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Abstract

This thesis investigated wellbeing and burnout in mental health settings.

Paper one reports a systematic review of literature pertaining to staff wellbeing and/
or burnout in mental health services, and the relationship this has with quality of care
from the perspective of both staff and users of services. Overall the studies reported
relationships between staff burnout, and to a lesser extent, wellbeing, on the quality of

care provided to service users.

Paper two reports an empirical study of the perceived domains that influence the
wellbeing of practitioners working in psychological roles. The empirical paper
adopted a qualitative methodology. Practitioners cited four key themes that they
perceived to have an impact on their subjective wellbeing, and one further theme

regarding what can be done to improve staff wellbeing.

Paper three provides a critical review of the work undertaken in part one and part two
of the thesis. This section considers the relative strengths and limitations of both
papers and provides suggestions for both clinical implications and areas for future
research. This paper provides an opportunity for the author to reflect on their

experience in completing both papers.
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1.1 Abstract

Introduction: The current evidence base reports staff working in mental health

settings as experiencing reduced wellbeing and increased burnout (Dreison et al.,
2018). The relationship between staff wellbeing, burnout and quality of care is well
established in medical health teams (Dewa et al., 2017), however there are currently
no systematic reviews to establish the relationship between wellbeing, burnout and
quality of care in clinicians working in mental health services.

Aims: The current review aims to synthesise and critically review the developing
literature pertaining to staff wellbeing, burnout and quality of care in mental health
services.

Method: Search terms were developed and databases PSYClnfo, Web of Science,
CINAHL searched according to PRISMA guidance (Moher et al., 2009). Following
the process of study selection 8 papers were selected for review.

Results: The overall quality of reported studies was moderate. Overall studies
adopted a cross-sectional design, which led to limitations in interpretation of the data.
Studies consistently reported a relationship between mental health practitioner
burnout and quality of care. The results of the relationship between wellbeing and
quality of care were variable, possibly due to methodological issues. Studies found
relationships between the constructs of wellbeing and burnout.

Conclusions: The study is the first to evaluate the evidence base relating to the
relationship between burnout, wellbeing and quality of care in mental health service
providers. Implications for future research and services are discussed, along with the

limitations of the present review.

Key Words: Mental health, Quality of Care, Burnout, Wellbeing.



1.2 Introduction

In healthcare settings the importance of staff wellbeing is increasingly recognised in
both policy and literature (Boorman, 2009; Francis, 2013). The Boorman report
(2009) highlights the impact of organisation, work environment and population
factors on the wellbeing, experience and individual agency of employees. Due to the
nature of top- down pressures such as privatisation, austerity, financial cuts and
targets in the current NHS context (Hall et al., 2016), healthcare staff can be left
working in poor conditions with low levels of staffing, increased pressures to meet
targets and heavy workloads (Dixon-woods et al., 2013). Thus, it is unsurprising that
the literature reports healthcare staff as experiencing reduced levels of wellbeing in

the workplace (Picker institute, 2015; Francis, 2013; Maben et al., 2012).

1.2i Definition of terms

Wellbeing

Various terms can be used interchangeably to define experiences of wellbeing (Dewa
et al., 2016). Warr et al. (2011) provided a universally accepted definition of
wellbeing in work as ‘individual and subjective functioning and experiences at work’.
‘Wellbeing’ is an umbrella term often used to define different constructs (Maben et
al., 2012). There are two key domains of wellbeing commonly cited in the literature
surrounding wellbeing at work. These embody subjective experiences at work, one is
job satisfaction and the other is psychological and physiological aspects of work such

as burnout and stress (Maben et al., 2012).



Burnout

Professionals who experience lower levels of wellbeing are at risk of experiencing
occupational burnout (Maslach et al., 2016). Burnout is a well-recognised
occupational hazard for those working in health professions (Maslach et al., 2016).
Maslach and colleagues (2016, 1984) developed a widely accepted definition of
burnout, describing it as a feeling of emotional exhaustion, depersonalisation and

reduced feelings of personal accomplishment.

Review papers have examined the prevalence of occupational burnout specifically in
mental health settings (Dreison et al., 2018; Morse et al., 2012; Lim et al., 2010;
Paris and Hoge, 2010). Morse et al. (2012) claim that up to 55% of people working in
mental health services in the UK experience work related burnout. The impact of this
on individuals, services and client care is a topic of growing interest for researchers

(Morse et al., 2012).

1.2ii The relationship between wellbeing and burnout

There has been conflict within the literature surrounding the relationship between
wellbeing and burnout (Hall et al., 2016). Some authors allude towards burnout and
wellbeing as being the same construct (Dreison et al., 2018; Maben et al., 2012, Warr
et al., 2011), and others present the idea that burnout and wellbeing are separate
constructs (Hall et al., 2016; Jahrami et al., 2013). The mechanism by which burnout
is thought to impact on well-being is described as resulting from a depletion of
personal resources that leads to a decline in one’s sense of subjective wellbeing.

Resources are reduced as workers cope with chronic stress and feelings of exhaustion,



which then leads to feelings of fatigue and psychological distress (Leiter and Maslach,

2001).

Few studies have focussed on the relationship between burnout and worker wellbeing
(Lizano et al., 2015). A recent systematic review completed by Lizano et al. (2015)
reviewed studies comparing wellbeing and burnout in human service workers. The
authors concluded that overall, studies pertained to the negative impact of burnout on
individual worker’s wellbeing. Emotional exhaustion was found to have the strongest
relationship with wellbeing when measured through job satisfaction. Levels of
personal accomplishment and depersonalisation also correlated with measures of
wellbeing. However, the overall significance of results was variable, leading authors
to note that further research is required to fully understand the links between these

constructs.

Burnout is often treated as a substitute measure of wellbeing (Lizano et al., 2015).
However, the available literature is unable to conclude links between all dimensions
of burnout and wellbeing dimensions and therefore wellbeing and burnout need to be

considered as separate constructs (Hall et al., 2016).

1.2iii Theoretical models of wellbeing and burnout

The job demands resources model of staff wellbeing (Bakker et al., 2007), embodies
the definition of burnout developed by Maslach and colleagues (Maslach et al., 2016;
1984) and presents the idea that higher levels of job demand (client interaction and
balancing priorities) require clinician resources over time, which can lead to

emotional exhaustion. When clinicians experience this they withdraw their personal



resources to manage demands, which can lead to depersonalisation (Bakker et al.,
2007). It is possible that this leaves clinicians unable to implement good quality of

care (Salyers et al., 2015).

1.2iv The impact of reduced wellbeing and burnout

Literature has identified the consequences of higher levels of staff burnout and
reduced wellbeing for clinicians in terms of poorer mental and physical health
(Dreison et al.,, 2018). For services, higher levels of burnout correlate with

absenteeism and productivity at work (Maslach et al., 2016; Paris and Hoge, 2010).

There is a growing evidence base detailing the impact of poor staff wellbeing on
consumer care (Dewa et al., 2017; Salyers et al., 2017). Patient satisfaction rates are
higher and patient experience is better where the workforce is healthier and where
there are high levels of staff engagement (West et al., 2012; Boorman, 2009). In the
NHS ‘Health and Wellbeing review’ completed by Boorman. (2009), over 80% of

NHS staff reported that the state of their health and wellbeing affects patient care.

Previous systematic reviews looking at the impact of burnout on client care in
healthcare professionals concluded that quality of care declines when staff experience
burnout (Dewa et al., 2017; Salyers et al., 2015). Higher levels of perceived staff
burnout have been linked to increased inpatient admissions (Priebe et al., 2004), and
negative feelings towards clients (Holmgqvist et al., 2006). Some research found worse
outcomes when clients perceive their therapist to have lower levels of wellbeing
(Mistry et al., 2015). In addition to this, burnout has been associated with lower

expectations for consumer outcomes (Salyers et al., 2013).



These results have been replicated with regards to wellbeing (Maben et al., 2012). A
three-year mixed methods study reported by Maben et al. (2012) completed an
evaluation of staff wellbeing and the impact of this in terms of quality of care within a
health context in the NHS using both patient and staff perceptions as an indicator. The
authors found that where patient experience was positive, staff wellbeing was also
positive and vice versa. The relationship between staff wellbeing and patient
experience was affected by organisational climate and team cohesion. Maben and
colleagues, (2012) concluded that staff wellbeing was an antecedent for client

perceptions of quality of care.

1.2v Measurement of wellbeing, burnout and quality of care

Measurement of wellbeing and burnout

The measurement of psychological wellbeing varies across literature, with many
studies using burnout as a construct to define wellbeing (Dreison et al., 2018). Within
healthcare, several studies have attempted to enumerate and measure staff experiences
of wellbeing and the impact of this on clients (Salyers et al., 2017). Staff satisfaction
1s a distinct construct, which consists of beliefs, attitudes, and behaviors toward one's
job (Weiss, 2002). Similar to burnout, the relationship between staff satisfaction and
client outcomes has been documented within the health sector (Hall et al., 2016), and
measures of staff satisfaction tend to form the basis of measurement of wellbeing
(Lizano et al., 2015). In addition to this, the available evidence base is currently
moving towards a positive psychology approach to measurement with some research
quantifying ‘work engagement’ as the positive construction of burnout (Van Bogeart

etal., 2013).



Measurement of quality of care
The World Health Organisation (WHO, Hanefeld et al., 2006) identified six areas to
measure quality of care in health settings. These are: effectiveness, efficiency,

accessibility, equitability, acceptability and safety.

In mental health care, measurement of quality of care is particularly challenging due
to a lack of validated measurement tools (Salyers et al., 2014; Kilbourne et al., 2010).
Studies of health care staff have used self-reported quality of care scales to measure
the impact of low levels of wellbeing and burnout on client outcomes (Salyers et al.,
2017). In terms of patient perceptions of quality of care, most literature aims to
measure patient satisfaction (Maben et al., 2012). Despite the broad nature and
definition of patient satisfaction, most studies quantify this by patient reported
experiences (Al-Abri et al., 2014). Batbaatar et al., (2017), referred to patient
satisfaction as a person’s experiences, feelings and perceptions of the quality of care
received. A systematic review into the measurement of patient satisfaction in
healthcare settings (Phillips et al., 2015) concluded that there are few reliable and
valid tools to measure patient experience. Most current tools correspond to those
concerned with the ‘acceptability” measurement as identified by the world health

organisation (Hanefeld et al., 2006).

1.2.1Background to this study

Links between burnout and quality of care are detailed in both literature (Maben et al.,

2012) and policy (Boorman, 2009; Francis, 2013). The currently available research on



this topic area varies widely between practitioner type, healthcare setting and
measurement of staff wellbeing, burnout and quality of care (Salyers et al., 2017). No
review has focussed specifically on mental health services, and reviews often focus on
the element of patient safety as a quality indicator (Dewa et al., 2017). There have
been six recent reviews (Dewa et al., 2017; Salyers et al., 2017; Hall et al., 2016;
Humphries at al., 2014; Lee et al., 2013; Taris et al., 2007), all of which focus on
assessing quality of care in medical settings. Two recent reviews by Salyers et al.
(2017) and Dewi et al. (2017) expanded their search criteria to all healthcare
providers across settings. Hall et al. (2016) focus on patient safety as a measure of
quality, and Humphries et al. (2014) completed a narrative review restricted to

medical hospital settings.

The search strategies employed in the present review are restricted to individuals
working in the metal health sector and thus different to those used in the previous
reviews (Salyers et al., 2017; Dewa et al., 2017; Hall et al., 2016), meaning that
different studies have been included in the current review. In addition to this, the aims
of the present review are unique in that they encompass and focus around both patient

and clinician perspectives.

1.2.2 Aims of the current review

The aim of the current study was to review and quantify studies linking mental
healthcare provider wellbeing and/ or burnout to quality of care, to better understand
the relationship between these constructs. The study aimed to capture all available

research evaluating staff and/ or service user perspectives. The relationship between



staff wellbeing and user outcome in consumers of mental healthcare is an
understudied topic (Morse et al., 2012), and this study aims to synthesize the currently

available evidence base.

1.3 Methods

1.3.1 Search strategy

The review followed guidance from the ‘Preferred reporting items for systematic

reviews and meta-analysis’ (PRISMA, Moher et al., 2009).

A systematic literature search of the following databases was conducted: PSY Clnfo,
Web of Science, CINAHL and PROSPERO. Google scholar was also searched to
identify additional literature, and reference lists of relevant studies hand searched. The
search strategy aimed to identify all available research suggesting a relationship
between staff wellbeing and/ or burnout and quality of care outcomes in mental health

settings from the perspective of staff and/or service users.

Initial search terms were developed using information from previous reviews (Dewa
et al., 2017; Salyers et al., 2017), and were reviewed following scoping searches to
include additional terms that had been identified. Boolean operators were used to
combine search terms (Boland, Cherry and Dickson, 2013). The final terms used in
search strategies are detailed in Table 1. The search was limited to those written in the

English language.

N



Wellbeing and burnout

Quality of care indicator

Mental health setting

Staff Burnout

Staff Coping

Staff wellbeing
Occupational wellbeing
Clinician wellbeing
Staff stress
Occupational stress
Clinician stress
Clinician burnout
Occupational burnout
Staff satisfaction

Job satisfaction
Occupational satisfaction
Clinician satisfaction
Staff motivation
Occupational motivation
Clinician motivation
Clinician engagement
Occupational engagement
Work engagement

Staff engagement

Client care

Client outcome
Client satisfaction
Consumer outcome
Consumer satisfaction
Consumer care
Patient care

Patient outcome
Patient satisfaction
Quality of care
Quality healthcare
Treatment outcome
Therapeutic process

Mental health setting*
Psychiatric hospital*
Psychiatric staff
Inpatient™

Unit*

Mental health

Mental health clinician™
Mental health

practitioner*

Mental health nurse*
Mental health worker*

Table 1: Search terms used in database searches. *= Terms expanded to include

plural forms.

1.3.2 Study selection

Relevant articles were selected using a screening process. Initially, titles were
screened for relevance to the review topic. Following this, the author viewed the
abstracts of the remaining articles. Full text articles were retrieved for all remaining

articles.

Studies were included if they a) were published in English or had an English abstract
available, b) Report data from mental health clinicians and/ or service users C)
Contained research data that was either qualitative or quantitative in nature, or both.

D) Studies were required to focus on both staff wellbeing and/ or burnout and quality
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of care E) Studies were required to be published in peer-reviewed journals. Studies
were excluded if they did not include populations from a mental health setting or if
the primary sample was recruited from generic healthcare professions (i.e. Only a

small portion of clinicians working in mental health).

1.3.3 Data extraction

The key data was extracted from each study chosen for the review. The extracted data
included author, date, journal, study title, design, sampling, details of the methods,
tools to measure outcome and key findings, in line with PICOS data extraction

methods (Boland, Cherry and Dickson, 2013).

1.3.4 Assessment of methodological quality

When assessing the quality of studies, the research aimed to understand the extent to
which identified studies employed methods to minimise bias and errors in their
conduct, design and analysis. In order to minimise bias in quality assessment, data
extraction was completed before the process of quality assessment commenced

(Boland, Cherry and Dickson, 2013).

Previous quality frameworks have been developed for the use of intervention studies
(Deeks et al., 2003), and subsequently many of the items reported were not applicable
in the present systematic review. The AXIS tool (Appendix B, Downes et al., 2016)
was selected for use in the review. The tool was initially developed to assess the

quality of cross-sectional studies across disciplines as other observational quality

1?2



assessment tools focussed on cohort study data (Downes et al., 2016). As one of the
papers included in the study was qualitative in design, the CASP tool, specifically
developed for the evaluation of qualitative research, was selected for measuring the

quality of this study (Appendix C, Critical Appraisal Skills programme, CASP, 2013).

1.4 Results

In total, eight studies were selected for analysis in this review (PRISMA, Figure.1),
with one additional text inaccessible to the authors. A summary of demographic
information included in the studies is provided in Table 2 and a summary description

of papers is provided in Table 3.

The majority of studies were based on a sample of people working in the United
States (Luther et al., 2016; Salyers et al., 2015; Salyers et al., 2014; Landrum et al.,
2012; Rossberg et al., 2008; Garman et al., 2002), One study included those working
in the UK in their sample, (Mistry et al., 2015), and one study covered other European
countries (Van Bogaert et al., 2013). Five studies did not clarify their specific
population other than those working in mental health (Luther et al., 2016; Salyers et
al., 2015; Salyers et al., 2014; Landrum et al., 2012; Rossberg et al., 2009; Garman et
al., 2002), one study adopted a sample of primarily nursing staff (Van Bogeart et al.,
2013), and one study focussed specifically on a sample of service users (Mistry et al.,
2015). Community mental health was reviewed in four studies (Luther et al., 2016;
Salyers et al., 2015; Salyers et al., 2014; Landrum et al., 2012) and inpatient
populations in three studies (Van Bogeart et al., 2013; Rossberg et al., 2008; Mistry et

al., 2015). Both inpatient and outpatient teams were explored in one study (Garman et

12



al., 2002). Three studies focussed on both staff and patient perceptions (Landrum

2012; Rossberg et al., 2008; Garman et al., 2002). One study reviewed patient

experiences only (Mistry et al., 2015) and the majority looked at staff perceptions

only (Luther et al., 2016; Salyers et al., 2015; Salyers et al., 2014, Van Bogeart et al.,

2013).

Records identified through database

searching
{n =263k

|

Records after duplicates removed

(n=1,746)
|

l

Record title screcned
(n= 1746}

Records excluded
[n=1,641}

l

Record abstracts screcned
{n=105]

l

Additional fuil text articles
identified through refercnce

scarches
(n=16}

Full-text articles assessed

b for eligibility

(n =36}

Full-text amicies excluded,
with reasons
{n =44}

-Conducted in a medical
seming
- Focus on mental health
as part of a larger medical
project
-Full text not available

Studies identificd for inclusion:

Through database sgarches: {n=6)
Through reference list searches: (n=2)

Studies to be incluoded in systematic review: (n=8})

Figure 1: PRISMA table (Maben, 2009) detailing process of paper selection.
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Table 2: Demographic information for studies included in the review

Study Participant | Participant age (SD) Sex (%) Ethnicity (%) Educational Length in mental
Numbers background (%) health field/ time in
(N) current job: Mean
years (SD)
Studies reporting staff perceptions of wellbeing and quality of care
Luther et al., (2016) N=182 Clinicians age: Female (80%) White (86%) Masters degree or Mean current job:
39.9 (12.2) above (41%) 5(6.2)
Education field Mean in mental health
(Psychology or social | field: 8.8 (8.9)
work, 47%)
Salyers et al., (2015) | N=120 Clinician age: Female (69%) White (77%) Doctoral (18%) Mean current job:
46.3 (11.7) Masters (53%) 4.6 (5.7)
Undergraduate (18%)
Lower than degree Mean in mental health
level (10%) field
14.5 (10.7)
Salyers et al., (2014) | N=113 Not included Female (83%) White (96%) Graduate degree (26%) | Mean current job:
Bachelor’s degree 6.7 (6.2)
(38%)
Lower than degree Mean in mental health
level (36%) field
10.5(8.2)
Van Boegert et al., N=357 Clinician age: Female (78%) Not included Registered nurses Mean current job:
(2013) 32 clinical 35.9 (10.4) (65.5%) 6.2 (6.4)
(a,b) units Practical nurses
(23.6%) Mean in nursing:

Non-registered
caregivers (10.6%)

12.3 (9.6)

Studies reporting staff and patient perceptions of wellbeing and quality of care

Landrum et al.,

N=389

| Clinician age 47 years

| Female (61%)

| White (76%)

| Bachelors degree or

| Mean in mental health

15




(2012) Clinical higher (73.5%) field:: 5
programmes | Clients age: Median age 33
years Clients: (65%) male Clients: White (68%) Clients: in treatment
for over 30 days.
Rossberg et al., Not Clients age: Not included Not included Not included Clients: No information | Not included
(2008) included collected
Staff: Day staff
included (physicians,
psychologists, nurses,
aides). No additional
information collected.
Garman et al. (2002) | N=405 Clinician age: 44 (10) Female (75%) Non—Caucasian Doctoral degree (7%) Mean current job: 8.2
clients (21%) Masters level (6.5)
N=333 Client age: Not included qualification (34%
staff College level education
(Team level (17%)
analysis) High school level of

qualification. (11%)

Studies reporting patient perceptions of staff wellbeing and quality of care

Mistry et al. (2015)

N=21
clients

Client age:

From wards with high staff
morale age range: 26-35 yrs.

From wards with low staff
morale:
Mean age range 26-35 years

From wards with high
staff morale:
Female (60%)

From wards with low
staff morale:
Male (89%)

High staff morale
wards: White British,
(50%) White and
Black Caribbean
(17%)

Low staff morale
wards: White British
(33%), Black African
(22%)

Not included

Not included

16




Table 3: Characteristics of studies included in the review

Author

Participants

Population

Country

of study

Study design

Measures of wellbeing
/ Burnout

Measure of quality of care

Outcomes

Studies measuring staff perceptions of well

being and quality of care

Lutheret | N=182 2 community | United Cross- Burnout: Self-report quality of care Participants who
al., menFal health | states sectional Maslach burnout scale (Salyers et al. 2014) reported working
(2016) services 1nveptory hgman plus 11 added questions on overtime reported
service provider (MBI- the i ¢ lity of onificantly i d
HS, Maslach et al., e impact on quality of care | significantly 1ncrea§e
1996) burnout and work-life
conflict and
significantly lower job
Wellbeing: satisfaction and quality
of care than those not
Work- Life:Work- working overtime.
family conflict measure
(Carlson et all, 2000)
Job satisfaction:
Single Item measures
of job satisfaction and
turnover intention.
Salyers et | N=120 Community | United | Cross- Burnout: Survey data was attached to | Clinicians perceived a
al., mental health | States sectional Maslach burnout burnout measure includin variety of wavs in
(2015) service Inventory for human & Y Y

services providers
(MBI-HS, Maslach et
al., 1996)

open ended questions

which burnout may
affect how they work
with people and,
ultimately, consumer
outcomes.
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Salyers et | N=113 Community | United Cross- Self reported quality of care | Burnout, particularly
al., mental States sectional Burnout: scale- developed specifically | personal
(2014) health Maslach burnout for this study (SR-QoC, accomplishment, and to
service inventory for human Salyers et al., 2014) a lesser extent
services (Adapted) depersonalization, were
(MBI-HS, Maslach et predictive of overall
al., 1996) self-reported Quality of
Care.
Wellbeing:
Job Satisfaction: Personal
‘Jobs diagnostic survey accomplishment was
‘(Hackman and the aspect of burnout
Oldham, 1974) most closely associated
with both overall self-
Expectations of reported quality and
consumer recovery: client-centered care
“The Provider
Expectations for
Recovery Scale,’
A 10-item scale
adapted from the 16-
item ‘Consumer
Optimism Scale’
(Salyers et al., 2013)
Intentions to
turnover: Single item
measures
Van N= 357 2 Inpatient Belgium | Cross Burnout: Self reported quality of care- | Correlations were
Bogaert mental health sectional likert scale developed by found bet b t
et al., Team level hospitals- Maslach burnout authors. oun. © vx{een 'urnou
(2013) a. | analysis Data inventory for human and job satisfaction.
completed collected services (MBI-HS, emotional exhaustion
Also across 32 Maslach et al., 1996) particularly correlated
includes: units.

with lower levels of job
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Van
Bogaert

etal
(2013)b.

Same
study
sample,
however
swapped
analysis
of
‘burnout
to ‘work
engagem
ent’.

b}

Wellbeing:

Practice environment:

Revised nursing work
index (Aiken and
Patrician, 2000)

Workload: 6-item
scale

Job satisfaction:
Job experiences: likert
satisfaction scale.

Van Bogeart et al
(2013) b.:

Work Engagement:
Utrecht Work
engagement scale
(Schaufeli et al., 2006)

satisfaction.

All constructs of
burnout correlated with
quality of care,
particularly
depersonalisation.
emotional exhaustion
correlated with quality
of care when measured
at the unit level, not on
an individual level.

Low levels of reported
emotional exhaustion
and depersonalization
predicted good ratings
of quality of care.

Results of Van
Bogeart et al (2013)b:

High-perceived
workload correlated
with perceptions of
quality of care.

Work engagement in
turn showed stronger
impacts on job
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outcomes than on
perceived quality of
care.

Studies mea

suring both sta

ff and client perceptions of wellbeing and quality of care

Landrum | N =89 Community United Cross- Wellbeing: Client engagement: Staff stress negatively
et al., programmes | mental health | states sectional Survey of Client Evaluation of Self predicted client
(2012) Organisational and Treatment (CEST scale, | participation in
Team level Functioning (TCU Moura et al., 2013) treatment. Burnout was
analysis SOF, Institute of related to stress but
completed behavioural research, was not related to
2005) participation/
engagement.
Work environment: Staff stress was a
counsellor perceptions positive predictor of
of stress, burnout, and burnout.
work satisfaction at
each program
Rossberg | N=129 Psychiatric United Longitudinal | Wellbeing: Patient satisfaction: The study revealed a
etal., clients inpatient states : Repeated Ward Atmosphere Scale- strong correlation
(2008) Cross Job satisfaction: Revised between patient
N=3509 staff sectional General satisfaction (Rossberg and Friis, 2003) satisfaction and staff
study over index (GSI, no reports satisfaction.
11 years of source) General Satisfaction Index

Work environment:

Working Environment
Scale-10 (WES-10
Rossberg et al., 2004)

(GSI, no reports of source)

Working conditions of
staff are related to both
patient satisfaction and
the patients’
perceptions of the
treatment environment.
Working environment
is important for the
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quality of care
perceived by patients.

Garman
et al.,
(2002)

N=405
clients

N= 333 staff
Team level

analysis
completed

Psychiatric
inpatient and
outpatient
mental health
teams

United
states

Cross -
sectional

Burnout:

Maslach burnout
inventory (MBI,
Maslach et al., 1996)

Patient satisfaction:
Consumer satisfaction
survey (CSS), a modified
version of the

Patient satisfaction
inventory (Corrigan and
Jakus, 1993).

