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Abstract 

 This thesis focused on resilience and well-being in psychologists. To do this a 

model of resilience for psychologists was developed and examined. Resilience was 

defined as a process that enabled the ability to return to, maintain, or reach higher 

levels of well-being when facing work stress and trauma. A model incorporating 

individual, relational and contextual processes of resilience was constructed following a 

comprehensive review of the literature; the Relational, Individual, Outcome (RIO) model. 

An online survey was completed by 224 New Zealand psychologists that measured 

hypothesised elements of the model. Path analysis revealed general support for the 

proposed model. Where differences were observed the model was adjusted accordingly. 

The modified model indicated that increased resilience is directly linked to increased 

professional quality of life. The model also highlighted that increased resilience is 

indirectly linked to both increased professional quality of life and vicarious growth via 

reduced reported work stressors and maladaptive coping and increased work related 

emotions, self-care and broad minded coping. Exploration of stronger model pathways 

highlighted a number of avenues for intervention. 

Subsequently, focus groups were conducted to contextualise the path analysis 

results. Group members emphasised the importance of professional relationships with 

colleagues and supervisors as well as how their personal relationships enabled them to 

maintain balance. Participants described how they utilised acceptance coping strategies 

to help them continue to work in environments they described as abusive and hostile to 

psychologists. Participants highlighted that finding professional meaning was important 

for their ability to maintain resilience. Participants also provided support for the proposed 

concept of vicarious growth related to their work with clients.  

The research outcomes suggest interventions designed to restore and strengthen 

resilience in psychologists need to be targeted at both individual and broader systems 

levels. These interventions may also be applicable to other professional groups who do 

similar work. 
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Preface 

My interest in stress and resilience arose during my experiences working in 

advertising and design. I was 20 years old when I entered the profession and held a 

passion for art and a belief in creativity and originality. My first five years were 

challenging and I spent much of my time working hard to establish myself. I managed to 

work my way up the creative ladder becoming well-known and respected. Then after a 

few years working hard I experienced what I now recognize as burnout. I had lost my 

spark and passion, and began to view the creative industries through a cynical lens. 

Throughout this period I became aware of the high dropout rate of creative people 

working in this industry and the health risks associated with stress. I discovered an 

interest in how people cope adaptively with chronic work stress. I left the advertising 

and design profession in 2009 to learn more about resilience and psychology.  

The main purpose of this thesis was to contribute to the development of theory 

and practice concerning resilience in psychologists by developing a model of resilience in 

psychologists who worked in mental health settings; the RIO model. The thesis aimed to 

examine and explore the model using a mixed method approach. Mixed methods 

research intentionally integrates and/or combines quantitative and qualitative 

methodology. The basic concept is that integration of both methods leads to the 

maximizing of the strengths of quantitative and qualitative data and the minimizing of 

their weaknesses (Creswell, Klassen, Plano Clark, & Smith, 2012).  

The thesis utilised a sequential mixed method design (Creswell et al., 2012). That 

is, the thesis began with a quantitative analysis followed by a qualitative exploration. 

Here, the quantitative results inform the collection of the qualitative data and the 

qualitative analysis helps provide a more in depth analysis of the mechanisms underlying 

the quantitative results. The thesis aimed to integrate the quantitative and qualitative 

studies so to revise the resilience model so to make recommendations for restoring and 

strengthening resilience in the psychology profession. 

Chapter one presents the literature on resilience including the history of resilience 

research. The chapter concludes with a critique of the current view and a definition of 

resilience based on the reviewed literature.    

Chapter two discusses the literature on stress and well-being specific to the 

psychology profession. The chapter includes information on the stressors psychologists 

face and the negative outcomes of such stress. Links are made to the literature on 

resilience and unique resilient characteristics and processes for psychologists are 

identified. 
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Chapter three outlines the quantitative study. It describes the development of the 

RIO model of resilience in psychologists. The chapter then presents the survey that was 

completed by New Zealand psychologists in 2011 and methods (path analysis and 

regression) used to test a section of the RIO model. The chapter concludes by adjusting 

RIO model so that it incorporates the quantitative results. 

Chapter four presents the qualitative study. Focus groups discussed the features 

of resilience identified in the first study. Aspects of the model not measured in study one 

(such as relationships and system factors) and ideas on how to restore and strengthen 

resilience in psychologists are also explored.  

The final chapter (Chapter Five) combines literature, results from study one and 

two to revise the RIO model and make suggestions and recommendations for restoring 

and strengthening resilience in the psychology profession. Recommendations consider 

interventions that could be targeted towards individual psychologists as well as those 

targeted towards psychology, as a profession, within the broader mental health system. 
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Chapter One: An Overview of Resilience  

Introduction 

Over the last 30 years the positive psychology movement has led researchers to 

shift away from problem-focused approaches towards the consideration of factors that 

enable happiness and growth (Seligman, 2011; Seligman & Csikszentmihalyi, 2000). 

Positive psychology is the empirical study of constructs such as well-being, flow, positive 

emotions, optimism and environments that allow individuals to flourish or thrive (Noble 

& McGrath, 2012; Peterson, 2006; Seligman, 2002, 2011). Within this field resilience has 

been identified as a construct that describes processes in which people restore, maintain 

or strengthen their well-being during stress or trauma.  

Resilience is broadly defined as, a dynamic developmental process that occurs in 

the context of significant adversity and results in positive adaptation and well-being in 

the face of such adversity (Luthar, Cicchetti, & Becker, 2000; Masten, Best, & Garmezy, 

1990). Well-being is a term that encapsulates quality of life, happiness, satisfaction and 

mental and physical health (Noble & McGrath, 2012). The concept of well-being arose 

from the hedonic and eudaimonic traditions within psychology (Ryan & Deci, 2001). 

Hedonic well-being is essentially how a person subjectively feels and thinks about their 

life (i.e., how 'happy' a person feels; Diener, Suh, Lucas, & Smith, 1999; Ryan & Deci, 

2001). Eudaimonic well-being, in contrast, refers to the extent to which an individual 

experiences virtues, values, meaning, or genuine self-expression (Waterman, 1993). 

Resilience and well-being are similar constructs. That is, definitions of well-being 

tend to integrate some reference to resilience, and literature on resilience overlap with 

those of well-being. For example, Seligman’s (2011) most recent model for well-being 

incorporates positive emotions, engagement, relationships, meaning and 

accomplishment and achievement, all of which have been identified as essential for the 

ability to engage resiliently. Resilience and well-being differ however, in that well-being 

is defined as a state whereas resilience is a process that occurs during adverse 

conditions which seeks to maintain a healthy state of well-being. 

The concept of resilience originally surfaced from research on children who had 

been exposed to severe adverse conditions (e.g., child abuse, parental mental illness, 

poverty, and chronic illness) and displayed an “invulnerability” to stress (Anthony & 

Koupernik, 1974; Garmezy, 1974, 1985; Luthar & Zigler, 1991; Rutter, 1985; Werner, 

1984; Werner & Smith, 1982). The main aim was to identify characteristics that 

differentiated children who experienced positive outcomes when faced with adversity 

from those who did not. This research resulted in a long list of resilient qualities such as; 
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being female, socially responsible, adaptable, tolerant, achievement oriented, having 

good communication skills, optimism, internal locus of control, self-discipline, good 

problem-solving skills, critical thinking skills, humour, self-esteem, self-mastery, self-

efficacy, and planning skills (Garmezy, 1971, 1991; Rutter, 1985, 1987; Werner & 

Smith, 1982). Rutter (1993), however, rejected the concept of invulnerability as 

deceptive and unrealistic. He emphasised that “resilience may reside in the social 

context as much as within the individual” (p.626). More recently, however, Bonanno 

(2004) concluded that certain individuals are more resilient than others, an idea that 

mirrors the earlier research on invulnerability. Currently, researchers suggest that 

resilience consists of individual differences, adaptive processes and contextual factors 

(Wong & Wong, 2012). 

 

Resilience as a Personality Trait 

The strong focus early researchers had on identifying the characteristics of 

resilience resulted in resilience in adulthood coming to be viewed as stable and “trait-

like” (Richardson, 2002). Personality traits arise through repeated interactions between 

genes and environments (McAdams, 2012). Numerous factor-analytic studies indicate 

that the diverse personality traits found in adults can be organized into five broad 

personality dimensions, commonly referred to as the “Big Five” (Goldberg, 1993; McCrae 

& Costa, 1999). These five personality dimensions are extraversion (vs., introversion), 

neuroticism (vs., emotional stability), conscientiousness, agreeableness, and openness 

to experience. A number of studies have demonstrated the link between these 

personality dimensions and well-being. For example, conscientiousness is found to be 

predictive of health-related behaviours  (Bogg & Roberts, 2004), openness to experience 

is associated with preferences for complex and challenging environments (McCrae & 

Costa, 1997), extraversion relates to the tendency to pursue rewards, experience 

positive emotions and socialising (Smillie, Pickering, & Jackson, 2006), and the well-

adjusted poles of the Big Five personality traits are proposed to support resilience in 

employees (Fisk & Dionisi, 2010). However, no direct relationship has consistently been 

identified between resilience and the Big Five personality traits. Furthermore, cultural 

factors may impact on which of the Big Five personality dimensions are more important 

for resilience within a particular group (Campbell-Sills, Cohan, & Stein, 2006). Thus, it 

appears that resilience does not have a consistent relationship with other, more stable, 

personality traits.  
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The notion that once developed resilience becomes a stable personality-trait is 

supported by the Hedonic Treadmill Theory (also referred to as the well-being “set-

point”; Diener, Lucas, & Scollon, 2006). The hedonic treadmill theory states that 

individuals quickly return to their hedonic neutral set-point following good and bad 

events. This idea of hedonic adaptation provided an explanation for the observation that 

individuals appear to maintain relatively stable levels of happiness and well-being 

despite changes in fortune (e.g., winning the lottery; Brickman, Coates, & Janoff-

Bulman, 1978). That is, the theory suggests that individuals return to a set baseline of 

well-being and therefore any attempt to increase resilience during adulthood is destined 

to fail.  

However, challenging the notion of a hedonic neutral set-point is the finding that, 

during adulthood, approximately 50% of well-being appears to be “set” and therefore, 

unable to be changed (Lyubomirsky, 2007). This research, however, also estimated that 

10% of happiness in adulthood is influenced by current circumstances and the remaining 

40% is in the individual’s power to increase or decrease. Thus, research indicates that 

during adulthood approximately 50% of well-being may be malleable. 

Furthermore, following a review of the empirical evidence on the hedonic 

treadmill Diener et al. (2006) suggested revisions to the treadmill model. They found 

that while individual’s set-points are partly dependent on their temperaments and 

personalities, they are not hedonically neutral (i.e., base well-being levels can be either 

positive or negative), can change under some conditions and interventions to increase 

hedonic well-being can be effective. Moreover, they found that individuals may differ in 

their adaptation to events. That is, some individuals may change their set-point in 

reaction to external event while others will not.  

The above indicates that while temperament and personality are likely to play a 

role in the development of well-being, once developed well-being levels are not 

necessarily set or determined by personality and is, as a consequence, may be 

amendable to change. The following describes the identified characteristics of resilience 

in adults that may encourage a process that strengthens ones resilience and resulting 

well-being levels during adulthood.  

Positive Self-Evaluations  

The study of resilience in the adult population has grown in the last decade with a 

number of studies identifying similar resilient characteristics in adults to those described 

in children. For example, having a sense of commitment and challenge when facing 

adversity (Kobasa, 1979; Maddi, 2012), patience, tolerance of negative affect (Lyons, 
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1991), good communication skills, self-efficacy, planning skills, self-discipline, social 

responsibility and competencies, wisdom, positive identity (Richardson, 2002), self-

esteem, self-determination, autonomy, internal locus of control and flexibility when faced 

with situational pressures (Fisk & Dionisi, 2010). Additional resilient characteristics have 

also been identified in adult populations. For example, resilience has been associated 

with high trait self-enhancement, a construct that is strongly linked with narcissism and 

involves an unrealistic, overly positive view of oneself (for a review see Bonanno, 2004).  

The characteristics described above relate to positive self-evaluations. That is, a 

positive feeling towards one’s self (self-esteem) and a belief in one’s ability to cope with 

adversity (self-efficacy). These self-evaluations are argued to be the essence of 

resilience in adults (Campbell-Sills & Stein, 2007).  

Positive Environmental-Evaluations 

Positive environmental-evaluations are linked to those characteristics identified in 

the resilience literature that involve positive future orientated thinking. The term 

optimism is often used to describe this positive future outlook, a concept that has been 

directly linked to high resilience in samples of young adults (Ben-Zur, 2003; Seligman, 

Reivich, Jaycox, & Gillham, 1995).  

Optimism relates to the ability to find positives within negative situations and 

includes both optimistic thinking and an optimistic explanatory style. Optimistic thinking 

is an expectation that things will work out, the ability to understand that failures and 

setbacks are not permanent, the ability to look towards the future and be proactive in 

ones goals, and confidence to persevere when facing adversity. An optimistic 

explanatory style involves seeing bad situations as temporary, not arising from internal 

faults or failures, and not specific; that is, they do not affect all aspects of life (Gillham & 

Reivich, 2004; Seligman, 1992; Seligman et al., 1995).  

Optimistic individuals are better at interpreting, adjusting and coping with 

adversity compared to their pessimistic peers (Carver et al., 1993; Macleod & Moore, 

2000). This suggests that a sense of environmental mastery and control are associated 

with optimism as they relate to a belief that one can positively impact on and cope with 

future events. Humour is also linked to optimism as it keeps negative situations in 

perspective. That is, people are less likely to experience feelings of depression and 

helplessness if they see something funny (even if small) in adverse situations (Bernard, 

2004). In support of this is the finding that optimists experience more positive, 

compared to negative emotions, whereas pessimists endure more negative compared to 
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positive emotions (Scheier, Carver, & Bridges, 2001). Importantly, humour also, through 

activation of positive emotions, encourages connections with others (Roffey, 2012).  

Meaning in Life  

Meaning in life is representative of the eudaimonic tradition of well-being (King & 

Hicks, 2012; Ryan & Deci, 2001). The majority of meaning conceptions highlight an ideal 

of living in agreement with ones values and pursuing goals that are most important 

(Ryan, Huta, & Deci, 2008). King, Hicks, Krull, and Del Gaiso (2006) define meaning as a 

life that is “felt to have significance beyond the trivial or momentary, to have purpose, or 

to have coherence that transcends chaos” (p. 180). Steger (2012) conceptualises the 

comprehensive (i.e., the sense that life matters and can be understood) and 

motivational (i.e., sense of purpose) components of meaning. The comprehensive 

component conceptually connects meaning with resilience characteristics such as self-

worth and self-value. Furthermore, a lack of a sense that life matters is a risk factor for 

mental health concerns, including substance use and depression (for a review see 

Steger, 2012).  

The motivational component of meaning provides a basis for the development of 

goals and aspirations. These goals and aspirations enable the identification of pursuits 

that prove a sense of purpose (Steger, 2012). In this view, meaning arises from 

commitment to, and pursuit of, goals. Therefore, the motivational component may 

directly feed back into the comprehensive component of meaning in life. That is, 

particular goals are important to individuals and, if achieved, would enable the individual 

to feel like their life matters (Roffey, 2012; Weinstein, Ryan, & Deci, 2012). Thus, the 

pursuit of a meaningful life is entrenched in what people value and aim to achieve 

(Klinger, 2012).  

Meaningful activities may be interlinked with the hedonic understanding of well-

being (i.e., the experience of positive emotions). King et al. (2006) found a concurrent 

correlation between positive emotion and perceived meaningfulness, that is, they occur 

together at particular points in time, but neither predicts increases in the other. Their 

results also demonstrated that manipulating participants’ moods influenced levels of 

meaning in life (i.e., positive mood related to higher levels of reported meaning in life). 

This suggests that a sense of meaningfulness is essentially positive emotion. However, 

Hicks and King (2009) examined the influence social functioning had on the relationship 

between positive emotion and meaning in life. Results demonstrated that naturally 

occurring positive emotion does not influence reports of meaning in life if the individual 

has strong and stable social relationships. However, for those whose social relationships 
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were low or unstable positive emotion was found to be strongly associated with the 

levels of reported meaning in life. 

 More recently, King and Hicks (2012) found that, individuals who had high 

sources of meaning, religious commitment, or supportive relationships reported high 

levels of meaning in their lives regardless of their moods. However, high positive 

emotion predicted higher meaning scores for those who had few sources of meaning, 

scored low in religious commitment, or lacked strong, supportive relationships. Thus, 

sources of meaning, religious commitment and/or supportive relationships may all 

influence the relationship between positive emotions and meaning in life. 

Meaning in life and religion/spirituality. Richardson (2002) has argued that 

for resilience to be maintained some form of “energy” is necessary. The search for this 

energy source has led Richardson and others to consider century old traditions and 

practices and conclude that this “energy” comes primarily from characteristics that 

involve spiritual or religious beliefs. Religion and spirituality mean many different things 

to different people (Pargament, 1997). Because of this no single definition of religion or 

spirituality is likely to be acceptable. From one perspective, religion and spirituality 

describe a connection with God, deities, supernatural beings, transcendent forces, and 

all things associated with “higher powers” (Pargament, 1997). From another perspective, 

religion and spirituality are defined by their unique role in life (i.e., how people accept 

ultimate life issues; Pargament, 1997).   

The definition of “religion” is becoming increasingly narrowed. That is, within 

scientific circles religion definitions are becoming restricted to traditional organised 

dogma, rituals, and traditions (Pargament, 1997). In contrast, the term “spiritual” is 

generally described as an inner, more personal process concerning the search for 

connectedness with something larger than the self (Steger, 2012). Spirituality is often 

seen as “good” and religion as “bad”. However, not all spiritual experiences and 

expressions are helpful and not all organised-religious experiences and expressions are 

harmful (Pargament, 1997). Furthermore, almost every aspect of the “new spirituality” is 

derived from traditional organised religions. Thus, “spirituality and religion are not polar 

opposites or competitors… they are, instead, intimately connected” (Pargament, 1997, p. 

39). 

Religion and spirituality have been identified as a source of meaning in life. For 

example, research has shown that meaning in life is positively related to spiritual 

satisfaction among the elderly (Gerwood, LeBlanc, & Piazza, 1998), positively correlated 

with intrinsic religiosity and with religious activity (praying, meditating; Steger & Frazier, 
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2005), and a small number of studies show that people who are more satisfied with their 

religious and spiritual lives also report greater meaning in life (Steger, 2012). 

Religion and spirituality are likely to be linked to meaning in live for a number of 

reasons. Spiritual and religious beliefs address the central mysteries of life. For example, 

the divine presence, God’s plan for life, the basis of good and evil in humanity, 

achievement of forgiveness, atonement, and peace, morality, and the afterlife (Skovholt 

& Trotter-Mathison, 2011). Religion also offers people resilient processes that may go 

beyond meaning in life. For example, religion offers practices that enable people to 

appreciate and accept what they cannot control, ideas of how one should respond to or 

come to terms with pain, tragedy, suffering and significant life issues (Pargament, 

1997), a sense of spiritual connectedness through religious beliefs and practices (e.g., 

prayer or meditation) may enhance emotional self-regulation, and social support may be 

increased through rituals, ceremonies and participation in church activities (Haglund, 

Nestadt, Cooper, Southwick, & Charney, 2007). Finally, spiritual and religious beliefs 

may offer a relationship and sense of connection with a higher being leading to the 

experience of support that may not be available from relationships on earth.  

Summary 

The positive psychology movement has led to a shift in research from a focus on 

negative towards consideration of factors that enable hedonic and eudaimonic wellbeing 

and growth. Within this science resilience was identified as a construct that supports 

well-being during stress or trauma. The study of resilience originated over thirty years 

ago from research on children and has focused on adult populations throughout the last 

decade.  

 The strong focus on identifying the characteristics of resilience initially resulted in 

resilience and well-being becoming viewed as stable and trait-like. A number of studies 

have demonstrated the link between personality and well-being. However, no direct 

relationship has consistently been identified between resilience and personality traits. 

The notion that once developed the characteristics of resilience become stable and trait-

like is challenged by research which indicates that hedonic well-being can be increased 

or changed during adulthood. The resilient characteristics that might encourage a 

process that leads to increased well-being in adults include positive environmental-

evaluations, positive self-evaluations and meaning and purpose in life. These 

characteristics are proposed to encourage engagement in a process which leads to 

strengthened resilience and increased well-being. This process is discussed further 

below. 
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Resilience as an Individual Process 

Researchers agree that particular individual characteristics identify resilient 

individuals and that these characteristics are strengthened or encouraged via common 

adaptation process which are the result of normal human functioning (Bonanno, 2004; 

Bonanno, Galea, Bucciarelli, & Vlahov, 2007; Luthar et al., 2000; Masten, 2001; Masten 

& Powell, 2003). Since the early 1990’s researchers have attempted to develop models 

of how this resilient process may operate. Within these models resilience became defined 

as a process of coping successfully with adversity in a way that results in the enrichment 

or strengthening of resilient characteristics (Richardson, Neiger, Jensen, & Kumpfer, 

1990), and a higher order factor that enables individuals to experience positive 

emotions, effective coping strategies and growth when faced with daily stress (Fisk & 

Dionisi, 2010).  

Viewing resilience as a process suggests that exposure to stress can encourage 

greater resilience in the face of future stress (Carver, 1998). Dienstbier (1989) proposed 

that stress exposure has a positive “toughening” effect only within environments where 

stress is limited and opportunities for recovery are provided. Once toughness is 

developed it is proposed to translate across various domains and stressors (Dienstbier, 

1989). 

Seery, Holman, and Silver (2010) explored Dienstbier’s theory by examining 

participants’ past stress exposure and their current resilient levels. They found that 

participants with some previous adversity coped better with current stress than those 

with no, or prolonged, past adversity. They proposed that experiencing low levels of 

adversity enabled the acquisition of effective coping skills, social support networks, a 

sense of mastery, belief in future coping ability and psychophysiological toughness. 

These qualities made minor daily hassles more manageable and major stressors less 

threatening. They argued that those with a history of high adversity had their coping 

abilities and support networks threatened and undermined, leading to low sense of 

control, feelings of hopelessness and a disrupted development of resilience in the face of 

minor daily hassles and major stressors. Those with a history of no adversity lacked 

opportunity to develop the same protective factors as those with some adversity, 

resulting in distress when faced with future stressors.  

The above indicates that exposure to stress in environments that present 

opportunities for recovery foster a resilient process that lead to increased resilience and 

well-being. The following outlines some of the aspects within this process that may 
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support resilience within these stress-limited environments and, thus, increase well-

being. 

Stress Arousal  

The cognitive transactional model of stress and coping (Lararus & Folkman, 1984; 

Lazarus, 1999) suggest that stress arousal occurs when a situation or environment is 

appraised as too demanding or requiring resources that are beyond the individual’s 

means (Lararus & Folkman, 1984). The model proposes that two appraisal processes 

(primary and secondary) are necessary for a stress reaction to occur. Primary appraisal 

evaluations regard whether or not a situation is relevant to one’s values, goals, beliefs, 

and situational intentions (Lazarus, 1999). Whereas secondary appraisal refers to an 

evaluative process that focuses on what can be done about a situation (Lazarus, 1999). 

This appraisal is essentially an evaluation of coping options, however, does not include 

behaviours associated with coping.   

There is evidence to suggest that adults engaging in a resilient process may have 

less stress arousal than their non-resilient peers. For example, McCalister, Dolbier, 

Webster, Mallon, and Steinhardt (2006) found that “hardy” workers (workers with high 

levels of commitment, control and challenge) reported less work stress compared to 

“non-hardy” workers. Furthermore, in a sample of older adults, Montpetit, Bergeman, 

Deboeck, Tiberio, and Boker (2010) found that the ways in which people interpret the 

stressors in their daily lives influence their emotional reactions to the stressor. That is, 

people who are more able to regulate their emotional responses to stress were more 

resilient and recovered from stress faster compared to those who got emotionally caught 

up in the experience. These results support the assertion that lower levels of stress 

arousal contributes to the resilient process by enabling more resistance to the harmful 

effects of on-going stress and a quicker recovery from such stress. 

The Role of Emotion  

Like secondary appraisal, emotions are evaluative responses which are part of an 

action system that triggers behaviours related to approach, avoidance, and attack 

(Klinger, 2012; Lazarus, 1999). Emotions supply important information that enables 

both survival and overall social functioning (Langley, 2012). Researchers have 

traditionally focused on the role negative emotions play in the resilient process. For 

example, negative emotions positively correlate with work stress, negatively correlate 

with job satisfaction, hardiness, work support (Diehl & Hay, 2010; McCalister et al., 

2006) and relate to more maladaptive coping strategies (disucssed further below; 

Fogarty et al., 1999).  
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More recently, researchers have shifted their focus towards the role positive 

emotions play in the resilient process. The Broaden-and-Build Theory (Fredrickson, 

1998; Fredrickson & Cohn, 2008) proposes that positive emotions broaden “thought-

action repertoires” and lead to lasting resources which strengthen resilience to future 

stress. That is, positive emotions create a wide range of novel thoughts and behaviours 

that are not (like negative emotions) essential to safety, or survival. Positive emotions, 

such as joy, start a process that encourages exploration, learning, and connection with 

others. Over time these positive experiences may lead to increases in intellectual, social, 

and physical resources. These resources are then drawn on in times of adversity 

enabling more effective coping. Support for this theory is seen in evidence that 

demonstrates that positive emotions are linked to a number of positive coping styles all 

of which promote better psychological outcomes (Carver et al., 1993; Lararus & 

Folkman, 1984). In particular, positive emotions are found to be associated with broad-

minded coping strategies (coping which aims to expand the range and scope of thoughts 

and actions in which an individual engages; Fredrickson & Branigan, 2005). This 

broad-minded coping strategy which has been found to be directly associated with 

growth (Fredrickson & Joiner, 2002). Furthermore, engagement in broad-minded coping 

predicts increased positive emotions. Fredrickson and Joiner (2002) propose that these 

findings indicate that broad-minded coping and positive emotions reinforce each other so 

to predict a positive “upward spiral of well-being” (Fredrickson & Joiner, 2002). Thus, as 

Peterson (2006) suggests “the evolutionary payoff of positive emotions is therefore not 

in the here and now but in the future” (p. 58). 

A large amount of research supports the role positive emotions have in the 

resilient process. For example, research has demonstrated that the relationship between 

resilience and outcome (e.g., depression) is mediated by the presence of positive 

emotions (Fredrickson, Tugade, Waugh, & Larkin, 2003), those who experienced 

frequent positive emotions have increases in resilience and satisfaction with life (Cohn, 

Fredrickson, Brown, Mikels, & Conway, 2009), positive emotions enable older resilient 

people to be less emotionally effected by stress and to recover quicker from daily stress 

(Ong, Bergeman, Bisconti, & Wallace, 2006) and positive emotions not only reflect 

success and happiness in life, they produce success and happiness as well (Lyubomirsky, 

King, & Diener, 2005).  

Despite the shift in focus towards the study of positive emotions, negative 

emotions are not forgotten within the Broaden-and-Build Theory and thus are still 

recognised as important within the science of positive psychology. In fact, in her book 

Positivity Fredrickson (2009) highlights that no-one can flourish without experiencing 
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negative emotion. She has found that a ratio of three positive emotions to every one 

negative emotion creates a tipping point, predicting whether people languish or flourish 

(Cohn et al., 2009; Fredrickson & Losada, 2005). Importantly, however, is that this 

positivity ratio is not three to zero and is instead three to one, thus the ratio 

encompasses the full range of human emotions, including the negative ones. Fredrickson 

(2009) states that:  

To experience 100-percent positivity defies and denies the humanness of life. 

It would mean that you’d buried your head in the sand, and it would 

eventually drive others away from you (p.32). 

Coping Strategies  

Coping is the cognitive and behavioural efforts an individual puts into place to 

manage stressful encounters (Lararus & Folkman, 1984; Lazarus, 1999). Coping 

strategies can be problem-focused (i.e., attempts to directly change the relationship 

between the person and the stressor) and emotional-focused (i.e., attempts to change 

the meaning of the relationship between the person and the stressor). Emotion-focused 

coping is thought to be adaptive in environments where there is little opportunity for 

control and problem-focused coping more useful in environments that promote 

opportunity for change (Jordan, 2004b; Lazarus, 1999). 

When coping is ineffective (i.e., maladaptive), stressors may increase and stress 

arousal may become heightened. When coping strategies are effective stressors reduce 

and stress arousal is lowered (Lazarus, 1999). However, coping is not wholly understood 

as the resolution of stress. In some situations coping may not be sufficient to reduce or 

overcome stress; but it may be sufficient to allow the person to manage, tolerate or 

accept the stressors and associated distress (Lazarus, 1999).  

 A number of problem- and emotional-focused coping strategies have been 

identified in research which are helpful or maladaptive depending on the degree they are 

engaged in. The distinction between the two coping styles can be somewhat blurred as 

different definitions exist. However, problem-focused strategies tend to include; active 

coping (e.g., doing something about the situation), seeking instrumental support (e.g., 

getting advice or help from others) and planful problem solving (e.g., formulating and 

following a plan; Carver, 1997; Folkman & Lazarus, 1988). 

The list of emotion-focused coping includes; venting (e.g., expressing anger, 

negative feelings), distancing or denial (e.g., trying to forget, refusing to believe that it 

has happened), self-control (e.g., keeping feelings hidden), seeking emotional support, 

self-blame, escape avoidance (e.g., hoping for a miracle, avoiding people), acceptance, 
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humour, religion, self-distraction (e.g., turning to work or other activities to think about 

it less), substance use, behavioural disengagement (e.g., giving up trying to deal with 

it), and positive reappraisal or reframing; the strategies that Fredrickson and colleagues 

have identified as broad-minded strategies (e.g., trying to see the problem in a different 

light, trying to step back from the problem to be more objective, thinking of different 

ways to deal with the problem; Carver, 1997; Folkman & Lazarus, 1988; Fredrickson & 

Joiner, 2002; Moos, 1988). Importantly, broad-minded strategies may include problem- 

and emotion-focused coping as this type of coping focuses on both problem solving and 

on reducing the emotional impact of the problem. 

In summary, the above describe three different aspects of the resilient process. 

The discussion indicates how stress appraisal and reduced stress arousal may enable 

more positive emotions during stress and lead to more effective coping which, in turn 

reduces stress arousal and leads to more positive emotions (i.e., feedback loops or 

positive “upward-spirals” are apparent in the process).  

The following identifies the different pathways a resilient process may take. It 

outlines how this process may enable recovery, and/or maintenance of well-being, 

and/or thriving/flourishing and growth in the face of stress and adversity.  

Identifying a Resilient Process 

Figure 1 illustrates five possible pathways through stress and the outcomes that 

may occur during and following prolonged stress. The figure is based on the work of 

Carver (1998), O'Leary and Ickovics (1995), Richardson et al. (1990), Seligman (2011), 

Steinhardt and Dolbier (2008), and Wong and Wong (2012). The three proposed 

“Resilient” pathways enable maintained or increased levels of well-being during and 

following stress. The “Recovery with Loss” and “Dysfunction” pathways are associated 

with maladaptive coping strategies, significantly decreased levels of well-being and 

increased risk of burnout, traumatic stress and impairment during stress (discussed 

further in Chapter Two). Importantly over a lifetime one’s pathways through stress may 

vary; that is an individual may find themselves thriving at one point and recovering at 

another depending on their life stage and the intensity of the environmental stressors 

they are exposed to. Furthermore, the trajectory of the path will fluctuate, not be 

smooth as these lines suggest. 

The “invulnerability” pathway illustrated in Figure 1 describes a process whereby 

a person has faced a situation that poses a subjectively significant threat, has adapted 

positively to the situation, and continued to function within their normal range. This 

pathway involves successful problem- or emotion-focused coping, however, does not 
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include significant changes in behaviour or worldview. In comparison, the 

“Thriving/Flourishing” (Carver, 1998; Seligman, 2011), and “Recovery with Growth” 

pathways suggest not just a return to a previous state of well-being but movement 

through and beyond stress or suffering into a new and more enhanced level of well-

being. Someone who thrives/flourishes through stress or grows following disruption will 

therefore be psychologically and/or physically better off following the event (Carver, 

1998; Fredrickson & Joiner, 2002), suggesting that during the stressful event the 

individual has experienced reduced stress arousal, successful coping strategies and more 

positive relative to negative emotions. 

 
Figure 1. Pathways through stress. 

 

Thriving and flourishing are often paired with resilience. However, there is debate 

as to whether a recovery pathway is also linked to the concept of resilience. Bonanno 

(2004) proposes that the concept of recovery is different to resilience as it describes 

someone whose well-being has been significantly disrupted. Furthermore, this disruption 

may last several months or years (e.g., chronic depression is experienced) which is then 

followed by a gradual return to previous levels of functioning (i.e., recovery). Bonanno 

(2004) argues that resilient individuals may experience fluctuations in normal 

functioning (e.g., restless sleep), however do not experience prolonged disruption, 

instead generally maintain or increase their levels of well-being throughout the stressful 

events. Wong and Wong (2012) however disagree. They argue there is little empirical 

evidence or theoretical advantage to distinguishing between resilience and recovery. 
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Wong and Wong maintain that when “the subjectively perceived severity of the trauma 

[is considered] the differences between recovery and resilience become blurred” (p. 

588).  

Summary 

The above discussion highlights how recovery from stress in environments where 

stress is limited may lead to strengthened resilience and increased wellbeing. This 

resilient process is proposed to include reduced stress arousal, positive emotions and 

adaptive coping processes. The discussion demonstrated how aspects of the resilient 

process are interlinked. That is, reduced stress arousal is likely to enable more positive 

emotions which enable more effective coping which, in turn enable reduced stress 

arousal and more positive emotions. 

A process of resilience is identified as a one that enables an individual to return to 

or maintain their well-being during and following a stressful event. The resilience process 

may also, but not necessarily, involve growth and thriving/flourishing, and therefore lead 

to strengthened resilience and increased well-being. Clearly missing, however, from this 

discussion is the influence contextual factors, particularly relationships, have on this 

resilient process.  

 

Resilience through a Relational Lens 

The investigation of the positive, rather than negative, aspects of human nature 

has renovated the field of psychology. However, while the understanding of resilience 

has shifted from a concept that only involves set personality traits towards one that 

includes adaptive process and contexts, the current view of resilience is still 

individualistic in its nature. That is, resilience is, more often than not, viewed as a coping 

process that arises from individual strengths and motivations, a view that results in 

relationships or larger system factors such as culture being largely overlooked or 

ignored. In fact, it could be argued that the current concept of resilience runs the risk of 

reinforcing a view that well-being is solely in the hands of the individual and 

interrelations with others, society and culture are not part of the solution.  

A relational renaissance is, however, taking place within the science of positive 

psychology. Recent research indicates that positive relationships are the most important 

characteristic for the development and maintenance of resilience throughout the life-

span. For example, in their longitudinal studies of resilience Werner and Smith (2001) 

found that the experience of a positive relationship with another was one of the most 
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powerful factors to impact on an individual’s ability to overcome adversity. Furthermore, 

following an extensive review of the research on resilience in development, Luthar 

(2006) concluded that “resilience rests, fundamentally, on relationships” (p. 780). These 

findings and conclusions should not be surprising given that, through every stage of life 

relationships are intrinsic to many things humans do (Roffey, 2012). Moreover, every 

major theory of human development identifies how past relational experiences impact 

future experiences and expectations. For example, attachment theory (Bowlby, 1969, 

1973, 1980) describes how early childhood/caregiver interactions powerfully impact on 

how people see themselves, the world and future relationships. In fact, the definition of 

secure attachment (i.e., “seeking closeness in the face of stress”; Nichols & Schwartz, 

2001, p. 98) is closely linked to the notion of relational resilience.   

Relational resilience (Jordan, 2004b) is derived from Relational-Cultural Theory 

(RCT; Miller, 1976) and examines the relational forces that encourage growth and 

strength when faced with adversity (Jordan, 2004b). Relational resilience shifts the view 

of resilience away from a “separate-self” model towards an interdependent model of 

resilience. Relationships within this model support vulnerability, mutual empathic 

involvement, relational confidence, empowerment, and increased meaning within the 

context of relational awareness (Jordan, 2004a; Jordan, 2004b). Relational awareness is 

an understanding of what actually exists in relationship and involves looking at one’s 

patterns of relating whilst at the same time being present and not caught up in the 

experience (Jordan, 2004a). That is, relational awareness involves the ability to learn 

about the consequences and sequences of one’s behaviour without becoming 

immobilised by self-doubt and self-blame.  

At the centre of relational resilience are “resilient enhancing” or “growth-

fostering” relationships (Hartling, 2008; Miller, 1986). These relationships create 

increases in zest or vitality, empowerment, self-, other- and relationship-clarity, a sense 

of worth, and a desire to develop more relationships. Importantly, growth-fostering 

relationships benefit all involved in the relationship.  

Growth-fostering relationships are proposed to naturally move through periods of 

connection, disconnection, and reconnection (Hartling, Rosen, Walker, & Jordan, 2004). 

It is the ability to resolve disconnections that enable opportunities to reconnect and shift 

the relationship towards new, improved connection and growth (Jordan, 2004b). Growth 

from disconnection involves awareness of the factors that created the disconnection and 

the ability to discover a way to reconnect and to build stronger connections (Jordan, 

2004b). Furthermore, it is suggested that growth that occurs through the cycle of 

connection and disconnection is what leads to the development of the resilient 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

16 

 

characteristics described above (i.e., positive self and environmental evaluations and 

meaning and purpose in life; Hartling, 2008; Jordan, 2004b).   

To engage successfully in this relational cycle an open sharing of vulnerability (by 

acknowledging one’s need for support or acceptance) is essential. To admit vulnerability 

one must be able to judge safe, trusting relationships from relationships where one 

should be self-protective (Jordan, 2004b). If past experiences have led to doubt in the 

trustworthiness of others, people will have difficulty developing the ability to be open to 

sharing vulnerability within current relationships regardless of if they are safe or not. 

Furthermore, a culture that does not support the sharing of vulnerability can result in 

people relating inauthentically, fearing openness, and adopting roles that lead to 

disconnection and isolation (Jordan, 2004b). However, if a person is able to develop 

trust and confidence in others, their relationships will support a sense of self-confidence 

and contribute to their well-being and resilience (Hartling, 2008; Jordan, 2004b).  

Learning to discriminate mutual from non-mutual relationships is also important 

for relational resilience to occur (Jordan, 2004b). This involves the ability to distinguish 

between relationships that are mutually empathic and mutually empowering versus 

when relationships that is unjust or regulated by “power-over” dynamics (Jordan, 

2004b). Power-over dynamics dictate the shape of the relationship. That is, the more 

powerful person has the power to determine the rules and direction of the relationship. 

The more powerful person in the relationship also has the assumed right to receive 

support from the less powerful person thus reducing the ability for the relationship to be 

growth-fostering (Jordan, 2004b).  

The following describes some of the discussed resilient concepts in light of 

relational resilience. 

Relationships and Personality 

As discussed, temperament and personality characteristics may play a role in the 

development of resilience during adulthood. A hypothesised personality construct that 

relates directly to resilience is the personality construct “hardiness” (McAdams, 2012). 

Hardiness emphasizes three interrelated beliefs regarding a person’s interactions with 

the world, namely commitment, control, and challenge (Kobasa, 1979; Maddi, 2012). 

Kobasa and Puccetti (1983) explain: 

Persons high in hardiness easily commit themselves to what they are doing… 

generally believe that they at least partially control events,… and regard 

change to be a normal challenge or impetus to development (p. 840). 
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Critics have, however, argued that the three characteristics of hardiness are not 

interrelated and therefore not a singular personality construct (e.g., Hartling, 2008; Hull, 

Van Treuren, & Virnelli, 1987). Despite the critique of the hardy personality, what is of 

interest here is that hardiness characteristics are proposed to arise from supportive and 

positive interactions with others. In particular, the components of hardiness are 

proposed to develop in the context of positive parent/child interactions. For example, 

commitment is hypothesised to arise from parent-child interactions that enable the 

young person to feel accepted and encouraged (Fry & Lupart, 1987). A sense of control 

is proposed to develop from parents who encourage engagement in activity that can be 

grasped via effort (Maddi, 2012) and a sense of challenge is developed in environments 

that includes small and frequent (but not significant) changes communicated by the 

parents as interesting rather than threatening (Khoshaba & Maddi, 1999). Thus, the 

above discussion suggests that the characteristics of hardiness may relate to the 

development of secure attachment which, as discussed is linked to the notion of 

relational-resilience.  

Relationships and Positive Self-Evaluations 

Self-esteem and self-efficacy are probably the most commonly known and widely 

accepted positive self-evaluation associated with resilience. However, these self-

evaluations may be particularly fragile if the person’s positive sense of self is solely 

determined by their achievements and how they compare themselves to others (Neff, 

2009). Hartling (2008) suggests that a beneficial or protective sense of self-esteem is 

better viewed as a sense of self-worth that arises through positive relationships. In 

essence, self-worth (esteem) becomes protective when it is not limited to success and 

includes the knowledge “that one matters to someone else” (Hartling, 2008, p. 60).  

Self-compassion is a construct related to self-esteem, however, unlike self-

esteem arose from collective, not separate self, values (Neff, 2008; Neff 2009). Self-

compassion is the ability to accept one’s own suffering with feelings of warmth, 

connection, and concern, be kind and understanding towards one’s self, acknowledge 

that failure is part of the human experience and, pay attention, in a non-judgemental 

way, to painful thoughts and feelings (Neff, 2003). Thus, self-compassion involves 

feelings of care and non-judgemental understandings that connects the self to others. 

Self-esteem, on the other hand, is based on self-evaluations that tend to separate the 

self from others. Research supports this notion demonstrating that, compared to self-

esteem, self-compassion is relatively stable, contributes to resilience, strongly correlates 

with self-esteem, however, does not, like self-esteem, correlate with narcissism (Neff, 

2003; Neff 2009). 
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Furthermore, and in line with the relational view of resilience, is the proposition of 

Gilbert (1992). Gilbert proposes that self-compassion deactivates the threat system via 

connection to feelings of secure attachment and safeness (activation of the self-soothing 

system). Therefore, like self-worth, self-compassion may arise through positive 

relationships (secure attachments) with others. Furthermore, self-compassion may be 

supportive of growth-fostering relationships as it encourages people feel a greater sense 

of interpersonal connection (Gilbert & Irons, 2005). Because of the lack of fragility 

associated with self-compassion and its association with interdependence rather than 

independence it is not only likely to contribute to an individual’s sense of self-worth but 

may also be more supportive of a relational-resilient process than other positive self-

evaluations.  

Relationships and Social Support  

Literature on the characteristics of resilience has often cited the advantageous 

and protective functions that social support has in reducing the damaging consequences 

of life stressors. This literature suggests that positive relationships significantly reduce 

the impact of stress and enable opportunities for recovery. These relationships may, 

therefore, lead to the development of resilient characteristics, such as optimism. 

It is, however, argued that the concept of social support is characterized by the 

bias of a one-directional separate-self model (Hartling, 2008). That is, research into 

social support is viewed from the point of view of the stressed person seeking support 

and the two-way bidirectional nature of relationships is largely ignored (Hartling, 2008; 

Jordan, 2004b). However, relational resilience suggests, relationships are most 

restorative when they encourage authentic connection which enables learning for all 

involved (Brion-Meisels & Jones, 2012; Hartling, 2008).  

Utilising support when in need is a complex process. For example, people tend to 

directly seek assistance in committed relationships, such as a marriage, and are more 

indirect in their approach (e.g., stating a problem without explicitly asking for help) in 

less established and reliable relationships (e.g., relationships at work; Jordan, 2004b). 

This can lead to difficulties accessing appropriate support when in need, particularly as 

people often wish that others will know implicitly what is needed without the person 

requiring support having to state it explicitly (Lazarus, 1999). Therefore, accessing 

appropriate support requires the ability of both parties to tune into the needs of the 

other and via authentic connection, mutual empathy, trust and admitted vulnerability 

(Hartling, 2008; Jordan, 2004b). Thus, relational awareness, that is the ability to 

positively evaluate one’s own, and others relational abilities is important for seeking 
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support. A history of past and current positive growth-fostering relationships with others 

may increase one’s ability to make these positive relational-evaluations and therefore 

enable one to utilise support appropriately when stressed. 

Relationships and Meaning in Life 

The pursuit of a meaningful life may directly relate to ones relationships with 

others. That is, research has indicated that interpersonal relationships are perhaps the 

most fundamental requirement and contributor to the experience of a meaningful life 

(Baumeister & Leary, 1995; Khoshaba & Maddi, 1999; Klinger, 2012; Ryan & Deci, 

2001). For example, research has demonstrated that when expressing what makes life 

meaningful people almost always discuss social relationships (Ebersole, 1998; Wong, 

1998) and relatedness need satisfaction is found to positively correlate with meaning in 

life (Steger, Kashdan, Sullivan, & Lorentz, 2008). Furthermore, social exclusion is found 

to lead to decreases in meaning in life (Stillman et al., 2009; Twenge, Catanese, & 

Baumeister, 2003).  

Relationships and Emotions  

Emotions are embedded in relationships (Langley, 2012). Positive feelings in 

interactions with others increase confidence and a positive sense of self (Roffey, 2012), 

and people who experience and express gratitude towards others experience additional 

closeness, affection and positive thoughts and feelings about others (Meunier & Baker, 

2012) and increased positive emotions (Fredrickson, 2009).  

 Gottman, Coan, Carrere, and Swanson (1998), first explored the positivity ratio in 

a sample of married couples. The results of this study led to further exploration of the 

positivity ratio in individuals and teams and the finding that the positivity ratio tipping 

point differs if the person is experiencing positive emotions by themselves or as a part of 

a team. That is, a ratio of 3:1 positive to negative emotions is found to be necessary for 

individuals to flourish (Fredrickson & Losada, 2005), whereas a ratio of 5:1 positive to 

negative emotions is necessary for teams or groups to flourish (Losada & Heaphy, 

2004). However, at least half of Fredrickson’s (2009) ten forms of positivity are positive 

emotions that are shared emotional experiences (e.g., gratitude, pride, amusement, 

awe, and love). Therefore, despite differences between individual and team emotional 

tipping points for flourishing, the experience of positive emotions is potentially a shared 

experience and therefore relational.   

