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ABSTRACT

A postal survey of 108 clinical psychologists working in Scotland was

carried out. It assessed stress levels; prevalence of psychological

disturbance; sources of stress/stressors; and coping strategies. The

study replicated as closely as possible Cushway (1988), assessing

stress in clinical psychology trainees. Results were compared. The

estimated prevalence of psychological disturbance measured by the

General Health Questionnaire (GHQ) was 337., lower than for trainees

and similar to other groups of health professionals such as psychiatric

nurses. The self-report stress survey correlated significantly with

scores on the GHQ. Experience and age did not correlate significantly

with stress totals. Significant differences were found between 2 of the

4 grades - principals and seniors. No differences were found on stress

scores between specialties; primary theoretical orientations;

supervisors and non-supervisors; those living with a partner and those

that did not. Clinical psychologists with children living at home had

significantly lower stress scores than those who did not have

children at home. Of the sample, 687. considered themselves moderately

or very stressed as a result of their occupation. Impact of stress in

comparison with trainees was discussed. The most frequently reported

stressors and coping strategies were ranked. Coping strategies were

assessed in comparison with a community sample and trainees.

Methodological and conceptual difficulties with stress research were

discussed.
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PREFACE

"People, their lives and their emotions, their fears and their failures
are the raw material of our profession. We are constantly exposed to
human frailty and inadequacy. Does our training equip us to cope with
whatever pressure or stress we experience?"

Watmough (1983)

As there has been no published British study of stress in qualified

clinical psychologists, this question remains unanswered. There has

been some research of stress in clinical psychologists in North America

(eg Boyer,1984, Thoreson and Skorina, 1986) but this is not perhaps

applicable to the profession in this country.

Cushway (1988) researched stress and strain in clinical psychology

trainees in Britain designing her own stress survey. The General

Health Questionnaire was also used with her sample.

The present investigation replicates her study to assess levels of

stress and strain in qualified clinical psychologists practising

in Scotland.



LITERATURE REVIEW

Definitions of Stress

The meaning of the term occupational stress is part of a continuing

debate. There is still a large amount of disagreement, probably due

to the fact that the topic is of interest to several separate fields

with different historical antecedents. Examples of these disciplines

are medicine, ergonomics, organisational psychology, physiology,

endocrinology, and clinical psychology. The diversification of these

areas leads to different interpretations of job stress, which are

reflected in approaches, focus and use of terminology. It is

therefore a widely researched concept and can be defined in several

ways.

The various approaches have been extensively reviewed by Cox and

Mackay (1981), and the main approaches are summarised for the purpose

of this research. The term is in everyday use in speech, and via the

media, and these contexts can refer to a cause of psychological and/or

physical pain, or can mean the resultant pain. Cause and effect can

become indistinguishable. The most common models are described below.

Stimulus Models; Stress is an environmental stimulus often described as

a force applied to the individual. These models emphasise situational

psychosocial demands (Anderson, 1978) or life events (Paykel, 1978)

or daily difficulties (Kanner et al, 1981) as the precipitating factors

leading to stress. These models, however, are weak due to their

objectivity, as they do not account for individual differences in

response. Also, according to this theory, an optimum environment

would be undemanding and free of stress. This type of environment could

be stressful (Cox, 1978) due to the lack of stimulation. Stress states
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can arise through overloads (demands greater than ability) or underloads

(demands smaller than ability). Prolonged underutilisation of personal

resources can lead to tedium and stress from boredom (Matheny et al, 1986).

Response Models; Stress is an individual's psychological, physical or

physiological response to a disturbing or dysfunctional environment.

These models emphasise how the individual reacts to stressors. Therefore,

stress is the non-specific response of the body to demands/stimuli which

interfere with equilibrium (Selye, 1956). Cox (1978) criticises response

models for not explaining differing levels of strain in individuals.

This response is variable, and depends on a variety of other influences

preventing it remaining static (Maslach, 1986).

Perhaps the above 2 model types represent separate facets of the concept

of stress, but are over-simplified. The most comprehensive models are

the interactional models.

Interactional Models: These hypothesise that stress is an integration

of the environment and the person. They take into account stressors

on an individual, the individual's stress response, and importantly,

the individual's perception of the environmental demands and the adequacy

of resources and options available in consequent coping.

One person-environment fit model is suggested by French et al (1982).

It emphasises th match between the characteristics of the individual

and the characteristics of the environment, and proposes that

environmental events are not universal stressors. The perceptions

of the individual govern their effect and value, because he not only

estimates the environmental demands, but also takes into account his

opinion of his own motivations and capability to meet these demands.

Mc Grath (1970) summarises the cognitive-interactional models thus "stress

is a perceived, substantial inbalance between demands and response
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capabilities under conditions where failure to meet demands has important

preceived consequences." The models can also include buffering variables

of social support and an ego defence network. Examples of the latter

include ignoring the demands or seeing weaknesses in others. Without

these defences, stresses can convert into strains leading to the

possibility of somatic complaints.

The superiority of the interactional model is in its compatability with

individual differences and it is the model upon which the present

research is based. Despite its inclusiveness in understanding

occupational stress, the complexity of the model makes it difficult to

transform into concrete measurement.

Terminology is important, as several terms in current usage have gained

universal engagement. The term "stressor" refers to an environmental

stimulus (eg Selye, 1975) and the term "strain" is employed to mean

the individual's response (eg Beehr, 1984).

"Burnout" is a term taken often to be synonymous with stress particularly

in the health professional field. The term was coined by Freudenberger(1974)

and since that time, interest in the phenomena has grown enormously

paralleling the stress field. Again, this has led to a number of

different definitions. Freudenberger, a psychoanalyst, used the term to

denote a state of physical and emotional depletion resulting from

conditions of work. However, Maslach, a social psychologist, studied

burnout from a research-orientated perspective. Three central factors

of the syndrome were documented - emotional exhaustion, depersonalisation

and perceived lack of personal accomplishment. Social support networks

were also explored as buffering variables. Despite varying definitions,
i

the consensus is that symptoms include attitudinal, emotional and

physical components. Maslach (1976) states that to be burnt out is to
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"lose all concern, all emotional feelings for the persons worked with and

to treat them in detached, dehumanised ways." The syndrome can be

summarised as "progressive, physical and emotional exhaustion involving

the development of a negative self-concept, negative job attitudes and

perceptions, and a loss of concern and feelings for clients" (Pines

and Maslach, 1978). Determination of whether a worker is burnt out

is practically difficult as it is a process not an event and has individually

different manifestations. Perhaps in the context of the present study,

burnout represents the extreme of a stress-strain continuum as the

result of inadequate mediating variables.

Finally, it is important to accentuate that most research on stress is

addressing negative aspects. Cushway (1988) points out that stress had

a positive side where external demands can be viewed as challenges causing

an individual to be stimulated and raise performance levels leading to

satisfaction and increased self-esteem. Selye (1974) distinguishes

between "distress" as noxious or disruptive stress, and "eustress" as

positive stress with a good outcome. As in Cushway's study, the present

study will refer to stress as the negative aspect of the definition.

Cognitive Appraisal of the Environment and Coping Strategies

An individual assesses his environment through cognitive processes. This

is the precursor to any interactional definition of stress and is continuous.

Lazarus (1966, 1981) hypothesises 2 steps in the process. At primary

appraisal, a subjective decision must be made as to whether the experienced

environment has irrelevant, benign-positive or stressful implications.

Distortions of this appraisal are a possibility eg irrational forces make

an individual feel unsafe. The second step is secondary appraisal where

an individual decides what actions are available and applicable to the

situation as he perceives it. Once a secondary appraisal has been made
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then action is required, and this is known widely as a coping response.

The model below illustrates primary and secondary appraisal leading to

maladaptive and adaptive coping processes and outcomes. The ultimate

outcomes of maladaptive coping are discussed in the next section.

FIGURE 1 - A Stress-Strain Coping Framework
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McGrath (1970) suggests 4 alternative propositions:

(1) cognitive appraisals of events determine their stressfulness;

(2) success experiences attenuate, and failure experiences exacerbate

the negative effects of stress on subsequent encounters with the

stressor;

(3) intensity of environmental stimulation is related curvilinearly

to experienced stress;

(4) social supports can moderate stressful events.

Matheny et al (1986) suggest resources drawn up when adapting to demands

can take many forms: cognitive restructuring skills; social support;

wellness to ensure high energy levels and stamina; previous coping

successes; optimism; sense of control; hardiness via commitment, control

and challenge; self-esteem; and life skills such as assertion. The
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usefulness of these resources depends on how they match the demand. Demands

and resources are assessed for parity to determine if the demand becomes a

stressor.

For the purpose of integration, the relationship with control must be

discussed. Folkman (1984) suggests 2 different forms of control -

expectations for control in general and situational appraisal of the

possibilities for control in specific situations. Generalised beliefs

are akin to Rotter's (1966) locus of control and are used in primary

appraisal - eg internal locus of control is the assumption one can affect

one's outcomes reducing the possibility of a maladaptive outcome.

Situational appraisals of control occur in secondary appraisal in

assessing appropriate responses to the stressor. Folkman integrates

notions of personal control in her model of stress and coping.

When the stress response occurs, it usually triggers coping strategies

- to counter the established stressor. Like the concept of stress.

coping has been used as an umbrella term covering a wide range of variables.

Menaghan (1983) distinguishes 3 broad categories of coping variables

- resources are generalised attitudes and skills as discussed before.

Coping styles are generalised coping strategies defined as typical,

habitual preferences for ways of approaching problems eg withdrawal,

denial. Coping efforts are specific actions in specific situations

to address a particular perceived stress eg express emotion.

The concept of coping has been defined as "any effort, healthy or unhealthy,

conscious or unconscious, to prevent, eliminate or weaken stressors, or to

tolerate their effects in the least hurtful manner" (Matheny et al, 1986)

or any "cognitive and behavioural efforts to manage (master, reduce or

tolerate) a troubled person-environment relationship" (Folkman and

Lazarus, 1985). Cox (1987) views coping as an adjustment of a situation
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or an adjustment to a situation. The search for sound theories of coping

processes and subsequent measures is full of pitfalls, but strategies

have been broadly classified into those involving problem-focused

coping (dealing with the problem causing distress) or those which rely

on emotion-focused coping (regulating distressing emotions). Difficulties

in assessing strategies include the question of how important a role the

environment plays in selection of strategy, and whether an individual

maintains consistency across certain environments - all part of the

ongoing person-situation debate. These issues complicate research.

Folkman et al (1986) suggest that one may need to know the context

before being able to distinguish whether a coping strategy is emotion

-focused or problem-focused. Folkman and Lazarus (1980), in a community

sample found both were used in 987. of the measured situations. Also the

coping process inevitably affects the ongoing appraisal interacting with

it - in a positive sense this might make demands seem less insoluble

and resources adequate. In a negative sense, demands might seem

insurmountable and resources insignificant.

A simplistic relationship between coping and outcome does not assess which

modes are most adaptive. Adaptiveness, according to Cohen and Lazarus (1979)

depends on the domain of outcome studied; the point in time; and the

context; and objective value judgements must inevitably be part of such

research.

In conclusion, the inter-relationship between demands and coping

strategies and outcome is fraught with methodological difficulties.

Reviewing the literature in detail would serve little purpose in the

present study. The shortage of research on stress in psychologists

which is discussed later obviously prevents a discussion of coping

strategies in this context. Several studies give reccommendations
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for the alleviation of stress for psychologists without measuring coping

strategies. Whitfield (1980) for example, reccommends assessing overall

practice to see whether the mix of therapy, consultation, administration,

teaching etc is suitable for the individual, and not to be ashamed in

requesting professional help. Suran and Sheridan (1985) suggest changes

in educational structures and intentions of graduate schools for psychol¬

ogists balancing studying/training demands and personal happiness.

Watmough (1983) reccommends increased in-service training and development.

There appears to be no research assessing coping strategies in psychol¬

ogists in an empirical form with the exception of Cushway (1988) and

this will be discussed later.

In psychiatrists, however, Looney et al (1980) assessed coping mechanisms

for those moving from training to career posts. Successful coping was

particularly related to the presence of effective support systems outside

the work setting. The following list shows mechanisms of coping chosen

in order of frequency:

(1) Emotional Support from Partner,

(2) Play and Recreation,

(3) Consultation with Colleagues,

(4) Relationship with Professional Peers,

(5) Vacation or Time Off,

(6) Reading, Creative Activities, Hobbies and Exercise.

In a further analysis, dimensions of attachment to partners and to

work colleagues were seen to be the most salient aspects in coping.

Thomson (1987) in a survey on stress in staff working with mentally

handicapped people found that 52.67. reported they were coping well.

Of her items, "informal colleague support" was rated by 947, as

moderately or extremely helpful. "Feedback from clients" was rated as

important by 497, of the sample.
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It is difficult to conclude from the above review anything about coping

strategies in health professionals which might relate to clinical

psychologists.

Outcomes of Stress

The nature of responses to stress was first studied by 2 physicians

in the early part of the century - Cannon and Selye. The recent focus

has been on health consequences, both at an individual and organisational

level. The stress response is an immediate, unconscious patterned

mobilisation of energy and resources when demand exceeds perceived

capabilities. According to Asterita (1985), there are 4 basic mind-body

changes:

(1) increase in sense of alertness,

(2) redirection of blood to muscles and brain,

(3) release of glucose and fatty acids from their storage sites

into the blood-stream,

(4) reduction of less emergent activities and the immune system.

Cox (1985) suggests the immediate psychological response to a stressful

situation is a negative emotional experience - a variety and mixture of

negative feelings combining individual and situational variables. This

reaction may lead to an immediate mood change. However, changes in

attitudes and/or behaviours at this stage will lead to maintenance of

a healthy state. If the generated physiological and/or psychological

energy is mismanaged, it may lead to distress and/or health problems.

There are tertiary preventions and coping responses, but the effects in

their absence are the subject of much research, particularly where health

is taken to mean complete physical, mental and social well-being not just

the absence of disease.
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If stress is managed inadequately, it can be manifested in behavioural,

psychological or medical problems. Behavioural changes are the earliest

indicator of increasing stress levels eg increased smoking or alcohol

intake (Russek, 1965; Conway et al, 1981; Trice and Roman, 1966). Perhaps

an even subtler effect documented is an increased predisposition to

accidents (Hirschfield and Behan, 1966). Individual stress may lead to

specific psychological or psychiatric problems eg insomnia, depression,

anxiety, family problems and/or marital discord. The relationship

between life events and mental illness is extensively reviewed by

Rahe (1979).

