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Thesis Summary
This thesis consists of three papers that explore the impact on staff of working with survivors
of trauma, and their preparedness to work with this client group. The first paper is a literature
review investigating levels of burnout in mental health staff working with trauma. 21 papers
were included in the review. These demonstrated that staff working exclusively with trauma
have higher levels of burnout, specifically exhaustion, when compared with other mental health
staff. The literature did not indicate that amount of secondary exposure to trauma is related to
burnout in staff working in general mental health services. The second paper presents findings
from a quantitative research study, exploring the relationship between training, knowledge and
perceived competence amongst mental health staff working with survivors of complex trauma.
This cross sectional survey indicated that clinicians had low levels of knowledge about
complex trauma and its treatment. However, there was a moderate relationship between
training and levels of knowledge. Both training and supervision were related to clinicians
perceiving themselves as more competent in working with this client group and these
relationships were fully mediated by clinicians’ perceptions of their knowledge. The third
paper integrates the findings from the literature review and empirical study and considers their
theoretical implications alongside recommendations for further research. The clinical
implications from the aforementioned papers are then considered, with recommendations that
services better equip staff to work with trauma to improve the quality of care provided by

services.
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Abstract

Background: Working with trauma can be an especially emotionally demanding form of work
within mental health services. Demands and workload have been linked with burnout, and this
is a recognised concern within mental health services. Aims: The current paper aims to
systematically review the literature on burnout in trauma therapists to establish the levels of
burnout in this staff group. In addition, the paper will review the literature that investigates the
relationship between secondary trauma exposure and burnout. Method: Three databases were
searched for papers that reported burnout in trauma therapists working with adults. Papers
were included if they reported the relationship between trauma exposure and burnout or if they
reported a measure of burnout in trauma specific therapists. Results: A total of 21 papers were
included in the review. These indicated that levels of burnout are higher in mental health
professionals working in trauma specific services but there was no clear relationship between
burnout and level of trauma exposure in general mental health professionals. Findings were
limited by methodological shortcomings in the included papers and a lack of consistency in the
measurement of burnout. Conclusions: Staff working in trauma specific services are at higher
risk of burnout than staff in general mental health services. However, the field would benefit
from further research into the specific variables within these services that influence staff risk

of burnout.

Keywords: trauma, therapist, burnout, systematic review.
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Introduction

Burnout is especially relevant for staff working in human service occupations and was
originally considered to be a consequence of working in environments within which
interpersonal relationships were integral to the role (Maslach & Jackson, 1981). Burnout, as
conceptualised by Maslach and Jackson (1981), encompasses three separate domains, the
primary element of which is exhaustion. This is proposed to result from depleted resources
leading to subsequent physical and emotional exhaustion. Burnout is also considered to have
an attitudinal component with the dimension of depersonalisation or cynicism relating to the
tendency for staff to distance themselves from the individuals they work with. In non-human
services, this factor of burnout is demonstrated by cynical attitudes towards work (Schaufeli &
Leiter, 1996). The third factor of burnout relates to individuals’ shifting attitude to themselves
and their abilities, becoming more negative. This has been labelled as reduced personal

accomplishment or reduced personal efficacy.

Burnout in Mental Health Services

Burnout is a concern for staff in mental health services, with recognised detrimental
effects on clinicians, services and service users (Morse, Salyers, Rolins, Monroe-DeVita &
Pfahlar, 2012). Within mental health services, studies in the UK have indicated high levels of
burnout as demonstrated by levels of emotional exhaustion measured using the Maslach

Burnout Inventory (MBI; Onyett, Pillinger & Muijen, 1997).

In general nursing and in mental health services, levels of burnout have been found to
correlate with lower patient satisfaction (Aiken et al., 2012; Garman, Corrigan & Morris, 2002)
and lower quality of care (Salyers et al., 2015). Burnout is also detrimental to services and has

been linked to lower job satisfaction (Prosser et al.,1997), absenteeism (Pines & Maslach,
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1978) and intention to leave the workplace (Acker, 2004). As well as employment related
concerns, there are also links between burnout and staff mental health, including higher levels
of depression, anxiety, sleep difficulties and substance misuse (Ahola et al., 2005; Rohland

2000).

Predictors of Burnout

Considerable research has been undertaken exploring the predictors of burnout, and
there is consistent evidence that environmental, individual and client factors play a part. High
caseloads and a lack of supportive environments are linked with higher staff burnout
(Hannigan, Edwards, Coyle, Fothergill & Burnard 2000; Hannigan, Edwards & Burnard,
2004), as well as a lack of appropriate training and poor management or leadership (Crawford,
Adedeji, Price & Rutter, 2010). Individual staff differences have also been linked to burnout,
with women reporting higher levels of emotional exhaustion (Purvanova & Muros, 2010) and
some professions appearing to be at a higher risk of burnout than others. For example,
psychiatrists have been found to be at higher risk of depersonalisation and emotional
exhaustion (Kumar, Fischer, Robinson, Hatcher & Bhagat, 2007) and social workers have been
found to be at higher risk of emotional exhaustion (Lloyd, King & Chenoweth, 2002; Onyett

etal., 1997).

Client factors, such as clients who are considered difficult to work with are found to
relate to higher levels of burnout (Hannigan et al., 2004), as have unrealistic expectations of
change (Melchior et al., 1996). Higher levels of emotional demands and higher levels of
emotional dissonance have been found to correlate with both higher emotional exhaustion and
depersonalisation (Bakker & Heuven 2006; Xanthopoulou, Bakker, Demerouti & Shaufeli,

2007). As a result, staff in mental health services may be at higher risk of burnout as a result
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of the emotional demands of the role (Awa, Plaumann & Walter, 2010; Zapf, Deifert,

Schmutte, Mertini & Holz, 2001).

Burnout and Trauma

Within mental health services, many clients will have experienced previous traumatic
events (Davidson & Smith 1990) and working with trauma may be a particularly emotionally
demanding task. Staff working with survivors of sexual violence have reported challenges
around the emotional distress associated with listening to traumatic accounts, as well as dealing
with their own negative emotions towards perpetrators (Schauben & Frazier, 1995). lliffe &
Steed (2000) interviewed clinicians working with survivors of domestic violence and found
that most clinicians reported experiencing visual imagery of the traumatic material they heard
leading to personal distress. Given this relationship between emotional demands and burnout,

staff burnout is a particular concern in this field.

Secondary Traumatic Stress

Within the trauma specific literature there has been increasing recognition of the impact
of working with trauma on staff. The terms secondary traumatic stress (STS), vicarious
traumatisation (VT) and compassion fatigue (CF) have been proposed to encapsulate the effects
of indirect exposure to trauma, such as when clinicians engage with service users recounting
traumatic events. Although often used interchangeably in the literature, there are differences in
theoretical conceptualisation of these constructs (Newell & MacNeil 2010). STS originally
referred to the presence of symptoms in clinicians similar to those of Post Traumatic Stress
Disorder following indirect exposure to trauma (Salston & Figley 2003). In contrast, VT refers
to the cognitive and schematic changes in clinicians following secondary exposure to trauma

(McCann & Pearlman 1990). Burnout is explicitly recognised as one of the potential
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consequences of working with trauma within the proposed definition of CF (Figley 1995), and
the construct of compassion fatigue includes elements of both STS and burnout. However,
burnout as conceptualised from the CF literature, and measured from this perspective, focuses
more on depersonalisation aspects rather than the exhaustion dimension of burnout (Maslach,

Leiter & Schaufeli 2008).

Although there are differences in the theoretical constructs of STS, VT, CF and burnout,
these have been considered to be partially overlapping (Jenkins & Baird 2002) and Voss
Horrell, Holohan, Didion and Vance (2011) have suggested that these may represent a
homogenous group of responses to secondary trauma exposure. A meta-analysis of studies has
concluded that as much as 48% of the variance between the constructs is shared (Ceislak et al.,
2014). Furthermore, research into these constructs has found that STS and VT correlate less
highly with each other than with burnout. Therefore, it has been suggested that measures of
STS and VT may be tapping into a broader construct of burnout rather than more trauma related

symptomology (Devilly, Wright & Varker, 2009).

Previous Reviews

Given the potential for burnout in clinicians working with trauma indicated by the
literature, this is an important area of further study. A number of previous reviews have been
published exploring the impact of working with survivors of trauma. However, many of these
are narrative rather than systematic reviews of the literature (Arvay, 2001; Canfield, 2005;
Hesse, 2002). Although more rigorous systematic reviews have been undertaken, these
frequently do not focus specifically on burnout, rather looking at the wider conceptualisation
of secondary traumatic stress (Baum, Rahav & Sharon, 2014; Bride, 2004; Hensel, Ruiz,
Finney & Dewa, 2015). A recent meta-analysis, which investigated the relationship between

STS and burnout in staff working with trauma survivors, went some way to address these issues
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(Ceislak et al., 2014). The review found a significant relationship between these constructs;
however, it did not differentiate between staff working therapeutically with trauma and staff
exposed to trauma survivors in a medical context. In addition, studies were included based on
reports of working with trauma rather than including rigorous criteria regarding what defines
a trauma therapist. Whilst this was appropriate for the aims of their review, it does not allow
for estimates to be made of the levels of burnout in therapeutic staff working specifically with

trauma.

Aims

This review aims to address these gaps by exploring the levels of burnout in mental
health professionals working specifically with trauma. In addition, the review will explore the
relationship between secondary exposure to trauma and burnout. This will be done in two ways:
firstly by comparing the levels of burnout in staff working specifically with trauma when
compared non-trauma specific staff groups; secondly, the review will report the relationship
between levels of indirect trauma exposure and burnout in non trauma specific staff. This will
include burnout conceptualised as an exhaustion based phenomenon resulting from work

stressors, and when considered as a response to secondary exposure to trauma.

Method

Search Strategy

A systematic literature search of PsycInfo, PILOTS and CINAHL was carried out for
peer-reviewed articles published on or before 31% January 2016. The following search terms
were used: (“compassion fatigue” OR burnout) AND trauma*) which identified a total of 583
articles. A manual search of reference lists of relevant reviews and articles resulted in the

identification of an additional 14 studies.
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Inclusion and Exclusion Criteria

The titles and abstracts of identified articles were screened for inclusion according to
the following criteria. (1) Studies were published in English (2) Participants were mental health
professionals working primarily with adults who had experienced trauma. (3) A measure of
burnout was included in the study. Where burnout was reported to have been measured but was
not reported, the original authors were contacted to request this information. (4) If multiple
studies reported the same data, only one paper was included. In these instances, the article that
provided the most complete data set relating to trauma work and burnout was included for
further analysis. (5) Studies that focused on staff engaged in brief trauma interventions, such
as crisis response work, were excluded. As burnout is hypothesised to be a response to
prolonged stressors in the workplace (Maslach, 2003), staff who worked only briefly in this
environment may not be impacted to the same extent as those engaged in more long term work

with trauma survivors.

Defining Trauma Work

Given that most mental health professionals, if not all, can expect to come into contact
with clients who have experienced trauma, work with trauma clients alone was not sufficient
to warrant inclusion in the current review. Studies that focused on clinicians working
specifically with traumatised clients were included as were studies that reported relationships
between indirect trauma exposure and burnout. Studies focusing on clients who had
experienced bereavement or serious illness were not included as these were viewed as severe

stressors rather than trauma.

Included Studies
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Following screening, a total of 89 papers were identified. The full text articles were
then examined according to the above criteria resulting in 21 articles being included in the final
review. This consisted of 12 papers focusing on therapists working primarily with trauma and
an additional 9 papers that reported relationships between trauma exposure and burnout. Figure
1. outlines the search process and reasons for exclusion in more detail using PRISMA reporting

standards (Moher, liberati, Tetzlaff & Altman, 2009).

<Insert Figure 1>

Outcome Measures

Burnout was assessed using a range of outcome measures. The primary measure used
was the Maslach Burnout Inventory (MBI), which conceptualises burnout as a response to job
related strains leading to exhaustion, depersonalisation or cynicism, and reduced sense of self-
efficacy (Maslach et al., 2008). There are a number of versions of this scale available, including
translations into numerous languages and versions aimed at specific staff groups. The included
studies used the MBI Human Services Survey (MBI-HSS; Maslach & Jackson, 1981), MBI
General Survey (MBI-GS, Maslach, Jackson & Leiter, 1996) and the Dutch and German
versions of the MBI HSS (MBI-NL and MBI-D; Bussing & Perrar, 1992; Schaufeli & Van
Dierendonck, 1995). The different versions of the MBI have all been found to have good
internal consistency, with Cronbach’s o values ranging from 0.71 to 0.90 (Bussing & Perrar

1992; Maslach et al., 1996; Schaufeli & Van Dierendonck, 1995).

The remaining measures that conceptualised burnout as stemming from work related
stress, were the Copenhagen Burnout Inventory (CBI; Kristensen, Borritz, Villasden &
Christensen, 2005) and the Pines Burnout Measure (Pines, Aronson & Kafry, 1981). These

focused on the single factor of exhaustion. The Oldenberg Burnout Inventory (OLBI;
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Demerouti & Bakker, 2008) includes the factors of exhaustion and disengagement. These have

all been found to have good internal reliability with Cronbach’s a values of between 0.81 and

0.92 (Halbesleben & Demerouti, 2005; Kristensen et al., 2005; Pines et al., 1981).

The Compassion Fatigue Self-Test (CFST) is a measure of compassion fatigue (Figley,
1995). This measure has been revised and renamed on a number of occasions including the
addition of a compassion satisfaction subscale (The Compassion Satisfaction/Fatigue Test
(CSF; Stamm 2002) and the Professional Quality of Life Scale (ProQOL; Stamm 2005). These
measures all include a burnout subscale and conceptualise burnout as a consequence of
secondary exposure to trauma with less of a focus on exhaustion, and more emphasis on
changes in an individual’s emotional and cognitive appraisals. Again, these scales have been
found to have good internal consistency with Cronbach’s o ranging from 0.73 to 0.90 (Figley

& Stamm, 1996; Stamm, 2002; Stamm 2005).

Quality Assessment

A measure of study quality was developed specifically for the current review given the
lack of measures available for quality assessment of cross sectional studies (Appendix A). This
was designed by combining and adapting items from pre-existing scales, including the scale
developed by Downs and Black (1998) and the Joanna Brigs Institute Prevalence Critical
Appraisal Tool (Munn, Moola, Ritano & Lisy, 2014). All studies were rated by two raters.

When discrepancies existed, the rating was agreed through discussion.

Results

Description of Studies
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All of the studies were cross sectional with the exception of Shoji et al., (2015) and
Collins & Long (2003) who employed a longitudinal design. Where reported, the percentage
of female respondents was higher across the studies as would be expected given the higher
percentage of females typically found working in mental health services. Studies included a
range of professional groups, and 14 studies used samples of mixed staff groups, including
social workers, nurses, psychiatrists, counsellors, occupational therapists and psychologists.
Two studies included a small percentage of non-clinical staff in the samples (<30%; Collins &
Long 2003; Kjellenberg, Nilsson, Daukantaite & Cardena, 2014). Studies were also carried out
in multiple countries, including Israel (n=1), Canada (n=3), Australia (n=4), Europe (n=6) and

USA (n=7).

Response rates ranged from 27% to 70%, however, most of the studies had a response
rate of less than 50%. In three of the studies the response rate was based on an estimate (Devilly
et al., 2009; Garcia et al., 2015; Kjellenberg et al., 2014) and four studies failed to report a
response rate (Baird & Jenkins, 2003; Ben-Porat & ltzhaky, 2011; Collins & Long, 2003;

Sodeke-Gregson, Holttum & Billings, 2013)

The general characteristics of the 12 studies that reported burnout in clinicians working

solely with trauma are reported in Table 1.

<|Insert Table 1>

Levels of Burnout in Trauma Therapists

A range of burnout measures were reported although most studies used versions of the
MBI and reported the three separate subscales scores. Baird & Jenkins (2003) also reported the
total MBI score. This is not considered to be a valid measure of burnout (Maslach et al., 2008)

and this data was not included for further analysis in this review. The remaining studies



WORKING WITH TRAUMA 21

reported a single factor of burnout. The was no information available on cut off or normative
scores for the Pines Burnout Measure used by Ben-Porat and ltzhaky (2011) due to
idiosyncrasies in this scoring of this measure. As such, the following results relate to levels of

burnout in the remaining 11 studies.

Findings were mixed with regard to overall levels of burnout. Levels of emotional
exhaustion across the studies using the MBI measure tended to be highest with all studies
reporting this as high or average. In contrast, scores on the personal accomplishment and
depersonalisation subscales on the MBI tended to be varied, with high, average and low levels
reported across the studies. For CF measures of burnout, these demonstrated low levels of

burnout with the exception of Kjellenberg et al. (2014).

Trauma context varied across the studies, including war and torture survivors (n=4),
sexual violence and domestic violence survivors (n=4), veterans’ services (n=1) and non-
specific services (n=3). The mean levels of burnout varied across these groups with staff
working with survivors of torture reporting the highest levels of burnout and staff working with
survivors of sexual and domestic violence reporting the widest variation in burnout scores, with

a number of these falling in the low range.

The mean level of burnout in therapists, along with norms drawn from relevant
comparison samples, is summarised in Table 2. Studies are grouped according to the measure
of burnout reported. Where sufficient data was available, t-tests have been carried out to test

for significant differences between the samples.

<|Insert Table 2>

Emotional Exhaustion



WORKING WITH TRAUMA 22

Emotional exhaustion was higher in staff working specifically with trauma for all
studies except Baird and Jenkins (2003). Four studies reported this difference to be statistically
significant (Deighton, Gurris & Traue, 2007; Johnson & Hunter, 1997; Kadambi & Truscott,
2004; Smith, Kleijn, Trijsburg & Hutschemaekers, 2007), in two studies this difference was
not significant (Baird & Jenkins, 2003; McLean, Wade & Encel, 2003), and in one study it was

not possible to test for statistical significance (Garcia et al., 2015).

Depersonalisation and Cynicism

The comparisons between burnout in trauma specific and non-trauma specific staff
groups were less clear for the dimension of depersonalisation. Depersonalisation was found to
be significantly lower in one study (Baird & Jenkins, 2003) but was significantly higher in one
(Deighton et al., 2007). In the remaining four studies that tested for significance, there was no
significant difference (Johnson & Hunter, 1997; Kadambi & Truscott, 2004; McLean et al.,
2003; Smith et al., 2007). This suggests that there are no clear differences in this construct

between staff in trauma specific services and general services.

Personal Accomplishment

Lower scores of personal accomplishment relate to higher levels of burnout (Maslach
et al., 1996). In the included studies, personal accomplishment was significantly higher in
trauma specific staff groups in four studies (Baird & Jenkins, 2003; Deighton et al., 2007,
Kadambi & Truscott 2004; Smith et al., 2007). In one study there was no significant difference
(Johnson & Hunter, 1997) and in one study this was significantly lower (McLean et al., 2003).
This indicates that although staff may have high levels of exhaustion, they have not become

cynical and perceive a sense of accomplishment in their work.

Single Factor of Burnout
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For the five studies that measured burnout as a single factor, data from comparison
samples was available for four of these (Birck, 2001; Buchanan, Anderson, Uhlemann &
Horwitz, 2006; Collins & Long, 2003; Kjellenberg et al., 2014). Of these, one study found that
there was no significant difference in levels of burnout for trauma specific staff compared with
a sample of human services staff (Kjellenberg et al., 2014). However, the remaining three
studies found that burnout was significantly higher in trauma specific staff than a sample of

mental health staff (Birck, 2001; Buchanan et al., 2006; Collins & Long, 2003).

Burnout and Indirect Exposure to Trauma

A general description of studies which did not include a trauma specific population but
which reported the relationship between staff burnout and levels of exposure to trauma are

reported in Table 3.

<Insert Table 3>

Nine relevant studies were identified. These reported burnout in therapists who were
not working exclusively with trauma clients. In these studies, indirect exposure to trauma was
measured in a variety of ways. Frequency of indirect exposure was measured using a Likert
type scale (Shoji et al., 2015), using the number or percentage of trauma clients on a caseload
(Adams, Boscarino & Figley, 2006; Craig & Sprang 2010; Devilly et al., 2009; Schauben &
Frazier 1995; Sodeke-Gregson et al., 2013) or the number of hours per week working with
clients who have experienced trauma (Arvay & Uhlmann, 1996; Robinson, Clements & Land,
2003). One study also assessed the relationship between the severity of client trauma and

burnout in staff (Hardiman & Simmonds 2013).

There was no significant relationship found between the frequency of indirect trauma

exposure and burnout in four of the eight studies which assessed this (Adams et al., 2006,
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Devilly et al., 2009; Schauben & Frazier, 1995; Sodeke-Gregson et al., 2013). Two studies
found a significant positive relationship between frequency of trauma exposure and burnout as
measured by percentage of clients with a diagnosis of Post Traumatic Stress Disorder (PTSD;
Craig & Sprang, 2010) and number of clients with a history of trauma (Arvay & Uhlmann,
1996). A further study found a significant positive relationship between the number of hours
per week spent working with clients with a trauma history (Robinson et al., 2003) and one
study found a significant negative correlation between exposure and both emotional exhaustion
and depersonalisation (Shoji et al., 2015). Emotional exhaustion was also found to be
significantly negatively correlated with the severity of clients’ trauma, as measured on a nine

point Likert scale (1 low to 9 high; Hardiman & Simmonds 2013).

Study quality

The quality rating of the studies is outlined in full in Appendix B. Studies generally
tended to be of medium quality, with low response rates and self selected samples. Inclusion
and exclusion criteria for studies frequently did not report the type or degree of trauma work
in detail in the trauma specific studies. In addition, few studies reported a power analysis to

determine an appropriate sample size to detect significant effects.

Discussion

The current review aimed to explore levels of burnout in staff working with trauma and
to investigate if there is a link between the level of secondary exposure to trauma and burnout.
The findings of the review demonstrate mixed findings with levels of burnout varying between
studies. When compared to normative levels of burnout in mental health staff, burnout in
clinicians working specifically with trauma appears to be higher. This indicates that there may

be something specific to working with trauma that results in higher levels of burnout,



WORKING WITH TRAUMA 25

particularly exhaustion. Given previous findings that working specifically with trauma may be
an especially emotionally demanding element of working in mental health services (lliffe &
Steed, 2000), this may account for the higher levels found than in generic mental health

services.

Studies that investigated the relationship between levels of secondary exposure and
burnout were reported separately in the current study in an attempt to explore this relationship
in more detail. These demonstrated that there was no clear relationship between the level of
trauma exposure and burnout in clinicians in generic mental health services. Although three
studies indicated positive relationships between trauma exposure and burnout, and only one
study indicated a negative relationship, these results need to be interpreted cautiously given
that three of these studies used measures of trauma exposure that were not independent of their
overall workload. Therefore, the number of hours worked with trauma per week as a measure
of exposure would likely be related to the overall workload of a clinician, which is known to
correlate with burnout (Lasalvia et al., 2009). As such, it is not possible to disentangle the
effects of workload and trauma work within studies that used this measurement of indirect

exposure.

