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Abstracts	

Exploring	the	Role	of	Attachment	Following	the	Disclosure	of	Child	Sexual	Abuse:		

A	Systematic	Review	

One	in	20	children	in	the	UK	experience	child	sexual	abuse	(CSA;	Radford	et	al.,	2011).	Non-

offending	parents	(NOPs)	are	often	assumed	to	be	able	and	willing	to	provide	appropriate,	

relevant	support	to	their	child	in	the	event	of	a	disclosure	taking	place.	However,	there	is	

relatively	little	known	about	how	underlying	processes	such	as	attachment	relationships	

might	impact	on	NOPs’	responses,	or	how	attachment	and	NOP	responses	relate	to	children’s	

post-disclosure	functioning.	The	current	paper
1
	aimed	to	review	the	literature	exploring	these	

issues.	A	systematic	search	of	empirical	studies	was	conducted	using	four	electronic	

databases.	Ten	papers	which	met	pre-defined	inclusion	and	exclusion	criteria	and	were	

agreed	upon	by	an	independent	reviewer	were	identified	and	assessed	for	quality	using	the	

Newcastle-Ottawa	Scale.	Findings	suggest	that	greater	NOP	attachment	security	is	related	to	

more	supportive	responses,	i.e.,	belief	in	the	allegation,	action	taken	against	the	perpetrator	

and	emotional	support	provided	to	children.	While	greater	levels	of	NOP	and	child	

attachment	security	were	found	to	predict	better	psychological	adjustment	and	wellbeing	for	

children	following	disclosure,	the	impact	of	supportive	reactions	by	NOPs	on	children’s	

outcomes	were	less	clear.	Further	robust	research	is	required	to	validate	these	relationships,	

as	the	findings	have	potentially	important	clinical	implications	in	terms	of	how	an	improved	

understanding	of	the	role	of	attachment	following	CSA	can	inform	future	service	provision.	

The	development	of	interventions	which	nurture	and	sustain	resilience	in	family	relationships	

are	discussed	in	context	of	helping	children	to	positively	adjust	following	CSA.	

Keywords:	Child	sexual	abuse,	attachment,	disclosure,	psychological	adjustment,	wellbeing	

	 	

																																																								
1
	The	protocol	for	the	current	review	was	added	to	the	PROSPERO	register	on	10/04/2017;	registration	number	

CRD42017062502	(https://www.crd.york.ac.uk/PROSPERO/#index.php).	
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Evaluation	of	a	“Core	Psychological	Skills”	Training	Programme	for		

Recovery	Navigators	

There	are	currently	no	national	minimum	training	standards	in	the	UK	for	non-qualified	

mental	health	professionals,	making	it	difficult	for	services	to	develop	comprehensive	training	

programmes	for	new	staff.	This	mixed-method	questionnaire	study	evaluated	the	

effectiveness	of	a	new	tailored	“Core	Psychological	Skills”	training	programme	for	Recovery	

Navigators	(RNs)	in	a	community	mental	health	team.	The	training	aimed	to	improve	RNs’	

perceived	confidence	and	competence	in	working	psychologically	with	service-users;	a	

specific	self-report	training	evaluation	questionnaire	was	developed	and	administered	at	

three	time	points	to	assess	these	changes	over	time.	Overall,	significant	improvements	in	

scores	were	observed	for	both	competence	and	confidence	at	post-training	(n=30),	thus	

providing	initial	evidence	for	the	effectiveness	of	training.	However,	these	improvements	do	

not	appear	to	be	maintained	at	follow-up	(n=6).	Limitations	of	the	study	and	

recommendations	for	further	development	of	the	programme	are	outlined.	