Burnout had a

significant relationship

with patient
satisfaction. The
emotional exhaustion
component of burnout
had the clearest
relationship to client
satisfaction and
outcomes.

Studies mea

suring client perceptions of staff wellbeing and quality of care

Mistry et
al.,
(2015)

N=21
clients

Psychiatric
inpatient

England

Qualitative

n/a-

Semi-Structure Interviews
asking open ended questions
related to client perceptions
of staff morale and its’
impact on consumer care
and outcomes.

Clients saw staff
morale as having a
significant impact on
patient wellbeing and
vice-versa.
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1.4.1 Overview of the quality of included studies: Critical Evaluation

Overall, the included studies were of variable quality (Table 4). Two studies were
deemed as being high quality (Van-Bogeart et al., 2013; Garman et al., 2002), three
studies were deemed to be of moderate quality (Luther et al., 2016; Mistry et al.,
2015; Salyers et al., 2014), one of moderate to low quality (Salyers et al., 2015) and
two of lower quality when compared to others (Landrum et al., 2012; Rossberg et al.,

2008).

The studies included in the systematic review were critically appraised for the
limitations that may impact on the rigour of this area of this literature. This was
additionally captured in the quality appraisal tool question ‘Were the limitations of

the study discussed?’.

Of the studies included in the review, all studies attempted to capture and discuss
possible limitations to the study. This was particularly evident in the study completed
by Garman et al., (2002), who highlighted a number of limitations relevant to the
whole body of research. Other studies (Mistry et al., 2015; Landrum et al., 2012;
Rossberg et al., 2008) did make reference to the limitations of the studies, however

were not overly descriptive in their interpretations.

The differences in the overall quality of included studies were partially due to the
sample selection, with a number of studies reporting potential sample bias (Salyers et
al., 2015; Mistry et al., 2015; Ladrum et al., 2012). For example, some studies

reported data from one particular place of work (Salyers et al., 2015), whereas others
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attempted to account for this bias by including different treatment environments
(Garman et al., 2002), or by completing team level analysis (Van Bogeart et al.,
2013). Some studies attempted to account for sample bias by controlling for time
spent in specific clinical duties and excluding participants who did not spend adequate

time working with patients (Van Bogeart et al., 2013; Luther et al., 2016).

Whilst all studies included samples and participants who were working in a mental
health setting, the results of studies are not generalizable to all individuals working in
all mental health settings due to the variability of services provided to individuals
experiencing psychological distress. The recruitment methods and demographics of
samples across all studies were restricted to individuals working either in inpatient of
outpatient services with little information about the nature of work completed by

individuals.

None of the included studies attempted to justify sample size and few accounted for
non-response rates. There was a possibility of response rate leading to bias of results
in two studies. Garman et al. (2002), report only a 65% response rate, including only
31 psychiatric teams out of a possible 48, and Van Bogeart et al., (2013) report a 68%
response rate. The authors do not attempt to explain or understand those units that did

not respond and participate.

As participation was voluntary across all studies it is possible that the sample adopted
across all studies did not represent the general population of people working within
mental health services. Landrum et al. (2012) highlighted that the sample used may

only be representative of individuals who were experiencing difficulties in the work
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place and may not have captured the views of those who were well adjusted to their
work environment. Indeed, the studies that failed to include demographic information

for non-respondents (Garman et al., 2002; Van Bogeart et al., 2013) possibly

encountered this bias in their sample.

A



Table 4: Results of quality assessment. Table is split between quantitative quality assessment (n=7) and qualitative quality assessment (n=1).

Quality items were given a Y (ves) response if they fulfilled criteria, N (no) if they did not, P (partial fulfilment) and U (Unknown).

(s102)

“ID 32 34pabog ub)
(zroz)

(100, SIXV)
a4nsvaul
2A1IDIIUDN)
“Ib 32 Whipuby
(8002)

“ID 30 Duaqssoy

(9102) “I0 32 42yINT
(S10Z) “I0 32 S424]DS
(¥102) “Ip 32 Ss424]0S

(z00Z) “p 12 upULIDY

Q1: Were the aims/ | Y Y Y Y Y Y Y
objectives of the
study clear

Q2: Was the study |Y Y Y Y Y Y Y
design
appropriate?
Q3: Was the sample | N N N N N N N
size justified?
Q4: Was the Y Y Y Y Y N Y
population clearly
defined?

Q5: Was the sample | P P P Y Y P Y
frame taken form a
representative
population so that




it was
representative?

Q6: Was the
selection process
likely to select
representative
participants?

Q7: Were measures
undertaken to
categorise non-
responders?

Q8: Were risk
factor and outcome
variables measured
appropriate to the
study aims?

Q9: Were measures
trialled, piloted or
published
previously?

Q10: Is it clear
what statistical
methods were
used?

Q11: Where
methods
sufficiently
described to enable
repetition?
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Q12: Were the basic
data adequately
described?

Q13: Does the
response rate raise
concerns about
non-response bias?

Q14: Was
information about

non-responders
described?

Q15: Were the
results internally
consistent?

Q16: Were the
results for the
analysis presented?

Q17: Were the
discussions and
conclusions
justified by the
results?

Q18: Were the
limitations of the
study discussed?

Q19: Were there
funding sources or
conflicts that may
affect the authors
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interpretation of
results?

Q20: Was ethical Y Y
approval or
consent of
participants
obtained?

Overall determined | Moderate | Moderate
quality* to low

Moderate

High

Low Low High

Qualitative Measure (CASP Tool) Mistry et al., (2015)
Q1: Was there a clear statement of aims? Y
Q2: Is qualitative methodology appropriate? Y
Q3: Was the research design appropriate? Y
Q4: Was the recruitment strategy appropriate? P
Q5: Was the data collected in a way that addressed the research P
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Q6: Has the relationship between researcher and participants been 8]
considered?

Q7: Ethical issues considered? Y

Q8: Was the data analysis rigours? Y

Q9: Was there a clear statement of findings? Y

Q10: Is the research valuable? Y

Overall determined quality* Moderate

* Overall quality of included studies was determined through comparison of the results of quality indicators between studies and through

discussion and interpretation with research supervisor and the independent-rater.
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The majority of studies used cross-sectional data, which fit with the overall aims of studies.
However, all of the included studies highlighted that the direction of relationships could not
be determined. Due to the nature of completing cross-sectional studies clear conclusions
could not be made to fully answer the research questions presented across the studies. This
reduced the overall quality of the studies. One study adopted a longitudinal approach
(Rossberg et al., 2008), however was deemed to be of lower quality due to the choice of

measurement instruments.

There were good levels of internal consistency reported within studies, with all studies
employing appropriate use of statistical testing and providing complete results. However,
analysis relied on self- report data, which is vulnerable to bias (Salyers et al., 2014). Studies
completed their analysis on a team level basis in three of the included studies (Van Bogeart et
al., 2013; Landrum et al., 2012; Garman et al., 2002) whereas the others reviewed the

relationship at an individual level.

Across the studies, there were poor attempts to control for confounding variables. The
majority of studies did not indicate consideration of confounds, with only four studies
attempting to discuss this (Van-Bogeart et al., 2013; Landrum et al., 2012; Rossberg et al.,

2008; Garman et al., 2002).

None of the included studies attempted to account for other factors external to work-related
domains, which may have accounted for experiences of burnout and a reduced sense of
wellbeing. The rigour of studies may have been enhanced by including measures of external
factors such as personal, family, social and environmental factors that may have enhanced

burnout and reduced a sense of wellbeing to fully capture the experiences of clinicians.
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As discussed previously, the nature of the definition of wellbeing and burnout is a key
difficulty when developing the literature. Whilst studies measuring burnout were well
described and quantified, studies focussing on staff wellbeing were less deterministic with the
definitions used to describe the construct of wellbeing. In addition to this, none of the
included studies attempted to discuss what constitutes good quality of care, and none of the
included studies described a clear definition of what this was. This has implications for the

choice of measurement, which is a key criticism to this body of literature.

There appeared to be variability in the use of outcome measures, with a number of studies
reporting the use of validated tools in the measurement of burnout, and to a lesser extent,
wellbeing (Luther et al., 2016; Salyers et al., 2015; Salyers et al., 2014; Van-Bogeart et al.,
2013; Garman et al., 2002), yet fewer studies reporting the use of validated measures

specifically related to quality of care (Luther et al., 2016; Salyers et al., 2014).

1.4.2 Measurement

Studies measured both burnout and wellbeing using a variety of tools. The measurement of
burnout appeared relatively consistent across studies, whereas the measurement of wellbeing
was variable across the included studies, with some quantifying wellbeing through job
satisfaction (Garman et al., 2002) and others through generic workplace measures (Rossberg
et al., 2008). Some studies opted to utilise measures of both burnout and wellbeing in their

studies.

21



The selected tools varied in quality and authors did not consistently report psychometric

properties. Psychometric properties were reported in the form of face validity ratings, internal

consistency and convergent validity to other measures (Salyers et al., 2015).

Table 5 provides a summary of the measures used by the included studies and the reported

validity and reliability.

Measure

Study using the measure

Did the study comment on
the reliability and validity of

the included measure?

Measures of burnout

Maslach Burnout Inventory
adapted for Human Services
(MBI-HS, Maslach et al.,

1996)

Luther et al. (2016) ; Salyers
et al. (2015); Salyers et al.
(2014); Van Bogeart et al.

(2013a)

Yes- Good reliability and

validity

Maslach Burnout Inventory

Garman et al. (2002)

Yes- Good reliability and

(MBI, Maslach et al., 1996) validity
Survey of Organisational | Landrum et al. (2012) No
functioning  scale  (SOF,

Institute  of  Behavioural

Research., 2005)

Utrecht work engagement
scale (UWES, Schaufeil et

al., 2002)

Van Bogeart et al. (2013a)

Yes- Good reliability and

validity

Measures of Wellbeing
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Job satisfaction

Job  Diagnostic  Survey | Salyers et al. (2014) Yes- Good reliability and
(Hackman and Oldham., validity

1974).

Job Satisfaction Index Rossberg et al. (2008) No

Work- family conflict | Luther et al. (2016) No

measure (WFCM,Carlson et

al., 2000)

Single Report Items | Luther et al. (2016) Yes- Good reliability and
(included in other measures) | Van Bogeart et al. (2013) validity

Work environment

Working Environment Scale- | Landrum et al. (2012) No

10 (WES-10, Rossberg et al.,

2004).

Rossberg et al. (2008)

Practice environment:
Revised nursing work index

(Aiken and Patrician, 2000)

Van Bogeart et al. (2013b)

Yes- Good reliability and

validity

Measures of Quality of Care

Staff rated Quality of Care

Self-Reported  Quality of
Care scale (SR-QoC, Salyers

et al., 2014)

Salyers et al. (2014)

Luther et al. (2016)

Yes- Undetermined levels of
reliability and validity at this
stage in the development of

the measure.

Patient rated Quality of Care

The Client Satisfaction

Rossberg et al. (2008)

Yes- Good levels of
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survey Garman et al. (2002) reliability and validity.

The Ward Atmosphere Scale | Rossberg et al. (2008) No

+ General satisfaction index

The Client evaluation of self | Landrum et al. (2012) No
and treatment scale (CEST,

Moura et al., 2012)

Table 5: Reported validity of measures used in included studies.

1.4.2i Measures of Burnout

Six studies measured burnout (Luther et al., 2016; Salyers et al., 2015; Salyers et al., 2014;
Van Bogeart et al., 2013a; Landrum et al., 2012; Garman et al., 2002;). Four studies (Luther
et al., 2016; Salyers et al., 2015; Salyers et al., 2014; Van Bogeart et al., 2013a) used the
Maslach Burnout Inventory adapted for Human Services (MBI-HS Maslach et al., 1996), and
one adopted the generic Maslach Burnout Inventory, (Maslach et al., 1996; Garman et al.,
2002). One study (Landrum et al., 2012) measured burnout using a Survey of organisational
functioning scale (SOF, Institute of Behavioural Research, 2005), however authors did not

provide psychometric properties of this tool in their analysis.

The Maslach Burnout Inventory (Maslach et al., 1996) measures levels of Depersonalisation,
emotional exhaustion and personal achievement and is one of the widely used measures of
burnout in healthcare settings (Rothenberger et al., 2017). It has good internal consistency,
stability over time, and convergent validity with related constructs (Maslach et al., 1996). All

studies separated the dimensions of burnout within their study.
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1.4.2ii Work engagement

Van-Bogeart et al., (2013b), argued that mental healthcare is moving towards a positive
psychology approach and measurement should now move from burnout towards work
engagement. The authors used the dataset collected from their primary study (Van Bogeart et
al., 2013 a) and substituted the burnout scale with aspects of work environment, workload
and job experiences to form a work engagement scale (UWES- Utrecht Work Engagement
Scale, Schaufeil et al., 2002), a validated tool tested for factor structure, reliability and

consistency (Van Bogeart et al., 2009; Van Bogeart et al., 2013).

1.4.2ii Measures of wellbeing

Job satisfaction

Job satisfaction was measured by Salyers et al. (2014) using the ‘Job Diagnostic Survey’
(Hackman and Oldham, 1974). The authors reported on the internal consistency of the
measure and convergent and divergent validity. Rossberg et al. (2008), utilised the general
satisfaction index (GSI) to determine job satisfaction. The authors did not note its’
psychometric properties or the authors of the index. Both Van Bogeart et al. (2013) and
Luther et al. (2016) alternatively measured job satisfaction using the single report items,

which have shown to be reliable and valid measures in healthcare settings (Nagy et al., 2002).

1.4.2iv Additional measures of wellbeing

Other studies reported levels of staff wellbeing using measures of the work environment
(Landrum et al 2012; Rossberg et al., 2008). However, authors did not report psychometric
properties of the measures. Measures of ‘intentions to turn over’ and ‘expectations of
consumer recovery’ were included in one study (Salyers et al., 2014). The psychometric

properties of the tools include good levels of internal consistency (Salyers et al., 2017).
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1.4.2v Measuring Quality of care

Staff rated quality of care

Four studies measured quality of care using staff ratings (Luther et al., 2016; Salyers et al.,
2015; Salyers et al., 2014; Van- Bogeart et al., 2013). Studies inconsistently reported
psychometric properties for scales. Salyers et al. (2014), developed a 25-item scale
specifically for the study, and Luther et al. (2016), adopted this scale, adding an additional
eleven items. It is difficult to determine the reliability and validity of these tools as they were

subject to adaptation and are in the early stages of development (Salyers et al., 2014).

1.4.2vi Patient rated quality of care

Patient rated quality of care was generally measured in terms of satisfaction. Patient
satisfaction was reviewed in two studies (Rossberg et al., 2008; Garman et al 2002). The
measures adopted in this study included ‘The Client Satisfaction Survey’- a modified version
patient satisfaction inventory (Garman et al., 2002; Corrigan and Jakus, 1993). Prior research
had found this tool to have acceptable internal and test-retest reliability (Garman et al., 2002).
Rossberg et al. (2008) measured satisfaction with treatment environment using the ‘Ward
Atmosphere Scale’ (Rossberg and Friis, 2003) in combination with a general satisfaction

index. However, the authors did not note psychometric properties of either scale.

One study attempted to quantify client experience by measuring client levels of engagement

(Landrum et al., 2012). They utilised the ‘Client Evaluation of Self and Treatment Scale’

(CEST, Moura et al., 2013). The authors did not note its’ psychometric properties.
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Overall, studies to measure patient perceptions of quality of care used measures with poor
reliability and validity. One study (Mistry et al., 2015) used qualitative methodology semi-
structured interviews to gain better insight into the views of patients on staff morale. Given

the lack of validated tools to measure this, this method of measurement appeared promising.

The findings of the studies are summarised below in relation to the aims of this review: to
review and quantify studies linking mental healthcare provider wellbeing and/ or burnout to

quality of care, and to better understand the relationship between these constructs.

1.4.3 Study Outcomes

Each study reported data outcomes of a significant relationship between clinician wellbeing
and/ or burnout and outcomes in terms of quality of care and/or patient satisfaction. Three
studies focussed on both staff and patient perceptions (Landrum et al., 2011; Rossberg et al.,
2008; Garman et al., 2002). One study reviewed patient experiences only (Mistry et al., 2015)
and the majority looked at staff reports only (Salyers et al., 2015; Salyers et al., 2014; Luther

et al., 2016; Van Bogeart et al., 2013).

1.4.3i Studies reporting staff reports of burnout and /or wellbeing and quality of care

(Luther et al., 2016, Salyers et al., 2015, Salyers et al., 2014 and Van Bogeart et al., 2013)

Four studies reported staff perceptions of burnout, wellbeing and quality of care. Of the
studies one measured burnout only (Sayers et al., 2015), three attempted to measure burnout
and wellbeing (Luther et al., 2016; Salyers et al., 2014; Van Bogeart et al., 2013), and the

study completed by Van Bogeart et al. (2013a) additionally reviewed their dataset to measure
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work engagement (Van Bogeart et al., 2013b). One study was assessed as higher quality
(Van-Bogeart et al., 2013), one as moderate (Salyers et al., 2014) and one as moderate to low
(Salyers et al., 2015), partially due to the focus on self-report of staff as opposed to including

a measurement of client rated quality of care.

The results of the studies indicated that burnout has a significant relationship with self-
reported quality of care (Luther et al., 2016; Salyers et al., 2015; Salyers et al., 2014; Van
Bogeart et al., 2013). In their results, Salyers et al. (2015) reported that 58% of participants
described burnout as having a negative impact on quality of their care, and 68% claimed it

had negative impact on user outcomes.

When separating the specific constructs of burnout as highlighted by Maslach et al (1996),
experiencing a sense of personal accomplishment was found to have the biggest relationship
to quality of care in two studies (Salyers et al., 2014; Van Bogeart et al., 2013).
Depersonalization was evaluated as having a relationship with self-reported quality of care in
all three studies (Salyers et al., 2015; Salyers et al.,, 2014; Van Bogeart et al., 2013).
Emotional exhaustion was only found to significantly correlate with quality of care in one
study (Van Bogeart et al., 2013). It is worth noting that the relationship between personal
accomplishment and quality of care was left unreported in the study by Salyers et al. (2015).
Luther et al., (2016) completed a study into the implications of working overtime on burnout,
job satisfaction and quality of care using self-report data from clinicians. Their results
showed that participants working overtime reported significantly higher levels of burnout in
terms of depersonalisation and emotional exhaustion, and significantly lower levels of

personal accomplishment.
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Van Bogeart et al. (2013) reviewed their initial study and utilised ‘Work engagement’ as a
positively framed parallel construct to burnout (Van Bogeart et al., 2013b). A key strength to
this was the contribution to the ‘Practice Environment and Outcome model’, providing a
contribution to the development of psychological theory in the area of occupational
wellbeing. The authors found that a supportive work environment, staff engagement and

positive job outcomes linked to positive perceived quality of care.

Salyers et al. (2014) also utilised measures of wellbeing in their study. They reported that
clinician wellbeing, as measured by job satisfaction, did not have a relationship with overall
quality of care. However, when separating the domains of quality of care measured in to,
‘client centered care’, ‘general work conscientiousness’ and ‘work errors’, authors found a
significant relationship between wellbeing and general work conscientiousness. The authors
suggested that conscientiousness reflected organisational commitment, and those with low
job satisfaction may be able to separate their capacity to give clients good quality care from
the effort they put in to meeting organisational standards. This fits with Hobfoll’s (1989)
theoretical model of conservation of resources. In contrast to these findings, Luther et al.
(2016) found a significant relationship between lower levels of job satisfaction and quality of
care ratings. The authors concluded that working overtime can lead to increased feelings of
burnout and reduced wellbeing, which in turn has a relationship with the quality of care

provided to patients.

In combination, these studies demonstrate the perceived relationship between burnout,
wellbeing and quality of care for clinicians. These studies suggest the importance of feelings
of personal accomplishment and a productive working environment in fostering a positive

sense of wellbeing, and suggest the positive impact of this, alongside the negative impact of
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feelings of depersonalization on quality of care. Whilst suggestive of the direction of the
relationship, the use of cross-sectional designs mean these studies are unable to determine

causation.

1.4.3ii Studies reporting both staff and client perceptions of burnout and/or wellbeing and
quality of care

(Landrum et al., 2012, Rossberg et al., 2008 and Garman et al., 2002)

Of the three studies reporting both client and staff perceptions of wellbeing and/or burnout
and quality of care, one study measured burnout (Garman et al., 2002), one measured
wellbeing (Rossberg et al., 2008), and one measured both (Landrum et al., 2012). The results
appeared variable, possibly due to the methodological rigour of studies, with only one
(Garman et al., 2002) in this category scoring high in quality and the other two (Landrum et

al., 2012; Rossberg et al., 2008) being of lower quality in comparison to others.

Garman et al (2002) analysed their results on a team-unit level. Their overall findings
suggested that team level burnout has an impact on client satisfaction, and thus quality of
care. When separating measurements of burnout constructs into depersonalization, emotional
exhaustion and personal accomplishment (Maslach et al., 1996), personal accomplishment
was very significantly correlated to patient experience, similar to the findings of the studies

reporting staff perceptions.

In contrast to the findings of Salyers et al. (2015, 2014) and Van Bogeart et al. (2013a),

Garman et al. (2002), reported that emotional exhaustion had the clearest relationship to

client satisfaction. Their study findings did not relate depersonalisation to client satisfaction
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overall. One possible reason for the discrepancies between studies reporting staff perceptions
and this study was the level of analysis. Both of the studies reported by Salyers et al. (2014,
2015), were completed on an individual basis, whereas the results for Garman et al. (2002),

were completed on a team unit level.

Rossberg et al., (2008), measured aspects of wellbeing through ‘job satisfaction’ in their
study. They reported a significant relationship between patient satisfaction and staff
satisfaction, that is, staff satisfaction scores correlated positively with patients recoded levels
of satisfaction. The authors of this study concluded that a satisfactory working environment
for staff members working in mental health settings seemed important to the quality of care

as perceived by patients.

Landrum et al., (2012), reported results of the relationship of both wellbeing and burnout
with quality of care. The study found results conflicting to the other studies (Garman et al.,
2002; Rossberg et al., 2008). They did not find burnout or job satisfaction to have a
relationship with levels of engagement in clients. This finding may be explained by
methodological weaknesses to the study. Firstly, the study aimed to measure client
engagement, a construct not used in other research, which primarily reviews patient
satisfaction using alternate methods. In addition to this, the measure of burnout was not
separated into constructs and measures made no reference to psychometric properties. The
use of unvalidated tools means that these findings must be interpreted with caution. It is
worth noting however, that the study did find a relationship between staff stress and

occupational burnout.

1.4.3iii Studies reporting client perceptions of burnout and/ or wellbeing and quality of care

A1



Mistry et al., (2015)

The results of patient satisfaction and perceptions were reported by (Mistry et al., 2015). This
study was evaluated as being of moderate quality. The authors highlighted the importance of
opportunities for staff to spend time with patients in developing a sense of satisfaction with
the quality of care provided. Indeed, literature reports that a strong therapeutic relationship is
associated with better patient satisfaction in mental health settings (Sweeney et al., 2014), and
the authors argue that this relationship is particularly important in inpatient mental health
environments as staff are required to spend a lot of time with patients. The participants noted
that good teamwork between staff enhanced quality of care in inpatient wards. Participants

also saw staff morale as interrelated with patient morale and satisfaction.

1.4.3iv The relationship between burnout and wellbeing

(Luther et al., 2016, Salyers et al., 2014, Van-Bogeart et al., 2013; Landrum et al., 2012)

All of the studies comparing wellbeing and burnout noted a relationship between these
constructs (Luther et al., 2016; Salyers et al., 2014; Van Bogeart et al., 2013; Landrum et al.,
2012). Luther et al. (2016), reported that participants experienced significantly more burnout
when working overtime, which participants felt led to reduced wellbeing (job satisfaction).
Landrum et al. (2012) measured staff wellbeing through considering the work environment
and satisfaction. Whilst their results did not identify burnout as having a relationship with
client engagement, as discussed previously, the authors did find a relationship between staff
wellbeing and burnout, in that staff experiences of stress were a positive predictor of burnout.
Salyers et al. (2014), found that job satisfaction negatively correlated with all three domains

of job burnout. In addition to this Van-Bogeart et al. (2013a), found that low team level
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emotional exhaustion predicted levels of job satisfaction. In their second paper (Van Bogeart
et al., 2013b) the authors also found that positive work engagement, a positively constructed
form of burnout, was important to staff wellbeing through its’ propensity to lead to enhanced

job satisfaction.

1.5 Discussion

1.5.1 Summary of key findings

In summary, of the eight studies chosen for inclusion in this review the majority found a
significant relationship between clinician burnout and/or wellbeing and perceived quality of
care. All studies measuring burnout, wellbeing and quality of care noted a relationship

between staff wellbeing and burnout.

1.5.1i Studies measuring burnout

Overall, the studies measuring all three constructs of wellbeing, burnout and quality of care
(Luther et al., 2016; Salyers et al., 2014; Van Bogeart et al., 2013; Landrum et al., 2012)
reported significant relationships between burnout or work engagement and quality of care
(Luther et al., 2016, Salyers et al., 2014; Van Bogeart et al., 2013). Landrum et al., 2012, did
not find a relationship between burnout and quality of care, however, this study was of lower
quality and chose to measure quality of care through measures of” ‘client engagement’ as

opposed to satisfaction.

The studies focussed only on burnout and quality of care (Salyers et al., 2015; Garman et al.,

2002) both reported a significant relationship between burnout and quality of care. Whilst
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both studies reported a significant relationship, when separating the construct of burnout,
Garman et al. (2002), found emotional exhaustion to have the strongest relationship to client
perceptions of quality of care. In contrast to this, Salyers et al. (2015), reported
depersonalisation to have a relationship with quality of care whilst emotional exhaustion did
not. Interestingly, Salyers et al. (2015), reported that the lack of significant result with regards
to emotional exhaustion may have been indicative of staff feeling too exhausted to notice that
the quality of their care had reduced. Garman et al. (2002), measured client perceptions in
their study as opposed to staff-reported quality of care (Salyers et al., 2015), which may
explain the variability in these results. Future research is required in this area to determine the

importance of utilising service users in measuring quality of care.