Negative emotions, like positive emotions, also affect relationships. That is, a 

person’s negative emotion can influence relationships, particularly if they have big 

personalities, high status, or are in a more powerful position (Langley, 2012). For 
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example, a group (such as friends, family, or colleagues) may shut a person in a 

negative mood out of discussions and interactions as this is easier than dealing with their 

mood. The person in the negative mood may then react aggressively towards their group 

resulting in those around them feeling belittled or uncomfortable. The result of these 

interactions is the breakdown of relationship and a downward spiral of well-being for all 

involved (Langley, 2012). However, the opposite of the above scenario may also occur. 

This would require a significant cultural factor to be in place. That is, a culture that 

supports vulnerability and enables the person in the negative mood to recognise and 

discuss the source of their negativity (e.g., stress, fear, anger). This cultural factor may 

also allow the group to respond with support and understanding towards the person and 

might, through the resolution of disconnection, result in increased connection and 

growth. 

Negative emotions may therefore not just lead to disconnection but also enable 

connection (Jordan, 2004b). The pathway that is followed may depend, in part, on the 

intensity of the negative emotion. That is, depression may increase isolation and 

disconnection, whereas, sadness may generate connection if the person feels able to 

seek support from those around them. Anger may lead to connection via the 

communication of hurt. Rage, however, may lead to disconnection as the intensity is too 

much and is influenced by many past unresolved angers. Therefore, by their very 

nature, some negative emotions may result in disconnection and subsequently reduced 

resilience and well-being (Hartling et al., 2004; Jordan, 2004b).  

Shame, guilt, embarrassment and humiliation have been identified as social 

emotions that directly relate to our consciousness of others’ reactions to us (Dunn, 

2003). These emotions are part of a family of emotions referred to as the self-conscious 

(Lewis, 2008; Tangney & Fischer, 1995) and relationally-conscious emotions (Hartling et 

al., 2004). They play an important role in the motivation and regulation of thoughts, 

feelings, and actions with respect to both interpersonal and goal-directed behaviour 

(e.g., Baumeister, Stillwell, & Heatherton, 1994; Tangney & Fischer, 1995; Tracy & 

Robins, 2004). That is, they drive people to work hard to achieve their goals (Stipek, 

1995) and behave in moral, appropriate ways in their social interactions and 

relationships (Baumeister et al., 1994; Leith & Baumeister, 1998). However, self-

conscious emotions are painful to experience and consequently motivate individuals to 

defend themselves against these experiences (i.e., self-conscious emotions trigger 

increased anxiety in relationships and therefore the person engages in detachment or 

externalising; Bennett, Sullivan, & Lewis, 2005; Tangney, 1990; Tangney, Wagner, 

Fletcher, & Gramzow, 1992; Tracy & Robins, 2004). Externalisation or blaming someone 
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else is a typical appraisal for anger (Tangney, 1990; Tangney et al., 1992). Therefore, 

the experience of self-conscious emotions may be related to increased risk of 

detachment from relationships as if left unresolved anger may lead rage. 

Summary 

While the understanding of resilience has shifted from a concept that only 

involved set individual characteristics towards one that includes adaptive process and 

contexts, the current view of resilience is still individualistic in its nature. However, a 

relational renaissance is occurring within the science of positive psychology with recent 

research indicating authentic connection and positive engagement in relationships as 

essential for the development and maintenance of resilience throughout the life-span. 

The theory of relational resilience examines the relational forces that encourage growth 

and strength when faced with adversity and shifts the view of resilience towards an 

interdependent resilience model. Within this model growth-fostering or resilient-

enhancing relationships are viewed as essential in one’s ability to experience stress 

limited environments and recover from stress. Engagement in these relationships leads 

to the development of internal strengths and resilient characteristics, experiences of 

positive emotion, resolution of negative emotion, meaning/purpose in life, growth, and 

well-being.  

Hartling (2008) suggests that viewing resilience through a relational lens might 

lead to resilience being defined as “the ability to connect, reconnect, and resist 

disconnection in response to hardships, adversities, trauma, and alienating 

social/cultural practices” (p.56). The importance of the relationship is, therefore, 

incorporated into the definition of resilience used in this thesis. That is, resilience is 

defined as a process that encourages authentic connection in relationship when faced 

with adversity. This authentic connection enables engagement in resilient fostering 

environments and growth fostering relationships; both of which enable individuals to 

develop and strengthen resilient characteristics and experience positive outcomes such 

as a return to, maintenance of, or increase in, well-being when facing adversity and 

stress. 

 

Conclusion 

Chapter one focused on the research on resilience. The review discussed how the 

understanding of resilience has moved from a personality construct towards a process 

which included characteristics, environments, reduced stress arousal, emotion and 

coping. The review highlighted how positive, growth-fostering, relationships with others 
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were essential in the development of these characteristics and processes; however were 

currently missing from many resilient theories and research. 

The following chapter reviews the literature on the stressors associated with the 

psychology profession and the negative outcomes that can occur for psychologists when 

exposed to this stress (i.e., burnout, traumatic stress, distress, and professional 

impairment). It then shifts the focus towards research on resilience, well-being, 

satisfaction and growth within the psychology profession.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

23 

 

Chapter Two: Resilience in the Psychology Profession 

Introduction 

Psychology professionals aim to address social and behavioural problems that 

individuals, families and communities experience so to promote psychological well-being 

and positive development. While there are many rewards embedded in this type of work 

it has been recognised that this work can also lead to burnout and traumatic stress. As 

suggested in Chapter One, resilience may play a part in protecting psychologists from 

the negative outcomes of stress and also lead to positive outcomes such as growth and 

increased well-being. 

The importance of building resilience in the psychology profession is further 

highlighted as the psychologist, as a person, is largely the “instrument” of their work. 

That is, it is the psychologist’s experiences, knowledge, relational skills, personal 

reflective ability, and clinical decision making that play the major part in determining 

whether therapy will be successful (Barnett, Baker, Elman, & Schoener, 2007).  

As identified in the definition of resilience, for a resilient process to occur one 

must first encounter stressful/adverse events. The following sections outline the 

stressors faced in the psychology profession and the negative outcomes that can occur 

following prolonged exposure to this stress. Following this, the chapter explores the 

resilient process in the psychology profession focusing on workplace environments, 

professional relationships, individual characteristics, coping strategies and the positive 

outcomes that may occur during and following successful engagement in a resilient 

process.  

 

Significant Stressors within the Psychology Profession 

The psychology professional faces a number of work-related stressors, such as 

interpersonal conflict and threat of job loss. However, the work of a psychologist also 

contains unique stressors which relate to systemic issues, client related difficulties, and 

explicit and implicit personal stress.  

Systemic Issues 

A number of the most stressful events reported by psychologists relate to the 

systems they work in. These systemic stressors include, the changing healthcare 

environment (e.g., reductions in earning potential along-side expectations of faster and 

better service) and watching money spent on unnecessary projects that seem to have no 

connection to helping people or enhancing the healthcare system (Case & McMinn, 2001; 
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Wicks, 2008). Other systemic stressors include working in isolation, alienation, 

paperwork demands, difficulties receiving payment for services (for those in the private 

sector), unsuccessful review decisions, limited time to complete tasks, working with 

different organisations and in multidisciplinary teams, role conflict or ambiguity, being on 

call during nights and weekends, ethical concerns, funding restrictions, malpractice 

claims, and the threat of complaints (Barnett et al., 2007; Gardner & O'Driscoll, 2007; 

O'Connor, 2001; Sherman & Thelen, 1998; Wicks, 2008).  

Limited resources within the organisational system may also contribute to stress 

levels. Limited resources may result in psychologists taking on a large number of 

different roles throughout the day (e.g., administrator, therapist, mediator, crisis 

counsellor, and referral source) and may also lead to back-to-back, emotionally intense 

and/or exhausting sessions with clients (O'Connor, 2001). This may result in the 

psychologist feeling a lack of control over their working environment and subsequently 

result in higher rates of burnout (Rupert & Kent, 2007; Rupert & Morgan, 2005).  

Client Related Difficulties  

Particular client behaviours are a source of stress for psychologists. These 

behaviours include, clients failing to improve or relapsing, suicidal clients, emotionally 

demanding clients and violent clients (Barnett et al., 2007; Pope, Sonne, & Greene, 

2006; Rupert & Morgan, 2005; Sherman, 1996; Smith & Moss, 2009). There may also 

be differences in client related stress depending on the psychologist’s speciality or 

interests (i.e., the types of client groups they are involved with). For example, Senter, 

Morgan, Serna-McDonald, and Bewley (2010) measured burnout, job satisfaction, and 

life satisfaction in correctional, public psychiatric hospital, veteran’s affairs, and 

university counselling centre psychologists. They found that correctional psychologists 

experience significantly greater degrees of occupational burnout compared to veteran’s 

affairs and university counselling centre psychologists. Further, correctional and public 

psychiatric hospital psychologists reported significantly less job satisfaction than 

university counselling psychologists.  

Explicit Personal Stressors  

Explicit personal stressors experienced by psychologists include many of the same 

personal challenges and difficulties as the general public, such as financial and health 

difficulties, inadequate quiet time and physical rest, and high conflict in the family, 

home, or living environment (Wicks, 2008). Sherman and Thelen (1998) found that the 

most significant source of stress for psychologists was the experience of problems in 

close personal relationships and/or personal injury or illness. Importantly, these personal 
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factors may impact on the psychologist’s professional performance and the stresses 

faced in daily practice may impact on the psychologist’s personal life (Barnett & Cooper, 

2009).  

Implicit Personal Stressors  

Implicit personal stressors have also been identified as a source of stress for 

psychologists. These stressors include a perceived expectation that psychologists should 

always be mentally healthy (Sherman & Thelen, 1998), unrealistic ideals and negative 

beliefs regarding therapy process, shame over failures, guilt regarding taking time to 

look after oneself (Wicks, 2008), and low confidence due to lack of experience 

(Ronnestad & Skovholt, 2003). Regarding experience, research has shown that less 

experienced psychologists often report more stress when compared to more experienced 

psychologists. However, a possible explanation for these results is that psychologists 

with the highest stress arousal leave the profession early so that, at the more 

experienced level, stress appears lowered. 

Another possible implicit personal stressor relates to difficulties in maintaining 

appropriate emotional boundaries. “Professional boundaries” is a term used to describe 

the line between appropriate and inappropriate human contact between the psychologist 

and the client (Skovholt & Trotter-Mathison, 2011). Training and supervision provides 

information regarding appropriate physical boundaries, however, less attention is given 

to emotional boundaries (i.e., ability to emotionally detach and reattach to clients). 

Inability to put in place appropriate emotional boundaries can result in the psychologist 

becoming preoccupied with the emotional pain of the client. This inability to maintain 

emotional boundaries can result in elevated stress for the psychologist (Skovholt & 

Trotter-Mathison, 2011). 

To further complicate this is that some who enter mental health professions may 

have an existing vulnerability to distress due to family histories and personal 

backgrounds (Barnett et al., 2007; O'Connor, 2001). For example, Pope and Feldman-

Summers (1992) found that 70% of female and 33% of male psychologists reported a 

history of physical of sexual abuse as children, and over 30% reported some type of 

abuse as adults. Furthermore, psychologists may have childhood backgrounds where 

they felt responsibility to care for family members which may also impact on their ability 

to care for themselves. As Sussman (1995) explains: 

Many therapists… grew up playing the role of caretaker, go-between, 

parentified child or burden-bearer within their families of origin. Having 
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learned at an early age to attune themselves to others, therapists often have 

great difficulty attending to their own emotional needs (p. 4). 

Thus the role of primary caregiver in the early years and/or personal histories of trauma 

appear to be common among mental health professionals. These backgrounds may 

render psychologists more vulnerable for experiencing distress and traumatic stress 

(Pearlman & Mac Ian, 1995). However, childhood caregiving roles and traumas may 

have been what initially attracted the psychologist to the profession. Furthermore, past 

difficulties may enable the psychologist to identify more readily with clients, and the 

learning and training offered by the profession may provide opportunities where the 

psychologist is able to overcome and grow from past difficulties (Barnett et al., 2007; 

O'Connor, 2001). 

Summary 

In summary, the above discussion highlights that psychologists are faced with a 

number of stressors, some of which are also found in other work settings. However, due 

to their past experiences, direct involvement with mental health systems and contact 

with clients’ distress, psychologists are confronted with a number of unique systemic, 

client related, personal stressors that may impact on their working and personal lives. 

The following describes how negative workplace cultures, might further reduce a 

psychologist’s ability to respond adaptively to the stressors described above.  

 

Workplace Culture 

The culture of the psychological and mental health professions may impact on 

how psychologists are able to effectively cope with the particular work-stressors they 

encounter. For example, health care with an increasing dehumanization of the delivery of 

care and with emphasise on better, faster and cheaper approaches sacrifices 

interdependence, collectively and positive relationships (Jordan, 2004b). Within this 

culture it can become difficult for psychologists to establish meaningful connections with 

colleagues and helpful relationships with clients resulting in increased stress for the 

psychologist (Fletcher, 2004). Furthermore, a culture of speed and independence may be 

particularly stressful for psychologists who have been marginalised by the dominant 

culture (e.g., via sexism, ageism, racism, or other prejudice) or whose cultural 

background values collectively and interdependence above separation and independence 

(Jordan, 2004b). 
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Workplace cultures may also promote workaholic attitudes and work/life 

imbalance (e.g., workers are implicitly or explicitly expected not to use their leave and 

are encouraged to work weekends and evenings). These cultures have been found to 

significantly impact on psychologists’ job behaviours (Burke, Burgess, & Oberklaid, 

2003). In turn, high “workaholic” job behaviours have been found to reduce positive 

(i.e., well-being) and increase negative (i.e., burnout) outcomes (Schaufeli, Bakker, Van 

der Heijden, & Prins, 2009). Furthermore, a workaholic culture can impact on those not 

yet burnt-out as working with people (peers, superiors, those coming for help) who are 

already burned out can directly impact on the psychologist’s stress through vicarious 

processes (Wicks, 2008).   

University training may also impact negatively on the psychologists’ workplace 

culture. It is often presumed that the university training psychologists receive increases 

their ability to maintain psychological well-being. However, training in mental health and 

subsequent acculturation into the profession may place psychologists at even greater 

risk for stress related problems than the general population (Barnett et al., 2007). For 

example, being evaluated on one’s personal presentation and ability to relate to clients is 

constant throughout training. This evaluation can not only produce elevated stress for 

the training psychologist but may also result in the trainee believing that they must 

present as invulnerable to stress, a belief that is likely to remain once they enter the 

profession (Skovholt & Trotter-Mathison, 2011). This, in turn, impacts on their implicit 

stressors and reduces the psychologist’s ability to ask for help and support when 

stressed due to fears of stigma and shame. Furthermore, psychologists are encouraged, 

through training in assessment, diagnosis, and treatment, to uphold an impression of 

competence and well-being. These learnt professional attitudes may lead psychologists 

to rationalize or ignore their own behaviour and distress (O'Connor, 2001) and likely 

produce a feeling of invulnerability to emotional and mental health difficulties (Barnett, 

2008). This sense of invulnerability may lead to a professional blind spot for personal 

distress in that the signs of personal stress are overlooked, minimized or denied (Barnett 

et al., 2007; O'Connor, 2001).  

The above suggests that within their work settings psychologists may be 

expected to be independently-able and invulnerable to stress. A workplace culture of 

“invulnerability” is often found in health care settings and assumes that because health 

professionals have a deep understanding of mental health they are always strong, 

usually right, and immune to developing mental health issues themselves (Wicks, 2008). 
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Summary 

 Psychologists may be exposed to a workplace culture which reduces or 

undermines their ability to effectively cope with the types of work stress they encounter. 

Problematic workplace cultures include ones that are characterised by a low value for 

interdependence, collectively, and relationships, dehumanization of the delivery of care 

and emphasise on better, faster, cheaper approaches, and cultures that promotes 

workaholic attitudes, work/life imbalance and invulnerability. These workplace cultures 

have been found to significantly impact on psychologists’ job behaviours and well-being, 

and result in of stress being overlooked or ignored and reduce the psychologist’s ability 

to seek appropriate support. The following describes the negative impact stress can have 

on the psychologist’s well-being. 

 

Negative Impact of Stress on Psychologists Well-Being 

Research on psychologists has traditionally focused on negative outcomes 

experienced as a result of prolonged exposure to work-related stress. These outcomes 

include “compassion fatigue” (i.e., burnout and traumatic stress), “distress” and 

“professional impairment”. 

Compassion Fatigue  

Compassion fatigue (Figley, 1995) is a response to the prolonged stress 

associated with working with individuals who have experienced extreme stress (Stamm, 

2010). It is the “convergence of traumatic stress, secondary traumatic stress and 

cumulative stress/burnout in the lives of helping professionals and other care providers” 

(Figley, 2002, p. 124).  

Burnout. Burnout, conceptualised by Freudenberger (1975), “represents an 

erosion in values, dignity, spirit, and will, an erosion of the human soul” (Maslach & 

Leiter, 1997, p. 17). The term burnout implicitly acknowledges that it is legitimate for 

workers in the caring professions to experience stress, anxiety, depression, and other 

negative feelings associated with their work (Wicks, 2008). 

The symptoms of burnout are typically gradual in onset and associated with 

prolonged work stress, a very high work-load and a non-supportive working environment 

(Stamm, 2010). Warning signs of burnout may include, increased client directed feelings 

of frustration, impatience or anger, boredom or lack of focus, hoping certain clients 

cancel their appointments, fatigue, low motivation, and lack of enjoyment in ones work 

(Barnett, Johnston, & Hillard, 2005). Rates of burnout in psychologists range from low to 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

29 

 

moderate with younger psychologists seeming to be more susceptible (Rupert & Kent, 

2007; Rupert & Morgan, 2005).  

Three levels of burnout have been identified which differ in terms of severity and 

duration of symptoms (Wicks, 2008). The first level of burnout consists of symptoms 

that are fairly mild, short in duration and occur only occasionally. All psychologists will 

likely experience the first level of burnout during their working lives. It is described as 

part of the ups and downs of working in an intense helping profession (Wicks, 2008). 

The second level of burnout is characterised by symptoms that have become more 

severe, stable and intractable to brief interventions. Here, more intensive interventions 

are necessary. That is, the psychologist may require a break from work or a holiday so 

to distance them from the work and allow time for revitalization and reorientation 

(Wicks, 2008). In the third level the burnout symptoms have become chronic and a 

physical or psychological illness has developed (Wicks, 2008). The alleviation of 

difficulties may take much time and effort. Many psychologists experience level two 

burnout at some point during their career; unfortunately some will also experience level 

three (Wicks, 2008).  

A further distinction is made between “meaning burnout” and “caring burnout” 

(Skovholt, 2008). Meaning burnout occurs when caring for and giving to others in areas 

such as emotional development, growth, or psychological well-being no longer provides 

meaning and purpose in life (Skovholt & Trotter-Mathison, 2011). Meaning burnout can 

be the result of activities becoming routine, boring, seemingly insignificant and seen as 

no longer helpful to the client (Skovholt & Trotter-Mathison, 2011). An example of a 

cause of meaning burnout is when the psychologist works in an agency where there is an 

overload of cases and paperwork demands and limited financial resources resulting in 

difficulties for the psychologist to operate in a competent manner (Skovholt & Trotter-

Mathison, 2011). 

Caring burnout is described as a “disengagement of the self from the caring cycle 

of empathic attachment, active involvement, felt separation, recreation” (Skovholt & 

Trotter-Mathison, 2011, p. 154). It is the presence of losses and the absence of gains in 

this caring cycle that contribute to caring burnout (Skovholt & Trotter-Mathison, 2011). 

The three subscales of the Maslach Burnout Inventory (Maslach, Jackson, & Leiter, 1996) 

capture the essence of caring burnout namely; emotional exhaustion (feeling worn out, 

lacking energy), depersonalization (negative approaches and relations with others, 

treating others as objects), and reduced satisfaction and lack of personal 

accomplishment (lowered ability to enjoy or perform at work).  
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Traumatic stress. Traumatic stress for the psychologist is generally a result of 

working with suicidal, violent or threatening clients, and prolonged exposure to clients’ 

stories of distressing or traumatic events. Stamm (1995) argues that “the capacity for 

compassion and empathy seems to be at the core of our ability to be wounded by the 

work” (p. ix). Therefore, empathy, a core ability of the psychologist, may increase 

vulnerability to traumatic stress.  

While caring burnout can occur via working with any type of disordered client, 

traumatic stress only occurs via exposure to direct trauma, traumatized individuals or 

repeated exposure to client’s emotionally arousing stories (Canfield, 2005). Exposure to 

traumatised clients may affect the psychologist in ways that are similar to the first-hand 

impact of trauma as the psychologist experiences the client’s emotional distress 

themselves (Hernandez, Gangsei, & Engstrom, 2007). It is a unique, although relatively 

rare, result of trauma work and may include posttraumatic stress disorder (PTSD) like 

symptoms. Unlike burnout that can have a gradual onset, the symptoms of traumatic 

stress often occur suddenly (Stamm, 2010). These symptoms can include depression, 

apathy, helplessness, impatience, disengagement, emotional depletion, cynicism, 

hopelessness, a significant decline in one’s professional self-esteem and confidence, 

feeling over-whelmed, anhedonia, sleep difficulties, intrusive images, and avoidance of 

the traumatic reminder (Baker, 2003; Skovholt & Trotter-Mathison, 2011; Stamm, 2010; 

Wicks, 2008).  

Traumatic stress has been referred to in a number of different ways including; (1) 

“secondary traumatic stress” (Stamm, 1995) which is based on the categories of acute 

stress disorder and PTSD, (2) “vicarious traumatisation” (Pearlman & Mac Ian, 1995) 

which considers the therapist’s emotions, schemas, memories, self-esteem, and/or 

perception of safety (McCann & Pearlman, 1990; Pearlman & Mac Ian, 1995), and (3) 

“empathic strain”  which is a stress reaction that can lead to the therapist withdrawing 

and decreasing their empathic responses or increasing their involvement and empathic 

responses (Weingarten, 2003; Wilson & Lindy, 1994). While some have argued that 

secondary traumatic stress, vicarious traumatisation and empathic strain are distinct 

responses to the exposure to clients’ traumatic stories, no key differences, in terms of 

triggers or symptoms, have been identified (Stamm, 2010). However, all of these 

reactions to clients’ stories and emotions can have an enormous impact on the 

therapist’s personal and professional life (Arnold, Calhoun, Tedeschi, & Cann, 2005). 
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Distress and Professional Impairment  

The impact of compassion fatigue can lead to feelings of distress. Distress is a 

subjective state that impacts physical, emotional, cognitive, and behavioural well-being 

(Barnett et al., 2005). If left untreated distress leads to professional impairment; the 

inability to practice therapy effectively (Sherman & Thelen, 1998). While distress and 

impairment are related concepts they are distinct in that distress precedes and is a 

warning sign for impairment. If distress is identified and treated it does not necessarily 

lead to impairment (O'Connor, 2001).   

Professional impairment can result in a reduced ability to use one’s professional 

knowledge and clinical skills (Barnett et al., 2007). This places the well-being of clients 

at risk. For example, the effects of professional impairment may result in psychologists 

experiencing a loss of objectivity, engaging in boundary violations (e.g., seeking 

emotional support from clients or having sexual relationships with clients), premature 

termination of clients, irritation with clients, disinterest in clients’ issues and needs, 

mental health difficulties (e.g., becoming suicidal), and engaging in a wide range of 

maladaptive coping strategies such as self-medicating with alcohol and other substances 

(Barnett & Cooper, 2009; Smith & Moss, 2009). Unfortunately, many distressed and 

impaired psychologists continue to practice without seeking assistance despite 

knowledge that their distress can negatively impact their client care (Barnett et al., 

2007). 

The signs of distress and impairment are often ignored by colleagues (Floyd, 

Myszka, & Orr, 1998). One reason for not intervening may be a lack of knowledge of 

distress and/or impairment signs (Smith & Moss, 2009). That is, subtle signs of distress 

such as, fatigue, grief, depersonalisation, poor concentration, impatience, and low 

confidence may not be evident to the affected psychologist let alone their colleagues 

(Smith & Moss, 2009). Overt signs such as disrupted relationships with colleagues, 

inappropriate intoxication, hangover symptoms, missing or arriving late to appointments, 

absenteeism, poor self-care, and quality of work may be more apparent (Smith & Moss, 

2009). However, once impairment becomes obvious colleagues may still hesitate due to 

anticipated consequences such as fears of termination or loss of registration/licence for 

the impaired colleague, questioning their own judgement, fear of rejection of their offers 

to help, and denial (Sherman, 1996; VandenBos & Duthie, 1986).  

Most studies indicate that the majority of psychologists effectively manage their 

personal and work stress, and only a small minority identify themselves as impaired 

(Case & McMinn, 2001). However, there are discrepancies in self- and other-reports of 
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impairment. For example, large differences in psychologists’ who report their own and 

colleagues’ levels of impairment have been found. These differences included; 47% of 

psychologists reported experiences of depression, while 84% reported observing it in 

colleagues, 60% reported experiences of burnout or overwork and 78% reported 

observing this in colleagues, and 7% acknowledging an alcohol or substance problem 

whereas a substantial 52% reported observing this in colleagues (Brodie & Robinson, 

1991 as cited in Barnett et al., 2007). Research also indicates that younger therapists 

report more distress than older therapists and women tend to report more distress than 

men (Deutsch, 1985; Guy, Poelstra, & Stark, 1989; Sherman & Thelen, 1998). 

Summary 

Research on how psychologists cope with work-related stress has extensively 

focused on the negative outcomes that result from prolonged exposure to work-related 

stress. These negative outcomes include compassion fatigue (burnout and traumatic 

stress), distress and professional impairment. Distress may be the result of prolonged 

burnout and/or traumatic stress, which if left untreated may lead to professional 

impairment. Distressed and impaired psychologists may continue to practice without 

seeking assistance despite knowledge that their distress can negatively impact their 

client care.  

The research on compassion fatigue, distress, and impairment in psychologists 

has resulted in an increased awareness of the negative impact work-related stress has 

on the psychologist’s personal and professional well-being. However, there remains a 

limited understanding regarding what protective factors may reduce the psychologist’s 

vulnerability to experiencing negative stress outcomes and increase the likelihood of 

positive outcomes.  

 

 The Positive Shift: Resilience in the Psychology Profession 

The majority of research on resilience in psychologists has focused on identifying 

the factors that enhance the psychologist’s ability to maintain professional “well-

functioning”. Well-functioning is the opposite of impairment and involves “the enduring 

quality in one’s professional functioning over time and in the face of professional and 

personal stressors” (Coster & Schwebel, 1997, p. 5).  

The following discusses the workplace environments, professional relationships, 

individual characteristics and coping strategies that psychologists may develop, engage 
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in and experience to enable them to engage successfully in a resilient process and to 

function “well”.  

Workplace Environments  

Maslach and Leiter (1997) insist that “burnout is not a problem of the people 

themselves but of the social environment in which people work” (p.18). They identify 

seven positive environmental domains that reduce stress and subsequent burnout, 

namely; a sustainable workload, feelings of choice and control, recognition and reward, a 

sense of community, fairness, respect and justice, meaningful valued work, and high 

job-person fit (Maslach & Leiter, 2008). However, Skovholt and Trotter-Mathison (2011) 

argue, with reference to the helping professions, that interventions aimed at changing 

the workplace environment are narrow-minded and dangerous for practitioners. They 

argue that it is up to practitioners themselves to create their own healthy workplace 

environments, in essence to “create a professional green-house at work” (p. 151). 

Skovholt and Trotter-Mathison urge psychologists not to wait for the organization to 

serve their needs but to create their own workplace “greenhouse”. In line with this, 

Barnett and Cooper (2009) argue that it is up to psychologists to create a culture of self-

care that encourages regular breaks and recognition of vulnerability within the 

profession. Skovholt and Trotter-Mathison describe five key relational elements involved 

in creating a healthy greenhouse and professional culture at work: leadership that 

promotes a healthy other-care vs. self-care balance, social support from peers, receiving 

other-care from mentors, mentoring others, and having fun.  

Professional Relationships 

As discussed in Chapter One, positive, “growth-fostering” or “resilience-enhancing” 

relationships with others are proposed to be the essential element for the development, 

strengthening and restoration of resilience. Therefore, it is important to identify the 

potential types of resilient-enhancing relationships a psychologist may encounter in their 

work. These relationships may include the therapeutic relationship, relationships within 

personal therapists, and professional supervisors and are described in detail below.  

Therapeutic relationships. Therapy is a relational activity. During therapy the 

psychologist needs to understand the complexities their client’s culture and experiences 

(e.g., past neglects, history of abuse, relational strengths), while holding in balance their 

own culture, experience, education, and training (Hartling et al., 2004). The psychologist 

must also become comfortable forming positive attachments, engaging, and then 

successful separating from clients (Skovholt & Trotter-Mathison, 2011). Therefore, via 

training and experience the psychologist becomes a highly skilled relationship maker. 
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These advanced relational skills mirror the growth-fostering relational skills of 

connecting, reconnecting, and resisting disconnection. Thus, the relationship skills the 

psychologist develops and utilises during therapy may in fact be protective, particularly if 

the psychologist can translate these skills to relationships outside of therapy. 

Furthermore, it has been suggested that helping others elicits positive emotions (Batson 

& Powell, 2003) which may expand the psychologist’s repertoire in their approach to 

clients and their personal relationships (Wicks, 2008).  

However, having given so much of themselves to their work therapists are often 

unable to contribute to, or become neglectful of, their personal relationships (Yalom, 

2002). Therefore, the advanced relational skills of the psychologist may not always be 

protective. Over involvement in therapeutic relationships may impact negatively on the 

psychologist’s resilience due to reduced involvement in positive, growth-fostering 

relationships outside of the therapeutic role.  

Personal therapy. As mentioned above, overly giving of the self within the 

therapeutic relationship may be detrimental to the psychologist’s ability to develop 

positive relationships outside of their work. Therefore, engagement in personal therapy 

may be protective for psychologists as it shifts the focus back towards the needs of the 

self. However, research suggests that many psychologists do not use the services they 

provide (Barnett et al., 2007). Many psychologists voice doubts and reluctance in 

seeking personal therapy. This is possibly due to fears related to limited confidentiality, 

dual relationships (Barnett et al., 2007), embarrassment about appearing weak, fear of 

losing status, harm to their professional reputation (Barnett & Hillard, 2001), low belief 

in therapy’s effectiveness, cost, and a belief that psychologists should be able to solve 

their own problems (Gilroy, Carroll, & Murra, 2002; Mahoney, 1997; Stevanovic & 

Rupert, 2004). Many of these reasons for not engaging in personal therapy support the 

notion that the psychology profession values a culture of invulnerability. Despite this 

long list of reasons not to engage in personal therapy, research has indicated that 

personal therapy may help prevent or relieve distress and impairment in psychologists 

(Mahoney, 1997).  

Professional supervision. The New Zealand psychology profession requires 

every practicing psychologist to undergo supervision from another practicing 

psychologist (New Zealand Psychologists Board, 2012) and supervision plays a part in 

both becoming and practicing as a psychologist (Howard, Burns, & Waitoki, 2007). 

Supervision is an agreed upon professional relationship that enables the psychologist to 

evaluate their practice, analyse ethical dilemmas, continue to learn, and work through 

work-related personal and professional problems (Brewer, 2012; Davys, 2007; Howard 
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et al., 2007). A typical supervision relationship involves a supervisor and a supervisee 

(i.e., the recipient of the supervision relationship) as is typically referred to as “clinical 

supervision”. However, other forms of supervision exist (e.g., peer and group 

supervision). Whilst members of the supervision relationship mould and influence each 

other, the ‘equality’ of the relationship is contingent on the supervisor doing what they 

can to reduce any power imbalance (Brewer, 2012).  

Positive, trusting and respectful supervision relationships develop gradually over 

time. Trust is vital in supervision as insights, knowledge and information can be private 

and both supervisor and supervisee are relying on each other to maintain confidentiality 

(Brewer, 2012). Without trust an unsuccessful supervision relationship may develop. A 

negative supervision relationship can decrease morale, increase stress levels and reduce 

retention rates (Brewer, 2012). Furthermore, like the impact that negative past 

relationships have on engagement in current growth-fostering relationships, a negative 

supervision relationship may result in the supervisee becoming reluctant to participate 

fully in future supervision relationships. As clinical supervision is a requirement in New 

Zealand many psychologists may become trapped in this type of supervision 

relationship, even when it is harmful. 

The development of a positive supervision relationship is therefore very 

important. A mutual trusting relationship between a supervisor and supervisee can result 

in supervision becoming a positive, on-going, confidential and supportive process that 

allows the supervisee to discuss and reflect on their work, obtain a second opinion on 

matters that are of a concern (e.g., ethical issues), deal with the emotional effects of the 

work, and have their work monitored, evaluated and reviewed by an outsider (Davys, 

2007; Howard et al., 2007). This positive working relationship may also benefit the 

supervisor. Supervisees can offer valuable professional resources to the supervisor to 

reciprocate their support and supervisors may learn from their supervisees (Brewer, 

2012). Therefore, the mutuality of supervision may mirror the growth-fostering or 

resilient-enhancing relationships required for relational resilience. 

The supervision relationship may be particularly important in fostering resilience 

for student psychologists and early career psychologists. Many psychology students are 

accepted into graduate training programmes because they have excelled in school, are 

hardworking, conscientious, good at managing deadlines, assignments and complete 

tasks to a very high level. These hardworking people tend to have high expectations, a 

need for control and perfectionistic tendencies (Skovholt & Trotter-Mathison, 2011). 

However, while these personal standards and beliefs are beneficial in an academic 

setting they are often detrimental when faced with the ambiguity and limited control that 
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is associated with working with people. Therefore, being able to work through and reflect 

on these early difficulties and build healthy expectations and beliefs (discussed further 

below) through the supervision relationships may enable inexperienced psychologists to 

face these challenges realistically.  

Furthermore, research has identified a number of additional challenges early 

career psychologists face including; insecurities about transition from trainee to 

professional, maintaining boundaries, and managing intense emotions (Martin, 2010). A 

positive trusting supervisor/supervisee relationship may enable the early career 

psychologist to deal with and work through the unfamiliarity that comes with entering a 

new profession and the uncontrollable territory that is therapy. Thus 

supervisor/supervisee relationship may protect the psychologist from the emotional 

impact of the work as well as early additional stressors.  

Of final note is that the supervisor/supervisee relationship may impact on the 

culture of the psychology profession. This may occur through the discussions of 

vulnerability and professional conduct between the supervisor and supervisee that 

highlight the limitations of a culture that values invulnerability. As Brewer (2012) 

suggests through supervision “we have the opportunity to ‘invent’ the culture in which 

we want to work and thrive” (p.211).  

Individual Characteristics  

Professional relationships which support a healthy workplace culture (i.e., one 

where breaks are encouraged, stress is limited and vulnerability supported) may enable 

the psychologist to develop and maintain the characteristics and internal strengths that 

are linked to resilience. A number of the resilient characteristics identified in research on 

the “well-functioning” psychologist are similar to those discussed in chapter one 

including; positive environmental-evaluations (e.g., optimism, having a sense of 

humour, a sense of control over work), positive self-evaluations (e.g., self-efficacy, self-

worth) and meaning in life (e.g., a sense of calling to the field, spirituality, personal 

values; Coster & Schwebel, 1997; Ganey, 2005; Kramen-Kahn & Hansen, 1998; 

Stevanovic & Rupert, 2004). However, due to the nature and training of the profession a 

number of unique resilient characteristics may be of value for the psychologist. The 

following section discusses the possible resilient characteristics specific to the psychology 

profession. 

Professional-evaluations. Professional-evaluations may arise due to the nature 

and training of the psychologist’s work and may contribute to the resilient process. 

These professional-evaluations include; understanding limitations and setting personal 
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boundaries (Baker, 2003), perceiving client problems as interesting, maintaining an 

interest in mental health disorders, maintaining objectivity about clients (Kramen-Kahn 

& Hansen, 1998), taking steps to reduce professional risk and liability, increasing 

competency and financial adequacy, attending to ethical and professional guidelines 

(Baker, 2003), being aware of the challenges of psychological practice (Norcross, 2000), 

ensuring consultation and relationships with other professionals (Weiss, 2004), non-

perfectionist tendencies (Cherniss, 1995), mindfulness (Shapiro, Brown, & Biegel, 2007), 

awareness of the negative costs associated with being impaired, self-awareness, and 

having a professional identity (Coster & Schwebel, 1997; Mahoney, 1997; Stevanovic & 

Rupert, 2004). Broadly speaking these professional-evaluations may be grouped into 

“therapy beliefs” and “self-reflection”. 

Therapy beliefs: The role of the psychologist requires a sensitivity to those they 

help, motivation to meet others’ needs before their own, and the ability to tolerate their 

own and their clients’ intense emotional responses (O'Connor, 2001). To do this the 

psychologist must have a realistic view of, or belief about, the therapy process. These 

include beliefs associated with the client’s ability to tolerate their own distress, flexibility 

with regards to the therapeutic model used with clients, and the ability to tolerate a 

limited amount of control.  

These healthy therapy beliefs have been found to be protective within the 

psychology profession. For example, the more trauma therapists identify with unhelpful 

thoughts and beliefs related to therapy, the more at risk they are of burnout (McLean, 

Wade, & Encel, 2003). Furthermore, these beliefs were found to greatly contribute to the 

variance of burnout over and above work-related variables. Moreover, professionals with 

unrealistic expectations and beliefs are found to be less likely to recover from burnout 

compared to those with realistic beliefs about their strengths, weaknesses, and work 

preferences (Cherniss, 1995). 

Self-reflection: Self-reflection is strongly emphasized and valued in the 

psychology profession (Skovholt & Trotter-Mathison, 2011). The ability to reflect on 

one’s own values, attitudes, experiences, and culture is encouraged throughout the 

training and professional career of New Zealand psychologists. Self-reflection is also 

essential to the ability to be self- and culturally-aware, both required competences of all 

practicing New Zealand Psychologists (The New Zealand Psychologists Board, 2012). 

This awareness enables psychologists to have an understanding of their personal 

strengths and limitations, moral and ethical viewpoints, and own and other’s cultural 

identity.  
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 Skovholt and Trotter-Mathison (2011) suggest that the psychologist’s work with 

clients is influenced by their past attachment patterns as “therapists tend to re-create 

earlier interpersonal patterns in the therapy relationship and treat clients accordingly” 

(Bachelor & Horvath, 1999, p. 158). Therefore, reflecting on the dynamics of one’s 

family of origin is important for the psychologist in assisting their knowledge of how their 

relational patterns may impact on the quality of their work with clients.  

A further important skill for the psychologist, related to self-reflection, is self-

perception. This involves the psychologist keeping their own needs in sight whilst holding 

the needs of their clients in mind. Psychologists are trained to focus on the needs of 

others (Skovholt & Trotter-Mathison, 2011). However, focusing on the needs of others 

can result in a loss of insight into the psychologist’s own needs and even a loss of insight 

into the need to not always respond to the needs of others (Skovholt & Trotter-Mathison, 

2011). Therefore, self-perception via self-reflection is likely to be important for a 

psychologist’s resilience. 

Engaging in self-reflection enables psychologists to develop skills that allow 

understanding of the therapeutic relationship, work-related challenges, reflect on 

personal behaviours and thoughts, empathise, solve complex problems, maintain 

cooperation and communicate effectively with their clients, their client’s families and 

their professional team, maintain personal boundaries, and learn from their experiences. 

Importantly research has shown that these skills of self-reflection are protective and lead 

to increases in emotional well-being in therapists (Baker, 2003).  

Meaning and purpose in professional-life. The work of a psychologist 

intrinsically gives meaning (Skovholt & Trotter-Mathison, 2011). That is, the 

psychologist’s work directly provides meaning as this type of occupation, one that 

involves helping, is often sought for the purpose of making a difference. Psychologists 

often choose to enter the profession because they perceive it to be of great benefit to 

humanity. Thus, the profession can provide enormous meaning and purpose, sometimes 

acknowledged consciously and sometimes unconsciously (Skovholt & Trotter-Mathison, 

2011). 

The research cited in Chapter One suggested that meaning in life is imbedded in 

relationships which may enable psychologists to experience positive emotion and 

maintain and develop future resilience to stress. While, it is acknowledged that meaning 

in life is an important maintaining component to the resilient process, the definition of 

meaning burnout is the loss of this meaning. Therefore, finding meaning outside of one’s 

work may be very important and possibly protect the professional meaning found in the 
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psychologist’s work. Beliefs that provide meaning (e.g., religion and spirituality) may, 

therefore, be all the more important for the psychologist’s ability to maintain their 

resilience. 

Psychology and religion/spirituality. Despite the potential need for sources of 

meaning external to the professional work of the psychologist a somewhat strained 

relationship exists between the psychology profession and religious communities 

(Pargament, 1997). Within this strained relationship religion is seen as dogmatic, 

intolerant, repressive, and even a mental illness itself. Psychology, on the other hand is 

often seen by religious organizations as arrogant, elite, amoral, and selfish (Pargament, 

1997). Furthermore, within Western societies, psychology has become a rival to religion. 

That is, psychology replaces confession by offering therapy, conversion with personal 

growth, and sins with ethics. In fact, it has been argued that “in its theories and 

practices, psychology functions like a religion” (Pargament, 1997, p. 7). 

 Psychologists may therefore find the idea of religion as helpful to their resilience 

exceptionally challenging. In fact, psychologists are among those least familiar with 

religion (Pargament, 1997). However, for some psychologists religion or spirituality may 

offer beliefs that provide meaning and purpose beyond their profession enabling them to 

face the mortality, pain, and human drama they are exposed to with answers and 

assurance (Skovholt & Trotter-Mathison, 2011). However, for other psychologists, 

religion may not offer this assurance or answers to larger life problems. 

Summary 

 The majority of research on resilience in psychologists has focused on identifying 

the factors that enhance the psychologist’s ability to maintain professional well-

functioning. Whilst positive work environments are considered important for one’s ability 

to cope successful with stress Skovholt and Trotter-Mathison (2011) and Barnett and 

Cooper (2009) argue psychologists must create their own healthy workplace 

environments by creating a professional green-house at work and a culture of self-care. 

Chapter One described how positive, growth-fostering and resilience-enhancing 

relationships with others are essential element for the development and maintenance of 

resilience. The growth-fostering relationships psychologists may encounter within their 

profession include those with clients, personal therapists and their professional 

supervisors. These professional relationships may encourage a healthy workplace culture 

that supports vulnerability and enable the psychologist to develop and maintain the 

characteristics and internal strengths that are linked to resilience. A number of the 

resilient characteristics identified in the research on what makes a well-functioning 
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psychologist are similar to those discussed in chapter one (i.e., positive environmental-

evaluations, positive self-evaluations and meaning in life). However, unique resilient 

characteristics were also identified including; positive professional-evaluations (i.e., 

therapy beliefs and self-reflection) and meaning and purpose in professional-life. Of the 

resilient characteristics seen in the general population, spiritual or religious beliefs may 

not be as common contributor to a psychologist’s resilience as they are for those in the 

general population. 

 

The Resilient Process in Psychologists 

The above suggests that psychologists have many relationships and 

characteristics that protect them from stress associated with their profession. However, 

there remains limited understanding regarding how these protective factors operate 

within a resilient process for psychologists. That is, of the resilient process aspects 

described in Chapter One, only coping strategies have been investigated in 

psychologists.  

Coping Strategies 

Much of the research on psychologists’ ability to deal with the stressors of their 

profession has focused on how they cope or maintain work/life balance. Maldonado 

Feliciano (2006) investigated the degree to which coping strategies moderate the 

relationship between occupational stress and depressive affect in a sample of counselling 

and clinical psychologists. Frequently mentioned coping strategies included social 

support, planning and active problem solving, work support, recreational or 

disengagement activities, and sports and exercise. Among the least endorsed coping 

strategies were; acceptance, humour, and personal psychotherapy or counselling. 

Coping strategies were found to be negatively associated with depressive affect when 

controlling for occupational stress levels.  

Coping with client suicide has also been investigated in psychologists. Trimble, 

Jackson, and Harvey (2000) studied the impact of client suicidal behaviour in a sample 

of counselling and clinical psychologists. Of the psychologists who had experienced a 

client suicide, 90% reported that they had coped with the situation by talking with 

colleagues, and nearly a third sought consultation with peers. Other helpful strategies 

included recognizing they were not responsible, accepting suicide as a possible outcome, 

and talking with their supervisor. Ruminating about the event was reported to be the 

least helpful strategy for dealing with the suicidal death of a client. 
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Career-sustaining behaviours and self-care practices. Career-sustaining 

behaviours and self-cares practices are similar to emotional-coping strategies, however, 

unlike coping, career-sustaining behaviours and self-care practices tend to focus on the 

prevention of stress symptoms, rather than reduction or tolerance of stressors. These 

career-sustaining behaviours and self-care practices aim to increase engagement in 

emotionally satisfying activities and restore work/life balance, renewal, and energy 

(Skovholt & Trotter-Mathison, 2011). Professional self-care practices are reported to be 

the most important factor for prevention and reduction of distress, burnout, and 

impairment in psychologists (Barnett et al., 2007; Barnett & Cooper, 2009; Barnett et 

al., 2005; P. L. Smith & Moss, 2009). Unfortunately, however, many psychologists 

believe that taking time for themselves is a luxury and not time well spent (Wicks, 

2008).  