Keywords:	Mental	health,	psychology,	training,	supervision,	unqualified	staff	

	 	



	 13	

	

Psychometric	Evaluation	and	Application	of	the	Connor-Davidson	Resilience	Scale	

in	Older	People	in	the	UK		

Mental	health	research	has	traditionally	focussed	on	identifying	and	measuring	disorder-

specific	symptoms.	Comparatively	little	has	been	done	to	measure	changes	in	global	

wellbeing	or	resilience	over	the	lifespan	and	there	is	currently	not	a	‘gold	standard’	

psychometric	measure	of	resilience	for	use	with	older	people	in	the	UK	(OPUK).	The	current	

study	aimed	to	validate	the	Connor-Davidson	Resilience	Scale	(CD-RISC)	and	establish	

normative	data	specifically	for	OPUK	for	the	first	time.	It	also	aimed	to	assess	whether	scores	

on	the	CD-RISC	differ	between	older	people	who	have	currently,	previously	and	never	

experienced	mental	health	problems.	Overall,	171	UK	residents	aged	between	65-97	years	

completed	the	CD-RISC	along	with	measures	of	psychological	wellbeing	and	physical	health	

as	part	of	this	cross-sectional	study.	A	principal	components	analysis	subjected	to	a	varimax	

rotation	extracted	five	factors	from	the	CD-RISC	(personal	competence,	tenacity,	

perseverance,	spirituality	and	close	relationships).	Internal	consistency	was	good	for	the	

measure	as	a	whole	(Cronbach’s	a=.94),	and	the	mean	score	for	the	whole	sample	was	71.2	

(SD=16.5).	Participants	who	had	previously	experienced	mental	health	problems	

demonstrated	the	greatest	level	of	resilience	while	participants	who	still	struggled	with	

mental	health	problems	reported	the	lowest	scores.	In	a	multiple	linear	regression	model,	

psychological	wellbeing	and	general	health	were	significant	predictors	of	resilience	in	OPUK.	

Findings	of	the	current	study	provide	preliminary	evidence	that	the	CD-RISC	is	a	reliable	

measure	of	resilience	for	this	population.	Implications	for	its	use	as	an	outcome	measure	in	

mental	health	services	are	discussed.	

Keywords:	Coping,	resilience,	mental	health,	older	people,	UK	 	
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Exploring	the	Role	of	Attachment	Following	the	Disclosure	of	Child	Sexual	Abuse:		
A	Systematic	Review	

Between	2010	and	2015,	the	total	number	of	recorded	sexual	offences	against	

children	and	young	people	[under	the	age	of	18,	from	now	referred	to	as	children]	in	England	

rose	by	84%	(Bentley,	O’Hagan,	Raff,	&	Bhatti,	2016).	Yet	it	takes	an	average	of	seven	years	for	

children	to	disclose	abuse	(Allnock	&	Miller,	2013).	The	presence	of	a	step-father	(or	

equivalent),	a		distant	mother-daughter	relationship	and	maternal	unavailability	are	amongst	

some	of	the	risk	factors	for	intra-familial	child	sexual	abuse	(CSA)	taking	place	(Black,	

Heyman,	&	Slep,	2001;	Davies	&	Jones,	2013;	Finkelhor	&	Baron,	1986;	Goodyear-Brown,	

2011).	Meanwhile,	extra-familial	CSA,	living	away	from	the	offender,	and	having	a	reliable,	

trusting	relationship	with	biological	non-offending	parents	(NOPs)	who	still	live	together	have	

been	cited	as	some	of	the	strongest	predictors	of	disclosure	(Leclerc	&	Wortley,	2015;	

Schönbucher,	Maier,	Mohler-Kuo,	Schnyder,	&	Landolt,	2012).	

However,	even	in	families	where	there	is	a	reportedly	close	relationship	between	the	

child	and	NOP,	feelings	of	shame	or	desire	not	to	burden	others	may	still	prevent	a	direct	

disclosure	from	taking	place.	And	when	a	disclosure	does	take	place,	evidence	suggests	that	

non-offending	mothers’	responses	are	influenced	more	by	their	relationship	with	the	

perpetrator	than	with	their	child	(Everson,	Hunter,	Runyon,	Edelsohn,	&	Coulter,	1989).	Both	

non-disclosure	and	non-supportive	responses	following	disclosure	can	elevate	the	already	

increased	risk	of	children	developing	psychological	difficulties	following	CSA	(Alaggia,	2010;	

