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Preface

This thesis consists of a systematic review and an empirical study which consider the
experiences of those working in mental health services in order to address important topics
relevant to the clinical psychology profession. Part one is a systematic review of the literature on
factors associated with burnout in mental health professionals during their clinical training.
Although academic interest in burnout has been growing within the last two decades, the
literature regarding burnout during clinical training has yet to be rigorously investigated. The
physical and mental health related consequences of burnout, along with associated clinical and
financial implications are well documented, warranting further exploration of the individual and

organisational correlates of burnout.

Seventeen studies were included in the literature review, which included participants
training in professions including clinical and counselling psychology, counselling and
psychotherapy, and psychiatry. The literature was of moderate-high quality and consisted of

cross-sectional research designs.

Findings were explored within a framework of individual and situational variables
associated with burnout. The more prominent factors explored in the literature included social
support within personal and professional relationships, age, and psychological factors such as
self-compassion and mindfulness. Findings were critically discussed and implications for further

research and clinical practice explored.

Part two is an empirical study adopting qualitative methods. This study aimed to explore
the experiences of clinical psychologists who had used the Power Threat Meaning Framework

(PTMF) in their work. The PTMF presents a lens for understanding many forms of distress as an



understandable survival response to a range of adverse life experiences, shaped by the operation

of power, at both the interpersonal and societal level.

The PTMF has gained traction as a model of formulation, and within the training of
psychologists and other professionals; however, there has been a lack of research underpinning
its use in mental health services. This study aimed to explore the experiences of clinical
psychologists who have applied the PTMF to clinical practice within an adult mental health
context, with a specific focus on the potential opportunities and impacts of using the framework,

and associated challenges.

Eleven clinical psychologists participated in semi-structured interviews, and transcripts
were analysed using Thematic Analysis. Analysis generated four themes which were critically
discussed and situated within an empirical and theoretical landscape. Findings indicated that
whilst the PTMF has offered a valued alternative to the ‘medical model’ of distress, there are
ongoing challenges in negotiating its use within the current context of mental health services.
Recommendations for clinical practice included an emphasis on multi-disciplinary and

collaborative approaches to care.

The findings highlighted the potential utility of the PTMF as an approach to formulation,
whilst also drawing awareness to avenues for further research to explore the possible impacts of
applying the PTMF within mental health services. This thesis may therefore be of interest to

multi-disciplinary clinicians, professional bodies, and researchers.
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Abstract

Purpose: The phenomenon of burnout has received growing interest in the helping
professions; however, less attention has been paid to the specific job demands, resources, and
protective factors that are relevant to burnout in trainee mental health professionals. This study
aimed to systematically review the published literature regarding the presence of burnout and

associated factors in mental health professionals in training.

Methodology: The current review was conducted in accordance with PRISMA
guidelines. Psycinfo, Medline, CINAHL, SCOPUS, and Web of Science were searched for
original research pertaining to burnout in trainee mental health professionals and associated

individual and situational risk factors. Papers were screened for risk of bias.

Findings: Seventeen studies were included in the review. Participants included trainee
psychologists, psychiatrists, social workers and counsellors. Findings indicated that trainee
mental health professionals are at risk of experiencing burnout and individual and situation risk
factors for burnout were identified. These include younger age, high workloads, and lack of
supervision, whilst psychological and situational resources, including social support, were

thought to reduce risk of burnout.

Originality: This study provided a unique insight into the demographic, psychological,
and situational factors associated with burnout during clinical training. Implications for clinical

practice and further research are discussed.

Keywords: Burnout, clinical training, systematic review



Introduction

Background

There is a growing research and policy interest in understanding workforce burnout and
resilience within healthcare (Health and Social Care Committee, 2021; The King’s Fund, 2021).
The construct of burnout has been central to understanding work-related distress within the
‘human services’ since it was first introduced to the literature in 1974 (Freudenberger,1974).
Although discussions around workforce wellbeing within the mental health sector may be
increasing (e.g. American Psychological Association, 2018), ambiguity remains around the

individual and organisational correlates of burnout during clinical mental health training.

Burnout

Maslach and Jackson (1981) define burnout as a psychological syndrome distinguished
by physical depletion, detachment and cynicism, and negative attitudes towards work, life, and
others. The Maslach Burnout Inventory (MBI; Maslach et al., 1997) has been widely cited as a
favoured approach to measuring burnout (Lee and Ashforth, 1990; Morse et al., 2012). The MBI
measures burnout across three dimensions: emotional exhaustion, depersonalisation, and

personal accomplishment.

Emotional exhaustion is considered a state of emotional and physical depletion,
characterised by a sense of feeling overextended, frustrated, and depleted by one’s work
(Maslach and Jackson, 1981). Depersonalisation is conceptualised as an impersonal and detached
response to the recipients of care. The personal accomplishment domain reflects the reduction in
sense of accomplishment and negative view of oneself and one’s professional abilities (Maslach,

2003). Criticisms of the MBI have centred on its factor structure, in that the uni-directional



wording of the domains may cause an artificial clustering of the depersonalisation and emotional
exhaustion factors which are both worded negatively (Bouman et al., 2002), and the concern that
its domains do not map onto targets for intervention (Schaufeli and Taris, 2005). The MBI has
also been adapted for student populations, whereby burnout is conceptualised within the domains
of exhaustion from study demands, a cynical attitude towards study, and feelings of

incompetence as a student (Schaufeli et al., 2002).

Other definitions of burnout have been suggested, including Bakker and Demerouti’s
(2007) conceptualisation of burnout through two core dimensions: Exhaustion, which can
include affective, physical, and cognitive elements; and disengagement from work. Alternatively,
Kristensen et al., (2005) proposed that only fatigue and exhaustion are the core domains of
burnout, and that depersonalisation is better understood as a coping strategy. This definition also
conceptualises personal accomplishment as a consequence of burnout rather than part of the

construct itself (Kristensen et al., 2005).

Engagement has been conceptualised as the positive antithesis of burnout, characterised
by high energy, involvement, and efficacy at work (Maslach and Leiter, 1999), whereas other
researchers have defined engagement as a unique concept in its own right, characterised by

vigour, absorption, and dedication at work (Bakker and Schaufeli, 2014).

Bakker and Demerouti’s (2007) job demand-resource model can explain both burnout
and engagement as a result of the interaction between the job demands, such as physical or
psychological exertion, and job resources, such as opportunities for personal growth, supervision
and feedback. High demands coupled with low resources are likely to produce burnout,

disengagement, and high staff turnover (Bakker et al., 2003; Hu et al., 2011). Similarly, the



conservation of resources model (Hobfoll, 1989) suggests that unresolved chronic stress can

result in burnout, yet personal or occupational resources can buffer this effect.

Burnout can be distinguished from other relevant work-related negative emotional and
cognitive experiences, including compassion fatigue, defined as the reduced capacity for
experiencing the distress of others (Adams et al., 2006), and vicarious trauma, the negative
transformative process experienced by health professionals exposed to indirect trauma (McCan
and Pearlman, 1990). Meadors et al., (2010) demonstrated that these can be considered
correlated but ultimately distinct constructs which make a unique contribution to our

understanding of the experiences of healthcare professionals.

Impact of burnout

Studies of healthcare professionals have shown that high levels of burnout are associated
with increased levels of depression (Mutkins et al., 2011), anxiety (Zhou et al., 2016), suicidal
ideation (IsHak et al., 2013), and substance use (Shanafelt et al., 2002), as well as reduced
immune functioning (Nakamura et al., 1999) and a range of physical health difficulties
(Salvagioni et al., 2017). At the organisational level, burnout is associated with reduced job

satisfaction, absenteeism, and intention to quit (Kristensen et al., 2005).

The experience of burnout is inherently linked to a lack of engagement, purpose and hope
(Maslach, 2003), which has implications for patient care. High levels of burnout have been
shown to correlate with self-reported quality of care in hospital nurses (Van Bogaert et al., 2010)
and physicians (Williams et al., 2007), as well as with poorer patient reported satisfaction with
care (Panagioti et al., 2018). In therapeutic settings, staff experiencing burnout are at risk of

experiencing lower levels of therapeutic optimism (Happell and Koehn, 2011) and poorer
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therapeutic relationships (Zarzycka et al., 2021) which in turn is likely to fuel negative spirals of

interactions with service users.

Mental health professionals

Mental health professionals have been identified to be at high risk of burnout (Morse et
al., 2012; O’Connor et al., 2018). Staff working in mental health settings are likely to be both
directly and indirectly exposed to highly emotive and traumatic information, which increases the
likelihood of experiencing secondary traumatic stress (Newell and MacNeil, 2010) compassion
fatigue (Newell and McNeil, 2010), and burnout (Cieslak et al., 2014). Clients with severe and
enduring mental health difficulties may be perceived as difficult to treat, a perception which
decreases staff sense of efficacy and may increase their susceptibility to burnout (Savicki and
Cooley, 1987). Furthermore, the emotional intensity of their work is set against a backdrop of
chronic funding and resource challenges, which have been found to contribute to the stress

burden of community mental health nurses (Edwards et al., 2000).

Mental health professionals in training

Training as a mental health professional such as a psychologist, counsellor, or
psychiatrist typically requires intensive academic study coupled with clinical placements. In
addition to the pressures described above, trainees in the mental health professions must balance
various roles including student, therapist, researcher, and supervisee (Schwartz-Mette, 2009).
Indeed, early career mental health professionals have been found to report moderate to high
levels of burnout, suggesting that further investigation into burnout at the beginning of a

professionals’ career is warranted (Volpe et al., 2014).
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Previous research has identified various predictors of burnout within healthcare student
populations, including anxieties regarding academic performance, expectations from staff, and
pressure of full-time study (Tomaschewski-Barlem et al., 2014). The implications of
experiencing burnout at this stage may include entering the profession already burnt out (Volpe
et al., 2014), or dropping out of training altogether (Costa et al., 2012), with associated economic

consequences.

The majority of clinical psychology trainees reported experiencing psychological distress
during training (Cushway, 1992), and more recently, 70% of psychology graduate students
reported stressors that impacted their ability to function to their highest potential, including
academic responsibilities, finances, and poor work life balance (EI-Ghoroury et al., 2012).
Furthermore, it has been hypothesised that inexperience and limited coping skills put qualified

social workers at risk of burnout, suggesting that trainees are also at higher risk (Acker, 1999).

Previous Reviews

Previous reviews have considered the prevalence and determinants of burnout amongst
healthcare professionals (Bria et al., 2012), nurses (Khamisa et al., 2013; Monsalve-Reyes et al.,
2018), and physicians (Rotenstein et al., 2018), and have explored the relationship between
burnout and individual factors including empathy (Wilkinson et al., 2017) and emotional
regulation skills (Jackson-Koku, and Grime, 2019). Whilst some factors such as workloads and
lack of autonomy appear ubiquitous in the burnout literature, studying specific professional
groups has allowed for unique insights, such as the finding that exposure to traumatic events is

linked to burnout in emergency medicine (Adriaenssens et al., 2015).
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In accordance with the job-demands resources model, previous reviews have also
identified evidence for a moderate effect of organisation directed initiatives including reducing
workload, enhancing teamwork, and providing mentorship (De Simone et al., 2021), and
individual level interventions such as psychosocial and coping skills training (Aryankhesal et al.,

2019).

Two recent reviews of burnout amongst mental health professionals identified that whilst
high workloads were associated with increased levels of burnout, a sense of autonomy and
capacity to influence decisions at work was associated with lower burnout (O’Connor et al.,
2018; Yang and Hays, 2020). Similarly, a recent systematic review of burnout amongst
psychologists also identified both high workloads and lack of autonomy as correlates of
increased burnout (McCormack et al, 2018). A similar review investigated burnout amongst
psychotherapists and psychologists (Simionato and Simpson, 2018). The authors identified
younger age as a consistent predictor of risk of burnout, and hypothesised that due to less
therapeutic experience, younger therapist may have few coping strategies and unrealistic
expectations, resulting in hopelessness, disillusionment and burnout (Simionato and Simpson,

2018)

None of these reviews have specifically targeted trainee mental health professionals, and
some researchers have explicitly excluded this population due to differing job demands (e.g.
Wilkinson et al., 2017). Trainee mental health professionals may have smaller clinical caseloads
than qualified professionals, however their workload consists of both clinical and academic
tasks, conferring unique job demands for this population (EI-Ghoroury et al., 2012).
Furthermore, the resources available to trainees may differ from other staff, given that some
training bodies stipulate requirements for levels of clinical supervision (e.g. British

13



Psychological Society, 2019). According to the job demands-resources model, the interaction
between these factors will contribute to the unique experience of burnout in the trainee

population (Bakker and Demerouti, 2007).

Rationale and aims

There are clear costs of burnout at the intrapersonal, interpersonal, and organisational
level within healthcare. Given the unique job demands of this population, existing theoretical and
empirical accounts of burnout might not lead to practical solutions for addressing burnout within
the context of mental health clinical training. Although the literature in this area is growing, it
has yet to be systematically synthesised. Generating a more rigorous understanding of the
correlates of burnout may help to identify trainees at greater risk and may be used to inform

preventative interventions and support systems within training programmes.

This review aimed to systematically appraise the empirical evidence regarding the factors
associated with burnout in mental health professionals in training and address the following

questions:

1. What literature exists in relation to burnout in trainee mental health professionals?
2. What is the methodological standard of the literature in this area?
3. Which individual and situational factors have been associated with burnout in mental

health professionals in training?

Methods

The systematic review was conducted in accordance with the Preferred Reporting Items

for Systematic Reviews and Meta-Analyses (PRISMA) guidance (Moher et al., 2009).
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Initial scoping searches were conducted to refine the review question. A search of the
Cochrane library and Prospero in April 2021 revealed that no similar reviews were registered as
being in the process of being undertaken. The protocol for this systematic review was pre-

registered on Prospero on the 13" May 2021 (Reference: CRD42021254432).
Search strategy

An electronic search of PsycINFO, MEDLINE, CINAHL, Scopus and Web of Science
databases was conducted. The search was undertaken in May 2021, and re-run in January 2022
to include most up to date literature. Databases were searched from inception until 11" May

2021.

The search strategy included search sets relating to mental health professionals, terms
relating to clinical training, and terms relating to burnout. Search terms within sets were
combined with the Boolean operator “OR” and search sets were combined with “AND”. Full
details of the search strategy can be found in Appendix B. No limits were set on publication type
or language at this stage to allow for comprehensive searching of articles that may include

relevant reference lists.

Forward and backward searches were undertaken at the full text screening stage to
identify further studies. For the backward search, reference lists of articles were manually
examined for pertinent citations. Forward citation searches were undertaken of the same articles

as well as of burnout measure manuals and validation studies.
Eligibility
The inclusion criteria were generated by the researcher through preliminary scoping

searches of the literature and verified by supervisors.
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The inclusion criteria were:

Participants are undertaking training comprising academic and clinical elements which
qualifies trainees for mental health related practice

e Empirical quantitative study reporting primary data

e Validated measure of burnout

e Measured at least one individual or situational variable in relation to burnout

e Studies of mixed groups where data are separated out

o Full text available in English

e Published in peer reviewed journal

The exclusion criteria were:

e Qualitative study
e Literature review
e Intervention study (unless baseline was available and met other inclusion criteria)

e Unpublished dissertation or thesis.

Studies that did not provide enough detail to ascertain whether they met the inclusion

criteria were excluded.

Data extraction

After removing duplicates, titles and abstracts were screened for eligibility using
EndNote software. Full text articles were then reviewed for inclusion. Comparable information

regarding sample size, measure of burnout, and findings was extracted from included studies.

Quality appraisal

16



Included studies were assessed for quality using the AXIS tool (Downes et al., 2016),
which is one of the recommended tools for assessing the quality of cross-sectional studies (Ma et
al., 2020) and offers the benefits of clear guidance for completion. The tool comprises a 20-item
checklist which appraises studies on areas including reliability of survey instruments, risk of
non-response bias, and transparency of reporting. A second researcher independently rated 5 of

the included papers, and disagreements were resolved through discussion to reach a consensus.
Analysis

Due to the heterogeneity within studies’ measures and methods of analysis, a meta-
analysis was deemed unsuitable. The findings were therefore narratively synthesised. Consistent
with guidance on the process of narrative synthesis, a preliminary synthesis was undertaken in
order organise and identify key findings of the included studies; following this, relationships
within and between studies were investigated, with a focus on how factors such as methodology,
context, and populations studied may account for different findings within the literature (Popay
et al., 2006). The methodological quality of studies was critically discussed when comparing the

findings of included studies, strengthening the robustness of the synthesis (Popay, 2006).

Results

Study selection

The search identified 4211 titles, leaving 2652 unique citations once duplicates were
removed. Titles and abstracts were screened against inclusion criteria, leaving 44 full-text
articles to be sourced. Forward and backward searches at this stage resulted in two additional
records being identified. Forty-six papers were therefore retrieved and reviewed in full against

eligibility criteria. Seventeen studies were deemed to meet inclusion criteria and were included in

17



the review. A PRISMA flowchart detailed the search process from identification to selection of

final papers (Figure 1).
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Identification

Screening

Eligibility

Included

Figure 1. PRISMA diagram

4211 articles identified through
database searching

v

\4

2652 unique titles and abstracts screened

1559 duplicates removed

v

44 articles shortlisted for

2 additional
records identified
through forward

and backward
citation searches

inclusion

\4

46 full text articles
screened for inclusion

2608 records excluded

\ 4
17 articles included in
review

29 full-text articles excluded

Ppts not trainee MH professionals (n=6)
No validated measure of burnout (n=9)
Intervention study (n=4)

Did not measure any factors related to
burnout (n=4)

Pooled data (n=4)

Ppts hadn’t yet started training (n=1)
Full text not available in English (n=1)
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Study characteristics

Table | summarises the key characteristics of the included studies. All studies adopted a
cross-sectional design utilising self-report measures, and were published between 2001 and
2021. The number of respondents ranged from 28 (Ying, 2008) to 1980 (Jovanovi¢ et al., 2016).

All studies undertook statistical analysis including correlation and regressions.

Eleven studies took place in North America (Basma et al., 2021; Butler et al., 2017; Harr
and Moore, 2011; Kovach Clark et al., 2009; Lee et al 2018; Newton et al., 2020; Richardson et
al., 2018; Rico and Bunge, 2021; Swords and Ellis, 2017; Testa and Sangganjanavanich, 2016;
Ying, 2008), two in the UK (Beaumont et al., 2016; Rose et al., 2019), one in South Africa (Le
Roux et al., 2018), and three in multiple countries (Jovanovi¢ et al., 2016; Kaeding et al., 2017,
Lushington and Luscri, 2001). Six studies involved trainee clinical or counselling psychologists
(Kaeding et al., 2017; Kovach Clark et al., 2009; Richardson et al., 2018; Rico and Bunge, 2021;
Rose et al., 2019; Swords and Ellis, 2017), six studies involved counselling or psychotherapy
trainees (Basma et al., 2021; Beaumont et al., 2016; Lee et al., 2018; Lushington and Luscri,
2001; Newton et al., 2020; Testa and Sangganjanavanich, 2016), four studies involved social
work trainees (Butler et al., 2017; Harr and Moore, 2011; Le Roux et al., 2018; Ying, 2008), and

one involved psychiatry trainees (Jovanovi¢ et al., 2016).

Sixteen studies reported demographic data in relation to gender; in all of these studies
the majority of participants were female. Fourteen studies reported their mean age, which ranged
from 22.7 years (Le Roux, 2018) to 37.66 (Lushington and Luscri, 2001). Twelve studies

reported on the ethnicity of their sample; in ten studies, the majority of participants were white.
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Table I. Characteristics of included studies

burnout during
clinical training

students reported
trauma exposure in
their placements
and/or coursework.

Number  Authors, N Participants Demographics Study aim Burnout Design Analysis Key Findings AXIS quality
Year, and (response measure rating
Country rate)
1 Basma et 105 Counselling Gender: 86.6% female;  To assess for MBI Cross Regression Discrimination 16 — high
al., 2021 students 13.4% male. wellness factors sectional. predicted wellness
Race: among Self- and burnout
us Asian (15.2%), African  counselling report among counselling
American graduate students online students who
(29.5%), biracial of survey. identified as black,
(9.5%), multiracial colour, while also indigenous, or
(7.6%), other (20.0%), attempting to people of colour.
Indian (1.9%), multiple identify whether Age and gender
options (12.4%), and discrimination is a were also
no report (3.8%) predictor significant
Most participants (n = variable of predictors of
64, wellness, stress, burnout.
60%) were 18 to 29 and burnout
years of age.
2 Beaumont et 54 Student Not reported To measure PROQOL  Cross Correlation  Self-compassion 14 — moderate
al., 2016 cognitive associations sectional. was negatively
behavioural between self- Self- correlated with
UK psychotherapists compassion, report burnout and
and person- compassion compassion
centred fatigue, wellbeing fatigue.
counsellors and burnout in
student
counsellors and
student cognitive
behavioural
psychotherapists
3 Butleretal.,, 95 Graduate social ~ 87.7% female. To investigate PROQOL  Cross Correlation Re-traumatization, 16 - high
2017 (47.6%) work trainees 81.7% non-Hispanic relationships sectional and field stress and
white. between trauma Self- regression decreased self-care
us Median age between 25  exposure, report effort were
and 29 (range 20-55). secondary online significant
traumatic stress, survey. predictors of
self-care, and burnout. All

21



Harr and 285 Social work Mean age = 32 (SD To explore the PROQOL  Cross Chi Squared  Social work 15 - moderate
Moore, students 9.94, range 21-56). psychological sectional.  and students had
2011 11% male, 89% effect of Self- ANOVA higher risk of
female. compassion report burnout than
us Race/Ethnicity: 62.4% fatigue and instrument average
Caucasian, 25.9% compassion for helping
African satisfaction on professionals.
American, 9.1% social work Number of
Hispanic, 2.6% Other. students in field working hours was
placements. the only variable
significantly
associated with
burnout.
Jovanovié¢ 1980 Psychiatric Mean age =31.9 (SD = To assess burnout  MBI-GS Cross Regression Risk of high 18 - high
etal,2016  (26%) trainees 5.3) among psychiatric sectional. burnout was
59.4% female, 40.6% trainees to explore Self- associated with
Multiple male. associations with report being younger,
individual and online without children,
work-related survey and having not
variables. opted for

psychiatry as a
first career choice.
After controlling
for demographic
factors, high
burnout remained
significantly
predicted by long
working hours,
lack of
supervision, and
lack of rest.
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Kaeding et 1297 Trainee clinical ~ Mean age 28.24 (SD = To explore the MBI EE Cross T-test Trainees with high 15 - moderate
al., 2017 (78.3% clinical)  6.29, Range = 21 — 64) role of early subscale sectional. burnout also
and counselling  82.3% female. maladaptive Self- scored more highly
Multiple psychologists schemas (EMS) in report on all early
including predicting online maladaptive
Australia, vulnerability to survey schemas, however
US, Canada burnout, as well only the
and the UK as attendant ‘unrelenting
effects on short- standards’ schema
term physical predicted high
health, in clinical burnout among
and counselling trainees. Trainees
postgraduate experiencing high
psychology burnout also
trainees. reported higher
physical health
symptoms.
Kovach 284 (76%) Counselling Mean age = 29.42 years  To test hypotheses MBA Cross Correlation  Global stress, 15 - moderate
Clark et al., Psychology (SD=5.77,range =22 that social support sectional.  and advisor support,
2009. Graduate —-53) would buffer the Self- regression and sense of
Students 209 female and 75 effects of stress report community were
us (26%) male. on burnout and online significant
Ethnicity: 73 % career choice survey predictors of
Caucasian, 8% African  satisfaction burnout in the
American, 7% Asian or regression
Pacific Islander, 6% analysis.
Hispanic, 1% Native
America.
Le Roux, et 43 Social work Mean age: 22.7 years To investigate MBI-SS Cross Bivariate Respondents 15 - moderate
al., 2018 (74.1%) students (SD=1.82 years). burnout and sectional.  analysis, reported above
Gender: 95.3 % female,  engagement in Self- Mann- average levels of
South 4.7 % male. fourth-year social report Whitney U exhaustion,
Africa Race: Black (76.7%), work students, tests, Chi professional
White (20.9%), and describe their Squared efficacy, vigour,
Coloured (2.3%). relation to tests dedication and
background absorption, and
characteristics of below average
students levels of cynicism.

Analysis showed
that Black
respondents
experienced higher
levels of
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exhaustion
compared to White
respondents. Risk
of burnout was
higher for black
students, those
from lower-
income
households, and
those from rural
and township

areas.
9 Leeetal., 201 Counsellors in Mean age = 31.07 (SD To explain MBI Cross Correlation Stability 16 - high
2018 training =9.36, range = 21 to contributing sectional.  and and globality of
64) variables of Self- regression attributional style
us 84.1% female, 13.4% counsellor report analysis (e.g. atendency to
male, and 2.5% did not  trainees’ burnout, online perceive causes of
respond. specifically survey negative events as
Ethnicity (could select focusing unchangeable and
more than one): on their universal)
76.6% white, 10.9% attributional collectively
Black, 9.0% Lantinx, styles. explained
6.0% Asian, 3.0% other significant
ethnicities. amounts of
variance across
burnout
dimensions.
10 Lushington 306 (98%) Counselling 69% female. To compare MBI Cross Correlation  Trainees in Hong 15 - moderate
and Luscri, trainees Mean age = 37.66 burnout in sectional.  and Kong reported
2001 counselling Self- regression higher levels of EE
trainees in report and DP compared
Australia, Australia, with Australia and
Singapore Singapore and Singapore.
and Hong Hong Kong Loneliness was a
Kong modest predictor

of burnout, whilst
younger age was a
weak predictor of
EE and reduced
PA.
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11 Newton et 136 Counsellors in Mean age = 27.8 years To investigate MBI - Cross canonical Significant 16 - high

al., 2020 training (range 21-66). whether HSS sectional.  correlation relationships were
Ethnicity: 18.4% counsellors in Self- analysis observed between

us African trainings’ report mindfulness,
American, 72.8% mindfulness, emotion
White/non-Hispanic, emotion regulation, and
2.2% Asian/Pacific regulation, and burnout. Cognitive
Islander, 2.9% perceived social reappraisal
Hispanic, and 3.7% support are explained greatest
other. predictive of their degree of variance

level of burnout. in burnout.

12 Richardson 119 Doctoral Gender: 86% female. To investigate CBI Cross Correlation Burnout was 16 - high
etal, trainees in Race/Ethnicity: 71% relationships sectional and negatively
2018 Clinical (74%) White, 12% Asian, 9%  between self- Self- Regression associated with

or counselling Hispanic, 5% African compassion, self- report self-compassion.
us (26%) American, and 3% critical online Burnout was
psychology Multicultural Mixed perfectionism, survey. positively
Race. depression and associated with
Mean age: 27.11 years burnout self-critical
(SD =3.12) perfectionism.
Mediation analysis
indicated that self-
compassion
mediated the
relationship
between
perfectionism and
burnout.