Limitations

The studies in the review suffer from a number of methodological shortcomings that
should be taken into account when considering the findings of this review. The majority of
studies were exploratory in nature and due to low response rates it is not clear if the study
samples were representative of the population. In particular this may be a concern in research
into burnout, as it is possible that clinicians who are burntout are less likely to engage in
additional activities such as participation in research, meaning that included samples may be

more likely to represent those staff who have lower levels of burnout. Previous research has
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indicated that one of the main reasons for non responses is due to busy work demands (Johnson

& Hunter 1997; Prosser et al., 1997).

There are a number of confounding factors that are likely to have impacted on the
findings. Organisational environment and demands are known to be significant predictors of
burnout in staff (Lasalvia et al., 2009). The studies in the current review varied in their aims
and hence in the measurement of these confounding factors. As such, factors such as the overall
workload of clinicians, levels of support within the organisation, staff gender and professional
role have not been accounted for in the current review. However, it is likely that these factors

will have had an impact on burnout in the clinicians in the included studies.

There are likely to be individual differences in the approaches which clinicians take to
working with trauma. Trauma is known to be linked to a wide range of mental health difficulties
(Turner & Lloyd, 1995), and a history of trauma does not necessarily indicate that staff are
working directly with traumatic memories. Therefore, the therapeutic approach of staff and the
presenting difficulties of clients may impact on the levels of clinicians’ exposure to trauma,
and hence the emotional demands placed on clinicians due to the client’s trauma. Nevertheless,
the comparisons between staff engaged in trauma specific work and staff in general mental
health services gives an indication that there is something specific to working with trauma
which places staff at higher risk of burnout. In addition, there appear to be higher levels of
personal accomplishment in staff working specially with trauma. Given that this is one aspect
of burnout, it may be somewhat protective in mediating the impact of emotionally taxing

therapeutic work with these clients.

A number of studies were unclear in their definition of what constitutes a trauma
therapist. Inclusion criteria were more stringent in the current review than in previous reviews

which have explored burnout in trauma therapists (e.g. Ceislak et al., 2014), by excluding



WORKING WITH TRAUMA 27

studies which did not explicitly state clinicians worked in a trauma specific service or worked
primarily with trauma. Whilst this is a strength of the current study, it means that a number of
studies were excluded where the trauma population was not described in sufficient detail to

warrant inclusion in the current study.

The range of measures and differences in the theoretical constructs of burnout also add
to the limitations of the current review. Differences in measures, and the possibility that they
are measuring different constructs may confuse the findings somewhat. This may be especially
the case, given that CF conceptualisation of burnout has been suggested to link more closely
with levels of depersonalisation rather than exhaustion. Given that measures of
depersonalisation within studies resulted in varied findings, this may account for some of the
differences between the lower levels of burnout when measured by the CFST than when

measured by the MBI.

Implications

Services that provide care for traumatised populations should be aware of the increased
risk of burnout in their staff. There are a number of organisational factors that are known to
reduce the risk of burnout such as participation in training, supervision, an appropriate
workload and a supportive work environment. These factors need to be explored in relation to
trauma specific work to protect the workforce and contribute to clinically effective and safe
working in mental health services. It is of particular importance that these factors are given
consideration to provide staff with the necessary support to work with these clients given the

significant emotional demands integral to trauma specific work.
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Table 1

Summary of Studies Examining Burnout in Staff Working with Trauma

Study (first Sample Response  Trauma setting Burnout Quality  Levels of burnout based on
author, year) rate measure rating mean scores!
(%)
Baird (2003) 101 paid and volunteer Not Sexual assault and MBI HSS 56 Paid staff subsample (n=63)
counsellors reported domestic violence centres EE - average
96% female USA DP - low
PA - low
Ben-Porat 143 social workers 70% Working with victims of Pines burnout 67 No cut off reported.
(2011) 84.6% female domestic violence scale
Israel
Birck (2001) 25 staff (14 therapists) Not Treatment centre for CSF Burnout 56 Therapist subsample (n=14)
60% female reported torture victims Subscale Low risk
Germany
Buchanan 280 mental health 34% Identified as trauma CFST Burnout 56 Low risk
(2006) professionals. therapists subscale
83% Female One third of sample
working solely with
trauma.
Canada
Collins (2003) 13 health care workers in a Not Trauma and recovery team  CSF Burnout 33 Low risk
trauma and recovery team reported Ireland subscale
(84.6% working therapeutically
with clients)
Participant gender not reported
Deighton (2007) 100 therapists 55.4% Treatment centres for MBI -D (HSS 56 EE - high
65% female torture victims version) DP — high
Germany, Austria and PA — low
Switzerland
Garcia (2015) 137 mental health professionals Estimated ~ PTSD clinical team for MBI-GS 67 EX - average
67% female response veterans CY - high
rate 20.4% USA PE - average
Johnson (1997) 41 counsellors 36.6% Sexual assault counsellors ~ MBI HSS 44 EE — high

100% female Australia DP — high
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Kadambi (2004)

Kjellenberg
(2014)

McLean (2003)

Smith (2007)

86 mental health professionals
84.3 % female

69 staff (71% therapists)
75% female

116 therapists
73 % female

63 mental health professionals
(43 therapists, 20 social
workers)

60% female

39.2%

Estimated
response
rate 50%

61%

55.4%

Sexual violence centres
Canada

Trauma treatment centres
for war and torture
survivors

Sweden

Therapists identified as
working primarily with
traumatised clients
Australia

Treatment centre for
victims of violence, war
and persecution
Netherlands

MBI HSS 78
ProQOL 67
Swedish
Translation

MBI -HSS 56

MBI NL (HSS 44
version)

PA — average
EE — high
DP — low
PA — low
High risk

EE - average
DP - average
PA - high

EE - high
DP - average
PA - average

38

Note: MBI subscales are denoted by the following: EE = Emotional exhaustion; DP = depersonalisation; PA = personal accomplishment; EX = exhaustion; CY = cynicism; PE

= Personal efficacy.
MBI HSS cut offs (Maslach, Jackson & Leiter,1996): EE High>20, Average 14-20, Low <14; DP High >7, Average 5-7, low <5; PA High<29, Average 28-33, Low>33.

MBI NL cut offs (Shaufeli & Van Dierendonck, 1995): EE High >20, Average 13-20, Low <13; DP High >8, Average 5-8, Low <5; PA High <28, Average 29-32, Low >32
MBI GS cut offs (Maslach, Jackson & Leiter, 1996): EX High >15, Average 11-15, Low <11; CY High >10, Average 6-10, Low <6; PE High <25, Average 24-30, Low >30

CFST and CSF Burnout subscale cut offs (Figley & Stamm, 1996): Extremely high risk >75, High risk 51-75, Moderate risk 37-50, Low risk <37

ProQOLIII (Stamm, 2005): High >22, Moderate 18-22, Low <18
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Table 2
Mean Burnout Scores from Included Studies and Comparison Samples
Study Sample Measure n Burnout Scores
Mean (standard deviation)
McLean (2003)  Trauma sample MBI HSS 116 EE 18.7 DP 5.3 PA 10.6
(16.5)™ (4.9)™ (5.9)***
Johnson (1997)  Trauma sample MBI HSS 41 EE 24 DP 5.6 PA 32.3
(10.2)***  (4.4)™ (5.2)™
Baird (2003) Trauma sample MBI HSS 101 EE 16.7 DP 3.7 PA 40.6
(9'7)ns (4l4)~k~k~k (59)***
Kadambi Trauma sample MBI HSS 86 EE 21.42 DP4.96 40.90
(2004) (13.61)*** (3.88)™ (4.38)***
Maslach (1996) Comparison sample of MBI HSS 730 EE 16.89 DP5.72  PA30.87
mental health staff (8.9) (4.62) (6.37)
Smith (2007) Trauma sample MBI-NL 63 EE 20.0 DP 7.2 PA 33.7
(7.7)* (4.6)™ (4.4)***
Schaufeli Comparison sample of  MBI-NL 3892 EE 17.86 DP 7.55 PA 30.95
(1995) human service (8.50) (4.29) (5.72)
professionals
Deighton Trauma sample MBI-D 100 EE 3.42 DP 25 PA 4.55
(2007) (0.92)***  (0.76)**  (0.43)*
Maslach (1986) Comparison sample of  MBI-HSS 1025 EE 2.71 DP 1.57 PA 4.23
human service (1.30) (1.17) (1.04)
professionals
Garcia (2015)  Trauma sample MBI GS 137 EX 298 CY226' PEA4.85!
Leiter (1996) Comparison sample of MBI GS 415 EX 2.54 Cy 1.88 PE 4.29
mental health staff (1.53) (1.44) (1.01)
Kjellenberg Trauma sample ProQOL 69 23.51 (4.52)™
(2014) Swedish
Version
Stamm (2005) Comparison sample of  ProQOL 463 22.0 (6.8)
human service
professionals
Collins (2003) Trauma therapists CSF 13 29.62 (9.32)***
Buchanan Trauma therapists CFST 280 32.9 (9.2)***
(2006)
Birck (2001) Trauma sample CSF 14 35.63 (8.24)***
Stamm (1998) Comparison sample of CSF 400 23 (6.90)
mental health staff
Ben-Porat Trauma sample Pines 143 2.37(0.48)
(2011) Burnout
Measure
1 Mean item scores calculated from mean total subscale scores
*p<0.5
**p<0.01
***n<0,001

ns = not significant
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Table 3

Summary of studies reporting relationship between trauma work and burnout

40

Study (First Sample Setting Exposure to trauma clients Burnout Quality  Relationship between burnout and
author and measure rating trauma work
year) (%)
Adams (2006) 236 social workers Mailing list from social work 19.1 % participants had traumatised CFS-R 67 Relationship between job burnout and
80% female national organisation. clients making up over 20% of their 9/11 counselling involvement r=0.106 "™
Response rate 46% USA caseload.
Burnout and percentage of survivors of
18.2% were considered to have high violence on caseload r =0.034 "™
involvement in counselling victims of
the 9/11 attacks.
Arvay (1996) 161 mental health  Working in the field of trauma  Mean percentage of clients with MBI 67 Relationship between number of trauma
professional Canada trauma = 61% HSS cases per week and EE r =0.23 **
80% female
Response rate 64%
Craig (2010) 532 clinical psychologists Recruited from social work 98% sample had clients experiencing ProQOL 78 Significant relationship between
and clinical social workers  register and APA clinicians PTSD on caseload, average 28% Il percentage of clients with PTSD and
65% female identified as having expertise caseload PTSD burnout. As part of hierarchical
Response rate 27.1% in trauma treatment or regression, accounted for beta 0.15 ***
specialist in trauma treatment
USA
Devilly (2009) 152 mental health  Specific work setting varied Average trauma patient caseload CBI 78 Trauma patient caseload was not
professionals and details not reported. 37.54 (32.31) significantly related to burnout when
71% female Australia controlling for work stress, hours
Estimated response rate Hours per week trauma patients 5.59 worked and history of personal trauma.
32% (6.05)
Hardiman 89 counsellors and Recruited from general 91% report working with severely MBI 44 Relationship between EE and severity of
(2013) psychotherapists database traumatised clients HSS clients trauma r =-0.22*
79.8% female Australia
Response rate 32% Hours per week with trauma clients
5.97 (5.74)
Robinson 295 psychiatric nurses Working  within  specified 44% sample reported working with MBI 56 Based on sample currently involved in
(2003) 79% female region in USA. trauma HSS trauma work: n=91.

Response rate 29%

Mean hours per week working with
trauma = 10.

There was a significant relationship
between hours of trauma work and EE.
Details not reported.
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Schauben 148  psychologists and Female psychologists and Percentage of clients with a history MBI 67 No significant relationship between
(1995) counsellors sexual violence counsellors of sexual violence HSS percentage of survivors on caseload and
100% female USA burnout r=0.05"
Response rate 42% Psychologists mean = 44.53 (28.57)
Violence counsellors mean = 93.76
(10.90)
Shoji (2015) 294 behavioural healthcare  Working with military All clinicians indirectly exposed to OLBI 67 Trauma frequency and Emotional
providers personnel trauma through clients exhaustion r=-0.19 *
66.3% female USA Trauma frequency and
Response rate 45.9% Mean frequency of exposure 6.16 Depersonalisation r=-0.31***
(1.12) based on a likert scale (1 never,
7 everyday).
Sodeke- 253 therapists Working in mental health All engaged in trauma work ProQOL 67 Number of trauma focused clients on
Gregson 79.9% female services V5 caseload not significantly related
(2013) Response rate not reported UK burnout burnout r=-0.027™
subscale
*p<0.5
**p<0.01
***n<0.001

ns = not significant
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Appendix A

Quality Rating Scale

Criteria Yes | No | CD/NA!

1. Was the research question, aims, or objectives clearly
described?

2. Were the characteristics of the study population clearly
specified and defined? Were inclusion and exclusion criteria
explicitly stated?

3. Were participants representative of the population from which
they were recruited? Response and attrition rates should be
reported.

4. Was a sample size justification for adequate power provided?

5. Was there a sufficient time period to reasonably expect an
association between the independent variable(s) and dependent
variables(s) if it existed?

6. Were the outcome measures clearly defined, valid and
reliable?

7. Are the main findings of the study clearly reported, including
reporting of p vales, confidence intervals and effect sizes where
appropriate?

8. Were important confounding variables measured and
controlled for?

9. Were the statistical analyses used to assess the main outcomes
appropriate?

1CD = cannot determine; NA = not applicable
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Quality Rating of Studies

Appendix B

Quality assessment questions

Study (First author and Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Total
year) (%)
Adams (2006) Y Y CD N Y Y Y Y Y 78
Arvay (1996) Y Y CD N CD Y Y Y Y 67
Baird (2003) Y CD CD N Y Y N Y Y 56
Ben-Porat (2011) Y CD CD N Y Y Y Y Y 67
Birck (2001) Y CD CD N Y Y Y N Y 56
Buchanan (2006) Y N CD N Y Y Y N Y 56
Collins (2003) N N CD N Y Y N N N 22
Craig (2010) Y N CD Y Y Y Y Y Y 78
Deighton (2007) Y CD CD N Y Y Y N Y 56
Devilly (2009) Y CD N Y Y Y Y Y Y 78
Garcia (2015) N Y CD N Y Y Y Y Y 67
Hardiman (2013) Y CD CD N Y N Y N Y 44
Johnson (1997) Y CD CD N Y N Y N Y 44
Kadambi (2004) Y Y CD N Y Y Y Y Y 78
Kjellenberg (2014) Y N CD N Y Y Y Y Y 67
McLean (2003) Y N CD N Y Y Y N Y 56
Robinson (2003) N Y Y N Y Y N Y CD 56
Shoji (2015) Y Y CD N Y Y Y N Y 67
Schauben (1995) Y N CD N Y Y Y Y Y 67
Sodeke-Gregson (2013) Y Y CD Y CD Y N Y Y 67
Smith (2007) Y CD CD N Y CD Y N Y 44
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Abstract
Experiences of complex trauma are common in clients accessing mental health services, and
may result in more severe and complex mental health difficulties. There have been
recommendations that services and staff are knowledgeable about trauma to work effectively
with these clients. The current study therefore aimed to explore the perceived competence of
clinicians working with complex trauma, using a mediation model to explore the relationships
between training, supervision, knowledge and perceived competence. 146 mental health
professionals from two UK health boards participated in the study. Results indicated that
training and supervision quality were related to higher perceived competence. These
relationships were fully mediated by perceived knowledge but not assessed knowledge.
Additionally, specific training variables were found to predict the levels of assessed knowledge
of clinicians. In conclusion, staff appear to perceive themselves as more competent as a result
of higher levels of perceived knowledge rather than assessed knowledge, however services can
improve clinicians’ objective knowledge by providing training which is interactive and focuses
on treatment interventions. Further research is needed into the predictors of assessed

competence in clinicians working with trauma.

Keywords: trauma, staff, perceived competence, training, knowledge



WORKING WITH TRAUMA 52

Introduction

Prevalence and Consequences of Trauma

Many clients accessing mental health services will have experienced traumatic events
with research suggesting that over 90% have a history of trauma (Cusack, Frueh & Brady
2004). Trauma is known to adversely effect mental health (Solomon & Davidson, 1997) and
the number of traumatic events is positively correlated with the severity and complexity of
difficulties (Briere, Kaltman & Green, 2008). Repeated interpersonal traumatic stressors,
particularly repeated and chronic trauma in early years has been referred to as “complex
trauma” (Herman, 1992). This can lead to difficulties with emotion regulation, alterations in
self perception, somatic symptoms and difficulty with interpersonal relationships (Courtois,

2004).

Trauma Informed Services

There are recommendations for services to become more trauma informed and for staff
to be better equipped to work with this client group, particularly given the complex mental
health needs they may experience (Courtois & Gold 2009). Research with survivors of
childhood sexual abuse has highlighted the need for clinicians to be knowledgeable about
trauma to work effectively with these clients (Harper, Stalker, Palmer & Gadbois, 2008). The
quality of care provided by clinicians may be limited by the skills and knowledge of staff
(Frenken & Van Stolk, 1990) and working with survivors of trauma without adequate
knowledge and skills has been linked to poorer outcomes. This includes longer inpatient stays
when there is a failure to recognise trauma in the aetiology of mental health difficulties
(Tucker, 2002) and working without sufficient training and skills may lead to an exacerbation

of client difficulties (Gold, 2008).
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Gold and Faust (2002) proposed that clinicians should receive training in working with
trauma as a means to address the need for trauma-informed services. It has been suggested that
for services to be considered trauma-informed, staff need to have a good understanding of
trauma and its impact (Jennings, 2004), and that training is an essential part of achieving this

(Berger & Quiros, 2014).

Evidence based practice

Whilst training is repeatedly cited as necessary and beneficial for clinicians, it is
important to consider why and how this may benefit clinicians. This is of relevance in services
with limited resources to ensure that training is implemented in such a way as to be both
efficient and effective, and to ultimately lead to clinicians changing their practice to reflect the

evidence base.

There has been interest in the factors influencing clinician behaviour change in relation
to the implementation and dissemination of evidence based practices. Clinician skills and
knowledge have repeatedly been found to be necessary for effective behaviour change and
increasing knowledge in staff are among the primary aims of staff training (Beidas & Kendall,
2010; Michie et al., 2005). However, a supportive organizational context and clinicians’ beliefs
about their self-efficacy and competence are also proposed to impact on their use of evidence-

based practice (Couineau & Forbes, 2011; Michie et al., 2005).

Supervision

Supervision is one means by which clinicians can be supported to develop their skills
(Brunero & Stein-Parbury, 2008), with a higher quality of supervision linked to improved
standards of care (Hyrkas, Appleqvist-Schmidlechner & Haataja, 2006). Supervision is also

important in supporting staff to implement new knowledge and encouraging changes in staff
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practices following participation in training (Godley, Garner, Smith, Meyers & Godley, 2011).

Mental health staff report that supervision contributes to their training and development
(Reid et al., 1999) and participation in supervision is related to higher levels of perceived
competence, both in social workers (Cohen & Laufer, 1999) and domestic violence therapists
(Ben-Porat & Itzhaky, 2015). Supervision quality impacts on clinicians’ self-efficacy, with
significant differences found for high quality supervision compared with low quality
supervision. In contrast, clinicians’ perceived self-efficacy was similar for those receiving low

quality supervision and no supervision (Koivu, Saarinen & Hyrkas, 2012).

Training

Participation in training is linked to beneficial outcomes for staff working with complex
trauma, particularly with survivors of childhood sexual abuse. For example, training aimed at
increasing clinicians’ understanding of the impact of trauma and integrating this into
formulations is related to increased empathy when facing challenging behaviours (Greenwald
et al., 2008). Attitudes towards clients with Borderline Personality Disorder also improve after
participation in training (Krawitz, 2004). Furthermore, training has been linked to beneficial
changes in staff practices, such as increases in the frequency of staff asking about trauma,

specifically childhood sexual abuse (Read, McGregor, Coggan & Thomas, 2006).

Knowledge and competence

Given that changes in knowledge and competence are a primary aim of training,
researchers have investigated this in relation to work with adult survivors of childhood sexual
abuse. Campbell & Carlson (1995) conducted a survey of 427 clinicians and found that training
was linked to an increase in self-reported knowledge. A further study found that training and

supervision significantly impacted on clinicians’ perceived confidence and competence



WORKING WITH TRAUMA 55

working with this client group (Day, Thurlow & Woolliscroft, 2003). Perceived competence is
linked to clinicians’ practices and staff who perceive themselves as less competent are less
likely to discuss, document and work with complex trauma (Salyers, Evans, Bond & Meyer,

2004).

Accurate measurement of clinicians’ knowledge and competence is difficult, and self-
report measures of perceived competence have not been found to correlate with assessed
competence in therapists (Mathieson, Barnfield & Beaumont, 2008). Similar results have been
found for perceived and assessed knowledge with low to moderate correlations between the
two (Khan, Awonuga, Dwarakanath & Taylor, 2001). There have also been studies indicating
that as clinicians become more experienced, they may in fact perceive themselves as being
more competent whilst having lower levels of assessed competence (Choudhry, Fletcher &
Soumerai, 2005). Given this, there is a need to distinguish between perceived and actual
knowledge in staff, and to take into account clinician factors which influence knowledge, such

as experience and level of education (Salyers et al., 2004).

Although increases in perceived competence are important following training for staff to
have the confidence to change their practices, it is also essential that clinicians effectively
acquire new knowledge. Whilst training is linked with higher levels of knowledge, which forms
of training are most effective in improving clinicians’ knowledge within the context of trauma
work has not been investigated. Research indicates that some forms of training may be more
effective than others, such as interactive teaching (Beidas & Kendall, 2010), and this was

explored further in the current study.

As training and supervision quality have been found to link with perceived competence,
it is worth considering the pathways by which perceived competence increases. Whilst

supervision and training aim to increase clinicians’ skills and knowledge, therefore leading to
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an increase in perceived competence, it is possible that clinicians’ perceived knowledge as well
as their actual knowledge may mediate this relationship. To date, no studies have explored the
pathways by which supervision and training impact on clinicians' perceptions of their

competence. The present study aims to rectify this gap in the literature.

Aims

Given the complexities that individuals who have experienced complex trauma may
present with, and the repeated calls for further staff training, the current study aimed to explore
the mechanisms by which supervision and training may influence clinicians’ perceived
competence in adult mental health clinicians working with complex trauma. In addition,
different experiences of training may impact on its effectiveness in increasing clinicians’
knowledge and hence the impact of training specific variables on directly assessed knowledge

will be explored.

As such, the research aims to test the following hypotheses:

e Clinicians’ perceived and assessed knowledge will mediate the relationship between
participation in training and perceived competence (Figure 1).

< Insert Figure 1 >

e Clinicians’ perceived and assessed knowledge will mediate the relationship between

supervision quality and perceived competence (Figure 2).

< Insert Figure 2 >

e Training specific variables, such as the type of training, amount of training and format

of training, will be related to assessed knowledge.
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Method

Participants

Participants were 146 staff working in primary and secondary mental health services in
a health board in Scotland and a health board in Wales. 47.9% were recruited from the Scottish
health board and 51.4% were recruited from the Welsh health board. A total of 421 staff were
invited to participate in the study by letter, with a response rate of 35% This response rate is
comparable to other survey studies, such as the 32% response rate of Edwards et al. (2005) in

their survey of burnout in Welsh mental health services.