Karakurt	&	Silver,	2014),	and	in	response	to	such	stress	and	trauma,	many	children	are	seen	

to	engage	in	more	frequent	attachment-driven	proximity-seeking	behaviours	to	elicit	care	

from	others	(Bowlby,	1969;	Everson	et	al.,	1989).	NOPs	therefore	have	a	crucial	role	in	

recognising	and	responding	to	their	children’s	needs	following	CSA;	yet	there	is	relatively	little	

known	about	the	role	of	attachment	within	the	disclosure	process	or	children’s	outcomes	

following	CSA.	
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Child	Sexual	Abuse	

The	current	review	will	use	the	World	Health	Organisation’s	definition	of	CSA	(Butchart,	

Phinney	Harvey,	Mian,	 Furniss,	&	Kahane,	 2006)	which	 includes	 contact	 abuse	 (e.g.,	 sexual	

touching	or	penetration),	non-contact	abuse	(e.g.,	producing	sexual	images	or	grooming),	and	

sexual	exploitation	which	can	occur	in	person	and	online:	

“CSA	 is	 the	 involvement	 of	 a	 child	 in	 sexual	 activity	 that	 he	 or	 she	 does	 not	 fully	

comprehend,	 is	 unable	 to	 give	 informed	 consent	 to,	 or	 for	 which	 the	 child	 is	 not	

developmentally	prepared,	or	else	 that	violates	 the	 laws	or	 social	 taboos	of	 society.	

Children	can	be	sexually	abused	by	both	adults	and	other	children	who	are	–	by	virtue	

of	their	age	or	stage	of	development	–	 in	a	position	of	responsibility,	trust	or	power	

over	the	victim.”	(p.	10)		

It	is	estimated	that	over	90%	of	CSA	is	perpetrated	by	a	known	person	(Radford	et	al.,	

2011),	and	that	around	30%	of	offenders	are	relatives	of	the	child	(Whealin	&	Barnett,	2016).	

For	many	children,	there	is	understandable	confusion	about	what	it	means	to	be	so	severely	

mistreated	by	the	same	people	who	are	supposed	to	keep	them	safe.	This	may	particularly	be	

the	 case	 when	 the	 abuse	 is	 prolonged	 or	 when	 children	 have	 previously	 enjoyed	 a	 close	

relationship	with	their	abuser.	In	such	cases,	it	is	possible	that	feelings	resulting	from	the	loss	

of	a	loved	one	(e.g.,	sadness,	anger,	betrayal)	may	be	tangled	with	feelings	associated	with	CSA	

(e.g.,	fear,	shame,	disgust). 

In	cases	of	prolonged	abuse,	it	is	likely	that	perpetrators	will	at	some	point	attempt	to	

exert	control	over	the	child	(Whealin	&	Barnett,	2016).	Common	examples	include	blaming	the	

child,	stating	that	they	will	not	be	believed,	suggesting	that	the	family	will	break	up	and	the	

child	removed	from	home	and,	in	some	instances,	even	threatening	to	kill	the	child	or	someone	

they	care	for	if	they	do	tell	anyone	(Lewis,	McElroy,	Harlaar,	&	Runyan,	2016).	Keeping	such	a	

secret	can	lead	to	the	child	becoming	isolated	and	feeling	alienated	from	their	parents	and	

peers	(Aspelmeier,	Elliott,	&	Smith,	2007).	It	is	somewhat	unsurprising	then	that	children	who	

have	been	highly	manipulated	and	abused	will	experience	difficulties	with	trusting	others,	and	

be	much	less	likely	to	disclose	or	seek	support	(Ullman,	2007).	

CSA	disclosure	during	childhood	is	currently	an	exception	rather	than	the	norm	(Lam,	

2014),	 in	 part	 due	 to	 actual	 or	 anticipated	 disbelieving	 and	 rejecting	 reactions	 leading	 to	
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children	retracting	(Kellogg,	2017)	or	delaying	their	allegations	(Elliott	&	Carnes,	2001;	Roesler	

&	 Weissmann-Wind,	 1994).	 For	 example,	 children	 who	 predicted	 consequences	 such	 as	

negative	emotions	or	loss	of	relationships	were	4.6	times	more	likely	to	delay	disclosure	than	

those	who	did	not	have	these	beliefs,	while	children	who	reported	being	abused	by	parental	

rather	than	non-parental	figures	were	2.67	times	more	likely	to	expect	physical	harm	or	death	

to	themselves	or	others	as	a	consequence	of	disclosing	(Malloy,	Brubacher,	&	Lamb,	2011).		