1.5.1ii Studies measuring wellbeing

Variable relationships between wellbeing and quality of care were reported. Of the five
studies that measured wellbeing (Luther et al., 2016; Salyers et al., 2014; Van-Bogeart et al.,
2013; Landrum et al., 2012; Rossberg et al., 2008), only three studies in this category
suggested a relationship between wellbeing and quality of care (Luther et al., 2016; Landrum
et al., 2012; Rossberg et al., 2008), with another finding some correlation between wellbeing
and quality of care in terms of ‘general work conscientiousness’ but not overall quality of
care (Salyers et al., 2014). Van Bogeart et al. (2013), did not compare their measure of
wellbeing to quality of care. The variability in the relationships between wellbeing and
quality of care may be due to methodological flaws in the choice of measurement for
wellbeing. Only one qualitative study measured the self-reported experiences of clients
(Mistry et al., 2015). As the methodology adopted was qualitative, no measure of staff

wellbeing or burnout was adopted, however the overall results demonstrated that clients
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viewed staff wellbeing as being important and having a bi-directional relationship with their

own sense of wellbeing.

The results of the present review are largely consistent with the findings of previous reviews
(Dewa et al., 2017; Salyers et al., 2017; Humpheries et al., 2014), which determined a
relationship between psychological burnout in healthcare staff and the quality of client care.
This review provides added value by examining studies specifically based in mental health
services. However, it is important to note that the overall quality of included studies was only

moderate. The limitations of the included studies and current review will be discussed below.

1.5.2 Limitations

1.5.2i Limitations of the studies included in the review

Study design

The design adopted by included studies was predominantly cross-sectional. Whilst results
reported were relatively consistent across studies, the nature of cross-sectional design means
that results cannot distinguish the direction of the relationship, for example whether poor
quality of care led to reduced feelings of wellbeing as opposed to reduced wellbeing leading
to poor quality of care. The studies could only determine that there was a relationship, and
therefore the results must be interpreted with caution. As cross-sectional studies report
finding at one point in time the studies were not able to assess the implications of poor staff
wellbeing for patients over time. Indeed, Maslach et al. (1986), argue that the use of cross-
sectional design in studies measuring burnout is not appropriate as burnout is considered to

be a developmental process.
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A common problem highlighted during the quality assessment ratings was the lack of
controls in place for confounding variables. Whilst some studies attempted to discuss
confounds (Garman et al., 2002) the majority of studies did not. Because of this studies were
unable to conclude that other factors would not impact on experiences of quality of care and

factors that mediate or moderate this relationship may have been left undetected.

Sample Selection

Within the reviews, samples were not fully described in all studies, particularly for those
involving clients and service users. There may have been a sample bias present in a number
of studies. Some studies noted the implications of selecting participants who had been in
services for a longer period of time, potentially a sample of people who were likely to be

more satisfied with care and vulnerable to the impact of social desirability.

Measures

There were difficulties in the measurement of wellbeing across the reported studies and
results for burnout data were more consistent than studies measuring wellbeing, possibly due
to the choice of measurement. There were varying constructs used to measure wellbeing
including both job satisfaction and generic workplace measures (Rossberg et al., 2008).
Some research draws together the above constructs and uses terms inter-changeably, whilst
some defines them as separate constructs (Maben et al., 2012). The lack of consistency in use
of terminology has been reflected in other reviews (Salyers et al., 2017). In order to develop a
coherent literature and evidence base, future studies should aim towards consistency in the

measurement of constructs.

AA



Whilst some studies chose to use validated measures, predominantly those of burnout
(Maslach et al., 1996) a number of studies adopted measures that were not fully validated or
widely used in the literature (Rossberg et al., 2008), particularly when measuring experiences
of quality of care (Salyers et al., 2014). Some studies relied on single item measures to
determine perceptions of quality of care (Luther et al., 2016). Whilst not validated, some
literature suggests that single item measures can be valid predictors of quality of both job

satisfaction and care (Nagy et al., 2002).

The nature of the review focussed on studies that relied on self-report measures. Whilst self-
report measures are sensitive and provide a depth of information, data is subject to self-
selection bias (Downes et al., 2016). This is particularly important when considering the
findings of Salyers et al. (2015), who suggested that clinicians experiencing emotional
exhaustion were less likely to report an impact on the quality of care provided to clients. The
authors concluded that clinicians might not observe the impact of psychological burnout on
the quality of care they provide. This may explain some of the variability in results between
self- reported and client reported data. These findings suggest that self-report measures may
not capture the true ratings of quality of care. An alternate to self-report measures may be to
measure quality using objective data. Indeed, a number of medical studies measure burnout

and quality ratings using supervisor and management ratings (Taris et al., 2007).

1.5.2ii Strengths and limitations of the review

Defining constructs

There is variability within the literature surrounding the differences between constructs of

wellbeing and burnout (Hall et al., 2016). A recent systematic review did not provide clear

AT



conclusions on the nature of the relationship between the two constructs, however did note
that there was a relationship (Lizano et al., 2015). Given the uncertainty of the previous
literature, and the nature of the measures used in this study, it was decided that burnout and
wellbeing would be considered as separate constructs. Indeed, some authors caution against
the use of a ‘catch all” term encompassing burnout and wellbeing together (Hall et al., 2016).
However, others argue that this allows for multi-level analysis and discussion (Maben et al.,
2012). The link between wellbeing and burnout was demonstrated throughout the results of
this review, however the author felt that separating the constructs fit better with the current

evidence base (Hall et al., 2016; Lizano et al., 2015).

Search strategy

Search terms were developed broadly to ensure that all research pertaining to staff wellbeing
and burnout was included in the search results. Journals were confined to English-language
studies only. The results of the search strategy may have been vulnerable to a publication bias
due to the inclusion criteria limiting included studies to those published in peer-reviewed

journals.

Quality assessment

The AXIS tool (Downes et al., 2016) was selected for use in determining quality of the
included studies. This tool was recently developed to fill an existing gap in the available tools
to assess the quality of studies with a cross-sectional design. However, the developed tool is
still in the early stages of validation (Downes et al., 2016). An alternative method of
assessing quality may have been to use the STROBE tool (Von Elm et al., 2007). However,

its” authors did not advocate for the use of this tool in quality assessment ratings.
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Data Synthesis

Whilst the present review provides a detailed account of the quality of reviewed studies,
some previous reviews into the area of healthcare have attempted to synthesise and review
data using meta-analysis (Salyers et al., 2017). Meta-analysis was not seen as an appropriate
form of analysis in the current review due to the heterogeneity of measures used. Indeed,
Boland, Cherry & Dickenson, (2013) do not advocate for the use of meta-analysis in studies

reviewing observational data.

1.5.3 Clinical implications

The systematic review confirmed findings seen in previous reviews of healthcare staff. There
seems to be a relationship between staff wellbeing, burnout and quality of care both from the
perspective of staff and service users. These findings have important implications for clinical

practice in terms of interventions to support staff and improve client experience.

Enabling staff to achieve a sense of personal accomplishment in their work may be an
important intervention in fostering a good sense of wellbeing (Garman et al., 2002; Salyers et
al., 2014), which may be achieved through providing a culture where staff are able to feel
valued in their work, allowing for higher levels of input into organisational practices

(Landrum et al., 2012).

Introducing programmes into units aimed at improving the quality of staff- client
relationships may serve to improve both staff morale and client experience (Mistry et al.,
2015). Initiatives such as the ‘Productive mental health ward initiative’ (Van Bogaert et al.,

2017) have attempted to foster better staff- client relationships with promising results.
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1.5.4 Implication for future research

Of the included studies, most research has been published in the past 10 years, highlighting
the recent drive to determine the impact of clinician wellbeing on quality of care. The studies
included in the review largely adopted a cross-sectional design, which limits the
generalisability of results. As the evidence base continues to develop it would be useful for
studies to adopt longitudinal designs in order to ascertain the impact of clinician wellbeing on
patient quality of care over time. The available evidence base points towards the need for
further evaluation of intervention studies (Salyers et al., 2015). This would provide additional

information about the causality of relationships.

The measurement of staff wellbeing and/ or burnout, and quality of care remains difficult
and tools should be continually developed and validated to ensure accurate measurement of
constructs. In addition to this, the current evidence base does not provide clear conclusions
towards the nature of the relationship between wellbeing and burnout, despite the literature
detailing a relationship (Lizano et al., 2015). In the current review, studies identified a
relationship between burnout and practitioner wellbeing. Future studies should aim to
approach the relationship between burnout and wellbeing with more rigor. This will lead to

the development of validated tools and understanding in the measurement of these constructs.

The present systematic review emphasized the importance of considering both practitioner
and service user perspectives of the relationship between staff levels of burnout and
wellbeing and its’ relationship with quality of care in future research studies. The

discrepancies reported in the studies between those involving service user ratings and
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clinician rated levels of burnout and the relationship of this to quality of care support the
findings of Salyers et al., (2016), in that clinicians experiencing higher levels of burnout may
be less likely to notice the impact of this on quality of care provided. This is an important
area for consideration in future research, and the literature should aim to continue to develop
an evidence base to establish the differences between staff-reported and service-user reported
quality of care when clinicians are rated as having high levels of burnout and low levels of
wellbeing. Enhancing our understanding of these discrepancies may drive forward the way in

which quality of care is determined and measured in future research.

The majority of studies included in the review measured burnout, wellbeing and quality of
care at an individual level. Studies reporting team-based analysis (Van-Bogeart et al., 2013;
Garman et al., 2002) highlighted the nature of working in mental health services, where team-
led approaches are predominantly adopted. Some research suggests that burnout is
‘contagious’ within health care teams (Pettita et al., 2017). Because of this future research
should aim to explore and analyse the impact of burnout within a team as opposed to on an

individual basis.

1.5.5 Conclusions

This review is the first to systematically analyse the links between mental health provider
wellbeing, burnout and quality of care and provides a unique understanding of these
constructs in the area of Mental Health. Despite the limitations in methodological quality of
included studies, the results of the review suggest that poor wellbeing and increased feelings
of burnout have a significant relationship with client satisfaction and thus quality of care. The

findings of this review are consistent with previous studies exploring wellbeing, burnout and
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quality of care in medical settings. This systematic review is unique to mental health service
providers and provides novel insights into the discrepancies between studies reporting service
user perspectives and clinician perspectives of the relationship between burnout and poor
wellbeing and quality of care. This finding highlights the importance of involving service-
user perspectives in future research studies. Whilst we cannot conclude that low levels of
wellbeing and clinician burnout leads to poor quality of care, we can conclude that there is a
relationship between the two constructs that requires an in-depth exploration through further

research.
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2.1 Abstract

Introduction Research and policy both identify wellbeing as an important area of study
(Maben et al., 2012; Boorman, 2009). Research consistently sites people working in
healthcare settings as experiencing a reduced sense of wellbeing, which can lead to
occupational burnout (Maslach et al.,2016). Within mental healthcare, a growing body of
research has attempted to identify the specific factors that impact on the psychological
wellbeing of its staff (Lasalvia et al., 2009).

Methods and analysis Practitioner Psychologists were recruited from the Division of Clinical

psychology (DCP) and the Psychological Professions Network (PPN) using convenience
sampling. Semi-structured interviews were carried out with 15 participants, all of which
worked for the NHS. Results were transcribed and analysed using thematic analysis.

Results The thematic analysis highlighted five key themes. The key themes were; personal
support, ‘traumatised systems’- the NHS context, positive and negative job aspects, inter-
professional job aspects and a drive to improve staff wellbeing. Key themes were separated
into sub-themes.

Discussion The results largely replicate findings in the previous literature with different
professional groups. The study contributes to a developing evidence base by providing one of
the only in depth, qualitative analysis of Practitioner Psychologists perceptions of the
domains that impact on wellbeing in the workplace.

Conclusion The present study provides a new insight into how Practitioner Psychologists
perceive their wellbeing at work. The results were used as part of a wider research agenda to

develop a validated quantitative measure of the wellbeing of psychological staff.

Key Words: Psychological practitioner, Wellbeing, Occupational wellbeing, thematic

analysis, qualitative.
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2.2 Introduction

In the UK, being in paid employment is typically viewed as beneficial for health and
wellbeing (Modini et al., 2016), and the importance of staff wellbeing is increasingly
recognised in both policy and literature (Picker Institute, 2015; Francis, 2013; Boorman,

2009).

Reports such as the ‘Boorman NHS health and wellbeing review’ (Boorman, 2009) highlight
correlations between good levels of staff wellbeing and positive outcomes for both patients
and organisations. Such reports also detail a less promising picture, linking poor levels of
staff wellbeing with higher levels of occupational stress leading to low levels of staff
retention, increased burnout and higher rates of sickness absence (Boorman, 2009). This is
reflected in the higher than average incidences of work related illness in healthcare and social

care than other employment sectors (Maslach et al., 2016).

The NHS ‘Five year forward view report’ (NHS England, 2014) highlights staff wellbeing as
a key concern for the NHS in attracting and maintaining skilled staff. However, due to the
nature of top down pressures such as privatisation and targets (Hall et al., 2016) healthcare
staff can be left working in poor conditions with low levels of staffing, increased pressures to

meet targets and heavy workloads (NHS England, 2014).

2.2.i Wellbeing
Wellbeing is generally considered to be good mental and physical health, alongside high
levels of job satisfaction (Maben et al., 2012). Two main dimensions of wellbeing are

generally defined within the literature (Maben et al., 2012). The first relates to the subjective
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experiences of people within the workplace in terms of job satisfaction and negative and
positive aspects of work, with a focus on positive affect (Warr et al., 2011). The second
commonly used definition relates to more negative aspects of wellbeing including
psychological and physiological aspects such as stress, anxiety burnout and exhaustion

related to the workplace (Fisher et al., 2009).

2.2.ii Wellbeing and Burnout

The relationship between occupational wellbeing and negative constructs such as burnout,
low job satisfaction, stress and anxiety is frequently cited in literature (Dreison et al., 2018;
Lizano et al., 2015). Perhaps the most commonly cited construct linked to poor wellbeing in
the workplace is the construct of ‘burnout’ (Maslach et al., 2016). Professionals who
experience lower levels of wellbeing are at risk of experiencing occupational burnout
(Maslach et al., 2016). When stress is experienced chronically it results in burnout, an
exhaustion of physical and emotional resources, leading to feelings of emotional exhaustion,
depersonalisation and decreased feelings of personal accomplishment (Maslach et al.,
2001). The inter-connected relationship between wellbeing and burnout is cited in the
literature (Lizano et al., 2015; Galvin & Smith, 2015) and mitigating and reducing burnout
have been shown to have a positive impact on improving people's feelings of subjective
wellbeing (Qu-Hy et al., 2015). In studies of mental health clinicians, including those
working in psychological roles, high burnout has been associated with impaired clinician

wellbeing (Steel et al., 2015; Maslach et al., 2001).

The impact of occupational burnout can prevail across one’s life and impact personal and

social wellbeing (Maslach, 2016). Professionally, research reports that reduced wellbeing can
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lead to impaired performance, reduced concentration, absenteeism and difficulties with

clients and colleagues (Sharpio et al., 2007).

2.2.iii Theoretical models

The ‘Job Demands and Resources Model’ (JD-R, Bakker et al., 2007) presents the
antecedents and outcomes of occupational wellbeing through grouping job attributes to two
categories of demands and resources. The theory purports that factors pertaining to job
resources such as support, supervision and autonomy facilitate occupational wellbeing, whilst
job demands such as work overload, role conflict and job complexity are related to reduced
wellbeing and increased levels of burnout (Crawford et al., 2010). Hobfoll also provides a
theoretical framework to understand stress and wellbeing through the ‘Conservation of
Resources’ model (COR, Hobfoll et al., 2001). According to the model, individuals strive to
acquire and maintain resources, which in turn maintains a sense of positive wellbeing. When
there is a threat to perceived resources (job resources, environmental resources) an individual
experiences distress and this leads to job dissatisfaction and reduced experiences of

occupational wellbeing.

2.2.iv The implications of poor wellbeing

While the impact of poor practitioner wellbeing on client outcomes has not yet been
definitively established (Salyers et al., 2017), within mental health settings, higher levels of
perceived staff burnout have been linked to increased inpatient admissions (Priebe et al.,
2004), and some research reports worse outcomes when clients perceive their therapist to

have lower levels of wellbeing (Mistry et al., 2015).
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2.2.v Wellbeing in mental health services

A recent meta-analysis by Dreison et al. (2018), described experiences of burnout as
prevalent in mental health providers, and it is estimated that between 21-48% of employees in
mental health services experience feelings of emotional exhaustion, burnout and reduced

levels of wellbeing (Morse et al., 2012).

2.2.vi The wellbeing of psychologists

The practice of psychology is a rewarding career, but also exposes the clinician to high job
demands, high levels of responsibility and emotional pressures, all known to lead to
occupational stress (Simionato et al., 2018; Rupert et al., 2015; Volpe, 2014; Lee et al.,

2011).

There is a growing body of literature detailing the effects of job related stress and burnout on
psychological practitioners (Simionato et al., 2018; Sciberras et al., 2018, Rupert et al., 2015;
Bearse et al., 2013; Lee et al., 2011; Lim et al., 2010; Rupert et al., 2005; Barnett & Hillard
2001). A recent survey by New Savoy Partnership claimed that 49% of psychological
practitioners would meet the diagnostic criteria for depression (New savoy partnership, NSP,
2016), a finding echoed in a recent systematic review exploring burnout in psychological
therapists, where researchers highlighted the association between reduced psychological

wellbeing and burnout (Simionato et al., 2018).

2.2.vii Work related factors affecting wellbeing
A moderate amount of research has been conducted on the particular stresses and experiences
of wellbeing psychological clinicians have as a result of their work (Simionato et al., 2018;

Rupert et al., 2015; Lee et al., 2011; Lim et al., 2010; Hannigan et al., 2004). A review of
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burnout in Practitioner Psychologists highlighted the various work related demands that
increase the prevalence of burnout (Simionato et al., 2018). The authors reported that more
experienced clinical psychologists experience less distress than junior clinical psychologists.
The authors concluded that increased experience may lead to an enhanced sense of personal
accomplishment and confidence in work. Steel et al. (2015), also noted that newly qualified
clinicians may experience disillusionment when comparing their expectations coming in to a

psychological career to the reality of the job.

A meta-analysis of factors related to burnout in psychological therapists completed by Lee et
al. (2011) concluded that higher levels of control and autonomy at work correlated with an
improved sense of wellbeing, and that higher levels of autonomy came with experience. This
possibly accounts for the differences in distress levels between experienced and newly

qualified practitioners (Steel et al., 2015; Lee et al., 2011).

Rupert et al. (2005, 2007), completed a survey of working environments and their
contribution to feelings of burnout in Practitioner Psychologists. Psychologists working in
public settings reported higher rates of stress and reduced levels of wellbeing in comparison
to those in independent practice. Indeed, these findings have been further replicated in studies
comparing the public and private sector (Hanningan et al., 2004; Craig and Sprang., 2010;
Kaeding et al., 2017). Those in the public sector cite heavier caseloads, pressure to complete
administrative duties, client complaints and lower levels of control and autonomy as
environmental factors affecting their wellbeing (Rupert et al., 2007). One protective factor of
a public setting, however, was the opportunity to work as part of a team, sharing resources

and having a sense of shared responsibility (Lasalvia et al., 2009).
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Building on this, Rupert et al.. (2015), further highlighted the importance of having support
within the working environment. However, it is difficult to interpret overall results as these
studies have methodological flaws and measure different aspects of relationships and support
networks. Despite these flaws, in their meta-analysis, Lee et al. (2011), found a significant
relationship between co-worker support and positive staff experiences of personal

accomplishment.

Clinicians that work longer hours are more likely to experience a reduced sense of wellbeing
(Rupert et al., 2015). In addition to the workload, the variety of work also appears important
to positive functioning (Lasalvia et al., 2009). In their study, Lasalvia et al., 2009, found that
clinicians with a high rate of client contact experienced a reduced sense of wellbeing.
Interestingly, these results have not been replicated in other literature with studies finding
increased paperwork to have a negative impact on wellbeing (Rupert et al., 2015, 2005).
Conversely these studies cited increased levels of client work as improving clinician’s sense
of personal achievement (Rupert et al., 2015). However, some research suggests that clients
experiencing chronic conditions with multiple problems and slow change processes can be
draining for clinicians to work with (Bassett and Lloyd, 2001), and it appears that balance of

tasks are important in maintaining good clinician wellbeing (Rupert et al., 2015).

2.2.viii Personal factors affecting wellbeing

There is a growing body of literature to suggest that individual therapist factors have an
impact on wellbeing (Simionato et al., 2018; Lee et al., 2011). The evidence base highlights
difficulties in personal life outside of work (Rupert et al., 2009), perfectionist traits (Kaeding,
2017; D’Souza, 2011) and personal resources (Emery et al., 2009) as being important factors

in determining the wellbeing of psychological practitioners.
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Simionato et al. (2018), completed a systematic review of studies into personal risk factors
associated with burnout in psychotherapists. Of the forty studies reviewed, the authors found
that personal risk factors to experiencing burnout were related to age, experience, personality

and personal beliefs, coping mechanisms and social support.

A systematic review of stress and stress management in clinical psychology professions
highlighted a number of corresponding findings to those of Simionato et al. (2018).
Hannigan et al. (2004), proposed a range of personal protective qualities that moderate and
reduce the impact of stress for psychological practitioners. The authors argued that this
included social support, self-esteem, coping skills, feelings of mastery, personal control and

emotional stability and physiological release mechanisms.

2.2.ix Interventions

There appears to be a dearth of research in the area of interventions to support the wellbeing
of psychological practitioners (Dreison et al., 2018; Hannigan et al., 2004). A recent meta-
analysis reviewed the last 35 years of research into interventions to support the wellbeing of
mental health staff (Dreison et al., 2018). Interventions were broadly categorised in to those
at an organisational level with a focus on training and education, versus those that were
person-directed with a focus on building skills and resilience, or both combined. The authors
found interventions on an organisational level to be promising, whereas the data around
individual interventions were more difficult to interpret. The authors concluded that a
combined approach to promote wellbeing of mental health staff would be most effective

(Dreison et al., 2018).
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2.2.x Help seeking behaviours
Despite the recognition in policy of the importance of health care staff wellbeing (DH
Department of health, 2011), the available evidence base details continued distress amongst

many health care professions (Dreison et al., 2018; Francis, 2013; Boorman, 2009).

Whilst many practitioners seek personal therapy, there are equally many factors that act as a
barrier to participation (Bearse et al., 2013), including organisational and professional factors
(Hanngian et al., 2004). Bearse et al. (2013), present the notion that practitioners working in
mental health may find it threatening to seek help which leads to fears of ‘becoming a client’.
Smith and Moss. (2009) argue that mental health practitioners, and in particular
psychological practitioners, are susceptible to mental health difficulties, yet lack the

appropriate services to support their own mental health needs.

2.2.xi Summary

The available literature highlights the need to enhance our understanding of both the causes
of and impact of reduced emotional wellbeing in the field of psychology (Sciberras et al.,
2018; Smith and Moss, 2009). The distress of practitioner psychologists is an important topic
area for further research (Bearse et al., 2013), and previous research has focussed on survey
data as opposed to in-depth exploration (Hannigan et al., 2004). There are only two other
qualitative studies focussed around in-depth interviews with psychologists to the authors
knowledge (Sciberras et al., 2018; Papadomarkakai et al., 2008), one of which (Sciberras et
al. 2018) was not based within a UK population and thus results are not generalizable to staff
working in the NHS. Both studies have methodological flaws, with a small sample size

(Papadomarkakai et al., 2008).
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2.2.1 Aims of this study

The aim of this project is to identify the specific domains that are perceived as having an
impact on the wellbeing of Practitioner Psychologists. This information will be used as part
of a wider research agenda to develop a psychometric measure to assess wellbeing of
psychological practitioners. Further research on job burnout and distress are crucial for
providers and clients (Dreison et al., 2018). Increasing awareness of the factors resulting in
impairment could also increase our understanding of the barriers Practitioner Psychologists

face in accessing support (Smith and Moss, 2009).

2.3 Method
2.3.1 Design
This research utilised a qualitative design. Practitioner Psychologists living across the United
Kingdom were interviewed using a semi-structured interview. The focus of the research was
to identify what specific factors were perceived as impacting on staff wellbeing in the

workplace. The analysis was completed using inductive thematic analysis (Braun and Clarke,

2013).

2.3.1.i Introduction to qualitative research

Qualitative research is traditionally used to explore and understand perspectives, behaviours
and contexts (Braun and Clarke, 2013). It can be used to develop understanding in areas that
are not yet well understood (Fossey et al., 2002). Qualitative research explores subjective
experience and sense making (Willig, 2008), it requires interpretation from the researcher and

is often used as an exploratory stage in the research process (Braun and Clarke, 2006). As
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opposed to developing a specific hypothesis, qualitative research uses questions to lead to an

enhanced understanding of the questions being asked (Fossey et al., 2002).

2.3.2 Rationale for this study

This research focuses on the personal work experiences of Practitioner Psychologists. The
current evidence base and understanding of the factors associated with reduced emotional
wellbeing of Practitioner Psychologists is in its infancy and is currently reliant on survey
information as opposed to in depth analysis (Hannigan et al., 2004). For this reason a
qualitative methodology was selected. Inductive thematic analysis was the approach that was

utilised for this research.