Behavioural and psychological distress may lead in the extreme to

medical consequences. Quick and Quick (1989) review numerous studies

where a variety of work stressors lead to headaches, heatburn, backache

and generalised fatigue. The 5 leading causes of death in the USA in 1985

were heart disease, cancer , stroke, accidents and lung disease. (Source

Monthly Statistics Report Vol39 No9, cited in Quick et al (1987)).

A large variety of other factors play a contributing part, but

Quick et al (1987) suggest a growing body of evidence pointing to a role for

stress in hastening and exacerbating illness. Several studies relate

coronary disease not only to diet and exercise, but to general bahaviour

patterns and stress in daily living (eg Glass, 1977; Holmes and Rahe, 1967).

The Type A behaviour pattern is a controversial risk factor linking work

stress to heart disease (Dorian and Taylor, 1989). Type A individuals

compared with Type B individuals show greater cardiovascular reactivity in

daily activities evidenced by increased heart rate and blood pressure when

under stress. Also, a large amount of cancers and lung diseases have been

now found to be linked with smoking which was discussed above as a possible

response to stressors.

It must however by accentuated that the relationship between stress and
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health is complicated. Selye (1976) suggests moderating factors of

individuals such as age, genetics, diet etc, make drawing firm conclusions

difficult. Schroeder and Costa (1984) criticise the link between

environmental stress and illness as being exaggerated. They argue that

relationships are confounded by measurement contamination in life event

lists - for example, the event score is directly contaminated by

concurrent health when events are closely related to physical health

perhaps during a major illness. Also life events items might be

confounded by psychological adjustment or personality variables such as

neuroticism, or even reporting biases.

Cox (1985) suggests that effects of stress should be viewed in terms of

change involving a "heterarchy of interacting response systems usually

sensitive to a wider range of other factors." He emphasises the roles of

situational and individual differences.

Consequently, it is difficult to draw firm conclusions, but research,

in spite of methodological difficulties, appears to display a tentative

link between stress and consequent behaviour, psychological change and

possibly physical illness.

Finally, stress has a potentially wider effect beyond individuals at the

organisational level leading to decreased efficiency and monetary loss

- for example, in absenteeism, or high employee turnover. This may account

for the increased research interest in the area and blossoming intervention

techniques.

Methodological Difficulties with Stress Research

A vast quantity of organisational stress research has been produced in

recent years reflecting the growing interest in the'area. However,

understanding of the phenomenon of stress remains limited due to the
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complexity of the stress process and the ambiguities and dilemmas facing

researchers attempting measurement. A summary of the main difficulties

includes issues of definition, small and often non-representative

samples, a wide variety of measuring devices and inferences from data

collected at one point in time. Burke (1987) suggests 3 important

methodological challenges: identifying the relative value of various

methods used in stress research, examining the meaning and phenomenology

of the stress experience, and examining the validity of measures in the

hope of standardising diagnostic instruments. He reviews current stress

research methodology concluding that most studies have at least one of

of the following limitations:

(1) they use self-report data exclusively raising the possibility that

relationships in stress and health may be artifacts of method

similarity and content overlap;

(2) they are 2 variable designs using correlational analyses which

ignores the role of intervening variables and makes causality

impossible to determine;

(3) the designs used are cross-sectional or retrospective with no

examination of longitudinal or prospective dimensions;

(4) the samples have been small and specific;

(5) if moderator variables have been included, they have been few;

(6) valid psychological and physical health data are rarely included;

(7) the respondents are usually male, with little research addressing

work stress in women;

(8) there is persisting confusion about what is being measured.

Payne, Jick and Burke (1982) believe that stress researchers might begin

to standardise their measures and they report that this has begun to occur

where particular stressors are examined using a particular measure

(eg Maslach Burnout Inventory, Maslach and Jackson, 1981). Much research

that relies on self-report assumes that subjective descriptions represent
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the objective environment reasonably accurately, yet Glick (1985) found

that people in the same jobs or teams do not agree about the nature of

their job environment. Also, Payne (1986) found that trait neuroticism

correlated with symptoms of strain and perceptions of job demands. The

relationship between high job demands and strain symptoms disappeared when

trait neuroticism was controlled for.

Depue and Monroe (1986) highlight a persistent problem in stress literature.

Many people may show symptoms of physical and psychological ill-health

due to recently occuring stressors and also due to chronic problems,

Examples of the latter which will influence reported strain are:

(1) personality traits eg neuroticism;

(2) affective disorders eg depression;

(3) longstanding problems from physical illness/handicap;

(A) longstanding problems from life difficulties eg poor marital relationship.

People with such chronic problems will contaminate stress research.

Perhaps these people should not be used in the sample, but how can they be

identified?

Burke (1987) sees another positive sign in stress research to be the

assessment of absenteeism and performance in a stress consequence framework

and increased assessment on well-being and health outcomes (eg Bhagat, 1983).

Kasl (1984) in a discussion of methodological issues and challenges

reccommends increasing the use of longitudinal research designs and utilising

physiological measures.

In conclusion, the researchers theoretical perspective determines how and

what assessments are made. As there is still disagreement in definition

and conceptualisation of work stress, as well as differing techniques of

measurement, perhaps research findings should be treated conservatively

as data is often fragmented and open to differing interpretations. Perhaps

standardisation of measures is a solution, but pilot research is a prerequisite.
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Stress in Health Professionals

"Health Professionals process people, and they deal with them in situations
which have the profoundest implications for any human being; those
involving death and suffering."

Payne and Firth-Cozens (1987)

Payne and Firth-Cozens edited a book "Stress in Health Professionals"

published in 1987, reflecting a recent trend of books on stress in specific

occupational groups. They decided there was now sufficient research,

and were also keen to address the "conspiracy of silence" about stresses

and strains involved in caring for the troubled and the sick. As stated

in the initial section, much health service worker research revolves

around the term "burnout" particularly in nursing. The chapters of the

book examine stress aspects in various sub-sections of the medical

profession including psychiatry and also non-medical professions including

nurses, social workers and dentists. Clinical psychologists as a

profession are not included.

Health professionals are the largest single occupational group and are

usually involved in face to face contact with individuals - Maslach (1982)

views this as one of the most important contributors to the phenomenon

of "burnout". Payne and Firth- Cozens (1987) suggest an extra aspect to

strain - not only witnessing extreme suffering, deformity or death, but

also at times being the instigator of such via necessary procedures

(eg dentists). There is a major responsibility for taking decisions

with the possibility of dire consequences if a mistake is made. Also

strain may affect communication with patients detracting from one of the

main foci of the role. There are other potential hazards such as risk of

infection, violent patients, threat of litigation etc. In addition, the

health service is facing organisational change in the current economic and

political climate. There has been a reduction in resources available,

vast increases in technology requiring new skills, the pressure of



moving base and patients into the community, and of course the implementation

of new management strategies with increasing accountability in terms of time,

resources and finance.

There is a large body of research of varying quality assessing stress and

strain in health professionals. Most use questionnaire assessment which can

be affected by defences against anxiety (Lawrence et al, 1982; Firth

and Morrison, 1986) such as professional detachment. Also, another

research difficulty highlighted by Malan (1979) is the characteristics

of individuals self-selecting into the helping professions possibly

in an attempt to resolve pre-career personal difficulties.

Due to the problems of stress concept definitions, methodological

difficulties and variety of health associated professions, the knowledge

of stress in the area is somewhat incomplete, sometimes incomprehensive

and therefore inconclusive. Some studies assess symptoms, others their

severity and how long these are experienced. Further research assesses

different types of effect (physical, psychological or behavioural) or

other indications of strain. Several studies focus on objective and/or

subjective stressors on a particular group and differing coping strategies.

It would therefore be overambitious for the present discussion to cover

such a vast area, but some examples will be described.

Lee (1987) reviews the research evidence of the 1980's of the stressors

of medical professionals. She summarises the main stressors faced by

medical students, interns, residents, physicians and nurses in the USA.

Medical students face developmental stressors mainly, which tend to be

caused by the demands of a new role, and the competitive nature of the

work and studying, drawing on the adaptive capacities of the individual.

Interns tended to report stressors related to patient responsibility,

decision-making and lack of adequate support. Residents reported these

stressors, but also found rotation of jobs, long hours and lack of



supervision stressful. Physicians stated that demanding patients caused

strain as well as physical threat (especially in psychiatry), long

working hours, responsibility and bureaucracy.

Firth-Cozens (1987) reports that junior doctors, and to a lesser extent

medical students suffer higher rates of stress and depression than the

general population. A study in 1986 by the same author found mean levels

of emotional distress on the General Health Questionnaire in medical

students were above those of the general population. Rucinski and

Cybulska (1985) review psychiatric illness in doctors - the common

diagnoses remain as alcoholism, drug addiction and depression. Reuben (1985)

found that at times, a proportion as high as 38% of pre-registration

doctors suffered from depression. In an assessment of studies reviewed by

Firth-Cozens (1987), overwork tends to be cited as the most important

stressor, followed by evaluation by senior doctors and ward staff, dealing

with death and suffering and confronting difficult ethical issues. This

research example of stress relating to doctors and medical students

illustrates the diverse possibilities and directions of research of the

single term "stress" and the consequent difficulty in reviewing the area

comprehensively.

Lee (1987) also describes the vast amounts of stress research in relation

to the nursing profession. As nurses also have patient contact, several of

the identifies stressors for doctors apply eg patient's demands, death,

role ambiguity. They also tend to identify problems such as shift work,

work overload and conflict with doctors. Parkes (1980)found that nurses

working on medical wards were more distressed than those working on

surgical wards. However, there is plentiful research into which area of

specialty is most stressful, with no overall consensus (Gentry and Parkes, 1982).

Unfortunately, it appears that nurses cannot be regarded as a homogenous

group. Marshall (1982)suggests there appear to be different stressors for



different nurse types, ward types and hospital specialty. Also,

Powell (1982) argues that psychiatric nurses have a very different

role from general nurses with very different goals for patients.

Two main health professions have been mentioned in example - for further

details of specific professions, "Stress in Health Professionals" edited

by Payne and Firth-Cozens (1987) reviews the current status of research.

There does appear to be a common core of stressors for health care

professionals due to the interdependent nature of the jobs. However,

some stressors might be more potent for a certain group eg physical

threat in psychiatry. The most common overall stressor appears to be

overload which Maslach (1982) suggests in the context of "burnout"

"plays a major role in the poor delivery of health services to people

in need of them. They wait longer to receive less attention and less care."

Stress in Psychologists

Unfortunately, there has been no published British study of stress in

psychologists. However, Cushway (1988) in her MSc thesis assesses

stress and strain in clinical psychology trainees, and this will be discussed

in the following section. There are several articles published by

British authors describing a need for such stress research by discussing

qualitative aspects. For example, Nicholls (1988) asks of clinical

psychologists

"How is the very profession which so often teaches self-care so often
fails to practise it?"

He views it as part of professional duty to avert emotional/stress

problems by the systematic use of self-care skills. In his career,

he has never been aware of any support groups specifically for

psychological therapists. Perhaps the lack of research assessing stress

levels, stressors and strain levels prevents definition of any such need.
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Watmough (1983) discussed stress in educational psychologists in Britain.

He used the "burnout" framework, and employed the interactional definition

of stress. However, his article is impressionistic and anecdotal

suggesting that there is a possibility that the psychologically damaged

and socially inadequate are attracted towards the caring professions.

He hypothesised that constant exposure to human and inadequacy may lead

to personal contamination. He suggested that psychologists have

difficulty in requesting help "we are not allowed, do not allow, the

manifestation of our clients problems in ourselves." There is also

fear, he claimed,that the admission of personal weakness may prevent

professional advancement. Finally, he questioned the adequacy of

training in equipping the individual to cope with future work-related

pressures.

In Britain there has been minimal discussion of stress in psychologists

and this primarily impressionisic, anecdotal and conjectural contribition

is the limit. Any attempt at empirical evaluation is limited to

Cushway (1988) with clinical psychology trainees.

In North America, there has been some research of stress in the profession

although it is not as widespread as might be expected.

"Psychologists have not come in for a great deal of study .... which is
surprising considering how much psychologists have studied stress and how
introspective and self-observing many psychologists are (and are taught
to be)"

Hardy (1978)

Sarason (1977) suggests this neglect is due to society's positive judgement

about such work; the individual professional's uncritical acceptance of

society's view upon entering the profession; and the resistance of

professional organisations to self-scrutiny.

Nathan (1986) in "Professionals in Distress: Issues, Syndromes and

Solutions in Psychology" published by the American Psychological

18



Association reviews the research to 1986 and extensively criticises

methodology. The 2 main areas of study are of clinicians who have

treated distressed professionals, or the levels of stress and impairment

in a particular profession. Surveys in the usual form of questionnaires

tend to be the popular measurement technique. These, as discussed by

Nathan, were often inadequate, using inappropriate samples and analysis

procedures. The data collection also tended to be inadequate or

unsatisfactory also. Due to differing provision of service in North

America, there is a degree of self-interest in relation to market forces

and private practice. Consequently, the motivations for research in

this area can at times be questionable. Nathan suggests that the purpose

of several studies has been to market treatment programmes for stressed

professionals or to illustrate widespread distress amongst them. He

therefore discounts any solutions to the question of level of distress

in psychologists to 1986. Despite methodological problems, it might be

of use to report overall themes of the research. Several studies

(eg Thoreson and Skorina, 1986; Boyer, 1984) suggest distress and

impairment levels in psychologists as being equivalent to the general

non-professional population. Mausner and Steppacher (1973) report that

female psychologists have a higher suicide rate than females in the

general population, whereas male psychologists are not significantly

different.

North American psychologists tend to be asked to undergo personal

therapy as part of their training a fact which confouns any comparison

with their British equivalents. Garfield and Kurtz (1976) found in a

survey of 855 clinical psychologists in the USA, that 637, had undergone

personal therapy, and of these, only 167. found it unimportant. This

is obviously dependent on theoretical orientation, but is a further

complicating factor.
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An alternative theme of American research assesses the satisfactions

and the dysfunctional aspects of the psychotherapeutic role.

Farber (1983a, 1984) stated that therapists report their work engenders

personal satisfaction by increasing knowledge and sensitivity and

heightening personal feelings of self-assurance, assertiveness and

self-reliance. There do also seem to be problematic aspects to the work.

