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[bookmark: _Toc140328004]Thesis Abstract

This thesis explores the well-being of UK Clinical Psychology trainees (CPTs), providing unique contributions to the field through assimilation of existing knowledge and the development of a new theory of CPT well-being.  
 
A literature review describes, critiques, and assimilates 14 peer-reviewed and doctoral papers on the well-being, stress or mental health of CPTs in the UK. CPTs’ levels of stress, mental health and well-being in the studies were comparable to, or worse than general population data. A significant subset of CPTs experienced clinically significant indicators of mental health problems and were likely to experience difficulties in disclosing these. Perfectionism, imposter syndrome and working relationships were identified as important factors impacting well-being. The quality of the papers was acceptable, however, several variables limited the field and affected data interpretation and synthesis. Recommendations for future research included the need for longitudinal studies and consideration of the variety of measures impact of academic activities and further exploration of how trainees make sense of their well-being.  

The empirical paper presents the authors original research exploring the meaning of well-being for CPTs via the views of those entering training (CPT-Es). The study aimed to move beyond the literature review by developing a grounded theory of the social construction of UK CPTs’ well-being. Twelve participants were interviewed, and a theory developed. The core of the theory posits that challenges to personal well-being pose a threat to CPT-Es whose well-being-related threat is influenced by shared narratives (i.e. common stories) and the extent to which the individual believes these. The theory goes on to identify salient contextual factors and identify CPT-Es’ responses to this system. The results are discussed in relation to current literature and pertinent theories before making recommendations for applications and future research.  

An executive summary provides a plain-language overview of the empirical paper. 
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Stylistic note: The following paper has been written in the style of the journal ’Clinical Psychology and Psychotherapy’ as it has been identified as the predominant publisher in this field (see Appendix 1 for relevant author guidance). Where supplementary information is included for the purpose of the academic assignment, this will be removed for publication. In addition, tables and figures are integrated into the main text, to support ease of reading.
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[bookmark: _Toc130996993]Overview This review presents a decade (2012-2022) of empirical research exploring the well-being of UK-based Clinical Psychology trainees (CPTs). Following a systematic selection and review process, 14 papers (12 quantitative, 2 qualitative) are identified and explored for overall quality and specific content. Almost all papers provided some measurement of well-being, stress or mental health, and comparisons were made to both the general population and professional peers, where available. Furthermore, several variables are identified that affect the interpretation and synthesis of these results: most notably the impact of the stage of training, the plethora of cross-sectional designs and the variation in measures employed. Despite this, clear practitioner messages can be derived from the literature and insight is gained to support the advancement of this field of research.

Key Practitioner Messages
· CPTs’ levels of general stress, mental health, and well-being are comparable to, or worse than comparable general population data
· A significant subset of CPTs experience clinically significant indicators of mental health problems during their training and are likely to experience difficulties in disclosing these  
· Studies offered insight into factors impacting well-being such as perfectionism, imposter syndrome and working relationships
· Longitudinal studies or further qualitative enquiry is encouraged to better understand the population and fluctuations of CPTs’ well-being across training 
· Attention is drawn to the role of training providers and supervisors in recognising, understanding, and supporting trainees’ lived experiences and well-being
Keywords
Clinical Psychology Trainees, Stress, Well-being, Mental-Health, UK
[bookmark: _Toc130996996][bookmark: _Toc140328008][bookmark: _Toc130996997]Introduction 

Clinical Psychology in the United Kingdom (UK) 
Since its emergence in the late 1890s, Clinical Psychology has become a globally recognised and accredited profession (Hothersall & Lovett, 2022). It is said that ‘there are as many ways to be a Clinical Psychologist as there are Clinical Psychologists’ (Head et al., 2019). However, generally, Clinical Psychologists (CPs) apply psychological theory to clinical populations experiencing emotional distress via psychological and psychometric assessments, individual/group/family therapies, delivering staff support and supervision, championing psychological principles in service developments and engaging in evaluation and research. 
In the UK, most clinical psychology training places are funded by Health Education England and CPTs complete doctoral studies, whilst delivering NHS services within their role (National College for Teaching and Leadership, 2016). Due to funding increases over recent years the number of individuals in training at any one time has increased from approximately 1,700 to 2,900 in the last 5 years (Clearing House, 2022a). Despite this, there is more demand than places available: 25% of applicants now achieve a place compared to a 15% historically (Clearing House, 2022b).

[bookmark: _Toc130996998]Well-being, Mental Health, and Stress in Clinical Psychology Training 
It is recognised that engaging in academic study at doctorate level, working within NHS services and seeking a place in a competitive field can be stressful (Byrom et al., 2020: Wilkinson, 2015; Zhong et al., 2018). CPTs’ mental health, stress and well-being and the interaction between the profession and self is a topic of concern for CP professional/governing bodies and interest groups (Kemp et al., 2020) and prominent authors on the subject (Randall, 2020). 
UK CPTs’ stress, mental health, and well-being is an under researched topic. Moreover, the terms ‘stress’, ‘mental health’ and ‘well-being’ overlap conceptually, but are often researched separately, thus sub-dividing the field.  Arguably, well-being is a ‘catch-all’ term relating to the individual experience of wellness, influenced by stress and experiences of mental ill-health (Cloninger et al., 2012). Thus, it will be employed as such within this review. 
   In 1992, Cushway’s seminal report cited clinically significant levels of distress in 59% of their studies of CPTs, and 75% reported they were moderately or very stressed due to clinical training. The most recent published review in this field integrated mental health and well-being in their appraisal of stress (Pakenham & Stafford-Brown, 2012), and concluded that: (1) CPTs are vulnerable to elevated stress; (2) undue stress can negatively impact CPTs’ personal and professional functioning and, in turn, result in less than optimal standards of client care; (3) there is a dearth of studies on stress in this population and no published intervention studies; (4) incorporating self-care strategies into clinical psychology training is recommended; and (5) “third-wave” cognitive behaviour stress-management interventions have been efficacious in comparable populations (e.g. medical students). Ultimately, the authors argue for the recognition of the potential costs of stress in CPTs and the prioritisation of research on both CPT stress and stress management. This paper provides valuable insight into the experience of CPTs and is a useful foundation for understanding the issue. However, given that this review only included studies completed up to 2012, incorporated research from across the globe (thus did not address issues relevant to local CP training structures), and lacked a systematic search strategy, a systematic and updated review focussed on of UK CPTs is indicated. 
[bookmark: _Toc130996999]
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[bookmark: _Toc130997000]The paper will provide an up-to-date review of the literature to answer the question: what does the empirical, peer-reviewed and doctoral literature tell us about well-being (and associated stress and mental health) in UK Clinical Psychology Trainees?
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Search Strategy
On the 24th August 2022, PsychINFO, PsychARTICLES, MEDLINE and CINAHL Plus were searched via the host websites EBSCOhost and Scopus. Grey literature was searched via OpenGrey and EThOS. Google scholar search was also utilised.  
Given the review’s focus on understanding experience in context, the Joanna Briggs Institute’s ‘participant/concept/context’ framework is applied (Aromataris & Munn, 2020). Boolean ‘AND’/’OR’ operators were utilised to combine key words pertaining to the same concept. Where possible Truncation (*) was employed to search for the root word and all potential endings and Quotation marks (”) to search for phrases. To focus and isolate relevant results, keywords/phrases were employed to avoid populating papers relevant to CPTs’ practice rather than personal experiences.  The search was limited to UK studies undertaken after 2012.  Table 1 details terms and limiters used by database, where limiters were unavailable e.g., participant geography, this criterion was applied in the initial screening review. 

Table 1, Database terms and limiters 
	HOST WEBSITE
	SEARCH TERMS
	LIMITORS

	EBSCOhost 
	((“Clinical Psycholog* trainee*” OR “Trainee* Psycholog*” OR “Trainee* Clinical Psycholog* OR “Clinical Psycholog*”) AND (“wellbeing” OR “well-being” OR “stress*” OR “mental health”))

	In Title, Abstract, Keywords  
2012-onwards 
UK/Ireland
 

	Scopus 
	
	

	Ethos AND Open Grey

Note: 16 individual searches i.e., 1a, 1b, 1c, 1d etc necessitated by limited search function 
	1. Clinical Psychology Trainees AND 
0. well-being  
0. wellbeing  
0. stress
0. mental health 
1. Trainee Psychologists AND
0.  well-being  
0. wellbeing  
0. stress
0. mental health 
1. Psychology Trainees AND 
0. well-being  
0. wellbeing  
0. stress
0. mental health 
1. Clinical Psychology AND 
0. well-being  
0. wellbeing  
0. stress
0. mental health
	n/a



To identify papers that were not found within database searches, all selected papers were subjected to forwards and backwards citation tracking within Google Scholar and each paper’s reference lists were hand searched.
The following inclusion and exclusion criteria applied: 
Inclusion criteria:
1. The paper provides information about and/or measurement of the psychological well-being (including attitudes to or experiences of mental health difficulties and stress)
1. Of Trainee Clinical Psychologists
1. Studying in the UK
1. Published since the previous review (between June 2012 and August 2022)
1. In English language 
1.  Using quantitative and/or qualitative methodologies
1.  In Peer-reviewed papers and/or doctoral studies 
Exclusion criteria: 
1. Information is derived from expert opinion or guidance only 
1. Focussed primarily on intervention for well-being/mental health/stress (with no measurement of well-being/mental health/stress)
1. Focussed primarily on physical well-being  
1. Focussed primarily on qualified Clinical Psychologists 
1. Not UK training
  
[bookmark: _Toc130997002]Search Strategy Flow Chart  

Outcomes of the above search strategy can be found below in Figure 1

2

Figure 1, PRISMA Flow Chart of Study Inclusion Process (Page et al., 2021).
New records identified from:
Google Scholar  (n = 4)
Citation searching (n = 0)
etc.
Records identified from*:
Databases (n = 45)
EThOS (n = 11)
OpenGrey (n=0)
Records removed before screening:
Duplicate records removed (n =14, including 5 thesis later published in 6 papers)

Identification of studies via other methods
Records screened
(n = 42)
Records excluded
(n = 26)
Reports sought for retrieval
(n =16)
Reports not retrieved
(n = 0)
Reports assessed for eligibility
(n = 16)
Reports excluded:
Expert opinion only (n = 0)
Intervention focussed (n =1)
Physical Well-being (n = 0)
Qualified only (n=1)
Not UK (n=1)
Reports assessed for eligibility
(n =4)
Studies included in review
(n = 14)
Reports of included studies
(n = 0)
Screening

Included
Reports sought for retrieval
(n = 4)
Reports not retrieved
(n = 0)
Identification
Identification of studies via databases and registers
Reports excluded:
Expert opinion only (n = 3)
Intervention focussed (n =0)
Physical Well-being (n =0)
Qualified only (n=0)
Not UK (n=0)
.



























 

Hong et al.’s (2018) ‘Mixed Methods Appraisal Tool’ (MMAT) was selected to assess the quality of qualitative and quantitative papers and, crucially, unlike alternatives such as those developed by the Critical Appraisal Skills Programme (2018), the MMAT is applicable to mixed-methods designs, four of which are included in this review.  
The MMAT checklist applies five criteria, each relevant to the corresponding methodology, allowing for some comparison across studies. The use of overall scores is discouraged by MMAT authors. Instead, they advise detailed presentation of each criterion’s ratings (either ‘yes’, ‘no’, or ‘can’t tell’) to consider the quality of studies. Data extracted through review of the studies was collated via two Excel spreadsheets: ‘Study characteristics’ and ‘MMAT questions and scoring’ (see Table 2 and Appendix 2). 

[bookmark: _Toc140328011]Results

[bookmark: _Hlk140311583]Table 2 provides details of the final 14 papers, along with quality indicators. Results of the quality appraisal are then presented, followed by a synthesis of the studies key quantitative and qualitative findings. 



Table 2, Paper characteristics and quality ratings
	Lead Author, Date
	Sample
	Methods
	MMAT Ratings

	
	
	
	Scoring frequency:
Yes.Can’t tell.No

	Galvin 2015
	168, 5 courses, Yr1/2/3=30.5%, 31.1%, 38.3%

Comparison group psychiatric nurses (n=94) and PhD students (n=235)
	Cross-sectional survey – wellbeing, personality, perfectionism, self-evaluations, imposter phenomenon, child abuse and trauma, parentification scale, lived experience questions
	4.1.0.

	Robinson 2015
	221, various courses, Yr1/2/3=35%, 26%, 29%
Comparison group:  120 qualified Clinical Psychologists. 217 community sample 
	Cross-sectional survey – psychological health, stress, self-compassion, social connectedness, fear of compassion
	4.0.1.

	Makadia 2017
	564, various courses. Yr1/2/3=42%, 33%, 23% 
	Cross-sectional survey – psychological distress, trauma symptoms, beliefs, and trauma exposure rates 
	5.0.0.

	Lloyd 2017
	229, various courses, Yr1/2/3=26.6%, 35.8%, 37.6%
	Cross-sectional survey – Self- compassion, coping, coherence, neuroticism, perceived stress
	5.0.0.

	Warren 2018
	118, 29 courses, varying years 
	Cross-sectional survey – stress, stress appraisals, anxiety, coping, self-compassion 
	5.0.0.


	Grice 
2018   
	348, 19 courses 
	Cross-sectional survey - perfectionism, Devaluation and Discrimination. Rated questions - lived experience/ disclosure. 
	5.0.0

	Patel 
2020
	117 first year/term, 4 courses
	Cross-sectional survey well-being, perfectionism and self-disclosure
	4.1.0

	Summers 2021
	28 trainees (2% of the total sample of 1678 participants)

Comparison group: various mental health professionals 

	Cross-sectional survey - two well-being measures
	3.1.1.

	Parmar 2016
	25, various courses. 

Comparison group: 25 counselling trainees
	Cross-sectional survey - stress, dyadic coping, relationship assessment scale

Interviews, thematic analysis – excluded 
	5.0.0.

	Russ 
2018
	52, London courses (6) 
	Cross-sectional survey – burnout 

Semi-structured interviews to identify goals followed by goal conflict matrix
	4.0.0.
n.b. 1 question not applicable

	Rose 
2019
	214, yr2/3/other= 50.9%, 47.7%, 1.4% Yr1 excluded 
	Cross-sectional survey (based on coded interviews) - Reciprocity ratio calculations, burnout, well-being, and self-efficacy 
	4.0.0.
n.b. 1 question not applicable

	Turner 2021
	12, various courses/ years. Yr1 ‘under-represented’
	Cross-sectional survey -wellbeing  

Interviews – Grounded Theory
	5.0.0.

	Jones 2017
	16, various courses/
years 
	Interviews, Interpretative Phenomenological Analysis
	5.0.0.

	Galvin 2017
	15 from 1 course (Cardiff) varying years 
	Interviews- thematic analysis with Grounded Theory framework 
	5.0.0.