13 Rico and 204 Psychology Mean age = 27.59 years ~ To compare MBI-HSS  Cross ANOVA Psychology 15 - moderate
Bunge, doctorate (SD =4.94; range = 22—  burnout and stress sectional. doctorate students’
2021 students 50). between Self- stress levels were

Gender: 86.8% female. psychology report similar to that of
us 11.3% male. trainees and the online the general

1% genderqueer; general survey. population. Higher

nonbinary, .5% prefer population EE scores were

not to say, .5% missing.
Ethnicity:

2.9% American Indian
or Alaska native, 8.3%
Asian, 2.5% Black or
African American,
10.8% Latino or
Hispanic, 3.9% Middle
eastern or Northern

found in trainees
years three and
four compared
with years one and
two.
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African, 1.5% Native
Hawaiian or other
Pacific Islander, 79.4%
White, 1% decline to
respond.

14 Rose et al., 214 (82%) Trainee clinical  Mean age = 29.46 (SD To explore MBI-HSS  Cross Correlationa  The degree of 15 - moderate
2019 psychologists = 4.64, range = 23-55). reciprocity in sectional.  land investment in
88.5% female, 11.5% trainee Self- regression certain
UK male. relationships and report relationships was
self-efficacy online significantly
beliefs and their survey. positively
associations with correlated with and
trainee burnout was predictive of
and psychological EE and lower PA.
well-being Self-efficacy
across clinical,
academic, and
course related
aspects of training
also predicted
levels of burnout.
15 Swordsand 203 Clinical (71.8%) Mean age = 28.69 (SD To identify SMBM Cross Correlation Levels of burnout 16 - high
Ellis, 2017 and counselling  =5.71, range = 23 — predictors of sectional.  and were higher than
psychology 58). burnout Self- regression. normative
us (28.2%) 86.% female, 12.8% report samples.
doctoral trainees  male, 0.5% online Supervisory
genderqueer. survey working alliance

76.4% non-Latino
White, 7.9% Latino,
4.9% Asian or Pacific
Islander, 4.9% Biracial
or Multiracial, 3.4%
African American,
2.0% Middle Eastern,
and 0.5% Native
American.

and work-related
stress uniquely
predicted burnout
and vigour.
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16 Testa and
Sangganjan
avanich,
2016

us

380

Counselling
students

Age: M=34.07 (SD=
10.75, range = 22 — 68).
Gender: 16.1% male,
82.9% female, 1.1%
other.

Ethnicity:

Asian, Asian American,
or Pacific Islander
(0.5%); Native
American,

American Indian, or
Alaska Native (0.3%);
Black or African
American

(12.1%); Hispanic or
Latin American (5.5%);
Middle Eastern

or Arabic American
(0.5%); White or
European American
(71.8%); multiracial
(8.4%); and other (n =
3, 0.8%).

To examine the
contribution of
mindfulness
and emotional
intelligence to
burnout among
counselling
interns

MBI-HSS

Cross

sectional.

Self-
report
online
survey.

Canonical
correlation
analysis

Emotional
intelligence and
mindfulness were
both negatively
correlated with
burnout.

15 - moderate

17 Ying, 2008

us

28

Social work
students

Mean age: 27.6
(SD53.4),

Gender: 92.9% female.
Race: 64.3% European
American.

To examine the
buffering effect of
self-detachment
against emotional
exhaustion among
second-year
MSW students,
controlling for
social support

MBI - EE

subscale

Cross

sectional.

Self-
report

Regression

Self-detachment,
an element of self-
compassion, and
social support
emerged as
significant
negative predictors
of EE.

14 - moderate

Abbreviations: CBI = Copenhagen Burnout inventory, MBI — Maslach Burnout Inventory, MBI-HSS = Maslach Burnout Inventory Human Services Survey, MBI-SS = Maslach Burnout Inventory Student
Survey, MBI-GS = Maslach Burnout Inventory General Survey, PROQUL = Professional Quality of Life Scale, EE = Emotional Exhaustion, DP=Depersonalisation, PA= Personal Accomplishment, MBA =
Meier Burnout Assessment, SMBM = Shirom-Melamed Burnout Measure.
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Quality assessment

The appraisal of quality for included studies is presented in Table I. In line with the
interpretations reported elsewhere in the literature (e.g. Bull et al., 2019; Moor and Anderson,
2019), scores above 15 were interpreted as reflecting studies with a low risk of bias, conferring a
high-quality study. Scores between 10-15 were considered moderate quality, and scores below

10 were considered low quality.

Scores on the AXIS ranged from 14 to 18 out of 20, meaning that there were no low-
quality studies. Ten out of the 17 studies were considered moderate quality, and seven were

considered high quality.

The most common methodological problems were related to sample size and response
rate. Twelve studies did not provide a power analysis to justify their sample size, and hence were
at greater risk of Type Il error. Furthermore, only six studies reported their response rate, with
other studies being unable to determine their response rate due to sampling methods. This could

raise the risk of non-response bias and reduce the validity of findings.

Measures of burnout

Five different measures of burnout were utilised across the studies included in this
review, most commonly a version of the MBI. Eleven studies included a form of the MBI
(Maslach et al., 1997), one used the Copenhagen Burnout Inventory (Kristensen et al., 2005),
three used the professional quality of life scale (PROQOL; Stamm, 2010), one used the Shirom-
Melamed Burnout Measure (SMBM; Shirom and Melamed, 2006), and one used the Meier

Burnout Assessment (MBA; Meier and Schmeck, 1985).
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Levels of burnout

Table 1. reports findings in relation to burnout scores on the measures used by the

included studies. Due to the correlational nature of the studies included, not all reported this data.

Three studies reported levels of ‘high” overall burnout using the MBI; the levels reported
were 13% (Lushington and Luscri, 2001, 41 trainees), 37% (Jovanovi¢ et al., 2016, 726
trainees), and 49% (Kaeding et al., 2017, 638 trainees). Both Kaeding et al. (2017), and
Jovanovi¢ et al. (2016), had large sample sizes, increasing the validity of their findings as a

representation of their study populations.

Of those which reported MBI subscales, all four studies reported moderate levels of
emotional exhaustion within their sample, according to Maslach’s suggested cut-offs (Maslach et
al., 2001). Two studies reported moderate depersonalisation scores, whilst one reported low
depersonalisation scores. Two studies reported moderate levels of personal accomplishment, and
one study reported low levels. These findings should, however, be interpreted with caution as
there is a lack of consensus regarding cut-off points for determining problematic levels of

burnout and the validation of these cut-off points is lacking (Morse et al., 2012).

Although the heterogeneity of measures used limits the strength of conclusions that can
be drawn, these findings tentatively indicate that trainee mental health professionals are at risk of
experiencing burnout and on average experience moderate levels of emotional exhaustion,

depersonalisation, and personal accomplishment.
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Table 1. Reported levels of burnout in participants

Study Measure of Interpretation
burnout Mean (SD)

Harr and PROQOL 26.67 (5.79) Scores on their risk for burnout were

Moore, 2011 slightly higher than averages for other
helping professionals

Beaumont et PROQOL Interpreted as low score

al., 2016 21.6 (5.7)

Butler et al., PROQOL All students fell within the low (57.7%) or

2017 21.31 (5.45) average (42.3%) ranges

Kovach Clark MBA Interpreted as low level of burnout

etal., 2009 2.54 (0.48)

Richardsonet  CBI Score was above mean of normative

al., 2018 51.24 (19.89) sample

Swords and SMBM Higher than respective norms for both

Ellis 2017 3.37 (0.99) men and women

Studies utilising MBI

EE DP PA

Basma et al., MBI NR NR NR NR

2021

Leeetal., MBI NR NR NR NR

2018

Lushington MBI 19.5 (10.4) 9.2 (5.6) 32.4 (7.5)

and Luscri, 13.4% had high burnout scores, 10.7%

2001 had high EE scores, 7.8% had high DP
scores, and 9.8% had low PA.

Newtonetal.,  MBI-HSS NR NR NR NR

2020

Rico and MBI-HSS NR NR NR NR

Bunge, 2021

Rose et al., MBI 21.65 (9.39) 3.18 (3.33) 36.14

2019 (5.82) 30.8% experienced high EE, 1.4%
experienced high DP, and 36%
experienced low PA.

Testa and MBI 26.12 (10.12) 8.46 (4.03) 48.28 NR

Sangganjanava (6.26)

nich, 2016

Ying, 2008 MBI 18.75 (5.28) NR NR NR

Kaedingetal., MBI NR NR NR

2017 49% of participants scored within ‘high’
range (M=35.35, SD=6.63). 50.8%
scored within low-moderate range
(M=19.56, SD=4.60)

Exhaustion Cynicism PE

Jovanovi¢ et MBI-GS 2.6 (1.4) 2.0(1.4) 45(1.1)

al., 2016 37% met criteria for severe burnout

Le Rouxetal., MBI-SS 22.95 12.00 31.05 NR

2018

Abbreviations: NR = Not reported, CBI = Copenhagen Burnout inventory, MBI — Maslach Burnout Inventory, MBI-HSS = Maslach Burnout
Inventory Human Services Survey, MBI-SS = Maslach Burnout Inventory Student Survey, MBI-GS = Maslach Burnout Inventory General
Survey, PROQUL = Professional Quality of Life Scale
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Predictors of burnout

Table 111. summarises the findings relating to factors associated with burnout in the

included studies. Where data was available, effect sizes were reported according to convention

(Ferguson, 2016).

Table I11. Predictors of burnout

Study Variables measured Findings
Basma et al., Discrimination Significant predictor of exhaustion ( =.28, p<.05), cynicism (B=.27, p<.05)
2021 and professional efficacy (B=-.22, p<.05)

Age

Gender

Younger age significant predictor of exhaustion (B =-.04, p<.05), cynicism
(B=-.16, p<.05) and professional efficacy (f=-.20, p<.05)

Significant predictor of exhaustion (B =-.30, p<.05), cynicism (f=-.16,
p<.05) and professional efficacy (f=-.20, p<.05)

Beaumont et

Self-compassion

Negatively correlated with burnout (r=-.486**, p<.01)

al., 2016

Compassion fatigue Positively correlated with burnout (r=.580***, p<.01)

Compassion for others Negatively correlated with burnout (r=-.289*, p<.05)
Butler et al., Training re-traumatization Positively correlated with burnout (r=.28%*, p<.01). Predictor of burnout
2017 (B=229, p=.003)

Self-care effort Negatively correlated with burnout (r=-.23*, p<.01). Negative predictor of

burnout § =-.183, p=.018)

Working with trauma clients Not significant
Harr and Number of hours employed Number of hours employed resulted in significant difference with burnout
Moore, 2011 outside of training (p=.023, F = 1.736*)

Age

Ethnicity

Number of enrolled classes
Distance travelled to field
placement

No association
No association
No association
No association

Jovanovic et

Working hours

Significant predictor of high burnout (p<0.001)

al., 2016
Not having enough rest Significant predictor of high burnout (p=0.001)
Lack of supervision Significant predictor of high burnout (p=<0.001)
Not having psychiatry as a first ~ Significant predictor of high burnout (p=0.043)
career choice
Age Younger age significant predictor of high burnout (p< 0.001)
Gender Not significant
Not having children Significant predictor of high burnout (p=0.010)
Relationship status Not significant
Years in training Not significant
Kaeding et al., Early Maladaptive schemas Higher burnout group experienced higher mean scores on all EMS
2017 compared with low burnout group (p<.001). Unrelenting standards schema

Physical health

correctly predicted 61.8% of trainees with high burnout.
Higher burnout group experienced higher level of physical health
symptoms than low burnout group (p = <.001)
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Kovach Clark

Role conflict

Positively correlated with burnout (r=.39**, p<.001)

etal., 2009

Advisor support Negatively associated with burnout (r=-.34**, p<.001). Significant
predictor of burnout (§ = -.12 p<.05)

Student support Negatively correlated with burnout (r=-.30**, p<.001)

Sense of community Negatively correlated with burnout (r=-.45**, p<.01)

Significant predictor of burnout (§ =-.27, p<.001)

Family / friend support Negatively associated with burnout (r=-.15*, p<.01)

Global stress Positively correlated with burnout (r=.51***, p<.001). Significant predictor
of burnout (B = .38 p<.001)

Years in training No association

Career satisfaction Negatively correlated with burnout (r=-.27*, p<.001)

Gender No association

Age No association

Ethnicity No association

Le Roux et Place of origin Respondents from city and small-town areas were less likely to suffer from
al., 2018 exhaustion compared to those from township and rural areas (X2 =9.598;
p=0.002).

Income Respondents from middle-income households experienced lower levels of
exhaustion compared to those from low-income households (Z=-2.874;
p=0.004; r=-.4**)

Race Black students were more likely to experience higher emotional exhaustion
than white students (Z=-2.902; p=0.004; r=-.4**)

Leeetal, Years in training Positively correlated with cynicism (r=.17*, p<.05)
2018 Significant predictor of cynicism (p = .01).

Age Negatively correlated with EE (r=-.20*, p<.001) and global burnout (r=-
.14*, p<.05)

Lower age significant predictor of global burnout (p=.047).

Attribution style Stability and globality of attribution style were significant predictors of EE
(p = .11), cynicism (p=.037), and professional efficacy (p=.011) and overall
burnout score (p=.013)

Gender Not significant

Race Not significant

Nationality Not significant

Living on campus Associated with higher exhaustion (r=.25*, p<.01) and global burnout
(r=.16*, p<.05)

Lushington Social intimacy Social intimacy negatively correlated with EE (r=-.23*, p<.0001), DP (r=-
and Luscri, .24* p<.0001) and PA (r=.20*, p<.0005). Not significant predictor in
2001 regression analysis

Loneliness Positively correlated with EE (r=.41**, p<.0001) and DP (r=.28%*,
p<.0001). Negatively correlated with PA (r=-.27*, p<.0001). Significant
predictor of EE (§ =.39, p<.0001), DP (B = .11, p=.003) and PA (B =-.16,
p=.001)

Years in training Negatively correlated with EE (r=-31**, p<.0001) and DP (r=-.26%,
p<.0001). Positively correlated with and PA (r=.18*, p<.0005). Not
significant predictor in regression analysis

Age Negatively correlated with EE (r=.34**, p<.0001), DP (r=-.29%, p<.0001).
Positively correlated with PA (r=-23*, p<.0001). Significant predictor of
EE (B =-.2 2 p=.02), and PA (B =.14, p=.001)

Newton etal.,,  Emotion Regulation (cognitive  Significantly associated with lower burnout (rs= .85)
2020 reappraisal)

Emotion Regulation
(expressive suppression)
Mindfulness (awareness)
Mindfulness (acceptance)
Social support (significant

other)

Significantly associated with burnout (rs= -.24)

Significantly associated with lower burnout (rs= .36)
Significantly associated with lower burnout (rs= .36)
Significantly associated with lower burnout (rs= .49)
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Social support (friends)
Social support (family)

Significantly associated with lower burnout (rs= .56)
Significantly associated with lower burnout (rs= .43)

Richardson et

Self-critical Perfectionism

Positively correlated with burnout (r =.52*** p<.01; g =.35, p <.01)

al., 2018
Self-compassion Negatively correlated with burnout (r = -.53***, p<.01)
Depression Positively correlated with burnout (r =.73***, p<.01)
Rico and Years in training EE in third and fourth year trainees higher than the other years (p=.04)
Bunge, 2021
Rose et al., Relationship reciprocity with Positively correlated with EE (r=.146*, p<.05). Negatively correlated with
2019 clients PA (r=-.195%*, p,.001)
Significant predictor of DP (=.042, p<.05)
Relationship reciprocity with Positively correlated with EE (r=.191*, p<.001)
supervisor
Relationship reciprocity with Positively correlated with EE (r=.201*, p<.001)
placement team
Relationship reciprocity with Not significant
cohort
Relationship reciprocity in Significant predictor of DP ($=.580, p<.05)
personal relationships
Relationship reciprocity with Not significant
university staff
Relationship reciprocity with Not significant
employing trust
Self-efficacy Academic Significantly correlated with DP (r=-.135%, p<.05), EE (r=-.225%, p<.01)
and PA (r=.326**, p<.01)
Significant predictor of PA (f=.005, p<.001)
Self-efficacy Clinical Significantly correlated with DP (r=-.235*, p<.01), EE (r=-.296*, p<.01),
and PA (R=.473**, p<.01)
Significant predictor of DP (B=.-.068, p=.014) and PA (p=.192, p<.001)
Self-efficacy Course Significantly correlated with DP (r=-.165%*, p<.05), EE (r=-.386**, p<.01),
and PA (r=.316**, p<.01)
Significant predictor of EE (p=.-.284, p<.001)
Swords and Relationship conflict Positively correlated with burnout (r=.38**, p<.01). Not significant
Ellis, 2017 predictor in regression analysis
Financial strain Positively correlated with burnout (r=.23*, p<.01). Not significant predictor
in regression analysis
Supervisory working alliance Negatively correlated with burnout (r=-.33**, p<.01) and significant
predictor (p<.001)
Work related stress Threat (r=.56***, p<.01) and pressure (r=.43**, p<.01) associated with
burnout Threat subscale significant predictor of burnout (p<.0001)
Vigour Negatively correlated with burnout (r=-.71*** p <.01)
Testa and Mindfulness Negatively correlated with burnout (p<.001)
Sangganjanav
anich, 2016
Emotional intelligence Negatively correlated with burnout (p<.001)
Ying, 2008 Social support Significant negative predictor of burnout (f= -.29, p=.04)

Self-detachment

Significant negative predictor of burnout (=-.47, p=.004)

Abbreviations: EE = emotional exhaustion, DP = depersonalisation, PA = personal accomplishment
Effect size conventions (Ferguson, 2016); r >.10 = small effect, r > .30 = moderate effect; r > +.5 = large effect
*small effect size **medium effect size ***large effect size
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Individual factors
Fifteen studies measured individual factors in relation to burnout.

Demographic factors. Age was observed to be a significant negative predictor of burnout in four
studies (Basma et al., 2021; Jovanovi¢ et al., 2016; Lee et al., 2018; Lushington and Luscri,
2001), with two reporting medium effect sizes (Lee et al., 2018; Lushington and Luscri, 2001).
Younger age was predictive of overall burnout in two high quality studies (Jovanovic et al.,
2016; Lee et al., 2018), and of emotional exhaustion, personal accomplishment (Lushington and
Luscri, 2001), and exhaustion, cynicism, and professional efficacy (Basma et al., 2021). Two of
these studies used an international sample, increasing the potential generalisability of the
findings (Jovanovi¢ et al., 2016; Lushington and Luscri, 2001). In contrast, three studies of high
and moderate quality (Butler et al., 2017; Harr and Moore, 2011; Kovach Clark et al., 2009)

reported no significant correlation between age and burnout.

Race was investigated in three studies; one study of moderate quality (Le Roux et al.,
2018) found that black students were more likely to experience high levels of emotional
exhaustion compared to white students, whereas two moderate quality studies found no
association (Harr and Moore, 2011; Kovach Clark et al., 2009), however these studies had
limited diversity within their sample. Basma et al., (2021) found that experiencing discrimination
on the basis of race, gender, and age in their societal context was a significant predictor of

burnout amongst trainees who identified as black, indigenous or people of colour.

Three studies, two of high quality, found no association between gender and burnout
(Jovanovi¢ et al., 2016; Kovach Clark et al., 2009; Lee et al., 2018), whereas one study (Basma

et al., 2021) found that it was a significant predictor of burnout. One study investigated
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relationship status which was found to be non-significant, however not having children was
found to be a significant predictor of high burnout in one high quality study (Jovanovi¢ et al.,

2016).

One study also found that trainees from cities and towns had lower levels of exhaustion
than those from township and rural areas (Le Roux et al., 2018), whilst another found that living
on campus was associated with higher exhaustion and global burnout in one high quality study
(Lee et al., 2018). One study (Le Roux et al., 2018) found that trainees from middle income
households experienced lower exhaustion compared to those from high income households,
however the sample size of 43 and lack of power analysis make it unclear whether the study was
sufficiently powered. Financial strain was also found to be positively correlated with burnout in

one high quality study (Swords and Ellis, 2017).

Psychological factors. Three studies of high and moderate quality (Beaumont et al., 2016;
Richardson et al., 2018; Ying, 2008) found a significant negative relationship between self-
compassion, as measured by the Self-Compassion Scale (Neff, 2003) and burnout, reporting
large (Richardson et al., 2018) and medium (Beaumont et al., 2016) effect sizes. This finding
was consistent across professional groups including psychology, psychotherapy and social work.

However, one of these studies (Ying, 2008) suffered from a low sample size (n=28).

Two studies of high and moderate quality also found mindfulness to be negatively

associated with burnout (Newton et al., 2020; Testa and Sangganjanavanich, 2016).

Self-critical perfectionism was found to be associated with high burnout (Richardson et
al., 2018), as was scoring highly for an unrelenting standards schema (Kaeding et al., 2017)

within psychology trainees. Kaeding et al. (2017) found that this characteristic pattern of
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relentless striving to a higher standard was predictive of scoring in the high burnout range. This
was a large study with an international sample, increasing the likelihood that this finding would

be replicated in other individuals, and strengthening its conclusions.

Other individual factors that were negatively associated with burnout included the
cognitive re-appraisal facet of emotion regulation (Newton et al., 2020) emotional intelligence
(Testa and Sangganjanavanich, 2016), and self-care effort (Butler et al., 2017), whilst attribution

style was found to predict burnout in one high quality study (Lee et al., 2018).

Perceived self-efficacy across clinical tasks was a significant predictor of
depersonalisation and personal accomplishment, whilst confidence on course related tasks was a
significant predictor of emotional exhaustion, and academic self-efficacy was a significant

predictor of personal accomplishment in one moderate quality study (Rose et al., 2019).
Situational factors
Situational factors were considered in twelve studies.

Interpersonal factors. Forms of social support or closeness with others were found to be
associated with lower burnout in all six studies which investigated this factor. Kovach Clark et
al. (2009) found that advisor support and sense of community were significant negative
predictors of burnout in their regression analysis. This study had a moderate quality rating, with

limitations in the transparency of reporting, which hinders the reproducibility of this research.

Two studies (Newton et al., 2020; Ying, 2008) found that social support was a significant
negative predictor of overall burnout, with one of these (Newton et al., 2020) finding that

support from friends explained 31.81% of the variance in burnout. Loneliness was also found to
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be a weak but significant predictor of burnout in one study of moderate quality (Lushington and

Luscri, 2001).

Rose et al. (2019) explored the role of perceived relationship reciprocity, or the sense of
over-investment in relationships, and found that over-investment in client relationships and
personal relationships were both significant predictors of depersonalisation in clinical
psychology trainees. Their correlational analysis indicated that emotional exhaustion was
associated with a sense of over-investment in relationships with clients, supervisors, and
placement teams, whilst higher personal accomplishment was associated with more equal
reciprocity in relationships with clients, with small effect sizes. One limitation of this study was

its use of a novel and unvalidated measure of relationship reciprocity.

Relationship conflict with colleagues was also found to be positively correlated with
burnout with a medium effect size within one study of high quality (Swords and Ellis, 2017).
This finding is strengthened by the inclusion of a power analysis and the use of proxy

comparative samples to contextualise results by the authors.

Work related factors. Supervision was investigated in two high quality studies; one study found
that supervisory working alliance was a significant negative predictor of burnout with a medium
effect size (Swords and Ellis, 2017), whilst another found that lack of supervision was a

significant predictor of high burnout (Jovanovi¢ et al., 2016).

Role conflict, or the balancing of multiple demands within the trainee role, was
investigated in one study of moderate quality, which found that this was positively associated

with burnout with a medium effect size (Kovach Clark et al., 2009).
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There were mixed results regarding years in training, with two high and moderate quality
studies finding no association (Kovach Clark et al., 2009; Richardson et al., 2018), whilst two
studies of high and moderate quality found evidence of a positive relationship between years in
training and burnout (Lee et al., 2018; Rico and Bunge et al., 2021). In contrast, one study of
moderate quality found a negative correlation between years in training and emotional
exhaustion and depersonalisation, with small to medium effect sizes (Lushington and Luscri,
2001). It is possible that differences in training requirements across local contexts could explain
the inconsistencies observed, indicating that there is a lack of consensus regarding when trainees

are most likely to experience burnout.

Two studies investigated working hours; Jovanovi¢ et al. (2016) found that both longer
working hours and not having enough rest were significant predictors of high burnout in
psychiatry trainees, and Harr and Moore (2011) found that hours employed outside of training

was associated with higher burnout in social work students.

Experiencing re-traumatisation on placement was found to be a significant predictor of
burnout in one high quality study (Butler et al., 2017), although working with trauma-related

content on placement was not a significant predictor of burnout.

Career satisfaction was significantly negatively associated with burnout in one study
(Kovach Clark et al., 2009) and not having psychiatry as a first choice of career was a significant

predictor of burnout in another (Jovanovi¢ et al., 2016).
Discussion

This review sought to synthesise and critically appraise the literature regarding burnout in

mental health professionals in training. Seventeen studies met the criteria for inclusion in the

38



review. The key findings of the studies were synthesised within the framework of individual and

situation risk factors for burnout (Maslach et al., 2001), and are illustrated in Figure 2.
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Figure 2. Summary of individual and situational factors associated with burnout
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Individual factors

There was some limited evidence to suggest that younger age was associated with
higher burnout, with age emerging as a significant negative predictor in four moderate to
high-quality studies. This is consistent with some previous reviews in qualified mental health
professionals (McCormack et al., 2018; Simionato and Simpson, 2018), although null results
were also reported in the literature. It has been hypothesised that younger individuals may
have learnt fewer coping mechanisms, thus increasing their risk of developing burnout
(McCormack et al., 2018). Alternatively, it could be that age is a consequence rather than
cause of burnout, and that this relationship is better explained by ‘survival bias’, where
individuals who have experienced burnout have left the profession and those who remain are
those who are less vulnerable to burnout (Maslach et al., 2001). Given that living on the
training campus (Lee, 2018) and not having children (Jovanovi¢ et al., 2016) were also found
to be associated with burnout, another explanation for these findings could be that younger
trainees have fewer boundaries between home and work life, heightening their exposure to
job demands; however, conclusions about causality cannot be inferred from correlational

studies.

There was limited evidence for the role of other demographic variables such as
gender, ethnicity, or relationship status in this review, although exploring these factors could
have been limited by lack of diversity within included studies. Furthermore, not every study

investigated demographic factors, meaning their role could have been underestimated.