Career-sustaining behaviours and self-cares strategies have been investigated in a 

number of studies on psychologists. Stevanovic and Rupert (2004) found that highly 

satisfied psychologists had higher career-sustaining behaviours scores than low satisfied 

psychologists. The two top-rated career-sustaining behaviours were spending time with 

spouse/partner/family and maintaining a balance between professional and personal 

lives. Women reported using more of career-sustaining behaviours and were more likely, 

than men, to report using strategies that were relational in nature including spending 

time with friends and discussing work frustration with colleagues. Women were also 

more likely than men to report participation in personal therapy and reflection on the 

positive experiences of their work. 

 Ganey (2005) found that psychologists with high levels of career-sustaining 

behaviours reported lower levels of burnout and emotional depletion and high levels of 

dyadic satisfaction than psychologists with lower levels of career-sustaining behaviours. 

The top career-sustaining behaviours endorsed by psychologists were mostly relational 

and similar to those found by Stevanovic and Rupert (2004) including balancing work 

and personal life, having a positive relationship with one’s spouse, informal peer 

relationships, maintaining financial stability, and having positive relationships with 

friends. 

 In a sample of psychologists Rupert and Kent (2007) assessed career-sustaining 

behaviours and their relationship to well-being. The career-sustaining behaviours that 

were rated as the most important to maintaining psychologists’ well-being included 

maintaining a balance between personal and professional lives, spending time with 

spouse or partner and engaging in hobbies. Similar gender differences were found to 
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Stevanovic and Rupert (2004) study with women rating maintaining a balance between 

personal and professional lives more important to their well-functioning than men. 

Buley (2008) investigated self-care practices in a sample of psychologists in 

independent practice. Similar results were found to the above studies in that recreational 

activities, time with family and friends, and vacations were the most frequently endorsed 

by the psychologists. Psychologists also reported engagement in these activities as 

helpful. The lowest endorsed self-care activities included spiritual activities, general 

supervision, and personal therapy.  

Benler (2011) examined the effects of self-care practices and other contributing 

factors on rates of secondary traumatic stress among psychologists. Results indicated 

that high stress and more trauma work per week related to more negative symptoms. 

The self-care results, however, indicated that, regardless of trauma exposure, 

psychologists who believed in and used leisure activities had higher job satisfaction and 

lower negative symptoms. A gender difference was again observed with women being 

more likely than men to believe in and engage in self-care activities. Age differences 

were also observed with older participants reporting higher levels of job satisfaction. 

Older participants were also less likely to think supervision was useful (Benler, 2011).  

Summary 

No empirical studies were identified that considered different components of the 

resilient process in psychologists. Therefore, little can be said regarding how stress 

arousal or positive emotions may operate for psychologists within this process. However, 

research has exposed a number of coping and self-care strategies that psychologists 

consider beneficial to their ability to maintain well-being and profession well-functioning 

at work. The most endorsed coping and self-care strategies appear to be relational and 

emotionally focused and include: social support, work support, recognizing levels of 

responsibility, having holidays/vacations, spending time with spouse/partner/family, 

recreational or disengagement activities, and sports and exercise. The least endorsed 

coping strategies include: acceptance, humour, ruminating, spiritual activities, general 

supervision, and personal therapy or counselling. Gender differences were observed with 

more females reporting more engagement in self-care, participation in personal therapy 

and support of relational strategies than males. Furthermore, older psychologists are 

less likely to think supervision is helpful.  
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Outcomes of Successful Engagement in the Resilient Process 

It is important to keep in mind what constitutes a positive outcome when 

considering outcomes of resilience. For example, a psychologist who copes with stress by 

immersing themselves in work may appear resilient because of their behaviour and high 

levels of occupational functioning, however may feel empty inside. Wong and Wong 

(2012) suggest two criteria for good adaptation; external adaptation (i.e., meeting the 

social, educational, and occupational expectations of society or culture) and internal 

adaptation (i.e., achieving positive psychological well-being as determined by the 

culture). Therefore, well-being and growth are considered as positive internal adaptation 

outcomes and professional well-functioning is considered to be a positive external 

adaptation outcome for psychologists. 

Positive Internal Adaptation: Well-Being and Vicarious Growth 

Maintained well-being through stress is embedded in the definition of resilience 

and identifies that a person is engaging successfully in a resilient process. That is, 

throughout and following the stressful encounter a resilient person is experiencing high 

positive emotions, high meaning in life, positive relationships as well as a sense of 

achievement and engagement (Seligman, 2011). High professional quality of life 

(ProQOL) is a measure of well-being at work for those working within the health care 

settings (Stamm, 2010). ProQOL consists of low burnout and traumatic stress (described 

above) and high compassion satisfaction. Compassion satisfaction relates to the sense of 

pleasure gained from working with people and doing the work well (Stamm, 2010). As 

Norcross and Guy (2007) state, “there is no greater pleasure than knowing that you 

made a real, lasting difference in the life of another human being” (p. 21). In a similar 

vein, Skovholt and Trotter-Mathison (2011) highlighted that “being successful in high-

touch work can produce a profound sense of satisfaction” (p. 9). Psychologists with high 

compassion satisfaction and low burnout and traumatic stress are, therefore, more likely 

to experience rewards from practice including feeling invigorated by their work, 

experiencing happy thoughts, feeling successful, wanting to continue the work they do, 

and believing  that what they do makes a difference (Stamm, 2010). Essentially, 

experiencing compassion satisfaction means that the psychologist not only gives in the 

human exchange but also gets from giving (Skovholt & Trotter-Mathison, 2011); an idea 

that suggests ProQOL may be strongly linked to growth. 

The above mentioned research on the stressors in the psychology profession 

highlight the fact that psychologists are exposed to trauma and stress (either through 

direct or vicarious processes) on a daily occurrence. However, whilst trauma and stress 
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exposures is often a negative experience (potentially leading to compassion fatigue), 

successfully working through trauma and severe stress has been found to lead to a 

deepening appreciation of the preciousness of life, increased awareness of one’s 

vulnerability, increased appreciation of connection and relationships and an awareness of 

the fundamental need for love and support (Jordan, 2004b).  

These positive outcomes have been termed “posttraumatic growth” (Tedeschi & 

Calhoun, 1996) and is reflected in three broad areas. Firstly, an improvement in 

interpersonal relationships is experienced through valuing friends and family more, 

greater openness and self-disclosure, and increased compassion and altruism. Secondly, 

self-perception is changed through increases in self-belief and confidence (e.g., ‘if I have 

coped with this, then I can cope with anything’) together with the acceptance of 

vulnerabilities and limitations. Thirdly, life philosophy is altered through shifts in 

existential perspective, with survivors finding a fresh appreciation for each day, and re-

negotiating what really matters to them in the full realisation that their life is finite 

(Tedeschi, Park, & Calhoun, 1998). Support for these outcomes have been found both 

directly (e.g., through questions that directly ask if growth following trauma has 

occurred; see, Tedeschi & Calhoun, 1996) and indirectly (e.g., through measures that 

focus on changes in personal strenghts following trauma but do not question directly 

about specific traumatic events; see, Peterson, Park, Pole, D'Andrea, & Seligman, 2008).  

More recently researchers have begun to explore whether similar growth occurs 

following vicarious exposure to trauma and stress. This research has focused almost 

exclusively on the positive psychological impact from working with survivors of traumatic 

events. For example, Arnold et al. (2005) proposed the concept of “vicarious 

posttraumatic growth” following an investigation of the positive consequences of working 

with trauma survivors in psychotherapists. All of the sampled therapists reported 

positive outcomes from their work including descriptions of how their lives have been 

enriched with a greater appreciation for human resilience, reinforced or enhanced 

optimism, and increased acceptance of spiritual beliefs that are unlike their own. These 

changes appeared to be remarkably similar to the positive changes experienced by 

trauma victims and falling, somewhat, into the three growth categories identified by 

Tedeschi and Calhoun (1996).    

 Shiri, Wexler, Alkalay, Meiner, and Kreitler (2008) used a modified version of the 

Posttraumatic Growth Inventory to assess positive psychological impact in carers 

(physicians, nurses, and psychotherapists) of victims of politically motivated violence. 

Their results demonstrated both positive and negative psychological impact in all 

professions with nurses and psychotherapists experiencing significantly greater levels of 
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positive psychological impact compared to physicians. Woman also had significantly 

greater levels of positive psychological impact compared to men. Traumatic stress 

symptoms predicted positive psychological impact, suggesting the experience of 

traumatic stress is necessary for this type of growth to occur. However, the relationship 

between traumatic stress symptoms and positive psychological impact was curvilinear 

for psychotherapists and physicians (not nurses). That is, as traumatic stress symptoms 

increased a plateau was reached with no further increases in positive psychological 

impact. This finding is in line with Dienstbier’s (1989) concept of psychological toughness 

that suggests that too much stress, without recovery, is harmful whereas a moderate 

amount may be beneficial to the development of resilient qualities.   

In a sample of psychotherapists Hernandez et al. (2007) conducted semi-

structured interviews on the psychotherapist’s perceptions of clients overcoming 

significant adversity (e.g., kidnapping, disappearance, assassination, torture, and other 

forms of persecution). Vicarious traumatisation was mentioned by all of the participants. 

The themes found in the study also suggested positive effects on the therapists as a 

result of their work including; witnessing the capacity to heal, reassessment of their own 

problems, valuing spirituality, hope and commitment, becoming tolerant to frustration, 

and the use of self in therapy. The term “vicarious resilience” was introduced to describe 

this empowerment and the positive impact trauma survivors’ stories and experiences 

have on the professionals who work with them. The authors conclude that vicarious 

traumatisation and vicarious resilience are natural co-occurring processes. The degree in 

which they do occur may be influenced by the length and the intensity of the trauma 

stories.  

Research has not yet considered whether similar growth also occurs when helping 

people through difficult and challenging (but not necessarily traumatic) situations. 

However, a number of rewards associated with the psychologist’s work have been 

identified that may relate to this type of growth. That is, psychologists have reported 

that their work has resulted in them having; increased appreciation for human 

relationships, accelerated psychological development and continued learning, increased 

self-growth, increased tolerance of ambiguity, feelings of enjoyment and increased 

capacity to enjoy life, feeling like their work is a form of spiritual service, a sense of 

emotional intimacy, an ability to promote growth in clients, and that they have become a 

better/wiser person and experienced changes in their value system (Kramen-Kahn & 

Hansen, 1998; Norcross & Guy, 2007; Radeke & Mahoney, 2000; Stevanovic & Rupert, 

2004). Gender differences have also been observed with Kramen-Kahn and Hansen 

(1998) finding that females reported significantly more rewards than men.  
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From the above findings it can be argued that a type of growth occurs in the 

context of client work within the mental health field, which may apply especially for 

psychologists. This vicarious client-related growth is likely to relate to the characteristics 

found in resilience including increased optimism, purpose in life, and spirituality or 

spiritual acceptance. Vicarious growth may, therefore, directly feed-back into a 

psychologist’s resilience.  

Positive External Adaptation: Professional Well-Functioning  

No empirical studies were identified that examined the impact resilience has on 

one’s ability to experience what Coster and Schwebel (1997) refer to as professional 

well-functioning. That is, the question as to whether resilience directly enables one to 

maintain high levels of professional functioning over time and in the face of professional 

and personal stressors appears to have not yet been explored. It might be argued that if 

psychologists are to encourage their client’s resilience and well-being, they themselves 

need to engage resiliently and promote their own well-being. That is, it is proposed that 

to be an effective practitioner, psychologists must engage resiliently. Resilience would, 

therefore, enable the psychologist to not only experience internal positive adaption (i.e., 

personal well-being and growth) but also external positive adaption (i.e., maintain 

professional well-functioning).  

Coster and Schwebel (1997) argue maintaining professional well-functioning 

enables psychologists to resist burnout, traumatic stress, distress and professional 

impairment. Therefore, maintaining professional well-functioning may also enable the 

psychologist to maintain appropriate boundaries, have awareness to seek help if 

required, keep up to date with the literature and take breaks when appropriate. 

Furthermore, high professional well-functioning and an enhanced understanding of what 

it takes to be resilient and maintain well-being when facing stress may also result in the 

psychologist being able to practice effectively and therefore deliver a higher level of care 

to their clients. That is, having their own experiences and understandings of resilience 

may increase the likelihood of positive outcomes being achieved for the psychologist’s 

clients. 

Summary 

Positive internal adaptation and positive external adaptation were identified as 

positive outcomes of successful engagement in the resilient process for psychologists. 

Professional quality of life (low burnout and traumatic stress and high compassion 

satisfaction) and growth were proposed to represent positive internal adaptation in 

psychologists. Based on research on post traumatic growth and growth following work 
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with those who had experienced traumatic events the notion of vicarious client-related 

growth was proposed. This vicarious growth may occur in psychologists following 

exposure to client’s traumatic experiences and/or helping clients work through difficulties 

which may or may not be traumatic. Vicarious growth was also proposed to mirror the 

characteristics of resilience and therefore, directly feedback and strengthen the 

psychologist’s resilience. 

Professional well-functioning was identified as positive external adaptation in 

psychologists. It was argued that if psychologists engage resiliently and promote their 

own well-being they will sustain professional well-functioning. This professional well-

functioning will enable the psychologist to uphold professional competence, practice 

effectively and deliver high levels of quality care to their clients.  

 

Conclusion 

This chapter focused on the literature relevant to psychologist’s negative (e.g., 

burnout) and positive (e.g., self-care) stress responses. The importance of researching 

resilience and well-being in psychologists was highlighted by the extensive research on 

the negative impact mental health work has on the helper and the apparent limited 

research on factors that enable well-being to be maintained in this profession.  

Protective characteristics identified in the literature review include; positive workplace 

environments, professional relationships, professional-evaluations and meaning and 

purpose. Self-care and coping strategies and career-sustaining behaviours were 

identified as part of the resilient process for psychologists. Resilient outcomes for 

psychologists were positive internal adaptation (i.e., well-being and growth) and positive 

external adaptation (i.e., client well-being). 

The following chapter considers the reviewed research from chapters one and two 

in the development of a model of resilience for psychologists and the psychology 

profession. It tests this model using survey methods and quantitative techniques. 
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Chapter Three: Survey and Path Analysis 

Introduction 

The review of the literature on the stressors in the psychology profession 

highlighted how demanding and potentially distressing the work of the psychologist can 

be. While much research describes the negative outcomes of this stress (i.e., 

compassion fatigue, distress, and professional impairment) only a few references were 

identified that explored possible protective factors from such stress. Of these, most were 

discussions or recommendations, not empirical studies.  

To be considered resilient a person must face a situation that poses a subjectively 

significant threat, adapt positively, and function within/above their normal range of well-

being. Well-being is similar to resilience in that many of the factors that identify 

someone as well (e.g., positive relationships, positive emotions, meaning and purpose) 

also enable someone to engage in a resilient manner when faced with stress.  

Resilience was first conceptualised as a personality trait, however, more recently 

has come to be regarded as a process. This shift recognises resilience as a malleable 

quality that is constantly influenced by past and present experiences of stress and 

recovery from stress. Research supports this ‘resilience as a process’ view. For example, 

individuals who have experienced past environments where stress is limited and have 

had opportunities to recover are found to cope with subsequent stressors better than 

individuals who have had no previous stress exposure or chronic stress without recovery 

opportunities (Seery et al., 2010). However, the process view of resilience is still largely 

thought of as an individual coping process that arises from internal strengths and 

characteristics, resulting in external influences such as culture, relationships and current 

social influences being largely overlooked or ignored. 

The notion of relational-resilience shifts the focus from an individualistic view of 

resilience towards a shared understanding (Hartling, 2008; Jordan, 2004b). Relational-

resilience proposes that understanding resilience involves consideration of social, 

cultural, and interpersonal factors that enhance or obstruct one’s ability to engage 

resiliently. At the centre of the theory are ‘growth-fostering’ or ‘resilient-enhancing’ 

relationships (Hartling, 2008; Miller, 1986). These relationships benefit all involved and 

create zest or vitality, clarity about oneself, the other and the relationship, personal 

worth, creativity and productivity, and the desire for more connection. Essential features 

of these relationships are mutual empowerment and empathy within the relationship and 

the ability to reconnect following disruption to the relationship (Jordan, 2004b). This 

relational reframing of resilience shifts the focus from a view that to be resilient you 
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need the ‘right stuff’, towards a notion that resilience is a shared experience that can 

lead to resilient individuals, families, and communities.  

 

The RIO Model 

Based on the reviewed research on resilience and the psychology profession a 

Relational, Individual, Outcome model of resilience in psychologists was developed (the 

RIO model; see Figure 2). The RIO model considers individual differences, adaptive 

processes and contextual factors of resilience.  

 

Figure 2. The RIO Model of Resilience in Psychologists. The solid lines represent paths 

that are examined in the current study. The dotted lines represent the contextual 

aspects of the model that are explored in the following study (Chapter Four). Numbers 

are to assist in guiding the reader through the model. 
 

Identified at the top of the RIO model (box 1) is a, hypothesised, workplace 

culture which negatively impacts on the psychologist’s ability to engage resiliently 

(illustrated by the dashed line and arrow connecting box 1 to box 2). This workplace 

culture rejects vulnerability and is, therefore, likely to negatively impact the 

psychologist’s ability to develop growth-fostering relationships at work. However, the 

relational component of the RIO model (shown on the left; box 2) proposes that, if 

established, engagement in growth-fostering relationships at work enable psychologists 
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to create and experience an environmental “green-house” and/or “culture of care” that 

protects them from the overarching workplace culture. This sub-environment encourages 

breaks, limits stress and therefore provides opportunities recovery.  

The model then hypotheses that growth-fostering relationships, coupled with 

stress-limited environments and opportunities for recovery, support the psychologist in 

developing, maintaining and/or strengthening the characteristics (the five boxes marked 

3) which encourage engagement in a resilient process. These characteristics are then 

proposed to create a desire to develop more relationships (see, Hartling, 2008; Miller, 

1986) and therefore feed back into one’s relationships and environments (illustrated by 

the connecting dashed lines and arrows between box 2 and boxes 3). Thus, once 

established growth-fostering relationships, stress-limited work environments and 

characteristics supporting the resilient process strengthen one another via positive 

feedback loops.  

The individual process component (illustrated primarily by the connecting circles 

in the centre of the model) identifies how the resilient characteristics (the boxes marked 

3) load onto the more traditional individualistic notion of “resilience” in a psychologist 

(circle 4). This resilience then encourages an individual resilient process when faced with 

work stressors that involves reduced stress arousal, increased positive (compared to 

negative) work-related emotions, more broad-minded coping strategies, and, due to the 

emotional nature of a psychologists’ work, more self-care and less maladaptive coping. 

The RIO model hypothesised that self-care activities encourage more positive work-

related emotions and thus also predict more broad-minded coping. Self-care and broad-

minded coping were both proposed to predict less maladaptive coping via reduction of 

stress or resolution of stress symptoms; thus decreased need to engage in a 

maladaptive manner.  

Broad-minded coping and self-care were both hypothesised to lead to increased 

professional quality of life. However, based on Fredrickson and Joiner’s (2002) research 

on the broaden-and-build theory of positive emotions, only broad-minded coping was 

hypothesized to predict vicarious client-related growth. Vicarious growth was 

hypothesised to be predicted by professional quality of life as, via its very nature, high 

professional quality of life was hypothesised enable more positive emotions at work.  

The outcome component (box 5) proposes that both vicarious growth and 

professional quality of life lead to positive internal and external adaptation. That is, the 

long term benefits for the psychologist who engages resiliently are well-being and 

growth in resources (growth similar to that identified by research on the Broaden-and-
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Build Theory; Fredrickson & Joiner, 2002). Vicarious growth and professional quality of 

life were also proposed to result in benefits to clients as a psychologist with high levels 

of well-being and growth will also experience well-functioning at work and, therefore, 

provide quality care and safe professional boundaries. Furthermore, based on the 

research into the Broaden-and-Build Theory, the RIO model proposes that, over time, 

the positive internal and external outcomes feedback into ones relationships, protective 

environments and resilient characteristics (illustrated by the dashed lines and arrows 

connecting box 5 to box 2 and 3).  

As mentioned, a workplace culture rejecting of vulnerability would reduce the 

ability of some to initiate engagement in the resilient process due to a restricted ability 

to create growth-fostering relationships (Fletcher, 2004; Hartling, 2008; Jordan, 2004b). 

The RIO model suggests, however, that psychologists who successfully engage in a 

resilient process may positively influence their broader environment via their modelling 

to colleagues that vulnerability (e.g., help seeking, self-care practices) is supportive of 

resilience. That is, the positive internal and external outcomes these resilient 

psychologists experience may suggest to others that vulnerability is beneficial to well-

being at work. Thus, the model suggests that successful engagement in relational, 

individual and cultural processes described in the RIO model may, ultimately, reduce a 

negative workplace culture and enable a resilient culture supporting of vulnerability 

(illustrated by the arrow connecting box 5 to box 1).  

 

Study Aim and Hypothesis 

The main purpose of this study was to examine the individual process of the RIO 

model; a model component that considers the function of resilience in improving ProQOL 

and Vicarious Growth. To do this an online survey was conducted on New Zealand 

psychologists (see procedure). The study then used quantitative methods to address 

three main areas of understanding; (1) the characteristics of resilience and components 

of the resilient process for psychologists; (2) use path analysis to identify and explore 

pathways between Resilience and ProQOL and Vicarious Growth and; (3) identify aspects 

of the process that may be amendable to change and thus demonstrate ways to 

strengthen and restore resilience in psychologists and the psychology profession. 

Figure 3 illustrates the hypothesised input model which was developed from the 

individual process component of the RIO model (figure 2) to fit the contrasts of path 

analysis (see methodology).  
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Figure 3. The Path ‘Input’ Model of the Individual Process. “+” indicates that a positive 

relationship is hypothesised between variables, “-” indicates a hypothesised negative 

relationship between variables. A minimum sample size of N=180 or more was 

calculated as sufficient to test this model. 

 

In figure 3 it was hypothesised that Resilience would indirectly impact on both 

ProQOL and Vicarious Growth via a number of pathways. High Resilience was 

hypothesised to enable a process that begins with reduced stress arousal (identified by a 

lower reporting of Work Stressors) and more positive relative to negative work-related 

Emotions (the positive/negative emotion ratio). Reduced Work Stressor reporting was 

hypothesised to predict more positive work-related Emotions, Broad-minded Coping and 

Self-Care/Emotion-Focused coping and less Maladaptive coping. High positive relative to 

negative Emotions was hypothesised to predict less Maladaptive coping, more Self-

Care/Emotion-Focused coping and Broad-Minded coping, and higher levels of ProQOL. 

More Self-Care/Emotion-Focused coping was hypothesised to predict more Broad-Minded 

coping, higher ProQOL and lower levels or Maladaptive coping. Broad-Minded coping was 

hypothesised to predict less Maladaptive coping, higher ProQOL and increased Vicarious 

Growth. Maladaptive coping was hypothesised to predict lower ProQOL. Finally, ProQOL 

was hypothesised to predict increased Vicarious Growth. 
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Methodology 

Path analysis depicts a hypothesized mathematical model that seeks to explain 

complex relationships between one or more independent and dependent measured 

variables (Olobatuyi, 2006; Ulman, 2001). Path analysis bridges the gap between theory 

and empirical research by providing a device for testing the appropriateness of theories 

and the connection between theory and observation (Olobatuyi, 2006).  

There are a number of restrictions to take into consideration when using path 

analysis techniques. Most notably; no clear or agreed upon rules for constructing path 

diagrams exist, path models depend upon the researcher’s own understanding of causal 

relationships and a number of different path models may be produced from the same 

data set, and path analysis cannot indicate which of these is preferred (Olobatuyi, 2006). 

Path analysis is, therefore, most useful when there is a clear hypothesis or theory to test 

(as is the case in this study). Path analysis results are also impacted by insufficient 

sample size (Petraitis, Dunham, & Niewiarowski, 1996). A desirable goal is to have a 

20:1 ratio for the number of subjects to the number of model parameters. However, it is 

suggested that a 10:1 ratio is a more realistic target (Tabachnick & Fidell, 2007).  

Path analysis involves several steps (Norman & Streiner, 2003). The first step, 

model specification, involves specifying the relationships among the variables and 

determining how they will be measured based on literature and theory. These 

relationships are presented in a path model. Several conventions are employed in 

developing path models. Measured variables are represented by squares or rectangles 

and lines (i.e., paths) indicate relationships between these variables (Norman & Streiner, 

2003; Ulman, 2001). Lines may have either one or two arrowheads. A line with one 

arrowhead represents a hypothesised direct causal relationship between two variables 

(Olobatuyi, 2006). A curved line with two arrowheads indicates a covariance between 

two variables with no implied causal direction (Ulman, 2001). Only independent variables 

within the path model can have correlational relationships. 

In path models independent variables are placed before dependent variables 

(Olobatuyi, 2006). Independent variables only project paths, however, as mentioned, 

can correlate among each other. Dependent variables receive at least one path from 

another variable in the model. A dependent variable is a variable whose variation is 

explained by independent variables (Olobatuyi, 2006). The variation of the independent 

variable is determined by causes outside of the path model, these unexplained or 

unmeasured external causes also affect the variance of the dependent variable 

(Olobatuyi, 2006). Residual variables (i.e., errors) are labelled ‘e’ (Ulman, 2001). 
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Residuals specify how large the unexplained part of the model is (Olobatuyi, 2006). It is 

assumed that residual variables are not correlated with other residual variables or with 

independent variables (Olobatuyi, 2006). 

The input path model (see figure 3) presents hypotheses of the direct and indirect 

effects independent variables have on the dependent variables in the model. A direct 

effect is where the independent variable directly influences a dependent variable it is 

predicting. An indirect effect, in comparison, is the effect of one variable on another 

mediated through at least one intervening variable (Olobatuyi, 2006).  

The second step to path analysis, test of model fit, involves estimating population 

parameters via the maximum likelihood method used in statistical programmes such as 

Analysis of Moment Structures (AMOS; Ulman, 2001). A non-significant overall Chi-

square test statistic is desired (i.e., p-value is greater than .05). This test indicates that 

the model fits the data (Ulman, 2001). Parameter estimates are then examined. The 

number associated with each path is its path coefficient, also known as regression weight 

(Norman & Streiner, 2003; Olobatuyi, 2006; Ulman, 2001). AMOS produces both 

unstandardized and standardised regression weights. Unstandardized regression weights 

represent the amount of change in the variable receiving the path per single unit change 

in the variable from which the path projects, while standardised regression weights 

represent the amount of change in the variable receiving the path given a standard 

deviation unit change in the variable from which the path projects (Olobatuyi, 2006). 

Standardized regression weights with values between 0.10-0.29 may indicate a “small” 

effect, values between 0.30-0.49, a “medium” effect and values greater than 0.50, a 

“large” effect. Values less than 0.10 can be meaningless and may be considered for 

“theory trimming” to improve model fit (see below; Olobatuyi, 2006). The values 

associated with dependent variables are squared multiple correlations and represent the 

amount of variance in each variable that is accounted for by the model (Norman & 

Streiner, 2003; Olobatuyi, 2006).  

The third step in path analysis, test of fit, also reflects the extent to which the 

model explains the data (Ulman, 2001). The most common measure of fit is the 

Goodness-of-Fit Index (GFI; Norman & Streiner, 2003), which represents the total 

variance accounted for by the model (Olobatuyi, 2006). A GFI may range from 0 to 1 

with larger values indicating better fit. To say a model has ‘good fit’ with the data a 

minimum criterion of GFI=.90 must be reached (Olobatuyi, 2006). Thus, whereas a non-

significant chi-square indicates that the data is not inconsistent with the model, the GFI 

indicates the level of consistency between the data and the model. 
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The final step, respecification, involves manipulating the model in order to 

improve its fit (Norman & Streiner, 2003). Two approaches are used in respecification. 

The first involves removal of non-significant and/or meaningless paths; called “theory 

trimming” (Olobatuyi, 2006). The second involves consideration of modification indices. 

AMOS produces modification indices for each path and each variance in the model. 

Modification indices show the approximate change in the chi-square statistic that will be 

achieved if a fixed or constrained parameter was allowed to be free, or if free 

parameters were to be fixed or constrained (Ulman, 2001). Only those parameters with 

modification indices exceeding a value of 5 should be considered for alteration, with the 

highest addressed first. Any modifications made to the model must also be based on 

sound theory, previous research and be interpretable.  

 

Method 

Participants 

Tables 1 and 2 present the personal and professional demographic information for 

the sample (psychologists were recruited through the New Zealand Psychology Society 

and the College of Clinical Psychologists; see procedure). 

Table 1 illustrates that the majority of the participants were female and New 

Zealand European. A large proportion of the sample reported ‘other’ as an ethnic choice, 

therefore specific ethnicity makeup for this group remains unknown. However, 

information on registered psychologists from the New Zealand Psychologists Board 

suggests that the majority is of European descent. Participants could report multiple 

ethnicities. The majority of the participants were married or living as married. 

Approximately half of the sample reported that they had experienced at least one 

personal adversity within the last year, the most common of which were job 

loss/change/move, change in family responsibility, and hometown disaster (of note; 

February 2011, Christchurch, New Zealand, experienced a devastating earthquake killing 

185 people). Participants could report multiple personal adversities. 

Table 2 illustrates, the majority of the participants specialised in clinical 

psychology, had been practicing for 10 years or less (including interns) and worked in 

public practice. Time with clients was reported to be between 36-65% of the working 

week for the majority of respondents, and majority of respondents reported adults as 

their main client type. Supervision once a fortnight was reported by the majority of 

respondents. 
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Table 1 

Participants’ Personal Demographic Information 

  Sample for Analysis 

N = 224 

Variable Level N % 

Gender  

 

Male 

Female 

Undisclosed 

45 

177 

2 

20.10% 

79.70% 

.90% 

Ethnicity1 

 

New Zealand European 

Maori 

Cook Island Maori 

Indian 

Latin American 

Dutch 

Other 

181 

13 

2 

1 

1 

2 

39 

80.80% 

5.80% 

.90% 

.40% 

.40% 

.90% 

17.40% 

Relationship 

Status 

 

Single 

Dating 

Married 

Living as Married 

Undisclosed 

50 

11 

114 

46 

3 

22.30% 

4.90% 

50.90% 

20.50% 

1.30% 

Personal 

Adversity2 

 

 

 

No 

Yes 

      Violent or Abusive crime  

      Chronic or Acute Illness  

      Hometown Disaster  

      Accident or Injury  

      Job Loss/Change/Move  

      Financial Hardship  

      Location Change/Move 

      Change in Family Responsibility 

      Divorce 

      Harassment or Discrimination 

      Loss of a Loved One 

      Other  

117 

107 

1 

15 

30 

8 

30 

17 

21 

30 

7 

6 

25 

21 

52.20% 

47.80% 

.40% 

6.70% 

13.40% 

3.60% 

13.40% 

7.60% 

9.40% 

13.40% 

3.10% 

3.10% 

11.20% 

9.40% 

 

Measures  

To aid the reader, measures selected/developed are described in relation to the 

components of the RIO model was hypothesised to assess (all measures are included in 

the complete questionnaire; appendix A).  

Characteristics of resilience. To create a measure of resilience that captured 

the resilient characteristics identified in the RIO model a series of short measures were 

selected. These measures were combined (following factor analysis) to create a 

Resilience total score to use in the Path Analysis. Subscales were explored separately in 

subsequent analysis.  

 

 

                                                 
1 Multiple ethnicities were recorded for some. 

2
 Multiple adversities were recorded for some. 
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Table 2 

Participants’ Professional Demographic Information 

  Sample for Analysis 

N = 224 

Variable Level N % 

Specialisation 

 

Clinical 

Neuropsychological 

Health 

Behavioural 

Counselling 

Forensic 

Educational 

Other  

165 

11 

14 

5 

4 

9 

9 

7 

73.70% 

4.90% 

6.30% 

2.20% 

1.80% 

4.00% 

4.00% 

3.10% 

Professional 

Experience 

 

Intern Year 

1-5 Years 

6-10 Years 

11-15 Years 

16-20 Years 

21-25 Years 

26-30 Years 

31-35 Years 

36+ Years 

13 

54 

39 

34 

29 

21 

12 

14 

8 

5.80% 

24.10% 

17.40% 

15.20% 

12.90% 

9.40% 

5.40% 

6.30% 

3.60% 

Hours Working 

 

Full-Time 

Part-Time 

150 

74 

67.00% 

33.00% 

Time With Clients 

 

0-5% 

6-15% 

16-25% 

26-35% 

36-45% 

46-55% 

56-65% 

66-75% 

76-85% 

86-95% 

Undisclosed 

9 

11 

18 

30 

38 

34 

37 

28 

12 

6 

1 

4.00% 

4.90% 

8.00% 

13.40% 

17.00% 

15.20% 

16.50% 

12.50% 

5.20% 

2.70% 

.40% 

Client Type 

 

Adult 

Child and Adolescent 

Both 

Undisclosed 

130 

30 

57 

7 

58.00% 

13.40% 

25.40% 

3.10% 

Work Setting 

 

Public 

Private 

Both 

Undisclosed 

127 

46 

50 

1 

56.70% 

20.50% 

22.30% 

.40% 

Supervision 

Frequency 

 

Once a Week 

Once a Fortnight 

Once a Month 

Every Two Months 

Every Six Months 

Once a Year 

Never 

47 

107 

62 

2 

2 

2 

2 

21.00% 

47.80% 

27.70% 

.90% 

.90% 

.90% 

.90% 

 

Environmental-evaluations. The Environmental Mastery Scale (EMS; Ryff, 

1995; van Dierendonck, 2004) consisted of six items that relate to the ability to 

manipulate and control complex environments. Items were both positively and 

negatively worded (e.g., “The demands of everyday life often get me down” and “In 
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general, I feel I am in charge of the situation in which I live”). Individuals ranked each 

item using a Likert scale (1=strongly disagree, 6=strongly agree). High scores indicated 

a sense of mastery, control and competence in managing the environment. The scale 

had good construct validity and internal consistency (α=.78; van Dierendonck, 2004)  

The Life Orientation Test-Revised (LOT-R; Scheier, Carver, & Bridges, 1994) 

consisted of six items that measured optimistic and pessimistic thinking (e.g., “I rarely 

count on good things happening to me” and “I’m always optimistic about my future)and 

four filler items (e.g., “I enjoy my friends a lot”). Individuals respond on a Likert scale 

(1=strongly disagree, 5=strongly agree). The measure was briefer than its original (the 

Life Orientation Test; Scheier & Carver, 1985), correlated strongly with its original 

(r=.95), and had good internal consistency (α=.70 to .80; Scheier et al., 1994).  

Relational-evaluations. The Positive Relationships with Others Scale (PRwOS) 

contained six item that measured the ability to love, trust and establish deep 

relationships with others (Ryff, 1995; van Dierendonck, 2004). Items were positively and 

negatively worded (e.g., “I often feel lonely because I have few close friends with whom 

to share my concerns” and “I don’t have many people who what to listen when I need to 

talk). Individuals respond to each item using a Likert scale (1=strongly disagree, 

6=strongly agree). High scores indicated someone with warm satisfying, trusting 

relationships with others, empathy and concern about others. This measure was chosen 

above other support measures as it tapped both access to support, and understanding of 

the give and take necessary for growth-fostering relationships. The scale had good 

construct validity and internal consistency (α=.80; van Dierendonck, 2004). 

The Formal Support Measure (FSM) included 14 items and was developed to 

assess New Zealand Psychologists use of clinical supervision and their relationships with 

their work colleagues. The scale was developed by the thesis writer following discussions 

with an expert in clinical supervision. It was then tested on a small selection of other 

professional psychologists and mental health workers and their feedback was 

incorporated into the measure design (see procedure). Items were both positively and 

negatively worded (e.g., “My supervision is available to help me accept my client’s 

distress” and “I don’t have many people at work with whom I feel comfortable seeking 

advice or support from”). Individuals respond to each statement on a Likert scale 

(1=strongly disagree, 6=strongly agree). 

Self-evaluations. Of the few well-validated measures of resilience used in adult 

populations, the Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 

2003), is the most commonly used. In developing the measure, Connor and Davidson 
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identified five factors of resilience. However, two of these factors were found to be less 

robust than the other factors in the scale (Campbell-Sills & Stein, 2007) and a number of 

subsequent studies have identified different factor solutions of the measure resulting in 

concerns regarding the interpretation of the original subscales (Davidson, 2011). Due to 

these concerns and a need for short measures, the 10-item version of the scale was 

selected (CD-RISC 10; Campbell-Sills & Stein, 2007). The CD-RISC 10 is a one 

dimensional measure of an individual’s persistence, ability to bounce back, and sense of 

self-efficacy; items that overlap with the construct of hardiness and according to 

Campbell-Sills and Stein reflects the latent factor of “resilience‟. The one-factor structure 

of the CD-RISC 10 has been replicated (e.g., Wang, Shi, Zhang, & Zhang, 2010). Items 

include; “Under pressure, I stay focused and think clearly” and “I can deal with whatever 

comes my way”. Participants indicated how much they agree or disagree with the 

statements on a Likert scale from 0=not true at all to 4=true nearly all the time. The 

measure had good construct, convergent and divergent validity (Davidson, 2011) and 

good internal consistency (α=.85; Campbell-Sills & Stein, 2007).  

The 12-item Self-Compassion Scale-Short Form (SCS-SF; Raes, Pommier, Neff, & 

Van Gucht, 2011) was used to measure self-compassion. The 12-item version was 

developed as a shorter version of the original 26-item Self-Compassion Scale (SCS; Neff, 

2003). The short measure has good internal consistency (α=.86), correlates strongly 

with the original version (r=.97), and has the same six-factor structure (i.e., self-

kindness versus self-judgement, common humanity versus isolation, and mindfulness 

versus over-identification). Items are both negative and positively worded and include; 

“When I’m feeling down, I tend to feel like most other people are probably happier than I 

am” and “when I’m going through a very hard time, I give myself the caring and 

tenderness I need”. Participants responded to each item using a Likert scale (1=almost 

never, 5=almost always). A high score indicated the ability to treat oneself with care, 

recognise that imperfections are a shared aspect of the human experience, and hold 

negative experiences in balance. 

The Autonomy Scale (AS; Ryff, 1995; van Dierendonck, 2004) included eight 

items that measured self-determination, independence, internal locus of control and self-

efficacy. Items were both positively and negatively worded (e.g., “I judge myself by 

what I think is important, not by the values of what others think is important” and “I am 

not afraid to voice my opinions, even when they are in opposition to the opinions of most 

people”). Participants responded to each item using a Likert scale (1=strongly disagree, 

6=strongly agree). A high score indicated self-determination and independence and the 
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ability to resist social pressures and regulate behaviour from within. The measure had 

good construct validity and internal consistency (α=.81; van Dierendonck, 2004).  

Professional-evaluations: The Modified Therapist Belief Scale (M-TBS; Emery, 

Wade, & McLean, 2009) is a 12 item version of the Therapist Belief Scale (McLean et al., 

2003) and measured automatic thoughts therapists have about their performance and 

reactions during therapy (e.g., “If I have strong reactions to my clients it means I’m 

abnormal” and “I shouldn’t allow my clients to become distressed, they really want to 

feel better”). Participants responded to each item using a Likert scale (6=strongly 

disagree, 1=strongly agree). Higher scores indicated a healthier set of beliefs regarding 

their performance during therapy. The M-TBS had good overall internal consistency 

(α=78) and construct validity.  

The Groningen Reflection Ability Scale (GRAS; Aukes, Geertsma, Cohen-

Schotanus, Zwierstra, & Slaets, 2007) is a 23 item measure developed to assess self-

reflection in medical professionals (e.g., “I want to know why I do what I do” and “I 

sometimes find myself having difficulty in thinking of alternative solutions”). Participants 

responded to each item using a Likert scale (5=totally agree, 1=totally disagree). Higher 

scores indicated higher personal reflection and functioning in practice. The GRAS had 

good construct validity and overall internal consistency (α=.83).  

Meaning in life. The Purpose in Life Scale (PiLS; Ryff, 1995; van Dierendonck, 

2004) consisted of six items that related to purpose in life (e.g., “I have a sense of 

direction and purpose in life” and “I feel good when I think of what I've done in the past 

and what I hope to do in the future”). Individuals responded to each item using a Likert 

scale (1=strongly disagree, 6=strongly agree). A high score indicated the presence of 

goals, directedness and meaning and beliefs that gave life purpose. The scale had good 

construct validity and internal consistency (α=.81; van Dierendonck, 2004). 

Spirituality and religiosity was measured using the Spiritual Well-Being Measure 

(SWBM; van Dierendonck, 2004) a 12 item measure that accessed two dimensions of 

spirituality (inner resources and relationships with a higher power). Participants respond 

to each item using a Likert scale (1=strongly disagree, 6=strongly agree). Items 

include; “I can turn to a spiritual dimension within myself for guidance” and “I have a 

personally meaningful relationship with God or a Higher Power”. High scores indicated 

access to spiritual strength from within and belief in a supernatural being that can 

protect, guide and provide a sense of peace, meaning, love and strength. Both scales 

had good construct validity and internal consistency (inner resources, α=.76, and 

relationships with a higher power, α=.87). 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

61 

 

Work-related positive and negative emotions. Work-related positive and 

negative emotions were measured using a modified version of the Differential Emotions 

Scale (M-DES; Fredrickson et al., 2003). The original scale had good internal consistency 

and construct validity (Cohn et al., 2009). However, as a number of the emotions were 

not directly relevant to work situations the scale was adjusted to better suit the current 

study. The adjusted version consisted of 11 positive and 11 negative emotions. 

Participants were asked to look back on their past working week and indicate how 

frequently they experienced the emotions using a Likert scale (0=never, 4=nearly all of 

the time). Items include; “I felt compassionate, empathetic, and/or caring” and “I felt 

contemptuous, scornful, and/or disdainful”. Previous studies indicated a two factor 

solution (one consisting of positive the other of negative emotions) when using either 

the original or modifications of the scale (e.g., Fredrickson et al., 2003).     

Work-related stressors and stress arousal. The Mental Health Professionals 

Stress Scale (MHPSS; Cushway, Tyler, & Nolan, 1996) was used to assess reported 

work-related stressors and stress arousal. Self-reported stress is often used to measure 

psychological stress arousal when physiological methods, such as measures of heart rate 

or galvanic skin response are impractical (as in the case of this research). The scale 

consisted of 42 items, that comprise seven subscales (i.e., workload, client related 

difficulties, organisational structure and processes, relationships and conflicts with other 

professionals, lack of resources, professional self-doubt, and home/work conflict). 

Participants are asked to indicate how much each statement represented a source of 

pressure at work using a Likert scale (0=does not apply to me, 3=does apply to me). 

Examples include; “Not enough time to complete all tasks satisfactorily”, “Ending 

treatment with clients”, “Conflict with other professionals e.g., doctor, nurse”, 

“Uncertainty about own capabilities”, and “Not enough time with family”. The measure 

had been found to be a reliable (α=.89) and valid tool for measuring occupational stress 

in psychologists (Mehrotra, Rao, & Subbakrishna, 2000). A high score represented 

exposure to greater amounts of work stress and higher stress arousal.  

Self-care and coping strategies. The Professional Self-Care and Coping 

Measure (PSCCM) was developed from the literature on coping, career-sustaining 

behaviours and self-care practices in psychologists. Similar to the formal support 

measure this measure was tested on a small selection of other professional psychologists 

and mental health workers and their feedback was incorporated into the measure design 

(see procedure). It included 53 items hypothesised to measure problem-focused, 

maladaptive and emotional coping and self-care strategies. Examples include; “Engaging 

in relaxation techniques”, “Looking for something good in a difficulty” and “Disguising my 
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distress so not to upset my friends and family”. Participants were asked to report the 

extent they have been doing the strategy, not if the item is working, using a Likert scale 

(0=I haven’t been doing this, 3=I’ve been doing this a lot).  

Internal adaption. The ProQOL scale is the most commonly used method for 

measuring the psychological effects health care workers experience when working with 

traumatised and mentally unwell clients (Stamm, 2010). Individuals responded to each 

item using a Likert scale (1=Never, 5=Very often). The scale measured both the 

negative and positive aspects of helping people (i.e., compassion fatigue and 

satisfaction). Compassion fatigue consisted of two subscales, burnout and secondary 

traumatic stress. High burnout scores are associated with feelings of hopelessness, 

disconnectedness, low mood, difficulties in dealing with work or working effectively, and 

feeling that one’s efforts make no difference (e.g., “I feel trapped by my work as a 

psychologist”). The secondary traumatic stress scale measured reactions direct and 

secondary exposure to traumatically stressful events. High scores indicate preoccupation 

with those one’s helped and post traumatic symptoms such as feeling afraid, exhausted, 

overwhelmed and on edge (e.g., “I jump or am startled by unexpected sounds”). 

Compassion satisfaction scores indicated a sense of pleasure in being able to work well, 

help others, contribute, and feeling successful and wanting to continue to help (e.g., “I 

have thoughts that I am a success as a psychologist”). All three scales had good 

construct validity and internal consistency (α ranging from .75 to .88; Stamm, 2010). 

The Posttraumatic Growth Inventory-Short Form (PTGI-SF; Cann et al., 2010) 

consisted of 10 items that measured growth following traumatic events. High scores 

indicated improved sense of relating to others, greater ability to visualise new 

possibilities and appreciation of life and increased awareness of personal strength and 

spiritual connection. The measure had good internal consistency (α=.89), strongly 

correlated with the original PTGI (r=.96) and captured much of the variance the longer 

PTGI accounted for. Adjusted versions of the original scale have been used to assess 

positive psychological growth in carers who work with survivors of trauma (see, Linley, 

Joseph, & Loumidis, 2005; Shiri et al., 2008). For the purpose of the present study the 

PTGI-SF was adjusted to assess vicarious client-related growth related to helping people 

work through difficult, but not necessarily traumatic, experiences. Participants were 

asked to think about clients the had worked with who had experienced difficulties and 

indicate if these clients had influenced or changed them by responding to each item 

using a Likert scale (1=strongly disagree, 5=strongly agree). Scores above 25 indicated 

that some vicarious growth has occurred. Items include; “I have a greater sense of 

closeness with others” and “I am able to do better things with my life”.  
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Demographic information. The following personal demographics were assessed 

(1) age in years, (2) gender, (3) ethnicity, (4) relationship status, and (5) personal 

adversity. Professional demographics were also assessed, namely (1) specialisation, (2) 

professional experience, (3) hours working, (4) time with clients, (5) client type, (6) 

work setting, and (7) supervision frequency.  