[bookmark: _Toc130997004][bookmark: _Toc140328012]Methodological quality 

All papers passed the MMAT screening questions, having both clear research questions and data that addressed the question. Thus, were deemed to be of a suitable quality for MMAT appraisal. Of the 14 included papers, eight achieved a 5/5 ‘yes’ score on the MMAT, five achieved 4/5, and one achieved 3/5. 
Both qualitative papers (Jones & Thompson, 2017; Galvin, 2017) met all ‘yes’ requirements, utilising an appropriate methodology and adequate data collection methods.  Both papers’ results were adequately derived from and substantiated by the data with adequate coherence between data sources, collection, analysis, and interpretation. 
Four papers utilised mixed methods, however only two of these (Palmer, 2016; Turner et al., 2020) met all 5 ‘yes’ criteria indicating adequate rationale for mixed methods, effective integration and interpretation of study components, adherence to the quality criterion of each methodological tradition and addressing of inconsistencies between quantitative and qualitative results. However, criterion regarding the divergencies or inconsistencies between results was not deemed relevant to Russ (2018) and Rose et al.’s (2019) papers as quantitative elements of these studies were excluded. Thus, these two studies met all relevant ‘yes’ criteria.
The four ‘quantitative-descriptive’ papers met all relevant quality criteria (Makadia et al., 2017; Lloyd, 2017; Warren, 2018; Grice et al.,2019) indicating the adequacy of sampling strategy, population representation, appropriate measurements, low risk of non-response bias (based on recruitment methodologies and direct population access via course teams), and appropriate statistical analysis. Summer and colleagues (2020) paper achieved 3 ‘yes’ allocations, however, both the representativeness of the sample and the potential impact of nonresponse bias are questionable. This is due to the small CPT sample (accounting for only 2% of the study sample) and lack of information regarding target workforce populations (i.e., relative population sizes of each professional group). Representativeness was also a concern in the final three studies due to sampling being limited to a small number of universities (Galvin, 2015) and study years (Patel, 2020), or where such details were not reported (Robinson, 2015). 
Representativeness is the largest area of concern highlighted by the MMAT, followed by non-response bias. It could be argued that authors had good access to their target population, with clear routes to recruitment via course leads most cited. Clarity of recruitment strategies not only assists in the replicability of these studies (Smith & Noble, 2015) but allowed for some calculation of response and presentation rates. Almost all the papers accessed participants from numerous UK courses or otherwise defended a decision to sample from a smaller sub-population. In the 7 papers reporting the number of course centres, the range was 1-29 centres with an average of 9.4. Higher averages were found in quantitative studies (mean=12.6 course centres) compared to qualitative (mean=1.5). 
Representativeness of individual characteristics varied across the studies. Age and gender were reported in 12 studies but only formed part of the analysis in 5 of these, though in 2 studies this data was unextractable from wider sample data. The average age was 29 years (range=22-47) and mean gender split was 84% female, 16% male (male range=0-26%), this representation is in line with current and historic age and gender representation in CPTs (Division of Clinical Psychology, 2023).  Only 3 studies collated data on ethnic diversity, within which 95.8% of participants were white-British. No study analysed data by ethnicity, and this is likely under-represented in this research. Where explored neither age or gender significantly affected stress or psychological well-being measures (Galvin & Smith, 2015; Lloyd, 2017). 
Sample sizes of the quantitative studies averaged 189 (range 25-564); given the likely size of the target population at any one time (1,800 to 2,900), it is argued that the credibility of generalisations is relatively high based on representation (Alreck, 2004). Qualitative studies had an average sample size of 14 (range 12-16) which is considered appropriate within this methodology (Sandelowski, 1995). Six studies provided sample size and power calculations with two citing issues of statistical power. Russ’ (2018) study failed to recruit a sufficient sample and Patel’s (2020) follow-up study fell below required numbers. Patel (2020) discussed the potential for a resulting Type 1 error (Christley, 2010). Statistical power was not discussed in four studies. Thus, there is some potential for sample sizes to affect the robustness of the results. 
Further critiques, not established within the MMAT tool, are apparent upon reviewing the literature. Notably, 12 of the 14 papers included were originally doctoral theses, derived from the work of 10 Clinical and 1 Counselling Psychology doctoral candidates. This impacted publication timelines as publication lag, a recognised phenomenon in all academic research (Björk & Solomon, 2013), was further exacerbated. When exploring the project timelines, initial data collection to thesis publication was an average of 1 year however the resulting 6 peer-reviewed journal articles extended this lag by an average of 2 years (range 0-5 years). Thus, the literature represents CPTs in post between 2009 and 2019. This is particularly important to note as following this period two significant events have occurred, namely the COVID-19 pandemic and the 25% rise of CPT places on courses nationally (Health Education England, 2020). It is widely accepted that the COVID-19 pandemic has presented significant stressors to individuals (Kar et al., 2021); it is reasonable to assume that CPTs were similarly affected. Without empirical research it is unclear how the rise in training places may affect CPTs – one could argue that this may reduce stress as competition lessens or, conversely, this rise may compound stressors due to the potential impact on the availability of placements or support systems. In either case, it is reasonable to assume that this change is worthy of future consideration. 
Whilst publication in peer-reviewed journals is considered a mark of research quality (Wilsdon, 2016) it can be argued that having withstood the viva process, the original doctoral theses included in this review have also withstood an academic peer review process to establish their academic credibility to some extent (Poole, 2015). However, unlike the published ranking systems for peer-reviewed journals (e.g., Schimago, 2021) the viva process can be inconsistent, reducing its reliability (Poole, 2015), thus this review is limited by an inability to credibly review or compare the overall research quality of all its papers. Despite this limitation, it is hoped that the effects of publication bias and publication lag are somewhat mitigated by the inclusion of unpublished doctoral thesis (Song et al., 2012). Moreover, attempts were made to search the wider grey literature for unpublished content to mitigate the effects of publication bias (Paez, 2017). However, where grey literature was found – for example, guidance or position statements on recognising and valuing CPTs’ lived experience (Hogg & Kemp, 2020; Kemp et al., 2020) or threads in online forums– these did not meet the inclusion criterion of providing information and/or measurement of psychological wellbeing and/or the exclusion of expert opinion or guidance only. Despite this, it is noted that statements in the grey literature are consistent with the academic literature, namely that lived experience of mental health difficulties both prior to and during training is a common occurrence and that CPTs face challenges to their well-being during the training process and in disclosing their mental health experiences at work.
To assess the comparable experience of well-being in CPTs, the studies, and this literature review, relied on each respective measure’s validated cut-off points alongside data collected within other studies or health data. Only Robinson (2015) collected data from their own community sample, however they did not report these findings or integrate them into analysis of CPT well-being. Summers et al. (2021) measured and reported comparative peer samples, but no community sample was included. The measures used had previous precedent in health research, e.g. the GHQ as employed by Cushway (1992) and Hannigan et al. (2004), and all had undergone validation procedures. Similarly, comparable population data was derived from peer-reviewed studies or well-respected institutions e.g., NHS national surveys. This provides some support for their use. However, it is acknowledged that this limits direct comparison of results due to limited management of extraneous or confounding variables in the data collection and validation stages (Coolican, 2017). The use of a range of measures also limits the cross comparisons of results. 
When considering qualitative outcomes of individual interviews, the impact of expectation bias cannot be ignored, such that participants may have provided answers that they thought were expected (Seidman, 2013). Similar difficulties are noted in assessing the validity of self-report survey methodology (Richardson, 2004). No study discussed their approach to recognising or addressing this concern; however, it is argued that, as mental health professionals, CPTs likely had the skills to accurately report mental health symptomology. Similarly, the validity and reliability of any research paper is affected by the range of methodologies employed, with robustness increasing with the use of multiple methods (Greenhalgh, 1997; Greenhalgh & Taylor, 1997). Eight of the studies use only one method of data collection, four used mixed methods combining interviews and surveys and two employed interviews only.  No studies included other methods such as workshops or focus groups. Thus, although this field benefits from two methodologies, the robustness of the individual studies and this field of research is somewhat limited by the overrepresentation of survey methodology and potential unchecked expectation bias.  
Finally, 12 of the 14 papers were produced as original individual CPTs’ doctoral theses, whereas 2 were written by psychology course staff. However, none of these authors discussed their position in relation to their population. Thus, one final critique of the literature is the presence of potentially unhelpful bias due to unchecked participant researcher influences (Buetow & Zawaly, 2022).
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Of the 14 studies identified, 12 measured current stress, mental health, or well-being of CPTs, and 3 of these studies measured more than one of the above, as detailed in Table 3 below, and explored thereafter. 




Table 3, Key quantitative findings and indicators of ‘comparable’ well-being 
	[bookmark: _Hlk130236099]Measure
	Measuring
	Normed cut off points and comparative samples
	Lead Author, Date
	Key Findings
(Including Standard Deviations (SD) where available)
	Indicator of comparable 'well-being' - Worse, Comparable, Better, Unable to assess

	SWEMWBS[endnoteRef:1] [1:  Short Warwick-Edinburgh Mental Well-being Scale (Warwick Medical School, 2021)] 

 
	General population well-being 
 
	Range 7-35
Scores <19.5 = low well-being, >27.5 = high well-being 
Change Index = 1-3 

General population means =23.5[endnoteRef:2], 24.49[endnoteRef:3] and 23.61[endnoteRef:4] [2:  Ng Fat, 2016 ]  [3:  Kwong et al. 2020]  [4:  Department of Health and Social Care, 2012] 

	Summers 2021
	Mean=20.54, SD=2.86 bordering on low well-being cut off point within SD 

CPTs’ scores significantly lower than sample mean of peers=22.21

Lower scores than general population 
	Worse

	
	
	
	Turner 2021
	Mean= 23.82, SD= 2.75 

Comparable results to general population 
	Comparable

	WEMWBS[endnoteRef:5] [5:  Warwick-Edinburgh Mental Well-being Scale (Warwick Medical School, 2021)] 

 
	General population well-being 
 
	Range 14-70
Scores <42 = low well-being, >60 = high well-being  
Change Index = 3-8  

General population means reported =51[endnoteRef:6], 51.61/49.9[endnoteRef:7] [6:  Tennant et al., 2007]  [7:  Morris & Earl, 2017 ] 

 
	Rose 
2019
	Mean=48.41, SD=6.98 13.6% scored within low range, 83.6% medium and 2.8% high 

Comparable results to general population 
	Comparable

	
	
	
	Patel 
2020 
	Mean=50.41, SD=7.27 at baseline
Mean=45.97, SD= 8.6 at 11 week follow up

Mixed results: CPTs’ scores moved into low-wellbeing range and below population mean within the study window 
	Comparable



	
	
	
	
	
	Worse

	GHQ-12[endnoteRef:8] [8:  General Health Questionnaire (Golberg & Williams, 1988)] 

 
	General psychological distress 
 
	Range 0-12, higher scores indicating greater distress

Clinical cut off point for psychological distress i.e. 'caseness' Total score= 4. 
Item mean scores range 0-3, score of 1 indicating some level of distress

Previous results reported: 
UK mental health professionals[endnoteRef:9] Mean=0.96, caseness=21.2% [9:  (Sabin-Farrell, 2000).] 



UK general population data7 54% scored 0, 28% scored 1-3 and 19% scored 4+/caseness
 
	Makadia 2017
	Total Mean= 11.91, SD=4.75 
Item Mean= 0.99, SD= 0.95 

27% met caseness

CPTs’ caseness rate higher than general population sample and above peer equivalents
	Worse

	
	
	
	Robinson 2015 
	Median item scores of 2 compared to 1 in qualified CP, thus statistically significant higher distress reported vs qualified peers 

36% of CPTs met caseness, 21% of CPs 

Study community sample not reported

CPTs’ caseness rate almost double general population sample and above peer equivalents 
	Worse

	PSS-10[endnoteRef:10] [10:  Perceived Stress Scale (Cohen et al., 1983)] 

 
 
	Responses to stressful events 
 
 
	Range 0-40, score of 13 considered average and higher scores indicate higher stress experiences

Scores of 0-13=low stress, 14-26 moderate and 27+ high

Previous results reported: 
25-34 yr old American community sample, Mean = 17.46[endnoteRef:11] [11:  Cohen & Janocki-Davies 2012] 

	
Results in students: 
UK undergraduate students, Mean = 19.79[endnoteRef:12] [12:  Denovan et al., 2019
] 

Medical and Dental Means =16.74/18.23[endnoteRef:13] [13:  Chilukuri et al., 2012] 

Advanced degree students, Mean = 17.46[endnoteRef:14] [14:  Cohen & Janicki-Davies 2012] 

Pharmaceutical doctoral/PhD Mean =28.1/27.26 [endnoteRef:15] [15:  Frick et al., 2011] 

 
 
	Parmar 2016
	Mean=31.8, SD=3.57. 

Thus, stress high comparable to both the measures cut-off points and, pre-reported, non-Psychology student peers 

Stress was nominally lower than counselling psychology trainee peers (Mean=33.42, DS=3.78)
	Worse

	
	
	
	
	
	Better – compared to some peers

	
	
	
	Lloyd 
2017  
	Mean=18.16, SD=6.39, stress within a moderate range 

Mean stress increase by year:15.9, 18.5 and 19.46 respectively (SDs: 5.88, 5.97, 6.77)

Stress equivalent to community samples and degree students. Stress lower than doctoral peers
	Comparable

	
	
	
	
	
	Better – compared to some peers

	
	
	
	Warren 2018 
	Mean=18.61, SD=6.47 

12% of scores 2 SDs above normative sample mean (33.55), a further 15% scored 1 SD above (25.08). Indicating high scores/extreme stress in 27% of cases 

No year-on-year differences observed  
Results compared to general population means are comparable

CPTs’ scores were similar or lower than their training peers, indicating equivalent or lower stress levels
	Comparable

	
	
	
	
	
	Better – compared to some peers 

	MBI[endnoteRef:16] - human services version  [16:  Maslach Burnout Inventory (Maslach & Jackson, 1986)] 

 
	Burnout. 3 sub-scales
 
	Scores vary by subscale, no overall scoring system

Higher scores indicate higher burnout except in the case of personal accomplishment when this is reversed
 
	Russ 
2018
	Emotional exhaustion 42% low, 35% moderate
Depersonalisation 83% low
Personal accomplishment, 54% moderate 

Substantial sub-section of CPTs reported indicators of burnout in personal accomplishment (33%) and emotional exhaustion (23%) but not depersonalisation (4%)
	Unable to assess

	
	
	
	Rose 
2019
	Emotional exhaustion medium, 36.9%, low 32.2% and high, 30.8%
Depersonalisation 86.4% scored low, 12.1% medium, 1.4% high
Personal accomplishment was moderate for 42%, 36% low and 22% high
	Unable to assess

	WPQ[endnoteRef:17] [17:  Wellbeing Process Questionnaire (Williams, 2012)] 

	 General population well-being 
	 n/a
	Galvin 
2015 
	Mean not provided, statistically significant higher perceived stress than psychiatric nursing students and PhD students
	Unable to assess

	GAD-7[endnoteRef:18] [18:  Generalised Anxiety Disorder Assessment (Spitzer at al., 2006)] 

	Generalised anxiety 
	Range 0-21. cut off points, mild=5, moderate=10 and severe =15

General population data2:
Mean= 4.59, Caseness =13%
	Warren 2018 
	Mean =5.71, SD=4.24 

14.8% moderate or severe range. 