A finding unique to this review was the trend in the literature towards an association
between lower levels of self-compassion and burnout within a trainee population, with three
studies supporting this finding. This is in keeping with the growing literature in this area,

including the findings that self-compassion can buffer against negative self-related events
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(DeLury and Poulin, 2018), increase healthcare provider resilience (Olson and Kemper,
2014), and promote relational wellbeing (Lathren et al., 2021). Self-compassion practices
may enhance physiological self-soothing and reduce cortisol levels (Rockliff et al., 2008),

which may be one mechanism for reducing the risk of burnout.

It is also of note that both self-critical perfectionism and the unrelenting standards
schema were associated with higher levels of burnout. This is consistent with the view that
mental health professionals may experience a strong desire to meet the needs of other people
to reduce their pain and suffering and achieve successful clinical outcomes (Presley et al.,
2017). This review tentatively suggests that being highly critical and having high standards
for oneself are linked to burnout during the training period, but that self-compassion may
play a role in mediating this effect (e.g. Richardson et al., 2018). Personal vulnerability
factors have not typically been integrated into the JD-R model (Schaufeli and Taris, 2013),
although it could be hypothesised that individuals who score highly on perfectionism take on
greater job demands, or may be more likely to struggle with the difficulty in meeting service

needs within under-funded and under-resourced healthcare systems.

There was some limited evidence that mindfulness was negatively associated with
burnout, consistent with the growing literature on the role of mindfulness in burnout in the
helping professions (Braun et al., 2017; Cohen-Katz et al., 2004; Goodman and Schorling,
2012). It is possible that mindfulness facilitates a greater awareness of emotional experiences,
resulting in being better able to regulate ones’ emotions and utilise coping skills, thus
preventing the development of burnout. Mindfulness is also thought to be one of the core
components of self-compassion and is critical to the awareness of suffering that is necessary
to act with compassion (Germer and Neff, 2015); accordingly, both Acceptance and
Commitment Therapy (Hayes et al., 2009) and Compassion Focused Therapy (Gilbert, 2010)
may offer valuable lenses for understanding and approaching burnout within this population.
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A recent systematic review concluded that there is promising but as yet inconclusive
evidence for the use of mindfulness-based interventions in reducing burnout in mental health
professionals and stressed the need for more high-quality research in this area (Klein et al.,

2020).

There was also limited evidence that burnout was associated with emotion regulation,
emotional intelligence, and stability and globality of attribution style, consistent with the
view that psychological coping skills have a role in the experience of burnout. These findings
are consistent with the conservation of resources model of burnout, in that personal coping
skills are an important resource that if threatened or depleted, may result in burnout (Hobfoll,
1989). Alternatively, reduced use of personal coping skills could be an ‘early warning sign’
of burnout rather than a causal factor, and more experimental research will be needed to

better understand this relationship.

This review also highlighted the role of racial discrimination, socio-economic
background, and financial pressure in the experience of burnout in trainee mental health
professionals, consistent with previous research into the stress burden of ethnic minority
students (Cokley et al., 2013) and nurses (Johnson et al., 2019). This finding suggests that
training providers have a role in examining and dismantling systemic barriers in order to
support the wellbeing of trainees and ultimately increase access to their professions. It has
been suggested that inclusive work environments must be facilitated by compassionate and
inclusive leadership (West, 2016), an approach to leadership which values diversity,

belonging, reflection, and quality improvement (West and Chowla 2017).

Situational factors
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There is a substantial body of evidence to support the hypothesis that social support
can both directly affect wellbeing and act as a ‘buffer’ to protect against negative stress

related outcomes including burnout (Hobfoll, 1989; Maslach et al., 2001; Rhodes, 2004).

The most consistent evidence found in this review was that social support and
closeness with others was associated with lower burnout. This review highlighted that within
a trainee mental health professional population, multiple sources of social support have been
linked to lower burnout, including support from other students, supervisors, placement teams,
and personal relationships. This is consistent with prominent models of burnout including the
conservation of resources model in that social support reflects a protective resource against
burnout (Hobfoll, 1989). The findings are also consistent with social exchange theory (Cook
et al., 2013), in that a sense of over-investment and lack of reciprocity in social relationships,
particularly with clients may contribute to the experience of burnout. It is possible that
support from others enables trainees to engage in other self-care strategies, or that social
support directly reduces burnout. This finding was consistent across trainees within

psychology, social work, and counselling, in multiple countries.

Two studies highlighted the role of supervision in burnout in trainee mental health
professionals; one of these highlighted the role of perceived working alliance between trainee
and supervisor, while the other only measured access to regular supervision. The findings are
consistent with previous research indicating that both number of supervisions sessions
attended, and perceptions of effective supervision were associated with lower levels of
burnout with community mental health nurses (Edwards et al., 2006). It's possible that
supervisors of trainees are also able to promote self-care practices and thus indirectly reduce
risk of burnout among those they supervise (Franco, 2015). Proctor (1988) proposed three
functions of clinical supervision, with the ‘restorative’ function thought to support wellbeing.
Supervision that achieves this function may support recovery from the emotional effort of
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trainees’ work, in line with effort-recovery theory (Meijman and Mulder, 1998), possibly

fostering motivation to engage in work and therefore reducing demands.

Unique to this review was the finding that role conflict, or managing the multiple
demands of training, was associated with burnout. Although this factor was only investigated
within one study of high quality, this is consistent with previous research showing that the
multiple roles of trainees contribute to their stress burden (Cushway, 1992; EI-Gourhey et al.,

2012).

Other work-related factors including working hours and career satisfaction were also
associated with burnout, consistent with previous research (Kumar, 2011; Prosser et al.
1997). One recent review found that workload and perceived time pressure were the most
significant work-related contributors to burnout within psychologists, particularly regarding
emotional exhaustion (McCormack et al., 2018). Experiencing re-traumatisation during
clinical work was also found to be associated with burnout, consistent with the findings of a
review which found that professionals exposed to traumatic material are likely to report

similar levels of burnout and secondary traumatic stress (Cieslak et al., 2014).

In summary, these findings in mental health trainees are consistent with existing
models of burnout and workplace stress including the job demands-resources model (Bakker
and Demerouti, 2007) and conservation of resources model (Hobfall, 1989), but also extend
these models by highlighting the role of personal vulnerability factors and resources in the
experience of burnout in these trainee populations. This review makes a unigue contribution,
by highlighting a burnout profile within mental health trainees characterised by younger age,
higher self-criticism and reduced self-compassion, and reduced support from personal

relationships.

Implications
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There was evidence for the role of psychological factors including self-compassion,
mindfulness, and emotion regulation in the experience of burnout. Facilitating greater
emotional awareness through regular mindfulness practice may be one mechanism for
helping trainees identify their own emotions and when they may be at risk of burnout (Rupert
and Kent, 2007). Incorporating self-practice of these skills in training may therefore be an
avenue for preventing burnout, particularly as there is emerging evidence that mindful self-
compassion training may reduce burnout in mental health professionals (Eriksson et al.,

2018).

The findings of this review also suggest that being self-critical and having
unrealistically high standards for oneself are associated with burnout, thus training providers
may benefit from adapting compassionate leadership approaches in order to facilitate learning
environments in which trainees feel psychologically safe to learn and develop (West and

Chowla, 2017).

This review also highlighted the association between close and equitable relationships
with lower levels of burnout. Trainees have access to a range of support networks including
training cohorts, placement teams and personal relationships, and thus it may be beneficial
for training providers to facilitate opportunities for building relationships on training, for
example through forums such as peer supervision or reflective practice. The supervisory
relationship may be particularly important during the training period, thus training providers

should ensure they offer robust supervisor training and meaningful feedback mechanisms.

The findings of this review also highlight the need to look beyond individual coping
strategies and consider the contextual factors that may play a role in the experience of
burnout, including considering the impact of working hours, conflicting role demands, and

lack of supervision. These factors could be targets for work-based interventions for this
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population, and trainees may benefit from more support from their training providers in
navigating their role, particularly within under-resourced healthcare systems. This finding
highlights that interventions that are solely “person focused” and aimed at increasing
individual resilience are unlikely to be successful in preventing or ameliorating burnout in
this population; furthermore, focusing solely on personal resilience risks individualising
systemic problems and encouraging individuals to tolerate adverse working conditions

(Chamorro-Premuzic and Lusk, 2017).

The review’s findings also support the need for training courses to ensure trainees
from a diverse range of backgrounds are able to thrive in clinical training, by recognising that
systemic factors including discrimination and financial pressure can contribute to the

experience of burnout.

Strengths and limitations of the literature

The cross-sectional nature of the included studies limits our understanding of the
directionality of the associations described. There are also theoretical limitations with the
way burnout was conceptualised within the included studies; two studies (Jovanovi¢ et al.,
2016; Kaeding et al., 2017) used the MBI cut-off values to identify ‘cases’ of high or severe
burnout in order to perform a comparison of groups in their analysis; however, the criteria for
burnout as a diagnosable condition is contentious and lacks the support of a robust theoretical
rationale (Schaufeli et al., 2009), calling into the question both the reliability and validity of
these results. Furthermore, even “mild” levels of burnout can be distressing and impact an
individual’s functioning (Morse et al., 2012), suggesting it may be unhelpful to categorise

burnout in this way.
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Although the review included studies focusing on individuals across a range of
professional backgrounds, some professionals such as mental health nursing students were

not represented in the literature.

Lazarus and Folkman’s (1984) theory of stress and coping emphasises the importance
of person-environment fit, and suggests that it is the subjective appraisal of the stress along
with availability of coping resources which determine an individuals’ response to stress. Few
studies addressed this concept and did not consider the perception risk factors such as

working hours on participants.

Strengths and limitations of the review

A strength of this review was the systematic and replicable method, which facilitated
original insights into the predictors of burnout within a trainee mental health professional
population. By limiting the included studies to those which utilised a validated measure of
burnout, there was homogeneity in the conceptualisation of burnout as distinct from related

concepts such as stress, depression, compassion fatigue, and secondary traumatic stress.

This review was also subject to limitations. Included studies were limited to those
published in peer reviewed journals, in order to privilege the quality of included results. As a
result, grey literature was not included; this confers a risk of publication bias, in that studies

with null results may have been missed from this review.

The research question warranted a focus on quantitative studies, due to the interest in
investigating relationships between pre-determined phenomena; however, the decision to
exclude qualitative studies means that a rich exploration of the experience of burnout was not

captured.

The heterogeneity of included studies could also be considered a limitation, as local

training contexts will undoubtably differ across professions and geographical location. The
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decision to include a range of professions including counselling and social work also
introduced heterogeneity into the review, however these studies were included on the basis
that authors identified mental health as an area of practice for trainees. Whilst the variety of
studies included makes it difficult to draw strong conclusions about the relative importance of
the factors discussed, a strength of the review was its ability to synthesise a breadth of
research and explore implications for practice beyond that which could be achieved by

individual studies.

The concept of burnout does not translate to all languages and cultures (Maslach et
al., 2001), thus limiting the generalisability of this research internationally. The decision to
limit search results to the English language due to time and budget constraints further
privileges a Western culture and increases the risk of bias towards significant results

(Knobloch et al., 2011; Stern and Kleijnen, 2020).

Finally, this review did not include a meta-analysis in the synthesis of findings.
Whilst this was justified by the lack of homogeneity in included studies, it limits the

robustness of conclusions that can be drawn from the review.
Future research

Although all studies in this review utilised a cross-sectional design, there is evidence
to suggest that burnout is a dynamic experience that evolves over time (Boersma and
Lindblom, 2009). Future research may therefore benefit from longitudinal designs to explore
the directionality of relationships between variables, and to scrutinise the long-term effects of
burnout. Triangulation between self-report data and other sources such as supervisor

observations may provide a more reliable understanding of burnout.

Future research could look to replicate the findings of key predictors of burnout as

identified in this review, and to employ mediation and moderation analysis to explore how
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these factors interplay. Research of this nature may ultimately support the development of

questionnaire tools that can measure risk of burnout in a trainee population.

Studies in trainee populations of specific interventions that cultivate psychological
resources such as mindfulness and self-compassion could also be conducted on the basis of
this review, in order to consider their potential value in protecting against or ameliorating

burnout, alongside a consideration of systemic factors.

Conclusion

The current review has highlighted the role of personal, psychological, and work-
related factors in contributing to the risk of burnout within trainee mental health
professionals. The most consistent evidence in this review was for the association between
social support and lower burnout. There was also some consistent evidence for personal
factors associated with burnout including younger age and perfectionistic traits.
Psychological resources including self-compassion and mindfulness were also implicated

within a possible role in reducing or preventing burnout.

Mental health professionals in training may benefit from interventions which enhance
self-awareness and increase psychological coping skills, provide forums for social support, as
well as those which reduce the work-related demands of training including workload and role

conflict.

The strength of conclusions is limited by the cross-sectional, self-report designs
adopted by all studies included in this review, and it is recommended that further research be

conducted with longitudinal designs and validated measures.

50



References

Acker, G. M. (1999). “The impact of clients' mental illness on social workers' job satisfaction
and burnout.” Health and Social Work, Vol. 24 No. 2, pp 112-1109.

https://doi.org/10.1093/hsw/24.2.112

Adams, R. E., Boscarino, J. A., and Figley, C. R. (2006). “Compassion fatigue and
psychological distress among social workers: A validation study.” American Journal
of Orthopsychiatry, Vol. 76 No. 1, pp. 103-108. https://doi.org/10.1037/0002-

9432.76.1.103

Adriaenssens, J., De Gucht, V., and Maes, S. (2015). “Determinants and prevalence of
burnout in emergency nurses: a systematic review of 25 years of research.”
International Journal of Nursing Studies, VVol. 52 No. 2, pp 649-661.

https://doi.org/10.1016/j.ijnurstu.2014.11.004

American Psychological Association. (2018, January 25). Research roundup: Burnout in
mental health providers. https://www.apaservices.org/practice/update/2018/01-

25/mental-health-providers

Aryankhesal, A., Mohammadibakhsh, R., Hamidi, Y., Alidoost, S., Behzadifar, M., Sohrabi,
R., and Farhadi, Z. (2019). “Interventions on reducing burnout in physicians and
nurses: A systematic review.” Medical journal of the Islamic Republic of Iran. Vol.

33. P. 77. https://doi.org/10.34171/mjiri.33.77

Bakker, A. B., and Demerouti, E. (2007). “The job demands-resources model: State of the
art.” Journal of Managerial Psychology, Vol. 22 No. 3, pp. 309-328.

https://doi.org/10.1108/02683940710733115

51



Bakker, A. B., and Schaufeli, W. B. (2014). “Work engagement”. Organizational Behaviour:

The Blackwell Encyclopedia of Management. West Sussex, UK: Wiley.

Bakker, A. B., Demerouti, E., De Boer, E., and Schaufeli, W. B. (2003). “Job demands and
job resources as predictors of absence duration and frequency.” Journal of Vocational
Behavior, VVol. 62 No. 2, pp. 341-356. http://dx.doi.org/10.1016/S0001-

8791(02)00030-1

Basma, D., DeDiego, A. C., and Dafoe, E. (2021). “Examining wellness, burnout, and
discrimination among BIPOC counseling students.” Journal of Multicultural
Counseling and Development, Vol. 49 No. 2, pp. 74-86.

https://doi.org/10.1002/jmcd.12207

Beaumont, E., Durkin, M., Hollins Martin, C. J., and Carson, J. (2016). “Measuring
relationships between self-compassion, compassion fatigue, burnout and well-being in
student counsellors and student cognitive behavioural psychotherapists: A quantitative
survey.” Counselling and Psychotherapy Research, Vol. 16 No. 1, pp. 15-23.

https://doi.org/10.1002/capr.12054

Boersma, K., and Lindblom, K. (2009). “Stability and change in burnout profiles over time:
A prospective study in the working population.” Work and Stress, Vol. 23 No. 3, pp.

264-283. https://doi.org/10.1080/02678370903265860

Bouman, A. M., Brake, H. T., and Hoogstraten, J. (2002). “Significant effects due to
rephrasing the Maslach Burnout Inventory's personal accomplishment items.”
Psychological Reports, Vol. 91 No. 3, pp. 825-826.

https://doi.org/10.2466/pr0.2002.91.3.825

Braun, S. E., Auerbach, S. M., Rybarczyk, B., Lee, B., and Call, S. (2017). “Mindfulness,

burnout, and effects on performance evaluations in internal medicine residents.”

52



Advances in Medical Education and Practice, Vol. 8, pp. 591-597.

https://doi.org/10.2147/AMEP.S140554

Bria, M., Baban, A., and Dumitrascu, D. L. (2012). “Systematic review of burnout risk
factors among European healthcare professionals.” Cognition, Brain, Behavior: An

Interdisciplinary Journal, Vol. 16 No. 3, pp. 423-452.

British Psychological Society. (2019). Standards for the accreditation of Doctoral
programmes in clinical psychology January 20109.
https://www.bps.org.uk/sites/www.bps.org.uk/files/Accreditation/Clinical%20Accr

editation%20Handbook%202019.pdf

Bull, C., Byrnes, J., Hettiarachchi, R., and Downes, M. (2019). “A systematic review of the
validity and reliability of patient-reported experience measures.” Health Services

Research, Vol. 54 No. 5, pp. 1023-1035. https://doi.org/10.1111/1475-6773.13187

Butler, L. D., Carello, J., and Maguin, E. (2017). “Trauma, stress, and self-care in clinical
training: Predictors of burnout, decline in health status, secondary traumatic stress
symptoms, and compassion satisfaction.” Psychological Trauma: Theory, Research,

Practice, and Policy, Vol. 9 No. 4, pp. 416. https://doi.org/10.1037/tra0000187

Chamorrow-Premuzic T., and Lusk, D. (2017). ‘The Dark Side of Resilience’. Harvard
Business Review.16™ August. [Blog] https://hbr.org/2017/08/the-dark-side-of-

resilience

Cieslak, R., Shoji, K., Douglas, A., Melville, E., Luszczynska, A., and Benight, C. C. (2014).

“A meta-analysis of the relationship between job burnout and secondary traumatic
stress among workers with indirect exposure to trauma.” Psychological Services,

Vol. 11 No. 1, p. 75. https://doi.org/10.1037/a0033798

53



Cohen-Katz, J., Wiley, S. D., Capuano, T., Baker, D. M., and Shapiro, S. (2004). “The effects
of mindfulness-based stress reduction on nurse stress and burnout: a quantitative and
qualitative study.” Holistic Nursing Practice, Vol. 18 No. 6, pp. 302-308.

https://doi.org/10.1097/00004650-200411000-00006

Cokley, K., McClain, S., Enciso, A., and Martinez, M. (2013). “An examination of the impact
of minority status stress and impostor feelings on the mental health of diverse ethnic
minority college students.” Journal of Multicultural Counseling and Development,

Vol 41 No 2, pp. 82-95. https://doi.org/10.1002/j.2161-1912.2013.00029.x

Cook, K. S., Cheshire, C., Rice, E. R., and Nakagawa, S. (2013). “Social exchange theory.”

Handbook of Social Psychology, 61-88. https://doi.org/10.1007/978-94-007-6772-0_3

Costa, E. F. D. O, Santos, S. A., Santos, A. T. R. D. A., Melo, E. V. D., and Andrade, T. M.

D. (2012). “Burnout Syndrome and associated factors among medical students: a
cross-sectional study.” Clinics, Vol. 67, pp. 573-580.

https://doi.org/10.6061/clinics/2012(06)05

Cushway, D. (1992). “Stress in clinical psychology trainees.” British Journal of Clinical

Psychology, Vol. 31 No. 2, pp. 169-179. https://doi.org/10.1111/j.2044-
8260.1992.tb00981.x

De Simone, S., Vargas, M., and Servillo, G. (2021). Organizational strategies to reduce
physician burnout: a systematic review and meta-analysis. Aging Clinical and

Experimental Research, 33(4), 883-894. https://doi.org/10.1007/s40520-019-01368-3

DeLury, S. S., and Poulin, M. J. (2018). “Self-compassion and verbal performance: Evidence
for threat-buffering and implicit self-related thoughts.” Self and Identity, Vol. 17 No.

6, pp. 710-722. https://doi.org/10.1080/15298868.2018.1477829

54



Downes, M. J., Brennan, M. L., Williams, H. C., and Dean, R. S. (2016). “Development of a
critical appraisal tool to assess the quality of cross-sectional studies (AXIS).” BMJ

Open, Vol. 6 No. 12. https://doi.org/10.1136/bmjopen-2016-011458

Edwards, D., Burnard, P., Coyle, D., Fothergill, A., and Hannigan, B. (2000). “Stress and
burnout in community mental health nursing: a review of the literature.” Journal of
Psychiatric and Mental Health Nursing, Vol. 7 No. 1, pp. 7-14.

https://doi.org/10.1046/j.1365-2850.2000.00258.x

Edwards, D., Burnard, P., Hannigan, B., Cooper, L., Adams, J., Juggessur, T., ... and Coyle,
D. (2006). “Clinical supervision and burnout: the influence of clinical supervision for
community mental health nurses.” Journal of Clinical Nursing, Vol 15 No 8, pp.

1007-1015. https://doi.org/10.1111/j.1365-2702.2006.01370.x

El-Ghoroury, N. H., Galper, D. I., Sawaqdeh, A., and Bufka, L. F. (2012). “Stress, coping,
and barriers to wellness among psychology graduate students.” Training and
Education in Professional Psychology, Vol. 6 No. 2, p. 122.

https://doi.org/10.1037/a0028768

Eriksson, T., Germundsjé, L., Astrém, E., and Rénnlund, M. (2018). “Mindful self-
compassion training reduces stress and burnout symptoms among practicing
psychologists: A randomized controlled trial of a brief web-based intervention.”

Frontiers in Psychology, Vol. 9, 2340. https://doi.org/10.3389/fpsyg.2018.02340

Ferguson, C. J. (2016). “An effect size primer: a guide for clinicians and researchers.”
Professional Psychology: Research and Practice, Vol. 40 No 5, pp. 532-538.

https://doi.org/10.1037/a0015808

55



Franco, G. E. (2015). “Supervision and MFT burnout: overcoming the challenges therapists
face in the workplace.” Frontiers in Psychology, Vol. 6, 1644.

https://doi.org/10.3389/fpsyg.2015.01644

Freudenberger, H. J. (1974). “Staff burn-out.” Journal of Social Issues, VVol. 30 No. 1, pp.

159-165. https://doi.org/10.1111/j.1540-4560.1974.tb00706.x

Germer, C. K., & Neff, K. D. (2015). “Cultivating self-compassion in trauma survivors.” In
V. M. Follette, J. Briere, D. Rozelle, J. W. Hopper, & D. I. Rome (Eds.), Mindfulness-
Oriented Interventions for Trauma: Integrating Contemplative Practices, The

Guilford Press, pp. 43-58.

Gilbert, P. (2010). Compassion focused therapy: Distinctive features. Routledge.

Goodman, M. J., and Schorling, J. B. (2012). “A mindfulness course decreases burnout and
improves well-being among healthcare providers.” The International Journal of
Psychiatry in Medicine, Vol. 43 No. 2, pp. 119-128.

https://doi.org/10.2190/PM.43.2.b

Hall, L. H., Johnson, J., Watt, 1., Tsipa, A., and O’Connor, D. B. (2016). “Healthcare staff
wellbeing, burnout, and patient safety: a systematic review.” PloS One, Vol 11 No. 7,

e0159015. https://doi.org/10.1371/journal.pone.0159015

Happell, B., and Koehn, S. (2011). “Seclusion as a necessary intervention: The relationship
between burnout, job satisfaction and therapeutic optimism and justification for the
use of seclusion.” Journal of Advanced Nursing, Vol. 67 No. 6, pp. 1222-1231.

https://doi.org/10.1111/j.1365-2648.2010.05570.x

56



Harr, C., and Moore, B. (2011). “Compassion fatigue among social work students in field
placements.” Journal of Teaching in Social Work, Vol. 31 No. 3, pp. 350-363.

https://doi.org/10.1080/08841233.2011.580262

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (2009). Acceptance and commitment therapy.

Washington, DC: American Psychological Association.

Health and Social Care Committee (2021) Workforce burnout and resilience in the NHS and
social care. June 2021.

https://publications.parliament.uk/pa/cm5802/cmselect/cmhealth/22/2202.htm

Hobfoll, S. E. (1989). “Conservation of resources: a new attempt at conceptualizing stress.”
American Psychologist, Vol. 44 No. 3, p. 513. https://doi.org/10.1037/0003-

066X.44.3.513

Hu, Q., Schaufeli, W. B., and Taris, T. W. (2011). “The job demands-resources model: An
analysis of additive and joint effects of demands and resources.” Journal of
Vocational Behavior, Vol. 79 No. 1, pp. 181-190.

https://doi.org/10.1016/j.jvb.2010.12.009

IsHak, W., Nikravesh, R., Lederer, S., Perry, R., Ogunyemi, D., and Bernstein, C. (2013).
“Burnout in medical students: a systematic review.” The Clinical Teacher, Vol. 10,

No. 4, pp. 242-245. https://doi.org/10.1111/tct.12014

Jackson-Koku, G., and Grime, P. (2019). “Emotion regulation and burnout in doctors: a
systematic review.” Occupational Medicine, Vol. 69 No. 1, 9-21.

https://doi.org/10.1093/occmed/kqz004

Johnson, J., Cameron, L., Mitchinson, L., Parmar, M., Opio-te, G., Louch, G., and Grange, A.

(2019). “An investigation into the relationships between bullying, discrimination,

57



burnout and patient safety in nurses and midwives: is burnout a mediator?”” Journal of
Research in Nursing, Vol. 24 No. 8, pp. 604-619.

https://doi.org/10.1177/1744987119880329

Jovanovié, N., Podlesek, A., Volpe, U., Barrett, E., Ferrari, S., Kuzman, M. R., ... and
Beezhold, J. (2016). “Burnout syndrome among psychiatric trainees in 22 countries:
Risk increased by long working hours, lack of supervision, and psychiatry not being
first career choice.” European Psychiatry, Vol. 32, pp. 34-41.

https://doi.org/10.1016/j.eurpsy.2015.10.007

Kaeding, A., Sougleris, C., Reid, C., van Vreeswijk, M. F., Hayes, C., Dorrian, J., and
Simpson, S. (2017). “Professional burnout, early maladaptive schemas, and physical
health in clinical and counselling psychology trainees.” Journal of Clinical

Psychology, Vol. 73 No. 12, pp. 1782-1796. https://doi.org/10.1002/jclp.22485

Khamisa, N., Peltzer, K., and Oldenburg, B. (2013). “Burnout in relation to specific
contributing factors and health outcomes among nurses: a systematic review.”
International Journal of Environmental Research and Public Health, Vol. 10 No. 6,

pp. 2214-2240. https://doi.org/10.3390/ijerph10062214

Klein, A., Taieb, O., Xavier, S., Baubet, T., and Reyre, A. (2020). The benefits of
mindfulness-based interventions on burnout among health professionals: a systematic
review. Explore, Vol. 16 No. 1, pp. 35-43.

https://doi.org/10.1016/j.explore.2019.09.002

Knobloch, K., Yoon, U., and Vogt, P. M. (2011). “Preferred reporting items for systematic
reviews and meta-analyses (PRISMA) statement and publication bias.” Journal of
Cranio-Maxillofacial Surgery, Vol. 39 No. 2, pp. 91-92.

https://doi.org/10.1016/j.jcms.2010.11.001

58



Kovach Clark, H., Murdock, N. L., and Koetting, K. (2009). “Predicting burnout and career
choice satisfaction in counseling psychology graduate students.” The Counseling

Psychologist, Vol. 37 No. 4, pp. 580-606. https://doi.org/10.1177/0011000008319985

Kristensen, T. S., Borritz, M., Villadsen, E., and Christensen, K. B. (2005). “The Copenhagen
Burnout Inventory: A new tool for the assessment of burnout.” Work and Stress, Vol

19 No 3, pp. 192-207. https://doi.org/10.1080/02678370500297720

Kumar, S. (2011). “Burnout and psychiatrists: what do we know and where to from here?”
Epidemiology and Psychiatric Sciences, VVol. 20 No. 4, pp. 295-301.

https://doi.org/10.1017/S204579601100059X

Lathren, C. R., Rao, S. S., Park, J., and Bluth, K. (2021). “Self-compassion and current close
interpersonal relationships: A scoping literature review.” Mindfulness, Vol. 12 No. 5,

pp. 1078-1093. https://doi.org/10.1007/s12671-020-01566-5

Lazarus, R. S., and Folkman, S. (1984). Stress, appraisal, and coping. Springer publishing

company.