Procedure  

Approval to conduct the survey was received from the University of Auckland 

Human Participants Ethics Committee. Prior to conducting the survey drafts of the 

survey were sent to a small sample of psychologists, counsellors and social workers 

(N=5) who were not known to the researcher and volunteered to provide feedback. The 

feedback was incorporated into the final survey design and participant feedback form. 

The New Zealand Psychology Society (NZPsS) and the New Zealand College of 

Clinical Psychologists (NZCCP) were contacted with a request for their assistance in 

identifying and recruiting participants who work in public and private psychology 

practices. Following this an email was sent to members of the NZCCP and an email 

newsletter was sent to members of the NZPsS that included (1) the participant 

information sheet explaining the purpose of the study, the requirements of participation, 

the voluntary and anonymous nature of participation, information on how to request 

individual and general study results, and availability of individuals who can provide 

further information regarding concerns they may have regarding their results (see 

Appendix B); and (2) a link to Survey Monkey where the complete survey was located. 

The link included further information about the study, ethical concerns, and a request to 

consent to participation (see Appendix A). The above was sent via email twice (a month 

apart) from both the NZPsS and NZCCP in the months of September and October 2011. 

The survey went live September the 26th 2011 and remained live until December the 1st 

2011. Throughout that time 303 psychologists responded to the online survey. The 

number of registered psychologists in New Zealand is approximately 2250 (New Zealand 

Psychologists Board, 2012) with approximately 1000 belonging to the NZPsS and 587 to 

the NZCCP (data obtained via personal correspondence with the NZPsS and NZCCP). 

However, it is unknown how many psychologists belong to both the NZPsS and NZCCP 

therefore the response rate can only be estimated to range from 19.09% to 38.19%. 

Individual feedback (see appendix C) was sent to participants who had requested this 

throughout December 2011. Feedback was standardised and email contacts were 

provided for participants if they were concerned by, or would like further information 

regarding their results. 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

64 

 

Data Analysis  

The results are presented in three stages. For all analyses the alpha level was set 

at .05, as opposed to .01 as this was an exploratory study and the less stringent value 

increased the chances of finding a significant effect (i.e., less likely to reject a real 

effect). Statistical Package for the Social Sciences (SPSS) 19 was used for the initial 

analyses, with AMOS 19 used for the path analysis. The first stage involved preliminary 

analysis. This included inspection of accuracy of data and management of missing data, 

factor analysis, testing the validity of the new, modified and established measures, and 

testing assumptions.  

In stage two the sample means, standard deviations, and frequencies were 

calculated for all variables in order to describe the sample. The second stage of analysis 

also explored differences in the mean level of performance as a function of demographic 

variables consistently identified by research to influence the resilience process; age and 

gender. This analysis was performed to determine whether further analyses needed to 

take these demographic groupings into consideration. A 2x2 between-subjects 

Multivariate Analysis of Variance (MANOVA) was performed with these two demographic 

grouping variables.  

Analysis in stage three addressed the primary aim of the study by examining the 

relationships between variables in the proposed model using correlations and path 

analysis. Pearson’s correlations were generated to provide the magnitude and direction 

of the relationships between model variables. Path analysis was then conducted to 

examine the hypothesised path model presented in Figure Three. Examinations of model 

fit followed the running of the initial model through AMOS 19.  

Strong pathways found within the model were then examined in more detail. 

These pathways were identified if their standardised regression weights indicated a 

medium effect or above (i.e., standardised regression weights ≥.3). Pearson’s 

correlations and, when appropriate, multiple linear regression analysis was conducted to 

examine the impact of the separate sub-scales of the model variables within these 

stronger pathways.  

 

Stage One Results: Preliminary Analysis 

This stage presents the preliminary analysis including inspection of accuracy of 

the data, management of missing data, factor analysis and assumption testing.  
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Inspection of accuracy of data and management of missing data was first 

conducted as AMOS 19 requires a complete and accurate data set in order to perform 

path analysis. There are several recommended methods for handling missing data 

including estimating data and eliminating cases with missing data (Tabachnick & Fidell, 

2007). If participants only had one item missing in a subscale estimation of missing data 

was used. That is, the mean value for that subscale for that person was imputed in place 

of the missing value. This procedure was not used on the PSCCM as subscales had not 

been identified for this measure. Instead, for missing data on the PSCCM, group means 

were calculated from the entire samples item data and then used to replace missing 

values. Cases were deleted if more than two items on a single measure’s subscale were 

missing. A large proportion of the sample (26.10%) missed out portions of or entire 

scales or subscales, therefore it was decided that these participants would be removed 

from the analysis resulting in the total sample size being reduced from 303 to 224. No 

significant differences, in terms of demographic information, were found between the 

original sample and those that remained following inspection of the data set. Inspection 

of univariate descriptive statistics (e.g., minimum and maximum values) revealed that 

all data values fell within their expected ranges. Plausible means and standard deviations 

were also found, suggesting accurate data entry.  

Factor Analysis 

To determine the factor structure and psychometric properties of Resilience 

factors analyses was performed on the combined measures of Resilience (i.e., the EMS, 

LOT-R, FSM, CD-RISC 10, SCS-SF, AS, M-TBS, GRAS, PiLS and SWBM). To ensure all the 

resilience measures were using the same metric scale (and therefore suitable for factor 

analysis) all Likert scales were converted so that they ranged from 0 to 100 instead of 1 

to 6 or 1 to 5. To determine the factor structure and psychometric properties of the new 

and modified measures, factors analyses was also performed on the PSCCM, the M-DES 

and the modified PTGI-SF scales.  

Factor analysis is a statistical technique applied to a single set of variables where 

the researcher is interested in discovering which variables within the set are independent 

of each other (Tabachnick & Fidell, 2007). Variables that correlate with each other but 

are largely independent of other subsets of variables are combined into factors, which 

are thought to reflect underlying processes that have created the correlations among 

variables. As the MHPSS and ProQOL scale were commonly used and established 

measures within mental health professionals factor analysis was not conducted on these 

measures.   
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The suitability of the data for factor analysis was assessed by examining the 

results from Bartlett’s Test of Sphericity and the Kaiser-Meyer-Olkin (KMO) measure of 

sampling adequacy. Results for Bartlett’s Test should be significant at the p<.05 level 

which indicates that the correlations between the items are significantly large for factor 

analysis. Results for the KMO test range from 0-1, with .6 considered as a minimum 

value for a good factor analysis (Pallant, 2007). Once the suitability of the data was 

examined exploratory factor analyses were conducted on the data with oblique (promax) 

rotation. SPSS uses Kaiser’s criterion as its default to extract factors (i.e., factors with 

initial eigenvalues over 1). However, the scree plot provides a reliable criterion for factor 

selection when sample size exceeds 200 and was therefore used to determine factor 

numbers for all analyses (Field, 2009). Field suggested that when there was a difference 

between factor numbers based on Kaiser’s criterion and the scree plot analyses should 

be re-run specifying that SPSS extracts the required number of factors as determined by 

the scree plot. Therefore, when differences existed the analysis was re-run. For ease of 

interpretability only the factor loadings from the pattern matrix are reported (Field, 

2009). In accordance with cut-off values proposed by Comrey and Lee (1992) only those 

factor loadings of .45 or more are presented (i.e., those accounting for at least 20% of 

variance).  

To test the validity of the new and established measures the internal consistency 

of each scale was assessed using Cronbach’s alpha. Scores ≥ .70 indicate evidence of 

good internal consistency (Field, 2009). However, Kline (1993) notes that although the 

cut-off point of .70 is suitable for ability tests, when dealing with psychological 

constructs, values below .70 can be expected due to diversity. Therefore, alpha scores 

between .60 and .70 will be interpreted as acceptable for inclusion in this study.   

Factors of resilience. The items used to assess the components of resilience in 

this study (see measures) were all included in the factor analysis for resilience. An 

exploratory factor analysis was conducted on the 113 items with oblique (promax) 

rotation. The KMO measure verified the sampling adequacy for the analysis KMO=.77 

(KMO=.77; ‘good’ according to Field, 2009). Bartlett’s test of sphericity 

X2
(6328)=15497.32, p<.001, indicated that correlations between items were sufficiently 

large for factor analysis.  

An initial analysis was run to obtain eigenvalues for each factor of the data. Thirty 

factors had eigenvalues over Kaiser’s criterion of 1 and explained 71.77% of the 

variance. The scree plot (see figure 4) justified retaining five factors that explained 

34.50% of the variance.  
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Figure 4. Scree Plot: Factor Loadings of the Resilience Measures 

  

The analysis was then re-run specifying extraction of five factors. Table 3 shows 

the factor loadings after rotation. The items that cluster on factor one were mostly 

negatively phrased and included items from the EMS, PRwOS, SCS-SF and LOT-R as well 

and one from the FSM. Close inspection suggests that the items represent evaluations of 

the self and ones relationships and environments as well as feelings of isolation and low 

self-worth. Negative items were reversed and the factor was referred to as “self-worth”. 

Factor two included items mostly from the CD-RISC 10, AS and the internal resources 

scale from the SWBM (one item was included from the PiLS). The items were suggestive 

of the more traditional view of resilience in that they represented evaluations of one’s 

competence, confidence, and ability to cope with and recover from stress. The scale was 

named “self-efficacy”. Factor three included the supervision items form the FSS and one 

item from the GRAS. The factor was found to represent high endorsement for the 

effectiveness and usefulness of clinical supervision. The negative item was reversed and 

the factor was named “supervision”.  

Factor four included the items from the SWBM. These items represented strength, 

meaning, love and support through spiritual or religious means and the factor was 

named “spirituality”. Finally, factor five included items from the M-TBS and represented 

negative automatic thoughts and beliefs regarding one’s performance during therapy. 

These items were also reversed and the factor was named “beliefs”. Good internal 

consistency was found for four subscales and acceptable internal consistency was found 

for the fifth subscale; beliefs.  
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Table 3 

Factor Loadings for the Resilience Items  

Abbreviated Item Scale Factors 

  1 
Self-worth 

2 
Self-efficacy 

3 
Supervision 

4 
Spirituality 

5 
Beliefs 

Life gets me down. 

Often feel lonely 

Others are happier. 

When I fail I feel alone. 

Judgmental about flaws. 

Good things rarely happen. 

Difficulty arranging my life. 

Lack of people who listen. 

Don’t expect things to go my way. 

Harmony or inner peace. 

Others have more friends. 

Optimistic about future. 

Obsess on everything wrong. 

Consumed by inadequacy. 

Hard times I am caring to self. 

Intolerant towards personality. 

Usually expect the best. 

Lack of support people at work. 

Home to my liking. 

EM 

PRO 

SC 

SC 

SC 

O 

EM 

PRO 

O 

IR 

PRO 

O 

SC 

SC 

SC 

SC 

O 

FS 

EM 

-.74 

-.69 

-.67 

-.65 

-.63 

-.62 

-.60 

-.60 

-.58 

.58 

-.55 

.54 

-.52 

-.52 

.52 

-.50 

.49 

-.46 

.45 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Under pressure I stay focused. 

Deal with whatever. 

Think of myself as a strong. 

Bounce back after hardships. 

Achieve my goals. 

Rely on inner strength. 

Not discouraged by failure. 

Able to adapt. 

Confidence in opinions. 

Experienced strength. 

Stress can make me stronger. 

Judge self by what is important. 

Have an inner strength. 

Not afraid to voice opinions. 

An active person. 

CD 

CD 

CD 

CD 

CD 

IR 

CD 

CD 

A 

IR 

CD 

A 

IR 

A 

PIL 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.67 

.67 

.65 

.64 

.58 

.58 

.56 

.54 

.52 

.52 

.51 

.51 

.50 

.49 

.48 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Help accept client’s distress. 

Help understand emotional. 

Contributes to ability to reflect. 

Aids capacity to cope. 

Available to assist. 

Helps me recognize strengths. 

Engage in self-care. 

Trust supervisor. 

Little use for supervision. 

Empathize. 

FS 

FS 

FS 

FS 

FS 

FS 

FS 

FS 

FS 

PR 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.72 

.70 

.68 

.68 

.62 

.61 

.59 

.59 

-.51 

.45 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Personal strength from God. 

Support from God. 

Meaningful relationship with God. 

Spiritual gives me love. 

Spiritual gives me strength. 

Spiritual within myself.  

Mediating or praying. 

HP 

HP 

HP 

HP 

HP 

IR 

HP 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.93 

.91 

.91 

.89 

.87 

.84 

.78 

- 

- 

- 

- 

- 

- 

- 

Reactions to clients. 

Don’t understand uncomfortable. 

Don’t have information. 

TB 

TB 

TB 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.56 

.52 

.50 
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Abbreviated Item Scale Factors 

  1 
Self-worth 

2 
Self-efficacy 

3 
Supervision 

4 
Spirituality 

5 
Beliefs 

Clients to become distressed. 

Stick to treatment model. 

Model it will solve problem. 

TB 

TB 

TB 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.49 

.47 

.46 

Number of Items 

% of Variance Explained 

Cronbach’s Alpha 

 19 

16.55 

.90 

15 

6.05 

.87 

10 

4.66 

.89 

7 

4.00 

.95 

6 

3.23 

.68 

Note. EM=Environmental Mastery, PRO=Positive Relationships with Others, SC=Self 

Compassion, O=Optimism, FS=Formal Support, CD=Connor-Davidson Resilience Scale, 

A=Autonomy, IR=Internal Resources, PIL=Purpose in Life, PR=Personal Reflection, 

HP=Higher Power, TB=Therapy Beliefs.  

 

Pearson’s correlation coefficients between the subscales indicated a strong 

significant positive relationship between self-worth and self-efficacy, a moderate 

significant relationship between self-worth and supervision and a small significant 

relationship between self-worth and beliefs. Small significant relationships were found 

between self-efficacy and supervision, self-efficacy and beliefs and supervision and 

beliefs. No significant relationships were found between spirituality and any of the other 

Resilience subscales.  

Table 4 

Pearson’s Correlation Coefficients between the Subscales of Resilience 

 Self-worth Self-efficacy Supervision Spirituality 

 

Self-efficacy 

 

.51** - - - 

Supervision 

 

.32 ** .24** - - 

Spirituality 

 

.08 .05 .11 - 

Beliefs 

 

.26** .23** .15* .02 

** p<.001, *p<.05  
 

The lack of correlation between spirituality and the other subscales may reduce 

the internal consistency of the entire measure. However, it was decided to combine the 

five subscales to fit the constraints of the path model and create a Resilience total score. 

The subscales were explored separately in subsequent analysis. The internal consistency 

of the Resilience total score was good (α=.91). 

Factors of self-care and coping. Exploratory factor analysis was then 

performed on the 41 items of the PSCCM with oblique (promax) rotation. The KMO 

measure verified the sampling adequacy for the analysis, KMO=.71 (‘good’ according to 

Field, 2009). Bartlett’s test of sphericity X2
(1035)=3230.91, p<.001, indicated that 

correlations between items were sufficiently large for factor analysis. An initial analysis 
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was run to obtain eigen values. Fourteen factors had eigen values over Kaiser’s criterion 

of 1 and explained 62.72% of the variance. The scree plot (see figure 5) was slightly 

ambiguous and showed inflexions that would justify retaining five or seven factors. To 

explain more of the variance (44.68%) and reduce multicollinearity (Field, 2009) it was 

decided to re-run the analysis specifying that SPSS extracts seven factors.  

 

Figure 5. Scree Plot: Factor Loadings of the Professional Self-Care and Coping Measure 

 

Table 5 shows the factor loadings after rotation. The items that clustered on 

factor one reflected attempts to disguise distress, isolate one-self, engage in self-blame 

and avoid the problem. The factor was named “Maladaptive” coping. Factor two 

consisted of what Fredrickson and Joiner (2002) refer to as broad-minded strategies 

(i.e., attempts to step back, reframe, get perspective and look at the problem in a 

different light) as well as two emotion focused strategies (acceptance and humour). The 

factor was therefore named “Broad-Minded” coping. Factor three represented spiritual or 

religious coping strategies, such as attempts to pray and seek comfort and advice from 

ones faith, and was named “spiritual support”. Factor four represented engagement in 

relaxation and exercise and was therefore named “balance”. The items that loaded onto 

factor five represented attempts to emotionally vent and seek support from friends and 

was therefore named “friend support”. Similarly, factor six was represented seeking 

support from partners and was named “partner support”. Factor seven represented 

engagement in different roles and working outside office hours and was named “over 

committal”. 
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Internal consistency (Cronbach’s alpha) was good for the Maladaptive, Broad-

Minded, spiritual support, and partner support factors and acceptable consistency for 

balance and friend support factors. Both the over committal and partner support factors 

consisted of only two items. As a rule of thumb, factors should have at least three 

interpretable loadings (Field, 2009). However, researchers have been known to keep 

factors with two loadings when factors are of interest to the research (e.g., Connor & 

Davidson, 2003; Raes et al., 2011). As partner support had good internal consistency 

and was a coping style of interest to this research it was decided to keep this factor, 

however, over committal was found to have unacceptable internal consistency and was 

therefore not used any further analysis.  

Table 5  

Factor Loadings for the Professional Self-Care and Coping Items 

Abbreviated Item Factors 

 1 
Maladaptive 

2 
Broad 

Minded 

3 
Spiritual 

Support 

4 
Balance 

 

5 
Friend 

Support 

6 
Partner 

Support 

7 
Over 

Committal 

Disguising distress. 

Used to the problem. 

Removing myself. 

Ignoring stress. 

Avoiding. 

Worrying. 

Criticizing. 

.66 

.65 

.65 

.64 

.64 

.63 

.48 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Looking for good. 

Stepping back. 

Different perspective. 

Colleague advice. 

Accepting. 

Humour to cope. 

Strengths/limitations. 

- 

- 

- 

- 

- 

- 

- 

.70 

.70 

.65 

.64 

.60 

.58 

.47 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Comfort from faith. 

Praying. 

Spiritual advice. 

Questioning beliefs. 

- 

- 

- 

- 

- 

- 

- 

- 

.88 

.82 

.73 

.58 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Relaxation. 

Exercising. 

Meditating. 

Breaks/vacations. 

Balance. 

Personal meaning. 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.73 

.59 

.59 

.56 

.52 

.50 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Feelings with friends. 

Advice from friends. 

Negative feelings. 

Sleeping more. 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.84 

.77 

.52 

.45 

- 

- 

- 

- 

- 

- 

- 

- 

Advice from partner. 

Feelings with partner. 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.83 

.80 

- 

- 

Different roles. 

Working late nights. 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

.63 

.54 

Number of Items 

% of Variance 

Cronbach’s Alpha 

7 

11.36 

.77 

7 

9.84 

.74 

4 

6.33 

.80 

6 

5.16 

.65 

4 

4.34 

.66 

2 

3.74 

.82 

2 

3.53 

.32 
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To fit the proposed input model and for the purpose of the path analysis the 

spiritual support, balance, friend support and partner support subscales were then 

combined to make a new scale called “Self-Care”. Follow up analysis explored these 

factors separately. The subscales Maladaptive and Broad-Minded were kept separate as 

these different ways of coping were separate variables in the hypothesised input path 

model.  

 

Table 6 

Pearson’s Correlation Coefficients between the Subscales of Self-Care 

 Balance Friend 

Support 

Partner 

Support 

Friend  

Support 

.14* - - 

Partner 

Support 

-.02 .08 - 

Spiritual 

Support 

.17* .16* .04 

** p< .001, *p< .05  
 

Pearson’s correlation coefficients between the subscales comprising Self-Care 

(see Table 6) indicated small significant positive relationships between balance and 

friend support, balance and spiritual support, and friend support and spiritual support. 

No significant relationships were found between partner support and any the other Self-

Care subscales suggesting that that the partner support subscale may be unrelated to 

the other Self-Care subscales thus reduce the internal consistency of the entire measure. 

However, the Self-Care scale was found to have acceptable internal consistency (α=.67). 

 

Figure 6. Scree Plot: Factor loadings of the Modified Differential Emotions Scale 
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Factors of work-related emotions. Exploratory factor analysis was then 

performed on the 22 items of the M-DES with oblique (promax) rotation. The KMO 

measure verified the sampling adequacy for the analysis (KMO=.87; ‘great’ according to 

Field, 2009). Bartlett’s test of sphericity X2
(231)=1732.42, p<.001, indicated that 

correlations between items were sufficiently large for factor analysis to proceed. An 

initial analysis was run to obtain eigen values for each factor in the data.  

Three factors had eigen values over Kaiser’s criterion of 1 and explained 49.34% 

of the variance. The scree plot (see figure 6) indicated that inflexion would justify 

retaining all three factors in the analysis.  

Table 7 shows the factor loadings after rotation. Factor one represented positive 

work-related emotions and was named “positive emotions”. Factor two represented the 

internalising work-related negative emotions related to the self-conscious or relationally-

conscious emotions described in chapter one and was named “internalised negative 

emotions”, and factor three represented externalising negative work-related emotions 

(i.e., negative emotions that are externally-directed) and was named “externalised 

negative emotions”. The internal consistency (Cronbach’s alpha) was good for positive 

emotions and internalised negative emotions subscales and acceptable for the 

externalised negative emotions subscale.  

Table 7 

Factor Loadings for the Modified Differential Emotions Items  

Abbreviated Item Factors 

 Positive  

 

1 

Negative 

Internal 

2 

Negative 

External 

3 

Joyful, glad, happy. 

Awe, wonder, amazement. 

Inspired, uplifted, elevated. 

Grateful, appreciative, thankful.  

Hopeful, optimistic, encouraged. 

Love, closeness, trust. 

Interested, alert, curious. 

Relieved, reassured, comforted. 

Amused, fun-loving, silly. 

Compassionate, empathetic, caring. 

Proud, confident, self-assured. 

.78 

.77 

.71 

.69 

.69 

.67 

.64 

.63 

.59 

.57 

.54 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Scared, fearful, afraid. 

Embarrassed, conscious, blushing. 

Ashamed, humiliated, disgraced. 

Guilty, repentant, blameworthy. 

Stressed, nervous, overwhelmed. 

- 

- 

- 

- 

- 

.86 

.74 

.72 

.68 

.62 

- 

- 

- 

- 

- 

Contemptuous, scornful, disdainful. 

Hate, distrust, suspicion. 

Disgust, distaste, revulsion. 

- 

- 

- 

- 

- 

- 

.84 

.71 

.68 

Number of Items 

% of Variance Explained 

Cronbach’s Alpha 

11 

27.12 

.86 

5 

15.16 

.76 

3 

7.07 

.65 
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Pearson’s correlation coefficients between Emotions subscales (see Table 8) 

indicate a small significant negative relationship between positive emotions and 

internalised negative emotions and a moderate significant positive relationship between 

negative internal and externalised negative emotions. No relationship was found 

between positive emotions and externalised negative emotions. 

 

Table 8  

Pearson’s Correlations Coefficients between the Subscales of Emotions 

 Positive 

Emotions 

Negative 

Internal 

Negative 

Internal 

-.18** - 

Negative 

External 

-.02 .30** 

** p< .001, *p< .05  
 

The Emotions total score was calculated by reversing the negative emotion items 

and had good internal consistency (α=.84). The total score of the scale was used instead 

of the positive/negative emotion ratio as not all negative emotions loaded onto the 

factors and three, not the hypothesised two, factors were found. Thus, high scores on 

Emotions indicated greater positive relative to negative emotions.  

 

Figure 7. Scree Plot: Factor Loadings of the Modified Posttraumatic Growth Inventory-

Shot Form  

 

Factors of vicarious growth. Exploratory factor analysis was then performed 

on the modified PTGI-SF with oblique (promax) rotation. The KMO measure verified the 

sampling adequacy for the analysis, KMO=.87 (‘great’ according to Field, 2009). 
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Bartlett’s test of sphericity X2
(45)=895.13, p<.001, indicated that correlations between 

items were sufficiently large for factor analysis to proceed. An initial analysis was run to 

obtain eigen values. Two factors had eigen values over Kaiser’s criterion of 1 explaining 

57.80% of the variance; however the scree plot (see figure 7) suggested retaining one 

factor. This factor accounted for 45.75% of variance of the scale. The analysis was then 

re-run specifying extraction of one factor.  

Table 9 shows loadings for the factor called “Vicarious Growth”. Cronbach’s alpha 

indicated good internal consistency for this factor. 

Table 9  

Factor Loading for the Modified Post Traumatic Growth Inventory-Short Form Items 

Abbreviated Item Factor  

 Vicarious 

Growth 

1 

Greater sense of closeness’ 

Able to do better things.  

Established a new path.  

Discovered that I’m stronger. 

Adjusted priorities. 

Better spiritual understanding. 

I can handle difficulties. 

Appreciation for the value of own life. 

Stronger religious/spiritual faith. 

Learned how wonderful people are. 

.80 

.75 

.73 

.72 

.69 

.68 

.66 

.64 

.53 

.50 

Number of Items 

% of Variance Explained 

Cronbach’s Alpha 

10 

45.75 

.86 

 

Validity of Established Measures 

As mentioned above, factor analysis was not conducted on the two well 

established measures of stress and wellbeing in psychologists (i.e., the MHPSS and 

ProQOL scale). Therefore, only the internal consistency for these measures is presented. 

Work-related stress and arousal. The internal consistency of each MHPSS 

subscale and the total stress score was assessed using Cronbach’s alpha (see Table 10).  

Good internal consistency was found for the subscales, organisational structure 

and processes, relationships and conflicts with other professionals, professional self-

doubt, client related difficulty, work-load and lack of resources; while acceptable internal 

consistency was found for the subscale home/work conflict. Good internal consistency 

was also found for the total score of the MHPSS (referred to as Work-Stressors).  
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Table 10  

Internal Consistency of the Mental Health Professionals Stress Scale 

Subscales Number of 

Items 

Published 

Cronbach’s 

Alpha* 

Samples 

Cronbach’s 

Alpha 

Organisation Structure Process 

Relationships with other Professionals 

Professional Self-Doubt 

Home/Work Conflict 

Client Related Difficulty 

Work Load 

Lack of Resources 

Work-Stressors  

6 

6 

6 

6 

6 

6 

6 

42 

.75 

.80 

.70 

.67 

.64 

.77 

.71 

.89 

.91 

.85 

.86 

.67 

.70 

.84 

.78 

.93 

* From (Mehrotra, Rao, & Subbakrishna, 2000)  
 

Professional quality of life. The internal consistency of the ProQoL subscales 

and the total ProQOL score (calculated by reversing burnout and secondary traumatic 

stress scores) was assessed using Cronbach’s alpha (see Table 11).  

Table 11  

Internal Consistency of the Professional Quality of Life Scale 

Original Subscales Number of 

Items 

Published 

Cronbach’s 

Alpha* 

Samples 

Cronbach’s 

Alpha 

Compassion Satisfaction 

Secondary Traumatic Stress 

Burnout 

Professional Quality of Life 

10 

10 

10 

30 

.88 

.81 

.75 

- 

.89 

.66 

.78 

.89 

*From (Stamm, 2010) 
 

Good internal consistency was found for the subscales compassion satisfaction 

and burnout and acceptable internal consistency was found for the subscale secondary 

traumatic stress. Good internal consistency was also found for the total score of the 

ProQOL. 

Testing Assumptions  

The assumptions related to analyses performed (i.e., MANOVA, path analysis) 

were then tested. That is; normality, linearity and homogeneity of variance-covariance 

matrices. Multivariate normality is an assumption of all parametric tests applicable to 

this research. In a normal distribution, values of skewness and kurtosis are zero 

(Tabachnick & Fidell, 2007). Skewness has to do with the symmetry of the distribution 

and Kurtosis with the peakedness. Normality was considered to be violated when the 

skewness and kurtosis values differed significantly from zero using the sensitive 

Kolmogorov-Sminov test. In order to address non-normality of model variables, data 

transformations were computed to all variable as recommended by (Field, 2009). This 

included methods such as logarithmic, square root, and reciprocal transformations.  
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Of the model variables, only the Emotions scale did not violate the normality 

assumption at the p<.05 level and the Resilience and Vicarious Growth scales did not 

violate the normality assumption at the p<.001 level (see Table 12). Data 

transformations did not improve normality for any of the variables. However, it is noted 

that these tests are very sensitive and the effects of skewness and kurtosis disappear 

with samples of 200 or more (Tabachnick & Fidell, 2007), as is the case in this research. 

In order to maintain interpretability of the data the decision was made to use the 

existing variables without transformations but to interpret the findings with caution. 

Table 12 

Tests of Normality 

Variable Skewness 

(Std.E=.16) 

Kurtosis 

(Std.E=.32) 

Kolmogorov-

Smirnov 

P 

Resilience  

Emotions  

Maladaptive 

Broad-Minded 

Self-Care 

Work-Stressors 

ProQOL  

Vicarious Growth 

-.32 

-.36 

.83 

-.05 

-.36 

.50 

-.63 

-.25 

.08 

.20 

.40 

-.38 

.20 

-.37 

.33 

.12 

.06 

.06 

.13 

.09 

.09 

.10 

.09 

.07 

.03 

.09 

.00 

.00 

.00 

.00 

.00 

.02  

 

Linearity refers to the assumption that there is a straight-line relationship 

between two variables (Tabachnick & Fidell, 2007). Linearity is essential to multivariate 

analysis as solutions are based on the general linear model, and is also fundamental to 

path analysis where linear relationships between variables are examined. Linearity was 

assessed by inspection of bivariate scatterplots which were created for all bivariate 

interactions of the model variables. None of the variables were found to violate the 

assumption of linearity.   

Homogeneity of variance-covariance matrices refers to the assumption that the 

variances in each group are roughly equal (homogeneity of variance) and that the 

correlation between any two dependent variables is the same in all groups (Field, 2009). 

The two demographic grouping variables chosen, based on the literature, were age and 

gender. The variances of the model and grouping variables were computed to screen for 

homogeneity of variance-covariance matrices. This assumption has been violated when 

the sensitive Box’s M test is significant at the p<.001 level (Field, 2009). Box’s M 

produced M=140.24, F(180,14844.84)=1.15, p=.13, indicating that the assumption of 

homogeneity of variance-covariance matrices also had not been violated. 
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Stage Two Results: Descriptive Statistics and Impact of Demographics 

 Stage two presents the descriptive statistics of each measure and examines if 

there were differences in the measures based on demographic variables.  

The descriptive statistics for the model variables and subscales are presented in 

Table 13. As the items used in the Resilience factor analysis were converted to range 

from 0 to 100 the range of the identified Resilience subscales and total score was very 

large. To improve interpretability of scales following the factor analysis the Resilience 

subscales and total score were again converted by dividing the participants total scores 

on each subscale by the number of items in that scale. This resulted in a range from 0-

100 for each subscale and Resilience total score. No other measures were converted. 

Table 13 

Descriptive Statistics of Model Variables and Subscales 

Model Variable 

and Sub-Scales 

Mean SD Range 

Resilience: 

   Self-worth 

   Self-efficacy 

   Supervision  

   Spirituality 

   Beliefs 

70.40 

67.61 

76.95 

81.77 

42.45 

76.48 

9.27 

14.45 

10.45 

13.37 

29.27 

11.79 

0-100 

0-100 

0-100 

0-100 

0-100 

0-100 

Emotions: 

   Positive Emotions 

   Internalised Negative Emotions 

   Externalised Negative Emotions 

51.77 

25.20 

3.66 

1.01 

7.46 

5.86 

2.50 

1.35 

0-76 

0-44 

0-20 

0-12 

Maladaptive 

Broad-Minded 

Self-Care: 

   Balance 

   Friend Support 

   Partner Support 

   Spiritual Support 

4.73 

12.04 

16.45 

9.02 

3.80 

3.42 

1.20 

3.42 

3.31 

5.22 

3.10 

2.09 

1.78 

2.01 

0-21 

0-21 

0-48 

0-18 

0-12 

0-6 

0-12 

Work-Stressors: 

   Workload 

   Client Related Difficulty 

   Organisation Structure Process 

   Relationship with Professionals 

   Lack of Resources 

   Professional Self Doubt 

   Home/Work Conflict 

36.34 

7.85 

4.98 

5.66 

3.89 

5.27 

5.12 

3.57 

19.49 

4.37 

3.01 

5.08 

3.90 

4.14 

3.71 

3.04 

0-126 

0-18 

0-18 

0-18 

0-18 

0-18 

0-18 

0-18 

ProQOL: 

   Compassion Satisfaction 

   Secondary Traumatic Stress 

   Burnout 

111.30 

38.64 

16.34 

20.78 

11.92 

5.56 

3.61 

5.16 

30-150 

10-50 

10-50 

10-50 

Vicarious Growth 34.02 6.13 10-50 

 

The descriptive statistics for Resilience scales indicated that the average 

Resilience levels in the sample were high. Of the subscales the supervision items were 

the most endorsed by the sample followed by self-efficacy and therapy beliefs. The 
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average score of self-worth was also high. Levels of spirituality within the sample were 

low compared to the other subscales with the mean and standard deviation suggesting 

only a few participants endorsed these items. 

The descriptive statistics from the Emotions total score and Emotion subscales 

indicated that on average the participants reported higher levels of positive compared to 

negative work-related emotions.  

The descriptive statistics of the professional Self-Care subscales indicated that on 

average the participants engaged in low Maladaptive and high Broad-Minded coping and 

Self-Care. Of the Self-Care subscales, average balance and partner support scores were 

high. Friend support and spiritual support were comparatively lower compared to the 

other two subscales. 

The Work-Stressor descriptive statistics indicated that on average the participants 

reported low levels of Work-Stressors. Of the subscales, the stressors that were, on 

average, most reported by participants were workload followed by organisational 

structure and processes, lack of resources and professional self-doubt.  

Examination of the scores on the ProQOL subscales suggest that overall the 

sample appeared, on average, to have high levels of compassion satisfaction and low 

levels of compassion fatigue. The samples Vicarious Growth descriptive statistics indicate 

that on average the participants reported that statistics Vicarious Growth related to their 

client contact had occurred. 

Group Comparisons 

The two demographic variables used to group the data for comparisons were age 

(<45 years, ≥45 years) and gender (male, female). Dependent variables included 

overall scores computed for each model variable (i.e., Resilience, Emotions, Maladaptive, 

Broad-Minded, Self-Care, Work-Stressors, ProQOL, and Vicarious Growth).  

Table 14  

Mean Scores on Model Variables Contributing to the Main Effect of Age 

Variable Age Groups P Value 

 Less than 45-years 

N=114 

45-years or more 

N=106 

 

 Mean  SD Mean  SD  

Resilience 

Emotions 

Maladaptive 

Self-Care 

ProQOL 

Vicarious Growth 

68.34 

50.18 

5.44 

15.60 

107.48 

32.77 

 

 

9.10 

7.15 

3.56 

5.14 

12.14 

5.92 

72.41 

53.42 

3.99 

17.18 

115.01 

35.22 

 9.10 

7.49 

3.16 

5.15 

10.29 

6.09 

.01 

.04 

.02 

.01 

.00 

.02 
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Using Wilks’ criterion, results indicated significant main effects for the variables 

age (F(8,208)=3.11, p<.05), and gender (F(8,208)=2.07, p<.05). No significant interaction 

between age and gender was found (F(8,208)=.54, p=.82). Contributing to the main effect 

of age were the variables Resilience, Emotions, Maladaptive, Self-Care, ProQOL, and 

Vicarious Growth. Examination of age group means (see Table 14) indicated that 

younger psychologists had lower levels of Resilience, positive Emotions, Self-Care, 

ProQOL and Vicarious Growth, and higher levels of Maladaptive coping styles compared 

to older psychologists. 

Contributing to the main effect of gender were Resilience and Self-Care. Gender 

group means (see Table 15) indicated that male psychologists had a lower mean level of 

Resilience and Self-Care compared to female psychologists. 

Table 15 

Mean Scores on Model Variables Contributing to the Main Effect of Gender 

Variable Gender Groups P Value 

 Male 

N=45 

Female 

N=177 

 

 Mean  SD Mean  SD  

Resilience 

Self-Care 

67.10 

14.56 

 

 

9.01 

5.14 

71.07 

16.95 

 9.29 

5.15 

.03 

.00 

 

While main effects were found for age and gender, due to the sample size it was 

decided that the path analyses could not be run separately for each separate group. 

Furthermore, effect sizes for both main effects were small (age π2
=.11; gender π2

=.07) 

indicating that whilst these differences are significant, they are not large. However, the 

impact of these main effects will be explicitly considered when interpreting the findings.  

 

Stage Three Results: Relationships between Model Variables 

 This section presents correlations between model variables, path analysis and 

exploration of the stronger paths within the final output path model. 

The correlation matrix allows the researcher to check for multicollinearity 

between variables before running path analysis. Multicollinearity occurs when variables 

are highly correlated (i.e., r=.80 and above; Field, 2009) and therefore contain 

redundant information. 

The model variables Resilience, Emotions, Maladaptive, Broad-Minded, Self-Care, 

Work-Stressors, ProQOL, and Vicarious Growth were entered into a correlation matrix 

(see Table 16). No multicollinearity was evident on inspection of the correlation matrix 
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and so all model variables were kept separate. As can be seen in Table 16 significant 

relationships were found between all pairs of model variables with the exception of 

Maladaptive coping with Broad-Minded coping, Self-Care and Vicarious Growth; Broad-

Minded coping with Work-Stressors; Self-Care with Work-Stressors, and Work-Stressors 

with Vicarious Growth.     

Table 16 

Pearson’s Correlation Coefficients between Model Variables 

 Resilience Emotions Maladap-

tive 

Broad-

Minded 

Self-Care Work 

Stressors 

ProQOL 

Emotions 

 

.58** - - - - - - 

Maladap-

tive 

-.49** -.46** - - - - - 

Broad-

Minded 

.31** .24** -.05 - - - - 

Self-Care 

 

.37** .14* .05 .29** - - - 

Work 

Stressors 

-.39** -.50** .60** -.00 .13 - - 

ProQOL 

 

.66** .67** -.57** .28** .18** -.56** - 

Vicarious 

Growth 

.30** .27** -.08 .16* .41** .02 .25** 

Note. ProQOL=Professional Quality of Life 

**p<.001, *p< .05  

 

Path Analysis  

Figure 8 shows that the hypothesised RIO model was adjusted from the earlier 

model presented (figure 3).The Positive/Negative Emotions ratio was changed to work-

related Emotions (i.e., positive relative to negative work-related emotions). This change 

was made as not all of the negative emotions loaded onto the factors and three, not two, 

factors were found. A second adjustment was that the Self-Care/Emotion-Focused coping 

variable was changed to represent Self-Care strategies only. This adjustment was made 

as the items within the Self-Care identified in the factor analysis did not characterize 

emotion-focused coping, rather represented different types of self-care strategies 

psychologists engage in (described in chapter two).  

The hypothesised model did not fit the data (X2
(10)=147.52, p<.001, CFI-.79). 

Non-significant paths were removed one at a time; (1) Broad-Minded to Maladaptive 

coping (X2
(11)=147.53, p<.001, CFI=.79), (2) Self-Care to Maladaptive coping 

(X2
(12)=147.65, p<.001, CFI=.79), (3) Work-Stressors to Broad-Minded coping 

(X2
(13)=149.11, p<.001, CFI=.79) and (4) Broad-Minded coping to Vicarious Growth 

(X2
(14)=151.18, p<.001, CFI=.79). Removal of non-significant paths did not improve 

model fit. 
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Figure 8. Adjusted Path ‘Input Model of the Individual Process (X2
(10)=147.52, p<.001, 

CFI=.79) 

 

Modification indices that were greater than five were then considered. In 

accordance with the largest modification index, a path was added from Resilience to 

Self-Care (X2
(13)=110.41, p<.001, CFI=.85), Self-Care to Vicarious Growth 

(X2
(12)=76.01, p<.001, CFI=.90) and Resilience to Maladaptive coping. While this last 

addition improved the GFI to above the acceptable level, the model still did not fit the 

data (X2
(11)=58.89, p<.001, CFI=.93). Paths were then added from Resilience to ProQOL 

(X2
(10)=35.65, p<.001, CFI=.96), Work Stress to ProQOL, (X2

(9)=22.91, p<.05, CFI=.98) 

and Self-Care to Maladaptive coping (X2
(8)=17.64, p<.05, CFI=.99). Finally a path was 

added from work-related Emotions to Vicarious Growth, and this model was found to fit 

the data (X2
(7)=13.03, p=.07, CFI=.99). No further modification indices had values 

greater than five.   

The paths added suggested by the modification indices did not endanger 

interpretability of the model. As a final step in improving model fit, all non-significant 

paths were again removed one at a time: (1) Emotions to Self-Care (X2
(8)=13.07, p=.11, 

CFI=.99), (2) ProQOL to Vicarious Growth (X2
(9)=13.76, p=.13, CFI=.99), (3) Self-Care 

to ProQOL (X2
(10)=14.58, p=.15, CFI=.99), and (4) work-related Emotions to 
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Maladaptive coping (X2
(11)=15.88, p=.15, CFI=.99). The removal of these non-significant 

paths did not endanger the interpretability of the model nor did it increase any 

modification indices to a value above five. The final model is presented in Figure 9.  

 

Figure 9. Path ‘Output’ Model of the Individual Process (X2
(11)=15.88, p=.15, CFI=.99). 

*p<.05, **p<.001  

 

As can be seen in Figure 9 the amount of net change in receiving variable 

associated with an increased (or decrease) of one standard deviation in a variable the 

path is emanating from when controlling for the effect of other variables within the 

model ranged from small (standard deviation unit changes 0.10-0.29) to medium 

(standard deviation unit changes 0.30-0.49). No pathways were found to have large 

effects on receiving variables (standard deviation unit changes >0.50). Resilience had a 

direct medium effect of net change on ProQOL. The indirect relationship between 

resilience and ProQOL and Resilience and Vicarious Growth was illustrated via a number 

of pathways. The model showed that a standard deviation unit change in Resilience had 

a medium effect of net change on Work-Stressors, Maladaptive coping, work-related 

Emotions and Self-Care. A standard deviation unit change in Work-Stressors had a 

medium effect of net change on work-related Emotions, Self-Care, Maladaptive coping 

and Vicarious Growth and a small effect of net change on ProQOL. A standard deviation 
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unit change in work-related Emotions had a medium effect of net change on ProQOL and 

a small effect of net change on Broad-Minded coping. A standard deviation unit change 

in Self-Care had a medium effect of net change on Vicarious Growth and a small effect of 

net change on Broad-Minded coping and Maladaptive coping. Finally, a standard 

deviation unit change in Broad-Minded and Maladaptive coping had a small effect of net 

change on ProQOL.  

In terms of squared multiple correlation statistics, high levels of variance in the 

variables work-related Emotions (42.90%) and Maladaptive coping (44.90%), was 

accounted for by the model. Lower levels of variance for the variables reported Work 

Stressors (15.30%), Self-Care (22.50%) and Broad-Minded coping (12.20%) was 

accounted for by the model. The model predicted a larger amount of the variance in 

ProQOL (63.20%) compared to Vicarious Growth (21.00%). 

Further Exploration of Relationships within the Model  

As noted above, some of the pathways were stronger (resulted in a medium 

effect net change in the receiving variable) than others. To further understand these 

stronger pathways Pearson’s correlation coefficients and, where appropriate, multiple 

regression analysis was utilised using the subscales from Resilience (self-worth, self-

efficacy, supervision, spiritualty and beliefs), reported Work Stressors (workload, client 

related difficulties, organisation structure process, professional relationships, lack of 

resources, professional self-doubt and home/work conflict), work-related Emotions 

(positive emotions, internalised negative emotions and externalised negative emotions), 

Self-Care (balance, friend support, partner support and spiritual support), the subscales 

of the ProQOL (compassion satisfaction, burnout and secondary traumatic stress), and 

the Vicarious Growth scale. 

Pathways between resilience and work stressors, emotion, self-care and 

ProQOL. Table 17 presents the correlations between the subscales of resilience and the 

work stressor, emotion, self-care and the ProQOL subscales. 

As seen in Table 17, self-worth significantly negatively correlated with reported 

work stressors for all the Work Stressors subscales. These relationships were large 

between self-worth and home/work conflict, moderate between self-worth and workload, 

organisational structure and processes, relationship and conflicts with other professionals 

and professional self-doubt, and small between self-worth and client related difficulties 

and lack of resources. Self-efficacy significantly positively correlated with all but one 

(workload) of the Work Stressors subscales. Correlations were similar between self-

worth and self-efficacy for client related difficulties and professional self-doubt, however 
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all other significant correlations between self-efficacy and the Work Stressors subscales 

were somewhat lower than the correlations between self-worth and the Work Stressors 

subscales and described as small. A small negative significant correlation was found 

between clinical supervision and conflict with other professionals as well as conflict 

between home and work. No other significant relationships were found between 

supervision and Work Stressors subscales. Spirituality did not significantly correlate with 

any of the Work Stressors subscales. A small significant negative correlation was found 

between beliefs and professional self-doubt. Beliefs did not significantly correlate with 

any of the reaming Work Stressors subscales.  