Measures

Demographic information

Information including age, gender, education, and length of time working in mental

health services was collected using a questionnaire designed for the current research.

Information was collected on staff’s participation in post qualification training in
complex trauma. This included information relating to the amount of training they had received
(in days), whether the training was didactic or interactive, and the type of training. Data on the
type of training was collected through the use of open ended questions and classified as trauma
awareness (Awareness), skills working with trauma (Skills), or training in a specific trauma
intervention (Intervention). These classifications were ranked according to their relevance and
specificity to the treatment of difficulties associated with complex trauma. This was rated by
two of the study authors (HW and NH). Disagreements in classification were resolved by

discussion, with eight responses considered to be unclassifiable due to insufficient detail.

Supervision
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Participation in supervision was measured using a single item question (yes/no).
Supervision Quality was measured using the MCSS-26 (Winstanley & White, 2013) which is
a 26 item scale measuring the quality of clinical supervision. This has been found to be have
good internal consistency and test retest reliability (Winstanley & White 2013). In the current

study, the scale demonstrated good internal consistency with a Cronbach’s alpha value of 0.71.

Outcome variables

Perceived Competence

Staff’s Perceived Competence working with clients who had experienced complex
trauma was measured using an adapted version of the competence scale devised by Salyers et
al. (2004; Appendix C). This is an eight item scale which requires participants to respond to a
number of statements on a Likert scale from 1 (strongly disagree) to 5 (strongly agree). In the

current study, Cronbach’s alpha indicated good internal consistency with a value of 0.85.

Knowledge

Assessed Knowledge was measured using a series of true and false questions and
multiple choice questions around complex trauma, its consequences and the treatment of
Complex Post Traumatic Stress Disorder (CPTSD). These were drawn from the literature on
complex trauma, including guidelines on the treatment of CPTSD (Cloitre et al., 2012). Correct
items were scored as 1 and incorrect responses or responses of “don’t know” were scored as 0.
The total score was the sum of correct answers. A 23 item scale was initially piloted with 14
trainee clinical psychologists, following which four items were deleted due to a lack of variance
in responses. The resulting 19 item scale was disseminated to participants in the current study.
The final scale included in the analysis was a 15 item scale due to a further four items being

discarded due to a lack of variance. Split half reliability of the scale was conducted using
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Spearman-Brown reliability analysis (rsg = 0.78). The Assessed Knowledge Scale used in final

analysis is detailed in Appendix D.

Perceived Knowledge was measured on a single item Likert scale from 1 (not at all

knowledgeable) to 5 (extremely knowledgeable).

Procedure

Ethical approval was granted by the ethics committee of Bangor University and from
the research and development committees of both health boards. Approval was sought from
the Directors of Mental Health in both health boards and from relevant managers. Staff were
approached at team meetings and by post to explain the research and invite them to participate.
One email reminder was sent. Informed consent was assumed by return of the questionnaires
and this was made clear to participants in the information regarding the study. Data was
collected over a five month period. 149 questionnaires were returned. Three of these were
returned blank, two due to staff not currently working within the service, and one as it was not

translated into Welsh.

Analysis

Data were analysed using SPSS version 22 and the PROCESS version 2.15 macro for
mediation analysis (Hayes & Preacher, 2014). A bias corrected bootstrapping approach was
used based on 5000 bootstrap samples to correct for non normally distributed data (Fritz &
MacKinnon, 2007). To determine a mediation effect, the predictor, mediator and outcomes
variables must be significantly correlated (Baron & Kenny 1986) and this was explored using
bivariate correlations. A further assumption of mediation analyses is that the outcome variable
(Perceived Competence) must be significantly correlated with the mediator variables when the

independent variable is controlled for. This is tested for within the mediation model. For the
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indirect effect to be significant, the bootstrap bias corrected 95% confidence intervals (BCCI)

should not include zero (Hayes & Preacher 2014).

An adequate sample size to detect a small to medium effect was based on a
bootstrapping approach for the mediation analysis as suggested by Fritz & MacKinnon (2007).
This indicated a sample size of 148 participants would be required for adequate power (0.8) to

detect an effect.

To explore the relative contribution of training variables to Assessed Knowledge, a
multiple regression analysis was carried out. Again, this was based on a bias corrected

bootstrap sample of 5000 to account for skewed data.

Results

Descriptives

Demographics of the sample are reported in Table 1. The proportion of female
respondents (66.4%) and professional groups was considered to be representative of the total
sample across the two recruitment sites. This was calculated from teams within the two health
boards where this information was available. The percentage of females in these teams was
74.3% and the percentage of different professional roles were: nursing 43%;
psychology/psychological therapy 22.4%; medicine 10%; allied health professionals 6%, and

social work 17%.

< Insert Table 1>

Staff had worked for an average of 10.87 (SD 8.29) years in mental health services,
ranging from 6 months to 39 years. Staff rated the importance of asking about trauma and the

frequency with which they asked highly, with 87% of staff reporting that they usually or always
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asked clients about a history of trauma, and 90% of staff reported that they believe it is very or
extremely important to ask clients about a history of trauma. 99% of staff reported working
with clients with a history of trauma and 96% reported working with clients with a history of
complex trauma. The mean percentage and standard deviation of clients with a history of
trauma and complex trauma on a clinician’s caseload was 55% and 32% respectively, as
estimated by clinicians. This ranged from 0% to 100% indicating considerable variation in

clinicians’ estimations of the prevalence of trauma in their clients’ histories.

Chi-square and t-test analyses found no significant differences between recruitment
sites for age, gender, or experience. There was a significant difference between recruitment
sites in participation in training (y?(1)=7.10, p<0.01), with clinicians in the Scottish health
board more likely to have participated in training. Perceived Knowledge was significantly
higher in the Scottish health board compared with the Welsh health board (Scotland M=3.04,
SD=0.82; Wales M=2.71, SD=0.87; t(141)=-2.33 p<0.05) and Assessed Knowledge was
significantly higher in the Scottish health board (Scotland M=8.24, SD=3.05; Wales M=6.51,
SD=2.43, t(128)=-3.68, p<0.001). There were no significant differences in Quality of

Supervision or Perceived Competence between recruitment sites.

Quality of supervision was generally high with a mean score of 81.25 (SD=15.84).
Winstanley and White (2013) suggest that supervision is considered to be efficacious for scores
over 73, demonstrating that the current sample had good quality supervision. Participation in
supervision did not have a significant effect on any of the outcome variables of Perceived

Knowledge, Assessed Knowledge or Perceived Competence.

Outcome variables
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The mean score for staff Perceived Competence was 29.21 (SD=5.16). The maximum
possible score was 40 and participant scores ranged from 15 to 40, with two participants
obtaining the maximum score of 40. Perceived Knowledge scores had a maximum value of 5,
with a mean of 2.86 (SD=0.87) and a range of 1 to 5. The mean Assessed Knowledge score
was 7.32 (SD=2.87) ranging from 2 to 14 with a maximum possible score of 14, with staff on

average answering half of the questions correctly.

Mediation analyses

To test the hypotheses that the relationships between Participation in Training and
Supervision Quality with Perceived Competence are mediated by changes in Perceived and

Assessed Knowledge, two separate multiple mediation analyses were run.

Bivariate correlations using Spearman’s Rho were initially carried out to assess for
significant relationships between these variables. Given that Perceived Competence and
Assessed Knowledge may increase as a result of both experience and level of education
(Salyers et al., 2004), these variables were included in the correlation analyses to account for

potential confounding effects. These are presented in Table 2.

< Insert Table 2 >

There were significant correlations between all variables, with the exception of
experience, which is consistent with findings of previous research (Day et al., 2003; Salyers et
al., 2004). Given the significant relationships of experience and education with Perceived
Competence, these were entered as covariates in the analyses. There were no concerns around
multicollinearity as the Variation Inflation Factors were well within conservative accepted

parameters of <5 for all correlations reported (Menard, 1995).
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The mediation analysis for the effect of training on Perceived Competence indicated
that after controlling for education and experience, Perceived Knowledge significantly
mediated the relationship between Training and Perceived Competence (f = 3.15, 95% BCCls
= 2.06, 4.49). Assessed Knowledge did not meet the assumptions necessary for a mediation
analysis due to the lack of a significant relationship between Assessed Knowledge and
Perceived Competence when controlling for Training. The final mediation model is outlined
in Figure 3. This accounted for 66% of the variance in Perceived Competence (F(5,132)=52.12,

p<0.001).

< Insert Figure 3 >

For the effect of Supervision Quality on Perceived Competence, the mediation analysis
indicated that after controlling for education and experience, Assessed Knowledge was not
significantly related to either Supervision Quality or Perceived Competence and thus was not
included in further analysis. The final model is outlined in Figure 4. Supervision Quality and
Perceived Competence was fully mediated by changes in Perceived Knowledge (5=0.05, 95%
BCCls = 0.01, 0.10). This suggests that the beneficial effect of supervision on clinicians’
perceptions of their own competence occurs as a result of clinicians believing themselves to be
more knowledgeable. This final model accounted for 28% of the variance in Perceived

Competence (F(3,102) =13.05, p<0.001).

< Insert Figure 4 >

Knowledge and training

The relationship between Participation in Training and Assessed Knowledge was

explored to investigate which variables relating to training predict Assessed Knowledge.
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Within the subsample of staff who had undertaken further training (n=66), multiple
regression analysis indicated that Length of Training (days), Type of Training (Awareness=1,
Skills=2, Intervention=3) and Format of Training (Didactic=0, Interactive=1) together were
significant predictors of Assessed Knowledge (F(3,63) = 12.88, p <0.001, R? = 0.38; Table 3).
The Type of Training and Format of Training were both significant independent predictors of
Assessed Knowledge. Clinicians who participated in training with higher levels of specificity
to working with complex trauma, and when the training included interactive teaching, were

likely to have higher levels of Assessed Knowledge in working with complex trauma.

< Insert Table 3 >

Discussion

The current study aimed to explore the pathways by which training and supervision
relate to perceived competence in adult mental health clinicians working with clients who have
experienced complex trauma. The study confirmed the previous findings that participation in
training and quality of supervision is related to higher levels of clinicians’ assessed and
perceived knowledge, and perceived competence (Ben-Porat & lzthaky, 2015; Salyers et al.,

2004).

Perceived Competence and Assessed Knowledge

The impact of clinicians’ knowledge was explored to determine whether higher levels
of perceived competence occur due to clinicians being more knowledgeable, or whether it was
clinicians’ perceptions of their knowledge that influenced this relationship. The findings
indicated that the beneficial effects of training and supervision on perceived competence were
fully mediated by clinicians’ perceived knowledge but not assessed knowledge, indicating that

both training and higher quality of supervision predict perceived competence as a result of staff
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perceiving themselves to be more knowledgeable and not necessarily how knowledgeable they

are.

Interestingly, the relationship between assessed knowledge and perceived competence
was not significant when the effects of training and supervision were accounted for. Therefore
it may be that assessed knowledge and perceived competence are not directly linked, rather

they may both be a consequence of higher quality supervision and participation in training.

It is notable that clinicians’ perceptions of both their knowledge and competence were
strongly correlated and these may be related to a broader construct of individual differences in
confidence. The higher levels of perceived knowledge and competence related to training and
supervision may reflect a supportive element of supervision and training which builds
clinicians confidence, however, this does not necessarily link to an accurate subjective
assessment of their abilities. Therefore it is possible that clinicians’ confidence may be
misplaced, particularly given the lack of an independent relationship between perceived

competence and assessed knowledge.

This may be of concern in services as clinicians’ perception of their abilities to work
with clients is not reflective of their knowledge when assessed. However, the current study did
not assess competence directly and hence there is no means of confirming the accuracy of
clinicians self report of their competence. It is also significant that competence does not only
consist of knowledge, but also having the relevant skills and abilities to apply this knowledge
(Axley, 2008). Further research would benefit from directly assessing clinicians’ actual

competency working with this client group.

Nevertheless, perceived competence is in itself an important outcome, as clinicians are

less likely to engage in new and evidenced based practices if they lack the confidence to do so



WORKING WITH TRAUMA 66

(Grol & Wensing, 2004). In addition, they are less likely to discuss or work with clients’ trauma
histories (Salyers et al., 2004). The results indicate that staff are confident in their current
practice in treating these clients, even if they are less knowledgeable. Given that perceptions
of competence are related to negative staff outcomes, such as burnout (Acker & Lawrence,

2009) this is likely to be protective for staff wellbeing.

Training

A secondary aim of the study was to explore whether certain forms of training were
more effective than others in improving clinicians’ knowledge. Almost 40 % of the variance
in clinicians’ assessed knowledge was predicted by the type and format of the training they
receive. This is highly relevant to organisations providing services to trauma survivors as it
gives an indication of what training is likely to be effective in improving the knowledge of
clinicians. Amount of training was surprisingly not an independent predictor of assessed
knowledge, indicating that receiving more training is not necessarily more effective in
increasing knowledge. Rather it is the way training is delivered (i.e. interactively) and the focus
of the training that is significant in determining if the training is to effectively lead to
improvements in clinicians’ knowledge. This is consistent with previous literature indicating
that interactive training is more likely to be effective than didactic training (Beidas & Kendall,

2010).

Although there is strong evidence that training is beneficial for staff, less than half of
staff completing survey had undertaken further training in this area. However, this did not
reflect a lack of interest of staff. The high percentage of staff interested in further training
(89%) suggests that staff are keen to attend training, but organisational factors have prevented
this, such as a lack of available funding or time to engage in further training. This also suggests

that the vast majority of staff do not feel that the current training they have in trauma is
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sufficient. Given the high percentage of clients likely to have experienced trauma in mental
health services (Cusack et al., 2004), this is relevant for services to better understand the needs
of their workforce, and gives a possible indication of how effectively the needs of clients are

being met.

Limitations

Methodological limitations of the study should also be considered. Assessed knowledge
was measured using a scale developed specifically for the study. Although a pilot was carried
out and internal consistency was assessed, the predictive validity and test retest reliability of
the scale has not been established. In addition, the knowledge questions were drawn from
background research around complex trauma as there are currently no specific British
guidelines for the treatment of CPTSD. The assessment of knowledge did not take into account
the professional group of the participants, and it is recognised that different professionals are

likely to require different types of knowledge to work with complex trauma.

A further limitation of the research is the potentially nested data sample, with
significant differences in training and knowledge between the recruitment sites. Although this
added to the variance in the data and prevented potential floor effects, particularly for the
training variables, it is possible that this difference reflected wider differences in the population
groups that were not accounted for in the current study. However, when the correlations
between the independent, mediation and predictor variables were explored using Fisher’s z
statistic, none of these correlations varied significantly between recruitment sites, suggesting

that it was appropriate to combine them into one sample.

The research was a cross sectional survey and it is assumed that higher levels of

knowledge and perceived competence occur as a result of receiving training or higher quality
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supervision. However, it is possible that clinicians with a particular interest in trauma may be
more knowledgeable and more likely to pursue training. Assessing changes in knowledge pre
and post training would explore this more thoroughly, although previous research supports the
finding that knowledge and competence improve as a result of training (Walters, Matson, Baer
& Ziedonis, 2005). The sample may also have been biased as result of low response rates and
itis unclear if the respondents were representative in terms of their knowledge and competence.
Staff may have been less likely to respond if they lacked confidence in their abilities and
knowledge, or the converse may be true, where staff who feel this is a particular concern may

be more likely to respond.

Conclusions

Training and supervision have beneficial consequences for staff and contribute to a
workforce who are not only more knowledgeable about working with clients with complex
trauma, but who also perceive themselves to be more competent. Improvements in perceived
competence appear to occur as a result of staff’s perceptions of their knowledge and hence
should be interpreted cautiously as they may not reflect changes in their actual levels of
knowledge. Services can improve the knowledge base of their workforce through training that
is interactive and focuses on skills and specific interventions for working with complex trauma.
As well as providing important insights for services around the needs of their staff working
with this complex client group, the current research also highlights the lack of research and

need for further exploration of the factors which influence the actual competencies of staff.
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Table 1

Demographic Information of Study Participants

Sample characteristics n %
Age

21-30 7 4.7

31-40 45 30.8

41-50 54 37

51-60 38 26

61-70 1 0.7
Gender

Female 97 66.4

Male 45 30.8
Professional Group

Nursing 55 37.7

Psychology 47 32.2

Medicine 16 11

Allied Health Professionals 13 8.9

Social Work 14 9.6
Education

O Level / GCSE 2 1.4

Higher / A Level 2 1.4

HNC / HND 5 3.4

Degree 72 49.3

Higher Degree 64 43.8
Tier

Primary care 49 33.6

Secondary care 91 62.3

Primary and secondary care 4 2.7
Location

Wales 74 50.7

Scotland 70 47.9
Complex trauma training

Yes 62 42.5

No 82 56.2
Interested in further training

Yes 128 87.7

No 5 3.4

Unsure 7 4.8
Receiving supervision

Yes 117 80.1

No 29 19.9

Note: Percentages may not add up to 100% due to missing data.
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Table 2

Bivariate Correlations Between Independent, Mediator and Outcome Variables

Assessed Perceived Perceived Supervision Training  Experience Education
Knowledge Knowledge Competence Quality
Assessed - 0.56** 0.53** 0.25* 0.44** 0.03 0.45**
Knowledge
Perceived - 0.80** 0.29* 0.52** 0.17* 0.24**
Knowledge
Perceived - 0.24* 0.50** 0.18* 0.35*
Competence
Supervision - 0.22* -0.05 0.24*
Quality
Training - 0.08 0.31**
Experience - -0.20*
Education -
*p<0.05

**p<0.01
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Table 3

Regression Model for Training Specific Predictors of Assessed Knowledge

B SEB S t p
Constant 3.36 0.91 3.71 <0.001
Training 1.40 0.39 0.38 3.60 0.001
type
Length of 0.001 0.002 0.03 0.31 0.77
training
Training 2.52 0.73 0.36 3.44 0.001

format
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Training

Figure 1. Mediation Model for Participation in Training and Perceived Competence

Assessed
/ KnOWIGdge \
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Assessed
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Figure 2. Mediation Model for Supervisor Quality and Perceived Competence
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1.02

*hkk
Training (422777 Perceived

Competence

\ Perceived /
0.77%** Knowledge 4.14%%*

Figure 3. Mediation model of the relationship between Training and Perceived Competence

v

mediated by Perceived Knowledge reporting unstandardized Beta-coefficients and p values

(*** p<0.001). The beta coefficient prior to the proposed mediation is shown in brackets.
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0.07* -
Supervision ( ) Perceived
Quality > Competence
N Perceived %'
Knowledge

81

Figure 4. Mediation model of the relationship between Supervision Quality and Perceived

Competence mediated by Perceived Knowledge reporting unstandardized Beta-coefficients

and p values (*p<0.05, *** p<0.001). The beta coefficient prior to the proposed mediation is

shown in brackets.
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Appendix C

Perceived Competence Questionnaire

For the following statements, please indicate how much you agree with each statement by

entering the number of your choice from the scale below.

1 2 3 4 5
Strongly Disagree Neutral / don’t Agree Strongly agree
disagree know

1. lusually ask my clients about their history of traumatic events

2. Idon’t feel comfortable talking with clients about their traumatic experiences

3. | feel comfortable with my knowledge of complex trauma

4. | feel comfortable with my knowledge of mental health problems that may be related
to traumatic events

5. | feel comfortable with my knowledge of effective treatment approaches for complex
post traumatic stress disorder

6. | am confident in my ability to treat complex post traumatic stress disorder

7. | believe I can detect symptoms of complex post traumatic stress disorder

8. I have worked with a lot of clients who have symptoms of complex post traumatic

stress disorder
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Appendix D
Assessed Knowledge Questionnaire

Please answer the following questions based on your current knowledge of complex trauma.
This includes knowledge about mental health difficulties that can develop as a consequence of
complex trauma. Throughout this questionnaire, these difficulties are referred to as complex
post traumatic stress disorder.

Staff will have a range of knowledge on these topics. Some staff may only have a little
knowledge whereas others may have more extensive knowledge. As such, we are not expecting
all staff to have substantial knowledge on this topic. We are interested in getting an accurate
reflection of your knowledge at the present time. Therefore please do not seek further
information prior to answering these questions.

Childhood sexual abuse can often be considered a form of complex trauma. Roughly what
percentage of the general population has a history of childhood sexual abuse?

5-15% o 16-25% o 26-35% O 36-45% O 46-55% o

Recommended psychological treatments for PTSD and complex post traumatic stress disorder
are the same:

Always O Sometimes o Never O Don’t know O
Complex post traumatic stress disorder (CPTSD) is a recognised diagnosis in DSM V
Yes O No o Don’t know O

Complex post traumatic stress disorder (CPTSD) is a recognised diagnosis in ICD 10
Yes O No o Don’t know O

Compared to clients with major depression, clients with difficulties relating to complex trauma
are more likely to have difficulties developing a therapeutic relationship

Yes O No o Don’t know O

Are you aware of the phased based approach to the treatment of complex post traumatic stress
disorder?

Yes O No O
Which of the following advocate a phased based approach to treatment of complex traumatic
stress disorders:

NICE guidelines Yes O Noo Don’t know O
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International Society for Traumatic
Stress Studies Yes O No O Don’t know O

The Psychological Therapies Matrix Yes o No O Don’t know O

In phased based approaches to treatment of complex traumatic stress disorder, how many stages
are there?

20 30 40 5o Don’t know O
Individuals who have experienced complex trauma should be encouraged to disclose their
experiences

Always O Sometimes O Never O Don’t know O

Compared to psychological treatments of major depression, when treating difficulties relating
to complex trauma, the therapeutic relationship is:

Less important O As important O More important O Don’t know O

In clients presenting with comorbid substance misuse and complex post traumatic stress
disorder, traumatic memories should generally be addressed prior to addressing the substance
misuse

Yes O No o Don’t know O

Which of the following have been found to be associated with a history of complex trauma?

Phobias Yes O No o Don’t know O

Psychosis Yes O No O Don’t know O
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Contributions to Theory and Practice

This final paper aims to discuss the theoretical implications of the literature review and
empirical study and provide recommendations for future research. The clinical implications

of these will be discussed alongside recommendations for services.

Theoretical and Research Implications

Burnout

Findings from the literature review demonstrate that clinicians working in trauma
specific services are more likely to experience burnout than those in generic mental health
services. However, there does not appear to be a clear relationship between the amount of
exposure to secondary trauma and burnout. The general theory of burnout suggests that it may
result from a combination of excessive demands and a lack of resources to manage these
(Demerouti, Bakker, Nachreiner & Schaufeli, 2001). This will be explored in detail below

along with recommendations for future research.

Emotional demands

Working with the psychological consequences of trauma is a particularly emotionally
demanding form of mental health work, where clinicians may be exposed to vivid descriptions
of distressing events (lliffe & Steed, 2000). The rationale for this literature review was based
on the theory that working with survivors of trauma may be linked to higher emotional demands

and hence more likely to result in burnout.