Le Roux, L., Steyn, F., and Hall, B. (2018). “Burnout and engagement in fourth-year social
work students: Why we should be concerned.” Social Work, VVol. 54 No. 2, pp. 179-

193. https://doi.org/10.15270/54-2-632

Lee, I, Bardhoshi, G., Yoon, E., Sandersfeld, T., Rush, R. D., and Priest, J. B. (2018).
“Attributional style and burnout of counselors-in-training.” Counselor Education and

Supervision, Vol. 57 No. 4, pp. 285-300. https://doi.org/10.1002/ceas.12117

Lee, R. T., and Ashforth, B. E. (1990). “On the meaning of Maslach's three dimensions of
burnout.” Journal of Applied Psychology, Vol. 75 No. 6, p. 743.

https://doi.org/10.1037/0021- 9010.75.6.743

59



Lopez-Lopez, 1. M., Gomez-Urquiza, J. L., Cafiadas, G. R., De la Fuente, E. 1., Albendin-
Garcia, L., and Cafiadas-De la Fuente, G. A. (2019). “Prevalence of burnout in mental
health nurses and related factors: a systematic review and meta-analysis.”
International Journal of Mental Health Nursing, Vol. 28 No. 5, pp. 1035-1044.

https://doi.org/10.1111/inm.12606

Lushington, K., and Luscri, G. (2001). “Are counseling students stressed? A cross-cultural
comparison of burnout in Australian, Singaporean and Hong Kong counseling

students.” Asian Journal of Counseling, Vol. 8 No. 2, pp. 209-232.

Ma, L. L., Wang, Y. Y., Yang, Z. H., Huang, D., Weng, H., and Zeng, X. T. (2020).
“Methodological quality (risk of bias) assessment tools for primary and secondary
medical studies: what are they and which is better?.” Military Medical Research, Vol.

7 No. 1, pp. 1-11. https://doi.org/10.1186/s40779-020-00238-8

Maslach, C., and Jackson, S. E. (1981). “The measurement of experienced burnout.” Journal
of Organizational Behavior, Vol. 2 No. 2, pp. 99-113.

https://doi.org/10.1002/job.4030020205

Maslach, C. and Leiter, M.P., (1999). “Burnout and engagement in the workplace: A

contextual analysis.” Advances in Motivation and Achievement, Vol. 11, pp. 275-302.

Maslach, C. (2003). “Job burnout: New directions in research and intervention.” Current
Directions in Psychological Science, Vol. 12 No. 5, pp. 189-192.

https://doi.org/10.1111/1467- 8721.01258

Maslach, C., Jackson, S. E., and Leiter, M. P. (1997). Maslach burnout inventory. Scarecrow

Education.

60



Maslach, C., Schaufeli, W. B., and Leiter, M. P. (2001). “Job burnout.” Annual Review of
Psychology, VVol. 52 No. 1, pp. 397-422.

https://doi.org/10.1146/annurev.psych.52.1.397

McCann, I. L., and Pearlman, L. A. (1990). “Vicarious traumatization: A framework for
understanding the psychological effects of working with victims.” Journal of

Traumatic Stress, Vol. 3 No. 1, pp. 131-149. https://doi.org/10.1007/BF00975140

McCormack, H. M., Macintyre, T. E., O'Shea, D., Herring, M. P., and Campbell, M. J.
(2018). The prevalence and cause (s) of burnout among applied psychologists: A
systematic review. Frontiers in Psychology, Vol. 9, p.1897.

https://doi.org/10.3389/fpsyg.2018.01897

Meadors, P., Lamson, A., Swanson, M., White, M., and Sira, N. (2010). “Secondary

traumatization in pediatric healthcare providers: Compassion fatigue, burnout, and

secondary traumatic stress.” OMEGA-Journal of Death and Dying, Vol. 60 No. 2, pp.

103-128. https://doi.org/10.2190/0OM.60.2.a

Meier, S. T., and Schmeck, R. R. (1985). “The burned-out college student: A descriptive

profile.” Journal of College Student Personnel. VVol. 26 No. 1, pp. 63-69.

Meijman, T. F., and Mulder, G. (1998). “Psychological aspects of workload.” In P. J. D.

Drenth, H. Thierry, and C. J. de Wolff (Eds.), Handbook of Work and Organizational

psychology. Hove, England: Psychology Press, pp. 5-33.

Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., and Prisma Group. (2009). “Preferred
reporting items for systematic reviews and meta-analyses: the PRISMA statement.”
PLoS Medicine, VVol. 6 No. 7, e1000097.

https://doi.org/10.1371/journal.pmed.1000097

61



Monsalve-Reyes, C. S., San Luis-Costas, C., Gomez-Urquiza, J. L., Albendin-Garcia, L.,
Aguayo, R., and Cafadas-De la Fuente, G. A. (2018). “Burnout syndrome and its
prevalence in primary care nursing: a systematic review and meta-analysis.” BMC

Family Practice, Vol. 19 No. 1, pp. 1-7. https://doi.org/10.1186/s12875-018-0748-z

Moor, L., and Anderson, J. R. (2019). “A systematic literature review of the relationship
between dark personality traits and antisocial online behaviours.” Personality and
Individual Differences, Vol. 144, pp. 40-55.

https://doi.org/10.1016/j.paid.2019.02.027

Morse, G., Salyers, M. P., Rollins, A. L., Monroe-DeVita, M., and Pfahler, C. (2012).
“Burnout in mental health services: A review of the problem and its
remediation.” Administration and Policy in Mental Health and Mental Health
Services Research, Vol. 39 No. 5, pp. 341-352. https://doi.org/10.1007/s10488-011-

0352-1

Mutkins, E., Brown, R. F., and Thorsteinsson, E. (2011). “Stress, depression, workplace and
social supports and burnout in intellectual disability support staff.” Journal of
Intellectual Disability Research, Vol. 55 No. 5, pp. 500-510.

https://doi.org/10.1111/j.1365-2788.2011.01406.x

Nakamura, H., Nagase, H., Yoshida, M., and Ogino, K. (1999). “Natural killer (NK) cell
activity and NK cell subsets in workers with a tendency of burnout.” Journal of

Psychosomatic Research, Vol. 46 No. 6, pp. 569-578. https://doi.org/10.1016/S0022-

3999(99)00009-4

Newell, J. M., and MacNeil, G. A. (2010). “Professional burnout, vicarious trauma,
secondary traumatic stress, and compassion fatigue.” Best Practices in Mental Health,

Vol. 6 No. 2, pp. 57-68. http://hdl.handle.net/11212/2874

62



Newton, T. L., Ohrt, J. H., Guest, J. D., and Wymer, B. (2020). “Influence of Mindfulness,
Emotion Regulation, and Perceived Social Support on Burnout.” Counselor
Education and Supervision, Vol. 59 No. 4, pp. 252-266.

https://doi.org/10.1002/ceas.12187

O’Connor, K., Neff, D. M., and Pitman, S. (2018). “Burnout in mental health professionals:
A systematic review and meta-analysis of prevalence and determinants.” European

Psychiatry, Vol 53, pp. 74-99. https://doi.org/10.1016/j.eurpsy.2018.06.003

Olson, K., and Kemper, K. J. (2014). “Factors associated with well-being and confidence in
providing compassionate care.” Journal of Evidence-based Complementary and
Alternative Medicine, Vol. 19 No. 4, pp. 292-296.

https://doi.org/10.1177/2156587214539977

Panagioti, M., Geraghty, K., Johnson, J., Zhou, A., Panagopoulou, E., Chew-Graham, C., ...
and Esmail, A. (2018). “Association between physician burnout and patient safety,
professionalism, and patient satisfaction: a systematic review and meta-analysis.”
JAMA Internal Medicine, Vol. 178 No. 10, pp. 1317-1331.

https://doi.org/10.1001/jamainternmed.2018.3713

Popay, J., Roberts, H., Sowden, A., Petticrew, M., Arai, L., Rodgers, M., Britten, N., Roen,
K., & Duffy, S. (2006). Guidance on the conduct of narrative synthesis in systematic

reviews. A product from the ESRC methods programme (1), b92.

Presley, V.L, Jones, C.A, and Newton, E.K. (2017) “Are Perfectionist Therapists Perfect?
The Relationship between Therapist Perfectionism and Client Outcomes in Cognitive
Behavioural Therapy.” Behavioural and Cognitive Psychotherapy, Vol. 45 No. 3, pp.

225-237. http://dx.doi.org/10.1017/S1352465817000054

63



Proctor B. (1988) “Supervision: A co-operative exercise in accountability.” In Marken M.
and Payne M. (Eds.) Enabling and Ensuring: Supervision in Practice 2nd edn.
Leicester, National Youth Bureau and Council for Education and Training in

Youth and Community Work, pp. 21-34.

Prosser, D., Johnson, S., Kuipers, E., Szmukler, G., Bebbington, P., and Thornicroft, G.
(1997). “Perceived sources of work stress and satisfaction among hospital and
community mental health staff, and their relation to mental health, burnout and job
satisfaction.” Journal of Psychosomatic Research, Vol. 43, No. 1, pp. 51-59.

https://doi.org/10.1016/S0022-3999(97)00086-X

Rhodes, J. E. (2004). “Family, friends, and community: The role of social support in

promoting health.” Clinical Handbook of Health Psychology, Vol 9, pp. 289-296.

Richardson, C. M., Trusty, W. T., and George, K. A. (2018). “Trainee wellness: Self-critical
perfectionism, self-compassion, depression, and burnout among doctoral trainees in
psychology.” Counselling Psychology Quarterly, Vol. 33 No. 2, pp. 187-198.

https://doi.org/10.1080/09515070.2018.1509839

Rico, Y., and Bunge, E. L. (2021). “Stress and burnout in psychology doctoral students.”
Psychology, Health and Medicine, Vol. 26 No. 2, pp. 177-183.

https://doi.org/10.1080/13548506.2020.1842471

Rockliff, H., Gilbert, P., McEwan, K., Lightman, S., and Glover, D. (2008). A pilot
exploration of heart rate variability and salivary cortisol responses to compassion-
focused imagery. Clinical Neuropsychiatry: Journal of Treatment Evaluation, Vol. 5

No. 3, pp. 132-139. http://hdl.handle.net/10545/622861

64



Rose, J., Nice, L., Stenfert Kroese, B., Powell, T., and Oyebode, J. R. (2019, March). The
role of relationship reciprocity and self-efficacy on well-being and burnout in clinical

psychology trainees. Clinical Psychology Forum, Vol. 315, pp. 38-48

Rotenstein, L. S., Torre, M., Ramos, M. A., Rosales, R. C., Guille, C., Sen, S., and Mata, D.
A. (2018). “Prevalence of burnout among physicians: a systematic review.” Jama,

Vol. 320 No. 11, pp. 1131-1150. https://doi.org/10.1001/jama.2018.12777

Rupert, P. A., and Kent, J. S. (2007). “Gender and work setting differences in career-
sustaining behaviors and burnout among professional psychologists.” Professional
Psychology: Research and Practice, Vol. 38 No. 1, p. 88.

https://doi.org/10.1037/0735-7028.38.1.88

Salvagioni, D. A. J., Melanda, F. N., Mesas, A. E., Gonzélez, A. D., Gabani, F. L., and
Andrade, S. M. D. (2017). “Physical, psychological and occupational consequences of
job burnout: A systematic review of prospective studies.” PloS One, Vol. 12 No. 10,

e0185781. https://doi.org/10.1371/journal.pone.0185781

Savicki, V., and Cooley, E. (1987). “The relationship of work environment and client contact
to burnout in mental health professionals.” Journal of Counseling and Development,

Vol. 65 No. 5, pp. 249-252. https:/doi.org/10.1002/j.1556-6676.1987.th01276.x

Schaufeli, W. B., Leiter, M. P., and Maslach, C. (2009). “Burnout: 35 years of research and
practice.” Career Development International, VVol. 14 No. 3, pp. 204-220.

https://doi.org/10.1108/13620430910966406

Schaufeli, W. B., Martinez, I. M., Pinto, A. M., Salanova, M., and Bakker, A. B. (2002).
“Burnout and engagement in university students: A cross-national study.” Journal of
Cross-Cultural Psychology, Vol. 33 No. 5, pp. 464-481.

https://doi.org/10.1177/0022022102033005003

65



Schaufeli, W. B., and Taris, T. W. (2005). “The conceptualization and measurement of
burnout: Common ground and worlds apart.” Work and Stress, Vol. 19 No. 3, pp.

256-262. https://doi.org/10.1080/02678370500385913

Schaufeli, W., and Taris, T. (2013). “The job demands-resources model: A critical review.”
Gedrag and Organisatie, VVol. 26 No. 2, pp. 182-204.

https://doi.org/10.5117/2013.026.002.182

Schwartz-Mette, R. A. (2009). “Challenges in addressing graduate student impairment in
academic professional psychology programs.” Ethics and Behavior, Vol. 19 No. 2,

pp. 91-102. https://doi.org/10.1080/10508420902768973

Shanafelt, T. D., Bradley, K. A., Wipf, J. E., and Back, A. L. (2002). “Burnout and self-
reported patient care in an internal medicine residency program.” Annals of Internal
Medicine, Vol. 136 No. 5, pp. 358-367. https://doi.org/10.7326/0003-4819-136-5-

200203050-00008

Shirom, A., and Melamed, S. (2006). “A comparison of the construct validity of two burnout
measures in two groups of professionals.” International Journal of Stress

management, VVol. 13 No. 2, p. 176. https://doi.org/10.1037/1072-5245.13.2.176

Simionato, G. K., and Simpson, S. (2018). “Personal risk factors associated with burnout
among psychotherapists: A systematic review of the literature.” Journal of Clinical

Psychology, VVol. 74 No. 9, pp. 1431-1456. https://doi.org/10.1002/jclp.22615

Stamm, B. H. (2010). The concise ProQOL manual.

Stern, C., and Kleijnen, J. (2020). “Language bias in systematic reviews: you only get out
what you put in.” JBI Evidence Synthesis, Vol. 18 No. 9, pp. 1818-1819.

https://doi.org/10.11124/JBIES-20-00361

66



Swords, B. A., and Ellis, M. V. (2017). “Burnout and vigor among health service psychology
doctoral students.” The Counseling Psychologist, Vol. 45 No. 8, pp. 1141-1161.

https://doi.org/10.1177/0011000017747548

Testa, D., and Sangganjanavanich, V. F. (2016). “Contribution of mindfulness and emotional
intelligence to burnout among counseling interns.” Counselor Education and

Supervision, Vol. 55 No. 2, pp. 95-108. https://doi.org/10.1002/ceas.12035

The King’s Fund (2021). Supporting people and leaders: a 2020-24 strategic priority.
https://www.kingsfund.org.uk/priorities/supporting-people-leaders#resources-and-

key-projects

Tomaschewski-Barlem, J. G., Lunardi, V. L., Lunardi, G. L., Barlem, E. L. D., Silveira, R. S.
D., and Vidal, D. A. S. (2014). “Burnout syndrome among undergraduate nursing
students at a public university.” Revista Latino-americana de Enfermagem, Vol. 22,

pp. 934-941. https://doi.org/10.1590/0104-1169.3254.2498

Van Bogaert, P., Clarke, S., Roelant, E., Meulemans, H., and Van de Heyning, P. (2010).
“Impacts of unit-level nurse practice environment and burnout on nurse-reported
outcomes: a multilevel modelling approach.” Journal of Clinical Nursing, Vol. 19 No.

11-12, pp. 1664-1674. https://doi.org/10.1111/j.1365-2702.2009.03128.x

Volpe, U., Luciano, M., Palumbo, C., Sampogna, G., Del Vecchio, V., and Fiorillo, A.
(2014). “Risk of burnout among early career mental health professionals.” Journal of
Psychiatric and Mental Health Nursing, VVol. 21 No. 9, pp. 774-781.

https://doi.org/10.1111/jpm.12137

67



West, M. A. (2016). “If it’s about NHS culture, it’s about leadership”.
https://www.kingsfund.org.uk/blog/2016/01/if-it%E2%80%99s-about-culture-

it%E2%80%99s-about-leadership

West, M. A., & Chowla, R. (2017). “Compassionate leadership for compassionate health
care.”, Gilbert, P. (Ed.) Compassion: concepts, research and applications, Routledge,

237-257.

Wilkinson, H., Whittington, R., Perry, L., and Eames, C. (2017). “Examining the relationship
between burnout and empathy in healthcare professionals: A systematic review.”

Burnout Research, Vol. 6, pp. 18-29. https://doi.org/10.1016/j.burn.2017.06.003

Williams, E. S., Manwell, L. B., Konrad, T. R., and Linzer, M. (2007). “The relationship of
organizational culture, stress, satisfaction, and burnout with physician-reported error
and suboptimal patient care: results from the MEMO study.” Health care
Management Review, Vol. 32 No. 3, pp. 203-212.

https://doi.org/10.1097/01.HMR.0000281626.28363.59

Yang, Y., and Hayes, J. A. (2020). “Causes and consequences of burnout among mental
health professionals: A practice-oriented review of recent empirical literature.”

Psychotherapy, 57(3), 426-436. https://doi.org/10.1037/pst0000317

Ying, Y. W. (2008). “The buffering effect of self-detachment against emotional exhaustion
among social work students.” Journal of Religion and Spirituality in Social Work:
Social Thought, VVol. 27 No. 1, pp. 127-146.

https://doi.org/10.1080/15426430802114051

Zarzycka, B., Jankowski, T., and Krasiczynska, B. (2021). “Therapeutic relationship and

professional burnout in psychotherapists: A structural equation model approach.”

68



Clinical Psychology and Psychotherapy, Vol. 29, No. 1, pp. 250-259.

https://doi.org/10.1002/cpp.2629

Zhou, J., Yang, Y., Qiu, X., Yang, X., Pan, H., Ban, B., ... and Wang, W. (2016).
“Relationship between anxiety and burnout among Chinese physicians: a moderated
mediation model.” PloS One, Vol. 11 No. 8, e0157013.

https://doi.org/10.1371/journal.pone.0157013

69



Part 2: Empirical Study

Clinical Psychologists’ Experiences of Using the Power Threat Meaning
Framework in UK Mental Health Settings: A Thematic Analysis

Zoe Travers?

Word count: 7940 (Main text)
244 (Abstract)

Prepared in accordance with author guidelines for Clinical Psychology and Psychotherapy
(Appendix C.). For the purposes of this submission, the DClinPsy 8000-word limit has been
used to ensure all relevant information has been included for the examiner.

1 Cardiff University
2 Cardiff and Vale University Health Board

70



Abstract

The publication of the Power Threat Meaning Framework (PTMF) in 2018 followed
calls for an alternative conceptual model of distress. This study aimed to address a gap in the
literature by exploring the experiences of Clinical Psychologists who have drawn on the
PTMF in adult mental health services, with a focus on the opportunities, perceived impacts,

and challenges that they have experienced.

This study adopted a qualitative design utilising semi-structured interviews.
Participants were eleven clinical psychologists who had drawn upon the PTMF in adult
mental health settings. Participants took part in a semi-structured interview about their

experiences, and transcripts were analysed using Thematic Analysis.

Four themes were generated through the analysis: Having an alternative framework of
distress is valued; PTMF enhances sense making; Systemic change needed to implement

PTMF; and Working alongside other perspectives as key to influencing practice.

Findings indicated that the PTMF was perceived as offering a valued alternative to the
medical model of distress, however participants experienced challenges drawing on the
framework within current contexts. Implications for future research and the practice of

clinical psychology are discussed.

Key practitioner message:

e The Power threat meaning framework can be applied to multiple aspects of clinical
psychologists’ work in adult mental health settings
e The framework offers an opportunity to introduce alternatives to the medical model of

mental health into multidisciplinary teams
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e There are ongoing challenges negotiating the application of the framework within

existing service structures

Keywords: Power threat meaning framework, clinical psychologists, qualitative
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Introduction

Background

Diagnostic practice currently underpins the clinical and legislative structures of
mental health services both in the UK and internationally, the organisation of evidence-based
guidelines and the process of awarding research funding (Stupak & Dobroczynski, 2021).
Psychiatric diagnosis is one practice emphasised by the medical model of mental health, a
conceptual framework which emphasises the importance of biological factors in mental
distress (Fuller, 2017). Limitations of the widely used Diagnostic and Statistical Manual of
Mental Disorders fifth edition (DSM-5; American Psychiatric Association, 2013) have
prompted a number of attempts to develop alternative conceptual systems (see Phillips &
Raskin, 2021 for an overview); one such alternative gaining traction within clinical

psychology is the Power Threat Meaning Framework (PTMF; Johnstone & Boyle, 2018).

The development of the PTMF followed on from the Division of Clinical
Psychology’s (DCP) 2013 position statement, which called for a ‘paradigm shift’ in the
classification of distress and the need for an alternative conceptual model. The DCP’s
statement outlined conceptual and empirical limitations of psychiatric diagnosis including
poor reliability and validity conveying limited clinical utility (Allsopp et al., 2019, Bentall,
20044a; Bentall 2004b; Frances, 2012; Kinderman et al., 2013; Pemberton & Wainwright,
2014), decontextualizing of experience through the masking of meaningful links between
lived experience and distress (Bentall, 2004b), and ethnocentric bias with limited

consideration of the importance of ethnicity, class, spirituality and culture (Fernando, 2010).

The statement also highlighted that although some individuals find diagnosis
meaningful and protective (Stalker et al., 2005), other experiences include discrimination,

stigmatisation, and disempowerment (Honos-Webb & Leitner, 2001; Longden, 2010; Read et
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al., 2006). There are also inherent power imbalances in the process of diagnosis, which relies
on psychiatric expertise (Stupak & Dobroczynski, 2021), strengthening calls for an

alternative approach.

The power threat meaning framework

Developed by a group of senior psychologists and mental health service users funded
by the British Psychological Society (BPS), the PTMF aims to empower individuals to
develop their own meaningful narrative outside of this diagnostic paradigm. The framework
considers the operation of economic, socio-cultural, and ideological power imbalances,
threats resulting from the imbalance of power, and the personal meanings developed through
social and cultural discourses. The PTMF aims to summarise and integrate a wide body of
evidence, highlighting links between social inequalities, along with traumas including abuse
and violence, with emotional distress or unusual experiences (e.g. Kessler et al., 2010; Varese

etal., 2012).

The framework outlines a range of functional survival responses, such as
hypervigilance or hearing voices, to threats such as bullying, discrimination, and inequality. It
highlights the role of individual sense-making in understanding how these threat responses
may serve different functions at different times, but ultimately serve to meet core needs such
as seeking safe relationships, keeping a sense of control, and managing overwhelming
emotions (Boyle & Johnstone, 2020). It therefore assumes coping and survival mechanisms
rather than ‘pathology’ (Johnstone & Boyle, 2018).

The framework encourages the reframing of the question ‘what is wrong with you’, to
‘what has happened to you’, ‘how did it affect you’, ‘what sense did you make of it’, ‘what
did you have to do to survive’, and ‘what is your story’. It goes on to describe seven

provisional patterns, aiming to reflect shared patterns of experience, which its authors suggest

74



could be used to organise research and service delivery without the need for diagnostic
categories.

Although narrative based alternatives to diagnosis, such as psychological formulation,
discussions within peer support groups, and community storytelling rituals (Johnstone &
Boyle, 2018; Myerhoff, 1982), have been documented across different cultures, the PTMF
aims to provide a supporting conceptual framework to these approaches. The PTMF is also
aligned with Community Psychology, an approach which views psychological distress as

arising within a social, cultural, historical and political context (Orford, 2008).

The PTMF’s authors suggest that it could offer an alternative way of fulfilling the
administrative and research functions of diagnosis, as well as providing implications for
action within a wider social and political context (Johnstone & Boyle, 2018); however,
research has yet to comprehensively explore what these principles look like in practice.
Application of the PTMF

The PTMF has been used to explore the concept of power in assessment, formulation,
and intervention (Aherne et al., 2019), shape research and service evaluation (Aherne et al.,
2019), and inform the education of mental health professionals (Fyson et al., 2019; Griffiths
& Baty, 2019). It has also been adopted by peer-led organisations as a framework for
developing a meaningful narrative without the need for input from a professional (SHIFT
Recovery Community, 2020). Anecdotal accounts have suggested that the PTMF can
enhance sense making, collaboration and safety within mental health services, for individuals,
teams, and organisations (Bostock & Armstrong 2019; Mitchell & Thorne, 2019). Perceived
outcomes at the individual level included enhancing personal agency, self-compassion and
self-belief (Reis et al., 2019). Recently, an experimental study with the general public found

that formulation using the PTMF was associated with less desire for social distance from a
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person experiencing psychosis compared with diagnosis of schizophrenia, indicating that the
PTMF may have a valuable role to play in reducing societal stigma (Seery et al., 2021).

At the mental health service ‘team’ level, the PTMF has been adapted to provide a
model for team formulations (Nikopaschos & Burrell, 2020), defined as the process of
“facilitating a group of professionals to construct a shared understanding of a service user’s
difficulties” (Johnstone & Dallos, 2013, p. 5). Team formulation is thought to be one forum
through which psychologists can encourage psychological thinking, influence culture change
(Dexter-Smith et al., 2010), and improve service effectiveness (Onyett, 2007). It can also be
an opportunity for psychologists to introduce alternative models of distress within
multidisciplinary teams (MDT) (Summers, 2006). Staff feedback indicated that using the
PTMF in team formulation could enhance compassion for service users, increase
understanding of the link between adversity and mental health, and foster a sense of
responsibility, enjoyment, and enthusiasm for trauma-informed care (Nikopaschos & Burrel,
2020). This is consistent with previous findings that team formulation may enhance MDT
cohesion (Christofides et al., 2012) and increase staff’s reported understanding of service
users (Hood et al., 2013).