Higher anxiety reported in Yr3 Mean=6.47

Results similar or nominally higher than known norms 
	Comparable

	TQS[endnoteRef:19] [19:  Trauma Screening Questionnaire (Brewin et al., 2002)] 

	Trauma symptoms 
	Range 0-10 

General population sample =  4%[endnoteRef:20] [20:  McManus et al., 2016 ] 

	Makadia 2017 
	Mean=2.57, SD=2.57. 20 (3.55%) met the threshold for likely PTSD
	Comparable

	STSS[endnoteRef:21] [21:  Secondary Traumatic Stress Scale (Bride et al., 2004)] 

	Trauma symptoms 
	Range 17-85, 3subscales, unequal loadings. Lack of norms or cut off points

Intrusion (5-25), avoidance (7-35) and arousal (5-25)
	Makadia 2017 
	Total Means = 25.6

Mean for Intrusion= 8.47, avoidance= 9.92, arousal=7.21
	Unable to assess

	PPWWM[endnoteRef:22] [22:  Psychological Practitioner Workplace Wellbeing Measure (Summers et al., 2020)] 

	Well-being measure for psychological practitioners 
	Range 26-130, higher scores indicating greater well-being. 
Within study peer mean = 91.88
	Summers 2021
	Mean=96.22, result not statistically significant
	Nominally better (peers)

	Self-Report 
 
	Self-reported incidents of lived mental-health experiences 
 
	Relevant comparable population, incidents data, prevalence data: 
 
Common mental health problems (anxiety, depression, social phobia, phobia)

Totals current = 17%7  
Total past/current = 43.4%16

Eating disorder[endnoteRef:23] [23:  Galmiche et al., 2019  ] 

Lifetime prevalence = 8.4% women, 2.2% men
Point prevalence = 2.2%

	Grice 2018
	67% past/current lived experience. 
29% current mental-health difficulty

Top 5 past/current mental-health problems: anxiety (43%), depression (39%), social phobia (16%), eating disorder (14%), specific phobia (12%) 

Top 5 current mental-health problems: anxiety (16%), depression (7%), specific phobia (7%), eating disorder (3%)
	Worse 

	
	
	
	
	
	Comparative (current eating disorders) 

	
	
	
	Galvin 2015 
	Incidents not reported. However, reported lived experience was related to high stress risk
	Unable to assess




Each study’s results were appraised as ‘comparable’, ‘worse’ or ‘better than’ by visual inspection of the data and review against normed cut off scores/comparable samples (column 3 of Table 3). Where available, this was supported by measure specific indicators of clinically significant differences e.g., change index in WEMWBS/ SWEMWBS. 
CPTs’ well-being and stress scores were either comparable to (Turner et al., 2021; Rose et al., 2019; Patel, 2020; Lloyd 2017; Warren, 2018), or worse than (Summers et al., 2021; Patel, 2020; Makadia et al., 2017; Robinson, 2015; Parmar, 2016) the data available on applicable community or general population samples. Similarly, incidents of both historic and current mental health difficulties were either comparable to (Warren, 2018; Makadia, 2017, Grice et al., 2018) or worse than (Grice et al., 2018) UK population samples. 
Where peer comparisons are available, CPTs’ well-being and stress scores were generally either comparable (Lloyd, 2017; Warren, 2018) or worse (Summers et al, 2021; Makadia et al., 2017; Robinson, 2015; Parmar, 2016, Galvin & Smith, 2015). Summers et al.’s, (2021) Psychological Practitioner Workplace Wellbeing Measure results were nominally better, although these were not found to be statistically significant. However, given the proportionately small sample of CPTs within the study, it is possible that this analysis was underpowered resulting in a ‘Type 2’ error and erroneous rejection of this result (Akobeng, 2016).  Furthermore, in the cases of counselling psychologists (Parmar, 2016) and doctoral peers (Lloyd, 2017; Warren, 2018) some results indicate better well-being in CPTs. However, these scores remain comparable to or worse than the available community samples. 
Five studies utilised multiple measures, allowing for some exploration of the complex interweave of well-being, stress and mental health in CPTs. Rose et al. concluded that variance in stress was associated with burnout, with stress increasing along with burnout indicators.  Although Galvin and Smith (2015) omitted details of their wellbeing measure, they did state that lived experience was positively associated with higher stress reports. Warren’s (2018) study showed some consistency across perceived stress and measures of generalised anxiety. Conversely, Makadia et al.’s. (2017) results highlight the higher susceptibility to symptoms of general or common difficulties associated with depression or anxiety over specific presentations of PTSD. Summers et al.’s (2021) is the only study to offer a comparison between personal and professional well-being. They argue that their inconsistent result indicates a need to ‘decouple’ well-being in CPTs, such that where professional well-being may be maintained or better than peers, attention is drawn to the personal well-being experience.  
Inconsistent results are observed regarding the impact of training year. Lloyd (2017) reported stress increasing by year and whilst Warren (2018) reported higher anxiety in Year 3 of training, they found no year-on-year differences in stress.  Notably, no study reported specifics regarding the timing of data collection and points of pressure in training such as deadlines, exams, or placement changes which may all be important variables. Well-being fluctuations within stage of training are indicated in Patels (2020) study, wherein CPTs’ well-being deteriorated at baseline (at the start of training) and 11 weeks, thereafter. Patel argues that this may be due to the demands and stress associated with clinical training and point to the early manifestation of this. However, Patel’s high attrition rate (30% follow-up response rate) may have skewed this data.  Furthermore, Patel (2020) notes that participants who reported a personal difficulty at baseline measurement were four times less likely to complete the 11-week follow up survey, thereby inflating well-being ratings at follow up. Thus, their reported figure, which indicates worse well-being than comparative populations, may well have been ‘lower than that observed herein’ (pg 90). 
Similarly, Turner at al.’s. (2021) study likely underrepresented low-scoring individuals as they applied exclusion criteria of current mental health difficulties within their study design, they also argue that their participants may have additional skills to cope with stresses, due to their lived experiences. It is noted that, despite this, their results remained comparable to, rather than better than, general population well-being means. 
Participants are more likely to opt-in to a study that represents their experiences and interests (Coolican, 2017). Other than Patel’s (2020) follow-up study, all employed targeted recruitment for CPTs, sent to a wide range of courses, thus relied on participant self-selection. Additionally, barring Robinson’s (2015) study, all explicitly focused on stress, mental health, or well-being experiences. For example, Grice et al., (2017) acknowledge that selection bias might have resulted in an over-representation of participants with lived experience. Arguably, the sample is large given the data collection period and the number of participating courses (estimated 1120 based on Clearing house data, averaged by university). In the unlikely event that Grice collected data for all CPTs with lived experience, the results would still indicate that at least 21% of CPTs had personal past lived experience of mental health problems (based on a comparison of  study sample, CPTs’ self-reports and size of courses sampled from). Thus, overrepresentation of persons interested in or experiencing well-being challenges may have occurred across the studies, but this is more likely to have inflated the results from comparable to worse, rather than concealing better well-being patterns. 
Exploring the effect of sample sizes on results is complicated by the different measures used, limiting direct comparison. Samples below the ‘magic number’ of 30 are often considered small samples which are prone to bias (Kar & Ramalingham, 2013). Data inspection does indicate some skew i.e., results that are comparably worse are unequally represented in the three small samples (66%) compared to the nine larger sample studies (40%). 
Finally, either a lack of comparative data or cut off points rendered five results ‘unable to assess’ in relation to general population or peer data.  Despite the lack of cut off points in Russ’ (2018) and Rose et al.’s. (2019) explorations of burnout, these results indicate that most CPTs in this sample were not reaching high levels of burnout.  Yet, indicators of burnout are presented within this data, especially within the dimension of emotional exhaustion. Observed low personal accomplishments were inconsistent across the studies. It has been claimed that stage of training, such as timings of deadlines, might have influenced these results. A pattern of low depersonalisation was observed and although on initial review this may be considered protective against burnout it could be argued that this is not the case for CPTs, given the heightened scores in the other domains of emotional exhaustion and personal accomplishments. It may be that the CPTs’ continued personal investment in their work, despite exhaustion and lack of accomplishment, might contribute to burnout and associated stress. 


[bookmark: _Toc130997007]Factors associated with well-being, stress and mental health 
Ten of the eleven quantitative studies explored factors affecting both the experience of well-being and disclosure of past or current mental health difficulties.  As collated in the Table 4 below. 

Table 4, Factors associated with well-being, stress and mental health 
	Measure
	Measuring
	Lead Author, Date
	Key Findings

	SCS-SF[endnoteRef:24] [24:  Self-compassion-Short Form (Raes et al., 2011)] 

	Compassion 
	Robinson, 2015
	Lower Compassion was associated with higher CPT[endnoteRef:25]s’ stress and psychological ill-health  [25:  Clinical Psychology Trainee] 

‘fear of self-compassion’ was higher than ‘giving compassion’ 
Lower self-kindness and higher self-judgement than their qualified peers

	
	
	Lloyd, 2017
	Lower self-compassion was associated with higher stress

	
	
	Warren, 2018
	Lower compassion was associated with higher stress

	PSPS[endnoteRef:26] and MPS[endnoteRef:27] (mistakes subscale) [26:  Perfectionistic Self-Presentation Scale (Hewitt et al., 2003)]  [27:  Multidimensional Perfectionism Scale (Frost et al., 1990)] 

	Perfectionism 
	Patel, 2020
	‘unhealthy perfectionism’, mirrored levels seen in major depressive disorder, especially in relation to ‘fear of making mistakes’
Negative correlation between perfectionism and well-being
Higher the perfectionism the less likely to disclose past/current mental health

	MPS
	
	Grice, 2018
	Likelihood of disclosure decreased as maladaptive perfectionism increased

	The Big 5 Inventory[endnoteRef:28]  [28:  Rammstedt & John, 2007 ] 

	Personality/
Neuroticism 
	Lloyd, 2017
	High levels of neuroticism predicted higher scores on their measure of perceived stress

	
	
	Galvin, 2015
	Negative personality traits (such as neuroticism) were associated with psychological ill health

	PDD[endnoteRef:29] [29:  Perceived Devaluation and Discrimination Scale (Link, 1987)] 

	Perceived mental health Stigma

	Grice, 2018
	Perceived stigma negatively correlated with the likelihood of mental health disclosure especially if the difficulties are current
Greater stigma anticipated for current difficulties

	Self-report 
	
	Patel, 2020
	Those currently experiencing a personal difficulty were less comfortable being open about experiences of mental health difficulties (past or present)
CPTs would disclose, despite discomfort, especially if required for safe practice

	Self-report 
	Exposure to trauma cases
	Makadia, 2017
	Trauma case exposure was associated with higher secondary trauma symptoms 
Exposure alone did not correlate with worse well-being

	Self-report 
	Relationship-reciprocity 
	Rose, 2017
	 Burnout associated with perceived ‘over-investment’ in client relationships 
Emotional exhaustion was experienced alongside ‘over-invested’ relationships with supervisors and placement teams e.g. when they felt misunderstood in their role/remit

	SOC-13[endnoteRef:30] [30:  Sense of Coherence Scale- short form (Antonovsky, 1987)

] 

	Sense of Coherence  
	Lloyd, 2017
	The lower the CPTs’ sense of coherence, the higher the perceived stress

	Self-report 
	CPT Goals
	Russ, 2018
	CPTs experienced higher burnout when they felt unable to realise their motives, values and needs of ‘being’ as a trainee e.g being clinically effective 


	


These results can be sub-divided into internal and external states i.e., traits or states situated in the individual, albeit influenced by their environment versus the behaviour or direct influence on others on experience. 
The internal states of compassion, perfectionism, neuroticism and sense of coherence were associated with increased well-being challenges and affected CPTs’ support seeking. Given the data regarding the experiences of well-being challenges in CPTs, these factors indicate that a significant sub-group of CPTs not only experience clinically significant well-being challenges but are blocked from accessing support, in part due to perceived stigma. This potentially puts CPTs at risk of prolonged experiences of well-being difficulties. In exploring external predictors of well-being, the impact of working relationships emerged alongside the experience of blockers to CPT training goals. Whilst some of these results may interact with internal states and expectations e.g., relationship with clients, arguably, these findings provide insight into powerful others such as supervisors or placement teams. 

[bookmark: _Toc130997008][bookmark: _Toc140328014]Key qualitative findings 

Three papers provided qualitative data, two of which explored sources of stress and coping, the other considered disclosing historic mental health difficulties. 
Galvin and Smith (2017) identified three key themes in their thematic analysis. Firstly, the biggest source of stress was securing a trainee place and associated lack of job security in pre-qualification roles and self-pressure to succeed. This can be understood in the context of the aforementioned competition for CPT positions and the short-term nature of pre-qualification roles such as Assistant Psychologists (Woodley-Hume & Woods, 2018). Within training, CPTs identified personal and professional relationships as both sources of stress and coping, with the function of these relationships largely dependent on the quality and type of relationships. For example, whilst client, cohort and external relationships were largely positive and contributed to a sense of reward, togetherness and support, these could also add stress in relation to a sense of responsibility, under-preparedness, competition and relationship strain. Supervisor relationships emerged as equally positive and negative, largely dependent on the time and support available, whilst relationships with NHS staff were mostly a source of stress due to CPT’s feeling misunderstood and underappreciated and unable to overcome these barriers when faced with frequent placement changes. These findings are particularly concerning given that Clinical Psychology often sits within a multi-disciplinary team. Furthermore, CPTs are subject to the powerful role of the supervisor (and teams) in supporting CPT development and well-being whilst providing assessments of competencies (Foxwell et al., 2017).  Finally, CPTs in this study identified commonalities of personal history, experiences and personality such that CPTs shared lived experiences of well-being challenges personally and/or within close relationships: a noted tendency towards over-analysing and reflection. These were almost exclusively viewed as increasing the risk of personal stress even where other positive impacts were identified e.g., empathy. Thus, a challenge arises, of supporting the inclusion and recognition of CPTs with lived experience, whilst acknowledging the potential for personal stress responses. 
Jones and Thompson’s (2017) paper identified two sets of data from which three themes emerged with significant cross over of concepts, arguably enhancing the validity of their observations. Theme 1) 'supervisor/trainee relationship', in line with the results above, was consistently cited as both a source of stress and the mechanism whereby stress was attenuated. Theme 2) 'Imposter phenomena'/'metamorphosis' was derived from sub-themes of imposter/fraud phenomenon related stress, especially at the start of training, and related theme 'metamorphosis' emerged which described a move towards confidence in competence as training progressed. Imposter Syndrome/Phenomenon research is an emerging field (Bravata et al., 2019; Tigranyan et al. 2021). These results add insight into the relationship between imposter experiences and clinical competency development. Finally, 3) 'resilience' presented ways of coping with stresses related to perfectionism, work/life balance challenges and changes inherent in the training process, such as prioritising, utilising mindfulness and engaging with family or cohort support. 
Turner et al.’s (2021) grounded theory exploration of disclosure of lived experience, though not a direct exploration of well-being challenges within training, provides insight into how CPTs experience well-being-related discussions within training. Their results identified multiple ‘motivations’, ‘enablers’, ’barriers’, ’features of disclosure’, ‘responses’ and ‘impact’. In synthesising the data in relation to this review’s research question, it appears that CPTs expressed fear, internalised stigma and reservation in disclosing lived experience. The repeated theme of stigma across the research is notable. Mental health stigma is a well-known phenomenon in the general population and Clinical Psychology profession with a wide range of negative effects on the individual however Psychologists are often positioned as professionals who challenge that stigma (Maranzan, 2016; Tay et al., 2018). Arguably it is more concerning that this message is seemingly not internalised within the profession. The CPTs expressed a need for safe spaces, trusting relationships and practical motivators to disclose their experience and were selective in these. Reflecting on these findings it is reasonable to assume that such fears and needs would be just as applicable to current lived experience, especially considering their findings that lived experience is ‘unspoken’ in training. 
	These qualitative findings provide insight into the complexities of quantitative measurement of trainee stress, well-being, and mental health. Thus, highlights the risk of underreporting due to stigma and conflicting experiences of working relationships as both potentially helpful and unhelpful to well-being and support the usefulness of safe spaces especially with peers. The results are consistent in identifying past and current well-being challenges to be important to CPTs and support the above measured concepts of perfectionism and neuroticism (in over analysis). The concept of imposter syndrome is introduced and insight into the impact of a specific stage of training (gaining a place) is provided. This is joined by a recognition that the growth or metamorphosis of training and need to be resilient in the face of fluctuating high demands. thus, provide insight into the complex internal world of the CPT as they attempt to navigate training.

[bookmark: _Toc130997009][bookmark: _Toc140328015]Conclusion

These results indicate that, on average, UK CPTs well-being was comparable to the general population and that, where CPTs means differed from the norm these tend towards lower-than-average well-being. Therein, a significant sub-section of CPTs report well-being challenges during their training.  Estimated prevalence of CPTs facing clinically significant well-being challenges at any one-time during training ranged from 13% to 36%. Furthermore, the evidence suggests that CPTs are most likely to experience common mental health difficulties over other difficulties such as PTSD or eating disorders. A large proportion of CPTs have (likely undisclosed) historical experiences of mental health problems and experience stigma in relation to this. CPTs face significant challenges in disclosing or discussing past or present challenges in relation to well-being, stress, mental health and related constructs, such as burnout. There appears to be a tendency to only disclose within their cohort rather than wider teams: disclosure is impacted by perceived stigma. 
These results are somewhat consistent with the previous review in this field (Packenham and Stafford-Brown, 2012), again highlighting concerns regarding CPT well-being and recognising stressors inherent in clinical training such as workload and complex working relationships. Based on the limited literature available, Packenham and Stafford-Brown (2012) identified a dearth of research regarding stress in CPTs and endorsed further research in measuring CPT stress. This has certainly been accomplished in the preceding decade by means of a multitude of cross-sectional survey studies. In addition, these studies extend knowledge on both internal factors and states of the CPT, such as compassion, perfectionism, neuroticism, sense of coherence and imposter syndrome. They also highlight the impact of external factors including workplace demands, the availability of safe spaces, the relational behaviours of others and their opportunities to reach training goals. Finally, this review highlights a difference between CPTs’ well-being experience and those of their clinical or academic peers. 
These findings are especially thought-provoking given the UK movement to increase access to training for individuals with lived experiences, based in part on a, potentially erroneous, assumption that people with lived experiences are currently underrepresented (Kemp et al., 2020). Furthermore, the voices of persons with lived experience, often cited as experts-by-experience, form an important part of clinical training, contributing to interview panels, informing course design, and delivering lectures. Yet it is unclear if CPTs or CPs with lived experience are utilised within this group. CPT well-being is a complex topic and that personal well-being is influenced by professional experiences and ways of being. Thus, it is argued that CPTs well-being requires bespoke consideration within their field. 