Parental	Response	to	Disclosure	

The	process	of	CSA	disclosure	inevitably	affects	the	wider	system	around	the	abused	

child	including	NOPs,	siblings,	and	other	close	family	members.	Immediately	after	disclosure,	

it	is	natural	for	the	family	to	experience	fluctuations	in	emotional	and	behavioural	responses	

towards	 both	 the	 child	 and	 perpetrator	 as	 the	 initial	 shock	 fades	 and	 more	 information	

becomes	 available.	 In	most	 instances,	 the	 priority	 for	 professionals	 is	 to	 focus	 on	 forensic	

examination	and	assessment	of	the	child’s	response	to	the	abuse.	Meanwhile,	NOPs’	responses	

to	 the	 disclosure	 can	 often	 go	 unaddressed,	 despite	 evidence	 suggesting	 that	 NOPs’	 own	

psychological	distress	and	 ‘attachment	behaviours’	 (i.e.,	 sensitivity,	cooperation,	acceptance	

and	accessibility;	Ainsworth,	Bell,	&	Stayton,	1971,	cited	in	Lewin	&	Bergin,	2001)	can	affect	

their	ability	to	respond	supportively	to	their	child	(Lewin	&	Bergin,	2001).		

A	supportive	response,	according	to	the	Parental	Reactions	to	Incest	Disclosure	Scale	

(PRIDS;	Everson	et	al.,	1989)	includes	believing	and	providing	emotional	support	for	the	child,	

and	taking	appropriate	action	against	the	perpetrator.	It	is	estimated	that	approximately	60%	

of	 non-offending	 mothers	 believe	 their	 child	 immediately	 and	 take	 action	 towards	 the	

perpetrator,	 while	 20%	 are	 ambivalent,	 i.e.,	 unsure	 of	 who	 or	 what	 to	 believe,	 and	 20%	

unsupportive,	 i.e.,	do	not	believe	 their	 child	or	 report	 the	allegation	 (Kellogg,	2017).	While	

factors	 associated	 with	 more	 supportive	 parental	 responses	 include	 immediate	 and	

spontaneous	disclosures	by	children,	unsupportive	reactions	have	been	found	to	be	more	likely	

when	 children	 were	 victims	 of	 repeated	 rather	 than	 single	 incidents	 of	 abuse,	 if	 children	

reported	 feeling	 fear	or	 shame	 compared	 to	 general	 distress	 (Hershkowitz,	 Lanes,	&	 Lamb,	

2007),	and	when	non-offending	mothers	were	financially	dependent	on	the	perpetrator	(Elliott	

&	Carnes,	2001).		
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Ambivalence,	meanwhile,	appears	to	be	more	common	when	the	perpetrator	lives	in	

the	family	home,	when	the	child	appears	to	have	an	otherwise	close	relationship	with	them,	

and	when	mothers	have	their	own	history	of	abuse	and/or	psychological	difficulties	(Lewin	&	

Bergin,	 2001).	 For	 example,	 non-offending	mothers	who	had	 experienced	 emotional	 abuse	

were	 found	 to	 minimise	 their	 child’s	 experience,	 while	 mothers	 who	 had	 previously	

experienced	physical	abuse	were	more	likely	to	respond	proactively	by	taking	action	against	

the	 perpetrator	 (Alaggia	 &	 Turton,	 2005).	 Interestingly,	 non-offending	 mothers	 who	 were	

previously	 sexually	 abused	were	 found	 to	 report	 greater	 distress	 compared	 to	 non-abused	

mothers	of	CSA	victims	(Hiebert-Murphy,	1998),	possibly	as	a	result	of	their	own	trauma	being	

triggered,	but	did	not	differ	 in	their	response	to	their	child’s	disclosure	of	abuse	(Deblinger,	

Stauffer,	&	Landsberg,	1994).	Thus,	it	 is	possible	that	in	some	cases,	NOPs’	inability	to	show	

support	might	be	a	reflection	of	their	shock,	anger	or	guilt	in	terms	of	failure	to	protect	their	

child,	rather	than	genuine	disbelief	of	the	child,	and	in	either	case	parents’	responses	can	and	

do	affect	their	children’s	outcomes.	