A number of potential challenges with implementing the framework have been
highlighted. These include the difficulty of communicating effectively with other health or
social care organisations without a wider social and cultural paradigm shift around mental
health (Aherne et al., 2019), and the inaccessibility of the language in the framework, which
was published in the form a 414-page document (SHIFT Recovery Community, 2020;
Griffiths, 2019). The PTMF has also received criticism on the basis that it rejects scientific
positivism and research-led progress in mental health (Salkovkis & Sutcliffe, 2018), whilst
others have suggested there is a lack of validity underpinning the narrative and its main

claims (Bortolotti, 2018). Whilst debate has been generated about the potential utility of the
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PTMF, the research literature has remained relatively sparse, and there have been calls to
further investigate its use in mental health services (Phillips & Raskin, 2021).

Trauma informed care

The PTMF also intersects with trauma-informed care (TIC), an approach which
similarly promotes a shift from asking ‘what is wrong with you’ to ‘what has happened to
you’ and seeks to provide safety, trust, choice, empowerment, and collaboration within
mental health services (Harris & Fallot, 2009; Johnstone & Boyle, 2018). Trauma-informed
settings seek to acknowledge the role that healthcare services can play in re-traumatisation,
through processes which strip individuals of their power and autonomy (Miller & Najavits,

2012).

Research has highlighted challenges in implementing TIC in mental health settings,
despite perceived benefits from staff (O’Dywer et al., 2021). Lack of role clarity, absence of
policies and procedures, and unclear therapeutic frameworks have emerged as factors which
hinder the adoption of TIC practices (Isobel & Edwards, 2017; O’Dwyer et al., 2021).
Current understanding of these challenges and how they might be navigated is limited by the
lack of research into staff’s experiences of TIC, particularly regarding professions other than
nursing (O’Dwyer et al., 2021; Quadara, 2015). Understanding how clinicians using the
PTMEF in their practice navigate a range of professional perspectives is likely to be an
important area for further research, given the finding that some professions report TIC to be a

divisive concept, that can be met with wariness and defensiveness (Isobel et al., 2021).

Working beyond diagnosis

Previous research has also explored the experience of psychologists who draw on
alternative understandings beyond the diagnostic model. Randall and Coles (2018) conducted

a thematic analysis exploring psychological practitioners’ responses to a survey about
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working beyond diagnosis in light of the DCP’s 2013 statement. The authors identified a key
concept of “playing the diagnostic game” (P. 5) where necessary to manage the conflicts
between practitioners’ own beliefs and standard practice, maintain relationships with
colleagues, and negotiate complex issues of power. Psychologists in the study reported that
diagnostic practice felt inescapably interwoven within existing healthcare systems, noting the

lack of coherent alternative to this approach.

The concept of ‘playing the diagnostic game’ aligns with findings from Cooke et al.’s
(2019) study, where conflict, compromise, and collusion with the medical model emerged as
strategies for managing the tension between diagnostic and psychosocial approaches.
Similarly, Pilgrim (2007) observed that colluding with diagnosis provided a means of
legitimising the profession and preserving power, at ideological and ethical cost. These
studies have highlighted the dilemmas experienced by psychologists, particularly given the
lack of alternative paradigm or language outside of the diagnostic framework, although it is

unclear how the publication of the PTMF has impacted on these dilemmas.

Randall and Coles’ (2018) findings also highlighted the opportunities for
psychological practitioners as leaders, educators and public figures, to lead movements away
from diagnostic practices; in turn this may facilitate greater choice within services about
approaches to mental health. This research therefore suggests that there are possible impacts
for service users and teams that warrant further exploration through a more in-depth

methodology.

Rationale

The application of the PTMF to practice is still in its infancy, reflected by the dearth
of available research; however, there is a clear rationale for the clinical and organisational

importance of understanding the experience of psychologists using the PTMF. Firstly,
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generating a more rigorous understanding of the potential opportunities and impacts of using
this broad meta-framework may have implications for understanding best practice in
formulation and intervention guided by the framework. Accordingly, this may support
recommendations that enable services to become more trauma-informed, a priority aligned
with international policy drivers (e.g. Adverse Childhood Experiences Support Hub 2022;
Centre for Disease Control, 2020; Mental Health Co-ordinating Council 2013; NHS England,

2019).

To date, there has been a lack of rigorous qualitative investigation into the
experiences of those who are drawing upon the PTMF in clinical practice, with the existing
literature consisting primarily of anecdotal and descriptive accounts. Accordingly, little is
known about the experiences of psychologists who may be trying to introduce these ideas, or
about shared patterns in experiences across different settings. There is also a gap in our

understanding about the longer-term use of the framework.

Existing accounts of using the PTMF and other TIC initiatives have highlighted
challenges communicating with health and social care systems and navigating MDT
dynamics (Aherne et al 2019; Isobel et al., 2021), thus research exploring the experience of
clinicians implementing these ideas may shed light on how these difficulties can be

negotiated and make recommendations for policy or practice.

Aims

The aim of this study was to enrich our understanding of clinical psychologists’ use of
the PTMF as applied to clinical practice in a UK adult mental health context. The study
aimed to address the knowledge gap between theory and practice, in order to inform

recommendations that may be of interest to clinicians, professional bodies, and researchers.

The research questions were therefore as follows:
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e What are the experiences of clinical psychologists who have used the PTMF in
their practice within adult mental health?

e Are there any opportunities or impacts of working in this way with individuals,
teams, and organisations?

e What are the challenges, if any, of drawing upon the framework within current

contexts, as well as possible ways forward?

Methods

Study design

This study adopted a qualitative approach, using semi-structured interviews. Interview
transcripts were analysed using reflexive thematic analysis (Braun & Clarke, 2006; Braun &
Clarke, 2019). Qualitative approaches allow for a greater exploration of personal experience
than quantitative methods, and do not constrict researchers to measuring pre-determined
phenomena (Willig, 2013). Accordingly, a qualitative approach was deemed appropriate for

the research question.

Epistemology

The researcher’s epistemological stance aligned with a critical realist position, an
approach which can be consistent with thematic analysis (Braun & Clarke, 2006). It was
acknowledged that observable phenomena are constructed through individual sense-making,
shaped by language, attitudes, and beliefs within a broader social context, and that

participants’ responses imperfectly reflected actual experiences (Pilgrim, 2014).

Participants

A target of ten to fifteen participants was chosen after considering the scope of the

research question, expected depth of data from each interview, expected diversity within the
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sample, and the pragmatic requirements and constraints of the research (Braun & Clarke,
2021b). The study advert (Appendix D.) was shared via social media including Twitter and
Linkedin, as well as within professional membership groups. The study was also advertised
via DClinPsy programme staff with the aim of reaching a broad range of psychologists.

Snowballing was used by asking participants to identify other eligible participants.

The inclusion criteria were:

- Qualified clinical psychologist
- Self-identified as having experience of using the PTMF in their work in an adult

mental health setting in the UK for at least 6 months

The sample was limited to those in the role of qualified clinical psychologist in an adult
mental health context in accordance with the aims of the study. The study was open to
individuals who were no longer using the PTMF, in order to ensure the sample was not

biased towards those with wholly positive experiences.

Procedure

The study was granted ethical approval by Cardiff University School of Psychology

Research Ethics Committee (Appendix E.; reference: EC.20.12.08.6215R2).

Participants were provided with an information sheet (Appendix F.) and completed a
consent form (Appendix G.) prior to participating. A demographics questionnaire (Appendix
H.) was also used to collect data on participants’ gender, ethnicity, age, and professional

experience. A debrief sheet was provided following the interview (Appendix L.).

Semi-structured interviews

Interviews were guided by a semi-structured interview schedule (Appendix J.).

Interview questions were informed by the existing literature, and were refined in
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collaboration with the supervisors, one of the authors of the PTMF (LJ) and an expert with
lived experience of mental health difficulties to ensure face validity. Questions were phrased
in an open-ended manner in order to reduce bias. The interview schedule was piloted with a

postgraduate researcher, after which some questions were reworded to enhance clarity.

Interviews were conducted via videocall, were recorded on an encrypted device, and
transcribed verbatim. Interviews ranged from 42 to 66 minutes with an average duration of 55
minutes. Five were transcribed by the researcher and six by a professional transcribing

service who were bound by a confidentiality agreement (Appendix K.).

The interview questions were designed to map onto the research questions stated above,
and included exploration of areas such as how participants had introduced the PTMF into
their work, what their experiences had been of communicating with others about the PTMF,
and what their experiences had been of the impact of drawing on the PTMF with individuals

or teams.

Analysis

Thematic Analysis (TA) was chosen, due to its ability to offer a rich and inductively-
orientated interpretation of the data. TA is also thought to be appropriate for research
questions which aim to have implications for clinical practice and policy (Braun & Clarke,

2021a).

Due to the aim of focusing on patterned meaning across the data set rather than a
more idiographic focus, TA was deemed to be more appropriate than a possible alternative,
Interpretive Phenomenological Analysis (Braun & Clarke, 2021a; Smith, 2004). Grounded
Theory (Glaser & Strauss, 1967) was also considered, however this approach is thought to be

best suited to research questions addressing social processes or factors that influence
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phenomenon (Charmaz, 2006) and thus was also not considered the best fit for the current

research question.

Braun and Clarke (2006; 2020) offer explicit yet flexible guidelines regarding the
process of TA. Due to the exploratory nature of the study, an inductive approach to analysis
was adopted, where the researcher was an active participant in the development of codes and
themes (Clarke & Braun, 2020; Castleberry & Nolen, 2018). Data was coded at the latent as
well as the semantic level, where the researcher sought to interpret the underlying meanings

and assumptions within the data (Braun & Clarke, 2006).

Braun and Clarke (2006) outline six stages of TA which can be applied in a flexible
and dynamic manner. Table 1. Presents a summary of how each of these phases were

undertaken.
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Table 1. Process of Thematic Analysis (based on Braun and Clarke, 2006)

Stage

Description

Stage 1

Familiarization with the dataset was achieved through listening to
audio-recordings, transcription in some cases, and through re-reading

of all transcripts.

Stage 2

The entire dataset was systematically coded, with equal attention given
to each data item. This process was repeated twice, as codes continued
to develop through the re-reading of the data. Appendix L. provides an
example extract of coded data. Supervisors reviewed three coded
transcripts and alternative interpretations of the data were discussed.

Stage 3

Codes were sorted into initial clusters of shared meaning (e.g.
Appendix M.), and initial candidate themes were generated. In some
cases, particularly rich codes were ‘upgraded’ to candidate themes,
whilst in others, themes were generated based on identifying shared

meaning across codes.

Stage 4

Themes were checked for internal homogeneity and external
heterogeneity, resulting in the merging and disregarding of some
themes. Themes were checked against the original dataset, and parts of
the dataset were also re-coded. Appendix N. illustrates the themes and
examples of associated codes, along with examples of themes that were

disregarded or renamed.

Stage 5

Themes were named in a way that sought to capture the unifying
meaning of each theme, and the researcher considered how each theme
contributed to telling a story about the data in relation to the research

aims

Stage 6

The analytic narrative was crafted for the final report. Data extracts
which illustrated the analytic story were chosen and the report was

written.
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Quality assurance

In accordance with guidance on reflexive TA, the subjectivity of the researcher was
integral to the analysis process, and thus quality assurance strategies addressed the rigour of
the methodology rather than the ‘accuracy’ of the coding (Braun & Clarke, 2020; Terry et al.,

2017).

Consistent with guidance (Elliot et al. 1999), the credibility of analysis was enhanced
by the ongoing discussion of code and theme development with research supervisors and
doctoral peer researchers. Themes were re-checked against coded extracts of data (Braun &
Clarke, 2006). A focus on depth and engagement was maintained throughout the coding
process, and quotations are presented throughout to enhance transparency (Elliot et al., 1999).

Demographic information about participants is also presented to contextualise the results.

Reflexivity

Reflexivity describes the researcher’s sensitivity to their own role in the research
process, and is typically enhanced by self-reflection about experiences, values, and
assumptions, and how they might influence the creation of knowledge (Berger, 2015).
Reflexivity was facilitated through supervision and a self-reflective diary (Appendix O.)
which informed the following positioning statement, in an attempt to acknowledge and

‘bracket’ these assumptions (Fischer, 2009):

The researcher’s position was that of a trainee clinical psychologist undertaking a
doctorate in clinical psychology. The researcher was drawn to this topic having read parts of
the PTMF prior to training, and her interest in this research was influenced by clinical
experiences working with individuals who had survived interpersonal trauma. The researcher
had an active interest in exploring alternatives to the medical model of mental health in her

clinical work. The researcher also recognised the tangible benefits that diagnosis can bring
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and had seen this offer a containing and empowering experience for some, as well as
providing access to certain services. The researcher therefore had a genuine curiosity to
explore the breadth of participants’ experiences, and was aware that she brought an interest
and preference for psychosocial perspectives over diagnostic perspectives. This was
important to continually reflect on during the analysis, through processes including actively

searching for divergent data and discussing codes and themes in supervision.

Results

Participants

Eleven participants took part in the study. All worked as clinical psychologists within
NHS adult mental health services in the UK. Eight worked primarily within the community,
two in inpatient settings, and one across both types of service provision. All had previously
attended conferences or professional training events related to the PTMF, and had used the

PTMF in their practice for between one and five years.

Years since qualification ranged from four to 22 (mean = 8.5 years). Three males and
eight females participated. The most common age range of participants was 30-39. Seven

identified as White British or Irish, three as Asian or Asian British, and one as Black British.

Themes

Four themes were generated through the analysis: Having an alternative framework of
distress is valued; PTMF enhances sense making; Systemic change needed to implement
PTMF; and Working alongside other perspectives as key to influencing practice. A thematic

map (Figure 1.) was created to illustrate the relationships between themes and subthemes.
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Figure 1. Thematic map illustrating relationships between themes and subthemes
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1. Having an alternative framework of distress is valued

This theme highlighted that having a coherent “counter-narrative” (Ppt 8.) to diagnostic
practice was valued by participants. Having a published framework under the banner of BPS
was felt to give justification and backing to the way that many participants felt they were

already practicing. Some participants labelled themselves as critical psychologists who drew
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on ideas from community psychology, and sought to incorporate a broader social and
political context in their work with individuals and teams; being able to draw on the PTMF

was therefore felt to compliment and strengthen existing practice.

“I was really excited when the framework came out and it was under the badge of the

BPS. It felt like, suddenly, the things, the work that | do had an official stamp on it.”

(Ppt 6, p.1)

Participants also felt that having a coherent, structured alternative to the medical
model understanding of distress was also valued by service users and professionals, and that
offering a different way of sense-making could facilitate trust and engagement for those who

had previously found services unhelpful.

“I think if we’d kept pushing on that, you must accept this diagnosis, you must accept
this way of framing things, [a service user] would have voted with her feet or with the
chair. And, by having that flexibility, by having that alternative way of looking at this

in her back pocket, it kept her in service” (Ppt 4, p.3)

2. PTMF enhances sense making

This theme comprised three subthemes: PTMF invites reflections on power; a more
meaningful perspective; and PTMF facilitates compassionate care. The PTMF was seen as
providing a rich way of understanding service users’ distress when used in formulation. This
included using the PTMF guided discussion document with service users to explore how
power has operated in a person’s life, what threats this may have posed, and how a person
may have made sense of this, as well as using these core questions within a team formulation

space.

It commonly was felt that the PTMF provided a lens for making sense of experiences or

behaviours, such as aggression or self-harm, by framing them as threat responses and placing
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them in a meaningful context of people’s experiences, with a particular focus on the impact
of adversity. The PTMF could provide a way of foregrounding power and trauma in existing
interventions, including within cognitive behavioural therapy, and within team formulation.
As a result, participants felt that service users could be held in mind in a different way by

staff, which could have an impact on care.
2.1 PTMF invites reflections on power

Exploring the role of power imbalances was one of the most valued elements of drawing
on PTMF in participants’ work. This included using the PTMF in team formulation to
facilitate conversations about power imbalances within mental health services and the
potential for services to replicate past experiences of trauma. Participants have observed
multidisciplinary staff reflecting on the impact of power imbalances in service users’

difficulties.

“If they are coming into an inpatient setting, what’s happening with, every step of the
pathway will recreate some form of adversity and the fact that teams can come back
to us and say no we thought about their trauma and what would retraumatise them
and how we can work collaboratively with them so they feel like they have agency

rather than re-creating a power imbalance” (Ppt 3, p.4)
2.2 A more meaningful perspective

Participants experienced the PTMF as offering a more meaningful perspective than
traditional biomedical and biopsychosocial understandings of distress, and noted an impact
on teams shifting towards reformulating service users’ difficulties in a way that considered

the role of past trauma and adversity.
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“People ask questions about the people we work with histories with a genuine

understanding that this is important rather than I'm just ticking this box on the triage
form of my history.” (Ppt 1, p.6)

“What [the PTMF] does, it gives you a fuller information about the person, as
opposed to, well she’s got OCD...and what are we going to do with that? You know,

that tells us nothing. (Ppt 9, p. 10)

It was also felt that the PTMF could be used alongside existing psychological
approaches, including cognitive behavioural therapy (CBT), to consider broader societal
influences on distress. There was a sense that conversations about adversity, the operation of
power and associated threats and meanings could be compatible with many evidence-based
psychological therapies including CBT, compassion focused therapy, and acceptance and

commitment therapy.

“I do think, if you feel confident and competent with your models, then actually, you
can formulate with [the PTMF] using any of the therapy models; bringing in power and

wider contextual factors.” (Ppt 10, p.7)

2.3 PTMF Facilitates compassionate care

Participants felt that using PTMF to make sense of service users’ difficulties with
teams could facilitate a less blaming, more compassionate understanding than would
otherwise be offered. Using the guided discussion document as the framework for team

formulation was felt to facilitate a more empathic and empowering perspective within teams.

“If you can begin to understand the function of [self-harm], that it’s a way of

surviving unbearable stress and sadness and trauma and misery, it reframes it within

90



a much more compassionate way, rather than seeing it as a, a symptom of something

that you should be able to control.” (Pp4, p.3)

Participants found that this shift in thinking could translate into the way staff would

then respond to service users by encouraging less restrictive practices.

“If we see [a service user] as this person is agitated and angry cause they 've got
schizophrenia, well of course it makes sense that we 've got to do what we can as
quickly as we can, to get a drug and to fix this, whereas if we see this as a person
who's terrified, just the way we might approach them in terms of just maybe having
less people around, saying something as simple as like ‘it looks like you're really

scared right now, it looks like you're feeling really unsafe right now’, has a really big

shift.” (Ppt 1, p.6)

3. Systemic change needed to implement PTMF

This theme comprised three subthemes: Incompatibility with other systems; threat to the
status quo; and need for training and resources. This theme captured the sense that there are
limitations to the extent that the PTMF can be meaningfully implemented in practice without
a wider cultural paradigm shift in mental health services, as called for by its authors. Trying
to make use of the PTMF could therefore create challenges in communicating with other
professionals as well as the public, given the dominance of the medical model. The PTMF
was felt to be an ambitious project and at times participants were left feeling demoralised by

working in silos without wider organisational support.

3.1 Incompatibility with other systems

Diagnostic practice was felt to be embedded across the systems in which participants

worked — at an administrative, legal, and cultural level. Access to clinical and statutory
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services were seen as dependent on the use of diagnosis, and thus this made it challenging for

participants to meaningfully draw on PTMF as an alternative.

“One of the problems | have with the power threat meaning framework, when people
criticise it very very importantly and say ‘the department of work and pensions
doesn’t care about your formulation, the department of work and pensions want a

diagnosis’ and I don’t think there was ever a satisfactory answer provided to that.”

(Ppt 2, p10)

This theme also captured the difficulties with the complexity of the PTMF which,
although seen as somewhat necessary, was also felt to hinder its use in fast-paced healthcare
systems. The shorthand of diagnosis was felt to be well understood at a societal level as well

as serving a valued function for communicating with other professionals.

"The fast-paced nature of the work especially in an acute setting, actually 100 percent
its easier just to go medical and diagnostic ... thinking about people in this way takes

a lot more time" (Ppt 1, p.10)

This theme also highlighted a sense of ‘stuckness’ that could come from locating
distress at a societal level, whilst working within a system set up to offer intrapsychic
interventions. At times, participants experienced hopelessness within their therapeutic work
when sitting with an acknowledgement of the role oppressive power structures in the

development and maintenance of distress.

“You know, if you are formulating someone’s difficulties at the level of society, then it
then gets you wondering, what do you as a person, sitting in this room for an hour a

week, kind of do to change these massive mechanisms?” (Ppt 4, p.6)

“So, in the one way, it’s really daunting because it makes you realise how big the

hurdles are and how many there are” (Ppt 7, p.13)
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This meant that, particularly during times of stress, the sense of certainty and agency
offered by a more diagnostic led approach could be favoured. Strategies for managing this
sense of hopelessness included engaging in community psychology approaches, public health

campaigns, and political activism.
3.2 Threat to the status quo

The PTMF was felt to be divisive and threatening to the dominant narrative around
mental health. Participants felt that colleagues in psychiatry as well as other clinical
psychologists could be left feeling deskilled by the framework’s criticisms of diagnosis and
the individualisation of distress. This could lead to participants monitoring the extent that

they openly supported the use of the PTMF with their team.

“Some people will find [the PTMF] really challenging because it’s not what they 've
been trained to do or to understand. And some people will kind of feel a bit distanced

or criticised by it.” (Ppt 10, p.8)
3.3. Need for training and resources

Persistence with change over time and “chipping away” (Ppt 5) slowly were perceived
as necessary when drawing on the PTMF in current contexts and building towards wider
cultural change. This could be supported by resources to scaffold change, and participants felt
that there was a need for more guidance on implementation, more training for psychologists
and other professionals, and jargon-free resources. Some participants had found they had time
to create their own resources which could help with integrating the PTMF, whereas others
had found this was beyond the scope of their role as a busy clinician. It was also felt that
more opportunities to come together with other professionals using the framework would be

valued.
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“Training and teaching from, about the power threat meaning certainly, sort of taster
sessions from the authors would be useful.” (Ppt 8, p.15)
“I think it would also be really good to, for kind of, to work in less of a silo and reach

out to other staff during their training” (Ppt 11, p.12)

Participants felt that change needed to be supported by both bottom-up and top-down
initiatives, in that more organisational support would ultimately be necessary to implement a

mental health paradigm shift.

“I wonder ... whether it also needs to come from a higher point, you know, not just us
trying to manage it within our own teams but maybe some kind of directorate type

thing.” (Ppt 5, p.11)
4. Working alongside other perspectives as key to influencing practice

Drawing on PTMF in team formulation or team discussions was thought to be aided by
building good working relationships, crucially by collaborating across disciplines and with
service users. Although all participants had led on introducing the PTMF into their services,
being drawn into an ‘expert’ position was seen as unhelpful. There was a recognition of the
importance of valuing all professional backgrounds; in practice this involved professionals

from other disciplines facilitating team formulation meetings.

“It is definitely you know psychologically informed way of working but the fact that
there are others that are senior clinicians across the MDT that are able to take a lead
in facilitating is really important in being able to acknowledge the amount of trauma

and adversity that we work with and that’s really significant” (Ppt 3, p.3)

Being drawn into debates over ‘PTMF vs diagnosis’ or ‘psychology vs psychiatry’
was felt to be unhelpful for service users and teams. This theme captured the way participants

commonly positioned the PTMF as a lens that could run alongside biomedical understandings
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of distress as an addition rather than a direct challenge to this approach. A focus on

flexibility, pragmatism and compromise with the medical model were emphasised as key

strategies for influencing practice.

“I've pitched it as a separate story. But, potentially, sometimes a complementary
story, an additional story. And I think that that probably has allowed for it to be less

resisted.” (Ppt 8, p.10)

At times this positioning could be a strategic attempt to mitigate threats to other
professionals and preserve relationships, but at other times reflected participants’ belief in the
value of holding multiple understandings of distress, of which PTMF could be one. The
PTMF was not always felt to fit for service users or staff; participants recognised that
diagnosis was valued by many individuals, for example, when describing neurodiversity.
Recognising the limits of this approach and the need to draw on multiple understandings as

part of a person-centred approach was emphasised.

“I absolutely agree with the principle about diagnosis being harmful and, you know,
that absolutely aligns with my values and my beliefs. But, I don’t think that is
particularly helpful for practitioners working in health services whereby, you know,
we work as MDT. And, that is of most benefit to service users and their families that
you have a group of people coming together with different perspectives, different
specialists and that the best way that we can benefit them is by bringing in all of our

ideas and options.” (Ppt 10, p.5)

Discussion

The aim of this study was to consider the use of the power threat meaning framework

by clinical psychologists, through a qualitative exploration of their experiences, including
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possible impacts and challenges. A further aim was to explore implications of the findings for

clinical practice and research.

The results of the thematic analysis indicated that the PTMF has been applied to
clinical practice at multiple levels of clinical psychologists’ work, including individual
therapy, supervision, teaching, training, and team formulation. The theme ‘having an
alternative framework of distress is valued’ captured the way that the PTMF was commonly
viewed as fulfilling a need for a meta-framework of distress outside of the medical model.
The theme ‘PTMF enhances sense making’ captured the way that the PTMF was felt to offer
participants, their teams, and service users a meaningful way of understanding distress which
centred on experiences of adversity and the impact of power imbalances, with tentative

suggestions that this could lead to a more compassionate and non-blaming perspective.

However, the PTMF was considered largely incompatible with the wider
organisational and cultural discourse around mental health, which could limit its use and
create a sense of threat for other professional groups, as illustrated within the theme ‘systemic
change needed to implement PTMF’. The fourth theme, ‘working alongside other
perspectives as key to influencing practice’ captured the flexible and collaborative

approaches adopted by participants when drawing on the PTMF.

One challenge highlighted in the existing literature about working beyond diagnosis
was the lack of alternative guidelines and frameworks (Randall & Coles, 2018; Weedon,
2017). A unique finding of this study was that the perceived BPS endorsement of the PTMF
provided a sense of justification for those interested in embedding a non-diagnostic and
trauma-informed approach within their clinical practice. Within individual therapy,
participants had drawn on the PTMF primarily with individuals for whom a diagnostic

approach had been experienced as unhelpful. Being able to offer something different to the
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usual framing of mental health ‘disorders’ was perceived as being valued by some service
users, consistent with the idea that non-diagnostic alternatives can introduce choice and
empower individuals to develop their own narrative about their difficulties (Mitchell &
Thorne, 2019; Randall & Coles, 2018). In practice, this involved using the PTMF guided
discussion document and the framework’s core questions within individual assessments, and
as a formulation template that could be shared with other staff through training and

consultation.