Table 17 

Pearson’s Correlation Coefficients between the Subscales of Resilience and the Work 

Stressor, Emotion, Self-Care, and Professional Quality of Life Subscales 

   Resilience Subscales   

 Self- 

worth 

Self-

efficacy 

Super- 

vision 

Spirituality Beliefs 

Work Stressors: 

  Workload 

  Client Related Difficulties 

  Organisation Structure Process 

  Professional Relationships 

  Lack of Resources 

  Professional Self-Doubt 

  Home/Work Conflict 

 

-.34** 

-.29** 

-.37** 

-.41** 

-.25** 

-.42** 

-.50** 

 

-.12 

-.27** 

-.27** 

-.24** 

-.16* 

-.42** 

-.16* 

 

-.08 

.07 

-.12 

-.14* 

-.10 

-.03 

-.24** 

 

.09 

.00 

.05 

-.06 

.12 

-.02 

.02 

 

-.07 

-.11 

-.03 

-.08 

-.01 

-.28** 

-.13 

Emotions: 

  Positive Emotions 

  Internalised negative emotions 

  Externalised negative emotions 

 

.45** 

-.46** 

-.22** 

 

.38** 

-.40** 

-.23** 

 

.27** 

-.11 

-.14* 

 

.20** 

.15* 

.09 

 

.08 

-.21** 

-.13* 

Self-Care: 

  Balance 

  Friend Support 

  Partner Support 

  Spiritual Support 

 

.36** 

-.02 

-.09 

-.04 

 

.27** 

-.03 

.01 

-.02 

 

.29** 

.02 

.02 

.01 

 

.27** 

.14* 

-.05 

.73** 

 

.20* 

-.04 

-.04 

-.04 

Professional Quality of Life: 

  Compassion Satisfaction 

  Burnout 

  Secondary Traumatic Stress 

 

.51** 

-.67** 

-.40** 

 

.53** 

-.49** 

-.21** 

 

.37** 

-.30** 

-.20** 

 

.15* 

-.10 

.07 

 

.19* 

-.16* 

-.18** 

**p< .001 *p< .05  

 

The Resilience subscales that correlated with at least one Work Stressors subscale 

(i.e., all but spiritualty) were entered as predictors of reported Work-Stressors total 

score (see table 18). The model was significant and accounted for 27% of the variance 

of reported Work Stressors (F(4,219)=20.50, r2=.27, p<.001). Self-worth was found to be 

the strongest and only significant predictor of reported Work Stressors. 

Modest correlations in the expected direction were found between self-worth and 

positive emotions and self-worth and internalised negative emotions, and a small 

negative correlation was found between self-worth and externalised negative emotions 
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(see table 17). Self-efficacy significantly correlated with the Emotion subscales in the 

expected directions and at a similar level to self-worth. Small significant correlations, in 

the expected directions, were found between supervision and positive emotions and 

externalised negative emotions. However supervision did not significantly correlate with 

internalised negative emotions. A small significant positive correlation was found 

between spirituality and positive emotions and internalised negative emotions. 

Spirituality did not correlate with externalised negative emotions. Small significant 

negative correlations were found between beliefs and both negative emotion subscales. 

A relationship was not found between beliefs and the positive emotion subscale.   

Table 18 

Multiple Regression: Resilience Subscales as Predictors of Work Stressors, Emotions, 

Balance and Professional Quality of Life 

Predictors 

 

Predicted 

 Work Stressors Emotions Balance ProQOL 

 Beta t 

value 

P 

value 

Beta t 

value 

P 

value 

Beta t 

value 

P 

value 

Beta t 

value 

P 

value 

Self- 

Worth 

-.49 -6.96 .00 .44 6.89 .00 .23 3.15 .00 .49 8.51 .00 

Self-

Efficacy 

-.10 -1.44 .15 .26 4.30 .00 .08 1.16 .25 .25 4.41 .00 

Super-

vision 

.07 1.08 .28 .08 1.43 .16 .16 2.59 .01 .15 2.95 .00 

Spirituality 

 

- - - .04 .66 .51 .23 3.91 .00 .03 .60 .55 

Beliefs 

 

.01 .13 .89 -.03 -.58 .56 .09 1.48 .14 .01 .19 .85 

 

The Resilience subscales were then entered as predictors of work-related 

Emotions (see table 18). The model was significant and accounted for 41% of the 

variance in work-related Emotions (F(5,218)=30.14, r2=.41, p<.001). Self-worth was the 

strongest significant predictor of work-related Emotions followed by self-efficacy. No 

other predictors were significant.  

Self-worth had a modest significant positive relationship with the Self-Care 

subscale ‘balance’ (see table 17). Small significant positive relationships were found 

between the remaining Resilience subscales and balance. Spirituality had a small 

significant positive correlation with friend support and a strong significant positive 

relationship with spiritual support. None of the other Resilience subscales correlated with 

friend or spiritual support. Partner support was not found to correlate with any of the 

resilience subscales.  

The Resilience subscales were then entered as predictors of balance (see table 

18). The model was significant and accounted for 24% of the variance of balance 
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(F(5,218)=13.36, r2=.24, p<.001). Both spiritualty and self-worth were the best significant 

predictors of balance, followed by supervision. Self-efficacy and beliefs were not 

significant predictors of balance.  

 Strong significant relationships, in the expected direction, were found between 

self-worth and compassion satisfaction and burnout (see table 17). Self-worth had a 

modest significant negative relationship with secondary traumatic stress. Self-efficacy 

had a large significant relationship with compassion satisfaction, a modest significant 

negative relationship with burnout and a small significant negative relationship with 

secondary traumatic stress. A modest significant positive correlation was found between 

supervision and compassion satisfaction and small significant negative correlations were 

found between supervision and burnout and secondary traumatic stress. Spirituality had 

a small positive relationship with compassion satisfaction and was not significantly 

related to burnout or secondary traumatic stress. Small significant relationships between 

beliefs and the ProQOL subscales were also found in the expected direction.  

When all Resilience subscales were entered as predictors of ProQOL the model 

was significant and accounted for 51% of the variance of ProQOL (F(5,218)=46.17, r2=.51, 

p<.001). Self-worth was the strongest predictor, followed by self-efficacy, and 

supervision. No other predictors were significant (see table 18).  

Pathways between work stressors and emotion and self-care. As seen in 

Table 19, with the exception of home/work conflict all of the Work Stressor subscales 

significantly negatively correlated with positive emotions. This relationship was small for 

the subscales workload, client related difficulties, lack of resources and professional self-

doubt and moderate for the subscales organisational structure and processes and 

relationships and conflicts with other professionals. A moderate significant positive 

relationship was found between all of the Work Stressor subscales and internalised 

negative emotions. Small significant positive relationships were found between the Work 

Stressor subscales client related difficulties, organisational structure and processes, 

relationships and conflicts with other professionals and lack of resources. No significant 

relationships were found between the Work Stressor subscales workload, professional 

self-doubt and home/work conflict. The results suggest that reported work stressors 

impact most strongly on internalised negative emotions when compared to positive 

emotions and externalised negative emotions.  

The Work Stressor subscales were then entered as predictors of work-related 

Emotions (see table 20). The model was significant and accounted for 30% of the 

variance of work-related Emotions (F(7,216)=13.38, r2=.30, p<.001). Professional self-
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doubt was the strongest predictor of reported Work Stressors, followed by organisational 

structure and processes and relationships with other professionals. No other predictors 

were significant.  

Table 19 

Pearson’s Correlation Coefficients between the Subscales of Work Stressors, and the 

Emotions and Self-Care Subscales 

 Work Stressor Subscales 

 Workload Client 

Difficulties 

Organisation 

Process 

Professional 

Relationship 

Lack of 

Resources 

Professional 

Self-Doubt 

Home/Work 

Conflict 

Emotions: 

  PE 

  NIE 

  NEE 

 

-.15* 

.40** 

.12 

 

-.18** 

.32** 

.18** 

 

-.35** 

.32** 

.15* 

 

-.33** 

.34** 

.21** 

 

-.23** 

.37** 

.17* 

 

-.25** 

.43** 

.08 

 

-.12 

.35** 

.11 

Self-Care: 

  Balance 

  Friend Support 

  Partner  Support 

  Spiritual Support 

 

-.12 

.14* 

.10 

.17* 

 

-.08 

.11 

.11 

.05 

 

-.05 

.11 

.13 

.07 

 

-.07 

.23* 

.15* 

.04 

 

.05 

.12 

.10 

.17* 

 

-.09 

.16* 

.05 

.08 

 

-.20** 

.05 

.19** 

.19** 

Note. PE= positive emotions, NIE= Internalised negative emotions, NEE= Externalised 

negative emotions 

**p< .001 *p< .05;  

 

Table 20 

Multiple Regression: Work Stressor Subscales as Predictors of Emotion  

Predictors 

 

Predicted 

 Emotion 

 Beta t  

value 

P  

value 

Workload 

 

-.03 -.33 .75 

Client Difficulties 

 

.06 .72 .47 

Organisation Process 

 

-.24 -2.71 .01 

Professional Relationship 

 

-.22 -2.57 .01 

Lack of Resources 

 

.01 .15 .88 

Professional Self-Doubt 

 

-.27 -3.50 .00 

Home/Work Conflict 

 

-.02 -.27 .79 

 

Only a few significant correlations were found between the Work Stressor 

subscales and the subscales of Self-Care (see table 19). Small positive significant 

correlations was found between workload and friend support, workload and spiritual 

support, relationships and conflicts with other professionals and friend support, 

relationships and conflicts with other professionals and partner support, lack of resources 

and spiritual support, professional self-doubt and friend support, home/work conflict and 
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partner support and home/work conflict and spiritual support. Home/work conflict had a 

small significant negative correlation with balance. No other significant correlations were 

identified.  

When the Work Stressor subscales that correlated with at least one of the Self-

Care subscales were then entered as predictors of Self-Care (i.e., workload, relationships 

and conflicts with other professionals, lack of resources, professional self-doubt and 

home/work conflict). The model was not significant (F(5,218)=1.42, r2=.03, p=.22). 

Pathway between emotion and ProQOL. Positive emotions strongly and 

significantly correlate with compassion satisfaction and burnout in the expected direction 

and did not significantly correlate with secondary traumatic stress (see table 21).  

Table 21 

Pearson’s Correlation Coefficients between the Subscales of Emotion and the Professional 

Quality of Life Subscales  

  Emotion Subscales 

 Positive 

Emotions 

NIE  NEE 

Professional Quality of Life: 

  Compassion Satisfaction 

  Burnout 

  Secondary Traumatic Stress 

 

.58** 

-.59** 

-.12 

 

-.24** 

.39** 

.36** 

 

-.19** 

.22** 

.17* 

**p< .001 *p< .05  

 

Findings showed a small negative significant relationship between internalised 

negative emotions and compassion satisfaction and moderate positive correlations 

between internalised negative emotions and burnout, and secondary traumatic stress. 

Small significant correlations in the expected directions were found between externalised 

negative emotions and the ProQOL subscales.  

Table 22  

Multiple Regression: Emotion subscales as Predictors of Professional Quality of Life  

Predictors 

 

Predicted 

 ProQOL 

 Beta t  

value 

P  

value 

Positive Emotion 

 

.52 10.19 .00 

Negative Internal 

Emotion 

-.27 -4.98 .00 

Negative External 

Emotion 

-.15 -2.84 .01 

Note. ProQOL=Professional Quality of Life 

 

The work related Emotion subscales were then entered as predictors of ProQOL 

(see table 22). The model was significant and accounted for 44% of the variance of 
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ProQOL (F(3,220)=58.14, r2=.44, p<.001). The positive emotions subscale was the 

strongest predictor of ProQOL followed by internalised negative emotions and 

externalised negative emotions. 

Pathway between self-care and vicarious growth. As seen in Table 23, both 

balance and spiritual support were found to have a moderate positive significant 

relationship with Vicarious Growth. No significant correlations were found between 

Vicarious Growth and friend support or partner support.  

Table 23  

Pearson’s Correlation Coefficients between the Self-Care Subscales and Vicarious Growth 

  Emotional Self-Care Subscales   

 Balance Friend 

Support 

Partner 

Support 

Spiritual 

Support 

Vicarious Growth .38** .09 .08 .31** 

**p< .001 *p< .05  

 

Balance and spiritual support were then entered as predictors of Vicarious Growth 

(see table 24). The model was significant and accounted for 21% of the variance of 

Vicarious Growth (F(2,221)=28.71, r2=.21, p<.001). Balance was the strongest predictor 

of Vicarious Growth.  

Table 24  

Multiple Regression: Work Stressor Subscales as Predictors of Emotion  

Predictors 

 

Predicted 

 Growth 

 Beta t  

value 

P  

value 

Balance 

 

.34 5.47 .00 

Spiritual Support 

 

.26 4.22 .00 

  

Discussion 

 The purpose of this study was to examine a path model developed from a model 

based on an extensive literature review (the individual component of the RIO model). 

The path model considered how resilient processes might impact on the outcomes, 

ProQOL and vicarious client related growth. The limited research on ProQOL and 

vicarious growth in psychologists highlighted the need to identify protective factors that 

enable psychologists to engage resiliently within their profession. The contributions of 

this study to the literature on resilience in psychologists are fourfold. First, factor 

analysis results determined some support for the hypothesised five characteristics of 

resilience and additional model variables. Second, it was found that age and gender had 
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a significant impact on a psychologist’s resilience. Third, the hypothesised model of the 

individual resilient process did not fit the data. However, a revised version of the model 

did result in a significant fit. Finally, exploration of subscale relationships within stronger 

model pathways suggested possible avenues for strengthening and restoring resilience in 

psychologists. The results from this research indicate complex relationships between 

model variables in their prediction of ProQOL and vicarious growth. The following 

discusses each of the contributions in detail. 

Characteristics of Resilience and Model Variables 

Factor analysis was conducted to identify new and modified model variables and 

subscales. Internal validity values for measures and subscales were acceptable to good. 

Overall results indicated support for hypothesised model variables. However, when 

appropriate, model variables and subscales were adjusted accordingly.  

Resilience. Of the resilience items, the hypothesised five factor solution was 

supported; however slight variations in the factors were identified. The factor, referred 

to as self-worth, held items which included negative items from the SCS-SF (Raes et al., 

2011) as well as items which indicated a sense of isolation and pessimism about the 

future. When reversing the negative items this factor appeared to represent the resilient 

characteristic which allow one to know they are connected and matter to, but are not in 

competition with, others (Gilbert & Irons, 2005; Hartling, 2008; Neff, 2009). This 

knowledge is proposed to create the desire for more relationships, which in turn, enables 

the development and strengthening of resilient characteristics including self-worth and 

compassion. Importantly characteristics such as self-compassion are found to be more 

important than some traditional resilient characteristics (e.g., self-esteem) in 

maintaining resilience as they are not limited to success and allow expressions of 

vulnerability via trust and understanding towards the self and other (Jordan, 2004b; 

Neff, 2003, 2009).  

The second factor, self-efficacy, mostly included items from the CD-RISC 10 

(Campbell-Sills & Stein, 2007; Connor & Davidson, 2003). The factor appeared to 

represent the characteristic’s most often identified in the traditional separate-self models 

of resilience (Jordan, 2004b). Within this model resilience is conceptualised as positive 

self-views and belief in one’s ability to cope with and overcome adversity (Campbell-Sills 

& Stein, 2007). 

The third factor, supervision, represented positive evaluations about the 

usefulness of supervision. These items were hypothesised to load onto “positive 

relational-evaluations”. The supervision relationship is a specialised, agreed upon, work-
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focus relationship (Howard et al., 2007). The specialised nature of the 

supervisor/supervisee relationship may explain why these items loaded onto their own, 

separate, factor.  

Spirituality, the fourth factor, captured religious and spiritual relationships with a 

higher power or god. These, and items related to purpose in life, were hypothesised to 

identify meaning in life for psychologists. However, the item loadings did not appear to 

fully capture this characteristic. The absence of meaning in life, as hypothesised, in the 

factor analysis does not indicate that meaning in life is not significant for resilience in 

psychologists. The type of meaning important to psychologists (i.e., that derived from 

helping others) might not have been captured appropriately by the measures used in 

this study. Further investigation into the role of meaning in life in the resilient process is 

warranted.  

The fifth factor, beliefs, captured automatic thoughts therapists have about their 

performance and reactions during therapy. Healthy therapy beliefs (McLean et al., 

2003), along with the self-reflection items (Aukes et al., 2007), were hypothesised to 

capture the resilient characteristic “positive professional-evaluations”. This factor 

however did not include the self-reflection items however, as with meaning in life, the 

exclusion of self-reflection does not imply that self-reflection is unimportant to the 

psychologist’s resilience. The self-reflection items were developed on medical 

professionals and, therefore, may not have captured self-reflection relevant to 

psychologists. Future resilience research may focus on the role, importance and type of 

self-reflection in psychologists. 

Emotion. The factor analysis of the work-related emotions items identified three 

not the hypothesised two factors. That is, one positive emotion factor was found, 

however, the negative emotions items loaded onto two (not one) factors; internalised 

and externalised negative emotions. This difference may relate to the emotional aspects 

of the psychologists work. That is, due to exposure to others’ distress and trauma it is 

likely that psychologists experience or witness more day-to-day negative emotions than 

the general public. Therefore, negative emotion may play a different role in the 

psychologist’s life than the average person. Similar results for negative emotions have 

been identified. For example, Groenvynck, Dillen, and Fontaine (2011) developed a 

measure of self-conscious emotions for work settings (the Self-Conscious Emotions at 

Work Scale). Factor analysis on items that related to negative emotions reviled a three-

factorial structure; guilt, shame/humiliation, and anger in self-conscious situations. 

Whilst these results differ to the two factorial solution (for the negative items) identified 

in the present study the results of Groenvynck et al. alongside the current studies 
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suggest that research into the role of emotional phenomena at work needs to go beyond 

the basic positive-negative emotion distinction. 

Self-care and coping. The PSCCS was developed to measure coping and self-

care practices in psychologists. Factor analysis identified seven factors; however only the 

first six were identified as appropriate for inclusion in model analysis (maladaptive, 

broad-minded, balance and spiritual, friend and partner support). To fit the input model 

requirements the final four factors were combined to create the model variable self-care. 

Vicarious growth. An modified version of the PTGI-SF (Cann et al., 2010) was 

used to measure vicarious growth in relation to psychologist daily exposure to clients 

with distressing, but not necessarily traumatic, histories. In line with research into 

growth related to direct trauma exposure (Cann et al., 2010) a one factor solution was 

found and referred to as vicarious growth. 

Non-modified model variables. The MHPSS (Cushway et al., 1996), a measure 

of work stressors, and the ProQOL scale (Stamm, 2010), a measure of well-being at 

work were both established measure with no modifications. Internal validity values for 

both measures were acceptable to good and similar to those found by previous research 

(e.g., Mehrotra et al., 2000; Stamm, 2010).   

Between-Group Comparisons 

 Consistent with previous research MANOVA results indicated that responses were 

significantly influenced by age and gender. It is important to note that these findings do 

not establish causality of effects. Due to the small effect sizes of these differences and 

sample size separate analysis by these groups was not conducted. 

Age. Findings indicated that psychologists 45 years and older had higher levels of 

resilience, positive work emotions, self-care practices, professional quality of life and 

vicarious growth and lower levels of maladaptive coping compared to younger 

psychologists. This result is consistent with previous research indicating age differences 

in self-care practices for psychologists (Benler, 2011). This finding suggests that the 

psychologists’ age might need to be considered in interventions designed to address 

strengthening the resilient process. However, it is also possible that these findings 

represent a sample bias whereby, compared to those who leave, psychologists who 

remain in the profession (and are therefore older) remain because they have higher 

resilience and well-being. 

Gender. It was found that female psychologists had higher levels of resilience 

and self-care practices compared to male psychologists. Results are consistent with 
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previous research which indicated gender differences in self-care (Benler, 2011; Rupert 

& Kent, 2007; Stevanovic & Rupert, 2004). This finding would indicate that resilience 

and self-care differences between genders would have to be taken into consideration in 

the planning of interventions. For example, interventions might target self-care practices 

specific to men.  

Modelling the Resilient Process in Psychologists 

The main contribution of this study is in the testing and modification of a 

proposed model of resilience in psychologists. As a starting point a model based on the 

reviewed literature was developed (the RIO model) and the components adjusted to fit 

the constraints of path analysis.   

Path analysis indicated that this initial input model did not fit the data 

X2
(10)=147.52, p<.001, CFI=.79 (see Figure 8). Each insignificant path in the model was 

individually removed. This did not improve model fit X2
(14)=151.18, p<.001, CFI=.79. 

Modification indices identified the need to add a number of paths to the model. The first 

addition was from resilience to emotional self-care. This addition was supported by the 

cognitive transactional model of stress and coping (Lararus & Folkman, 1984) which 

highlights a direct link between appraisals of one’s ability to cope with stress (captured 

by the self-efficacy subscale) and effective coping processes.  

The second modification to the model was from emotional self-care to vicarious 

growth. In examining this addition the lack of relationship found between broad-minded 

coping and vicarious growth needs to be considered as it was broad-minded coping, not 

self-care, which was hypothesised to predict vicarious client-related growth (this 

pathway was removed due to its non-significance). Positive emotions are found to 

predict coping practices that broaden ones thought/action processes which increase 

social, intellectual and physical resources (i.e., lead to growth and increased resilience; 

Fredrickson, 1998; Fredrickson & Cohn, 2008). It is plausible that the type of growth 

suggested by Fredrickson and colleagues was not captured by the measure of vicarious 

growth. That is, vicarious growth was specific to engagement in client work and trauma 

exposure, which might not necessarily require broad-minded coping but instead 

management of emotional distress via self-care practices. Furthermore, research 

indicates that some level of traumatisation is necessary for post-traumatic growth to 

occur (Tedeschi et al., 1998). It is possible that resilient psychologists who experience 

signs of secondary traumatic stress engage in more self-care practices so to maintain 

emotional distance and boundaries from their work. Thus, it is through engagement in 
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these self-care practices, (not broad-minded coping), that enables recovery from client-

related distress and vicarious client-related growth to occur.  

Furthermore, the differences between the hypothesised coping-growth links and 

the second modification is that the long-term impact of broad-minded coping practices 

on vicarious growth may not have been accurately measured/captured due to the cross-

sectional nature of the study design. Possible long-term growth and well-being is 

suggested by the relationship between broad-minded coping and ProQOL. However, the 

hypothesised link between ProQOL and vicarious growth was not identified in the final 

version of the model (removed due to non-significance). Future research may wish to 

further compare the impact broad-minded and other coping strategies have on the 

possible two types of growth (vicarious client-related growth and growth in resources) by 

utilising longitudinal research designs. 

The third modification to the model was from resilience to maladaptive coping. 

Here, high resilience predicted low maladaptive coping. The addition of this path is also 

supported by the by the cognitive transactional model of stress and coping (Lararus & 

Folkman, 1984). The model suggests, and findings indicate, that those who appraise a 

situation as too demanding or beyond available resources (i.e., have low self-efficacy) 

are less able to engage in positive coping strategies and therefore engage maladaptively 

(Lazarus, 1999).   

The fourth modification to the model was from resilience to ProQOL. The addition 

of this path is supported by the literature that highlights a connection between resilience 

and general well-being. For example, Seligman’s (2011) PERMA model of well-being 

incorporates many of the characteristics found in resilient individuals and necessary for a 

resilient process (i.e., positive emotion, engagement, positive relationships, meaning, 

accomplishment/achievement).  

The fifth modification to the model was from reported work stressors to ProQOL. 

This addition highlighted the negative impact high stress exposure has on well-being 

(possibly despite high resilience) and is supported by the literature on stress and well-

being in psychologists (Barnett et al., 2007).  

 The sixth modification to the model was the re-establishment of a path between 

self-care to maladaptive coping. This path was initially removed as it was found to be 

non-significant in the input model. The re-addition, however demonstrated a positive, 

not negative, relationship; as hypothesised by the input model. Both self-care and 

maladaptive practices are emotion focused coping styles. That is, both strategies aim to 

reduce the meaning of the stress rather than removal of stressors (Lazarus, 1999). The 
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amount of net change in maladaptive coping predicted by self-care was small. Whether 

or not coping is seen as adaptive or maladaptive depends largely on the degree the 

coping strategy is engaged in (Lazarus, 1999). Therefore, small amounts of apparently 

unhealthy emotion focused coping strategies may be expected and predicted by those 

engaging in adaptive self-care practices. 

 The final modification to the model was from work-related emotions to vicarious 

growth. The addition of this path is directly supported by the literature and research by 

Frederickson’s and colleagues on the Broaden and Build Theory of positive emotions 

(Fredrickson, 1998; Fredrickson & Cohn, 2008). However, as discussed, further research 

on how the broaden and build theory may operate on different types of growth in 

psychologists is necessary.  

Following the modifications non-significant paths were again removed and the 

model which resulted fit the data well X2
(11)=15.88, p<.15, CFI=.99 (see figure 9). This 

model accounted for a greater amount variance in ProQOL (63%) compared to vicarious 

growth (21%) indicating that model variables were better at predicating ProQOL than 

vicarious client related growth. The model demonstrated that the resilient outcomes 

were influenced by model variables in a number of ways.  

Resilience was found to both directly and indirectly result in increased ProQOL. 

Indirect relationships indicated that resilience enables a process of reduced stress 

arousal more positive work-related emotions and greater engagement in self-care and 

broad-minded coping. Furthermore, both positive work-related emotions and broad-

minded coping led to increased ProQOL. Throughout this process resilience also 

encourages reduced maladaptive coping, which, when engaged in, was found to 

negatively impact on ProQOL. 

While a direct relationship between resilience and ProQOL was identified, this 

relationship was not apparent between resilience and vicarious growth. Here, resilience 

indirectly impacted on vicarious growth by encouraging a process of reduced stress 

arousal and higher levels of positive work related emotions and emotional self-care. Of 

note, however, was the low level of variance for vicarious growth predicted by the 

model. This suggested that unidentified variables, not captured by this study, have an 

important role in the prediction of such growth. Such variables might include workplace 

culture, growth-fostering relationships and external adaptation (hypothesised elements 

of the RIO model but not measured in this study). Further research into additional 

variables possible related to vicarious client-related growth is required.   



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

97 

 

Exploring Stronger Model Pathways: Subscale Relationships 

 Stronger model pathways (those that resulted in a moderate net change from the 

independent or dependent variable to the receiving variable) were explored using 

Pearson’s correlations and multiple regressions. The purpose being to further explore the 

subscales of model variables and identify aspects that might be amendable to 

interventions designed to strengthen and restore resilience.  

The output path model indicated stronger pathways between resilience and 

reported work stressors, work-related emotions, self-care and ProQOL. Of interest was of 

self-care subscales only balance significantly correlated with all of the resilience 

subscales indicating that resilience had no impact on the use of friend, partner and 

spiritual support. This result may indicate difficulties with the measures of these support 

subscales (e.g., only two items on the partner support subscale) and therefore further 

research into the relationship between these strategies and resilience is warranted.  

Correlation coefficients and multiple regression analysis suggested that, of the 

resilience sub scales, self-worth (a scale that consisted of negatively phrased  items 

suggesting a sense of isolation and disconnection in relationships) was the most strongly 

related to lower amounts of reported work stressors, increased positive relative to 

negative work-related emotions, more engagement in the self-care subscale, balance, 

increased compassion satisfaction and reduced burnout and secondary traumatic stress. 

These results add to the literature indicating the importance of self-worth above and 

beyond other resilient characteristics (i.e., those that are more individualistic in nature 

such as self-esteem; Neff, 2009). Furthermore, results suggest the importance of 

incorporating techniques to reduce isolation and increase mindfulness, common 

humanity, self-kindness, optimism and relational awareness into interventions that 

strengthen resilience in psychologists.  

 Of the above stronger pathways, multiple regression analysis demonstrated that 

self-efficacy was a close second to self-worth on all predicted measures except balance. 

Self-efficacy is a subscale that consisted of many items that represented the more 

traditional individualistic view of resilience, the hypothesised essence of resilience (i.e., 

belief in ones ability to bounce back from adversity; see, Campbell-Sills & Stein, 2007). 

Therefore, interventions would be misadvised to not also consider techniques to 

strengthen self-efficacy beliefs in psychologists.  

 When considering the remaining resilience subscales multiple regressions 

indicated that supervision significantly predicted balance and ProQOL but not work stress 

or work related emotions. Correlations suggested that supervision had no impact on any 
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of the work stressor subscales, however was found to have a positive relationship with 

positive emotions and a small negative relationship with externalised negative emotions. 

Therefore, alongside supporting balance focused strategies, interventions targeted at 

supervision might include increasing focus on how to cope with work stress and how to 

manage negative internalised and externalised emotions as well as increase positive 

work-related emotions.   

Spirituality was, alongside self-worth, the strongest predictor of balance. Path 

analysis indicated that self-care (of which balance is a part of) is predictive of vicarious 

growth. It is proposed that for a resilient process to be maintained some type of ‘energy’ 

is required and this energy comes from spiritual sources (Richardson, 2002). The present 

data indicated that spirituality is of importance for only a small proportion of 

psychologists. This finding is in line with the literature on spirituality/religiosity and 

psychology that indicates that psychologists are among those least familiar with religion 

(Pargament, 1997). However, for those where spiritual beliefs are of importance, the 

relationship between spirituality and balance is apparent. Therefore, interventions may 

wish to address ways to utilise spiritual beliefs in increasing resilience, for psychologists 

who value spirituality. 

Finally, the resilience subscale, beliefs, was not found to be a significant predictor 

of work stressors, emotions, self-care or professional quality of life. However, 

correlations indicated that beliefs had a negative relationship with professional self-

doubt, internalised negative emotions, externalised negative emotions, burnout and 

secondary traumatic stress and a positive relationship with balance and compassion 

satisfaction. Thus, increasing healthy beliefs related to the therapy process might be 

beneficial in supporting resilience. 

 Stronger pathways between reported work stressors and work-related emotions 

and self-care were also identified and therefore explored. Multiple regression indicated 

that, of the work-stressor subscales, professional self-doubt followed by organisation 

processes and conflicted professional relationships were the strongest, and only, 

predictors of work-related emotions (correlations indicating that they all predicted 

reduced positive and increased negative work-related emotions). Interventions, 

therefore, need to focus on reducing professional self-doubt and ways to cope with the, 

potentially uncontrollable, stressors; organisation process issues and conflict in 

professional relationships. 

Of note was that correlations and multiple regressions indicated little to no 

relationship between the work stressor subscales and self-care. As the independent 
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model variable, resilience had a direct influence on other variables presented in the 

model. The small number of correlations between the reported work stressors and self-

care subscales suggested that when considered in isolation to other model variables 

work-related stress is not significantly related to self-care. This non-significant 

relationship between work-stress and self-care indicates the important role resilience has 

in moderating the relationship. The finding highlights that interventions which aim to 

solely increase self-care practices may have little to no effect. Therefore, interventions 

need to strengthen resilient characteristics in psychologists prior to, or alongside 

encouraging self-care practices. 

 The relationship between work-related emotions and ProQOL was also identified 

as strong and further explored. Results indicated that the subscales of each model 

variable correlated in the expected direction with the exception of the relationship 

between positive emotions and secondary traumatic stress. The lack of correlation 

between these two subscales suggests that interventions aimed at increasing positive 

emotions may have little impact on secondary traumatic stress; whereas targeting 

negative internal and external emotions may benefit. Multiple regressions indicated that 

positive emotions were the best predictor of ProQOL followed by negative internal then 

negative external emotions. The results suggest that of the negative emotions, negative 

internalised emotions had more impact on the psychologist’s well-being compared to 

externalised emotions. As mentioned, further exploration into the different roles of work-

place emotions for psychologists is necessary. The benefits of positive work-place 

emotions are, however, apparent in the results and interventions aimed at increasing 

and savouring these is necessary.    

 Finally, path analysis indicated a strong relationship between emotional self-care 

and vicarious growth. Correlations indicated positive relationships between vicarious 

growth the self-care subscales balance and spiritual support only. This, alongside the 

above mentioned findings whereby friend and partner support had little influence on 

resilience and work stressors, indicated that these coping styles may have little to no 

role to play in the resilient process for psychologists. Further exploration about these 

coping practices is, however, required. Multiple regression results indicated that balance 

was the strongest predictor of vicarious growth followed by spiritual support. 

Interventions that aim to increase and de-stigmatise self-care practices which encourage 

a balanced lifestyle are obviously important.  



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

100 

 

The Revised Individual Component of the RIO Model 

 Following the survey analysis the individual component of the RIO Model was 

adjusted accordingly (see Figure 10). Changes to the original model (see figure 2) were 

made to the five resilient characteristics (box’s marked 3) to account for the factor 

analysis results of the resilience measures. Adjustments to the links within the individual 

process (connecting circles starting with the circle marked 4) were also made to account 

for the path analysis results.  

 

Figure 10.  The Revised RIO Model of Resilience in Psychologists. Solid lines represent 

the path analysis results. Dashed lines indicated areas to be explored in the follow up 

qualitative study. 

 

Limitations 

 The aforementioned findings need to be considered in light of the following 

limitations. Path analysis requires that all measures are completed, therefore a large 

portion of the sample were removed due to their incompletion of scales and sub-scales 

significantly reducing the sample size. The low completion rate of the survey was likely 

due to the long length of the questionnaire. Moreover, the new and modified measures 

of self-reflection and meaning may not have captured the essence of what was important 
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in terms of these concepts for psychologists. Therefore, important information 

contributing to the resilient process was potentially missing from the path analysis. 

 A further limitation of this study was that participant recruitment was conducted 

via the method of e-mail contact and an online survey. While psychologists were 

targeted on mass through the NZCCP and the NZPsS, it cannot be guaranteed that those 

psychologists who responded were representative of all New Zealand psychologists. The 

sample was found to have relatively high levels of resilience and well-being (indicated by 

high average scores on resilience, work-related emotions, ProQOL and vicarious growth 

and low average scores on reported work stressors and maladaptive coping). Whilst the 

relative overall health of the sample may indicate a sampling bias, and therefore reduce 

the generalizability of the findings, the focus of this research was identifying the 

individual resilient process. Thus, sampling those whose resilience is apparently high is, 

potentially, more likely to provide an accurate example of how resilience operates in the 

prediction of ProQOL and vicarious growth.  

 The reliance on cross-sectional data also needs to be acknowledged. In cross-

sectional studies there is also the potential for distortion and loss of information by 

participants (Webb, Bain, & Prirozzo, 2005). For example, when reflecting on their 

emotions during their most recent working week participants may have minimised or not 

recalled all negative and/or positive experiences, due to memory retrieval failure.   

Finally, the non-normal distribution of data and its potential effect on the 

interpretation of results needs to be recognised. For example, estimation of the 

population variance based on the sample’s variances for certain variables may be 

inaccurate and result in invalid tests (Tabachnick & Fidell, 2007). While saying this, not 

every variable was expected to follow a normal distribution, with social science data 

commonly conforming to various types of skewed distributions rather than normal ones 

(Micceri, 1989; Ulman, 2001). For example, a normal distribution for some variables 

(e.g., maladaptive coping and the spirituality variables) was not expected as it is unlikely 

that the population of New Zealand psychologists is distributed that way. That is, it is 

expected that most of the New Zealand psychological population would not engage in 

large amounts of maladaptive coping nor endorse the spiritual items whereas a smaller 

proportion would.  

Future Research  

 Implementation of the aforementioned methodological limitations would be 

recommended in subsequent research. For example, future studies may benefit from: 

inclusion of more relevant measures of spirituality, meaning in life and self-reflection, re-
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running the path analysis of the original model with a significantly larger sample size, 

administration of various strategies to increase response rate and decrease the effect of 

self-selection bias, obtaining a more representative sample of psychologists, and 

consideration of altering the research design to allow for prospective, as opposed to 

retrospective, data collection. 

Also, further studies may wish to compare the findings from this research with 

other professional populations working in the mental health field (e.g., nurses and social 

workers) to further test the validity of the model. It would also be advantageous if the 

model was tested for specific demographic groupings (e.g., age and gender) to assess 

whether certain demographic groups have experiences of the resilient process. 

An interesting characteristic of the sample was the high rate of reporting of 

personal trauma/adversity experienced during the previous year (almost half of the 

sample; 47.80%). The most reported personal traumas/adversities were hometown 

disaster, job loss/change/move and change in family responsibility. This finding is in light 

of the 2011 earthquakes in Christchurch, New Zealand. No research was identified which 

focused on the impact personal trauma/adversity has on the psychologists’ ability to 

engage resiliently in this work. However, this finding indicates the importance of 

addressing personal trauma/adversity in research on resilience in psychologists.   
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Chapter Four: Focus Groups and Thematic Analysis 

Introduction 

Study two, a qualitative focus group study, was launched following study one. A 

focus group is, essentially, a discussion among chosen individuals about a specific topic 

(Carey & Asbury, 2012). The aim of the focus group is to get quality data within a social 

setting so that participants can reflect on their own views in the context of the views of 

others (Carey & Asbury, 2012).  

Compared to a series of one-on-one interviews, focus groups provide researchers 

with a number of advantages. That is, in a couple of hours the researcher can gather 

data from a large number of people instead of only one; significantly increasing sample 

size. Participants’ interactions enhance data quality as participants get to hear each 

other’s responses, make additional comments and provide checks and balances on each 

other. Furthermore, the degree to which there is a consistent, shared view or diversity of 

views can be quickly assessed (Carey & Asbury, 2012).  

The qualitative focus group study followed the quantitative study as this sequence 

would allow the qualitative analysis to enhance and enrich the meaning of the qualitative 

results and contextualize the qualitative information (Creswell, Klassen, Plano Clark, & 

Smith, 2012). Therefore, the aim of study two was to enable a more complete 

understanding of the resilient process in psychologists and add a more in-depth 

understanding of the systems psychologists work in and relationships they engage in. 

The qualitative focus group study was also added so to compare the major themes and 

results identified in each study, validate the survey results and gather ideas of ways to 

strengthen and restore resilience in psychologists.   

 

Method 

To integrate the survey results into the focus group discussion a connecting data 

approach was used (as recommended by Creswell & Plano Clark, 2011). This involved 

using the analysis of the quantitative survey to inform the interview questions and 

prompts. The results from study one also informed the selection of participants. In study 

one age and gender were found to significantly impact on participants’ resilience, stress 

and other measured variables. Therefore, it was decided that two focus groups, both 

consisting of men and women, would be identified; one that involved those with less 

than ten years’ professional experience and another with more than ten years’ 

experience. The reason for dividing participants by experience and not gender or age 
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was that experience would not only account for age differences but it was also 

hypothesised that this selection process would enable less experienced participants to be 

more open and comfortable with each other as they would have similar backgrounds but 

would not be exposed to those who might be in a more powerful position to themselves. 

Gender was to be considered by noting any clear differences in views between men and 

women during the analysis. 

Methodology 

Following guidelines provided by Braun and Clarke (2006) the primary analysis 

method for the current study was thematic analysis. That is, analysis involved identifying 

groups of ideas or “codes‟ within the data and then organising these into higher order 

“themes‟. The process is typically inductive as themes are not predetermined prior to 

analysing the data. Instead, themes are derived from the data itself. Thematic analysis 

is a flexible technique which can be applied in many ways depending on the aims and 

theoretical position of the researcher (Braun & Clarke, 2006). 

In endeavouring to understand participants’ experiences and meanings, I sought 

to understand both how they viewed resilience in the psychology profession and the way 

they understood their own resilience. To do this I wanted to acknowledge the potential 

effect my own perspectives and experiences had on my understanding of participants’ 

statements. In particular, the various theoretical constructs and processes already 

described and examined in study one may also have influenced my interpretations of 

participants’ experiences, as may have my desire to derive information that might be 

useful to psychologists.  

To reduce the influence these experiences and ideas had on my interpretation of 

participants’ accounts and to be open to finding out new things, discussions were held 

with my academic supervisors. During the analysis stage, initial findings were discussed 

with my primary supervisor Professor Fred Seymour and my secondary supervisor Dr 

Kerry Gibson to establish inter-rater consistency. Each was given the list of themes, 

subthemes and codes (with descriptions). Following their own analysis they discussed 

with me each code, subtheme, and theme. Changes suggested during this process were 

incorporated into the final analysis (see data analysis). 

Participants 

The participants for the focus groups were identified by myself as well as 

Professor Fred Seymour and Fiona Howard (both experienced clinical psychologists with 

extensive knowledge of those in practice). Selection sought to achieve a balance and 

spread according to years of professional experience, ethnicity, work setting (private of 
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public), and speciality (e.g., clinical, forensic or educational). Participants were contacted 

by email and phone by Fiona Howard. Once participants agreed to take part they were 

sent the Participant Information Sheet (Appendix D).  

A sample size of six to eight participants per group was aimed for. This size was 

selected in order to obtain a range of views on the research question whilst maintaining 

a manageable group size. However, on the day of the interview for focus group one, 

three participants were unable to attend due to ill health. Nonetheless, although the size 

of focus group one was smaller than hoped for, the sample size was considered adequate 

for an exploratory qualitative project. 

Table 25 

Focus Group One: Demographic Information  

Pseudo-Name 

(gender) 

Ethnicity Professional 

Scope 

Years 

Experience 

Age 

Jessica 

(female) 

European Clinical 1 26 

Tui 

(female) 

Maori Clinical 2 35 

Michelle 

(female) 

European Clinical 2 31 

Rachel 

(female) 

European Educational 6 57 

Samuel 

(male) 

European Clinical 6.5 36 

  

Tables 25 and 26 present demographic information of the two focus groups.  

Participants were 13 men and women aged between 26 and 57 years who had either less 

than ten years’ experience (group one) or more than ten years’ experience (group two). 

 

Table 26 

Focus Group Two: Demographic Information  

Pseudo-Name 

(gender) 

Ethnicity Professional 

Scope 

Years 

Experience 

Age 

Ashley 

(female) 

Chinese Clinical 10 40 

Manu 

(male) 

Indian Clinical 10 33 

Felicity 

(female) 

European 

Irish 

Educational 12 51 

Adam 

(male) 

European Clinical 18 36 

Daniel 

(male) 

European Clinical 18 40 

Susanne 

(female) 

European 

S-African 

Clinical 20 51 

Amy 

(female) 

European Educational 20 52 

Nina 

(female) 

Indian Clinical 22 48 
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Tables 25 and 26 indicate that nine focus group participants identified as New 

Zealanders of European descent (Pakeha), two identified as Indian, one identified as 

Chinese, and one identified as Māori. All but three of the participants were clinical 

psychologists; the remaining three were educational psychologists. Years of experience 

ranged from one to 22 years.  

Overall the majority of participants did not know each other personally. However, 

two of the participants in focus group one worked in the same organisation but on 

different teams, one participant disclosed that another participant’s supervisor was a 

good friend of hers and in focus group two; two of the participants knew each other 

through their involvement in a professional association. 

Interview Schedule 

Group interviews followed a semi-structured format which sought to allow 

participants to ‘tell their stories’ of resilience and well-being while covering areas of 

practical and theoretical significant. An interview schedule was created based on the 

literature review and results from study one  which supplied a starting point for the 

interviews and a number of questions and prompts to be used throughout the interview 

(see Appendix E). Participants were asked to reflect on their own experiences as well as 

their observations of their colleagues. Interviews started with open questions designed 

to set the topic and start the discussion at the point they thought most important (i.e., 

How do you believe you develop and maintain resilience in this profession?). Other 

questions were less open and focused on and advantages and disadvantages of being 

resilient (i.e., What are the advantages for psychologists who are truly resilient in their 

work? and What are the disadvantages for psychologists whose resilience is reduced?) 

and how resilience may be strengthened within the caring professions (i.e., What would 

you do to strengthen resilience in the caring professions?). Prompts in the interview 

schedule were based on the existing literature and the findings from study one (e.g., 

Positive emotions, Client care, Personal therapy). These prompts were used sparingly 

and only when discussions faltered. 

Procedure  

Approval to proceed was received from the University of Auckland Human 

Participants Ethics Committee. Two facilitators conducted the group interviews, with one 

primarily taking notes (Fiona Howard) and the other leading the discussion and 

prompting when necessary (myself). Written consent and demographic information was 

obtained from participants on arrival and before commencing with the interviews 

(Appendices F and G). Participants were informed that they could leave the interview at 
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any time. Limits of confidentiality and anonymity in focus groups were also discussed 

before interviews commenced. Following the recommendations of Zeller (1993), to 

enhance the disclosure of sensitive information both facilitators started the interviews by 

(briefly) disclosing their experiences of burnout and resilience. Participants were then 

invited to identify themselves by their names, where they worked, and to speak of any 

potential connections they had with the focus group setup (e.g., confidentiality related to 

connections with other group members that they were not aware of). The facilitators also 

sought to manage the interview so that it was not dominated by one or two people so 

that those less verbal participants were able to share their views. Both interviews were 

conducted in a meeting room at the University of Auckland Tamaki campus.  

Interviews were recorded digitally. Notes were also taken throughout the 

interviews so to keep track of which participants were talking. Both focus group 

interviews were approximately two hours long. Hard copies of transcripts were stored in 

a locked filing cabinet at The University of Auckland, and electronic versions were 

password-protected and stored on a secure server at the University. 

Data Analysis  

Both group interviews were transcribed verbatim. Interview recordings were then 

listened to again to check transcripts for mistakes and to clarify participants’ words or 

meaning. Any identifying information was removed from transcripts, including the names 

of individuals and the organisations where they worked. From that point forward 

participants were assigned pseudo-names to identify their transcript data within 

discussions with supervisors when validating the analysis. Multiple re-readings of the full 

transcripts were then carried out to familiarise myself with participants’ accounts, as 

recommended by Braun and Clarke (2006). 

In the next phase initial codes were identified within the transcripts. These codes 

were comprehensive; no material was left un-coded. Several steps were made when 

coding the material as I became more familiar with the transcripts and found different 

ways of viewing the data. The transcripts were coded inclusively, so that material around 

the quote of interest was also coded. This allowed the context of quotes to be easily 

understood during the coding and analysis. Following this, codes were grouped into 

themes. In some cases themes were then divided into sub-themes to improve 

communication. In other cases sub-themes were evident first and then grouped into a 

larger theme as links became notable. Throughout this process codes were discarded or 

merged with each other as it became apparent that they did not contain enough unique 

material to warrant a separate code. In each case care was taken that no material 
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assumed to be important to participants or the research question went unrepresented. 

Discussion with my primary academic supervisor (Fred Seymour) was intensive 

throughout this process and these discussions directed and shaped the final strategy 

used to make sense of and report the data. 

