.92

(15.87) <0.001 ** 75.11
(18.64)

73.53
(15.23) 0.401 77.43

(15.28)
64.41

(12.98) <0.001 ** 82.09
(12.43)

75.03
(18.19) <0.001 **

Active Coping 5.87
(1.66)

5.33
(1.82) <0.001 ** 5.96

(1.57)
5.39

(1.70) 0.001 * 6.38
(1.60)

5.20
(1.83) <0.001 ** 5.88

(1.51)
5.13

(1.58) <0.001 ** 5.86
(1.67)

5.87
(1.81) 0.926

Planning 5.77
(1.83)

5.51
(1.81) 0.030 * 5.74

(1.67)
5.51

(1.74) <0.001 ** 5.97
(1.75)

5.44
(1.83) 0.005 * 5.73

(1.71)
5.32

(1.74) 0.012 * 5.79
(1.72)

5.98
(1.83) 0.096

Positive reframing 5.80
(1.69)

5.37
(1.71) <0.001 * 5.88

(1.60)
5.35

(1.72) <0.001 ** 5.89
(1.60)

5.44
(1.66) 0.009 * 5.83

(1.44)
5.23

(1.55) <0.001 ** 5.78
(1.64)

5.78
(1.90) 0.955

Acceptance 6.31
(1.53)

6.10
(1.51) 0.044 * 6.42

(1.40)
5.84

(1.50) <0.001 ** 6.59
(1.43)

5.77
(1.48) <0.001 * 6.11

(1.43)
5.84

(1.44) 0.046 * 6.49
(1.29)

6.53
(1.53) 0.651

Use of emotional support 4.85
(1.81)

4.36
(1.84) <0.001 ** 5.33

(1.63)
5.06

(1.63) <0.001 ** 5.12
(1.82)

4.76
(1.64) 0.042 * 5.26

(1.91)
4.81

(1.45) 0.007 * 5.39
(1.55)

5.11
(1.84) 0.015 *

Use of instrumental support 4.41
(1.74)

3.93
(1.70) <0.001 ** 4.64

(1.70)
4.52

(1.60) 0.068 4.48
(1,99)

4.36
(1.81) 0.572 4.39

(2.07)
4.58

(1.74) 0.294 4.72
(1.55)

4.19
(1.59) <0.001 **

Venting 3.34
(1.35)

4.13
(1.68) <0.001 ** 3.57

(1.39)
4.51

(1.70) <0.001 ** 3.97
(1.50)

4.11
(1.61) 0.367 3.66

(1.61)
4.81

(1.37) <0.001 ** 3.49
(1.40)

4.05
(1.85) <0.001 **

Substance use 2.72
(1.35)

2.82
(1.55) 0.266 2.81

(1.44)
3.11

(1.74) <0.001 ** 2.78
(1.27)

3.09
(1.59) 0.03 * 3.03

(178)
3.32

(1.67) 0.071 2.73
(1.30)

2.82
(1.38) 0.281

Behavioural disengagement 2.66
(1.19)

3.22
(1.61) <0.001 ** 2.63

(1.15)
3.13

(1.43) <0.001 ** 2.84
(1.33)

2.26
(1.54) 0.05 * 2.50

(0.91)
3.19

(1.37) <0.001 ** 2.51
(1.44)

2.99
(1.45) <0.001 **

Self-blame 3.35
(1.60)

4.30
(1.95) <0.001 ** 3.30

(1.54)
4.57

(2.00) <0.001 ** 3.52
(2.00)

4.34
(1.92) <0.001 ** 3.99

(1.07)
4.82

(2.05) <0.001 ** 3.25
(1.44)

3.89
(2.09) <0.001 **

Family-work segmentation 5.06
(1.02)

5.28
(0.78) 0.001 * 4.99

(0.86)
4.89

(0.95) 0.008 * 5.36
(0.62)

4.95
(1.04) <0.001 ** 4.74

(1.21)
5.01

(0.87) 0.010 * 4.94
(0.89)

5.01
(0.88) 0.189

Work-family segmentation 4.73
(1.13)