The findings have also given coherence to and extended some of the more anecdotal
claims that the PTMF offers a compassionate and empowering perspective on emotional
distress and unusual experiences (e.g. Bostock & Armstrong, 2019). In particular, some of the
benefits of using the PTMF experienced by participants included raising awareness of the
potential for mental health services to overtly and covertly replicate past experiences of
adversity or abuse, through their use of coercion, control, and restrictive practices. This
finding suggests that the PTMF provided psychologists with a model for introducing the
principles of trauma-informed practice (Harris & Fallot, 2001), a shift that aligns with the
policy context for mental health services both in the UK and internationally (e.g. Mental

Health Co-ordinating Council 2013; NHS, 2019).

By using the PTMF in team formulation to generate a shared understanding of service
user’s difficulties, participants felt that they were able to facilitate a compassionate
perspective by reflecting on the links between past experiences of disesmpowerment and
current threat responses. They gave examples of colleagues openly reflecting about the role
of power imbalances, threat responses, and re-traumatisation outside of the meetings,
indicating that professionals can internalise and apply aspects of the PTMF to their practice.
The finding that team formulation sessions using the PTMF were felt to facilitate staff’s
understanding and empathy towards service users is consistent with the existing literature on
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team formulation (e.g. Berry et al., 2017). Uniquely, these findings also tentatively highlight
that the PTMF may lead to staff reflection on the importance of the role of societal systems of
power and oppression (such as racism, sexism, and classism), which other theoretical models
may not cover. The literature on using the PTMF as part of team formulation remains in its
infancy, and thus it is recommended that clinicians continue to seek feedback and evaluate
the impact of team formulation in accordance with the principles of practice-based evidence

(Barkham & Mellor-Clark, 2003).

Diagnostic practice was felt to be embedded within all structures, from clinical notes
systems to public health messaging, which presented challenges in applying the PTMF as a
meaningful alternative. The academic language and format of the PTMF was also felt to
hinder communication with other agencies and the public, compared to what Aherne

describes as the “marketable” messaging of the medical model (Aherne, 2019, p.5).

Influencing systemic change in the conceptualisation of distress was thought to
require top-down support as well as the bottom-up efforts of individual clinicians and
grassroots service user and survivor groups. This is consistent with the assertion that a lack of
managerial and organisational guidance can hinder the adoption of TIC principles by
clinicians (Isobel, 2015; Isobel & Edwards, 2017). Bronfenbrenner’s ecological systems
model (1979) offers a theoretical framework for understanding the multiple levels at which
clinical psychologists may be able to engage in order to influence systemic change.
Implementing the PTMF more widely would likely require engaging those working at the
‘macro’ level, such as within academic publishing, public health policy, and the media.
Clinical psychologists may therefore benefit from drawing on the extensive community

psychology literature to inform their practice (e.g. Orford, 1992; Walker et al., 2022).
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Brown’s (2018) claim that “if the PTMF was fully implemented, it is questionable
whether clinical psychology, or any other [mental health] profession — would even exist in
their current form” captures the tensions experienced by clinical psychologists in this study.
Participants acknowledged the limitations of psychological therapy alone in addressing
societal power imbalances and often looked outside of the therapy room for opportunities to
work on community psychology projects or engage in activism, such as political protests,
outside of work, similar to participants in Cooke et al.’s study (2019). Findings also
suggested that psychologists in this study recognised that a more individually focused and
diagnostic approach could provide teams with a sense purpose and agency, similar to
Mason’s concept of safe certainty (Mason, 1993). Accordingly, there are likely to be added
complexities for those using the PTMF in fast-paced and outcome-focused settings such as

acute and crisis care, particularly within underfunded or understaffed services.

Consistent with recent accounts (e.g. Barnes et al., 2022), participants commonly
reported that the diagnostic model remains the dominant approach within adult mental health
services. Participants varied in the extent to which they chose to directly challenge this
approach, but frequently positioned the PTMF as an addition rather than something in
opposition to the medical model, most closely aligning with the strategy of ‘compromise’
over ‘conflict’ or ‘collusion’ as described in Cooke et al.’s (2019) model. This finding
supports Randall and Cole’s (2018) concept of ‘playing the diagnostic game’ in that
participants described compromising their own beliefs about the limitations of psychiatric
diagnosis in order to preserve professional relationships and maintain power. This positioning
suggests that despite the feeling of being backed by their professional body, there continued
to be a sense of trepidation at questioning diagnoses. Respecting the expertise of colleagues
from different professional backgrounds, seeking opportunities to share responsibility for

forums such as team formulation with other disciplines, and offering alternative hypotheses
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tentatively from a non-expert position were some of the approaches that enabled
psychologists to challenge this dominant discourse. These findings align with the wider
literature on introducing change into systems, which emphasises the importance of
professional relationships and working with those already open to change (Alvession &

Sveningsson 2015).

Participants also emphasised the need to hold the PTMEF’s position lightly,
recognising that it had not been a useful tool for all clinicians or service users and that many
will find meaning, validation, and solidarity in a mental health diagnosis. Relatedly, a recent
study of service users’ perspectives on diagnosis and its alternatives found that framing
people’s difficulties as ‘normal responses’ to their circumstances can lead individuals to feel
that the severity of their distress is not being acknowledged (Varney, 2021). Working in a
truly multidisciplinary and person-centred way where pluralistic understandings of distress
were valued and service users were provided with choice about their care emerged as a goal
for psychologists in this study, an approach consistent with recent accounts of both staff and
patient preferences for collaborative and multidisciplinary models of care (Barnes et al.,

2022; Klingemann et al, 2020).

Strengths and limitations

This study analysed accounts from eleven individuals using a clear and robust
methodology. The sample size was considered satisfactory for a qualitative study of this
nature (Braun & Clarke, 2013), and demographic data suggests that the sample was
representative of the clinical psychology workforce (BPS, 2015). However, participants were
a self-selected sample who could have been biased towards positive experiences of engaging
with the PTMF. Participants were also aware that the researcher was a trainee clinical
psychologist with an interest in the PTMF, which could have impacted on what they chose to
disclose in the interview. However, steps were taken to reduce bias and enhance the quality
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of the research; an open-ended interview schedule did not limit any responses and explicitly
asked about challenges and unhelpful aspects of the PTMF; the analysis process was
reviewed and discussed within supervision to ensure its credibility; and the researcher
engaged in a reflexive process to acknowledge and bracket their own views and assumptions.

The epistemological positioning of this qualitative study meant that it did not aim to
achieve statistical-probabilistic generalisability in the positivist sense (Smith, 2018). By
generating new conceptual insights and interpreting these in the context of existing literature,
the study can be said to have ‘analytic generalisability’ (Smith, 2018). Providing contextual
information also allows for ‘transferability’, in that readers are able to make a judgement
about whether results may be applicable to local contexts (Smith, 2018).

The research question warranted a focus on the experiences of clinical
psychologists in order to explore the perspective of those who may have a role in introducing
the PTMF to multidisciplinary professionals, as well as shaping service design and delivery.
This meant that the experiences of individuals accessing services as well as other
professionals were not heard in this research; however, an individual with lived experience of
accessing adult mental health services who was familiar with the PTMF provided
consultation on the design of the study and development of the interview schedule to enhance
the quality and clinical relevance of the research.
Research implications

Researchers could explore application of the PTMF within specialties other than adult
mental health (e.g. child or learning disabilities settings) and whether similar or different
impacts and challenges are present, which may continue to shed light on the implementation
of the PTMF. Building on current findings, which have highlighted both the opportunities

and challenges of working across disciplines, research with other professions including
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psychiatry would be a valuable next step in understanding multidisciplinary views on the
PTMF.

Further research could also build on the current finding that PTMF may enhance
reflections on power and ultimately support more compassionate approaches to care.
Researchers could for example study whether team formulation approaches using the PTMF
lead to different outcomes (e.g. in terms of levels of compassion or reflection on power
imbalances) in multidisciplinary staff compared to team formulation based on other models,
and whether these findings are consistent across presenting difficulties. Future research could
also seek to measure whether introducing the PTMF into a service though team formulation
or training has any impact on clinical outcomes, an area not explored in this study.
Implications for practice

This study has highlighted the potential utility of the PTMF as a framework in team
formulations, particularly to foster considerations of power, as well as its possible utility
within therapeutic work, where it has been used within assessments, formulations, and
interventions to offer an alternative understanding of distress. The findings have implications

for psychologists who are interested in applying the PTMF in their work:

e Collaborate across disciplines so that ownership of initiatives involving PTMF is

shared with colleagues

e Build on good working relationships with those already open to psychological

perspectives

e Consider engaging at a macro level e.g. working with public health campaigns such as
anti-stigma campaigns to increase public awareness of alternatives to the medical

model
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e Consider the role of buy-in from more senior management e.g. at a directorate level to

support any initiatives involving PTMF

The findings of this study also suggest that clinical psychologists could benefit from more
guidance from their professional bodies around implementation, particularly regarding
navigating the time needed for reflection when using the PTMF within the target-driven
culture of healthcare. Participants suggested that more training and supervision opportunities
informed by the PTMF would be valued. Findings also indicated that there is a need for more
accessible resources to share with colleagues and service users, such as short video
summaries of the framework’s principles.

Conclusion

This study has enriched our understanding of an approach which is gaining interest
and momentum within the profession of clinical psychology. The findings have emphasised
that applying the PTMF to practice is a challenging process with mental health services
currently dominated by a diagnostic approach, with recommendations made for multi-

disciplinary and collaborative approaches to care.

Where clinicians are able to negotiate these challenges, the PTMF may offer an
empowering and compassionate approach to mental health care that can provide both teams
and service users with an alternative understanding of distress. However, as yet there is little
research evidence that applying the PTMF in mental health settings leads to improvements in
service provision and clinical outcomes. Ongoing research into the use of the framework is
required to further understand the impact of applying the PTMF and its role both within and

beyond mental health services.
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Appendix A. Guidelines for Authors — Journal of Mental Health Training Education and

Practice (Target journal for paper 1)

Manuscript requirements

Before you submit your manuscript, it’s important you read and follow the guidelines below. You will also find
some useful tips in our structure your journal submission how-to guide.

Format

Article length / word count

Article title
Author details

Biographies and acknowledgements

Research funding

Article files should be provided in Microsoft Word
format

While you are welcome to submit a PDF of the
document alongside the Word file, PDFs alone are not
acceptable. LaTeX files can also be used but only if an
accompanying PDF document is provided. Acceptable
figure file types are listed further below.

Articles should be between 3500 and 6500 words in
length. This includes all text, for example, the
structured abstract, references, all text in tables, and
figures and appendices.

Please allow 350 words for each figure or table.

A concisely worded title should be provided.

The names of all contributing authors should be added
to the ScholarOne submission; please list them in the
order in which you’d like them to be published. Each
contributing author will need their own ScholarOne
author account, from which we will extract the
following details:

e  Author email address (institutional
preferred).

e  Author name. We will reproduce it exactly, so
any middle names and/or initials they want
featured must be included.

e Author affiliation. This should be where they
were based when the research for the paper
was conducted.

In multi-authored papers, it’s important that ALL
authors that have made a significant contribution to
the paper are listed. Those who have provided support
but have not contributed to the research should be
featured in an acknowledgements section. You should
never include people who have not contributed to the
paper or who don’t want to be associated with the
research. Read about our research ethics for
authorship.

If you want to include these items, save them in a
separate Microsoft Word document and upload the
file with your submission. Where they are included, a
brief professional biography of not more than 100
words should be supplied for each named author.
Your article must reference all sources of external
research funding in the acknowledgements section.
You should describe the role of the funder or financial
sponsor in the entire research process, from study
design to submission.
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Structured abstract

Keywords

Article classification

All submissions must include a structured abstract,
following the format outlined below.
These four sub-headings and their accompanying
explanations must always be included:

e Purpose

e Design/methodology/approach

e  Findings

e Originality
The following three sub-headings are optional and can
be included, if applicable:

e Research limitations/implications

e  Practical implications

e Social implications

You can find some useful tips in our write an article
abstract how-to guide.
The maximum length of your abstract should be 250
words in total, including keywords and article
classification (see the sections below).
Your submission should include up to 12 appropriate
and short keywords that capture the principal topics
of the paper. Our Creating an SEO-friendly manuscript
how to guide contains some practical guidance on
choosing search-engine friendly keywords.
Please note, while we will always try to use the
keywords you’ve suggested, the in-house editorial
team may replace some of them with matching terms
to ensure consistency across publications and improve
your article’s visibility.
During the submission process, you will be asked to
select a type for your paper; the options are listed
below. If you don’t see an exact match, please choose
the best fit:

e Expert opinion paper/ viewpoint

e  Research Paper

e Literature Review

e Impact case study

e  Conceptual paper

e Service user perspective

e  (Case Study

e  Book Review
You will also be asked to select a category for your
paper. The options for this are listed below. If you
don’t see an exact match, please choose the best fit:
Research paper. Reports on any type of research
undertaken by the author(s), including:

e  The construction or testing of a model or

framework

e Action research

e Testing of data, market research or surveys

e  Empirical, scientific or clinical research

e  Papers with a practical focus
Viewpoint. Covers any paper where content is
dependent on the author's opinion and interpretation.
This includes journalistic and magazine-style pieces.
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Technical paper. Describes and evaluates technical
products, processes or services.
Conceptual paper. Focuses on developing hypotheses
and is usually discursive. Covers philosophical
discussions and comparative studies of other authors’
work and thinking.
Case study. Describes actual interventions or
experiences within organizations. It can be subjective
and doesn’t generally report on research. Also covers
a description of a legal case or a hypothetical case
study used as a teaching exercise.
Literature review. This category should only be used if
the main purpose of the paper is to annotate and/or
critique the literature in a particular field. It could be a
selective bibliography providing advice on information
sources, or the paper may aim to cover the main
contributors to the development of a topic and
explore their different views.
General review. Provides an overview or historical
examination of some concept, technique or
phenomenon. Papers are likely to be more descriptive
or instructional (‘how to’ papers) than discursive.
Headings Headings must be concise, with a clear indication of
the required hierarchy.

The preferred format is for first level headings to be in
bold, and subsequent sub-headings to be in medium
italics.

Notes/endnotes Notes or endnotes should only be used if absolutely
necessary. They should be identified in the text by
consecutive numbers enclosed in square brackets.
These numbers should then be listed, and explained,
at the end of the article.

Figures All figures (charts, diagrams, line drawings,
webpages/screenshots, and photographic images)
should be submitted electronically. Both colour and
black and white files are accepted.

There are a few other important points to note:

e All figures should be supplied at the highest
resolution/quality possible with numbers and
text clearly legible.

e  Acceptable formats are .ai, .eps, .jpeg, .bmp,
and .tif.

e  Electronic figures created in other
applications should be supplied in their
original formats and should also be either
copied and pasted into a blank MS Word
document, or submitted as a PDF file.

e All figures should be numbered consecutively
with Arabic numerals and have clear captions.

e All photographs should be numbered as Plate
1, 2, 3, etc. and have clear captions.

Tables Tables should be typed and submitted in a separate
file to the main body of the article. The position of
each table should be clearly labelled in the main body
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References

For books

For book chapters

For journals

of the article with corresponding labels clearly shown
in the table file. Tables should be numbered
consecutively in Roman numerals (e.g. I, Il, etc.).

Give each table a brief title. Ensure that any
superscripts or asterisks are shown next to the
relevant items and have explanations displayed as
footnotes to the table, figure or plate.

All references in your manuscript must be formatted
using one of the recognised Harvard styles. You are
welcome to use the Harvard style Emerald has
adopted — we’ve provided a detailed guide below.
Want to use a different Harvard style? That’s fine, our
typesetters will make any necessary changes to your
manuscript if it is accepted. Please ensure you check
all your citations for completeness, accuracy and
consistency.

Emerald’s Harvard referencing style

References to other publications in your text should
be written as follows:

e Single author: (Adams, 2006)

e Two authors: (Adams and Brown, 2006)

e Three or more authors: (Adams et al., 2006)
Please note, ‘et al' should always be written
in italics.

A few other style points. These apply to both the main
body of text and your final list of references.

e  When referring to pages in a publication, use
‘p.(page number)’ for a single page or
‘pp.(page numbers)’ to indicate a page range.

e Page numbers should always be written out
in full, e.g. 175-179, not 175-9.

e  Where a colon or dash appears in the title of
an article or book chapter, the letter that
follows that colon or dash should always be
lower case.

e When citing a work with multiple editors, use
the abbreviation ‘Ed.s’.

At the end of your paper, please supply a reference list
in alphabetical order using the style guidelines below.
Where a DOl is available, this should be included at
the end of the reference.

Surname, initials (year), title of book, publisher, place
of publication.

e.g. Harrow, R. (2005), No Place to Hide, Simon &
Schuster, New York, NY.

Surname, initials (year), "chapter title", editor's
surname, initials (Ed.), title of book, publisher, place of
publication, page numbers.

e.g. Calabrese, F.A. (2005), "The early pathways:
theory to practice — a continuum", Stankosky, M. (Ed.),
Creating the Discipline of Knowledge Management,
Elsevier, New York, NY, pp.15-20.

Surname, initials (year), "title of article", journal name,
volume issue, page numbers.
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For published
conference proceedings

For unpublished
conference proceedings

For working papers

For encyclopaedia entries
(with no author or editor)

For newspaper
articles (authored)

For newspaper
articles (non-authored)

For archival or other unpublished sources

For electronic sources

e.g. Capizzi, M.T. and Ferguson, R. (2005), "Loyalty
trends for the twenty-first century", Journal of
Consumer Marketing, Vol. 22 No. 2, pp.72-80.
Surname, initials (year of publication), "title of paper",
in editor’s surname, initials (Ed.), title of published
proceeding which may include place and date(s) held,
publisher, place of publication, page numbers.

e.g. Wilde, S. and Cox, C. (2008), “Principal factors
contributing to the competitiveness of tourism
destinations at varying stages of development”, in
Richardson, S., Fredline, L., Patiar A., & Ternel, M.
(Ed.s), CAUTHE 2008: Where the 'bloody hell' are we?,
Griffith University, Gold Coast, Qld, pp.115-118.
Surname, initials (year), "title of paper", paper
presented at [name of conference], [date of
conference], [place of conference], available at: URL if
freely available on the internet (accessed date).

e.g. Aumueller, D. (2005), "Semantic authoring and
retrieval within a wiki", paper presented at the
European Semantic Web Conference (ESWC), 29 May-
1 June, Heraklion, Crete, available at: http://dbs.uni-
leipzig.de/file/aumueller05wiksar.pdf (accessed 20
February 2007).

Surname, initials (year), "title of article", working
paper [number if available], institution or
organization, place of organization, date.

e.g. Moizer, P. (2003), "How published academic
research can inform policy decisions: the case of
mandatory rotation of audit appointments", working
paper, Leeds University Business School, University of
Leeds, Leeds, 28 March.

Title of encyclopaedia (year), "title of entry", volume,
edition, title of encyclopaedia, publisher, place of
publication, page numbers.

e.g. Encyclopaedia Britannica (1926), "Psychology of
culture contact", Vol. 1, 13th ed., Encyclopaedia
Britannica, London and New York, NY, pp.765-771.
(for authored entries, please refer to book chapter
guidelines above)

Surname, initials (year), "article title", newspaper,
date, page numbers.

e.g. Smith, A. (2008), "Money for old rope", Daily
News, 21 January, pp.1, 3-4.

Newspaper (year), "article title", date, page numbers.
e.g. Daily News (2008), "Small change", 2 February,
p.7.

Surname, initials (year), "title of document",
unpublished manuscript, collection name, inventory
record, name of archive, location of archive.

e.g. Litman, S. (1902), "Mechanism & Technique of
Commerce", unpublished manuscript, Simon Litman
Papers, Record series 9/5/29 Box 3, University of
Illinois Archives, Urbana-Champaign, IL.

If available online, the full URL should be supplied at
the end of the reference, as well as the date that the
resource was accessed.
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Surname, initials (year), “title of electronic source”,
available at: persistent URL (accessed date month
year).

e.g. Weida, S. and Stolley, K. (2013), “Developing
strong thesis statements”, available at:
https://owl.english.purdue.edu/owl/resource/588/1/
(accessed 20 June 2018)

Standalone URLs, i.e. those without an author or date,
should be included either inside parentheses within
the main text, or preferably set as a note (Roman
numeral within square brackets within text followed
by the full URL address at the end of the paper).

For data Surname, initials (year), title of dataset, name of data
repository, available at: persistent URL, (accessed date
month year).

e.g. Campbell, A. and Kahn, R.L. (2015), American
National Election Study, 1948, ICPSR07218-v4, Inter-
university Consortium for Political and Social Research
(distributor), Ann Arbor, Ml, available at:
https://doi.org/10.3886/ICPSR07218.v4 (accessed 20
June 2018)

Submit your manuscript
There are a number of key steps you should follow to ensure a smooth and trouble-free submission.

Double check your manuscript
Before submitting your work, it is your responsibility to check that the manuscript is complete, grammatically
correct, and without spelling or typographical errors. A few other important points:

e  Give the journal aims and scope a final read. Is your manuscript definitely a good fit? If it isn’t, the
editor may decline it without peer review.
e  Does your manuscript comply with our research and publishing ethics guidelines?
e Have you cleared any necessary publishing permissions?
e Have you followed all the formatting requirements laid out in these author guidelines?
e Does the manuscript contain any information that might help the reviewer identify you? This could
compromise the anonymous peer review process. A few tips:
o Ifyou need to refer to your own work, use wording such as ‘previous research has
demonstrated’ not ‘our previous research has demonstrated’.
o If you need to refer to your own, currently unpublished work, don’t include this work in the
reference list.
o Any acknowledgments or author biographies should be uploaded as separate files.
o Carry out a final check to ensure that no author names appear anywhere in the manuscript.
This includes in figures or captions.

You will find a helpful submission checklist on the website Think.Check.Submit.

The submission process
All manuscripts should be submitted through our editorial system by the corresponding author.

A separate author account is required for each journal you submit to. If this is your first time submitting to this
journal, please choose the Create an account or Register now option in the editorial system. If you already have
an Emerald login, you are welcome to reuse the existing username and password here.

Please note, the next time you log into the system, you will be asked for your username. This will be the email
address you entered when you set up your account.

Don't forget to add your ORCID ID during the submission process. It will be embedded in your published
article, along with a link to the ORCID registry allowing others to easily match you with your work.
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Don’t have one yet? It only takes a few moments to register for a free ORCID identifier.

During the submission process, you will have the opportunity to indicate whether you would like to publish your
paper via the gold open access route.

Visit the ScholarOne support centre for further help and guidance.

What you can expect next

You will receive an automated email from the journal editor, confirming your successful submission. It will
provide you with a manuscript number, which will be used in all future correspondence about your submission.
If you have any reason to suspect the confirmation email you receive might be fraudulent, please contact our
Rights team on permissions@emeraldinsight.com

Post submission

Review and decision process
Each submission is checked by the editor. At this stage, they may choose to decline or unsubmit your
manuscript if it doesn’t fit the journal aims and scope, or they feel the language/manuscript quality is too low.

If they think it might be suitable for the publication, they will send it to at least two independent referees for
double anonymous peer review. Once these reviewers have provided their feedback, the editor may decide to
accept your manuscript, request minor or major revisions, or decline your work.

While all journals work to different timescales, the goal is that the editor will inform you of their first decision
within 60 days.

During this period, we will send you automated updates on the progress of your manuscript via our submission
system, or you can log in to check on the current status of your paper. Each time we contact you, we will quote
the manuscript number you were given at the point of submission. If you receive an email that does not match
these criteria, it could be fraudulent and we recommend you email permissions@emeraldinsight.com.

If your submission is accepted

Open access

If you’ve chosen to publish gold open access, this is the point you will be asked to pay the APC (article
processing charge). This varies per journal and can be found on our APC price list or on the editorial system at
the point of submission. Your article will be published with a Creative Commons CC BY 4.0 user licence,
which outlines how readers can reuse your work.

For UK journal article authors - if you wish to submit your work accepted by Emerald to REF 2021, you must
make a ‘closed deposit” of your accepted manuscript to your respective institutional repository upon acceptance
of your article. Articles accepted for publication after 1st April 2018 should be deposited as soon as possible,
but no later than three months after the acceptance date. For further information and guidance, please refer to the
REF 2021 website.

Copyright

All accepted authors are sent an email with a link to a licence form. This should be checked for accuracy, for
example whether contact and affiliation details are up to date and your name is spelled correctly, and then
returned to us electronically. If there is a reason why you can’t assign copyright to us, you should discuss this
with your journal content editor. You will find their contact details on the editorial team section above.

Proofing and typesetting

Once we have received your completed licence form, the article will pass directly into the production process.
We will carry out editorial checks, copyediting, and typesetting and then return proofs to you (if you are the
corresponding author) for your review. This is your opportunity to correct any typographical errors, grammatical
errors or incorrect author details. We can’t accept requests to rewrite texts at this stage.

When the page proofs are finalised, the fully typeset and proofed version of record is published online. This is
referred to as the EarlyCite version. While an EarlyCite article has yet to be assigned to a volume or issue, it
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does have a digital object identifier (DOI) and is fully citable. It will be compiled into an issue according to the
journal’s issue schedule, with papers being added by chronological date of publication.

How to share your paper
Visit our author rights page to find out how you can reuse and share your work.

To find tips on increasing the visibility of your published paper, read about how to promote your work.

Correcting inaccuracies in your published paper

Sometimes errors are made during the research, writing and publishing processes. When these issues arise, we

have the option of withdrawing the paper or introducing a correction notice. Find out more about our article
withdrawal and correction policies.