Thematic analysis was selected over other forms of qualitative data analysis such as
Grounded Theory and Interpretative Phenomenological Analysis. It was not the intention of
the researcher to develop a theoretical model (McLeod et al., 2011), and thus Grounded
Theory was not seen as an applicable methodology for the present study. IPA requires an in
depth analysis of the personal experiences of participants (McLeod et al., 2011). As there has
been little research in the presenting topic area, IPA analysis was not required at this stage.
IPA is wedded to a theoretical epistemology, which can influence the process of theme
development (Shinebourne et al., 2011). The present study aimed to take a bottom-up, data-
driven approach to analysis to ensure the themes were strongly linked to the data (Fereday et
al., 2006) and it was determined that inductive thematic analysis was the most applicable

methodology for the present study.
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Inductive thematic analysis is a widely used form of data analysis (Nowell et al., 2017) and
the procedure is used to analyse data in a flexible, in-depth manner (Braun and Clarke, 2006).
The advantages to using thematic analysis include its theoretical flexibility and suitability to
conceptualizing the various perceptions (Nowell et al., 2017). This is done by examining
patterns of meaning across data sets through familiarization, data coding, and theme
development (Braun and Clarke, 2006). The use of inductive thematic analysis reviews
datasets from the ‘bottom up’, thus allowing the identification of a broad range of themes
(Fereday et al., 2006). Inductive thematic analysis is also suitable for larger data sets (Braun

and Clarke, 2013), and thus was viewed as being appropriate in the present study.

2.3.3 Ethical considerations

This research was reviewed and received ethical approval by Cardiff University Research
Ethics Committee. See appendix D for Research and Development approval documentation.
The author adopted guidance from Cardiff University site procedures and the British

Psychological Society Code of Ethics and Conduct (BPS, 2018) when completing the study.

Participants were given information pertaining to the research and informed consent was
gained from participants in writing (Appendix G). Participants were also informed of their

right to withdraw from the research at any point.

Participants were informed about confidentiality and risk procedures using the participation

information sheets. They were made aware of: how their information would be stored, how

long it would be stored and what would be included in the anonymised research report.
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2.3.4 Participants

2.3.4.i Recruitment

Participants were recruited from the Division of Clinical Psychology (DCP) and
Psychological Professions Network (PPN) using convenience sampling.

Involvement was requested from professionals through two channels:

1. Call for recruitment via an email from the British Psychological Society to all Division of
Clinical Psychology members.

2. Call for recruitment via email and a weekly news bulletin to members of the Psychological

Professions Network (PPN) North West.

2.3.4.ii Inclusion criteria
Participants were eligible to participate in the research providing they met the following
criteria;
* Adults of a working age (18 years +) from the following professions: clinical
psychologist, cognitive behaviour therapist, counselling psychologist, counsellor,
psychoanalyst, psychological therapist, psychological wellbeing practitioner,

psychotherapist, and psychiatrist.

Participants were excluded from the research if they did not sit under the above categories or

if they were under 18 years of age.

During the process of recruitment it became clear that respondents were all working as
‘Practitioner Psychologists’. This is possibly as a result of the recruitment of participants

through professional bodies supporting Practitioner Psychologists only. This led to a sample
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bias as respondents were not from other professional groups and the results of the study
cannot be generalised to other professional groups beyond those working as Practitioner

Psychologists.

2.3.4.iii Recruitment procedure

The initial email calling for participants included a copy of a ‘Participant information sheet’
(Appendix E, F). The researcher sent copies of a participant information sheet, demographic
questionnaire (Appendix H) and consent form (Appendix G) to potential interviewees via
post with a pre-paid envelope. Following receiving completed written consent, the researcher
arranged a suitable interview slot to either visit participants or to complete interviews via

Skype.

2.3.4.iv Sample Size

Small samples are preferable to allow a focus on the depth, rather than breadth, of rich
qualitative data (Crouch et al., 2006). Some authors stipulate that between 10-20 interviews
are optimum when completing qualitative research (Braun and Clarke, 2013). The author
opted to complete up to 20 interviews and review the dataset in action with relation to
theoretical saturation (Fugard et al., 2015). With homogenous groups theoretical saturation
typically occurs after 12 interviews (Guest et al., 2006). In the present study, it was
determined that theoretical saturation had been met after 15 interviews. In total 15 interviews

were coded for analysis.
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2.3.5 Data Collection

2.3.5.i Development of research materials

A semi-structured interview schedule was developed to elicit the participants’ experiences of
wellbeing (Appendix J). The interview schedule was developed using the results of previous
staff surveys completed by the ‘New Savoy Partnership’ (NSP, 2016). Questions pertained to
areas of social, personal and workplace wellbeing. An initial illustrative interview schedule

was reviewed and authenticated by a group of four local clinical psychologists.

2.3.5.ii Procedure

Participants were interviewed either through Skype or in person depending on their location.
Interviews were conducted for up to one hour and a half. The researcher completed
interviews only after receiving written consent from participants. Interviews were conducted
and recorded using a tape recorder. Following the interview participants were given a debrief

sheet (Appendix I) and the opportunity to ask any follow up questions.

2.3.6 Analysis

Braun and Clarke’s (2006) phases of thematic analysis guide were used as a framework to
guide the analysis of the data, and the following steps were used in data extraction and
analysis (Appendix K):

- Familiarising ones-self with the data

- Coding

- Searching for themes
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- Reviewing themes
- Defining themes

- Reporting of analysis

The process of data analysis can be described in Appendix K. The author initially transcribed
the dataset and developed an understanding of key conversations to familiarize oneself with
the data. Following this the dataset was coded using sentence-by-sentence coding leading to
focussed codes. Key themes were derived and defined from matching coded items. This was
reviewed in light of the entire dataset and a table of themes and quotes was developed

(Appendix K).

Credibility checks ensure that that interpretation and analysis of qualitative data is valid
(Barker and Pistrang, 2005). In order to enhance the validity of the themes identified,
subsequent peer review of the proposed themes was sought from six Practitioner
Psychologists working in the local area. In addition to this, participants from the initial

recruitment were contacted with details of the themes and asked to validate results.

2.3.7 Researcher perspective

Qualitative research requires the researcher to disclose their theoretical perspective and
assumptions to enhance the validity of the analysis (Braun and Clarke, 2013). The author
maintained a reflective journal throughout the research process in order to maintain
reflexivity (Fossey et al., 2002). Within this the author noted their ‘insider’ position (Gallais,
2008) as a clinical psychologist in training. During the process of the data collection, the

researcher noticed that their own wellbeing was compromised by some of the stories held by
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others. The author was able to reflect on the nature of their own experiences of wellbeing in
the work place. Whilst it was difficult to listen to participants speaking in a negative way, the
author generally felt that they maintained a good sense of wellbeing in the workplace. This is
possibly due to the enhanced levels of support provided through supervision as a trainee
clinical psychologist, an experience in contrast to the levels of support the participants
described as having. It is also possible that the nature of being on training may have provided
the trainee from being exposed to NHS processes such as cutbacks. Gaining a better
understanding of the nature of the NHS has influenced the authors’ view of themselves as a
Clinical Psychologist. The author now feels that they have a better understanding of working
within the NHS and has developed a passion for their role in advocating for a healthy work
place in their future career. In developing the above reflections the author realised the

importance of ‘bracketing’ (Fischer, 2009).

Using a reflective journal and supervision from both peers and research supervisors, the
author was able to ‘bracket’ (Fischer, 2009) their assumptions to help ensure that the data
collection was not led by preconceived ideas about the factors that would have an impact on

practitioner functioning.

2.4 Results

Participant demographics can be seen in Table 6. The analysis yielded five main themes,
which were grouped into the following domains; personal support, NHS context, positive and
negative job aspects, inter-professional agents and drive to improve staff wellbeing
(Appendix K). Key domains were broken down into subordinate themes, which can be seen

in Table 7.
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Demographic Indicator

Response (%)

Gender Female: 93%
Male: 7%
Ethnicity White background: 93%
Mixed ethnicity: 7%
Age 25-34: 40%
35-44: 27%
45-54:13%
33-64: 20%
Job Role Clinical Psychologist: 87%
Counselling Psychologist: 13%
Specialty Adult: 60%

Children and Young People: 27%
All age servicel3%

Time employed in current post

<5 years: 80%
5-10 years: 13%
11-20 years: 7%

Current banding according to NHS agenda for change

Band 7: 53%
Band 8: 47%

Type of organisation employed by

NHS: 73%
Private Provider:7%
Mixed NHS and Other: 20%

Time spent in clinical duties (Casework)

Mean: 66% (SD:22%)

Table 6: Demographic information collected from participants
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Superordinate theme

Subordinate themes

Personal Support

Friends and family
Colleagues
Supervision

‘Traumatised Systems’- the NHS
context

Demands and Pressure
Hopelessness

Positive and negative job aspects

Control and Autonomy

Feeling Valued

Opportunities to learn

A ‘Safe space’

Balance

Synergy of job with personal life

Inter-professional agents Management
Understanding
Drive to improve staff wellbeing Hope
Support for staff

Table 7: Results of qualitative data analysis

2.4.1 Personal Support

This theme demonstrates the positive experiences participants described of feeling supported

by other people. All participants described support as being a key factor in enhancing

wellbeing both personally and in the workplace. The theme is grouped in to three key sub-

themes surrounding who support is provided by. Sub-themes are explored below.

2.4.1. i Support provided by friends and family

Participants spoke about gaining a sense of belonging from friends and family, a non-

judgemental person to listen to them and the importance of emotional support from those

relationships. These things were key to enhancing a sense of wellbeing.
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P6: ‘I suppose the big thing is a sense of connection, a sense of belonging, I think it depends
on the relationship so, for example, my relationship with my partner is obviously massively
important to me as someone who I think we have a strong connection bond and we rely on

each other for lots of things and for kind of emotional support.’

2.4.1.ii Support provided by colleagues
Participants spoke about the importance of having colleagues to talk to and gain support from
in enhancing wellbeing. Participants felt contained with having others to ‘check-in’ with and

felt a sense of camaraderie through shared experiences with others.

P2: “You know, everyone was really looking out for each other because you're all in the same
boat. Um, but there is more a sense of the camaraderie, or kind of like a network, supportive

network there.’

Equally, participants spoke about the ability of colleagues to inhibit and reduce a sense of

wellbeing when there is not a sense of cohesion in the team.

P15: ‘I think if the team isn’t feeling cohesive and supportive, that is most likely to have an
effect on me....I think that would have a big impact on both my kind of mental health but my

physical health as well so [ think that is the biggest one for me.’

2.4.1.iii Support gained through supervision
Participants spoke about gaining a sense of containment from clinical supervision and the
importance of having a knowledgeable supervisor who had confidence in the skills and

abilities of the person, enabling them to develop in their role.
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P7: ‘Having a good supervisor can really be very containing and very important for your
emotional supervision, for your emotional wellbeing. I think, for me clinical supervision has

always been a really important part of emotional wellbeing in the workplace.’

2.4.2 ‘Traumatised Systems’: The NHS Context

Participants referred to the current context of the NHS, with one participant referring to this
as a ‘traumatised system’. Participants felt that the demands and pressures placed on to them,
led to feelings of hopelessness and significantly reduced both their wellbeing and that of their

colleagues.

2.4.2.i Demands and Pressure
Individuals felt that the emotional wellbeing of staff was not a current priority and that the

level of pressure and demands placed on them felt unmanageable.

P11: ‘I think in a time of austerity in the NHS, more and more is being asked of people, with
fewer and fewer supports, and although there’s room for improvement, I think there’s only so

much you can ask of people. So I think, demands need to be realistic.’

Participants spoke about a sense of pressure to continue to deliver services to a high quality

standard, and spoke about incongruence between feeling as if they were trying to do too

much, yet feeling that they were not doing enough.
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P2: ‘What was one of the most important things that can reduce well being at work? I think
(....) the pressures, I think when it feels like expectations are beyond what you can manage,

er, it feels, um, incongruent with what you feel able to sustain.’

2.4.2.ii Hopelessness

Participants felt hopeless about not being able to meet the demands placed on them.

P4: ‘It sounds like... a demand that can’t really be met, it just feels like you're getting
squeezed and squeezed and squeezed.... I don’t think you can kind of survive buying into that
kind of model of just asking more and more and more but not really being able to do that.

Yeah, so it’s just... it feels impossible.’

Participants spoke about the impact on morale when trying to achieve goals that often feel

unobtainable.

P7: ‘I think people can know that they 're trying very hard and still not achieving goals, even
though they know they 're kind of unobtainable goals (...) You feel very criticised. And that
can just take a toll on people’s self- confidence and on their, um, on their, their morale

really. People just feel very low.’
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2.4.3 Positive and negative job aspects

Individuals highlighted the specific factors they felt had an impact on their sense of wellbeing
in terms of control and autonomy, feeling valued, having opportunities to learn and achieving

a good sense of balance in the workplace.

2.4.3.i Control and Autonomy
The opportunity to experience choice and autonomy over ones work enhanced levels of

wellbeing for the participants.

P1:’ Ido have that ability to, to manage my diary in a way that suits me, not only the

demands of the job, but optimises my efficacy.’

Conversely, participants spoke about the negative impact the lack of control and choice can
have on emotional wellbeing.
P15: ‘If the control is taken away from you, and it has a big impact on emotions, I think. On
morale, on energy, and just all kinds of feelings of, I can’t give any more, you know.
Emotional exhaustion. And that’s where the burnout comes from. That lack of control over

your environment.’

2.4.3.ii Feeling Valued
Participants experienced a positive sense of wellbeing with the thought that people had an

interest in them both personally and professionally.
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P10: ‘feeling respected and listened to and that what I do makes a difference in the
workplace. Having my work recognised by people and by management I guess, and having

positive feedback from colleagues (enhances wellbeing).’

Equally, the negative impact of not feeling valued was highlighted in the interviews.

P4: ‘Not being recognised, either the work that you re doing not being recognised or the
stresses that you are under not recognised. Everybody is in a stressful environment but you

know, if that’s kind of minimalized or normalised, I think that can be really harmful.’

2.4.3.iii Opportunities to learn

Participants felt that opportunities to learn were helpful in enhancing feelings of wellbeing.

P14: ‘Learning as well. I think it’s a key motivator for me, I love learning things and I can
happily work away at something really difficult if I feel like I am learning something. If I feel

that I'm learning and developing as a therapist I'm really happy to continue.’

Participants felt positive about the utility of performance reviews, viewing them as an

opportunity for learning and development.

P8:’ I think it’s an opportunity to reset each year and think about learning and development
and that’s something that keeps me motivated and wanting to do this job. I think appraisals
can be used to actually give a sense of positive wellbeing when you ve got development

targets happening.’
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2.4.3.iv A ‘safe space’
Participants spoke about the importance of having a secure and soothing environment in

which to work.

P10: ‘If you have a secure base, a physical secure base makes a massive difference.’

PY: ‘We’ve had a really big issue around rooms lately and I’ve found that it has really, really
negatively impacted on (my wellbeing) more than I thought it would. It’s something about our
team not really being understood and not being accommodated practically and sort of more

psychologically as well.’

The impact of the physical environment spans beyond a sense of safety and has an impact on

the capacity for practitioners to complete their work.

P3:’It impacts on my ability to concentrate, so to write reports and get your letters done and
to have sometimes difficult conversations whilst all of that’s going on around you. And

because those things take longer, that impacts on stress levels.’

2.4.3.v Balance
Participants felt it was important for a sense of positive wellbeing to have flexibility in their

duties and balance in terms of the variety of clinical caseload.

P11: I think having a balanced, a variety of psychological problems that we're working with

really helps. Variety, variety is a really positive aspect of the work, of the job, and I think

ensuring that I have that variety on a daily basis is really helpful.’
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Achieving a good level of work/life balance was also highlighted in the interviews.

P7: ‘Having a good work/life balance I think is very important. I know when I work a lot of

long hours I might be home, but I'm too tired to enjoy that time.’

Participants spoke about the difficulties they experience in achieving balance with their

workload, and the negative effect this has on wellbeing.

P6: * (It feels..)Unmanageable. Overwhelmed is a big one. I think if there is so much to do, 1
think it’s that idea of you don’t know what to prioritise, your head is all in a spin and
actually you can’t get anything done almost because you 've got just so many different

things.’

2.4.3.vi Synergy of job with personal life
Interviewees spoke about viewing their wellbeing at work as being interconnected with all

other aspects of their life, including both their personal wellbeing and their social wellbeing.

P3: ‘I get my sense, my own personal sense of value and worth massively from work, and if

that's making me feel stressed or doubtful or anything like that, personally it spills over into

my personal life hugely.’
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2.4.4 Inter-professional Agents

Participants spoke about the impact of working in systems where there are a variety of
professionals, with interviewees describing a lack of understanding between professionals

and the use of line management as having a negative impact on their wellbeing.

2.4.4.i Inter-professional line management
It was felt that supervision from other professional groups was less personal which had a
negative impact on ones sense of learning and feelings of development, impacting negatively

on wellbeing.

P4: ‘I've always been supervised by my manager which is I think quite problematic. So
it’s often seen as not really a space for me to... be able to explore what’s going on and to
develop my kind of abilities or my practice. Yeah, so it’s not particularly use... I've not

really found it particularly useful aspect of my work but I would like it to be.’

Participants felt that being managed by professionals who were also monitoring their

performance was not helpful to feelings of wellbeing.

P7: ‘But I do feel that your clinical supervisor should be someone you can trust (...) if
that person is your performance manager, then that becomes exceptionally difficult,
whereas they might press you then on performance issues which takes away from your

time to discuss more emotional and social issues.’
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2.4.4.ii Understanding

Participants described a lack of understanding between individuals from different

professional backgrounds.

P1: ‘I think a lack of understanding of each other's role can be a negative, can have a
negative impact on well being. So, um, yeah, so a lack of understanding in terms of what 1
have to juggle at work, because there are so many different aspects, so many different roles

within a clinical psychologist job spec.’

There appeared to be a positive impact on wellbeing when participants were surrounded by

colleagues from a similar professional background with a better understanding of problems

and a similar level of training.

P1: ‘I suppose what's important socially is, um, having colleagues who understand again the

nature of my work - so, other psychologists, having psychologists around is really helpful.’

Participants spoke about the negative impact of working in services with staff working from

different theoretical backgrounds that struggled to understand psychological ideas.

PY: ‘In a way were a bit of a marginalised team because we re in a very medicalised setting
and they don’t quite get what our team does. It changes and sometimes our team can feel
more marginalised than others. If our team is feeing marginalised and not really understood

so that will have an impact.’
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2.4.5 Drive to improve staff wellbeing

There appeared to be hope amongst participants that things can improve. Participants spoke
about the benefits of social support and the need to implement and incorporate this into

working practices.

2.4.5.i Hope
Participants appeared enthusiastic about the present research study, and this seemed to

engender hope that the current context may be able to change.

P8 ‘I think what you are doing is great. I think it should, if it could be measured and included

in reporting that would be really useful rather than the only statistic being staff leaving.’

2.4.5.ii Support for staff
Participants felt that in order to enhance wellbeing in teams, further support would be

beneficial for staff.

P7 ‘If there was more of a positive psychology approach rather than wait until you re sick
and then go off and seek support, if there were staff support groups, if there were some drop
in sessions that staff could access if they are feeling stressed, I think that would reduce

burnout and make the workplace more enjoyable.’
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2.4.6. Synthesis of themes

During the interviews, it became apparent that clinician wellbeing was moderated by the
different themes identified in the research. A moderator was defined by Barron and Kenney
(1986), as ‘A variable that affects the direction and/ or strength of the relation between an

independent or predictor variable and a dependant or criterion variable’.

One particular area that participants spoke about was how ‘Personal support’ in both areas of
colleagues and friends and family acted as a moderator to their perception of negative job

aspects;

P5 ‘I think I could cope with the worlds worst patients in a horrible environment if I had the

support of the people around me.’

In addition to this, participants highlighted the importance of inter-professional agents in
moderating their experience of personal support, with participants speaking about the
importance of having colleagues from the same profession to enhance feelings of being

supported through shared understanding.

P10 ‘Ido feel like I get some support from my colleagues because they are lovely people but

then again I know that if it’s colleagues that have got a similar training to me and

background, somehow...it, it sounds awful but it means more.’
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Themes also overlapped in the area of ‘Traumatised systems- NHS contexts’ and ‘Positive
and negative job aspects’, particularly the negative feelings associated with being

undervalued;

P2: ‘When the approach is very target-oriented, and the culture is generally target, money,
funding, um and the whole system is set up towards that, it makes me feel really um, like I'm

just a cog in a wheel and I don'’’t feel fully valued.’

It appeared that the positive and negative aspects of working in their job in combination with

the current NHS context led to a drive to improve staff wellbeing.

P13 ‘What would need to happen for change to be made is that it would need to be proven
that there would be a financial benefit in it for services, which I think there would be. You
know, I think we would probably look at reduced sickness and increased productivity. I really

hope that they look in to this.’

The themes derived from the interviews and direction of relationships can be shown in the

thematic map detailed in Figure 1. (Arrows indicate the direction of influence).
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Figure 2. Thematic Map detailing superordinate and subordinate themes,
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2.5 Discussion

The aim of the present study was to identify the domains that participants perceived to
have an impact on the wellbeing of Practitioner Psychologists working in the United
Kingdom. The results of the study highlighted five key themes Practitioner

Psychologists felt had an impact on their emotional wellbeing in the workplace.

Personal support held an important role for participants in enhancing wellbeing, both
within and outside of work. It appeared that support held a moderating role to other
themes identified in the research, in that increased levels of support counterbalanced
some of the other negative job aspects. Working in a ‘traumatised’ system felt
devaluing for participants and led to reduced experiences of wellbeing whilst inter-
professional aspects such as understanding of differing professional roles held
importance to participants. Another theme identified in the research was a drive to
improve staff wellbeing. Key themes were broken down into subthemes, which detail

the specific areas within domains that influenced wellbeing.

2.5.i Contextualizing the current research with previous findings

A moderate amount of research has been completed into the particular stressors
psychologists experience in their working careers (Dreison et al., 2018; Rupert et al.,
2015; Lee et al., 2011; Papadomakarki et al., 2008; Hannigan et al., 2004). Table 8
details the synthesis between the themes highlighted in the current study to those

detailed in previous literature.
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Theme identified in the present study

Literature highlighting research
corresponding to themes

Personal Support

Beaumont et al 2016 ; Rupert et al., 2015;
Lee et al.,, 2011; Lasalvia et al., 2009;
Papadomarkaki et al., 2008; Rupert et al.,
2007; Hannigan et al., 2004

‘Traumatised Systems’- the NHS context

Scriberras et al., 2018; Kaeding et al.,
2017; Steel et al., 2015; Francis., 2013;
Boorman, 2009; Papadomarkaki et al.,
2008.

Positive and negative job aspects

Control and Autonomy: Steel et al., 2015;
Johnson et al., 2011; Lee et al., 2011;
Papadomarkaki et al., 2008

Balance: Rupert et al., 2015; Rupert et
al., 2009; Lasalvia et al., 2009; Rupert et
al., 2007; Papadomarkaki et al., 2008.

Opportunities to learn: Hannigan et al.,
2004

A ‘safe space’: Papadomakarki et al.,
2008; Rupert et al., 2007; Rupert et al.,
2005.

Synthesis of work and personal life:
Simionato et al., 2018-05-23

Inter-professional agents

Scriberras et al., 2018

Drive to improve staff wellbeing

Simionato et al., 2018; Rupert et al,
2015; Stevanovic et al., 2004

Table 8: Synthesis of current findings with previous research

2.5.ii Personal support

The importance of personal support was highlighted in the research, with particular

reference to the moderating role support plays in making job demands feel more

manageable. Rupert et al. (2007), suggested that social support acts as a moderator to

managing distress in the workplace, a finding supported in the review by Hannigan et

al. (2004). In their review Lee et al. (2011), proposed that personal support increases a
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sense of personal accomplishment, which can act as a barrier to emotional exhaustion.
Lasalvia et al. (2009), reported that a sense of shared responsibility and resources
were helpful in maintaining the wellbeing of Practitioner Psychologists, similar to the
findings in this study of support within clinical teams providing a sense of
camaraderie. In addition to this, Beaumont et al. (2016), highlighted the negative
impact of reduced opportunities to interact with colleagues, something frequently
cited by participants in the current study. The literature surrounding the importance of
support is often unclear as studies do not always account for the type of support
provided and who is providing the support (Rupert et al., 2015).The present study
highlights support as essential from colleagues, family and friends and clinical

supervisors.

2.5.iii NHS Context

The difficult nature of the current NHS context was captured in the data in the present
study. The difficulties cited by individuals are consistent with those reported in policy
(Boorman, 2009) and in the available evidence base (Steel et al., 2015). The present
study did not explore the differences in the prevalence of occupational wellbeing for
clinicians working in the public or private sector. However, the identified themes of
lack of control, pressure and difficulties balancing caseload have also been reported as

key difficulties for clinicians working in the public health sector (Rupert et al., 2007).

Interestingly, the participants in the current study appeared to focus more on
frustrations at an organisational level as opposed to with the client work itself. This is
similar to recent findings by Scriberras et al., (2018), and is possibly indicative of the

current NHS context (Hall et al., 2016).
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2.5.iv Positive and negative job factors

The findings of this study were similar to those previously reported by Steel et al.
(2015), and Lee et al.. (2011), who found that higher levels of control and/or
autonomy at work were perceived as enhancing practitioner wellbeing. In their
national survey on staff morale, Johnson et al. (2011), concluded that feelings of
control in the work place moderated experiences of stress, consistent to the results
found in this study. Interestingly the current study did not highlight any differences
between the impact of control on those who had been qualified for less time than

those in higher banded roles, as highlighted by Rupert et al. (2015).