The finding that clinicians working in trauma specific services have higher levels of
burnout, particularly exhaustion, initially appears to support this theory. However, the literature

review did not indicate a dose-effect relationship between trauma exposure and burnout, which
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would be expected if burnout results directly from the distressing impact of secondary trauma
exposure. Whilst this may appear to be counter to the hypothesis that increases in emotional
demands through working with trauma results in burnout, there are a number of possible

explanations for this.

The complexity and severity of mental health difficulties is known to be positively
correlated with the number of traumatic events experienced (Briere, Katiman & Green, 2008).
Therefore, it is possible that individuals with more severe difficulties are more likely to end up
in trauma specific services. Of the trauma specific studies included in the review, the majority
focused on services working with clients who are likely to be presenting with complex trauma

reactions, for example domestic violence, torture, and veterans and war survivors services.

Research indicates that burnout is related to working with more severe mental health
difficulties (Acker, 1999). Furthermore, as well as more severe mental health difficulties,
individuals with a history of complex trauma may be more likely to struggle with relationships,
including forming a therapeutic relationship (Pearlman & Courtois, 2005) and clinicians’
experiences of strong emotions in session, such as anxiety, are correlated with burnout (Steel,
Macdonald, Schroder & Mellor-Clark, 2015). The additional emotional demands of working
with these clients may lead to burnout, not only through distress resulting from secondary
exposure to trauma, but also through emotional dissonance, whereby clinicians are required to
inhibit their emotional responses and at times express emotions inconsistent with those they
are experiencing (Scanlan & Still, 2013). This can be particularly relevant when working with
clients who have experienced trauma and are more likely to express anger or high emotional
arousal (Dalenberg, 2004). As such, it may be that the increase in burnout within these services
results from the additional emotional demands of working with clients with more complex and

severe difficulties, rather than as a result of exposure to descriptions of trauma.
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To further explore this, studies would benefit from reporting in detail on the presenting
difficulties of trauma survivors. This should include a measure of the complexity and severity
of clients’ difficulties, distinguishing between simple and complex trauma, and an objective
measure of the emotional demands working with these clients. This would give a clearer
indication of whether burnout is due to specific client factors, such as the severity of their
difficulties, therapeutic ruptures, and managing high expressed emotion, rather than the
emotional demands following from secondary trauma exposure. It should be noted that
although client factors correlate with burnout, organisational factors such as caseload and
organisational support have been found to be the strongest predictors of burnout (Schulz,
Greenley & Brown, 1995). Therefore, future research needs to measure and control for these

effects if the specific client factors relevant to trauma work are to be explored accurately.

Lack of resources

When working with complex trauma, there are indications that higher emotional
demands are placed on clinicians. Without the appropriate resources to manage these demands,
clinicians may be more likely to experience burnout. The conservation of resources theory
proposes that individuals seek to both obtain and retain resources (Wright & Hobfoll, 2004).
These can include psychological resources such as confidence and beliefs about self-efficacy,
which are linked to having the appropriate knowledge and skills to work with clients
(Gorgievski & Hobfoll, 2008). Applied specifically to burnout, conservation of resources
theory implies that when clinicians feel that they do not have adequate resources for their role,
they are more likely to experience symptoms of burnout (Jourdain & Chenevert, 2009). In
support of this, research indicates that clinicians experience increased stress at work when they

do not have the appropriate knowledge to undertake their role (Donat & McKeegan, 1997) and
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when resources such as supervision and training are available to clinicians they are less likely

to become burntout (Ben-Porat & ltzhaky, 2011).

The potentially high demands and lack of resources, both personal and organisational,
for clinicians working with trauma not only have potentially negative outcomes for clinicians
in terms of burnout, but may also impact on the quality of care which clients receive (Morse,
Salyers, Rollins, Monroe-DeVita & Pfahler, 2012). One of the mechanisms leading to lower
quality care may be a lack of evidence based practices (EBPs) as staff with higher levels of
burnout are less likely to implement EBPs or to use new and innovative treatments (Corrigan,

Steiner, McCracken, Blaser & Barr, 2001).

Evidence based practice

Evidence based practice is known to be poor in mental health services (Proctor et al.,
2009) and research has highlighted many factors which prevent clinicians from providing
optimal care (Powell et al, 2012). There are many theories and models used to explain the
barriers to, and facilitators of, clinician behaviour change (See Tabak, Khoong, Chambers &
Brownson, 2012, for a review). Whilst these are beyond the scope of this commentary to
synthesise, variables relevant to those explored in the aforementioned review and empirical
paper will be discussed in relation to the use of evidence based practice with reference to

relevant theories.

Knowledge and competence

The empirical paper in this study explored variables relevant to modifying clinicians’
behaviour. These included training and supervision, investigating their impact on clinician
knowledge and perceived competence, both of which are known to correlate with the

implementation of EBP (Cochrane et al., 2007; Grol & Grimshaw, 2003). Findings indicated
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that around half of staff had not had further training in working with complex trauma and
training was significantly related to an objective assessment of knowledge. Levels of
perceived competence were generally high and training and supervision quality was related to
higher perceived competence. This relationship appears to be as a result of clinicians
perceiving themselves to be more knowledgeable, rather than due to increases in assessed

knowledge.

To successfully implement EBPs, first clinicians must have an awareness of the
evidence base and appropriate knowledge to gauge their level of competency. A four stage
learning model (Howell, 1982) has been proposed to understand how individuals learn and
develop competencies. This can be used to provide a framework for considering the current
levels of knowledge and perceived competence in clinicians. According to this model,
individuals move sequentially through the stages and cannot achieve full competence without
first becoming aware of the areas in which they lack competence. However, failure to continue
with professional development will lead to clinician practices becoming out of date and
clinicians will return to the initial stage of unconscious incompetence (Purnell & Paulanka
1998). Unconscious incompetence refers to clinicians lacking awareness that they do not have
the necessary skills and knowledge to effectively undertake a task such as providing treatment.
Following on from this stage is conscious incompetence. At this stage clinicians are aware of
the necessary knowledge and skills but do not possess these. Ideally clinicians then develop
the skills and knowledge to become competent and move into the stage of conscious
competence where they have the relevant knowledge and abilities but apply these with effort.
The final stage in the model is that of an expert clinician who is unconsciously competent and

applies the relevant skills and knowledge naturally.
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From the current empirical study, there is an indication that many clinicians fall into
the first two categories of unconscious incompetence and conscious incompetence. On average,
clinicians rated their competence and knowledge more highly than their assessed knowledge
scores would suggest was accurate. Assessed knowledge scores were low, with clinicians
scoring an average of 50% of questions correctly. However, the high levels of interest in
training suggests that clinicians were interested in learning more and may reflect an awareness

of being under skilled to work with this client group.

The ultimate aim is for clinicians to reach the stages of conscious and unconscious
competence in delivering evidence based care. For this to occur, staff must have a means of
effectively acquiring new knowledge and new skills. The importance of adequate knowledge
is demonstrated by the findings of a large systematic review of 256 studies exploring barriers
to the implementation of EBPs in health care settings (Cochrane et al., 2007). A lack of
knowledge was cited as the most common barrier to implementation of EBPs. Thus, acquiring
appropriate knowledge was considered to be the first stage in a behaviour change process
within the model they proposed. In the empirical study, knowledge scores were low, and
questions specifically about awareness of treatment guidelines and evidence-based approaches
were answered correctly by less than 30% of clinicians. However, the empirical study is cross
sectional and does not investigate the impact of specific training courses on knowledge. As
such, further research would benefit for assessing pre and post knowledge scores following
training to determine which training courses are most effective in increasing knowledge and

for whom.

Theory of Planned Behaviour

Beyond the stage of knowledge acquisition, having the knowledge and skills to provide

optimum clinical care does not necessarily mean that clinicians will deliver interventions based
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on the available evidence base (Casper, 2007). The theory of planned behaviour proposes that
intention to carry out behaviours is influenced by the expected value of these behaviours, social
norms, and perceived self-efficacy (Azjen, 1991). This provides some insight into what is likely

to prevent and facilitate the application of knowledge to practice.

Expected Value of Behaviours

The expected value of behaviours is likely to be influenced by the clarity of guidance
available around the treatment of complex trauma reactions. Models of implementation and
dissemination have highlighted that guidelines that are relatively simple are more successfully
implemented (Davies & Taylor-Vaisey, 1997) and when the evidence base is of high quality
(Grol & Grimshaw, 2003). The current evidence base into the treatment of complex trauma
reactions is diffuse, and as yet there are no published British guidelines for the treatment of
complex trauma reactions. This may have influenced the knowledge of clinicians in the study
who may not have the time or specialist interest to actively appraise and synthesise research on
trauma. A lack of clarity over what approaches to take when working with complex trauma is
likely to impact on clinicians’ expectations of their effectiveness and hence their use of EBP.
Further research would benefit from exploring not only awareness of EBP, but also attitudes

towards treatment and expectations of treatment.

Social Norms

Social norms are hypothesised to predict usage of EBP and social influence theories
propose that the opinions of others influence behaviour (Mittman, Tonesk & Jacobson, 1992).
Research has identified that culture and the habits and beliefs of peers influence the use of
practices within services (Moulding, Silagy & Weller, 1999). Within the current research,

although not assessing the practices of staff directly, there were significant differences between
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the recruitment sites in training and knowledge, which may reflect organisational differences.
Leadership and supervision are specific organisational factors hypothesised to contribute to the
development of norms around EBP (Michie et al., 2005) and future research would benefit
from exploring the links between organisational context and clinician practices which may be

mediated by factors such as knowledge and perceived competence.

Self-Efficacy

The current study focused on clinicians’ perception of competence, which is similar to
the concept of self-efficacy described in theories of behaviour change. When clinicians
perceive themselves as competent they are more likely to utilise EBP (e.g. Henderson, MacKay
& Peterson-Badali, 2006; Turner, Nicholson & Sanders, 2011), to actively work with and
address trauma (Salyers, Evans, Bond & Meyer, 2004), and are less likely to experience
burnout (Acker, 2010). However, the current study found that perceptions of competence,
which may arise following training or supervision, do not occur as a direct result of higher
levels of knowledge. This would suggest that there are other processes influencing the
development of perceived competence. Studies have found that confidence increases following
training (Payne et al., 2002) and it may be that clinicians view both themselves and their
abilities more favourably as a result of having attended training and taken active steps towards
improving their competence. Whilst this is more likely to lead to clinicians utilising new
practices (Corrigan et al., 2001) given that many clinicians may be in a stage of unconscious
incompetence, it is essential that future research investigate actual levels of competency.
Research would benefit from assessing observable behaviours rather than relying on self-report

and ideally would include a measure of assessed competence in the use of EBPs.

Clinical implications
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Burnout and Perceived Competence

In order for staff to provide optimal care, they need to be knowledgeable and perceive
themselves as competent to have the confidence to change their practices. The high levels of
personal accomplishment and sense of competence, as well as the majority of staff receiving
high quality supervision, found in the studies have positive implications for services. These
factors are more likely to lead to clinicians discussing difficult issues such as trauma with
clients and result in a reduced risk of burnout (Ben-Porat & Itzhaky, 2011; Read, McGregor,
Coggon & Thomas, 2006; Salyers et al., 2004). However, the findings on burnout indicate that
staff working with complex and potentially challenging individuals may be at higher risk of
burnout (Acker, 1999) and organisations should ensure that clinicians have adequate resources
to minimise their risk. This includes support in the form of supervision and provision of
adequate training. This is also likely to lead to higher levels of perceived competence (Salyers
etal., 2004), which is a protective factor for burnout (Acker, 2010). Organisational factors such
as appropriate caseloads and clear leadership are also likely to be protective (Crawford,

Adedeji, Price & Rutter, 2010; Hannigan, Edwards, Coyle, Fothergill & Burnard, 2000).

Knowledge and Training

To improve the care provided to clients, clinicians must first acquire the relevant
knowledge. The research highlighted that whilst participation in training was related to higher
levels of knowledge, there were specific training variables that predicted knowledge.
Participation in training that is interactive and that focuses on specific interventions is likely to
be the most effective in increasing knowledge. However, more general awareness training may
have other beneficial outcomes not explored such as improving attitudes and general

understanding around trauma.
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An advantage of training is that it can provide high quality, accurate and relevant
knowledge targeted to clinicians’ needs. Whilst knowledge can be self-taught there is no
current clear synthesis within the UK of the research on EBPs for complex trauma reactions.
Given the clinical governance concerns regarding the lack of knowledge of clinicians providing

services, provision of training is likely to be the most reliable means of addressing this deficit.

Whilst supervision was linked to an higher levels of knowledge, this effect was smaller
compared to the effect of training, despite supervision generally being reported to be in the
efficacious range as scored on the MCSS-26 (Winstanley & White, 2013). However,
supervision may be especially useful for helping clinicians translate knowledge into practice
and this has been supported by findings indicating that clinicians are more competent in EBP
when they receive both training and supervision (Beidas & Kendall, 2010). Therefore, it is
important that supervisors have an awareness of the knowledge base and an understanding of

their role in providing feedback and encouraging appropriate clinical practice.

Organisational Factors

Having a service with clear expectations and guidelines around the treatment of
complex trauma and for this to be reflected in the opinions and norms of most staff will increase
the likelihood of clinicians applying EBPs (Michie et al., 2005). As such, coordinated training
strategies are likely to be more effective than individuals pursuing different forms of training,
which may result in different perceptions and expectations of staff around ways of working

with clients with complex trauma related difficulties.

Development of clear and concise guidelines and syntheses of the evidence base would
be of benefit to clinicians to guide their practice to encourage the provision of optimum patient

care. At the current time there are specific guidelines into the treatment of complex trauma
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reactions being developed and these are out for consultation within the UK (UK Psychological
Trauma Society, 2016). Publication of these would provide a clear structure and advice for
clinicians to guide their clinical practice. However, publication of these guidelines is not in
itself likely to be sufficient and effective dissemination of these is essential for clinicians to be

aware of and effectively implement the guidelines.

The empirical study indicated a significant difference between the two health boards
on levels of training and on levels of assessed knowledge, but not for perceived competence.
Given that there are differences between the two health boards, lessons can be learned in
developing and improving services to become more trauma-informed. Anecdotally, there
appeared to be differences between health boards in the recognition and perceived relevance
of complex trauma, with staff demonstrating a lack of awareness of complex trauma and
challenging the relevance of trauma in the mental health difficulties of clients on a number of

occasions.

There are differences within the provision of guidance and training in the health boards
in Scotland and Wales, which may go some way to explain the above differences in
organisational factors and provide an indication on ways to most effectively improve the
knowledge and practices of staff. Within Scotland, the impact of trauma has been recognised
in the Mental Health Strategy (Scottish Executive, 2012) and there are clear recommendations
around the treatment of complex traumatic stress reactions (NES, 2011). In addition, a
coordinated training strategy through NHS Education for Scotland (NES) has been
implemented (NES, 2015). Within Wales, trauma is less well established within organisational
and national contexts as evidenced by a dearth of law, policy and guidance. A notable recent
exception is the impact of gender based violence and sexual violence, which has now been

recognised in the Violence against Women, Domestic Violence and Sexual Violence (Wales)
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Act (Welsh Government, 2015). Importantly, this Act includes a recommendation for
additional staff training (Welsh Government, 2015). However, there are currently no clear
plans around how this recommendation will be disseminated nationally to mental health

services or at a local level.

Clinical Recommendations

The literature review and empirical paper contribute to our understanding of factors
that are likely to impact on both the wellbeing of staff and the quality of care they provide
when working with complex trauma. The aforementioned studies are considered to be
particularly relevant in terms of providing an insight into how the quality of trauma treatment
within services can be improved. Therefore, the clinical recommendations stemming directly

from the findings of these papers are summarised below.

e A coordinated training plan should be implemented to improve the knowledge of
clinicians. This will help to ensure that clinicians have shared expectations around what
constitutes efficacious treatment and will encourage a culture of EBP within services.

e Regular high quality supervision should be provided. It is important that supervisors
are aware of the evidence base as they are in a unique position to provide feedback and
shape clinicians’ behaviour, demonstrating and encouraging an expected standard of
EBP.

e The development of clinical guidelines will provide clarification for clinicians and
services around the presenting difficulties and treatment options for clients who
experience difficulties linked with complex trauma. Whilst these are currently being
developed, it is important that they are disseminated effectively at all levels. This would

be aided by clear targets and strategies filtering down from government level, as well
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as at a local level with consistency across health boards around what services will be
provided and how this will be achieved.

e Inorder to minimise the risk of burnout for staff working with complex clients, services
should work to ensure that other demands are appropriate, such as caseloads and clear
management and organisational structures. The previous recommendations aimed at

upskilling clinicians are also likely to be protective for burnout.

Conclusions

Working with survivors of trauma, particularly complex trauma can be an emotionally
demanding experience for which staff appear to lack knowledge around appropriate treatment
approaches. However, the empirical study indicated that staff are motivated and interested to
develop their knowledge and skills and there are clear recommendations for the ways in which
services can achieve this by providing guidelines, supervision and training for staff. Further
research would benefit from assessing the competency of staff to explore which factors predict

the effective application of staff knowledge.
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exnmple, 5 raining aimed at inoreasing dinicians understanding of e iImpect of rauma and imtegraiing this. inko
Torrreiations. has been found o Inorease smpathy when working with chall=nging befawicors with thes= dents
(Cresmwald, 2008 Sunalistee research bos also dentified a need for dinicians fo b= more FEums ssees wien
working with dienis who Fawve expeienced mmpéey trauma (Harper, Stalker, Faimer & Gadbols, 3005) and stadT
raining has been supgested o Imorease e frequency of stafT asking about previous rauma, espedaly chldhood
sevual abuse, s this has previously found o be low (Read, BMoGnegor, Copgan & Thomas, 3005].

Evaluation of sia training almed at working with compesy trauma has found S knowiedge and aStudes Improve
Toliowing training (Brown et al, 20M2) and corfidence and competenos wens found b iRcrease fllowing training
arcend working with FrEums and St hanm in & forensic popaiation (Roberison =tal, 2013} A namber of Sunveys Fave
alsy besn conducted IMvestigating the Issue of ST raining for diniclans working with ompéey rauma. Campesi] &
Carison | 1995) found that raning of diniclans In adult mental heath serdces was Inked 10 Inoreasss. in &8 reported
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Encwiedge working with suréhors of childhood sexual sbuse. Results from a Turther shudy inlo disidans in adul
metal Fealth working with chikdhood s=xual sbuse found Fat training and supsmision significantly mpaci=d on

cliniciars permsived confidences, competence, and se& reported knowisdge (Day, 2003).

Az can be seen from e reseanch o dak=, 3 number of faciors ar= found o b= linked Wi ining arend complex
treama, incieding =T knowiedpe and perceied compeience. A lack of perceived compeience has been found o be
liriead fo ioeeer rabe of disoussing, documening and wirking with compiey trauma (Salyers, Evans, Bond B Keyer,
200). In ndating o diniclans working with domesic wiolence, & lack of perosfved compsstence bas been ciied as one
of the bamiers io =&l snquiry and subsequent discicsure of domestic Wokemoe [Rose of &, 2011]).

Alough training has been found o be lnked o Increases n peroehed ompeisnce working with clenis who have:
experienoed compdex raurms, the resssecs highilghts @ numiber of other Saciors witich ane [Kely o mpact on percehed
compeiEnce, IRcuding e b of taining necshved, (Beidas & Kemdall, 2000) kevel of expeience (Saiyers, Evan, Bond
B Weyer, 20048) and clinlcal supendision (Ben-Porat & Exaky, 2041).

Given e complexities fat individuals who hae evperenced compler uma may presend with, amd the repested
calls for furfer siaff raining, the curent shudy slmed o esplore the relafonship: bebwesn rainifg, knowiedge and sef
reporied compeienoe among cinicians working in adul menial heafth services across bvo skes, Mo Walkes and
NHS Tayside. In an extension of sarfer shudies, the survey will foous more gerserally on compley rauma rather than
soefy on childhood s=vusl shuse. In addtion, given the mnge of taciors Tought o mpact on perosled competence,
Induding supervision, these varisbies will 3o be oorsidered in the ourent study. As such, the Tolowing study alms o
Investgabe Fese relatiorships.

A1E Fleace curmimarics your decign and methodology.  shows be ciear exacty what wil happern io the reseach
parficipa, how many Omes and b what oder. Floase compiste this section 0 anguage comprehenshis o e i@y person.
Do nod simpiy repmduce o refier io e peofoonl. Swriher puidance & availladiée in e puidancs nofes.

Primary ressarch guesSon:

Which tachors impact oni clinicians. perosived compatencs working Wit clhents with a history of compéey rauma In adult
memal Fealth senioes™

Hypotheses:

1. Cliniclans’ levels of experence and raining wil b= positvely assodabed with heir perosived compsience working
with compéex rsuma in am sdult menial heaith populstion.

2. The frequency and qualEy of supersdsion recefred by ciniciars. will medaie F= rebborships betasen seperiemnoe
and taining and perceheed compedenoe.

3. Cliniclans' perreivesd amd assessed Enowisdgs will mediaie the relationships beteeen sxpedenos and raining and
perceked mompElsnce.

Participants and neorultment

Participants wil be dinkciars working in primary and secondary care adult menial heallh senvioes in Beisl Cadwaladr
Linlversiy Healih Board (BCUHE) and MHS Tayskde. Frofessionals fom nursing, dinlcal psychoiogy, oocupational
thesrapry and psychisirg will be vled D parfcipaie.

Potenal participants will b idemtfed va toam managers. All pobentsl pardcpamts wil be sent a paricipant
Imformation Shest and questonraine pack wiih ek =mveiopes . Participants will be ghven the opportunity o ask
guesions at leam mesdngs which wil be atierded by e chief Investigaior o ald recruitment and provide partcpants
with the opporfunity io ask guesSons. Contact detalls wil be made avalable o thoss participants rof af i=am mesdngs
o prowide the oppsortunity B ask quesSons regarding participation In e research

Deslhgn ard procedure=

Tz reseanch wil be s guaniitztive cross sectional guestonmaine bassd shady. Paricipants will be recruied 3= outlined

abowve. Compieied guestonnaires will be sent by the chieT ineeshigator and stored securshy In @ kcked cabinet on she
In Hafod CommunEy bental Healh Fesouros Capire. Anomyrous dats froem e guesSonnaines wil be anbersd onbo a

sinfistical compter package, SPSS. This will be passwond protecisd and stoned on BCUME computer syshems. Onfy
the chief Investigaior and ressanch superitsors wil have aocess 1o the dats
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The= questionnaire packs will consist of £ messures.
Cemographic quesionnalme.

This s been desigred speciically for the current shedy amd wil consist of guesSons: reialing o participans previous
raining amd experience, and background guastions.

KMeaoure 1. Knowiedge questonnalire

Declaaive knowisdge will be measered wsing an 11 Hem guestionnaine developed by the awthor. This will consist of
muiipie cholce guesSons on Feir peneral moaiedge of ompier rura and specfc knowisdpe about working with
compler Fauma A subjedive measure of knowiedge will akso be induded by asking clinicians o e Feir pecehed
Encesiedpe om & [kert e soale.