[bookmark: _Toc130997010][bookmark: _Toc140328016]Clinical implications and recommendations

This literature review synthesises advances in the field and provides an updated view revealing the next steps needed to advance this area of research. Firstly, it could be argued that the field requires a longitudinal exploration of well-being in training to understand the changeable experiences over the course of training and explore the complex variables associated with stage of training, e.g., by comparing stress and well-being within/across years of training, between courses, as it relates to placement changes or academic deadlines, between professional and personal well-being. Secondly, there is scope for further qualitative exploration of the meaning-making processes within this population e.g., to gain greater insight into their perceptions of stress, mental-health and wellbeing as a CPT or perhaps explore CPTs anticipated or lived experiences of responses to disclosures. 
As well-being experiences vary, caution is suggested in treating CPTs as a homogenous group. However, there are some indictors of important factors within the CPT population that warrant specific consideration. For example, CPTs may be supported to reflect on their relationship with compassion, neurotic tendencies or perfectionism in order to better understand their well-being risk profile. Similarly, reflection on hopes or expectations for working relationships may help to bridge the gap between wished for and experienced interactions by changing their approach or educating placement teams. 
Finally, there are practical implications for those working with CPTs, especially those involved in course design, supervision, teaching and mentoring. For example, given the unspoken prevalence of historic and current mental health problems in CPTs and associated stigma, course teams may wish to take stock of their approaches to CPT lived experience. Course teams may wish to consider CPTs’ experts by experience status during teaching or seek out ways to identify individuals who may not self-disclose as this may further perpetuate internalised stigma and limit the systems wider understanding of the trainee experience. If the literature is to move towards longitudinal investigations, as indicated both by this and Packenham & Stafford-Brown’s (2012) review, the field requires invested researchers not limited by the doctoral thesis process and timeframes. Other avenues to increase robustness of research in this field include utilising a range of methods such as focus groups or mixed-measure designs. 
[bookmark: _Toc130997011][bookmark: _Toc140328017]Limitations of the review 

Inherent limitations of this review are highlighted in the above analysis, such as: the impact of publication lag; the abundance of cross-sectional studies; the unexplored impact of participant-researcher roles; a high volume of unpublished data; a lack of consistency in measures of well-being, stress and mental health; and a lack of consistent, reliable comparison group data. 
Although considerable efforts were made to include all relevant literature, it is acknowledged that, due to complexities in key word searching, there is a risk of missing key papers (Batten & Brackett, 2021). Additionally, the review’s nature, being completed by an independent author, limits the inherent benefits of multiple-author evaluation (Buscemi et al., 2006) though it is hoped this is somewhat mediated by the academic review of this paper and transparency of processes.
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	Screening questions (for all types)
 
	S1. Are there clear research questions?
	14 YES

	
	S2. Do the collective data allow to address the research questions?
	14 YES



Category of study designs: Quantitative descriptive (1 of 2)

		Methodological quality criteria 
	PAPER LEAD AUTHOR 
	

	
	Summers
	Grice
	Patel
	Warren
	

	 
	Responses (Yes, No, Can't tell)
	

	4.1. Is the sampling strategy relevant to address the research question? 
	Y 
	Y 
	Y 
	Y
	

	4.2. Is the sample representative of the target population?
	N
	Y 
	N
	Y
	

	4.3. Are the measurements appropriate?
	Y 
	Y 
	Y 
	Y
	

	4.4. Is the risk of nonresponse bias low?
	C
	Y 
	Y 
	Y
	

	4.5. Is the statistical analysis appropriate to answer the research question?
	Y 
	Y 
	Y 
	Y
	

	
	workforce sizes/ loadings not discussed. small CPT n 
	Large sample given size of popultaion and acess to these 
	Year 2 only and 4 universities 
	 
	

	
	3 YES, 1 NO, 1 Can't tell 
	5 YES
	4 YES, 1 NO
	5 Yes
	


Category of study designs: Quantitative descriptive (2 of 2)

	Methodological quality criteria (as above)
	PAPER LEAD AUTHOR
	

	
	Makadia 
	Galvin (2015)
	Robinson 
	Llyod
	

	 
	Responses (Yes, No, Can't tell)
	

	4.1
	Y
	Y
	Y
	Y
	8 YES

	4.2
	Y 
	N
	C
	Y
	4 YES, 3 NO, 1 can't tell 

	4.3
	Y 
	Y
	Y
	Y
	8 YES

	4.4
	Y 
	Y
	Y 
	Y 
	7 YES, 1 can't telll

	4.5
	Y 
	Y 
	Y
	Y
	8 YES

	Additional notes 
	estimated 33% response rate, mix of years
	Only 5 courses however 
	Multiple attempts to increase response rates
	 
	

	
	5 YES 
	4 YES, 1 NO
	4 YES, 1 Can't tell
	5 YES
	














Category of study designs: Mixed methods 


	Methodological quality criteria 
	 
	

	
	Palmar
	Rose
	Russ
	Turner 
	

	 
	Responses (Yes, No, Can't tell)
	

	5.1. Is there an adequate rationale for using a mixed methods design to address the research question? 
	Y 
	Y 
	Y
	Y
	4 YES  

	5.2. Are the different components of the study effectively integrated to answer the research question? 
	Y 
	Y 
	Y
	Y 
	4 YES  

	5.3. Are the outputs of the integration of qualitative and quantitative components adequately interpreted? 
	Y 
	Y 
	Y
	Y 
	4 YES  

	5.4. Are divergences or inconsistencies between quantitative and qualitative results adequately addressed?
	Y 
	N/A
	N/A
	Y
	2 YES, 2 N/A

	5.5. Do the different components of the study adhere to the quality criteria of each tradition of the methods involved? 
	Y 
	Y 
	Y
	Y 
	4 YES  

	Additional notes
	Only descriptive data is relevant to this review 
	Qual element used to set quant measurements, thus no potential for 5.4
	Qual element used to set quant measurements, thus no potential for 5.4
	 
	

	
	5 YES
	4 YES, 1 N/A
	4 YES, 1 N/A
	5 YES 
	




Category of study designs: Qualitative 

	Methodological quality criteria 
	 
	

	
	Jones
	Galvin (2017)
	

	 
	Responses (Yes, No, Can't tell)
	 

	1.1. Is the qualitative approach appropriate to answer the research question?
	Y
	Y
	2 YES

	1.2. Are the qualitative data collection methods adequate to address the research question?
	Y 
	Y
	2 YES

	1.3. Are the findings adequately derived from the data?
	Y 
	Y
	2 YES

	1.4. Is the interpretation of results sufficiently substantiated by data?
	Y 
	Y
	2 YES

	1.5. Is there coherence between qualitative data sources, collection, analysis and interpretation?
	Y 
	Y
	2 YES

	Additional notes 
	Strenght: Repeated study across 2 instituions 
	Separated mixed methods thesis (Galvin 2015)
	

	
	5 YES 
	5 YES 
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Stylistic note: The following paper has been written in the style of the journal ’Clinical Psychology and Psychotherapy’ as it has been identified as the predominant publisher in this field (see Appendix A for relevant author guidance). Where supplementary information is included for the purpose of the academic assignment e.g., methodical detail or due to researcher preference e.g., discussing multiple models of comparison, these will be removed for publication as needed. In addition, tables and figures are integrated into the main text, to support ease of reading.

[bookmark: _Toc140328023]Abstract

Overview Previous research has measured Clinical Psychology trainees’ (CPTs) well-being, stress or mental health and explored sources of, and reactions to, well-being challenges. However, little is known about CPTs’ attitudes towards their well-being. This research aimed to move beyond descriptions by developing a grounded theory depicting the social construction of UK CPT’s well-being as they enter training (CPT-Es). Twelve UK CPT-Es participated in individual interviews, which were analysed using a constructivist grounded theory approach. Johnstone and Boyle’s (2018) Power Threat Meaning framework was employed as a sensitising concept, informing initial questioning and discussion of findings. 
Results At the core of the theory is the finding that personal well-being challenges pose a threat to CPT-Es, whose well-being-related threat is influenced by shared, often conflicting, narratives and the extent to which the individual believes these e.g. self-expectation to cope or be superhuman, their views on having lived experiences or the acceptability of current ‘living’ experience. The theory goes on to identify ten salient contextual factors, ranging from the influence of Westernised society and the role of the NHS to professional-specific experiences e.g., observing psychologists and competition for training. Furthermore, in response to this system, CPT-Es were found to engage in perfectionistic overworking, attempt to curate a perfect image and don’t talk about their difficulties unless in specific safe spaces. 
Key Practitioner Messages
· Numerous narrative themes influence CPT-E meaning-making and well-being behaviours e.g. expectation to show self as coping with stressful demands 
· The theory provides a framework from which to consider CPT well-being and educate CPTs and others with the power to influence well-being meaning-making e.g., family, lecturers, supervisors, other professionals 
· Multiple opportunities exist to influence this context and shape the future of Clinical Psychology
Keywords - Clinical Psychology Trainees, Stress, Well-being, Mental-Health, UK 

[bookmark: _Toc140328024]Introduction 

UK Clinical Psychology

UK Clinical Psychologists (CPs) deliver psychological therapy to clinical populations experiencing emotional distress and provide support and leadership to clinical services.  Clinical Psychology training, registration requirements and working environments vary globally (Seal, 2022). Since the 1990’s UK CPs complete a doctoral program following undergraduate study and clinically relevant work experience (Routh, 2011). Health Education England (HEE) funds most training, although limited self-funding posts exist (Clearing House, 2022a). Training is accredited by the British Psychological Society (BPS) and trainees deliver NHS services (National College for Teaching and Leadership, 2016). Competition is high for funded places. Recently HEE increased training places from approximately 1,700 to 2,900, providing 1155 new places in 2022 (Clearing House, 2022b), increasing applicant success rate from 15% to 25% (Clearing House, 2022c). 
As of February 2023, 16,124 CPs were registered within the UK (HCPC, 2023). The course attrition rate is only 0.7%, and 90-93% of candidates enter qualified roles thereafter (HEE, 2016), Clinical Psychology Trainees (CPTs) have the potential to make a significant contribution to the workforce yearly both as trainees and newly qualified CPs.

Well-being, Mental Health and Stress in CPTs

Well-being is a widely debated concept, both in definition and measurement (VanderWeele, 2020). However, the link between stress, mental health and well-being is well-established (Monroe & Slavich, 2016; Cooper & Quick, 2017; Jaco, 2017; WHO, 2023). Thus, in this research, well-being is used as a ‘catch-all’ term describing the individual experience of wellness- including stress and experiences of mental ill-health.
Despite the complexities of well-being measurement, there is a historic and growing recognition that individuals working within the Psychological therapeutic traditions feel pressure to be and appear well, resilient and untroubled to gain and maintain their professional status (Eckler-Hart, 1987; Adams, 2013; Tigranyan, 2020).
The most recent published review on CPT stress globally (Pakenham & Stafford-Brown, 2012) brought together data on stress, mental ill-health and well-being and concluded that CPTs are vulnerable to elevated stress which can negatively impact CPTs’ personal and professional functioning. The authors highlighted a dearth of CPT stress studies, called for the integration of self-care strategies into clinical practice and publication of self-care intervention studies.
UK CP professional bodies e.g., BPS and interested groups/individuals are increasingly turning their attention to CPT well-being and the interaction between the profession and self (Kemp et al., 2020; Randall, 2020). Recent literature has oft focussed on identifying and encouraging resilience and self-care in CPTs, yet a gap is observed between what the psychological professional knows theoretically and how they approach their well-being day-to-day (Callan et al., 2021). Observed patterns of perfectionistic tendencies or low commitment to self-care in practice is an ongoing problem in the therapeutic professions (D’souza et al., 2011; Knox, 2017; Presley, 2017; Zahniser et al, 2017). 
The literature review accompanying this paper examines fourteen studies published between 2012-2022 with UK CPT samples (Galvin & Smith, 2015; Robinson, 2015; Parmar, 2016; Galvin & Smith., 2017; Jones, 2017; Lloyd, 2017; Makadia et al., 2017; Russ, 2018; Grice et al., 2018; Warren, 2018; Rose et al, 2019; Patel, 2020; Summers, 2021; Turner, 2021). Despite variations within the data, a general pattern is observed of CPTs reporting levels of well-being, stress and mental ill-health in the moderate to high range; concluding that levels are similar to, or worse than, those reported in UK general population data. The review provided insight into CPTs wellbeing and complex internal world as they attempt to navigate training by, for example, highlighting the role of perceived stigma, personality, compassion, perfectionism, imposter syndrome, training goals and relationships with others. 
Despite multiple attempts to measure and understand CPT well-being, exploration of how CPTs make sense of their well-being is lacking. Thus, the question arises: what drives CPTs’ need to be untroubled or seen as consistently mentally well? How is this experienced in the face of well-being challenges? Does the professional environment influence this? And how does this affect their sense of well-being and well-being responses?

[bookmark: _Toc140328025]Aims and research question 
[bookmark: _Hlk88659532]
This research aims to investigate CPT mental well-being from the perspective of CPT-Entrants (hereafter CPT-Es). The topic moves beyond literature on how CPTs address (or ignore) their well-being by attending to the meaning-making processes in the profession to gain insight into what doctoral candidates think and feel about being mentally well (or unwell) whilst on the route to professional status. It asks how Clinical Psychology’s culture influences the individual CPT-Es’ view of their well-being.
[bookmark: _Hlk88662257]The primary objective of this research is to build an explanatory theory of how CPT-Es’ personal perspectives on well-being are formed or informed by professional systems.

[bookmark: _Toc140328026]Methodology 

[bookmark: _Hlk130816202]Grounded Theory with sensitising concepts 

The Grounded Theory (GT) framework explores and combines individual stories to develop an explanatory theory grounded in participant experience. This study utilises GT with sensitising concepts: a conceptual development recognising the benefits of integrating prior concepts to a new analysis in order to create new insight, allowing the researcher to explicitly define informative theories (Charmaz, 2017; Gilgun, 2019). The analysis benefits from a mixture of inductive, abductive and deductive approaches (Reichertz, 2019). Thus, GT aligned with the research aims of developing an explaatory theory and the researchers recognition of their pre-existing knowledge. 
Recent developments in Clinical Psychology include a move towards understanding individual experience within the context of one’s social and political environment. Johnstone and Boyle’s (2018) seminal Power Threat Meaning (PTM) paper sets out a framework to consider the impact of social and political patterns on individual meaning-making and subsequent distress responses and was a sensitising concept in this research’s development phase. PTM posits ‘general patterns’ that may apply to individual distress but also recognises that ‘we might see patterns describing the traumatisation or denigration of a whole community as a more natural starting point’ (pg. 218). This research considers PTM concepts e.g., by exploring the impact of perceived group norms or expectations (as they relate to ‘Power’) on the CPTs’ interpretations of the need to be ‘well’ (and potentially ‘Threat’ of being ‘unwell’). To gain insight into how this staff group make sense of their own well-being needs (‘Meaning’) and how this pertains to patterns (‘Threat responses’) observed in the profession such as self-neglect. When developing this project, the researcher was exposed to this model and noticed it’s potential to align with their own observations and thinking. 
By utilising GT with sensitising concepts, the researcher applies models of interest whilst remaining open to new, divergent, or dissenting concepts in the data. This allows the research to examine the applicability of PTM framework without being wedded to it and affords the reader an understanding of researcher processes.

