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1. Research summary

At present, two dominant conceptualisations of-sethpassion exist. However, a unifying
consensus includes self-compassion as a basicdgsdind an understanding, non-judgemental
attitude towards ones inadequacies and failure,(R@03a), coupled with the wish and effort

to relieve ones suffering (Gilbert, 2010a).

A review of the literature reveals elevated sttessls within clinical psychologists (CP’s) and
a disproportionate amount of research exploringotiffe self-care strategies. Given the well-
evidenced benefits of self-compassion for good Ipshpgical wellbeing, it seemed valuable to
understand what the levels of self-compassion w&ien CP’s and establish what factors may
relate to them. The factors explored in the presesearch were: 1) current levels of stress, 2)
current level of psychological distress, 3) agelwfician, 4) years of clinical experience, 5)
level of social connectedness, 6) fear of givinmpassion to others, 7) fear of receiving

compassion from others and 8) fear of self-compassi

Furthermore, no research had demonstrated UK contymormative data for the Self-
Compassion Scale (Neff, 2003b). Therefore thisaieteadopted a quantitative, cross sectional
design, using both online and paper methods tossaa@eommunity sample and an online

survey to access trainee and qualified CP’s.

Analyses revealed that qualified CP’s reportedigantly higher self-compassion than
trainees, themselves significantly higher thanmmainity sample. A multiple regression
analyses revealed that fear of self-compassioeperd stress and social connectedness,
significantly related to self-compassion scoregamee CP’s. Within the qualified CP, fear of
self-compassion and perceived stress again wenrelflausignificantly relate to self-
compassion. Results also demonstrated that in khel3“ of trainee CP’s and 1/5of

gualified CP’s reported psychological distress igant enough to meet the clinical criteria for



an anxiety or depressive disorder. These findarggherefore discussed and clinical

implications are presented.

10
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2. Introduction
2.1 Chapter introduction
Modern life has infiltrated all areas of our liv&8e now live in a ‘hurry hurry’ society which
has replaced the post-war focus of welfare, withgtomotion of efficiency and ‘the
competitive edge’ (Gilbert, 2010a). As a traingaichl psychologist, one often observes that
there is a consequence to an individual with sucteatality; poor emotional well-being and
mental health. However as professionals we arexanpt from this pressure and in fact often
carry an additional emotional load as a consequehoar role. In therapy, we often help
clients learn more adaptive self-relating styleshsas self-compassion and self-understanding,

however; do we ‘practice what we preach’? Are wes@Empassionate?

The following chapter will explore and critique tberrent literature pertaining to self-
compassion. It will establish current theoreticah@eptualisations of this construct and
understand how self-compassion relates to otheceetepts and psychological wellbeing.
Following this, the researcher will then review titerature related to emotional well-being in
clinical psychologists; understanding stress leeg[serienced by this group and the

implications of this.

The recent Francis report (Francis, 2013) highfighe urgent need to understand how
compassion is accessed and nurtured within todagiemal Health Service (NHS) workforce.
This research seeks to address this need andttgithpt to identify the levels of self-
compassion reported by clinical psychology profassis and to establish what factors may

influence/predict this.
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2.2 Self-compassion

Although the concept of self- compassion has beerg ocumented (approximately 2500
years) in Buddhist religious and philosophical ttiads (Kang & Whittingham, 2010;

Blomfield, 2011) it has become clear that it ifl stirelatively new concept in western societies.
When asked to define “compassion”, Pauley and Migeime(2011) identified that although
unanimously able to identify it as a ‘kindness’ ameéaningful expression’; most of their UK

participants chose to describe it within the contéxiving compassiono others

To date, two main theoretical conceptualisationsehzeen proposed. As expected with most
psychological concepts (Barker, Pistrang & EIlI2Q,10), a certain degree of overlap exists
between the two. However both emphasise differgpéets of their conceptualisation; one
focusing on the development of self-compassionthaather on what factors interrelate to

create the expression of self-compassion. Theviatig section will now outline these.

2.3 Psychological theories of self-compassion

2.3.1 Compassionate mind theory

The first conceptualisation of self-compassionaéabnsidered is that proposed by Professor
Paul Gilbert and his colleagues. Sparked due tintesest and observations of Buddhist
culture and its emphasis that distress can beialéxl/by developing an open and enlightened
mind, (Gilbert, 2009), he sought to understand boe may be able to achieve this using a
western perspective. From his research, Gilbedms his theory within evolutionary
perspectives, particularly highlighting how diffatgpsychological competencies have emerged
throughout time (Gilbert, 2010b). These capabdiiieclude the more primitive capacities for
sex and hunting, to the development of more compbgxitive abilities such as mentalization

and a sense of self (Gilbert 2010b). In brief,thesory of self-compassion suggests that it is the
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relationship between these recently evolved psydichl capacities and one’s life experiences,

which generates our self-relating style and as sucthappiness or misery (Gilbert, 2010a).

It is important to note that Gilbert and his cofjaas refer predominantly to the term
“compassion”. This is defined as a basic kindnegtt, a deep awareness of the suffering of
oneself and of other living things, coupled witle thish and effort to relieve it (Gilbert,
2010b). From this it is evident thsglfcompassion is not considered a distinct consthudtis

theorised along with compassitor othersas part of the wider construct of ‘compassion’.

2.3.1.1 Social mentality theory

Gilbert’s theory of compassion is comprised of twajor sub theories; the first is the Social
Mentality Theory (Gilbert, 2000, 2005, 2010a). Tsiates that via evolution we have
developed a ‘multimind’; a brain with the capalilibr multiple ‘social mentalities’. These are
proposed to facilitate the achievement of bio-dagals, such as establishing good
relationships. The theory proposes that by enal@mgndividual to orient their attention and
focus their ways of thinking and behaving in a $jeset way; they can achieve their specific
goal. As such, a variety of social mentalities exisorder to achieve various specified goals.
Of many, this includes a caring mentality whichuses attention, thoughts and behaviours on

the distress of others with the aim to relievésitil§ert, 2010a).

2.3.1.2 The three systems theory

In order to pursue biosocial goals, Gilbert progabat the different mentalities of our mind are
‘switched’ on or off accordingly, by three underlgi neurological, emotion-regulation systems
(Gilbert, 2010b). Drawing from neurobiological raseh (Depue & Morone-Strupinsky, 2005),

this theory identifies; the threat system, the elsystem and the soothing system (Figure 1).
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Three Types of Affect Regulation System

Driven, excited, vitality Content, safe, connected

Non-wanting/
Affiliative-focused

Incentive/resource-
focused

Safeness-kindness

Wanting, pursuing,
achieving, consuming

Soothing

Activating Threat-focused

\ Protection and
safety-seeking

Activating/inhibiting

Anger, anxiety, disgust

Figure 1. The three systems (Gilbert 2)10

Gilbert (2010b) proposes that by directing our tjitts and attention to threatening stimuli
around us, the threat system produces anxietywhusing us of danger. As such, this system
activates a protective social mentality which causéehavioural response to keep oneself safe.
The drive system is responsible for producing eamstisuch as motivation and directing our
thoughts and attention toward achieving our desyaals. As such, this system activates the
competitive social mentalities. Finally, the soathsystem is associated with releasing
endorphins (Lee & James, 2012) and by directinglooughts and attention to experiences of
safeness, kindness and compassion; it also crbates feelings. This is therefore more
associated with the caring social mentalities arttié system whereby an individual can
generate self-compassion (Gilbert 2010a). It isartgmt to note that whilst each system is
designed to achieve different things, together thedgnce accordingly to provide the various

emotions included in a typical emotional repert¢®dbert, 2010b).
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Of significance is that due to the brains plastidihese systems develop differentially at a
neural level and in response to an individual's ékperiences (Gilbert, 2009). Drawing from
attachment theory, Gilbert proposes that shoulthdiridual experience soothing and care as a
child; their soothing system is likely to have esipeced more neurological activation in
response to this and therefore laid down more heataways (Pipp & Harmon, 1987). With
more neural connections, at times of distressinithieidual is therefore more able to ‘switch
on’ their caring social mentality which directsitioughts, attention and behaviours towards
producing feelings of safeness, kindness and caosigradirected towards the self; thus self-

soothing and self-compassion is generated (GilB6A9).

In contrast, it therefore follows that should adiwdual not receive much reassurance or care
as a child, and indeed experienced abuse or timiagtbehaviour, the soothing system is likely
to be less developed, and the threat system (vétimh to protect an individual) is likely more

dominant. As the more developed neural systemmibre probable that it is this system that

will be activated in times of distress to regulateself. Alongside this, Gilbert also offers that
individuals can develop beliefs about themselvasatch their threat-based coping strategies
(Gilbert 2010b). This can often result in a selfical self-relating style which is unsurprisingly

related to low levels of self-compassion (GilberP&cter, 2006).

2.3.1.3 Compassionate mind summary

By socially contextualising his evolutionary andurabiological theories, Gilberts’ model
therefore suggests how individual differences andhpability to be self-compassionate can be
observed in different people. However, he suggésisthis capability is not everlasting and
that by an individual practicing their engagemeithwhe soothing system and a caring social
mentality; they can bring about changes and stdetyt down the new neural pathways which

supports the dominance of a soothing system thafaster compassion for themselves. This
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has been translated into a model for therapy: Cesipa Focused Therapy (Gilbert, 2010b)
and aims to support an individual to create wh#be&di proposes as the attributes of
compassion; sensitivity, sympathy, distress toleeaempathy, a care for wellbeing and a non-

judgemental attitude (Gilbert 2010a).

2.3.2 Self-compassion theory

As with Gilbert, Dr Kristen Neff and her colleagussknowledge that compassion for the self
forms part of the more general Buddhist constricd@npassion’. However it should be noted
that they refer and focus on a conceptualisatisetiicompassion in their literature. In contrast
to Gilbert, Neff's theory places less emphasis mmdividual’s neurological capability for a
self-compassionate self-relating style. Instead,tsghlights the cognitive development
associated with attachment theory and draws mareilgdrom Buddhist practice when
outlining what she proposes to be included / exalua itspresentationAs such her theory
does not imply a single factor of self-compassiahibstead outlines 6 separate, yet inter-
correlated core factors, which make up her propasedtruct (Neff, 2003a). These include (1)
the presence of self-kindness and the absencdfafod@ness, (2) a sense of common
humanity; perceiving ones experiences of distressiffering as part of human experience vs
isolation and, (3) mindfulness; being able to hmhthful thoughts and emotions in a balanced

awareness vs over-identification with these ematidieff, 2003a).

Neff promotes the idea that compassion directecidsvthe self is just as important as
compassion directed to others. Acknowledging thiatriejects the western ideas of a “stiff
upper lip” response to distress, she defines hestoact of self-compassion as; being open to,
and moved by, one’s own suffering, experiencindjrige of caring and kindness towards
oneself and taking an understanding, non-judgerhatiiaide towards ones inadequacies and

failures (Neff, 2003a).
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2.3.2.1 Self-kindness vs. self-coldness
Acknowledging the innate, neural attachment systéefi, privileges a different aspect of this
theory in her understanding of self-compassionctignitive development of our sense of self

and our “internal working models”.

Bowlby'’s theory (1988) suggests that infants depealtvong emotional bonds to their parents,
which enable the parents to attune with their ¢hitebeds for safety, care and security. It is via
this process that children develop a sense of fagents as a “secure base”, from which they
can explore and be open to the world around thetagning to this base for comfort when
threats are perceived. Bowlby states that repesitaf this process enable a child to develop an
“internal working model”. Neff suggests that thieates an ‘unconscious, deep-seated mental

portrait of who we are and what we can come to eixfpem other people’ (Neff, 2011).

Neff offers that our internal working model hasrsfgant influences for how we relate to
ourselves. If we do not experience that we arehyaot care and kindness and instead
experience others as critical, harsh and cold tdsvas, then we are much less likely to relate
ourselves with self-kindness and are more likelsgdopt a cold self-critical self-relating style
(Neff, 2003a). As such, it is less probable thatwould experience a secure base and are less
likely we would feel safe being open and explomigur world and experiences. In an
important point however, Neff articulates that aternal working model is not concrete and
changes can be made (Neff 2011). By giving thelgetiness, nurturance and understanding
(self-compassion), she suggests that an individaraldevelop their own ‘secure base’ and
begin to feel safe enough to be open to thinkinmuatheir experiences, particularly their

distress (Neff, 2011).
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2.3.2.2 Common humanity vs isolation

Drawing from a Buddhist perspective and the worBrdwn (1999), Neff (2003b) asserts that
we are all intimately connected; however an indrgils common response in times of
difficulty is to isolate themselves and feel diseeated from the world around them. She
proposes that often many individuals can percdiaethey are the only one experiencing

failures or distress and see this as separatimg tlean others (Neff, 2011).

Within this proposed component of self-compassieff emphasises the universality of
human kind and the recognition that an individuakperiences are all part of a common
human experience (Neff 2003b). This involves theawledgment that as humans we are all

fallible and at times can all feel inadequate arakenerrors (Neff 2011).

As such, to be self-compassionate Neff proposdsa@anust relate to ourselves with this
notion of a common humanity held in mind duringipeés of difficulties; reminding ourselves
that this is a shared, not isolating, experiente. &ds that by reminding ourselves of the

connectedness of human experience we can helpupenwotions in perspective (Neff, 2011)

2.3.2.3 Mindfulness vs over identification

Neff advocates that the final aspect of self-corsjmasis the concept of mindfulness. She
suggests that in times of distress individualsroftey become carried away by their feelings
which can exaggerate their suffering (Neff, 2003&xming this ‘over identification’, she
proposes that one immerses themselves in theiestiNg emotional experience to such a

degree that it is difficult to distance themseleasugh to take an objective perspective.

Using Scheff's (1981) idea of “mental space”, Nathposes that in order to extend self-
kindness, a core element of her self-compassiarryhan individual must be able to engage in
a metacognitive activity which allows them to ceeatmental space by reflecting more

objectively on their experience. Again this acknedges the development of cognitive
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capacities such as reflection and mentalisationchmtievelop as part of the attachment system.
Neff proposes that for self-compassion to takegl@we must be able to engage in mindfulness;
a clear seeing and non-judgemental acceptanceesftboughts and experiences in the present
moment, without trying to push them away or runramgay with them either (Kabat-Zinn,

1994; Hayes, Strosahl & Wilson, 1999; Neff, 2011).

Neff summarises the inclusion of mindfulness in ¢tmnceptualisation of self-compassion by
stating that to fully experience self-compassiadjviduals must not avoid their painful
feelings but instead acknowledge them in a nonguugntal and receptive way (Neff, 2003b).
She proposes that one can only respond to theéredsed feelings with self-compassion when
they are aware there is distress to respond tmegler ignoring, or over-identifying with
painful experiences, individuals can allow themsslthe “mental space” required to extend

themselves kindness and compassion in these maments

2.3.2.4 Core components summary

In summary, Neff proposes that it is the interielabf these six core aspects; the presence of
self-kindness, a sense of common humanity and mime$s competencies and the absence of
self-criticism, isolation and emotional over-idéicgtion, that creates her construct of self-
compassion. By holding ones painful and difficalbaghts in mind with understanding,
kindness and a sense of common humanity; negaelmfis can be transformed into a more

positive state (Neff 2003b).

2.3.3 Theories of self-compassion summary

Having apparently observed how individuals in trestern societies tend to treat themselves, it
appears that both Gilbert and Neff introduce themmng dialogue between Eastern traditions
and Western psychology (Molino, 1998; Watson, Baliwh& Claxton, 1999) in order to

establish a new way to manage our distress.
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The concept of ‘compassion’ is proposed to be “arsally understood, yet hard to define”
(Gumley & Macbeth, 2011). The above conceptuabisatireflect this in that they both identify
a number of variables that are theoretically jieddifas indicators of a construct of self-
compassion, yet both emphasise different aspedtser@ account highlights its neural
development and can offer suggestions for diffelevels of self-compassion observed, within
a broader context of compassion, whereas Neff ptesiiie cognitive development of a sense

of self and the phenotypic presentation of self-passion.

The important consensus is self-compassion asadbself-kindness, incorporating an
understanding and non-judgemental approach toetindation of one’s difficult emotions.
Within the last decade, research in the field #fe@mpassion has focused on understanding
this construct further, including what factors associated with, and the consequences of,
experiencing both higher and lower levels. As lmthceptualisations offer useful ideas,

research yielded by both conceptualisations willdsgewed to understand this further.

2.4 Self-compassion in research

Upon inspection of the literature, a dominance effl¥’ theory becomes apparent. Using her
conceptualisation, the Self-compassion Scale ($8&f 2003b) has been used to assess the
relationship of this self-compassion on psycholabveellbeing and its relationship to other

self-constructs.

2.4.1 Self-compassion and psychological wellbeing

A review of the literature indicates that self-camgpion is consistently associated with good
psychological and emotional wellbeing. Indeed, aede has shown that it significantly
positively correlates with measures of self-est¢iiff, 2003a; Neff, 2003b; Neff & Vonk,
2009). However unlike self-esteem, self-compasgimnot socially contingent and does not

rely on the meeting of idealised standards or etadn of the self in comparison to others in
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order to produce positive emotion (Neff, 2003bylded it is its deliberate acknowledgement of
suffering and perceived inadequacies, and the &aoep of this with self-kindness and
common humanity that enables difficult feelingb®opartially transformed into a positive
state. As it does not rely on an unrealistic vidwhe self, Neff therefore advocates self-
compassion as a healthier way to relate to onemaif has demonstrated that SCS scores
continue to be significant predictors of positiveaional wellbeing, even after self-esteem is

partialled out of data analysis (Neff, 2003a; N&Wonk, 2009)

Research has demonstrated that self-compassigsasiated with adaptive functioning in
student samples such as buffering against anXiff,(Hseih & Dejitthirat, 2005), less anxiety
depression and greater life satisfaction (Neff 2008ely, Schallert, Mohammed, Roberts &
Chen, 2009). It has also demonstrated negativéfisigmt correlations with stress (Gilbert,
McEwan, Matos & Rivis, 2011) and anger (Neff & Vorad009). In their meta-analysis of 14
self-compassion and psychopathology studies, Macg&atd Gumley (2012) found that self-
compassion was associated with lower levels of aidmalth symptoms and that this was a

large effect size- -.54 (95% CI1-0.57 to 0.5%,= -34.02,p<.0001).

An interesting caveat of self-compassion reseaxploees the relationship of self-compassion
and academic factors. This demonstrates that eeipassion is positively associated with
perceived academic competence (35,p <.01) and negatively associated with fear of failu
(r =-.51,p<.01) (Neff et al, 2005) and academic burnout (37,p <.01) (Kyeong, 2013).
This suggests the potential of self-compassiorattiqularly support students in schools and

universities.

A theme within the self-compassion literature toeege is that of the relationship between self-
compassion and perceived connectedness. Thisiededs a sense of companionship and

belongingness that promotes feelings that onedmamtify themselves with other individuals



22

(Kohut, 1984). The literature demonstrates sigaifiaelationships between the two constructs;
individuals with higher self-compassion scores repmher perceived social connectedness to
others. Higher social connectedness itself is aatsatwith low anxiety and higher self-esteem
(Lee & Robbins, 1998), and it has been demonstithigdhe ability to feel socially safe,
connected and supported is significantly assocmitddlower depression, anxiety and stress

scores. (Rockliff, Gilbert, McEwan, Lightman & Glewn 2008).

Social connectedness as measured by the SociabCaxdmess Scale (Lee & Robbins, 1995)
demonstrated a significant positive relationshithvgelf-compassion in Neff's (2003a) original
research and in both their samples of 235 adoléseen 287 young adults (Neff & McGehee,
2010). Another study identified that following dfssompassion focused intervention, those
who experienced an increase in self-compassionexigerienced an increase in their sense of
social connectedness (Neff, Kirkpatrick & Rude, 2D0'his was operationalised via the
number of connected vs separating words that stedesed when writing about a perceived
weakness. A further finding is that individuals sog higher in self-compassion were also
described by their partners as more emotionallyeoted and less detached (Neff & Beretvas,
2012). One can understand this positive relatignalinen considering the theoretical and
empirical evidence for the ‘common humanity thimkisub construct of self-compassion; if
one perceives one’s experiences as part of a wstlared human experience, it is likely that

one will feel more connected to others.

To date, a low level of self-compassion and setfetsm has not attracted any diagnostic
specifications in its own right, however some sgjgs transdiagnostic status (Schanche,
2013). Working to develop self-compassion has becarfocus for Gilberts (2010b)
Compassion Focused Therapy (CFT). Using a mixttipsychoeducation, formulation and
compassion-focused skills training, this has evegenmprovements in psychological

wellbeing for a group of individuals supported in@mmunity mental health service (Judge,
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Cleghorn, McEwan & Gilbert, 2012), eating disorgsychopathy (Ferreira, Matos, Duarte &
Pinto-Gouveia, 2014), psychosis (Gilbert & ProcB&06; Mayhew & Gilbert, 2008; Braehler

et al, 2012), trauma (Beaumont, Galpin and JenRid%2) and even physical health difficulties
such as those suffering with chronic acne (Kellyraff & Shapira, 2009). Still at an early stage
in its evidence base, some, but not all of the alstudies have measured self-compassion, (for
example Judge et al, 2012), or assess only sedsueance, (Gilbert & Procter, 2006), which
may not holistically assess the proposed elemdrsslibcompassion. It is therefore worth
considering these findings with the possibilitytttree improvements reported by some of these
interventions may not be due to an increase incggtipassion, but could be due to other
factors. For example in the Judge et al, (201@)ysthis could be due to the benefits of
cohesiveness in being part of a group (Yalom, 200B¢ research outlined above suggests that
increases in self-compassion would reduce psychofmgy but more research is needed to

demonstrate this within CFT.

2.4.2 Self-compassion and demographic variables

An intriguing finding from the literature is thelagionship of demographic variables and self-
compassion, particularly age and gender. Alwaysoezg as part of other studies looking at
self-compassion, a mixed picture emerges. In coniynand student samples, age is found to
be positively and significantly associated withf-eeimpassion (Neff & Vonk, 2009; Neff &
Pommier, 2012; Barnard & Curry, 2011) indictingttBalf-compassion may increase with age.
However, in the Neff and Vonk (2009) study, this@sation was small€.22) in a large
community samplenE2187) and only a 17% response rate was yield#eeiBarnard and

Curry (2011) which raises the generalizabilityloéde claims. Indeed other studies have
evidenced no significant association of age with@@mpassion in community samples (Neff

& McGehee, 2010).
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A more consistent finding can be highlighted in thkationship of self-compassion with

gender, as a majority of the research indicatdsatbenen report significantly lower levels than
men (Neff, 2003a; Neff et al, 2005; Neff, Pitsunglaan & Hseih, 2008; Neff & Vonk, 2009;
Raes, 2010; Neff & McGhee, 2010). However theseltgsare predominantly found in
undergraduate student samples with a high femateate ratio. Furthermore, some studies
have not found any significant difference betweemen and men (Neff 2003a; Neff,
Kirkpatrick & Rude, 2007; Neff & Pommier, 2012). prarticular, the Neff et al (2008) study
only found a gender difference within their USA ergraduate samples, and no difference was
revealed within their Thai and Taiwanese undergagel) indicating that this gender difference

may be culturally specific.

In a very recent meta-analysis, Yarnell et al (3@\bdenced that in the 88 studies they
identified as exploring gender and self-compassaores, men did report slightly higher levels
than women. However they found this to be a sniffdtesize ( =.18) and suggest that gender

differences in self-compassion scores should naiviee emphasised.

2.4.3 Self-compassion normative data

The literature now also presents normative datéh®ISCS. These are evidenced in both
student SC3/= 18.25 (Neff, 2003b), SCH= 3.03 (Iskender, 2009), SCS M= 2.81 (Herzberg
et al, 2012) and community samples; S@S ranging from 2.85 — 2.90 (Jazaieri et al 2012),

SCSM= 2.8 (Neff & Pommier, 2012), SO8 =2.58 (Neff & Germer, 2013).

More recently even cross cultural differences Haaen evidenced. Based upon Markus and
Kitayama’s (1991) self-construal theory, Neff et(@008) highlighted that countries with a
higher prevalence of people of Buddhist religiod arcollectivistic, interdependent culture
translated into higher self-compassion scores (@hdiSCS = 3.41) than western,

individualised, independent cultures (USA SCS #43.Interestingly USA SCS scores were
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higher still than self-compassion scores in a Taeg® sample (SCS = 2.92). According to the
self-construal theory, Eastern societies constramselves as part of a broader social context
(Markus & Kitayama, 1991) therefore the authorgpps®ed this low score in the Taiwanese
sample could be due to the cultures Confucian esiploa self-improvement, creating a

possibly more self-judgemental relational style.

A curious revelation from the literature is thabaugh many studies across the US and UK
have explored levels of self-compassion in diffeppulations, until very recently there had
not existed any UK community data. As such, anyipres UK research was compared to SCS
scores of a US community norm for comparisons. @ube confounding factors inherent with
different cultures (Barker et al, 2010); for exampkpression of emotions, societal norms in
relation to discussing ones difficulties, thisulésin the potential for unreliable conclusions of
‘high’ and ‘low’ levels of self-compassion to beaghm. To date, only one study has very
recently published a community norm in the UK. Watharge sample of= 821, Williams,
Dalgleish, Karl and Kuyken (2014) established s@tecommunity data for the SCS.
However the papers aim was confirmatory factorysisilof the SCS in this sample and in their
results, they failed to report a total SCS scouwgtifermore, the subscale scores that were
reported had been calculated by summing up eadtalgband taking an average of this across
the sample. This is not the instructions set oullbif (2003b) and as such makes it difficult to
compare these scores with other data, alongsidemgasome validity issues. The sample also
reported a low average agd €25.7,SD= 9.8) which may not be very representative of a
community sample. As such research is still ne¢dgulovide a reliable and robust community

UK norm for future comparative purposes in self-passion research.



26

2.4.4 Self-compassion research summary

Thus far, the research has presented a numberpofiamt factors. This first is the positive
influence self-compassion can have for both grambsindividuals. The second is that this
promotes good psychological wellbeing in a var@tgamples including clinical, community
and academic environments. Furthermore a numbfactidrs emerge from the literature as
having strong relationships with self-compassiac|uding social connectedness and
demographic variables. However, somewhat of a fsogmt gap exists within the UK research

field; no reliable community normative data.

2.5 Fear of self-compassion

Whilst empirical data suggests that having higbeels of self-compassion is beneficial for an
individual, recent studies also reveal that soarestruggle to be self-compassionate, reporting
that they are often more unkind and more harshrswemselves than they are toward others
(Neff, 2003a). In a study exploring the efficacyexercises aimed at increasing self-
compassion, Gilbert and Procter (2006) noted thiattesparticipants questioned if they
deserved to be self-compassionate whilst othemtegh that they believed it to be a weakness.
Moreover some described that their initial attemptbe self-compassionate resulted in feelings
of fear and resistance. More recently, studies laageciated lower levels of self-compassion
with a self-critical, self-relating style; a charagstic that is proposed to be developed during
an individual's formative years, often in respotsaversive experiences (Mayhew & Gilbert,

2008).

Some initial research has attempted to further tstdied these seemingly negative responses to
self-compassion and has consequently proposed thattidimensional ‘fear of compassion’
may exist. For example, it has been suggestedtfesr of extending compassion to another

may develop if this action indicates a threat toratividual’'s own interests (Gerdhart, 2010).
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The same is proposed when confusion exists betexgemding compassion or inadvertently

condoning a person’s detrimental behaviour (Jazeied, 2012).

Some authors also suggest that experiences of/mreg@iompassion may trigger feelings of
grief, for sought-after help that was never preslgueceived (Gilbert et al, 2011a). A fear of
receiving compassion from others has also beenostgapby interviews in clinical nurse
populations (Gustin & Wagner, 2013) and by biolagjiadicators of threat. When asked to
imagine an individual expressing compassion tovitaedn, individuals with a tendency to be
self-critical and an insecure attachment styleeeepced a physical threat response; reduction
in heart rate variability (Rockliff et al, 2008)h&refore, not only may we experience a fear of
selfcompassion, as demonstrated by Gilbert and Pr{®0€6), but we may also fear receiving

compassiorirom others and giving compassitmothers.

Based upon the above research findings and thesopal clinical observation, Gilbert,
McEwan, Matos and Rivis (2011a) recently exploteske three proposed fears of compassion.
In their study they compared the experience of @sgajon for 53 therapists attending a three
day CFT workshop and 222 psychology and criminoleggergraduate students. The study
developed a self-report quantitative measure; dad-of Compassion Scale. From this, they
evidenced initial means for all three fears of casgion (fears adelf-compassion, fears of

receiving compassioinom othersand fears of giving compassitmothers.

This research identified that for both groups, f&agiving compassion to self was highly
positively correlated with fear of receiving comgias from others; indicating a general fear of
experiencing compassionate feelings directed tosvédmel self. Receiving compassioom
otherswas also associated with poorer emotional weltp@&irthe therapist group, as this was
also significantly positively correlated with lesedf stress and depression. A feaself-

compassion was only significantly positively coateld with depression (Gilbert et al, 2011a).
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The same pattern was found with students howeegrdlso reported significantly higher
levels of anxiety. This finding; that the higheetleported fear of compassion, the higher their
reported psychopathology, was further replicate@biert, et al (2011b) in their sample of

185 students.

This body of research further demonstrates a someariticipated finding; that a fear of self-
compassion correlates significantly with lower levef self-compassion. This was evidenced in
therapist and student samples (Gilbert et al, 204dd also a community sample (Jazaieri et al,
2012). Indeed, in contrast to the Gilbert et all(P4) study, Jazaieri et al (2012) also evidenced
that fear of receiving compassimam otherswvas also significantly negatively correlated with
self-compassion; indicating that a fear of recejvtompassion, regardless of the source, was
related to lower self-compassion scores in a coniymgample. Given the above documented
positive effects of self-compassion, a fear of thas implications for an individual’s emotional

wellbeing.

Since this study, further research has also demaiadtmeans for these fears of compassion.
From this, it emerges that therapist fears of casioa on all three subscales are demonstrated
to be lower (ranging frorvi= 8.15- 10.51) than student populations (rangioghfimM=14.64 —
19.20) (Gilbert et al, 2011a; Gilbert et al, 201,30)JS community sample (ranging fravh=

10.60 — 15.55) and as would be expected, much ltveer a clinical sample of moderately and
severely depressed clienM=£ 32.6 - 39.18) (Gilbert, McEwan, Catarino, Baiad®&meira,
2014). Given that compassion forms a major patheftherapist role is unsurprising that lower

fears are reported by this group.

These studies provided empirical evidence thatswitiis generally understood to be a positive
thing; individuals can have fears related to ex@®ring compassionate emotions. Interestingly,

although reduced in comparison, even therapistarteg fears despite their work aiming to
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foster self- compassionate feelings in other peoiiés seems an interesting caveat of research
given that fears in this area could lead to lovet-sompassion. Within the field of research on
therapists, the evidence suggests that this caud h profound impact on personal wellbeing
and stress, which is also reported to possibly ehplnical working (Norcross & Barnett,
2007). However, a number of limitations exist ie tRilbert et al (2011a) therapist sample.
Primarily, the sample is drawn from a convenierara@e of only 53 therapists, a small
number. Furthermore they were all likely to hawspacial interest in self-compassion due to
their attendance at a three day CFT workshop. Téver¢hese findings must be considered
preliminary as they may be biased by the persariatasts of the therapists and social
desirability when part of this group. Given thatatber research has explored fears of
compassion in therapists since and its evidenceddétron emotional wellbeing and levels of

self-compassion, further research is required ¢erdain reliability and norms for this group.

2.6 Compassion in the NHS

In recent years, the topic of compassion has dtsacted increasing interest within the socio-
political arenas of the National Health Service HWhilst previously only discussed within
the remit of Older Adult services, developing awrd of compassionate care is now
emphasised across the NHS with ‘compassion’ higkdidj as one of the main constitutional
values (Department of Health [DoH], 2013). Transkinto clinical practice, this is defined as

treating individuals, carers and relatives withssévity and kindness (DOH, 2013).

However in 2009, the Kings Fund ‘The Point of Caegort (now The Point of Care
Foundation) highlighted that compassionate carebgasy prevented by the increasing
emphasis on achieving financial targets, managskgand measuring outcomes. In this report,
Firth-Cozens and Cornwell (2009) identified thathe current NHS culture, individual stress,
depression and burnout due to high workloads anteped lack of support were also

contributing to a decrease in compassionate care.
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These findings seemingly suggest that whilst theSNefuires its staff to be compassionate, the
organisation itself does not necessarily treatda$f in the same vein. Furthermore, reported
levels of stress and burnout suggest that stadf@snot treat themselves with the compassion
they are expected to provide others. In their re$e&ustin and Wagner (2013) identified a
theme that self-compassion was considered as starrcempassionate care; that this was not
an invention ‘given’ from care givers to patiensit that self-compassion was co-created and
fundamental in the interpersonal phenomenon thairsovith compassionate care. In addition
to this, Heffernan, Griffin, McNulty and Fitzpatki§2010) propose that individuals whom are
in the caring profession but without the abilitysefif-compassion, are ill-prepared to show
compassion to those they support. Even today, teguat NHS staff are still only ‘surviving,
not thriving’ (Fitzsimons, 2015) cause concern;gltheere exist an unidentified gulf between

the NHS ideals and the reality of today’s NHS worke?

Unfortunately, although this was identified, minimasponse to this within the NHS led to a
sad repeat of these findings more recently. Indpsrt, Robert Francis QC (2013) made the
concept of ‘compassion’ the core aspect of hisipubfuiry. He identified that the *bullying’
and ‘unethical behaviour’ of senior managers téilfabntractual targets, led to the grave and
harrowing shortcomings in care evidenced at Midf@tashire Trust hospitals (Francis, 2013).
This, he suggests, fostered a culture of denialhicth perceived professional shortcomings

where ignored and that staff were unable to be ¢peonstructive feedback.

In this report, Francis (2013) outlined 290 recomdsions to be taken forward. Within this,
he suggests a role for measuring ‘cultural healithin the NHS. Whilst bearing in mind the
stark need for ‘compassion’ itself to not beconmentivised (Smajdor, 2014), this research
seeks to contribute to this goal of measuring hgadtticularly within the arena of self-

compassion, focusing on one discipline particula@nical Psychology.
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2.7 Clinical psychology

Clinical psychologists (CP) can have a wide-ranguoig within many different services.
Nonetheless, all have the aim of supporting indigld or groups of people to reduce their
psychological distress and foster good emotiondlbeimg and mental health (British
Psychological Society [BPS], 2015). Whilst oftefereed to as ‘therapists’, CP’s differ to
counsellors and therapists whom often work withe therapeutic stance, as they are trained in
a variety of therapeutic and assessment modaditeesyside their work within the field of
neuropsychology (Division of Clinical Psychology@P], n.d.). Working with all age groups
and both physical and psychological difficultiedH8l Careers, 2015), the role of a CP in the
United Kingdom (UK) requires an extensive 6 yeaming; 3 years undergraduate psychology

degree and a 3 year Doctorate in Clinical Psycholagining (DClinPsych).

Whilst a small number of self-funded places exighie UK, the Doctorate in Clinical
Psychology is predominantly funded and salariethkyNHS/ Health and Social Services
Executive (HSSE). As such, it is expected thatpeosve applicants gain additional post-
graduate clinical experience prior to applicationd place on training. It has been suggested
that on average, it takes applicants 3 years dfjpaduate clinical experience before they are
offered a place to train, thus taking the total bemof years to train to approximately 9-10

years on average (Bond, 2013).

Due to the desirability of the role and its saldfiieinded financials, competition to train as a
CP in the UK NHS is fierce. For the intake commagdraining in 2008, 2527 applications
were made for 621 places, resulting in approxinydte(24.6%) of applicants gaining a place
on training. By the 2014 intake, this figure hagn to 4044 applications for 609 places and
therefore only 15 % of applicants gained a placé&aning (Clearing House for Postgraduate
Courses in Clinical Psychology [CHPCCP], 2014; isgdniversity Belfast, 2014; York &

Hull University, 2015).
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With the increasing competition to train, applicaate required to have more knowledge and
clinical experience in order to stand out from ‘thasses’. Commensurate with this is the likely
self-evaluation that occurs when applying for neles or training and the consequential social
comparison when meeting other applicants (Knigp922 Badali & Habra, 2003). Once
successfully enrolled on the Doctorate in Cliniealchology, this self-evaluation continues on
a constant basis and is encouraged by the perandadrofessional development guidance from
the British Psychological Society (BPS): “to reflepon and improve their own clinical
practice” (BPS, 2010a) “within a context of contauhigh standards in professional work”
(BPS, 2006). Some authors have identified thatwithin reflective arenas that trainees can
experience high levels of shame (Hahn, 2001) anclssastic injury (Halewood & Tribe, 2003)
which, if left unresolved may affect personal eronél wellbeing. This, alongside “evaluation
stress”; defined as the continuous evaluationiofazl and research competencies, academic
assignments and some examinations (Pakenham &&ta8rown, 2012), can lead to high

levels of stress and poor emotional wellbeing withiis population.