The present study also highlighted the importance of achieving ‘balance’ as a
facilitator to a sense of positive wellbeing. This finding is consistent with Lasalvia et
al. (2009), who highlighted variety as a key factor related to achieving a sense of
positive wellbeing. In their research the authors suggest that individuals with a high
clinical caseload experienced a reduced sense of wellbeing. Further research has
suggested that emotive client work is draining for clinicians to work with (Sciberras et
al., 2018; Bassett & Lloyd, 2001). This is in contrast to the findings of the presented
study. Client presentation did not feature as a key theme within the data, however
participants agreed that client work could become draining if the workload was high
and ‘balance’ lost. Indeed, Rupert et al. (2015, 2009) highlighted higher levels of
workload as a source of stress for Psychologists, claiming that a positive balance of
clinical duties and paperwork is important to staff wellbeing. The review completed
by Hannigan et al (2004), concluded that a sense of mastery was helpful in promoting
health wellbeing at work, a finding echoed in the present study where participants

valued the opportunity to learn and master new skills.
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Given the importance placed on the physical environment in the present study, there
is little research into the physical environment and its impact on the wellbeing of
psychological practitioners (Rupert et al., 2007; 2005). Participants spoke about
reduced access to resources such as desk space, possibly reflective of the current
financial climate of the NHS (Hall et al., 2016), an important area for consideration in

future research.

In the present study participants viewed their work life as being interconnected with
their personal life. In their review of studies exploring personal risk factors impacting
on burnout in psychotherapists, Simionato et al. (2018) similarly found that external
demands of family life, may lead to work-life conflict as practitioners are required to

manage conflicting responsibilities.

2.5.v Inter-professional job aspects

Interprofessional aspects such as understanding of differing professional roles held
importance to participants. Some literature highlights the difficulties faced by
Practitioner Psychologists when working in predominantly medically minded teams
(Scriberras et al., 2018). In contrast to this, whilst some participants alluded to the
dominance of the medical model in services, the principal focus of participants in this
study was surrounding staff members’ understanding their role as Practitioner
Psychologists. Indeed, literature into staff morale concluded that clearly defined roles
within teams support staff morale and enhance practitioner wellbeing (Rupert et al.,

2015).
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2.5.vi Drive to improve staff wellbeing

Participants expressed hope towards a solution, with participants expressing
enthusiasm for the present research. In contrast to the research completed by Bearse et
al. (2013), who suggested that psychological practitioners felt too threatened to seek
access to support, the suggestions for improvement provided by participants were
predominantly related to increased levels of support for staff. This finding sits in line
with suggestions made by Smith and Moss. (2009) that Practitioner Psychologists

would accept additional support, but do not have the resources to do so.

2.5.vii Moderating factors

There is conflicting evidence on the prevalence of workplace stress and burnout in the
psychology profession (Simionato et al., 2018). Practitioner Psychologists often
report experiencing stress and burnout, yet still feeling satisfied (Hannigan et al.,
2004). In the current study, participants spoke about the moderating roles of support
provided from family and friends (Papadomarkaki et al., 2008), in supervision
(Howard et al., 2008), opportunities to learn (Hannigan et al., 2004) and autonomy
and control (Lee et al., 2011). It is possible that this profession has increased
opportunities to access the above, which may act to prevent the development of

burnout and preserve wellbeing.

2.5. viii: Contextualizing the current research with theoretical models

The themes identified in the present study can be linked with theoretical explanations
of wellbeing in the workplace (Bakker et al., 2007; Hobfoll et al., 2002). In the Job-
Demands Resources Model (Bakker et al.,2007), facilitators to wellbeing were

considered to be gained through autonomy, support and supervision. In the present
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study ‘Personal support’ in terms of supervision, colleague and family support were
considered as a key factor to foster positive wellbeing at work. In addition to this,
‘control and autonomy’ were key facilitators to good wellbeing as highlighted in the
superordinate theme ‘Positive and negative job aspects’. Furthermore, this study also
highlighted the importance in having adequate resources for clinicians to complete
their work in terms of ‘a safe space’ and ‘balance’. The model proposed by Hobfoll et
al., 2002, that a °‘threat’ to resources services to increase distress amongst
professionals, links to the identified theme of ‘Traumatised systems- the NHS
context’ and ‘positive and negative job aspects- a safe space’ in that participants
reported a lack of resources, or reduced resources leading to a reduced sense of

wellbeing.

2.5.1 Strengths and Limitations of the study

This study was one of the first to qualitatively examine the perceptions of Practitioner
Psychologist’s wellbeing in relation to work (Sciberras et al., 2018; Papadomakaki et
al., 2008; Hannigan et al., 2004). A key strength was the choice of methodology,
thematic analysis, as the majority of studies surrounding the wellbeing of
psychological practitioners have historically relied on survey data (Hannigan et al.,
2004; New Savoy Partnership, 2016). This methodology allowed for in depth
exploration of the data (Braun and Clarke, 2006). Whilst the sample size was small, it
is considered to be optimal in the use of qualitative methodology (Braun & Clarke,

2013).
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The sample was homogeneous, with participants primarily working as Clinical
Psychologists. The recruitment of participants was generated through the Division of
Clinical Psychology (DCP, BPS), which limited the sample to those subscribed to this
division. This may account for the homogeneity of participants in terms of
psychological profession. In addition to this the sample was not representative of
professions working outside of the NHS context, and results would be difficult to
generalise to other countries and those working privately. The research findings do
however largely support and contribute to the expanding evidence base (Simionato et
al., 2018; Rupert et al., 2015; Lee et al., 2011) and theoretical models of wellbeing

(Bakker et al., 2007; Hobfoll et al., 2002).

Terminology around staff wellbeing was used inter-changeably, with burnout, stress
and wellbeing all used to describe different poles of the same construct. Some
research denotes that the above are separate constructs and should be considered
independently to one another (Hall et al., 2016). There is a drive towards the use of
positive psychology approaches to distress, with researchers recently promoting a
more positive approach to assessing wellbeing (Rupert et al., 2015), and it is possible
that the current study could have adopted a positive approach to questions. However,
the purpose of this study was not to measure the prevalence of staff wellbeing. The
terminology adopted in interviews was directed by the language used by the

participants.
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2.5.2. Implications for future research

Few studies have evaluated the efficacy of interventions to manage wellbeing for
those working in psychological roles in the UK (Simionato et al., 2018; Rupert et al.,
2015; Hanniganet al., 2004). Whilst this is an under-researched area, currently the
literature is growing in the areas of interventions to support other healthcare
professionals (Dreison et al., 2018). This study provides useful insights into the
possible areas of intervention to target the wellbeing of psychological staff in terms of
achieving adequate support, balanced caseloads, and a productive physical
environment. As a starting point, it may be useful for organisations to adopt a positive
psychology approach and to provide training to practitioners in noticing when
wellbeing is compromised and then to provide further support in managing self-care
and achieving balance between workload, other duties and personal needs (Simionato

et al., 2018; Rupert et al., 2007).

2.5.2 Implications of the research for the profession

This piece of research contributes to the wider development of a quantitative
psychological measure of staff wellbeing, a validated tool for practitioners. During the
interviews a number of respondents highlighted the importance of the research in
supporting the profession to monitor and manage the wellbeing of its staff. In
combination, this literature will enable professional bodies such as the British
Psychological Society to monitor staff wellbeing, leading to the future development

of guidelines to manage and ameliorate the difficulties faced by practitioners.
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2.5.4 Conclusions

In conclusion, this research contributes to the growing evidence base surrounding the
wellbeing of mental health practitioners (Dreison et al., 2018), and more specifically,
those working in a psychologically oriented role (Simionato et al., 2018; Rupert et al.,
2015, Lee et al 2011; Lim et al., 2010; Papadomakaki et al., 2008; Hannigan et al.,
2004). The results of the study provide timely insights given the current NHS context,
and the results of the study fit well with current policy developments (Boorman,

2009) and the developing literature (Simionato et al., 2018).
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3. Critical Review
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3.1 Summary

This paper critically appraises the work completed in both the systematic review and
empirical study. The appraisal will evaluate key stages of the research process and
will highlight the issues raised throughout the work. The critical review will discuss
the implications of both papers for clinical practice and research. Finally, this critical
review will include a discussion of competency development and personal reflexivity

on the process and nature of the research.

3.1.1 Overview of this project

This project aimed to firstly understand the current literature surrounding the
relationship between staff wellbeing and/ or burnout and quality of care as perceived
by clinicians and users of mental health services. Following this, the empirical study
aimed to identify the domains affecting wellbeing in the workplace as perceived by

Practitioner Psychologists.

3.1.2 The context of this research

An increasing body of literature details the importance of employee wellbeing in
healthcare settings (Lizano et al., 2015). The importance of staff wellbeing is
increasingly recognised in both policy and literature (Boorman, 2009; Francis, 2013).
In the UK, financial pressures impact on staffing levels, leading to unmanageable
workloads and subsequently impacting clinicians wellbeing and stress levels (Hall et

al., 2016).
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In his report ‘NHS health and wellbeing review’, commissioned by the department of
health, Boorman. (2009), sets out and analysed the evidence surrounding staff

wellbeing in our modern NHS.

The report found that staff wellbeing is not a current priority of services, and
concluded that the NHS needs to commit to providing high quality services to support
staff wellbeing. Furthermore, the results in Boorman. (2009), described links between
staff wellbeing and service quality in terms of patient safety, satisfaction and quality

of care.

The findings of the Boorman report. (2009), are reflected in the literature pertaining to
the wellbeing of health care staff (Maben et al., 2012). The most commonly cited
consequence of poor wellbeing in the workplace is the construct of ‘burnout’
(Maslach et al., 2016). Burnout is a syndrome that results from chronic stress at work,
with consequences to workers wellbeing and health (Salvagioni et al., 2017). Within
the UK it is estimated that up to 33% of individuals working across healthcare
settings experience feelings of reduced wellbeing and burnout (Maben et al.,2012). It
is estimated that up to 48% of individuals working in mental health settings
experience burnout, leading to a reduced sense of wellbeing (Morse et al., 2012). For
organisations, higher levels of burnout correlate with absenteeism and productivity at
work (Maslach et al., 2016; Paris and Hoge, 2010; Maslach et al., 2001). There is a
growing evidence base detailing the impact of poor staff wellbeing on consumer care

(Salyers et al., 2017, Dewa et al., 2017).
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In response to the developing evidence base surrounding the wellbeing of health care
professionals (Salvagioni et al., 2017) and the implications of this for service delivery
and individuals (Maslach et al., 2016) there has been a recent government drive to
focus on improving staff wellbeing in healthcare services. The National Institute for
Health and Care Excellence (NICE, 2015) have developed public health guidance
titled “Workplace Health: Management Practices’, which calls for employers to do
more to address the impact that the workplace has on peoples lives. The guidance
calls for a focus on employee mental and physical wellbeing at work.
Recommendations include providing higher levels of support, encouraging new ideas
and providing opportunities for clinicians to learn whilst recognising the value of each
employee. The recommendations also promote giving employees more control and
flexibility over their own time. The ‘NHS health and wellbeing framework’
(Department of Health, DOH, 2011) sets standards for organisations on how to
support staff in the workplace. The framework focuses around ‘organisational

enablers’, such as structural change and leadership, and health interventions.

Despite the drive to improve wellbeing, research details continued distress amongst
healthcare employees (Hall et al., 2016). There appears to be a dearth of research
exploring the specific factors that lead to improved staff wellbeing, and therefore the
literature surrounding interventions to support staff wellbeing are in its’ infancy
(Dreison et al., 2018). Within mental healthcare there is a particular dearth of research
(Dreison et al., 2018). Given the importance of staff wellbeing in health services, as
evidenced in the report commissioned by the Department of Health (Boorman, 2009),

it seems timely that further research be completed to understand the factors
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contributing to staff wellbeing and the relationships of this with the people we work

with within mental health services.

3.2 Systematic Review

Systematic reviews allow for synthesis of all available literature surrounding a certain
topic (Boland, Cherry & Dickson 2013). This systematic review provided an
opportunity to explore gaps in the current literature surrounding staff and client
perceptions of the relationship between staff wellbeing and burnout with quality of
care. The decisions taken in the design and execution of this systematic review are

discussed below.

3.2.1 Rationale for the systematic review

Given the literature pertaining to the relationship between staff wellbeing, burnout
and quality of care (Boorman et al., 2009), and the high levels of reported burnout in
mental health settings (Morse et al., 2012) it seemed useful to explore the relationship
between wellbeing and burnout with quality of care within the context of mental
health services. The author hoped that the review would provide a rationale and

context for further exploration of staff wellbeing in the empirical paper.

A number of reviews relating to the impact of practitioner wellbeing on quality of
care were identified in initial scoping searches (Dewa et al., 2017; Salyers et al.,
2017; Taris et al., 2016; Hall et al., 2016; Humpheries et al., 2014; Lee et al., 2013).

However, none of the identified reviews focussed on mental health professionals as an
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independent group. Over the past ten years a growing number of empirical papers
have been published around this project area (Salyers et al., 2015). Until the review
presented in this paper, no research had systematically reviewed the relationship
between levels of burnout and wellbeing in mental health practitioners and the quality

of care provided to clients as perceived by clinicians and service users.

As the previous reviews targeted different healthcare settings, the search strategies
employed were different to those used in the present review. This review searched
specifically for mental health professionals and different studies were identified in the
search process to be included in the review. Some of the included studies had been
reviewed in a previous meta-analytical review completed by Salyers et al. (2017),
(Salyers et al., 2014, Van-Bogeart et al., 2013, Garman et al., 2002), however the
review completed by Salyers et al. (2017), focussed specifically on burnout in

healthcare professionals and grouped professional roles together as a whole.

A key strength to the review completed as part of this thesis was that all articles
pertaining to staff wellbeing or burnout and quality of care were included. Previous
reviews have focussed more specifically on the construct of burnout (Salyers et al.,
2017; Dewa et al., 2017), which may have excluded other studies relevant to staff
experiences. Others focussed specifically on aspects of safety as a measure of quality
of care (Hall et al., 2016). In addition to this, the present review was unique in that it
encompassed and focussed around both patient and clinician perspectives of quality of

carc.
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In summary, the decision was made to complete a systematic review in to the area of
staff wellbeing, burnout and quality of care in mental health services as no other
review has specifically aimed to understand this from the perspective of mental health
services. The evidence base citing research pertaining to this has largely developed
over the past ten years, and continues to grow. It seemed timely to systematically
review the available research in order to ascertain the strengths and weaknesses of the
current evidence base, with a view to providing a detailed account of the ways in
which the quality of evidence can be improved, and the implications of the available

literature for organisations and services.

3.2.2 The process of completing the review

3.2.2i Inclusion Criteria

Studies were included if they A) were published in English or had an English abstract
available, B) Report data from mental health clinicians and/or service users on either
burnout or wellbeing and quality of care, C) Contained research data that was either
qualitative or quantitative in nature, or both. D) Studies were required to sample staff,
clients or both E) Studies were required to be published in peer-reviewed journals.
Studies were excluded if they did not include populations from a mental health setting
or if the primary sample was recruited from generic healthcare professions, (i.e. Only

a small portion of clinicians working in mental health).

The decision to include studies reporting data from mental health professionals was

justified by previous reviews having already been completed in medical professionals
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and other healthcare providers (Salyers et al., 2017; Dewa et al., 2017; Taris et al.,

2016; Hall et al., 2016; Lee et al., 2013; Humpheries et al., 2014).

The authors decided to include all types of research design in order to ensure all
possible information and research could be included in the review to support the
generalizability and accuracy of the results. The decision was made to exclude articles
that described a mental health sample within a wider healthcare sample. This decision
was made due to the difficulty in separating sample groups within specific pieces of

research.

The decision to exclude data that had not been published in a peer-reviewed journal
was justified by the notion of ‘grey literature’ (e.g. doctoral thesis, conference
presentations) being less likely to have been critically evaluated and therefore less
likely to be of adequate quality. The inclusion of these studies may have added to the
comprehensiveness of the present review. Whilst this exclusion may have led to a
publication bias, the author in the present study felt that ascertaining good quality

research was important in determining accurate results and reporting.

In addition to this, the author chose to include articles only written in English or if the
author only had access to the abstract of the article. Studies were also excluded if they
did not attempt to draw a link between staff wellbeing and/ or burnout and quality of

carc.

3.2.2ii Search Terms

The distinction between wellbeing and burnout
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There has been conflict within the literature surrounding the relationship between
wellbeing and burnout, with some literature alluding towards burnout and wellbeing
as the same construct (Dreison et al., 2018; Maben et al., 2012; Warr et al., 2011), and
others presenting the idea that burnout and wellbeing are separate constructs (Hall et
al., 2016; Jahrami et al., 2013). Few studies have focussed on the relationship
between burnout and worker wellbeing and the literature primarily focuses on how
burnout affects job performance and organisational health as opposed to the
relationship with subjective wellbeing (Lizano et al., 2015). A systematic review
comparing studies measuring wellbeing and burnout concluded that burnout and
wellbeing were independent, yet related constructs, and the nature and direction of the

relationship is still to be definitively established (Lizano et al., 2015).

Burnout can be separated into the constructs of depersonalization, emotional
exhaustion and personal accomplishment (Maslach et al., 2001). Whilst links have
been drawn between emotional exhaustion and wellbeing, links between wellbeing
and other constructs of burnout are still to be determined (Lizano et al., 2015).
Wellbeing is generally considered and measured as a form of job satisfaction, and
burnout has been linked to job dissatisfaction (Zangaro and Soeken., 2007), therefore
the relationship between the two is sometimes viewed on a continuum (Maben et al.,
2012). Some literature reports that staff can still be satisfied with work despite scoring
high on constructs of burnout, which suggests that the two co-exist as opposed to sit

on the same continuum (Salyers et al., 2017; Mandell et al.,2013).

Burnout is often treated as a substitute measure of wellbeing (Hall et al., 2016),

possibly due to the difficulties with broad definitions of wellbeing as being an
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umbrella term (Maben et al., 2012), which can lead to inconsistent quality of tools
used in the measurement of wellbeing (Hall et al., 2016). Whilst some research
promotes the use of a ‘catch all’ term, describing burnout and wellbeing as part of the
same construct because it allows for multi-levelled analysis (Maben et al., 2012),
others caution against it, as measurement of burnout does not capture the essence of
wellbeing (Maslach et al., 2016). The available literature is unable to conclude links
between all dimensions of burnout and wellbeing and therefore wellbeing and burnout
need to be considered as separate constructs (Hall et al., 2016). For these reasons, the
decision was made that burnout and wellbeing would be considered as different
constructs in the present review. Previous systematic reviews into burnout, wellbeing
and quality of care have chosen to separate the constructs of wellbeing and burnout

(Hall et al., 2016) and thus it was deemed appropriate to do so in the present review.

3.2.2 iii Search process

The systematic review searched three databases: PSYCInfo, Web of Science,
CINAHL. These databases were selected as they contain articles focused on
psychological and healthcare research, and were likely to contain research relevant to
this topic. In addition to the above PROSPERO was searched to ensure the current

review was not already in development.

A list of search terms was devised based on the results of initial scoping searches and
the search terms used in other reviews (Salyers et al., 2017). Additional components
were added to search terms to encapsulate the context of a mental health setting. The
terms pertaining to wellbeing, burnout and quality of care are used interchangeably in

the literature (Maben et al., 2012). Initial screening of papers identified a number of
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papers which had used additional or alternate terms to describe wellbeing, burnout

and quality of care, and the search strategy was altered to include these terms.

The search strategy developed used three main concepts, ‘occupational wellbeing’,
‘outcomes’ and ‘mental health setting’. Each concept was developed individually, and
additional terms explored. When completing searches, additional terms were included
using Boolean operators ‘OR’ and concepts were then combined using ‘Occupational
wellbeing AND outcomes AND mental health’. The centre of reviews and
dissemination (CRD, 2008) advocates this method in order to ensure the data search is

replicable when using clearly defined search terms.

There are many constructs to describe ‘wellbeing’ ‘burnout’ and ‘quality of care’ and
thus the search terms adopted were broad. This led to a large amount of search results.
Whilst terms were overgeneralised and completing the search strategy was time
consuming, the decision remained to have broad use of terms in order to capture all
relevant data. When altering the search terms to attempt to reduce search result
numbers the studies that had previously been identified in scoping searches did not
appear in the new search results. Despite providing terms to capture research from
mental health settings, a large number of studies cited in the search results related to
medical professions only, and thus the search terms might have overly-generalised the

search results.

The author checked for eligibility using abstracts and full text articles as a single

reviewer. To ensure the review included all available research the researcher

additionally scanned reference lists of included papers. Whilst the author aimed to
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develop a search strategy that was easy to replicate, this element of the search strategy

may be difficult to repeat.

The author found one study:

‘Luther et al., 20167;

Luther, L ., Miller, A.P., Hendrick, HM., York, M., Firmin, R.L., Morse, G., Salyers,
M.P. (2016). Client and provider perspectives on the impact of burnout on quality of
care and client outcomes in community mental health. Journal of behavioural and

social sciences, 3, 73-85.

The study appeared very relevant to the review, however the author was unable to
access the paper. The author attempted to access the article through an Inter-library

loans service. However, the service was unable to access the article.

In future reviews, it may be useful to have an additional researcher involved in the
search process (Boland, Cherry and Dickson., 2013). This may reduce the possibility
of accidental exclusion of papers. Also, it may be helpful to have another researcher
replicate the search process, to ascertain whether the methodology was presented in a

clear manner.

3.2.2 iv Data extraction

In order to minimise bias in quality assessment, data extraction was completed before
the process of quality assessment commenced (Boland, Cherry, & Dickson, 2013).
Data extraction was completed using guidelines on the development of data extraction

forms (PICOS, Boland, Cherry and Dickson, 2013). The researcher chose to adopt
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and develop their own protocol for the present study (Boland, Cherry and Dickson,
2013). The use of a standardized form can provide consistency in reporting and
reduce bias (Boland, Cherry and Dickson, 2013). The validity of the process may
have been improved by adopting a standardised form and using a second researcher to

complete data extraction.

3.2.2v Quality rating assessment

When conducting a systematic review, included articles should be assessed for
methodological quality using validated tools that enable the critical appraisal of
findings (Boland, Cherry & Dickson 2013). A checklist approach for evaluating
research has been recommended as part of a systematic review protocol as it allows
for components of the research to be evaluated with a view to gauge bias and integrity

(Jerosch-Herold, 2005).

Following the process of data extraction it became clear that the majority of included
studies adopted a cross-sectional study design. After exploration of a recent article
that reviewed quality assessment tools (Jarde et al., 2012), it became obvious that
there was a lack of validated assessment tools to provide quality rating for cross-
sectional studies. Quality frameworks have been developed for the use of intervention
studies (Deeks et al., 2003), and subsequently many of the items reported were not

applicable to the present systematic review.

The author decided to assess quality using the AXIS tool (Downes et al., 2016). The

tool was developed for use with cross-sectional studies across disciplines. Other

quality assessment tools developed for use with observational data focus on the
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quality assessment of cohort studies as opposed to cross-sectional data (Downes et al.,
2016). The AXIS tool also provides explicit information to interpret the quality of
studies (Downes et al., 2016). An alternate tool, the STROBE guidance for
observational cross-sectional studies was developed for use with cross sectional data
(Von Elm et al., 2013) and could have been used as an alternative to the AXIS tool
(Downes et al., 2016). However, the STROBE guidelines were not developed to be
used for formal assessment of observational data (Von elm et al., 2007). Whilst the
AXIS tool (Downes et al., 2016) is a relatively newly developed tool, and therefore
has not been validated for use, the authors felt that the questions highlighted in the
tool were more relevant than other more generic tools of observational data (CASP
observational data tool, Critical Appraisal Skills Programme, 2013). The author
would have been required to adapt this tool and would have lost fidelity to the tool,
compromising validity. It is possible that using a tool specifically developed for cross-
sectional research did not highlight some limitations to the nature of cross-sectional
studies, and some factors were omitted from the scale such as the utility of

psychological theory in the research.

As one of the papers included in the study was qualitative in design, the CASP tool
was selected for measuring the quality of the study (Critical Appraisal Skills
programme (CASP, 2013), which was developed specifically for qualitative research
(Critical Appraisal Skills Programme, 2013). The CASP tool is a user-friendly
measure with additional guidance to support the researcher. The CASP tool was

selected as it is widely cited for use in other literature (Dixon-woods et al., 2007).
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Some literature suggests approaching the use of appraisal tools with caution due to the
possibility of over-simplifying results and biases of the quality of papers (Katrak et
al., 2004). However, on reflection, the choice of the above quality assessment tools
was the correct decision. The author felt that using different tools to assess the
qualitative and cross-sectional research enabled a richer and more detailed analysis of

individual studies.

One of the difficulties experienced by the researcher when using the CASP and AXIS
tools was the lack of numerical value or scoring system to determine the overall
quality of studies. The Cochrane collaboration cautions against the use of numerical
rating scales as they often fail to identify bias (Higgins and Green, 2006) and other
literature advocates for a domain based system in determining overall quality of
studies (O’Connor et al., 2015). As a result of this, and through discussions with their
research supervisor, the author chose to determine overall quality of included studies
based on subjective interpretation and comparing the results of the quality indicators
between studies. For example when viewing the quality assessment table it appeared
that the study completed by Landrum et al. (2012), was of moderate quality.
However, additional weighting was given to the lack of psychometric properties cited
for the intrstuments used to measure wellbeing and quality of care, meaning that the

paper was deemed overall as being of lower quality.

To assess bias in the quality assessment ratings, 2 of the 8 studies (20%) were rated

by an independent rater. This is considered sufficient for ensuring reliability quality

rating assessments (Boland, Cherry & Dickson, 2013).
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3.2.3 Quality of the data

The extracted articles were predominantly cross-sectional, with one longitudinal and
one qualitative in nature. The overall quality of studies was perceived to be moderate.
This was partially due to the selection of a cross-sectional design in that the direction
of relationships could not be determined and confounding variables could not be
accounted for. The measures reported were largely self-report measures, which lend
themselves towards self-selection and social desirability bias. In addition to this,
there was variability in measures adopted to quantify wellbeing and a lack of
validated measures used to determine quality of care. Furthermore, studies did not
always cite the psychometric properties of measures used. This may have led to bias
in the results of the studies as they were measuring inconsistent constructs. Whilst the
results of this review provided further insights into the nature of the relationship
between staff wellbeing, burnout and quality of care in mental health settings,
conclusive results could not be determined due to the limitations of the included
studies. It may have been useful to perform a review on intervention studies. However
this evidence base is in its infancy at present (Salyers et al., 2011). The lack of
intervention studies may reflect the overall quality of the literature available
pertaining to staff burnout, wellbeing and their relationship with quality of care. Until
definitive relationships between burnout, wellbeing and quality of care can be

established, it is likely that intervention studies will remain under-researched.
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3.2.4 Implications of the systematic review

3.2.4i Clinical implications

The systematic review offers a comprehensive overview of clinician wellbeing,
burnout and the perceived relationship of this with quality of care in mental health
settings. This knowledge is particularly relevant to those working in the mental health

sector, and has implications for clients, practitioners and organisations.