Epistemological position  

A social constructionist position is held: the researcher openly acknowledges their role in the co-construction of meaning (Koro-Ljungberg, 2008).  Social constructionism posits that all knowledge is developed through social processes, definitions, interpretations, and collaborations (Gough, 2017). Human beings make sense of themselves through making sense of the world; thus, are expressions of their culture, and their meaning-making is constantly developing, rather than fixed and observable (Bruner, 1990; Vygotsky et al., 1962). This position informs the methodological selection of GT with sensitising concepts as well as the limits imposed to the social world of participants e.g. excluding self-funded trainees. 

[bookmark: _Toc140328027]Sample Consultation 

Increasingly, researchers are encouraged to consult with their prospective samples to ensure that research is done ‘with’ or ‘by’ rather than ‘to’ ‘about’ or ‘for’ them (NIHR, 2021). The researcher consulted twenty-four 1st and 2nd Year Staffordshire University CPTs ((Appendix B.1-B.3). The group supported the use of PTM, developed initial interview questions and a shared an appetite to consider the results in relation to other models i.e., Compassion Focussed Therapy (CFT).  Finally, they created the below word cloud when reflecting on the project (Figure 1). 

Figure 1, Sample word cloud 
[image: Graphical user interface, text, application

Description automatically generated]



[bookmark: _Toc140328028]Participants and Recruitment 

[bookmark: _Hlk88663806]Participants were CPTs with confirmed HEE-funded places. Self-funded routes were excluded given their recent development in the field (Leeds Clearing House, 2022). This ensures that participants are on the path of training rather than aspiring trainees and they had shared experiences of the application process, supporting sample homogeneity. Candidates were recruited before course activities could impact on their availability e.g., academic deadlines. Staffordshire University trainees were excluded, in respect of professional boundaries.
[bookmark: _Hlk140315444][bookmark: _Hlk140315465]Eighteen Participant CPT-Es were directly recruited through email of research invitations and participant information sheets (Appendix C.1-C.2) to course teams and snowballing via professional networks (e.g., cohort peers). All consented to the study.
Twelve CPT-Es were interviewed between August 2022- January 2023. Following data saturation, six CPTs were contacted to seek divergent views on the emergent theory, as per GT theoretical sampling strategy. However, no further interviews were required. GT methodology negates pre-determined sampling sizes (Charmaz, 2006). Despite a lack of specificity regarding sample sizes in GT research, as doctoral research is unlikely to gain any new insight if exceeding 20, or falling below 4 (Mason, 2010), a sample size of 12 was deemed sufficient.
Individual demographics were not collected and course details are not reported given risks to anonymity. However, it is noted that a mix of ethnic and socio-economic diversity was discussed within interviewes, alongside a wide range of pre-qualified experiences. Interview participants were enrolled on one of 9 UK courses.    

[bookmark: _Toc140328029]Data collection and analysis 

Data was collected via unstructured interviews. Following GT traditions, interview questions developed over time (see Appendix D.1 for examples of questions). Interviews lasted 60 minutes on average (range 49 – 70), via MS Teams. The consent form (appendix C.3) was completed digitally before each interview. An immediate post-interview debrief occurred alongside debrief information (Appendix C.4). Participants were reminded of their right to withdraw data and withdrawal limits (as data informs subsequent interviews, full data extraction can not be guaranteed once the next interview occurs). All consented to participate in the optional review of the emergent theory. The opportunity to ask questions of the researcher following interviews was provided, to redress the power imbalance inherent in the research process (Dennis, 2014). Interviews were transcribed by MS Teams, anonymised, then corrected manually.
	Figure 2 below outlines steps taken in data collection and analysis, as descibribed in the subsequent text. 
Figure 2, Steps in data collection and analysis








As the interview was conducted Memo notes enhanced the analysis by capturing key reflections and connecting ideas across interviews (Appendix D.2-D.3). Transcripts were printed for initial hand analysis, informing the emergent theory and subsequent interviews. 
Following constructivist GT processes (Charmaz & Smith, 2003), the analysis included initial open coding of data, theory development, axial coding, theoretical sampling, and selective coding. The complexities of theoretical data saturation were carefully considered (Aldiabat & LeNavenec, 2018). The research utilised Glasers’ (1969, pg 22) definition i.e., no new incidents/properties of a particular category. To reduce the risk of premature or pseudo-saturation, both ‘codes and meaning’ were considered i.e., attention was paid to both descriptions and links between these and the wider meaning of codes (Hennink et al., 2016). 
NVivo software was then employed to aid rigour in analysis processes (Dhakal, 2022) by providing a mechanism to organise and audit coding (Appendix C.4). The theory underwent a validation process through participant feedback. The initial emergent theory was shared with the 12 interviewees to seek divergent views (mid-March 2022). Following this (end-March 2023) the theory was sent to 6 additional prospective participants. The consultations supported the codes and theory thus no changes were made. 

[bookmark: _Toc140328030]Reflexivity 

Reflexivity is vital in academic research, especially in qualitative research given the potential for bias, particularly within single-researcher designs (Corlett & Mavin, 2018). Reflexivity was important in this study given the researcher’s position as a CPT. In-group researchers hold personal interest or insight in their topic and may access ‘in-group’ information via shared language and experience (Corlett & Mavin, 2018). However, this opportunity for rich data exploration increases potential bias. 
The researcher acknowledges their voice in the project and the impact of their twelve years of previous experience working within various psychology services and roles.  A commitment is made to prioritising participant voices and seeking divergent views along with uncovering shared experiences, thus developing a theory representing the whole group, rather than the researcher’s bias. Table 1 below outlines routes taken to support researcher reflexivity.
Table 1, Activities supporting researcher reflexivity by study phase 
	
	
	ACTIVITY

	
	
	Participant consultation
	Reflective diary
	GT peer support group
	Meetings with Academic Supervisors
	Consultation with Practicing Clinical Psychologists

	PHASE
	Development
	Consultation with cohort 
	
	Reflections on all thesis-related meeting or activity e.g., podcasts, reading papers or attending lectures
	
	
12 meetings, review of initial proposals, ethics submission, consultation on emergent theory, review of thesis papers
	Meeting with Psychology service lead
Discussions with 2 placement supervisors

	
	Recruitment
	
	
	
	6 meetings and ongoing peer support and reflective space 
	
	

	
	Initial data collection and coding
	
	Reflections before/memos after every interview
	
	
	
	

	
	Secondary data exploration and checking (NVivo)
	Theory consultation
	Notes compared to new memos
	
	
	
	Meeting with Psychology service lead (to consider themes)
Discussion with 2 placement supervisors

	
	Literature consultation and write up
	Consultation on executive summary
	
	
	
	
	Meeting with CFT trained CP to consider this model 



[bookmark: _Toc140328031]Ethics

Staffordshire University’s Research and Ethics Committee provided ethical approval (Appendix E). Study activities were overseen by an academic supervisor and followed the BPS Code of Human Research Ethics (2014). Notable ethical issues attended to within the study design include consent, anonymity, limits to data withdrawal, power, and researcher CPT status. 


[bookmark: _Toc140328032]Findings
 
The following themes were identified during the coding phase.
Table 2, Themes
	Category 
	Sub-category 

	Well-being meaning-making 
	Threats 
It’s stressful and demanding/expected to cope
Superhuman helper-learner/Human me
Lived experience ok/Avoid Living experience
It’s my responsibility/I can rely on others

	Responses to well-being meaning-making 
	Thinking – 
Prioritisation as learnt and rebellious 
Not doing what I know to do 
Action –
Curate a perfect image – don’t tell 
Perfectionistic Overworking
Seek safe spaces

	Meaning-making in context 
	Western, Individualistic Society
NHS – overburden brilliance 
The resilience message and its conflicts
Low systems knowledge 
Highly competitive role
Committed to the career  
Pre-qualification roles
The Observed Psychologist
Trainee position – adult learner
This research as new and exciting 




[bookmark: _Toc140328033]Well-being meaning-making in CPT-Es

Case-by-case comparison uncovered 4 linked themes wherein CPT-Es’ well-being and threat construction is proposed to reside at the intersection between these. Thus, although individual CPT-Es’ views on their own well-being differ, shared meaning-making processes exist, as conceptualised in Figure 3 below. 
Figure 3, core meaning-making themes



 IT’S STRESSFUL / DEMANDING 
 
EXPECTED TO COPE
SUPERHUMAN HELPER/LEARNER 
HUMAN ME
AVOID LIVING EXPERIENCE  

IT’S MY RESPONSIBILITY

I CAN RELY ON OTHERS
LIVED EXPERIENCE OK

WELLBEING MEANING MAKING AND THREAT 







Threat 
When reflecting on CPT-E well-being and meaning-making, participants identified several core fears providing insight into perceived threats. The idea of well-being challenges brought concerns over judgements from others especially in being seen as incompetent, not good enough or ‘unworthy’ of a place. CPT-Es feared letting colleagues down and disruption to training.  Notably, judgement-based fears were evident across the data such as fears of being viewed as a ‘failure’ (Ellis, 156), ‘weak’ (Indi, 261) ‘the weak link’ (Ellis, 330), ‘stupid’, ‘wimpy’ and ‘flaky’ (Alex, 165) without ‘enough grit’ (Kai, 182). Themes of ‘powerlessness’ were also present (Bailey, 270; Leah, 124). CPT-Es disclosed ‘anxiety’, ‘fear and panic’ ‘despair’, ‘embarrassment’ (Alex, 69; Devin, 389), ‘guilt and shame’ (Indi, 308). CPT-Es showed insight into the relationship between these core fears, perceived CPT character traits and the enmeshment of the personal and professional self. 

‘with perfectionism, it's that it's the fear of failure, isn't it? And with the rescuer, I think it's that powerlessness feeling’ Bailey (268-270)
‘I wonder whether we tie… a lot of our self and self-worth in that job… how well we perform… it comes with a lot of anxiety’ Leah (31-34)

It is stressful and demanding/expected to cope
CPT-Es shared a belief that training is stressful and demanding. Despite this clear narrative that stress was expected, CPT-Es also held beliefs that they were expected to cope. CPT-Es made links to risks inherent in being seen as not coping. 

‘gonna be, excuse my French by silly ******* stressful, Is it very ******* difficult’ Bailey (534-535)
‘we know that it's gonna be stressful, but we also expect you to be able to… manage that. But we know that you're also likely to be stressed’ Devin (719-720)
‘so many people try and get on every year and am I not good enough if I can't do it without being unwell?’ Devin (807-808)

The acceptability of showing stress appeared context specific, for example, CPT-Es described greater acceptability of showing stress in peer environments but expected less understanding from non-psychology colleagues.

‘I found a lot more solidarity and… understanding than I get from maybe other colleagues… from other professions is also the expectation that a psychologist should be able to cope with everything’ Gael (209-212)
Several CPT-Es rejected the narrative that they are expected to cope with the stresses. These CPT-Es all described messages from their course teams or qualified peers as a route to increased acceptability of stress responses. This was oft-experienced as surprising or unexpected, suggesting a move away from previously held beliefs. Although these beliefs initially appear divergent, they arguably exist along the line of the acceptability of coping/not coping with training stress, albeit held further away from the core, detrimental, narrative. This further adds to this theme and the theory that these common elements or narratives exist to different degrees between and within CPT-Es.

‘we've had a lot of teaching on self-reflection on vulnerability… staff sharing stories about how they have struggled in the past and how they have struggled to ask for help. They have really normalized that experience for us… I'm shocked’. Indi (443-447)

Superhuman helper-learner/Human me 
The above themes relate to the theme pair of Superhuman helper-learner and human me. In these themes, CPT-Es appeared to simultaneously hold beliefs, hopes or expectations (situated in the self and others) of superhuman perfection, whilst acknowledging their human fallibility.
‘It's almost like pervasive within psychology of like being perfect... which I find... really odd because… we also… appreciate that you can't be perfect’ Devin (859-862).
‘expectation from everyone… your colleagues and service users, but then also… family and friends as well… you are gonna help, be that person you go to when things are difficult.. and I think…it makes it really hard to be the healthy’ Francis (403-408)
‘ it's quite conflicting to be thinking of myself as a victim or as a rescuer or as a superhuman or as a human. how can I have both. is there are crisis of identity here’ Leah (288-290)
Several CPT-Es discussed imposter syndrome when exploring the incongruence between the hoped-for superhuman helper-learner and the imperfect human self. Though this was normalising, it was not seen to be helpful.  

‘people… say you're going to feel like an imposter. That's OK, that's normal…You're there for a reason. It's OK. And knowing that going into it, expecting it… we're all saying. Oh yeah, I feel like an impostor. And that's OK. We're all talking about it. Doesn't make me feel any better’ Gael (380-384)

Others described an expectation that questioning oneself, although difficult, is an inherent part of the learning process; this narrative is experienced as emotionally helpful.

‘ that's part of the process of learning something new is having a brief period of time where you're just like, ah, I don't know anything about this and think you're bad at it. And that is fine’ Bailey (482-483)

Many CPT-Es rejected or questioned the notion of imposter syndrome. These views, though somewhat divergent, share a thread of recognising imposter narratives in CPT culture. 

‘it gets thrown about a lot… I think it can become a bit of a buzzword… I don't think I do feel like an impostor’ Alex (569-571)
‘it’s… one of those things where… if impostor syndrome exists for everyone, then does it exist at all?’ Devin (784-785)
‘feel like that sometimes, but I think if I didn't hear of it as a concept, then I wouldn't have thought that’ Ellis (611-612)


Lived experience ok/Avoid Living experience
Lived experience (in the past) was viewed as normal, okay, expected and, occasionally, beneficial and welcomed for its inherent learning. CPT-Es’ comfort varied in disclosing lived experience, however, ongoing ‘living experience’ i.e., current mental health difficulties, were viewed differently: CPT-Es shared a desire to avoid both experiencing and disclosing living experiences. A hierarchy of living experience also emerged, such that some needs (e.g., anxiety) were viewed as less risky than others (e.g., self-harm).

‘ it's…like lived, yeah, lived experience, but boxed up and packaged in the past is fine, but…  living experience is.. harder again, because of these questions is how do you look after yourself?’ Kai (226-233)
‘if I'm stressed, I think I could bring that to the course without being worried I'd be kicked off. But if I was having urges to self-harm I wouldn't tell.’ Francis (472-475)

CPT-Es identified the impact of this rejection of living experience, skewing conversations and prevalence data and likely impacting support systems offered when well-being challenges occur. 

‘it’s… that pink elephant you know… the more you try not to think about it, the more it's going to… impact you. So, it becomes much bigger in your eyes and in terms of your struggle against it, which makes it more oppressive’ Kai (268-270)
‘There's some sort of barrier to doing that… then that's not represented [or] thought about it in the same way’ Gael (489-490)
‘you can't be both a victim and rescuer in your own story you know you have to be one of them’ Leah (279-280)



It’s my responsibility/I can rely on others
CPT-Es shared narratives of responsibility for maintaining their well-being and confidence in their self-reliance. Reinforcement of these messages e.g., through interview questions or lectures on self-care were explored alongside risks of not living up to this responsibility.  

‘back to… perfectionism …if you were vulnerable or didn't look after yourself in the way that you thought you should. Then other people would… think you weren't strong enough or that didn't have enough grit to do this kind of job’ Kai (180-183)
‘it made me think about… well-being is my responsibility and is not the responsibility of my course when.. it is put as a list…it… falls on to me’ Leah (190-192)
‘ I’d  find a way myself to do it... I feel confident in myself that I would be able to do that’ Caelan (504-505)

However, there was a recognition that there are limits to this approach. 

‘ it's a very unhealthy… it's sounds healthy… it feels very gaslighting… like… there's personal responsibility, which is, I think, what I'm happy to optimize my personal responsibility… but. If a job role is terrible, none of that matters’ Bailey (639-645)

Availability of external well-being support was held less confidently.  When discussing shared responsibilities or ability to rely on others i.e., course staff, supervisors or peers, CPT-Es described this as a hoped-for space, or a resource that relies on the individual to access. CPT-Es expressed a lack of confidence in the availability and safety of these spaces and, this imbalance, further increased their sense of self-responsibility.