It appears psychotherapists might be vulnerable to "burnout" (Pines and

Maslach. 1978). Farber (1983b) suggests problems such as dealing with

a wide range of emotions, often becoming the target of these, and having

to control one's own emotional needs and responsiveness in dealing with

patients. Progress can be slow and difficult with the possibility of

cumulative negative effects. The work is sedentary, secluded, often

without superivision. The work might also spill-over into emotional

life outside - eg in family relationships (Cray and Cray, 1977). There

can also be difficulties in evaluating treatment procedures leading to

possible doubts about effectiveness. An attempt was made to standardise

and replicate Farber's investigations into psychotherapeutic stress by

Deutsch (1984). Data was presented on self-reported stress of 264

psychotherapists. Results indicated that the most stressful client

behaviours included suicidal statements, expression of anger toward the

therapist, severely depressed clients, apparent apathy and lack of

motivation and premature termination of treatment. This list is consistent

with Farber's data. Hellman et al (1976) sampled 227 psychologists

using questionnaires developed by Farber and Heifetz (1981). The data

revealed that stressful aspects of therapeutic work include: maintaining

the therapeutic relationship, scheduling difficulties, professional

doubt, work overinvolvement and personal depletion. These 5 work stress

factors illustrate the tension between empathy and professional distance.

Hellman et al (1987) examined effects of therapist experience level on

vulnerability to stresses associated with therapeutic work and found that



more experienced, older therapists found work related issues less

stressful than inexperienced therapists.

A major criticism of the above-mentioned research is the low return

rates, typically 287. - 387, (eg Hellman et al, 1987). In balancing

out satisfactions and problems, Farber (1985) reports that except for

27, to 67, of the profession, clinical psychologists remain unaffected by

burnout based on a psychodynamically-oriented sample. Kahili (1986) in a

study of 255 Canadian psychologists found a burnout level of 6.37, which

was unrelated to professional experience, but was significantly related

to social support from family and friends. Perhaps burned out people

might perceive the world more negatively or make excessive demands leading

to alienation.

The most recent study by Rodolfa et al (1988) assessed stressors of

professional and trainee psychotherapists at university counselling sites

and at hospital sites. The stress of professionals and trainees was

compared - 617, of client behaviours and therapist experiences were

significantly more stressful for trainees suggesting perhaps that

therapists come to terms with issues of responsibility as they mature

professionally. The university counsellors indicated a higher degree

of stress that the hospital psychologists, possibly explained by less

team care management in the former setting. Also, stressful client

behaviours were ranked in a different order from Farber's (eg 1983b)

findings indicating stressors are not universally weighted. Unfortunately

there is no information about return rate in this particular study.

This is the current state of North American research into stresses

associated with the psychotherapeutic role. Its application to clinical

psychologists in Britain is questionable. Training is different in

North America, and the term psychotherapist can include psychiatrists
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and counsellors as well as psychologists. The majority practise privately

whereas in Britain, this would be exceptional. Stress and strain in

British clinical psychologists needs to be assessed in its own context.

Stress and Strain in Trainee Clinical Psychologists

Cushway (1988) is the only study of stress in trainee clinical psychologists

in Britain. The aims of her study were to identify major self-reported

stressors for trainees on UK clinical psychology training courses;

to identify how much strain there was among clinical psychology trainees

and to investigate their use of coping strategies. She investigated

differences between gender and length and type of training course.

Completed questionnaires were received from 767. of trainees. Of these,

\ were female, and the mean age was 27 years. There are 21 courses -

11 are 3 years long, the others last 2 years. The study was conducted by

anonymous postal questionnaire which consisted of:

(1) A survey of self-reported stressors,

(2) A coping strategies schedule,

(3) Personal history questions,

(A) Questions assessing importance of impact and extent of stress

and to identify factors which would have made training less stressful,

(5) General Health Questionnaire (GHQ-28).

The results showed an estimated prevalence of emotional disturbance of

577. from the GHQ. No differences were found in subject's stress totals

between types or length of training course. No significant differences

were found in total stress scores of men and women.

Three quarters of trainees said they had been moderately or very stressed

during clinical training when asked the extent of stress. There were no
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significant differences on this question of extent of stress between type

of course, length of training or gender.

On investigating impact of stress on work, social life, personal relation¬

ships and view of self, trainees reported that stress had less of an

impact on work than other areas of their lives. Cushway ranked the

top ten stressors for trainees in frequency order as below;

(1) Poor supervision.

(2) Travelling,

=(3) Deadlines,

=(3) Separation from partner,

(5) Too much to do,

(6) Amount of academic work,

(7) Finance,

(8) Uncertainty about own capabilities,

(9) Moving,
ii /-N o Fatigue,

=(10) Changing placements.
The stressors were in categories of academic, placement, organisational

and personal. They came from all these areas in the results, and were

not restricted to one area.

The top 5 coping strategies used by trainees were;

(1) Talking to trainees,

(2) Talking to friends,

(3) Talking to partner,

(4) Reduce tension (mostly by exercise),
(5) Talking to supervisor.

Compared with a community sample (Moos et al, 1984) trainees scored higher

on "avoidance coping" as a coping method, and "emotional discharge" within

the focus of coping indices of the Health and Daily Living-Form (Moos

et al, 1984). They scored lower than the community sample on active

cognitive and active behavioural coping methods and also on "problem

solving"; "affective regulation" and"information seeking" foci of coping.
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This study with most of the existing research on health professionals

relies on perceptions of subjective stress using a stress-strain model

presuming effects of external stresses/stressors lead to the strain reported

by the individual. However, the differing definitions of stress and

complex interactional aspects of the concept has always led to

methodological difficulties. For example, in Cushway's stressor items,

there is no provision for weighting according to how often the stressors

occur. They are presumed to be generic. Chronic and episodic stressors

are indistinguishable. There was provision for trainees to rank the 5

most important stressors to them, but this was not used in stress totals.

The study asked the trainees to report on personal stressors as well as

environmental ones, which led to a fuller picture although still on a

subjective level.

Cushway mentions the problem with the GHQ, that it is not necessarily

a measure of stress, but a measure of psychological symptoms. Although

her stress survey correlates highly with the GHQ, causality should not

be implied. Also, Tennant et al (1981) using the PSE in a longitudinal

study of neurotic disorder in the community show that h the cases

identified at the first interview had remitted one month later. Remission

was significantly related to recency of onset, peak of disorder,

occurrence of recent life threatening events and occurrence of subsequent

"neutralising" life events. All information such as this is unavailable

with one presentation of the GHQ. Also the whole survey allows no study

of significant life events which might affect the GHQ at a particular

time. Also, an instrument validated in one setting is not necessarily

equally valid for use in another. For example, when Goldberg (1972) gave

the GHQ to GP patients, he found a misclassification rate of 117,.

Tarnopolsky and colleagues (1978) found a misclassif ication rate of 207,

in a community sample. The GHQ might be overestimating caseness in



trainee clinical psychologists.

Since there was no existing published research on clinical psychology

trainees or psychologists in UK, Cushway designed the questionnaire.

The sources of stress items were chosen from a pilot study, and from surveys

of other groups of health professional. Since the survey was anonymous,

reliability study was impossible in test-retest measures. It did have

high face validity, but assessment of construct validity was unobtainable

due to lack of previous research into personality characteristics or

physiological indices as correlates of stress in trainees. Cushway

recognises these problems. She is aware of most of the weaknesses

of her study and discusses them at length.

Conclusions

Two important themes emerge from this review on stress. There is no

clear agreement in the definition of the phenomenon, and the overall

picture is one of ambiguity. The conceptual fuzziness has had

implications for attempts at measurement of variables. Attempts to

separate cause and effects of stress is impossible with no clear conception

of stress. The information available from research cannot necessarily be

consolidated because the investigated phenomenon may actually be

different despite using the same label. Consequently any interpretations

of research findings must be made with caution.

Another clear theme of the literature is the complexity of the stress

phenomena however defined. Stress is viewed as multi-faceted with

occurrences either simultaneously or serially. These can be at

different levels - emotional, cognitive, interpersonal, physiological

and behavioural. There are probably multiple causes, multiple mediators

and multiple results occurring immediately or in the future. The
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relationship between personal and environmental stressors and variables

is almost certainly more complex than a simple additive effect. Stress

models are extremely difficult to validate empirically, and difficult

to use in practice. Perhaps an idiopathic, qualitative approach is

more relevant than the use of nomothetic measures.
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THE PRESENT STUDY

Aims of the Research

The present study recognises complexities of definition and empirical

measurement of the multi-faceted term "stress". However, it attempts

to provide greater insight into the job-related stress of clinical

psychologists employed in Scotland as a pilot study. This particular

occupational group have not been researched previously although stress

has been acknowledged anecdotally (eg Nicholls, 1988). The study

could be viewed as an additional pilot in the formation of a standardised

measure for stress in psychologists as reccommended by Payne et al (1982).

In future studies, longitudinal designs would provide more information of

process and additional measures such as absenteeism might be included for

corroboration.

Much of the research reviewed above was based on subjective responses

using a stress-strain model. This assumes that an external stress/stressor

will directly lead to the level of strain which the individual reports as

being experienced. The present study, in replicating Cushway (1988) and

in line with other studies of health professionals attempts to identify

particular stressors in the environment for the individual clinical

psychologist. It then assesses levels of reported strain by the

individual, assuming a straightforward stress-strain relationship which

has been criticised by the above review. As the present study is

a preliminary investigation of a group further along the career path

than Cushway's sample, a self-report survey was used as most practical.

As in her study, subjects were also assessed for personal stressors in

recognition of these as well as environmental factors.

In "Stress in Health Professionals" edited by Payne and Firth-Cozens (1987)

they requested contributors to:
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(1) investigate levels and prevalence of strain in the profession,

(2) identify common environmental and personal stressors,
(3) identify/suggest coping strategies used to combat/remove stress.

The present study attempts these 3 areas. It attempts to identify the

most common self-reported sources of stress for clinical psychologists

working in Scotland. It aims to identify levels of strain reported to

be due to the work of clinical psychologists. Also, it aims to

identify which main coping strategies are allegedly employed.

The study will also investigate gender differences as Mausner and

Steppachner (1973) note that female psychologists have a higher

suicide rate than females in the general population, whereas male

psychologists are not significantly different from the general population.

Differences between career grade will be examined as Rodolfa et al (1988)

in comparing stress of professionals and trainees found that client behaviours

and therapist experiences were significantly more stressful suggesting

that therapists come to terms with issues of responsibility as they

mature professionally.

The study will address differences between primary theoretical orientation

and main specialty in terms of stress. It will also investigate

whether weekly professional contact with other clinical psychologists

affects stress and strain, and also the effect of staff responsibilities

similarly.

Finally, differences between supervisors and non-supervisors in self-

reported stress will be examined. As Kahili (1986) found a link between

burnout and social support, the stress of single subjects will be compared

with those living with a partner; and also for those with children at

home compared with those who do not.
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Measures

(i) Stress Survey (see Appendix I )

This survey of self-reported stressors and coping strategies was based

on a questionnaire designed by Cushway (1988) for her MSc thesis

studying stress and strain in clinical psychology trainees. The sources

of stress/stressors had to be modified introducing a new category of

supervision, and substituting workplace stressors for placement stressors.

The coping strategies section was replicated with only minor alterations

which are detailed in Appendix II.

Cushway's first section contained questions on personal history, and

this was enlarged to include specific occupational details relating to

the practice of clinical psychology. The second section is a survey of

stressors based on Cushway's questionnaire with relevant omissions and

additions which can be seen in Appendix III. The final section contains

a coping strategy schedule and questions asking subjects to assess the

impact and extent of stress and to identify factors which would make/have

made their work less stressful.

The items in Cushway's stress survey were chosen from a pilot study of

12 trainees, who were asked to brainstorm stressors, and from self-report

stress surveys of other groups of health professionals (Margison and

Germany, 1987; Thomson, 1987; Griffin and Klun, 1981; Ivancevich and

Matteson, 1987). Her stressors were divided into 4 areas; academic,

placement, organisational and personal. In the present study, stressors

were divided into 5 areas; academic, supervision, organisational, workplace

and personal. See Appendix III for details of categories. The additional

items in the present study were chosen from a pilot study of 15

clinical psychologists who were asked to brainstorm for stressors

encountered in the course of their jobs. These clinical psychologists
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were also used to pretest the clarity of all items. Any detected

obscurity was discussed and altered.

In this section, subjects were requested to circle the appropriate

item number to indicate stressors they had experienced and to indicate

how stressful they had found the experience on a 1 to A scale.

1 = never stressful 2 = mildly stressful

3 = moderately stressful A = very stressful

All the ratings on all items were added for an overall stress score for

each individual. At the end of the stressor section, subjects were

asked to list up to 5 of the most frequent sources of stress they had

experienced during their work in rank order.

For the survey to be carried out, it was necessary for it to be anonymous.

Consequently, as with Cushway's questionnaire, this made tests for

reliability via test- retest measures impossible. Also without

information of ideational content and discriminatory power of each item,

split-half reliability was inaccessible. The present study is to be

viewed as a pilot perhaps in developing a standardised questionnaire.

Methodological difficulties were discussed in the literature review,

illustrating the problems in defining stress. Consequently assessment

of construct validity was not attempted, but face validity was high

due to the method of development by clinical psychologists' suggestions.

Criticisms of self-report studies have also been mentioned previously

and an individual's ability to recognise events causing the most strain

is not confirmed, and the influence of other variables such as

personality has been discussed. Payne et al (1982) suggest correlating

stress scores with physiological and behavioural measures, but these

were not collected, and might have interfered with anonymity.

The third section of the questionnaire was taken from Moos et al (198A)
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Health and Daily Living Schedule - Adult Form B as in Cushway's study.

She added 9 additional coping responses elicited from the pilot

brainstorm of 12 trainees. The present study substituted "clinical

psychologist" for "trainee", and "more senior clinical psychologist"

for "supervisor". It also did not use 2 items from Cushway's study

but substituted an extra one (see appendix II). Therefore, 7 additional

questions of the 9 Cushway inserted and one additional one were used

in the present study.

The Health and Daily Living Schedule divides coping responses into

Method active cognitive coping
active behavioural coping
avoidance coping

and

Focus logical analysis
information seeking
problem solving
affective regulation
emotional discharge

For division of coping responses into categories see appendix IV.

Moos et al (1984) produced norms from an adult community group of 424

subjects. Difficulties in assessing coping strategies were discussed in

the literature review, and the importance of context will remain "■

unevaluated. The present study recognises this and therefore uses a

recognised and standardised assessment for purposes of comparison.

The final section of the stress questionnaire asks subjects for 5

coping strategies in rank order that have found most useful in the

course of their careers. It then asks them to assess the extent of

strain as a result of their job, and how much impact this has had on

their work, social life, personal relationships, and their view of self.

See Appendix I for details. The final questions request subjects to

identify factors which would make/have made their work less stressful,

and to provide any additional comments.
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The overall survey used in the present study attempts to be as similar

to Cushway's as possible with alterations only where necessary due to

the fact that subjects are qualified and not trainees.