Once the material was coded and organised into themes and sub-themes, 

discussions were held with my secondary supervisor (Kerry Gibson). Throughout these 

discussions she addressed the question of whether each theme and subthemes was 

noticeable, supported and adequately described in the data. The process of analysis was 

also discussed and one change to the overall themes was suggested during this process; 

namely that the theme Balanced Personal and Professional Lifestyle was split into two 

separate themes that addressed personal life balance and managing workplace 

demands. Other changes discussed included adjusting the names of themes by adding 

descriptive quotes. These changes were made and are presented in the analysis section 

below. 

Where participant quotes were used to describe a theme or subtheme in the 

Analysis chapter, these were punctuated to facilitate the participants’ meaning as I 

understood it, rather than prosody. Participants’ quotes were also carefully edited to 

preserve participant anonymity and improve clarity without altering the participants’ 

(interpreted) meaning. As well as removing names and locations, many idiosyncratic 

speech habits such as “you know‟, “sort of”, “like” and “um‟ were also removed.  

In reporting the analysis, the prevalence of each subtheme is discussed only in 

general terms. While the prevalence of a theme may be of interest, prevalence does not 

necessarily indicate importance (Braun & Clarke, 2006). Furthermore, reporting 

participant numbers in the discussion of themes and sub-themes may imply confidence 

in their significance which was not warranted given the small sample size and the 

qualitative focus of the project. 

 

Analysis 

Sixty seven individual codes absorbed the data comprehensively. These were 

grouped into six themes. Table 27 illustrates the themes and sub-themes identified in 

the data. Each theme contained material from both of the focus groups and was 

organised into the smallest number of sub-themes which could best describe the content 

areas of that theme. One theme did not contain sub-themes. Differences between the 

groups were observed with regards to the emphasis some placed on sub-themes, and 
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these distinctions are described in the text that follows. No gender differences were 

apparent in the analysis. 

 

Table 27 

Themes and Sub-Themes 

Themes Sub-Themes 

 

Contexts that Undermine Professional Well-Being: 

“I imagine being a nurse in the trenches in World 

War I” 

Undermining Institutional Settings 

 Undermining Team Culture 

 

 Undermining Aspects of the Psychology 

Profession 

 The Selection and Training of Psychologists 

 

A Professional Culture of Care: “trust and 

strength in having good people with you” 

Positive Colleague Relationships 

 Supervision 

  

A Separate and Protected Lifestyle: “you have to 

go and just be normal” 

Looking After Yourself 

 

 Supportive and Normalising Personal 

Relationships 

Coping at Work: “it is a relationship-based thing 

that you’re doing so you can be removed but you 

can’t be too far removed” 

Managing My Emotional Reactions to Therapeutic 

Work 

 Managing Workplace Demands 

 

Professional and Personal Growth Reflects 

Resilience: “feeling like I'm growing and learning 

is a big part of resilience” 

Growth through Self-Reflection 

 Growth from Personal Therapy 

  

 Growth through Engagement in the Therapeutic 

Relationship with Clients 

  

Being Resilient has Benefits: “you can keep doing 

it, do it well and enjoy doing it”  

 

- 

 

 

Contexts that Undermine Professional Well-Being: “I imagine being a nurse in 

the trenches in World War I” 

Participants from both groups described contexts that cause them increased 

stress, undermined their professional well-being and compromised their ability to engage 

resiliently. Participants discussed the impact of medicalised institutions, stressed team 

members, lack of professional advocacy within the psychology profession, and the 

impact that selection and training had on their ability to engage successfully in positive 

professional relationships. This theme consisted of four sub-themes; Undermining 
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Institutional Settings, Undermining Team Culture, Undermining Aspects of the 

Psychology Profession, and The Selection and Training of Psychologists. The content 

included in this theme directly related to the adversity component within the definition of 

resilience and provided the context for the themes that follow, that is, the resilient 

discussion. 

Undermining Institutional Settings 

Both groups discussed the negative impact institutional settings had on their 

professional well-being. Participants stated that the dominant medical paradigm found 

within institutional settings reduced their sense of professional value and resilience. As 

one participant said; “I think as a resource we’re very undervalued and that doesn’t do 

much for your resilience” (Rachel; G1). Another was dismayed that psychologists were 

no longer considered for top leadership positions as:  

They’ve just passed a law. Well it feels like passed a law… that all clinical 

directorship positions must be doctors” (Daniel; G2).  

Participants in the less experienced group discussed how the medical paradigm 

invalidated psychological perspectives and “increases your sense of isolation and reduces 

your sense of validation in the work that you do” (Samuel; G1). They stated that 

working within the medical paradigm created a constant implicit threat that 

psychologists will be “replaced by cheaper labour that can do quicker, faster, better” 

(Samuel; G1). Participants from both groups spoke of how the lack of value placed on 

psychological perspectives within these settings resulted in psychologists not receiving 

“enough resources to be able to take adequate annual leave… adequate sick pay… 

adequate professional development money” (Samuel; G1). Participants in the more 

experienced group discussed how the dominant medical paradigm resulted in 

psychologists not working within a system that values evidence for therapeutic 

techniques. Instead psychologists work “in a cronyism, emotional, what feels good, what 

can you influence, political system” (Adam; G2). Participants from the more experienced 

group also described how the “medicalised and regimented” (Adam; G2) environments 

they worked in meant that “any display of emotion is probably not validated… and 

almost stigmatising” (Adam; G2). 

When discussing possible interventions to strengthen resilience within these 

institutionalised settings, participants from the less experienced group discussed whether 

having more recognition and reward would benefit resilience; “if I'm performing, like, 

XYZ task that is benefiting the organisation, then you know I'd like to be valued for that” 
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(Tui; G1). Participants from the more experienced group wondered whether students 

should be taught appropriate ways to respond to system demands:  

We train students about how to be with someone who’s depressed or anxious 

or psychotic. So what do you do when you find yourself in a team meeting 

and the manager or the doctor is telling you, you should be doing this, this 

and this and you know that the evidence says you don’t. How do you respond 

in that situation? How do you think other people do? Teach that (Daniel; G2). 

Undermining Team Culture  

Participants, from the less experienced group, discussed how their team 

relationships can negatively impact on their professional well-being; “cause often it is 

[stress] about colleagues rather than clients” (Jessica; G1). They described how a 

negative team culture is created though modelling from more senior team members that 

“they’ll pick up more [clients]” (Tui; G1). They discussed how this creates “a lot of 

pressure on the junior members of the team to feel that you have to do that as well” 

(Tui; G1) and an implicit “expectation on you to perform” (Rachel; G1), that they “must 

be working hard and be stressed out all the time” (Samuel; G1) and “an expectation and 

culture of hard work [which] makes you feel worse” (Samuel; G1).  

Participants described how team members need to “take it upon themselves to sort 

out their caseload and to take time out if they need it” (Michelle; G1) so that they don’t 

burden or offload on other team members; “where they’ll just sort of dump on you and 

then you have their problems as well” (Michelle; G1). The discussion about team stress 

appeared distressing and anger provoking for some of the less experienced participants. 

They discussed how frustrating it is when stressed overworked colleagues impact 

negatively on team culture: 

It has an effect doesn’t it, on the whole team… I get really frustrated with 

that. If you’ve got somebody that is maybe putting out really bad energy and 

offloading and being really disgruntled but also taking a whole bunch more 

clients than what they can do realistically, it’s making you feel bad for not 

picking them up and also you’re getting their venting (Michelle; G1). 

Participants also discussed how they experienced a lack of role clarity within their team 

that this meant they needed to provide an “explanation in a team of what a psychologist 

is and isn’t” (Michelle; G1) and resulted in them not knowing “what’s necessarily 

expected of us” (Samuel; G1) both of which they found frustrating. 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

112 

 

Undermining Aspects of the Psychology Profession 

Participants, from both focus groups, identified aspects of the psychology 

profession that negatively impacted on their professional well-being. Participants 

described how “most of our professional life is spent by ourselves” (Samuel; G1) and 

that the psychology profession consists of “a whole lot of individuals” (Samuel; G1) who 

just “just individually complain about how badly psychology is treated” (Daniel; G2). 

Participants described how organising psychologists is “like herding cats, cats on a bad 

day” (Daniel G2). They discussed how systemically the profession is “quite ineffective” 

(Adam; G2) and “pretty hopeless generally” (Amy; G2) as it does not engage in 

“collective action and forming alliances with other disciplines and finding how to work to 

move systems” (Daniel; G2). The less experienced participants discussed how this 

professional isolation creates a “mystery about what your colleagues do and how they do 

it” (Samuel; G1) and a “lack of communication about our experiences” (Samuel; G1). 

The more experienced participants found the profession’s limited ability to work as a 

group “quite puzzling” (Adam; G2), “considering the skills we should have” (Amy; G2).  

Having strong professional advocacy from within the psychology profession was 

identified by participants from both groups as important for being able to effect change 

within institutional settings. Participants believed that “it behoves us to be slightly more 

capable of advocating… rather than tolerating and working under” (Amy; G2). However, 

participants also discussed that psychologists are “not very good advocating for 

ourselves as a profession” (Samuel; G1). Participants in the more experienced group 

described how a lack of professional advocacy impacted on their ability to argue for 

evidence based treatment within institutional settings. They spoke of the importance of 

speaking out or taking a stand. However, they identified that this needs to be done 

constructively so that they don’t get “slaughtered” (Amy; G1) or “seen as difficult” 

(Daniel; G2). They discussed how hard it is to change once they are seen as difficult and 

that “people don’t listen after a while” (Susanne; G2). They described how professionals 

from medical disciplines stand up for effective, evidenced based treatment yet 

psychologists don’t; they just do what they are told:  

If you were a doctor… and you’ve got a client in front of you who’s got… 

cancer and you know that the minimum treatment, to have any chance of 

being effective, is a six month course of chemotherapy and you’ve got a 

process that says we can’t do that, can you just give them some disprin. No 

doctor in their right mind is going to say ‘yeah, alright, I’ll do that’… But 

psychologists go ‘oh, so I can’t get them the therapy that’s indicated, I can 

only give them ten sessions of CBT, all right I’ll give it a go’ (Daniel; G2). 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

113 

 

Participants from both groups wondered whether “the size of the population of 

psychologists in New Zealand” (Felicity; G2) impacted the ability of psychologists to form 

networks and advocate for psychology. They discussed how despite the small size of the 

psychology population in New Zealand, New Zealand psychologists are “split into two 

groups, to make us two smaller groups, in terms of the [NZCCP] and the [NZPsS]” 

(Daniel; G2).  

Participants discussed that the lack of advocacy from within the profession also 

impacted on the public’s understanding of the psychologist’s role. Participants in the 

more experienced group discussed how psychologists are “particularly poor with media 

statements and PR” (Adam; G2) and that the psychologists who tend to be media 

spokespeople are “usually quite waffely, weird” (Adam; G2). The impact of this on the 

public’s ability to understand the psychologist’s role was described by those in the more 

experienced group: 

How on earth do you expect anyone to turn up and know what they’ve come 

for… They really don’t get psychotherapist from psychiatrist from, you know, 

every variety under the sun. And will you use music and art therapy while 

you’re at it? (Amy G2). 

Participants from the more experienced group described how the psychology 

profession holds an implicit expectation that psychologist should present themselves as 

invulnerable. They described vulnerability within the psychology profession as “keep it 

secret, keep it to yourself” (Daniel; G2), that psychologists “are supposed to be all well, 

healthy, all together” (Amy; G2) and that the profession says that “it’s your 

responsibility if you’re not coping or you’re sad or your wellbeing’s compromised” 

(Adam; G2). They discussed how, within the psychology profession, they “don’t expect 

to be in an environment where [personal] emotions are going to be talked about” 

(Daniel; G2). Participants appeared to find the focus group discussion informative and 

described this professional culture as “pretty sad” (Susanne; G2).  

Participants in the more experienced group explored how an expectation of 

practitioner’s invulnerability may have arisen within the profession. They discussed 

whether working within the scientist/practitioner model had resulted in a focus towards a 

“rational [and] scientific” (Nina; G2) presentation of oneself as a psychologist. As one 

participant joked “we’re all scientists here [laugh]… you can deal with that stuff at home” 

(Nina; G2). They reflected that maybe these perceptions are strengthened via modelling 

from senior psychologists. As one participant said; “maybe psychology as a profession 
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presents themselves in a way that’s not actually realistic to how we want to practice” 

(Susanne; G2). 

When discussing interventions participants from the more experienced group 

described how they would like stronger networks in New Zealand. They suggested that 

psychologists should encourage the New Zealand Psychological Society to act politically 

“because they’re not a very political organisation in terms of affecting change in the 

community; we don’t encourage them to be (Daniel; G2). They also suggested that 

universities “teach our psychologists to be advocates or have a PR role or even media 

training” (Adam; G2) and “to help the public think about what psychologists do” (Adam; 

G2).  

The Selection and Training of Psychologists  

Both groups discussed how the selection and training of psychologists impacted 

on how they deal with stress and present themselves within the profession. Participants 

from the less experienced group discussed how the selection process and clinical 

interview suggested that they needed to be invulnerable by implying that they had to 

“have straight A's and be able to completely sacrifice all your personal life for study” 

(Michelle; G1) and were expected “to have a high caseload and work hard and be 

resilient essentially” (Samuel; G1). They identified the screening question when 

interviewed that sets this expectation from the outset; “this is going to be a stressful 

role and you’ve got to manage that, how are you going to do that?” (Samuel; G1). 

Throughout their training participants from the less experienced group also 

discussed that it was modelled and expected that they should be stressed and busy:  

Throughout my training and my internship as well… often it was modelled 

that you would work just really, really hard and carry ridiculous case loads 

and you always have this expectation that you’re supposed to do that (Tui; 

G1). 

Participants in the less experienced group also described how their “clinical training 

leaves you woefully ill-prepared for life as a psychologist” (Rachel; G1). They described 

experiencing an impostor complex and lack of professional confidence when entering the 

profession; “where you get out and you think, what am I actually doing?” (Rachel; G1), 

“I fooled them!” (Jessica; G1), “that’s right, yeah” (Samuel; G1), “what do I do next?” 

(Jessica; G1). 

Participants in the more experienced group discussed the role teaching staff had 

in modelling vulnerability and providing support. They discussed that when psychologists 
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are “training, it would really, really help to have mentors who are very supportive” 

(Ashley; G2) as the lack of support and harsh responses from staff can make students 

“feel very demoralised” (Ashley; G2). Another participant spoke of how helpful it was for 

her that the lecturers “would always talk about their mistakes that they made… that of 

course you’re going to make mistakes, of course you’re going to have somebody who 

suicides” (Susanne; G2). 

Participants from both groups discussed how the backgrounds of psychologist may 

also impact on the how they cope and present within the profession. The more 

experienced group reflected that “we don’t come to this profession by accident” (Daniel; 

G2), that “it’s not exactly normal to sit and listen to other people’s problems all day” 

(Susanne; G2) and that “we come with our own histories of trauma and abuse and 

everything else” (Nina; G2). Being successful, “perfectionistic” (Michelle; G1) and having 

“really high standards” (Tui; G1) were described by participants from both groups as 

traits of many psychologists. The more experienced group discussed how these qualities 

and backgrounds increased stress and anxiety for new psychologists: 

I’m just thinking about the interns that I see come through that have got 

really high standards for themselves, and it often cuts off their legs. They 

can’t actually operate because they’re so anxious about making mistakes 

(Susanne; G2). 

 

A Professional Culture of Care: “trust and strength in having good people with 

you” 

 The importance of positive, supportive professional relationships for enabling and 

maintaining resilience was a theme that ran through participants’ accounts in both focus 

groups. In fact, approximately a quarter of the total transcript was coded under this 

category. In line with the notion of relational resilience (Hartling, 2008; Jordan, 2004b) 

participants from both focus groups discussed how their professional relationships 

contributed to their resilience. Participants also described how positive professional 

relationships were difficult to maintain in certain contexts. This theme consisted of two 

sub-themes; Positive Colleague Relationships and Supervision. 

Positive Colleague Relationships 

 Participants from both focus groups discussed the importance of a positive team 

or colleague relationships for maintaining their well-being at work. They identified that 
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these connections positively impacted on their resilience. As described by participants, 

relationships that were trusting, flexible and validating were important:    

When other things have impacted on my ability to work, having a team that’s 

been flexible and validated that, and that’s been a really big part of my 

resilience. Part of that trust with the team is where I don't feel like people are 

trotting up to the manager to say I turned up late or, you know. That’s been 

a really nice part, that trust and strength in having good people with you. 

(Samuel; G1)  

Participants described how these positive connections and relationships with colleagues 

arose. Participants from the less experienced group reported that having colleagues who 

were immediately available to debrief with was important. As one participant said; “it’s 

the five minutes where you just go and grab a coffee together… everyone gets busy of 

course, but we can usually find time for each other (Tui; G1). Participants also stated 

this availability of colleagues enabled them to share “even if something’s been really 

good, just to have that immediate chat to somebody” (Rachel; G1).  

Feeling supported by team members was discussed in both focus groups. 

Participants spoke of how working in a “team where everyone knows each other’s 

clients” (Samuel; G1) meant that they felt supported professionally within their team as 

they were able to “check in afterwards for things like risk particularly, stressful 

dynamics, you know” (Samuel; G1). Participants also discussed how receiving 

professional support from their manager meant that the manager would “buffer us from 

the worst of what comes from above” (Daniel; G2). Participants described how this 

professional support had “made a huge difference to my development and resilience as a 

psychologist” (Daniel; G2). 

Along with feeling supported professionally, participants from both groups spoke of 

how they accessed personal support from colleagues either by using humour or seeking 

comfort when upset:  

Especially after a really stressful session, if I have a really good laugh about it 

afterwards with somebody, just to take it down. I think is really helpful for 

me personally (Rachel; G1). 

Participants from both groups described that friendships with other psychologists or 

colleagues was also beneficial to their resilience. Participants discussed how these 

friendships provided personal support outside of work as colleagues understood how to 

respond to certain work stressors outside of work: 
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I’ve formed some very, very close collegial relationships with people that are 

either psychologists or work in the profession and then develop relationships 

outside work. And it’s not about talking about clients and work very much 

sometimes. But it’s about just being with other people that know what it’s like 

to work in the mental health system, to go out and not have to talk about 

clients… and so, you’ve got work colleagues that will know to either talk 

about it or not talk about it (Adam; G1). 

Managing personal stress within their teams was discussed by the less 

experienced group. Participants discussed engaging in strategies that suggested they 

had high levels of relational awareness. As discussed, relational awareness is the 

understanding of what actually exists in relationship and involves looking at one’s 

patterns of relating whilst not becoming immobilised by self-doubt and self-blame 

(Jordan, 2004a). They described how “the comparison point is really important because 

it is different for me to somebody else” (Michelle; G1). They described that “when you’re 

actually counting how many [clients] you see compared to someone else then you can 

feel bad” (Michelle; G1). Participants recognised their own responsibility for managing 

stress as important for maintaining positive team dynamics. As one participant said she 

feels “like it’s my responsibility to sort out my own stuff somehow” (Michelle; G1). Within 

this discussion participants identified that “being real within your team” (Michelle; G1) by 

letting team members “know when I'm having a hard time” (Michelle; G1) was 

important. However, participants were concerned about how “just offloading everything” 

(Michelle; G1) negatively impacted on other team members and they described not 

wanting to “contaminate the team with all my stress and stuff”. The group discussed that 

working out how to disclose “how I'm feeling and how I'm coping” (Jessica, G1), and 

“knowing who to do that with [and] also how you do it with different people” (Jessica, 

G1) or “being selective” (Michelle; G1) about who to disclose personal stress helped 

them manage their own stress and maintain positive team relationships and dynamics.  

Participants, from the more experienced focus group, spoke of ways they directly 

contributed to improving team dynamics by supporting other team members. They 

highlighted that supporting colleagues ensured not only their colleagues’ safety but also 

client safety; “because if there’s a staff member in crisis we need to know about it so 

that they can stay safe and be supported, and the clients are safe” (Daniel; G2). In 

particular, supporting other team members to manage their workloads and stress levels 

was deemed important:  

I’ll do anything I can to improve the team’s function in supporting each other 

to observe their limits… Because then the team will come up with creative 
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solutions for how you deal with the fact that, of course, there’s more demand 

than the team can meet (Daniel; G2). 

Participants in the more experienced group also discussed that they encourage team 

members to disclose if “something’s going on so they can’t work properly” (Susanne; 

G2), however, how much team members did this depended on “their personalities [and] 

whether something’s driving [them] not to make mistakes [or] to be seen as vulnerable” 

(Susanne; G2).  

Supervision 

The importance of supportive supervision for resilience was highlighted throughout 

both focus groups discussions: 

The supervision thing is really invaluable... for me certainly that’s been a big 

part of being able to still enjoy and do the work in a resilient way (Nina; G2). 

The quality of supervisor/supervisee and peer supervision relationship(s) was identified 

as the most important factor for engagement in supervision and thus resilience. 

Participants spoke of the importance of “feeling safe within the supervision relationship” 

(Tui; G1) and “the trust that’s built up” (Daniel; G2) within these relationships. They 

discussed the factors that enable safety and trust to be established, such as having 

“someone who isn’t on my team… so it feels like he’s able to step back and help me 

make sense of things when it gets a bit tough” (Tui; G1) and keeping supervision as 

“dedicated time… something that goes into our diaries every fortnight and we meet 

regularly so I know I’ve got that time put aside (Tui; G1). 

Participants from both groups also described how reassurance, validation, reality 

checking and decision making received in supervision supported their resilience. As one 

participant said; “it can provide confirmation that you’re doing an alright job and it can 

be great to check in with complex cases that are causing you stress” (Samuel; G1). 

Another spoke of how “you feel very, very much validated for the work that you do and 

you bounce back again and you’re able to carry on” (Ashley; G2).  

Participants from the less experienced group also discussed that validation alone 

was not enough to support their resilience and spoke of how being challenged was also 

important: 

It’s really a balance I suppose of being challenged and, for me, like actually 

feeling like I’m learning things and still going somewhere, like I think that’s 

quite important as well in terms of my satisfaction and willingness to do the 

work (Jessica; G1). 
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For the less experienced group having supervisors who were role models, provided 

advice, and considerate of the supervisee’s stage of development were also discussed as 

important: 

I feel like my supervisor is like a better version of me, as a psychologist. 

She’s similar but more experienced and more skilled, but not like perfect and 

god like, so attainable (Jessica; G1). 

Participants from the more experienced group discussed the practical aspects of clinical 

and peer supervision in that it ensured ethical practice and competency. As one 

participant said; “it’s actually really important, I think, to do our work competently and 

safely and it’s a good thing to have someone look over your work” (Nina; G2). Another 

spoke of how the members of his peer supervision group explicitly decided that they 

were meeting to ensure ethical practice; “that was the thing that we said, that would be 

our mantra, ethics is what we’re here to do, to keep us all on the straight and narrow 

(Daniel; G2). 

Participants, in the less experienced group, also described the impact of a poor 

supervisor/supervisee match as being “disorientating, quite random and at times… 

almost worse than none” (Jessica; G1). Participant described that the advice they 

received in “bad supervision… had not provided a real clear sense of how you function as 

a psychologist” (Jessica; G1) and this “makes things worse… when you’re new and 

you’re looking to your supervisor for what is the norm here (Jessica; G1). They also 

described the how being evaluated by their supervisor inhibited what they said in 

supervision as “you’re always monitoring what you’re saying or are a little bit anxious” 

(Tui; G1) because “if you don’t know what you’re doing with a client you don’t want to 

say that because… they might use it against you” (Tui; G1). 

One participant described a difficult previous supervision relationship where “things 

I said in supervision actually were just shared willy-nilly with the team” (Michelle; G1). 

She added she was now more reserved in supervision and has engaged in her own 

therapy:  

[This] meant that supervision is [now] really separate to my own therapy… 

Maybe that is why I’m comfortable with having a supervisor that’s on my 

team… because I keep all my personal stuff pretty separate (Michelle; G1). 

There was a clear lack of negative discussion related to supervision from the more 

experienced participants. One explanation may be that members of the more 

experienced group had more confidence choosing and/or authority regarding who their 

supervisors would be. As one participant in the more experienced group stated, she 
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“would have left [her job if she was not] getting satisfactory supervision, [as] it’s so 

important for development, for safety, for everything” (Felicity; G2). 

 

A Separate and Protected Lifestyle: “you have to go and just be normal” 

 Both focus groups discussed the importance of maintaining work/life balance and 

engaging in self-care. They described that engaging in activities that were separate and 

different to their professional work, taking regular breaks, and maintaining personal 

relationships supported their resilience. Some participants also discussed how, at times, 

it is difficult to keep work separate from their personal life. This theme consisted of two 

sub-themes; Looking After Yourself and Supportive and Normalising Personal 

Relationships. 

Looking After Yourself  

Participants from both focus groups discussed the importance of self-care. 

Participants stated that “you cannot do anything for anyone else if you haven’t looked 

after yourself” (Amy; G2) and that you need to prioritise self-care activities “as much as 

the clients” (Daniel; G2). They discussed that engaging in self-care activities means they 

can “keep going [and] it’s not a horrible experience to go to work” (Tui; G1) and that 

they don’t “burnout horribly” (Susanne; G2). 

Participants from the less experienced group discussed how they like to engage in 

activities or routines that helped them have a “real clear boundary between home and 

work” (Samuel; G1). They described how they: 

Commute by motor scooter from home to work so it’s a headspace; you’re 

having to be out in amongst the world… That provides a nice little buffer 

between work and home for me (Samuel; G1). 

When I come home from work, I like to get into the kitchen and cook dinner 

and I'm quite happy in there and everyone can just leave me alone. And it’s 

just really nice, just to be able to just, cook. And then I’ll talk to them later 

(Rachel; G1). 

Participants from both groups discussed the importance of activities that took their “head 

away from your work” (Samuel; G1), provided a “completely different place from work” 

(Felicity; G2) and gave them something to “look forward to that is enjoyable and fun” 

(Jessica; G1). They discussed how these activities helped them maintain balance. 

Participants from the less experienced group, however, also described how:  
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It can be really hard I find to separate work from that leisure time… [that] 

there are times when I find it really hard to say, ‘no’… [and that] quite often 

I'll find that I will work in weekends, when I really know I shouldn’t (Rachel; 

G1).  

The less experienced participants discussed how they “see enough tragedy and drama in 

my job, I just don't want that when I go home” (Michelle) and that when work does 

impact on personal time it helps to work away from home “so it doesn’t pollute my home 

environment” (Samuel; G1). 

Exercise was the most frequently mentioned self-care activity by participants. 

However, discussions also highlighted that self-care activities differ between individuals. 

As one participant said within the discussion of how exercise enables an “idea or solution 

to just pop into my head” (Felicity; G2); “wouldn’t work for me, sleep works for me 

(Nina; G2). Nevertheless, participants from both groups discussed how taking regular 

breaks and holidays helped restored their resilience: 

I’ve never come back from a holiday and not want to go back to work… 

Because I think I take them regularly, because I don’t over work and I’m 

always happy to go back (Daniel; G2). 

Supportive and Normalising Personal Relationships  

Consistent with the notion of relational resilience (Hartling, 2008; Jordan, 2004b) 

participants from both groups discussed how their personal relationships were important 

for restoring and strengthening their resilience. Participants from the less experienced 

group described how it is difficult to “look at myself in isolation in this job” (Michelle; 

G1). They discussed that time with friends and family was “protected time” (Tui; G1) 

and “downtime” (Rachel; G1) where they “don't actually want to talk about their job” 

(Tui; G1). In addition, the more experienced participants discussed that when thinking 

about resilience as a psychologist it’s important “not to forget the people who are in our 

lives at home” (Nina; G2) as “it’s about not stand alone… it’s the support, the bounce 

back, every other thing that you can get from all manner” (Amy; G2). They described 

how engaging with those outside of the profession, such as a “casual conversation with 

the guy at the dairy” (Amy; G2), helped them regain perspective and energy:   

With all due respect to all my clients, most of them are not on the normal 

area and you tend to get a bit skewed. And actually you have to go and just 

be normal, to balance it out a bit and just recheck… just talk to somebody not 

as a psychologist, just as the neighbour… it just puts it back to where it 

should be rather than the skewed views (Amy; G2). 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

122 

 

Participants from both groups described how partners supported their resilience by 

helping them “not to think about work at all when I’m at home” (Susanne; G2) and to 

keep a “clear space” (Susanne; G2) at home: 

My partner doesn’t know anything about what a psychologist does and I have 

no idea what he does so we talk about what we have for lunch and what 

we’re going to have for dinner and what we can do in the weekend. I'm 

exaggerating slightly but we don’t talk about the content of work really very 

much at all, and I really like that. I find that really helpful (Jessica; G1).  

Participants from the less experienced group also discussed how their family directly 

supported their resilience by keeping things at home running smoothly. As one 

participant said:  

My husband has been making sure that everything at home is running 

perfectly smoothly so that I can get out the door and do my job and not have 

to worry about stuff at home. I think without that, my resilience would be a 

lot lower (Michelle; G1). 

Participants from both groups also, however, described how they sometimes experience 

limits to the support they both give and receive from their family: 

I've got a young family and a wife. They require my attention as well, you 

know, at the end of the day and I find that that’s a double drain. It’s drawing 

on the same set of skills you’re using during the day, that empathy, that 

giving of yourself all the time (Samuel; G1). 

The worst thing I can ever do is come home and tell my partner that 

somebody suicided or somebody self-harmed. The first thing she’ll say is ‘will 

you get in trouble for it?’ (Adam; G2), not what you want to hear (Nina; G2), 

no, it’s not (Adam; G2).  

Connecting with others outside of work was clearly important for the participants in both 

groups. However, some participants also described needing “a lot of alone time” 

(Susanne; G2) and “enough alone time to get my energy back” (Tui; G1) as: 

I can feel quite exhausted if I spend a lot of time with other people, even if 

they’re people I feel really close to. So part of my resilience is recognising 

that and knowing when to take time out for myself… and when I need to draw 

on some other people (Tui; G1). 
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Coping at Work: “it is a relationship-based thing that you’re doing so you can 

be removed but you can’t be too far removed” 

 Both focus groups discussed the ways they coped with work stress. Participants 

discussed how they managed their emotional reactions to therapeutic work by 

maintaining emotional boundaries with clients and knowing what type of psychological 

work was suited towards their personality. They also discussed the importance of having 

clear professional limits so to manage their workload and how they used acceptance 

strategies to cope with difficult systems. This theme consisted of two sub-themes; 

Managing My Emotional Reactions to Therapeutic Work and Managing Workplace 

Demands.  

Managing My Emotional Reactions to Therapeutic Work  

Participants discussed how they are not in “a job that we just leave our shit outside 

so to speak, at the door… because we take ourselves, you know, when you’re with a 

person or a family all of us goes” (Nina; G2). They described how “being a psychologist 

is an emotionally draining experience” (Samuel; G1) and that it can feel “like everyone 

always wants something from you and at some stage… you’ve had enough” (Rachel; 

G1). Participants from the less experienced group discussed the importance of not 

becoming too emotionally invested in the work and that it is “really helpful for me to go 

‘it’s not my fault if they don't all get better’, and to step back from that” (Jessica; G1). 

The discussions were similar to the notion of maintaining emotional boundaries (i.e., 

ability to emotionally detach and reattach to clients; Skovholt & Trotter-Mathison, 2011). 

As one participant described:  

You wouldn’t be doing it right, if you didn’t actually care about whether or not 

your clients get better. And it is a relationship-based thing that you’re doing 

so you can be removed but you can’t be too far removed. And it’s always that 

balance between are you stepping in too much and being over-invested in 

what happens in your therapeutic relationship or are you taking a step too far 

back that you are too removed (Michelle; G1).  

Participants in the less experienced group also, however, described how “that balance 

can be hard to get right” (Michelle; G1) and how they struggle to not become too 

invested in their client’s well-being:  

If I'd have a week where most of my clients were doing pretty well, I'd be 

like, ‘this is great, I love this’ and then the next week they’ll come in and 

they’re not doing so well and I'd be like, ‘what am I doing wrong?’ And if I'm 

more invested in how they are doing, it’s almost like I can’t do my job as well 
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and I don’t feel as good either… I think it’s a struggle for me not be too 

invested in the improvement of my clients as a measure of my worth as a 

psychologist or a person even (Jessica; G1). 

Both groups discussed that sharing with supervisors and colleagues “what it feels like to 

work with people and addressing all that” (Adam; G2) helped them manage what it’s like 

hearing “people’s stories and talking to them” (Adam; G2). They discussed that being 

able to “find a way to be with their emotional responses to the work and to the clients” 

(Daniel; G2) by “tolerating and coping with those feelings rather than not having them” 

(Jessica; G1) was important for moving from “being psychologists as technician 

[towards]… psychologists as therapists” (Daniel; G2). The more experienced group 

identified that it is those who don’t find a way to be with their emotions “stay doing a 

particular type of work or stop being psychologists” (Daniel; G2). 

Participants from both groups also discussed how it was important to know what 

type of work within psychology (e.g., therapeutic or assessment work) was “the right fit 

… [and] suited to your personality” (Nina; G2). They spoke of how this helps them 

choose work that “you’re suited for and works for you” (Nina; G2) and is therefore 

advantageous and supported their resilience:  

I know that in my personal life I don’t like having things that are really long 

term frustrating challenges, so therefore in my professional life I realise that I 

like short term assessment work, and so having that understanding about 

what I like and what drives me crazy has helped me steer away from things 

that are going to be frustrating and challenging in my job and also be able to 

identify the stuff that is good (Michelle; G1). 

When discussing interventions the more experienced group discussed how it is those 

who “who got through the training without ever looking at their own feelings” (David; 

G2) are those who leave the profession. They suggested that training programmes 

places greater emphasis on how psychologists respond to their own emotional reactions 

to clients: 

I think as part of the training a much greater emphasis on how to respond to 

your own emotional responses to clients… Not in a token way, but as a really 

core part of the training. Because I think those of us that are here find that in 

our own way, but I don’t know if that’s good enough for the profession 

(Daniel; G2). 
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Managing Workplace Demands  

Participants, mostly from the more experienced group, discussed how they coped 

working within systems that they described as “not just abusive but hostile sometimes to 

psychologists” (Adam; G2) by using acceptance and humour. Participants, in the more 

experienced group, discussed how accepting that “you’re in a war zone” (Adam; G2) and 

recognising that they were “not responsible for fixing it” (Daniel; G2) helped them stay 

working within these settings. Participants in the less experienced group spoke of how 

they used “humour” (Rachel; G1) and “irreverence” (Samuel; G1) to manage workplace 

stress. They discussed how using humour is “a very important one for me, being able to 

look at things and well laugh when one needs to” (Rachel; G1). 

The more experienced group discuss that irrespective of how skilful you are some 

systems are “not going to change and they’re not workable and you have to leave” 

(Daniel; G2). The idea of leaving these unworkable systems prompted a discussion as to 

whether psychologists were “ethically obliged to actually look out for fellow 

[psychologists]” (Amy; G2) to protect them from entering hostile environments. 

Participants discussed how they did feel they had an ethical responsibility to warn new 

graduate psychologists about some workplace environments as these environments are 

difficult for them to “learn and gain [their] teeth” (Daniel; G2) and will “probably do 

[them] harm” (Daniel; G2). They suggested that by warning psychologists against 

working in certain environments may lead the systems to change as “sometimes the 

only way systems learn is when they fail” (Daniel; G2).  

Participants from both groups discussed how knowing their limits enabled them to 

do “good work with the people that I’m seeing” (Michelle; G1) rather than doing “bad 

work, and feeling exhausted, and actually getting burnt out” (Michelle; G1). Participants 

from the more experienced group also discussed how maintaining clear professional 

limits by drawing “the line” (Amy; G2), recognising that some work demands are “not 

my responsibility” (Amy; G2) and “not burning that candle too much” (Amy; G2) helped 

manage their caseloads. They described how “being really clear about my limits has 

been a really important part of resilience” (Daniel; G2).  

Participants also indicated their use of broad-minded coping (i.e., reframing the 

problem so to see it in a different light and stepping back from the problem to be more 

objective) by speaking of how it is “pretty remarkable that psychologists are continuing 

to be present and still contribute in that very difficult environment” (Nina; G2). They 

recognised that “even though we get crapped on, they still want us, they need us, so 

we’re still there” (Nina; G2). 
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When discussing interventions the more experienced group suggested that 

teaching students “how to survive [and] thrive in difficult systems” (Daniel; G2) would 

be beneficial. They discussed teaching students “how to build relationships” (Daniel; G2), 

“how to change them” (Amy; G2) and “how to figure out where your bottom lines are… 

in a way that you survive and people can’t actually punish you” (Daniel; G2). 

 

Professional and Personal Growth Reflects Resilience; “feeling like I'm growing 

and learning is a big part of resilience” 

 Both groups described the importance of professional and personal growth for 

maintaining resilience. Participants discussed how they grew from both past personal 

and professional experiences. They described how they have learnt to become their own 

therapist and the importance of self-reflection in doing this. They spoke of their own 

experiences of therapy and how this impacts on their ability to practice and self-reflect. 

Limits to personal therapy were also discussed such as poor therapist or therapeutic 

model match. Growth following experiences with clients was also discussed by both 

groups including the importance of finding meaning through the work. This theme 

consisted of three sub-themes; Growth through Self-Reflection, Growth from Personal 

Therapy and Growth through Engagement in the Therapeutic Relationship.  

Growth through Self-Reflection  

 Both groups described engaging in self-reflection. Self-reflection is the ability to 

exercise introspection and the willingness to learn more about one’s own values, nature, 

attitudes, purpose, and culture. As discussed, self-reflection is strongly emphasized and 

valued in the psychology profession (Skovholt & Trotter-Mathison, 2011) and is linked to 

the ability to be self- and culturally-aware, both required competences of all practicing 

New Zealand psychologists (The New Zealand Psychologists Board, 2012). Group 

discussions focused on how going through and reflecting on past difficulties had enabled 

participants to become more resilience and that reflecting on their own strengths and 

limitations enabled participants to cope better when facing current stressors. For the 

more experienced group self-reflection was described as the key for both developing and 

maintaining resilience.  

Participants in both groups described how the “resilience you have now does 

come from your past experiences” (Rachel; G1). Participants spoke of how resilience is 

not “something that you suddenly learn one day” (Jessica; G1) but is something that 

“continuously changes and grows sometimes through not such good experiences” 

(Jessica; G1). They described how their resilience came from “stuff that I had prior to 
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even thinking about being a psychologist” (Jessica; G1) and from challenging past 

experiences such as those in a “different profession” (Amy; G2). They discussed how 

resilience arose via “experiences that have made me cope, made me re-look at what I 

was doing and solve problems” (Rachel; G1). They described this as process of making 

life mistakes and then learning from these mistakes “in a way that makes you grow and 

you rectify” (Susanne; G2). They described how this process enabled them to “develop 

another level of how you manage things” (Amy; G2), put “things in an entirely different 

perspective” (Amy; G2), “look at things in a different way” (Rachel; G1) and “learn a 

little bit more about yourself and what you need to do in order to look after [yourself]” 

(Susanne; G2). 

Participants in both groups described how, as psychologists, they are “always 

developing and growing and having new challenges and new learning” (Felicity; G2), 

They discussed how “you owe it to the profession to keep growing” (Susanne; G2) and 

that “feeling like I'm growing and learning is a big part of resilience” (Jessica; G1). Both 

groups also discussed how “not everyone does that” (Susanne; G2), “that you can’t just 

practice how you practice and keep practicing how you practice for a length of time” 

(Jessica; G1) as a “failure to grow for some [means that] they get stuck (Rachel; G1). 

For those in the less experienced group this professional growth had enabled to them to 

feel “more competent in my role” (Tui; G1). 

Participants in the more experienced group also discussed how their training had 

impacted on their resilience as through “training you, light bulb, change, light bulb, 

change, develop grow” (Amy; G2). They described how their “personal life has got heaps 

better because of the profession that I’m in” (Ashley; G2) and that “one spills over to the 

other” (Ashley; G2). They described how their training had led them to be “more 

emotionally mature, stronger, able to deal with things in a much better way than if I was 

not trained in psychology” (Manu; G2) and that this had “helped me go from strength to 

strength” (Ashley; G2). This led participants to wonder if psychologists had unique 

protective qualities such as an “ability to process our emotions or stay calm under stress 

or not take things on board, or accept things that are difficult more than others” (Adam; 

G2). Some participant disagreed with this stating they can be very “thin skinned at 

times” (Nina; G2). They suggested instead that maybe psychologists are more “open 

minded” (Nina; G2) about “how we see the world perhaps… as in good or bad, right or 

wrong maybe” (Nina; G2). They discussed how this would help if, for example, someone 

was “expressing some idea that’s abhorrent to you” (Nina; G2) as psychologists would 

try to “get in there” (Nina; G2) and “understand more” (Adam; G2) the other persons 

perspective. 
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Participants, from both groups, discussed how their psychological knowledge and 

practice enabled them to “really become your own therapist” (Ashley; G2). They 

described this as “almost listening to myself as a psychologist, thinking if I was in the 

situation as a client, what would I be saying to myself” (Adam; G2) because “a lot of the 

processes that we use in coping are the same ones that we’re teaching our clients” 

(Jessica; G1). They discussed that if they don’t do this “then I’m being hypocritical and I 

wouldn’t want to identify myself as hypocritical” (Susanne; G2).  

Participants from the more experienced group also spent time discussing the 

importance of self-reflection for being your own therapist as “if you’re not able to 

monitor what’s going on in yourself, you can’t stop yourself from getting into situations 

like burnout” (Susanne; G2). Participants described how self-reflection can come from 

“within you because you’re mindful that you’re pushing yourself a lot” (Manu; G2) or it 

arises following feedback from “people who know you, so it could be your wife, it could 

be your family, it could be your supervisor, it could be your friends, it could be your 

colleagues” (Manu; G2) and this feedback tells them that they are “pushing too far or 

this is not a healthy cycle” (Manu; G2). 

The more experienced participants discussed that while self-reflection is “meant 

to be one of our competencies… some people do it and some people don’t” (Susanne; 

G2). They wondered if it is those supervisees who are able to “share an observation and 

reflect on it and think ‘oh yeah’, tend to be the ones that go on and do really well 

[whereas] the ones who come across and go ‘well so and so does it as well’, or ‘that’s 

not true’ [or] just reject it out of hand without giving it a moment’s consideration” 

(Felicity; G2) are those who “tend to fall along the wayside” (Felicity; G2) and “don’t 

carry on as psychologists” (Susanne; G2).   

When discussing interventions the more experienced suggested that self-

reflection becomes “part of the curriculum, part of the training” (Manu; G2). They 

discussed that this could be achieved via “self-reflection exercises” (Manu; G2) and 

working “on those in confidentiality with your supervisor, or a mentor or somebody 

who’s like an adviser” (Manu; G2). However, the more experienced group also 

highlighted how difficult it is to get some trainees to self-reflect. They discussed that it is 

generally in “difficult supervisee relationships” (Susanne; G2) that supervisee is not self-

reflecting; “so they’re not getting from supervision what they could get and therefore not 

growing in themselves” (Susanne; G2). 
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Growth from Personal Therapy 

 Participants from both groups spoke of how they had engaged in their own 

personal therapy. They discussed how engagement in personal therapy was “really 

important to do” (Michelle; G1) in terms of their resilience and practice. Participants in 

the less experienced group described how personal therapy was a “safe place to go and 

discuss all of whatever it is that I need to” (Michelle; G1), “really helpful in terms of 

pulling out some blind spots” (Tui; G1) and “really helpful in the times that I have not 

been feeling very resilient and maybe a bit worried about how that might affect my 

work” (Michelle; G1). Personal therapy was, however, something the less experienced 

group was prompted to discuss and appeared hesitant to discuss. The discussion was 

initiated after a long pause and there were long pauses between each participant’s 

statements. Furthermore, most of the group participants who disclosed engaging in 

personal therapy described entering it because of personal or professional curiosity and 

highlighted that it was not because they were unable to cope beforehand.  

Participants in the more experienced group were not prompted or hesitant to 

discuss their personal therapy. They focused on how personal therapy influenced their 

practice as “in order to be a good therapist, you have to know yourself” (Susanne; G2). 

They described that their personal therapy had enabled them to learn “how to be there 

for me” (Susanne; G2), how to allow “my feeling states” (Susanne; G2) and “how to 

process my emotional responses” (Daniel; G2). They discussed how the self-knowledge 

and skills they gained in therapy had “helped me become resilient” (Susanne; G2) and 

“are what enables me to stay in the public system and love it despite all its flaws 

(Daniel; G2). 

Both groups also described limits to personal therapy. Participants from both 

groups discussed how “you’ve got to find a type of therapy or counselling or whatever 

that matches, that fits” (Felicity; G2). They discussed how they had negative 

experiences of personal therapy due to a poor therapist or model match: 

I think the person that I went to see wasn’t a good match for me and didn’t 

really understand what I was wanting out of it… and I didn’t find it practically 

helpful and gave up on it (Jessica; G1). 

Participants from both groups also discussed the limits personal therapy for those who 

are training. Participants from the less experienced group discussed how engaging in 

personal therapy during their internship can become “really difficult to juggle on top of 

all the other pressures” (Tui; G1). For some of the more experienced group, therapy was 

embedded into their training. They discussed how they “all moaned about it, we hated it” 
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(Nina; G2) but upon reflection “think it was actually good for us” (Nina; G2). However, 

participants also identified that there were boundary issues for them as the “problem 

was that the main therapist was also the evaluator” (Nina; G2). Other participants in the 

more experienced group reflected on how they thought they were “too young when I did 

my training to go into therapy” (Adam; G2) and that they did not “think I would have 

tolerated it” (Adam; G2). They discussed how calling it “going into therapy” was “a bit 

off putting” (Nina; G2) because “it feels forced on you” (Nina; G2) and that “as a 

psychologist, how can you force somebody to go into therapy?” (Adam; G2).  