‘ as long as I [tell] they're… forced to do something about it… I did get that sense that… know, no one's gonna come in and just check in on you’ ‘ I'm… keeping my… expectations low’ Bailey ( 509-511, 521-522)
‘I… hope... that there's some responsibility for the institutions and the systems to make training a safe place instead of expecting everyone to be kind of robust in some way?’ ‘I think this responsibility everywhere basically and I think. At the moment… there's not a balance with where that responsibility falls’ Gael (437-442, 502-503)

[bookmark: _Toc140328034]Well-being responses

The core theory above is extended (Figure 4) through insight into the consequences of CPTs’ meaning-making processes.
Figure 4, core meaning-making themes and subsequent consequences 
ACTION
THINKING
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Two distinct ways of thinking about well-being were observed. 

Thinking
CPT-Es talked about knowing methods for coping with well-being challenges but ‘not doing what I know to do’ i.e., not applying skills to the self that they would recommend to others. CPT-Es who prioritised self-care saw this as something they learnt to do, and at times this felt rebellious. 

‘We don't look after ourselves, but we know we should’ Harley (139)
‘there's just this huge difference between intellectually knowing something and then employing it’ ‘feels like a really rebellious thing to say. I need a break. I'm tired. I can't do this anymore… that dynamic and that… Rescuer and perfectionism and internal locus of control thing’ Bailey (234, 695-698)
‘people pleasing tendencies and perfectionism… it was a really difficult journey… unlearning that and so had to… think about my well-being in a different way’ Kai (48-50)

Action
CPT-Es identified three actions that they find themselves engaging in or, expected they would fall into during a well-being challenge. 
The theme ‘Curate a Perfect Image – don’t tell’ describes the CPTs’ tendency to maintain a positive image of wellness and coping and to hold back from speaking about difficulties. This was especially likely to occur in the face of powerful others including course staff, supervisors and peers and had consequences of misrepresenting the needs of this group. 

‘having this facade, this mask that you tried so hard to maintain’ ‘we allow ourselves to stay in distress for a prolonged period of time before we speak up’ Indi (223, 298-299)
‘don't know if we're trying to impress each other, but we're trying to be considered worthy of the place. So you know you're trying to be very chatty and very jolly and ask intelligent sounding questions’ Harley (336-338)
‘there's… an acceptance that sometimes I have a hard time and I've learned to accept that and myself. And that's OK. But I don't know that you’d want. Maybe tell people that?’ Caelan (374-377)

	Overworking and perfectionistic achievement was observed, either by conscious intention or because of falling into old, unhelpful, patterns when under pressure. This working pattern often focused on meeting the needs of others e.g., clients or the system. 

‘I think we always have this high standard of our self of… what we need to achieve in order to be able to work in the NHS and work with our client so we can push ourselves to the limit’ Leah (25-27)
‘the kind of personality and values of the people who join the course, they will perhaps be more inclined to push through and ignore their own wellbeing because they wanna take care of others, or just because they want to get ahead and… do everything that they need to do and meet all the requirements and be perceived in a certain way’ Harley (75-79)
‘when you're under a lot of pressure, it's easy to fall back into…that little Beastie…in your belly… It might take over it rather than the little things you sort of cultivated for yourself that you would rather be’ Caelan (456-459)
‘Paradoxically, I think it makes them strive more’ Kai (132)

	Finally, CPT-Es described active attempts to create and access safe spaces with supervisors, peers, family, and friends. Whilst these spaces were valued, there is a sense that they are hard come by and not a given. What spaces were considered safe differed within the group, though all shared narratives of hope and luck in experiencing these safe spaces, further indicating both the importance and individualistic nature of this well-being action. 

‘ [without] my supervisor, to go through that with, then that would have been a really horrible circumstance to navigate on my own’ ‘I think hopefully a lot of the time people can build up a relationship with a supervisor, but I know it's not a given’ Alex (363-364, 368-369)
 ‘there are some safe spaces that people create with probably people who they get on with better people with friends or who you work with on a regular basis. And I do think there are those safe spaces out there, but again, it might just be contained there’ Ellis (587-590)
‘ we can be better at being open with like one person… our supervisor or someone who… needs to know that… being open with everyone in the service is quite different’ Kai (317-319)
‘ I'd hope that one day we can talk about these issues openly… in services’ Jordan (526)

[bookmark: _Toc140328035]Making sense of well-being within the wider context

In exploring the CPT-E well-being meaning-making, ten themes were identified, as diagrammed in the theory extension below (Figure 5).









Figure 5, core meaning-making themes, subsequent consequences and their context
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CPT-Es reflected on the context of the Westernised culture, with inherent capitalist values, medical models of wellness/illness and individualistic notions of responsibility. 

‘the systems… are not evil, but they are fundamentally driven by capitalism in order to exist and in order to run within the society that we're in. And so they are inextricably not compatible… it’s a time bomb because the longer you work in a role that does not meet your values, the more likely you are to burn out of it’ Bailey (286-290)
‘Within systems of the NHS. And within our kind of society. There's so many different ways of looking at distress within psychology. Umm. And yet, sometimes I still think. That sort of medical model. Still has more power’ Caelan (314-316)
‘All sorts of social, cultural, political contact that are constantly… interacting with the work that we do and the funding that we get and the reasons why something's get funded and other things don't get funded are so complicated. But it does end up having an impact on. The time that you have to take care of yourself within the system’ Gael (131-135)
‘ it comes from the culture.. if you are emotional or sensitive, it's a sign of weakness and therefore as a psychologist… being emotional or sensitive, or having your own mental health issues is a form of weakness’ Indi (260-263)

When speaking of the NHS, CPT-Es identified high cultural expectations of services and staff and noted the politicised nature of this institution which is overburdened and understaffed across professions. 

‘[it’s not] specifically psychologists… but the NHS like NHS Heroes… you're sacrificing yourself to help other people… that's the.. general consensus’.‘ like massive pressure to actually follow through with those perceptions that yes, we can help’ Francis (445-458)
‘it's the systemic pressure of the NHS… It doesn't allow space’ Indi (369-370)

CPT-Es’ experienced the resilience message, within the UK and NHS context, as pressure, expectation and responsibility, reinforcing the idea that well-being is an individual endeavour, and reflects the individual ability to cope with stressors. CPT-Es questioned the intention of the resilience message and noted conflicts between its explicit message of self-care and more unhelpful implicit, internalised messages – in relation to limits to the space for self-care and modelling by powerful others. 

‘I think it's [resilience] a very cheap way… to step out of their personal responsibility on looking after their staff’ Bailey (608-609)
‘the underlying message is… You need to look after yourself more … . yes, people are very resilient and… can put up with all sorts of suffering and still flourish… but it gets to a point where actually you can't expect someone to be resilient and manage that difficult period’ Kai (117-121)
‘senior members of staff, there might be telling us to do certain things, but then you might not necessarily see them do it either… won't model that to you so it sends a bit of a mixed message’ ‘so stigmatizing, because then it suggests if you have any normal reaction to something difficult, you're not resilient all of a sudden’ Gael (23-26, 444-445)

A shared lack of early understanding of the systems of entry emerged with CPT-Es almost exclusively discovering the processes as they entered the workforce.  This lack of understanding not only surprised the CPT-Es but extended to family and friends, limiting the understanding that they can receive from others. 

‘I was… surprised…  finished the [undergraduate] degree… you're still unqualified… you can't actually do what you think you can’ Alex (61-63)
‘I don't think people outside of the career realise, you know, the sacrifices and the dedication and the hard work that it takes’ Ellis (138-140)
With increased systems knowledge comes insight into the highly competitive nature of training. CPT-Es experienced difficult emotions, peer comparison, and a sense of failure in the face of this competition. They also described tendencies to detach as self-protection. 

‘because it's so competitive, you kind of get the sense it must be this amazing job’ Gael (354)
‘the stakes.. seem very, very high with the whole application process… And then it just feels like… If I didn't manage this, then… my life quite won't be what I wanted it to be’ Caen (60-63)
‘there's a lot of comparison and we know a comparison does to self-esteem’ Leah (66-67)

Aspiring CPTs maintained their commitment to this career despite competition and recognised that by doing so they agreed to tolerate this system. The CPT-Es reflected on who this might deter or select into training.

‘I was already committed to this kind of profession’ Harley (222)
‘I guess if they're using fear as that sort of tactic, then those who do manage to continue on with despite all rejections and knockbacks… all the challenges… maybe that's what they're thinking’ Alex (110-113)

CPT-Es described a sense of vulnerability within pre-qualified roles, which were also competitive. Felt powerlessness, disappointment and bad working conditions are responded to by focusing on gaining experience to achieve a training place. Where pre-qualified experiences were more positive or supportive, these again were met with gratitude and experienced as lucky, rather than expected. 

‘You either are super rich and got someone else supporting you… or you're gonna have to… live a very, very stretched life. To get onto this because you wanted to badly ‘ if you're not willing to… jump through these hoops, then…  you know your chances of getting on are lower’ Caelan (549-552, 560-561)
‘I went through the motions of feeling really motivated, then feeling really angry… I couldnt' … learn anything or grow in any way… then almost.. detached… what's the point of getting annoyed or angry because it's not gonna change anything’ Alex (438-443)
‘dependent on the type of support that you're getting around you and sometimes you might be lucky and your supervisor is great’ Leah (68-69)

CPT-Es’ observation of CPs, in person or popular media, fostered high expectations of coping and delivery of care. Links were made both to the desire to maintain this image and the impact of the observed Psychologist on CPT-Es’ perception of what is needed to succeed, including the observation of overworking and conflict between what the Psychologist says in relation to looking after well-being and what is observed in practice. 

‘ [in] movies… you've got… the magic psychologist that just fixes them’ Francis (442)
 ‘ [from colleagues]] there was a really clear expectation of how… much of a fortress a Psychologist should be in a face of kind of human uncertainty’  Gael (280-281)
‘psychologist… can be… hypocritical in the sense that it actually we don't promote our own self-care’ Leah (19-20)
‘calmness and strength and unconditional love or positive regards. I think that's what you want from the person treating you or for treating your loved ones, or just the general population… I might idealize people… my role models… you… want the people who are shaping you to be in good shape’ Harley (265-271)

CPTs’ position as adult learner requires balancing their individual needs, qualities and diversities, whilst fitting into the system. CPT-Es shared a sense that the system is not well built to meet individual needs, skewing selection into this career. 

‘my own diversity in this, my race and stuff… I felt like I had to hide parts of myself… Make myself smaller in order to fit in’ Jordan (126-132)
‘people… have families and children… the course has to be more flexible and make reasonable adjustment for all of these people but I don't know how much they actually thought about accommodating for actual adult learners’ Leah (110-113)
‘we want more diversity in psychology and.. it’s no surprise.. getting middle class girls applying for a course when everything leading up to getting onto the course is sort of skewed towards that group’ Caelan (569-571)

Finally, CPT-Es’ reflection on the research process not only continued to support the importance and innovative nature of this project but provides insight into the context in which CPT-Es live and work, where individualistic reflection of well-being and well-being actions are prioritised and considered above the wider context.  

‘we have conversations about the individual experience of stress… But… there isn't really much about the systems that perpetuate that… it's been good taking some time to actually think through where these ideas come from for me’ Francis (622-625)

[bookmark: _Hlk130823722][bookmark: _Toc140328036]Links within the emergent theory and Final Theory Diagram

As denoted by arrows in the final theory below (Figure 6), links were evident between meaning-making/well-being responses and context. Thus, CPT-Es can shape the system that shaped them, especially if these patterns continue into qualified life. 
 For example, where the CPT-E or CPT overworks or curates a perfect image they are observed by their peers. Upon graduation, they become the observed Psychologist and have influence over pre-qualified roles. A pattern of overworking therefore arguably repeats itself and the expectation self-maintains through systemic observation. Furthermore, by not raising awareness of professional roles and experiences, low systems knowledge is perpetuated. Or by not seeking support, CPT-Es may inadvertently reinforce the resilience message and associated narratives. 

‘people sometimes don't… seek support… then that's not represented in the same way and not thought about it in the same way’ Gael (483-490)

Thus, the final theory shows how the possibility of a well-being challenge produces a sense of threat in CPT-Es. Shared themes are identified of professional well-being beliefs that are often at odds with each other e.g. It is stressful/I am expected to cope. These beliefs are informed by multiple contextual factors e.g., Westernised society, role competition and result in patterns of thinking and action e.g., Perfectionist overworking. The theory also posits a self-perpetuating cycle of well-being meaning-making in the profession, as responses to the system e.g., Curating a perfect image, may reinforce contextual factors such as the observed psychologist or NHS narratives. 









Figure 6, Final theory diagramACTION
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[bookmark: _Toc140328037]Discussion

[bookmark: _Toc140328038]General discussion of theory 

As per GT traditions, discussion of the emergent theory engages current academic literature to explicitly connect results to earlier studies, permitting claims to be made from the theory, develop a conceptual argument which is framed and assessed within current literature and, ultimately, clarify the contribution of the study to the field (Charmaz, 2006). This discussion will first consider individual and groups of themes in relation to previous research before presenting a wider discussion of the theory in relation to salient theoretical models of Ruggeri et al.’s (2020) well-being dimensions, CFT and PTM. 
The theory combines and supports established data on: perfectionism, associated overworking and negative association with well-being (Galvin & Smith.,2015; Jones, 2017; Presley, 2017; Grice et al., 2018; Patel, 2020); complexities of stigma beliefs; and disclosure of past lived experience and current difficulties, especially in relation to concerns over fitness to practice (Galvin & Smith, 2015; Grice et al., 2018, Patel, 2020; Turner, 2021). It reinforces: problems identified with the selection process and CPT diversity inclusions (ACP-UK, 2022) and the stressful nature of applications (Galvin & Smith, 2017); the presence of rescuer values in the helping professions, reinforced by hero narratives during the COVID-19 pandemic (Stokes-Parish et al., 2022); the gap between knowing and doing professional self-care (Goncher et al., 2013; Callan et al., 2021); and the stressful nature of studying and working in the NHS and/or a competitive field, and associated value conflict (Hannigan et al., 2004; Byrom et al., 2020: Wilkinson, 2015; Zhong et al., 2018). Furthermore, CPT-Es’ experience of the resilience message supports growing rhetoric that ‘resilience’ has become an unhelpful buzzword (Schwarts, 2018) and the impact of westernised, individualist, medicalised society on the individual (Eckersley, 2006; Oishi, 2020). Finally, the findings are consistent with research on CPT negative self-judgements and evaluations and the powerful impact of professional and peer relationships (Galvin & Smith, 2015; Parmar, 2016; Galvin & Smith, 2017; Jones, 2017; Lloyd, 2017; Rose 2019).
The paired themes of lived/living experiences may go some way to explain the incongruence between narratives of the wounded healer and well-ness idealisation, or the ‘myths of the untroubled therapist’ (Zerubavel & Wright, 2012; Adams, 2013). The importance of the observed psychologist can be understood in relation to social learning theory and modelling (Decker, 1986), explaining CPTse’ internalisation and repetition of what they see from their powerful peers over their explicit messages e.g., of self-care. 
The theoretical concept of Imposter Syndrome (IS) was questioned in this study, although this was acknowledged as a common narrative. IS prevalence estimates vary widely (9-82%) in professional workforces, as does its definition, which may in turn impact both the understanding and measurement of this phenomenon (Bravata et al., 2019). Tigranyan et al.s’ 2021 exploration of factors related to the IS in psychology doctoral students cited 88% IS prevalence. It could be argued that, as CPT-Es in this study are at the start of their training process, they are yet to experience IS. Alternatively, their conceptualisation of IS may be so varied as to obscure the meaning-making process. The theme of superhuman helper/learner and human self-view may provide useful insight into IS in this population, which, despite the aforementioned questioning within this study, emerges as an important narrative in CPT/CPT-Es’ well-being meaning-making in this and other studies (Galvin & Smith, 2015).  
Ruggeri et al. (2020) identified ten dimensions of well-being, many of which overlapped with findings in the current study. Thus, training: may pose a challenge to CPT-Es’ sense of competence, emotional stability and self-esteem; may impact on opportunities for meaning and engagement; and includes both positive and negative relationships. 
Before exploring the applicability of PTM, these results are considered within a CFT framework, in respect of requests made within the sample consultation competed within this research’s development phase. Utilising CFT’s ‘three circles’ of threat, drive and soothing (Figure 7 below), CPT-Es’ threat is arguably large, in response to the context and subsequent meaning-making. This threat can block access to soothing (though disrupted connections to others or engagement in self-care as a threat exercise) and creates a threat-based drive response in perfectionistic overworking (Gilbert, 2017). CFT integrates multiple concepts in building models of human experience. One such concept, ‘Rank theory’ (Irons & Gilbert, 2005), may also be a useful model for understanding the pervasive impact of competition, peer comparison and associated fear of losing, or not achieving, the rank of a trainee. 