Following qualification, this evaluation continuas CP’s are required to demonstrate their
personal and professional development (PPD) veanat NHS appraisal systems and
externally via the Health Care Professions Coutt@PC) PPD continuous portfolio for
professional audit in order to maintain registrafl CPC, 2014a). This, taken together with
the evolving ‘target culture’ of the NHS can lediée room for personal reflection and other

self-care practices, again leading to high stresgative affect and poor emotional wellbeing.

2.8 Stress in clinical psychologists
A review of the literature reveals that some, dlbeninimal amount, of research has taken
place with the aim of identifying stress levelghe clinical psychologist population (including

trainees). Given the paucity of research availadilditerature related to stress or indicators of
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it; such as anxiety and depression, was reviewrploEng the world-wide platform for

English-language studies, evidence of researchustralia, America and the UK exists.

2.8.1 Stress in trainee clinical psychologists

In answer to the question “to what extent do yousoder that you have been under stress as a
result of clinical training?” Cushway (1992) iddi&d that nearly half (48%) of UK clinical
psychology trainees (CPT’s) reported themselvémaslerately stressed” and over a quarter
(27%), “very stressed”. Whilst elevated in its omght, this was compared to previously
documented stress levels of other training profesds such as medical students and civil
servants and still found to be comparatively highthe same study, trainees also completed the
General Health Questionnaire-28 (GHQ-28), a quaintg measure of psychological distress
developed for research with a cut off denoting éreess”. This is defined as meeting clinical
criteria for common mental disorders of anxietylepression in the GHQ manual (Goldberg &
Williams, 2006). From a total af= 287 trainees and sampled from all three traicwigorts

and all Clearing House DClinPsych courses in thentiy, 59% of this sample reached or

scored beyond the caseness cut off.

As a measure of state, rather than trait, the GE@sses psychological distress at a particular
point in time. No normative data for the GHQ-2& lh&en published; therefore the literature
was reviewed to ascertain how CPT caseness dtrttescompared to a UK community sample.
Minimal data exists however one UK population stugiatch, Mishra, Hotopf, Jones & Kuh,
2009) revealed a caseness frequency of 1618%@2073) in their stratified cohort sample of 53
year olds in the year 1999. A similar prevalendadscated (19.3%), when compared to results
of the GHQ-28 in a smaller UK community sampie=(432) (Purcell, Pathé & Mullen, 2005).
Given the minimal GHQ-28 UK community data avaitahbt this time, the data from the Health

Survey for England (1995) (reported in Prescottk&a& Primatesta, 1997), using the GHQ-
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12, a shortened version of the GHQ-28 with simitdrdity and reliability evidenced (Hankins,
2008) was also inspected. This large populationesufn = 16055) of adults of all ages,
identified a caseness frequency of 17.3 % in ttreiss sectional sample. Taken together, these
community samples suggest that by comparison, dmaised prevalence of distress in UK
CPT's existed. One must note that these compare@entative however as differences in
scoring methods exist. Furthermore, whilst Cush{@®®2) used a cut off of 5 or above to

indicate caseness, the above population studiesauset off score of 6 or above.

Reviewing international CPT’s, In samples of AusarmaCPT’s, Pakenham and colleagues also
identified high levels of caseness using the GHQ@R28/0 groups of first year trainees as 64%
and 82% reached caseness levet$6) (Stafford-brown & Pakenham, 2012). This was
replicated in a later study in which 75% of firsidasecond year trainees reached caseness

levels = 56) (Pakenham, 2014).

Other measures have also been used to identigsstretheir UK study, Kuyken, Peters,
Power and Lavender (1998) elucidated high levelrels using the Perceived Stress Scale
(PSS-10) (Cohen & Williamson, 1988). Within theiitial study, a sample of 302 first and
second year trainees from 15 of the DClinPsycitmgi courses, revealed stress levelslat
17.37. The authors concluded this as much higteer 8hUSA normative community figure
(M= 13.02) (Cohen & Williamson, 1988). However, givbis comparison is between two
samples that were taken in actuality 10 years apad alongside inherent cultural differences
between the UK and USA, more recent and reliabfeparisons are needed. Moore (2008)
also used a version of the PSS (PSS-14) in theie mexent research with UK trainee clinical

psychologists; however this study did not repogtplerceived stress scores.

Within their study, Kuyken et al (1998) exploreditree levels of anxiety, depression, self-

esteem and work adjustment using subscales of Beplassistance Programme Inventory
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(EAPI) (Anton & Reed, 1994), as a measure of pshdioal adaptation. This revealed that
25% of their sample evidenced “a tendency towaigtsfecant problems” within these areas
(defined as scoring within 1 S.D. above the meam)did not quite reach the cut off for actual
‘significant problems’ as defined by the scale.ngdsihe EAPI, this pattern of a tendency
towards significant difficulties in UK trainees weeplicated with by Brooks, Holtum and

Lavender (2002) and again by Kuyken, Peters, PawéiLavender (2003).

It is worth considering that 25% represents a maaker indicator of stress when compared to
the approximate, 59%, 75% and 64% - 82% previoergigenced using the GHQ-28
(Cushway,1992; Stafford-brown & Pakenham, 2012.eRbkm, 2014). Kuyken et al (1998)
also acknowledged this and suggested that measstrags as a function of ‘psychological
adaptation’ thus breaking down the concept of ‘nass’ may represent a more holistic
assessment. However a number of methodologicassswst also be acknowledged when
considering differences between scores. The datded by Kuyken and his research
colleagues represents only half of all UK traingogirses and largely excludes third year
trainees. Furthermore, their data was collecteliwithe first few months of training, in which
many first year trainees may have not experiencedgh of training to ascertain a valid notion

of these areas in relation to their training.

Given the emphasis on supporting and managihgrpeople’s emotional wellbeing, this
literature suggests that that stress levels foit nifasot a subgroup of trainees, could be
worryingly high. Although some comparison issuesststhis also suggests that levels of
distress could be much higher than in communitypdasa For these reasons, some authors

have attempted to understand the particular reasbpstress levels may be so elevated in this

group.
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2.8.1.2 Trainee clinical psychologist stressors

Reviewing the literature indicates that some stressare more pertinent to CPT’s and others
more so for qualified CP’s. Together with, “evaloatstress”, stressors proposed and identified
for CPT’s include; role switching within the duahgus of student and clinician, time
constraints and volume of academic/ research desn@akenham & Stafford-Brown, 2012;
Myers et al, 2012). Stressors also include ther@larized expectations’ of training and the
realisation that for some clients, change can belyinimal (Skovholt & Ronnestad, 2003).
Further stressors reported include the natureeotlilent’s difficulties and professional self-
doubt / uncertainty (Cushway & Tyler, 1996) alomigsa proposed struggle to tolerate clinical
ambiguity (Pica, 1998). Practical issues such as@ease in travelling to placements and poor

supervision have also been reported (Cushway 1992).

Throughout the literature, authors have also attechfp understand what factors may predict
stress levels and a number of interesting themes éimerged. Some authors suggest that stress
levels may be influenced by the trainee’s cogniéippraisal, such as their perceived sense of
control over Doctorate in Clinical Psychology demtsand their appraisal of their ability to

cope with these demands (Kuyken et al, 2003). Hewas no further research has replicated
this and by using two purpose designed questioesdine study raises some questions in
relation to reliability and validity of these fimdis. Using a well-established measure; Ways of
Coping Questionnaire (Folkman & Lazarus, 1988), karyet al (2003) also evidenced that
trainees using an avoidant coping mechanism algereenced higher levels of anxiety,

depression and low self-esteem.

Of interest is a long standing hypothesis, oftatassed within CP groups; that individuals
choosing this career may be attempting to resadyelplogical distress from their formative

years (Guy, 1987). Indeed, Nikcevic, Kramolisovav&di and Spada, (2007) found that 40 UK
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third year psychology undergraduates with clinarabitions reported significantly more
perceived abuse in their childhood compared wigir thsychology peers with no clinical
ambitions for their future careers and businesergrdduate students. Although no differences
were observed in levels of anxiety and depresdidimea time, one may wonder how previous
adversity related to stress levels in later lifeother research, more practical outlets such as
greater sleep and greater perceived social suppuet been evidenced as significantly related

to lower stress (Myers et al, 2012).

In her research, Cushway (1992) identified thatdgemay influence stress levels with women
also reporting significantly higher levels of cassmthan men. They also identified a non-
significant trend for older trainees to report Isggss. This finding was replicated by Myers et
al (2012) in their US sample of 488 graduate clihmsychology students, demonstrating a
significant relationship between age and percestesks; the older the clinical psychology
graduate student, the less perceived stress. teiimast, the aforementioned Kuyken et al
(1998) study found that older trainees did notediffom their younger colleagues in levels of
perceived stress. Furthermore, the older grouprregpgreater external stressors and perceived
less control over the stressors of the course. Enisnthe authors concluded that older trainees
may have an increased capacity to manage streas;temot report any higher levels of

perceived stress, despite reporting more stressors.

An interesting source of stress to emerge fronlithkature is that of connectedness with other
training colleagues. Initially, trainees are mensbartheir year cohort and more widely their
university. This can be a stressful time due todiw@mands of their course and has been
observed by the researcher in her own experiencttdn be accompanied with a sense that one
got their place on training due to ‘luck’ or havitgwork a lot harder than others to achieve the

same goal. This sense of being a fraud has alsoibertified in other health professional
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groups, including nursing (Jones, 2009), cliniaaise specialists (Arena & Page, 2007) and
G.P.’s (Lancelot, 2009). This has been labelledithpostor phenomenon’ and can often result
in an acute sense of isolation (Clance & Imes, L9@&thermore to this possible sense of
professional isolation, feelings of disconnectiooni others is also evidenced to be a common
problem among today’s general students (Covindgt®82; Damon, 1995; Roeser, Midgely and
Urdan, 1996) with perceived poor social connectsdgieing found to relate to higher levels of
depression, anger and low self-esteem (Baumeistaza®y, 1995). As being a student again is
a large part of the trainee role, it seems possitaethis too may cause a sense of isolation and

disconnection from their peers and therefore badated stressor.

2.8.2 Stress in qualified clinical psychologists

Similarly to their trainee colleagues, a paucityedearch exists in identifying stress levels in
gualified clinical psychologists. Review of theeliiture revealed that one systematic review of
stress in UK CP’s already exists, completed by kgam Edwards and Burnard (2004). This
was therefore used in the present review howewengiat it is now over 10 years old, more

recent literature was also consulted.

In continuation from their research with CPT’s ,sBway and colleagues reported similar rates
of stress when asking qualified CP’s “to what ektimyou consider you have been under
stress as a result of your job?”. Again, a quartéhe sample reported they were very stressed
and half reported they felt moderately stresseaii@ay & Tyler, 1994). Interestingly,
caseness levels in this study were lower than CBB%0) with 29.4% of the qualified CP
sample exceeding the cut off. Given that theirlsszanple (=101) and a sampling procedure
all from one geographical locality in the UK, oreutd consider these findings with caution.
However, similar rates have been demonstrated bgriggamas, Burton and Cushway (1994),

in using a sample of 321 UK clinical psychologistgidencing 24% of CP’s reaching caseness
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levels of distress. In this study, care was takesetect 60 random psychology departments
geographically representing all over the UK. Howeahe study gained a 65% response rate of
a self-selecting sample thus one must thereforekaar in mind that this caseness frequency

may not be wholly generalizable.

In other research, caseness frequency appearflyshgbre increased. For example, in a sample
of 108 CP’s working in Scotland, Sampson (1991 pregul that 33 % of their sample reaches
the cut off for caseness. In a further study byl and colleagues, they evidenced a higher
40% average caseness in a UK sample of 154 CP&h{@y, Tyler & Nolan, 1996). Although
once again, as a self-selecting sample and algldeam the same geographical locality;

interpretations must be held with caution.

Due to the above methodological issues, casentessregported in UK CP’s remains unclear.
However comparisons from a similar time period itk community reported caseness
discussed above (ranging from 16-19%) (Prescottk€l& Primatesta, 1997, Purcell et al,
2005; Hatch, et al 2009) again indicates that pshpdical distress reported by qualified CP’s
may be higher than typical for the UK. Nonetheledis;caseness frequencies reported are still
less than those reported for trainees (64% - 82%n result it has been proposed that
perceived stress may be less likely to transldtepsychological distress, as measured by the

GHQ, for qualified CP’s, than CPT’s (Cushway & Tiyl2996).

2.8.2.1 Qualified clinical psychologist stressors

As mentioned above, review of the literature resy¢laht qualified CP’s may report slightly
different stressors to their training colleagudse Titerature identifies that some CP stressors
include pressure of workload and other organisatitactors such as management and lack of
resources (Cushway & Tyler, 1994). Research witls @Ro reported a perception of being

devalued within their teams, unsupported (McMal&fiii,1), struggling with too many demands
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on their role (Cushway et al, 1996) and feelindatam in their work (Barnett, Johnston &

Hillard, 2006).

Some stressors identified also appear to be shéteCPT's such as professional self-doubt
and client distress (Hellman, Morrison & Abramowit®86; Cushway et al,1996) and the bi-
directional nature of therapy; therapist affectsrd, affecting therapist (Stevanovic & Rupert,

2004).

Once again, some research has attempted to unurgkeat factors may predict levels of
stress. Some research indicates that it may béodihe psychological model primarily used in
clinical work, with CP’s primarily using psychodymé& models reporting more stress than
those primarily using Cognitive Behavioural Therd@BT) models (Darongkamas et al,

1994). However within this sample of UK CP’s, thias measured using two purpose-designed
guestionnaires. With no psychometric propertiesrigol and with no indication of the
guestions asked, it is difficult to ascertain tlaéidity of these findings. Indeed in early

research, Ackerley, Burnell, Holder, and Kurdek88Bfound no relationship between clinical
model and levels of burnout in their sample of 86@nced US psychologists working in

mental health services.

Personality traits such as perfectionism have la¢gsm proposed as stressors in CP’s. In their
recent study, D’Souza, Egan and Rees (2011) denmadedtin their sample of 87 Australian
CP’s, those whom scored highly in a measure ofpgédnism were statistically more likely to

experience higher stress levels.

In a similar pattern to CPT’s, Hellman et al (198&o identified that in a sample of 227 US
psychologists, older psychologists reported legsstthan their younger colleagues. This was
replicated in a sample of 521 counselling psychstsgas age significantly predicted burnout

(Vrendenburgh, Carlozzi & Stein, 1999). Age alsgn#icantly predicted burnout in Rupert &
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Morgan (2005), study of doctoral psychologists méica. Once again, the research of
qualified CP’s suggests that female CP’s presetit ingher frequencies of caseness (42%)
than their male colleagues (34%ushway & Tyler, 1994), however whether this reat

significance was not reported.

Alongside age and gender, a further theme to emeageyears of clinical experience. Where
collected, this also appeared to affect stresthdim study Cushway and Tyler (1994) evidenced
that the younger, less experienced CP were maebyltk reach caseness criteria. This was
replicated by Cushway et al (1996) which found tBBRtwith less clinical experience
demonstrated higher GHQ-28 scores than their mqgrereenced colleagues. This replicates
early research also evidencing that years of semwes significantly negatively correlated with
burnout (Ackerley et al, 1988). Indeed, this reqiigs a similar pattern identified in health
colleagues more widely as Schaufeli (1999) fourad $itaff with more clinical experience were

less likely to experience “burnout”.

As with their training colleagues, a sense of catewness with CP colleagues also appears to
emerge as an influence for stress levels. Subsdgupost-qualification other factors appear to
influence a sense of social disconnection. A ciihpsychologist is often a member of either a
clinical psychology —only department or increasyngp as part of a multi-disciplinary team
(MDT). Whilst working in a team was found to beateld to better emotional wellbeing (Carter
& West, 1999), the Kings Fund report (2009) highted that many MDT staff were in fact
working as part of a “pseudo- team”, often not nmeetegularly, having unclear objectives,
few opportunities for shared decision- making aatlenough trust to share their thoughts
(Firth-Cozens & Cornwell, 2009). Indeed, clinicalyphologists will often be the only
representative from their discipline within a teimas may feel isolated and less connected to

their MDT colleagues.
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When compared to their trainee colleagues, CP’sapip report slightly reduced stress and
psychological distress (24 -40% caseness). Howbeeiat least one quarter of qualified CP’s
meet clinical criteria for anxiety or depressicgmains a concern, especially when considered
in the context of their role as therapist and nitve,emerging role of CP’s within leadership

arenas such as management (BPS, 2010b).

2.8.3 Impact of stress

The personal impact of such stress in both CPTdscaralified CP’s has in some way been
alluded to above; raised caseness levels of anaretydepression and poorer emotional
wellbeing (Myers et al, 2012). Professionally,ppaars that CP’s report a largely negative
impact of their stress on their quality of caredbents. In the UK, CP’s have reported feeling
exhausted, overwhelmed, distressed, worried arutk gturelation to their work with clients
(Crowley & Avdi, 1999) all indicators of burnoutufther have reported a reduced ability to
remain psychologically and emotionally present (Ca0D00; Gilroy, Carroll & Murra, 2001),
raising issues in relation to the clinicians prefesal competency (EI-Ghoroury, Galper,
Sawaqdeh, & Bufka, 2012). In their study of 11 Ukalified CP’s, Charlemagne-Odle,
Harmon and Maltby (2014) found that a theme to gme&vas that when stressed, they were
ineffective with clients due to their indifferentavards their clients difficulties. This replicated
similar findings of a US study in which psycholdgiacknowledged that their own stress
affected the quality of care they could providelients (Guy, Poelestra & Stark, 1989).
Heartmath (2006) further proposes that in timelsigih stress, the clinician may attend more to
perceived threats instead of focusing on positkanes, which can have implications for the

objectivity required in therapy sessions.

However given the above, it is important to noe some positive outcomes of experiencing

stress are also reported by CP’s. These includecegldstigmatizing attitudes of mental ill-
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health and increased appreciation, alliance, ise@@mpathy for clients, (Cain, 2000; Gilroy

et al, 2001) and higher job satisfaction (Boak&98).

2.8.4 Barriers in seeking support for stress

The above literature highlights that although tedimo support others, psychologists also
require support themselves (Kleespies et al, 200Hg.Doctorate in Clinical Psychology
training provides the valuable opportunity to learmd cultivate self-care skills as a
psychologist (Kuyken et al, 2003) and it is advedab be of high importance to develop such
career sustaining behaviours at this time (Paker2@id). However, it would appear that like
other professionals, psychologists may strugglgtactice what you preach” and the literature

indicates that actual and perceived barriers tessing this support exists.

Some authors suggest that clinical psychologyitigiprogrammes do not necessarily include
enough education and experience of self-care pegcto help manage both current and later
stressors of the role (Schoener ,1999; Schwebebgtet,1998). One may argue that some U.K.
DClinPsych courses do go some way in providingwhik reflective groups; a dedicated space
in which trainees can reflect and discuss currdhitudlties. However, upon review of the
literature, what emerges is that minimal reseaxgioges this. In the only UK study, Knight,
Sperlinger and Maltby (2010) evidenced that whik¥% of qualified CP’s had valued their
reflective group, up to 50% also reported very ragkss as a result of attending them. A sub-
sample (25%) reported that they had not perceimgdralue of the group and also experienced
significant distress. It must be noted that this wa&ken from 18 cohorts from the same training
programme; therefore the generalisability of thies#ings may be questioned, however this

does indicate that the reflective group arenaséone reason, may not be useful for all trainees.

A recent American Psychological Society (APA) syrigentified a number of possible

barriers to psychologists seeking support; a miatidon or denial of issues, inadequate social
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support and lack of available resources (AmericsytRological Society [APA], 2010).
Research from the US further indicates that a ptesbiarrier to seeking support and self-care
utilization in CPT’s is in how much the trainingurse emphasises self-care in its programme

(Goncher, Sherman, Barnett & Haskins, 2013).

Within the UK, Walsh and Cormack (1994) aimed tacalate what barriers may exist for
gualified CP’s in seeking support. Using questiorasaand then a focus group, their mixed
methods research found that a sample of 95 CPteped that seeking and receiving support
was costly; defined as ‘psychologically threatehihgdeed this may have been reflected in the
study’s 58% response rate. Themes from the foaugpgndicated that this involved three
broad categories; a fear of being ‘the client’caganizational and professional threat,
characterised by a perception of professional unsgcand finally a fear that seeking support
would fuel this. The final themes revealed thas threat was managed by a ‘gatekeeping
process’ in which psychologists assessed colleagustsvorthiness and their ability to carry

additional burden.

Further thematic analysis of open-questions imiestionnaire demarcated ‘legitimate’ and
‘illegitimate’ areas for a CP to seek support. ltiagate areas included support in research,
client work and dissatisfaction with the job, aliégitimate areas included seeking support for
perceived personal difficulties and if acceptingmart increased a perceived threat to job
security. This therefore suggests that seeking@tippay be problematic and that this may be

due to the attitudes and beliefs held by CP’s.

However this research was based in only one gebmadocality in the UK (the south-west)
and with a 58% response rate, the findings musbbsidered and generalized with caution.
Nonetheless, these findings have potential impbaatfor the understanding of stress in

clinical psychologists; some may appear to seeh@umowever only do so for certain areas.
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This therefore indicated that they still experienoeesolved personal difficulties which could

negatively impact emotional wellbeing.

2.8.5 Stress in clinical psychologists: conclusions

Research exploring the prevalence and naturee@ssin both CPT and qualified CP groups
indicate that stress levels may be worrying higlrp8singly, although this was initially

identified within the UK and across the world o2éryears ago, the field of research appears to

have stalled largely at the same position; itstifieation.

Significantly, review of this literature also higgthts the absence of a universal definition of
stress and it was noted that many articles didiabhe their construct of stress and if they did;
differences in definition and operationalizationdeaomparisons across the literature
problematic. However, this considered, some comfaciors associated with stress levels did
appear to emerge; including connectedness withr phyehology colleagues, age and years of
clinical experience. Furthermore it seems that stlsbme psychologists may access support, an
illusion of the ‘invulnerable psychologist’ (Nor@® & Barnett, 2007) may only enable them to
do so for what they deem as legitimate areas Igawany difficulties unresolved and with the

potential to affect their personal wellbeing andfpssional competence.

Given the evidenced benefits of self-compassioarantional wellbeing and the high stress
observed in the CP population, it seems usefukptoee the research pertaining to this. Indeed
an emerging relationship is demonstrated betwegimihdicators of stress and low self-
compassion in therapists (Gilbert et al, 2010) taaichee doctors (Olson & Kempar, 2014).
However, the literature reveals that minimal reskedhnat has explored self-compassion in this
group, a curious find, given that within the rofeacclinical psychologist; compassion forms a

key part of a therapeutic relationship (Gilbert1@0). As limited research exists that pertains
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specifically to clinical psychologists and self-qoassion, an initial review within the wider

mental health professional literature yields som points.

2.9 Self-compassion and the wider Mental Health Pfessionals group

In their study explicitly exploring how practicirsglf-compassion affected counsellors,
Patsiopoulos and Buchanan (2011) reported a rangenefits including an increased ability to
manage occupational stress and challenges, anveghrverall sense of wellbeing, job
satisfaction and burnout prevention. All particifgalso identified that they believed this had
improved their ability to work effectively with @nts by lowering unrealistic self-expectations
and enabling them to balance counsellor and chieatls. This provides some preliminary
evidence to suggest that having good levels ofamtipassion is not only beneficial to the
individual therapist but may also act as a therapeompetency thereby potentially benefitting

clients.

Further research has explored changes in self-cesigradue to other stress management
interventions. For example Shapiro, Astin, Bishog&dova (2005) and Newsome, Waldo
and Gruszka (2012), both explored the effects @& meek Mindfulness-Based Stress
Reduction (MBSR) programme for health care protesss. This included a psycho- educative
component about mindfulness and included meditatrmhexperiential exercises to practice.
Both groups included psychologists, although ditdidentify their exact discipline, i.e. clinical,
nor how many and a mixture of other professiontugtiog medical doctors and nursing and
physiotherapists and education professionals. Nehets, both of these studies evidenced
significant increases in self-compassion followihg MBSR interventionp< .05 (Shapiro et

al, 2005),p<.001 (Newsome et al, 2012) and significant redunstiin perceived stress within
the Newsome et al, 2012 stuqhs.001. This replicates the findings of Shapirapun and

Biegel (2007) in their study of masters-level psylolyy graduatesnE 54). Following an 8
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week MBSR intervention, significant increases ili-eempassion and significant decreases in

perceived stress were observpd.001).

2.10 Self-compassion and Clinical Psychologists
Review of the literature reveals that whilst it Ima$ be explored specifically, self-compassion
has been measured as part of a mindfulness stutyvanAcceptance and Commitment

Therapy (ACT) interventions, in CPT’s.

In their study, Rimes and Wingrove (2011) conduaeaight week Mindfulness Based
Cognitive Therapy (MBCT) course with 20 traineenal psychologists on a UK Doctorate in
Clinical Psychology training programme. The studignitified that following MBCT, the

trainees reported increased levels of self-compasaid mindfulness and noticed a decrease in
their rumination. It further identified that it wasly the £'year trainees whom exhibited a
statistically significant increase in self-compassand a statistically significant decrease in
perceived stress when compared to tHed 3 year trainees, indicating possible differences

in ability to alter a self-relating style.

Additionally, Stafford-Brown and Pakenham (2012cshimed to reduce stress in clinical
psychology trainees using Acceptance and Commitiieatapy (ACT). An Australian sample
of 56 trainees was allocated to either an ACT graug wait-list control condition as part of a
pilot programme. At the start of this study, 73%lad total sample met criteria for “caseness”;
defined as meeting clinical criteria for an anxietiepressive disorder, providing yet further
evidence of the high psychological distress expegd in this group. Following a four week
ACT programme the researchers identified that “casg’ levels reported in the ACT group
halved and a significant improvement in self-conspars was reported. Without the

intervention, in the control group, “caseness” Isvantinued to increase.
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Following the benefits observed in this pilot groijakenham (2014) went on to review the
effectiveness of an ACT group for self-care, nowbedded as part of the clinical psychology
training course curriculum. A total of 32 traingeek part in a 12 week course, including
workshops and experiential exercises. However mrast to previous findings, no significant
increase in total SCS scores was observed, alth@sginificant increase within the Self-
Kindness subscale of the SCS (Neff, 2003b) wasdowrurther to this, a significant increase in
client-therapist alliance, as measured by the Wigriilliance Inventory Short-form (Tracey &
Kokotovic, 1989), was also observed, indicating thprovements in self-relating and self-

care could potentially benefit client working.

Whilst neither of the above studies specificallpptgd self-compassion focused interventions
to help alleviate stress, both reported a sigmficgacrease in self-compassion, as measured by
the Self-compassion scale (Neff, 2003b). As minudgk is theoretically and empirically
evidenced as involved in the experience of selffgassion, it is plausible that any intervention
that facilitates mindfulness, including MBCT and AQwill also increase self-compassion.
Only until very recently has research published stewuels of pre-intervention self-compassion
scores within this population; S@%= 2.96 -3.23 (Stafford-Brown & Pakenham (2012)SSC

M = 3.27,SD= .57 (Pakenham, 2014). However this was pertaitoriustralian trainees and

both had relatively small sample sizes which impaineralisability.

As the only UK study (Rimes & Wingrove, 2011) haut published any pre-intervention SCS
scores, personal communication with the author destnated pre-intervention self-compassion
scores oM=18.1,SD=3.1; M= 20.6,SD=2.6; andV= 19.0,SD=2.8 for the first, second and
third year trainees respectively. This identifibdttthe self-compassion scores reported by
these trainees were found to be around the nbm18.25,SD= 3.75) as defined by Neff

(2003b) using an American community sample. Howdviesris the only study to measure self-
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compassion in UK CPs and with such a small sanmpée(s=20), more data would be required

to draw more reliable and valid conclusions.

A fourth and final qualitative study has explorbé experience of a 6 session, 1 hour weekly,
Loving-Kindness Meditation (LKM) course on a groafpUK CPT’s (1=5) and cognitive
behavioural therapists (CBT) in training=7). Using interviews and Interpretative
Phenomenological Analysis, Boellinghaus, JonesHurtbn (2013) identified that following
the LKM, participants felt more self-compassionatel understanding of their difficult
feelings. Furthermore they reported being moreaegHre and noted it felt easier to tolerate
uncertainty whilst being with clients in therapyn&lly an interesting finding was that they felt
more connected to others and perceived them asfl@sthreat’ and able to become closer to
them. It is unclear what ‘threat’ exactly meanteheowever the experiences of this training
seemed positive in the main. Unfortunately no otheasure of self-compassion took place
therefore it is unclear if these improvements wire to improvements in self-compassion

per se.

Review of this literature demonstrates a lack s€egch focusing on self-compassion and
clinical psychologists, indeed no research at al wdentified in relation to qualified CP’s.
Furthermore, the limited UK data identifies the shé® understand how self-compassionate
CP’s are before engaging in self-compassion focugedventions as a way to manage stress

and emotional wellbeing within this group.

2.11 Chapter summary

This chapter has reviewed the literature in retatmself-compassion and has found that it
evidences a positive influence on emotional wetigeaind mental health. In addition to this, it
has highlighted the concerning levels of stresdexwed within the clinical psychology

population and the impact this can have both paigoand professionally for clinicians and in
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some cases their clients. Whilst some researchttempted to explore interventions to reduce
stress, this appears to be a considerably dispiiopate response to the evidence that around to
one quarter of CP’s and up to three quarters of €BXperience distress to the extent that they

would meet clinical criteria for an anxiety andé@pressive disorder.

Many of the above researchers have advocatedhthdeévels of stress must be clarified within
this population Pakenham & Stafford-Brown (2012)] ¢ghat research is needed to inform the
most effective stress management within this gidyprs et al (2012). This review reveals that
no recent research has reviewed these stress leieis the UK, since 2004. This is somewhat

surprising given the economic and organisationahges affecting the NHS during this time.

Now that compassionate care has become an itetmedd NHS political agenda, calls have
been made to understand this more and considerthoanifests within our health care
systems (Francis, 2013). It has been proposea#udt healing intention of a healthcare
professional, starts from within themselves (Schp#@04) thus it seems important to
understand the levels of self-compassion withingiteeip as part of the wider aim of supporting

com passionate care.

2.12 Research aims and hypotheses

Given the above review, the objectives of this aede are therefore as follows:

2.12.1 Research objectives:

1. Given that none exist, to establish norms of cunerels of self-compassion
reported in a UK community sample. This will als@ble comparison of the CP

population SCS scores with a current UK population.
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2. To establish the current levels of self-compassiddK trainees and qualified
clinical psychologists.

3. To identify which factors most predict levels offsmmpassion within these two
groups.

4. To compare the levels of self-compassion, feaoofgassion, social connectedness,
perceived stress and “caseness” between traindeguatified clinical psychologist
groups.

5. To update our knowledge of psychological distragsently experienced within UK
clinical psychologists.

6. To compare psychologist self-compassion scorestiviibe from a UK community

sample.

This research aims to therefore establish the oulegels of self-compassion within the UK
CP population and understand factors that predesnt Based on the above literature review,
these factors will be:

1) Current levels of stress

2) Current levels of psychological distress

3) Age of clinician

4) Years of clinical experience

5) Level of social connectedness

6) Fear of compassion to others

7) Fear of compassion to the self from others

8) Fear of self-compassion.
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2.12.2 Hypotheses:

This review has demonstrated from many studiess&icompassion is related to positive
emotional wellbeing and negatively related with swgas of stress, anxiety, anger and other
mental health psychopathology. Due to the negaéiationship evidenced between self-
compassion and stress, and the research that @0 higher levels of stress than qualified
CP’s, the researcher could expect that CPT’s thexahay report higher levels of both stress
and psychological distress, and therefore lowegl&euf self-compassion than their qualified

colleagues.

Additionally, the studies presented above alsollgghhow fears of compassion are positively
related to measures of stress. Alongside the thearenderstanding of how fear of
compassion could result in low self-compassion résearcher could again expect that higher

fears of compassion could relate to lower self-casspn.

Finally, the above studies demonstrate that marlgeofactors that are related to low levels of
stress in clinical psychologists; such as highaamnnectedness, older age, and years of
experience, are also, related to higher reportéatempassion. For this reason, the researcher
could expect that social connectedness, age amd geaxperience may also be related to
higher levels of self-compassion. Moreover, givest fjualified clinical psychologists are also
likely to be older and have more years of cliniegberience; this also provides more indication
to the researcher that they could expect qualifiets to report higher self-compassion than

CPT's.
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The hypotheses for this research are thereforellasvt:

(1) That qualified clinical psychologists will reppdnigher levels of self-compassion than
trainee clinical psychologists.

(2) That higher scores of self-compassion will bedcted by higher age of clinician, more
years of clinical experience, and higher socialnemtedness.

(3) That lower self-compassion scores will be prestl by higher fears of compassion scores,

higher GHQ scores and higher scores of perceivedsst

It is hoped that establishing self-compassion kwathin this group will best inform the most
effective future self-care interventions. This wibuabt only benefit qualified CP’s within the
arena of PPD but also have significance for UK Drate in Clinical Psychology course
teaching. Not only would this be useful for worlkdempsychological wellbeing but also for the

aforementioned possible client benefits.

Given the limitation of previous stress and CP aed& a lack of a universal definition of
stress, it is important that this research definekearly. Therefore this research draws from
Lazarus and Folkman’s (1984) transactional thedstress, which places cognitive appraisal
as central to this experience. This outlines ttrass is not simply a result of the objective
stressors experienced by an individual; such asiabr type of stress, but is experienced
when a situation is appraised as very demandirtigreatening and an individual perceives that

they have insufficient resources to cope with it.
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3. Method
3.1 Chapter introduction
The following chapter will outline the design, meees and procedures adopted to conduct this
research. It is split into four sections; first ggating the epistemological stance taken by the
researcher and the overall research design, fotldwehe methodology for an initial
community norming study and finally the methodoldgythe main study.
3.2 Epistemological position
Within psychology, there exists an ongoing ontatagjiepistemological and methodological
debate. Ontological differences are discussedlation to the nature of reality and how it
exists (Mertens, 2015). This leads to epistemobigicstinctions in terms of how we come to
gain knowledge of these realities (Barker, Pistr&rigjliot, 2010) which in turn, informs how
to methodologically achieve this. The importantdetermining one’s own position in relation
to this debate is crucial when engaging in reseaslit is these differing perceptions of reality
and knowledge that shape and influence the apprdausen to understand psychological

phenomenon (David & Sutton, 2011).

Many epistemological positions exist and it is &gjthat all have value when attempting to
address a research question (Anderson, Hughes 808kal986). Historically within

psychology, one of the most dominant approacht#tseismpirical position of ‘Positivism’.

3.2.1 Positivism

A positivist epistemological position to researslembedded within a realist ontological
framework. This states that there exists a reaign if it is not yet known (Killam, 2013) and
that it exists independently of an individual’sibéd, language, cultural and historical
background (Jovanovic, 2010). Initially articulategd August Comte (1830), a positivist

approach suggests that knowledge is revealed waroation only, therefore “inferred
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constructs” such as individual motives and beletsnot acknowledged. As such, positivism
adopts an etic and objective perspective to reeetaking existing theories and applying them

to new populations in a ‘top-down’ process, in orefurther knowledge (Lett, 1990).

As such, positivism adopts for social sciencessdrae scientific inquiry used in physical
science disciplines (Bryman 1988). This emphagisegjuantifiable nature of reality
(Darlaston-Jones, 2007) which enables statistitalyaes of variables alongside an explicit,
systematic reporting in how these are measurekéat al, 2010). As such, decontextualized
results are produced which can be generalisedropaced to other groups for further inquiry

(Johnson & Onwuegbuzie, 2007).

Jovanovic, (2010) suggests that a realist ontodgy/positivist epistemology has gained a
somewhat “monopolistic status” within the histofypsychological research and in many
respects the current research does resonate wahitvist position. For example the
experience of self-compassion is being quantifiedl @nsidered as something that can be
‘measured’ by way of a self-report measure. Theesantrue of the other variables within this
study and it is believed that quantitative statetmethods can be employed to ascertain if a

relationship between these constructs exists.