Measune 2. Eaif-peroekied compebsnoe
Pemeived confidemce and competence wil be mazsured using the comfidence | oompebenos subscsle of sn atftude

sale previously used In Feseanch for assessing faciors iInfuencing treatment of FTE0 and reuma neialed difootes.
This subscals Fars been found o have good Imiemal consisi=ncy with Cronbach’s alpha of 0SS (Salyers, Evans, Bomd

& Mteyer, )
Meanue 3 Supendsion

Supendsion will be measured wsing e MCEE-26 which ks a 26 Bem scale measuring e effedivencss and qualty of
chnical superdsion (Winstanedy & Whike 301 1) This consists of & subsoales, S of which demonsirate reasonabile o
pood infermel corsishency of bebwesn o= 053 and o = 085, The subtscales of Imporiance’ value’ which messures hoa
Impsoriant clinical superdsion s valued o b=, has poorer infernal consistency of o= 043 (Buus B Gomge, 201 3)

Cals analysis
Cata wil be analysed using 2PES oompuberised shabishosl sofware package. Mulliple regression analyses will be nun

b InvesSgate for signiicant relabionship beSwsen the varables. Further fests of medlation for supervision and
kncwienge will be conduced USing @ bootsrapning method (Fritz & Mackinmon, 2007).

A14-1. Im whichi acpesote. of e recsandh prooscs haye you aothvely Involved, or will Fou Invobes, pebisnbs, cenvios uce,
andior thair carsss, or memibsrs of e pubBeF

[] De=sligr off B reseanch

[ anage=e=nt of the res=arch
[ Ursdieriaiing = reseanch

[ Analysis of resuis

[7] Dissammination of findings
[+ Mone of Fe aboe

Give defalls of volement, o if none pisase Justt Me absence of Involemsd.

A1E What e the campls group or sohort io ba cludied In thic recsarsh 7
Eadect all that apoly:

[ Blood

[ Cancer

[ Cardiovascular

[ Comgenital Discrders
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[ Dereerfias and Heurndegeneadve Dissases
[ Ciabetes

[]Ear

[[1Erme

[ Gemearic Health Rslewance

[ infectioni

[ imfameatory and Immuss System
[ mjuries and Accidents

[ Me=ntal Heaith

[ si=tabailc and Erdocrine

[ s oo st

[ Meroicgical

[0l amd Gasfroint=ssnal

[ Faediafrics

[ Feareal mnd Urogenksl

[ Reprocuctive Heaith and Chikdbirth

[ Re=spiratory

[ 12kin

[ Stroke

Genger Male and famaie parSdpants
Lower age Imi: 12 Years

Upper age Imi: €5 Years

A17-1. Pleaca 1t the principal Incluslon orfieria (st the moct Important, max £200 charaoters).

FPartidpanis must be gualfied cinical sixfT oumently working In primary or semndany aduit mental healih sendoes In
BCUHE or NHE Tayside

A1T-Z Plasca [l the prinolpal ssolusion orfiera [list the moet Imporiant, max B0 charsobsrs).
Mon fluent Engllsh speaker

A1E Ohve detalic of i non-cliinkoal Intarverrionic) or proosdure{c) Shat will bs recsived by partiolpants ac part of She
recaarch profoool. Thess indude seeking conse, nkendews, non-clinical’ ahservations and use of guesionnalnes.

Flease compizie the columns for each imervenSonprocedurs a5 follows:
1. Tofal numiber of Inervenbors/proosdunss 1o b receied by each partcipant as part of B nesearch profocol.
Z. I this Inferventioniprocedurs woaid be roulnely ghen o parfcpants: as par of their care outside the reseanch,
ooy may of the iotal would be: routine™
3. Awerage me Esken per iInbensenSoniproceduns (minuies, hours oF days)
4. Detnlis of wivo will conduct B infervenbon/precedure, and wien: §wll ke phoe.

Inferseniion or

" 123 4
Approachedandgiven 2 0 15 Faricipants will b= approasched during bram mestings at eir placs of
inforraiion reganding minui=s  work by $e= chel investgaior. Emals or postal iInformation will be s=nt o
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e rEssarTh iy BHE emall mdiness or work postsl address with infemation about
e sty and & reguest o pakidpate
Cuesionare packs 10 25 Gueshonnaines. wil b= sent by the chiel mvestigaton io participants piacs

minuies  of work. Siamped addressed envelopes will be iInduded addressed o the
Chil= InvesHgaior io rehm compleied quesHonmaines .

A™M. How long do you expeat sach participant to be In the study In todal?

From besing sent an initial irvite io participate o completed dain collection, [t 1s assumed that participents wil b=
irvnteed for & marimem of 6 months, athough & typical perod of 2 mons ks anticipated. However, bobal Bme of
parscipants acthely participating In e reseanch (e, being ghen infommation and compieting geestionnares] wil be
approsiately 40 minutes.

AZE What ares the potential feke and burdens for recesarch partieipants and beow will you minkmikes theer?

For ail sfudles, descride any pofendial adverse afecis, paly, discomibrt, disiress, infusion, hooovenence of changes
o Ni=ciyfe. Only desoribe fois o burdens fhaf cooid oo 25 a resuf of parficination iy e research. Say whar sheos
woukd be faen fo minimise Mois and bordens as far as posshke.

Participants wil be NH5S healih care professionals and Serefore may feel oblipgated o partidpate in the esesch

becauss of thelr job roie. To ensure participants do mot fesl obligalked 1o take part in e research, participants will b=
gheen both vertesl and weiben infommabion b infoms them of B voluniary ralure of erticipabion. Tiey Wil be Infommed

In wriing Tt no aspedt of their edafonship with their empicyens or Bangor unbrersity will be affeched by thedr cholce 1o
participale or not.

Dyt proiecton and confidendaity

Then: are minal fsks with regard 1o data profedion and confidenially. GuesSonnaire resporses will remain
‘anonmcaEs 10 reduce the: pobemiisl io lderEfy iIndhddunl skt who Fave or have nod parscipaisd. A6 data will be sionesd
seCurely and relsd In acoordance: with BCUHE and NHS Tayside dats prodeclion polides. Data held siecronicaily
Wil be sfored om MHE computers and will be password proteded.

Partiopanis. may be relactant o ghve honest reports of el experiences, parficulany wien reporting Sedr percsived
Inowiedpe and peroefeed compeience of working with dienis with compley auma The parficipant informaiion sheet
il make § cear thad Fe research wil b= anonymoes. There will mok b= 3 corsent form inchaded o ensure hat al
Esporses are anonymous, induding e idently of paridpants. reraining anonymous io the res=arch beam.
Oe=magraphic quesions wihich may poienially esd o parficipants being ideniflable fave been desigred in such 35
way &5 o reduces s risk. Responses o guestions. relating o job roé= and age: have been amangesd o legories
rather than defalled snswers o furfer protect the anonymity of respondenis.

Dlstress

Ther= Is minimal sk Fat parficipanés wlil beoorme disiressed ompiefing the: guesionnaires. Faricipants ane all ST
In menial Fealth serdces wiho ane [Kely o oome info frequent contact with dents wiho experienced disressing evenis.
There s a possibiEy that queshons. relating o compley raura may didt some negaive afsct To minimise this sk,
questons relgie gererally o complex tauma wilh no neference o, of guestions relaling o specfic evenis. In addtion,
paricipants are informed in writing of the content of quesioraries prior io ompieiing these. Contact detalls of e
chiel Invesbpaior are provided should parbicipanis wish o @ik sbout any asp=ct of Te shady.

AZI WH Imbarviews! guacticnnairss or group deoucclons Inoluds topioc. that might be canc Bhwe, smbamaccing or
upsstting, or k  posebie that oriminal or other dicolosures. reguiring sotion could soour during the study?

®=Yes ([ =Mao

¥ 'Yus, piease ghee delgils of protedures in mace fo deal wifi these e

Quesions may highlight lmits of stafT nowisdge and compsstence, wihich may be 3 sensitive ssue. Due bo e
sumvey based design of this shudy, participants may chose onof complesie the sunsey ot amy e prior o netuming |
This right o withdraw |5 made dear in the parficipant nformaiion sheet Contad detalls of Te reseanch feam ares

peovided in the particinsn mfemation shest fo enable parScpants o contsct the ressahens Wi any questions or
conosms which arise during B courss of e ressanch,

Quesions regandng oomplex Fauma may Ick some distress. This has been addressed In secion AZZ2.
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A2, #hat |c the potential for bensit to mesaroh parbolpants 7

Parbicipanis may find the resesrch beneficial in allowing ther o neflect on their cument prsciice. There |s a potendal
benefk fo both iIndhidual participants and serdces as the resssrch may highlight areas of shength and weskness
within senvices regarding staiT knowiedge, raining experiences and superdsion pracices.

Partipants who request fssdback regarding the findings may Improve Swelr knowisdge negarding Tacors which Impad
on ther peroetved compebsnoes.

ADE "What arw the poteniial ricke for the recsarchenc themesivec 7 (1 ary)

Theere are no polential risks o the researchers identifed.

AZT-A. How will pofsntial partioipants, resorde. or campisc be IdenSesd? Who will camy thic out and what recources will
b st P For exampis, idereiication may imvohve 3 disease regiter, compoteninsd sealh of GF reconds, or redew of
medical rmonios. dndicate wivether fuls will be done Gy the direct healthcans deam or by ressarThers acting waser
amangeTenis wih e resoonsibie care opantsation|'s)

PotenSal participants will be idemtfed via relevant i2am managers. Team managers for pimany and secondary aduft
mental heal services wihin BECUHE and HHE Tayside wil b= approached o ldenify sl cumrenily employed I the
primary and secondary care menial healh senices which they mamage. Emall addresses used o contact potentisl

paricipants wil be identifisd from s maling Isis. In instances wisere Sere i not 8 team mallieg lst, emal
addresses wil be Keniified via the NHS emall systen address book.

AZT-ZWIHI the deniification of prisniial parboipants Inrrcdve ey iewing or comening the Idertifabies psreonal
Infoemation of patisnic, carvos ucess or any obfer percon?

Yes (% MO

Fizgse ghve o=ials befow:

AZE. W any partieipants s reoruftsd by publiolty through posters, lsafisic, adveric or webclbes 7

[*¥es [#=No

AZS. How and by whom will podential participants Snet be approsobed

Team eaders will be approsched by the chief invesbpaion o armange io atbend f=am mestings o Inoduce the
research. Fobkentisl participents @il b= mfomed of Be natune of the res=anch and witet parddpation will ke during
thiese meetings and will be nviied o paficipate. Addborsl indvidual comisct will be made with potendal paricipants
via emal or letier. This comespondence: wil infroduce the resesarch and) include= & parfidpant informafion sieet and
Instructions resgarding parbicpation in the research. Guesbonmalire packs wil be posted 1o al poisntal paridpants who
mest imchusion criteria and wil imcude a paricipant information shesg

ASD-1. W you oivbaln informesd concent from or on behalf of recearch partioipantc?

[s¥es (@ Mo

T you Wil be obfsining consent Sovm ool partcipants, piease ghve detalis of who will Ssie Consent and how X Wil be
done, Wit dedals of ey Seps o provice isformation (@ wiithen informadion sheel, videos, or Imeracive materall.
Amangemers for oults Lnable o MMMEMMWMMMBMI and ior
children in Part B S=ciion T.

¥ youw plan fo seek inbrmed consent fom vulnerable proups, say how poo will ensore fhaf corsend & voluntary and
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Fielly i,

T you ane pof oitaining consent, plegse sxpkain why nof.

imfrmed consent will be implisd by paricpants reuming compeisd quesbonmainss as s wil Roease the
anorymky of participation. Farfcpants will be given ciear information negarding the study, Induding what participaion
wil Invoive and the wolniary natere of parddpation, i & number of ways. Farticdpant ImMormaton sheets wil deary
st this Information In weiting. The chief ImresSgaior wil neitemabe this Iformation at team mestings and Inital
contact wia email or ietter will alse Include s imformation.

Fisase anciose 3 copy of e infornation shesis) and consent fomysl.

AZE W you be undertaking amy of the follcwing acthvitles &l any clage fincludng in the Identifcation of potential
partioipanis 7 Tick 25 aporopriake)l

[7] Access to medlical necoids by those outzide the dinsct heaithoare tesm

[ Electronic tranesfer by masgnebc or opbical meda, =mall or compuler nebwvorks
[ Sharing of persoral dats with offer organisations

[ Export of persomal data outside e EEA

[T Use of personal addresses, posiondes, faes, emalls or Elephons nambers
[ Publication of direct quotations. from Fespondents

[ Publication of dats that mignt aliow idenification of Individuals

[ sz of audoivisusl reconding devices

[+ Siorage of personal data om any of B folowing

e Manwal Sles Incudng X-rays

[T INHE computsrs

[ 1Horme or other personal compuiers
[ TUniversity compuiers

[ 1Frivafs compsany compuiers

[ ILaphop compuiers

Further detaifs:

Dol consined In paper questionnaire measures | unikely o incude personal deniflabie imformation. Howsseer,
there Is & possibly fat responses. o demographic questions would alow an individual 1o be kentifed. Quesionnalme
measures will be kept securety in 8 ockesd cabimet on NHS premises. No personal indefirable information will be:
siored slectronically. Non identfabie iInformation shoned elecionically wil be password protecisd and siored on an
NHE computer. Only e dhief invesSgaion and reseanch superdsors will Fewe acoess o the data.

ALT. Plsace decoribe the phycloal ceourtty amangements for clorage of perconal data during the chedy 7

Thez compdebed questonraines which have the poi=ndal io contain personal ident®abie inforrmation will b= kept in 2
locked fling cabiret on NHS premises in Hafod Community Mental Heaith Resooroe Cenine.

AZE How will you sncurs the corfidentiality of peronal daba?Flsgce srowde o general Satement of the pollcy and
provsdures for ersuing confentialy, &0 a0y MSaton o FeeudonyTsation of data
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The= compieted quesbonraine=s which have: the poi=niial io contain personal Identfable inforrmabion will b= kept in a
locked flling cabiret on HHE premises in Hafod Community Mental Healfth Resouros Cenlbne.

Ko personal identfable irformabon will b= entened onbo: an ekscironic syskem.

&S0 'Who will have aocscs io parficipanic” parconal data during the chadys Whers acoess (5 5y noivigua's owsides fhe
et cans S, pleges ATy and 3y whetfer consent will be sought

Cply o= chief restgaior and mesaanch superddsors wil Faves scosss bo e dats.

A&, Whers will the dats generatsd by the citudy be arabyced and by whoem?

Cala generated by the shady will be ansiysed by the chief imsestgaior. This @il b= done on NHE premilses on an NH3
COmpitar.

ALE 'Who will hawe conirol of and aod ac the cuciodian for the data generaied by the chudy?

THe ForenamefinEals Sumame

Or Micholas Harmi
Post Cinical Peyriwciogist
Qusificabons DCAnPEy

\Work Address Hafod Meninl Heafth Resource Cerrine
Beschwood Road

Ryl
Paost Code LL1S 3EU
Work Emall nibck Form@raales.nhs uk
Wiork Telephone 01745443050

Feer

A% How long will pernonal data be chored or acosceed affer the chady hac ended?

I[_#Less than 3 manths
[_#3—-& months

[ #5—12 manths

I 12 mionils — 3 years
(W Ohver 1 yEars

I ionger thar 17 mons, pleane jusify
The= daitn wil be Fedd for S years post publication as recommended In the Good Pracice Guideines in the Conduct of
Pryciroiogical Res=arrh In e NHE (British Psychological Eoclety, 2005).

A4 For how long will you ciore recearch data generated by the ctudy?

Years: S
konihs:

S&4E. Flaacs ghve datallc of the long e arrangemenic Tor ciorags of eceaarch data after the cludy hac snded. oy
here gty Wil be stored, who Wi ave Soress and the SETINDETMENT T SNSUNE SECLTEY.
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Cala wil b= siored I Hafod Mental Healh Resourms Cenine in 2 locked flimg cabinet both during and afer the
research has bean compbabed.

The= daba will be Fedd for S years post publication as rrocommended In the Good PFradios Guidelines in the Condud of
Psychological Research in Bwe MHE (Britsh Psychologicsl Society, 2005).

ASE W recearuh parficipanic mostve any paymenic, rimbucenent of sxpences or any otfer bensTis or Inoentives.
for tking part In this recsarch 7

_iYes  [®No

AT W Il idusal recs arohens recsstves any perconal payment over and above nomnal salany, or any other benefic or
Inoertives, for taking part in thic rscearoh?

L

A&E. Dooc the Chiaf Invectigator or any obher invest gator oollaborainr hawe any direc parconal Inscbvemend {eg.

Einancdal, shars holding, perconal relationchip sion) Inthe crganications sponcoring or funding the recsaroh that may
ghve ries to & pocclibde confliot of Infersct?

L

ASE-1 WL you Indoren the parbolpands ' General Praottbionsns (and'or any other health of cars profecclonal recponscibles
for their couns) theat they ars taking part In the cludy?

_iYes  [#No

I '¥es, pisase enciose J Copy of the Inbrmation shestieffer for e GRNealh profeccional Wil 3 version number and cate.

AB2. "Wl the measaroh be regiciered on a publlc databace?

_'Yes [ No

Fl=ges give defals, or jusiTy Mool repisering M essanh

Tz research s nol publicly funded amd thersfore will not be registered on 3 pubiic datsbase. It wil be regisisned on
the: ECUHE databarse for the: duration of the sSudy.

Regisiation of research sivales Is encoursped whenver possibis,

Vou may be gbde fo regicher popy Study Shrougl vour NHS opan'sation o a negister run by 3 meoiicad researl chatly,
or publish your profoco! Mrowgh an ogen acoess pubisher. i you ae avare of 2 sutabie regisier or offver memod of
pubication, please ghve defals. (7 nof, vou may indicale fhaf no selable register eu'sfs,. Flogse ansure Mal you have
enfmed reglsry refermnoe numbers) o guestion 251,

AB1. How do you Inbend to report and disceminate the reculis of e shedy?Tick a5 anpropraie

i Feer reviewsd sclientific jourmaks
[l Imfmrmeal report

16 189257/ 38 356514211
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NHE R&D Feorm IRAS Version 5000

[ Conference presentation

[ Puislication om websbs

[ 1Other pubilcaiion

] Eubmizsion bo reguiabory authortes

[ TAccess o raw data ard ight to publish Feely by al ImesSgaiors in shudy or by Indapandent Eearing Commitas
o [edresil ol all IrresSgaions

[ 1Mo plans o report or disseminaie the resuits

P Crther (please speciy)

TH resaanch |5 baing conduched as part of a Dociorate in Clnical Exycnoiogy at Bangor Univarsity and the compisied
docioral thesis will be avalisbie via Bangor LinhersEy.

ABZ ' you will b= using ldentifabis parconal data, how will you sncurs that ancoymity will bs maintained whan
putiiching the reculic?

\Wihen reporting data reiaing 1o job mies and levels of sxperienoe, only genenl indngs wil be reporied. This wil
prevent any specific data being reported which could potenSally iead o S idenSfimtbion of particpanss.

ABL. Wl you Inform participands of the reculic 7
[#iYas Mo
Pl=gos ghve gefals of how oo sl inform parficinants or josii) ¥ nof doing =o.

Participants wil be asked H they wish by reosive Ssedback of the results. Particpants who reguest fesdback wil be sent
a surrrary of the ressarch fimdings on compietion of the sSudy.

ABL. How hae. e coleriifio gualtly of the recsarch been accspoed T Tok 25 apmropnae:

[ 1imdependent exbemal review

[T Rzview within & company

[T Rediew within & mult-centne resean group

[+ Reeview within B ChieT Invesigator's Institution or host organisation
[ Rewlew within the reseanch t=am

[l Rmwiw by educational supsnyisor

[ Nioher

JUSTHTy and desoribe e reyview process and owfcome. 1 e review has been ondefaken Sof not seen Oy fhe
resmarchey, phve defalls of the body witiclh has onoemaden B newews

A research proposal Fas been submitted and approved by Be research depariment of the Morth Wales Cinical
Peyrihoclogy Programme at BEangor University. This proposal has been dispussed with and reviewed by the reseseh

SUpENVISOS.

For all shugier avcend non-doc vl Sfuoens rmseanch, piEgre ancione 3 copy of 20 avalails sreniic crtgue MR,
Sogetier with sy relaies Comesnongence,

For non-goctord Sdent ;eneanch, plegss snciees 2 copy of e assesoment from yoor eovcafiona) sunereison insifubion.

ABE How hawe the ciaticiioal acpecis of the recaarch besn meviewsd T Tick a5 asompoviste:

[ 1 Review by Independani siatisbdan commissionsd by funder or sponsor
[ ther nevisw by Indepercent sesizdoian

[ I R=view by company staSsScian

[T Raviaw by 3 statsticisn within the Chiel InvesSgaior's. Insfhubion

ir 18926738 356144211
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NHS R&D Form IRAS Version 5.0.0

[ Resiew by a staisHoan wiin the research team or miti-cente goup
[ Feeview by educationsl superdsor
[ Trthier review by Individual with relevant shisSol expertize

[T Mo review necessary as only frequencies and assocdations wil be assessed — details of stafstical input not
gyl resd

i ol cases piease ghve oeials below of e Individual responsibie for eviewing e staistoal aspecrs. Fadvice has
been provided In confdencs, pive defalls of the departrment and dretintion conoemesd

THe ForenamefinEals Sumame
Dr  Chrishopier vl

DCepartment Morth Wales Cinkcal Paychoiogy Programmes

Insithition Eangor Unkersky

Work Address 43 College Road
Bangor

Posi Code LLST 3

Telephone

Fax

Foble

E-mall Csavilefiibangor.ac uk

Fisase ancoses o oogy of any availabie comments or reponts fhom o Safsician,

ABT. What lc tha prisnary cutoomss mascuns for the chedy?
The= primary oultome messunes will be the questonnaine of siaffs perosives] compseiemncs

ABE. What are the cesondary cubeoms maacurssT 5 any)
Secondary outcome measunes will bes

Manchester Clinical Supenision Soale (MCE5-26; Winstanksy B Whits, 2011]
Susstonrmaine of knowledge of compler uma

AB2. What Ic e cample cizs Tor thes recearoh? How many panicparssanpkes'dats reoonds do you plan fo Sy i fofal7
IT Mhene Ic mone Man omne groos, plegos ghe trther detals Delow.

Total UK sampie sizs: 1=0
Tol ntemafonal sample sk (Incuding UK 150
Total in Ewropean Economic Areax 1=
Further detais:

Tre estimabed sampie siee ks based of estimates of s58T rumbers and presvious findings of stafT esporse s o
guesSonnaires of amand 30% (Edwards = al, 20051

ABS. How wa the cample clize deolded upor? & formal sampie size calowiaiion was used, noicale how this was oons,
pieing suclent informa¥on 4o jreit) and reomduce the calculation.

Medision anaiysis wsing a booksirapping approach ks planned for e analyss of the dats  Bootsirapping analysis
does ol require a spedfic sampie s, however, ressarth Fas suggesied ok an estraled sample size of 145 1S
required o detedt & small o medum efect she with & poser of 0.8 (Frilz & MacKnnon, 2007

|Am.ulumﬁmmhmatm

18 1812673836642 11
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NHE R&D Form

ifes (9 Mo

IRAS Version 200

AEE Plsace decoribs the methods of analycls istatictioal or other appropriate methods, 8.7, Tor qualiiattes recsarch] by
whilsh the data will be svalusied o mesd the ctudy objeotiec.