4.46
(1.35) 0.002 * 4.79

(0.91)
4.43

(1.07) <0.001 ** 4.72
(1.10)

4.53
(1.13) 0.103 4.39

(1.16)
3.95

(1.24) <0.001 ** 4.57
(0.96)

4.40
(1.05) 0.011 *

Working to improve
skills/efficiency

4.36
(1.14)

4.67
(1.22) <0.001 ** 4.36

(0.98)
4.25

(1.07) 0.004 * 4.75
(1.05)

4.24
(1.11) <0.001 ** 4.16

(0.87)
3.94

(1.12) 0.018 * 4.43
(1.03)

4.59
(1.00) 0.026 *

Recreation and relaxation 3.70
(1.24)

3.33
(1.19) <0.001 4.04

(1.11)
3.66

(1.16) <0.001 ** 3.82
(1.18)

3.54
(1.21) 0.03 * 3.35

(1.33)
2.86

(1.12) <0.001 ** 3.94
(1.21)

3.60
(1.28) <0.001 **

Exercise 3.63
(1.40)

3.16
(1.32) <0.001 4.03

(1.38)
3.70

(1.41) <0.001 ** 4.18
(1.38)

3.60
(1.38) <0.001 * 3.72

(1.35)
3.58

(1.33) 0.294 4.41
(1.19)

3.93
(1.40) <0.001 **

Note: 1 p-value associated with independent samples t-tests * p < 0.05, ** p < 0.001.
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3. Results
3.1. Sample Characteristics

Demographic and work-related characteristics of the final sample (n = 4803) by study
phase are presented in Table 1. Across the combined respondent group, most respon-
dents were female (87.7%), of white ethnicity (95.2%), and just under half of respondents
worked in Northern Ireland (47.9%). Respondents were mostly from social care or social
work (68.5%) with the overall sample mostly in the over 50 age group (40.4%), working
in a community setting (51.3%) and just under half had 11–30 years’ experience in their
role (49.2%). The main area of practice for respondents was working with adults or older
people (44.4%), most respondents were not redeployed as a result of the pandemic (86.1%)
and reported no disability (86.7%).

3.2. Descriptives and Preliminary Analysis

Descriptive statistics of the outcome variables and across the different occupations for
each phase are shown in Tables 2 and 3. The results from an independent t-test showed that
across the sample, respondents’ psychological well-being was significantly lower between
Phase 1 (2020): 20.94 to Phase 2 (2021): 20.18 (p < 0.001). Similarly, across the sample,
work-related quality of life significantly decreased from 78.04 in 2020 to 71.97 in 2021
(p < 0.001). Respondents’ usage of positive coping strategies (active coping, positive refram-
ing, acceptance, use of emotional support and use of instrumental support, work-family
segmentation, working to improve skills/efficiency, recreation and relaxation and exercise)
declined significantly (p < 0.001) from 2020 to 2021. The use of more negative avoidant type
coping strategies significantly increased (p < 0.001) as the pandemic continued (Venting,
Substance Use, Behavioural Disengagement, and Self-blame).

3.3. Comparison of Individual Occupations 2020 vs. 2021

Across Nursing respondents between Phases 1 (2020) and 2 (2021), there were signif-
icant decreases in their use of the following coping strategies; active coping, acceptance,
planning, positive reframing, emotional support working to improve skills/efficiency, recre-
ation and relaxation and exercise (p < 0.05). However, significant increases were reported
in substance use, behavioural disengagement and self-blame (p < 0.05). Within Midwifery,
significant decreases in wellbeing and work-related quality of life (p < 0.001) and among
positive coping strategies, namely, active coping, planning, positive reframing, accep-
tance, emotional support, work-family segmentation, working to improve skills/efficiency
and recreation and relaxation (p < 0.05). However, significant increases were reported in
family-work segmentation, venting, behavioural disengagement and self-blame (p < 0.05)