(ii) General Health Questionnaire (GHQ-28) (see appendix V)

This is a self-administered screening test designed to detect

non-psychotic disorder in community settings. It is a well-established

device in wide usage. Goldberg and Hillier (1979) suggest it concerns

itself with 2 major phenomena classes: inability to carry out one's

normal 'healthy' functions, and the appearance of new phenomena of

a distressing nature. The questionnaire is focused on the hinterland

between psychological sickness and health comprising questions which

form a 'lowest common multiple' of symptoms which Goldberg and

Hillier view will be encountered in the various syndromes of mental

disorder.

The GHQ is not a direct measure of stress, whatever this is defined as,

but several studies of occupational stress use it to measure states of

distress (eg West and Savage, 1987; Firth-Cozens, 1986; Banks et al, 1980).

It might be hypothesised that this is a measure of the outcome of

inadequate coping (see literature review). Cushway used the GHQ as

a standardised comparison between trainee clinical psychologists and

other health professionals. It will be used in the present research to

compare data from this study also. The 28-item GHQ (Goldberg and

Hillier, 1979) was used - the same as in Cushway's research. This is

a 'scaled version' of the GHQ (60 items) on the basis of the results of

principal components analysis. There are 4 subscales (somatic

symptoms, anxiety symptoms, social dysfunction and severe depression),

and each consist of 7 items. The validity and reliability studies

details are available in the GHQ User's Guide (Goldberg and Hillier, 1988).
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The subscales represent dimensions of symptomatology and do not necessarily

correspond to psychiatric diagnosis. Two scoring methods were used in

the present study - the GHQ method where items are weighted 0-0-1-1

with a maximum score of 28, for estimates of psychiatric caseness. The

threshold score of 3/4 was used. Cushway estimated means on the

scale using Likert scoring where each item is weighted 0-1-2-3 with a

maximum of 84. For comparison purposes,this scoring method will also

be used in the present study. The GHQ method of scoring considers only

symptoms, and is therefore an 'area' measure, while the Likert is a

composite measure encompassing both area and intensity.

Procedure

A letter was sent to either heads of department or area psychologists

where relevant, in the first instance, in all areas of Scotland. This

was to explain the nature of the study and request numbers of clinical

psychologists. Three months later, the survey questionnaires were sent

out with an explanation of the research and an envelope to return them

in. This was not stamped. The introductory letter emphasised

anonymity and promised to provide a summary of the main findings upon

completion. It replicated Cushway's introductory letter as closely as

possible as she had a very high return rate (767.). See appendix VI

for the letter and survey questionnaire for each subject. Return of

surveys was requested by a particular date, but this was extended by a

month in practise.

Analysis of data used the SPSSx programme (SPSSx User's Guide, 1983).

Tests for investigating data were Analysis of Variance, Chi Square,

Pearson Product Moment Correlation, T Tests and Student Newman Keuls

Ranges Test.

33



Subjects

The total number of questionnaires sent to clinical psychologists in

Scotland via Area Psychologists/Heads of Department was 161. Of these,

108 (677.) completed questionnaires were returned by the extended

deadline. The subjects were all qualified clinical psychologists

working in Scotland. Of the subjects, 67 (627.) were female and

41 (387.) were male. The clinical grades were represented as below:

Table A - Subjects' Clinical Grades with Mean Ages

Grade Number in Study Mean Age S.D.

Top 17 (167.) 49.29 6.86

Principal 27 (257.) 40.33 5.87

Senior 50 (467.) 35.14 7.42

Basic 14 (137.) 29.86 4.22

Of the sample, 52 (497.) were regular supervisors of trainee clinical

psychologists. The average duration of supervision was 3.29 months

per year (S.D.4.09). The proportion working fully £r partly in the

various specialties are: adult 53 (497.), child 23 (217.), mental

handicap 16 (157.), forensic 10 (97.), rehabilitation 12 (117.),

elderly 5 (57.), and other remaining specialties 11 (107.).

The primary theoretical orientations of subjects are:

behavioural/cognitive behavioural 69 (687.), eclectic 18 (187.),

psychodynamic 7 (77.), client-centred and others 7 (77„). The mean

age of the sample was 37.5 (S.D. 8.2). Of the subjects, 75 (697.)

were either married or co-habiting and 32 (317.) were either single,

separated or divorced. The majority, 67 (627.) had no children living

at home.
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The average weekly professional contact with other clinical psychologists

is 5 individuals (S.D. 4). The average number of clinical psychologists

subjects were responsible for was 2 (S.D. 6).
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RESULTS

LEVEL OF STRAIN IN CLINICAL PSYCHOLOGISTS IN SCOTLAND

(a)General Health Questionnaire

The mean score for clinical psychologists in the present study using

Likert scoring (0-1-2-3) was 18.34 (SD 9.98). This can be compared with

Cushway's sample of clinical psychology trainees in the following

table using a T-Test

Table 1 Means and Standard Deviations on the Likert Scoring of the

General Health Questionnaire and Statistical Comparison

of Clinical Psychology Trainees and Clinical Psychologists

Clinical Psychology
Trainees (Cushway, 1988)

N= 285

Scottish Clinical

Psychologists (1989)
N= 108

GHQ
Likert
Score

Mean SD Mean SD

23 10.26 18.34 9.98

T = 4.09; df = 391; p< 0.001

In Table 1, significant differences were found in GHQ Likert scores

between clinical psychology trainees and Scottish clinical psychologists.

On this composite method of scoring encompassing both area and intensity,

trainees scored significantly higher.

When the GHQ was scored using the GHQ method, the recommended threshold

in the manual (Goldberg and Hillier, 1988) of 3/4 was used to estimate

prevalence of emotional disturbance. In the present study, 337. scored

above the threshold and can be compared with other occupational groups.
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Table 2 Estimated Prevalence of Psychological Disturbance for Clinical

Psychologists in the Context of other Occupational Groups

_ , PercentageSample . ,scoring above
threshold

Junior House Officers (Firth-Cozens, 1987) 50

Female Executive Civil Servants (Jenkins, 1985) 36

Male Executive Civil Servants (Jenkins, 1985) 34

Psychiatric Nurses (Jones et al, 1987) 33

Clinical Psychologists 1989 33

Medical Students (Firth, 1986) 30

2nd Year Psychology Undergraduates (Firth-Cozens, 1988) 11

For her caseness threshold, Cushway used 4/5, so it is not possible to

compare her data in the above table. If this conservative threshold

is used in the present study, the data can be compared in Table 3.

Table 3 Estimated Prevalence of Psychological Disturbance for Clinical

Psychologists and Clinical Psychology Trainees using a

Conservative threshold of 4/5 on the GHQ

Sample Percentage
Scoring above
Threshold

Clinical Psychology Trainees (Cushway, 1988)
N = 285

57

Clinical Psychologists 1989
N = 108 29

37



(b)Stress Survey

The stress totals used below were the sum of ratings of sources of

stress/stressors in the 1st part of the questionnaire. The Pearson

Correlation Coefficient of total stress scores and GHQ totals of

clinical psychologists in Scotland is:

r = 0.377 (p<0.001)

Cushway (1988) achieved a correlation of total stress scores and

GHQ totals for clinical trainees of:

r = 0.415 (p <0.001)

Stress totals on the present survey were correlated with age,

experience years, years in present post, numbers of clinical psychologists

in regular contact with, and responsibility in numbers of other clinical

psychologists. Table 4 illustrates the results.

Table 4 Stress Totals correlated with Topographical Variables

Age Experience Years in Numbers of Numbers of
Years Present clinical Staff

Post psychol- Responsib¬
ists in ilities

regular
contact

with

Total r=0.11 r=0.1A r=0.17 r=0.09 r=-0.OA
Stress

p=0.25 p=0.1A p=0.07 p=0.35 p=0.65
(NS) (NS) (NS) (NS) (NS )

It can be seen that none of the above variables correlated significantly

with stress totals on the questionnaire.

Stress totals were broken down by the A grades of clinical psychologists.
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Table 5 Stress Total Comparisons for Clinical Psychologists by Grade

Grade Stress Score
Mean

S D Number in
Grade

Top 77.88 23.12 17

Principal 99.19 28.88 27

Senior 80.42 33.26 50

Basic 75.21 36.56 14

Using an analysis of variance, a level of significant difference was

found between grade and stress totals at a 0.05 level of probability

(F(3,104) = 2.92, p<0.05). Post hoc multiple comparisons were then

made between pairs of groups using the Student Newman-Keuls procedure.

The only pair significantly different at the 0.05 level were principals

and seniors (W(2,104) = 14.57, X.- Xx=18.77; p<0.05). The other

comparisons between pairs were non-significant at the 0.05 level.

Stress totals for clinical psychologists were broken down by gender.

Table 6 Stress Total Comparisons for Clinical Psychologists by Gender

Stress Score
Mean

S D Number

Men 83.76 27.59 41

Women 84.21 34.81 67

In the T-Test, no significant differences were found in stress totals

between gender (T = -0.07; df = 106; p = 0.94 (2-tailed))
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Total stress scores were broken down also by main area of specialty.

In an analysis of variance, no significant differences were found

(F(8,72) = 0.91; p = 0.51).

Primary theoretical orientation was also used to break down total

stress scores. Again, using an analysis of variance, no significant

differences were found (F(7,94) = 1.32; p = 0.25).

As the sample was comprised of people supervising clinical psychology

trainees, and those who did not, this was assessed by stress totals.

Table 7 Stress Total Comparisons between Supervisors and Non-Supervisors

Stress Score S D Number
Mean

Supervisors 89.42 31.38 53

Non-Supervisors 78.85 32.77 55

In the T-Test assessing stress totals in terms of supervision or non-

supervision of trainee clinical psychologists, no significant difference

was found (T = -1.72; df = 106; p = 0.08 (2-tailed)). However, it can

be noted that the T value is approaching significance at the p = 0.05 level.

No significant difference was found in a T-Test between stress levels

of clinical psychologists living with a partner, and those who did

not (T = 1.18; df = 106; p = 0.25 (2-tailed)).

Finally, total stress scores in the survey were divided into groups

of clinical psychologists with children living at home, and groups of

those with no children living at home. Table 8 illustrates the

breakdown.

40



Table 8 Stress Total Comparisons for Clinical Psychologists with

Children living at Home and those without Children living

at Home

Stress Score S D Number
Mean

Subjects with children
at home

75.12 31.46 41

Subjects without children
at home

89.49 31.52 67

In the T-Test, significant differences at the 0.05 level were found

between the 2 groups in stress totals (T = 2.3; df = 106; p = 0.02

(2-tailed)). Clinical Psychologists with no children living at

home had significantly higher stress scores than those with children

living at home.

Extent of Stress

This section of the results is concerned with question 5 on the

questionnaire. Clinical Psychologists were asked to what extent they

considered they had been under stress as a result of their occupation.

They had a choice of 4 responses:

Not Stressed Mildly Stressed Moderately Stressed Very
Stressed

Their responses were categorised as extent of stress.

Of the sample, 687, considered themselves to have been moderately or very

stressed as a result of their occupation. This is lower than Cushway's

sample of clinical psychology trainees, where 757, considered themselves
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in the top 2 categories as a result of training. Table 9 illustrates

the extent of self-reported stress for clinical psychologists in

comparison with clinical psychology trainees.

Table 9 Stress Extent Comparisons between Clinical Psychologists and

Clinical Psychology Trainees

Not
Stressed

Mildly
Stressed

Moderately
S tressed

Very
Stressed

Clinical Psychology
Trainees (Cushway,
1988) N = 285

4 (17.) 67 (247.) 136(487.) 78 (277.)

Clinical

Psychologists
(1989) N = 108

7 (67.) 33 (317.) 51 (477.) 17 (167.)

y. = 13.39 df = 3 p <0.01

The chi-square 2-sample test was used and was significant at the p ^ 0.01

level indicating a difference between the 2 groups. More trainees than

clinical psychologists proportionately were in the 'not stressed' or

'mildly stressed' categories. This would indicate that clinical

psychologists are reporting a significantly lower extent of stress than

trainees.

In the present study, comparison of "extent of istress" categories

were analysed between the 4 career grades using a chi-square. No

significant differences were found ( J6 = 13.81; df = 9; p = 0.13)

Comparison of "extent of stress" categories were assessed between

gender also using a chi-square. No significant differences were
■2-

found between men and women on this variable (JC= 2.52; df = 3; p = 0.47)

The "extent of istress" question was analysed between supervisors and non-

supervisors, again with a chi-square. No significant differences were
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found (dC~= 2.07; df = 3; p = 0.56).

"Extent of stress" categories reported were analysed between clinical

psychologists living with a partner, and those not living with a

partner. No significant differences were found in a chi-square
, -2-

between the 2 groups (*• = 1.07; df = 3; p = 0.78).

Finally reported "extent of stress" was assessed between clinical

psychologists with children living at home, and those who did not.

The chi-square found no evidence of significant differences

( 1.89; df = 3; p = 0.6).

The reported "extent of Stress" categories were also assessed in relation

to several continuous variables using analyses of variance. Table 10

illustrates that no significant differences were found in reported

"extent of stress" for these variables.

Table 10 "Extent of Stress" categories assessed by topographical

Variables - F Values

Variable Effect on Variable when

analysed by "extent of
stress" F Values

Significant?

Age F( 3,104) = 1. 25; p = 0.29 NO

Years of Experience F( 3,103) = 0.06; p = 0.98 NO

Years in Present Post F( 3,104) = 0.64; p = 0.59 NO

Number of clinical

psychologists in
regular contact with

F( 3,103) = 1. 23; p = 0.3 NO

Number of clinical

psychologists
responsible for

F( 3,104) = 0.16; p = 0.93 NO
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Impact of Stress

Subjects in the present study were asked about the impact of stress on their

work, social life, personal relationships and view of self. Their responses

to each had to be one of the following categories:

No impact Slight impact Moderate impact Major impact

Subjects' responses are reported and compared with responses of

clinical psychology trainees. Table 11 illustrates the reported impact

of stress on an individuals work.

Table 11 Impact of Stress on Work - Clinical Psychologists with Trainee

Clinical Psychologists

No

Impact
Slight
Impact

Moderate

Impact
Major
Impact

Clinical Psychology
Trainees (Cushway,
1988) N = 274

35 (137.) 105 (337.) 101 (377.) 33 (127.)

Clinical Psychologists
(1989)
N = 108

14 (137.) 47 (447.) 41 (387.) 6 (67.)