Need to make a change to the author list? See our frequently asked questions (FAQs) below.
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Appendix B: Systematic Review search Strategy

Full search details for Psycinfo:

Line Search Term Results
1 mental health professional®*.mp. [mp=title, abstract, heading word, table of contents, 17423

key concepts, original title, tests & measures, mesh]

2 mental health nurs*.mp. [mp=title, abstract, heading word, table of contents, key 3366
concepts, original title, tests & measures, mesh]

3 psychiatric nurs*.mp. [mp=title, abstract, heading word, table of contents, key 7987
concepts, original title, tests & measures, mesh]

4  psychologist*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 97679
original title, tests & measures, mesh]

5  counsel*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 131809
original title, tests & measures, mesh]

6  psychiatrist*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 43413
original title, tests & measures, mesh]

7 social work*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 51234
original title, tests & measures, mesh]

8  psychotherapist*.mp. [mp=title, abstract, heading word, table of contents, key 20358
concepts, original title, tests & measures, mesh]

9  mental health service*.mp. [mp=title, abstract, heading word, table of contents, key 64683
concepts, original title, tests & measures, mesh]

10  psychiatric staff.mp. [mp=title, abstract, heading word, table of contents, key 353
concepts, original title, tests & measures, mesh]

11  therapist*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 95196
original title, tests & measures, mesh]

12 lor2or3or4or5Sor6or7or8or9orl0orill 444726

13 trainee*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 19607
original title, tests & measures, mesh]

14  doctorate.mp. [mp=title, abstract, heading word, table of contents, key concepts, 1552
original title, tests & measures, mesh]

15  doctoral.mp. [mp=title, abstract, heading word, table of contents, key concepts, 11064
original title, tests & measures, mesh]

16  training.mp. [mp=title, abstract, heading word, table of contents, key concepts, 298863
original title, tests & measures, mesh]

17  masters.mp. [mp=title, abstract, heading word, table of contents, key concepts, 8582
original title, tests & measures, mesh]

18  student*.mp. [mp=title, abstract, heading word, table of contents, key concepts, 679231
original title, tests & measures, mesh]

19 intern.mp. [mp=title, abstract, heading word, table of contents, key concepts, original 1160
title, tests & measures, mesh]

20  interns.mp. [mp=title, abstract, heading word, table of contents, key concepts, 2415
original title, tests & measures, mesh]

21  internship.mp. [mp=title, abstract, heading word, table of contents, key concepts, 4153
original title, tests & measures, mesh]

22 13orl4orl50rl16o0rl17or18or19or20o0r?2l 928031

23 12and 22 119353
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24

25

26

27

28

29

30

31

32

33
34
35
36
37
38
39
40
41
42
43

psychology trainee*.mp. [mp=title, abstract, heading word, table of contents, key
concepts, original title, tests & measures, mesh]

psychology doctora* student*.mp. [mp=title, abstract, heading word, table of
contents, key concepts, original title, tests & measures, mesh]

psychiatric trainee*.mp. [mp=title, abstract, heading word, table of contents, key
concepts, original title, tests & measures, mesh]

(doctoral trainee* adj2 psychology).mp. [mp=title, abstract, heading word, table of
contents, key concepts, original title, tests & measures, mesh]

burnout.mp. [mp=title, abstract, heading word, table of contents, key concepts,
original title, tests & measures, mesh]

burn* out.mp. [mp=title, abstract, heading word, table of contents, key concepts,
original title, tests & measures, mesh]

compassion fatigue*.mp. [mp=title, abstract, heading word, table of contents, key
concepts, original title, tests & measures, mesh]

occupational stress.mp. [mp=title, abstract, heading word, table of contents, key
concepts, original title, tests & measures, mesh]

empathy fatigue*.mp. [mp=title, abstract, heading word, table of contents, key
concepts, original title, tests & measures, mesh]

exp occupational stress/

emotional exhaustion/

28 or 29 or 30 or 31 or 32 or 33 or 34

exp clinical psychology graduate training/

therapist trainees/

graduate psychology education/

24 or 25 or 26 or 27

23 or 39

35 and 40

36 or 37 or 38 or 40

35 and 42

503

296

359

21

15328

1086

1341

23361

16

22990
1071
29769
3309
1920
4677
1159
119711
1400
123106
1401
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Search String for databases:

Database Search terms Results (total =

4211)
PsyclInfo (((""'mental health professional*" OR "mental health nurs*" OR 1401 (psycinfo)
and "psychiatric nurs*" OR "psychologist*" OR "counsel*" OR 412 (medline)
Medline "psychiatrist*" OR "social work*" OR psychotherapist* OR "

mental health service*" OR "psychiatric staff" OR "therapist*")
AND ("trainee*" OR doctorate OR doctoral* OR training OR
masters OR student* OR intern OR interns OR internship))
OR (("psychology trainee*" OR "psychology doctora* student*"
OR "psychiatric trainee*" OR doctoral AND trainee* adj2
psychology))) AND (( burnout OR "burn* out" OR
"compassion fatigue*" OR "occupational stress” OR
"empathy fatigue*" OR "emotional* exhaust*"))

CINAHL (((""'mental health professional*" OR "mental health nurs*" OR 488
"psychiatric nurs*" OR "psychologist*" OR "counsel*" OR
"psychiatrist*" OR "social work*" OR psychotherapist* OR "
mental health service*" OR "psychiatric staff" OR "therapist*")
AND ("trainee*" OR doctorate OR doctoral* OR training OR
masters OR student* OR intern OR interns OR internship))
OR (("psychology trainee*" OR "psychology doctora* student*"
OR "psychiatric trainee*" OR doctoral AND trainee* N2
psychology))) AND (( burnout OR "burn* out" OR
"compassion fatigue*" OR "occupational stress” OR
"empathy fatigue*" OR "emotional* exhaust*"))

Web of TS=((("mental health professional*" OR "mental health nurs*" 912

Science OR "psychiatric nurs*" OR "psychologist*" OR "counsel*"
OR "psychiatrist*" OR "social work*" OR psychotherapist*
OR " mental health service*" OR "psychiatric staff* OR
"therapist*") AND ("trainee*" OR doctorate OR doctoral*
OR training OR masters OR student* OR intern OR interns
OR internship)) OR TOPIC: (("psychology trainee*" OR
"psychology doctora* student*" OR "psychiatric trainee*" OR
doctoral AND trainee* NEAR/2 psychology))) AND TS=((
burnout OR "burn* out" OR "compassion fatigue*" OR
"occupational stress" OR "empathy fatigue*" OR "emotional*
exhaust*" ))

SCOPUS ((( TITLE-ABS-KEY ( "mental health professional*" OR 998
"mental health nurs*" OR “psychiatric nurs*" OR
"psychologist*" OR "counsel*" OR "psychiatrist*" OR
"social work*" OR psychotherapist* OR " mental health
service*" OR "psychiatric staff" OR "therapist*") AND
TITLE-ABS-KEY ( "trainee*" OR doctorate OR doctoral*
OR training OR masters OR student* OR intern OR
interns OR internship))) OR (( TITLE-ABS-KEY (
"psychology trainee*" OR "psychology doctora* student*" OR
"psychiatric trainee*" OR doctoral AND trainee* W/2
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psychology ) ) )) AND (( TITLE-ABS-KEY ( burnout OR
"burn* out” OR "compassion fatigue*" OR "occupational
stress" OR "empathy fatigue*" OR "emotional* exhaust*" ) )

)
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Appendix C. Guidelines for authors — Clinical Psychology and Psychotherapy (Target journal
of paper 2)

1. SUBMISSION

Authors should kindly note that submission implies that the content has not been published or
submitted for publication elsewhere except as a brief abstract in the proceedings of a meeting or
symposium.

Data Protection: By submitting a manuscript to or reviewing for this publication, your name, email
address, and affiliation, and other contact details the publication might require, will be used for
the regular operations of the publication, including, when necessary, sharing with the publisher
(Wiley) and partners for production and publication. The publication and the publisher recognize
the importance of protecting the personal information collected from users in the operation of
these services, and have practices in place to ensure that steps are taken to maintain the security,
integrity, and privacy of the personal data collected and processed. You can learn more

at https://authorservices.wiley.com/statements/data-protection-policy.html.

New submissions should be made via the Research Exchange submission

portal https://submission.wiley.com/journal/CPP. Should a manuscript proceed to the revision
stage, authors will be directed to make revisions via the same submission portal. Authors may
check the status of submission at any time by logging on to submission.wiley.com and clicking
the “My Submissions” button. For technical help with the submission system, please review

our FAQs or contact submissionhelp@wiley.com.

For help with submissions, please contact the Editorial Office at CPPedoffice@wiley.com

Clinical Psychology & Psychotherapy aims to keep clinical psychologists and psychotherapists up
to date with new developments in their fields. The Journal will provide an integrative impetus
both between theory and practice and between different orientations within clinical psychology
and psychotherapy. Clinical Psychology & Psychotherapy will be a forum in which practitioners
can present their wealth of expertise and innovations in order to make these available to a wider
audience. Equally, the Journal will contain reports from researchers who want to address a larger
clinical audience with clinically relevant issues and clinically valid research. The journal is primarily
focused on clinical studies of clinical populations and therefore no longer normally accepts
student-based studies.

This is a journal for those who want to inform and be informed about the challenging field of
clinical psychology and psychotherapy.

Submissions which fall outside of Aims and Scope, are not clinically relevant and/or are based on
studies of student populations will not be considered for publication and will be returned to the
author.

Free Format submission
CPP now offers Free Format submission for a simplified and streamlined submission process.

Before you submit, you will need:

e Your manuscript: this should be an editable file including text, figures, and tables, or
separate files — whichever you prefer. All required sections should be contained in your
manuscript, including abstract (which does need to be correctly styled), introduction,
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methods, results, and conclusions. Figures and tables should have legends. Figures
should be uploaded in the highest resolution possible. [OPTIONAL TEXT, if the journal is
running image checks: If the figures are not of sufficiently high quality your manuscript
may be delayed.] References may be submitted in any style or format, as long as it is
consistent throughout the manuscript. Supporting information should be submitted in
separate files. If the manuscript, figures or tables are difficult for you to read, they will
also be difficult for the editors and reviewers, and the editorial office will send it back to
you for revision. Your manuscript may also be sent back to you for revision if the quality
of English language is poor.

e An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if
accepted and published, will be attached to your ORCID profile. Institutions and funders
are increasingly requiring authors to have ORCID IDs.)

e The title page of the manuscript, including:

o Your co-author details, including affiliation and email address. (Why is this
important? We need to keep all co-authors informed of the outcome of the peer
review process.)

o Statements relating to our ethics and integrity policies, which may include any of
the following (Why are these important? We need to uphold rigorous ethical
standards for the research we consider for publication):

» data availability statement

» funding statement

» conflict of interest disclosure

= ethics approval statement

» patient consent statement

* permission to reproduce material from other sources

» clinical trial registration [OPTIONAL TEXT, if the journal has a double-blind
peer review policy: Important: the journal operates a double-blind peer
review policy. Please anonymise your manuscript and supply a separate
title page file]

To submit, login at https://wiley.atyponrex.com/journal/CPP and create a new submission.
Follow the submission steps as required and submit the manuscript.

Pre-Print Policy

Please find the Wiley preprint policy here.

This journal accepts articles previously published on preprint servers.

Wiley's Preprints Policy statement for subscription/hybrid open access journals:

Clinical Psychology and Psychotherapy will consider for review articles previously available as

preprints. Authors may also post the submitted version of a manuscript to a preprint server at
any time. Authors are requested to update any pre-publication versions with a link to the final
published article.

2. MANUSCRIPT CATEGORIES AND REQUIREMENTS

Research Article: Substantial articles making a significant theoretical or empirical contribution
(submissions should be limited to a maximum of 5,500 words excluding captions and
references).
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Comprehensive Review: Articles providing comprehensive reviews or meta-analyses with an
emphasis on clinically relevant studies (review submissions have no word limit).

Measures Article: Articles reporting useful information and data about new or existing measures
(assessment submissions should be limited to a maximum of 3,500 words).

Clinical Report: Shorter articles (a maximum of 2,000 words excluding captions and references)
that typically contain interesting clinical material. These should use (validated) quantitative
measures and add substantially to the literature (i.e. be innovative).

3. PREPARING THE SUBMISSION

Parts of the Manuscript
The manuscript should be submitted in separate files: main text file; figures.

File types

Submissions via the new Research Exchange portal can be uploaded either as a single document
(containing the main text, tables and figures), or with figures and tables provided as separate
files. Should your manuscript reach revision stage, figures and tables must be provided as
separate files. The main manuscript file can be submitted in Microsoft Word (.doc or .docx) or
LaTex (.tex) formats.

If submitting your manuscript file in LaTex format via Research Exchange, select the file
designation “Main Document — LaTeX .tex File” on upload. When submitting a Latex Main
Document, you must also provide a PDF version of the manuscript for Peer Review. Please upload
this file as “Main Document - LaTeX PDF.” All supporting files that are referred to in the Latex
Main Document should be uploaded as a “LaTeX Supplementary File.”

Cover Letters and Conflict of Interest statements may be provided as separate files, included in
the manuscript, or provided as free text in the submission system. A statement of funding
(including grant numbers, if applicable) should be included in the "Acknowledgements” section
of your manuscript.

The text file should be presented in the following order:

1. A short informative title containing the major key words. The title should not contain
abbreviations (see Wiley's best practice SEO tips);

2. A short running title of less than 40 characters;

The full names of the authors;

4. The authors’ complete institutional affiliations where the work was conducted (Institution

Name, Country, Department Name, Institution City, and Post Code), with a footnote for

an author's present address if different from where the work was conducted;

Conflict of Interest statement;

Acknowledgments;

Data Availability Statement

Abstract, Key Practitioner Message and 5-6 keywords;

9. Main text;

10. References;

11. Tables (each table complete with title and footnotes);

12. Figure legends;
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Figures and appendices and other supporting information should be supplied as separate files.
Authorship

On initial submission, the submitting author will be prompted to provide the email address and
country for all contributing authors.

Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical Considerations
section below for details on author listing eligibility.

Acknowledgments

Contributions from anyone who does not meet the criteria for authorship should be listed, with
permission from the contributor, in an Acknowledgments section. Financial and material support
should also be mentioned, including the name(s) of any sponsor(s) of the research contained in
the paper, along with grant number(s). Thanks to anonymous reviewers are not appropriate.

Conflict of Interest Statement

Authors will be asked to provide a conflict of interest statement during the submission process.
For details on what to include in this section, see the Conflict of Interest section in the Editorial
Policies and Ethical Considerations section below. Submitting authors should ensure they liaise
with all co-authors to confirm agreement with the final statement.

Abstract

Enter an abstract of no more than 250 words containing the major keywords. An abstract is a
concise summary of the whole paper, not just the conclusions, and is understandable without
reference to the rest of the paper. It should contain no citation to other published work.

Key Practitioner Message

All articles should include a Key Practitioner Message of 3-5 bullet points summarizing the
relevance of the article to practice.

Keywords

Please provide five-six keywords (see Wiley's best practice SEO tips).

Main Text

1. The journal uses US spelling; however, authors may submit using either US or UK English,
as spelling of accepted papers is converted during the production process.

2. Footnotes to the text are not allowed and any such material should be incorporated into
the text as parenthetical matter.

References

References should be prepared according to the Publication Manual of the American
Psychological Association (6th edition). This means in-text citations should follow the author-date
method whereby the author's last name and the year of publication for the source should appear
in the text, for example, (Jones, 1998). The complete reference list should appear alphabetically
by name at the end of the paper. Please note that for journal articles, issue numbers are not
included unless each issue in the volume begins with page 1, and a DOI should be provided for
all references where available.

For more information about APA referencing style, please refer to the APA FAQ.
Reference examples follow:

Journal article

Beers, S. R., & De Bellis, M. D. (2002). Neuropsychological function in children with maltreatment-
related posttraumatic stress disorder. The American Journal of Psychiatry, 159, 483-486.

doi: 10.1176/appi.ajp.159.3.483
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Book
Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are visually impaired or
blind: Infancy through high school (2nd ed.). Austin, TX: Pro-ed.

Internet Document
Norton, R. (2006, November 4). How to train a cat to operate a light switch [Video file]. Retrieved
from http.//www.youtube.com/watch?v=Vja83KLOXZs

Endnotes

Endnotes should be placed as a list at the end of the paper only, not at the foot of each page.
They should be numbered in the list and referred to in the text with consecutive, superscript
Arabic numerals. Keep endnotes brief; they should contain only short comments tangential to the
main argument of the paper.

Tables

Tables should be self-contained and complement, not duplicate, information contained in the
text. They should be supplied as editable files, not pasted as images. Legends should be concise
but comprehensive — the table, legend, and footnotes must be understandable without reference
to the text. All abbreviations must be defined in footnotes. Footnote symbols: 1, %, §, T, should be
used (in that order) and *, **, *** should be reserved for P-values. Statistical measures such as SD
or SEM should be identified in the headings.

Figure Legends

Legends should be concise but comprehensive — the figure and its legend must be
understandable without reference to the text. Include definitions of any symbols used and
define/explain all abbreviations and units of measurement.

Figures

Although authors are encouraged to send the highest-quality figures possible, for peer-review
purposes, a wide variety of formats, sizes, and resolutions are accepted. Click here for the basic
figure requirements for figures submitted with manuscripts for initial peer review, as well as the
more detailed post-acceptance figure requirements.

Figures submitted in color may be reproduced in color online free of charge. Please note,
however, that it is preferable that line figures (e.g. graphs and charts) are supplied in black and
white so that they are legible if printed by a reader in black and white. The cost of printing color
illustrations in the journal will be charged to the author. The cost is £150 for the first figure and
£50 for each figure thereafter. If color illustrations are supplied electronically in either TIFF or EPS
format, they may be used in the PDF of the article at no cost to the author, even if this illustration
was printed in black and white in the journal. The PDF will appear on the Wiley Online Library site.

Additional Files

Appendices
Appendices will be published after the references. For submission they should be supplied as
separate files but referred to in the text.

General Style Points

The following points provide general advice on formatting and style.

1. Abbreviations: In general, terms should not be abbreviated unless they are used
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in full,
followed by the abbreviation in parentheses. Thereafter use the abbreviation only.

2. Units of measurement: Measurements should be given in Sl or SI-derived units. Visit
the Bureau International des Poids et Mesures (BIPM) website for more information about
Sl units.
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3. Numbers: numbers under 10 are spelled out, except for: measurements with a unit
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils).

4. Trade Names: Chemical substances should be referred to by the generic name only.
Trade names should not be used. Drugs should be referred to by their generic names. If
proprietary drugs have been used in the study, refer to these by their generic name,
mentioning the proprietary name and the name and location of the manufacturer in
parentheses.

Wiley Author Resources

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing manuscripts
for submission available here. In particular, authors may benefit from referring to Wiley's best
practice tips on Writing for Search Engine Optimization.

Article Preparation Support

Wiley Editing Services offers expert help with English Language Editing, as well as translation,
manuscript formatting, figure illustration, figure formatting, and graphical abstract design — so
you can submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance about writing and
preparing your manuscript.

Video Abstracts A video abstract can be a quick way to make the message of your research
accessible to a much larger audience. Wiley and its partner Research Square offer a service of
professionally produced video abstracts, available to authors of articles accepted in this journal.
You can learn more about it by clicking here. If you have any questions, please direct them

to videoabstracts@wiley.com.

4. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS

Peer Review and Acceptance

The acceptance criteria for all papers are the quality and originality of the research and its
significance to journal readership. Except where otherwise stated, manuscripts are single-blind
peer reviewed. Papers will only be sent to review if the Editor-in-Chief determines that the paper
meets the appropriate quality and relevance requirements.

Wiley's policy on the confidentiality of the review process is available here.
Data Sharing and Data Accessibility

This journal expects data sharing. Review Wiley’s Data Sharing policy where you will be able to
see and select the data availability statement that is right for your submission.

Human Studies and Subjects

For manuscripts reporting clinical studies that involve human participants, a statement identifying
the ethics committee that approved the study and confirmation that the study conforms to
recognized standards is required, for example: Declaration of Helsinki; US Federal Policy for
the Protection of Human Subjects; or European Medicines Agency Guidelines for Good
Clinical Practice. It should also state clearly in the text that all persons gave their informed
consent prior to their inclusion in the study.

Patient anonymity should be preserved. Photographs need to be cropped sufficiently to prevent
human subjects being recognized (or an eye bar should be used). Images and information from
individual participants will only be published where the authors have obtained the individual's
free prior informed consent. Authors do not need to provide a copy of the consent form to the
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publisher; however, in signing the author license to publish, authors are required to confirm that
consent has been obtained. Wiley has a standard patient consent form available for use.

Clinical Trial Registration

The journal requires that clinical trials are prospectively registered in a publicly accessible
database and clinical trial registration numbers should be included in all papers that report their
results. Authors are asked to include the name of the trial register and the clinical trial
registration number at the end of the abstract. If the trial is not registered, or was registered
retrospectively, the reasons for this should be explained.

Conflict of Interest

The journal requires that all authors disclose any potential sources of conflict of interest. Any
interest or relationship, financial or otherwise that might be perceived as influencing an author's
objectivity is considered a potential source of conflict of interest. These must be disclosed when
directly relevant or directly related to the work that the authors describe in their manuscript.
Potential sources of conflict of interest include, but are not limited to: patent or stock ownership,
membership of a company board of directors, membership of an advisory board or committee
for a company, and consultancy for or receipt of speaker's fees from a company. The existence of
a conflict of interest does not preclude publication. If the authors have no conflict of interest
to declare, they must also state this at submission. It is the responsibility of the corresponding
author to review this policy with all authors and collectively to disclose with the submission ALL
pertinent commercial and other relationships.

Funding

Authors should list all funding sources in the Acknowledgments section. Authors are responsible
for the accuracy of their funder designation. If in doubt, please check the Open Funder Registry
for the correct nomenclature: https://www.crossref.org/services/funder-registry/

Authorship

The list of authors should accurately illustrate who contributed to the work and how. All those
listed as authors should qualify for authorship according to the following criteria:

1. Have made substantial contributions to conception and design, or acquisition of data, or
analysis and interpretation of data;

2. Been involved in drafting the manuscript or revising it critically for important intellectual
content;

3. Given final approval of the version to be published. Each author should have participated
sufficiently in the work to take public responsibility for appropriate portions of the
content; and

4. Agreed to be accountable for all aspects of the work in ensuring that questions related to
the accuracy or integrity of any part of the work are appropriately investigated and
resolved.

Contributions from anyone who does not meet the criteria for authorship should be listed, with
permission from the contributor, in the Acknowledgements statement (e.g., to recognize
contributions from people who provided technical help, collation of data, writing assistance,
acquisition of funding, or a department chairperson who provided general support). Prior to
submitting the article all authors should agree on the order in which their names will be listed in
the manuscript.

Additional Authorship Options. Joint first or senior authorship: In the case of joint first
authorship, a footnote should be added to the author listing, e.g. ‘X and Y should be considered
joint first author’ or ‘X and Y should be considered joint senior author.’
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Correction to Authorship

In accordance with Wiley's Best Practice Guidelines on Research Integrity and Publishing
Ethics and the Committee on Publication Ethics’ guidance, Clinical Psychology &
Psychotherapy will allow authors to correct authorship on a submitted, accepted, or published
article if a valid reason exists to do so. All authors — including those to be added or removed -
must agree to any proposed change. To request a change to the author list, please complete

the Request for Changes to a Journal Article Author List Form and contact either the journal’s
editorial or production office, depending on the status of the article. Authorship changes will not
be considered without a fully completed Author Change form. Correcting the authorship is
different from changing an author’s name; the relevant policy for that can be found in Wiley's
Best Practice Guidelines under "Author name changes after publication.”

Wiley’s Author Name Change Policy

In cases where authors wish to change their name following publication, Wiley will update and
republish the paper and redeliver the updated metadata to indexing services. Our editorial and
production teams will use discretion in recognizing that name changes may be of a sensitive and
private nature for various reasons including (but not limited to) alignment with gender identity,
or as a result of marriage, divorce, or religious conversion. Accordingly, to protect the author’s
privacy, we will not publish a correction notice to the paper, and we will not notify co-authors of
the change. Authors should contact the journal’s Editorial Office with their name change request.

Publication Ethics

This journal is a member of the Committee on Publication Ethics (COPE). Note this journal uses
iThenticate's CrossCheck software to detect instances of overlapping and similar text in
submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for Authors and

Wiley's Publication Ethics Guidelines.

ORCiD

As part of the journal's commitment to supporting authors at every step of the publishing
process, the journal requires the submitting author (only) to provide an ORCiD identifier when
submitting a manuscript. This takes around 2 minutes to complete. Find more information here.

5. AUTHOR LICENSING

If a paper is accepted for publication, the author identified as the formal corresponding author
will receive an email prompting them to log in to Author Services, where via the Wiley Author
Licensing Service (WALS) they will be required to complete a copyright license agreement on
behalf of all authors of the paper.

Authors may choose to publish under the terms of the journal’s standard copyright agreement,
or open access under the terms of a Creative Commons License.

Your open access article publication charges (APCs) may be covered by your

institution. Check your eligibility here.

General information regarding licensing and copyright is available here. To review the Creative
Commons License options offered under open access, please click here. (Note that certain
funders mandate a particular type of CC license be used; to check this please click here.)

Self-Archiving Definitions and Policies: Note that the journal's standard copyright agreement
allows for self-archiving of different versions of the article under specific conditions. Please
click here for more detailed information about self-archiving definitions and policies.

136


https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://publicationethics.org/authorship
https://authorservices.wiley.com/asset/Authorship-change-form_AS.pdf
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://authorservices.wiley.com/ethics-guidelines/index.html#5
http://publicationethics.org/
http://www.wileyauthors.com/ethics
https://oxf-isilon.wiley.com/departments/SSH%20Journals%20Editorial/Private/STAFF/SNS/Production/authorservices.wiley.com/ethics-guidelines/index.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
http://www.wileyauthors.com/onlineopen
https://secure.wiley.com/openaccess?utm_source=AS&utm_medium=gif&utm_campaign=RM-DG-JB-WOAA-Authors-9075
http://www.wileyauthors.com/licensingFAQ
http://www.wileyauthors.com/OAA
http://www.wileyauthors.com/compliancetool
http://www.wileyauthors.com/self-archiving

Open Access fees: Authors who choose to publish using open access will be charged a fee. A list
of Article Publication Charges for Wiley journals is available here.

Funder Open Access: Please click here for more information on Wiley's compliance with specific
Funder Open Access Policies.

6. PUBLICATION PROCESS AFTER ACCEPTANCE

Accepted Article Received in Production

When an accepted article is received by Wiley's production team, the corresponding author will
receive an email asking them to login or register with Wiley Author Services. The author will be
asked to sign a publication license at this point.

Guidelines for Cover Submission

One of the best ways to showcase your work is with an eye-catching journal issue cover. After
your article is accepted for publication, you can submit your idea for a cover image. If you would
like to send a suggestion for cover artwork related to your article, please follow these general
guidelines.

Proofs

Once the paper is typeset, the author will receive an email notification with full instructions on
how to provide proof corrections.

Please note that the author is responsible for all statements made in their work, including
changes made during the editorial process — authors should check proofs carefully. Note that
proofs should be returned within 48 hours from receipt of first proof.

Publication Charges

Color figures. Color figures may be published online free of charge; however, the journal charges
for publishing figures in color in print. If the author supplies color figures at Early View
publication, they will be invited to complete a color charge agreement in RightsLink for Author
services. The author will have the option of paying immediately with a credit or debit card, or
they can request an invoice. If the author chooses not to purchase color printing, the figures will
be converted to black and white for the print issue of the journal.

Early View

The journal offers rapid publication via Wiley's Early View service. Early View (Online Version of
Record) articles are published on Wiley Online Library before inclusion in an issue. Note there
may be a delay after corrections are received before the article appears online, as Editors also
need to review proofs. Once the article is published on Early View, no further changes to the
article are possible. The Early View article is fully citable and carries an online publication date
and DOl for citations.