AHP respondents reported significant decreases in wellbeing (p < 0.05) and work-
related quality of life (p < 0.001) and several coping strategies, use of instrumental support,
work-family segmentation, recreation and relaxation and exercise (p < 0.05). However,
significant increases were reported in venting, behavioural disengagement, and self-blame
(p < 0.001). Across the social care respondents there was a significant difference in wellbeing
and work-related quality of (p < 0.001). There were significant decreases in their usage of
the following coping strategies; active coping, planning, positive reframing, acceptance,
emotional support, instrumental support, family-work segmentation, work-family seg-
mentation, working to improve skills/efficiency, recreation and relaxation and exercise
(p < 0.05). However, significant increases were reported in venting behavioural disengage-
ment and self-blame (p < 0.001). Social work (social work is a graduate profession with
its title registered in the UK) respondents reported a significant difference in wellbeing
and work-related quality of life (p < 0.001). There were significant decreases in their use of
the following coping strategies; active coping, planning, positive reframing, acceptance,
emotional support, family-work segmentation, work-family segmentation, working to
improve skills/efficiency, recreation and relaxation and exercise (p < 0.05). However, signif-
icant increases were reported in venting, substance use, behavioural disengagement and
self-blame (p < 0.001). More detail is provided in Table 3.
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3.4. Wellbeing and WRQOL Comparision across Occupations in Phase 1 (2020) and Phase 3 (2021)

Findings from the ANOVA testing found that in 2020, there was a statistically signifi-
cant difference between the occupations examined on wellbeing scores (F(4, 2550) = 2.09,
p = 0.08) and work-related quality of life scores (F(4, 2550) = 7.26, p < 0.001) as deter-
mined by analysis of variance. Post hoc tests (Tukey post hoc) revealed that AHPs had
significantly higher work-related quality of life scores than nurses, midwives and social
care workers. These differences remained in 2021: wellbeing scores varied significantly
(F(4, 2243) = 10.44, p < 0.001) as did work-related quality of life (F(4, 2243) = 21.53, p < 0.001).
AHPs had significantly higher wellbeing scores than midwives, social workers and social
care workers but there was no significant different between AHPs and nurses. Midwives
meanwhile had significantly lower scores in work-related quality of life than all other
occupations examined.

3.5. Coping Strategies Comparision across Occupations in Phase 1 (2020) and Phase 2 (2021)

In 2020, active coping was found to be significantly different between the occupations
(F(4, 2550) = 2.24, p = 0.06), with nurses having higher scores than AHPs and social
care workers. Acceptance was found to be significantly different between the occupations
(F(4, 2550) = 2.86, p = 0.02). Emotional support was found to be significantly different across
the groups (F(4, 2550) = 9.56, p < 0.001) with social care workers having lower scores than
AHPs and social workers. Instrumental support was found to be statistically significantly
different across the groups (F(4, 2550) = 2.99, p = 0.002) with social care workers having
lower scores than AHPs. Venting was significantly different (F(4, 2550) = 5.24, p < 0.001),
nurses had higher venting scores than midwives or social care workers. Self-blame was
significantly different (F(4, 2550) = 6.21, p < 0.001), midwives having higher scores than
AHPs, social care workers and social workers. Family-work segmentation was found to
be significantly different (F(4, 2243) = 10.59 p < 0.001), with post hoc test revealing social
care workers to have higher scores than all other groups. Work-family segmentation was
found to be significantly different (F(4, 2243) = 12.49, p < 0.001), with post hoc testing
revealing midwives to have lower scores than all other groups. Working to improve skills
and efficiency was found to be significantly different (F(4, 2243) = 16.12, p < 0.001), with
post hoc testing revealing AHPs had higher scores than all other groups. Recreation and
relaxation were significantly different (F(4, 2243) = 27.46, p < 0.001), with post hoc revealing
midwives had lower scores than all other groups. Exercise was found to be significantly
different (F(4, 2243) = 14.97, p < 0.001), with post hoc testing revealing social care workers
to have lower scores than all.