= 3.75; COn>4-1T3 p>0.1 (N/S)

The chi-square 2-sample test was used to assess differences between the

2 groups in the reported impact of stress on work. The test detected no

significant differences between clinical psychologists and clinical

psychology trainees in reported impact of stress on work.

Impact of stress on social life reported by the samples of clinical

psychologists and clinical psychology trainees were also compared.

Table 12 illustrates their responses.
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Table 12 Impact of Stress on Social Life - Clinical Psychologists

Compared with Trainee Clinical Psychologists

No Slight
Impact Impact

Moderate

Impact
Major
Impact

Clinical Psychology
Trainees (Cushway,
1988) N = 279

30 (117.) 80 (297.) 97 (357.) 72 (257.)

Clinical

Psychologists
(1989) N = 108

25 ( 237.) 40 (377.) 33 (317.) 10 (97.)

\ 1 4-yL = 20.65 df = 3 p < 0.001

Differences between the 2 samples in reported impact of stress on social

life were assessed using a chi-square. Differences were found at the

p <^0.001 level of significance. It appears in proportionate terms that

more clinical psychologists report no impact or slight impact of stress on

social life, whereas clinical psychology trainees are the opposite. More

report a moderate or major impact of stress on their social lives than do

clinical psychologists.

Impact of stress on personal relationships as reported by the 2 samples

were compared. Table 13 states their responses.

Table 13 Impact of Stress on Personal Relationships -Clinical Psychologists

Compared with Trainee Clinical Psychologists

No

Impact
Slight
Impact

Moderate

Impact
Major
Impact

Clinical Psychology
Trainees (Cushway,
1988) N = 279

33 (127.) 84 (307.) 107 (387.) 55 (207.)

Clinical

Psychologists (1989)
N = 108

27 (257.) 45 (427.) 29 ( 277.) 7 (67.)
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Table 13 (cont.) Chi-Square Result

= 23.15 df = 3 p< 0.001

Differences between the 2 samples in reported impact of stress on personal

relationships were calculated using a chi-square. Differences were found

between the 2 groups at the p< 0.001 level. Again, proportionately more

clinical psychologists reported no impact or slight impact of stress on

personal relationships. The clinical psychology trainees were more

heavily represented in the moderate or major impact categories

proportionately than the clinical psychologists.

Finally, impact of stress on view of self as reported by clinical

psychologists and clinical psychology trainees was compared. Table 14

illustrates the responses.

Table 14 Impact of Stress on View of Self - Clinical Psychologists

Compared with Trainee Clinical Psychologists

No

Impact
Slight
Impact

Moderate

Impact
Major
Impact

Clinical Psychology
Trainees (Cushway,
1988) N = 278

40 (147,) 75 (277,) 106 (387,) 57 (217,)

Clinical

Psychologists (1989)
N = 108

17 (167,) 51 (477,) 31 (297,) 9 (87,)

^
= 18.47 df = 3 p <0.001

Differences between the 2 samples in reported impact of stress on view of

self was assessed, again using a chi-square. Differences were found at the

p < 0.001 level of significance. Proportionately more clinical psychology

trainees reported a moderate/major impact on view of self than clinical

psychologists. Proportionately more clinical psychologists reported no/

slight impact on view of self.
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Most Frequently Reported Stressors for Clinical Psychologists in Scotland

The 10 most frequent stressors for clinical psychologists are in

Table 15

Table 15 Rank Order of Stressors reported by Clinical Psychologists

Rank Order Stressor Percentage
reporting item
in 5 most

frequent
stressors

1 Too Much Work 48

2 Lack of Money 34

3 Too many different Things to Do 26

4 Uncertainty about the future in the NHS 19

5 Shortage of Resources for Clinical Work 18

6 Difficult Patients 17

7 Poor Quality of Management 15"

8 Keeping Clinical Skills up-to-date 14"

9= Conflicting Roles with other Professions 13

9= Inadequate Research Time 13

In this list of the 10 most frequently reported stressors, the 5

areas of stressors as defined in Appendix III are represented as

follows: Academic Stressors 2/10; Supervision Stressors 0/10;

Organisational Stressors 3/10; Workplace Stressors 4/10;

Personal Stressors 1/10
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The primary stressor reported by clinical psychologists in the present

study was distributed in the 5 areas as follows:

Academic Stressors 17,

Supervision Stressors 07,

Organisational Stressors 287,

Workplace Stressors 597,

Personal Stressors 127,

It can be seen that workplace stressors are the most common sources

of stress/stressors. Supervision stressors are not included in the

rank order of top 10 stressors, nor are they the primary stressor

reported by any of the subjects.
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Coping Strategies

Reported Coping Behaviours - Table 16 shows the top 10 coping strategies

which clinical psychologists report they are using in order of

total frequency.

Table 16 Rank Order of Coping Strategies reported by Clinical Psychologists

Rank Order Coping Strategy Percentage
reporting item
in top 5
coping
strategies

1 Talking to other clinical psychologists 56

2 Talked with spouse or other relative 35

3= Tried to reduce tension by reading/hobbies/
recreation/creative activities

32

3= Tried to organise time better 32

5 Got away from things for a while
(eg. holiday/time-off)

28

6 Made a plan of action and followed it 27

7 Got busy with other things to keep my mind
off the problem

21

8 Tried to see the positive side of the
situation

19

9 Tried to step back from the situation
and be more objective

17

10= Talked with friend about the problem 15

10= Talked to more senior clinical psychologist 15
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Health and Daily Living Form - Indices of Coping Strategies

The responses of clinical psychologists on the 8 coping response indices of

the above form are compared with 285 trainee clinical psychologists

(Cushway, 1988) and 424 community adults (Moos et al, 1984) in Table 17.

Table 17 Means and Standard Deviations on Health and Dally Living Form of
Clinical Psychologists. Clinical Psychology Trainees and a

Community Sample

Community Adults Clinical Psychology Clinical

(Moos et al, 1984) Trainees (Cushway, Psychologis ts
1988) (1989)

N = 424 N = 28 5 N = 108

Mean S D Mean S D Mean S D

METHOD OF COPING

Active Cognitive 17.50 5.55 13.99 5.31 16. 22 4.91

Active Behavioural 19.49 7.09 17.75 6.41 19. 25 5.95

Avoidance 3.55 3.29 5.04 3.19 4.37 3.24

FOCUS OF COPING

Logical Analysis 6.82 2.87 6.45 2.62 8.34 2.84

Information Seeking 10.61 4.58 5.79 2.57 8.35 3.16

Problem Solving 8.88 3.38 6.65 2.98 8.66 2.91

Affective Regulation 8.40 3.57 7.32 4.02 7.68 3.38

Emotional Discharge 3.39 2.75 5.21 2.74 3.95 2.65

The clinical psychologists' responses on the 8 coping indices are compared

with trainee clinical psychologists' responses using T-Tests in Table

18 over the page.
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Table 18 T Values of Comparisons between Clinical Psychologists and

Clinical Psychology Trainees on Health and Daily Living Indices

,,

Results of T-Tests comparing
Clinical Psychologists (1989)
with Clinical Psychology
Trainees (Cushway, 1988)

Significant
at p < 0.05

METHOD OF COPING

Active Cognitive T = 3.98; df = 391; p <0.001 Yes

Active Behavioural T = 1.5; df = 391; p >0.05 No

Avoidance T = 1.81; df = 391; p >0.05 No

FOCUS OF COPING

Logical Analysis T = 6.3; df = 391; p< 0.001 Yes

Information Seeking T = 7.76; df = 391; p <0.001 Yes

Problem Solving T = 4.1; df = 391; p <0.001 Yes

Affective Regulation T = 0.88; df = 391; p > 0.05 No

Emotional Discharge T = 3.94; df = 391; p <0.001 Yes

Significant differences in coping responses between the clinical psychologists

and clinical psychology trainees were found on one method of coping -

active cognitive coping. Clinical psychologists scored significantly

higher than trainees in this method on average. No significant differences

were found between the 2 groups in the other 2 methods of coping.

In focus of coping, the 2 samples were significantly different on 4 out

of 5 foci - affective regulation was not significantly different . Of

the 4 foci of coping where the 2 samples were significantly, clinical

psychologists scored higher on logical analysis, information seeking and

problem solving; and lower on emotional discharge on average.

The clinical psychologists' responses on the 8 coping indices were also

compared with the community sample of 424 adults (Moos et al, 1984)



using T-Tests also. The results are in Table 19

Table 19 T Values of Comparisons between Clinical Psychologists and a

Community Sample on Health and Daily Living Indices

Results of T-Tests comparing
Clinical Psychologists (1989)
with Community Adults
(Moos et al, 1984)

Significant
at p<^0.05

METHOD OF COPING

Active Cognitive T = 2.21; df = 531; p< 0.05 Yes

Active Behavioural T = 0.36; df = 531; P> 0.1 No

Avoidance T = 2.28; df = 531; p <0. 05 Yes

FOCUS OF COPING

Logical Analysis T = 5.07; df = 531; p <0.001 Yes

Information Seeking T = 6.12; df = 531; p <0.001 Yes

Problem Solving T = 0.66; df = 531; p7o.i No

Affective Regulation T = 1.94; df = 531; p >0.05 No

Emotional Discharge T = 1.87; df = 531; p >0.05 No

Significant differences in coping responses between clinical psychologists

and community adults were found on 2 methods of coping - active cognitive

and avoidance coping. Clinical psychologists scored less than community

adults on active cognitive coping and more than them on avoidance coping

with significant differences. No significant difference was found on

active behavioural coping measures.

On the focus of coping measures, community adults and clinical psychologists

showed no differences on foci of problem solving, affective regulation and

emotional discharge. There were significant differences on logical analysis

and information seeking. Clinical psychologists scored higher on logical

analysis and lower on information seeking on average.
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DISCUSSION

This discussion will first focus on issues of the process of the study,

and then matters relating to the content of the results will be

addressed.

Methodological Issues

A) Surveys: A principal advantage of postal surveys is that they can be

done quickly. They are self-administered and consequently avoid the

problems of interviewer bias. They are best for dealing with personal

topics where anonymity is required.

There are several disadvantages also. If the questionnaire is unclear,

there is no opportunity for explanations. The researcher has little

control over the order in which the questionnaire is completed. There

is also the main problem of response bias. The major factor leading to

this is an overall low response rate. Perhaps people are too busy/stressed

to complete a questionnaire. The bias problem decreases with increasing

response rate, and Babbie (1979) views a 607, return rate as good, and a

707, return rate as excellent. The typical return rate for postal surveys

is 307.. The present study had a high return rate of 677., so response bias

will carry less weight than the average postal survey. However, 337. of

the sample did not return the questionnaire, and this group might have

been the most stressed with no time for the questionnaire. Conversely,

those who were most stressed might have had the highest motivation to

return the questionnaire. Questions such as these remain unanswered.

Shaughnessy and Zechmeister (1985) suggest several factors contributing

to higher than usual return rates:

(1) Questionnaires with a "personal touch",

(2) Minimum effort required,

(3) Topic of survey of intrinsic interest to respondents,

(4) When respondent identifies in some way with researcher.
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All these factors except (2) were probably fulfilled in the present study.

The explanatory letter (see Appendix VI) wasas similar to Cushway's as

possible, and she also achieved a very high return rate (757,) - perhaps

this letter provided the "personal touch".

B) Stress Research; Methodological difficulties with stress research were

discussed in the introduction. The present study has most of the limitations

mentioned by Burke (1987). It employs self-report data entirely. It is

a stress-strain design making it impossible to determine causality.

It does, however, perhaps attempt to tackle some aspects of moderator

variables (eg. partnership status relationship with overall stress levels);

but not extensively if such aspects are practically viable. The design

is cross-sectional with no longitudinal features. The population

studied is small and occupationally specific although the whole

population of such a group in Scotland was sampled with a high return

rate, which might redress some of the balance. The question remains of

how generalisable such a study is to clinical psychologists in other

parts of the United Kingdom. Perhaps some of the issues here are

specific to Scotland, for example, forensic clinical psychologists

work in the prisons in Scotland, which is not the same in England and

Wales. Physiological and behavioural data has not been assessed either

in the present study, as this was beyond its scope. The study has,

therefore, in common with the majority of other stress research, a

large number of methodological flaws.

Nathan (1986) criticised much of US research into stress in psychologists

as having ulterior motives such as the marketing of treatment programmes.

The current study has no such motives'.

The question of the validity of verbal reports has been debated extensively

and no solution is evident. People may not be able to distinguish stressors

which have the main effects, or confound outcomes with presumed causes.



Kidder (1981) mentions that in everyday life, verbal reports of others

are accepted as valid, and generally people's remarks are accepted at

face value unless there is reason to do otherwise. The same standards

can be applied to information from survey responses.

Survey response involves reactive measurements and respondents may

suspect their responses might serve as the basis for socio-political

action. The profession of clinical psychology is undergoing various

changes currently in an increasingly management-orientated NHS. Also,

pay has fallen significantly in real terms over the 1st few years.

Some of the respondents might have viewed the questionnaire as a

possible instrument as a basis for some form of action. However,

this is impossible to assess, but it is important to be aware of such

a possibility.

The list of varying and sometimes inconsistent definitions of stress

and consequent difficulties in attempting to research the area have

been discussed in the introduction. This research does not pretend to

reach any conclusive solutions. It is a pilot study attempting to assess

what clinical psychologists find stressful in the course of their

work and which coping strategies they commonly employ. No connection

between the 2 is assessed as this would be too simplistic due to

multiple moderators and other complexities. Understanding cause and

effect could be viewed as impossible without a clear conception of the

phenomenon of stress, so any conclusions drawn at this stage are

tentative

Recommendations for future study of the area include using a longitudinal

design; addressing other factors as well as self-report data, such as

absenteeism, weekly caseload and physiological measures. It would also

be interesting to use a well-standardised measure of stress on the
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sample (eg Maslach Burnout Inventory, Maslach and Jackson, 1981). As

clinical psychologists in the UK are a relatively small profession, an

attempt to research stress in the entire population would provide

greater insight. On the positive aspects of the occupation, an

enquiry into job satisfaction and personality variables would also

lead to a fuller study.

Level of Strain of Clinical Psychologists in Scotland

A) General Health Questionnaire; The present study found that the

mean score (using the Likert scoring) for clinical psychologists in

Scotland on the GHQ-28 is significantly less than clinical psychology

trainees in Cushway's study. The GHQ is primarily a measure of

psychological symptoms in the hinterland between psychological sickness

and health, and is not a stress measure despite a significant

correlation between the stress survey used in the study and the GHQ.

Clinical psychologists in Scotland score significantly lower on the

composite measure encompassing both area and intensity of psychological

symptoms. The training process with all its clinical and academic

demands and pressures may lead to an increase in psychological

disturbance which is reduced on completion of training and with the

removal of mandatory academic hurdles.