7. POST PUBLICATION

Access and Sharing
When the article is published online:

e The author receives an email alert (if requested).

e The link to the published article can be shared for free with your contacts or through
social media.

137


http://www.wileyauthors.com/APCpricing
http://www.wileyauthors.com/funderagreements
http://www.wileyauthors.com/
https://authorservices.wiley.com/author-resources/Journal-Authors/Promotion/journal-cover-image.html
https://authorservices.wiley.com/author-resources/Journal-Authors/Promotion/journal-cover-image.html
http://olabout.wiley.com/WileyCDA/Section/id-404512.html#ev
https://authorservices.wiley.com/author-resources/Journal-Authors/Promotion/sharing-your-research.html

e The author will have free access to the paper (after accepting the Terms & Conditions of
use, they can view the article).

e The corresponding author and co-authors can nominate up to ten colleagues to receive a
publication alert and free online access to the article.

Promoting the Article
To find out how to best promote an article, click here.

Article Promotion Support

Wiley Editing Services offers professional video, design, and writing services to create shareable
video abstracts, infographics, conference posters, lay summaries, and research news stories for
your research — so you can help your research get the attention it deserves.

Measuring the Impact of an Article
Wiley also helps authors measure the impact of their research through specialist partnerships
with Kudos and Altmetric.

8. EDITORIAL OFFICE CONTACT DETAILS
Email: CPPedoffice@wiley.com
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Appendix D. Study advert

VRO
Clinical Psychologists needed
for an interview study

What Is this study about?

As part of my doctoral research project, | am looking to explore psychologists’
experiences of drawing upon the Power Threat Meaning Framework (Johnstone
& Boyle, 2018) In their work.

In particular, 'm Interested in the opportunities and challenges of using the
framework, including the potential iImpact when working with service users,
teams, and organisations.

What does the study involve?

The study involves an interview with me, Zoe Travers, Trainee Clinical
Psychologist, lasting up to an hour over the telephone or zoom.

Can | participate?

You can participate If you are:
. A qualitied Clinical Psychologist working In any UK adult mental health
sett

Ing
. Familiar with the Power Threat Meaning Framework
*  Have experlence using ideas from the Power Threat Meaning Framawork In
your work (e.g. In team formulation meetings, staff training, with service
users, In service design and delivery)

I you would like to participate or have any questions,
?loou contact the researcher: Zoe Travers
traversz@cardif oc.uk)

Iupervisers Dr Chm Hobaen (MobeanC Wi[De ardilt me Uk ) and O Heiedd Lswi
Lowisn 1D CarmM oo b )

thsal Approval Granied By Corditt Urdversity (rel 1€ 201200 0210032)
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Appendix E. Ethical approval

Ethics Feedback - EC.20.12.08.6215R2

psychethics <psychethics@cardiff.ac.uk>

Wed 17/02/2021 1317
To: Zoe Travers <TraversZ@cardiffac.uk>

Cc: Christopher Hobson <HobsonCW@cardiff.acuk>

Dear Zoe,

The Ethics Committee has considered your revised PG project proposal: Integrating the Power Threat Meaning
Framework (PTMF) into Clinical Practice in Mental Health Settings; A Qualitative Exploration of Clinicians’

Experiences (EC.20.12.08.6215R2).

The project has been approved.

Please note that if any changes are made to the above project then you must notify the Ethics Committee.

Best wishes,
Sarah on behalf of Adam Hammond

School of Psychology Research Ethics Committee

Cardiff University
Tower Building
70 Park Place
Cardiff

CF10 3AT

Tel: +44(0)29 208 70360

Email: psychethics@cardiff.ac.uk
http://psych.cf.ac.uk/aboutus/ethics.html

Prifysgol Caerdydd
Adeilad y Twr

70 Plas y Parc
Caerdydd

CF10 3AT

Ffén: +44(0)29 208 70360
E-bost:
psychethics@caerdydd.ac.uk

Please note that | do not expect a response to this email outside of your normal working hours
Nid wyf yn disgwyl ymateb i'r ebost hwn y tu allan i‘ch oriau gwaith arferol
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Appendix F. Participant information sheet

Participant information sheet CARD| FF

UNIVERSITY

PRIFYSGOL

(ARRDY

Title of Research Project: Integrating the Power Threat Meaning Framework
(PTMF) into Clinical Practice in Mental Health Settings; A Qualitative Exploration of Psychologists’
Experiences.

You are being invited to take part in a research study. Please take time to read the information
below before you decide whether you would like to participate. This research study is being
conducted by a Trainee Clinical Psychologist, Zoe Travers, who is studying for the Doctorate in
Clinical Psychology at Cardiff University. Please do ask the researcher, Zoe Travers, if you have any
questions about the research.

What is the study for?

This study is looking at psychologists’ views and experiences regarding using the Power Threat
Meaning Framework into their clinical practice. This research aims to improve our understanding of
the experience of using the framework.

Why have | been invited to take part?

You have been invited to participate because you are a clinical psychologist working in the UK, who
has used the power threat meaning framework in their work. It is important to remember that
participation or non-participation in this study will have no bearing on your present or future
employment.

What will the study involve?

If you agree to participate, you will be invited to take part in an interview with Zoe Travers, trainee
Clinical Psychologist. You will be interviewed via telephone or zoom about your work experiences of
using the framework in an adult mental health context. The interview will last up to an hour. The
interview will be audio recorded on an encrypted device. Following this, the interview will be
transcribed and anonymised.

What will happen next?

If you agree to participate, you will be contacted to arrange an interview.
Will there be any benefits to taking part?

There are no explicit benefits of taking part.

It is hoped that the study will lead to an increased understanding about the experience of using the
framework, and thus may have implications for clinical practice or further research.

Are there any disadvantages of taking part?
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Completing the interview will take up to an hour outside of your working hours. The study will invite
you to reflect on your experiences at work. It is unlikely that there will be a negative impact of taking
part in the study, but a debrief will be provided with the researcher.

Do | have to take part in the study?

No. It is your choice whether or not to participate. If you decide to participate you will be asked to
sign a consent form. However, you are still free to withdraw at any point without having to give a
reason.

What will happen to my data?

The interview will be audio recorded using an encrypted device. The recordings will then be
transcribed, and all information will be anonymised at the point of transcription. This means that no
identifiable information such as your name, geographical location or where you work will be linked
to your data. A numerical code will be assigned to your data and will be used to link the consent
form and audio recording to the anonymised transcript.

Direct quotes will be used in the final report, however they will not be paired with identifiable
information. Made up names will be used to replace your name and will accompany direct quotes
and basic demographic information such as years of experience.

The encrypted recordings will be securely sent to a transcribing service who are experienced in
handling research data and have their own data storage arrangements. Recordings will be deleted
following transcription and the anonymised transcripts will be kept for 5 years in a secure location to
maintain confidentiality. The transcripts will be stored on a password protected computer.

If you disclose information which relates to your own or others safety, your confidentiality may be
waivered. In this case, discussions regarding how to best ensure your own and others’ safety will
also be held with the other named researchers (as below).

What will happen to the results?

The results of the study will form part of a Doctoral Thesis in Clinical Psychology. They may also be
written up for publication in academic journals. A summary of the research findings will be made
available to you after the study has been completed.

Who else is involved in this research?

Project Lead: Zoe Travers, Trainee Clinical Psychologist (traversz@cardiff.ac.uk; Tel: 02920870582;
Address: South Wales Doctoral Programme in Clinical Psychology, 11" Floor, School of Psychology,
Tower Building, 70 Park Place, Cardiff, CF10 3AT);

Supervisors: Dr Chris Hobson, Senior Clinical Tutor
(HobsonCW @cardiff.ac.uk; Tel: 02920870582 Address: South Wales Doctoral Programme in Clinical
Psychology, 11* Floor, School of Psychology, Tower Building, 70 Park Place, Cardiff, CF10 3AT));

Dr Heledd Lewis, Senior Clinical Tutor (Lewish31@cardiff.ac.uk; Tel: 02920870582 Address: South
Wales Doctoral Programme in Clinical Psychology, 11t Floor, School of Psychology, Tower Building,
70 Park Place, Cardiff, CF10 3AT));

What if | have concerns about this research?

142


mailto:traversz@cardiff.ac.uk
mailto:HobsonCW@cardiff.ac.uk
mailto:Lewish31@cardiff.ac.uk

If you have any concerns or complaints about this project, please direct these in the first instance
to: psychethics@cardiff.ac.uk

The data controller is Cardiff University and the Data Protection Officer
is James Merrifield. The lawful basis for the processing of the data you provide is consent.

Thank you for taking the time to read this information sheet.
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Appendix G. Participant consent form

Participant Consent Form: (CARDIFF
UNIVERSITY

Title of Research: Integrating the Power Threat Meaning Framework (PTMF) PRIFYSGOL
into Clinical Practice in Mental Health Settings; A Qualitative Exploration CAERDY@

of Psychologists’ Experiences.

Research Team:

Project Lead: Zoe Travers, Trainee Clinical Psychologist (traversz@cardiff.ac.uk; Tel: 02920870582;
Address: South Wales Doctoral Programme in Clinical Psychology, 11* Floor, School
of Psychology, Tower Building, 70 Park Place, Cardiff, CF10 3AT);

Supervisors: Dr Chris Hobson, Senior Clinical Tutor
(HobsonCW @cardiff.ac.uk; Tel: 02920870582 Address: South Wales Doctoral
Programme in Clinical Psychology, 11t Floor, School of Psychology, Tower Building,
70 Park Place, Cardiff, CF10 3AT));

Dr Heledd Lewis, Senior Clinical Tutor (Lewish31@cardiff.ac.uk; Tel: 02920870582 Address: South
Wales Doctoral Programme in Clinical Psychology, 11t Floor, School of Psychology,
Tower Building, 70 Park Place, Cardiff, CF10 3AT));

Please initial each of the following statements if you agree:

Please initial

| confirm that | have read and understood the information sheet regarding the
above-named study.

| have been given the opportunity to ask questions and have received satisfactory
answers.

| understand that my participation will have no impact on my employment either
positively or negatively presently or in the future.

| understand that relevant sections of the data collected during the study
may be looked at by members of a Cardiff University research team, from
regulatory authorities, where it is relevant to my taking part in this research.

| understand that the results of this study will form a Doctoral Thesis and may be
published in academic journals, but | will not be able to be identified by

this information. | give consent for anonymous quotations of mine to be published
in the study write up.
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| understand that participation in this study is entirely voluntary and that | am free
to withdraw my name and information at any time without giving a reason by
contacting the researchers.

| consent to being interviewed about my experience of using the Power Threat
Meaning Framework in my work.

| consent to the interview being recorded and transcribed. | understand that the
audio-recordings will be destroyed once they have been transcribed, but that the
transcripts will be kept securely for a period of 5 years.

| agree to take part in the above study

Name of participant:
(A LT =T oL R

SIBNATUIE: ittt e e e e e

D= | o U

Name of person taking consent:
(P1EASE PriNT) cuoeeieeeeeiecieree ettt et et tee e e

Signature: ....ccceeveeeeecennes (D) (S
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Appendix H. Demographics questionnaire

Demographic Information
What is your profession?

How many years has it been since you qualified?
How do you describe your gender?

How do you describe your ethnicity?

What is your age:
20-29
30-39__

40-49

50-59
60-69__
Over70

Which of these best describes the setting you currently work in:
1. Adult Mental Health (community)

Adult Mental Health (inpatient)

Child and Adolescent Mental Health (community)

Child and Adolescent Mental Health (inpatient)

Older Adults Mental Health (community)

Older Adults Mental Health (inpatient)

Forensic / Secure setting

Other:

ONOU R WN

Which of these best describes the organisation you currently work in:
1. NHS ___
2. Private Sector ___
3. Third Sector

Have you attended any training or events about the Power Threat Meaning Framework? If so, please
describe this below:

If yes, how long ago did you undertake this training?

How long have you been using the Power Threat Meaning Framework in your practice?
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Appendix I. Participant debrief sheet

CARDIFF

Participant Debrief Sheet UNIVERSITY

Title of Project: Integrating the Power Threat Meaning Framework PRIFYSGOL
(PTMF) into Clinical Practice in Mental Health Settings; A Qualitative CAERDY@
Exploration of Psychologists’ Experiences.

Thank you very much for taking part in this study. This debrief sheet will provide information about
the purpose of this study. Please take the time to read through this information. Please do ask the
researcher, Zoe Travers, if you have any questions about the research.

The purpose of this study

This project is exploring the experience of psychologists who draw upon the Power Threat Meaning

framework in their clinical practice in an adult mental health setting. Specifically, this study will

involve a thematic analysis of the data, which seeks to describe and interpret patterns of shared
meaning.

It is hoped that this project will lead to a richer understanding of how the framework is being used in

practice, and so the findings of this research might be used to inform recommendations for service

delivery or further research.

The impact of taking part

You have participated in an audio-recorded interview lasting up to 60 minutes. During the interview

you were asked about your experience of using the Power Threat Meaning framework. The

questions may have aroused difficult thoughts or feelings for you which you may finding yourself
thinking about over the coming days. If you have any points of concern about your

wellbeing, | would encourage you to access support through supervision if that feels appropriate and

useful for you.

What will happen next?

After your interview has been transcribed, Zoe will analyse the data using a qualitative methodology

called thematic analysis.

The results of this analysis will form the basis of the Doctorate in Clinical Psychology thesis and the

data and report will be submitted for publication in a relevant peer reviewed journal. A summary of

findings will be available to participants. Please contact Zoe Travers on the email address below to
request this summary.

Confidentiality

All information will be made anonymous and you will not be able to be identified by reading the

report. This means that names of participants, services and specific geographical locations will not

be specified, to protect your identity. Transcripts and audio recordings will be stored on a computer
that is password protected. Recordings will be deleted following transcription and the transcripts will
be kept for 5 years on a password protected computer.

If you disclose information which relates to your own or others safety, your confidentiality may be

waivered. In this case, discussions regarding how to best ensure your own and others’ safety will

also be held with the other named researchers (as below).

Who else is involved in this research?

Project Lead: Zoe Travers, Trainee Clinical Psychologist (traversz@cardiff.ac.uk; Tel: 02920870582;
Address: South Wales Doctoral Programme in Clinical Psychology, 11t Floor, School
of Psychology, Tower Building, 70 Park Place, Cardiff, CF10 3AT);

Supervisors: Dr Chris Hobson, Senior Clinical Tutor
(HobsonCW @cardiff.ac.uk; Tel: 02920870582 Address: South Wales Doctoral
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Programme in Clinical Psychology, 11t Floor, School of Psychology, Tower Building,
70 Park Place, Cardiff, CF10 3AT));

Dr Heledd Lewis, Senior Clinical Tutor (Lewish31@cardiff.ac.uk; Tel: 02920870582 Address: South
Wales Doctoral Programme in Clinical Psychology, 11 Floor, School of Psychology,
Tower Building, 70 Park Place, Cardiff, CF10 3AT));

What if | have concerns about this research?

If you have any concerns or complaints about this project, please direct these in the first instance to:
psychethics@cardiff.ac.uk

The data controller is Cardiff University and the Data Protection Officer is James

Merrifield. The lawful basis for the processing of the data you provide is consent.

Thank you for taking the time to read this information.
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Appendix J. Interview schedule

Background:
1. How would you describe your understanding of the main principles of the power threat
meaning framework?

2. What initially drew you to using the framework?
a. What, if any, were your hopes for your clients, yourself, or your organisation?

3. How has it influenced your practice?
a. Canyou tell me about the process of introducing the PTMF into your work? Did you
introduce it or was it already used?
b. What was the existing setting / culture like?
c. How is the framework similar / different to what’s been used before?

Opportunities and Impact
4. In what ways have you used ideas from the framework?
a. With service users, teams, organisations and/or in other ways?
b. Which ideas from the framework have you used?
c. What, if any, have been the most helpful elements?
d. What, if any, have been the least helpful elements?

5. What, if any, has been the impact on service users, staff, or the wider system?
a. Canyou tell me a bit about whether there has been any impact on team culture or
team functioning? (if yes, how do you know)?
b. (If using with teams) What, if any, has been the impact on how staff thinking about
service users? (if yes, evidence of this, impact on care, limitations)

6. Canyou tell me a bit about the other theories or models do you draw upon alongside the
framework?
a. How do these go together?

7. How do other staff respond to you drawing on the framework?
a. Canyou tell me about whether you’ve encountered differing responses from
professionals? If so, how do you navigate this?

Challenges
8. Have you experienced any challenges or difficulties when using the framework?

a. Have you experienced difficulties engaging staff or service users with the PTMF?
b. Have you experienced any difficulties communicating with staff or service users
about the framework?
c. Have you experienced challenges relating to the wider system and existing ways of
working?
d. How have you navigated these challenges and what’s been helpful in overcoming
them?
e. Any skills in particular that you drew on?
f.  What do you feel would need to change in order overcome or manage these
challenges?
g. Have these challenges had an impact on you?

Future Directions
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9. Do you think the PTMF should be used more widely, and if so, what would be needed to
enable that to happen?

a. What additional training, resources, or changes, if any, would be helpful?

b. Do you have any plans to take this forward?

10. Do you have any other thoughts you would like to share?
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Appendix K. Transcriber confidentiality agreement

] T rosuein |
TRANSCRIPTION Brld ge VIRTUAL ASSISTANT Wal te Tel: 07444 638803
BOOK-KEEPING E-mail: bridget. mrsp@gmail.com
SECRETARIAL SERVICES

CONFIDENTIALITY AGREEMENT

This confidentiality agreement has been prepared and is being distributed on behalf of Bridget
POSTLETHWAITE (“the Service Provider”) who acknowledges and accepts the terms and
conditions of this Confidentiality Agreement. This agreement is made between the Service
Provider and Zoe Travers

The Service Provider agrees that they shall not during the course of the contract and at all times
(without limit) after the termination thereof (howsoever the same is determined), either directly
or indirectly, make use of, or disclose (to a third person, company, firm, business entity or other
organization whatsoever) or exploit for their own purposes or for those of any other person,
company, firm, business entity or other organization whatsoever, any trade secrets or
Confidential Information (as defined below) relating or belonging to my client or any of their
clients.

Confidential Information includes, but is not limited to, any information relating to clients
(including clients with whom my client is negotiating), client lists or requirements, charge out
rates or charging structures, marketing information, intellectual property, business plans or
dealings, precedents, technical data, financial information and plans, any document marked
“confidential” or any information which the Service Provider has been told is confidential or
which might reasonably be expected to be regarded as confidential, or any information which
has been given to my client in confidence by clients, suppliers or other persons.

The obligations contained in this provision shall not apply:

To any information or knowledge, which may subsequently come into the public domain, other
than by way of unauthorised disclosure (whether by the Service Provider or by a third party);
To any act of the Service Provider in the proper performance of their contractual duties where
such use or disclosure has been properly authorised by my client;

To any information which the Service Provider is required to disclose in accordance with an
order of a Court of competent jurisdiction.

In complying with these confidentiality obligations, the Service Provider must refrain from
discussing, reading or disclosing Confidential Information openly in public areas, such as, on
trains, buses and airplanes, on mobile telephones, or in restaurants. If the Service Provider is in
any doubt as to the extent and/or the ambit of these obligations they should, in the first instance
address any queries to my client using the contact details supplied at the time of booking, either
in writing (via email) or via telephone contact. The Service Provider acknowledges that the
client reserves the right to terminate any contract should they become aware of any
unauthorized use of the Confidential Information.

Signed

Dated 10" June 2021
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Appendix L. Example of data coding

Interviewer: Is there anything that you feel would need to change in order to manage

or overcome these challenges?

Participant: One other challenge I think maybe might be I think in terms of the

framework is it obviously has been developed as an alternative to diagnosis, and we've had to

be like quite pragmatic in hot coming mn and not bemg like “we re going to take down

psychiatry with this’, put brining it as an alternative that can helpfully work alongside. |

|A.ucl I think one of the big challenges is it can become a debate between psychiatry versus

psychology, formulation versus diagnosis, and I think that can end up getting you nowhere. |

Dﬂe of the ways we've overcome that and been really really, strong in the way we’ve done

this and in terms of rolling out through the different services. 1s we ve made sure our group of

people who are sort of our, [ don’t know not focus group, but fz

group 1s multi-disciphnary . ‘

[Sa this isn’t something that is like a psychology model but actually you've got a lead
professional from each of the different MDT involved so this is owned by the whole team

rather than being a psychological thing_ |

[ think there's a lot of wider sort of systemic things that mean diagnosis 1s absolutely
necessary within the paradigm that we work, so for example we have a very disease

based model of preseribing and technically to give someone an anti-psychotic they must have

a diagnosis of some sort of psychosis. |

M we know that’s not strictly true because people are presenibed anti-psychotics as

sedatives in diagnoses of borderline personality diagnosis. but technically in order

to prescribe the doctors are sort of bound in some sort of legal way that there needs to be a
diagnosis of what they are prescribing for. whilst we currently sit with this model of the way

drugs are thought to work. |

Paoplaz s benefits are tied to diagnoses and when you re writing supportive letters to housing

or benefits like accessing things comes from having a diagnosis on that letter, people don’t

want a fnrmulﬂticnl |A.nd I think like the fast paced nature of the work especially in an acute
setting, actually 100 percent its easier just to go medical and diaguuslicL and I think to be
really thinking about people in this way takes a lot more time and more resource nd that's

been a big challenge I guess in terms of creating these spaces and time for this thmk.mgi I

don’t know how these things would change, just live in a slightly different world_ |

daned Tm

10n group or ch 1 N

Zoe Travers
PTIMF seen as a threat to psychiatry

Zoe Travers
Being pragmatic important — working alongside
diagnosis

Zoe Travers
Formulation vs diagnosis debate is unhelpful

Zoe Travers
Compromise is necessary to make progress with
teams

Zoe Travers
PTMF not just owned by psychology

Zoe Travers
facilitators of formulation are multidisciplinary =
moves it away from being & debate between
psychology vs psychiatry

Zoe Travers
Sharing power and ownership with MDT colleagues is
important

Zoe Travers
Diagnosis is necessary for access to medication

Zoe Travers

Loe navers
Diagnostic framework for prescribing is flawed

Zoe Travers
Diagnosis has a function within current legal
framewaork

e Zoe Travers
Diagnosis provides access to benefits

e Zoe Travers

‘Social/welfare systems not compatible with
formulation alone

Zoe Travers
Diagnosis has function in shorthand communication

Zoe Travers
Lack of time in acute settings is a challenge ta using
PTMF

Zoe Travers
Lack of time and resource makes it hard to use PTMF

e Zoe Travers
Using PTMF more time consuming than diagnosis
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Appendix M. Example of initial clustering of codes
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Appendix N. Table of

theme development

Theme

Subtheme

Example Codes

Having an
alternative framework
of distress is valued

Client engagement enhanced by including
power in formulation

PFMF-creates Limitations of medical model justify an
choice) alternative
PTMF provides structure to existing way of
working
PTMF seen as integral to the profession
PTMF enhances Invites reflections on  One of the only psychological models to centre

sense making

power

power

Staff acknowledging role of services in re-
traumatisation

Crisis interventions such as sectioning can
replicate trauma

A more meaningful
perspective

PTMF has more explanatory power than
diagnosis

Reformulating self-harm behaviours as threat
responses help staff understand function
of behaviour

Bringing a wider context into formulation by
using PTMF

PTMF facilitates
compassionate care

Creating a less blaming story by locating the
problem at societal level

PTMF offers a more compassionate
understanding

Reframing symptoms as threat responses
enhances empathy

Systemic change
needed to implement
PTMF

Incompatibility with
other systems

o
(the-alte I'Ilalu "; &

Diagnosis is common language at the societal
level - everyone understands the labels

No existing forum to influence team e.g. no
team formulation space

PTMF incompatible with access to
clinical and financial services
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Threat to the status
quo
(threat to psychiatry
and-psyechologyy)

Challenging diagnosis is inherently
controversial

PTMF is deskilling to psychiatry by minimising
role of medication

PTMF can evoke defensiveness and hostility

Need for training and Jargon-free resources are needed

resources

Influencing training of psychiatrists would be
helpful

Ongoing need for training to use PTMF due to
high staff turnover

Working alongside
other perspectives as
key influencing

Putting aside the debate between PTMF and
diagnosis for the benefit of service users

practice Building good relationships across professions
(compromise and is vital to influencing change
Floscibili I
change)— PTMF as one of many ways of understanding
distress
ImpertanceofFMDT
i .
' EIE;HE"S.“”GS .
can-be-challenging
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Appendix O. Research diary extract

December 2020

Working on my submission of my research proposal - I 've decided to use thematic analysis
for the analysis of my interview data after discussion in research supervision. | initially
considered using IPA or grounded theory as these methods arguably have more interpretive
power and could provide a greater depth of analysis, which feels fitting for something as big
as an LSRP. However, having looked at the literature and discussed with course staff, | feel
TA is the best fit for my research question, as it will give me the opportunity to interpret the
shared meanings across the data and hopefully to generate findings which will have
meaningful implications for clinicians.

August 2021

| have conducted several interviews now, really enjoying this part of the process.
Participants seem really interested in the research process and want to hear about the results
— will need to think about how and when | can share these. It’s interesting to me that the
conversation often carries on after the recording has been switched off and the official
interview has ended — | wonder if this is about people feeling safer to share more openly in
this context. I'm finding it tricky at times to remain fully engaged in the interviews and am
noticing myself trying to monitor how the interview is going and almost listening out for
quotes — I'm trying to notice when this is happening and remain present in the

conversations.

The process of conducting the systematic review is a much bigger task that I could have
anticipated — but the methodical nature of the process is quite containing at times. Reading
about burnout in trainee mental health professionals is very interesting - | have approached
this project primarily as clinician and want to be able to produce something that is of interest
to other clinicians with real implications for practice, and | hope that the systematic review
will also be able to offer that.

December 2021

The process of analysis has started - having so many codes feels very overwhelming. This

is part of the process that | have felt most apprehensive about, as | feel a sense of wanting to
‘do justice’ to the voices of participants in the analysis, and am also aware that it’s taking me
a bit of time to feel confident finding my interpretive voice in the analysis.

Clustering codes around the idea of incompatibility of the framework with existing structures
has been a useful starting point in the analysis as so many of the codes either directly or
indirectly referred to this concept in some way. I'm also noticing there's something around
the sense of threat that this can generate within participants (at having to challenge the
medical model) as well as within their colleagues.

I’'m also interested in the idea of choice or the framework giving people (both professionals
and clients) a choice about how they make sense of their experiences rather than having this
imposed on them by only having one dominant approach within services, this seems to be an
idea that | keep generating in my analysis so | think I will start to cluster together codes in
this area to explore the idea of a potential theme around this aspect of the data.
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