However by a suggested failure to recognise tHaentes of individual culture and history,
and a negation of human ability to interpret thearld (Barker et al, 2010), some propose that
positivist methodologies reveal somewhat meanisgleslerstandings of psychological
phenomenon (Shirazi, n.d.). It is argued thatutggestion of an invariant reality (Alvesson &
Skéldberg, 2009) creates a “positivist paradox” (Pri®©95), in that the position deprives

itself of the proper subject matter of psychologiybjectivity and meaning (Jovanovic, 2010).

Given the emergence of such criticism, a noticephtadigmatic shift occurred in the mid®20

Century towards a post-positivist position (Troch2006). Whilst many variants exist, the two
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most relevant post-positivist positions to thisesash are that of critical realism and social

constructionism.

3.2.2 Social Constructivism

The more extreme post-positivist position is ‘Sbc@nstructivism’ which is embedded within
a relativist ontological framework. This rejecte thositivist assumption of an independent
reality, in favour of the existence of multiple ligas that are socially constructed between the
individuals whom experience them (Gergen, 2009&s€hconstructions are shaped by an
individual’s social, cultural and historical contéAlvesson & SkKldberg, 2009) therefore
within the social constructivist position, one does ‘find’ knowledge, as in positivism; one

‘constructs’ it (Killam, 2013).

The implications for research based within thistgmnological position is that both the

individual of inquiry and researcher are activelyalved in the co-construction of new
knowledge, placing the researcher in a central¢ grosition to the research (Killam, 2013).
Unlike a positivist ‘etic’ perspective, an emicrsta advocates that a researcher places theory to
one side and instead encourages the participaptetak and allow themes and patterns to
emerge from their narratives (Lett, 1990) contrast to the value-neutral position of pessin,
salience is given to this active researcher ralagdide the interpretation of language used by

individuals, in order to construct new knowledga(2ston-Jones, 2007).

Based in Buddhist cultural and religious beliefse anay argue that self-compassion is itself a
social-construction, thus lends itself well to beasured using relativist and constructivist
methodologies. However criticism of this positiaiggest that not all constructions are
accurate, consistent or equally useful (Barket,&2@0). Furthermore it may be that clear

patterns from multiple constructions do not emdAjeesson & Skoldberg (2009).
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3.2.3 Critical Realism

Unlike social constructivism, another post-possiposition; critical realism, allies itself more
centrally toward the positivist opinion; that therdsts an independent reality which we should
attempt to investigate. Pioneered predominantlbgksar (1975) this position differs from
positivism in three crucial areas. First, it prop®shat whilst we can seek to understand this
independent reality, we must do this critically axaditiously due to the imperfect methods we
have developed thus far (Alvesson & Skoldberg, 2088 such, research findings must be
tentative as we cannot know reality with 100% detya(Cook & Campbell, 1979). This
position also promotes that new understandingsldhmai“inter-subjectively testable”, in that

other researchers should be able to replicatettity and gain similar findings (Popper, 1963).

Second, critical realists argue against positiiignproposing that the exploration of only the
observable is too superficial; it is also importemidentify and understand the hidden,
unobservable mechanism underlying this (Alvessddk&ldberg, 2009). Finally, as with social
constructivist approaches, critical realism ackremlgles that reality is shaped by social
concepts, such as gender, history, race and religlowever this is recognised within a realist
ontology which does not promote the proposed ‘eswdielativism’ of constructivist positions
(Alvesson & Skldberg, 2009). This advocates that the researdbercannot take a totally
objective, etic perspective as their interpretatiare also shaped by their own influences and
theory-laden (Easton, 2010). Consequently, effinésmade to control potentially confounding

variables (Killam, 2013) which emphasises the ingoore of methodological considerations.

Taking a more ‘centrally aligned position’ (Crot®998), one may argue that critical realism is
open to many of the criticisms identified in batle positivist and constructivist ideas. However
being critical and open to evaluation is a basiet®f this position (Sayer, 1992) therefore

such critiques are encouraged to facilitate moceii@te understanding.
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3.2.4 Present study

The predominant aim of this research was to idettié levels of self-compassion experienced
within clinical psychology professionals and to arstand what factors may predict this. This
was conducted using self-report questionnairestabésh self-compassion norms in these
groups and begin to understand the underlying nmesims which produce these levels
(Bhaskar, 1998). It is also believed that individuzan report on their subjective experience,
but in agreement with Sellars (2013) it is alsostdered that the ‘self’ of which one can be
conscious of at a given moment is only part of whgiotentially available to introspection,
when answering such questions. As such, this relséaembedded within a critical realist

epistemological position with further considerai@are outlined below.

A critical realist position recognises that all matis have limitations when attempting to

identify and measure a construct. With this in msignificant efforts have been made to

ensure the validity and reliability of each questiaire and therefore the interpretation made of
the data. It is acknowledged that these questioemaiave been selected based on an alignment
of the researchers own conceptual and operati@iglitions of variables and those of the

guestionnaire authors.

Although sympathetic to the subtle differenceshia definition of self-compassion outlined in
the introduction, at the time of this study thes@sher was limited in the choice of self-
compassion measures available. The Self-CompaSsiale, Neff, (2003b) attempts to measure
self-compassion, as defined by its theoretical@antliral underpinnings, by asking individuals

to complete a self-report questionnaire.

Given its relatively recent emergence within wastagsychology it cannot be assumed that the

term self-compassion has universal, transcultuesming. It is acknowledged that this research
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takes place within a western cultural context, effiorts have been made to consider and

reduce any potential influences to the data yielded

The researcher aims to provide initial informatielating to self-compassion which can be
generalised to the wider clinical psychology prefesal group. In line with a critical realist
position, these findings will be tentative andsihioped that multiple methods and triangulation

across these are used to develop these findirfgsure research (Mingers 2001).

3.3 Design

The present research involved two phases, bothtitatare and cross sectional in design.
Initially a preliminary norming study was conductéae purpose of which was to establish
normative self-compassion scores in a UK commuymifyulation as measured by the 26 item
Self-Compassion Scale (SCS) (Neff, 2003b). Withethrergence of the Williams et al (2014)
paper, during the present research’s data collegt@se, this study’s results will now add to
this normative data. Taken together, these norrtigawilitate a statistical comparison with the

UK trainee and qualified clinical psychologist setfmpassion scores in the main study.

The purpose of a cross sectional design in the stanly was to determine levels of the
outcome variable; self-compassion, in both traismee qualified clinical psychologists. This
was then used to determine how the predictor vimsadrores, taken from the measures listed

below, related to self-compassion scores.

3.4 Preliminary Self-Compassion Scale UK norming sty

3.4.1 Participants

In total 217 participants were recruited into thisming study. Participants in this target
population were all drawn from a community samplged 18 years or older. Adolescents and

children younger than this age limit were excludsdomparison of this sample would be
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made with an all-adult clinical psychologist sampielividuals whom did not live permanently
in the UK were also excluded. No upper age limiswat with the aim to capture adult
participants of all ages, gender, occupation, yehoecupational experience, current living
situation and marital status. In order to reflbéet UK’s growing multicultural community, it
also aimed to capture a range of religious faitis@thnicities. However as the survey was
written in English, participants were required v a good level of fluency in the language in

order to take part.

3.4.2 Participant recruitment

Participants were recruited using convenience sagphethods predominantly via an online
link to the survey posted on a social networkinig;$facebooR”. As the aim of this norming

was to access a UK community sample, this methadaasen due to its strength in reaching a
wide geographical area in the UK, its ability te@ss as large a sample size as possible and its

ease in completion. A snowball sampling method alas adopted to gain further participants.

A limitation to this method was its potential biasexcluding individuals that do not have
access or choose to use the internet or socialonkeitvg sites. As such, 100 paper copy
guestionnaires were also disseminated via ressagprvisors, friends and family with the aim
to reach a wider demographic. Again snowball samgpinethods were used to access as many

adults within this group as possible.

As this study was to establish a normative levededf-compassion, therefore a measure of
central tendency, a power analysis was not requiredtablish a sample siz€o optimize the
likelihood of participation and gain as large a plasize as possible, a participant incentive of
a free prize draw to win £40 of retail vouchers waB® advertised as part of the survey

information page.
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Table 1 highlights how many questionnaires wenernetd in each format and how many were

excluded.

Table 1. Returned questionnaires

Returned Includedj Returned Excluded)
Online 160 -
Paper 57 2
Total 217 2

Two paper participants were excluded as one omlymed the demographic questionnaire and

one only completed 10/26 questions of the SCSihgal6 questions blank.

3.4.3 Measures

Demographic Questionnaire. (Appendix A).

This is a short purpose designed questionnairéextdgy the researcher to ask relevant
demographic information such as age, gender, otiompand marital status. Whilst measures
were taken to promote as random a sample as pestibllimitations of convenience and
snowballing sampling are that potential clustehgata; particularly location, ethnicities and
ages may take place. Therefore participant conguiedf the demographic questionnaire
enabled the researcher to be aware of the sprehgafata to provide context to the study

results.

The Self-Compassion Scale Neff (2003b). (Appen8)x

To date, there exists only a limited number ofdatied measures to assess self-compassion. A
review of the literature revealed a predominantafsene measure; the Self-Compassion Scale
(Neff, 2003b). However further inspection of thedature identified the Forms of Self-
Criticism and Self-Reassurance Scale (FSCRS) (@Gjloéarke, Hempel, Miles & Irons, 2004).

Upon initial screening for face validity, this 22m self-report questionnaire appears to assess
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similar constructs to the self-compassion scaledmmonstrates good psychometric properties
with Cronbach’s alphas @f=.86 for both the self-criticism and self-reasswesubscales in
student populations (Gilbert et al, 2004). Howether FSCRS appears to emphasise self-
criticism over self-reassurance, and has beenlmwsedme research just to operationalise and

measure self-criticism (Kelly & Carter, 2013).

A gualitative measure, The Narrative CompassioneSddacBeth, 2011) is a second measure
to recently emerge from the literature. This i€msstructured interview with an aim to
measure an individual’s experience of compassiofitds the self and others. To date, this
measure has only been employed with individualb aitmplex mental ill health and whilst
identifying initial utility, it has not yet been ed in other populations. Given the aim of this
research is to access as large a sample as possiiig an interview schedule is not practical
within the resources available. This, along wighahly very preliminary use, motivated the

researcher to not use this measure.

In the present research, the Self-Compassion £86al8) (Neff, 2003b) was selected to
operationalise the variable of self-compassioneBagpon the predominant theory of this
research; Neff's theory of Self-compassion (Neff)2a), this 26 item self-report questionnaire
measures levels of self-compassion by asking resgs to rate how they typically act
towards themselves using a 5 point likert scagam# includel’'m intolerant and impatient
towards those aspects of my personality | dorgf’ [&nd“I'm tolerant of my own flaws and

inadequacies’with response options ranging frddmost Never”to “Almost Always”.

It can be completed quickly and with relative e&ssores on this scale are collated to create
individual mean scores for six subscales (self+kes$, self-judgement, common humanity,
isolation, mindfulness and over-identification) wficombine to make a total self-compassion

score. Research has demonstrated that the SCSbasl &actor structure which accounts for
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the inter-correlations for the 6 subscales (Neé¥)3b). The ubiquitous use of this scale is
advantageous in facilitating comparisons with otlesearch, however as such, it will be

regarded critically.

Although emergent from Buddhist culture and belieg SCS was developed with a western
society in mind as primary respondents (Neff, 20038his scale has been used widely in
research and has evidenced good internal relyaliditoss the age span of adults in community
samples; working age adulis= .95-.96 (Jazaieri et al, 2012) and older adults.87 (Allen,
Goldwasser & Leary, 2012) however these have basadexclusively in the USA. A recent
and first UK community sampl@& & 821) has also evidenced good reliabilities wigsS

subscale alphas reported ranging from .76 - .86 (Williams et al, 2014).

The SCS was found to evidence some discriminamditsabs it was not correlated with social
desirability (= .05,p =34) and narcissism= -.08,p=.23) (Neff, 2003b). Concurrent validity

has also been evidenced with the Social ConnectsddealerE .41,p<.01) (Neff, 2003b).

A review of the literature indicates that initiaMeff (2003b) suggests scoring the SCS by
calculating a mean of each subscale then summiagetde a total score. Later, it is noted that
this changes and she suggests calculating the nf@aais data as this is easier for comparative
purposes (Appendix B). As such this leaves theetuiditerature presenting some summed
scores and some mean scores for total SCS, matimparisons problematic. In order to
manage this, the researcher will therefore sca&tBS using both methods, for comparative

purposes.

Within research a general guideline exists withtreh to internal consistency as a measure of
reliability. This states that an acceptable valu€mnbach’s alphao falls around .7 to .8
(Field, 2013). Using this guideline, the total S&&Bre evidenced excellent reliability with a

Cronbach’sy = .91 within this sample. Subscale scores alsizated good reliabilities ranging
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from a = .77 toa = .80. This was with the exception of the Mindds subscale, which fell
slightly below with a Cronbach® = .67. However it is known that alpha values caratfected
by the number of items in the scale (Cortina, 198&h only 4 items in the mindfulness

subscale, this may account for the lower religbihtthis case.

3.4.4 Procedure

The online survey was created using Moddlsoftware. Upon clicking the link, participants
were presented with a participant information sifapgpendix C). At the end of this page,
participants were required to click a tab to rethehconsent form page should they wish to take
part (Appendix D). All elements of the consent fomnich included the exclusion criteria, had
to be confirmed individually before progressinghe questions. Participants where then
presented with the demographic questionnaire fatbly the SCS. Participants were made
aware in the information sheet that no persondiiifiable information would be required
therefore all questionnaire responses would beyanouns. They were also informed that
should they choose to leave the study at any pitiay, could close the browser window at any
point and no data would be saved. Following conmbedf the questions, participants were
then presented with a de-brief page, providing theti details of supporting organisations
they could contact should they wish to (AppendixAf)this point they were also presented

with the offer of entering a free-prize draw by sutling their email address.

The survey was screened for omissions and ernodsa drial run of the survey took place on
multiple internet platforms (Google Chrofife Firefox™, Safarl™ and Internet Exploré¥ 9)

to ensure universal compatibility. All trial datasvremoved prior to the survey going live. A
link to the survey along with a research invitatias posted onto the researchers’ page on the
social networking site FaceBobk Friends and family of the researcher were theitdd to

‘share’ this research invitation on their pagesusthéhey wish to and also copy and paste the
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survey link into an email to send to other indivatiithey believed would be interested. A link

was also placed on the University of Essex Resdantbrprise online webpage.

Paper packs (100) were prepared and included the sdormation as the online survey; a
copy of the information sheet, consent form and atmaphic questionnaire (Appendices F, G
and H), the Self-compassion scale, de-brief pagg@éAdix 1) and opportunity to enter the free
prize draw by submitting their email address orasafe paper slips. These packs were
disseminated by the researcher and research sspesrt friends and family they believed
may be interested in the research but without actethe internet or to pass on to other
interested individuals. Participants were requitedomplete these by hand. When completed,

these were returned to the researcher at the Witiy@ising an enclosed FREEPOST envelope.

3.4.5 Data Analysis

Data were analysed using SP$S/ersion 19. Data was checked for normality andmeeand
standard deviations were chosen to demonstratecitmeative level of self-compassion in the
community sample. A ‘frequencies distribution’ wasducted to demonstrate the
demographic data and to also enable a statistigdbration of any influence of some

demographic variables, Age and Gender, on mairystadables.

3.5 Main study

3.5.1 Participants

Participants in the target population were traicl@gcal psychologists currently studying on a
UK DClinPsych course and qualified clinical psyagikts presently working within the NHS
or Health and Social Services Executive (HSSEa#dal in Northern Ireland. As such, this
study excluded all non-NHS/HSSE clinical psychodtg)i This was to ensure that working
conditions would be as similar as possible in otddacilitate more accurate comparisons

between trainee and qualified groups.
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3.5.2 Sample size

A sample size estimation was calculated using @ar8iBETA of the Statistics Calculator
power calculation software (Soper, 2013). Existitegature was reviewed to identify
previously documented effect sizes for the relevalaitionships to this research. Effect sizes
for Social Connectedness, Fear of self-compasiear, of giving compassion, Fear of

receiving compassion, Stress and Age are presentgapendix J.

As previous literature had not identified effedes between self-compassion and years of
clinical experience or self-compassion and psydfio&d distress as measured by the General
Health Questionnaire (Goldberg & Williams, 1988 researcher could not report or use
these. Additionally, whilst two studies have usethithe Perceived Stress Scale-10 (Cohen &
Williamson, 1988) and the SCS, no effect sizegtese relationships were reported (Shapiro,
Brown, Thoresen, Plante, 2011; Bond et al, 2018)wvé{er, as part of their systematic review,
MacBeth and Gumley (2012) stated all effect sipedate between other measures of stress and
self-compassion. Although none used the Perceited$SScale, it was considered useful to
take an average of the relevant effect sizes obther stress scales reported to help inform a

sample size estimation.

Effect sizes for the range of independent varial¢sd in Appendix J range frors .01 (no
effect size) ta= -.54,p<0.01 (large effect size). However the majority tiéet sizes indicated

a medium effect, therefore an estimate for a medus) effect size was made.

Based on sample size estimates for multiple regnesgth 8 factors, in order to achieve a
medium effect sizef{ = 0.15), with an alpha of 0.05 and power of 018& would require 108
participants. Taking the trainee clinical psychasbgroup and qualified clinical psychologist
group separately, this would require 108 participam each group thus 216 participants in

total.
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Rudestam and Newton (2007) suggest that one sipoedtict a removal of approximately 20%
of cases due to incomplete data sets. With thisiim, the researcher aimed to recruit

approximately 130 participants per group.

3.5.3 Participant recruitment
In total, 221 trainees and 120 qualified CP’s tpakt in the study. This met the required

sample size calculated for a medium effect size {08, per group).

Participants were recruited using convenience sagphethods via an online link to the
research survey. As with the above community santipie method was chosen due to its
ability to access the UK nationwide with relativesse and speed. Specific methods of

recruitment are outlined below for each group.

3.5.4 Trainee clinical psychologists

As all DClinPsych programmes must be accreditethbyHealth Care Professions Council
(HCPC), some uniformity exists across all coursethat all trainees must successfully
complete a teaching syllabus, core placements aatdtaral thesis. The researcher therefore
approached all UK DClinPsych training programs32) as identified in Appendix K. This was
predominantly via their telephone details locatedthie Leeds DClinPsych Clearing House for
Postgraduate Courses in Clinical Psychology wel§sitg80). As two DClinPsych courses were
not listed on this website, their details were tedaseparately on their course university

webpage.

The researcher was required to provide a brief sampwf the project, proof of ethical
approval and a copy of all the questions includetthé survey, for review as requested by some
coursestf =29). Within this, one training course also askexliresearcher to gain NHS

Research and Development (R & D) approval in trespective NHS trust, which was sought
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and gained (Appendix L). Three courses chose sethfate a research invitation without

review.

Where required, permission was granted via theseweprocesses and the researcher emailed
respective course administratons: 25) a research invitation and link to the onkoevey. This
was then disseminated to each training cohort §yga2 and 3) via email by the course

administrator.

Following review and approval, three courses stttiatidue to their own university research
protocols, they were prohibited from directly enmgjltheir trainees invitations to take part in
research. As such, and in agreement with thesesesuthe researcher prepared a research
poster inviting trainees to take part, which wasptiiyed in the trainee common room for two
of these universities (Appendix M). One universitivertised the research, along with the
survey link, on its internal research enterprisbpagye for trainees to access should they wish.
Finally, one university was unable to take paslbtiue to their research protocol, which
prohibited any other agencies, except their owdesits, conducting research within their

university.

Trainees were recruited to an online survey onbgt® methods were not required as all
trainees had internet access and an email accaertbdheir university membership. As such,
it was predicted that all trainees would have amaéqpportunity to take part in the research
should they wish. Using an online survey methodplgs also more practical in accessing

trainees across the UK in a more efficient and enoocal way.

To optimize the likelihood of participation, a panpant incentive of a free prize draw to win

£80 of retail vouchers was advertised as partestirvey information page.
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3.5.5 Quialified clinical psychologists

Qualified clinical psychologists were recruitedwamber of ways. An online advertisement for
research participation was placed on the ‘AcademdResearch’ online forum of an
independent website aimed at clinical psychologstew.clinpsy.org.uk. This forum is widely
used to invite participants for research, thereWss deemed appropriate. An online
advertisement was also placed on the BPS Divisi@linical Psychology online research

board, again as this is used by clinical psychasksgi

An email invitation, along with the survey link wakso disseminated with permission to the
correspondence list of the UK Compassionate MingnhBation. This was an independent
website for research and training in compassiond bgeclinical psychologists and other
interested mental health practioners. As a fiaatuitment method, a link to the online survey
was posted onto the social networking site; FackeBbavhich qualified clinical psychologists

also accessed.

As it was hoped to recruit qualified clinical pspbbgists nationwide, a snowball sampling
method were also employed due to its strengthéessing a large geographical area with ease,
speed and efficiency. Trainees were also providéd avlink to the qualified clinical

psychologist online survey at the end of their ¢joagaires and offered the possibility of
disseminating this to current and previous supersiand qualified colleagues that they

believed may be interested.

As with trainees, postal survey methods were nedldisr the same reasons outlined above.
Whilst qualified clinical psychologists would noave internet access or an email account via a

university, they would have both via their placenafrk and as a member of the NHS/HSSE.
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3.5.6 Measures

One purpose-designed demographic questionnairéanstandardised questionnaires were
used in this research and are outlined below. Basdisure was chosen having evidenced good
psychometric properties and common use in previel@sant literature. Each was screened for
face validity alongside a research supervisor deoto minimise any bias on the part of the
principle researcher. All measures were also seckér ease and speed with which they may
be completed. This was in consideration of potépaaticipants’ completing the questionnaires
without a researcher present to support this sswlthe time-pressures participants many

experience from their job or clinical training.

Demographic questionnaires. (Appendices N and O).

These were two individual purpose-designed queséimes; one for trainees and a separate one
for qualified clinical psychologists, which askéde tparticipants basic demographic information
such as age, geographical location of workplacenaaudtal status. It also asks questions
deemed relevant to this study suclifasv many years clinically relevant experience gal

have before starting training?and“at present, do you carry out any activities foetmain
purpose of emotional self-care? i.e. cognitive teghes, mindfulness, go to the gymgain,

due to the limitations of using convenience andmsradl sampling methods and possible
clustering of data, this questionnaire providedinfation that enabled the researcher to

understand the context and influence of any denpbgeavariables on scale scores.

The Self-Compassion Scale (Neff, 2003b). (Appens)x
Details as above for the norming study. As weltasise in community samples, the Self-
Compassion Scale (SCS) has also been widely ugshdneintal health professionals (e.g.

Shapiro, Astin, Bishop & Cordova, 2005; Shapirop\Bn & Biegel, 2007). Given a trainee
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clinical psychologist’s dual role of student anphician, the literature was screened for

evidence of good reliabilities within both of thgsepulations.

Outside of the UK the scale has demonstrated gela@bilities with trainee clinical
psychologists in Australia, =.95 (Stafford-Brown & Pakenham, 2012) and stuslemthe US
a =.91(Neff, Kirkpatrick & Rude, 2007). The SCS laso been used with UK students and
evidenced good subscale reliabilitiess.75 - .79 (Mills, Gilbert, Bellew, McEwan & Gale,
2007) and full scale reliability = .89 (Gilbert et al, 2011a). The literature destoates its use
with trainee clinical psychologists in the UK, howee no reliabilities within these small

samples were reported (Moore, 2008; Rimes & Wingr@o11).

To date the SCS has not been used with qualifiactal psychologists as a discrete population,
however in their study, Gilbert et al (2011a) evided good reliability with UK ‘therapist’
group which included some qualified clinical psyldgists;a = .90. The above therefore

suggests that the SCS is an appropriate measuse twith these groups.

Again total SCS scores evidenced excellent intezoasistency within these samples, with a
Cronbach’sx = .91 in the trainee group and=.95 in the qualified CP group. Within the
gualified group, SCS subscale scores all evideacedptable alphas ranging frens .75 toa
=.90. Within the trainee group, a similar pattemerged as with the community sample in that
all subscales demonstrated acceptable internalstensiesy = .70 -.84, with the exception of

the Mindfulness subscale=.63.

The Fears of Compassion Scale (Gilbert, McEwan, Mg Rivis, 2011a). (Appendix P).
Only one scale to operationalise the variable af & compassion is currently in existence to
date; the Fears of Compassion Scale (FoCS). ThieB8self-report questionnaire measures
respondents’ fear of compassion by asking thematshiow much they agree with each

statement on a 5 point likert scale. The FOCS giélidee subscales; fear of expressing



72

compassiortio others fear of receiving compassidmom othersand fear of expressing kindness
and compassiotowards oneselfself-compassion). Each subscale produces a ‘tévelar’

mean score. Questionnaire items inclti8leing too compassionate makes people soft and easy
to take advantage of”, “I often wonder whether dé&s of warmth and kindness from others

are genuine’and”l fear that if I am more self-compassionate | vokkcome a weak person”.

This measure has been used in other self-compassearch with both UK therapist and
student populations (Gilbert et al, 2011a; GilbstitEwan, Gibbons, Chotai, Duarte & Matos,
2011b). It demonstrates good psychometric propewith subscale Cronbachs alphas ranging
froma =.72- .83 (Gilbert et al, 20119,=.85 - .94 (Gilbert et al, 2011b) and-=.95 (Kelly,
Vimalakanthan, & Carter, 2014) in student populagiocCronbach’s alphas in therapist
population is also good, with subscale reliab#itianging fromx = .76 - .86 (Gilbert et al,
2011a). To date this measure has not been useagsesatly with trainee or qualified clinical

psychologists.

In the present study, all three fears of compasstaihes demonstrated good internal
consistency. Within the trainee sample, the folloywChronbach’s alpha’s were observed; Fear
of Giving Compassion = .78, Fear of Receiving Compassior .88 and Fear of Self-
Compassiom = .90. Within the qualified sample; Fear of GiviBgmpassiom = .76, Fear of

Receiving Compassian= .89 and Fear of Self-Compassiws .88.

The Social Connectedness Scale — Revised. (Leep&r& Lee, 2001). (Appendix Q).

The Social Connectedness Scale was chosen to iopatege the predictor variable of social
connectedness in the present research. This gelftrguestionnaire measures the extent to
which an individual perceives they are connectethdse around them including peers and

friends. Respondents are required to rate how rtheshagree with each statement using a 6
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point likert scale ranging frortstrongly Agree”to “Strongly Disagree”.Higher scores yielded

from the questionnaire indicate a respondent’sggeian of more social connectedness.

The scale is available in many different forms. ©higinal 8 item scale (Lee & Robbins, 1995;
1998) was revised to reduce responding bias ataeéiments were negatively worded and it
was suggested that it failed to capture the fubezdence of connectedness. (Lee, Draper & Lee,
2001). As such, its existing statements were relvés® a new 20 item measure was developed,
although an 8 —item scoring option was still av@#awithin this; the Social Connectedness
Scale — Revised (SoCS-R) (Lee et al, 2001). Howewece its inception, recent research has
evidenced a limitation of the revised measure at of its items double loaded also on to the
factor of extraversion. Therefore they were dropfpech the measure and the most recently
developed version; the Social Connectedness ScHdtem questionnaire was produced (Lee,

Dean, Jung, 2008).

In the present research, the 8 item scoring omtidhe SoCS —R was selected. This was due to
the researchers wish to be sympathetic to the mosnht developments of the 20 item SoCS- R
in that 5 items were removed. The 8 item scoringpopdoes not include any of the 5 items that
were latterly removed and therefore it is deemedntilost appropriate and valid measure of
social connectedness to use in this research. itechale”l don't feel related to most people”

and“l have little sense of togetherness with my peers

The scale has been used, in its 20 item reviseel @tee et al, 2001) in previous self-
compassion research (e.g. Neff et al, 2007; Nefl&eehee, 2010). Within this, it has
demonstrated good reliability in student populagiceinging fromx = .91 too = .93 (Neff &
Germer, 2012; Smeets, Neff, Alberts, & Peters, 20IHAe scale demonstrates good

discriminant validity with measures of social avemde ( = -.57,p <0.006) and loneliness
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(r = -.80) (Lee et al, 2001). The SoCS-R appears te havbeen used in its 8-item scoring

option within the self-compassion literature therefthis study will be the first.

Within the present trainee sample, the SoCS-R dstraind excellent internal reliability,

a =.93. This was also observed within the qualiftfl sampleg = .94.

Permission to use the measure was obtained aatit®r; Dr Richard Lee.

The Perceived Stress Scale (Cohen & Williamson, 898Appendix R).

Many measures have been used to operationaliselasidiual’s stress levels which are relevant
to this research. A number were reviewed for ugbigresearch, for example the Depression,
Anxiety and Stress Scale (Lovibond, & Lovibond, 299he Mental Health Professionals
Stress Scale (Cushway, Tyler & Nolan, 1996) and3beeral Health Questionnaire- 28
(Goldberg & Hillier, 1979). In the present researitle researcher favoured a tool which
attempted to capture the individual’s idiosyncracception of their stress, as opposed to
measuring proposed biological or behavioural markéthe construct. This also enabled the
researcher to acknowledge that individuals in simibntexts may experience different

perceived levels of stress, due to other influences

In the present research, the 10 item PerceivedsS8eale (PSS-10) was selected to
operationalise the variable of stress as a predueioable. This self-report questionnaire
requires a respondent to rate the degree to whahperceive their lives as stressful. Example
items includ€‘ln the last month, how often have you been upsetibse of something that
happened unexpectedly?” “In the last month, howmtave you felt nervous and “stressed?”.
Respondents are asked to rate how much they agiteég statement using a 5 point likert
scale with response options ranging frovever” to “Fairly Often” . A total perceived stress
score is then derived from the responses; the hihleescore yielded, the more stressed the

respondent perceives themselves to feel.
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The PSS also exists in its original form; 14 itgdSS-14) (Cohen, Kamarck, & Mermelstein,
1983) and a short form; 4 item version (PSS-4) ok Williamson, 1988). The PSS-10 was
created by dropping the 4 items from the PSS-1# thi¢ lowest factor loading, and
demonstrated slightly better reliability;= .78 and factor structure in a community sample
(Cohen & Williamson, 1988) . At the time of devellog this study, the internal reliability of

the 4 item version was reduced (Cohen & Williamsk988), therefore the PSS-10 was selected

for this research.

The PSS-10 has demonstrated good convergent yakdien compared with other measures of
stress (Cohen & Williamson, 1988) and the PSS-1glfaand to measure a different and
independent construct when compared with the Céotdétpidemiologic Studies Depression
Scale (CES-D) (Radloff, 1977) indicating discrimibaalidity. As such, the construct validity
of the PSS-10 measure was considered to be satigfathe measure has been used with UK
trainee CP’s however no reliability coefficientsre@eported. The PSS-10 has however
demonstrated good reliabilities within other simg@oups; counselling psychologistsz .87
(Shapiro et al, 2007). In the present researchP 8 demonstrated good internal consistency

within the trainee sample,= .87 and within the qualified CP sampies .84.

To date, only the PSS-14 has been used in preselitsompassion research (for example see
Neff & Germer, 2012; Newsome, Waldo & Gruszka, 204:3d with UK trainee clinical
psychologists (Rimes & Wingrove, 2011) as such, gansons of this data will be made
tentatively with these studies. Permission tothsemeasure was obtained via its author; Dr

Sheldon Cohen.

The General Health Questionnaire -12 (Goldberg &NMéams, 1988). (Appendix S).
The majority of previous trainee/ clinical psychgikis and stress research within the UK to

date, has measured stress by defining it as ‘psygitoal distress’ and using the General Health
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Questionnaire -28 (GHQ-28) to identify ‘casenes’ighway,1992; Cushway & Tyler, 1994;
Cushway, Tyler & Nolan, 1996; Wall et al, 1997; Hagan, Edwards & Burnard, 2004). It has
also been used with Australian trainees (Staffmolwn & Pakenham, 2012). ‘Caseness’ is
defined by the GHQ manual as “just significant icih disturbance”. A ‘caseness’ score can be
compared with suggested ‘default thresholds’ terthisinate cases from non-cases. The GHQ
is a self-report questionnaire, used to identifycpgatric disorders in the general population or

community non-psychiatric clinical settings suctpamary care services.

Following a review of all available stress measyities researcher decided that for this study,
the PSS-10 was the most appropriate measure. Howggven that an aim of this research is to
update our knowledge of stress experienced withdrclihical psychologists, it seemed most
sensible to use the same measure that was preyigsgesd to identify current ‘caseness’ levels

within this population. This would therefore fatalie more reliable comparisons.

However, the GHQ-28 could not be included in thiglg as it asks questions relating to
suicidal ideation and intent. This makes it inapiate for use in an anonymous online survey
as the researcher would be unable to action anyosuim response to such potential
disclosures. A shorter form of the scale, the Garidealth Questionnaire-12 (GHQ-12),
however does not contain items relating to suiddihtion and intent. It also takes less time to
complete and has demonstrated comparable psychompetperties to the longer GHQ
versions with Cronbachs alphasoof0.73 andx =0.87 (Hankins, 2008). As such, the
‘caseness’ scores derived from the GHQ-12 in tlesgnmt research will be used to compare to

the ‘caseness’ scores identified in previous ltteeusing the GHQ-28.

This 12 item self-report questionnaire asks respotgito reflect on their current level of
psychological distress and asks them to considbeif think this differs to their ‘normal’ state.

They are then asked to rate how much each statewlatds to them using a 4 point likert scale
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with example response options ranging frdwot at all” to “Much more than usual’and
“More so than usual’and“Much less able” The GHQ-12 identifies a continuous overall total
score of psychological distress; the higher theesdbe more severe the reported psychological

distress.

The GHQ-12 has demonstrated good convergent walidih other measures of psychological
distress (Mari & Williams, 1985) and evidence gapecificity (78.5%) and sensitivity

(93.5%) coefficients (Goldberg & Williams, 2006 i$ version has also recently been used in
UK clinical psychologist populations (Ruths et20,12) and UK counselling trainee
populations (Kumarya & Baker, 2008), however neitieported ‘caseness’ levels as part of

their studies.

Within the present research the GHQ-12 demonstigded internal reliability in both the

trainee sampley = .87 and the qualified CP sampies .81

3.5.7 Procedure

As with the community sample, the online survey wasted using Moodl¥ software. As
before, prior to dissemination the survey was swddor errors and omissions. A trial run of
the survey took place on multiple internet platferamd computer systems (NHS and home
computers) to ensure universal compatibility. Oagain, all trial data was removed prior to the

survey going live.

Upon clicking the link, participants were presenigth a participant information sheet
(Appendices T and U). It was estimated that it widake approximately 20-30 minutes to
complete the survey and participants where madeea@fdhis at this point. At the end of this
page, participants were required to click a tateth the consent form page should they wish

to take part (Appendices V and W). All elementshaf consent form, which included the
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exclusion criteria, had to be confirmed individydefore progressing to the questions. A
limitation of completing the questionnaires rempislthat the researcher has reduced control
over who is completing them. As such, participamse asked to confirm that they were either
a trainee clinical psychologist or a qualified @l psychologist working within the NHS
twice; once following the participant informatioheet and once again as part of giving
informed consent. This was to minimise the chariceembers of other disciplines accidently

completing the battery of questionnaires.

Following confirmation of all aspects of the conistemm, participants were presented initially
with the demographic questionnaire. As in the comitytsample, no personally identifiable
information was required therefore all questionrmagsponses were anonymous. The
demographic questionnaire was followed by 5 statidad questionnaires in the following
order; Self-compassion Scale, Perceived Strese Jeadrs of Compassion Scale, General
Health Questionnaire and Social Connectedness.Jtattcipants were able to select their

answer by clicking once with their computer mousgerdheir chosen response.

Participants were made aware in the informatioesti@at should they choose to leave the
study at any point, they could close the browserdaw at any point and no data would be
saved. Following completion of the questions, pgréints were then presented with a de-brief
page, providing them with details of supportingamigations they could contact should they
wish to (Appendix X). At this point participants meealso presented with the offer of
submitting their email address to find out the gtfiddings once complete, and to also enter

the free-prize draw.

An additional limitation of remote, online complaniis the absence of the researcher to ask any
questions for purposes of clarification and compreion. As this may influence the validity of

some responses or possibly dissuade participamtstaking part, the contact details of the
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principle researcher and the research supervisers made available as part of the information

page and final page.