The findings on the GHQ scoring method for the prevalence of "psychiatric

caseness" are 337, above threshold using the 3/4 cut-off point. This is

lower than junior house officers (Firth-Cozens, 1987) at 507, psychiatric

caseness. It is also slightly less than female executive civil

servants (367, cases) and male executive civil servants (347, cases) as

researched by Jenkins (1985). Interestingly, 337, caseness in the

present study is the same as Jones et al (1987) found for psychiatric

nurses. Medical students were slightly lower at 307, over the



the threshold (Firth, 1986), and in second year psychology undergraduates,

only 117> score above the caseness threshold (Firth-Cozens, 1988). It

can be seen from these comparisons, that clinical psychologists in the

present study do not stand out in their levels of caseness from other

health professionals.

Cushway used a more conservative threshold of 4/5 for caseness, and

found an estimated prevalence of psychological disturbance in clinical

psychology trainees of 577«. When this conservative threshold was used

in the present study, 297, scored as cases. This is almost half the

findings for trainees. It appears that the process of training

coincides with a peak of psychological symptoms. Cushway attempts

to explain the high level of cases in trainees as being due to constant

evaluation, re-location, extensive travelling and shortages of time and

money. It could be argued that clinical psychologists experience some

of these, with the possible exceptions of constant mandatory evaluation

and re-location. It is possible that other aspects of training are

contributing - trainees are still learning to manage clinical work and

are probably still coming to terms with issues of responsibility as

their professional maturity progresses. As they do no yet have a wide

experience of treatment, perhap cognitions of imcompetency and

inadequacy are more likely in a smaller comparison framework. There

are also academic pressures to pass the course and do compulsory research,

which are not necessary for the majority of qualified clinical

psychologists. If the GHQ measures outcomes of inadequate coping,

clinical psychologists might have learned to cope and be short-

circuiting the development of psychological symptoms to a greater

extent. Increased autonomy post-qualification may enhance feelings of

control and consequent coping strategies. A longitudinal design assessing

individuals' GHQ scores pre, post and during training would clarify issues.



However, in the GHQ, as the respondent is not asked how long they have

experienced each symptom, it detects disorders of less than 2 weeks

duration - non of which can be counted as 'cases' by the various research

systems. It is therefore very sensitive to transient disorders. Tennant

et al (1981) found in a longitudinal study of neurotic disorder in

the community, that half the cases identified at first interview had

remitted one month later. As one psychologist in the present study

commented:

"Retrospectively, there have been times in the last few months when my
GHQ score would have been ridiculously high."

Williams et al (1980) suggest that such an imposed dichotomy of

'caseness' raises the problem of appropriateness of the concept of

prevalence as applied to minor psychiatric disorder. They view statements

such as 'x7. are mentally ill' to be meaningless arising from an

oversimplified concept of prevalence. The present study recognises these

criticisms.

There were several comments about the GHQ from subjects.

"Perhaps it is difficult for clinical psychologists to fill out something
like a GHQ objectively."

However, another's comment would appear to counteract this.

"I'm aware of feeling under stress quite often, but was quite surprised
to see I'm scoring as a case on the GHQ. It makes me realise I'd better
mobilise the coping strategies better!"

Also, to some extent, it appears that the problem highlighted by Depue

and Monroe (1986) about chronic problems influencing reported scores,

particularly relating to longstanding problems for physical illness,

is evident.

"The GHQ Does not allow for an actual and detiorating disease which will
affect my responses."

However, the difficulties in not including such individuals in a sample

are illustrated by the following quote from a respondent.
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"Post viral fatigue syndrom will affect my response, but overwork
was a major contributor to this."

B) Stress Survey: It was reassuring to note that the stress survey

correlated significantly with the GHQ. Unfortunately, this correlation

was not as high as Cushway's, but the questionnaire used in the present

study had been changed to include a category of supervision stressors,

and altered placement stressors to workplace stressors. Of the 57

items, 24 were new items not included in the questionnaire for trainees.

Future work must be done on the reliability and validity of the

questionnaire.

The fact that stress totals did not correlate significantly with

(1) number of staff responsible for

(2) number of clinical psychologists in weekly contact with

(3) age

(4) years of experience

(5) years in current post

was disappointing. The stress measurement may be inadequate, or these

variables do have no significant relationship with stress levels. No

previous work has assessed the relationship between stress in clinical

psychologists and the number of clinical psychology staff they are

responsible for. Perhaps the paradox here is that although it might be

hypothesised that a greater number of staff responsibility increases

stress levels, it might also mean more individuals to share the

workload thus reducing stress levels. Other issues such as balance of

work between staff management and clinical work need to be assessed in

this context in future studies.

The exploration of a correlation between number of clinical psychologists

in weekly contact with and stress levels was an attempt to assess the

value of social support at work, and the value of diffusion of
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responsibility. Such a measure may assume too much, for example, that

clinical psychologists are working as a team with those they have

regular contact with. Also, there might be an optimum contact number

which is workable for individuals. Assessing the quality of relationships

not quantity may be more important, and future research might also

examine working styles of different departments and stress levels.

Qualitative comments from subjects in the study illustrate the 2

contrasts to the effect of department size.

"Working as part of an MD team makes an enormous difference - I wonder
if you'll find a big difference between these psychologists, and
those trying to serve an area in isolation (even though they are
part of a large department.)"

Assessing contact with other clinical psychologists is clearly too

limited. Rodolfa et al (1988) found counselling therapists were more

stressed than medical centre psychologists. They attributed this to

the fact that medical centre psychologists have team case management

whereas the others have primary responsibility for client welfare.

The questionnaire needs to assess this area more extensively.

Other comments from subjects relate to the issue.

"At times, I have experienced tremendous emotional support from
colleagues which has given me a real boost in otherwise grim times."

"Good personal relationships for psychologists inevitably mean using
some of one's professional skills to help another's stress - this
paradoxically becomes stressful."

"Most of my stress comes from other staff and very little from clients."

These direct quotes show how difficult it is to assess social support

from colleagues in a quantitative wasy. The assessment of numbers in

regular contact with in the present study was too simple and no

relationship with stress levels was apparent.

No significant relationships were found between stress levels and

age, years of experience and years in post. This opposes Hellman

et al (1987), and Rodolfa et al (1988). Both found that more



experienced, older therapists reported that work related issues were

less stressful than inexperienced therapists. In the present study

however, work experience was not conceptualised situationally, for

example by examining average weekly caseload. Future studies would need

to include such data. Both the mentioned studies are North American,

and there is the possibility that the British career structure with

different roles at different grades to some extent confounds measures

of experience. Each new grade might, due to new demands, reduce

effects of cumulative experience. Further research could examine

stress levels in relation to experience in current grading.

One of the main findings from the study was that a level of significant

difference was found between grade and stress totals. Post hoc

comparisons found that principals and seniors were significantly

different. Principals, perhaps have the most conflicting role as they

still face demands to work directly with patients, while investing

energy in providing and managing a service and fighting to maintain

resources. A senior's primary role is probably working directly with

patients with less managerial responsibility than a principal. The 2

groups differ in promotion prospects with fewer top grade posts

available than principal posts which might make ambition less of a

'spur' to principals than seniors. The above debate about experience

lowering stress levels is contradicted as principals, although probably

more experienced in years of work are more highly stressed than seniors.

Again, caseload comparisons and other role demands need to be assessed

to provide greater insight. One principal faced with too many demands

commented:

"Lack of fixed hours, previously an advantage, in busier times has proved
to be a disadvantage, ie. working extra hours to complete the work."

The ranges test used did not find significant differences between



between basic/top grades and principals despite the fact that their

average stress scores were lower than seniors. Both groups were

represented in much lower numbers of subjects. If there had been a

larger representation of these grades, perhaps significant results

would have shown a difference between these grades and principals

also.

No significant differences were found between men and women in the

present study in stress totals. This finding corroborates Cushway's

findings, and opposes Mausner and Steppacher (1973) which showed that

female psychologists in the USA have a higher suicide rate than

females in the general population, whereas male psychologists are

not significantly different from males in the general population.

Cushway suggested differences may grow as the women were faced more

and more with conflicts between career and home, but this does not

appear to be the case. It must be noted that only 337« of women in the

sample have children living at home.

No significant differences were found in stress totals between main

area of specialty, and stress totals and primary theoretical

orientation. These findings are probably inconclusive as many people

work in 2+ specialties or have several theoretical orientations and

it is impossible to assess such interactions.

Stress total comparisons between supervisors and non-supervisors were

approaching a level of significant difference. Supervisors had a

higher mean stress score, which is in the predictable direction.

Supervision probably means extra time pressures on an individual and

another imposed role.

The finding of no significant differences between those who live with

partners and those who do not in stress levels might oppose Kahill(1986).



She found that in Canadian psychologists, burnout was negatively related

to social support from family and friends. The present study may not

be assessing social support adequately by merely examining partnership

status in the co-habitation sense. Single clinical psychologists might

have excellent social support networks of family and friends while living

alone. Or they might not be co-habiting with a partner, but still

receive a high quality of support from them. More information is

needed for any conclusion in the context of the present study.

Significant differences were found in stress totals between those who

had children living at home, and those who did not. Those with

children at home had a lower overall average stress score. There is no

previous research about the presence of children at home and stress

levels of clinical psychologists. It is suggested that children distract

individuals from work pressures and possibly provide perspective to

work issues. The result might be viewed as surprising particularly

as 507, of the psychologists with children at home (377., of the total

sample) are female. It might be hypothesised that children at home

increase overall stress scores. One respondent commented:

"The difficulties of childcare in availability and cost make working
difficult with pre-school children."

The age of the children and their level of dependence might be a

moderator. There is also the possibility that those with pre-school

children have temporarily opted out of the profession and are not part

of the sample. The survey also, made no distinction between full or

part-time workers. One subject commented:

"The stress level for me —(I only work part-time) in bringing up a
family ... far exceeds stress in my present work."

The research in investigating some these issues is moving towards the

relationships between work and non-work areas and directions of causality

beyond the scope of this study and complicating confidentiality and



making anonymity more difficult to achieve.

The extent of stress findings asking clinical psychologists to what

extent they considered they had been under stress as a result of their

occupation allowed one the the following 4 responses:

Not stressed; mildly stressed; moderately stressed; very stressed.

The results showed that 687, of the sample considered themselves to be

moderately or very stressed. The self-reported extent of stress of

clinical psychologists was significantly different from trainees.

Proportionately more trainees described themselves as moderately or

very stressed than qualified psychologists. It appears that these

perceived stress levels corroborate findings with the GHQ where trainees

are also scoring significantly higher. It can again be hypothesised

that levels of experienced stress peak during training possibly for

the reasons discussed previously. The present study also analysed

responses to extent of stress by grades; gender; supervisors/non-

supervisors; subjects living with partners/those who did not; and

subjects with children living at home/those who did not. No significant

differences were found between perceived extent of stress on any of

these variables indicating that the level of perception of stress is

high across all groups, particularly as 687, considered themselves to be

moderately or very stressed. The 'extent of stress' categories were also

analysed in relation to several continuous variables - age; years of

experience; years in present post; number of clinical psychologists

in regular professional contact with; and number of clinical

psychologists responsible for. Again, no significant differences were

found indicating perceived level of stress across all groups is high.

Subjects were also asked to report the impact of stress on their work,

social life, personal relationships and view of self. About 507, reported

stress as having a moderate or major impact on their work. This was



not significantly different from clinical psychology trainees. Overall,

877, of both samples indicate that stress is having some impact on their

work. In describing the impact of stress on social life, personal

relationships, and view of self; clinical psychologists show a significant

difference from trainees. In these 3 variables, trainees are more

heavily represented in proportionate terms in the moderate and major

impact responses; whereas with clinical psychologists, proportionately

more rate stress as having no or slight impact on their social lives,

personal relationships and views of self. Again, overall, these findings

reinforce previous findings of this study in comparison with Cushway,

that trainees are reporting higher stress levels and also a greater

impact of stress than clinical psychologists. Possible explanations

have been discussed. Mandatory academic hurdles for trainees probably

mean less non-work time which would affect social life and possibly

personal relationships.

The difficulty with these impact of stress measures replicated from

Cushway's study is that they are somewhat vague. For example,

perceived stress might affect view of self but in a positive way. How

can this be distinguished from a negative effect? Future use of the

questionnaire should make this section more specific distinguishing

between positive and negative effects.

Due to the disturbingly high results of stress, its effect and impact and

psychological disturbance levels that Cushway found in trainees, she

suggested investigating self-selection aspects of those who enter

training. The present study, however is reassuring by comparison.

Clinical psychologists have consistently been lower on measures than

trainees indicating the difficulties associated with training.

Longitudinal research would address if a peak in stress levels during

training does exist.
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It should be noted that the present study focuses on the negative

aspects of the occupation. It would be interesting to research the

satisfactions. Several respondents felt the need to mention these in

balance.

"You have left no scope for commenting on the positive aspects of the
job eg. job security and freedom to organise ourselves."

"The emphasis of negative aspects of stress is getting out of hand.
All professionals are jumping on the band-wagon."

"Answering your questionnaire has made me think about the stresses
in my job which are considerable. I am also aware, however, of the
enormous satisfaction when something does go well."

Positive aspects of the occupation might balance out perceived negative

stressors/sources of stress, or make them less disruptive.

The Most Frequently Reported Stressors for Clinical Psychologists in

Scotland

The most frequently reported stressor which 48Y„ of the sample included

in their top 5 was too much work. This category included "too heavy a

caseload" and "too long a waiting list". The third most frequently

reported stressor (26% included it in their top 5) was too many

different things to do. These 2 stressors correspond with Firth-Cozens

and Payne's (1987) conclusion to "Stress in Health Professionals" that

the most common stressor among such groups is overload. This is

against a National Health Service background which is facing organisational

change through reduction of resources and new management strategies.

Emphasis has been placed on greater efficiency and this is assessed

increasingly by numbers of patients/clients seen and the reduction of

waiting lists. The "too many different things to do" item may be a

reflection of the ambiguity in a role for clinical psychologists, and

consequent demands from several directions eg. seeing patients, teaching,

research etc. One clinical psychologist views the role as having

greater vulnerability than other health service professions.



"There is such a poor correspondence between demonstrated effectiveness
and allocation of resources. Compare, for example, psychologists'
efforts to demonstrate the value of what they do with much of the
activities of say CPNs or OTs. The latter are simply accepted to be
a good thing by assertion."

Part of the "too many different things to do" might in some part be an

attempt to justify the value of clinical psychologists, which might not

be viewed as important by other health service professionals.