Firstly, the review found a significant relationship between both measures of burnout
and wellbeing with perceived quality of care. Whilst this review cannot establish
poor wellbeing and burnout as an antecedent to quality of care, previous studies have
expressed this as a likely direction of relationship (Maben et al., 2012). Given the
likely impact of burnout and poor wellbeing, organisations should aim to engage with
interventions to promote positive wellbeing in order to ensure the health of their
employees and ensure the delivery of good quality of care. Indeed, whilst this is an
important focus of NHS initiative (Maben et al., 2012), the importance of staff
wellbeing has long been cited as overlooked in healthcare systems (Francis, 2013;

Boorman, 2009).

The included studies highlighted the importance of a sense of personal
accomplishment in their results (Salyers et al., 2014; Garman et al.,, 2002).
Organisations should aim to enable staff to feel accomplished through providing staff
with opportunities to control and input into their working environments (Landrum et
al., 2012). Ownership and involvement and control were recommended to health staff

in Maben et al.’s (2012), large-scale study of health practitioners, and are cited in
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policy documents developed to enable organisations to promote healthy workplace
wellbeing (NICE, 2015). The findings of this review provide further evidence to

promote the utility of these policies.

The synthesis of studies found that reduced wellbeing was linked to poorer job
satisfaction, poor ratings of work environments and higher levels of burnout in
clinicians. Conversely, when exploring a positive construct for wellbeing through
work engagement, Van-Bogeart et al. (2013b), found that staff had more positive
feelings and feelings of productivity when in a positive working environment, and this
correlated with higher levels of self-reported quality of care ratings. Indeed, patients
felt that staff working in a supportive team environment had a better sense of morale
(Mistry et al., 2015). These findings suggest that workplaces should aim to provide a

positive working environment for staff.

Some of the research cited in the data suggested that patient satisfaction increased as
staff satisfaction increased (Rossberg et al., 2008). Introducing programmes into
units aimed at improving the quality of staff- client relationships may serve to
improve both staff morale and client experience (Mistry et al., 2015). Initiatives such
as the ‘Productive mental health ward initiative’ (Van Bogeart et al., 2017) have
attempted to foster better staff- client relationships with promising results, and the

present review provides support to continue developing the evidence base in this field.

3.2.4.ii Suggestions for further research

Out of the included studies, most research has been published in the past 10 years,

highlighting the recent drive to determine the impact of clinician wellbeing on quality
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of care. As the evidence base continues to develop it would be useful for studies to
adopt longitudinal designs in order to ascertain the impact of clinician wellbeing on

patient quality of care over time.

The review highlighted the nature of the developing evidence base as being restricted
to studies adopting a cross-sectional design. The implications of this are that true
causal relationships between quality of care and staff burnout and wellbeing cannot be
established definitively at this time. In order to establish causality within the evidence
base, further research into interventions aimed at reducing burnout and enhancing
wellbeing and the impact of this on quality of care should be completed. Indeed, this
suggestion is echoed in other reviews pertaining to staff burnout and quality of care in

healthcare settings (Dewa et al., 2017; Salyers et al., 2017).

Some studies have attempted to quantify the impact of clinician burnout in mental
health services through measuring rates of inpatient admissions (Priebe et al 2004).
However, measurement remains difficult and tools should be continually developed
and validated to ensure accurate measurement of constructs (Van-Bogeart et al.,
2013). Most of the studies included in the current review relied on self-report data.
Interestingly, Salyers et al. (2015), noted that participants with higher levels of
emotional exhaustion were less likely to report a relationship between reduced
wellbeing and quality of care. This suggests that the use of self-report does not fully
capture the relationship between wellbeing and care quality, as staff may not be able
to see it themselves (Salyers et al., 2015). It is thus important to continue to develop
the evidence base using a mixture of staff reports of burnout or wellbeing and client

rated quality of care in order to ascertain the differences between the two.
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The majority of studies included in the review measured wellbeing, burnout and
quality of care at an individual level. Studies reporting team-based analysis (Van-
Bogeart et al., 2013; Garman et al., 2002) highlighted the nature of working in mental
health services, with a team-led approach predominantly adopted when working in
mental health settings. Some research suggests that burnout is ‘contagious’ within
health care teams (Pettita et al., 2017). Future research should aim to explore and
analyse the impact of reduced wellbeing and clinician burnout within a team as

opposed to on an individual basis.

In combination, the findings from the current review confirm previous findings of the
relationship between wellbeing and burnout (Lizano et al., 2015), with studies
included in the current review drawing correlations between lower levels of job
satisfaction and higher levels of burnout. Further research should be conducted to
clarify the relationship between these two constructs in order to clarify definitions in

the literature. This will in turn enable effective measurement of both constructs.

3.2.5 Conclusions

It is hoped that in contributing to the developing evidence base, this review will
provide justification and scope for future, methodologically stringent research.
Whilst the quality of the included studies was unreliable, this provides a valuable
insight into the future directions and applications of this research, with implications

for organisations, clients and individual practitioners.
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3.3 Empirical Paper

The aim of this project was to identify the specific domains that are perceived as
having an impact on the wellbeing of Practitioner Psychologists. This information
was used to develop a psychometric measure to assess wellbeing of psychological

practitioners.

3.1.1 Rationale for completing the empirical study

The current research also sets the agenda for a further project, which aimed to develop
a validated measure of wellbeing for use with psychological practitioners. The
decision was made to complete the empirical study into the perceived factors
influencing the wellbeing of Practitioner Psychologists as there is a lack of qualitative
research pertaining to this. (Scriberras et al., 2018). The majority of available
evidence utilises survey data, and largely relies on non-validated forms of assessment.
(Hannigan et al., 2004). Only two previous studies have used qualitative evaluation of
the perceptions of Practitioner Psychologists on the factors influencing wellbeing in
the workplace (Scribierras et al., 2018; Papadomarkaki et al., 2008), with only one
completed in the United Kingdom (Papadomarkaki et al., 2008). This project
consisted of a small sample size (n=7), focussed solely on counselling psychologists
and was published over 10 years ago. Therefore it was pertinent to develop this
evidence base to provide a context for the development of a validated scale. Further
research on job burnout and distress are crucial for providers and clients (Dreison et
al., 2018). Increasing awareness of the factors resulting in impairment of workplace
wellbeing could also increase our understanding of the barriers Practitioner

Psychologists face in accessing support (Smith and Moss, 2009).
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3.3.2 Review of the selected methodology

3.3.2i Study design

Qualitative methodology is increasingly accepted as a legitimate means of inquiry
(Braun and Clarke, 2013). This research focuses on the personal work experiences of
Practitioner Psychologists. The current evidence base and understanding of the
workplace factors associated with emotional wellbeing of Practitioner Psychologists
is in its infancy and is currently reliant on survey information as opposed to in depth
analysis (Hannigan et al., 2004). In addition to this, the current study formed part of a
wider research agenda to develop a validated scale to assess the wellbeing of

psychological practitioners.

Qualitative research is traditionally used to explore and understand perspectives,
behaviours and contexts. It can be used to develop understanding in areas that are not
yet well understood (Fossey et al., 2002). Qualitative research explores subjective
experience and sense making (Willig, 2008), it requires interpretation from the
researcher and is often used as an exploratory stage in the research process (Braun
and Clarke, 2013). Given the lack of qualitative research pertaining to the experiences
of wellbeing for people working in psychological roles (Scribberas et al., 2018.,
Papadomakaki et al., 2008., Hannigan et al., 2004), a qualitative methodology was

selected for the present study.

As opposed to developing a specific hypothesis, qualitative research aims to aid

understanding (Fossey et al., 2002). Given the aims of the present study, it seemed
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that a qualitative approach would enable a thorough exploration of the factors

impacting on the wellbeing of Practitioner Psychologists.

3.2.2ii Thematic analysis

Thematic analysis is one of the most widely used forms of qualitative data analysis
(Nowell et al., 2017). Thematic analysis is a method used to identify and analyse
patterns of meaning within a data set (Braun and Clarke, 2006) in a flexible and in-
depth manner (Braun and Clarke, 2013). The advantages to using thematic analysis
include its theoretical flexibility and suitability to conceptualizing the various

perceptions of participants (Nowell et al., 2017).

The use of thematic analysis is also suitable for large data sets (Braun & Clarke,
2006). Small datasets are considered to be of around six participants in qualitative
analysis, with sample sizes of 15 or higher representing larger datasets (Fugard et al.,
2015). For this reason, thematic analysis was considered appropriate in the present
study. In addition to this, the use of thematic analysis is generally deemed as
accessible to general members of the public and policy makers (Braun and Clarke,
2006). When considering the dearth of literature available to inform practice in this
area, it seemed appropriate to adopt this methodology to support interpretation of the

results.

Within thematic analysis, data can be identified from an inductive or theoretical
perspective (Braun and Clarke, 2013). An inductive method reviews the data in a
‘bottom up’ way, meaning that themes are linked strongly to the data (Fereday et al.,

2006). The author chose to approach the data inductively to ensure all possible themes
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related to the research could be identified. The use of inductive thematic analysis
allows for themes to be identified that are not in response to the initial research
question (Fereday et al., 2006). In the present study, this method led to a valuable
conclusion when the theme ‘Drive to improve staff wellbeing’ was identified. In
addition to this, the ‘bottom up’ nature of inductive thematic analysis ensures that
data is not derived based on the researchers theoretical interest or relationship with the
research topic because the results are driven by the data (Braun and Clarke., 2013).
Given the ‘insider’ (Galais, 2008) position of the researcher when completing the
interviews with individuals in the same profession, inductive thematic analysis was

used to attempt to account for and reduce this bias.

Thematic analysis has received criticism for a lack of focus on rigour in the process of
analysis, which can detract from the overall credibility of the research process
(Nowell et al., 2017), however, Braun and Clarke, (2006) developed and defined a
process to analysing data and deriving themes (Appendix K). This method is widely
cited in literature surrounding thematic analysis (Braun and Clarke, 2013) and the
author chose to follow these guidelines to enhance the quality of the data analysis.
Whilst there are different approaches to analysing qualitative data, it is the
individuals’ personal responsibility to ensure rigour and trustworthiness of analysis
(Nowell et al., 2017). The use of a structured format for data analysis (Braun and
Clarke, 2006) allowed for a systematic and transparent approach to data collection,

ensuring a higher quality of interpretation.

3.2.2iii Alternate approaches to qualitative analysis
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Other forms of methodology are cited for analysing qualitative data including
interpretive phenomenological analysis (IPA, Smith, 2004) and grounded theory
(Braun and Clarke, 2013). The key difference between thematic analysis and both
IPA and grounded theory is that both IPA and grounded theory are theoretically
driven (Braun and Clarke., 2013). In IPA, the experience of participants is of primary
importance, with extremely in depth analysis of the experiences of participants in
developing an understanding of the topic area (McLeod., 2011). Grounded theory
aims to develop a useful theory driven and developed by the data collected (McLeod.,

2011).

The methodology of thematic analysis was selected over interpretive
phenomenological analysis (IPA) as there has been little research in the presenting
topic area and the depth of interpretation was not required at this stage. In addition to
this, IPA is wedded to a theoretical epistemology (Shinebourne et al., 2011), and the
present study aimed to take a bottom- up, data-driven approach to analysis to ensure

that themes were strongly linked to data (Fereday et al., 2006).

The present study was inductive in nature, and the author made interpretations of the
data similar to the approach used in Grounded theory. However, it was not the
original intention of the researcher to develop a theoretical model (McLeod et al.,
2011), and thus grounded theory was not seen as an applicable methodology for the

present study.

3.3.3 The research process
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3.3.3i Recruitment
Participants were eligible to participate in the research providing they met the

following criteria;
* Adults of a working age (18 years +) from the following professions: clinical
psychologist, cognitive behaviour therapist, counselling psychologist,
counsellor, psychoanalyst, psychological therapist, psychological wellbeing

practitioner, psychotherapist, and psychiatrist.

Participants were excluded from participation if they were below the age of 18. The
author was surprised at the scale of the response to the recruitment process. Over 100
practitioners responded to the call for participants. In order to manage the scale of the
response the author recruited individuals on a first-come-first-served basis providing
they inclusion criteria were met. Following the initial call for participants, potential
participants contacted the researcher via email. Consent to make contact was assumed
on receiving emails from prospective participants and the researcher contacted the
respondent to arrange further contact and to ensure participants sat within the

inclusion criteria.

The participants were recruited via convenience sampling through two avenues; the
Division of Clinical Psychology (DCP) and Psychological Professions Network
(PPN). Whilst this method of recruitment allowed a broad sample from different
geographical areas and in different services, the sample was homogeneous to
practitioners largely working in the field of clinical psychology. The nature of the
DCP and PPN mean that it is likely that clinical psychology professionals would have

access to these networks and would have received the invitation to participate.
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However, other professions such as psychiatry would not hold membership to these
networks and thus would not receive the invitation to participate. Because of this the
sample of participants was biased towards those working in a clinical psychology role
meaning results must not be generalised to all professionals working in ‘psychological

practitioner’ roles.

3.3.3ii Sample size
A total of 16 participants were recruited to take part in the study. One of the
recordings did not work sufficiently and therefore data could not be transcribed.

Because of this 15 interviews were transcribed for analysis.

There are no clear guidelines for how many participants are sufficient for qualitative
research, however some authors have suggested that between 10- 20 interviews are
optimum when completing ‘medium sized research’ (Braun and Clarke, 2013), which
the authors deemed appropriate for doctoral level work. The author endeavoured to
complete up to 20 interviews and review the dataset in relation to theoretical
saturation (Fugard et al.,2015). Theoretical saturation refers to the notion of
completing interviews until no further themes are identified during interviews (Fugard
et al.,, 2015). During the process of collecting the research, it became clear that
particular themes were prominent during data collection. Thus the author made the
decision after 16 interviews that ‘theoretical saturation’ had been met. This is
consistent with previous research that found saturation typically occurs after around
12 interviews when sampled participants are relatively homogenous (Guest et al.,

20006).
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3.3.3iii Development of the interview schedule

Participants in the study completed a semi-structured interview. Semi-structured
interviews are one of the most frequently used interview techniques in qualitative
research (DiCiccoBloom and Crabtree, 2006) and are considered an appropriate way
of collecting data for use in thematic analysis (Braun and Clarke, 2006). Interviews

were completed between February and July 2016.

A semi structured interview schedule was developed to elicit the participants’
experiences of wellbeing. The interview schedule was developed using the results of
previous staff surveys completed by the ‘New Savoy Partnership, 2016’. Questions
pertained to areas of social, personal and workplace wellbeing. The current project
was completed in conjunction with New Savoy Partnership to develop a validated
measure of staff wellbeing to replace previously used surveys, and it seemed

appropriate to follow guidance from the survey data previously collected.

An initial illustrative interview schedule was reviewed and authenticated by a group
of four local clinical psychologists and consisted of open ended questions, which
began with more general questions and led to more specific and personal questions
(Appendix J). During the interviews, the schedule was used flexibly and adapted
around the data presented by interviewees. This allowed rapport to be built throughout
the interview (Willig, 2008). As the questions were open ended, this allowed the

author to explore the responses in more detail (Dearnley, 2005).

3.3.3iv Credibility of the research process
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Qualitative research requires the researcher to disclose their theoretical perspective
and assumptions to enhance the validity of the analysis (Braun & Clarke, 2013). The
author maintained a reflective journal throughout the research process in order to
maintain reflexivity (Fossey et al., 2002). Within this the author noted their ‘insider’
position (Gallais, 2008) as a clinical psychologist in training. Using a reflective
journal and supervision from both peers and research supervisors, the author was able
to ‘bracket’ (Fischer, 2009) their assumptions to help ensure that the data collection
was not led by preconceived ideas about the factors that would have an impact on

practitioner functioning.

Credibility checks ensure that that interpretation and analysis of qualitative data is
valid (Barker and Pistrang, 2005). In order to enhance the validity of the themes
identified, subsequent peer review of the transcript and proposed themes was sought.
Initially, the author had intended to collect data and hold a focus group with initial
participants to determine authenticity of themes. Unfortunately during the recruitment
process it became clear that holding a focus group would be difficult as participants
varied in terms of location and it would not be possible to bring participants together
in one place, therefore the decision was made to authenticate themes within a local
service and to email participants detailing the themes and ask for feedback should
participants wish to comment. The identified themes discussed within the local
service were completed with six clinical psychologists working in one particular
specialty. The author did not receive responses from all emailed participants, possibly
because of the gap in time between data collection and final theme development (1
year). Nevertheless, participant responders (n=4) and staff working in local services

responded to the themes with enthusiasm and commented on the relevance of the
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identified themes. However, they were surprised that the nature and emotional impact
of client work had not been identified as a theme within the research. This led to the
researcher re-reviewing transcripts to ensure there was not an additional theme around
the nature of clinical work. Whilst participants mentioned this on occasion, it did not

develop into a theme in the data.

3.3.4 Ethical considerations and professional issues

Consideration was given to ethics throughout the research process and the author was
mindful of the distinction between being a clinician and being a researcher during the
interviews. Practitioners often spoke about feelings of distress during the interviews.
It was necessary to ensure that individuals were provided with the resources to seek
support should they wish, and support avenues were suggested in debrief forms and
discussed during interviews as needed. However, the author felt some discomfort
when needing to detach from difficulties in maintaining their positioning as a

researcher in this context.

It was also important for the author to consider the professional climate during the
interviews. The impact of the current context of austerity (Hall et al., 2016) was clear
during the interviews, and in addition to this there is growing uncertainty within the
profession surrounding the future of the British Psychological Society and included
professions (DCP, 2017). At the time of completing this research challenges with
professional bodies had led to the development of the ‘UK Association For Clinical
Psychologists” (ACP-UK). In November 2017 the BPS issued a statement ‘The future

of clinical psychology in the society’ (BPS, 2017), where they claimed:
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‘We wish to emphasise that first and foremost, the Division of Clinical Psychology is
a valued Member Network of the British Psychological Society and as a home for our
clinical psychologist members it will continue to play an integral part in the Society’s

future.  (BPS, 2017).

The author felt it important to hold in mind the current professional context of
psychologists in conducting the research, and wondered whether the presenting
context may mean that the current climate of uncertainty could have impacted on the
participants taking part in the study, and therefore impacted on the results. Whilst this
may have impacted on the results of the study, and given the uncertainty of the future
of the profession, it seemed timely and important to conduct research pertaining to the

fostering the wellbeing of this profession.

3.3.5 Implications of the empirical paper

In summary, given the dearth of qualitative research exploring the wellbeing of
Practitioner Psychologists (Hannigan et al., 2004) this piece of research provides
novel and useful insights in to the perceived factors impacting on the subjective
wellbeing of Practitioner Psychologists. The implications of this for research and the

profession are discussed below.

3.3.5i Implications for research

When considering the sample of participants included in the study, it appears that the
sample was homogeneous to those working as clinical psychologists. Whilst the

results of this study cannot be generalised to all practitioners working across different
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types of psychological role, it provides a framework for future research to
differentiate between professions. It would be useful for the literature to articulate
salient differences in the perceived wellbeing of people working in other roles such as

psychiatry when compared with practitioner psychologists.

The results of the present study were utilised in the development of a validated
measure of wellbeing, specifically tailored to those working in psychological roles,
and based on the emergent themes found in this study. This is the first validated tool
for use specifically with psychological practitioners (New Savoy Partnership, NSP
2016). The development of this tool will enable measurement of the wellbeing of
psychologists over time and provide valuable longitudinal data to expand the current
evidence base. It is hoped that doing this will lead to the development of future

interventions to support the wellbeing of psychological practitioners.

Few studies have evaluated the efficacy of interventions to manage levels of stress for
those working in psychological roles in the UK and future research should aim to
address this (Simionato et al., 2018; Hannigan et al., 2004). Whilst this is an under-
researched area, currently the literature is growing in the areas of interventions to
support other healthcare professionals (Dreison et al., 2018). This study provides
useful insights into the possible areas of intervention to target the wellbeing of
psychological staff in terms of achieving adequate support, balanced caseloads, self-
care, and a productive physical environment. As a starting point, it may be useful for
organisations to adopt a positive psychology approach and to provide training to
practitioners in noticing when their wellbeing is compromised. They then need to

provide further support in managing self-care and achieving balance between
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workload, other duties and personal needs (Simionato et al., 2018; Rupert et al.,

2007).

3.3.5 ii Implications for the profession

The New Savoy Partnership (NSP) in combination with the British Psychological
Society (BPS) created the ‘Charter of Wellbeing and Resilience’ (Rao et al., 2016)
following completion of annual staff surveys on the wellbeing of psychological
practitioners (NSP, 2016). The Charter called for a greater focus on staff wellbeing
and support for staff wellbeing to ensure effective service delivery. One aim of this
research was to contribute to the wider development of a quantitative psychological
measure of staff wellbeing, a validated tool for practitioners. The validated tool will

be utilised by the ‘Charter for wellbeing and resilience’ moving forward.

During the interviews a number of respondents highlighted the importance of the
research in supporting the profession to monitor and manage the wellbeing of its staff.
In combination, this literature will enable professional bodies such as the British
Psychological Society (BPS) to monitor staff wellbeing, leading to the future
development of guidelines to manage and ameliorate the difficulties faced by
practitioners. The development of this measure will provide services and
organisations with a practical tool to understand the steps required to improve and

build on staff wellbeing.
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During the interviews, participants spoke about the impact of the current context on
the wellbeing of their colleagues. Practitioner Psychologists have skills in reflective
proactive, leadership, supervision, formulation and working with teams (BPS, 2010).
Practitioner Psychologists therefore have the necessary skills required to impact on
organisational delivery and foster workplace promotion in the wellbeing of their staff
(BPS, 2010). According to Rao et al., (2016), we must ‘reset the balance on the front
line so that success can be achieved sustainably’. It will therefore be an important role
for Practitioner Psychologists to work with organisations to promote the importance

of, and to deliver, interventions to enhance wellbeing in the workplace.

3.3.6 Conclusions

In conclusion, this research contributes to the growing evidence base surrounding the
wellbeing of mental health practitioners (Dreison et al., 2018), and more specifically,
those working in a psychologically oriented role (Simionato et al., 2018; Lee et al
2011; Papadomakaki et al., 2008; Hannigan et al., 2004). The results of the study
provide timely insights given the current NHS context, and fit well with current
policy developments (Boorman, 2009) and the developing literature (Rao et al.,

2016).

3.4 Competency development

The process of completing this piece of research has enabled the author to develop

competencies that will better prepare them for future working as a qualified clinical
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psychologist. The researcher considered the areas of competency development in
relation to the ‘standards for the accreditation in doctoral programs in clinical
psychology’ (BPS, 2016). The following sections detail the key ways in which the
author has achieved competency development during the process of conducting the

research.

3.4.1 Research skills

Across both papers the authors developed their skills in conducting and critiquing
research. The author was required to understand the current evidence base, design,
and conduct an original piece of research to contribute to the knowledge base of the
discipline. The author was required to utilise skills in considering ethical issues,
choosing appropriate research methods and analysis, reporting outcomes and

identifying appropriate pathways for dissemination.

3.4.2 Communication

The researcher was required to quickly build a good level of rapport with participants
in order to make people feel comfortable and better equipped to talk about their
experiences, which were often negative. Participants sometimes felt reticent about
speaking about their place of work, and spoke about the fear of ramifications if
colleagues were aware. The author was grateful towards people who chose to speak
about their personal experiences of wellbeing. This experience helped the author to
develop their communication skills and ability to engage with others. Due to the

‘insider bias’ (Gallais, 2008), it was sometimes difficult for the author to avoid
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biasing results by over-privileging and attaching too much importance to comments
that resonated with them personally. The nature of completing semi-structured
interviews fit well with systemic principles of neutrality and curiosity (Dallos and
Draper, 2010), and the author found it helpful to consider this when completing

interviews in a neutral yet curious way.

3.4.3 Organisational and systemic influence and leadership

In completing this piece of research the author hopes to demonstrate leadership skills
by contributing to the development of a measure to be used by organisations in
measuring staff levels of wellbeing. It is hoped that this will influence decision-
making processes within the British Psychological Society and lead to a more
prominent focus on the importance of measuring and monitoring wellbeing in the
profession. The interviews and recruitment process demonstrated that this is perceived
as a valuable avenue of research to many people working in psychological roles, and
the development of a validated questionnaire based on this study may eventually lead
to more evidence-based research into interventions to support staff working in
psychological roles. On a personal level, the author endeavors to use the knowledge
gained during this process to develop and foster good working alliances within the
workplace and to promote and develop initiatives which focus on building positive

levels of staff wellbeing.
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3.4.4 Professional and personal issues

The author developed their skills in self-awareness and personal reflexivity during the
research process. Within qualitative research, it is recognized that good quality
research requires reflexivity and consideration to the epistemological position of the
researcher (Braun and Clarke, 2006). The epistemological positioning of the

researcher shapes the nature and direction of the research process (Dowling, 2006).

The author maintained a reflective journal throughout the research process in order to
maintain reflexivity (Fossey et al., 2002). During this process the researcher was
closely aligned with the participants in the study, as they were from the same
profession with experiential knowledge of the research topic area. Having taken an
‘insider’ (Gallais, 2008) position, it was important for the author to reflect on the

process of decision making and understanding throughout the process (Berger, 2015).

Using a reflective journal and supervision from both peers and research supervisors,
the author was able to ‘bracket’ (Fischer, 2009) their assumptions to help ensure that
the data collection was not led by preconceived ideas about the factors that would

have an impact on practitioner functioning.