Given the recent emergence of self-compassiontarmenefits within the clinical psychology
field and the current social and political emphasiscompassion’ within the NHS (Firth-
Cozens & Cornwell, 2009), it was proposed by tlseaecher that for clinical psychologists,
possessing self-compassion may be considered @lgat@sirable quality. This refers to a
propensity to answer questions in what is deenmsatially acceptable way (Crowne &
Marlow, 1960). Barker et al (2010) recommend tiatusd this response set be anticipated, a
social desirability scale should be embedded asgpéine questionnaire battery. This was
considered in terms of the present research; hawewas also acknowledged that as clinicians
trained to employ a vast array of empirical questaires, it was likely that such a measure
would be recognised by the clinical psychologistipgants, thus rendered useless.
Furthermore, previous research has found that lstesarability did not correlate with SCS
scores (Neff, 2003a). As such this was not inclutaever social desirability will be

considered when interpretations of the data aresmad

3.5.8 Data Analysis

Data were analysed using SP¥%ersion 19. Data was checked for normality andntiean
and standard deviation were chosen as the appr@pni@asures of central tendency to identify

levels of self-compassion in both the trainee grang qualified group.

In order to establish if any statistically signért difference exists between trainee levels of
self-compassion and qualified levels, a betweernestdt-test was used. In order to ascertain
how both CP groups scores compared with the conmtspnsample, additiondttests were
carried out. Finally, in order to ascertain whieletbrs predicted levels of SCS scores, a

multiple regression was carried out for both groupe for trainee CP’s and one for qualified



80

CP’s. Further between-subjects analyses were abst to ascertain how trainee CP’s and
gualified CP’s scores compared with relation toghedictor variables; all three fears of

compassion, GHQ-12, PSS-10 and SOCS-R.

3.5.9 Data collection

The data collection period lasted approximatelydhths from March to October, 2014. Once a
participant submitted their responses to the qomssires, their data was automatically entered
into a spreadsheet and stored by MoBllé\s outlined in the research information page,
participants were aware that it would not be pdeditremove their responses once submitted
due to the anonymity of the data. Following the efithe data collection phase and closure of

all surveys, this data was transferred into an StR8&base ready for data analysis.

Data collected in the community sample via pap@ies) were returned to the researcher via a
postal address at the university. These were opepeqal receiving and any email entries to
enter the free prize draw were removed immediaetystored in a locked cupboard.
Participant consent forms and completed questioesaiere stored in a second, separate
locked cupboard, both of which only the researtfagr access to. This was to ensure that
should a participants name form part of their emddress, it would not be possible to deduce a

participants questionnaire responses, thus maiatanymity.

3.6 Ethical considerations

Ethical approval was sought and gained from Thevélsity of Essex Ethics Committee
(Appendix Y). As the norming study recruited onlgrh a community sample this was
sufficient ethical approval. This initial study didwever adhere to all other ethical

considerations as outlined in this section.
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Under recent changes in research ethics guidaretgo(él Research Ethics Service, 2012),
NHS ethical approval is not required for NHS/HS $&ifdrowever R & D approval is still
required. Liaison with a University Ethics NHS Sponrevealed that as trainees were recruited
via their university membership and not as NHSfsR& D approval was not required. As
qualified clinical psychologists were recruitedrngthods outside of contacting them via their
NHS role, R & D approval was again not requiredhe Present research’s application for
ethical approval was reviewed in full and approlgdhe University NHS Sponsor, with all of

the above participant recruitment procedures cedlin

During the data collection phase this was withekeeption of one DClinPsych programme, as
it was initially insisted that R & D approval beugiht (Appendix L). Despite the disagreement
with this by both the principle researcher and aede supervisors, an application was
completed in order for the data collection to bénakisive of all UK trainees as possible.
Following data collection, a discussion with th&m® department in question revealed that in
hindsight, they too agreed that R & D approvaldoess their trainees in their student role was

unnecessary.

In order to ensure compliance with ethical guidative BPS guidelines on conducting
psychological research online (BPS 2007) and ietenmediated research (BPS, 2013) were
consulted. As both the norming study and main stisd social media, the recent Health and
Care Professions Council guidance in using socaliem(HCPC, 2014b) was also consulted
throughout the process to ensure that this reseeaishalso in its accordance. As such, the

following was implemented.

Informed consent was sought from all participamasthre use of an online information sheet
and consent form. These required the reading anfire@tion of individual sections to

indicate each piece of information has been indeépetty read and understood. Given that one
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major difference in online research is that theaesher and participant do not meet, the
researcher also provided their university emaikasision the information page so that potential
participants can ask the researcher any quespoins,to giving their consent and taking part in
the study. Both the information sheet and consemmh fappeared prior to the delivery of the
guestionnaires and were required to be fully coteglein order to access the survey. This was

to ensure that the participant had best undergdtothsk of the survey.

All data was collected and recorded in lines with Data Protection Act (1998). As per the
permission conditions for the social connectedseate- revised (Lee et al, 2001), anonymous
data from this scale and basic demographic infaonaif gender, age and ethnicity, will be
made available to the author of the scale onlyRRhard Lee, for possible future data analyses
purposes. This was explicitly stated on the infdramasheets (Appendices T and U) as part of

providing informed consent.

It has been identified that a possible barriedittical psychologists seeking help or discussing
their own well-being includes issues of privacy aondfidentiality concerns, fear of loss of
professional status and shame, guilt or embarragsfAPA, 2010). The researcher attempted
to reduce the possibility of this by making thevayranonymous and therefore did not ask

participants for any personally identifying infortima.

The only potentially personally identifiable dat@guced by this research was the email
addresses provided by participants by their owntigalshould they have wished to enter the
free prize draw or submit their interest to find the study results. In order to maintain
confidentiality the email addresses submitted k&adnline survey were stored in a separate
password protected file thus not attached to dhetia. In the paper packs of the community

sample, email addresses were submitted on a segaeat of paper and stored in a separate
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locked cupboard. This was only accessible by teearecher and no other persons (such as

research supervisors).

At the end of the research and following the ncaifion of the prize draw winner and
dissemination of study findings, all email addressél be deleted immediately. It was hoped
that by taking these measures and increasing anigngsnmuch as possible, this reduced any
possible threat to self-image, which has been ifietitas a possible form of ethical harm

(Barker et al, 2010).

In order to respect the right of all potential papants to their privacy, the choice to take part
in all the online surveys was optional. It was assd that as this survey could be anonymously
completed online instead of meeting with a reseatgtotential participants would find it

easier to refuse participation should they wish\@a the information sheet, it was also clearly

explained how participants could exit the onlinevey once started, should they wish to.

Given the significant consideration to the selectd appropriate measures for the online
design of this study, it was anticipated that itNdobe unlikely that a participant would become
distressed whilst completing the questionnairesvéi@r, the final page presented in both the
community study and main study provided appropaig relevant contact information to

organisations that could provide support if requlire

The BPS proposes that when adopting online metbgades, the researchers should consider
providing the option of feedback via telephone -onal should a participant be distressed (BPS
2007). As such, the principle researchers emailesddwvas presented alongside the email
addresses of the research supervisors as pae detirief page. No participants used this

availability.
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4. Results
4.1 Chapter Introduction
This chapter will present the results yielded friti® questionnaires used in this cross sectional
research. It will first present the process of dat@ening and results for the community
norming sample and, as informed by the research wiiththen go on to describe the results in
the trainee and qualified clinical psychologisesrples. Comparisons between these two
groups and the community sample will also be exguloFinally, a summary of the results will

be presented and the research hypotheses willeaatidressed in turn.

4.2 Community Sample

4.2.1 Data input

Data from the online survey was transferred inpmssword protected Microsoft ExE&IFile
ready for importing into SPSS Version 19 for datalgsis. All paper copies of the Self
Compassion Scale (SCS) and demographic questienmane entered into a separate Excel file

by hand, and each entry was visually double checked

4.2.2 Data screening and missing variables

The first stage of data screening included an diebaf the data for missing values. Hand

data entry of the SCS revealed that 2 participbatsanswered some questions with two scores,
for example ‘2-3'. In these cases a mean scoretakas of both reported responses; for
example ‘2.5’, and replaced these scores. Partitipalid this six times and participant 36 did

this once.

As the online survey was designed to not permitrarsged questions, further inspection of the
data revealed that three participants completiegstirvey via paper copies did not provide an
answer to one question each. Upon further reviearetwas no apparent pattern to this as one

participant missed question 3, one missed quegtamd the third missed question 26. As such
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these missing values were replaced with the meane groduced by the respective questions
within the paper responding group. Due to the nurobearticipants, screening for missing
data was also supported by conducting a ‘Missinlgid@&aAnalysis’ on SPSS. This confirmed

that all missing data had now been replaced.

4.2.3 Scoring

All appropriate question items (questions 1, 4,4, 11, 13, 16, 18, 20, 21, 24, 25) were
reverse scored as directed by the SCS instructinrige cases in which a mean score had been
taken, for example; ‘3.5, these were also reverswed where appropriate, for example: to
‘1.5". In the main, Total SCS and subscale scorerewlerived by calculating the mean, as
suggested by Neff's SCS latest instructions (AppeBd. However a summed total SCS score

(Neff 2003a) is also presented throughout for carmpge purposes with previous literature.

4.2.4 Data analyses

4.2.4.1 Assumptions of parametric analyses

Initial exploratory data revealed apparently biffesfences in age between the paper group
(M=56.34,SD= 16.69) and online groupA(= 35.71,SD= 13.17). Given that previous research
indicates a potential impact of age on self-compasscores, it was decided to carry out a
statistical test to establish if any significarffelience in SCS scores existed between the paper
and online participants. This would reveal if tlenple could be analysed as a whole and

reduce the influence of mixed distributions (Turk&960) and outliers (Field, 2013).

In order for parametric tests to be reliable, eerégsumptions of the data must be met. These
include assumptions of normality, and homogenéityaniance (Field, 2013). Both paper and

online SCS scores were therefore analysed for pgramassumptions. This was initially as two
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separate groups, to inform which statistical testidl be the most appropriate (parametric /

non-parametric) in comparing these scores.

The findings are presented in detail in AppendiX e assumption of a normal distribution,
dictates that for each variable of interest, valfeskew and kurtosis should equal 0. As such a
‘Normality test with plots’ analysis was run to again this. From this, skewness and kurtosis
z-scores were calculated in order to allow for agneriable comparison and are presented in
Table Z1. For a variable to indicate a normal dstion, z-scores must fall between -1.96 and

+1.96 (Field, 2013).

Inspection of this data reveals Skewness and Kisrthstributions falling within range, and
non-significant Shapiro-Wilks statisticg ¥ .05), indicating normality (Field, 2013). Levege’
test also revealed that the variances betweentbetbnline and paper group were eque (
.05) thus meeting the assumption of homogeneityadgince. Visual inspection of histograms,

Q-Q plots and Box and Whisker plots also confirmedmal distributions.

A parametric, independetitest was therefore conducted to ascertain if p&@&3 scores
differed significantly from online SCS scores. Tresealed that mean total SCS scores were
lower for online participantdM= 2.97,SE=.05) than for paper participantgl & 3.06,SE=.09)
however this difference, - .093, CI [-2.606, 0.1084s not significant(215) = -.936p = .350

(two-tailed) and demonstrated a small effect size0.13.

All community sample data was therefore mergedttagefor the purpose of analysis and to

confirm that it met the assumptions for paramedrialyses as a whole group.
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Table 2. Community sample parametric tests foiSk-compassion Scale.

Mean SD) Skewness Kurtosis Sha_pire'lo-WiIks
Total SCS 2.96 (.64) .81 .59 S(I)g.é385
Self-kindness  2.81 (.79) 1.77 .61 0.017*
Self-Judgement  3.02 (.80) .66 -1.06 0.096
Common Humanity  3.12 (.93) -.07 -1.26 0.013*
Isolation 2.99 (.95) -.81 -1.95 0.003*
Mindfulness 3.25 (.76) -.49 -1.02 0.017*
Over Identification 3.14 (.92) -.58 -1.74 0.011*

* p> 0.05,2 Based on Mean

Data from Table 2 identifies that as a total SC8escthe assumptions of parametric tests have
been met; the data falls within the acceptableedogskewness and kurtosis (-1.96 to +1.96).
and the Shapiro-Wilks statistic is non-significgmt> .05). Visual inspection of the histogram,
Q-Q plots and Box and Whisker plot also confirms #s a normal distribution (Appendix

AA).

With relation to the subscale scores, the distidloubf the data appears to be more skewed and
kurtotic however still remains within acceptablmilis (-1.96 to +1.96). The Isolation subscale
presents as the most kurtotic at +1.95. just withelimit (Field, 2013) and indicative of a

more leptokurtic distribution. However, the Shapiilks statistic is significant for most
subscalesp< .05); Self-Kindness, Common Humanity, Isolativindfulness and Over-
Identification, indicating possible non-normalifjield (2013) highlights how tests based on
null-hypothesis significance testing, such as thapfo-Wilks test, can indicate significance
even due to small differences from a normal distrdn. Given the present large sample size,
n= 217, the researcher is therefore confident thiatrhay be impacting upon these findings.

Indeed visual inspection of the histogram, Q-Q%botd Box and Whisker plots indicate a
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normal distribution, therefore, it was considereat the Shapiro-Wilks results were likely type

1 errors and the assumptions of parametric anahagdeen adequately met.

As a normal distribution makes it less likely thfa@ mean is affected by extreme scores, these
findings also indicate that the mean and standavihtion is the most appropriate measure of

central tendency to report the normative data.

4.2.4.2 Demographic data

The data was next analysed to ascertain the deplugreharacteristics of this sample. A
‘Frequencies’ analysis was used to explore thewmgoecal variables (Field, 2013). Table 3
identifies that a majority of the sample were feen@?2%) and most of the sample were either
married or single.

Table 3. Community sample gender and mastitdls

(n) (%)
Gender
Male 61 28.1
Female 156 71.9
Marital status
Single 98 45.2
Married 104 47.9
Divorced 15 6.9

Interval data such as age was also analysed fomg®ns of parametric analyses and found to
be non-normally distributed (Appendix AB). As subtle medians, ranges and inter-quartile
ranges (IQR) are presented in Table 4. This indgaimilar median ages of both males and

female, with the measures of dispersion highligharwide range of ages in the sample.
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Table 4. Community sample age data.

Mdn Range IQR
Males 33 64 27 -61
Females 36 68 27 —53.75
Total 35 68 27 -54

Note Mdn = Median, IQR = Inter-quartile Range

The remaining demographic data was analysed usdagéncy analyses. A review of
occupational data revealed that the majority ofsu@ple were in Full time employment
(57.1%), Part time employment (14.3%), Retired §¥d. or a Student (10.6%). Other
occupations identified, although less so, were Huoaleer (2.3%) and ‘Other’ (1.8%). Median

values reported indicated 15 years of experiel@R € 7- 31,Range= 64).

Table 5. Community sample ethnicity and religioteda

n (%) n (%)
Ethnicity Religion
White (UK) 197 90.8 Christian 109 50.2
White Irish 2 9 Jewish 1 5
Other White background 9 4.1 Muslim 1
White and Asian 2 9 Sikh 1 :
Multiple Ethnicity 3 1.4 No religion 98 45.2
Indian 1 5 Other religion NOS 3 1.4
Pakistani 1 5 Would rather not say 3 1.4
Chinese 1 5
Would rather notsay 1 5

Inspection of ethnicity and religion data (Table®)ealed that the majority of the sample
identified their ethnicity as White, from the UKQ8%) and their religion as Christian (50.2%)

followed by ‘no religion’ (45.2%) as the secondshoommon category.
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Review of the frequency data for county of livirmyealed a good spread of geographical
locations of data (Appendix AC) across the commusimple. The majority of participants
were recruited from the counties of North YorksH{4.9%) and Essex (19.8%), however

counties in Scotland, Wales and Northern Irelanceve¢dso represented.

4.2.4.3 Research objective 1: UK community sampleath for the Self-Compassion Scale
(Neff, 2003b)

All UK Community sample data for the SCS and sulesces presented in Table 6. This
demonstrates means and standard deviations fosraatefemales as separate groups followed

by a total community SCS score.

Table 6. Self-compassion Scale UK normative data

Males Females Total Sample
M SD M SD M SD
Total SCS Mean 3.04 .63 2.98 .65 2.99 .64
Self-kindness  2.69 79 2.86 .79 2.81 .79
Self-Judgement  2.90 .88 3.07 .76 3.02 .80
Common Humanity  2.98 1.00 3.18 .90 3.12 .93
Isolation 2.90 1.06 3.03 91 2.99 .96
Mindfulness 3.33 .83 3.22 73 3.25 .76
Over Identification 2.85 91 3.26 91 3.14 .92
Total Summed SCS  18.35 3.83 17.90 3.93 18.02 3.89

Note.Total SCS = Total Self-Compassion Scale Scores.
&= calculated by reverse scoring Self-judgementat®on, Over Identification and summing to all eth
subscales.

UK norms for total SCS scores as derived from ¢bimmunity sample wengl= 2.99,SD= .64.

A t-test was used to ascertain if SCS scores diffieyegender. This revealed that men reported
higher total SCS scorebl€ 3.04,SE=.08) than womenM= 2.98,SE= .05). However, this

difference was non-significat215) = -.702p = .483 (two tailed) and with minimal effedt=
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0.09. Homogeneity of variance between males andl&Eswas indicated (Levene’s tgst
.606). Furthet-tests were carried out on all subscales revedliriger non-significant
differences in all, except the Over Identificatgubscale. This revealed that women reported
higher levels of over-identificatioM = 3.25,SE= .07) than men\=2.85,SE=.12) and that
this difference, -.407, C1[0.137, 0.677], was #igant t(215) = -2.968p<0.005 (two tailed)

with a medium effect sizé = 0.4.

4.3 Trainee and Qualified Clinical Psychologists

4.3.1 Data input

Upon survey closure, data from the online survey tkansferred into a password protected

Microsoft Excel File ready for importing into SP§®8rsion 19 for data analysis.

4.3.2 Data analyses: demographic variables

Trainee and qualified clinical psychologist’'s datare analysed to establish the demographic
characteristics of each sample. Interval data sscdge, years of clinical experience and
number of hours of Self-compassion teaching wasesed for parametric assumptions and
found to be non-normally distributed (Appendix AB§ such Medians and IQR’s are
presented for these variables. Total years ofadirexperience for trainees was calculated
using the number of years of experience pre-trgipins the number of years spent on training.
As one may anticipate, Table 7 demonstrates taatdes were younger than qualified CP’s and
had fewer years of clinical experience. Howevearsge of at least 30 years in both groups
indicates that a good spread of ages was achiencethages of 14 and 31 indicate a good

variety of years of clinical experience also.
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Table 7. Psychologist age and yearsioicel experience

Trainees Qualified
Age
Mdn 28 375
IQR 26 - 30 32-44.75
Range 30 32
Clinical experience
(Years)
Mdn 4 12
IQR 3-6 9-18
Range 14 31

NoteMdn = Median, IQR = Inter-quartile Range

Table 8. Psychologist gender and marital status

Trainees Qualified
(n) (%) Q) (%)
Gender
Male 31 14 15 125
Female 190 86 105 87.5
Marital status
Single 159 71.9 42 35
Married 57 25.8 70 58.3
Divorced 3 14 7 5.8
Missing data 2 9 1 .8

Note.n = frequency.

Again categorical variables were inspected usitigeguencies’ analyses. Inspection of gender
and marital status data revealed that most ofrtiede sample was female (86%) as was most

of the qualified CP sample (87%) (Table 8). Conmguars with Clearing House for Postgraduate
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Courses in Clinical Psychology (CHPCCP) equal opymities data indicates that this is
representative of the trainee population; 86% (CBP2013) however very slightly
underestimating the number of male qualified CBgistered with the HCPC (18%) (HCPC
2015). Most of the trainee sample reported thenitadastatus as single (72%) whereas the
majority of qualified CP’s were married (58%), altlyh a large proportion did report they

were single (35%).

Full ethnicity and religion data can be found inp&pdix AE. This demonstrated that within the
trainees group, the majority of the sample considéhnemselves to be White British (81%)
with White Irish (5%) with ‘Other White backgroun{8%) also reported more than other
categories. The same pattern was also found witieigualified CP group; White British

(87%), White Irish (4%) and ‘Other White backgrou(®fb). Other ethnicities included
Chinese, Pakistani, Indian, Black British, Whiteldlack Caribbean, indicating some

representation from a variety of ethnicities.

The majority of trainees reported that they hadrel@ion’ (65%) or were Christian (24%).
Again this pattern was the same within qualified@E&ups; ‘no religion’ (67%), Christian
(27%). Given that self-compassion stems from Busidieligion and culture, it is worth noting
for the purpose of providing context to later réstihat 2% of trainees and 1% of qualified

CP’s identified themselves as Buddhist.

Table 9 presents service information for traineebsgualified CP’s. This identified that both
groups are predominantly working as part of an MBdinees (80%) and qualified CP’s
(72%). Further information reveals that many tragye/ork with at least one or two other
psychology colleagues (32%); this refers to quadifiCP’s and other trainees and assistants.
Furthermore, 37% report they work with 3 to 5 otpgychology colleagues and 21% reported

they worked with between 6 to 10 other psychologfleagues . Some trainees (2%) indicated
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that they work with no other psychology colleagwesich is somewhat concerning, given their

learning and student role.

Within qualified CP’s a similar pattern emergeshat 28% work with at least one or two other
CP’s, 19% work with between 3 to 5 other CP’s aB%2vork with 6 t010 other CP’s. In

contrast to trainees however, nearly 16% repottey worked with no other CP colleagues.

Table 9. Psychologist service mdadlemographics

Trainees Qualified
(n) (%) Q) (%)
Service Type
CP only 45 20.4 34 28.3
MDT 176 79.6 86 71.7
Number of
PC’s in team
0 4 1.8 19 15.8
1-2 70 31.7 32 26.7
3-5 81 36.7 23 19.2
6-10 46 20.8 28 23.3
11-15 12 5.4 8 6.7
16 - 20 6 2.7 6 5
21+ 2 9 4 3.3
Self-Care
Yes 188 85.1 97 80.8
No 33 14.9 22 18.8
Missing data 1 .8

Note. PC = Psychology ColleaguesIDT = Multi-disciplinary Team.

Table 9 also indicates that a large proportionathlsamples also reported that they completed

activities for the purpose of self-care; traine&s%), qualified CP’s (81%).
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Analyses of the trainee data revealed a fairly espgead of participants across all three cohorts
of training: Year One (35%), Year Two (36%) and i¥&hree (29%). In relation to course
information, further analyses revealed that theiamedumber of hours of self-compassion
teaching was 3 hourd@R= 0 — 6), with a Range of 20 hours, suggestingttiiatcan vary

significantly between courses.

A final check of the demographic questions ideedifthat up 49% of trainees and 63% of

gualified CP’s used self-compassion theory andsdeaheir clinical work with clients.

4.3.3 Data analyses: study variables

4.3.3.1 Data screening and missing variables

As with the community sample, data screening inetbidn eyeballing of the data for missing
values and was supported by a ‘Missing Values Asiglpn SPSS. Within the trainee CP
sample, this revealed that one participant hadedigsiestion 4 on the Social Connectedness
Scale (SoCS-R). Within the qualified CP sample, paxticipant had omitted question 5 on the
same scale. Both of these were replaced with $yentive series means for these questions

(Field, 2013).

4.3.3.2 Scoring

As before, the SCS was reverse scored where iedi¢gtiestions 1, 2, 4, 6, 8, 11, 13, 16, 18,
20, 21, 24 and 25) and total SCS and subscalesea@re derived by adding up scales and
calculating the mean, as suggested by Neff's S@8ngrinstructions (Neff, 2003b; Appendix
B). ltems in the Perceived Stress Scale (PSS) {ignes4, 5, 7 and 8) and all items in the
SoCS-R were also reverse scored as per its sdostrgctions. The General Health
Questionnaire-12 (GHQ-12) was scored accordinged@HQ ‘classic scoring’ methods. This

involves weighting the columns to scores of ‘0101’. A number of possible scoring methods
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exist, including typical Likert scoring ‘0, 1, 2, &nd a further, modified GHQ scoring method;
Chronicity GHQ method (CGHQ), which involves scoo¢40, 0, 1, 1’ and ‘0, 0, O, 1
depending on the positive or negative wording efdbestion. This was devised by Goodchild
and Duncan- Jones (1985) and has evidenced imps®reitivity to longer term (chronic)
distress (Goldberg & Williams, 2006). However ithe ‘classic’ GHQ method that is
advocated as the optimal choice in maintainingiseitg and specificity for the GHQ-12 and

is proposed as the best method to identify ‘caseigsthe questionnaire author (Goldberg et
al, 1997). Given the aims of this research, thitho was therefore chosen. All three Fear of

Compassion subscales did not require reverse gcorin

4.3.3.3 Assumptions of parametric analyses

Once again, in order for parametric tests to balvld, certain assumptions including linearity,
normality, homogeneity of variance and independengst be met in order to inform which
statistical test would be most appropriate to #seld, 2013). As such, all variables were

analysed to establish if these assumptions hadrpeén

4.3.3.4 Linearity and independence

In the first instance, scatterplot matrices’ wesated to ascertain that all variables (Age, Years
of clinical experience, Perceived Stress, FearivinG Compassion, Fear of Receiving
Compassion from others, Fear of Self-CompassioygHedogical distress and Social
Connectedness) to be included in the main datyseslvere linearly related. Upon visual
inspection, there is no curving of the scatterppotsent although some outliers are indicated.
A curved formation would indicate non-linearity thfore the researcher is confident that this

assumption has been met (Appendix AF) (Field, 2013)
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It is assumed that respondents from the same di@a®t confer when completing their
guestionnaires. Furthermore, given the wide geducapspread of responses the data is

assumed to be from independent sources.

4.3.3.5 Assumptions of normality and homoscedastigi

The trainee data (Table 10) demonstrates thattotay SCS scores were normally distributed
and all other variables violated these assumptiama many caseasscores fell out of range (-
1.96 to +1.96). Shapiro-Wilks significance leveldicate that all scores significantly deviated
from normality p > .05). Again, this particular significance maya@&ype 1 error due to the
impact of a large sample size as discussed abaetel (2013). Visual inspection of histograms,
Q-Q plots and Box and Whisker plots (Appendix AGixther confirmed the non-normality of
all predictor variables and the normality of td&'S scores, indicating that the Shapiro-Wilks
may be a type 1 error in this case. As such iteeexluded that all variables were non-

normally distributed except for the total SCS witthe trainee CP group.

Inspection of qualified CP data (Table 11) presargdnilar pattern however PSS scores also
appear to be normally distributed, with visual sjon of the histogram and Q-Q plots

confirming this.
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Table 10. Trainee parametric test data for aildes

Skewness Kurtosis Shapiro-Wilks
Sig.*

Total SCS 1.69 .92 .039

Age 11.14 14.45 .000

Years of clinical 8.47 12.04 .000
experience

PSS 2.39 -1.48 .001

GHQ-12 6.22 .07 .000

FoGC 2.84 .01 .001

FoRC 8.60 5.37 .000

FoSC 8.97 6.58 .000

SoCS-R -5.70 .67 .000

Note Total SCS = Total Self-compassion Scale sc#8§ = Perceived Stress Scale, FOGC = Fear
of Giving Compassion, FORC = Fear of Receivingnpassion, FoSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itensioe, SOCS-R = Social Connectedness Scale-
Revised.

*p>0.05.

Table 11. Qualified parametric test data fowvaliiables

Skewness Kurtosis Shapiro-Wilks
Sig.*
Total SCS -1.05 A2 .338
Age 2.68 -1.44 .000
Years of clinical 4.64 48 .000
experience
PSS -.79 -.24 .666
GHQ-12 7.16 4.69 .000
FoGC 1.83 .94 .01
FoRC 6.84 8.10 .000
FoSC 5.58 3.08 .000
SoCS-R -2.55 -1.46 .000

Total SCS = Total Self-compassion Scale sc#*8§ = Perceived Stress Scale, FOGC = Fear

of Giving Compassion, FORC = Fear of Receivimmgrpassion, FoOSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itensioe, SOCS-R = Social Connectedness Scale-
Revised.

*p>0.05.
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4.3.3.6 Heteroscedasticity

Although clear that the data was in the main, nonvally distributed, heteroscedasticity was
also briefly explored using Levene’s test, duedbMeen-groups analyses that will follow. This
confirmed that the variance was unequal betweaemeeaand qualified CP’s for the variable of
total SCS based on the mdgfi, 339) = 5.907p = .016, and unequal for the variables of age,
years of experience and the GHQ-12, based on theam < .05). Variances were equal for

PSS, FoGC, FoRC, FoSC and SoCS-R scores betweansgpo> .05) (Appendix AH).

4.3.3.7 SCS subscale scores
SCS subscale scores were also inspected for agsaspf parametric analyses in both groups

(Appendix Al) and found to meet them.

4.4 Data transformations

Given the violations of parametric assumptionsdatid in the predictor variables for both
trainee and qualified groups, a log transformaéind a square root transformation were both
performed in order to ascertain if this could imygahe distributions. These were indicated as
appropriate choices due to the nature of the skmikartosis of the data and were executed on
all variables due to planned between- groups aeslfSield, 2013). The results of both
transformations are presented in Appendix AJ. Neitransformation improved the data
sufficiently, only improving approximately 2 / 7 nables for qualified CP’s and 2-3/ 8
variables for trainee CP’s. Some variables were alade more skewed and kurtotic than their
untransformed counterpart. As such it was agreeddta analysis to continue with the

untransformed data and for this to inform eachstteal analysis.
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4.5 Research objective 2: Levels of self-compassionUK trainee and qualified clinical
psychologists.
Hypothesis 1: That qualified clinical psychologistsll report higher levels of self-

compassion than trainee clinical psychologists.

The means and standard deviations for the total @06f&s and subscale scores are presented in
Table 12. Given that both total and subscale sosess normally distributed for both trainee
and qualified groupg;test statistics are also presented for comparigetvseen each group, for

each scale.

These revealed that Total SCS and the Mindfulnglsscales indicated unequal variances
between the two groups. As such this was manageelbygting-statistics for ‘Equal variances
not assumed’ for these variables, with their adidistegrees of freedom also reported. The
degrees of freedom for all other comparisons efas339. Given the directional hypothesis
proposed; that qualified CP’s would have higheelswf self-compassion than trainees, all

probabilities are reported at the one-tailed level.
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Table 12. Contrast of Trainee and Qualified CPlkwé Self-compassion.

Trainee Qualified 95% CI
CP’s CP’s
Mean 85 Mean®B  (339)  f LL uL Cozen’s
Total SCS 3.21 (.04) 3.36 (.07) 1°86 0.03*  -.008 297 0.24

Self-kindness 3.23 (.05)  3.41 (.08) 2.05 0.02* .007 .351 0.25
Self-Judgement 2.96 (.05)  2.77(.08)  -1.987 0.02* -373 -002 0.20

Common
Humanity

Isolation 2.87 (.06) 2.73 (.08) -1.444  0.08 -.337 .052 0.16

Mindfulness 3.55(.04)  3.67(07) 145 007 -042 278 0.18

Over
Identification

3.41 (.05  3.51(.08) 114 013 -077 .288 0.14

3.04 (.05) 2.93 (.08) -1.226 0.11 -.298 .069 0.11

;gngummed 19.32 (3.48) 20.17 (4.36) 1.84 0.03* -062 176 402

Note Total SCS = Total Self-compassion Scale scorBss Clinical Psychologist, Cl = confidence interudl =
lower limit, UL = upper limit.

* p<.05.

3= adjusteddf = 201.82° = adjusteddf = 216.51° = one-tailed

An independent t-test revealed that qualified GBsrted higher SCS scordd € 3.36,SE=
.07) than traineeM = 3.21,SE= .04) and that this difference, .144, CI [-.087], was
significantt(201.82) = 1.87p<.05. Qualified CP’s also had significantly higtgalf-Kindness
and significantly lower Self-Judgement scores tinaimees. No other between group
comparisons reached significance, however the gattern continued, in that qualified CP’s
scored higher on the indicators of self-compass@mmmon humanity and Mindfulness

subscales, than trainees and lower on IsolatiorCymat-ldentification subscales.

As a final analyses, an independent Analysis ofarere (ANOVA) was run in order to
ascertain how year of training impacted SCS scdgsvith the other analyses, an ANOVA

analysis requires assumptions of parametric anstgskave been met in order for its results to
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be an accurate representation of the data. It sasdfthat there was no significant effect of

year of training on total SCS scofé,218) = 1.914p = .15.

4.6 Research Objective 3: To identify which factorpredict levels of self-compassion in

both trainee and qualified clinical psychologists

4.6.1 Regression analyses

A multiple regression analysis was selected toré@moewhat factors may predict SCS scores.
Given the early stages of this area of researetastdecided that not enough theory and
evidence exists to inform the order of entry withihierarchical model. Furthermore, known
limitations of ‘Stepwise methods’ which include guzing spurious results that can often lack
ecological validity (Field, 2013), led the reseancto adopt the ‘Enter’ method also known as

the Forced Entry method.

4.6.2 Assumptions of multiple regressions

Multiple regression analyses share the assumptibparametric analyses discussed above
which enables the generalisation of the sampletdatae population level. However within a
regression analysis, it is the residuals (errorsh@ data that must be normally distributed; the
predictors themselves do not have to be. Furthexntlbere must not exist any strong
relationships between the predictor variables, edgerred to as multicollinearity £.9) and the
predictors should have some variation in their @althus demonstrating ‘Non-zero variance’
(Field, 2013). Initial analyses indicate that ttieda is linear and independent however in the
main, the predictor variables scores are non-ndyrdatributed and it is unclear about the
distribution of the residuals. As such, an ‘Entegthod multiple regression was conducted and

the model checked for violations of the above aggions to assess its suitability and fit.
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A further assumption is that all predictor variabéntered into the model, have some form of
relationship with the outcome variable (Hinton, 2R0rherefore in preparation for the multiple
regression, a correlational analyses was carriétbaascertain the relationship between all
predictor variables and the outcome variable (S&ffes) and to establish which variables

would be included in the multiple regression analys

In the following section, Trainee CP correlatiomsl anultiple regression analyses will be

analysed and inspected first, followed by the diealiCP analyses and results.

4.7 Trainee results

4.7.1 Correlations

As all predictor variables in the trainee group uad meet the assumptions of parametric
analyses, their relationship with SCS scores wasszed using Spearman’s Rho, noted as a
robust non-parametric correlation for larger sansates (Field, 2013) and are presented in
Table 13. Again as directional hypotheses were nthdse are analysed at the one-tailed level.
In order to remind of the internal reliability cdieh predictor variable scale, Cronbachs alphas

are also presented.

Inspection of these correlations reveal that withmtrainee sample, the predictor variables of
Age and Years of clinical experience do not appedave a significant or strong relationship
with SCS scores Age,= .042,p = .266, Years of clinical experience -.054,p = .212. As

they would therefore not add any predictive vatuéhe regression model they will not be

included in the multiple regression analyses.
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Table 13. Trainee CP predictor and outcome variedeelations

Total SCS PSS Ade E)'(igg:r?éncé FOGC  FoRC  FoSC  GHQ-12 SoCS-R
Total SCS 1.000 -.557** 042 -.054 - 1727 - 4517 - 616%*F* - 422%F*  454%*
PSS 1.000 -.078 .022 .080 385**  409**  711%* - 3B**
Age? 1.000 ABTH** -172%*  -.004 -.151* -.078 -.105
Clinical Experiencg 1.000 -.095 071 .000 .009 .015
FoGC 1.000 292+ 353***  .030 -.204***
FoRC 1.000 B75%*  2092%*% - 605***
FoSC 1.000 336* % - 478***
GHQ-12 1.000 -.255%**
SoCS-R 1.000
Cronbachs alphay] .91 .87 .78 .88 .90 .87 .93

Note.Total SCS = Total Self-compassion Scale scor8§, P Perceived Stress Scale, FOGC = Fear of Givorgpassion, FORC = Fear of Receiving Compassio8CF
= Fear of Self-compassion, GHQ-12 = General He@libstionnaire -12 item version, SOCS-R = Sociair@éstedness Scale- Revised.

All significances One Tailed

&= in years, * <.05, ** = p<.01, *** = p<.001.
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4.7.2 Multiple regression

4.7.2.1 Normal distribution and homoscedasticity

For the significance testing of a multiple regressinodel to be accurate, it is the sampling
distribution; the distribution of the possible veduof the mean that could be expected from a
given population, and residuals of the outcomealdess that must be normally distributed
(Field, 2013). As such, a histogram of the outcaargable (total SCS) residuals and P-P
plot were created and inspection of both demoretratnormal distribution (Appendix AK).

As such the assumption of normality for this mudtipegression was met.