Figure 7, results mapped onto CFT 3 circlesCOMPETITION, COMPETENCE
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Finally, Table 3, below, represents this study’s findings within the theoretical framework of PTM, derived from a close comparison of Johnstone and Boyle’s (2018) paper to study data. 




Table 3, mapping of study results onto PTM concepts 
	
	Concepts in the data
	PTM conceptualisation 

	POWER
	-Limited access to work and education
-Silencing some voices and creating beliefs or stereotypes about psychology
-Complex/limited peer, colleague, or supervisory relationships
	-‘economic and material power’
-‘ideological power’ 

-‘social/cultural capital’ and ‘interpersonal’ power, 

	THREAT
	-Disrupted relationships/ attachments with peers and family
-Negative impact on emotions, vulnerability 
-Pay and conditions in pre-qualified roles
-Making self-fit into system  
	-‘relational’

-‘emotional’ 
-‘economic/material’
-‘identity’ and ‘value base’

	MEANING AND DISCOURSES
	-Its demanding

-Desire to be superhuman, recognition of human flaws. Desire to avoid living experience. 
-Responsibility for self-care 
	-‘unsafe’, ‘emotionally overwhelmed’, ‘Helpless’, ‘powerless’
-‘bad, unworthy’

-‘guilty, blameworthy, responsible’

	THREAT RESPONSES
	-Perfectionism, curating perfect image 

-Striving, competing, self-silencing

-Overworking
-Seeking safe spaces
	-‘preserving identity, self-image and self-esteem’ 
-’preserving a place within a social group’ 
-‘finding meaning and purpose’ 
-‘seeking attachments’



The extent to which the study’s results map onto PTM concepts indicates that PTM is a useful theoretical model in which to situate claims made from the theory e.g., links between the experience of context and threat response. It provides additional theoretical concepts in which to understand CPT-E experiences of power and relationships within their profession. Therefore, representing the novel and up-to-date nature of this research which moves beyond individualised notions of well-being meaning-making and subsequent thought and action, instead opening a window into group psyches and responses to power. 
Applying any one theoretical model (i.e., CFT/PTM) to observed phenomena carries inherent risks, as subsequent explanatory fiction may limit understanding and insight. Despite this, utilising better-known or understood conceptual notions may be useful in communicating complex data (Bokulich, 2012). Thus, this research, through the presentation of an original theory alongside related research or models, offers the reader unique opportunities to connect with the data. Ultimately, it is hoped that this will aid the reader’s own meaning-making processes, without commitment to any one theoretical model. 
			
[bookmark: _Toc140328039]Contribution to the field 

To the author’s knowledge, no previous research has explored the meaning-making processes underpinning CPT-Es’ well-being experiences and actions whilst linking these with their professional context and well-being responses. This study provides a novel insight into CPT-Es’ well-being which is both transtheoretical i.e., not attached to any pre-existing theory, but also has the potential to map onto previous literature and theoretical concepts.

[bookmark: _Toc140328040]Implications and Recommendations 

The eighteen CPT-Es interviewed or consulted within this study represent the 1155 people within the 2022 cohort. This cohort alone, in 2025, has the potential to increase the current HCPC CPs registration list by 7%.  As trainees and qualified CPs, they will inform the system and become the ‘observed psychologist’. Moreover, GTs founding principles and this study’s design has created an explanatory model which extends beyond the individual or cohort.  Therein exists an opportunity to begin to address well-being meaning-making and its consequences not only within this cohort but within their actual or potential peers, be them qualified, recently qualified or on route to qualification.
Suggestions for CPs and course staff include raising awareness of contextual factors and meaning-making of CPT-E/CPT well-being within their work and supervision practices. To carefully consider what well-being behaviour is being modelled especially for those in pre-training roles, to provide safe, reflective spaces to consider professional meaning-making processes, outside of any reactive well-being support. CPs and other professionals e.g., teachers/lecturers, are called to educate the general population along with powerful others e.g., supervisors, training providers, NHS colleagues and well-being services, to increase their systems knowledge and role awareness and inform their service structures. 

[bookmark: _Toc140328041]Limitations and Future Research 

This research sampled from one CPT-E cohort: whilst this includes persons that had applied for training over several years, the potential for cohort effects cannot be ignored. Future research could seek to substantiate or update this theory for new cohorts, those further in training or into qualified roles. The well-being meaning-making processes of other NHS professionals, such as Nursing staff or Occupational Therapists who share many of the contextual experiences cited by CPT-Es may also provide insight into shared and sub-group experiences of NHS working.  As would exploration of the transferability of this theory to non-NHS, non-UK settings. 
Individual differences were or explored within this data e.g., effects of time in pre-qualified roles or individual differences or diversities. Thus, this is another avenue for future research. 

[bookmark: _Toc140328042]Conclusion

This research provides original insight into CPT-E’s social construction and well-being meaning-making as they enter training and the complexities of balancing oft-opposing views of the personal and professional self. Results support existing literature whilst providing novel insights. It explores professional perfectionism, overworking and non-disclosure in the face of well-being challenges or living experiences, other than in the context of limited safe spaces. It identifies patterns of CPT-Es’ knowing but not using self-care strategies or, where self-care is prioritised, experiencing this as a rebellious act. This meaning-making is situated within and informed by multiple contextual factors including a westernised, individualist society, an overburdened NHS, pervasive, unhelpful, resilience messages as well as profession-specific experiences of pre-qualification roles, competition, training and notions of what a Clinical Psychologist should be. 
Themes were explored in relation to previous research findings and salient theoretical models. Thus, the subsequent theory transcends the description of CPT-E well-being and avoids traps of committing to any pre-existing theoretical model. The final theory provides an exploratory model, grounded in CPT-Es’ stories, which focuses on complex meaning-making processes leading CPT-Es to a sense of threat in considering or facing well-being challenges, especially in relation to feared judgements from others of their competencies and worth. Opportunities for building individual understanding and influencing the wider context are explored in recognition of CPT-E/CPTs’ role as future leaders in their field and the influence of powerful others. 
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INVITE LETTER FOR PARTICIPANTS – e-mail/direct

Clinical Psychology Doctoral Trainees – what do we think and feel about our own mental wellbeing?
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Have you been successful in achieving a place on a Clinical Psychology Doctoral Course? Would you like the chance to reflect on your experiences of coming into training and how this informs you think and feel about your mental wellbeing?
If you would be interested in attending a 60-minute interview (online or in-person) to speak about this essential topic in our professional field please see the attached Participant Information sheet for more information or contact me directly at: 
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Trainee Clinical Psychologist 		
Staffordshire University 		
f024991k@student.staffs.ac.uk	

Thank you for reading this invite and for considering taking 
part in this research
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Version Number 13/04/22

 
Project Reference Number: SU_21_123 
  
Title of study 

Clinical Psychology Doctoral Trainees – what do we think and feel about our own mental wellbeing?
 
Invitation Paragraph 
 
[image: A person wearing glasses

Description automatically generated with low confidence]I, Kim Fisher, would like to invite you to participate in this research project which forms part of my Doctoral research. 
Before you decide whether you want to take part, it is important for you to understand why the research is being done and what your participation will involve. Please take time to read the following information carefully and discuss it with others if you wish. Ask me if there is anything that is not clear or if you would like more information. 

What is the purpose of the study? 

I’m really interested in hearing about what trainee Clinical Psychologists think and feel about their own mental wellbeing as they enter the training process. My research is focused less on what we may or may not do to support our wellbeing day to day but rather on how messages that we receive directly or indirectly from the profession of Clinical Psychology influence how we see our own mental wellbeing. I am hoping to gain an understanding of the experience of trainees and to develop a theory that links how we view our individual wellbeing to the organisations within which we work and study.
  
Why have I been invited to take part? 

You have been successful in gaining a place on a UK-based Clinical Psychology Doctoral program. 

To be eligible for this study you must:
1. Be a current first-year trainee (or successful candidate awaiting the start of the course)
1. Have NHS funding for your Doctorate 
1. Not be enrolled on the Staffordshire Clinical Doctorate Course 
 
What will happen if I take part? 
 
We will meet to complete an interview which will last approximately 60 minutes. We can do this via online platforms i.e., MS Teams or I can travel to you locally to meet face to face if you would prefer this (distance dependent – we can discuss this). If you take part, decisions about when or how to complete the interview will be made through discussion with me - we can work this out over telephone call/text or e-mail. Ultimately you will have choices about what works best for you to make the interview as enjoyable an experience as possible. To support transcription the interviews will be recorded, as MS Teams recording includes video you will be given the option to turn your camera off for audio recording only if you prefer.  

During the interview, you will be asked questions about your mental wellbeing. I understand this is a sensitive topic and you may wonder what kinds of questions will be asked. 

This research is not intended to collect examples of difficult experiences. Thus, I will not ask you to share any specific details of personal difficult experiences of yourselves or others. During the interview, you may be asked questions about how some experiences have influenced the way you think about your wellbeing. I will take some time to think with you about how the wider system of Clinical Psychology and your route into training influences your views on your personal mental wellbeing. You will also be asked questions about the future – such as how you imagine you might think/feel if your mental wellbeing is threatened during training and beyond. 

Following the completion of all the interviews in this research, you will be invited (via e-mail) to review and comment on the emergent themes. 
What are the possible risks of taking part? 

Though every effort will be made to make the interview an enjoyable experience I acknowledge that speaking of mental wellbeing can be a difficult and upsetting topic.

What are the possible benefits of taking part? 

People often report that taking part in research is a rewarding activity. Possible benefits of this interview include feeling heard by another, having the chance to reflect on your experience and growth as an individual, and achieving realisations about yourself and your profession through discussion. You may also experience pleasure at knowing you have added to the literature in this field and supported a fellow trainee in the doctoral process. 

Data handling and confidentiality 

Your data will be processed in accordance with the data protection law and will comply with the General Data Protection Regulations 2016 (GDPR)
Restrictions to confidentiality apply should you disclose significant concerns that would constitute a safeguarding risk, as per professional guidelines in the field of Clinical Psychology. 
You will have the opportunity to discuss the use of your data both prior to and after your interview and further information is also available on the studies consent form. 

Data Protection Statement 
The data controller for this project is Staffordshire University. The University will process your personal data for the purpose of the research outlined above. The legal basis for processing your personal data for research purposes under the data protection law is a ‘task of public interest’. You can provide your consent for the use of your personal data in this study by completing the consent form that has been provided to you. 

What if I change my mind about taking part?

You are free to decide not to participate in interviews, without having to give a reason. Withdrawing from the study will not affect you in any way. If you do complete an interview, you can withdraw your data from the study up to one weeks after your interview, after which withdrawing your data will no longer be possible as this will have already been anonymized, processed, and integrated into shared themes.


What will happen to the results of this study?

The results will be used within my Clinical Psychology Doctoral thesis. 

I also hope to publish the results in a peer review journal and present them at relevant conferences/events. 


Who should I contact for further information?

If you have any questions or require more information about this study, please contact me using the following contact details: 
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Staffordshire University 		
f024991k@student.staffs.ac.uk	





Who should I contact for further questions, or if something goes wrong?

If this study has harmed, you in any way or you wish to make a complaint about the conduct of the study you can contact the study supervisor or the Chair of the Staffordshire University Ethics Committee for further advice and information:

Dr Gary Lee			OR		Dr Tim Horne
Senior Lecturer				Staffordshire University 
Staffordshire University			Science Centre
E: gary.lee@staffs.ac.uk 			Leek Road
Stoke on Trent
ST4 2DF
T: +44 (0)1782 295722
E: Tim.horne@staffs.ac.uk


Thank you for reading this information sheet and for considering 
taking part in this research

Please feel free to pass this information to other parties who think may be suitable and interested in this study
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RESEARCH PROJECT CONSENT FORM 

Title of Project: Clinical Psychology Doctoral Trainees – what do we think and feel about our own mental wellbeing?


Researcher: Kim Fisher 

	I have read and understood the information sheet. 

	Yes
	
	No
	

	I have been given the opportunity to ask questions, and I have had any questions answered satisfactorily.

	Yes
	
	No
	

	I understand that my participation in this study is entirely voluntary and that I can withdraw at any time without having to give an explanation

	Yes
	
	No
	

	I understand that the interview will be audio-recorded/video recorded 
	Yes
	
	No
	

	I consent that data collected will be used for a doctoral thesis and could be used for publication in a scientific  journals or could be presented in scientific forums (conferences, seminars, workshops) or can be used for teaching purposes and understand that all data will be presented anonymously.
	Yes
	
	No
	

	I agree that data will only be used for this project, although  the data may also be audited for quality control purposes

	Yes
	
	No
	

	All data will be sorted safely on a password protected computer (electronic data), or locked away securely (hard copies of data) for 10 years before being destroyed
	Yes
	
	No
	

	I understand that I can withdraw my data from the project up to one weeks after interview without having to give an explanation. I can do this by contacting the researcher or university via details provided on the information and debrief sheet.  
	Yes
	
	No
	

	I hereby give consent to take part in this study

	Yes
	
	No
	



________________________	________________	____________________
Name Participant (print)	Date	Signature


___Kim Fisher_____________	________________	____________________


[bookmark: _Toc140328052][image: Staffordshire University | World University Rankings | THE]Appendix C.4 – Debrief Sheet      




DEBRIEF SHEET FOR PARTICIPANTS
Version Number 13/04/22

 
Project Reference Number: SU_21_123 
  
Title of study 
Clinical Psychology Doctoral Trainees – what do we think and feel about our own mental wellbeing?
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What will happen next?

I will now transcribe your interview and integrate your insights into my developing theory before conducting my next interview. During the transcription process, I will make every effort to anonymize your data using Pseudonyms for yourself and any other parties mentioned. I will destroy the original recordings once the transcription process is completed and keep the anonymized transcripts as outlined in the consent form which has been sent to you digitally. If you require an additional copy of this information or the participant information sheet, please do not hesitate to contact me. 

As the project draws to an end there will be an opportunity for you to review, comment on and shape the emergent theory. If this is of interest to you, I will send you details via email (unless we have agreed on another route following our interview) and you will have a window in which to make comments which will be defined within the email. You are not required to engage in this follow-up element of the study, though your insights will be valued if you chose to do so. 
What if I change my mind about taking part?

Now that you have completed an interview, you can withdraw your data from the study up to one week after your interview, after which withdrawing your data will no longer be possible as this will have already been anonymized, processed, and integrated into shared themes.
You can do this by contacting me directly, however, if you do not feel comfortable doing so you are able to raise this with either my study supervisor or the ethics committee whose details are given below.  

What will happen to the results of this study?

The results will be used within my Clinical Psychology Doctoral thesis. 
I also hope to publish the results in a peer review journal and present them at relevant conferences/events. 

Who should I contact for further information?

If you have any questions or require more information about this study, please contact me using the following contact details: 

Kim Fisher 				
Trainee Clinical Psychologist 		
Staffordshire University 		
f024991k@student.staffs.ac.uk	

What should I do if I am concerned about my wellbeing? 

If following this interview, you are concerned for your well-being or believe that support for your well-being would be beneficial please consult local procedures. As there is no wellbeing support provision assigned to this project it is suggested that you seek support via your university, employer, or local NHS provider for example via your GP. 

Who should I contact for further questions, or if something goes wrong?