Children’s	Psychological	Adjustment	and	Wellbeing	

Numerous	 studies	 have	 consistently	 reported	 a	 link	 between	 CSA	 and	 later	

psychological	difficulties	including	depression,	anxiety,	post-traumatic	stress	disorder	(PTSD),	

sexualised	behaviour	and	low	self-esteem	for	the	victim	of	abuse	(Choi	et	al.,	2016;	Hamilton-

Giachritsis	&	Sleath,	in	press;	Hillberg,	Hamilton-Giachritsis,	&	Dixon,	2011;	Lewis	et	al.,	2016;	

Maniglio,	 2013),	 as	 well	 as	 increased	 likelihood	 of	 physical	 health	 problems	 in	 adulthood	

(Ullman,	2007).		

It	 has	 been	 suggested	 that	 the	 process	 of	 disclosing	 CSA	 can	 have	 a	 buffering	 or	

exacerbating	 effect	 on	 children’s	 psychological	 functioning,	 depending	 on	 whether	 the	

response	to	disclosure	was	perceived	as	positive	or	negative.	For	example,	studies	have	found	

that	compared	to	children	who	feel	believed,	those	who	do	not	feel	believed	are	twice	as	likely	

to	 report	 self-blame,	 exhibit	more	 trauma	 symptoms	 (Melville,	 Kellogg,	 Perez,	&	 Lukefahr,	

2014),	and	show	poorer	adjustment	in	subsequent	psychotherapy	(Cohen	&	Mannarino,	2000).	

Additionally,	 greater	 severity	 and	 longer	 duration	 of	 intra-familial	 abuse	 are	 factors	 often	

associated	 with	 delayed	 or	 non-disclosures	 (Malloy	 et	 al.,	 2011).	 Thus,	 it	 is	 possible	 that	

children	 who	 feel	 unable	 to	 share	 their	 experiences	 may	 be	 more	 at	 risk	 of	 developing	
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traumatic	 responses,	 interpersonal	 difficulties	 (Ullman,	 2007),	 and	 relying	 on	 avoidant	 or	

unhelpful	coping	strategies	(Zajac,	Ralston,	&	Smith,	2015)	in	the	absence	of	other	support.	

In	fact,	it	has	been	suggested	that	support	from	NOPs,	rather	than	friends	or	other	

adults,	is	one	of	the	best	resources	available	to	help	children	with	their	psychological	

adjustment	and	recovery	following	CSA	(Cohen,	Deblinger,	Mannarino,	&	Steer,	2004;	Elliott	&	

Carnes,	2001;	Finkelhor	&	Berliner,	1995).	For	example,	when	NOPs	are	included	in	formal	

psychological	interventions	such	as	Trauma-Focused	Cognitive	Behaviour	Therapy	(TF-CBT;	

Cohen	&	Mannarino,	2008),	significant	improvements	are	seen	both	in	appropriate	parenting	

practices	and	child	behaviour	problems	and	depressive	symptoms	(Cohen,	Mandarin,	

Berliner,	&	Dubliner,	2000).	Little	is	currently	known	about	which	particular	component(s)	of	

parental	support	are	associated	with	positive	adjustment	and	outcomes	however.		

Attachment	

A	key	issue	to	consider	following	CSA	is	that	of	NOPs’	and	children’s	attachment	styles.	

Bowlby	(1969)	described	attachment	as	an	innate	pattern	of	reciprocal	‘proximity-seeking’	

(e.g.,	crying,	clinging)	and	‘caregiving	behaviours’	(e.g.,	acknowledging	distress,	soothing)	

which	typically	intensify	when	individuals	feel	threatened	to	ensure	their	safety	and	survival.	