The InSal assoclations betwesn faning, sperencs, knosisdge, supervision and perosived competence wil be
expinmed wsing Fearson comelations. Foliowing this, mediaton analys:s il be conducisd esing e bootsirapping

approach io Investigais knowiedge and supsnyision & possibie mediators of the rdaborship betwean sxperience,
training and perceied oompei=nce.

ABL Dther key Invectigainroiscliaborators. Fizase Include ail grant co—apoiicands, proforal oo—authors and offier ey
membeyrs off Ove Chiel Imvestigators feam, lacuding non-dodorl Suden! ressarhers.
The Forenameinitals Sumame
Dr Hicholas Hom
Posd Clinical Psychologist
2l Mcations DCInPsy
Employer Betsl Cadwaksdr University Health: Board
Work Address Hafod Mental Health Resource Cenfre
Beechwood Road
Ryl
Porst Caoade LLAE 3EL
Telsphone D1745423050
Fax
[Th o lid
Work Emal Rick homdreaies.nhs ok
The Forerarmsinitals Sumame
Professor Kevin Power
Posd Hesd of NHE Tayshde Psychological Theraples Serdoe
P ——— ELApp Bl Chnical Psychaology
Fhilx
Employer MHS Tayside
Work Address Tayside Psychological Theraples Serdce
7 Dudhope Terao=
Dundes
Porst Caoade DD 843G
Telephone D13E2306156
Far
kdob =
Work Emal Eevinpowengnhs met
| |

|AB|-1.tmu-r

19

18125738 35614211
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NHES RE&D Form IRAS Viersion 5000
et Sponsor
Emtuz | MHE or HEC Ccare organisadion Commertial sahes:  yon-
A . Commencial

[ Prarmaceutical Indusiry

[ Wiecical device Indusiry

1 Lozl Attty

[ Other social cans prosider (Inchading woluntry sechor or
private crpanisation)

[ Other

K Oher, pisgce spectlys
Contaot person

Name of onganisadon Bangor Linfversity School of Psychology

Ghven name Hen
Family name Francis

Address School of Psychology
Townicty Bangor

Fost code LLET 245

Couniry LINITED: KENGDOM
Teiephane 01245385339

Fax

E-mall b framcts bangor. ac_uk

s thee sponcor basad outside the UK
¥es Mo

Lingder the ResearTh Govemancs Famework for Health and Socal Cans, @ Sponsor cuisde e UM mus acooi® @
sl reprecenative exiabiiched i fhe U Piease consull i guldances nofes

ABE. Hac external funsfing for the recaarch bsen cooured?

[ 1 Funding secursd from one or more: funders
[T Ext=mai fiursding appilcabion bo one or mon fnders In progress
A Mo application for exiemal Sumding =il b= made

Wt bype of resmarTi project | this?
(_ Standalone project

[ Project that ks part of a programmes grant

(% Project that |s part of 3 Canire grant

(8 Project that |s part of & felowshipd personal swand’ neseamh raining ssard
(2 Dt

Dther — pleass shabe:

ABE. Hac recponcibIEy for any cpeoifio recearvh aofivities or procedones Deen delsgated to & cubsonfractor [obher than
a eo-cponcor Beted In A84-1) F Please give defails of swboovdractiors F appiicabls.

20 18025738 35614211
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NHE RED Form IRAS Version 5000

Ca¥em (8 Mo

ABT. Hac thic or & cimilar application bean previoucty rejecisd by a Recsarch Ethlos Commmifies Ini the UK or ancéher
couniry

[ ¥es (80 Mo

Piagce provdice a copy of the privonrable oninion lefens) Fou should sxpiain i vooy aocwer o guesshion 40-7 how me
reazons for e unfavouratie ooinion have been addresoed iy dhls acolcation.

ABE-1. Give dedalic of the lesd NHE RED oontact for thic receanch:

THe Forename/inBals Sumame

Dr Roxssds Roberis
Cwganizadion Bedsl Cvdwaladr LinkersEy Heali Board
Address Cinical Govemance Cfoer

ety Ganmedd

Eangor
Paosi Code LLET 2PW
Work Emall rossela. robersEraales nivs. uk
Telephone
Faar
KMobile

Defails can be obfaired om Ove NHS RAD Form eebsife: hEpofawsiiaamn s uk

ABE-1. How long do you expect the cbudy to kect Inthes LT

Flanned start dabe: 0072015
Flanned =nd date: 30MS2016
Tobal duraion:

Years: 1 MonSs: 2 Days: 30

AT1-L Is thic chasy 7

[_=Single cenire
L A i ol

AT1-2 Whers will the recearoh take plaos? (Tick as approoiate)

["] Ergland

B Siootiamd

[l Wiales

[] Morthem Irsiand

[1 Tther couniries In European Economic A

Tkl UK sies In study 2

Doac thic trial Invols countries. oubclds e ELFT

H 181257/ 38 35614211
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NHE R&D Form IRAS Version 5000

[¥es (8 No

ATZE What host crganlcations JMHE or other] in the UK will ba recponcible for the mcssroh clsc? Please inglcale the
fvpe of crpanisation by Gcking the bow and give approximate numbers of plenned ressgerh sies:

[ TNHE: crpanisabions in England

A NHE organisabions in \Wakes 1
[ NHE: crganisations in Sootisnd 1
[TTHEC: crganisations m Morthem Ireiand

[T13F pracices In England

TGP pracices In \Walkss

TGP pradices In Scobmd

[T13F practices In Morthem irsand

[ Bl care organisafons

[ 1Frase 1 frisl unks

[ 1 Prison eshabllshments

[ Probafion ansas

[ 1 Indepemdent Fospitals

["] Educational =stablishments

[ indepersdent reseanch unks

[ 1Cther [ghve details)

Total UK sites In study Z

ATE1.WHI potential participants be dentified through any onganications other than the recaanch cisc lctsd above 7
[iYes (8 Mo

AT4 What amangemeants are in place for monBodng and audiing the conducd of Hhe recaanct ¥

The= supssrvisory beam, e Mol Wales Cinical Psychology Prograsmme and e Bangor Uinkersity School of ethics will
ke responsibilty for the research. Resaanch govemance framesonks wil be sdbered bo amd monBored, F necsssary,
by B Bets] Cadwaladr Unkversity Health Boand NHE R & O department

ATE-1. What amangemanic will be mads for iIncurancss andior indemnky fo mesd the potential lsgal labilty of the
Eponsor{s) for harm fo participanic aricing from the manaoemend of the receamnh® Flease Hok boxfes) s apmicabie,

Mo Where a NHE orpanisation bas agresd o a0 o sponsor oF oo-sponsorn, indsmnily is prowigsd Shpugh NHT schemes.
indicats ¥ s aoples (e s no need o provice documenians sddsnce), For il ofer SpOnSOrs, peass gesonbe the
amranpEments and nmvde BwWdence.

[ INHE: indemnly scheme will apply (MHE sponsors only)

A Dthesr Insuramce or iIndemnity smangements wil apply ighe detals below)

Bangor Linkesrsity will meet the pobenfial i=gal Esbiity of B sporsor for Fam o parfidpants anfsing from the
managemens of B reseanch.

e 181267838 356144211
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NHE R&D Form IRAS Version 3.0.0

Pizase ancose 3 copy of reksant Socuments.

ATE-Z What amangemantc will b mads for Incuramos and! or indemnity to mest the potential sgal Rsbilty of e
EponGor|c) or smployesic) for karm to partiolpants arcing from the decign of the mesani? Plegse tok bowfes) as
appilcabie.

Mol Where esearchers with suisiantive MHS employment Conirads have desipned the ressary, indemnily I5 provided
mough NHE schemes. Indicss [T M aooliss (e & a0 reed o sowde documeaiary swisenoe). For ather profoon
authors fe.0. COompany Smpioyees, Wihersy members), pleans desrribe fe amangsTents and provite swsnce.

[T TMHE nde=nity scheme @il appdy iprofoocd aulors with HHE contracks oniy )

oA Cithesr Insuramce or Indernity arangements wil apply (ghe detals below)

Bangor Unkesrsity will meet the pobeniial legal Babiity of S sponsor for Fam o parfidpants ansing from the
managemant of fe reseanch.

Piease endons & oopy of reksvan Socuments.

ATE-E What amangemants will be mads for Incuramos andi or indemnity to mest the potential bgal Esbdty of
Invectigastoreioollaboraiors arlcing from harm to partiolpants in the conduot of the recear?

Hofe: Whene Me paiicioants a NHS patients, Indemniy IS provdded’ Mrouph the MHS schemes or Mugh profescional
Jndemnky. Indicate Fthls appies fo e whoks siudy (fhere (5 o need o provide gocpmeniany svidenos]. Bfene non-HS
S¥es an fo be incvded in e ressarc, Incuding prvate paciices, piease desoihe e granpements which will be made o
ez oiex ang provide svisence

[ TMHE Indemeity scherme or peofessional indemnEy wil apply (parbcipants recnaited at NHE skes only)
oA Researrh Inchudes non-MHS shes (gise detalls of insurancs! ndemnEy amrangements. for Fese sihes beiow]

Bangor Linkeersity will meeet the poleniial legal Eabiity of e sporsor for Farm Bo pafidpants ardsing from the
management of e reseanch.

Fiagse ancione § Copy OF nelsant SoCLments.

ATE Could the recaanch lsad to the development of a new produstiprosess. or the generation of Infellschsl property?

e Wes (0 Mo (2 Mok sure

23 1841267838 35014211
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NHS R&D Form IRAS Version 3000

Plsacs anter detalic of the host organkations [Looal Authortty, BHE or obher] in the UK that will b rsponcibls for the
recaaroh citss. For NHT sies, the host orpanisation s the Taust or Heafly Bogrd. Where the reseamh sie 5 3 primay came
sfe =g GF practice, please insart e host arganisation (PCT or Health Board) In the instiution /ow and insar fe resagnh
sie im0 GP practic=] v e Deparment fow

Ressarrh she Irre=chigator Coollatoraton Contact

Insftution name  Betsl Cadwaksdr Linkersity Health Boosed Thitie Or

Deparrment name Hafod Community Bental Heaith Team First named Micholas

Eirest address  Hafod Menial Meaith Resounce Cenre, Beschmnod Romd Infkis

Toan'cty Ryl Eumarre Horm

Peest ol LL1S ZEL

InsStubion name NHS Tayside Thtie Professor

Deparrent e Tayside Psydhological Theaples Serdce Flirst names [

Etremt podrezz 7 Duchope Temaos Inziais

Toan'cty Diundes Eumarre FPower

Peest ol DD EHG

24 18025738 356M14/211
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NHE RE&D Form

IRAS Verskon 5000

10.

11.

DH. Destdarabicn by Chied rvechigaior
1.

The informaiion Im this form |5 aocurabe o the bt of iy mowiedo= and bele and | @k Sull responsiblEy for B

| underiake by abides by e cthical principles endedying the Declaration of Helsinkl and good pracio=
guidaiime=s on the proper comduct of nessseci

i the reseanch k& approved | umderiake o sdhenes o the shedy protoosd, the fermes. of the full spplicaiion a5
approved and any condBons set o0t by neview bodies In giving approval.

| undertake b notfy revies bodes of sulstantisl amendments o the proloo o the bermes: of the approsed
applcation, and to s==k a Tavourabis opinlon from the main REC before mplementing the amendment

| umdhesrtaios bo subeit annusl progress Feports sefting out the pogress of the esearch, s eguirsd by ey
bodles.

| am awars of my responsibiity o be up o dabe and comply with the requireenks of the lww and relevant
pguideiines reiafing fo seowry and confidentailty of patient or offer personal data, iIncheding the need b regisher
when necessany with the appropriate Dats Profection Cficer, | undersiand o | am not permited o disdos=
deniifiabie data o Sird pardes uniess the discosene Fas the onsend of the data subject or, in the ose of
patient daia in England and Wales, the dsciosune = coversd by e s of an approval under Secton 251 of
the MHE Act 006,

| understand that research recomistdats may be subject io inspection by review bodies for sudE purposes 1
resopuired

| understand that any personal data im Sz application will be heid by review bodies and ther opsrational
managers and that this wil be managed accoming o S principles estabilsfed in S Dats Protection A
1938,

| understand Fat the IRformasion contained In this appicaSon, any supEorting documentation and al
CoTespordence Wi review bodes or their operational mansgers reating io Fe spplication:

= W be Fedd by the REC (wihere applcabie] unil af least 3 years afer T end of the shady, and by NHS3
RED oMces (where the resesth requines NHS management permission] in accordance with the NHE
‘Code of Practice on Resconds Managemeni.

» May be dsciosed o Fe operabionsl marsspers of mview bodies, or the appoining auihority tor the REC
[where applcabie), In order 1o check that fe appication has been processed comecy of o Investgaie
any oomplaint

» May be seen by awdiors appointed o underiaik e acorediisfion of RECs (where applcable .

» W be subjert i the provisions of the Freedom of iInforrraiion Acts and may be discicsed in response
0 requesis made wunder e Ads ercept where siabulory evemptions apply.

» May be sent by emal io REC members.

| undersiand that iRformaSion relaing to this ressarcs, Induding the ontact detalls on Sis application, may b=

hedd o reabional Fres=arch information syst=ms, and that this wil be marsgsd acconding o the prindples
esfablished in the Dats Frobecion Act 1958

\iere B research s reviewsd by @ REC within the UK Heath Departments Ressarch Ethics Service, |
understand St the: summany of this shudy wil be published on Se webshe of the Nabonasl Research Ethics
Servioe (MRES), iogether wis S oonfact point for enquiries named beiow. Publication will ke place no sarier
than 3 monifes after lssue of the SRics commitiess Mnal opinkon o the wEhdwal of the application.

Contaot polrt for publicabon ot appilzabls for RED Forms)
NRETS would Mne fo incivde a confact polx with the publichey suoymans of dhe Sudy for Mose wdsilng o sesk further
deformation. e wooid be gratedtl 8 ron would indicade one of the ooviact poinis Sebow

[ Chis? Inemstigaior
(_» Sponsor

20 18126 7EIa3B6M4211
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NHE R&D Form IRAS Verslon 300

[ Sty co-ordinator

[ Student

[ Dffer — pi=ase ghe detals
1) Bore

Avsecs o application for fraining puarposes (Yol appicadie v RAD Forms)
Optiona! — pleass Yok as approprate;

[ 1 waceid e comient for members of other RECS: o have access io the iInformation in the application in confidencs
for training purpos=s. All personsl denifiens and neferances by sponsors, funders and resaarch units wowld be
remoned.

This secton was signed elecinonically by kiss Hannah Went on 250872045 20:21.

Job THieiPost Traines Clinical Peechologist
‘Organisation: Morth Wakes Cinlcal Psychology Programme
Email: pepludgSbangor. . uk

26 181267838 3561421
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NHS RE&D Form

IRAS Version 3000

1.

02 Dieolaration by the cponsors ropressntatine

IrMere Is mone Man one spoasorn, s decaraiion Should be Sigred on behail of the co—SpOASONS Oy @ Pepresenfatve
off e g sponsor namey! af A58-1.

| corfir that:

This research proposal Fas besn dscussead with the Chis? invesfigabor and agnesmment In principis o sponsor
the research IS In piace.

An sppropriste process. of sclenific oitigue has demonstabed that this reseach proposal |s worthehlle and of
high scleniific guality.

Any neressary imdenity or iInsoranoe arangaments, & desoibed In guesSon ATS, will be In place befone
this research starts. Insurance or indesmnity polickes wil b rereeweid for e durabion of e study where
NECESSArY.

Arrangements will be In place before the study starts for B FesEanch f=am 5 SCCeSs PESOUNTES Snd Suppsorn
1o dedlwer B reseanch as propossd.

Armangements o aliocats nesporsbilBes Sor the management, monitoring and neporing of the reseseck will
b= In place before the esearch starks

The duties of Sponsors Sef ot In the Reseanch Govemnmance Framswork for Health and Sodal Care wil be
underiaken in relaSion io this ressarch.

Flease mole: The declarations bebow o nof fonm part of the appilcation for approeal adowve. They will nof b=
corsidered by e Research Eihics Commies.

Whemne the research |5 reviewed by & REG within the UK Heallh Deparments Research Bthics Senvice, |
undersiand that the summarny of this shedy @il b= published on B websEe of the Maboral Ressarch Ethics
Eervice (NRES), logether wiith the contact point for enquiries mamed In this applcation. Fubdcafion wil ke
place= no sarier fan 3 months afer souee of the ethics commiBes's: final opinion or the wihdresal of the
appilcaion.

SpecHcaily, for submissions io Se Research Ethics Commitiess (RECS) | declans Saf any and all dinkcal
trials approved by the HRA since 30th Esptember 2013 {as defined on IRAS categories 2 dinical riais of
medidnes, devices, mmbination of meddnes and devices or ofer dinical rials) hawe been registensd on a
pubilcally accesshie register In complance with S HRA regisration requirements for the UK, or that any
defermal granted by S HRA 551 apples.

Thiz section was sgned sectonically by Mr Hefin Srancs on 140820 S 13:40.

Job THieiPost Echool Marager for Pxychology
Crganisaton: Eangor Universiy
Email: h.francisangor.ac.uk

x 181257838 3561144211
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NHE R&D Form IRAS Version 3000

OE Deolaration for chadentd projeots by aosdemils cuparyicoric)

1. I e read and approved bolh the resesch proposal and this appdication. | am salishied St the sclenific conient
of the reseanch s sabisfactiony for am educsbionsl gualfication at this lewel

2. | wrderiake in fufll the resporsbilfies of the supsnisor for this shudy as setout In the Ressant Govemanos
Framework for Heal and Sodal Cans.

3. | Bk respons bilty for ersuring thad fhs shudy |s comdecied In acoordance with the =ifical principles wnderdying the
De=clarabion of Hedsinkl and good pracice guideines on the proper conduct of research, In conjunction with cinical
SUpEFVSONS B AppIopriate

4. | kit resporskilty for ensuring that the applicant s up o dabe and comples with the requiremenis. of the law and
mel=vant guideines relabing o security and confidendality of pabient amnd other personal data, In conjuncon with
dinical superdsors as appropriabe.

Aoadmila cupsryicor 1

This saclion was signed slecironicaly by Prof Kevin Power on 1B0S200E 08:51.

Jobs TileFost: Head of Sendoe

Cwganisabion: HHE Taysids

Emaill: =i pesngnies. netl
Agadsmio cupasriicor 2

This s=clion was sigred elecinonically by Dr Nick Hom on 13082015 11358,

Jobs TiieFost Climical Psychologist
Cerganisabion: Btz Cadwalsdr Healr Boand
Emaill: nick hom@wales mifs. uk

2B 189267/ 38 35614211
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Research Protocol
Study Title

Training, experience, and perceived competence among clinicians working with
complex trauma in adult mental health: the mediating role of knowledge

Name of Researcher
Hannah Went
Name of Supervisors
Dr. Nick Horn and Professor Kevin Power
Background
Prevalence and consequences of trauma

Experiences of traumatic events are known to have significant adverse effects on mental
health (Solomon & Davidson, 1997). In particular, the effects of multiple traumatic events have
been related to worse outcomes, with the severity and complexity of mental health difficulties
positively correlating with the number of previous traumatic events experienced (Briere,
Kaltman & Green, 2008). Repeated traumatic events, particularly prolonged and repeated
trauma in early years can lead to difficulties with emotion regulation, alterations in self
perception, somatic symptoms and difficulty with interpersonal relationships (Ford, Courtois,
Steele, Ven der Hart & Nijenhuis, 2004). This type of trauma has been referred to as “complex
trauma” (Herman, 1992) and has been found to be a risk factor for a range of difficulties,
including substance misuse, eating disorders, suicidality and self harm (Cloitre et al., 2012).
As such, it is an important consideration in understanding the mental health difficulties of
individuals presenting to mental health services. This is further demonstrated by the findings
of Cusack, Frueh and Brady (2004), who found that 91% of individuals presenting to a
community mental health service had experienced previous trauma.

Political context

The concept of complex trauma has received increasing attention in recent years, both
from researchers and from policy makers. Government policies and guidance relating to
complex trauma have frequently been within the context of specific forms of trauma such as
childhood sexual abuse or domestic violence. In 2001, the Scottish government set up a cross
party working group for survivors of childhood sexual abuse, and in 2005 the National Strategy
for Survivors of Childhood Sexual Abuse (Survivor Scotland, 2005) was published. One of
the needs identified was training of professions to respond to trauma at all levels. This has more
recently been highlighted by the Welsh government in their proposed Gender Based Violence,
Domestic Abuse and Sexual Violence (Wales) Bill (Welsh Assembly Government, 2012). This
aims to improve service responses to these concerns, including a need for services to effectively
work with and manage the mental health needs of individuals exposed to these forms of trauma.
This is linked to a recognised need for an increase in staff training, recognising the differing
needs of staff working at different levels with these individuals.
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The need for staff training

There have been repeated recommendations for services to become more trauma
informed and for staff to be better equipped to work with this client group, particularly given
the complex mental health needs they may present with. In inpatient settings, failing to
recognise trauma in the aetiology of client presenting problems is thought to lead to longer
stays in hospital (Tucker, 2002). Gold (2004) highlighted the potentially negative impact of
attempting to work with trauma without appropriate training and skills, as this may lead to an
exacerbation of client difficulties and proposed training clinicians in working with trauma as a
means to address the need for trauma informed services. For example, staff training aimed at
increasing clinicians’ understanding of the impact of trauma and integrating this into
formulations, has been found to increase empathy when working with challenging behaviours
with these clients (Greenwald, 2008). Qualitative research has also identified a need for
clinicians to be more trauma aware when working with clients who have experienced complex
trauma (Harper, Stalker, Palmer & Gadbois, 2008). The frequency at which clinicians ask about
a history of previous trauma, particularly childhood sexual abuse, has been previously found
to be low and it has been suggested that staff training may increase the frequency at which staff
ask about historical trauma (Read, McGregor, Coggan & Thomas, 2006).

Research on staff training

Evaluation of staff training aimed at working with complex trauma has found that
knowledge and attitudes improve following training (Brown et al., 2012). Within a forensic
population, staffs’ perceived confidence and competence have been found to increase
following training around working with trauma and self harm (Robertson et al., 2013). A
number of surveys have also been conducted investigating the issue of staff training for
clinicians working with complex trauma. Campbell & Carlson (1995) found that training of
clinicians in adult mental heath services was linked to increases in self-reported knowledge
working with survivors of childhood sexual abuse. Results from a further study into clinicians
in adult mental health working with childhood sexual abuse found that training and supervision
significantly impacted on clinicians perceived confidence, competence, and self reported
knowledge (Day, 2003).

Perceived competence

As can be seen from the research to date, a number of factors are found to be related to
training around complex trauma, including staff knowledge and perceived competence. A lack
of perceived competence has been found to be linked to lower rate of discussing, documenting
and working with complex trauma (Salyers, Evans, Bond & Meyer, 2004). In relation to
clinicians working with domestic violence, a lack of perceived competence has been cited as
one of the barriers to staff enquiry and subsequent disclosure of domestic violence (Rose et al.,
2011).