The dominance of the cognitive model and the potential impact this has on 

attitudes to personal therapy was also identified as a limitation to engaging in personal 

therapy by the more experienced participants. They discussed that the cognitive model 

“focuses on the logical I’m fine, psychology’s all fine” (Daniel; G2) and learning this 

model might influence how psychologists view engaging in personal therapy as the 

cognitive model “doesn’t give us as much space for all the mucky feelings that you have 

to have to deal with; clients that will die and all that stuff” (Daniel; G2). Some 

participants discussed how focusing on this model to “cure all” (Nina; G2) was illogical as 

“you can’t think yourself out of core stuff that’s happened to you when you were two 

years old” (Susanne; G2) and “it’s like we’re misleading people sometimes I think” 

(Susanne; G2). 

When discussing interventions some participants from the more experienced 

group suggested that the message trainee psychologists need to hear is; “if you don’t 

want to go into therapy yourself, how can you expect people to come to therapy to you” 

(Susanne; G2). They discussed how the profession needs to be “strongly encouraging 

trainees going into the therapy themselves… with the message being that they need to 

really find out who they are in order to be a good therapist” (Susanne; G2).  

Growth through Engagement in the Therapeutic Relationship with Clients 

 All participants discussed how their connections with clients had strengthened 

their resilience. Participants from the more experienced group described how they feel 

they “are in a very privileged place, to be invited into people’s lives in such a deep and 

personal way” (Nina; G2) as they “get to see humanity” (Adam; G2). They discussed 

that the recognising of the “trust that people place in us” (Nina; G2) and the privilege of 

“hearing thousands of people’s life stories and what they’ve been through” (Adam; G2) 

means that the work is “not boring, it’s interesting, exciting and meaningful” (Daniel; 

G2) and “so satisfying and so worth doing” (Nina; G2). They described how “connecting 

with the person” (Adam; G2) gives them an “insight to life” (Adam; G2), “a big boost in 
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making our jobs worthwhile and enjoyable at the same time” (Nina; G2) and was “one 

thing that I really enjoy, the reason why I keep going” (Adam; G2).  

In line with the proposed notion of vicarious growth, participants in the more 

experienced group also spoke of how they have “learnt a lot of my resilience by thinking 

about my clients” (Adam; G2) because the “stories that they share with us… are so 

inspiring” (Ashley; G2) and “many times I feel that they are ones who are so resilient” 

(Ashley; G2). They discussed how their clients “model out the change for you… and they 

demonstrate to you that it is possible to work it out” (Manu; G2). Participants also 

described how seeing the “commonality in every client” (Adam; G2) and learning “about 

what it’s like to be human” (Adam; G2) and “about the humanity of emotions” (Adam; 

G2) helped them to “understand myself more” (Adam; G2) and this is “very beneficial 

for me as a person” (Adam; G2). As one participant described: 

Thinking that I might not be fully aware of my stress, or might not be fully 

aware about how I’m not functioning. Because often clients aren’t aware, and 

so I think well if they feel like that, maybe I’m like that too. And clients 

sometimes continue to do the same old things, the same old habits and get 

themselves into the same old mistakes. And I think well if they do that, 

maybe I’m doing the same old thing that gets me stressed (Adam; G2). 

Participants, mostly from the less experienced group, described how receiving positive 

feedback from their clients helped to validate their work as it “makes you think, oh yes I 

can do a good job, I do do a good job” (Rachel; G1) and “feel like I'm actually doing an 

okay job” (Michelle; G1). Participants discussed how this validation and “reinforcement 

for what you’re doing” (Amy; G2) “actually gives you a big amount of lift for quite a 

while” (Michelle; G1). They discussed how “a little bit of appreciation really helps to build 

my resilience” (Michelle; G1) as “without that connection, without that feedback, how 

can you be resilient, when you’re not getting anything back” (Amy; G2) 

Participants from the less experienced group also discussed how client contact can 

be both “something that erodes my resilience and other times it can be a source of 

strength” (Samuel; G1). As one participant said:  

There’s times obviously when cases are really traumatic, might push personal 

buttons for me… When you have a client die and you feel even, a little bit 

responsible… But then there can be other side of things when you have a 

really good outcome or the therapeutic relationship feels really like you’re 

getting some good traction, you can feel pretty uplifted in your work, it can 

feel like you can take on more (Samuel; G1). 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

132 

 

Finding meaning in their work was discussed as particularly important for resilience and 

growth by participants from both groups. They discussed how attributing “meaning to 

the work” (Susanne; G2) is maybe something that “other people who are less resilient 

haven’t [done]” (Susanne; G2). Participants from both groups discussed how “you create 

the meaning for yourself” (Susanne; G2) by finding a sense of value in “just being with 

somebody as they go through stuff” (Jessica; G1) and by recognising that “it’s not about 

making somebody well, it’s about shifting them slightly” (Susanne; G2). For some 

participants meaning was also found by believing that they are “adding something to the 

world” (Susanne; G2) and helping people “to access good care when they might not 

otherwise be able to access it” (Tui; G1). Participants described how giving back and 

working within their “social justice values” (Tui; G1) gave them:   

A deep satisfaction that I’m doing what I need to do, like this is what I need 

to do… You take, you give back and this is giving back (Susanne; G2). 

Maintaining an interest in the work was described as important by the more experienced 

participants. As one participant said: 

I find that it’s never boring. It might be draining, it might be you’re like ‘oh 

God, I don’t know what the hell to do or how to deal with this person or thing 

or situation’. But it’s never boring… and a boring job would be really hard to 

be resilient about I would think (Nina; G2). 

The more experienced group discussed whether “it comes down to what level do you 

connect and how much do you connect, versus how much do you just process” (Amy; 

G2) as it would be hard to sustain interest and continue if it was “just ‘it’s client number 

three, it’s client number four’” (Amy; G2). One participant described how he sustains 

interest the work by recognising that:  

Even though it’s trauma and abuse, trauma and abuse, trauma and abuse, 

coming out your ears. Nevertheless, each relationship is new and I get to 

have that newness of that experience (Daniel; G2). 

Participants from both groups also discussed how they were not only “connected in 

people’s lives in such a personal way, but also hopefully making a difference (Nina; G2). 

The participants discussed how they “have to believe” (Rachel; G1) and “have faith that 

what you’re doing” (Samuel; G1) is going to “make a difference or help make that 

difference for that person” (Rachel; G1) and that is “what keeps you going” (Rachel; 

G1). They described that if they did not believe they were making a difference they 

would “feel pretty rough on it” (Amy; G2) and “couldn’t do the job” (Nina; G2). They 

described how having this “faith” (Samuel; G1) in psychological techniques supported 
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their resilience and was “quite balancing” (Adam; G2) as they never had “strong doubts” 

(Nina; G2) or “thought why did I do this, why did I get into this work” (Nina; G2).  

There was clear lack of discussion regarding spirituality and meaning in life (i.e., 

meaning found outside of their work) suggesting that meaning in professional-life may 

be more important for psychologists than simply meaning in life or spiritual beliefs. 

 

Being Resilient has Benefits: “you can keep doing it, do it well and enjoy doing 

it” 

Both groups described the benefits of being resilient. They discussed how 

resilience enables them “keep doing it, do it well and enjoy doing it” (Nina; G2), to 

“enjoy my work versus endure it” (Samuel; G1) and “get up in the morning saying, yes, 

I really want to go to work and do my job” (Rachel; G1). The participants discussed how 

resilience means that they can “keep going” (Rachel; G1), “be happy doing it” (Nina; 

G2), and continue “growing” (Daniel; G2). This therefore meant that their work gave 

them “quality of life” (Samuel; G1) and a job that they can do “for the rest of my life” 

(Daniel; G2). The participants in the less experienced group also discussed how having 

resilience meant that they “have that capacity to be able to take on other things” 

(Samuel; G1) and “look at what other options there are within the profession and also 

within your role” (Samuel; G1). 

In line with the more traditional view of resilience (i.e., resilience arises from an 

internal strength of character) the participants from the more experienced group 

described how resilience gave them an “internal drive for you to deal with that situation” 

(Manu; G2) and “a greater sense of influence and control over my work environment” 

(Nina; G2) which provided them with “excitement” (Manu; G2) and enabled them to 

“achieve something” (Manu; G2). The result was described as a reinforcing cycle that 

“further feeds your resilience” (Manu; G2). 

Participants from the less experienced group described how having resilience 

means they are more likely to remain in the profession. They discussed how “having a 

high level of resilience or being able to build your resilience means you can continue on” 

(Samuel; G1) this allows psychologists to not “leave the profession” (Samuel; G1) and 

therefore “get better at it” (Jessica; G1). They discussed how it takes time to become a 

“really skilful wise practitioner” (Jessica; G1) and that this was a “worthwhile thing to 

move towards” (Jessica; G1).  
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Participants from both groups described how reduced resilience is “bound to 

impact on our work” (Nina; G2) and “what we’re providing our clients” (Nina; G2). The 

groups discussed how feeling burnt out can impact on one’s ability to “learn and change 

and do things” (Amy; G2), be “present” (Samuel; G1) and be “positive” (Rachel; G1). 

They described that when their resilience is reduced their “level of interaction lessens” 

(Rachel; G1) and they end up “regurgitated the same thing” (Amy; G2). The more 

experienced group also discussed how if they “aren’t sorted out in ourselves and there’s 

not the self-awareness and all of that and ethics” (Nina; G2) they are “more at risk of 

breaching boundaries” (Nina; G2) and becoming the “rogue psychologist” (Nina; G2). 

Only the less experienced group discussed how increased resilience in the 

psychologist or psychology profession would positively impact on their clients. They 

described how “managing your own stress levels” (Samuel; G1) means that they are: 

More patient, have more time, you’re kinder to your clients, you’re more 

sensitive to their needs. That pressure for them to change, get better all of a 

sudden so I can get onto my next client, comes off a little bit more… your 

able to tolerate what they’re going through, their experience and the 

struggles they might be going through in getting there (Samuel; G1). 

 

Discussion 

 Study Two sought to contextualise the resilient process by seeking a more 

complete understanding of resilience in psychologists, the systems psychologists work 

in, relationships they engage in and to gain ideas of ways to strengthen and restore 

resilience in psychologists. The purpose of the qualitative research was not to make 

statistical generalisations but to provide a rich descriptive context for the quantitative 

data. However, discrepancies between the groups, in terms of what they discussed and 

placed emphasis on, were observed within the many of the sub-themes. Furthermore, 

participants were asked to reflect on their own experiences as well as their observations 

of their colleagues and the studies strength lies in the possibility of insight via rich 

reports of real-world experiences regarding resilience in the psychology profession.  

 Group members spoke about how difficult it was for them to maintain their 

resilience in certain contexts including those which valued medical treatments above 

psychological interventions, work/life imbalance and invulnerability. However, 

participants also described how their professional and personal relationships supported 

them within these environments and the strategies they engaged in for managing their 
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workplace demands and maintaining a balanced lifestyle. Participants described how 

professional and personal growth and meaning is essential for maintaining resilience and 

that self-reflection, personal therapy and connections with clients enable this growth and 

meaning to occur.  

Contextualising the Resilient Process  

Undermining professional contexts were discussed by all participants and overall 

reflected that many psychologists work within a culture that is rejecting of vulnerability. 

This theme appeared to be biased towards those working within the public health sectors 

rather than in private practice or educational settings and appeared to overlap with the 

negative work-place cultures described in chapter two, namely, a culture of 

individualisation, invulnerability, stress and workaholic attitudes. This culture has been 

found to reduce a psychologist’s ability to establish meaningful connections with 

colleagues, helpful relationships with clients (Fletcher, 2004; Hartling, 2008; Jordan, 

2004b) and effectively cope with work stress (Schaufeli et al., 2009; Wicks, 2008). That 

is, participants described how the value placed on medicalised treatments resulted in 

them feeling undervalued, disempowered and unable to express these feelings or 

advocate for change. Participants also spoke of how stressed colleagues within their 

team can create a team culture that values work/life imbalance, thus, supporting 

research which describes how workaholic attitudes can both directly and vicariously 

negatively impact on the psychologists’ well-being (Burke et al., 2003; Schaufeli et al., 

2009; Wicks, 2008). 

In line with the presumption that, due to their training, psychologist should be 

immune to mental health issues, participants described how the psychology profession 

expects psychologists to be invulnerable to stress. Importantly, participants spoke of 

how these attitudes and perceptions arise during the selection and training of 

psychologists as well as via modelling from experienced psychologists. Thus, discussions 

highlighted how acculturation into the psychology profession may place psychologists at 

greater risk of distress via rationalisation, minimization or denial of mental health 

difficulties (Barnett, 2008; Barnett et al., 2007; O'Connor, 2001; Skovholt & Trotter-

Mathison, 2011). This initial theme depicted a culture of invulnerability and set the scene 

for why strengthening and restoring resilience within the psychology profession is 

imperative.    

In support of the notion of relational-resilience (Hartling, 2008; Jordan, 2004b) 

were discussions which focused on the importance of relationships for maintaining and 

strengthening one’s resilience. These relationships were embedded in every theme 
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identified during the analysis. Two types of potential growth-fostering relationships for 

psychologists were discussed; professional relationships and personal relationships. 

These relationships were described as essential by participants for maintaining work/life 

balance and support for professional concerns.  

Professional growth-fostering relationships included those with colleagues, 

supervisors and personal therapists. These discussions highlighted the important of 

relational awareness within teams and the sharing of vulnerability when facing negative 

emotional reactions related to client work. Participants described how their relationships 

with colleagues helped them create a “culture of care” within their teams which allowed 

them to express vulnerability. Thus, discussions supported the notion of creating a 

“professional green-house”/“culture of self-care” rather than attempting to change the 

broader workplace environment (Barnett & Cooper, 2009; Skovholt & Trotter-Mathison, 

2011). Participants described how these protective sub-environments operated within 

the broader workplace culture by encouraging opportunities for recovery from stress 

within the team environment. As mentioned, an environment where recovery from stress 

is possible supports and strengthens engagement in the resilient process (Dienstbier, 

1989; Seery et al., 2010). However, it is noted that participants in the less experienced 

group also described the vicarious stress they experienced in relation to stressed and 

overworked colleague, indicating that, for some, colleagues can be both a source of 

support and distress.  

Highlighting the importance of the supervision relationship in maintaining 

supervisee well-being (Howard, 2008) were descriptions of good supervisor/supervisee 

relationships and how these support professional development. However, for the less 

experienced psychologists, poor supervisor/supervisee relationships were also described. 

These relationships negatively impacted on their ability to function well. There was a 

clear lack of negative discussion related to supervision from the more experienced 

participants. It is possible that the more experienced participants had more confidence 

choosing and/or authority regarding who their supervisor would be and, therefore, were 

less likely to enter into a potentially damaging supervisor/supervisee relationship. 

In a similar vein, personal therapy was discussed as important for restoring 

resilience and enabling self-reflection. However, possibly in line with findings that 

psychologists do not tend to use the services they provide (Barnett et al., 2007; Barnett 

& Hillard, 2001; Gilroy et al., 2002; Mahoney, 1997; Stevanovic & Rupert, 2004), 

frustrations were expressed by the more experienced psychologists about the absence of 

personal therapy within training programmes. Furthermore, members of the less 

experienced group appeared hesitant to disclose their engagement in personal therapy. 
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Personal growth-fostering relationships were identified with friends and family. In 

particular, participants discussed the importance of personal relationships for regaining 

perspective and maintaining work/life balance. These relationships enabled participates 

to create a protected and separate space outside of work which, similar to professional 

growth-fostering relationships, provided opportunities for recovery.  

The focus group analysis also captured aspects of the resilient process; thus 

supporting and enriching the results from the first study. Firstly, analysis captured the 

role stress arousal and appraisal has in the resilient process (Lararus & Folkman, 1984; 

Lazarus, 1999; McCalister et al., 2006; Montpetit et al., 2010). Here, discussions related 

to the more experienced participant’s accounts of resilience arising from experiences of 

stress as challenging and exciting.  

Secondly, self-reflection, not identified in factors of resilience during study one, 

but identified as important to resilience by Skovholt and Trotter-Mathison (2011), was 

highlighted by focus group participants as very important for one’s ability to recognise 

and respond to stress. Participant’s descriptions suggested that self-reflection is an on-

going developmental and learning process. That is, participants discussed how self-

reflection can be increased through engagement in personal therapy and open 

discussions with supervisors and colleagues. Thus, discussions suggested that self-

reflection may be part of the resilient process for psychologists rather than a resilient 

characteristic (as proposed in study one).   

Thirdly, in support of research into the role of emotions in the resilient process 

(Klinger, 2012; Langley, 2012; Lazarus, 1999), discussions captured the role of positive 

and negative work-related emotions. Participants highlighted how, due to the emotional 

nature of the work, they are exposed to a large number of negative emotions and 

traumatic stories. They discussed the importance of sharing these experiences with 

colleagues and how learning to stay with the emotional impact of hearing clients stories 

was what enabled psychologists to move from being a technician towards being a 

therapist. Thus, discussions supported the role negative emotions have in enabling 

connection (Jordan, 2004b). Importantly, discussions highlighted the importance of 

relational-awareness (Jordan, 2004a) for one’s ability to self-reflect and express 

negative emotions safely in relationship.   

The role of positive emotions was also embedded throughout the discussions of 

growth and advantages of resilience. Thus, discussions supported research which 

highlights the role of positive emotion in the resilient process (Fredrickson, 2009; 

Fredrickson & Branigan, 2005; Fredrickson & Cohn, 2008; Fredrickson & Joiner, 2002; 
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Fredrickson & Losada, 2005; Fredrickson et al., 2003). Here, participants described 

experiencing satisfaction in relation to their connections with clients and how resilience 

enabled them to continue to enjoy the work.  

Finally, self-care and emotional coping strategies were described by participants. 

In particular, and in support of the results of Seery et al. (2010) and study one, were 

discussions related to how maintaining work/balance was important for recovering from 

stress and regaining perspective. Partner support was described in relation to supporting 

balance rather than support for specific work related issues. Thus, analysis indicated that 

the measures of partner and friend support scales in study one (both of which captured 

support in relation to work issues) were not representative of the type of support 

psychologists access in their personal relationships. Emotional focused coping (i.e., 

acceptance and humour) and broad-minded coping (i.e., reframing and seeing positives) 

were described as useful for managing the demands found in institutional settings. 

Discussions suggested that acceptance strategies were more useful to participants within 

these settings (compared to problem focused coping) as they enabled participants to 

acknowledge their level of responsibility, maintain professional limits and continue to 

work within these settings. The lack of problem focused strategies psychologists 

described suggested participants may experience low environmental control within these 

work settings (see, Jordan, 2004b; Lazarus, 1999).  

Discussions also identified internal and external adaption outcomes of successful 

engagement in the resilient process. Internal adaption was described by participants as 

increased meaning, wisdom, engagement and enjoyment (outcomes indicative of well-

being and growth in resources; Fredrickson, 1998, 2009; Seligman, 2011). In line with 

the proposed notion of vicarious client-related growth, participants spoke of how their 

clients had positively impacted on their resilience by modelling change and 

demonstrating it is possible to work though difficulties. Discussions also captured 

increased common humanity (from self-compassion see, Neff, 2009) as participants 

described how their connections with clients enabled them to learn about the humanity 

of emotions. Participants, mostly from the less experienced group, also described how 

positive feedback from their clients helped validate their work which proved them with 

reinforcement and helped build their resilience.  

Participants described the privilege of working with people. They spoke of how 

this makes their work interesting, exciting, satisfying and worth doing; giving them an 

insight into life and a reason to keep going. Thus, discussions supported the role of 

meaning and purpose in the resilient process (King & Hicks, 2012; King et al., 2006; 

Skovholt & Trotter-Mathison, 2011; Steger, 2012), however, suggested also that 
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meaning and purpose were outcomes of the resilient process (not a resilient 

characteristic, as proposed by study one). Participants discussed how they created 

meaning by finding value in listening to clients, helping clients make small changes, 

adding something to the world and working within their social justice values. They 

discussed how this meaning gave them a deep sense of satisfaction in what they are 

doing; suggesting that meaning found through professional-life strengthens and leads to 

compassion satisfaction (a component of professional quality of life; see, Stamm, 2010).  

Within the meaning focused discussions there was a clear lack of discussion 

related to meaning found from spiritual and religious beliefs. This lack of discussion may 

support the findings from Pargament (1997) and the results of study one which indicate 

that only a small portion of psychologists endorse spirituality and religion. However, it is 

also possible that those participants who utilise spiritual/religious resources to 

strengthen meaning were hesitant to disclose this due to the nature of focus groups (see 

Limitations). 

In line with the notion of professional well-functioning (Coster & Schwebel, 1997) 

participants from both groups described how reduced resilience negatively impacted on 

their work, what they were able to provide clients and ability to learn, change and be 

present and positive with clients. They discussed how this placed them more at risk of 

breaching boundaries. The less experienced group discussed how increased resilience 

impacted on their work with clients as it enables them to have more patience, take time, 

and be kinder and more sensitive to their needs. 

Limitations 

 The aforementioned findings need to be considered in light of the following 

limitations. Firstly, the present study described resilience in 13 psychologists who 

discussed their experiences in two focus groups. As a qualitative enquiry with a limited 

sample size the current project cannot be generalised to the entire population of 

psychologists. That is, there may be resilience experiences that vary markedly from 

these findings and while the current study attempts to outline the factors that need to be 

considered when restoring and strengthening resilience in the psychology profession, it 

cannot discount conflicting accounts. 

 Secondly, the nature of focus group research presents a number of limitations. 

The issues of anonymity and confidentiality are apparent in a focus group and may 

reduce participant’s ability to publically share any sensitive experiences. Focus groups 

may also be influenced by one or two dominant people. This appeared to some extent in 

this study. To manage this both facilitators attempted to encourage discussion from all 
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participants; however the dominance of a few participants in both groups may have 

biased the outcomes.  

A final limitation is that while my own perspective and experiences have allowed 

me to ‘make sense’ of participants accounts, my theoretical perspectives remain 

informed by (and limited by) the state of current resilience theory, my own theoretical 

perspectives, my previous research and my personal experiences. These factors will 

have undoubtedly influenced my interpretations of participants’ accounts. 
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Chapter Five: Conclusions and Recommendations 

The Final RIO Model 

The results from the two studies included in this thesis demonstrated that 

resilience in psychologists is not an individualistic experience. Rather, resilience in 

psychologists indicates an ability to recognise the humanness of experiences, 

vulnerability and need to connect with others whilst working within a workplace 

environment that does not necessarily encourage these qualities. With these results in 

mind the Final RIO model (see Figure 11) was developed by combining the data from the 

path analysis results and focus group analysis.   

 

Figure 11. The Final RIO Model of Resilience in Psychologists. The model has been 

adjusted to consider the results and analysis from the two studies within this thesis. 

Solid lines represent path-analysis results. Dashed lines indicate influence from focus 

group analysis. Numbers are to assist guiding the reader through the model. 
 

 This final RIO model highlights that the psychology profession faces a workplace 

culture rejecting of vulnerability (box 1). This culture arises from beliefs, values and 

attitudes (related to the expression of vulnerability) held within institutional settings, 

teams, the psychology profession and the selection and training of psychologists. The 

culture of invulnerability therefore reduces the ability, of some, to create and engage in 

professional and personal growth fostering relationships (illustrated by the dashed line 
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arrow connecting box 1 to box 2) and, therefore, negatively impacts on the 

psychologist’s ability to engage resiliently when facing workplace stress. 

The final RIO model proposes, however, that engagement in professional growth-

fostering relationships (with clients, colleagues, supervisors, personal therapists) 

encourages stress-limited environments and thus opportunities for recovery at work (box 

2). In a similar vein engagement in personal growth fostering relationships (with friends 

and partners) encourages balance between home and work; creating opportunities for 

recovery outside work. Both growth-fostering relationship and stress limited 

environments are key ingredients in the development of resilient characteristics 

(Hartling, 2008; Seery et al., 2010). The model therefore proposes the growth-fostering 

relationships and stress limited environments enable the development, restoration 

and/or strengthening of resilient characteristics (the dashed lines and arrows connecting 

box 2 to box’s 3). In combination these characteristics identify resilience in the individual 

psychologist (circle 4).  

Once established, resilience (circle 4) encourages engagement in the resilient 

process (adjoining connecting circles) when faced with professional stressors. This 

process involves increased engagement in self-care and, when faced with high amounts 

of work stress, self-reflection and relational-awareness (not included in the path analysis 

but described by focus group participants as an important part of the resilient process). 

Self-reflection enables the psychologist to recognise when they are stressed, overworked 

and/or feeling the negative impact of stressed/overworked colleagues. Whereas, 

relational-awareness allows the psychologist to safely share their vulnerability with 

trusted others (e.g., colleagues, partners, personal therapists). Due to this stress 

recognition the psychologist is able to make changes so to reduce their stress or work 

patterns (i.e., increase their adaptive, balance focused, self-care practices). Focus group 

discussions and path analysis results suggested that self-care enables the psychologist 

to recover from and/or accept stress, recognise the positive aspects of their work, find 

meaning and, therefore, experience vicarious client-related growth. 

Focus group participants spoke of how emotional coping strategies such as 

acceptance of what they could not control enabled them to continue working within these 

difficult environments. It is likely those who work within the challenging public systems 

do not experience much control over their environment and therefore emotional coping 

strategies (including broad-minded strategies) are more effective in dealing with stress 

and promoting professional quality of life. Thus, the final RIO model suggests that 

resilience encourages a process whereby low stress arousal and positive work-related 

emotions lead to increased emotion-focused/broad-minded coping practices, vicarious 
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growth and professional quality of life (i.e., high compassion satisfaction and low burnout 

and secondary traumatic stress).  

Feedback loops (dashed lines connecting circles) were identified in focus group 

discussions. These include positive feedback loops between; positive work-related 

emotions and resilience, positive work-related emotions and self-care, positive work-

related emotions and growth, positive work-related emotions and professional quality of 

life, and emotion focused and broad-minded coping and positive work-related emotions.  

The final RIO model then proposes that the outcomes of vicarious growth and 

professional quality of life lead to positive long term internal and external adaptation for 

the psychologist (box 5). That is, the RIO model suggests that, over time, successful 

engagement in the resilient process enables the psychologist to experience well-being 

and growth via increases in wisdom, meaning, purpose, enjoyment and engagement at 

work. Clients and the profession also benefit due to the psychologist experiencing well-

functioning. This well-functioning psychologist provides quality care, safe professional 

boundaries and is motivated to stay in their employment. 

Those who successfully engage in the resilient process and experience these long-

term benefits are proposed to not only enjoy strengthened growth fostering relationships 

and resilient characteristics (dash line and arrow connecting box 5 to box 2 and circle 3) 

but also positively impact on their workplace culture by reducing the perception that 

vulnerability is stigmatising (dash line and arrow connecting box 5 to box 1). Thus, the 

resilient process might result in the reduction of a cultural factor that undermines the 

ability, of some, to engage resiliently and thus strengthen resilience in the broader 

mental health profession; the long-term outcome possibly being a positive cultural shift 

within mental health professionals. 

 

Recommendations 

Prior to considering the recommendations of this thesis, the characteristics of the 

study samples and their potential impact on generalizability, must be considered. 

Specifically, the sample in study one was found to have relative high levels of resilience 

and well-being, were likely to have reported a personal adversity within the previous 

year and differences in age and gender were identified. The sample, in study two, was 

specifically chosen based on their demographic information (specifically to include 

greater or lesser experience). Within this study differences were observed between the 

two groups, however, the small sample size and qualitative approach does not allow for 

a statistically significant difference to be determined. If further investigation indicated 
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that age, gender and personal traumatic/adverse experiences influence the process of 

resilience in the general psychology population then recommendations for interventions 

would need to be re-considered with these issues in mind.  

The following provides recommendations and possible avenues for intervention 

based on the reviewed literature and results from study one and two. These 

recommendations and suggestions for intervention are considered at three levels; the 

individual psychologist, psychology as a profession and psychologists’ practice within the 

broader mental health system. 

The Individual Psychologist  

The findings highlight that attention to well-being and resilience must be a 

priority in mentoring programmes and clinical supervision within training and beyond. 

The process of Continuing Competence (an annual requirement for New Zealand 

psychologists) should place an emphasis on the assessment of current self-care 

strategies and assessment of wellbeing.  

Multiple avenues should be explored to increase resilience during training and 

beyond. This includes the development of workshops, workbooks and e-therapies that 

trainee and experienced psychologists can use in supervision. These activities should 

include:  

(1) Provision of education and discussion of resilience in psychologists including 

information about the stressors in the profession, the impact of stress on well-being and 

how to encourage resilience and resilient outcomes in the face of such stress. Education 

should also include discussion related to the notion of how resilience can lead not only to 

personal well-being and growth but also increased client well-being.  

(2) Encouragement of the practice of positive psychology interventions and other 

therapeutic techniques that support resilient processes such as focusing on and 

savouring positive work-place experiences, managing negative work-pace experiences, 

developing emotional boundaries related to client work and creating, maintaining and 

adjusting professional meaning, self- and relational- reflection, self-compassion, 

mindfulness and self-care practices.  

(3) Provision of information regarding how to create practical and emotional 

boundaries during therapy so to protect from the negative impact exposure to client 

distress and trauma can have. Alongside this is identifying ways to encourage and create 

vicarious client-related growth and meaning following positive or challenging therapeutic 

experiences. 
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(4) How to survive difficult systems and create a culture of care within teams 

should be explicitly taught during training and facilitated in on-going supervision. This 

includes discussion related to, relational awareness, giving back and supporting team 

members whilst maintaining appropriate boundaries, ways to monitor but not disguise 

personal distress within teams, recognising the contagious aspect of stress and reflecting 

on how to create boundaries so to reduce the personal impact of such stress, accepting 

what cannot be changed in difficult systems and recognising what is in ones power to 

control, and recognising when it is important to leave “unworkable” systems and work-

places. 

(5) Engagement in personal therapy should be encouraged in all training 

programmes for psychologists. This encouragement should start during the selection 

process and continue throughout training programmes and into the profession. Stigma 

related to seeking personal therapy should be reduced via discussion of how personal 

therapeutic experiences may strengthen ones self-reflection, resilience and positively 

impact on one’s ability to become an effective therapist. Reduced availability of personal 

therapy for students due to cost issues needs to be addressed.     

Psychology as a Profession  

Also highlighted is the need to address resilience in psychology as a profession. 

Resilience for the profession might be developed through the creation of networks (e.g., 

via workshops, websites, discussion groups) within the psychology community which aim 

to:  

(1) Reduce the sense of professional isolation, increase support and provide 

validation. 

(2) Encourage psychologists to take an active role in breaking down the stigma 

around vulnerability within their field of work and society more generally. This may 

include encouraging discussions about vulnerability and resilience from experienced 

psychologists. The purpose being to reduce stigma related to discussion of personal 

emotions and self-care practices. 

(3) Increase the public’s awareness of psychological perspectives and the 

psychologist’s role. This may be achieved through involvement with the media (e.g., 

television reports, magazine articles, radio), however, other avenues might also be 

explored such as the development of phone apps, children’s books, computer games and 

websites which clients can access prior to or during therapy. 
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Psychology within the Broader Mental Health System 

 To increase both the individual’s and profession’s resilience the psychology 

profession must also find, define and/or re-establish its place within the broader mental 

health system. This may be done via the creation of networks with other mental health 

professions (e.g., occupational therapists, nurses, psychiatrists). The aim of these 

networks would be to increase inter-disciplinary professional support, develop role 

clarity, provide education to other professions regarding the role of the psychologist and 

therapy process, and, hopefully receive education from other professions related to their 

role.  

Psychology must also establish strong leadership and/or groups who advocate for 

the profession and talking therapies. This includes providing research which highlights 

the evidence for different types of therapies and their relevance for particular population 

to managers and funders of these systems. These leaders and groups might also aim to 

support psychologists to advocate for appropriate therapies themselves (particularly 

when facing intervention decisions they disagree with). 

 

Outcomes of the Thesis 

Throughout this research I presented the findings from the two studies at a 

number of psychology and health professional conferences in New Zealand as well as to 

staff at adult and child mental health services. Audience members and staff discussed 

the initial findings and described how they fitted with their experience and contexts. 

Furthermore, nurses, social workers and occupational therapists spoke of how the 

findings matched their experiences of resilience, suggesting that aspect from the two 

studies may be generalizable to those working in other professions within a mental 

health context.  

Of further interest, but beyond the scope of this thesis, was that study one 

indicated that almost 50% of participants had experienced a personal adversity in the 

last year. Therefore, a separate focus group study was also conducted in Christchurch (in 

2011 the people of Christchurch experienced a devastating earthquake that killed and 

injured a large number of people and left many homes and their centre city in ruins). 

The aim of this focus group was to explore resilience in psychologist whilst also 

considering the impact of personal trauma/adversity, shared with clients, on the 

psychologists work and resilience. This is currently being written up as a separate study. 

Initial findings suggest that personal trauma/adversity exposure that is similar to a 
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client’s traumatic experiences impacts on resilience and therapeutic work in both positive 

and negative ways. 

Personal Impact of Studying Resilience 

Studying resilience in psychologists impacted on me in a number of ways. I was, 

of course, a student when I started and completed this thesis. The nature of the 

methods and analysis meant that I was left feeling that I knew a lot more about my 

future profession than I would do if I was studying a different topic. I greatly valued the 

generous sharing my participants have had in giving me this knowledge. However, I was 

left feeling responsible for a profession I had not yet entered. In a way I felt like a 

parentified student (i.e., I had grown up too soon).  On a more positive note, I no longer 

saw my training as something that provided me all the answers and skills to be an 

effective and competent psychologist. Instead I recognised that there is much more to 

learn once I entered the profession. This included the privilege of hearing, being with, 

and working with clients who despite experiencing great difficulties had shown both the 

ability to recover and be resilient. This, I am looking forward to.   
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Appendix A 

Survey of New Zealand Psychologists 

 

Welcome! Thank you for taking the time from your busy schedule to complete this 

survey. 

This form is to gather your consent to participate in this study. Your survey will be 

identified using an anonymous code number. Your data will be stored for six years for 

research purposes in an encrypted database. If you choose to supply an email address at 

the end of the survey this address will be deleted once data collection is completed and 

the results have been sent out.  

 

Before beginning this survey please take a moment to confirm your 

participation: 

 I have read and understood the participant information that gives me a description of 

this research. On this basis, I agree to take part. I understand that my data will remain 

anonymous at all times and I have had an opportunity to ask questions and have had 

these answered. 

 I understand that in any publication of the results of this project my anonymity and 

confidentiality will be preserved. 

 I understand that my employer and/or professional body will not know of my 

participation or non-participation in this research, nor will it affect my employment. 

 I understand that only the involved researchers will have access to my responses in an 

identifiable form. 

 I understand that I am free to withdraw from the research at any time up until the point 

at which I submit this online survey. 

 I understand that my email address, if I chose to provide it, will never be given to 

anyone else. My email address, if I choose to provide it, will be used to contact me with 

my personal results and/or overall results of this survey. 

 I understand that if I have questions at any time during or after the research I can 

contact Fiona Howard and/or Katie McCormick directly. 

 I understand that if I am concerned by my results I can discuss these with my supervisor 

or contact Fiona Howard. 

 

Yes I consent  No I do not consent 
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Demographic Information 

What is your age:______________ 

 

What is your gender: Male  Female 

 

How many years professional experience do you have? 

 Intern 

 11-15 

 26-30 

 1.5 

 16-20 

 31-35 

 6-10 

 21-25 

 36+ 

 

Do you work fulltime or part-time: Fulltime Part-time  

 

What is your specialisation?  

 Clinical 

 ABA 

 Educational 

 Health 

 Forensic 

 Other 

 

How often do you receive professional supervision: 

 Weekly 

 Two Monthly 

 Never 

 Fortnightly 

 Six Monthly 

 Monthly 

 Yearly 

 

Please indicate the percentage of time you spend in your average week with clients: 

 0-5% 

 26-35% 

 56-65% 

 86-95% 

 6-15% 

 36-45% 

 66-75% 

 96-100% 

 16-25% 

 46-55% 

 76-85% 

 

What is your client-type: Adult Child/Adolescent Both 

 

What is your work setting: Public  Private  Both 

 

What is your relationship status: 

 Single 

 Living as Married 

 Dating 

 

 Married 
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What ethnic group(s) do you belong to: 

 NZ European 

 Cook Island Maori 

 Indian 

 Japanese 

 Maori 

 Tongan 

 Latin American 

 Middle Eastern 

 Samoan 

 Chinese 

 African 

 Other 

 

Have you experienced personal trauma and adversity in the last year? Please mark the 

general experience(s) you are thinking of: 

 Violent or abusive 

crime 

 Accident or injury 

 Location change/ 

move 

 Other 

 Don not wish to 

answer 

 Chronic or acute 

illness 

 Job loss/change/ 

move 

 Retirement 

 None 

 Hometown 

disaster 

 Financial hardship 

 Divorce 

 Change in family 

responsibility 
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The Modified Differential Emotions Scale 

How have you felt each day during your past working week? Look back over each day of 

your past working week. You may briefly consult your diary to jog your memory if you 

need too. By focusing on your latest working week please indicate the frequency of your 

emotional experiences using each of the following emotions (i.e. indicate how often you 

felt this way).  
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I felt inspired, uplifted, and/or elevated.  □ □ □ □ □ 

I felt disappointed, let-down, and/or down-heartened.  □ □ □ □ □ 

I felt compassionate, empathetic, and/or caring. □ □ □ □ □ 

I felt stressed, nervous, and/or overwhelmed. □ □ □ □ □ 

I felt relieved, reassured, and/or comforted. □ □ □ □ □ 

I felt scared, fearful, and/or afraid.      

I felt grateful, appreciative, and/or thankful. □ □ □ □ □ 

I felt angry, irritated, and/or annoyed. □ □ □ □ □ 

I felt hopeful, optimistic, and/or encouraged. □ □ □ □ □ 

I felt sad, downhearted, and/or unhappy. □ □ □ □ □ 

I felt proud, confident, and/or self-assured. □ □ □ □ □ 

I felt embarrassed, self-conscious, and/or blushing. □ □ □ □ □ 

I felt interested, alert, and/or curious. □ □ □ □ □ 

I felt ashamed, humiliated, and/or disgraced. □ □ □ □ □ 

I felt joyful, glad, and/or happy. □ □ □ □ □ 

I felt guilty, repentant, and/or blameworthy. □ □ □ □ □ 

I felt awe, wonder, and/or amazement. □ □ □ □ □ 

I felt hate, distrust, and/or suspicion. □ □ □ □ □ 

I felt amused, fun-loving, and/or silly. □ □ □ □ □ 

I felt disgust, distaste, and/or revulsion.  □ □ □ □ □ 

I felt love, closeness, and/or trust. □ □ □ □ □ 

I felt contemptuous, scornful, and/or disdainful. □ □ □ □ □ 
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The Connor-Davidson Resilience Scale 10-Item 

Please indicate how much you agree with the following statements as they apply to you 

over the last month. If a particular situation has not occurred recently, answer according 

to how you think you would have felt. 
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I am able to adapt when changes occur. □ □ □ □ □ 

I can deal with whatever comes my way. □ □ □ □ □ 

I try to see the humorous side of things when I am 

faced with problems. 

□ □ □ □ □ 

Having to cope with stress can make me stronger. □ □ □ □ □ 

I tend to bounce back after illness, injury, or other 

hardships. 

□ □ □ □ □ 

I believe I can achieve my goals, even if there are 

obstacles. 

□ □ □ □ □ 

Under pressure, I focus and think clearly. □ □ □ □ □ 

I am not easily discouraged by failure. □ □ □ □ □ 

I think of myself as a strong person when dealing 

with life’s challenges and difficulties. 

□ □ □ □ □ 

I am able to handle unpleasant or painful feelings like 

sadness, fear and anger. 

□ □ □ □ □ 
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The Formal Support Measure 

Please read each statement carefully before answering. Using the 1-6 scale below, 

indicate your agreement with each item. The term ‘professional supervision’ refers to 

either peer or hierarchical forms of supervision (conducted in a group or one to one). 

Please be open and honest in your responding. 

 

S
tr

o
n
g
ly

 

D
is

a
g
re

e
 

D
is

a
g
re

e
 

S
li
g
h
tl
y
 

D
is

a
g
re

e
 

S
li
g
h
tl
y
 

A
g
re

e
 

A
g
re

e
 

S
tr

o
n
g
ly

 

A
g
re

e
 

I often isolate myself at work because 

there are few people that I relate to. 

□ □ □ □ □ □ 

I find my professional supervision 

contributes to my ability to reflect on my 

work. 

□ □ □ □ □ □ 

I find I can trust my supervisor to the 

extent that I could take any difficulty to 

them. 

□ □ □ □ □ □ 

I feel I get help and support from my 

work colleagues. 

□ □ □ □ □ □ 

My ability to engage in self-care and 

stress management is enhanced through 

my professional supervision. 

□ □ □ □ □ □ 

I don’t have many people at work with 

whom I feel comfortable seeking advice or 

support from. 

□ □ □ □ □ □ 

My professional supervision aids my 

capacity to cope with, and recover from 

work related stress and adversity. 

□ □ □ □ □ □ 

I find I can trust my work colleagues to 

the extent that I could take any difficulty 

to them. 

□ □ □ □ □ □ 

I know that I can trust my work 

colleagues with my professional concerns 

and worries and they know that they can 

trust me. 

□ □ □ □ □ □ 

My professional supervision helps me to 

recognize my strengths and what’s going 

well in my work. 

□ □ □ □ □ □ 

I find I have little use for professional 

supervision. 

□ □ □ □ □ □ 

My professional supervision helps me to 

understand and manage my emotional 

reactions to my work 

□ □ □ □ □ □ 

It seems that most of my work colleagues 

use more support at work than I do. 

□ □ □ □ □ □ 

My professional supervision helps me 

accept my client’s distress and understand 

the role I have in helping them. 

□ □ □ □ □ □ 
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The Self-Compassion Scale-Short Form 

Please read each statement carefully before answering. Indicate how often you behave 

in the stated manner, using the following scale: 
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When I fail at something important to me I become 

consumed by feelings of inadequacy. 

□ □ □ □ □ 

I try to be understanding and patient towards those 

aspects of my personality I don’t like. 

□ □ □ □ □ 

When something painful happens I try to take a 

balanced view of the situation. 

□ □ □ □ □ 

When I’m feeling down, I tend to feel like most other 

people are probably happier than I am. 

□ □ □ □ □ 

I try to see my failings as part of the human 

condition. 

□ □ □ □ □ 

When I’m going through a very hard time, I give 

myself the caring and tenderness I need. 

□ □ □ □ □ 

When something upsets me I try to keep my 

emotions in balance. 

□ □ □ □ □ 

When I fail at something that’s important to me, I 

tend to feel alone in my failure. 

□ □ □ □ □ 

When I’m feeling down I tend to obsess and fixate on 

everything that’s wrong. 

□ □ □ □ □ 

When I feel inadequate in some way, I try to remind 

myself that feelings of inadequacy are shared by 

most people. 

□ □ □ □ □ 

I’m disapproving and judgmental about my own flaws 

and inadequacies. 

□ □ □ □ □ 

I’m intolerant and impatient towards those aspects of 

my personality I don’t like. 

□ □ □ □ □ 
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Environmental Mastery, Autonomy, Purpose in Life, Spiritual Well-being 

The following set of questions deals with how you feel about yourself and your life. 

Please remember that there are no right or wrong answers. Using the scale below, 

indicate your agreement with each item. Please be open and honest in your responding. 
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I am not afraid to voice my opinions, even 

when they are in opposition to the 

opinions of most people. 

□ □ □ □ □ □ 

In general, I feel I am in charge of the 

situation in which I live. 

□ □ □ □ □ □ 

I experience a spiritual dimension that 

gives me strength. 

□ □ □ □ □ □ 

I tend to worry about what other people 

think of me. 

□ □ □ □ □ □ 

The demands of everyday life often get 

me down. 

□ □ □ □ □ □ 

I experience a spiritual dimension that 

gives me love. 

□ □ □ □ □ □ 

I tend to be influenced by people with 

strong opinions. 

□ □ □ □ □ □ 

I am quite good at managing the many 

responsibilities of my daily life. 

□ □ □ □ □ □ 

My aims in life have been more a source 

of satisfaction than frustration to me. 

□ □ □ □ □ □ 

Frequently mediating or praying gives me 

a sense of inner peace. 

□ □ □ □ □ □ 

I know that I can trust my friends, and 

they know they can trust me. 

□ □ □ □ □ □ 

I rely on an inner strength in hard times. □ □ □ □ □ □ 

I am an active person in carrying out the 

plans I set for myself. 

□ □ □ □ □ □ 

I have confidence in my opinions, even if 

they are contrary to the general 

consensus. 

□ □ □ □ □ □ 

If I were unhappy with my living situation, 

I would take effective steps to change it. 

□ □ □ □ □ □ 

I get personal strength from my God or 

Higher Power. 

□ □ □ □ □ □ 

I have not experienced many warm and 

trusting relationships with others. 

□ □ □ □ □ □ 

My innerness or an inner resource helps 

me deal with uncertainty in life. 

□ □ □ □ □ □ 

I enjoy making plans for the future and 

working to make them a reality. 

□ □ □ □ □ □ 

It's difficult for me to voice my own 

opinions on controversial matters. 

□ □ □ □ □ □ 

I have difficulty arranging my life in a way 

that is satisfying to me. 

□ □ □ □ □ □ 
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I get support from my God or Higher 

Power. 

□ □ □ □ □ □ 

It seems to me that most other people 

have more friends than I do. 

□ □ □ □ □ □ 

I have a sense of harmony or inner peace. □ □ □ □ □ □ 

I don't have a good sense of what it is I'm 

trying to accomplish in life. 

□ □ □ □ □ □ 

I often change my mind about decisions if 

my friends or family disagree. 

□ □ □ □ □ □ 

I have been able to build a home and a 

lifestyle for myself that is much to my 

liking. 

□ □ □ □ □ □ 

I have a personally meaningful 

relationship with God or a Higher power. 

□ □ □ □ □ □ 

I feel like I get a lot out of my friendships. □ □ □ □ □ □ 

I have experienced my own strength in 

times of struggle. 

□ □ □ □ □ □ 

I have a sense of direction and purpose in 

life. 