In 2021, active coping was found to be significantly different between the occupations
(F(4, 2243) = 9.93, p < 0.001), with a post hoc test revealing that AHPs scored higher than all
other occupations. Planning was significantly different across the groups (F (4. 2243)= 7.32,
p < 0.001), with AHPs scoring significantly higher than all other occupations. Positive
reframing was significantly different across the groups (F (4. 2243) = 5.80, p < 0.001), with
AHPs scoring significantly higher than midwives, social care and social workers but there
was no significant difference between AHPs and nurses. Acceptance was significantly
different between the occupations (F(4, 2243) = 17.68, p < 0.001) with a post hoc test revealing
that AHPs scored higher than all other occupations. Emotional support was significantly
different across the groups (F(4, 2243) = 12.32, p < 0.001) with social care workers having
lower scores than all other groups. Instrumental support was significantly different across
the groups (F(4, 2243) = 9.72, p < 0.001) with social care workers having lower scores than
nurses, midwives and social workers. Venting was significantly different across the groups
(F(4, 2243) = 13.59, p < 0.001) with midwives having higher venting scores than nurses,
AHPs and social care workers. Substance use was significantly different across the groups
(F(4, 2243) = 5.72, p < 0.001) with midwives having higher venting scores than AHPs and
social care workers. Self-blame was significantly different (F(4, 2243) = 11.10, p < 0.001),
with midwives having higher scores than Nurses, AHPs and social care workers.
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4. Discussion

The primary aim of this paper was to identify the differences in wellbeing and work-
related quality of life and how coping strategies varied across five health and social care
occupations, and how these differences evolved over the course of the first 12 months of
the COVID-19 pandemic. Overall, across the sample, which included midwives, allied
health professionals, social care workers and social workers, wellbeing and work-related
quality of life scores decreased while the use of negative coping strategies such as venting
and behavioural disengagement increased. The results showed that both mental wellbeing
and the quality of working life decreased significantly from 2020 to 2021 for all health and
social care professional groups examined in this study.

In terms of work-related quality of life scores, the findings from the Phase 1 (78.04/23 = 3.39)
and Phase 2 (71.97/23 = 3.13) reveal lower scores than the mean normative score of
3.44 (78.09/23 = 3.40) from a UK NHS workforce study [30]. Two studies, one in Iran
looked at WRQoL scores in Nurses [34] and one reported a mean score of 68.81 while
the other in France [35] reported a mean score of 69.60 for nurses and a mean score of
70.20 for midwives. These scores were lower than the scores reported within this current
study for nurses (Phase 1: 75.11 and Phase 2: 73.53) and lower than the Phase 1 score
for midwives (77.43) but higher than the Phase 2 score (64.41). Other studies have found
that over the course of the pandemic, particularly within the first year (similar to the
time frame within this study), health and social care workers have faced substantial and
sustained challenges to their working conditions, workplace support and communication
pathways [7,8,34,36–38]. All these elements have led to increased stress at work, less con-
trol and decreased job satisfaction. Consequently, this has led to greater levels of burnout
amongst the HSC workforce which has led to greater turnover and intention to leave for
staff particularly in midwifery, nursing and social work [39–42].

Across all professional groups the use of negative coping strategies such as venting and
self-blame increased between Phase 1 and Phase 2, coinciding with the decreasing wellbeing
and WRQoL scores. Previous evidence has suggested the increased stressors in this work
environment mixed with the daily challenges that COVID-19 brings to the workplace bring
a lasting psychological impact resulting in changes to wellbeing and quality of working
life [5,43–46]. This is often due to the link between stress and coping strategies [43,47,48].
In terms of coping, work-flexibility and increased PPE and better information between
Phases 1 to 2 in the UK did not appear to reduce the use of negative, more avoidant, coping
strategies. The decrease in positive strategies and increase in negative coping strategies
identified in this study (see Tables 2 and 3) suggests that changes in coping may have a
negative impact on work–life. Previous research suggested that the pandemic has led to
the health and social care workforce experiencing numerous difficult challenges that have
resulted in problems with coping due to increased uncertainty, changes in responsibilities
and job demands [16,47,49].