A scatter plot of the standardised residuals (*ZRB%gainst the standardised predicted
values of the outcome variable (* ZPRED) graph veagiested and identified a fairly
random array of plots, indicating homoscedastiditye absence of a curve formation again
confirmed the data was linear. Inspection of theiglgplots of the outcome variable (SCS
scores) against PSS and FoSC predictor varialbaral&cates their negative linear

relationship (Appendix AK).

Therefore whilst in the first instance the prediatariables did not appear to meet
assumptions of parametric analyses, further ansigppropriate to a multiple regression
confirmed that they did. This indicated that sigrahce testing yielded by a multiple

regression could be considered an accurate repatieenof the data.

4.7.2.2 Model diagnostics
Further checks can be made in order to assesafibascertain how good a model fits the
sampled data. This is achieved by inspecting thmaonhof outliers, independence and

multicollinearity.
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4.7.2.3 Influential cases / outliers

During initial data screening, scatter plot masieed box-plots indicated the presence of
some outliers within the predictor variables. Aslsaz-score analyses was run to indicate
extremez score outliers >£3.29 (Field, 2013). It is typigadixpected that 1% of data will

fall within outlier range, and 5 cases out 221 ipgrants were identified. This represents =
0.02% thus falling within range. In order to enstirat these outliers did not influence the
regression, the impact of these were investigaigtidr. Cooks distance is a measure of the
overall influence an individual case can have omoael and it is considered that a distance
greater than 1 may be problematic (Cook & Weisb£88?2). Inspection of the data revealed

that Cooks distance <1 in all reported casesigiwlim = .000, Maximum = .103).

Mahalanobis distances provide a second check @épirtfluence by assessing the distance
of cases from the mean of predictor variables ¢Fi2013), It has been suggested in samples
of n = 200 with at least five predictor variables, \edwabove 25.82 ak.001 level, would

be problematic (Barnett and Lewis, 1978). Inspectibthis data reveals distances of
Minimum = .424 and Maximum = 23.78(= 5.97,SD = 4.53) thus falling within this

range. Stevens (2002) suggests that if Cooks € dhtliers should be kept in the data set
and as such they were. It was however noted tleantgority of trainee outliers was found

within the variable of FOS§3).

4.7.2.4 Independence

Independence of the model residuals was assesseptins Durbin-Watson test. Thresholds
for this statistic indicate that values less thar fjreater than 3 may be problematic and
indicate correlation (Durbin & Watson, 1951). TherBin-Watson statistic for this sample

was 2.13, indicating independence of errors.
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4.7.2.5 Multicollinearity

Finally, perfect multicollinearity of predictor vables was assessed by inspecting the
correlation matrix, which found no strong corredas ¢ >.9). It was noted that PSS scores
and GHQ-12 scores did significantly correlate vatlarge effect size=.718,p<.005,

however this is somewhat unsurprising given thet likely stress and psychological distress
would overlap. It was also noted that FORC scolss significantly correlated with FOSC,
r=.747,p< .005, again not surprising as these predictotis ate to receiving compassion
in some form; either from others or from the sEléld (2014) suggests that less than perfect
multicollinearity is often unavoidable in samplasd as neither of these correlations were
greater than .9, they were therefore not considasanulticollinear. However, it is known
that high correlations between predictors can lthetsize of R; the measure of the
correlation between the predicted values of theassjon model and actual observed values,

therefore this will be considered in the discussion

The Variance Inflation Factor (VIF) and tolerantatistics produced by regression output
can offer a second check for multicollinearityhdts been suggested that if VIF statistics are
greater than 10 and tolerance statistics are bel@ythis can be a strong indicator of
multicollinearity and as such bias within the mo@werman, & O’'Connell, 1990;

Menard, 1995).

The present research demonstrated that all tolerstatistics >0.2 and all VIF statistics were
much smaller than 10. Taken together with the almoveslations, the assumption of

multicollinearity was met.
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4.7.2.6 Regression analysis for trainee SCS scores
Hypothesis 2: That higher scores of self-compasswili be predicted by higher
age of clinician, more years of clinical experieacand higher social
connectedness.
Hypothesis 3: That lower self-compassion scoreb be predicted by higher
fears of compassion scores, higher GHQ scores higher scores of perceived

stress.

Within the trainee sample, the total varianc® @plained by the model was 55.7%,
indicating that over half of the variance in SC8rss; whether a participant scored high or
low, was explained by these predictors. Inspeatithe Adjusted R(.554) indicated that
this sample value was quite representative of thelewtrainee population due to minimal
differences between them. As a final check, an AMQWther confirmed that this
regression model was significantly better at prgaicSCS scores than compared to not

fitting a model and using only an outcome variabkanF(6, 214) = 44.821p<.001.
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Table 14. Multiple regression of trainee SCS ontes

b SEB p p

(upper and lower

confidence limits)

Constant 3.785 226 .000**
(3.34, 4.23)

PSS -.031 .007 -.331 .000*
(-.044, -.018)

FoGC .000 .006 .002 483
(-.012, .013)

FORC .006 .006 067 189
(-.007, .018)

FoSC -.036 .005 -516 .000**
(-.046, -.027)

GHQ-12 -.004 012 -.025 354
(-.028, .019)

SoCS-R .008 .004 110 .032*
(.000, .016)

Note.Total SCS = Total Self-compassion Scale scoreS,®Berceived Stress Scale, FOGC = Fear
of Giving Compassion, FORC = Fear of Receiv@mmpassion, FOSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itemsion, SoCS-R = Social Connectedness Scale-
Revised.

b = beta, SE B = standard error of bgta, Standardised Beta,
* p< .05, ** p<.001

The regression results are presented in Table 44lir&ctional hypotheses were made at the
beginning of this research, all significance valaesreported at the One-Tailed value. Fear
of self-compassion made the greatest, significaigue contribution (with all other

variables held constant) in explaining the variaoic8CS scorei(= -.516,p< .001), with a
large effect size followed by Perceived strgss €.331,p< .001) with a medium effect size.
As both standardised Betas were negative, thisatels a negative relationship in that,
higher scores of fear of self-compassion and peedestress is related to lower SCS scores.
These results further identified that Social Cotegigess also made a significant unique

contribution to SCS scoref € .110,p< .05), this was with a smaller effect size thas€o
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and PSS. Social connectedness indicated a pos#attonship, in that higher SoCS-R

scores were related to higher SCS scores.

Inspection of the confidence intervals for betamdestrate small intervals indicating that
the betas within this sample are likely to be repreative of the wider trainee population.
No other predictor variables reached significamudicating that only these variables made

significant contributions to the model.

4.8 Qualified results

4.8.1 Correlations

Given that the SCS and PSS predictor variables n@mally distributed for the qualified
sample, a Pearson’s torrelation was carried out for this initial irsgtion and is presented
in Table 15 alongside the Spearman’s rho calculatfor all other non-normally distributed

variables.

Inspection of these correlations reveal againAgat ( = .060,p = .257) and Years of

clinical experiencer(= .034,p = .355) do not appear to have a significant, trang,
relationship with SCS scores. Furthermore, andntrast to trainees, within the qualified
sample, there also appears to be no relationstvgekea Fear of giving compassion and SCS
scoresi(=-.089,p=.166). As such, these predictors will not beudeld within the

following multiple regression analyses.



Table 15. Qualified CP predictor and outcome vagiabrrelations
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Total SCS PSS Agée’ Clinical FoGC FoRC FoSC GHQ-12 SoCS-R
Experiencé
Total SCS  1.000 -.542** 060 .034 -.089 -560*** - 768***  -382%*  473rrx
PSS 1.000 .140 178* 127 A58 AB2%* [B2*x L 3G
Age? 1.000 791 % .066 .047 -.090 -.039 -.061
Clinical Experiencg 1.000 -.013 .059 -.088 -.009 -.062
FoGC 1.000 297 271 180* -.208*
FoORC 1.000 J710***  .336***  -.666***
FoSC 1.000 A30%** - A86**
GHQ-12 1.000 -.226**
SoCS-R 1.000
Cronbachs alphaj .95 .84 .76 .89 .88 .81 .94

Note.Total SCS = Total Self-compassion Scale scoreS,®PBerceived Stress Scale, FOGC = Fear of Givomggassion, FORC = Fear of Receiving CompassionCFoS
Fear of Self-compassion, GHQ-12 = General Healtesflonnaire -12 item version, SoCS-R = Social Cotethess Scale- Revised.

All significances one-tailed.
=in years,b Pearson’s .

* = p<.05, ** = p<.01, *** = p<.001.
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4.8.2 Multiple regression

4.8.2.1 Normal distribution and homoscedasticity

Once again, visual inspection of the histogram R+l plot of the outcome variable (SCS
scores) residuals demonstrated a normal distribppendix AL). A *ZRESID vs

*ZPRED graph also demonstrated another sufficierathdom array of scatterplots,

indicating that the assumption of homoscedastitty also been met. Again, the absence of
a curved formation confirmed the linearity of tregal with inspection of the partial plots
once again indicating a negative linear relatiopstiiPSS scores and FoSC scores with SCS
scores.

As with the trainee sample, this data did not appeaneet assumptions of parametric
analyses in the first instance, however these amalgonfirm that a multiple regression is

appropriate for further analyses.

4.8.2.2 Model diagnostics
Once again, the impact of outliers, independendenauticollinearity were checked in order

to assess the model of fit produced by the multiptgession.

4.8.2.3 Influential cases / outliers

Once again ascore analyses was run to indicate extreseore outliers >+3.29 (Field,
2013). This indicated 3 possible values within atlier range, representing 2.5% of the
overall sample thus just exceeding the 1% consilaseacceptable. As such, Cooks distance
was once again used to ascertain the overall inflei®f an individual case on the regression

and all were found to be < 1 (Minimum = .000, Maxim=.091).

Mahalanobis distances again provided a second dafembktlier influence with Minimum =

.286 and Maximum = 24.184. It has been suggestsdrnples oh = 100 with at least five
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predictor variables, values above 23.1p<a001 level, would be problematic (Barnett &
Lewis, 1978). Within this sample, the maximum vahdicates that some cases just exceed
the boundary for this which could be concerningwideer Stevens (2002) makes the point
that possible outliers detected by Mahalanobisadists will not necessarily be influential,
indeed the mean and standard deviation of the Mabals distance in this sample is low
(M=4.95,SD = 4.25); and as such reference to Cooks distamst Ine made. If this is <1, as
in this data, then data should remain in the amabsthey do not have a strong effect on the

regression. It was noted that these cases whenel fwithin FORC if= 3).

4.8.2.4 Independence
Once again the Durbin-Watson test statistic waswaided and found to be 2.007. This is
well within the boundaries of 1> and <3 (Durbin &¥on, 1951), indicating independence

of SCS residuals.

4.8.2.5 Multicollinearity

Finally, multicollinearity was assessed by inspmtiof the correlation matrix and once again
did not reveal any strong correlatioms>(.9). As with the trainee sample, it was found tha
FoRC were significantly correlated with FOSC=(.744,p = 001), the implications of which
also will be discussed further. The VIF and tolemstatistics were also inspected and again
revealed that all tolerance statistics were >0®ahVIF statistics were much smaller than
10. As such it was considered that the assumpfionudticollinearity had been met in this

sample.

4.8.2.6 Regression analysis for qualified CP SCSmses
Hypothesis 2: That higher scores of self-compasswall be predicted by higher
age of clinician, more years of clinical experieacand higher social

connectedness.
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Hypothesis 3: That lower self-compassion scoreb be predicted by higher

fears of compassion scores, higher GHQ scores higher scores of perceived

stress.
Within the qualified sample, the total variancé)(Bxplained by the model was 62.9%. It is
an interesting finding that the qualified model kexps more of the variance in SCS scores
than trainees, given that it has one less predictbuded; FOGC. Inspection of the Adjusted
R? (.613) indicated that this was quite represengatifthe whole qualified population, given
there was little difference between the two vallésally, the ANOVA data indicated that
this regression model was significantly betterradpcting SCS scores than compared to

relying on the outcome variable melafb, 114) = 38.71p <.001.

Table 16. Multiple regression of qualified CP S@fcomes

b SEB p p
(upper and lower
confidence limits)

Constant 3.880 357 .000
(3.173, 4.587)

PSS -.028 .010 -.215 .002*
(-.047, -.010)

FORC .002 .010 024 403
(-.017, .022)

FoSC -.061 .009 -.611 .000*
(-.079, -.043)

GHQ-12 -.002 022 -.007 460
(-.045, .041)

SoCS-R 011 .007 124 .051
(-.002, .025)

Note.Total SCS = Total Self-compassion Scale scor8§, P Perceived Stress Scale, FOGC = Fear
of Giving Compassion, FORC = Fear of Receivimmgrpassion, FoSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itemsion, SoCS-R = Social Connectedness Scale-
Revised.

b = beta, SE B = standard error of bgta, Standardised Beta,

*p<.05, *p<.001
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Once again as directional hypotheses were madie &teiginning of this research, all
significance values are reported at the One-Taitdde in Table 16. As with the trainee
sample, Fear of self-compassion made the greatgsificant unique contribution in
explaining the variance of SCS scorgs(-.611,p=.000) with a large effect size, followed
by Perceived stresf € -215,p< .05) with a smaller sized effect. Again, Betasave
negative, indicating a negative relationship wiSSscores. Unlike the trainee sample, the
contribution of Social connectedness did not resaghificance, however it was narrowly

missed § = .124,p = .051).

Finally, inspection of the confidence intervals b@tas demonstrate small intervals
indicating that the betas within this sample akelli to be representative of the wider
qualified population. No other predictor variabieached significance, suggesting that only
these variables made significant contributiongyeorhodel.

4.9 Research objective 4: To update our knowledgé psychological distress currently

experienced within UK clinical psychologists.

In order to achieve the above objective, the penad of trainee and qualified CP’s meeting
‘caseness’ criteria were established using a fregjes analysis. Exploration of the GHQ-12
literature revealed that different studies useedéht thresholds for ‘caseness’. As
recommended by the GHQ manual, it is advisabled& Lip the best threshold value within
a paper using a similar participant group. Thediiere was reviewed and only one study
was found to use the GHG-12 with clinical psych@tgy Unfortunately in their study Ruths
et al (2012) did not report ‘caseness’; only a twdus GHQ-12 distress score. Looking to
similar sample groups, it was found that Kumary Ba#ler (2008) reported ‘caseness’ levels
within their sampleri=109) of UK counselling trainees however they file report their

caseness cut off criteria. As such the literatuas veviewed to look for relevant samples
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using this measure and it was found that the GH@aE2been recently used to identify
distress in UK medical students (James, Yates, i§U#s®on, 2013). Within this and previous
medical student research (Guthrie et al, 1998; MpWcConnachie, Ross, & Morrison,
2004) a score of 4 or more indicated a suitableotfufor caseness. In addition to this, the
GHQ manual suggests that the best threshold cdboffie GHQ- 12 is 3/ 4 (Goldberg &
Williams, 2006). Given the similarities of the meali student role and that of trainees, a cut
off of 4 was therefore selected for use within gtisdy. As no evidence of use of the GHQ-
12 and qualified clinical psychologists could barid, it was decided to keep the cut off at 4
for qualified CP’s also. This would additionallyaie more reliable comparisons between

the groups on caseness scores.

A frequencies analysis indicated that 36#%05=79) over one third, of trainees met the criteria
for caseness and were experiencing psychologistieds. This was higher than the
qualified CP sample, however still 21%%25) met the criteria for caseness, approximately

one fifth of the total sample.

4.10 Research Objective 5: To compare the levelsfefar of compassion, social
connectedness, perceived stress and GHQ-12 scoresneen trainees and qualified
clinical psychologist groups.

As all predictor variables were non-normally distiied, a Mann-Whitney analysis was used
to compare trainee with qualified CP scores foheariable. This non-parametric test was
selected as it reduces the bias often introducealitliers in a non-normal distribution, by

ranking the data (Field, 2013).

Inspection of Table 17 identifies that qualified’€®ere significantly older than their
trainee colleagues and had significantly more yefcidinical experience. However, trainees

demonstrated significantly higher GHQ-12 scores tihe qualified samplg€.005),
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indicating that they were significantly more dissed. No other statistically significant

differences between variables were observed.

Table 17. Contrast of Trainee and Qualified CP igtedvariables.

Trainee CP’s Qualified CP’s
Mdn IQR Mdn IQR U z p r

Age 28 26-30 37.5 32- 3,070.50 -11.747 .000* -.64
44.75

Clinical 4 3-6 12 9-18 1,450.50  -13.654000* -.74
experience

PSS 17 13-22 17 13-20 14,488.50 1.415 A57 .07

GHQ-12 2 1-5 1 0-3 16,281.00 3.544 .000* .19
FoGC 7 5-11 7 5-11 13,230.00 -.035 972 .00
FoRC 6 3-10 8 3-12 12,322.00 -1.081 .280 .06
FoSC 7 4-12 6.5 2-12 14,345.50 1.251 211 .07

SoCS-R 40 34-46 40 32-45 14,078.50 .944 345 .05

Note.PSS = Perceived Stress Scale, FOGC = Fear ofigs@mpassion, FORC = Fear of Receiving
Compassion, FOSC = Fear of Self-compassion, GHO-G2neral Health Questionnaire -12 item version,
SoCS-R = Social Connectedness Scale-Revised.

U = Mann-Whitney test statistic,p<.005.

4.11 Research Objective 6: To compare psychologslf-compassion scores with those
from a UK community sample.

As a final analysis, two independestests were run in order to establish if communiBsS
scores differed with trainee SCS scores and gedl@P SCS scores. This revealed that the
community sampleM = 2.99,SE= .04) had significantly lower SCS scores thanttamee
sample M1 = 3.21,SE= .04), and that this difference = -.218, was sicgnt, t(436) = -3.73,

p<.000 (two tailed) and was a medium sized eftiecB4

The same difference was evidenced with the qudli@® sample; the community sampi& (

= 2.99,SE=.04) had significantly lower SCS than the quedifsampleN = 3.36,SE= .07,
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(mean difference = -.363)(335) = -4.711p<.000 (two tailed), however this was a large

sized effectd = .58.

4.12 Summary of results
This chapter outlines the results of this researblese indicate that qualified CP’s report
significantly higher total SCS scores than traineesl that together these are both

significantly higher than a UK community sample.

Furthermore, qualified CP’s report significantlgher scores than trainees on the self-
kindness subscale and trainees appear to repaiticigtly more self-judgement than
gualified CP’s. Finally, the results presented rserggest that trainees report significantly
higher levels of psychological distress than quedilCP’s, as measured by the GHQ-12.
This is further confirmed by ‘caseness’ levels heag 36% in trainees compared with 21%

in qualified CP’s.

The original hypotheses identified in the introdoictwere:

Hypothesis 1: That qualified clinical psychologistsll report higher levels of self-

compassion than trainee clinical psychologists.

An independent t-test revealed that qualified GBmrted higher SCS scordd € 3.36,SE
=.07) than trainee = 3.21,SE= .04) and that this difference, .144, CI [-.0@87], was

significantt(201.82) = 1.87p .05. These findings therefore support the hypaghes

Hypothesis 2: That higher scores of self-compasswill be predicted by higher age of

clinician, more years of clinical experience, andgher social connectedness.

A multiple regression analyses did not includeuwaeables of Age or Years of Clinical
experience in either trainee or qualified groupa@sorrelation between the predictor and

outcome variables was observed.
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In the trainee sample, Social Connectedness diiffisigntly contribute to the modep &
.110,p< .05 (one tailed). The contribution of Social cearedness did not quite reach

significance with the qualified sample, althougis tvas closef{ = .124,p = .051).

Evidence exists therefore only in part for thipbthesis.

Hypothesis 3: That lower self-compassion scorel be predicted by higher fears of

compassion scores, higher GHQ scores and higherssof perceived stress.

In the trainee sample, both Fears of giving compagf = .002,p = .966) and Fears of
receiving compassiom & .067,p = .378) did not significantly contribute to the deb. Fears
of Self-Compassion was found to make the greaigsifisant contribution f§ = -.516,p<
.001), indicating that higher scores of fears tfsempassion were related to lower scores

of self-compassion.

Within the qualified sample, Fears of giving congas was excluded from the regression
as it evidenced no relationship with total SCS asavithin this sample. As with the trainee
group, Fears of receiving compassion made no sgnif contribution to the modd €
.024,p = .403) and Fears of self-compassion made theegteeontribution out of all the

variables § = -.611,p< .001).

As Fears of giving compassion and Fears of recgigompassion appeared to have no
predictive value over total SCS scores in both gspthis research only in part supports this

hypothesis.

GHQ scores did not make significant unique contrdns to SCS scores in either the trainee
sample § = -.025,p = .354) or the qualified CP samp[e=£ -.007,p = .460). This therefore

refutes the hypothesis in relation to GHQ scores.
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Both multiple regression analyses did however ¢coné significant negative relationship
with PSS scores; Trainegs£ -.331,p< .001), Qualified CP’sf{(= -215,p< .05). This

research therefore supports this hypothesis itioal¢o perceived stress scores.
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5. Discussion

5.1 Chapter introduction

This chapter will summarise and discuss the fingliyiglded from the present study. It will
discuss these in relation to previous researclcandider their theoretical and clinical
implications. Recommendations for future researthb@ suggested throughout and an

account of the strengths and limitations of theaesh will be discussed.

5.2 Summary of project

The broad aims of this research were to; (1) gaimative data in a UK community sample
for the Self-Compassion Scale (SCS) (Neff, 200@9)as measured by the SCS, to identify
levels of self-compassion reported by trainee araified UK clinical psychologists and (3)
to ascertain which factors may predict these leweloth groups. This was to address the
salient gaps in the current self-compassion amicell psychologist self-care literature and
to also respond to the recent NHS research aggnsdagporting the understanding and

promotion of compassionate care (Francis, 2013).

A summary and discussion of these results will hewpresented. Community data will be
presented first followed by trainee and qualifiidical psychologist (CP) findings. Each

research hypothesis will also be presented andisssd where appropriate.

5.3 UK Community Self-compassion Scale Data

The results presented here provide the first nowmalata for a UK community sample.
Again, this data was scored using two methodsderto facilitate comparisons with
previous literature. As such, within the preseatgtthe total SCS scores wevle= 2.99 and
summed scoredl =18.02. This indicates that currently, the UK plagion reports being

moderately self-compassionate. As no other UK t8@G§& scores have been published, the
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results from this research were compared with comtyisamples in the United States (US),
another western society. This indicated that theS@S scores were found to be similar to
Neff's (2003a) original community sampl&l€18.25) and to other US community samples
reported (ranging frorivi=2.81 — 2.95) (Herzberg et al, 2012; Neff & Pomm2&12;

Jazaieri et al 2013).

Given Neff et al's (2008) more recent research@xpl SCS in other cultures, the present
results suggests that this UK sample reportedselésompassion than their 2008 US
sample M=3.14) and much less than their Thai sample3.41). Instead this study yielded
similar results their Taiwanese sampgé=.92); a Confucian culture that emphasises self-
improvement, something that itself is proposecdeBult in a more self-judgemental, self-

relating style (Neff et al, 2008).

However given the difference of Neff et al’'s (20@8}S scores compared to the other
community research, it seems as though her stymytseelevated self-compassion scores in
the US sample. This may be due to her use of uraldugtes instead of a community sample
in the study. Furthermore, it may reflect othefatiénces due to the time difference of 4
years between 2008 research and the other US comyrsamples reported in 2012,
Differences commensurate with this, such as socliigal or economic changes, could

impact an individual’s ability to be self-compassate.

However the present result was also found to [mdespassionate than a self-selecting
convenience sample£119) in Zurich = 3.31), another western culture (Krieger,
Altenstein, Baettig, Doerig & Holtforth, 2013). Ehmay suggest that alongside exploration
of the differencebetweereastern and western cultures, differenggkin western culture

may yield interesting information in relation taetfactors that influences Self-compassion in

western culture specifically.
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Community self-compassion scores were exploredeoglgr using-test analyses and found
that males did report higher SCS scores than feanatevever that this difference was not
significant. However, an important consideratisihat this sample was predominantly
female (72%) and although differences in sample wias considered during the analysis,
this may have made it more difficult to detectgngicant difference. However, analysis of
SCS subscales revealed that females reportedisagttify higher scores of over-
identification than maleg€.005) suggesting they may be more likely to becomeght up
with their feelings and be less able to take aeatbje perspective in a difficult situation
(Neff, 2003a). No other subscales reported geniferehces. This finding adds to the
mixed picture on gender and self-compassion. Fatiguheir recent meta-analysis, Yarnell
et al (2015) did establish that overall a sex déifiee may exist, but that this is only with a

small effect ¢=.18). As such the present study’s results mayuite gepresentative.

An aim of this research was to address the gapereet that no UK community data for the
SCS existed. Whilst the Williams et al (2014) sthidygl demonstrated some SCS subscale
scores in a UK sample, their idiosyncratic and uaigcoring methods raises issues of
validity and makes comparisons with other researdbasible. As this research took
direction from both Neff's (2003a) original scoringethods and her most recent scoring
method (Appendix B), comparisons between this &adXilliams et al (2014) research were

not made as they would be unusable.

Using the appropriate scoring methods, this rebesuiggests that given the similarities
evidenced with the majority of other US communiynples, the previous comparisons
made by UK research to US community samples wikedyliquite valid. However, the
existence of UK normative data from a substanaatgle size now enables more accurate

comparisons for other UK SCS research.
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This research presents that currently, the UK padpan reports being moderately self-
compassionate. However this is only the first sticdglemonstrate UK norms and although
the methodology of this research was carefully whared, further research should also
report UK norms, in order to ascertain the relipibf these findings and produce a more
robust normative figure.

5.4 Clinical psychologist psychological distress anperceived stress

This research revealed that 36% of trainees andd&l§ealified CPs met the criteria for
caseness; clinical criteria for an anxiety or depree disorder, as measured using the GHQ-
12. Further analysis revealed that trainees regaignificantly more psychological distress

than qualified CP’sp<.005).

When the present study’s trainee data is compargd®HQ-12 data from a recent UK
counselling trainee samplex109) (Ruths et al, 2012), this reveals that thuseting the
criteria for caseness in the present research Isga than in the Ruths et al study; 59% of
their sample reached caseness levels. Unfortunaéedyresearch did not report the cut off
criteria used and also scored their GHQ using thert method (0, 1, 2, 3). This is different
to the present study which adopted the Classic @Gitéthod (0, 0, 1, 1) and taken together

this suggests that comparisons between the twaestade problematic.

Indeed, caution must be exercised when consid#niesgaseness frequency compared to
previous CP caseness literature as this ubiquitausss a different measure, the GHQ-28,
and again unknown scoring options may influenceptitdished results. However, this does
reveal that when compared to Australian traineasdjgess = 64-82%) (Stafford-Brown &
Pakenham, 2012), and previous UK trainee CP res€a886) (Cushway (1992), the present

research suggests far fewer trainees meeting casenteria.
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The same pattern presents with the qualified sawfptaseness levels (21%) in the present
study, as previous research documents slightlygnighseness prevalence of 29%- 40%

(Sampson, 1991; Tyler & Cushway, 1994; Cushway, €it996).

It therefore could be proposed that the preseetarel demonstrates fewer trainees and
qualified CP’s reaching the clinical criteria fanaety or depression in the current UK
samples. However given the differences in measamdsscoring, it is likely that this biases

these comparisons.

Indeed it is useful to explore how the presentistitesults compare with a UK community
population. A recent meta-analysis of all UK comiityipopulation studiesn(= 7) using the
GHQ-12, was reviewed to understand how the prestadies CPT and qualified CP
caseness levels compared to these samples. A wdighgvalence estimate of 19.2% [Cls
17.1%— 21.3%] caseness was reported by these sa@medwin et al, 2013). This
provides a somewhat robust comparison with thegptestudy as these studies all adopted
the same scoring method (Classic GHQ) and casenes$f score (4) as the present
research. This meta-analysis caseness estimatel@tctesearch available from 1990 to
2013, which could introduce bias due to cohortatffeenvironmental and socio-economic
changes. However review of the most recent stimyEnglish and Welsh Civil and Social
Justice Survey (2007) (reported in Balmer, Pleas&nBuck, 2010), again suggests a low
caseness of 149%£3040). Therefore the present results indicateahlabugh qualified

CP’s may be reporting slightly more distress thaommunity sample, CPT’s are reporting

significantly higher psychological distress thadka community sample.

Exploration of the perceived stress scores inrdBsarch demonstrates Median values of 17
in both the trainee and qualified CP samples. Titesefore represents no difference between

the two groups in perceived stress, which is irstang given the significant difference in
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scores of psychological distress above. Furthezmithin this research perceived stress
and psychological distress correlate highly (trai@’s =r =.711,p<.001; qualified CP’s =

r =.58,p<.001) indicating the close relationship of the tvesiables. A score of 17 replicates
the findings of Kuyken et al's (1998) UK trainee €ady M= 17.37), and is also
comparable to a US undergraduate student samp®8%), scoringi=17.4 -18.4 (Roberti,

Harrington & Storch, 2006).

However the PSS asks many questions in relatiam tadividual's subjective cognitive
appraisal of their ability to cope with events e tast month. Whereas the GHQ-12 appears
to ask more questions in relation to the objedticators of distress, such as negative
thoughts and lack of sleep. As such it may beulnlist both trainees and qualified CP’s

both appraise their ability to cope at a similaeletrainees report more actual indicators of
distress. This could suggest one of two importssuies; the first may be that trainees have a
desire to report that they believe they are copiatl. This could be due to social desirability
and the illusion of the ‘invulnerable psychologi@tforcross & Barnett, 2007). Indeed within
this sample 85% of trainees reported they carryaotivities for self-care. This may indicate
either a social desirability bias, or that for sotheir self-care strategies are possibly not

effective.

The literature also suggests that they may perdbaitetheir distress is an illegitimate reason
to seek support (Walsh & Cormack, 1994) and theeedlo not; thus perpetuating their
distress. Given the competition to train as a GRgoso fierce and a sense of the ‘imposter
phenomenon’ (Clance & Imes, 1978), it may be thaytdo not wish to admit that after

competing and receiving a place on the DClinPstfaty do not feel they are coping with it.

Second, it may be that perceived stress is lesyyltk translate into psychological distress

for qualified CP’s. This is a finding demonstrataed previous qualified CP research
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(Cushway & Tyler, 1996) and possibly confirms t@&t distress peaks during clinical
training (Sampson, 1990). It may be that qualififls have more adaptive strategies at
managing difficulties or, that not having the mpiki demands of the Doctorate training

simply results in less indicators of distress.

Nonetheless, regardless of previous findings treearch identifies that over /8f trainees
and 1/% of qualified CP’s are currently experiencing enopgychological distress to meet
the criteria for an anxiety or depressive disord®s.discussed in the introduction, the
implications of such elevated levels of psycholagttistress may lead to more severe
anxiety and depression (Myers et al, 2012) andngelof being overwhelmed and
exhausted (Crowley & Avdi, 1999). Furthermore, thisrthe possible impact on
professional competencies such as a reduced capatieé objective and remain emotionally
and psychologically present with clients (Cain, @0Gilroy et al, 2001; Heartmath, 2006).
For these reasons it becomes clear that this expdrstress warrants further attention,

research and action.

5.5 Clinical psychologist social connectedness

The results yielded from this research identifieak tooth trainee and qualified CP’s reported
the same levels of social connectedness; Traildedi&dn= 40,IQR =34-46), Qualified

CP’s Median= 40,IQR =32-45). As discussed in the method, this reseiartie first to use
the Social Connectedness Scale-Revised, 8 iteraroptithe self-compassion literature.
Indeed from review of the literature it appearbeéahe first to be transparent in its use of
revised edition of the 8-item scale as it appetiveraesearch adopts the original 8-item
version (Lee & Robbins, 1995; 1998). Higher scodidates more perceived connectedness
and a maximum total score of 48 is possible. Takig the scores in both the trainee and

qualified sample indicate high levels of perceigedial connectedness in this study.
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5.6 Clinical psychologist fear of compassion

The results in the present study indicated thatees and qualified CP’s both had the same
levels of Fear of Giving compassion exactly (Fo@@g¢dian= 7,IQR= 5-11). This was

found to be low, and also lower than previously destrated in UK therapistd/(= 10.51),

a USA community samplel=10.6 — 12.36 (Jazeira et al 2012) and a lot less in
studentsM= 21.18 (Gilbert et al, 20114dy]=19.70 (Gilbert et al, 2012). Given that
supporting and being compassionate is a core f@ded® (Gilbert, 2010b), that these results
are low is not surprising. That they are lower tpagvious therapists is more curious,
however given that the group of therapists in tlibeg et al (2011a) study was not
described, it is likely that this is not a direonhgparison of clinicians. It may be that
variances in clinician training could foster thifetence. Further it may be that receiving up
to 20 hours of teaching in self-compassion, as sioangees in this research had, could result

in lower FOGC scores due to greater understanding.

The results for fears of receiving compassion (Fp&®l fear of self-compassion (FOSC)
were also found to be low in these samples; FoR@n&e CP’sNledian= 6,IQR = 3-12),
Qualified CP’s Median= 8,IQR= 3-10) ; FOSC: Trainee CP'Mgdian= 6,IQR = 4-12),
Qualified CP’s Median= 6.5,IQR= 2-12). FORC in the present research was found to
replicate the low fears evidenced in the GilbedlgR010) therapist sample (FORC=

8.81), although in the present research, traingesrted slightly less FORC. This may be due
to the student role that trainees have; thus malaogiving compassion from others more
acceptable to them within this learning context tretefore it is feared less. In contrast,
qualified CP’s who may believe they shouldn’t néetp or support may find it hard to

receive it. Future research would benefit from expQ this relationship.
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In the present research, FOSC was again found lmnes than in previous therapist samples
(FoSCM = 8.15), in student samples (Gilbert et al, 2013ithert et al; 2012) and a

community sample (Jaziera et al, 2012).

Whilst these results are still low, they do es&tbin a large sample that some fears related
to compassion exist. It would be useful for futtesearch to understand what these fears are
exactly, in order to best inform effective self€and prevent these fears from CP’s seeking
support and supporting themselves. Further, it ditvel useful to understand what fears
relate to giving compassion to others; does ttiferdivhen CPs respond from a professional
perspective compared to a personal perspective?ddew this influence their therapeutic

relationship?

5.7 Clinical psychologists and self-compassion
This was the first study to explore levels of saifnpassion in CP’s. It was hypothesised
that trainees would differ to qualified clinicalyghologists in levels of self-compassion; that

gualified psychologists would report higher scavéself-compassion.

The results identified that qualified CP’s did regmgnificantly higher self-compassion
scores than the trainee CP sample and this wasilktenmedium sized effectl€ .24). This
therefore confirmed the first hypothesis. Explorihg Means, both the trainedd<3.21)
and qualified CP sampl®&1E3.36) reported within the moderate range of a self

compassionate relating style.

Examination of the SCS subscale data revealedjtiadified CP’s were significantly more
able to relate to themselves with kindness andfsigntly less likely to be judgemental of
themselves than the trainee sample. This patteynh@l@ suggest the difference in

psychological distress indicated between trainedsgjaialified CP’s above. For example,

whilst both the qualified and trainees CP’s peredithe same amount of stress, the qualified
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CP’s may be more kind towards themselves duringgetiagfficult times, thus preventing this
transforming into psychological distress. Furtlzetainee’s tendency to be more

judgemental of themselves likely creates more psiggfical distress itself.

However, this may also reflect the stage of capééne trainee CP, one in which they may
find lower levels of self-compassion beneficialnotivate them to do as best as they can
throughout their training. Being self-compassionabeild likely benefit the clinical aspects
of their role, by supporting them to tolerate anittigmore and be more present with the
client. However, it could be that being overly ssdimpassionate would not be conducive to
passing assignments and meeting the demandsmhtgalndeed, without the academic
demands of training, qualified CP’s can engagenmoee self-compassionate self-relating

style which would not adversely affect a more eatile aspect of their job.

This raises an interesting and important questierefore; does an optimal level of self-
compassion exist? If so, would this be a totallf-sempassionate state? Would it vary with
circumstance? Certainly, Gilbert's compassionatedntineory suggests that being totally
self-compassionate could significantly reduce alividual’s ability to achieve their goals
(via a reduced drive system) and likely make theinerable to danger by not responding
appropriately to signals of threat (reduced thsyatem) (Gilbert, 2010b). Indeed, all three
systems; soothing, drive and threat, must coexiptavide an individual with a typical

emotional repertoire (Gilbert, 2010b) that equipsn in both surviving and thriving in life.