□ □ □ □ □ □ 

I am concerned about how other people 

evaluate the choices I have made in my 

life. 

□ □ □ □ □ □ 

I don't have many people who want to 

listen when I need to talk. 

□ □ □ □ □ □ 

I have an inner strength. □ □ □ □ □ □ 

I feel good when I think of what I've done 

in the past and what I hope to do in the 

future. 

□ □ □ □ □ □ 

I judge myself by what I think is 

important, not by the values of what 

others think is important. 

□ □ □ □ □ □ 

I often feel lonely because I have few 

close friends with whom to share my 

concerns. 

□ □ □ □ □ □ 

I can turn to a spiritual dimension within 

myself for guidance. 

□ □ □ □ □ □ 
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The Life Orientation Test-Revised 

Please be as honest and accurate as you can throughout. Try not to let your response to 

one statement influence your responses to other statements. There are no "correct" or 

"incorrect" answers. Answer according to your own feelings, rather than how you think 

"most people" would answer. 

 

S
tr

o
n
g
ly

 

d
is

a
g
re

e
 

D
is

a
g
re

e
 

N
e
it
h
e
r 

a
g
re

e
 

n
o
r 

d
is

a
g
re

e
 

A
g
re

e
 

S
tr

o
n
g
ly

 a
g
re

e
 

In uncertain times, I usually expect the best. □ □ □ □ □ 

It's easy for me to relax. □ □ □ □ □ 

If something can go wrong for me, it will. □ □ □ □ □ 

I'm always optimistic about my future. □ □ □ □ □ 

I enjoy my friends a lot. □ □ □ □ □ 

It's important for me to keep busy. □ □ □ □ □ 

I hardly ever expect things to go my way. □ □ □ □ □ 

I don't get upset too easily. □ □ □ □ □ 

I rarely count on good things happening to me. □ □ □ □ □ 

Overall, I expect more good things to happen to 

me than bad. 

□ □ □ □ □ 
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The Groningen Reflection Ability Scale 

Here are some statements about your learning and functioning in practice. Using the 

scale below, please indicate what really reflects your approach rather than what you 

think your experience should be. Please treat each item separately from every other 

item. 
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I want to know why I do what I do. □ □ □ □ □ 

I am aware of the emotions that influence my 

behaviour. 

□ □ □ □ □ 

I do not like to have my opinions discussed by 

others. 

□ □ □ □ □ 

I do not welcome remarks about my personal 

functioning. 

□ □ □ □ □ 

I take a close look at my own thinking habits. □ □ □ □ □ 

I am able to view my own behaviour from a 

distance. 

□ □ □ □ □ 

I test my own judgments against those of others. □ □ □ □ □ 

Sometimes others say that I overestimate myself. □ □ □ □ □ 

I find it important to know what certain rules and 

guidelines are based on. 

□ □ □ □ □ 

I am able to understand people with a different 

cultural/religious backgrounds. 

□ □ □ □ □ 

I am accountable for the things I say. □ □ □ □ □ 

I reject ways of thinking different from my own. □ □ □ □ □ 

I can see an experience from different viewpoints. □ □ □ □ □ 

I take responsibility for the things I say. □ □ □ □ □ 

I am open to discussion about my opinions. □ □ □ □ □ 

I am aware of my own limitations. □ □ □ □ □ 

I sometimes find myself having difficulty 

explaining an ethical standpoint. 

□ □ □ □ □ 

I am aware of the influence my cultural 

background has on my opinions. 

□ □ □ □ □ 

I want to understand myself. □ □ □ □ □ 

I am aware of the possible emotional impact of 

information on others. 

□ □ □ □ □ 

I sometimes find myself having difficulty in 

thinking of alternative solutions. 

□ □ □ □ □ 

I can empathize with someone else’s situation. □ □ □ □ □ 

I am aware of the emotions that influence my 

thinking. 

□ □ □ □ □ 
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The Modified Therapist Belief Scale 

This questionnaire is about automatic thoughts that people can have about their work. 

Please read each statement carefully and indicate how strongly you agree with that 

statement. There are no right or wrong answers. 
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If I just stick to one therapeutic model it 

will solve the problem for me. 

□ □ □ □ □ □ 

Once I have decided on a treatment 

model I should stick to it. 

□ □ □ □ □ □ 

If I don’t understand what happens in 

therapy I’m extremely uncomfortable. 

□ □ □ □ □ □ 

I don’t need to fully understand what 

happens in therapy in order to help the 

client. 

□ □ □ □ □ □ 

Strong emotions will overwhelm and 

damage my client because they are 

fragile. 

□ □ □ □ □ □ 

If I don’t have all the information I’m 

uncomfortable with therapy. 

□ □ □ □ □ □ 

I must protect my client from reliving 

painful events. 

□ □ □ □ □ □ 

If I allow myself to feel what my client 

feels I’ll be damaged. 

□ □ □ □ □ □ 

I must not allow my client to become too 

distressed in therapy. 

□ □ □ □ □ □ 

If I have strong reactions to my clients it 

means I’m abnormal. 

□ □ □ □ □ □ 

I shouldn’t allow my clients to become 

distressed, they really want to feel better. 

□ □ □ □ □ □ 

It is unprofessional to take an eclectic 

approach to therapy. 

□ □ □ □ □ □ 
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The Mental Health Professionals Stress Scale 

The following have been found to be sources of pressure at work in health care. Please 

use the following scale for each statement to indicate how much each statement 

represents a source of pressure at work for you. 
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Too much work to do. □ □ □ □ 

Ending treatment with clients. □ □ □ □ 

Lack of support from management. □ □ □ □ 

Conflict with other professionals e.g. doctor, nurse. □ □ □ □ 

Lack of adequate staffing. □ □ □ □ 

Feeling inadequately skilled for dealing with 

emotional needs of clients. 

□ □ □ □ 

Not enough time with family. □ □ □ □ 

Too many different things to do. □ □ □ □ 

Dealing with death or suffering. □ □ □ □ 

Relationship with line manager. □ □ □ □ 

Conflicting roles with other professionals. □ □ □ □ 

Lack of financial resources for training 

courses/workshops. 

□ □ □ □ 

Uncertainty about own capabilities. □ □ □ □ 

Inability to separate personal from professional roles. □ □ □ □ 

Not enough time to complete all tasks satisfactorily. □ □ □ □ 

No change or slowness of change in clients. □ □ □ □ 

Communications and flow of information at work. □ □ □ □ 

Working in a multidisciplinary team. □ □ □ □ 

Shortage of adequate equipment/supplies. □ □ □ □ 

Feeling inadequately skilled for working with difficult 

clients. 

□ □ □ □ 

Taking work home. □ □ □ □ 

Too many clients. □ □ □ □ 

Difficult and/or demanding clients. □ □ □ □ 

Poor management and supervision. □ □ □ □ 

Criticism by other professionals e.g. doctor, nurse. □ □ □ □ 

Lack of adequate cover in potentially dangerous 

environments. 

□ □ □ □ 

Doubt about the efficacy of therapeutic endeavours. □ □ □ □ 

Relationship with spouse/partner – affects work. □ □ □ □ 

Working too long hours. □ □ □ □ 

Physically threatening clients/patients. □ □ □ □ 

The way conflicts are resolved in the organisation. □ □ □ □ 

Lack of emotional support from colleagues. □ □ □ □ 

Inadequate clerical/technical back-up. □ □ □ □ 

Keeping professional/clinical skills up to date. □ □ □ □ 

Work emphasises feelings of emptiness and/or 

isolation. 

□ □ □ □ 
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Not enough time for recreation. □ □ □ □ 

Managing therapeutic relationships. □ □ □ □ 

Organisational structure and policies. □ □ □ □ 

Difficulty of working with certain colleagues. □ □ □ □ 

Poor physical working conditions. □ □ □ □ 

Fear of making a mistake over a client’s treatment. □ □ □ □ 

Inadequate time for friendships/social relationships. □ □ □ □ 
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The Professional Self-Care and Coping Measure 

These items deal with ways you've been coping with the stress related to your work as a 

psychologist.  Each item says something about a particular way of coping with work-

related stress.  I want to know to what extent you've been doing what each item says. 

Don't answer on the basis of whether it seems to be working or not, just whether or not 

you're doing it. Using these response choices try to rate each item separately in your 

mind from the others.  Make your answers as true for you as you can.  
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Taking breaks and/or vacations. □ □ □ □ 

Using peer supervision (shared supervision with a 

colleague) to deal with the emotional effects of the 

work. 

□ □ □ □ 

Using alcohol or other drugs to help me get through 

it. 

□ □ □ □ 

Getting help and advice from my spouse/partner 

about what to do. 

□ □ □ □ 

Trying to view the problem from a different 

perspective, to make it seem less overwhelming. 

□ □ □ □ 

Criticizing my performance at work. □ □ □ □ 

Stepping back from the problem to be more 

objective. 

□ □ □ □ 

Getting help and advice from my work colleagues 

about what to do. 

□ □ □ □ 

Looking for something good in a difficulty. □ □ □ □ 

Ignoring my stress. □ □ □ □ 

Getting used to the problem. □ □ □ □ 

Discussing my feelings with my friends. □ □ □ □ 

Doing something to think about work less, such as 

going to movies, watching TV, reading, daydreaming, 

painting, or shopping. 

□ □ □ □ 

Disguising my distress so not to upset my friends and 

family. 

□ □ □ □ 

Accepting the situation. □ □ □ □ 

Using informal peer support to develop my skills for 

dealing with the problem. 

□ □ □ □ 

Expressing my negative feelings. □ □ □ □ 

Sleeping more than usual. □ □ □ □ 

Learning about my strengths and limitations. □ □ □ □ 

Using humour to cope with the situation. □ □ □ □ 

Getting help and advice from my spiritual/religious 

group about what to do. 

□ □ □ □ 

Saying to myself "this isn't real". □ □ □ □ 

Praying. □ □ □ □ 
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Worrying about the little control I have over the 

situation. 

□ □ □ □ 

Using peer supervision (shared supervision with a 

colleague) to develop my skills for dealing with the 

problem. 

□ □ □ □ 

Avoiding dealing with the problem. □ □ □ □ 

Attempting to balance my personal and professional 

lives. 

□ □ □ □ 

Skipping meals to stay on top of my work. □ □ □ □ 

Getting help and advice from my clients about what 

to do. 

□ □ □ □ 

Learning about ways to deal with similar problems in 

the future. 

□ □ □ □ 

Engaging in personal therapy. □ □ □ □ 

Getting comfort and understanding from my 

spiritual/religious faith. 

□ □ □ □ 

Focusing my attention primarily on my client’s needs. □ □ □ □ 

Meditating. □ □ □ □ 

Engaging in relaxation techniques. □ □ □ □ 

Finding personal meaning from my work. □ □ □ □ 

Talking to my work colleagues about how I feel. □ □ □ □ 

Using informal peer support to deal with the 

emotional effects of the work. 

□ □ □ □ 

Reorganising my work so to tackle the most pressing 

demands first. 

□ □ □ □ 

Discussing my feelings with my spouse/partner. □ □ □ □ 

Involving myself in a number of different professional 

roles. 

□ □ □ □ 

Working late nights and weekends. □ □ □ □ 

Reminding myself of my personal values. □ □ □ □ 

Removing myself from my colleagues. □ □ □ □ 

Using clinical supervision to gain skills that will help 

me deal with the problem. 

□ □ □ □ 

Exercising. □ □ □ □ 

Questioning my spiritual/religious beliefs. □ □ □ □ 

Involving myself in continued education (e.g. 

workshops, university courses, or academic/research 

roles). 

□ □ □ □ 

Getting comfort and understanding from my clients. □ □ □ □ 

Putting aside leisure activities to focus on the 

problem. 

□ □ □ □ 

Getting help and advice from my friends about what 

to do. 

□ □ □ □ 

Using clinical supervision to deal with the emotional 

effects of the work. 

□ □ □ □ 
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The Professional Quality of Life Scale 

When you help people you have direct contact with their lives. As you may have found, 

your compassion for those you help can affect you in positive and negative ways. Below 

are some questions about your experiences, both positive and negative, as a 

psychologist. Consider each of the following questions in relation to your current work 

situation. Select the number that honestly reflects how frequently you experienced these 

things in the last 30 days.  
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I am happy. □ □ □ □ □ 

I am preoccupied with more than one person I help. □ □ □ □ □ 

I get satisfaction from being able to help people. □ □ □ □ □ 

I feel connected to others. □ □ □ □ □ 

I jump or am startled by unexpected sounds. □ □ □ □ □ 

I feel invigorated after working with those I help. □ □ □ □ □ 

I find it difficult to separate my private life from my 

life as a psychologist. 

□ □ □ □ □ 

I am not as productive at work because I am losing 

sleep over traumatic experiences of a person I help. 

□ □ □ □ □ 

I think I might have been affected by the traumatic 

stress of those I help. 

□ □ □ □ □ 

I feel trapped by my work as a psychologist. □ □ □ □ □ 

Because of my helping, I have felt “on edge” about 

various things. 

□ □ □ □ □ 

I like my work as a psychologist. □ □ □ □ □ 

I feel depressed because of the traumatic 

experiences of the people I help. 

□ □ □ □ □ 

I feel as though I am experiencing the trauma of 

someone I have helped.  

□ □ □ □ □ 

I have beliefs that sustain me. □ □ □ □ □ 

I am please with how I am able to keep up with 

therapeutic techniques and protocols. 

□ □ □ □ □ 

I am the person I always wanted to be. □ □ □ □ □ 

My work makes me feel satisfied. □ □ □ □ □ 

I feel worn out because of my work as a psychologist. □ □ □ □ □ 

I have happy thoughts and feelings about those I 

help and how I could help them. 

□ □ □ □ □ 

I feel overwhelmed because my case work load 

seems endless. 

□ □ □ □ □ 

I believe I can make a difference through my work. □ □ □ □ □ 

I avoid certain activities or situations because they 

remind me of frightening experiences of the people I 

help. 

□ □ □ □ □ 

I am proud of what I can do to help. □ □ □ □ □ 

As a result of my work, I have intrusive, frightening 

thoughts. 

□ □ □ □ □ 



THE RIO MODEL OF RESILIENCE FOR PSYCHOLOGISTS 

182 

 

 

N
e
v
e
r 

R
a
re

ly
 

S
o
m

e
ti
m

e
s
 

O
ft

e
n
 

V
e
ry

 O
ft

e
n
 

I feel “bogged down” by the system. □ □ □ □ □ 

I have thoughts that I am a “success” as a 

psychologist. 

□ □ □ □ □ 

I can’t remember important parts of my work with 

trauma victims. 

□ □ □ □ □ 

I am a very caring person. □ □ □ □ □ 

I am happy that I chose to do this work. □ □ □ □ □ 
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The Modified Short Form of the Posttraumatic Growth Inventory 

Think about clients who have experienced difficulties that you have worked with 

throughout your psychology career. Would you say that these clients have influenced or 

changed you? Please indicate whether you agree or disagree with each statement below 

as a result of your work with these clients. 
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I have adjusted my priorities about what is 

important in life. 

□ □ □ □ □ 

I have a greater appreciation for the value of my 

life. 

□ □ □ □ □ 

I am able to do better things with my life. □ □ □ □ □ 

I have a better understanding of spiritual matters. □ □ □ □ □ 

I have a greater sense of closeness with others. □ □ □ □ □ 

I have established a new path for my life. □ □ □ □ □ 

I know better that I can handle difficulties. □ □ □ □ □ 

I have a stronger religious/spiritual faith. □ □ □ □ □ 

I have discovered that I’m stronger than I thought 

I was. 

□ □ □ □ □ 

I have learned a great deal about how wonderful 

people are. 

□ □ □ □ □ 

 

 

 

 

Would you like your personal results sent to you? These will be sent to you once we have 

established norms for each of the scales: Yes   No 

 

If yes please supply your email address, we would like to remind you that providing this 

may break your anonymity:______________________ 

 

Thank you again for participating in this research.  

 

If you have requested your personal feedback, please discuss any concerns you may 

have with your supervisor. Alternatively you are welcome to contact the researchers for 

further information on the study and/or your personal results. 

 

We wish you all the best. 
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Appendix B 

Participant Information Sheet 

DEPARTMENT OF PSYCHOLOGY 

Faculty of Science  

 

 

 
Building 721, Tamaki Campus 
Cnr Morrin & Merton Roads 
Glen Innes, Auckland, New  
Zealand 
Telephone 64 9 373 7599  
x86886 
Facsimile 64 9 373 7902 
www.psych.auckland.ac.nz 
 
The University of Auckland 
Private Bag 92019 
Auckland 1142, New Zealand 

 

 

Building Resilience in New Zealand Psychologists  

 
My name is Katherine McCormick and I am a doctoral student in the Clinical Psychology 

Programme at the University of Auckland. I am interested in the effects of care-giver 

work on psychologist’s well-being.  

 

About the research: 

There is a clear emphasis in the research on the negative effects of care-giver work. 

However, little is known about the positive effects for psychologists when helping people 

through difficulties and stress. Working with Fiona Howard, I am conducting research on 

New Zealand Psychologists through a positive psychology lens. In particular I am aiming 

to identify the individual strengths and positive occupational factors that increase New 

Zealand psychologist’s well-being.  

 

The results from the online survey will be used to identify the positive individual and 

occupational factors that are malleable and therefore suitable for intervention. These 

http://www.psych.auckland.ac.nz/
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interventions will be targeted towards training programs and supervision practices. We 

propose that targeting positive factors will lead to enhanced professional functioning and 

enable psychologists to flourish and thrive within their field. 

 

The survey:  

This research requires data collection via an online survey that will take about 45 

minutes to complete. I would like to invite you to take part in this research by going to: 

http://www.surveymonkey.com/s/psychologists_resilience 

and completing the survey.  

 

Survey feedback: 

At the end of the survey I will ask if you wish to receive your personal results and/or 

overall findings. Your individual results will inform you of your strengths, areas to work 

on, and how your work may have affected your personal and professional well-being. I 

will ask for an email address to send your result summary to. These will be sent to you 

after we have established norms for each scale. Once the research is completed, I have 

sent you your personal results and, if requested, a report on the overall findings, your 

email address will be deleted from all databases. If you have concerns, or prefer to 

participate in this research on paper, please contact me (my details are at the end of this 

letter). 

 

Ethical issues: 

Participation in this research is entirely voluntary. If you do not wish to participate, you 

do not have to give a reason for this. You may withdraw your participation at any time 

throughout the survey however due to the anonymity of the survey you will not be able 

to withdraw your data once you have submitted the online survey. 

 

As mentioned, you will be offered a report on your personal results and/or the overall 

findings; this requires your email address. It is up to you whether you wish to supply 

this information and gain access to these results. Once the research is completed your 

email address will be deleted from all databases. 

 

In the future, the data from this research may be used in presentations, academic 

publications, and to make comparisons with other research. The electronic data gathered 

in this research will be stored for a period of six years after which all electronic files will 

be deleted. 

 

The questions in the research may influence the way you feel about yourself and your 

work, either in a positive or negative way, or may have no effect. Please discuss this 

with your supervisor or my advisor, Fiona Howard.  

 

 

 

 

 

 

 

 

http://www.surveymonkey.com/s/psychologists_resilience
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Contact Details: 

We would like to thank you very much for taking part in this research. If you have any 

queries please contact: 

 

RESEARCHER: 

Katherine McCormick  

Doctoral Student, Doctoral Programme of Clinical Psychology. 

Phone: 021 422 069 

Email: kmcc046@aucklanduni.ac.nz 

 

ADVISOR: 

Fiona Howard  

Senior Tutor, Doctoral Programme of Clinical Psychology. 

Phone: +64 9 373 7599 ext 88420 

Email: f.howard@auckland.ac.nz 

 

RESEARCH SUPERVISOR: 

Professor Fred Seymour  

Director of the Doctoral Programme of Clinical Psychology. 

Phone: +64 9 373 7599 ext 88414 

Email: f.seymour@auckland.ac.nz 

 

Approved by the University of Auckland Human Participants Ethics Committee on 

30.06.11. Reference Number: 2011/337 
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Appendix C 

Participant Feedback 

 
 

Hi again. Thank you for completing the survey. Below are descriptions of each construct 

measured in the survey, your personal results, the New Zealand Psychologists samples 

(N=224) means, standard deviations, and ranges, and an explanation of how to interpret 

your results. 

  

The survey measured factors that have been found to contribute to or, are believed to 

relate to, your capacity to cope with your profession’s work-related pressures. We hope 

that this feedback will help you to self-reflect on your work. If, at any point, you feel 

concerned by your feedback please contact my advisor Fiona Howard.  

 

Work-Related Pressure: 

We measured your work-related stress using the Mental Health Professionals Stress 

Scale. This measure taps seven pressures identified by research that are associated with 

stress in mental health workers.  

 

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Workload  7.85 4.37 0.00-17.00 

Organisational 
Structure and 
Processes 

 5.66 5.08 0.00-18.00 

Lack of Resources  5.27 4.14 0.00-18.00 

Professional Self-
Doubt 

 5.12 3.71 0.00-17.00 

Client-Related 
Difficulties 

 4.98 3.01 0.00-14.00 

Relationships and 
Conflicts with 
Other 
Professionals 

 3.89 3.90 0.00-18.00 

Home/Work 
Conflict 

 3.57 3.04 0.00-18.00 
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Score interpretations 

Subscale scores can range from 0-18 with higher scores indicating that this is a greater 

source of pressure at work for you.  

 

Cushway, D., Tyler, P.A. & Nolan, P. (1996) Development of a stress scale for mental health professionals. 

British Journal of Clinical Psychology, 35, 279-295. 

 

Professional Quality of life: 

We measured you professional quality of life using the ProQOL version 5. This scale 

measures your burnout, secondary traumatic stress (STS), and compassion satisfaction 

levels. Burnout is associated with the gradual onset of feelings of hopelessness and 

difficulties in dealing with, or being effective at work. STS is the negative effects related, 

secondary exposure to extremely or traumatically stressful events. Compassion 

satisfaction is the pleasure derived from being able to do your work well. For example, 

you may feel like it is a pleasure to help others through your work. You may feel 

positively about your colleagues or your ability to contribute to the work setting or even 

the greater good of society. Greater satisfaction is related to your ability to be an 

effective caregiver in your job. 

 

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Compassion 
Satisfaction 

 38.64 5.56 21.00-50.00 

Burnout  20.78 5.16 11.00-37.00 

Secondary 
Traumatic Stress 

 16.34 3.61 10.00-29.00 

Total Score  111.30 11.92 74.67-135.00 

 

Score interpretations 

Subscale scores can range from 10-50. Scores 22 or less indicate low levels on the 

subscale, scores between 23-41 indicate average levels, and scores 42 or more indicate 

high levels. Higher scores for the burnout and secondary traumatic stress subscales 

indicate less professional quality of life, while lower scores on these dimensions are 

indicative of more professional quality of life (these subscales are automatically reverse-

coded when your overall score is calculated). Total scores can range from 30-150 with 

higher scores reflecting greater levels of professional quality of life. To learn more please 

visit http://www.proqol.org/ 

 

Stamm, B.H. (2010). The Concise ProQOL Manual. Pocatello, ID: ProQOL.org. 

 

Vicarious Growth: 

We measured your vicarious growth using a modified version of the Posttraumatic 

Growth Inventory (short-form). Vicarious growth is a new construct that proposes people 

can also grow from watching and supporting others work through difficulties, be they 

traumatic or not. The measure taps the five dimensions that have been identified as 

posttraumatic growth (i.e., growth following direct exposure to trauma). These 

dimensions are improved relations with others, new possibilities visualised, increased 

personal strength, a change in spiritual beliefs or acceptance, and a greater appreciation 

of life.  

 

http://www.proqol.org/
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Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Vicarious Growth  34.02 6.13 15.00-50.00 

 

Score interpretations 

Scores can range from 5-50. Scores above 25 indicate that you have experienced some 

vicarious growth (higher scores indicating more growth). 

 
Cann, A., Calhoun, L. G., Tedeschi, R. G., Taku, K. Vishnevsky, T., Triplett, K. N., & Danhauer, S. C. (2010). A 

short form of the posttraumatic growth inventory. Anxiety, Stress, & Coping, 23, 127-137. 

 

Overall Resilience: 

We measured your overall resilience using the Connor-Davidson Resilience Scale (10-

item). The scale is a one-dimensional measure of resilience. Resilience is the ability to 

bounce back and recover from stress and is, therefore, likely to be a strong protective 

factor in the face of stressful situations and one individual difference that may explain 

why some are more able to manage occupational stress and work related challenges 

than others. 

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Resilience  29.97 4.75 17.00-40.00 

 

Score interpretations 

Scores can range from 0-40 with higher scores reflecting greater resilience (belief in 

personal ability to bounce back from stress).  

 

Campbell-Sills, L., & Stein, M. B. (2007). Psychometric analysis and refinement of the Connor–Davidson 

resilience scale (CD-RISC): Validation of a 10-item measure of resilience. Journal of Traumatic Stress, 20, 

1019-1028. 

 

Positive/Negative Emotion Ratio: 

We measured your positive and negative emotions using the Modified Differential 

Emotions Scale. We all know that it is nicer to feel good than bad. However, we were 

interested in assessing your positive to negative emotion ratio as research has indicated 

that positive emotions not only feel good but also lead to increases in resilience, 

wellbeing, and intellectual, social, and physical resources.  

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Positive/Negative 
emotion ration 

 4.58 5.22 0.39-41.00 

 

Score interpretations 

Your score indicates how many positive relative to negative emotions you have 

experienced during your last working week. Evidence suggests that people who 

experience at least a 3-to-1 ratio of positive to negative emotions are poised to flourish. 

More than 80% of U.S. adults fall short of the 3-to-1 ratio. To learn more please visit 

https://www.positivityratio.com/index.php 

https://www.positivityratio.com/index.php
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Fredrickson, B. L., & Cohn, M. A. (2008). Positive emotions Handbook of emotions (3rd ed., pp. 777 796). New 

York, NY: Guilford Press; US. 

  

Self-Compassion: 

We measured your self-compassion using the self-compassion scale (short-form). Self-

compassion entails being warm and understanding toward oneself when suffering, 

failing, or feeling inadequate, rather than ignoring pain or flagellating oneself with self-

criticism (self-kindness versus self-judgment). Self-compassion involves recognizing that 

suffering and personal inadequacy is part of the shared human experience - something 

that all go through rather than being something that happens to “me” alone (common-

humanity versus isolation). Self-compassion also requires taking a balanced approach to 

negative emotions so that feelings are neither suppressed nor exaggerated (mindfulness 

versus over-identification). High self-compassion allows individuals the internal space 

and time to recover from their distress. Because of this self-compassion is likely to be a 

characteristic of resilience.  

 

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Self-kindness  3.55 0.66 2.00-5.00 

Self-judgement  2.53 0.88 1.00-5.00 

Common-
humanity 

 3.68 0.80 1.50-5.00 

Isolation  2.50 0.89 1.00-5.00 

Mindfulness  4.04 0.57 2.50-5.00 

Over-
identification 

 2.58 0.78 1.00-4.50 

Overall score  3.61 0.55 2.25-5.00 

 

Score interpretations 

Scores can range from 1-5. As a rough guide, an overall score of 1-2.5 indicates you are 

low in self-compassion, 2.5-3.5 indicates you are moderate, and 3.5-5.0 means you are 

high. Remember that higher scores for the self-judgement, isolation, and over-

identification subscales indicate less self-compassion, while lower scores on these 

dimensions are indicative of more self-compassion (these subscales are automatically 

reverse-coded when your overall self-compassion score is calculated). To learn more 

please visit http://self-compassion.org/  

 
Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (in press). Construction and factorial validation of a short 

form of the Self-Compassion Scale.  Clinical Psychology & Psychotherapy. 

 

Reflection Ability: 

We measured your reflection ability using the Groningen Reflection Ability Scale. The 

scale is a one-dimensional measure of self-reflection (i.e., your introspection, self-

exploration, and your understanding and appraisal of your experiences), empathetic 

reflection (i.e., your ability to take into consideration the situation of others, openness to 

different ways of thinking, and your understanding and appraisal of context), and 

reflective communication (i.e., your openness to feedback and discussion on your 

performance, your ability to take responsibility for your own statements and actions, and 

your ethical accountability). High reflection ability is likely to contribute to your 

emotional well-being and resilience.  

 

http://self-compassion.org/
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Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Reflection ability  92.74 6.01 76.00-109.00 

 

Score interpretations 

Scores can range from 23-115. A high score reflects a positive indication, and a low 

score a negative indication for reflective learning and functioning in practice.   

 
Aukes, L. C., Geertsma, J., Cohen-Schotanus, J., Zwierstra, R. P., & Slaets J. P. J. (2007). The development of 

a scale to measure personal reflection in medical practice and education. Medical Teacher, 29, 177-182. 

 

Therapy Beliefs: 

We measured your therapy beliefs using the Modified Therapy Belief Scale. The measure 

taps the ability to tolerate your client’s distress, your flexibility with regards to the use of 

therapeutic models, and how much control and understanding in therapy you need. 

Healthy therapeutic beliefs have been found to be protective of stress within the 

psychology profession.   

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Therapy beliefs  58.08 5.88 40.00-72.00 

 

Score interpretations 

Scores can range from 12-72 with higher scores reflecting a healthier belief set around 

therapy.  

 
Emery, S.,  Wade, T. D., & McLean, S. (2009). Associations among psychologist beliefs, personal resources and 

burnout in clinical psychologists. Behaviour Change, 26, 83-96. 

 

Optimism: 

We measured your optimism using the Life-Orientation Test-Revised. Optimists expect 

good outcomes and face challenges with confidence and persistence. Because of this, 

optimistic individuals tend to be better at coping with adversity compared to their 

pessimistic peers. High dispositional optimism is believed to be one of the characteristics 

of resilience.  

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Optimism  23.62 3.31 14.00-30.00 

 

Score interpretations 

Scores can range from 6-30 with higher scores indicating greater optimism. There is no 

specific criterion for saying a person is an optimist or pessimist. Rather, people range 

from very optimistic to very pessimistic, with most scores falling somewhere in the 

middle.   

  

Scheier, M. F., Carver, C. S., & Bridges, M. W. (1994). Distinguishing optimism from neuroticism (and trait 

anxiety, self-mastery, and self-esteem): A reevaluation of the Life Orientation Test). Journal of Personality and 

Social Psychology, 67, 1063-1078. 
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Autonomy: 

We measured your autonomy using Ryff’s subscale of Autonomy. The autonomy subscale 

assesses your self-determination, independence, and internal locus of control, concepts 

that relate to high self-efficacy, which has been identified as one of the characteristics of 

resilient individuals.  

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Autonomy  34.92 5.86 18.00-48.00 

 

Score interpretations 

Scores can range from 8-48. A high scorer is self-determining and independent, able to 

resist social pressures to think and act in certain ways, regulates behaviour from within, 

and evaluates self by personal standards. A low scorer is concerned about the 

expectations and evaluations of others, relies on judgments of others to make important 

decisions, and conforms to social pressures to think and act in certain ways. Scores on 

this measure may be reflective of your personal world-views, culture, and/or values, and 

therefore need to be interpreted with care. 

 

Ryff, C. D., & Keyes, C. L. M. (1995). The structure of psychological wellbeing revisited. Journal of Personality 

and Social Psychology, 69, 719–727. 

 

Environmental Mastery: 

We measured your perceived ability to control your environment using Ryff’s 

environmental mastery subscale. Environmental mastery relates to how much control 

you feel you have over a situation or stressor.  

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Environmental 
mastery 

 28.72 4.76 7.00-36.00 

 

Score interpretations 

Scores can range from 6-36. A higher scorer feels they have a sense of mastery and 

competence in managing the environment, controls a complex array of external 

activities, makes effective use of surrounding opportunities, and is able to choose or 

create contexts suitable to personal needs and values. A lower scorer has difficulty 

managing everyday affairs, feels unable to change or improve surrounding context, is 

unaware of surrounding opportunities, and has less sense of control over external world. 

 

Reference above. 

 

Relationships with Others: 

We measured your relationships with others using Ryff’s positive relationships with 

others subscale. This subscale measures the ability to love, trust and establish deep 

relationships with others. Supportive relationships are identified as one of the 

characteristics of resilient individuals. 
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Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Relationships with 
others 

 28.84 4.95 10.00-36.00 

 

Score interpretations 

Scores can range from 6-36. A high scorer has warm satisfying, trusting relationships 

with others, is concerned about the welfare of others, capable of strong empathy, 

affection, and intimacy, and understands give and take of human relationships. A low 

scorer has fewer close, trusting relationships with others, finds it difficult to be warm, 

open, and concerned about others, feels isolated and frustrated in interpersonal 

relationships, and is less willing to make compromises to sustain important ties with 

others. 

 

Reference above. 

 

Purpose in Life: 

We measured your purpose in life using Ryff’s purpose in life subscale. Having meaning, 

commitment to, and/or a purpose for tasks, is a characteristic of resilience. 

 

Results  

Measure Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Purpose in life  30.35 3.79 14.00-36.00 

 

Score interpretations 

Scores can range from 6-36. A high scorer has goals in life and a sense of directedness, 

feels there is meaning to present and past life, holds beliefs that give life purpose, and 

has aims and objectives for living. A low scorer has less sense of meaning in life, fewer 

goals or aims, and less sense of direction. 

 

Reference above. 

 

Spiritual Well-Being: 

We measured your spiritual resources using van Dierendonck’s measure of Spiritual 

Well-Being. The measure taps two dimensions of spirituality, inner resources (i.e., the 

ability to draw from a inner strength, and have a sense of harmony or inner peace), and 

relationship with a Higher Power (i.e., the strength, support, or inner peace one may 

have access to via a relationship with a God or Higher Power). The interest in spirituality 

has grown in recent years. For some, spirituality may be a source of resilience as 

religious beliefs and practices provide meaning and significance to adverse and stressful 

conditions 

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Inner resources  28.00 4.15 14.00-36.00 

Relationship with 
a Higher Power 

 18.46 8.85 6.00-36.00 
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Score interpretations 

Subscale can scores range from 6-36. Higher scores indicate more spiritual well-being on 

either dimension.  

 

van Dierendonck, D. (2005). The construct validity of Ryff’s Scales of Psychological Well-being and its 

extension with spiritual well-being. Personality and Individual Differences, 36, 629-643. 

 

Formal Support: 

We measured the amount of formal support you experience in your profession through a 

new measure we developed. Two factors were found in the data that measure how 

useful you find your supervision for helping you to manage the emotional effect of your 

work and how much support you utilise from your work colleagues. 

  

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Supervision  38.28 5.18 19.00-45.00 

Relationship with 
work colleagues 

 11.21 2.31 4.00-15.00 

 

Score interpretations 

Scores on the Supervision subscale can range from 9-45. Higher scores on this subscale 

indicate that you are finding supervision useful in helping you deal with the emotional 

demands of your work. Scores on the Relationship with Work Colleagues subscale can 

range from 3-15.  High scores on this subscale indicate that you have warm, satisfying, 

trusting relationships with your work colleagues and can use your work colleagues for 

support. 

 

Self-Care Strategies:  

We measured your self-care strategies using a new scale designed to measure coping 

specifically in psychologists. Six factors were identified in the Data. Broad-minding 

focused strategies refer to the direct efforts you have made to view the problem from a 

different perspective, learn about ways to solve similar future work problems and seek 

advice from work colleagues. Work-life Balance strategies refer to the efforts you have 

made to reduce the emotional impact of the problem outside of work, including taking 

breaks and engaging in leisure activities. Friend Support focused strategies refer to the 

use of friends for support. Religious focused strategies refer to praying and the use of 

religious groups for advice and/or comfort. Meditation focused strategies refer to the 

efforts you have made to meditate and engage in relaxation. Maladaptive strategies 

include efforts that may not have been helpful at reducing or removing the problem and 

in fact may have made the problem worse. 

 

Results  

Subscales Your Score Sample Mean Sample Std. 
Deviation 

Sample Range 

Broad-minding  9.89 2.97 2.00-17.00 

Work-life Balance  8.61 2.17 1.00-12.00 

Friend Support  2.13 1.46 0.00-6.00 

Religious  1.00 1.70 0.00-8.00 

Meditation  1.77 1.56 0.00-6.00 

Maladaptive  2.83 2.62 0.00-13.00 
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Score interpretations 

Scores on the Broad-minding focused subscale can range from 0-18. Scores on the 

Work-life Balance focused subscale can range from 0-12. Scores on the Friend Support 

focused subscale can range from 0-6. Scores on the Religious focused subscale can 

range from 0-9. Scores on the Mediation focused subscale can range from 0-6. Scores on 

the Maladaptive subscale can range from 0-15. Higher scores reflect greater use of the 

strategy. 

 

Contact Details: 

We would like to thank you very much for taking part in this research. We hope that this 

feedback has contributed usefully to your self-reflection and evaluation of your work 

pressures, personal resources, and how your work may have influenced your 

professional and personal well-being. Upon completion of the study a summary of the 

overall results will be sent via a newsletter with a link to the full article attached. The 

overall results of this study may provide you with further information about the 

significance of your particular profile. If you have any further queries or would like some 

further information about your personal feedback please contact: 

 

RESEARCHER: 

Katherine McCormick  

Doctoral Student, Doctoral Programme of Clinical Psychology. 

Phone: 021 422 069 

Email: kmcc046@aucklanduni.ac.nz 

 

ADVISOR: 

Fiona Howard  

Senior Tutor, Doctoral Programme of Clinical Psychology. 

Phone: +64 9 373 7599 ext 88420 

Email: f.howard@auckland.ac.nz 

 

RESEARCH SUPERVISOR: 

Professor Fred Seymour  

Director of the Doctoral Programme of Clinical Psychology. 

Phone: +64 9 373 7599 ext 88414 

Email: f.seymour@auckland.ac.nz 

 

Approved by the University of Auckland Human Participants Ethics Committee on 

30.06.11. Reference Number: 2011/337 
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Appendix D 

Participant Information Sheet 

 

DEPARTMENT OF PSYCHOLOGY 

Faculty of Science 

 

 

 
Building 721, Tamaki Campus 

Cnr Morrin & Merton Roads 
Glen Innes, Auckland, New  
Zealand 
Telephone 64 9 373 7599  
x86886 
Facsimile 64 9 373 7902 
www.psych.auckland.ac.nz 
 
The University of Auckland 
Private Bag 92019 
Auckland 1142, New Zealand 

 

 

PARTICIPANT INFORMATION SHEET 

 

To: 

 

Project Title: Building Resilience in New Zealand Psychologists  

 

Researchers: Katie McCormick, Fiona Howard, Professor Fred Seymour  

 

Researcher Information 

 

Katie McCormick is a clinical psychology student currently in her second year of the 

doctorate of clinical psychology programme at the University of Auckland.  

 

Fred Seymour is a Professor of Psychology at The University of Auckland.  He also 

practices as a clinical psychologist, and has done so since the 1970’s.   

 

Fiona Howard is is a Senior Tutor in the Doctoral Programme of Clinical Psychology at 

the University of Auckland. She also practices as a clinical psychologist. 

 

Aim of Research 

 

This project follows from the 2011 survey on resilience in New Zealand psychologists. 

Resilience is defined as a process that enables the ability to maintain well-being and 

potentially grow when facing work-related stress. The results of the survey suggest that 

there may be five components that enable psychologists to maintain professional and 

psychological well-being when facing work stress (resilience). These components are 

relational/environmental, coping, emotional, spiritual, and professional functioning.  

 

Through the use of focus groups this study aims to answer the questions that remain 

following the 2011 survey, namely; (1) how are these components of the resilient 

http://www.psych.auckland.ac.nz/
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process experienced by psychologists, (2) have any components of the resilient process 

have been missed, (3) what are the outcomes of the resilience process, and (4) how 

may these components be strengthened so to help those who are struggling and 

increase the professions resilience. 

 

Invitation to Participate 

 

We invite you to take part in this study.  You have been selected as a potential 

participant on the basis of your experience in the field of psychology.   

Participation will involve a one and a half to two hour focus group interview, discussing 

your experiences as a psychologist when facing work related stress.  Facilitators will be 

Katie and Fiona. 

Interviews will be taped and transcribed by the researchers. Numbers will be assigned to 

participants when transcribing.    

 

Confidentiality Information 

 

Your identity in this research will remain confidential to the researchers and participants 

within the group. If the information you provide is reported or published (for example by 

short quotes from the transcript of the interview) this will be done in a way that does not 

identify you as its source.  

Participation in this study will be on an individual basis only and not in your employee 

role.  All information will be separate and confidential from your place of employment.  

All audiotapes and interview transcripts will be kept in a secure location at Fred 

Seymour’s office at the University. Audiotapes will be destroyed after the interviews 

have been transcribed. Transcripts will be retained for 6 years, stored in the researcher's 

supervisor's office once the researcher has completed the analyses. Audiotapes and 

interview transcripts will be destroyed through the service used by the Psychology 

Department.  

 

Right to Withdraw  

 

As this is a focus group you will not be able to withdraw your individual transcript during 

or upon completion of the interview. Personal information will be kept separate from the 

transcript. 

 

Contact details 

 

If you have any queries please contact Katie McCormick kmcc046@auckland.ac.nz, Fiona 

Howard on f.howard@auckland.ac.nz or Fred Seymour on f.seymour@auckland.ac.nz. 

 

 

Approved by the University of Auckland Human Participants Ethics Committee on 

30.06.11. Reference Number: 2011/337 

 

 

 

 

mailto:kmcc046@auckland.ac.nz
mailto:f.howard@auckland.ac.nz
mailto:f.seymour@auckland.ac.nz
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Appendix E 

Questions for Focus Groups 

(Prompts for the interviewers under each question) 

 

1. How do you believe you develop and maintain resilience in this profession?  

(Comment that we are interested in fact that people have different starting points 

related to their past experiences before joining and current experiences in the 

profession, however the discussion need not focus on early developmental influences).  

 Past experiences and exposure to stress… 

 Supervision…  

 Personal therapy (do they uses this? If not why? Is so what is helpful?) 

 Relationships (trust/mutual support/self and other worth/colleagues, supervisors, 

personal relationships/sense of connection or isolation) 

 Clients (growth, vicarious resilience, degree of difficulty) 

 Meaning and Spiritual beliefs … 

 Positive emotions… 

 Self-care and coping… 

2. What are the advantages for psychologists who are truly resilient in their work? (40 mins 

into it) 

 Client care (do they feel more effective or helpful, how do they know?) 

 Well-being (do they feel better? more able to work effectively? does this translate to 

home?) 

3. What are the disadvantages for psychologists whose resilience is reduced? 

 Client care (are they aware that this is reduced? is there evidence of denial?) 

 Colleagues (can they raise their concern with a colleague who appears to be 

struggling?)  

 Perception of invulnerability (do they need to hide the fact they are struggling?)  

4. What would you do to strengthen resilience in the caring professions? (allow 15 mins at 

end) 

5. What might reduce your resilience in the psychology profession? (if there is time ask this 

one) 

6. Is there anything I may have missed throughout this discussion that you would like to 

address? 
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Appendix F 

Participant Consent Form 

 

DEPARTMENT OF PSYCHOLOGY 

Faculty of Science 

 

 
 
Building 721, Tamaki Campus 
Cnr Morrin & Merton Roads 
Glen Innes, Auckland, New  
Zealand 
Telephone 64 9 373 7599  
x86886 
Facsimile 64 9 373 7902 
www.psych.auckland.ac.nz 
 
The University of Auckland 
Private Bag 92019 
Auckland 1142, New Zealand 

 

 

PARTICIPANT CONSENT FORM 

 

To: 

 

Project Title: Building Resilience in New Zealand Psychologists  

 

Researchers: Katie McCormick, Professor Fred Seymour and Fiona Howard 

 

Information 

 

Your consent form will be kept in a secure location at Fred Seymour’s office at the 

University of Auckland for 6 years and will be destroyed through the service used by the 

Psychology Department. All audiotapes and interview transcripts will be kept in a secure 

location at the same office at the University. Audiotapes will be destroyed after the 

interviews have been transcribed. Transcripts will be retained for 6 years, stored in the 

same office once the researchers have completed the analyses. Audiotapes and interview 

transcripts will be destroyed through the service used by the Psychology Department. 

 

Consent statements 

 

1. I agree to take part in this research. 

2. I understand that interviews will be recorded on audiotape and transcribed. 

3. I understand that Katie McCormick and Fiona Howard will be present in the focus 

group interview. 

4. I understand that all audiotapes and interview transcripts will be kept in a secure 

location at Fred Seymour’s office at the University and that all transcripts will be retained 

for 6 years, stored in that office once the researcher has completed the analyses. 

5. I understand that my name will not be recorded on the transcript. 

6. I understand that all audiotapes will be destroyed after the interviews have been 

transcribed and that all transcripts will be destroyed after 6 years. 

http://www.psych.auckland.ac.nz/
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7. I understand that is a focus group interview and therefore I am not able to withdraw 

from the research and remove my personal interview details.  

8. I understand that I am responsible to keep all personal and professional information 

disclosed within the group confidential. 

 

Signature of participant: 

 

 

 

Contact details 

If you have any queries please contact or Katie McCormick kmcc046@auckland.ac.nz, 

Fiona Howard on f.howard@auckland.ac.nz or Fred Seymour on 

f.seymour@auckland.ac.nz. 

 

Approved by the University of Auckland Human Participants Ethics Committee on 

30.06.11. Reference Number: 2011/337 
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Appendix G 

Demographic Information 

 

Please comment on the following demographic variables: 

 

Age:___________________________________________________________________ 

 

Gender:________________________________________________________________ 

 

Ethnicity:_______________________________________________________________ 

 

Client type (child/adolescent/adult):__________________________________________ 

 

Hours a week in practice:__________________________________________________ 

 

%Private:______________________________________________________________ 

 

%Public:_______________________________________________________________ 

 

%Time with clients:_______________________________________________________ 

 

Practicing scope:_________________________________________________________ 

 

Number of years practicing as a psychologist:__________________________________ 

 

 

 

 

 

 

 

 