Although training has been found to be linked to increases in perceived competence
working with clients who have experienced complex trauma, the research highlights a number
of other factors which are likely to impact on perceived competence, including the type of
training received, (Beidas & Kendall, 2010) level of experience (Salyers, Evan, Bond & Meyer,
2004) and clinical supervision (Ben-Porat & Itzhaky, 2011).

Current Research
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Given the complexities that individuals who have experienced complex trauma may
present with, and the repeated calls for further staff training, the current study aims to explore
the relationship between training and experience, knowledge, and self reported competence
among clinicians working in adult mental health services across two sites, Betsi Cadwaladr
University Health Board and NHS Tayside. In an extension of earlier studies, the survey will
focus more generally on complex trauma rather than solely on childhood sexual abuse. In
addition, given the range of factors thought to impact on perceived competence, including
supervision, these variables will also be considered in the current study.

Research Aims

1. To identify the relationship between experience, participation in training and
perceived competence

2. To investigate the role of both perceived and actual knowledge in mediating
these relationships

3. To investigate the influence of supervision in mediating these relationships

Participant Recruitment

The current study aims to recruit participants from two separate health boards, one in
Wales (Betsi Cadwaladr University Health Board [BCUHB]) and one in Scotland (NHS
Tayside). The aim is to recruit clinicians employed by these health boards working within
primary and secondary care Adult Mental Health Services. Various occupational groups will
be invited to participate including psychology, nursing, allied health professions and medicine.
Relevant managers will be approached to identify a potential list of participants and to seek
permission.

Participants will be asked a series of demographic questions regarding gender, age,
education, and years of experience working in mental health. In addition, a number of questions
relating to their current work environment will be asked, such as their designation, area of work
(primary or secondary mental health) and the estimated percentage of clients on their caseload
with a history of complex trauma.

In order to ensure the least disruption to services, mangers will be consulted to
determine the most convenient means of participation for their service. Potential participants
will be approached via email or through regular team meetings. Paper questionnaire packs can
be distributed by post or during team meetings and will include a prepaid return envelope.
The estimated sample size is 150 participants
Design and procedure

Design

A quantitative cross sectional design will be used. Data will be collected via paper
questionnaires. The dependent variables will be perceived staff competence working with
complex trauma. Independent variables that will be investigated are experience, participation

in training and supervision.

Subjective ratings of knowledge and reported knowledge of models of treatment will
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be considered as a mediating variable.
Procedure

Potential participants will be approached both by email and via attendance at regular
team meetings. Paper questionnaire packs will be distributed during team meetings and will
include a prepaid return envelope addressed to the chief investigator. Questionnaire packs will
include information about the background of the study and information regarding consent and
the right to withdraw.

Measures

Data will be collected via four questionnaires which will comprise of questions about
demographics, level of experience, and training experiences, as well as questionnaires on
supervision, knowledge and perceived competence. All data will be based on subjective self
report.

Demographic questionnaire

This has been designed specifically for the current study and will consist of questions
relating to participants previous training and experience, and background questions.

Measure 1. Knowledge questionnaire

Declarative knowledge will be measured using an 11 item questionnaire developed by
the author. This will consist of multiple choice questions on their general knowledge of
complex trauma and specific knowledge about working with complex trauma. A subjective
measure of knowledge will also be included by asking clinicians to rate their perceived
knowledge on a likert type scale.

Measure 2: Self-perceived competence

Perceived confidence and competence will be measured using the confidence /
competence subscale of an attitude scale previously used in research for assessing factors
influencing treatment of PTSD and trauma related difficulties. This subscale has been found

to have good internal consistency with Cronbach’s alpha of 0.89 (Salyers, Evans, Bond &
Meyer, 2004)

Measure 3. Supervision

Supervision will be measured using the MCSS-26 which is a 26 item scale measuring
the effectiveness and quality of clinical supervision (Winstanely & White 2011). This
consists of 6 subscales, 5 of which demonstrate reasonable to good internal consistency of
between o = 0.63 and a = 0.89. The subscale of ‘importance/ value’ which measures how

important clinical supervision is valued to be, has poorer internal consistency of o = 0.49
(Buus & Gonge, 2013).

Data Management

All data will be held securely and accordingly with the BCUHB and NHS Tayside Data
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Protection policies. Returned questionnaires will be coded personally by the chief investigator
and will be stored in a locked cabinet on NHS premises in BCUHB. The coded data will be
entered on to an electronic statistical package data set (SPSS) that will be password protected.
The anonymised data set will be stored on a BCUHB NHS computer and only the chief
investigator and supervisors will be authorised to access the data set.

Data Analysis

Data will be analysed using SPSS computerised statistical software package. Multiple
regression analyses will be run to investigate for significant relationship between the
variables. Further tests of mediation for supervision and knowledge will be conducted using a
bootstrapping method (Fritz & MacKinnon, 2007).

Bootstrapping analysis does not require a specific sample size, however, research has
suggested that an estimated sample size of 148 is required to detect a small to medium effect
size with a power of 0.8 (Fritz & MacKinnon, 2007).

Diversity

It is hoped that the sample will encompass a range of professionals with differing
levels of training and experience working across two health boards. All clinicians working
within adult mental health will be invited to participate, however, the diversity of the sample
will reflect the sample that chooses to participate. The inclusion of two health boards is
anticipated to improve the generalizability of the results.

Regarding the Welsh language, participant information sheets will be translated into
Welsh and provided in both English and Welsh to the participants in Betsi Cadwaladr
University Health Board. The questionnaires will only be provided in English as the
psychometric properties of these are only relevant to the English version.

Ethical/ Registration issues

Ethical approval will be sought from the Bangor University School of Psychology and
the NHS Health Boards Research & Development (R&D).

Feedback

Feedback of the research findings will be provided to team leaders and lead clinicians.
More detailed feedback will be provided to individual participants on request. Wider
dissemination of results will be considered including talks or posters at relevant meetings or
more widely as publication as a journal article.

Risk Assessment

Participants will be NHS employees and, as such, there is a chance that they may be
reluctant to give an honest account of their perceived competence, particularly if they do not
feel particularly confident or competent in their role. As such, the study has been designed to
protect the anonymity of participants. There will be minimal identifiable information in the
questionnaire packs. Questions relating to role and experience which could potentially be
identifiable have been categorised into broad categories to improve anonymity. In addition,
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consent forms will not be sent alongside information packs to protect the anonymity of
participants.

Informed consent will be implied by the return of questionnaires. The participant
information sheets will clearly highlight the voluntary nature of the research and that consent
to participate in the research will be assumed if questionnaires are returned. The voluntary
nature of participation will also be emphasised to the staff team and team managers at team
meetings.

There are minimal risks with regard to data protection and confidentiality.
Questionnaire responses will remain anonymous to reduce the potential to identify individual
staff who have or have not participated. All data will be stored securely and treated in
accordance with BCUHB and NHS Tayside data protection policies. Data held electronically
will be stored on NHS computers and will be password protected.

The survey includes questions relating to working with complex trauma, which
includes childhood sexual abuse. Clinicians working within mental health services are likely
to come into contact with accounts of trauma routinely during their clinical practice. As the
current research does not ask about details of trauma minimal distress participant distress is
anticipated. In addition, participants will be informed about the nature of the questions in
advance in the participant information sheet.

Data Storage

Data will be collected in line with the Data Protection Act (1998). Completed
questionnaires will be kept in a locked filing cabinet in Hafod Mental Health Resource
Centre. Anonymous data will be stored securely on the trainee’s personal drive on BCUHB
computers. Data will be stored for five years in line with guidelines for publishing research.
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Participant Information Sheet

Information about the research

You are invited to take part in a research study that is being carried out with staff
across Betsi Cadwaladr University Health Board (BCUHB) and NHS Tayside. This is
being carried out as part of a Clinical Psychology Doctorate with the North Wales
Clinical Psychology Programme. It is important you have all the information to
understand why you are doing the research and what it will involve if you choose to
take part.

Before consenting to participate in the research, please read the following information
sheet carefully. If you have any questions regarding taking part in the research, please
feel free to contact the principal researcher, Hannah Went, Trainee Clinical
Psychologist (hannah.went@wales.nhs.uk). Please note that once you return the
guestionnaires, it will not be possible to withdraw your responses from the study due
to the anonymous nature of the questionnaires.

Research Project Title
Training, knowledge, and perceived competence among clinicians working with
complex trauma in adult mental health

Research Team

Hannah Went, Trainee Clinical Psychologist

Dr. Nick Horn, Clinical Psychologist (BCUHB)

Professor Kevin Power, Head of Tayside Psychological Therapies Service (NHS
Tayside)

What is the purpose of the study?

Multiple, repeated experiences of trauma, known as complex trauma, are common in
patients presenting to adult mental health services. Previous research suggests that
there is a range of factors that may influence clinicians’ self perceived competence
working with this client group.

The aim of the study is to further explore the factors that contribute to the perceived
competence of staff in adult mental health services when working with clients who
have experienced complex trauma. The study is interested in individuals’ experiences,
training and knowledge of complex trauma working with this client group.

This study has been granted ethical approval by Bangor University and has been
approved by the research and development committee in BCUHB and NHS Tayside.

Why am | being asked to take part?

You have been asked to take part because the study is inviting qualified clinicians
working in primary and secondary care adult mental health services across BCUHB
and NHS Tayside to participate.
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What does the study involve?

The study will require you to answer a number of questions about complex trauma and
your work with clients who have experienced complex trauma. You will not be asked
guestions about work with specific clients. This will take approximately 25 minutes to
complete.

Do | have to take part?

It is up to you to decide whether or not you would like to participate in this study. You
can stop the survey at any time without giving a reason if you no longer wish to
participate.

What will happen if | do not want to complete the survey?
Participation is voluntary. Deciding not to take part will not impact any aspect of your
employment, or your relationship with the University.

Once you have submitted your survey it will not be possible to withdraw your
responses.

Are there any benefits or risks?
There are no risks anticipated in participating in the study.

By completing this survey you will be contributing to the research base and aiding our
understanding of what can help clinicians feel more competent when working with
clients who have experienced complex trauma. This will help to highlight both
strengths and areas for development within services relating to working with complex
trauma reactions. We cannot promise that the results of this research will impact on
any training gaps or support needs which you may highlight.

Will my information be kept confidential?

All information will be kept strictly confidential. All survey responses will be anonymous
and you will not be asked any questions about personally identifiable information such
as your name or address. However, you will be asked some questions about your
employment such as which professional group you are part of and whether you work
in primary or secondary care. You will not be asked which team you work with.

The information from the surveys will be anonymous and will be securely stored for 5
years to allow for scrutiny following publication.

If you would like to receive feedback upon completion of the study you can contact the
researcher to request this. Your details will be stored separately and will be destroyed
once feedback has been given.

What will happen to the results of the research study?
The results of the study will be fed back to managers within the health boards and may
be submitted to a journal for publication.

Welsh Language

Information about the study will be provided bilingually. We recognise that some
participants may prefer to receive the questionnaires in Welsh. Unfortunately
qguestionnaires will only be provided in English to ensure consistency across both
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Welsh and English speakers. This will help to maintain the validity of the questionnaire
results.

Who do | contact with any concerns about this study?

If you have any concerns or complaints about this study, or the conduct of individuals
conducting this study, then please contact Mr. Hefin Francis, School Manager, School
of Psychology, Adeilad Brigantia, Penrallt Road, Bangor, Gwynedd LL57 2AS or e-
mail h.francis@bangor.ac.uk.

Who do | contact about the study?
For further information you can contact the Principal Investigator:

Hannah Went

Trainee Clinical Psychologist
NWCPP

School of Psychology
Bangor University

Bangor

Gwynedd

LL57 2AS

Email: hannah.went@wales.nhs.uk
Alternatively you can contact the project supervisors:

Professor Kevin Power

Head of Tayside Psychological Therapies Service
7 Dudhope Terrace

Dundee

DD3 6HG

Email: kevin.power@nhs.net

Dr Nick Horn

Clinical Psychologist

Tim Dyffryn Clwyd CMHT
Middle Lane

Denbigh

LL16 3UR

Email: nick.horn@wales.nhs.uk

PRIFYSGOL

BANGOR
Q G IG Bwrdd lechyd Prifysgol UNIVERSITY

0&“@ Betsi Cadwaladr
b’ N H S University Health Board
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Taflen Wybodaeth i Gyfranogwyr

Gwybodaeth am yr ymchwil

Gwahoddir chi i gymryd rhan mewn astudiaeth ymchwil a gynhelir gyda staff Bwrdd
lechyd Prifysgol Betsi Cadwaladr a GIG Tayside. Gwneir yr ymchwil fel rhan o
ddoethuriaeth Seicoleg Glinigol gyda Rhaglen Seicoleg Glinigol Gogledd Cymru.
Mae’n bwysig bod gennych yr holl wybodaeth i ddeall pam rydych yn gwneud yr
ymchwil a beth fydd yn digwydd os byddwch yn penderfynu cymryd rhan.

Darllenwch y daflen wybodaeth ganlynol yn ofalus cyn cytuno i gymryd rhan yn yr
ymchwil. Os oes gennych unrhyw gwestiynau ynglyn & chymryd rhan yn yr ymchwil,
mae croeso i chi gysylltu &'r prif ymchwilydd, Hannah Went, Seicolegydd Clinigol dan
Hyfforddiant (hannah.went@wales.nhs.uk). Sylwer na fydd yn bosib i chi dynnu eich
atebion yn 6l ar 6l i chi ddychwelyd yr holiaduron oherwydd natur ddienw yr holiaduron.

Teitl y Project Ymchwil
Hyfforddiant, gwybodaeth a chymhwysedd canfyddedig clinigwyr sy'n gweithio gyda
thrawma cymhleth ym maes iechyd meddwl oedolion.

Y Tim Ymchwil

Hannah Went, Seicolegydd Clinigol dan Hyfforddiant

Dr Nick Horn, Seicolegydd Clinigol (Bwrdd lechyd Prifysgol Betsi Cadwaladr)

Yr Athro Kevin Power, Pennaeth Gwasanaeth Therapiau Seicolegol Tayside (GIG
Tayside)

Beth yw pwrpas yr astudiaeth?

Mae profiad o drawma cymhleth yn gyffredin ymysg cleifion sy'n ymweld a
gwasanaethau iechyd meddwl oedolion ac mae gwaith ymchwil blaenorol yn awgrymu
bod amrywiaeth o ffactorau a all ddylanwadu ar gymhwysedd hunan ganfyddedig
clinigwyr sy'n gweithio gyda'r grip hwn o gleientiaid.

Nod yr astudiaeth yw ymchwilio i'r ffactorau sy'n cyfrannu at gymhwysedd canfyddedig
staff wrth iddynt weithio gyda thrawma cymhleth ym maes gwasanaethau iechyd
meddwl oedolion. Bydd yr astudiaeth yn canolbwyntio ar brofiadau, hyfforddiant a
gwybodaeth unigolion sy'n gweithio gyda'r grwp hwn o gleientiaid am drawma
cymhleth.

Mae'r astudiaeth hon wedi cael cymeradwyaeth foesegol gan Brifysgol Bangor ac wedi
cael ei chymeradwyo gan y pwyllgor ymchwil a datblygu ym Mwrdd lechyd Prifysgol
Betsi Cadwaladr ac wedi ei chymeradwyo gan adran adnoddau dynol a chyfarwyddwr
iechyd meddwl! GIG Tayside.

Pam rydych yn gofyn i mi gymryd rhan?

Gofynnwyd ichi gymryd rhan oherwydd bod yr astudiaeth yn gwahodd yr holl glinigwyr
sy'n gweithio ym maes gofal sylfaenol ac eilaidd yng ngwasanaethau iechyd meddwl
oedolion ar draws Bwrdd lechyd Prifysgol Betsi Cadwaladr a GIG Tayside.

Beth fydd yn digwydd yn yr astudiaeth?

Bydd yr astudiaeth yn gofyn i chi ateb nifer o gwestiynau am drawma cymhleth ac am
eich gwaith gyda chleientiaid sydd wedi cael profiad o drawma cymhleth. Ni ofynnir
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cwestiynau i chi am weithio gyda chleientiaid penodol. Bydd yr holiadur yn cymryd
rhyw 25 munud i'w lenwi.

A oes rhaid imi gymryd rhan?

Chi sydd i benderfynu p’un a ydych eisiau cymryd rhan yn yr astudiaeth hon ai peidio.
Gallwch dynnu allan o'r astudiaeth ar unrhyw adeg, heb roi rheswm os nad ydych
eisiau cymryd rhan mwyach.

Beth fydd yn digwydd os nad wyf am gwblhau'r holiadur?
Eich dewis chi yw cymryd rhan ai peidio. Ni fydd penderfynu peidio & chymryd rhan yn
cael effaith ar unrhyw agwedd ar eich cyflogaeth neu gysylltiad gyda'’r brifysgol.

Unwaith y byddwch wedi cyflwyno eich holiadur, ni fydd modd ichi dynnu eich atebion
yn Ol.

A oes unrhyw fanteision neu risgiau?
Ni ragwelir bod unrhyw beryglon yn gysylitiedig & chymryd rhan yn yr astudiaeth hon.

Trwy gymryd rhan yn yr astudiaeth hon byddwch yn cyfrannu at y sylfaen ymchwil ac
yn cynyddu ein dealltwriaeth o'r hyn y gall helpu clinigwyr i deimlo’n fwy cymwys wrth
weithio gyda thrawma cymhleth. Bydd hyn yn helpu i dynnu sylw at y cryfderau a'r
meysydd i'w datblygu yn y gwasanaethau sy'n ymwneud a thrawma cymhleth. Ni allwn
addo y bydd canlyniadau'r astudiaeth hon yn effeithio ar unrhyw fylchau o ran
hyfforddiant neu anghenion o ran cymorth y byddwch yn tynnu sylw atynt.

A fydd y wybodaeth amdanaf yn cael ei chadw’n gyfrinachol?

Cedwir yr holl wybodaeth yn liwyr gyfrinachol. Bydd yr holl ymatebion yn ddienw ac ni
ofynnir i chi am unrhyw wybodaeth bersonol y gellir ei defnyddio i'ch adnabod megis
eich enw neu eich cyfeiriad. Ond gofynnir rhai cwestiynau i chi am eich swydd, megis
pa grwp proffesiynol rydych yn rhan ohono ac a ydych yn gweithio ym maes gofal
sylfaenol neu eilaidd. Ni ofynnir i chi pa dim rydych yn gweithio gydag ef.

Bydd y wybodaeth o'r holiaduron yn ddienw a chaiff ei storio'n ddiogel am 5 mlynedd
er mwyn gallu craffu ar y wybodaeth ar 6l ei chyhoeddi.

Os hoffech gael adborth ar 6l i’r astudiaeth ddod i ben, gallwch gysylltu &'r ymchwilydd
i ofyn am hyn. Cedwir eich manylion ar gronfa ddata ar wah&n a chant eu dinistrio
unwaith bydd yr adborth wedi €i roi.

Beth fydd yn digwydd i ganlyniadau’r astudiaeth ymchwil?
Caiff canlyniadau'r astudiaeth eu bwydo yn 6l i reolwyr yn y byrddau iechyd ac mae'n
bosib y cant eu cyhoeddi mewn cyfnodolyn.

Yr laith Gymraeg

Darperir gwybodaeth am yr astudiaeth yn ddwyieithog. Rydym yn sylweddoli y bydd
yn well gan rai cyfranogwyr ateb holiaduron yn y Gymraeg. Yn anffodus, dim ond yn
Saesneg y darperir yr holiaduron er mwyn sicrhau cysondeb ymysg y siaradwyr
Cymraeg a Saesneg. Bydd hyn yn gymorth i sicrhau dilysrwydd canlyniadau'r
holiaduron.
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A phwy ddylwn gysylitu os oes gennyf unrhyw bryderon ynglyn a'r astudiaeth
hon?

Os oes gennych unrhyw bryderon neu gwynion ynglyn &’r astudiaeth hon, neu ynglyn
ag ymddygiad unigolion sy’n cynnal yr astudiaeth hon, cysylltwch & Mr Hefin Francis,
Rheolwr yr Ysgol, Ysgol Seicoleg, Adeilad Brigantia, Ffordd Penrallt, Bangor,
Gwynedd LL57 2AS, neu anfonwch e-bost at h.francis@bangor.ac.uk

A phwy ddylwn gysylitu ynglyn a’r astudiaeth?
Am ragor o wybodaeth, gallwch gysylltu &'r prif ymchwilydd:

Hannah Went

Seicolegydd Clinigol dan Hyfforddiant
Rhaglen Seicoleg Glinigol Gogledd Cymru
Ysgol Seicoleg

Prifysgol Bangor

Bangor

Gwynedd

LL57 2AS

E-bost: hannah.went@wales.nhs.uk
Fel arall, gallwch gysylltu & goruchwylwyr y project:

Yr Athro Kevin Williams

Head of Tayside Psychological Therapies Service
7 Dudhope Terrace

Dundee

DD3 6HG

E-bost: kevin.power@nhs.net

Dr Nick Horn

Seicolegydd Clinigol

Tim lechyd Meddwl Cymunedol Dyffryn Clwyd
Middle Lane

Dinbych

LL16 3UR

E-bost: nick.horn@wales.nhs.uk
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North Wales Clinical Psychology Programme
43 College Road

Bangor University

Bangor

Gwynedd

LL57 2DG

Date:
Dear

| am conducting a study into clinicians’ perceived competence working with clients in
Adult Mental Health Services who have experienced trauma. This research is being
undertaken as part of a Doctorate in Clinical Psychology with the North Wales Clinical
Psychology Programme at Bangor University. The study has received ethical approval
from Bangor University.

The aim of the research is to find out what influences clinicians’ perceived competence
working with these clients. | am asking all clinicians in primary and secondary care
Adult Mental Heath Services across Betsi Cadwaladr University Health Board and
NHS Tayside to take part in the study.

| would be grateful for your time in completing some questionnaires as part of this
research. This should take around 20 minutes. All responses will be kept confidential
and participation is entirely voluntary. Your feedback is highly valuable, as it will help
to further our understanding into what influences clinicians’ perceived competence.

If you are willing to take part, please read the attached information sheet before
completing and returning the enclosed questionnaires.

If you have any questions or queries about taking part in the research, please do not
hesitate to contact me at:

Hannah.went@wales.nhs.uk
Thank you for your time

Yours sincerely,

Hannah Went
Trainee Clinical Psychologist
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Rhaglen Seicoleg Glinigol Gogledd Cymru
43 Ffordd y Coleg

Prifysgol Bangor

Bangor

Gwynedd

LL57 2DG

Dyddiad:
Annwyl

Rwy’n cynnal astudiaeth ymchwil i gymhwysedd canfyddedig clinigwyr sy'n gweithio
ym maes Gwasanaethau lechyd Meddwl Oedolion gyda chleientiaid sydd wedi profi
trawma. Mae'r ymchwil yn cael ei wneud fel rhan o ddoethuriaeth Seicoleg Glinigol
gyda Rhaglen Seicoleg Glinigol Gogledd Cymru ym Mhrifysgol Bangor. Mae'’r
astudiaeth hon wedi cael cymeradwyaeth foesegol gan Brifysgol Bangor.