In contrast, Neff's self-compassion theory (2008@8s not make statements or account for
other emotions such as drive and motivation, maeawacknowledges them within the
context of using self-compassion to approach anoplea to all types of emotion. However
the total absence of self-coldness, isolation amet-aentification raises the question about

the utility of some negative emotions such as shangeembarrassment in motiving one to
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make positive changes; such as preparing for amvietv instead of speaking on the spot. Is
it that a delicate balance of self-compassion rhasttruck? As discussed above with trainee
CP’s, does this vary with the environment? Futesearch in the self-compassion field
would benefit from exploring the idea of an optirtelel of self-compassion in place of
taking for granted that being totally self-compassie is the best self-relating style. Indeed,
exploring the attitudes towards, and fears of -sethpassion would also benefit from

further detailed exploration within these groups.

The sample size was large enough to detect signifidifferences between the other SCS
subscales, and this was not found. However an vbdérend was that all positive subscales
were higher in qualified CP’s and all negative salbss were higher for trainees. Further, it
was noted that the highest subscale score forgrotlps was within the Mindfulness
subscale. This may be in a response to its inarggsiesence within the field of clinical
psychotherapy models and also its frequent usepareential teaching methods (Shapiro,

2009).

The total SCS score reported in the present reseepticates the total SCS scores
evidenced previously in Australian trainebk; 3.23 (Stafford-Brown and Pakenham,
2012),M=3.27, (Pakenham, 2014). Using Neff’s initial sogrmethod, this trainee sample
demonstratedvi= 19.32. Therefore when compared to the only dth€trainee research
(Rimes & Wingrove, 2011), this is found to be samilo the Year 2 traine@&4=20.6 and
Year 3 traineed= 19.0 evidenced in the study, but slightly higthem their Year 1 trainee

SCS scoresyl= 18.1.

Within the present study’s trainee sampie421), year of training was not found to
significantly influence SCS scores. This is in cast to the differences in SCS scores

observed in the above Rimes and Wingrove (201 tlystuiowever their small sample
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(n=20) would likely be more susceptible to skewng&astosis and outliers which could
significantly skew the means reported in their aesle (Field, 2013). As such, the
differences between the two pieces of researchbeajue to substantially different sample

sizes and influences of bias commensurate with this

When compared to similar mental health professignalips, the present trainee SCS scores
appeared to replicate similar findings to a grotimasters level USA counselling
psychologistsri{=54) (M=18.06 — 19.14) (Shapiro et al, 2007). Qualified &S scores in

this researchM=20.17) appeared to be higher than when comparadaoall samplenE38)

of mixed health professionals, including medicattdos and nurses, physiotherapists,
psychologistsNI= 16.48 — 19.51) (Shapiro et al, 2005). Again, darsfzes in the last study
may influence the difference evidenced between dihealth professionals and the CP-only
participants in this research; however these figslidlo also suggest that SCS scores may

vary between professional groups

Although methodologically this research has beeafally considered to produce reliable
results, future research will need to continue espy self-compassion in UK CP’s, to

understand if differences in SCS scores emergéhaneasons for this. Nonetheless, this
research indicates that CP SCS scores are witeimtiderate range, indicating that they

could be supported to increase.

5.8 Factors related to self-compassion scores inrgtal psychologists

A multiple regression was used to ascertain whatables predicted self-compassion
scores in these groups. Based upon the literatwas hypothesised that lower scores of
SCS scores would be predicted by higher scoresams bf compassion, higher scores of

psychological distress (GHQ) and higher scoresofgived stress. It was further
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hypothesised that higher scores of self-compassaurid be predicted by higher age of

clinician, more years of clinical experience anghiar scores of social connectedness.

In trainee samples, higher fear of self-compassiade the most significant unique
contribution to the model, predicting self-compaasscores with a large sized effect.
Perceived stress scores also made a significantmation and were also found to
significantly relate to SCS scores with a mediunedieffect. As both standardised Betas
were negative, this indicated a negative relatignshthat, higher scores of fear of self-
compassion and perceived stress were related &r I8®@S scores. Finally, higher social
connectedness was also found to significantly dount, predicting lower self-compassion

scores with a small sized effect. No other factoegle a significant contribution.

Within the qualified regression analysis, a simgattern was observed, in that Fear of self-
compassion (large effect size) and perceived stam®s (small to medium sized effect)

both made the greatest contribution to the modghjfcantly relating to SCS scores. Unlike
the trainees, social connectedness did not sigmifig relate to SCS in this sample, however

this only narrowly missed significancg=051).

Taken together, that fear of self-compassion edeaxtiarge effect size in predicting lower
SCS scores can be understood; if an individudr#daof self-compassion then it is likely
they will experience minimal amounts of it. Howeteais does indicate a potentially
problematic barrier in trying to support CP’s irvdeping their self-compassion as a self-
care strategy. The results therefore suggesthisatdar would need to be considered and

addressed in the first instance.

These results also suggests that a delicate batansebe struck; that for some whom
perceive their ability to cope as poor (as demaiestk by high PSS scores), may find it more

difficult to be, and develop, self-compassion. Hoare scores of psychological distress (as
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measured by the GHQ) was not found to significaotigtribute to SCS scores thus
suggesting that more objective indicators of desréo not relate to self-compassion scores.
However, within both the trainee and qualified Gples, PSS and GHQ-12 scores were
found to be highly correlated and this is knowitintat the size of R. It could be that these
highly correlated variables limited the regressimodels ability to identify a significant
contribution of GHQ-12 scores (Type Il error) whiobuld indicate ‘overfitting’ of the

model (Chatterjee, Hadi & Price, 2000). The relasiup between self-compassion,

perceived stress and psychological distress rexjmgge research to understand this further.

Whilst social connectedness was found to predi@ 8Qrainees, it just missed reaching
significance as a predictor of SCS in qualified CH8s may be due to the professional
social context of qualified CP’s which weakens tieistionship. For example, in addition to
their work place, trainees are also members of trehing cohort at the university. This
may facilitate more common humanity thinking asytban perceive their journey through
training as similar to their training colleaguesn@ersely qualified CP’s typically do not
regularly meet with other qualified CP’s as freqiyeas a training cohort which may reduce

their perception of shared experiences with otiesC

Furthermore the data in this research revealedathaher percentage of qualified CPs
(16%) worked as the only CP in their team, comp#wetPb of trainees, again which may
influence their ability to perceive a common huntpriiven these results, it seems as
though having some form of regular connection withers would therefore improve self-
compassion in trainees. As significance was nagromissed within the qualified CP
sample, future research may benefit from explotinig relationship further to ascertain if

and how social connectedness and self-compasdaie e this group.
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Despite some literature identifying that age anary®f clinical experience influenced CP
stress levels (Hellman et al, 1986; Ackerley el@8B8; Cushway, 1992; Cushway & Tyler,
1994, Cushway et al 1996), and the emerging relship demonstrated between indicators
of stress and self-compassion in therapists (Gikiteatl, 2010) and trainee doctors (Olson &
Kempar, 2014), one may expect that both age anataliexperience themselves would also
have some relationship with SCS scores in CP’s. é¥&wneither were found to correlate
with SCS scores in this study, therefore thesefaavere not included within the multiple
regression analyses. The lack of relationship betvege and clinical experience with self-
compassion may therefore suggest the impact of sdhee moderating variables alongside
stress, which has not been assessed within treands Given the literature, this may be due
to coping styles (Kuyken et al, 2003) or persogalitaracteristics such as perfectionism
(D’Souza et al, 2011) and therefore would beneditrf further exploration. That age was not
correlated with SCS added to the existing mixestaiiure on this relationship (Neff & Vonk,

2009; Neff & McGehee, 2010).

Within the qualified sample fear of giving compasswas also excluded from the
regression analysis as it evidenced no relationsttlpself-compassion in this sample. The
reasons why these two variables did not relathisidpecific group, yet did within the
trainee sample, remains unclear. It may be thatqslified CP, it becomes more typical to
split the self from the other, possibly by way afaping strategy to manage the emotional
aspects of therapy. This therefore may facilithtg giving compassion to others and giving
compassion to the self become more separate. Howeugassion is central to the role of
the CP (Gilbert, 2010b) and self-compassion isribed to be part of this (Neff, 2003a;
Gilbert 2010a) . Furthermore it is advocated by yridwat supporting others begins with

supporting yourself (Schmidt, 2004) and is the sewrf compassionate care (Gustin &
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Wagner, 2013; Olson & Kemper, 2014) thus suggestiagthe relationship between these

two constructs requires further understanding.

In both the trainee and qualified samples, neitbar of giving compassion nor fears of
receiving compassion from someone else, were fousdynificantly contribute to the

model.

5.9 Hypotheses summary

These results therefore found support for the Hygsis that qualified CP SCS scores would
be significantly higher than trainee SCS scoregyTtrther found support for the
hypotheses that higher perceived stress and higaeof self-compassion scores would be
significantly related to lower SCS scores in thgsrips. The results for social
connectedness only in part supported the hypothiesist would significantly relate to

higher SCS scores, as this only reached signifeamtrainees, although it nearly reached
significance for qualified CP’s. Finally, theseults refute the hypotheses that age, years of
clinical experience, fear of giving compassiony fefareceiving compassion and

psychological distress significantly predicted S§€8res in this sample.

5.10 Clinical psychologist comparisons with the comunity sample

The results identified that both trainee and qiedifCP’s in this study reported significantly
higher SCS scores than the present community saitlein the trainee sample this
represented a medium sized effect and within tladifeed sample this was with a large sized
effect. Whilst on one hand this could be a surpgsesult, given the CP stress levels and
stressors identified within the literature, theeald also be considered within the context of
group differences; in knowledge of other cultureliéfs. For example the recent research by
Pauley and McPherson (2011) identified that withim UK, members of the community

tend to view compassion in the context for givintpiothers.Indeed, based on the
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researcher’s observation only, ‘self-compassioehsiagly does not appear very much in the
UK community vernacular. Indeed within the presesearch some participants known to
the researcher fed back that it had been strangentider this in relation to themselves and
they were unsure what ‘self-compassion’ was. How&uessell (1991) makes the point that
many cultures have idiosyncratic words for thealifegs, which do not necessarily translate
to other cultures. Given that the concept of setfipassion stems from Buddhist traditions
and Eastern philosophies, it may be that this loayet translated into the western

vernacular.

This is in contrast to the clinical psychology @ielhere the last 20 years have seen a big
increase in the use of self-compassion due tesgsmutherapy (CFT) and demonstrated
relationship with psychological wellbeing. As suithmay be that due to the CP’s increased
knowledge of self-compassion this results in higegorted self-compassion. This may be
due simply to increased knowledge, implementintgatselves and being more self-
compassionate, or due to bias, for example beihigetately self-presentational as self-

compassionate.

Given the continued increase in globalization anddvwide travel, it may be that more
community individuals will become aware of self-quession and its benefits. This could
influence future SCS scores in the community andldvbe an interesting source of future
research. Indeed the concept of mindfulness appedes doing this currently, with many

self-help books now available.

5.11 Strengths and limitations of present study
The strengths and limitations of this study willnbe critically evaluated in line with the

epistemological position of this research.
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5.11.1 Sampling
In order for sample results to be generalizabkaéatarget population, they must be unbiased
and all members of the target population givenctimnce to take part (Barker et al, 2010).
This was not possible within the qualified CP sasrgs the researcher did not have the time
nor the resources to apply for R & D approval iegNHS trust across the UK. It was also
not feasible to invite each member of the UK comityuilowever with the exception of
one DCIlinPsych course; all trainees across the l@kewffered the opportunity to take part.

This is first research to achieve this in a UK oiavide sample for approximately 20 years.

However within both the CP study and community giuohe anticipated challenge was
participant recruitment, particularly with qualifi€CP’s due to their workload and possible
disinterest in taking part in research. In ordemtmage this, the researcher chose
convenience and snowball sampling methods for thetftommunity and CP study, in order
to access as many potential participants as pesdihls was successful in that substantial
sample sizes were recruited (Commumity 217, Trainees = 221, Qualified CP’s1 =

120), and met the requirements of the sample stz@ation for a medium effect size in the
CP studyn = 108 per group. However snowball sampling methadgdcpresent some bias
in the results as participants may only forwardrdsearch on to others they know share a
similar interest (Barker et al, 2010). As CP’s beeoming more aware of self-compassion
and compassion focused therapies as part of thaicat work, alongside some known
special interest groups for the topic, this cowddikely within the CP study. As such the

findings in this initial research must be considength this in mind.

A second limitation of convenience sampling methigsdie potential for some sub-
populations within the target population to be ageld, thus yielding less representative
results. This was considered and efforts to moritisrwere via the inclusion of a detailed

demographic questionnaire in both the community@Rdstudy. As the SCS has evidenced
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different levels of self-compassion across diffée@ntures (Neff et al, 2008), it was hoped
that information from the demographic questionnaoeld capture and facilitate statistical

analyses to monitor any influences of ethnicitiesatigious beliefs on SCS scores.

However, most participants in both the communitgt @ study reported their ethnicity as
White British or as being Christian or ‘no religipmery few identified themselves as within
the other ethnic or religious groups. As such stiaal analyses of the differences in SCS
scores between various faiths and ethnic groupsdimriinaccurate due to the vastly
different sample sizes. Indeed future research lmeagfit from looking at SCS scores from
specific ethnic and religious groups within the B¥mmunity population, in order to further

this understanding.

Another limitation of these sampling methods isitifeience of possible self-selecting bias.
This suggests that participants whom chose topakiemay differ from those who do not
take part, for example in levels of motivation mterest (Barker et al, 2010). This again
would therefore affect the generalisability of Hample data to the target population of CP’s
or the UK community. One way to manage this iss®eas attrition rates. However due to
the anonymity of the research, if an individual dat wish to take part they simply did not
open the browser link; therefore this was not gaeswith the online participants in the
present research. However an indication of aitritvithin the community study comes from
the paper copies; out of 100 copies disseminatd) &tal were returned. The researcher is
aware that all available paper copies were handetherefore suggesting that
approximately 40% of possible community particigaaid not return them. This may be due
to forgetfulness or may be due to another, as iyetemtified influence, such as fear of

discussing emotions or understanding the natutieeofjuestions.
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Upon inspection of the gender data, a potentiatdition is that the majority of the
respondents within the community sample were ferf@@o). It has been evidenced that
women respond more to questionnaires than men (@apa009) however this could have
implications for the generalisability to a commyrsample. This was a similar prevalence to
the Williams et al (2014) study (74%), suggestirdijfficulty in recruiting males to respond

to a self-compassion questionnaire.

Within the CP study, the higher frequencies of flenparticipants observed was found to be
fairly representative of the current trainee andlifjed population (CHPCCP, 2013; HCPC,
2014) and similar previous UK trainee research @éamyet al, 1998; Brooks et al, 2002;

Kuyken et al, 2003).

The sampling process revealed that a wide geograpihéad of data was achieved, with
counties in all 4 countries of the UK identified bgth the community and CP samples.
However the majority within the community sampleneafrom Yorkshire and Essex, and
whilst this represents both the north and soutih@fcountry, future research may try and

gain more participants from other areas of the UK.

5.11.2 Design

Within the community study, due to the possiblearbkeffects that can influence results in
cross sectional designs, efforts were made to lrechssive as possible by ensuring paper
copies of the SCS and demographic questionnaire b@uavailable. From this, it was
hoped that individuals whom may have been exclutiegdto an online methodology could
take part. The results indicate that a good rafgges was actually achievaddn = 35,
Range= 68) with the youngest participant aged 18 arddlldest (a paper completing
participant) aged 85. This age range is found tmmbeh more inclusive than the Williams et

al (2014) studyNl = 25.7,SD= 9.8).
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As this was only an initial assessment of SCS scaceoss the community and clinical
psychologist population, the researcher is awatttie methodology chosen (online and
paper) could exclude those with physical disaksitsuch as movement disorders or
blindness. Indeed, whilst an online methodology adestrates strengths and as such was
chosen for the present research, a number of tionig coexist. Many of these have been
discussed above and include sampling bias suchlfasetecting and convenience, internet
access issues and due to the anonymity and respgeivacy; difficulties assessing attrition
rates. A further is the unavailability of a faceface meeting with a researcher. As
discussed in the method, this was considered anidaited the contact details of the
research team to feature on the first page, poistudy participation so that questions could
be asked. However, it is considered that individuraay not have felt able to use the facility
thus contributing to attrition and possible selieséing bias. As such, the online
methodology relies upon an individual’s introspeetability, without the researcher to ask
guestions of. Whilst on one hand this is a limatation the other it does reduce the impact of
researcher bias (Barker et al, 2010) and remaittsna critical realist epistemological

stance.

Finally, within this design socio-economic stat8&6) was not assessed. This is known to
relate with depression and anxiety (Lorant et @072 Green & Benzeval, 2013), which in

turn are evidenced as relating to Self-compasd#actBeth & Gumley, 2012). In order to be
more representative an option to disclose SES emadbitities alongside adapted versions of

the questionnaire should be available for use turéuresearch.

5.11.3 Measures

Whilst all measures in the study presented strenigtktheir ability to gain a respondents

opinion, appropriateness for online research armd gsychometric properties, a number of
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limitations exist. Indeed an area for consideratoathe possible validity issues of self-
report responses as some individuals may experiifferilties in being introspective or
self-aware (Barker et al, 2010). Furthermore soarégipants may not be truthful as their
responses are motivated by other goals, for exasgaal desirability. Given the political
importance afforded to the concept of compassidnday’s NHS, it was considered that
some trainee and qualified CP’s may consider psssgself-compassion a socially
desirable, even a required, professional charatiterFurthermore, reporting a fear of this
may also be reduced by social desirability. Howesgediscussed, a measure of social
desirability was deliberately not included as isveansidered that most CP’s would
recognise it; thus rendering it unusable. Instéae yesearcher made all online and paper
surveys anonymous, with the hope that this mayaedny socially desirable response sets.
Given that a role of a CP is to support and engmutheir clients to be more self-
compassionate, it was hoped that this would erabyeCP’s who may be embarrassed by

how they treat themselves as clinicians, to alke fart.

However it must be noted that only one appropma¢asure of self-compassion was
available at the time of this research the SCSf(IR603b). Its previous ubiquitous use

within this field likely reflects the monopoly dfi¢ positivist position within psychological
research discussed above (Trochim, 2006). Neuesghea critical realist position argues
that most constructs can only be partially captimgtheir associated measures (Barker et al,
2010) and as such the researcher presents thdgegiras one indication of self-compassion
levels within these groups. With the emergence afenrmeasures of self-compassion, these
should also be used in future research to capisebdncept within the UK community and

in CP’s.

Furthermore, since the commencement of this rekgtrere has been some criticism for the

factor structure of the SCS within a UK populatidhis suggests that the SCS may be better
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at providing robust subscale scores instead obereall SCS score, due to their
confirmatory factor analysis indicating the lackfibto a six-factor hierarchical model
(Williams et al, 2104). However, given that thiady did not calculate subscale scores

correctly, this may influence their findings.

Within the present research, the internal conststsrof the SCS in both the community and
CP study were of acceptable levels, however itotserved that Cronbachisfor the
Mindfulness subscale was lower in the communitydam = .67 and the trainee samples

a = .63, yet the qualified CP sample was gacd.81. Some debate exists about the value of
clinical cut offs fora values (Lance, Butts & Michels, 2006), and itasgible that this
represents a less unidimensional subscale witlesetsamples. However given that it is only
made up of 4 questions, this too could influencalkanalpha’s (Cortina, 1993). These
findings along with the Williams et al (2014) stuslyggest that it may be helpful to conduct
more research in the UK community to establishohyechometric properties of the SCS

within this population further.

Finally, due to the ethical implications of incladia measure with questions in relation to
suicidal ideation and intention in an anonymouseyrthe GHQ-28 was not used in this
research. However this makes comparisons acrosseitzure slightly problematic,
therefore the present results must be considesadaa always the intention of the
researcher, to act as indications of comparisotfs pvevious research and to demonstrate
the prevalence of caseness in these samples. Faringtation of the general literature is
the lack of a uniform scoring method and cut ofecia for the GHQ-12, and use of the
same version of the SoCS-R that again makes cosgoaracross the literature somewhat
unreliable and less valid. This is not somethirgg ttould be controlled by the researcher,
however in future research, it is recommendeddhaesearch is transparent about these

details and use similar measures where appropriate.
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The results presented here are therefore considetiedhe above possible biases in mind.

5.12 Implications

5.12.1 Theoretical implications

Across the literature, two dominant theories of-sempassion exist and the researcher
perceives that both offer theoretically justifiedlicators of this construct. As outlined in the
present review, the important consensus is thiteatpassion is a form of self-kindness,

and non-judgemental approach to the regulatiomefsopainful experiences.

The concept of self-compassion had previously lex¢ended to mental healthcare
professionals however this research contributabduiby being the first to capture levels of
self-compassion within clinical psychologists. Tlssmportant as the results reveal that
although providing compassion to others is a cepeet of their role (Gilbert, 2010a), CP’s
only report moderate levels of self-compassion seues. This, taken together with the
demonstrated levels of psychological distress tegdan this group; suggest that CP’s own

self-relating may not always ‘practice what thegguh’.

A second theoretical implication is the large effbxat fear of compassion has on SCS
scores. Whilst this makes common sense, this r@séathe first to demonstrate this
relationship using the SCS and Fears of Compa&sate. It empirically highlights that
whilst self-compassion is considered to be positiveemotional wellbeing; the real life
application may be quite difficult. Upon reflectiofthe two theories, this appears to be
missing from Neff's (2003a) conceptualisation. émtrast Gilberts’ (2010a) compassionate
mind theory incorporates this within its three sys$ theory; that fears of positive emotions
could develop as part of the threat system. It wdna useful for future research to explore

this relationship further.
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Finally, whilst Gilberts (2010a) theory emphasigesore explicitly, both Neff and Gilbert's
theories acknowledge the Buddhist idea that setfigassion forms part of the wider
construct of compassion. However the results pteddmere add to these conceptualisations
by suggesting a subtle difference that can exigtiwihis. This research presents that only
fear of self-compassion, (a self-self relationshipfiuences self-compassion. Self-other
relationships do not exert this influence (feagwing compassion to others or receiving
compassion from others). This may indicate th&icaigh self-compassion is part of
compassion, the way an individualatesto it is different to how they relate to compassio
when in the context of another person. This woddfit from further research to

understand these differences further.

5.12.2 Clinical implications

5.12.2.1 The UK community

The results from this research indicate that mdddeaels of self-compassion are currently
reported in this group. Specifically, it suggesiattwithin the current UK community

sample, individuals are more likely to be judgeraéat themselves when experiencing
personal distress, than treat themselves kindlis iflay have implications for the
assessment of mental health, indicating that aideration of self-compassion could be
useful; particularly in ascertaining how the indival relates to themselves and their
experience of distress. It has been demonstratedsklf-judgement could undermine

clinical working (Gilbert & Procter, 2006), whichay not otherwise be identified until a
therapeutic impasse is reached. As part of ingisglessment, early identification may prevent

this.

Furthermore, previous research identifies thatiwithe UK community, individuals tend to

understand compassion in the context of giving ass@nto others.This taken together
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with the present research results could have imaftios for the wider education of the UK
community in relation to self-compassion and wh#&.iThis increased awareness could
help individuals identify for themselves if theyeabeliefs that they are on their own in

their inadequacies and failures and help them denshe shared common humanity instead.
Furthermore, this may promote treating oneself Witlness instead of judgement and

criticism.

5.12.2.2 Clinical psychologists

The findings from this study suggest that althosglf-compassion scores reported by both
trainees and qualified CP’s significantly diffegth fall within the moderate range. This
suggests that although many may be aware of thefiteeof this self-relating style, this does
not necessarily translate into a highly self-corspasate group. Furthermore the results
present that psychological distress in a subgrdigoth trainee and clinical psychologists

could be worryingly high.

These results suggest that CP’s have scope toapeaehore self-compassionate self-
relating style and given the specific findings éation to stress, it could be that
interventions or self-care strategies that focusd@reloping this may contribute to lower
perceived stress in these groups. Within the teagreups, the results from this research
particularly suggest that they may benefit spealifjcin focusing on nurturing self-kindness
and compassionately acknowledging and workinglevite their judgmental self-relating

style.

Previous research has demonstrated that traindesmwiavoidant coping style experience
significantly higher anxiety, depression and low-ssteem (Kuyken et al, 2003). It could be
that self-compassion could be particularly benafit this group, as it would actively

encourage CP’s to face their difficult feelingskmawledge them and compassionately work
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towards relieving them. Furthermore other previG&sliterature demonstrates that those
with a perfectionistic personality characteristiperience higher stress levels (D’Souza et
al, 2010). Research has also demonstrated that@albassion is positively correlated with
perceived academic competence and negatively assdavith fear of failure (Neff et al,
2005). It could be that by engaging with self-casgion and a more non-judgemental and
mindful self-relating attitude, an individual coudegin to accept their perceived
inadequacies as part of the wider human condifibis could support them to reduce their
need to aim for the best and tolerate ‘good engughining to compassionately engage with

the uncomfortable feelings this may initially briagout.

However within both trainee and CP groups, thigaesh highlights that higher fear of self-
compassion relates to lower SCS scores. This stgythes should an intervention take place,
it would be valuable to assess participant attguated fears towards self-compassion first.
Otherwise it is likely that further self-care stgites would be rendered useless. Given the
previous literature on barriers to accessing suppdCP’s, it seems that also assessing

attitudes to self-care would yield useful infornoati

The results from this research also offer thatrugetions to specifically focus on improving
a CP’s sense of social connectedness could alsowagelf-compassion. This relationship
was demonstrated with trainees and only just misggdficance within the qualified CP
sample. This suggests the value in nurturing psid@sl relationships and remaining
connected to peers. Future research could consodeto implement this given that current
resources in the NHS may not facilitate face t@ faeekly meetings. It may be that the

effectiveness of virtual groups could be explorethwelation to this.

Furthermore, this research highlights the prevaerigsychological distress, highlighting

that within a subgroup; 1730of trainees and 1/50f qualified CP’s currently meet the clinical
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criteria for an anxiety of depressive disorder.&pithe additional emotional load carried as
a CP, this is evidenced to personally impact tévidual, and also affect client working
and perceived competence (Ying, 2009). This tloeedias significant implications for both

training programmes and PPD.

Within training programmes, this suggests thattuke multiplicity of training, where
possible, unnecessary stressors should be managemi@ved. The literature evidences a
relationship between how much a training courselesiges self-care in its programme and
how many trainees seek support (Goncher et al,)2QEdg Gilbert’s theory, the adoption
of a non-judgemental compassionate approach incating this, may support trainees to
move out of their threat system and the threaesystoping strategies (avoidance) into their
soothing system (Gilbert et al 2010b). This couldtivate the desire to alleviate their
difficulties with understanding and kindness and/macourage trainees whom may not

otherwise seek support.

Furthermore, many researchers suggest that timéntyacourse of a CP is the prime time to
learn and introduce regular self-strategies (Kuyéeal, 2003; Pakenham 2014). However it
has been suggested that many training coursesmelye individual to do this themselves
(Wise et al, 2012); which with the multiple demamdsraining, a trainee may not prioritise.
Furthermore, research suggests that anticipataigtie reflective groups may provide this
space is not always the case for some (Knight, &0410). It could be that introducing a self-
compassionate influence to this may reduce theedist by promoting the cultivation of safe,
reflexive spaces in which trainees can develomddecy to be open to their inadequacies as

much as their successes. Future research woulditfeo® exploring this.

That 1/%" of qualified CP’s report clinical levels of psydbgical distress is also concerning,

particularly given the CP’s emerging role withiadership arenas such as management and
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the additional load this encapsulates alongside theical work (Gilbert, 2010b). This
research suggests that CP’s have the potentiatttoel develop their self-compassion.
Taken together with self-compassion research;likédy that this would have a beneficial
impact on their emotional wellbeing. It could battdeveloping self-compassion, by being
more mindful and considering that their difficutiare shared by many others, then enables
CP’s to perceive more that they can cope, thusciaduperceived stress. Furthermore, it is
likely that learning self-compassion strategieslddenefit the strategies they teach in their
clinical work, as UK CP’s report a strong themdeaarning by doing’ (Nel, Pezzolesi &

Stott, 2012). Future research would be requiresltduate the efficacy of this.

Finally, within the context of the Francis (2018port, these results highlight the level of
distress experienced by some NHS staff. This cmsfithat some staff are ‘surviving, not
thriving’ (Fitzsimons, 2015) and could have imptioas for the ability of some staff to
provide compassionate care. This research idestifig the ‘cultural health’ of this sample
of CP’s is only moderately self-compassionate. &®e suggest self-compassion as the
source of compassionate care (Gustin &Wagner, 2048 it is likely that providing care to
others would also likely benefit from some self-gassion self-care PPD practices.
However once again, this should be embedded airgjaizational level and not relied upon

the individual to do, given the likely lack of resoes to do this.

Whilst encouraging the introduction of ways to teaad support trainee and qualified CP
self-compassion, the researcher is reluctant fertthbe introduced as a clinical competence
per se. This could likely introduce an evaluatieenponent to self-compassion which unless
contained appropriately could lead away from they vature of self-compassion as

understanding and non-judgemental to a critical@id self-evaluation.
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5.13 Future research recommendations

5.13.1 UK Community research

It is established that a way to increase the acgusbgeneralisability is via replication
(Barker et al, 2010). As such one recommendatida continue monitoring SCS scores in
the UK population. This will also ascertain thaability of these findings. Given the
limitation of this study was that the sample wasdmminantly female, and the potential
impact of gender on SCS scores (Yarnell et al, p@itGre research should also attempt to
gain equal numbers of male participants. Further résults yielded in this research,
alongside the existing research, indicate thatelsas comparisons between eastern and
western cultures, comparisons within western cetwvill likely provide useful information

in relation to how self-compassion is expresseagastern society.

Given the continued onset of globalization andetaypportunities afforded to more and
more members of the UK community, it is likely timadre eastern philosophies and cultural
beliefs continue to permeate the UK vernaculahassbeen demonstrated by mindfulness
(Shaprio, 2009). As such it would be useful to nmn$CS in thus population and identify if

this changes.

Finally, the exclusion criteria of this researcmoeed adolescents and children. This was to
create an adult community sample and also reflatiacthe measures used, have not been
validated in these groups. The researcher is athateghe SCS has been used with
adolescents (Neff & McGehee, 2010) but further wsialis required to ascertain how valid
this measure is, given cognitive development amagogble to understand self-relating
styles. However this reveals a gap in the liteeaand understanding if and how SCS scores

change during adolescence and adulthood may prawitteer useful information
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5.13.2 Clinical psychologist research

A number of future research recommendations haeady been presented throughout,
however some related more to the research desighempresented here. Within a critical
realist position, it is advocated that results $thdne “inter-subjectively testable” (Popper,
1963) in that other researchers should be ablepiicate the study and gain similar findings.
As such one recommendation for future researah é@mtinue monitoring the SCS scores in
this population and understand how they changeer@iliat the NHS may face further cuts

in funding, it seems important to understand hogaaizational; changes impact SCS scores
and also monitor the impact on providing compassi®eare, in line with the Francis (2013)
report. Furthermore, as suggested by some, thaiaegeons ability to provide the
appropriate, nurturing, context for this compasatercare should also be explored (Mills,

Wand & Fraser, 2014).

As stated previously, all research methods haeagths and limitation and in line with the
critical realist position, the researcher suggtsis multiple methods of assessing self-
compassion should be adopted. This methodologiealgulation (Barker et al, 2010) will
facilitate a greater understanding of all indicatof compassion and help add to a greater

theoretical understanding of this construct.

5.14 Research summary

In summary, this research identified that the aurtéK community population reports
moderate levels of self-compassion. This revealshdency of the population to be
judgemental of themselves in times of difficultyher than to relate to themselves with
kindness. A trainee and qualified CP population a¢ported within the moderate levels of
self-compassion, although this was still found ¢cskgnificantly higher than the community

sample.
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The present research also identified that the factdated to self-compassion in CP’s were
fears of self-compassion and perceived stressrthdr identified that perceived social
connectedness was also significantly related feceshpassion in trainee CP’s. As a final
outcome, this research also demonstrated thatntlyria the UK, 1/& of trainee CP’s and
1/5" of qualified CP’s reported psychological distreimificant enough to meet the clinical

criteria for an anxiety or depressive disorder.

For approximately 25 years, researchers have $igggesting that training in self-care and
coping strategies should be a core part of CPitrgiprograms (Cushway 1992: Nichols,
1988; Payne and Firth-Cozens, 1987; Myers et dl220akenham & Stafford-Brown,
2012; Stafford-Brown & Pakenham, 2012; Pakenharh420yet this is still not universally
part of DClinPsych curriculums. Nominal research &gplored the effectiveness of stress
management interventions and if it has, this isipn@nantly with trainees, using
mindfulness (Moore, 2008; Rimes & Wingrove, 20149l ACT, (Stafford-Brown &
Pakenham, 2012; Pakenham, 2014). However thisreseaggests the potential value in
adopting self-compassion. It is hoped that asgfatie Francis (2013) compassionate care
agenda, the findings of this study will motivateises and the NHS to instil self-

compassion training as a core aspect to CP traamadgPPD.

In the words of Guatama Buddha; “If your compassioas not include yourself, it is

incomplete.” (Blomfield, 2011).
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7. Appendices
Appendix A: Community sample: Online demographic questionnaire

1) Please state the month that you are completingjtiestionnaire in.

2) Are you a U.K. resident? Yes/ no
(If no then please do not continue)

3) Please select which county you currently live in. (List of counties to select
from)

4) Please enter your age.

5) Please select your gender (Male/ Female)

6) Please state your main, current occupation

Homemaker

Retired

Student

Full time employed

Part time employed (up to...)
Other

"0 Q20T

7) Please state the number of years of employmentiexjge you have (rounded to the
nearest year).
8) What is yourcurrent marital status? Options:
a. Single
b. Married
c. Divorced

9) Please select your ethnicity
Options:
a. White
i. English/Welsh/Scottish/Northern Irish/British
ii. Irish
iii. Gypsy or Irish Traveller
iv. Any other White background, please describe
b. Mixed / multiple ethnic groups
i. White and Black Caribbean
ii. White and Black African
iii. White and Asian
iv. Any other Mixed / Multiple ethnic background, pleaescribe
c. Asian / Asian British
i. Indian
il. Pakistani
li. Bangladeshi
iv. Chinese
v. Any other Asian background, please describe
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d. Black / African / Caribbean / Black British
i. African
ii. Caribbean
iii. Any other Black / African / Caribbean backgrountsgse
describe
e. Other ethnic group
i. Arab
ii. Any other ethnic group please describe
f.  Would rather not say

10)What is your religion?

No religion

Christian (including Church of England/ Ireland/@&land, Catholic,
Protestant, Methodist and all other Christian demaations)
Buddhist

Hindu

Jewish

Muslim

Sikh

Any other religion, please describe

Would rather not say

oo

TT@me a0
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Appendix B: Self-Compassion Scale (Neff, 2003)

HOW | TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIM  ES

Please read each statement carefully before amsyv@ro the left of each item, indicate how
often you behave in the stated manner, using tl@simg scale:

Almost Almost
never always
1 2 3 4 5

____ 1. I'mdisapproving and judgmental aboutowy flaws and inadequacies.

2. When I'm feeling down | tend to obsess fixate on everything that’s wrong.

3. When things are going badly for me, Iteedifficulties as part of life that
everyone goes through.

4. When I think about my inadequaciesntiseto make me feel more separate and
cut off from the rest of the world.

5. |l tryto be loving towards myself whem feeling emotional pain.

6. When I fail at something important to Ihbecome consumed by feelings of

inadequacy.

_______7.When I'm down and out, | remind myselt thare are lots of other people in the
world feeling like I am.

8. When times are really difficult, | terode tough on myself.

9. When something upsets me | try to keegmgtions in balance.

_____10. When I feel inadequate in some way, idmemind myself that feelings of
inadequacy are shared by most people.

___11. mintolerant and impatient towards #haspects of my personality | don't like.

____12. When I'm going through a very hard titngive myself the caring and tenderness
| need.

______13. When I'm feeling down, | tend to feeklitnost other people are probably happier
than | am.

_____14. When something painful happens | trake ta balanced view of the situation.

___15. I try to see my failings as part of thenlan condition.

_____16. When | see aspects of myself that | di&f | get down on myself.

____17. When I fail at something important tolrtry to keep things in perspective.

____18. When I'm really struggling, | tend tolfelee other people must be having an
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easier time of it.

19. I'm kind to myself when I'm experienciswgffering.

20. When something upsets me | get carriexy avith my feelings.
21. | can be a bit cold-hearted towards mygsn I'm experiencing suffering.