3.4.5 Reflections

3.4.5i Reflections on completing the empirical study

Reflections highlighted in the reflective journal and through the process of bracketing

are detailed below:
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Personal Reflexivity

‘I have found that I sometimes become very interested in the topics people have
presented to me, and I wonder whether some of these may be more personally
relevant and interesting as opposed to answering the research question. I think I need
to be very aware and cautious not to seek too much information about things that hold

personal relevance to me.’

‘A number of participants are reporting the difficulties they experience in work. This
makes me worry about the future of the profession I am only just embarking on. The
sense of hopelessness and lack of control seems contagious and it makes me want to
avoid re-reading the transcripts. I wonder if this reflects the nature of burnout on a
wider scale within services, it seems contagious amongst teams. In my literature
search I have read about the discrepancies between expectations vs. reality when

starting qualified life and I wonder if this is what people experience as newly

qualified’

‘The things people are talking about in interviews are very interesting. People are
talking a lot about the physical environments that they work in and not having the
right resources to complete their work activities. I feel that I have a sense of this as a
trainee, constantly feeling like I am ‘fitting’ with the physical work environment, with
limited desk space and less opportunities to see clients. For me I think this links with
my sense of being valued, however this hasn’t come up in interviews yet. I will
endeavor to be careful to ‘bracket’ this assumption to avoid leading participants into

saying this.’

Table 9: Extracts from reflective journal
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As the process of data collection developed the author began to reflect on their own
experiences of wellbeing in the workplace. The author was able to understand their
insider position, whilst also understanding a degree of separation. Whilst the author is
completing their clinical training course they are provided with enhanced levels of
supervision. This provides a reflective space and a level of containment that was not
described by many of the participants during the interviews. This appears to have
provided the trainee with a certain level of ‘protection’ from the difficulties
experienced by many of the clinicians, which may have made it difficult to relate to
some of the described difficulties. There were however, particular themes derived
from the interviews that resonated with the trainee personally. This included the
positive impact of personal support as well as inter-professional agents including
other’s understanding of the role of being a trainee clinical psychologist. The trainee
shared some of the frustrations described by participants when faced with clinicians

who may not understand their role or who may minimize their previous experiences.

The nature of training to be a clinical psychologist often requires uncertainty and
difficulty finding a balance between work and personal live, and this resonated with
the findings from the interviews, particularly with ‘Positive and negative job aspects’.
The author reflected on experiencing a struggle to find ‘balance’ between clinical,
academic and their personal life. However experiences of feeling ‘valued’ in work
and experiencing some ‘autonomy’ alongside ‘having opportunities to learn’ have
provided some protection to the pressures of training and working within this

profession.
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The trainee found the theme ‘drive to improve staff wellbeing’ particularly inspiring,
and felt that this theme changed the trainee’s perspective of their role as a Clinical
Psychologist. The subthemes of hope and drive described by practitioners led to the
author now viewing the profession of Clinical Psychology as holding a level of
responsibility in advocating for staff wellbeing within organisations. Throughout the
interviews there seemed to be varying perceptions as to who holds responsibility for
supporting staff and their wellbeing within organisations. It seemed to the author that
the profession of clinical psychology holds a unique position and understanding of
such difficulties and this profession has the resources to support and enhance staff
wellbeing. In addition to this on a personal level the author was struck by the response
rate to the call for participants, which initially led the trainee to experience the same

feelings of drive to improve staff wellbeing as described by participants.

3.4.5ii Reflections on completing the systematic review

Whilst the process of completing the systematic review proved to be a challenge for
the researcher, the process driven nature of completing systematic reviews and having
a structured approach felt containing. This level of rigour required when completing
the systematic review enhanced the expertise of the author in terms of critical

evaluation and feelings of being a ‘scientist practitioner’.

Initially the author viewed the systematic review as something that was not as ‘novel’
as when completing empirical research. However, the author came to understand the
value of systematic reviews. The process helped the author to reflect on the quality of
studies often included in peer-reviewed journals. The author previously held the view

that articles published in ‘peer-reviewed’ journals would be of good quality.
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However, the studies included in this review were of lower quality. This made
completion of the systematic review feel important in that it enables overall
understanding of a body of research, as opposed to relying on small pieces of research

to draw conclusions.

3.4.5iii Reflections on the research topic

The topic of the research felt important to the author, and the author found it
motivating to complete work that felt valuable. The lack of research in this area came
as a surprise. Whilst it came as no surprise that a lot of research had been completed
on occupational wellbeing and the relationship between wellbeing, burnout and
quality of care in healthcare settings, the author felt that the lack of research
conducted in mental health settings reflected the nature of privilege given to medical

settings over mental health settings, and demonstrated a lack of parity of esteem.

The researcher found it useful to reflect on the distinction between ‘wellbeing’ and
‘burnout’ as documented in the systematic review. During data collection for the
empirical study participants did not appear to be dissatisfied with their jobs or career,

however a number of participants alluded to experiencing feelings of burnout.

3.5 Dissemination

The results of the empirical study formed part of a wider research agenda aimed at

developing a validated measure to assess the wellbeing of psychological practitioners.

The results of the study were disseminated to the sister project in July 2017.
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Following completion of the measure it will be disseminated to the British
Psychological Society and New Savoy Partnership to form part of an annual measure
of staff wellbeing used by ‘The Charter for Wellbeing and Resilience’ (BPS, NSP

2016).

The results of the empirical study discussed in chapter two have been presented at the
‘DCP-Annual Conference 2018- Being Bold in Changing Times’ as part of ‘The New
Savoy Partnership and BPS wellbeing survey - The development of a validated

measure’.

3.5.1 Selection of journal for publication

The systematic review in chapter one and empirical paper in chapter two have been
formatted for submission to ‘The Journal of Occupational Health Psychology’. This
journal was chosen due to its relevance to the topic area, readership, and impact factor
(2.67). The journal is concerned with the application of psychology to improving the
quality of work life and promoting the wellbeing of workers. The journal holds
particular interest in how work-related factors play a role in the aetiology of

occupational wellbeing and the implications of this for organisations.

3.6 Concluding Statement

This thesis aimed to investigate wellbeing and burnout in mental health settings. The
systematic review provided novel insights in to the relationship between burnout,
wellbeing and quality of care in mental health settings, and in particular highlighted

the importance of service user involvement in the measurement of quality of care. The
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empirical paper highlighted specific domains which Practitioner Psychologists felt
affected their wellbeing. The results of this study highlighted the significance of
organisational structure and processes. The author has developed both professionally
and personally during the development of the project, and this was highlighted in the
critical review paper. The author would like to thank all the people who contributed to

the development of this project and provided support throughout the process.
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computer code, and tables.
Display Equations
We strongly encourage you to use MathType (third-party software) or Equation
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather
than the equation support that is built into Word 2007 and Word 2010. Equations
composed with the built-in Word 2007/Word 2010 equation support are converted to
low-resolution graphics when they enter the production process and must be rekeyed
by the typesetter, which may introduce errors.
To construct your equations with MathType or Equation Editor 3.0:

* Go to the Text section of the Insert tab and select Object.

» Select MathType or Equation Editor 3.0 in the drop-down menu.
If you have an equation that has already been produced using Microsoft Word 2007 or
2010 and you have access to the full version of MathType 6.5 or later, you can
convert this equation to MathType by clicking on MathType Insert Equation. Copy
the equation from Microsoft Word and paste it into the MathType box. Verify that
your equation is correct, click File, and then click Update. Your equation has now
been inserted into your Word file as a MathType Equation.
Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot
be produced as Word text using the Times or Symbol font.
Computer Code
Because altering computer code in any way (e.g., indents, line spacing, line breaks,
page breaks) during the typesetting process could alter its meaning, we treat computer
code differently from the rest of your article in our production process. To that end,
we request separate files for computer code.
In Online Supplemental Material
We request that runnable source code be included as supplemental material to the
article. For more information, visit Supplementing Your Article With Online
Material.
In the Text of the Article
If you would like to include code in the text of your published manuscript, please
submit a separate file with your code exactly as you want it to appear, using Courier
New font with a type size of 8 points. We will make an image of each segment of
code in your article that exceeds 40 characters in length. (Shorter snippets of code that
appear in text will be typeset in Courier New and run in with the rest of the text.) If an
appendix contains a mix of code and explanatory text, please submit a file that
contains the entire appendix, with the code keyed in 8-point Courier New.
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Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in your
table will create problems when the table is typeset and may result in errors.
Academic Writing and English Language Editing Services

Authors who feel that their manuscript may benefit from additional academic writing
or language editing support prior to submission are encouraged to seek out such
services at their host institutions, engage with colleagues and subject matter experts,
and/or consider several vendors that offer discounts to APA authors.

Please note that APA does not endorse or take responsibility for the service providers
listed. It is strictly a referral service.

Use of such service is not mandatory for publication in an APA journal. Use of one or
more of these services does not guarantee selection for peer review, manuscript
acceptance, or preference for publication in any APA journal.

Submitting Supplemental Materials

APA can place supplemental materials online, available via the published article in
the PsycARTICLES®database. Please see Supplementing Your Article With Online
Material for more details.

Abstract and Keywords

All manuscripts must include an abstract containing a maximum of 250 words typed
on a separate page. After the abstract, please supply up to five keywords or brief
phrases.

References

List references in alphabetical order using APA Style. Each listed reference should be
cited in text, and each text citation should be listed in the References section.
Examples of basic reference formats:

* Journal Article:
Hughes, G., Desantis, A., & Waszak, F. (2013). Mechanisms of intentional
binding and sensory attenuation: The role of temporal prediction, temporal
control, identity prediction, and motor prediction. Psychological Bulletin,
139, 133—151. http://dx.doi.org/10.1037/a0028566

* Authored Book:
Rogers, T. T., & McClelland, J. L. (2004). Semantic cognition: A parallel
distributed processing approach.Cambridge, MA: MIT Press.

* Chapter in an Edited Book:
Gill, M. J., & Sypher, B. D. (2009). Workplace incivility and organizational
trust. In P. Lutgen-Sandvik & B. D. Sypher (Eds.), Destructive organizational
communication: Processes, consequences, and constructive ways of
organizing (pp. 53—73). New York, NY: Taylor & Francis.
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Appendix B: The AXIS tool for quality assessment of cross-sectional studies

Introduction

Were the aims/objectives of the study clear?

Methods

10

11

Was the study design appropriate for the
stated aim(s)?

Was the sample size justified?

Was the target/reference population clearly
defined? (Is it clear who the research was
about?)

Was the sample frame taken from an

appropriate population base so that it closely

represented the target/reference population
under investigation?

Was the selection process likely to select
subjects/participants that were
representative of the target/reference
population under investigation?

Were measures undertaken to address and
categorise non-responders?

Were the risk factor and outcome variables
measured appropriate to the aims of the
study?

Were the risk factor and outcome variables
measured correctly using
instruments/measurements that had been
trialled, piloted or published previously?

Is it clear what was used to determined
statistical significance and/or precision
estimates? (eg, p values, Cls)

Were the methods (including statistical
methods) sufficiently described to enable
them to be repeated?

know/comment
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Results

12

Yes No

Were the basic data adequately described?

Does the response rate raise concerns about

13 non-response bias?
If appropriate, was information about non-
14 .
responders described?
15 Were the results internally consistent?
16 Were the results for the analyses described
in the methods, presented?
Discussion
17 Were the authors’ discussions and
conclusions justified by the results?
18 Were the limitations of the study discussed?
Other
Were there any funding sources or conflicts
19 of interest that may affect the authors’
interpretation of the results?
20 Was ethical approval or consent of

participants attained?

Do not
know/comment

1R



Appendix C: The CASP tool for assessing quality

Screening Questions

. 1. Was there a clear statement of the

aims of the research?

Consider:

o What the goal of the research was

o Why is it important

o Jts relevance

2. Is a qualitative methodology
appropriate?

Consider:

If the research seeks to interpret or illuminate
the actions and'or subjective experiences of
research participants

Detailed questions

Was the research design
appropriate to address the aims of
the research?

Consider:

If the researcher has justified the research
design (e.g. have they discussed how they
decided which method to use)?

Was the recruitment strategy
appropriate to the aims of the
research?

Consider:

If the researcher has explained how the
participants were selected

If they explained why the participants they
selected were the most appropriate to provide
access to the type of knowledge sought by the
study

If there are any discussions around
recruitment (e.g. why some people chose not
ta take part)

Cualitative checklist 14.10.10
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5. Were the data collected in a way that
addressed the research issue?

Consider:

If the setting for data collection was
Justified

Ifitis clear how data were collected
fe.g. focus group, semi-structured
interview etc.)

If the researcher has justified the
methods chosen

If the researcher has made the methods
explicit (e.g. for inferview method is
there an indication of how inferviews
were conducted, or did they use a topic
guide)?

If methods were modified during the
study. If so, has the researcher
explained how and why?

If the form of data is clear (e.g. tape
recordings, video material, noles etc.)
If the researcher has discussed
saturation aof data

/
: 6. Has the relationship between
E researcher and participants been

adequately considered?

Consider:

If the researcher critically examined
their own role, potential bias and

influence during:
o Formulation of the research
gquestions

o Data collection, including
sample recruitment and choice
af location

How the researcher responded to events
during the study and whether they
considered the implications of amy
changes in the research design

7. Have ethical issues been taken into
E consideration?

Consider:

If there are sufficient details af how the
research was explained to participants

for the reader to assess whether ethical

standards were mainiained

If the researcher has discussed issues
raised by the study (e.g issues around
informed consent or confidentiality or
how they have handled the effects of the
study on the participants during and
afier the studyv)

If approval has been sought from the
ethics commitiee

Cualitative checklist 14.10.10
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8.  Was the data analysis sufficiently
rigorous?

E Consider:

If there is an in-depth description of the
analysis process

If thematic analysis is used. If so, is it
clear how the categories/themes were
derived from the data?

Whether the researcher explains how the
data presented were selected from the
aviginal sample to demonstrate the
analysis process

If sufficient data are presented to support
the findings

To whai extent contradiciory dala are
taken into account

Whether the researcher critically
exarmined their own role, potential bias
and influence during analysis and
selection of data for presentation

9. Is there a clear statement of
findings?

Consider:

If the findings are explicii

If there is adeguate discussion of the
evidence both for and against the
researcher’s arguments

If the researcher has discussed the
credibility of their findings fe.g.
triangulation, respondent validation,
more than one analyst)

If the findings are discussed in relation
to the original research question

10. How valuable is the research?

Consider:

If the researcher discusses the
contribution the study makes to existing
kmowledge or understanding e.g. do they
consider the findings in relation to
current practice or policy, or relevant
research-based literature?

If they identify new areas where research
i5 necessary

If the researchers have discussed
wheiher or how the findings can be
transferred to other populations or
considered other wavs the research may
be used

Cualitative checklist 14.10.10
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Appendix D- Ethical approval

Feedback - EC.16.11.08.4753R

psychethics

Reply all
Mon 05/12/2016, 11:23

Cathy McLellan;
Elisabeth Summers;

Reginald Morris
Dear Cathy & Elisabeth

The Ethics Committee has considered your revised project proposal: The development of a
psychometric measure to assess the wellbeing of psychological practitioners
(EC.16.11.08.4753R).

The project has now been approved.

Please note that if any changes are made to the above project then you must notify the
Ethics Committee.

Best wishes,
Mark Jones
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Ethical approval-participant recruitment

Dr Esther Cohen-Tovée

BPS Division of Clinical Psychology UK Chair

ECT/fmc Clinical Director, Psychological Services
Northumberland, Tyne and Wear NHS FT

26 October 2016

Ethics Committee
School of Psychology

The British
Psychological Society

FPromoting excellence in psychology

Cardiff
Tower Building
70 Park Place
Cardiff CF10 3AT

University

To whom it may concern:

Project Title: The Development of a Psychometric Measure to Assess
the Wellbeing of Psychological Practitioners

On behalf of the British Psychological Society’s Division of Clinical
Psychology (DCP), | am happy to support this project by providing access to
participants and requesting their contribution to focus groups/interviews as
well as responses to questionnaires. The request can go out via direct email
to all DCP members. Members would opt-in according to their own
preferences.

The DCP promotes the interests of Clinical Psychology and Clinical
Psychologists in the UK. It has approximately 12,000 members including
qualified clinical psychologists, trainee clinical psychologists and affiliate
members.

Please contact me if you require further information. For further information
about the BPS and the DCP, see our website www.bps.org.uk

Yours faithfully

Dr Esther Cohen-Tovée
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BPS Division of Clinical Psychology UK Chair
Clinical Director, Psychological Services
Northumberland, Tyne and Wear NHS Foundation Trust

Address for Correspondence

Dr Esther Cohen-Tovée

Clinical Director Psychological Services
St Nicholas House

St Nicholas Hospital

Jubilee Road

Newcastle upon Tyne NE3 3XT

Tel: 0191 2456618
Mobile: 07795 476 494
Email: DCPUKChairDrEstherCohen-Tovee@ntw.nhs.uk
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Appendix E : Call for participants

,Q.. NS el ooy CARDICE
a~'o G IG E;-::_l;:'il' U al Programme in Clinical Psychology PRIFYSGOL

b en Doe eth mewn Seicol ' | CAERDY@

Invitation to Participate in Research

Title of Project: The development of a psychometric measure to assess the wellbeing of
psychological practitioners. Phase I: Identifying the domains that influence wellbeing.

My name is Cathy Mclellan, | am a Trainee Clinical Psychologist. | am researching factors
that impact on the wellbeing of Psychological Practitioners with a view to develop a
psychometric measure to assess the wellbeing of Psychological Practitioners. This project is
linked to work being undertaken by the Division of Clinical Psychology. There is a participant
information sheet enclosed in the email sent to you by the Division of Clinical Psychology
(DCP) or Psychological Professions Network (PPN).

You are invited to be part of this study if you are currently employed as a Psychological
Practitioner in the role of: Clinical psychologist, cognitive behavior therapist, counselling
psychologist, counsellor, psychoanalyst, psychological therapist, psychological wellbeing

practitioner or psychotherapist.

If after reading through the information sheet you decide that you would like to partake in
the research, please contact me on: McLellanC@cardiff.ac.uk.

If you have any questions, please contact me as above. If you decide to partake you will be
invited to read through the information sheet again and will be able to ask any further
guestions before the interview.

If you do not wish to partake, you do not need to do anything.

Many thanks for your time,

Cathy McLellan

17N



Appendix F: Participant information sheet

School of Psychology | A DIFF
Q NHS jsgcari:eico?;g = gﬂll\}i[lg;l]':rf

Participant Information Sheet
The development of a psychometric measure to assess the
wellbeing of psychological practitioners.

Phase I: Identifying the domains that influence wellbeing.

Introduction

You have been invited to take part in a research project that aims to explore
factors that impact on the wellbeing of Psychological Practitioners, with a view
to develop a psychometric measure to assess this. Please take the time to read
this information sheet before you decide whether you would like to give consent
to take part in the study. The following information outlines why the research is
being carried out and what it will involve.

The researchers

My name 1s Cathy McLellan and I am a Trainee Clinical Psychologist on the
South Wales Doctoral Programme in Clinical Psychology. I am carrying out this
study as part my training. The research is being supervised by Professor
Reginald Morris (Course Director and Clinical Psychologist, South Wales
Programme in Clinical Psychology) and Gita Bhutani (Chair of the
Psychological Professions Network North West)

What is the purpose of the research?
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This study aims to identify specific domains of the different factors that have an
impact on the subjective wellbeing of Psychological Practitioners. Previous
research has indicated that Psychological Practitioners are reporting reduced
levels of wellbeing, however there is not currently a validated scale to measure
this. The domains generated by this study will be used to develop a validated
psychometric scale to assess the wellbeing of psychological practitioners. It is
expected that this measure will support in developing the evidence base
surrounding the wellbeing of psychological practitioners.

Why have I been invited to take part in the study?

I am recruiting 20 participants to be interviewed on a one to one basis. Following
this I will invite between 6 and 8 of the initial interview participants to complete
a focus group. The inclusion criteria includes adults aged over 18 who are
working as Psychological Practitioners in the following roles: Clinical
psychologist, cognitive behavior therapist, counselling psychologist, counsellor,
psychoanalyst. psychological therapist, psychological wellbeing practitioner or
psychotherapist.

Do I have to take part?

You are under no obligation to take part in the research. Even if you do agree to
take part you may change your mind at any time, without having to give a
reason. Participation is entirely voluntary. If you have any doubts about taking
part in this research please feel free to take as much time as you need to consider
it further.

Consent to take part in the study
Consent to take part in the interview

If you decide that you would like to take part in the research, please email me at
McLellanC@cardiff.ac.uk. Based on your initial contact, I will assume that
you consent to being contacted. I will then contact you on the email or number
provided in your response. You can ask me any questions that you may have. If
you would still like to take part we can arrange a time to complete a Skype
interview of meet at your place of work.
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When we first meet I will re-read this information sheet with you and answer any
further questions. I will then ask you to read and sign the consent form to show
that you agree to take part in the research. If you are completing the interview
through Skype, I will send you the consent form in the post with a stamped
addressed envelope enclosed to return back to me.

I will then ask you some questions about your profession and age. This is so
that [ have some basic information about the people who take part in the
research.

Consent to complete the focus group

During the initial interview you may consent to being invited to complete a focus
group following the interview. If you consent to being contacted, I will contact
you using the details provided for the initial interviews. You can ask me any
questions that you may have about completing the focus group. If you would
like to take part we can arrange a time to complete a Skype interview of meet at
Cardiff University (dependant on location of participants and availability). If you
choose to participate in the focus group and it is hosted through Skype, I will
send you the consent form in the post with a stamped addressed envelope
enclosed to return back to me.

What will I be asked in the interview?

The interview will take between 60 to 90 minutes. I will ask you questions based
on different domains relating to psychological wellbeing. You do not have to
answer any questions that you do not want to. [ will audio-record the interview
so that the information can be written out after the interview. Following the
interview you will have the opportunity to ask any questions or discuss any
concerns that you may have about taking part in the research.

After the interview, if you consent to complete the focus group, you will be
invited to discuss the broad themes that are highlighted at the interview stage.
This will last between 60 and 90 minutes and will be held either over Skype or at
Cardiff University (dependant on the location of participants). Following the
focus group you will have the opportunity to ask any questions or discuss any
concerns that you may have.

What will happen to my information?
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After the interviews, spoken word will be typed up so that I can use the
information gathered in more detail. I aim to look at themes that may come from
the interviews to see whether people share any similar experiences and opinions,
or if people have different views on their subjective wellbeing. Similarly,
following the focus group, spoken word will be typed in order to determine
themes arising from this.

All audio recordings and typed transcripts will remain anonymous; your name or
details will not be linked to your interview record. All copies of the interview
and audio recordings will be kept in a secure storage facility such as a locked
filing cabinet for up to five years.

My supervisors will read anonymised sections of the interview record to support
me in the process of writing my report, which is part of my training. Any
sections of interview I quote within the report will be also be anonymised. A full
anonymised record of your interview will be included at the back of my report.

In the future, I hope to publish my research in an academic journal, and present
my findings at relevant conferences. Anonymised quotes will also be used in
these journals and presentations.

At the end of the research interview I will ask you if you would like a summary
of the findings once I have written up the research. You may also read my full
research report when it is completed.

What are the possible disadvantages and risks of taking part?

During the interview and if you choose to complete the focus group, you will be
asked about different domains that have an impact on your wellbeing. This may
be a difficult and emotional experience for you. If at any point during the
interview you feel you need to stop and take a break you will be able to. There
will also be an opportunity to talk at the end of the interview about the things we
have discussed, and I will be providing you with an information sheet about
people you can talk to afterwards if you wish to have further support.

Taking part in the research will not result in payment. No travel expenses will be
included as the research will take place in your work base.

What are the potential benefits of taking part?
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The information gathered at interviews will highlight specific areas of wellbeing
which will be used to develop a psychometric measure to assess the wellbeing of
Psychological Practitioners. This will be the first validated measure specifically
targeted at measuring the wellbeing of Psychological Practitioners.

The development of this tool will support in enhancing the available evidence
base surrounding the wellbeing of Psychological Practitioners. In the future this
may lead to specific intervention to support the profession, and may in turn
improve care for clients.

What will happen if I don’t want to carry on with the study?

If at any point during the study you wish to withdraw please contact me by
telephone, email or post. Even if you have completed the interview you can still
withdraw your information. I will ask you what you would like me to do with
the information you have provided by that point. If you would like me to destroy
the information at any stage, this is absolutely fine.

What if there is a problem?

If you have any concerns about any aspect of this research you can contact me or
my research supervisor Professor Reg Morris (both contact details are found
below).

Will my taking part in this study be kept confidential?

All of the information you provide to this study will be kept confidential. The
only time | cannot guarantee confidentiality is if I believe you are at risk of harm
to yourself or to someone else. In these instances I will have to break
confidentiality. However I will, where possible, talk to you about this first if
did need to break confidentiality.

Who is monitoring this study?

This study has been reviewed by an independent group of people who sit on a
Research Ethics Committee. This process is to protect your rights, safety and
dignity. This study was reviewed and approved by the South Wales Research
Ethics Committee on (05/12/2016) It is also being regularly monitored by my
supervisors to ensure quality, standards and above all safety is being maintained.
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THANK YOU FOR TAKING THE TIME TO READ THIS
INFORMATION!

Contact Details:

Cathy McLellan (Trainee Clinical Psychologist)
McLellanC@cardiff.ac.uk

Telephone number: 07716011674(Mon-Fri 9am-5pm)

Professor Reginald Morris (Clinical Psychologist)
Course Director and Project Supervisor, South Wales Doctoral Programme in
Clinical Psychology
reg.morris@wales.nhs.uk
Telephone number: 02920870582

This study as been reviewed by Cardiff University School of Psychology
Research Ethics Committee (reference EC.16.11.08.4753R)

If you have any concerns or complaints, please contact:

Email address: psychethics@cardiff.ac.uk

Address: School of Psychology Research Ethics Committee, Cardiff
University, Tower Building, 70 Park Place, Cardiff, CF10 3AT

The data controller is Cardiff University and the Data Protection Officer is
Matt Cooper CooperM1@cardiff.ac.uk . The lawful basis for the processing
of the data you provide is consent.
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Appendix G: Participant consent form

c‘ﬁ.}b GIG

CARDIFF
UNIVERSITY
PRIFYSGOL

(CFRDYP

CONSENT FORM

PARTICIPANT

Title of Project:

The development of a psychometric measure to assess the wellbeing of
psychological practitioners. Phase I: identifying the domains that influence
wellbeing.