The second most frequent stressor cited is lack of money. This is

unsurprising in view of the fact that salary levels have fallen

significantly in real terms in the past few years. The most recent

pay offer is below the rate of inflation. If clinical psychologists

are suffering due to lack of money in Scotland, where property prices

are lower than in the South on average, perhaps this stressor is

even more salient in England and Wales, as pay rates are universal.

The fourth most frequent stressor is uncertainty about the future in

the NHS. The profession appears to be unsure whether they will be

privatised, contracted in, or opt to be private of their own accord.

Also, some might be employed by local authorities with their new

responsibility for chronic care.

Shortage of resources for clinical work is the 5th most frequent

stressor. This is unsurprising and reflected throughout the NHS where

there have been considerable financial cuts to services.

The 6th most frequent stressor is difficult patients. This is the only

mention of face-to-face work in the top 10 stressors. The 7th ranked

stressor is poor quality management - in the current climate this may

have become more important due to the management-orientated focus.

Stressors 8 and 9= are perhaps another face of too many different things

to do - keeping clinical skills up-to-date and inadequate research time.
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The current emphasis on seeing patients and saving money will mean less

training, retraining time and evaluation of intervention. Unfortunately,

this bodes ill for the development of the profession in the long term.

The other 9= stressor is conflicting roles with other professions. This

may, to some extent be inevitable due to professional overlap - it may

be the way that it is dealt with that causes friction.

In the list of stressors in order of frequencies in the present study,

only 2 also appeared on Cushway's list of trainees - lack of money, and

too many different things to do. All her others appeared to be

specifically related to training. These 2 above-mentioned stressors

appear to continue post-training.

Of the 5 stressor areas as defined in Appendix III, workplace stressors

accounted for b out of 10 of the most frequently reported stressors.

Also, 597, reported their primary stressor to be in this category.

Interestingly, supervision stressors are not included in the top 10

list - probably because only half the sample actually supervise. In

Cushway"s study, trainees reported "poor supervision" as the most

frequent stressor. Supervisors may be unaware of the impact they have

on the lives of trainee clinical psychologists.

There are some similarities between clinical psychologists and other

health professionals in reported stressors, particularly related to

overload. All are part of the NHS environment, so this can be

expected. It is obvious from a comparison with Cushway's study on

trainees that the majority of their most frequent stressors are not

applicable to trained clinical psychologists. Further comparisons

with other qualified health professionals would be worthwhile.
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Coping Strategies

Of the 10 most frequently used coping strategies according to self-

report, four involve talking to other people. Cushway (1988) in her

study of trainee clinical psychologists reports that 4 out of 5 of

the most frequently used coping strategies involved talking to other

people. In this study, this is reduced as only 2 out of the top 5

are of this category. Looney et al (198)) assessed coping mechanisms

for psychiatrists moving from training to career posts and reported

emotional support from partner, consultation with colleagues and

relationship with professional peers as being 3 mechanisms of coping

in the 6 most frequently used mechanisms (see introduction). In the

above study, in further analysis, dimensions of attachment to partners

and to work colleagues were seen as the most salient aspects of coping.

The present study shows that talking to other clinical psychology

colleagues is used by 567. in their top 5 coping strategies. The second

most frequently used strategy is talking with spouse/partner/relative

about the problem cited by 357, of the sample in their top 5 strategies.

The two strategies ranked 10th equal were talking with friend about the

problem and talking to more senior clinical psychologist - these were

both used by 157, in their top 5 strategies. The present study does

not conflict with Looney et al's (1980) findings for psychiatrists.

Thomson (1987), for staff working with a mentally handicapped population,

found that informal colleague support was rated by 947, of her sample as

moderately or extremely helpful. This is again reinforcing the findings

of the present study - in the context of health professionals, they appear

to follow a similar pattern.

In Looney et al's (1980) study, the other 3 commonly cited coping

mechanisms were play and recreation, vacation/time-off, reading/
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creative activities/hobbies and exercise. The present study reflects

these findings also. One of the equal third ranked strategies was

"tried to reduce tension by reading/hobbies/recreation/creative

activities", used by 327, in their top 5 strategies. The 5th ranked

strategy used by 287, regularly was "getting away from things for

a while (eg. holiday/time-off).

The other strategies not mentioned above included in the top 10 coping

strategies reported by clinical psychologists were

=3) Tried to organise time better (327, use it in their top 5);

6) Made a plan of action and followed it (used by 277.)

7) Got busy with other things to keep my mind off the problem
(used by 217. in their top 5)

These involve active behavioural coping strategies.

The remaining coping strategies used regularly are:

8) Tried to see the positive side of the situation (used by 197.)

9) Tried to step back from the situation and be more objective
(used by 177. in their top 5).

These are active cognitive coping strategies. It is interesting that

active behavioural strategies are higher in rank than active cognitive

strategies. The former might be viewed as more effective and perhaps

produce more concrete results on the source of stress/stressor.

Cushway only reports the top 5 coping strategies trainee clinical

psychologists report they use, so it is difficult to make further

comparisons. Both do however, report talking to other trainees/

clinical psychologists respectively as the top ranked coping strategy.

A clinical psychologist in the present study noted:

"The section on coping strategies has increased my self-awareness -
I really use people don't I?"

For the present study "using people" is the most important coping

meachanism.
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Health and Daily Living Form - Indices of Coping Strategies; The results

on this form in the present study are compared with coping methods and

foci of trainee clinical psychologists and a community sample. Clinical

psychologists, trainees and the community sample do not significantly

differ in the active behavioural method of coping. However, as

trainees and clinical psychologists scored highly on questions

such as talking to colleagues, talking to more senior clinical

psychology professionals etc added to the form, this might have reduced

their responses on the overall "talking to others"scale. These

strategies were not available to the community sample , as they were

additions by Cushway and in the present study. Cushway suggests that

without these additions, subjects might have scored higher on the

active behavioural coping method. This is speculative, but would perhaps

have meant more use of active behavioural methods than the community

sample. Since clinical psychologists are well aware of such methods

due to their training, it might be expected that they would make

greater use of them than a community sample.

In the active cognitive method of coping, the community sample scored

more highly than both clinical psychologists and trainees. On this

method, clinical psychologists scored more highly than trainees which is

plausible, due to their training in cognitive techniques and possible

experience in putting them into practice. The fact that both groups

score less than the community sample is surprising. Is is another

aspect of preferring not to practise what they preach? Alternatively,

the active behavioural coping might render such strategies less

important, as they might re relying on strategies which are additional

to Moos' questionnaire. More specific research about motivation for

particular strategies might explain some of these issues.

In the method of avoidance coping, clinical psychologists do not differ
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from the community sample, but they score significantly lower than

trainees on this. A possible explanation is that the more stressed a

group is, the more they use avoidance strategies. This is impossible

to verify, and assumes a simple relationship between stress levels and

coping strategies. Again, longitudinal measures would be needed to

asses the issue of training and post-training strategies and

differences.

In focus of coping, clinical psychologists differed from trainees on

logical analysis, information seeking, problem solving, and emotional

discharge. In all but the latter focus, clinical psychologists scored

higher than trainees. The emotional discharge focus might be more

strongly indicated when a particular level of overload has been reached.

Perhaps post-training, trainees are able to use the other foci of

coping more and the emphasis shifts. Or are these results reflecting

aspects of current selection into the profession?

The clinical psychologists in the present study differ from the

community sample of Moos et al (1984) in focus of coping only on

2 of the 5 measures - logical analysis and information seeking.

They scored higher on logical analysis which could be attributed to level

of qualification and training, and is therefore unsurprising. However,

they scored less than the community sample on information seeking,

but this is probably due to the fact that talking to other clinical

psychologists etc has not been included in the comparison, and these

might detract from other information seeking responses.

It must be noted that the community sample of Moos et al was North

American - this makes comparisons inconclusive as British norms are

needed. It appears, however, that clinical psychologists scored higher

than trainees on the majority of coping methods and foci with the



exception of avoidance methods and the emotional discharge focus.

Clinical psychologists are therefore more active and problem-solving

orientated - is this due to experience, or is training incapacitating

trainees coping mechanisms to some extent? Further studies in similar

samples are needed.

It can be suggested that coping strategy research should be assessed in

context to be able to distinguish which function a coping strategy

serves. Cohen and Lazarus (1979) criticise the dispositional approach

for assuming consistency in coping behaviour, as there is little evidence

of consistency in coping mode between situations, and only weak or

non-significant relationships have been found between measures of

coping dispositions and actual observed coping behaviours (eg. Austin,

1974; Kaloupek et al, 1984). The coping dispositions in the present

study therefore may not be indicative of how individuals actually

cope in stressful situations. There is some evidence also

(eg. Folkman and Lazarus, 1985; Horowitz, 1976) that there may be changes

in individual coping modes during different periods of a stressful

life situation. If the development of a 'clinical psychologist' is

on a continuum, then the coping strategy differences between trainees

and those qualified might represent different modes during different

stages. Longitudinal research would address this issue in greater

detail. A development of a measure of coping flexibility might be

viewed as the way forward in coping strategy research, but not enough

is known about the construct validity of coping measures including the

assessment used in the present study.
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CONCLUSION

As the present study has been viewed as a pilot, several recommendations

have been made for future research in this discussion. Overall, there

is the need for a clearer and more standardised definition of stress

leading to a comprehensive model. It would also be helpful to know the

extent to which different types of job stressors and outcomes are related

to each other if this is not idiosyncratic. Another unanswered

question is whether awareness of stress is a prerequisite for the

experience of stress. Acute and chronic stressors need to be separated

in the present context and separate relation to outcome assessed.

Finally, does overall job satisfaction have any relationship to stress

outcome?

If this study has established that clinical psychologists are suffering

from stress, two broad strategies are possible. The first is to alter

the environment, so that overall stress is reduced. In the present

context this might mean employing more ancilliary staff to help with

some of the paperwork or overall workload. The other strategy is to

improve the coping capacity of individuals. Some formal system

of support in the department might be a solution. The clinical

psychologists who took part in the study have made some suggestions

for alleviating stress in Appendix VII.
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APPENDIX I

STRESS SURVEY OF CLINICAL PSYCHOLOGISTS IN SCOTLAND

Thank you very much for agreeing to take part in this survey.
This questionnaire will take on average 30 minutes to complete,
and has been kept as short as possible in an attempt to prevent
further stress in your lives! However, if you would like to air
any additional views and comments, these will be gratefully
received.

PERSONAL INFORMATION

Please write in or circle the correct response.

SEX: male / female

AGE:

GRADE:

NUMBER OF YEARS AS A PRACTISING CLINICAL PSYCHOLOGIST:

NUMBER OF YEARS IN CURRENT POST:

AREA(S) OF WORK SPECIALTY (e.g. Mental Handicap):

HOW MANY OTHER PSYCHOLOGY STAFF ARE YOU RESPONSIBLE FOR?

HOW MANY OTHER CLINICAL PSYCHOLOGISTS DO YOU HAVE AT LEAST

WEEKLY PROFESSIONAL CONTACT WITH?

WHAT IS YOUR THEORETICAL ORIENTATION IN CLINICAL WORK?

DO YOU SUPERVISE TRAINEE CLINICAL PSYCHOLOGISTS? yes / no

IF SO, HOW MANY MONTHS PER ANNUM, ON AVERAGE DO YOU SPEND AS
A SUPERVISOR?

PARTNERSHIP STATUS: single / married / living with partner

separated / divorced / widowed

NUMBER OF CHILDREN LIVING AT HOME:

- 1 -



STRESS SURVEY

1 . A previous study of clinical psychology trainees and a pilot study
of clinical psychologists highlight the following as being stressful
for some individuals. Please circle the appropriate question numbers
to indicate which you have experienced in your job. For those you
have experienced, please then indicate how stressful you have found
the experience by circling the appropriate number 1 to 4-

1 : Never Stressful 2: Mildly Stressful
3: Moderately Stressful 4: Very Stressful

I . Pressure to do research 1 2 3 4

2. Supervision sessions with trainee 1 2 3 4

3- Uncertainty about the future in the NHS 1 2 3 4

4. Feeling inadequately skilled 1 2 3 4

5- Poor physical working conditions 1 2 3 4

6. Lack of money 1 2 3 4

7- Inadequate time to do research 1 2 3 4

8. Being observed by trainee 1 2 3 4

9« Fatigue 1 2 3 4

10. Too much work 1 2 3 4

II . Patients missing appointments 1 2 3 4

12. Loneliness 1 2 3 4

13- Keeping up with current literature 1 2 3 4

14- Pressure to meet trainees demands and
expectations in supervision 1 2 3 4

15- Being in a hierarchical organisation 1 2 3 4

16. Travelling 1 2 3 4

17- No change/slowness of change in patients .... 1 2 3 4

18. Lack of social support 1 2 3 4

19- Training of other non-psychologist
professionals 1234

20. Being responsible for a trainee 1 2 3 4

21 . Filling out forms/bureaucracy 1 2 3 4

22. Difficult patients 1234

23* Use of computers and other new technology in
therapy/research 1 2 3 4



24* Inadequate time for recreation 1 2 3 4

25 • Keeping clinical skills up to date 1 2 3 4

26. Ambiguous aims of supervision 1 2 3 4

27* Being treated as low status 1 2 3 4

28. Relationship with line manager 1 2 3 4

29- Too little secretarial back-up 1 2 3 4

30. Inadequate time with partner/children 1 2 3 4

31. Lack of resources to go to workshops/courses 12 3 4

32. Relationship with trainee you are supervising1234

33- Relationships with other clinical
psychologists 1234

34* Being criticised by line manager 1 2 3 4

35- Lack of promotion prospects 1 2 3 4

36. Hardened emotions - less sensitive to
partner/children 1 2 3 4

37* Lecturing trainee psychologists 1 2 3 4

38. Poor quality performance of trainee you are
supervising 1 2 3 4

39- Inconsistent feedback from management 1 2 3 4

40. Terminating with patients 1 2 3 4

41 • Shortage of resources for clinical work 1 2 3 4

42.- Uncertainty about own capabilities 1 2 3 4

43* Lack of time with trainee you are supervising 1234

44* Too many different things to do 1 2 3 4

45* Dealing with death or suffering 1 2 3 4

46. Working with poorly motivated staff 1 2 3 4

47. Job and role ambiguity 1 2 3 4

48. Too much responsibility 1 2 3 4

49- Too little responsibility 1 2 3 4

50. Fear of attack from patient 1 2 3 4

51 . Competition within the department and/or
the profession 1 2 3 4



52. Policies of the institution/agency 1 2 5 4

55* Poor quality of management 1 2 5 4

54* Conflicting roles with other professionals
e.g. Doctors, Nurses 12 5 4

55 • Lack of support from line manager 1 2 5 4

56. Working as part of a multi-disciplinary team 1234

57« Lack of time with line manager 1 2 3 4

58. Other (Please specify)

12 3 4

2. Please list in order up to 5 of "che most frequent sources of stress
working as a clinical psychologist.



3 .