22. When I'm feeling down | try to approachfeelings with curiosity and openness.

23. I'm tolerant of my own flaws and inadetzjas.

24. When something painful happens | teriddw the incident out of proportion.
25. When | fail at something that's importanne, | tend to feel alone in my failure.

26. | try to be understanding and patienataw those aspects of my personality |
don't like.
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To Whom it May Concern:

Please feel free to use the Self-Compassion Staleur research. You can e-mail me with
any questions you may have. | would also askybatplease e-mail me about any results
you obtain with the scale, and would appreciatieyibu send me a copy of any article
published using the scale. The appropriate referenkisted below.

Best,

Kristin Neff, Ph. D.

Associate Professor
Educational Psychology Dept.
University of Texas at Austin
1 University Station, D5800
Austin, TX 78712

e-mail: kristin.neff@mail.utexas.edu
Ph: (512) 471-0382
Fax: (512) 471-1288

Reference:
Neff, K. D. (2003). Development and validationao$cale to measure self-compassieif
and ldentity, 2, 223-250.

Coding Key:
Self-Kindness ltems: 5, 12, 19, 23, 26

Self-Judgment Items: 1, 8, 11, 16, 21
Common Humanity Items: 3, 7, 10, 15
Isolation Items: 4, 13, 18, 25
Mindfulness Items: 9, 14, 17, 22
Over-identified Items: 2, 6, 20, 24

Subscale scores are computed by calculating the ofesubscale item responses. To
compute a total self-compassion score, reverse shernegative subscale items - self-
judgment, isolation, and over-identification (i.8.+5,2=4,3=3.4=2,5=1) - then
compute a total mean.

(This method of calculating the total score isidlig different than that used in the article
referenced above, in which each subscale was dddether. However, | find it is easier to
interpret the scores if the total mean is used.)
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Appendix C: Community sample: Online Participant Information Sheet
Name of study:Self-compassion in the UK general population.
Summary of study:

This study aims to measure levels of self-compassiperienced by the UK general
population. It will ask questions related to howythink and react to your emotions.

Why is this research being conducted?

In the past few years there has been a growingestten how we treat ourselves when we
find times difficult. To date, research has demi@istl thaselfcompassion is related to
psychological wellbeing. As such, it seems valuablascertain levels of self-compassion in
the general population.

The majority of self-compassion research has bedmei USA and whilst some UK research
has looked at self-compassion as part of theinesydo research to date has established this
within the UK general population.

Why have | been invited?

You have been invited as you are a member of thi 6K general population and are aged
18 or above. You will have either responded tocvree placed on the University of Essex
REO website or have been sent the link by a frighd thinks you may be interested.

What will be involved?

You will be asked to complete a short questionn@ileresponses will be anonymous
however at the end of the questionnaire you wilhbleed to complete some questions about
you. You will also be given the opportunity to @nta free prize draw to win £40 of Marks
and Spencer’s vouchers. The survey will take apprately 10 minutes to complete.

Do | have to take part?

No. Participation in this research is completeljuntary. Should you not wish to take part

or begin completing the questionnaire then de@deithdraw just simply close the browser
window to exit. No data provided up to this poinli we saved. If you know of anyone who
may be interested in completing this questionnastead then please feel free to email them
this link to access it.

Are there any disadvantages or risks to me?

The questions will require you to think about yalfrend some will also ask you how you
feel currently. As a result, you may notice negagwnotions you're feeling which may lead
to a temporary dip in mood. If you do feel likeslaind would like support, there is a contact
list of organisations that can help at the enthisf questionnaire. If this feeling persists and
begins to interfere in your daily life | advise tlyau speak to your G.P. and together explore
other options available.
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What are the possible benefits of taking part?

As this research is the first to assess levelglbfcompassion in a UK general population, it
is hoped that the information you provide will helgvance future research of self-
compassion in this country. This aims to suppatdbvelopment of more appropriate and
effective future treatments for individuals with ma ill-health.

How do | give my consent to take part?
By completing the consent page that will follow.
What will happen to my responses?

Your responses will be collected anonymously andred into a secure database ready for
data analysis. If you wish to submit your emaietder the free prize draw for £40 of Marks
and Spencer’s vouchers your email will be storetfidentially in a separate password
protected database, away from the main study Bateowing the notification of the prize
draw winner, this database will be deleted.

Other information about the research:
This study has been reviewed and approved by thvetsity of Essex Ethics Committee.
Can | discuss any further questions that | have abat this study?

Yes. Should you wish to ask any questions themtimeipal investigator is available to
contact:

Claire Robinson
Trainee Clinical Psychologist Email: crobinc@mesac.uk

This research is being supervised by Dr Leanne éwsland Dr Syd Hiskey. If you would
like to contact them directly, please see the aitrtatails below:

Dr Leanne Andrews: Dr Syd Hiskey

Academic Supervisor Clinical Psychologist

School of Health and Human Sciences The King@@i\Centre
The University of Essex Colchester Generalditag
CO4 5J3Y.

Wivenhoe Park Tel: 01206 228908

Colchester CO4 3SQ

Tel: 01206 874466

Email: landre@essex.ac.uk

Thank you for taking the time to read this reseanébrmation sheet.
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Appendix D: Community sample: Online consent form

Name of study:Self-compassion in the UK general population.

Please
tick to
confirm
1) I confirm that | have read and understood the gigeint information for
the above study and have had the opportunity, ghouish, to ask
further questions about this.

2) lunderstand that all information | give will remaanonymous

3) lunderstand that should | provide my email addfesthe free prize
draw that this will be kept in a separate, secatalthse and deleted once
used for notification of the winner.

4) | understand that taking part is entirely my chaocd that | am free to
withdraw at any time, without question.

5) | confirm that | currently live permanently in thinited Kingdom.
6)
7) | confirm that | am aged 18 or above

8) | agree to take part in the above research.
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Appendix E: Community sample: Online de-brief page

Final Page:

Thank you for taking the time to complete this egsh. | am hopeful that your responses
will contribute towards future research of self-ggassion in this country, with an aim to
support the development of more appropriate aretde future treatments for individuals
with mental ill-health.

If you would like to enter the free prize draw to£40 of Marks and Spencer’s vouchers
please enter your email address here:

If you know anyone whom you believe would be inséed in taking part in this research,
then please COPY and PASTE the link below and etheaih it.

***l | n k***

If you feel that completing these questionnaires e you feeling upset and you would like
to speak with someone for some support, then ti@xfimg contact details may be helpful to
you:

G.P.
If negative feelings persist and affect your défky, | would recommend that you visit your
G.P. and together you can look at options for stppo

Depression Alliance

A registered charity providing a network of sellghgroups to support individuals
experiencing depression.
Website: www.depressionalliance.org

CALM

CALM is the Campaign Against Living Miserably, foren aged 15-35.
Website: www.thecalmzone.net

Samaritans

Confidential telephone support for people expeirmnéeelings of distress or despair.
Phone: 08457 90 90 90 (24-hour helpline)
Website: www.samaritans.org.uk
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Sane

Charity offering support and carrying out reseantb mental iliness.
Phone: 0845 767 8000 (daily, 6pm-11pm)

SANEmail email;_sanemail@org.uk

Website: www.sane.org.uk

Mind

Supports and promotes the needs of people withahkealth problems.
Phone: 0300 123 3393
Website: www.mind.org.uk

The Mental Health Foundation

Provides information and support for anyone witmtakhealth problems or learning
disabilities.
Website: www.mentalhealth.org.uk

Rethink Mental lliness

Providing support and advice for people living witlental iliness.
Phone: 0300 5000 927
Website: www.rethink.org

If you have any questions regarding the researesspl email the principle researcher

Claire Robinsoncrobinc@essex.ac.uk

Alternatively if you wish to speak to one of theearch supervisors please contact
Dr Leanne Andrews: landre@essex.ac.uk
Or

Dr Syd Hiskey: syd.hiskey@nepft.nhs.uk

Thank you for your time.
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Appendix F: Community sample: Paper Information Shest

PARTICIPANT INFORMATION SHEET

Name of study: Self-compassion in the UK general population.
Summary of study:

This study aims to measure levels of self-compassiperienced by the UK general
population. It will ask questions related to howtbink and react to your emotions.

Why is this research being conducted?

In the past few years there has been a growingesiten how we treat ourselves
when we find times difficult. To date, research damonstrated thaelfcompassion

is related to psychological wellbeing. As suclsgéms valuable to ascertain levels of
self-compassion in the general population.

The majority of self-compassion research has bedmei USA and whilst some UK
research has looked at self-compassion as pdrenfdtudies, no research to date has
established this within the UK general population.

Why have | been invited?

You have been invited as you are a member of th& 6K general population and
are aged 18 or above. You will have been givenghestionnaire by a friend or a
family member who thinks you may be interestedakirtg part.

What will be involved?

You will be asked to complete a short questionna@teresponses will be
anonymous however at the end of the questionnaiiewil be asked to complete
some questions about you. You will also be givendpportunity to enter a free prize
draw to win £40 of Marks and Spencer’s voucherg Jirvey will take
approximately 10 minutes and once completed youbeirequired to return the
consent form and questionnaire back to the UnityedadiEssex in the FREEPOST
envelope enclosed.

Do | have to take part?

No. Participation in this research is completeljuntary so please don't feel obliged.
If you know of anyone who may be interested in clatmpg this questionnaire
instead then please feel free to pass this oretm.th
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Are there any disadvantages or risks to me?

The questions will require you to think about yalisnd some will also ask you
how you feel currently. As a result, you may notiegative emotions you're feeling
which may lead to a temporary dip in mood. If yaufeel like this and would like
support, there is a contact list of organisati¢rag tan help at the end of this
guestionnaire. If this feeling persists and beginisiterfere in your daily life, | advise
that you speak to your G.P. and together expldreraiptions available.

What are the possible benefits of taking part?

As this research is the first to assess levelglbfcempassion in a UK general
population, it is hoped that the information yoopde will help advance future
research of self-compassion in this country. Thissao support the development of
more appropriate and effective future treatmentsndividuals with mental ill-
health.

How do | give my consent to take part?

By signing the enclosed consent page and retuthisgvith your questionnaire to
the University of Essex in the FREEPOST envelomtosed.

What will happen to my responses?

Your questionnaires and consent forms will be stanea locked cupboard to which
only | (the principle researcher) and my supenddwve access. Your responses will
be entered into a secure computer database readgtbbanalysis. If you wish to
submit your email address to enter the free piagvdor £40 of Marks and
Spencer’s vouchers this will be stored in a seaupboard away from your consent
forms and the main study data. This will ensure itha not possible to work out
which questionnaire responses are yours shoulddamyifiable information form

part of your email address, thus anonymity is naamed. Your email address will be
entered into a separate password protected datdb@kmving the notification of the
prize draw winner, this database will be deleted.

Other information about the research:

This study has been reviewed and approved by tietsity of Essex Ethics
Committee.
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Can | discuss any further questions that | have abat this study?

Yes. Should you wish to ask any questions themptimeipal investigator is available
to contact:

Claire Robinson
Trainee Clinical Psychologist Email: crobinc@essex.ac.uk

This research is being supervised by Dr Leanne @dwmsliand Dr Syd Hiskey. If you
would like to contact them directly, please seedtatact details below:

Dr Leanne Andrews: Dr Syd Hiskey:
Academic Supervisor Clinical Psychologist
School of Health and Human Sciences The KM@ped
Centre

The University of Essex Colchester General
Hospital, CO4 5JY.

Wivenhoe Park Tel: 01206 228908
Colchester CO4 3SQ Email:

syd.hiskey@nepft.nhs.uk
Tel: 01206 874466
Email: landre@essex.ac.uk

Thank you for taking the time to read this reseanébrmation sheet.



Appendix G: Community sample: Paper consent form

CONSENT FORM

Name of study:Self-compassion in the UK general population.

1)

2)

3)

4)

5)

6)
7)

8)

| confirm that | have read and understood the @agnt information for
the above study and have had the opportunity, ghlowuish, to ask
further questions about this.

| understand that all information | give will remaanonymous

| understand that should | provide my email addfesghe free prize
draw that this will be kept in a separate, lockedhoard away from my

guestionnaires so that it is not possible to idgmiy responses.

| understand that my email address will be inpuitédl a secure
computer database and deleted once used for aditticof the winner.

| understand that taking part is entirely my chaod that | am under no
obligation to do so.

| confirm that | currently live permanently in thinited Kingdom.
| confirm that | am aged 18 or above.

| agree to take part in the above research.

Date:

194

Please

tick to
confirm
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Appendix H: Community sample: demographic questionaire

DEMOGRAPHIC QUESTIONNAIRE

1. Are you a U.K. residentPlease circle) Yes / No

(If ‘No’ then please do not continue)

2. Please state tmeonth that you are completing this questionnaire in:

3. Which county do you currently live in? :

4. How old are you? :
5. Please select your gendeMale / Female

6. Please select youorain current occupation:

a. Homemaker d. Full time employed
b. Retired e. Part time employed
c. Student (College, University) Other

7. Please state the number of years of employmgetrience you have, to the nearest year:

8. What is youcurrent marital status?

a. Single
b. Married
c. Divorced
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9. Please select your ethnicity:

a. White English/Welsh/Scottish/ k. Indian
Northern Irish/British | Pakistani
b. White Irish m. Bangladeshi
c. Gypsy or Irish Traveller n. Chinese
d. Other White background 0. Other Asian background
e. Wh?te and Black Ca'rlbbean 0. Black African
f. thte and Bla-lck African q. Black Caribbean
g. White and Asian r. Other Black background
h. Asian British s. Arab
I. Black British

t. Other ethnic group, not specified
J.  Other Mixed / Multiple ethnic

background

u. Would rather not say

10. Please select your religion:

a. Christian (including Church of England/ Irelando8and, Catholic, Protestant,
Methodist and all other Christian denominations)

Buddhist

Hindu

Jewish

Muslim

Sikh

Other religion, not specified

- 0 2 0 T

> @

No religion

Would rather not say

Thank you for completing this questionnaire. Pleasern it along with your second
guestionnaire and your consent form to The Unitersi Essex in the FREEPOST, self
addressed envelope enclosed.
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Appendix I: Community sample: Paper de-brief page
ORGANISATION CONTACT DETAILS

Thank you for taking the time to complete this egsh. | am hopeful that your
responses will contribute towards future reseafdelf-compassion in this country,
with an aim to support the development of more appate and effective future
treatments for individuals with mental ill-health.

If you feel that completing these questionnaires|b& you feeling upset and you
would like to speak with someone for some suppet) the following contact
details may be helpful to you:

G.P.

If negative feelings persist and affect your défly, | would recommend that you
visit your G.P. and together you can look at ogitar support.

Depression Alliance

A registered charity providing a network of selighgroups to support individuals
experiencing depression.

Website: www.depressionalliance.org

CALM

CALM is the Campaign Against Living Miserably, foren aged 15-35.

Website: www.thecalmzone.net

Samaritans

Confidential telephone support for people experiencing feelings of distress or despair.

Phone: 08457 90 90 90 (24-hour helpline) Website:
www.samaritans.org.uk
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Sane
Charity offering support and carrying out reseantb mental illness.
Phone: 0845 767 8000 (daily, 6pm-11pm)

SANEmail email: sanemail@org.uk Website: www.sargguk

Mind
Supports and promotes the needs of people withahleealth problems.

Phone: 0300 123 3393 Website: www.mind.org.uk

The Mental Health Foundation

Provides information and support for anyone witmtakhealth problems or learning
disabilities.

Website: www.mentalhealth.org.uk

Rethink Mental lllness

Providing support and advice for people living witiental illness.

Phone: 0300 5000 927 Website: www.rethink.org

If you have any questions regarding the researehspl email the principle researcher
Claire Robinson: crobinc@essex.ac.uk.

Alternatively if you wish to speak to one of the@arch supervisors please contact
Dr Leanne Andrews: landre@essex.ac.uk

Or

Dr Syd Hiskey: syd.hiskey@nepft.nhs.uk

Thank you for your time.
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Table J1. Effect sizes of predictor variables a@® $lerived from existing relevant

literature.
Factor Study Measure Participants Study Design  cEffe
Size
Social Neff SoCS Students Cross A1
Connectedness(2003a) sectional
SoCS Students .35*
Neff et al Cross .29¥2
(2007) sectional
Fear of self- Gilbertet FoC Therapists Cross -.54x*
compassion al (2011) sectional
Fear of giving Gilbertet FoC Therapists Cross -.01
compassion to al (2011) sectional
others
Fear of Gilbertet FoC Therapists Cross -.22%*
receiving al (2011) sectional
compassion
from others
Stress MacBeth SF-12v2, Students and Cross -34
and DASS-S Therapists sectional
Gumley
(2012)
Age Neffand - Students, older  Cross 25%**
Pommier adults and sectional
(2012) meditators
Psychological - GHQ - - -

Distress

Years of
clinical

experience

Note.SoCS = Social Connectedness Scale (Lee & RoblBi95;11998), FoC = Fears of Compassion Scale
(Gilbert et al, 2011), SF-12v2 = Mental Health Suanym Symptoms of Stress Inventory (Ware, Kosinski &
Keller, 1996), DASS-S — Depression, Anxiety anceSérScale — Stress subscale only (Lovibond & Lawdbo

1995), GHQ = General Health Questionnaire (Goldpb£8F8). 1<0.05
controlling for anxiety? denotes average effect size.

*p<0.01 ***p<0.001,% when



Appendix K: List of all DClinPsych training program mes

Table K1. List of all UK DCIlinPsych Programmes, 3201
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Name of DClinPsych Programme

Bangor University - North Wales
University of Bath

University of Birmingham

Coventry and Warwick

University of East Anglia

University of East London

University of Edinburgh - NHS Scotland
University of Essex - Tavistock

University of Exeter

University of Glasgow - NHS Scotland
University of Hertfordshire

University of Hull & York

Institute of Psychiatry, King's College London
Lancaster University

University of Leeds

University of Leicester

University of Liverpool

University of Manchester

Newcastle University

North Thames - University College London
Oxford

Plymouth University

Queens University, Belfast

Royal Holloway, University of London
Salomons, Canterbury Christ Church University
University of Sheffield

University of Southampton

South Wales

Staffordshire and Keele

University of Surrey

Teesside University

Trent - Universities of Lincoln and Nottingham

Note.DClinPsych = Doctorate in Clinical Psychology=32
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Appendix L: R & D Approval for the Oxford Universit y DClinPsych programme

Oxford Health m

NHS Foundation Trust

Professor John Geddes

Director of R&D

Dept of Psychiatry, University of Oxford
Warneford Hospital

Oxford OX3 7JX

Tel: 01865 226451 Fax: 01865 204198
e-mail: john.geddes@psych.ox.ac.uk

Our Ref: OxH_1040 University Ethical Review 12" August 2014.

136 Maldon Road
Great Baddow
Chelmsford
Essex

CM2 7DQ

Dear Claire

RE: Self compassion in Clinical Psychologists
PID No: OxH 1040

| am pleased to confirm that Oxford Health NHS Foundation Trust will grant NHS Permission (management
approval) for this research study until the study end date of 28" February 2015, as described in your
application to the University of Essex Research Ethics Commiltee). NHS Permission is granted as of the date
of this letter. This confirmation is dependent on formal approval from the University of Essex Research Ethics
Committee. '

Every NHS Trust is required to meet and report on performance standards, one of which is first participant
recruited to a study within 30 days of receiving NHS Permission. In addition to this, a study is expected to
recruit its sample size within its recruitment period. In your University ethics application it is stated that Trust
involvement wilt end on 28" February 2015 and that 5 participants are required.

| must remind you of your responsibilities as a researcher including adherence to the principles of the
Research Governance Framework (RGF), Good Clinical Praclice (GCP) and the Data Protection Act. Please
note that the Trust is required to monitor research to ensure compliance with the RGF and other legal and
regulalory requirements. This is achieved by random audit of research.

NHS Permission is dependent upon submission to the R&D Depariment of:

date of first participant recruited

quarterly response to request for recruitment figures
any amendments to the conduct of the study

final report on completion of the study

I wish you every success with the study.

Yours sincerely

Professor John Geddes
Director of R&D

cc. Dr Leanne Andrews.

Oxford Health NHS Foundation Trust
Chancellor Court, 4000 John Smith Drive, Oxford Business Park South, Oxford OX4 2GX

Telephone: (01865) 778911 www.oxfordhealth.nhs.uk
Delivering high qualily research to improve health care for all
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Appendix M: Trainee research invite poster

Research: Self-compassion in
Clinical Psychologists

If you're a trainee clinical psychologist and
have some minutes to give to research about
clinical psychologists — then this is for you!

I’'m Claire, a trainee clinical psychologist at The
University of Essex. For my doctoral thesis | ammkiog at
the levels of self-compassion we have as clinical
psychologists and what factors may influence/ mtedi
these levels!

If you're interested in taking part and entering thee prize draw to
win £80 of Amazon vouchers Then please access it at the link
below:

https://moodle.essex.ac.uk/mod/feedba
ck/view.php?id=179751

Thank you for your time in reading this
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Appendix N: Trainee demographic questionnaire

1)
2)
3)
4)
5)
6)

7)

8)

9)

Please select the month that you are completisggtirestionnaire in.
Please select which county you currently work in.
Please enter your age.
Please select your gender.
Which year of training are you currently in?
Which type of service are you currently mainly dagement in?
MDT / Clinical psychology-only
team
How many other clinical psychology practioners ljaging other trainees and
assistants) are in your team?
How many years clinically relevant experience dd yrave before starting training
(rounded to the nearest year?)

Clinically relevant experience = Working using psglogical ideas and theory with
a clinically relevant population. For example, cdetpng behavioural activation
work as a support worker would count as this.

Do you currently use the theory of self-compassioself-compassion focused
interventions in your clinical work?

10)Approximately, how many hours of university teachirave you received on the

topic of self-compassion to date?

11)At presentdo you carry ouany activities for themain purpose of emotional self-

care? i.e. cognitive techniques, attend groupsgfuiness, go to the gym.

12)What is your current marital status? Optiongnasorming study
13)Please select your ethnicity Options: as in mogstudy
14)What is your religion? Options: as in normirigdy
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Appendix O: Qualified clinical psychologist demogrghic questionnaire

1)
2)
3)
4)
5)
6)

7)

8)

9)

Please select the month that you are completing this questionnaire in.

Please select which county you currently work in.

Please enter your age.

Please select your gender.

Please state which country you completed your DClinPsy training.

How many years of clinically relevant experience did you have prior to starting
training?

Clinically relevant experience = Working using psychological ideas and theory with a
clinically relevant population. For example, completing behavioural activation work
as a support worker would count as this.

Including experience from before training, during training and post-qualification,
approximately how many years of clinically relevant experience do you have to
date? Which type of service do you predominantly work in?

MDT / Clinical psychology-only
team
How many other clinical psychology practioners (including other trainees and
assistants) are in your team?

Do you currently use the theory of self-compassion or self-compassion focused
interventions in your clinical work?

10) At present, do you carry out any activities for the main purpose of emotional self-

care? i.e. cognitive techniques, attend groups, mindfulness, go to the gym.

11) What is your current marital status? Options: as in norming study

12) Please select your ethnicity Options: as in norming study

13) What is your religion? Options: as in norming study
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Appendix P: The Fears of Compassion Scale (GilberiicEwan, Matos & Rivis, 2011).

The Fears of Compassion Scale

Different people have different views of compassion and kindness. While some people
believe that it is important to show compassion and kindness in all situations and
contexts, others believe we should be more cautious and can worry about
showing it too much to ourselves and to others. We are interested in your
thoughts and beliefs in regard to kindness and compassion in three areas of your

life:

1. Expressing compassion for others
2. Responding to compassion from others
3. Expressing kindness and compassion towards yourself

Below are a series of statements that we would like you to think carefully about and
then circle the number that best describes how each statement fits you.

Please use this scale to rate the extent that you agree with each statement

a ~rw N

10

SCALE

Don'tagree 0 1 2 3 4 Completely
at all agree
Some-
what
agree

Scale 1: Expressing compassion for others

People will take advantage of me if they see meas
compassionate

Being compassionate towards people who have dahéhbags is
letting them off the hook

There are some people in life who don’'t deseoregassion

| fear that being too compassionate makes peopasy target
People will take advantage of you if you are tomidng and
compassionate

| worry that if | am compassionate, vulnerable peaan be
drawn to me and drain my emotional resources

People need to help themselves rather than wdiingthers to
help them

| fear that if | am compassionate, some peoplelv@tiome too
dependent upon me

Being too compassionate makes people soft andteaale
advantage of

For some people, I think discipline and proper poments are
more helpful than being compassionate to them

4



10
11
12
13

9

10

Scale 2: Responding to the expression of compassioom others

Wanting others to be kind to oneself is a weaknes

| fear that when | need people to be kind and wstdading they
won't be

I’'m fearful of becoming dependent on the care fiatirers
because they might not always be available ornglto give it

| often wonder whether displays of warmth and kiegmfrom
others are genuine

Feelings of kindness from others are somehowtigng
When people are kind and compassionate towardsfess |
anxious or embarrassed

If people are friendly and kind | worry they wilhfl out
something bad about me that will change their mind

| worry that people are only kind and compassioifatey want
something from me

When people are kind and compassionate towardsfess |
empty and sad

If people are kind | feel they are getting too elos

Even though other people are kind to me, | havelydelt
warmth from my relationships with others

| try to keep my distance from others even if | knibiey are kind
If I think someone is being kind and caring towants, | ‘put up
a barrier

o

o

0
0
0
0

L i T =

Scale 3: Expressing kindness and compassion towargsurself

| feel that | don’t deserve to be kind and fonggzto myself

If I really think about being kind and gentle wittyself it makes
me sad

Getting on in life is about being tough rathertltompassionate:

| would rather not know what being ‘kind and congasate to
myself’ feels like

When | try and feel kind and warm to myself | jéestl kind of
empty

| fear that if | start to feel compassion and wdrror myself, |
will feel overcome with a sense of loss/grief

| fear that if | become kinder and less self-caltito myself then
my standards will drop

| fear that if | am more self-compassionate | Wwilcome a weak
person

| have never felt compassion for myself, so | waubd know
where to begin to develop these feelings

| worry that if | start to develop compassion foysalf | will
become dependent on it

0

0

o

o

o

0

0

11 |fear that if | become too compassionate to mylseifl lose my 0

0

1

1

N NN o N

2

W W W o W

3
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13

14

15

self-criticism and my flaws will show

| fear that if | develop compassion for myself,illlwecome
someone | do not want to be

| fear that if | become too compassionate to mysgilérs will
reject me

| find it easier to be critical towards myself ratlthan
compassionate

| fear that if | am too compassionate towards nfybeld things
will happen

207
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Appendix Q: The Social Connectedness Scale — Revdsél.ee, Draper & Lee, 2001)

Note 8 — Item scoring method used

SOCIAL CONNECTEDNESS SCALE-REVISED

Directions: Following are a number of statements that reflect various ways in which we view
ourselves. Rate the degree to which you agree or disagree with each statement using the
following scale (1 = Strongly Disagree and 6 = Strongly Agree). There 1s no nght or wrong
answer. Do not spend too much time with any one statement and do not leave any unanswered.

Strongly Mildly Mildly Strongly
- s - . i :
1 2 3 4 5 6
Strongly Strongly
Disagree Ages
L I feel comfortable in the presence of strangers......... 1 2 4 5 6
r 4 Iam in tune with the world. ..., 1 2 3 4 5 6
*3.  Even among my friends, there is no
sense of brother/sisterthood...................cooi 1 2 3 4 5 6
3 I fit in well mn new situations.............._........... 1 2 3 4 5 6
5. Ifeel closetopeople.. ... 1 2 3 4 5 6
*6.  Ifeel discomected fromthe worldaroundme ... 1 2 3 4 5 6
*7.  Even around people I know. I don't feel that
Ireallybelong . ... 1 2 3 4 5 6
8. I see people as fnendly and approachable.............. 1 2 3 4 5 6
e SR & - T T 1 2 3 4 5 6
10.  Ifeel understood by the people Iknow.............. 1 2 3 4 5 6
*11. Ifeel distant frompeople...............cooorririee 1 2 3 4 5 6
12 Tamable torelatetomypeers...............cccccovnee 1 2 3 4 5 6
*13. Ihave httle sense of togethemess withmypeers... 1 2 3 4 5 6
14.  Ifind myself actively nvolved mpeople’shives.... 1 2 3 4 5 6
*15. Icatch myself losing a sense of connectedness
WIh SOCISTY.....ooooe 1 2 3 4 5 6
16.  Iam able to connect with other people...._............ 1 2 3 4 5 6
*17. Iseemyselfasalomer. .. ... 1 2 3 4 5 6
*18. Idon't feel related to most people ... 1 2 3 4 5 6
19. My friends feel like famuly............................. 1 2 3 4 5 6
*20. Idon't feel I participate with anyone oranygroup... 1 2 3 4 5 6
Strongly Stoagly
Disagree Agee

* reverse score
Social connectedness scale-revised has two scoring options. The onginal scale consists of 8
items and the revised 1tem consists of 20 items.

a) onginal = reverse score items 3,6,7,11,13,15,18.20 and sum 8 items.

b) revised scale = reverse score items 3.6.7.9.11.13.15.17.18.20 and sum all 20 items.




Appendix R: The Perceived Stress Scale (Cohen & WWiamson, 1988)

Perceived Stress Scale

209

The questions in this scale ask you about your feelings and thoughts during the last month. In
each case, you will be asked to indicate by circling how often you felt or thought a certain way.

Name

Age

10.

Gender (Circle): M F Other

0=Never 1=AlmostNever 2=Sometimes 3 = Fairly Often

In the last month, how often have you been upset
because of something that happened unexpectedly? ..

. In the last month, how often have you felt that you were unable

to control the important things inyour life? ...

. In the last month, how often have you felt nervous and “stressed™? ............

In the last month, how often have you felt confident about your ability
to handle your personal problems? ...

. In the last month, how often have you felt that things

WETe QOING YOUN WAY? e

. In the last month, how often have you found that you could not cope

with all the things that you had to do? ...

. In the last month, how often have you been able

to control irritations in your fe? ..

. In the last month, how often have you felt that you were on top of things?..

In the last month, how often have you been angered
because of things that were outside of your control?................................ ..

In the last month, how often have you felt difficulties
were piling up so high that you could not overcome them? ... ..

Please feel free to use the Perceived Stress Scale for your research.

0

0

0

0

4 = Very Often



Appendix S: The General Health Questionnaire -12(Goldberg & Williams, 1988).

GENERAL HEALTH
QUESTIONNAIRE GHQ12

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 simply by underlining the answer which you think most
nearly applies to you. Remember that we want to know about present and recent complaints, not those 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:

1

10

11

12

been able to concentrate Better Same Less Much less
on whatever you’re doing? than usual as usual than usual than usual
lost much sleep over Not No more Rather more Much more
worry? at all than usual than usual than usual
felt that you are playing More so Same Less useful Much less
a useful part in things? than usual as usual than usual useful

felt capable of making More so Same Less so Much less
decisions about things? than usual as usual than usual capable
felt constantly under Not No more Rather more Much more
strain? at all than usual than usual than usual
felt you couldn’t overcome Not No more Rather more Much more
your difficulties? at all than usual than usual than usual
been able to enjoy your More so Same Less so Much less
normal day-to-day activities?  than usual as usual than usual than usual
been able to face up to More so Same Less able Much less
your problems? than usual as usual than usual able

been feeling unhappy and Not No more Rather more Much more
depressed? at all than usual than usual than usual
been losing confidence Not No more Rather more Much more
in yourself? at all than usual than usual than usual
been thinking of yourself Not No more Rather more Much more
as a worthless person? at all than usual than usual than usual
been feeling reasonably More so About same Less so Much less
happy, all things considered? than usual as usual than usual than usual

© David Goldberg, 1978

All rights reserved. This work may not be reproduced by any means, even within the terms of a Photocopying Licence,
without the written permission of the publisher. Photocopying without permission may result in legal action.

Published by GL Assessment Limited
389 Chiswick High Road. 9th Floor East, London W4 4AL, UK

GL o .
- This edition published 1992.
assessment 4

the measure of potential GL Assessment is part of the Granada Learning Group Code 0090002365 4(8.11)
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Appendix T: Online Trainee clinical psychologist denographic questionnaire

Summary of study:

This study aims to look at levels of self-compas®&perienced by clinical psychologists
and what factors may predict these levels. It ask questions related to self-compassion,
social connectedness, stress, general health andgtaphics.

Why is this research being conducted?

Given previous research and the levels of stres#tifted within clinical psychology
practitioners along with the well-evidenced bersedit self-compassion for good
psychological wellbeing, it seems valuable to ustérd what the levels of self-compassion
are within this group and what factors may influefpeedict them. It is hoped that the
findings of this research will provide evidenceptomote beneficial self-care strategies and
have significance for UK DCIlinPsych course teaching

Why have | been invited?

You have been invited as you are a trainee climppegthologist currently studying on a UK
DClinPsych course and along with qualified clinipal/chologists form part of the UK
clinical psychologist population. At this pointyour training | am interested to find out
what your reported levels of self-compassion akibpossible, see how your responses
compare to qualified clinical psychologist respanse

What will be involved?

You will be asked to complete a series of questaines, all of which are answered by
selecting the answer that most suits you. All resps will be anonymous however at the
end of the questionnaires you will be asked to detesome questions about your basic
demographics, including some questions about yeaghing. You will also be given the
opportunity to enter a free prize draw to win £8@Amazon Vouchers and submit your
interest in finding out the study results prioptablication. The questionnaires will take
approximately 20-30 minutes to complete.

Do | have to take part?

No. Participation in this research is completeljuntary and a decision to not take part will
bear no consequences to your current study, timrimole. Should you not wish to take part
or begin completing the questionnaires then dettidethdraw just simply close the

browser window to exit. No data provided will berad.

Are there any disadvantages or risks to me?

The questions will require you to think about yalfsnd your typical responses to yourself.
Some will also ask you how you feel currently. A®sult, you may notice negative



212

emotions you may be feeling which may lead to go@ary dip in mood. If you do feel like
this and would like support, there will be a conlat of organizations that can help at the
end of this questionnaire. If this feeling persestsl begins to interfere in your daily life |
advise that you speak to your G.P. and look togethether options available.

This study will require some of your time (up to-20 minutes) which will be voluntary and
unpaid.

What are the possible benefits of taking part?

As this research is focused solely on the expeei@hclinical psychologists it is hoped that
the findings will help us reflect as a disciplinsoat how we feel and how we respond to our
feelings. In future terms this may motivate thecteag of appropriate and possibly more
effective self-care practices which in turn willfpndoth our personal and professional
emotional wellbeing.

How do | give my consent to take part?

By completing the consent page that will follow.BASE ONLY CONTINUE WITH THIS
QUESTIONNAIRE IF YOU ARE A CURRENT TRAINEE CLINICAIPSYCHOLOGIST
ON A UK DCLINPSYCH COURSE.

What will happen to my responses?

Your responses will be collected anonymously apdited into a secure database ready for
data analysis. They will be written up into a dailipsychology doctoral thesis and
published as a journal article. Some data mayladsased in future data analysis.

If you wish to submit your email to enter the frge&ze draw for £80 of Amazon vouchers or
to find out the study results once the researchispleted your email will be stored
confidentially in separate password protected detad, away from the main study data.
Following the notification of the prize draw winnand dissemination of study findings,
these two databases will both be deleted.

Other information about the research:

This study has been reviewed and approved by thvetsity of Essex Ethics Committee.

Can | discuss any further questions that | have ahd this study?

Yes. Should you wish to ask any questions themtimeipal investigator is available to
contact:

Claire Robinson

Trainee Clinical Psychologist Email: crobinc@®sac.uk
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This research is being supervised by Dr Leanne éwsltand Dr Syd Hiskey. If you would
like to contact them directly, please see the atrdatails below:

Dr Leanne Andrews:

Academic Supervisor

School of Health and Human Sciences

The University of Essex

Wivenhoe Park

Colchester CO4 3SQ

Tel: 01206 874466

Email: landre@essex.ac.uk

Dr Syd Hiskey
Clinical Psychologist

The King'st\@entre
Colchester General itagpCO4 5JY.
Tel: 01206 228908

Thank you for taking the time to read this reseanébrmation sheet.

Please read and confirm to continue:

| confirm that | am a trainee clinical psychologistcurrently studying on a UK

DClinPsych course

Yes

No
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Appendix U: Online Qualified clinical psychologistdemographic questionnaire

Summary of study:

This study aims to look at levels of self-compas®&perienced by clinical psychologists
and what factors may predict these levels. It ask questions related to self-compassion,
social connectedness, stress, general health andgtaphics.