If	parents	consistently	notice	and	provide	care	when	infants	show	distress,	children	begin	to	

trust	that	their	needs	will	be	met	and	establish	a	‘secure	base’	from	which	to	explore	safely	

(Ainsworth	&	Bell,	1970;	Bolen,	2002).	

However,	if	there	is	a	‘disruption’	and	caregiving	is	inconsistent	or	non-existent,	there	

is	an	increased	likelihood	of	the	infant	developing	an	insecure	attachment	style	whereby	

others	cannot	be	depended	on	for	safety.	Unlike	securely	attached	children	who	might	

confidently	seek	comfort	when	upset,	children	with	insecure	attachments	may	instead	exhibit	

avoidant,	ambivalent	styles	of	relating	to	others.	In	cases	where	caregivers	are	unpredictable	

or	vacillate	between	protecting	and	frightening	the	child,	as	happens	during	intra-familial	

CSA,	a	disorganised	style	of	attachment	might	develop	instead	(Ainsworth,	Blehar,	Waters,	&	

Wall,	2015;	Main	&	Solomon,	1990,	Table	1).	
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Table	1:	Parental	and	child	attachments	

Attachment	
Classification	 Parental	Attachment	Style	 Child	Attachment	Response	

Secure	 Responsive,	predictable,	consistent	 Sociable,	able	to	express	and	tolerate	

distress	

Avoidant	 Hostile,	rigid,	rejecting	 Self-reliant,	reduced	emotional	

literacy,	poor	self-esteem	

Ambivalent	 Inconsistent,	intrusive,	unpredictable	 Wary	of	strangers,	clingy,	demanding,	

attention-seeking	

Disorganised	 Insensitive,	ignorant,	frightening	 Freezing,	helplessness,	disorientation,	

undirected	agitation	

Attachment	disruptions	might	happen	for	a	number	of	reasons,	including	parental	

mental	health	difficulties,	alcohol	or	substance	misuse	or	domestic	violence.	In	such	cases,	

parental	sensitivity	and	responsiveness	may	be	impaired,	and	the	parent-child	relationship	

compromised.	Seminal	studies	in	the	field	have	shown	that	parents’	responses	on	the	Adult	

Attachment	Interview	(AAI;	George,	Kaplan,	&	Main,	1985)	are	predictive	of	their	child’s	

attachment	style	one	year	later	(Fonagy,	Steele,	&	Steele,	1991;	Van	IJzendoorn,	1995).	So	if	

parents	have	insecure	or	disorganised	attachment	styles,	it	is	likely	that	their	children	will	

mirror	their	style	of	relating.		

This	latter	point	is	of	significance	in	terms	of	the	current	review	as,	although	it	is	

difficult	to	establish	causation,	it	is	well	documented	that	children	who	have	experienced	CSA	

are	often	observed	as	having	anxious	or	disorganised	attachments	with	NOPs	(Godbout,	

Briere,	Sabourin,	&	Lussier,	2014),	and	that	insecure	attachment	styles	are	associated	with	

greater	difficulties	in	coping	and	regulating	emotions	in	childhood,	adolescence	and	

adulthood	(Cantón-Cortés,	Cortés,	&	Cantón,	2015;	Zimmer-Gembeck	et	al.,	2017).		

Furthermore,	Jones,	Brett,	Ehrlich,	Lejuez	and	Cassidy	(2014)	found	that	mothers	who	

experienced	attachment-related	avoidance	and	anxiety	also	experienced	greater	emotion-

regulation	difficulties,	and	this	in	turn	predicted	harsher,	less	supportive	responses	to	their	

children’s	negative	emotions.	This	is	important	when	considering	NOPs’	responses	to	

children’s	disclosure	of	CSA,	and	may	explain	why	some	children	report	feeling	confused,		

responsible	for	upsetting	their	parents,	or	fear	being	rejected	if	they	follow	through	with	a	

disclosure	when	they	witness	NOPs	experiencing	anger,	disappointment	or	disbelief	following	

disclosure,	even	if	NOPs’	behavioural	responses	are	supportive	(Kellogg,	2017).	
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It	must	be	noted	at	this	stage	that	not	all	children	who	experience	CSA	report	insecure	

or	disorganised	attachment	styles	(Morton	&	Browne,	1998).	It	is	possible	that	children	who	

are	securely	attached	to	their	NOPs	may	be	less	likely	to	experience	intra-familial	CSA,	and	

that	if	one	or	both	parents	also	have	secure	attachments	they	will	be	more	sensitive	to	subtle	

changes	in	their	child	which	indicate	possible	abuse	by	others,	and	better	able	to	

demonstrate	a	proactive	response	which	is	emotionally	and	behaviourally	congruent.	