1.

2 .

3 .

4.

5 .

6 .

7.

8 .

9 .

10.

11.

12 .

13.

14.

15 .

16 .

17 .

18 .

A recent study of clinical trainees and other research suggest
that the following are coping strategies used by some people
to help deal with stress. Please indicate, by circling the
appropriate number, which of the following you have used to
help you deal with any stress you have experienced while you
have been working as a clinical psychologist.

NO

Tried to find out more about the
situation

Talked with spouse or other
relative about the problem

Talked to other clinical psych¬
ologists

Talked with friend about the
problem

Talked to more senior clinical
psychologist

Talked with other professional
person (e.g. Dr., lawyer, clergy.)

Prayed for guidance and/or strength

Prepared for the worst

Tried to organise time better ...

Didn't worry about it. Figured
everything would probably work out

Took it out/on other people when I
felt depressed or angry

Tried to see the positive side of
the situation

Used relaxation techniques

Got busy with other things to keep
my mind off the problem

Made a plan of action and followed
it

Considered several alternatives for

handling the problem

Used meditation techniques

Kept my feelings to myself

YES,
once or

twice
2

2

2

YES,
some-

t imes
3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4



NO

19 .

20.

21.

22 .

23 .

24 .

25 .

26 .

27 .

28 .

29 .

30 .

31 .

32 .

33.

34.

35.

Drew on my past experience; I
was in a similar situation before.

Took things a day at a time, one
step at a time

Tried to step back from the situation
and be more objective

Went over the situation in my mind
to try to understand it

Used individual/group therapy ....

Tried not to act too hastily or
follow my first hunch

Told myself things that helped me
feel better

Got away from things for a while
(e.g. holiday/time-off)

I knew what had to be done and tried
harder to make things work

Avoided being with people in general

Made a promise to myself that things
would be different next time

Refused to believe that it had

happened

Accepted it; nothing could be done

Let my feelings out somehow

Sought help from persons or groups
with similar experiences

Bargained or compromised to get
something positive from the situation 1

Tried to reduce tension by reading/
hobbies/ recreation / creative
activities 1

36. Tried to reduce tension by:

(a) drinking more 1

(b) eating more 1

(c) smoking more 1

(d) exercising more 1
(e) taking more tranquilising

drugs 1

YES,
once or

twice
2

2

2

2

2

2

2

2

2

2

YES,
some¬

times
3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4



NO YES, YES, 1 YES,
once or some- fairl
twice • times often

12 3 4

37. Please specify any other methods
you use to reduce tension

12 3 4

12 3 4

12 3 4

4. Please list in order the 5 coping strategies that you have found
most useful while you have been a clinical psychologist.

(1)

(2)

(3)

(4)

(5)

5. To what extent do you consider that you have been under stress
as a result of your occupation as a clinical psychologist?
Please circle the appropriate response.

Very Moderately
Stressed Stressed

6. Has this had an impact on:

No

impact

(a) Work 1

(b) Social Life 1

(c) Personal Relationships 1

(d) View of Self 1

Mildly Not
Stressed Stressed

Slight Moderate Major
impact impact impact

2 3 4

2 3 4

2 3 4

2 3 4



7. Can you identify factors which would make /have made your
occupation as a clinical psychologist less stressful?
(Please specify)

8. Are there any additional comments that you would like to make?
Your views will be gratefully accepted.

*** THE END ***

PLEASE CHECK YOU HAVE ANSWERED ALL SECTIONS, AND RETURN THIS MAJOR
STRESSOR IN THE ENCLOSED ENVELOPE. MY SOURCE OF STRESS STARTS HERE

THANK YOU FOR ALL YOUR ASSISTANCE.



APPENDIX II

Additional Items Inserted Into the Health and Daily Living Form

Item Number Item

3 Talked to other clinical psychologists (not trainees)

5 Talked to more senior clinical psychologist (not supervisor)

9 Tried to organise time better

13 Used relaxation techniques

17 Used meditation techniques

23 Used individual/group therapy

37 Other (please specify)

The bracketed items in 3 and 5, were used by Cushway (1988)

as well as the others mentioned unchanged.

Items from Cushway's study not inserted into the present study

Item Number Item

5 Talked to course organisor

7 Talked to personal tutor/counsellor about the problem

Extra Item in the present Study, not included in Cushway's Study

Item Number Item

35 Tried to reduce tension by reading/hobbies/recreation/
creative activities



APPENDIX III

CATEGORIES OF STRESSOR/SOURCES OF STRESS AND ADDITIONS TO CUSHWAY'S

SURVEY

ACADEMIC STRESSORS (8)

I tern Number Item

+ 1 Pressure to do research
+ 7 Inadequate time to do research
+ 13 Keeping up with current literature
+ 19 Training of non-psychologist professional
+ 25 Keeping clinical skills up to date
+ 31 Lack of resources to go to workshops/courses etc.
+ 37 Lecturing trainee psychologists

42 Uncertainty about own capabilities

SUPERVISION STRESSORS (8)

Item Number Item

+ 2 Supervision sessions with trainee
+ 8 Being observed by trainee
+ 14 Pressure to meet trainee's demands and expectations
+ 20 Being responsible for a trainee
+ 26 Ambiguous aims of supervision

32 Relationship with trainee (Cushway used supervisor)
38 Poor quality performance of trainee ( ditto )
43 Lack of time with trainee you are supervising (ditto)

ORGANISATIONAL STRESSORS (12)

Item Number Item

3 Uncertainty about the future in the NHS
9 Fatigue
15 Being in a Hierarchical Organisation
21 Filling out forms/bureaucracy
27 Being treated as low status
33 Relationships with other clinical psychologists
39 Inconsistent feedback from management
44 Too many different things to do
47 Job and role ambiguity

+ 51 Competition within and department and/or the profession
+ 54 Conflicting roles with other professionals eg. Drs, Nurses
+ 56 Working as part of a multi-disciplinary team

+ before an item denotes items not used in Cushway's study



APPENDIX III (CONT.)

WORKPLACE STRESSORS (23)

Item Number Item

+ 4 Feeling inadequately skilled
10 Too much work
16 Travelling
22 Difficult patients
28 Relationship with line manager (Cushway used supervisor)
34 Being criticised by line manager ( ditto)
40 Terminating with patients
45 Dealing with death or suffering
48 Too much responsibility
49 Too little responsibility
50 Fear of attack from patient
52 Policies of the institution/agency
53 Poor quality of management (Cushway used supervision)
57 Lack of time with line manager (Cushway used supervisor)
55 Lack of support from line manager (ditto)
5 Poor physical working conditions

+ 11 Patients missing appointments
+ 17 No change/slowness of change in patients
+ 23 Use of computers and other technology in therapy/research
+ 29 Too little secretarial back-up
+ 35 Lack of promotion prospects
+ 41 Shortage of resources for clinical work
+ 46 Working with poorly motivated staff

PERSONAL STRESSORS (6)

Item Number Item

6 Lack of money
12 Loneliness
18 Lack of social support
24 Inadequate time for recreation

+ 30 Inadequate time with partner/children
+ 36 Hardened emotions - less sensitive to partner/children

+ before an item denotes items not used in Cushway's study



APPENDIX IV

CATEGORIES OF COPING RESPONSES

METHOD OF COPING INDICES

Active Cognitive Coping (11)

Prayed for guidance and/or strength
Prepared for the worst
Tried to see the positive side of the situation
Considered several alternatives for handling the problem
Drew on my past experiences
Took things a day at a time
Tried to step back from the situation and be more objective
Went over the situation im my mind to try to understand it
Told myself things that helped me feel better
Made a promise to myself that things would be different next time
Accepted it; nothing could be done

Active Behavioural Coping (13)

Tried to find out more about the situation
Talked with spouse or other relative about the problem
Talked with friend about the problem
Talked with professional person (Eg., doctor, lawyer, clergy)
Got busy with other things ti keep my mind off the problem
Made a plan of action and followed it
Tried not to ask too hastily or follow my first hunch
Got away from things for a while
I knew what had to be done and tried harder to make things work
Let my feelings out somehow
Sought help from persons or groups with similar experiences
Bargained or compromised to get something positive from the situation
Tried to reduce tension by exercising more

Avoidance Coping (8)

Took it out on other people when I felt angry or depressed
Kept my feelings to myself
Avoided being with people in general
Refused to believe that it had happened
Tried to reduce tension by drinking more
Tried to reduce tension by eating more
Tried to reduce tension by smoking more
Tried to reduce tension by taking more tranquilising drugs



APPENDIX IV (CONT.)

FOCUS OF COPING INDICES

Logical Analysis (4)

Considered several alternatives for handling the problem
Drew on my past experiences; I was in a similar situation before
Tried to step back from the situation and be more objective
Went over the situation in my mind to try to understand it

Information Seeking (7)

Tried to find out more about the situation
Talked with spouse or other relative about the problem
Talked with friend about the problem
Talked with professional person (eg. doctor, lawyer, clergy)
Prayed for guidance and/or strength
Kept my feelings to myself (reversed)
Sought help from persons or groups with similar experiences

Problem Solving (5)

Made a plan of action and followed it
Took things a day at a time, one step at a time
Tried not to act too hastily or follow my first hunch
I knew what had to be done and tried hard to make things work
Bargained or compromised to get something positive from the situation

Affective Regulation (6)

Tried to see the positive side of the situation
Got busy with other things to keep my mind off the problem
Told myself things that helped me feel better
Got away from things for a while
Made a promise to myself that things would be different next time
Tried to reduce tension by exercising more

Emotional Discharge (6)

Took it out on other people when I felt angry or depressed
Let my feelings out somehow
Tried to reduce tension by drinking more
Tried to reduce tension by eating more
Tried to reduce tension by smoking more
Tried to reduce tension by taking more tranquilising drugs

The categorisation is from Moos et al (1984)



APPENDIX V THE
GENERAL HEALTH
QUESTIONNAIRE

GHQ 28
David Goldberg

Please read this carefully.

We should like to know if you have had any medical complaints and how your health has been in
general, over the past few weeks. Please answer ALL the questions on the following pages simply by
underlining the answerwhich you thinkmost nearly applies to you. Remember thatwewant to know
about present and recent complaints, not those that you had in the past.

It is important that you try to answer ALL the questions.
Thank you very much for your co-operation.

Have you recently

A1 - been feeling perfectly well and in Better Same Worse Much worse

good health? than usual as usual than usual than usual

A2 - been feeling in need of a good Not No more Rathermore Much more

tonic? at all than usual than usual than usual

A3 - been feeling run down and out of Not No more Rather more Much more

sorts? at all than usual than usual than usual

A4 - felt that you are ill? Not No more Rather more Much more

at all than usual than usual than usual

A5 - been getting any pains in Not No more Rather more Much more

your head? at all than usual than usual than usual

A6 - been getting a feeling of tightness Not No more Rather more Much more

or pressure in your head? at all than usual than usual than usual

A7 - been having hot or cold spells? Not No more Rather more Much more

atall than usual than usual than usual

B1 - lost much sleep overworry? Not No more Rather more Much more
atall than usual than usual than usual

B2 - had difficulty in staying asleep Not No more Rather more Much more
once you are off? at all than usual than usual than usual

B3 - felt constantly under strain? Not No more Rather more Much more

at all than usual than usual than usual

B4 - been getting edgy and Not No more Rather more Much more

bad-tempered? atall than usual than usual than usual

B5 - been getting scared or panicky Not No more Rather more Much more

for no good reason? at all than usual than usual than usual

B6 - found everything getting on Not No more Rather more Much more

top of you? at all than usual than usual than usual

B7 - been feeling nervous and
strung-up all the time?

Not
at all

No more
than usual

Rathermore Much more

than usual than usual



APPENDIX VI
UNIVERSITY DEPARTMENT OF PSYCHIATRY

THE KENNEDY TOWER
, ROYAL EDINBURGH HOSPITAL

MORNINGSIDE PARK
EDINBURGH
EH10 5HF

Telephone No. 031-447 2011
Telex No. 727442 (UNIVED G)

27 January 1989

Dear Clinical Psychologist

STRESS SURVEY OF CLINICAL PSYCHOLOGISTS IN SCOTLAND

I am a trainee on the Edinburgh University M Phil Clinical
Psychology course, and am writing to request your assistance with
my research thesis. My study aims to assess sources of stress
and coping strategies employed in the clinical psychology
profession in Scotland. I will also be investigating differences
in stress according to several topographical variables.

I have already written to all Department/Area Heads in Scotland
to request your assistance, so most of you will probably have
been forewarned! I am very much aware that you are all extremely
busy, and therefore will be duly grateful if you fill in the
enclosed questionnaire. Please would you return the forms to
me as soon as possible in the envelope provided, and at the
latest before 15 February 1989.

Subjects will remain anonymous, and confidentiality will be
guaranteed. All data will be kept locked up except during
analysis, and all raw data will be shredded upon completion of
the research.

A recent study of stress in clinical psychology trainees with
a 76% return rate, showed an estimated prevalence of psychological
disturbance to be 57% as measured by the G.H.Q. Using a self-
report survey, 75% of trainees reported that they were moderately
or very stressed in the course of clinical training. I am
replicating this study, but using you as a group to see
whether these findings continue post-qualification.

A broad summary of the findings of my study will be made
available to all clinical psychology departments in Scotland.
Obviously, no department will be identifiable. If at any time,
you have any questions about this research, I will be very happy
to assist you. I will be at the Royal Victoria Hospital,
Edinburgh (Tel. 031332 2566 ) from February to May inclusive,
or my home phone number is 031 554 6261.

Thank you very much indeed for your help, and I will be extremely
grateful for all your responses.'

Yours sincerely

Jane Sampson



APPENDIX VII

CLINICAL PSYCHOLOGISTS' SUGGESTIONS FOR ALLEVIATING STRESS

Suggestions mentioned below had to be by at least 57= of the sample

Suggestion Percentage of Subjects

suggesting item

Extra clinical psychologists 347.
Better pay 267.

Supportive environment/department 197.

More time for professional development, research,
further training

187.

Longer and more thorough training 167.
More support staff (eg. secretarial) 147.
Better management 147.
Better status 127.

Opportunities for consultation, case discussions 97.
Less work pressure 97.
Built-in support systems for individuals 77.