Our results show that at these two time points in the first year of the pandemic HSC
professionals in the UK were struggling to cope and this may have affected their health
and wellbeing. The HSC workforce is dealing with a ‘new normal’ and the pressures
they are facing do not appear to be reducing, instead the challenges are on an upward
trend especially in terms of increasing caseloads, constantly changing working conditions
and lack of resources [5,7,8,38]. Our findings may suggest that organisational support
decreased over the 12 month period from the beginning of the first lockdown. This change
in emotional and instrumental support may be problematic, as support has been known as
a key coping strategy for positive wellbeing and improved quality of working life [37,50,51].
A study by Clair et al. [52] examined the effects of social isolation on wellbeing and life
satisfaction during the pandemic. They reported that work satisfaction was significantly
lower with social isolation. These findings further suggest that as work–life balance
changed and isolation increased as a result of the COVID-19 pandemic, this has prompted
the use of more avoidant coping strategies like substance use. Therefore, it is essential,
moving forward, that employers implement support services, clearer communications
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pathways and minimise isolation to help improve the quality of working life and wellbeing
for HSC employees and optimise their use of positive coping strategies. This has been
highlighted by Billings et al. [53] who also stated that the demands, transitions and tensions
in the workplace amplified the need for clear communication and organisational support
while making support services accessible.

Strengths and Limitations

This representative survey offers a comprehensive picture of perceived wellbeing,
quality of working life and coping in HSC workers across the UK. To our knowledge, this
is one of the first studies exploring the differences in health and social care occupations
across two different time points in a year in the COVID-19 pandemic in the UK. As such,
this present analysis along with the wider study, can serve as a stepping stone for future
HSC research. The strengths of this study include examining the outcomes in 2020 and 2021
in the pandemic using valid and reliable outcome measures of mental wellbeing, work-
related quality of life and coping. The inclusion of five different professions within the HSC
workforce with a wide range of experience was a strength as it provides evidence from
different settings and workplaces to enable a wider picture to be viewed when interpreting
the results.

There are limitations that should be considered when viewing the results. Firstly, the
data was not representative of the general UK population, just a section of the HSC sector.
Two-thirds of respondents were from the social care or social work profession (68.5%)
which is not representative of the whole health and social care sector, however the research
team diminished this limitation by weighting the data during the statistical analysis which
lessens the effect of bias and a provides a more accurate representation of the population
being investigated [54]. Another limitation is the cross-sectional nature of the included
data as this is only reflective of these data collection time points and therefore we cannot
make causal inferences [55]. As the data was collected cross-sectionally and anonymous it
is not possible to determine if any respondents in Phase 1 also repeated the study in Phase
2. Nevertheless, whilst a cross-sectional study can be a limitation, the strength of the study
is that the data reflect different levels of pressures within the HSC workforce and therefore
the timeliness of data collection in relation to the pandemic is important. Additionally in
this sample a majority of respondents were female (87.7%) and of reported White ethnicity
(95.2%). While this does not allow a full comparison to the male workforce, it is similar to
those figures reported by the NHS. The NHS reports that 77.9% of its staff [56] and 84.5 %
of those in social care and social work professions are White [57] while noting that women
make up over 70 per cent of the workforce [58,59]. This study focused on time differences
in wellbeing, WRQOL and coping across two time periods for specific professions within
the UK HSC workforce. This paper does not focus regional variations except to state
the results were weighted by region which can be a limitation as experiences regionally
may be different over this period due to local health policy variations (e.g., localised
lockdowns, etc.) therefore subsequent research should focus on this, particularly with a
qualitative approach.

5. Conclusions

The COVID-19 pandemic continues to have a profound impact on the health and
social care workforce, significantly impacting psychological wellbeing and work-related
quality of life. As noted within the present study, an increase in avoidant coping strategies
is evident within this workforce demonstrating that as the situation is constantly changing
it brings different types of problems and stressors to these staff. The results suggest that
more support is needed within the workplace to help minimize the impact of isolation
and for efforts to maintain and increase wellbeing and communication. Future studies
should examine the HSC workforce through qualitative studies to get a more in-depth
understanding of the changes being encountered in this sector as its workforce responds to
the changes after the lockdown years. Research evidence is needed to inform employers,
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regulators, professional bodies, policy makers (including government) in strategic planning
for future crises to ensure a sustainable health and social care workforce strategy, which
is preventative and proactive rather than reactive, and designed to aid recovery from
exogenous shocks, such as pandemics.
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