Nod yr ymchwil yw darganfod beth sy'n dylanwadu ar gymhwysedd canfyddedig
clinigwyr sy'n gweithio gyda'r cleientiaid hyn. Rwy’n gofyn i'r holl glinigwyr sy'n gweithio
ym maes gofal sylfaenol a gofal eilaidd y Gwasanaethau lechyd Meddwl Oedolion ac
ar draws Bwrdd lechyd Prifysgol Betsi Cadwaladr a GIG Tayside i gymryd rhan yn yr
astudiaeth.

Buaswn yn ddiolchgar petaech yn gallu rhoi o'ch amser i lenwi rhai holiaduron fel rhan
o'r astudiaeth hon. Dylai gymryd rhyw 20 munud i'w llenwi. Cedwir yr holl atebion yn
gyfrinachol a byddwch yn cymryd rhan o'ch gwirfodd. Mae eich adborth yn werthfawr
iawn, gan y bydd yn gymorth i ni gynyddu ein dealltwriaeth o'r hyn sy'n dylanwadu ar
gymhwysedd canfyddedig clinigwyr.

Os ydych yn fodlon cymryd rhan, darllenwch y daflen wybodaeth amgaeedig cyn llenwi
a dychwelyd yr holiaduron amgaeedig.

Os oes gennych unrhyw gwestiynau ynglyn & chymryd rhan yn yr ymchwil, mae croeso
i chi gysylitu & mi:

Hannah.went@wales.nhs.uk

Diolch am roi o’ch amser.

Yn gywir,

Hannah Went
Seicolegydd Clinigol dan Hyfforddiant
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Participant Questionnaire
Questions about you:
1. Are you

Male o Female o Transgender o Prefer not to say o

2. How old are you?
Under 20 o 21-30 0O 31-40 o 41-50 o 51-60 o 61-70 O
Questions about your job:

3. What professional group are you a member of:

o Nursing o Psychology / Psychological Therapies
o Medicine o Allied Health Professions

o Other (please specify)

4. What is the highest educational qualification you have obtained?
o O grade/ Standard Grade/ GCSE or equivalent

o A Level/ Higher/ SYS or equivalent

o HND/ HNC or equivalent

o Degree (e.g., College degree, Bachelors) or equivalent

o Higher Degree (e.g., MA / MSc / PhD)

5. How long have you worked in your current professional role (in years)?
6. How long have you worked in the field of mental health (in years)?

7. Which Health Board do you work for?
o Betsi Cadwaladr University Health Board
o NHS Tayside

8. Please select the option that best describes the service(s) you currently work in.
Please tick all that apply.

o Primary care adult mental health
o Secondary care adult mental health
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Questions about your work with clients

9.How often do you ask clients about a history of trauma?
1 2 3 4 5

Never Occasionally  Sometimes Usually Always

10.How important do you believe it is to ask clients about a history of trauma?

1 2 3 4 5
Not at all Slightly Quite Very Extremely
important important important important important

The following questions all relate to your work with clients who have experienced
traumatic events. Some of these relate specifically to clients who have experienced
complex trauma. Complex trauma refers to multiple, repeated, traumatic events,
typically interpersonal in their nature such as repeated physical or sexual abuse.

Please note: many clients may have experiences numerous, unrelated traumatic
events, which would not be classified as complex trauma.

11.In the past 12 months, have you worked with clients who have experienced any
form of trauma?
Yes O No o Unsure o

12.In the past 12 months, have you worked with clients who have experienced
complex trauma?
Yes O No o Unsure o

13. What percentage of clients on your current caseload do you estimate have a
history of any form of trauma?

%

14. What percentage of clients on your current caseload do you estimate have a
history of complex trauma?

%

15. What percentage of clients on your caseload have their main presenting problem
related to a history of any form of trauma?

%

16. What percentage of clients on your caseload have their main presenting problem
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related to a history of complex trauma?
%

17. How knowledgeable do you perceive yourself to be about trauma and the
treatment of mental health difficulties related to trauma of any type?

1 2 3 4 5

Not at all Slightly Quite Very Extremely
knowledgeable knowledgeable knowledgeable knowledgeable knowledgeable

18. How knowledgeable do you perceive yourself to be about complex trauma and
the treatment of mental health difficulties related to complex trauma?

1 2 3 4 5

Not at all Slightly Quite Very Extremely
knowledgeable knowledgeable knowledgeable knowledgeable knowledgeable

Questions about training experiences:

19. Did you receive training around working with trauma as part of your professional
training qualification?

Any Trauma Yes O No o
Complex trauma Yes O No o

20. Since completing your professional training, have you received any further
training on trauma?

Any Trauma Yes O No o
Complex trauma Yes O No o

If you answered no, please skip to question 22.

21. What training have you received?

Please note: this question refers to training you have received since completing
your professional training.

i. Please briefly describe the type of training you have received, e.g. general
awareness of the impact of trauma, skills working with trauma or training in a
specific treatment intervention.
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ii. Did this training focus on complex trauma? Yes O No o

iii. What format was the training?
o Didactic (e.g. a lecture)
o Interactive (e.g. included role plays)
o Mixed didactic and interactive

iv. How long was the training course? (days)

or (hours)

22. Would you be interested in attending further training around working with
complex trauma

Yes o No o Don’t know o

If yes, what has prevented you from attending further training? Please tick all
that apply.

o No training available
o No funding available to attend training
o Other training needs prioritised

o Lack of time

o Other (please specify)
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Knowledge

Please answer the following questions based on your current knowledge of complex
trauma. This includes knowledge about mental health difficulties that can develop as
a consequence of complex trauma. Throughout this questionnaire, these difficulties
are referred to as complex post traumatic stress disorder.

Staff will have a range of knowledge on these topics. Some staff may only have a little
knowledge whereas others may have more extensive knowledge. As such, we are not
expecting all staff to have substantial knowledge on this topic. We are interested in
getting an accurate reflection of your knowledge at the present time. Therefore please
do not seek further information prior to answering these questions.

1. Childhood sexual abuse can often be considered a form of complex trauma.
Roughly what percentage of the general population has a history of childhood
sexual abuse?

5-15% o 16-25% o 26-35% O 36-45% O 46-55% o

2. Recommended psychological treatments for PTSD and complex post traumatic
stress disorder are the same:

Always o Sometimes o Never o Don’t know o

3. Complex post traumatic stress disorder (CPTSD) is a recognised diagnosis in
DSM V

Yes o No o Don’t know o

4. Complex post traumatic stress disorder (CPTSD) is a recognised diagnosis in ICD
10

Yes o No o Don’t know o

5. Compared to clients with major depression, clients with difficulties relating to
complex trauma are more likely to have difficulties developing a therapeutic
relationship

Yes O No o Don’t know o

6. Are you aware of the phased based approach to the treatment of complex post
traumatic stress disorder?
Yes o No o

7. Which of the following advocate a phased based approach to treatment of complex
traumatic stress disorders:
NICE guidelines Yes o No o Don’t know o
International Society for Traumatic
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10.

11.

12.

Stress Studies Yes O No o Don’t know o
The Psychological Therapies Matrix Yes o No o Don’t know O

. In phased based approaches to treatment of complex traumatic stress disorder,

how many stages are there?
20 3o 40 50 Don’t know O

. Individuals who have experienced complex trauma should be encouraged to

disclose their experiences

Always o Sometimes o Never o Don’t know o
Compared to psychological treatments of major depression, when treating
difficulties relating to complex trauma, the therapeutic relationship is:

Less important o As important o More important o Don’t know O
In clients presenting with comorbid substance misuse and complex post traumatic

stress disorder, traumatic memories should generally be addressed prior to
addressing the substance misuse

Yes o No o Don’t know o

Which of the following have been found to be associated with a history of complex
trauma?

Phobias Yes O No o Don’t know o
Depression Yes O No o Don’t know o
Eating disorders Yes O No o Don’t know o
Self harm Yes O No o Don’t know o
Substance misuse Yes O No o Don’t know o

Psychosis Yes O No o Don’t know o
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Perceived Competence

For the following statements, please indicate how much you agree with each
statement by entering the number of your choice from the scale below.

1 2 3 4 5
Strongly Disagree Neutral / Agree Strongly
disagree don’t know agree

1.1 usually ask my clients about their history of traumatic events

2.1 don’t feel comfortable talking with clients about their traumatic
experiences

3.1 feel comfortable with my knowledge of complex trauma

4.1 feel comfortable with my knowledge of mental health problems
that may be related to complex trauma

5.1 feel comfortable with my knowledge of effective treatment
approaches for complex post traumatic stress disorder

6.1 am confident in my ability to treat complex post traumatic
stress disorder

7.1 believe | can detect symptoms of complex post traumatic
stress disorder

8.1 have worked with a lot of clients who have symptoms of
complex post traumatic stress disorder
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Supervision
The following questionnaire aims to explore your experiences of clinical supervision
(i.e. supervision that is focused upon your clinical work with clients, not management
or caseload supervision).

Do you currently receive clinical supervision? Yes O No o

If Yes, please complete the attached MCSS-26 questionnaire.

If No, and you do not currently receive clinical supervision, please skip the attached
MCSS-26 questionnaire.
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MCSS-26€©

Allied Health Version 1.0

About this questionnaire

This questionnaire has been developed from the original
Manchester Clinical Supervision Scale®. It is designed for self-
completion by personnel currently receiving clinical supervision
in @ nursing or other healthcare setting.

The MCSS-26° aims to measure the effectiveness of and
satisfaction with the supervision received. It provides sub-
scores for six key elements of the Clinical Supervision process.

How to fill in this questionnaire

Please answer all of the questions as accurately as you can. Try
not to leave any blank. Complete the questionnaire in the order
it appears

Do not spend too long thinking about each item; your first
response is probably the best one. If there is anything you do
not understand, please ask for help

Date of |
completion

Further enquiries:

E: enquiries@osmanconsulting.com.au
W: www.osmanconsulting.com

Copyright © Julie Winstanley 2000-2013
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The MCSS-26©

Drawing on vyour current experience of
receiving Clinical Supervision, indicate your
level of agreement with the following 26
statements by ticking the box which best
represents your answer.

Strongly disagree
Disagree
No opinion
Agree
Strongly agree

0 means you strongly disagree, 1 means you
disagree, 2 means you have no opinion, 3 means
you agree, 4 means you strongly agree

1. Other work pressures interfere with CS

sessions o[ 1 | +[ | [ | 5[ | <[]

2. Itis difficult to find the time for CS sessions | o[7] | :[] | 2[] | s[] | «[]

3. CS sessions are not necessary/don't solve

anything o] |2 | [ | =[] | <[
4. Time spent on CS takes me away from my

real work in the clinical area oL 00 | =00 | =00 | <[
5. Fitting CS sessions in can lead to more

pressure at work o[ 1 | +[ | =[] | 5[ | <[
6. I find CS sessions time consuming o[ 1 | :[1 | =[] |:[1 |+
7. My supervisor gives me support and

encouragement o[ [0 | =00 | 1] | «[d
8. CS sessions are intrusive o[ | [ | [ | <[] | <[]
9. CS gives me time to 'reflect' o[ | [ | [ | <[] | <[]
10.Work problems can be tackled constructively

during CS sessions o[ |20 | =00 | 1 | «[d
11.CS sessions facilitate reflective practice o[ 1 | [ |21 | =1 |+

12. My supervisor offers an 'unbiased' opinion o[ 1 | [ | =[] |1 |+

13.1 can discuss sensitive issues encountered

during my clinical casework with my o 1 | 2] | 2] | s[] | <[]
supervisor
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The MCSS-26©

Drawing on your current experience of
receiving Clinical Supervision, indicate your
level of agreement with the following 26
statements by ticking the box which best
represents your answer.

0 means you strongly disagree, 1 means you
disagree, 2 means you have no opinion, 3 means
you agree, 4 means you strongly agree

Strongly disagree
Disagree
No opinion
Agree
Strongly agree

14.My CS sessions are an important part of my

work routine o[ | | =01 | o[ | <[

15.1 learn from my supervisor’s experiences o[ 1| :[1 | =[] :[1|+[]

16.1It is important to make time for CS sessions o[ 1 | [ | =00 | [ | +[]

17.My supervisor provides me with valuable

advice o[ [ | =[] | s | «[1
18.My supervisor is very open with me o[ | [ | 2| =[] | <]
19.Sessions with my supervisor widen my

clinical knowledge base ol L |20 | 50T | [
20.CS is unnecessary for

experienced/established staff o[ | o[ | =L | -[d | <[]
21.My supervisor acts in a superior manner

during our sessions o1 |00 | =0 |- | -[O
22.Clinical supervision makes me a better

practitioner o[ 1| [ | =[] |s[] ]|+
23.CS sessions motivate staff o[ | ([ |2 | =[] | «]
24.1 can widen my skill base during my CS

sessions o[ [ | [ | s | -1
25. My supervisor offers me guidance with

patient/client care o[ 1 |« | =1 | [ | <[

26.1 think receiving clinical supervision
improves the quality of care I give o1 | o[ | =L | -[d | <[
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ABOUT YOUR CLINICAL SUPERVISION SESSIONS

How long have you

been receiving CS Years[ ][]
Every 2
Weekly weeks
How often are your
sessions [ [

Within the workplace
Where do your sessions
take place ]

One to one Triad

Are your CS sessions [] L]

<15 mins 15-30 mins
How long are your CS

sessions ] ]

Months ][]
Monthly  2-3 months >3 months
L] [] []
Away from the workplace Both
[] []
Group
] Other
31-45 mins 46-60 mins >60 mins
L] [l L]

Please check all the pages in this questionnaire, to ensure that you have

answered every question. Thank you for your participation
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Bangor University Ethics Confirmation Email
Received 28" September 2015
Dear Hannah,

2015-15445 Training, experience, and perceived competence among clinicians
working with complex trauma in adult mental health: the mediating role of knowledge

Your research proposal number 2015-15445 has been reviewed by the Psychology
Ethics and Research Committee and the committee are now able to confirm

ethical and governance approval for the above research on the basis described in the
application form, protocol and supporting documentation. This approval lasts for a
maximum of three years from this date.

Ethical approval is granted for the study as it was explicitly described in the
application

If you wish to make any non-trivial modifications to the research project, please
submit an amendment form to the committee, and copies of any of the original
documents reviewed which have been altered as a result of the amendment. Please
also inform the committee immediately if participants experience any unanticipated
harm as a result of taking part in your research, or if any adverse reactions are
reported in subsequent literature using the same technique elsewhere.
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BCUHB R&D Approval Letter

Bwrdd lechyd Prifysgol
Betsi Cadwaladr

Z:0
A

Panel Arolygu Mewnol Y&D - Canolog
R&D Internal Review Panel

University Health Board

=
-
-
L)
Lt

Miss Hannah Went

NW Clinical Psychology Programme

School of Psychology,

Bangor University

43 College Road,

Bangor

LL57 2DG 2dd@bangor.ac.uk

Dear Miss Hannah Went

Betsi Cadwaladr University Health Board
Ysbyty Gwynedd

Clinical Academic Office

Bangor, Gwynedd

LL57 2PW

ChairmanfCadeirydd — Dr Nefyn Williams PhD, FRCGP
Email: rossela.robertsifiwales.nhs.uk

debra slaterfwales nhs.uk
sion.lewi ales.nhs.uk

TelFax: 01248 384 877

13" October 2015

Re: Confirmation that R&D governance checks are complete / R&D approval granted

Study Title
IRAS reference 181267

Predictors of staff's perceived competence working with complex trauma

Thank you for submitting your R&D application and supporting documents. The above study was
eligible for Proportionate Review and was reviewed by the R&D Manager and Chairman of the

Intermal Review Panel.

The Proportionate Review Panel is pleased to confirm that all governance checks are now
complete and to grant approval to proceed at Betsi Cadwaladr University Health Board sites

as described in the application.

The documents reviewed and approved are listed below:

Document: Version Date
R&D Form W5.0.0 25/08/2015
S5l W5.0.0 28/08/2015
Protocol W1 01/0772015
Participant Information Sheet V3 17107712015
Invitation letter W1 26/08/2015
Participant Questionnaire V3 17107712015
Questionnaire 1 V2 1710712015
Questionnaire 2 V2 1710712015
Questionnaire 3 (MCSS-26) W1

Summary CV: Went Undated
Summary CV: Power Apnl 2015
Summary CV: Homn Undated
Ewvidence of Insurance Expired 31/07/2015
Risk Assessment 10/08/2015

All research conducted at the Betsi Cadwaladr University Health Board (BCUHB) sites must comply
with the Research Governance Framework for Health and Social Care in Wales (2009). An
electronic link to this document is provided on the BCUHB R&D WebPages. Alternatively, you may
obtain a paper copy of this document via the R&D Office.

Attached you will find a set of approval conditions outlining your responsibilities during the course of
this research. Failure to comply with the approval conditions will result in the withdrawal of the
approval to conduct this research in the Betsi Cadwaladr University Health Board.
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I your study is adopied onto the NISCHR Clinical Research Portfolio (CRP), it will be a condiion of
this MHS reseanch pesmission, that the Chief Invesbigator will be reguired to reguiarfy upload
remjrtmerrtdaaurm the p-:lrtﬁ:-lrn -:Iald:ase To Emptyfutadcq:l:m onto the MISCHR CRP, please

: I= 2 B 2 Once adopted, NISCHR
CRP smdres mat_.I I:le eiglhlefu'adilmdsmpm Iimumme MISCHR Clinical Research Centre.
Further informiation can be found at-hitp-feww. wales. nhs ul/sites 3] .cfmi Porgid=: id=23571
andior from your NHS R&D office colleagues.

T upboad recruitment data, please follow this link:

hittp: s cmce nihr ac ukiabout us/processes/portfolio'p  recruitment.

Uploading recruitment data will enablde MISCHR to monitor research activity within NHS
onganizations, leading to MHS R&D allocations which are activity driven. Uploading of recruitment
data will be monitored by your colleagues in the R&D office. I you need any support in uploading
this data, please contact debra.slateri@wales.nhs uk or sion lewisi@wales nhs.uk

i youu wouwld like: further information on any other points covered by this letter please do not hesitate
to contact me.

0On behalf of the Panel, may | ake this cpportunity to wish you every success with your research.
Yipurs sincerely,

i p) ':', n

Or Wefyn Wilkams PhD. FRCGP
Associgte Director of RED
Chairman Intemal Review Panel

Copy to

Sponsor Hefin Francis
Morth Wales Clinical Psychology Programme
School of Psychology,
Bangor Liniversity
43 College Road,
Bangor
LL57 2DG h.franei acuk

Academic Supenisors Dr. Micholas Hom
Hafod Mental Health Resource Centre
Beechwood Road

Rivyl )
LL18 3EU nick.hom es.nhs.uk

Professor Kevin Power

Tayside Psychological Therapies Service
¥ Dudhope Terace

Cundies

DD3 6HG kewin poweriiinhs.net
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NHS Tayside R&D Approval

2| Seplember 3015

Harmah Wienl

Teztsi Codwnlacr Uiniversity Health Board
Morth Weles Climleal Poychalopy Progmamine
Setioal of Peyholiogy, Bangor Usiversity
WALES

LLA7 206G

[hzar Hannah,
B & D MANAGEMENT APPROVAL - TAYSIDE

Tidle: Training, experience, and perceived competence smang clinicinns working with comples
drnwma in adult mendal hegleh: (he medidling robe of Hiowligdge

Chiel Investigndor:  Hannah West

Frimcipal Investigador; Frof Bavin Power

Tayside Ref: 2015MH10 KRS Hels NRESTS181267
RECTRef: WA
EudraCT Rets  MIA CTA Ref: BiA

Spomsor(sp: Bangor University
Fander(al: Stodent praject - no fusding

Mlnmy thanks for your spplicetion o cary aut the above praject kere ia WHS Tﬁ]mdu. [mph:a_“d &)
conliE thit the project docimentation (as cutlined bulow) Bas Been reviewsd, e
Mamnsgzenicnl Approwal has been granied for the stody 1o proceed locally in Tayside,

Aol s prisded on the Tellowing conditians: -
= ALL Rizarch must be curried out in compl@nee with the Kesearch Govemance Fromewark
for Health & Comsmumity Care, Health & Safety Kegulolions, data profeclion principles,
statutary begislmion and In apeordange with Geod Chaieal Praetics (GCT).
& A amemdmenls B e solified i TARE B & D Ofice.
* Al local researchers must hold either a Subsiasgive Cootract, Honorry Research Cantroet,

Hanorary Clinicl Contract or Leier of Aceess with NHS Tuyalde whene regained
(htipetfwww nihrac.ukigysiemaPages'aysicme_rrscanch passpors. s
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TASC R & Ir {iffivce 1o be infomeed of change in Principal [mvestipstor, Chied Investigator ar
ary add#tienal research persanne locally,

Hatification to TASC B & D Office of any chasge fm fimding.

A cnstedinn ol the informarion colluizsd doning this rescareh projeet you mre respoesible for
en=ming the weamty of all personal information collected in Hoe with NHS Scotlend 1T
Security Policies, ostil destruction of this dala.

All eligible studies will b= added io the UECEN Portfolio hitpsd public,ukeonorg uk?,
Reiruitenest fipures for eligihle snalies muss be reconded caso the Portlislio every isonth; This
is the respoasibility of the luad UK sSto_ If you ars the bead, or anly, UK sike, we cm provide
belp or adviee with this. For information, confact Sammh Ackd (01382} 2RE822
i Suihiihe st of Liz Livingstons — (D1382) 383872 — elivinesrone St nes,

Ariraml riports ane reuined o be submitted te TASC B & D Office with the: first repont due 12
manths from date of issue of this management appraval letter and & yearly inlerals until
completion of the stidy.

Midilfeathon ol carly werminmtion within 15 days of End of Trial withis 20 days follewed by
Erd of Trial Report willin | yeer bo TASC R & D OfMTeca.

o miay be required bo mssist with and provide information in mogard to sudit and monitoring
of sbadhy,

Please note you are required vo adhere to the eosditions, If sot, NHS mansgement approval

may be withdraws R the study,
Approved Duewmenis
Dazwinent Verslnn Date
Prvinenl 1 HATE
IRAS B & D Form . ]
851 Form
InwEle letler 1 o O
"5 ] LTS
Participant questionnoire 2 [
Crieslinmnaing 1 2 1715
{puestinmnadre 2 1 1TSS
MCES-26 questionmaire
Insarance evriificnte o
FHI'l!I eanfirmation email i i SN
C% o Hannok Went B
CY — Kevin Fower
LY — M Horn _ .

By | take il opportunity 1o wish yois eeery success with your project.

Please do not hesitale i contact TASC B & [ Offce should you reguire further assisiance.

Yoy ey,
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Word Count Statement

Thesis Component
Title
Thesis Abstract

Literature Review
Word count without references
Word count with references

Tables Figures and Appendices

Empirical Study
Word count without references
Word count with references

Tables, Figures and Appendices

Contributions to Theory and Clinical
Practice

Word count without references

Word count with references

Total thesis word count
Word count without references
Word count with references

Total of Tables, Figures and Appendices

170

37
243

4792
6988
1893

4778
5883
993

3598
4862

13448
18013
2886