Why is this research being conducted?

Given previous research and the levels of stres#tifted within clinical psychology
practitioners along with the well-evidenced bersedit self-compassion for good
psychological wellbeing, it seems valuable to ustérd what the levels of self-compassion
are within this group and what factors may influefpeedict them. It is hoped that the
findings of this research will provide evidenceptomote beneficial self-care strategies and
have significance for both personal and professideeelopment (PPD) teaching and UK
DClinPsych teaching.

Why have | been invited?

You have been invited as you are a qualified dihpsychologist currently working within
the National Health Service (NHS) and along withirtee clinical psychologists, form part
of the UK clinical psychologist population. At thp®int in your career | am interested to
find out what your reported levels of self-compassare and if possible, see how your
responses compare to current trainees.

What will be involved?

You will be asked to complete a series of questirnes, all of which are answered by
selecting the answer that most suits you. All resps will be anonymous however at the
end of the questionnaires you will be asked to detesome questions about your basic
demographics, including some questions about ymuigus teaching. You will also be
given the opportunity to enter a free prize drawin £80 of Amazon Vouchers and also
submit your interest in finding out the study résudrior to publication. The questionnaires
will take approximately 20-30 minutes to complete.

Do | have to take part?

No. Participation in this research is completeljuntary and a decision to not take part will
bear no consequences to your job or role. Shouldhgd wish to take part or begin
completing the questionnaires then decide to wawgust simply close the browser window
to exit. No data provided up to this point will s@ved. If you know of any other qualified
clinical psychologists, currently working in the [SHthat may be interested in completing
this questionnaire instead then please feel fregrail them the link to access it.

Are there any disadvantages or risks to me?
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The questions will require you to think about yalfsnd your typical responses to yourself.
Some will also ask you how you feel currently. Agsult, you may notice negative
emotions you may be feeling which may lead to gp@ry dip in mood. If you feel like

this and would like support, there will be a coblat of organizations that can help at the
end of the questionnaire. If this feeling persastd begins to interfere in your daily life, |
advise that you speak to your G.P. and look togethether options available.

This study will require some of your time (up to-20 minutes) which will be voluntary and
unpaid.

What are the possible benefits of taking part?

As this research is focused solely on the expegi@idrainee and qualified clinical
psychologists it is hoped that the findings willghas reflect as a discipline about how we
feel and how we respond to our feelings. In futerens this may motivate the learning of
appropriate and possibly more effective self-caeetices which in turn will help both our
personal and professional emotional wellbeing.

How do | give my consent to take part?

By completing the consent page that will follow.BASE ONLY CONTINUE WITH THIS
QUESTIONAIRE IF YOU ARE A QUALIFIED CLINICAL PSYCHQOGIST
CURRENTLY WORKING WITHIN THE UK NHS.

What will happen to my responses?

Your responses will be collected anonymously apdtied into a secure database ready for
data analysis. They will be written up into a dadipsychology doctoral thesis and
published as a journal article. Some data mayladsased in future data analysis.

If you wish to submit your email address to enterfree prize draw for £80 of Amazon
vouchers or to find out the study results oncedsearch is completed your email will be
stored confidentially in separate password protedesabases, away from the main study
data. Following the notification of the prize drawnner and dissemination of study
findings, these two databases will both be immetiadeleted.

Other information about the research:

This study has been reviewed and approved by thetsity of Essex Ethics Committee.

Can | discuss any further questions that | have ahd this study?

Yes. Should you wish to ask any questions themtimeipal investigator is available to
contact:

Claire Robinson



Trainee Clinical Psychologist
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Email: crobinc@sesac.uk

This research is being supervised by Dr Leanne éwsland Dr Syd Hiskey. If you would
like to contact them directly, please see the atrdatails below:

Dr Leanne Andrews:

Academic Supervisor

School of Health and Human Sciences

The University of Essex

Wivenhoe Park

Colchester CO4 3SQ

Tel: 01206 874466

Email: landre@essex.ac.uk

Dr Syd Hiskey
Clinical Psychologist

The King'st\@entre
Colchester General itagpgCO4 5JY.
Tel: 01206 228908

Thank you for taking the time to read this reseanébrmation sheet.

Please read and confirm to continue:

| confirm that | am a qualified clinical psychologist currently working within the NHS.

Yes

No




Appendix V: Trainee clinical psychologist online casent form

Name of study:Self-compassion in Clinical Psychologists.

1)

2)

3)

4)

5)

6)

| confirm that | have read and understood the giget information for
the above study and have had the opportunity, ghiamish, to ask
further questions about this.

| understand that all information | give will remaanonymous

| understand that should | provide my email addfesghe free prize
draw or for dissemination of study findings thastwill be kept in
separate, secure databases and deleted once ufiseirfoespective
purposes.

| understand that taking part is entirely my chaod that | am free to
withdraw at any time, without question or this affeg my current

training.

| confirm that | am a Trainee Clinical Psychologistrently studying on
a UK DCIinPsych course.

| agree to take part in the above research.

217

Please
tick to
confirm




Appendix W: Qualified clinical psychologist onlineconsent form

Name of study:Self-compassion in Clinical Psychologists.

1)

2)

3)

4)

5)

6)

| confirm that | have read and understood the gigeit information for
the above study and have had the opportunity, ghiamish, to ask
further questions about this.

| understand that all information | give will remaanonymous

| understand that should | provide my email addfesthe free prize
draw or for dissemination of study findings thastwill be kept in
separate, secure databases and deleted once ufisgirfoespective
purposes.

| understand that taking part is entirely my chaod that | am free to
withdraw at any time, without question or this affeg my role.

| confirm that | am a qualified Clinical Psycholsgcurrently working
within the UK NHS.

| agree to take part in the above research.

218

Please
tick to
confirm
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Appendix X: Trainee and qualified online final page

Final Page:

Thank you for taking the time to complete this egsh. | am hopeful that your responses
will contribute towards positive changes within aliscipline. If you feel that completing
these questionnaires has left you feeling upsetyandvould like to speak with someone for
some support, then the final following page wilhtain contact details that may be helpful
to you

If you would like to enter the free prize draw to£80 of Amazon vouchers please enter
your email address here:

If you would like to find out the research resudtghe end of this study, please enter your
email address here:

If you know a qualified a clinical psychologist,reently working in the NHS, whom you
believe would be interested in taking part in tieisearch, then pleaS®OPY andPASTE
the link below and email them it.

Thank you for taking the time to complete this egsh. If you feel that completing these
guestionnaires has left you feeling upset and youlavlike to speak with someone for some
support, then the following contact details mayb#ful to you:

NHS Trust Occupational Health Departments

To initiate a referral to your trust Occupationaaith Department for support, please speak
to your line manager.

Depression Alliance

A registered charity providing a network of selfghgroups to support individuals
experiencing depression.
Website: www.depressionalliance.org

CALM

CALM is the Campaign Against Living Miserably, foren aged 15-35.
Website: www.thecalmzone.net

Samaritans

Confidential telephone support for people expeilieméeelings of distress or despair.
Phone: 08457 90 90 90 (24-hour helpline)
Website: www.samaritans.org.uk

Sane
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Charity offering support and carrying out reseantb mental iliness.
Phone: 0845 767 8000 (daily, 6pm-11pm)

SANEmail email;_sanemail@org.uk

Website: www.sane.org.uk

Mind

Supports and promotes the needs of people withahkealth problems.
Phone: 0300 123 3393
Website: www.mind.org.uk

The Mental Health Foundation

Provides information and support for anyone witmtakhealth problems or learning
disabilities.
Website: www.mentalhealth.org.uk

Rethink Mental lliness

Providing support and advice for people living witiental iliness.
Phone: 0300 5000 927
Website: www.rethink.org

If you have any questions regarding the researehspel email the principle researcher.

Claire Robinsoncrobinc@essex.ac.uk

Alternatively if you wish to speak to one of theearch supervisors please contact
Dr Leanne Andrews: landre@essex.ac.uk
Or

Dr Syd Hiskey: syd.hiskey@nepft.nhs.uk

Thank you for your time.
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Appendix Y: University of Essex Ethics Committee #ical approval

i i School of Health and Colchester Campus
Umver5|ty of Essex Human Sciences Wivenhoe Park
T 01206 872854 Colchester CO4 35Q
F 01206 873765 United Kingdom
E hhs@essex.acuk T 01206 873333

F 01206 873598
www.essex.ac.uk

17 December 2013

MISS C. ROBINSON
136 MALDON ROAD
GREAT BADDOW
CHELMSFORD
ESSEX

CM2 7DQ

Dear Claire,
Re: Ethical Approval Application (Ref 12065)
Further to your application for ethical approval, please find enclosed a copy of your

application which has now been approved by Dr Wayne Wilson on behalf of the Faculty
Ethics Committee.

Yours sincerely,

/\///V\Q/U,Q
{f Mel Witshire

Ethics Administrator
School of Health and Human Sciences

cc. Sarah Manning-Press, REO
Leanne Andrews, Supervisor

THE QUEEN'S
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University of Essex

Application for Ethical Approval of Research Involving Human Participants

This application form should be completed for any research involving human participants conducted 1n
or by the University. ‘Human participants’ are defined as including Inving human bemgs, human beings
who have recently died (cadavers, human remains and body parts), embryos and foetuses, human fissue
and bodily flmids, and human data and records (such as, but not restmcted to medical, genetic, financial,
personnel, crimunal or admimistrative records and test results including scholastic achievements).
Research should not commence until wntten approval has been recerved (from Departmental Research
Durector, Faculty Ethics Commuttee (FEC) or the University’s Ethues Commmttee). This should be borne
in mind when setting a start date for the project.

Applications should be made on this form and subnutted electromically, to your Departmental Research
Durector. A signed copy of the form should also be submutted. Applications wall be assessed by the
Research Director in the first instance, and may then passed to the FEC, and then to the University's
Ethics Commuttee. A copy of your research proposal and any necessary supporting documentation (e.g.
consent form, recrmting matenals, etc) should also be attached to this form.

A full copy of the signed application will be retained by the department/school for 6 years following
completion of the project. The signed application form cover sheet (two pages) will be sent to the
Research Governance and Planming Manager in the REQ as Secretary of the University's Ethics
Commuttee.

1. | Title of project: Self-compassion in Climical Psychologists

(=)

The title of your project wall be published in the nunutes of the Umiversity Ethics Commuttee. If
vou object, then a reference number will be used i place of the nitle.

Do you object to the title of your project being published? Yes[]/Ne [
3. ThisProjectis: [] Staff Research Project @ Student Project

4. Prncipal Investigator(s) (students should also include the name of their supervisor):

Name: Department:

Clawe Robinson Doctorate m Clmical Psychology, School of
Health and Human Sciences

Dr Leanne Andrews (University supervisor) | Doctorate m Climical Psychology, School of
Health and Human Sciences

Dr Syd Hizkey (Field supervisor) Clmical Psychologist. NEPFT NHS

Proposed start date: 1* January 2013

6. | Probable duration: Approxmmately one year until February 20135

7. Will thus project be externally funded? Yes[J/Ne X
If Yes,
8. | What 1s the source of the funding?

Research and Enterpnise Office (smp) March 2010 Page: 1of 8
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9. If external approval for this research has been ziven, then only this cover sheet needs to be subnutted
External ethics approval obtamed (attach evidence of approval) Yes [N [

Declaration of Principal Investigator:

The information contamed mn this application, including any accompanying information. 15, to the best of my
knowledge, complete and comrect. I'we have read the Umiversity’s Guidelines for Ethical Approval of
Research Involving Human Participants and accept responsibility for the conduct of the procedures set out m
this application in accordance with the gmidelines, the University’s Statement on Sqfeguarding Good
Scientific Practice and any other conditions laid down by the Umversity’s Ethuies Commuttee. I'we have
attempted to 1dentify all nsks related to the research that may anse m conducting this research and
acknowledge my/our obligations and the nghts of the participants.

Dl BWINIRNS

Supervisor’'s recommendation (Student Projects only):
I have read and approved both the research proposal and this apphcation.
Supervisor’s signature: DR LEANNE ANDREW S ... ... e eaeeeaee

Outcome:

The Departmental Dwector of Research (DoR) has reviewed this project and considers the
methodological'technical aspects of the proposal to be appropnate to the tasks proposed. The DoR considers
that the mvestizator(s) has/have the necessary quahifications, expenence and facilities to conduct the research
set out in this application, and to deal with any emergencies and contingencies that may anse.

This application falls under Annex B and is approved on behalf of the FEC O
This application is referred to the FEC because it does not fall under Annex B O
Thus application 15 referred to the FEC because 1t requires independent scrutiny O

The application has been approved by the FEC O
The application has not been approved by the FEC O
The application is referred to the University Ethics Committee O

L T R
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Details of the Project

1. | Brief outline of project (Thus should include the pwpose or objectives of the research, bnef
Justification, and a summary of methods. It should be approx. 150 words m everyday language that
15 free from jargon).

Given the levels of stress identified wathin climical psychology practioners and the well-evidenced
benefits of self-compassion for good psychological wellbeing, 1t seems valuable to understand
what the levels of self-compassion are within this group and what factors may influence/predict
them This study aims to achieve this. Given previous literature, the factors proposed to be
explored are; 1) current levels of stress, 2) current level of psychological distress, 3) Age of
climcian, 4) Years of clinical expenence. 5) Level of social connectedness, 6) Fear of ziving
compassion to others, 7) Fear of recerving compassion from others and 8) Fear of self~compassion.
It 15 hoped that the findings of this research will provide evidence to promote beneficial self-care
strategies and have sigmificance for UK DClinPsych course teaching.

This study will involve two phases, both cross sectional in design. Imitially, a prelimmary
standardisation study 1s proposed. in order to zain UK normative data for the Self-Compassion
Scale based withm a community population. It 15 proposed that this will use both postal and online
an online survey method only.

Participant Details
2. Will the research involve human participants? (indicate as appropniate)
Yes 4| No O

3. | Who are they and how wall they be recruited? (If any recruting matenals are to be used. e.z.
advertisement or letter of mitation, please provide copies).

For the mitial standardisation study. participants will be recruited using convenience sampling
methods. The researcher proposes to dissemumate the Self-Compassion Scale (see appendix 1)
along with an information sheet (see appendix 2) a consent form (see appendix 3). a short
demograplic questionnawre (see appendix 4) and final page (see appendix 17) via an online link to
the University of Essex REO research webpage. The researcher proposes to also dissenunate a2 Iink
to the online swrvey v1a a social network site; facebook com. Snowball sampling methods will also
be used in order to access as many participants as possible. Fniends and family wall also be given
paper copies of the questionnawes zlong with a paper copy of the information sheet (see appendix
5). 2 paper copy of the consent form (see appendix 6) and a freepost envelope to zive to people
they believe would be mterested in the study however do not have/ prefer not to use the internet.

In the main study, trainee clinical psychologists will be recruited via an emal invitation to take
part in the online survey, disseminated via thewr respective DChinPsych course team admunistrator.
The link wall include the participant information sheet (see appendix 7). consent form (see
appendix 8), all questionnaires including a demographic questionnawe (see appendix 11) and 2
final page (see appendix 18). It 15 proposed to ask the admumistrators to send out the hink twice,
with a month between each dissenunation. to prompt as many trainees to complete the
questionnaires as possible. Due to their specifications, one DClinPsych course has requested that
their tramees be approached w1a a leaflet advertisement with the online swrvey link, so that thas
can be placed in their pigeon holes at their university.
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Qualified climical psycholozists will be recrmited v1a online research study advertisements on the
Bntish Psychological Society Division of Chinical Psychology Research Board. the Academic and
Research Forum of “clmpsy.orguk™ and wia the email list of the Compassionate Mind Foundation;
an mndependent website for research and traming used by climical psychologists and other
interested mental health practioners. As a final recruitment method a link to the survey will also be
posted 11a the social network website; facebook.com. It 15 proposed to also use spowball samphng
methods in order to access as many quahified chimeal psychologsts as possible. This will include
asking tramee climical psychologists to forward the swrvey hink to any qualified climeal
psychologists they believe will be interested in taking part m the research. The swvey link for
qualified climeal psychologists will melude a participant information sheet (see appendix 9),
consent form (see appendix 10), all questionnaires including a2 demographic questionnaire (see
appendix 12) and 2 final page (see appendix 18).

It 15 also proposed that if an inadequate sample size 15 gained from the above methods, as defined
by the proposed sample size estimation. the researcher wall approach NHS Research and
Development (R&D) approval to access NHS chimical psychologists via their NHS emal address.
As thas 15 with NHS staff and not chents, it has been advised that only R & D approval 1s required
and not full NHS REC Ethical approval Potential participants wall recerve the hink to the survey
via dissemination from the climeal psychology lead m the trust to thewr respondmng line. Againitis
proposed that snowball sampling methods will be used to access as many quahified clnical
psvchologists as possible. Two trusts will be approached; the North Essex Partnership Foundation
Trust and the Leeds and York Parmershup NHS Foundation Trust in order to have a trusts based m

different geographical region.

Will participants be paid or rermbursed?

Participants will not be paid in either the standardisation study or the main study. However, in the
standardisation study, participants will be offered the opportunity to enter a free prize draw to win
£40 of Marks and Spencer retail vouchers. In the main study participants will be offered the
opportunity to enter a free pnze draw to win £80 of Amazon vouchers. Reimbursement 15 not
necessary as no financial outlay 15 required to take part.

Could participants be considered:
(a) tobe vulnerable (e.g. children mentally-ill)? Ye: [ No [
(b) to feel oblized to take part in the research? Yes [/ No [X]

If the answer to either of these 15 ves, please explain how the participants could be considered
vulnerable and why vulnerable participants are necessary for the research.

Informed Consent

Will the participant’s consent be obtained for involvement in the research orally or in wnting?
(If m wnting, please attach an example of wntten consent for approval):

Research and Enterpnise Office (smp) March 2010 Page: 4of 8
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Yes 4 No []

How will consent be obtained and recorded? If consent 15 not possible, explain why.

In the main study and for those participants completing the standardization study electronically,
consent will be obtained following the presentation of a participant information sheet (please see
appendices 2, 7 and 9). It will be deemed that consent has been given once the participant has read
their participant information sheet, confirmed they have read and understood this and then ticked
each section of their consent form (see appendices 3. 8 and 10), mcluding the final statement that
the participant consents to take part in the research. A participant will not be able to gain access to
the questionnaire section of the survey until informed consent 15 confirmed.

For participants completing the paper questionnaires of the standardization survey, consent will be
obtained via thewr icking and confirmation of each statement and the siznature provided on their
consent form (see appendix 6). They will be required to post this back to the principle researcher,
along with their questionnaire responses, in the FREEPOST, self-addressed envelope provided.

Please attach a participant information sheet where appropnate.

Confidentiality | Anonymity

6.

If the research generates personal data, descnibe the anangements for mamtaiming anonymuty
and confidentiality or the reasons for not domg so.

The personal data generated by this research will be managed in the following ways.

The only personal data potentially generated by the standardization study are participants email
addresses should they wish to enter the free prize draw for £40 of Marks and Spencer’s vouchers.
This will only be the case should identifiable data. such as thewr name form part of thewr email
address.

In the paper standardization study, 1t 15 proposed that the researcher wall store the consent form
and questionnaire data in a separate locked cupboard to the locked cupboard that will store thewr
email addresses. This wall ensure that it 15 not possible to deduce 2 participants questonnaire
responses thus anonymuty 15 maintamed.

For participants completing the standardization study online please see below.

Within the main study the only personal data generated 15 once again a participants email address
should the participant wish to a) enter the free pnze draw to wm £80 of Amazon vouchers or b) to
submit an interest to hear about the study findings once the research 15 complete. As with
participants completing the standardization study online, participants will be required to type in
their emal address in a specified box, to enter. This email address data will be stored m separate
password protected databases, away from questionnaire responses, to again ensure data
anonymuty. Once the free prize draw winners have been selected and notified these databases wall
be deleted immediately. Once the researcher has dissemunated the research findmgs, this database
of email addresses will also be deleted immediately.
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Data Access, Storage and Security

7. Descnbe the arrangements for stonng and maintaming the secunty of any personal data
collected as part of the project. Please provide details of those who will have access to the data.

Questionnaire data collected for the paper version of the standardization study will be stored in 2
secure, locked cupboard. Paper consent forms will be stored in a second locked cupboard and
paper email addresses for the free prize draw will be stored in a third locked cupboard. This wall
be to ensure that 1t 15 not possible to work out which questionnaire responses belong to which
participant thus maintaming anonymuty. These three cupboards will be based 1n a locked room at
The University of Essex and only the principle investigator and the research supervisor will have
access to them.

Electromic questionnaire data collected for the online version of the standardization study and all
main study data will be automatically inputted into their respective secure, password protected
databases, as the data 15 collected. Personal data; their email addresses, which wall be submutted
only 1f they wish to enter their free prize draw or have some of the research findings dissermnated
following the study completion, will all be automatically inputted mto separate password protected
databases. These databases will be deleted immediately once they have been used for their
respective purposes.

All databases wall be located on a secure password protected computer server which only the
principle researcher has the indridual usermame and password m order to access.

It 15 2 requirement of the Data Protection Act 1998 to ensure mndividuals are aware of how information
about them wall be managed. Please tick the box to confirm that participants will be informed of the
data access. storage and secunty amangements described above. If relevant it 15 appropnate for this
to be done v1a the participant information sheet [

Further sundance about the collecthion of personal data for research purposes and comphance with the

Data Protection Act can be accessed at the followmg weblink. Please tick the box to confirm that vou
have read this pmidance

(http:/"www.essex ac.uk/records_management/policies/data_protection_and_research aspx) 4

Rizk and Rizk Management

8. Are there any potential nsks (e.g. phy=ical. psychological. social, legal or economuc) to
participants or subjects associated with the proposed research?

Yes [ No [
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If Yes,

Please provide full details and explain what nsk management procedures wall be put in place to
munimuse the nsks:

As this research will take place remotely: participants will complete therr questionnaires online/by
hand. wherever they choose to, without the physical presence of the researcher. all queshionnaires
have been carefully screened to ensure that no questions ask about sigmificant nsks such as
swcidal 1deation and intent. This 15 because as a remote, anonymous study relying on snowball
sampling methods the researcher would be unable to 1dentify the participant in order to provide
appropriate support or action any risk management procedures should a participant disclose such
mnformation.

The questionnaires in both the standardization and mam studies will requure participants to think
about how they currently feel. including their perception of their current stress levels and
psvchological distress and how they also react to themselves in peniods of distress. The measures
have been selected carefully to ensure they are appropnate for an online design thus participants
should not feel distressed when completing them. However 1t 15 explamed clearly m the participant
mmformation sheet that they may notice negative emotions which may cause a temporary dip in
their mood. Participants are required to read this information sheet mn order to gain access to the
consent form It 15 advised in the mformation sheet that should participants expenience this on an
ongoing basis and 1t begms to affect their daily hives that they approach ther G.P. so they can
together look at options to support them.

The pnnciple researchers’ contact details and those of the research supervisors are also provided
on the information sheet and final pages so that participants can contact to ask questions about the
nature and content of the questonnaires should they have any concemns. The procedure for how to
withdraw from the study 15 also explained clearly in the participant mformation sheet and as 1t
only requires that paricipants close their browser window to exat, with no personally identifiable
data having been provided. 1t 1s hoped that this enables them to do so more easily should they wish
to.

In order to mimmuze any low mood following questionnawe completion, a list of contact details
for appropnate orgamizations that can provide support and advice via the telephone are presented
at the end of the questionnaires as part of the final pages.

9. Are there any potential nsks to researchers as a consequence of undertaking this proposal that
are greater than those encountered in normal day-to-day hfe?

Yes [ No [
If Yes,

Please provide full details and explain what nsk management procedures wall be put in place to
munmimuse the nisks:
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10.  Will the research mvolve individuals below the age of 18 or individuals of 18 years and over
with a hmated capacity to zive mformed consent?

Yes [] No [
If Yes, a cnounal records disclosure (CRB check) within the last three years 15 required.

Please provide details of the “clear disclosure™

Date of disclosure:

Type of disclosure:

Organisation that requested disclosure:

11.  Are there any other ethucal 155ues that have not been addressed which you would wish to bring
to the attention of the Faculty and/or Umiversity Ethics Commuttees

NA
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Appendix Z: Community sample: Paper and online test of parametric assumptions

Table Z1. Community sample tests of parametricrapsions in paper and online samples.

Format Mean(SD) Skewness Kurtosis Shapiro- Levene’s
Wilks Sig. test Sig.
Total SCS Online 2.97 (.63) .70 .329 0.931 0.819
Paper  3.06 (.68) .00 -.95 0.294
Self-kindness Online  2.84 (.76) 1.65 -.34 0.039 0.173
Paper 2.71 (.85) 1.018 -.58 0.288
Self-Judgement Online  2.92 (.75) .83 -1.146 0.131 0.477
Paper 3.11 (.91) 42 - 74 0.328
Common Humanity Online  3.11 (.89) 427 -.75 0.062 0.068
Paper 3.12(1.04) .59 1.109 0.112
Isolation Online  2.93 (.94) .94 -1.37 0.022 0.846
Paper 3.22 (.98) A7 1.31 0.143
Mindfulness Online 3.22 (.73) .348 1.099 0.023 0.441
Paper  3.32(.84) -.55 -.33 0.220
Over Identification Online 2.82 (.92) .88 -1.15 0.032 0.909
Paper  2.97 (.93) -.34 -1.26 0.321

Note Online (n=160), Paper (n=57)

2= Based on mean.

Total SCS scores: Histograms, Q-Q plots and Box and/hisker diagrams
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Appendix AA: Community sample SCS: Histograms, Q-Qolots and box plots
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Self-judgement subscale
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Isolation subscale
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Over-identification subscale
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Appendix AB: Community sample: demographic parametic checks

Table AB 1.Community sample parametric assumptions, demogeajainiables

Skewness Kurtosis Shapiro-
Wilks Sig.
Age 4.5 -1.71 .000
Years of employment  4.08 -2.11 .000

Histograms, Q-Q plots and Box and Whisker plots
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Appendix AC: Community sample: Geographical spreadf participants

County Frequency Percent
Armagh 1 5
Ayrshire 1 5
Bedfordshire 1 5
Berkshire 1 5
Buckinghamshire 1 5
Cambridgeshire 1 5
Carmarthenshire 1 5
Cheshire 2 .9
East Yorkshire 1.4
ENGLAND 7 3.2
Essex 43 19.8
Flintshire 1 5
Glamorgan 1 5
Gloucestershire 2 9
Hampshire 4 1.8
Hertfordshire 4 1.8
Kent 1 5
Lanarkshire 5
Lancashire 2.3
Leicestershire 9
London 13 6.0
Merionethshire 2 9
Midlothian 3 14
North Yorkshire 54 24.9
Northumberland 15 6.9
Oxfordshire 5 2.3
Somerset 3 14
South Yorkshire 2 9
Staffordshire 1 5
Suffolk 8 3.7
Surrey 5 2.3
Sussex 1 5
Tyrone 1 5
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UK

1 5
Warwickshire 1 5
West Lothian 3 14

(Linlithgowshire)
West Yorkshire 5 2.3
Wigtownshire 1
Yorkshire 6 2.8
Total 217 100.0




Appendix AD: Psychologist sample: demographic datparametric checks

Table AD 1 Trainee and qualified demographic patameests

Skewness Kurtosis Shapiro-
Wilks Sig.
Trainees
Age 14.45 .000
Years of clinical 12.04 .000
experience
Hours of SC teaching 7.03 .000
Qualified CP’s
Age -1.44 .000
Years of clinical A48 .000

experience

Note.SC= Self-compassion

Trainee CP histograms, Q-Q plots and Box and Whiskeplots
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Years of clinical experience
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Qualified CP histograms, Q-Q plots and Box and Whiser plots
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Appendix AE: Psychologist demographic data; ethni¢y and religion

Table AE1 Trainee ethnicity and religion data

243

n (%) n (%)
Ethnicity Religion
White (UK) 180 81.4 Christian 53 24
White Irish 12 5.4 Jewish 2
White and Asian 2 9 Buddhist 4 1.8
White and Black Caribbean 1 5 Jewish 2
Other White background 12 54 Muslim 1
Gypsy or Irish traveller 1 5 Sikh 2
Multiple Ethnicity 3 1.4 No religion 143 64.7
Black British 1 5 Would rather notsay 7 3.2
Asian British 4 1.8 Missing data 4 1.8
Indian 1 5
Pakistani 1 5
Chinese 1 5
Arab 1 5
Missing data 1 5
Table AE2 Qualified CP ethnicity and religion data
n (%) n (%)
Ethnicity Religion
White (UK) 104 86.7 Christian 32 26.7
White Irish 5 4.2 Jewish 1 .8
White and Asian 2 1.7 Buddhist 1 .8
Other White background 7 5.8 Other religion NOS 2 1.7
Multiple Ethnicity 1 .8 No religion 80 66.7
Other ethnic group NOS 1 .8 Would rather not say 3 2.5
Missing data - - Missing data 1 .8

Note.NOS = Not otherwise specified.
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Appendix AF: Psychologist Scatterplot matrix of allstudy variables

Figure AF 1. Trainee matrix of all study variables.
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Qualified

Level

Figure AF 2. Qualified CP matrix of all study vaies.
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Appendix AG: Psychologist predictor and outcome vaables; Histograms, Q-Q plots

and Box plots

Self-compassion Scale
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Perceived stress scale
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Fear of Giving Compassion
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Fear of Receiving Compassion
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Fear of self-compassion
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General Health Questionnaire- 12
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Social Connectedness Scale
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Years of clinical experience
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Appendix AH: Psychologist parametric checks; Homogeeity of variance

Table AH1. Homogeneity of variance checks betwegnee and qualified CP’s.

Levene’s test

Sig.
Total SCS .016*
Age .000*
Years of cli'nical .000*
experience
PSS 152
GHQ-12 .000*
FoGC .930
FoRC 573
FoSC 321
SoCS-R 767

Note.Total SCS = Total Self-compassion Scale
scores, PSS = Perceived Stress Scale, Foaar=
of Giving Compassion, FORC = Fear of Receiving
Compassion, FOSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 item
version, SoCS-R = Social Connectedness Scale-
Revised.

*p > 0.05.



256

Appendix Al: Psychologist SCS Subscale parametrichecks.

Table Al 1. Trainee Skewness and Kurtosis z-sciameSCS subscales.

* p> 0.05,%Based on Mean

Mean (SD) Skewness Kurtosis Shgpjﬁro-WiIks
Total SCS  3.21 (.58) 1.69 0.92 SI8:39
Self-kindness  3.23 (.73) -1.12 -0.27 0.02*
Self-Judgement  2.96 (.78) 0.80 -1.13 0.72
Common Humanity  3.41 (.81) -1.16 -1.70 .003*
Isolation 2.87 (.85) 1.20 -1.86 .003*
Mindfulness 3.55 (.65) -1.19 0.37 .001*
Over Identification  3.04 (.79) 1.40 -1.47 .005*

Table Al 2. Qualified CP Skewness and Kurtosisaras for SCS subscales.
* p>0.05,% Based on Mean

Mean (SD) Skewness Kurtosis Shgpjﬁro-WiIks
Total SCS  3.36 (.73) -1.05 -12 Sl.g?;38
Self-kindness  3.41 (.85) -1.33 A1 .081
Self-Judgement  2.77 (.92) 91 -.62 131
Common Humanity  3.51 (.83) 1.09 -.32 .011*
Isolation 2.73 (.92) -0.2 -1.65 .039*
Mindfulness 3.67 (.75) -.65 -1.37 .015*
Over Identification ~ 2.93 (.89) 0.73 -.65 .148
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Trainee and Qualified CP Histograms, Q-Q plots andox-plots for all subscales
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Self-judgement subscale

Histogram
for Level= Trainee %
407 Mean =2 95
Std. Dev. = 781
N=221
30 M
>
o R
=
o
3 —
o 20
=4
w .
10
o T T T T
1.00 2.00 3.00 4.00 5.00
NEWSELFJUDGEMENT
Histogram
for Level= Qualifie
L Wean = 277
Std. Dev. = 919
N=120
15
>
o — —
c
@
=
=10
“
w
.
[ T T T T T
1.00 200 300 400 500

NEWSELFJUDGEMENT

NEWSELFJUDGEMENT

Expected Normal

Normal Q-Q Plot of NEWSELFJUDGEMENT

for Level= Trainee &

258

2

-

~

T T T
2 3 4

Observed Value

5.00)

4.00

3.00)

2.00)

1.00-

| ]
T

Expected Normal

o

-3

T T
Quialifie Trainee

Level

Normal Q-Q Plot of NEWSELFJUDGEMENT

for Level= Qualifie~

3

21

1

o

Observed Value




Common humanity subscale
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Isolation subscale

Trainees
Histogram Normal Q-Q Plot of NEWISOLATION
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Mindfulness subscale
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Over identification subscale

Trainees
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Test for homogeneity of variance

Table Al 3. Homogeneity of variance checks for S0Bscales.

Levene’s test

Sidf.

Self-kindness 335
Self-Judgement .073
Common Humanity .801
Isolation .285
Mindfulness .095

Over Identification 125

Note ®= Based on Mean.
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Appendix AJ: Data transformations for all psychologst variables

Log10 transformation

Table AJ1. Trainees Log transformatiesutts

Skewness Kurtosis Shapiro-Wilks
Sig.*
Total SCS -3.93 .68 .000
Age 7.63 6.92 .000
Years of clinical -2.20 2.35 .000
experience
PSS -2.85 1.48 .001
GHQ-12 AQ -3.82 .000
FoGC -7.04 4.23 .000
FoRC -2.56 -.48 .000
FoSC -1.5° -1.00 .000
SoCS-R -9.70 8.59 .000

Table AJ2. Qualified Log transformation results

Skewness Kurtosis Shapiro-Wilks
Sig.*
Total SCS -3.40 1.58 .000
Age 1.39 2.13 .001
Years of clinical 1.02 -1.54 .010
experience
PSS -8.67 15.9 .000
GHQ-12 2.11 -2.30 .000
FoGC -5.07 3.29 .000
FoRC -2.92 -0.22 .000
FoSC -1.59 1.28 .005
SoCS-R -4.28 0.37 .000

Note Total SCS = Total Self-compassion Scale scé?8§ = Perceived Stress Scale, FOGC = Fear
of Giving Compassion, FORC = Fear of Receivingnpassion, FoSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itensioe, SOCS-R = Social Connectedness Scale-
Revised.? = Improvedz-score ” = worsez-score . *p > 0.05.
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Square root transformation

Table AJ3. Trainees square root transébion results

Skewness Kurtosis Shapiro-Wilks
Sig.*
Total SCS -3.17 .05 .001
Age 9.26 10.04 .000
Years of clinical 1.56 3.56 .000
experience
PSS -0.07 -1.14 .036
GHQ-12 0.5 -3.26 .000
FoGC -4.13 2.08 .000
FORC 1.14 0.02 .002
FoSC 251 -0.18 .001
SoCS-R -7.52 3.79 .000

Table AJ4. Qualified CP square root tfameation results

Skewness Kurtosis Shapiro-Wilks
Sig.*
Total SCS -2.61 0.85 .016
Age 2.02 -1.86 .000
Years of clinical 2.78 -1.01 .000
experience
PSS -4.21 4.12 .000
GHQ-12 1.95 -2.14 .000
FoGC -2.93 1.40 .002
FoRC -1.8° 0.23 .050
FoSC 0.67 -0.87 .106
SoCS-R -3.40 -0.66 .000

Note Total SCS = Total Self-compassion Scale sc®*8S§ = Perceived Stress Scale, FOGC = Fear
of Giving Compassion, FORC = Fear of Receivingnpassion, FoSC = Fear of Self-compassion,
GHQ-12 = General Health Questionnaire -12 itensioe, SOCS-R = Social Connectedness Scale-
Revised.

2= Improvedz-score? = worsez-score .

*p>0.05.



Appendix AK: Trainee clinical psychologist multiple regression parametric

assumptions checks

Histograms of residuals
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*ZRESID Vs *ZPRED Scatterplot

Scatterplot
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Appendix AL: Qualified clinical psychologist multiple regression parametric

assumptions checks

Histogram of residuals
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Histogram
Dependent Variable: TotalSCSmean
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*ZRESID vs *ZPRED Scatterplots

Scatterplot

Dependent Variable: TotalSCSmean
Level: Qualified
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Regression Standardized Predicted Value

Partial plots

Partial plot: PSS

Partial Regression Plot
Dependent Variable: TotalSCSmean
Level: Qualified

Partial plot: FOSC

Partial Regression Plot

Dependent Variable: TotalSCSmean
Level: Qualified
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