Name of Researcher: Cathy McLellan

Please initial all boxes you agree with:

1. | confirm that | have read and understand the information sheet for

the above study. | have had the opportunity to consider the
information, ask questions and have had these answered

satisfactorily.

2. | understand that my participation is voluntary and that | am free to

withdraw at any time without giving any reason, without my medical

care or legal rights being affected.

3. | understand that participation will involve my interview being audio-
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recorded, with possible use of anonymised word for word quotation

in the research report.

4. | understand that my information will be stored securely in a filing
cabinet for up to five years, and the information | provide will be

anonymised for use in the study.

5. | agree to take part in the above study.

6. | agree to the researcher contacting me following the interview

to invite me to participate in a focus group.

Name of Participant Date Signature

(PLEASE PRINT)

Name of Person Taking Date Signature
Consent
(PLEASE PRINT)

Please sign and return this consent form in the addressed envolope
provided
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Appendix H: Demographic questionnaire

DEMOGRAPHIC QUESTIONNAIRE

We would like to know a little bit about you so that we can compare the experiences of
different types of staff. Please complete the following questionnaire.

1) Gender

0 Male
U Female
U Transgender

U Prefer not to say

2) Please state your ethnic background:

U Asian or Asian British (Bangladeshi / Indian / Pakistani / Any other Asian
Background)

O Black or Black British (African / Caribbean / Any other Black background)

Q0 Mixed (White & Asian / White & Black African / White & Black Caribbean /
Any other mixed background)

O White (British / Irish / Any other White background)
O Other Ethnic Group (Chinese / Any other ethnic group)

U I do not wish to disclose this

3) What is your religion?

U Atheism

U Buddhism
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Christianity
Hinduism
Islam
Jainism
Judaism

Sikhism

o O 0 0 0 O O

I do not wish to disclose this

4) How old are you?

18-24
25-34

35-44

55-64

a

a

a

O 45-54
a

O 65-74
a

75 or over

5) Do you currently have any long standing health conditions or disability?
(lasting at least 12 months)

O Yes

Q0 No

-----------------------------------------------------------------------------------------------------------

6) If you answer to question 5 was ‘YES’, has your employer made adequate
adjustments to enable you to carry out your work?
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O Yes
U No
U No adjustment required

0 N/A

7) Please state your current job title:

8) In which speciality do you mainly work?

O Adult

U Children and young people
Q Older people

U Physical health

U Forensic

U Learning disabilities

U Neuropsychology

U Academia

L Other (please SPECIfY) ..vinriniiii i e

9) How long have you been in your current post for?

O <5 years
Q 5-10 years
Q 11-20 years

O Over 20 years
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10) How many hours are you contracted to work per week?

U Full time hours (37.5)

O Part time (please specify contracted hours) ............cooooiiiiiiiiiiiiiiiiiinn

11) On average, how many additional hours do you work a week over and
above your contracted hours?

Q 0 hours
O Up to 5 hours
Q 6- 11 hours

a 11+ hours

12) What AfC banding best describes your wages?

8a

8b

o O 0 0 0 0O O
-

13) Who do you work for?

QO NHS
O Third Sector
U Social Enterprise

U Private Provider
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U Private Practice
O University

U Mixed (please say which with hours in each):

14) What is your main work area (tick all that apply) ?

U Prevention/ Public health
U IAPT/Primary Care

O Secondary Care

O 3" Sector/Social Enterprise
U Specialist/Tertiary Care

U Private Practice

15) Which of the following duties apply to your current role (tick all that
apply and estimate percentage of time in each):

O Clinical (%)

U Organisational consultancy (%)

U Managerial (%)

O Medical/Legal (%)

U Training (%)

Q Service Development (%)

Q Policy development ( %)
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U Academic/ Research ( %)

Thankyou for completing this questionnaire. Please send the
questionnaire back in the prepaid envelope provided.
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Appendix I: Debrief sheet

CARDIFF

UNIVERSITY
PRIFYSGOL

CARDYD

H School of Psychology
N S Ysgol Seicoleg

2 GG

0

The development of a psychometric measure to assess the wellbei;ig of
psychological practitioners.

Phase I: Identifying the domains that influence wellbeing.

Debriefing Information Sheet

Thank you very much for taking part in this study. The study aimed to explore the
wellbeing of people who work as Psychological Practitioners. I was interested in
identifying specific domains that may influence wellbeing, with the intention of
using this information to develop a psychometric measure of psychological
practitioner‘s wellbeing.

Studies have recognised that Psychological Practitioners report reduced
feelings of wellbeing and increased distress compared to other
occupational groups. There have been particular calls for more research in
the area of the wellbeing of psychological practitioners. This study aimed
to contribute to the development of a validated measure of the wellbeing of
psychological practitioners.

Further Support

Talking about your experiences of wellbeing may have been a difficult
conversation for you. This is understandable and you may feel vulnerable after
taking part in this interview. If you do feel upset here are some suggested sources

of support you may want to consider calling upon:

* Your friends and family may be able to provide you with immediate support.
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* Your GP is also a potential source of support if you feel upset about what has
been discussed for a longer than you feel comfortable with.

If you have any further questions in relation to this study please contact me on the
details below.

Contact details:

Name: Cathy McLellan

Email: McLellanC@cardiff.ac.uk

Telephone number: 07716011674 (Mon-Fri 9am-5pm)

Address: Doctorate in Clinical Psychology, 11th Floor, Tower Building,
School of Psychology, 70 Park Place, Cardiff, CF10 3AT

Contact details:

Name: Professor Reginald Morris

Email address: reg.morris@wales.nhs.uk

Telephone number: 02920870582

Address: Doctorate in Clinical Psychology, 11th Floor, Tower Building,
School of Psychology, 70 Park Place, Cardiff, CF10 3AT.

This study has been reviewed by Cardiff University School of Psychology
Research Ethics Committee (reference: EC.16.11.08.4753R)

The data controller is Cardiff University and the Data Protection Officer is
Matt Cooper CooperM1@cardiff.ac.uk . The lawful basis for the processing
of the data you provide is consent.

If you have any concerns or complaints, please contact:

Email address: psychethics@cardiff.ac.uk

Address: School of Psychology Research Ethics Committee, Cardiff
University, Tower Building, 70 Park Place, Cardiff, CF10 3AT

Thank you again for taking the time to participate in this study.
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Appendix J: Illustrative interview schedule

lllustrative Interview Schedule

Interview

The following illustrative interview schedule has been developed as a guide
for the interview process of phase 1. The questions are to be based around
themes pertinent to wellbeing as identified in the ‘Staff Wellbeing
Questionnaire’ developed by the BPS & the New Savoy Conference. Specific
open-ended questions will be developed prior to completing the interviews
and domain themes on which questions will be based have been highlighted
in this schedule.

Participants will be provided with an information sheet prior to meeting to
complete the interview (See participant information sheet phase 1)

Initial introductions
Information about the study:

This study aims to identify specific domains of the different factors that have
an impact on the subjective wellbeing of Psychological Practitioners.

The domains generated by this study will be used to develop a validated
psychometric scale to assess the wellbeing of psychological practitioners. It is
expected that this measure will support in developing the evidence base
surrounding the wellbeing of psychological practitioners.

The interview will take between 60 to 90 minutes. I will ask you questions based on
different domains relating to psychological wellbeing. You do not have to answer any
questions that you do not want to and you are free to withdraw from the interview at any
point. I will audio-record the interview so that the information can be written out after the
interview. Following the interview you will have the opportunity to ask any questions or
discuss any concerns that you may have about taking part in the research.

After the interview | may contact you again to invite you to invite you to
complete a focus group to generate feedback on the themes | find in the
interviews.

Additional Information to be provided before starting interview:

Are you happy to take part in the interview today?
Fill in and sign consent form (See consent form: Phase 1)
Do you have any questions before we start?

Background

-Briefly outline your job title and role?
- How long have you been in your current role?
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- Do you consider yourself to have any long-term difficulties that may impact
on your psychological wellbeing?

Broad question domains:

1.Experiences of psychological wellbeing
- What does psychological wellbeing mean to you?
- Description of psychological wellbeing to be provided

2.Personal Wellbeing

Could you tell me a little bit about your experiences of personal
wellbeing? This may be related to experiences both in and outside of the
workplace.

Sample probing questions:

Could you tell me a little bit about your experiences of emotional
wellbeing?

What do you consider to be positive functioning?

What do you find helpful to your self-esteem?

In what ways do you consider yourself to be resilient?

3.Social Wellbeing
Could you tell me a little bit about your experiences of social wellbeing?
This may be related to experiences both in and outside of the workplace.

Sample probing questions

What do you consider to be supportive relationships?

Who do you feel provides you with supportive relationships?

What do you feel that you get out of your relationships with others?

4. Wellbeing at work
How do you feel you experience wellbeing in the workplace?
What factors do you feel have an influence over your wellbeing in the
workplace?

Sample probing questions:

How would you describe the level of satisfaction you experience from your
work?

What kinds of emotional experiences do you have at work?

How would you describe your working conditions?

What is your experience of organisational pressures or demands?

What would you consider to be the most important factors contributing
to your wellbeing at work?

5.Synthesis of personal wellbeing, social wellbeing and wellbeing at
work
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-Do you feel that personal wellbeing, social wellbeing and wellbeing at
work relate to one another?

Endings

-Thank you very much for participating in this research.

- Do you have any questions or would you like to add anything else to your
responses?

-Check contact details

-Provide debrief sheet (See debrief sheet: Phase 1)
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Appendix K: The process of thematic analysis (Braun and Clarke, 2006)

Phase

Description of the process

1. Familiarising yourself with your data:

Transcribing data {if necessary), reading and re-
reading the data, noting down initial ideas.

2. Generating initial codes:

Coding interesting features of the data ina
systematic fashion across the entire data set,

coliating data relevant to each code,

3. Searching for themes:

Collating codes into potential themes, gathering all

data relevant te each potential theme.

4. Reviewing themes:

Checking in the themes work in relation to the coded
extracts (Level 1) and the entire data set (Level 2},
generating a thematic 'map” of the analysis.

5. Defining and naming themes:

Ongoing analysis to refine the specifics of each
theme, and the overall story the analysis tells;
generating clear definitions and names for each

theme.

6. Producing the report:

The final opportunity for analysis. Selection of wivid,
compelling extract examples, final analysis of
selected extracts, relating back of the analysis to the
research question and literature, producing a

scholarly report of the analysis.
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Step one: Familiarising yourself with the data

Data was transcribed, read and re-read. Notes on key messages were written
next to extracts to help with familiarisation.
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Step two: Generating Initial Codes: sample extract from coding table.

Data extracted from transcript was organised in to sentence by sentence coding. Focussed codes were then derived to create possible

themes.

Verbatim: Interview transcript extract

Initial coding- Sentence by
sentence.

Focussed coding

I: [ think that relates to something else you mentioned which
was the demands of the job? Could you tell me a bit about
that?

R: Yeah. Like I said, it just feels like it’s... it is demanding,

[inaudible 00:20:52] in the service, I'm meaning by that, that
the service I feel is just demanding of you personally and
that that can yeah, just be really exhausting. how that affects

me or...7
I: Yeah.
R: Yeah, I think it just... it feels like... I think how it has affected

me is that I've realised I had to kind of just look after myself
and that I couldn’t meet the demand, so I had to just kind of
draw a boundary for myself and for me, that was going part
time so that I didn’t have... a better work-life balance. So,
yeah, I think I learned that it’s just never going to end so I've
kind of had to develop ways to make that be okay for me
without it having an effect on me ‘cause I think that that’s
just the way that the system is, that it is just really

Services are demanding. Demands
effect you personally. It is
exhausting.

It has affected me. Have to look
after myself. Developed
boundaries to have work-life
balance. You can't meet all
demands. The system is just that
way. If you engage it leads to
burnout. Have to find your own
way to cope through boundaries.

Emotional impact of
demands

Balance
Acceptance
Boundaries
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demanding, and I think I realised that if I was to be part of
that, it would just burn me out. It does just seem to burn
people out, so yeah, I have to find my own way to cope with
that, just to create clearer boundaries for myself with my
work.

Okay, thank you. And when you say demands of the service,
is there anything in that about targets?

Yeah.
Okay.

Yeah, so we've got... we're just constantly reminded of
targets, you know, and it’s... you know, weekly updates and
you know, just constantly being asked to do more and do
more even though we were told that we're actually working
beyond the capacity of the service but then we'’re still
getting asked to do more, so that... you know, that just... to
me, it sounds like... a demand that can’t really be met, that
can’t... that will never be satisfied. So that’s [inaudible
00:23:11] you know, what it feels like. It's the kind of
service, the] targets to meet and yeah, we’ve been told that
that we're... you know, the financial kind of demands all the
time, that... but also, we can’t kind of do any more than what
we're doing so yeah, it just feels like you're getting squeezed
and squeezed and squeezed and told everything else to do,
and yeah... yeah, I don’t buy into that, [ don’t really think you
can kind of survive with buying into that kind of model of
just asking more and more and more but not really being
able to do that. Yeah, so it’s just... it feels impossible, I guess,
being in that.

Targets always there constantly.
Told to do more. Already doing too
much but asked to do more. The
demands can’t be met. You can
never satisfy the demands. Can’t
do any more. [ choose to separate
myself. It becomes impossible to
remain working in that way.

Targets

Unrealistic demands
Pressure
Hopelessness
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Step three: Corresponding codes were then collated together to form possible themes.
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Step four: Extract of thematic data extraction table.

The entire dataset was organised in to the themes derived from earlier coding stages and reviewed for consistency. This led to the

development of the thematic map (step 5).

Personal Support

‘Traumatised Systems’
The NHS context

Positive and Negative job
aspects

Inter-professional agents

Drive to improve staff
wellbeing

T'm very lucky to have someone
who is compassionate,
understanding you know, He’s
really psychologically minded, and
he just gets it. If I didn’t have that,
god, 1 don’t know- I'd struggle
massively.’

Um, there are people I can trust,
who actually I can talk to without
being judged, who will support me.
Sometimes they might have
information that’s useful, so I have
a lot of friends who work in
different specialist areas, which is
really useful. 1 sometimes think [
don’t want social, I just want
someone to listen and empathise

‘It’s about connecting and it’s
about understanding each other
and that person istening to you
and giving them attention and
their time, that makes you feel
important and like your problems
are worth listening to somehow’

I suppose the big thing is a sense

I think that that’s just the way that
the system is, that it is just really
demanding, and I think I realised
that if I was to be part of that, it
would just burn me out. It does just
seem to burn people out, so yeah, |
have to find my own way to cope
with that, just to create clearer
boundaries for myself with my
work.

For the LD team, the outcome
measures don’t actually.. they're
not relevant to what we are doing,
so we don'’t see any progress really
in the measures that we've been
told we have to do by NHS
England, so that’s scary... that’s a
huge impact on stress 1'd say.

It’s always lurking in the
background, it doesn’t really feel
like it goes away, but the culture
they’re trying to preserve is one of
psychology and patients first and 1
think that is really nice, that is
good to work in.

Control and autonomy

| think that it feels good to have a
sense of autonomy and choice and
that feels taken away if you’ve got
a very strict target about who you
need to see how and when you
need to see them

It helps when you can lay your
caseload out as you want it, you
wouldn’t put two trauma cases
beside each other, you’d give
yourself a little bit of a space. But
because everything is booked in on
our system for you by admin, you
have no control over that, so it’s
just done for you, so you might
have three interpreters in one day.
So um, a lot of decision makers take
that out of your hands as well, so
the control is taken away from you,
and it has a big impact on
emotions, | think. On morale, on
energy, and just all kind of feelings
of, | can’t give any more, you know.
Emotional exhaustion. And that’s

Yeah, | think it impacts my well-
being. | think my experience of
supervision are generally not
particularly positive. As a qualified
psychologist, it seems like it’'s more
of a... something that we have to
do rather than something that’s
kind of used in a positive and
productive way. I've always been
supervised by my manager which is
| think quite problematic. So it’s
often seen as not really a space for
me to.. or it’s just [inaudible
00:12:30] space to be able to
explore what’s going on and to
develop my kind of abilities or my
practice.  Yeah, so it's not
particularly use... I've not really
found it particularly useful aspect
of my work but | would like it to be.
| think it should be, and | think it
could be, but it’'s something that
I've experienced.

But | do feel that your clinical
supervisor should be someone you
can trust and you can say, look, I'm

I do think things like exactly the
thing you’re doing...having some
kind of measure of staff wellbeing
and for that to be used within
teams and then addressed so if I or
one of my colleagues wasn'’t
managing very well or something
in particular wasn’t going well for
that to be addressed in supervision
or something like that. I think we
do that informally already, I think
generally we do that but I think it
can be useful to actually have that
measure and to be able to
compare things over time

I think just having a different
mindset, you know like really
encouraging self-care and
encouraging sort of wellbeing and
making that something that’s
actually talked about...

What would need to happen for
change to be made is that it would
need to be proven that there would
be a financial benefit in it for
services, which I think there would
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of connection, a sense of belonging,
I think it depends on the
relationship so, for example, my
relationship with my partner is
obviously massively important to
me as someone who I think we
have a strong connection bond and
we rely on each other for lots of
things and for kind of emotional
support

When you have got people in the
team that are feeling equally
overloaded, stressed,
overwhelmed, I think it has, it can
have a huge impact. It has done on
me

P9: we have a reasonably good
sense of team identity and always
being marginalised so knowing
that I think they’re actually quite
supportive to each other and chat
about how’s your life, how was
your weekend, what you doing the
weekend so all that sort of stuff... |
think that’s just knowing each
other, support each other, being
interested in each other helps all of
our psychological wellbeing.

I think if there is a culture of
understanding within different
groups, and that there’s a culture
of supporting one another when
things get stressful, so that you feel
less alone, if time is made to share
lunch together in a communal
area, 1 think they can all be

[ think there’s such an emphasis
on contacts and meeting targets
that the staff emotional wellbeing
is just really, time isn’t allocated
for that.

Balancing workplace demands
because I think in a time of
austerity in the NHS, more and
more is being asked of people, with
fewer and fewer supports, and
although there’s room for
improvement, I think there’s only
so much you can ask of people. So |
think, demands being realistic.

Because it’s all targets and there’s
no space for reflection, and I think
other than targets, I think that can
translate into very stressed
clinicians and therefore less than
ideal on service delivery. So it
impacts on everyone really.

Just constantly being asked to do
more and do more even though we
were told that we’re actually
working beyond the capacity of
the service but then we're still
getting asked to do more, so that...
you know, that just... to me, it
sounds like... a demand that can’t
really be met, It just feels like
youre getting squeezed and
squeezed and squeezed.... [ don’t
think you can kind of survive
buying into that kind of model of
Jjust asking more and more and
more but not really being able to

where the burn-out comes from.
That lack of control over your
environment,

I think being able to have a say over
your workload to a certain extent
and being able to say no and have
that listened to, | think is quite
important so you can manage that
yourself really and have a say in
what you are doing or when it’s
getting too much, you can say no
P4: Being able to have some control
of where your career is going or
even how your time in work is
spentand having some say in your
role.. you feel that at east you are
doing something that is of interest
to you and that you find
stimulating.

I manage my own diary ad |
manage my own time. And so
today, | went in a bit late and | left
a bit late and that’s all ok and that
fits quite well for me. I'd find it
quite hard if | was kind of stuck to a
certain time limit each day, so
that’s.. | guess fitting work around
your life is important, having the
flexibility to do that.

I do have that ability to, to manage
my diary in a way that suits me, not
only the demands of the job, but
optimises my efficacy, because |
know if I'm doing too much of one

really  struggling with this
individual, or the way that was
handled made me feel really bad,
and they can help you think about
what can you do differently, and
also, what can they escalate for
kind of a top down approach, but if
that person is your performance
manager, then that becomes
exceptionally difficult, whereas they
might press you then on
performance issues which takes
away from your time to discuss
more emotional and social issues

I've had supervisors that have
been, you know, commissioners in
the past, I've had ex-nurses, um,
and they've been quite hard-lined,
um, it's been more case
management, any risk [inaudible
6[00:25:23]] great, you know,
that's it. Um, and that was awful
for me, um, because | felt like their
aims, um, in terms of giving
[inaudible [00:25:37] ] was really to
make sure that numbers - well, it
was about numbers being met and
targets being met. Um, so | didn't
feel a supportive space. | kept
feeling like um my questions
weren’t being answerd and that
ii’m not really learning much.

The types of environments that |
work in particularly as well have
quite traumatised systems quite a

be. You know, I think we would
probably look at reduced sickness
and increased productivity. I really
hope that they look into this.

Because I think the physical and
social ~ environment are  so
important to the personal and
professional well-being, [ think,
um, paying more attention to, to
the  physical,  the  physical
environment would make a huge
difference to well-being.

I think, yeah opportunities for kind
of more support networks where
people can talk and get together, |
know often one of the challenges
with that is time as well and
someone to organise that kind of
thing.

So I think there’d have to be a lot
more education of people who
commission services about the
limitations of what we do, and the
impact of, of this kind of work on
clinicians.

If there was more of a positive
psychology approach rather than,
wait till you're sick, then go off and
seek support, if there were staff
support groups, if there were
mindfulness groups that went on
regularly, if there was some drop-
in sessions that staff could access if
they’re feeling stressed, then I
think that would reduce burn-out,
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positive events.

‘1 think feeling understood and
feeling a part of things, that also
feels really important and 1 guess
in terms of social identity as well,
having just some really kind of
fixed friendship groups that I am
in including at work just really
helps that sense of who I am and
what I want and what we have in
common, that kind of almost in-
group feeling but without there
being an out-group’

I think if the team isn’t feeling
cohesive and supportive, that is
most likely to have an effect on me.
I think [ could cope with even
being horribly busy, with the
world’s worse patients in a
horrible environment if I had the
support of the people around me
but if not, even if the work itself
was nice but the people weren't
great, 1 would find that really
really difficult, I think that would
have a big impact on both my kind
of mental health but my physical
health as well so I think that is the
biggest one.

Your peers make a difference. If
they are managing, or if they come
and check I with you, just like, you
know, make a cup of teaq,
something like that, makes a
difference. It makes you feel like
people understand what you are

do that. Yeah, so it’s just... it feels
impossible, I guess being in that.”

Sometimes it can be absolutely
overwhelming and you can go
home feeling absolutely burnt out,
mentally exhausted if you try and
getitall done and it can lead to
people thinking ‘this just isn’t
fitting with my values’ and feel
‘what am I doing as a clinician?’
and I feel that it can also lead to
people wanting to cut off and just
it becoming so, so much that they
put their heads down and say ‘I
can’t do anymore’

I think people can know that
they’re trying very hard and still
not achieving goals, even though
they know they’re kind of
unobtainable goals. The fact that
you're constantly reminded, every
week, that you’re not achieving
goals can be very demoralising.
You feel very criticised. And that
can just take a toll on people’s self-
confidence and on their, um, on
their, their morale really. People
Jjust feel very low

I think when you're dealing with a
client, it can feel very frustrating
when you feel you need a bit more
to offer, and you’re not allowed to
do that, and clients will often
express their frustration and hold
you kind of personally responsible.
So ifyou, it can kind of feel like a

thing - whether it's too much admin
or too much client work, then, um,
the quality of my work will
naturally decline

Valued

A place that’s interesting in you as
an individual and in @ my
development and  not  just
interested in me professionally but
interested in me personally as well
and knowing that I'm okay and
doesn’t have ridiculous
expectations at the amount of work
that | will do

A sense of recognition, things like
office parties or Christmas parties
or things. Some sense that we do
something as valuable as other
sectors but we don’t get any perks
for it. It would be nice to have some
sense of validation | reckon

Feeling respected and listened to
and that what | do makes a
difference in the workplace. Having
my work recognised by people and
by management | guess, and
having positive feedback from
colleagues

Not being recognised, either the
work that you’re doing not being
regognised or the stresses that you
are  under not  recognised.

lot of the time so often my
managers are also quite highly
stressed so sometimes I’'ve gone for
supervision and it’s felt more like
me supervising them

Something about having
boundaries and shared group
supervision | guess, with people
who have a similar background to
you and similar levels of training,
that’s the key bit | think.

| think | struggled at times where
there might be people from
different  backgrounds;  mental
health practitioners who might
have a nursing background or they
might not have done much
additional  [inaudible  00:14:30]
training and so when | am stuck
and feeling like struggling with a
case and  somebody’s not
recovering, or not ready to you
know struggling. A young person
with an eating disorder, | feel like...I
feel like somehow I...somehow, | do
feel like | get some support from my
colleagues because they are lovely
people but the again | know that if
it’s colleagues that have got a
similar ~ training to me and
background, somehow...it, it
sounds awful but it means more,
something more helpful about their
supervision and their ideas they
might be suggesting

increase productivity and make
the workplace a more enjoyable
workplace.

I think what you’re doing is great.
I think it should, if it could be
measured and included in
reporting that would be really
useful rather than the only
statistic being leaving and I'm not
even sure if that’s collected
actually but it would be interesting
to see because they’re always
going on about they need to train
more therapists and why is that. |
think it would be nice, it would feel
very validating to have staff
wellbeing put on the agenda
properly and measured and be
something that organisations have
to account for
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experiencing. And you also see
them  experiencing something
similar, so you’re not on your own
with that.

tug-of-war between service needs
and client needs, that you're trying
to weasel an extra moment or two
for a client

Everybody is in a stressful
environment but you know, if that’s
kind of minimalized or normalised, |
think that can be really harmful.
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