If this study has harmed, you in any way or you wish to make a complaint about the conduct of the study you can contact the study supervisor or the Chair of the Staffordshire University Ethics Committee for further advice and information:

Dr Gary Lee			OR		Dr Tim Horne
Senior Lecturer				Staffordshire University 
Staffordshire University			Science Centre
E: gary.lee@staffs.ac.uk 			Leek Road
Stoke on Trent
ST4 2DF
T: +44 (0)1782 295722
E: Tim.horne@staffs.ac.uk


Again, thank you for your time, and good luck in the rest of your training journey
With kind regards and best wishes

Kim Fisher 


Please feel free to pass this information to other parties who think may be suitable and interested in this study


[bookmark: _Toc140328053]Appendix D.1 – Exemplar Questions from Interviews

· A helpful way I found to start the interviews is just to find out a little bit about your professional journey into clinical psychology and where you're at at this point.
· Thinking about your professional career so far. An interested in. What you've learned along the way about what psychologists or trainee psychologists are meant to meant to be, and what messages you got
· If we thinking then about your past experiences, is there anything else that jumps to mind in terms of what you've learnt about how psychologists cope or manage their wellbeing or how psychologists talk about their well-being?
· And why do you think that is? That we feel the need to do that
· Do you think there's an image about what type of? Person you need to be in order to be a clinical psychologist or be kind of eligible for training.
· how that how you seen that play out in your time in clinical psychology so far how you seen people playing that role
· and how does that, how do you think that effects the way in which not exactly what you do but the way in which you feel about your well-being or about the idea even of having a challenge to your well-being
· And Yeah, I wonder if you've got any thoughts on. What gave you that message or why you think your brain or your body or your kind of? Yeah. Why you hold on to that, I guess why it was so hard to shake.
· and how do you think that affected kind of how you felt about yourself in your wellbeing?
· And I guess, yeah, I just wanna try to check that with you because my sense is then the way you feel about yourself and your wellbeing needs will change based on that context.
· What do you think we internalise from that message?
· And just sort of stretching that question a little bit therefore. So if the images in this sort of Western individualized as you mentioned earlier, kind of message that we all get, but maybe is amplified or is? Surprisingly, present or I don't know how you were in psychology.If they're messages, it's your responsibility to be well, it's your responsibility to look after yourself. What do you think that means for when we're not? How does that link together, do you think?
· one of the things I wanted to do as we come towards the end of the interview is really open it up to say, is there anything else that you think is important to bring to think about under this project, I guess anything that you thought I'd ask about or that you want to make sure is recorded.



[bookmark: _Toc140328054]Appendix D.2 – Exemplar Transcript
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[bookmark: _Toc140328055]Appendix D.3 – Exemplar Memo

Interview F (Integrated initial Hand-Written Notes and Secondary Notes during NVivo coding)
Emergent themes	
Repeated evidence for saturated themes of perfectionism, pre-qualified roles and stress levels/risk, helper roles, blockers to support 
Evidence of asking for and not receiving support 
Reflection on direct messages from the system 
Discussion of funding 
Can be hard to take care of yourself, despite knowing the hows 
>impact of the time on the path – individualised view?
Next time: 
Continue to stretch the question find a way to move past saturated themes quicker whilst still respecting the individual experience and narrative 
Consider spoken Vs unspoked, ideal Vs reality 
Search for dissenting views of perfectionism, imposter syndrome, lived/living, resilience 
My responses to the interview:
Seems like an atypical; ‘typical’ candidate – very prepared and focused, through ‘quickly’ on the second application. A different perspective – may be due to stage – yet shared ideas evident   
First time where I had problems with digital platform – robotty, lost time, flow of conversation

EMERGENT THEORY 
SYSTEMS LEVEL (Power)– capitalism, individualism, resilience message, funding set-up, competition, lack of systems knowledge esp. r.e. competition and family not understanding, NHS pressures, medical model 
CONSTRUCTION (threat/meaning)– the common narratives, conflicts, incongruence, said Vs unsaid e.g. perfectionism, growth mindset, lived not living stressful not stressed, human Vs superhuman. Risks of core fear activation: embarrassment, failure, incompetent 
BEHAVIOURS (threat responses) – pretending to not care. Working/prepping, making sacrifices, not speaking up, accepting the inevitable stress, expression in limited safe spaces, growth mindset (? Toxic- focus on hope for future 

codes - reduced down to 127 through collapsing - still A LOT of codes. Lots of interrelationship between codes to capture also 


[bookmark: _Toc140328056]Appendix D.4 – NVivo coding report 
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[bookmark: _Toc140328059]Trainee Clinical Psychologists:
[bookmark: _Toc140328060]What is their attitude to their own well-being and how can we understand this in the context of their profession?
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[bookmark: _Toc140328061]What is an executive summary and who is this for? 

An executive summary is designed to communicate the results of a doctoral research study in clear, understandable language. They are usually written for people who gave their time to the study (participants). However, participants in this study requested to read the original research, so a separate summary was not needed.
	Instead, it is hoped that this summary will help students interested in Psychology and their friends and families, the latter being the primary audience, as they may have limited access to academic data. In addition, it may be of interest to healthcare professionals and service commissioners. It is hoped that this will give an insight into the profession of Clinical Psychology, which the research highlighted as important.  
	To check the usefulness of this information, three friends and family of current trainees were asked to review a draft summary and provide feedback. The summary does not use in-text references as reviewers found this to be a barrier to reading. However, a list of related reading is provided at the end of the document.  If you would like any more information, please do feel free to contact the researcher.
 
[bookmark: _Toc140328062]Project summary 

· This research aimed to learn from students who are beginning their professional training to qualify as a Clinical Psychologist. Thus, the trainees in this study were all at the stage of entering training. 
· A theory of how trainees think about their well-being was developed e.g., what they think their well-being ‘should’ be as a professional in Clinical Psychology 
· This theory provides insight into the well-being experience of trainees, the context that affects their well-being and how this affects day-to-day thinking and behaviour

[bookmark: _Toc140328063]Background information 

To be a UK Clinical Psychologist, trainees first complete an undergraduate degree, then have work experience and perhaps more study. They then complete another three-year doctorate training course. Training is funded by the NHS; thus, trainees are paid to work and study in the NHS. Training places are very competitive, around 25% of applicants get a place each year. 
	Clinical Psychologists work with people who are having difficulties with their mental health. They provide support directly but also support mental health teams and develop services. Whilst Clinical Psychologists specialise in the well-being of others, it is increasingly recognised that they also experience well-being challenges. Previous research on this topic is limited to focussing on measuring well-being and the things that make trainee well-being better or worse. 

[bookmark: _Toc140328064]The study – what information was collected and how 

This research is ‘qualitative’, which means it aims to understand the quality of somebody’s experience rather than trying to measure it. There are many ways to do qualitative research. In this study ‘Grounded Theory’ was used. 
	In grounded theory the researcher collects information from participants about their experiences and a ‘theory’, or explanation, is then built up from this. The theory aims to explain the participants experience and make wider links that apply to other people in their situation.

Steps in data collection 

1. Trainees not involved in the project were asked their opinion and provided ideas about interview questions
2. Twelve trainees completed interviews online for approximately 1 hour. Then a script of the meeting was printed out
3. Each script was analysed, and the researcher first developed ‘themes’ i.e., groups of ideas and then created a ‘theory’ i.e., a shared explanation
4. Then the next interview was completed, and the theory developed
5. The theory was then sent to trainees to check its accuracy
[bookmark: _Toc140328065]Key findings  

[bookmark: _Toc140328066]The theory in one picture 

The final theory is shown below, followed by a description of the theory diagram and some anonymised quotes to bring these ideas to life. 

Figure 1, The theory of Clinical Psychology trainee well-being 
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AVOID LIVING EXPERIENCE  
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[bookmark: _Toc140328067]Explanation of the theory 

The diagram is split into three sections, described below.

SECTION 1 – The context trainees live and work in

1. Like us all, trainees live and work in the western world. In western societies everyone is expected to be responsible for themselves and assure their own success
2. Trainees work in the NHS which is known to be overstretched/overburdened. It is also expected to be ‘brilliant, NHS Heroes’. 
3. Within the NHS the resilience message is experienced as pressure to take personal responsibility to cope, without being given enough space to do so. 
4. The systems around Clinical Psychology are not well understood by students, other professionals, their friends, or family, for example, an undergraduate degree does not make you qualified
5.  Once trainees  learn about these systems, they discover that this field is highly competitive
6. Despite this, trainees are highly committed to this career. They take on a lot of pressure to succeed
7. The pre-qualification roles provide valuable experience, but these can be very stressful, and trainees are vulnerable to bad working conditions  
8.  Everyone has an idea of what a psychologist should be e.g., from TV/film. Trainees also observe the Clinical Psychologists they work with. This leads them to have high expectations of themselves that are hard to live up to
9. Trainees are adults, with varying situations and needs e.g., perhaps parents, have health problems, or other diverse needs. However, trainees feel the need to fit into courses
10. Finally, trainees’ thoughts about this research showed that they are used to talking about their individual responsibility to notice and manage their well-being. However, this is not always helpful. Talking about the wider system and well-being was seen as new, exciting, and helpful

SECTION 2 – How trainees make sense of their well-being in context

	This context influences how the trainee thinks about their well-being i.e., finds meaning. At the core is the idea that having a personal well-being challenge is a threat. Trainees were concerned about judgement from others or letting their colleagues down They feared that well-being challenges would get in the way of their professional goals and affect the way they think about themselves. 

	Around this core are four pairs of linked ideas. These are views, or beliefs, that trainees hold themselves now or in the past, or see in other people around them. Some ideas are conflicting – pulling the trainee in two directions. 

1. Trainees shared a belief that training is stressful and demanding but that they were expected to cope with the stress. Some trainees had received helpful messages from their lecturers that being stressed and vulnerable is normal and acceptable. They found this to be a helpful but new and surprising idea
2. Trainees held beliefs that they should be ‘superhuman’ and perfect as a professional helper. And that others expect this of them too. However, they are also human and aware of this. It is hard to have these ideas at the same time
3. They also held beliefs that having lived experience of mental health problems in the past was acceptable and perhaps helpful to their career. However, the idea of current mental health difficulties, or living experiences, was more threatening
4. Finally, trainees believed they should take responsibility for their well-being and had confidence in their self-reliance. However, they had conflicting views on their ability to rely on others, although this was hoped-for

SECTION 3 – what trainees think or do

Finally, trainees often engage in patterns of thinking and feeling in response to their context and meaning-making. 

Trainees explained that they know what to do to cope with difficult situations e.g., have practical coping skills, but that they did not always prioritise their well-being. When they did prioritise their well-being, this is something they had to think about, and it could feel rebellious to focus on themselves.  
Trainees tended to try to show other people a perfect image of themselves and hide their difficulties, especially in front of powerful others. This means that their wellbeing needs remained hidden. They kept on working, and overworking. 
Finally, trainees attempted to create safe spaces where they could be vulnerable and seek support. At times this was difficult, and trainees found different levels of comfort within different groups.  
Links between sections

The theory shows how sections 1, 2 and 3 flow downwards. The arrows that move from the bottom to the top show how this pattern repeats itself. For example, when trainees create a perfect image or don’t talk about their career expectations, they accidentally strengthen ideas about what Psychologists should be or leave friends and family in the dark. 















I wonder whether we tie… a lot of our self and self-worth in that job… how well we perform… it comes with a lot of anxiety
it's quite conflicting to be thinking of myself as a victim or as a rescuer or as a superhuman or as a human. how can I have both. is there are crisis of identity here
expectation from everyone… your colleagues and service users, but then also… family and friends as well… you are gonna help, be that person you go to when things are difficult... and I think…it makes it really hard to be healthy
back to… perfectionism …if you were vulnerable or didn't look after 
yourself in the way that you thought you should. Then other people would… think you weren't strong enough or that didn't have enough grit to do this kind of job
it's the systemic pressure of the NHS… It doesn't allow space
I was… surprised…  finished the [undergraduate] degree… you're still unqualified… you can't 
actually do what you to
there are some safe spaces that people create with probably 
people who they get on with better people with friends or who you work with on a regular basis. And I do think there are those safe 
spaces out there, but again, it might just be contained there
We don't look after ourselves, but we know we should
I don't think people outside of the career realise, you know, the sacrifices and the dedication and the hard work that it takes
the kind of personality and values of the people who join the course, they will perhaps be more inclined to push through and ignore their own wellbeing because they wanna take care of others, or just… to get ahead and… do everything that they need to do and meet all the requirements and be perceived in a certain way
psychologist… can be… hypocritical… we don't promote our own self-care
we have conversations about the individual experience of stress… But… there isn't really much about the systems that perpetuate that… it's been good taking some time to 
actually think through where these ideas come from for me
we allow ourselves to stay in distress for a prolonged period of time before we speak up
 it gets to a point where actually you can't expect someone to be resilient and manage that difficult period’
having this facade, this mask that you tried so hard to maintain




[bookmark: _Toc140328068]Example Quotes from Trainees
























[bookmark: _Toc140328069]Discussion 

In grounded theory, the researcher compares their theory with ideas that are already established in their field. For example, job-related stressors and problems with the application process are well known, as is the presence and impact of perfectionism or rescuer roles. The same can be said for the impact of mental health stigma, the unhelpfulness of the ‘resilience’ message and effects of feeling judged by others. 
	Previous research established that helpers often enter the field due to personal experience of mental health difficulties (in themselves and others). Yet they also expect themselves to be untroubled now. This research brings together these ideas and provides an explanation of how holding these two conflicting views affect the trainee. One core idea in Psychology is that we repeat patterns that we see in powerful others, this links well with the patterns of psychologists and trainees not looking after their well-being. 
Training provides opportunities and challenges to established dimensions of well-being, as although training provides meaning and positive engagement, it also risks trainees’ sense of competence, self-esteem, or emotional stability.  
Two psychological models were considered in the original research – Compassion Focussed Therapy and Power Threat Meaning framework. A description of these concepts can be found in the reading list below. 
In summary, from a perspective of compassion, trainees may be blocked in the compassion they receive from others or give to themselves as they are focussed on responding to the threat of working in this context. In response to the threat, trainees are driven to overwork and focus on accepting the context. The Power, Threat, Meaning framework on the other hand introduces ideas of how the power in the system connects with trainee threat, meaning-making and ‘threat responses’ that trainees use to survive under the system’s power e.g. by striving/overworking. These ideas can enhance the interpretation of this research – but this is not needed to understand the theory.

[bookmark: _Toc140328070]Recommendations and plans to share the findings

· Clinical Psychologists, course staff and lecturers could do more to support trainees and pre-qualified workers
· Support could focus on raising awareness of the impact of context, providing safe, reflective spaces to consider well-being 
· Early career students, professionals, family and friends would benefit from understanding this role
· The whole doctoral thesis will be uploaded onto a central database called EThOS. Copies will also be sent to participants and course representatives. It is also hoped that the research will be published in an academic journal. 

[bookmark: _Toc140328071]Conclusion

The research supports existing literature whilst providing new insights. It explores professional expectations, overworking and non-disclosure in the face of well-being challenges or living experiences, other than in the context of limited safe spaces. It highlights the powerful position of others in the trainee’s experience of their well-being, including social systems, professionals, peers, friends, and family. The diagram offers a one-stop theory to consider how trainees think about their well-being. This provides an opportunity for opening conversation, increasing understanding of trainee wellbeing and, ultimately, influencing the trainee context.  
[bookmark: _Toc140328072]A word to the reader

In reading this summary you have helped me achieve one of the aims of this research. You have made steps to learn about the career that your friend, family or colleague is working within and armed yourself with new knowledge.  I hope it has been interesting and helpful. 
You have my sincere thanks and warmest regards 
Kim Fisher
[bookmark: _Toc140328073]Limitations and Future Research

All research has its limits and cannot provide all the answers to questions we may have. This research is limited by its participants, being from only one year which could have affected the findings. Although individual differences were discussed in this research, further exploration of this is recommended. Future research could ask trainees from other years and look to explore individual differences. The theory also focusses on trainee clinical psychologists, but the findings are likely to be relevant to other NHS professionals. It would be useful for this research to be repeated, for example with nurses. 


[bookmark: _Toc140328074]Suggested Reading 
*researchers top picks

WEBSITE: Information about the application process: clearing-house.org.uk*
WEBSITE: www.bps.org.uk/guideline/power-threat-meaning-framework-overview-version
ONLINE VIDEO: Compassion Focussed Therapy - www.youtube.com/watch?v=6TTtnw7Zizs
ONLINE VIDEO: Grounded theory - www.youtube.com/watch?v=ls6Iw5q0avI
BOOK: The Wounded healer of the Soul, Claire Dune
BOOK: The Myth of the untroubled therapist, Marie Adams*
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