Additionally,	securely	attached	children	may	be	more	likely	to	disclose	abuse	sooner	if	they	

can	predict	a	positive	and	supportive	response	to	their	disclosure,	and	in	turn	experience	

fewer	negative	effects	if	the	abuse	is	of	shorter	duration.	Thus,	identifying	both	NOP	and	

child	attachment	styles,	and	exploring	them	in	context	of	NOPs’	responses	and	children’s	

psychological	adjustment	is	important	in	developing	a	better	understanding	of	how	and	when	

to	offer	broad	versus	abuse-specific	interventions	following	the	disclosure	of	CSA.	

Aims	and	Objectives	

	 The	literature	to	date	appears	to	demonstrate	clear	links	between	(a)	parental	and	

child	attachment	styles,	(b)	NOP	attachment	style	and	likelihood	of	CSA,	and	(c)	CSA	and	

increased	likelihood	of	psychological	difficulties	in	childhood.	However,	the	links	between	

attachment	style,	parental	responses	to	disclosures	of	CSA	and	children’s	psychological	

adjustment	following	disclosure	(suggested	in	Figure	1)	are	less	clear.	

	

	

	

Parental	

Attachment	

Child	

Attachment	

Parental	Response	to	

Disclosure	 Child’s	

Psychological	

Adjustment	

Figure	1:	Solid	line	indicates	established	relationship;	dashed	lines	indicate	hypothesised	relationships	

between	attachment	styles,	NOP	responses	to	disclosure,	and	children's	psychological	adjustment	

following	the	disclosure	of	CSA.	RQ=	Research	Question.	

Child’s	

Disclosure	

RQ1	
RQ2	

RQ3	

RQ4	
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Therefore,	the	current	review	aims	to	explore	these	links	by	identifying	and	reviewing	

all	 relevant	 published	 empirical	 literature	 where	 attachment	 is	 concerned	 relating	 to	 the	

following	questions:	

RQ1:	 Is	there	a	relationship	between	NOPs’2	attachment	style,	and	their	response	to	their	

child’s	disclosure	of	CSA?	

RQ2:	 Is	there	a	relationship	between	NOPs’	response	to	their	child’s	disclosure	of	CSA	and	

children’s	post-disclosure	psychological	adjustment	and	wellbeing?	

RQ3:	Is	there	a	relationship	between	NOPs’	attachment	style	and	children’s	post-disclosure	

psychological	adjustment	and	wellbeing?	

RQ4:	 Is	 there	 a	 relationship	 between	 children’s	 own	 attachment	 style	 and	 their	 post-

disclosure	psychological	adjustment	and	wellbeing?	

This	review	further	aims	to	evaluate	the	quality	of	the	identified	studies	and	how	they	

relate	to	clinical	interventions	across	health	and	social	care.	It	is	hoped	that	providing	a	clear,	

coherent	summary	of	the	literature	will	contribute	to	the	field	by	improving	awareness	of	risk	

and	resilience	factors	when	working	with	vulnerable	children	and	families	in	the	aftermath	of	

CSA	and	highlight	key	areas	of	development	for	future	research	and	practice.		

Method	

Search	Strategy	

Relevant	articles	were	identified	by	conducting	a	systematic	search	using	the	following	

electronic	databases:	EMBASE,	PsycNET	(PsycINFO,	PsychARTICLES,	PsycEXTRA	and	

PsycTESTS),	PubMed,	and	Web	of	Science.	A	Boolean	search	using	a	combination	of	the	

terms
3
	in	Table	2	was	used	to	identify	relevant	papers;	a	library	expert	at	the	University	of	

Bath	was	consulted	to	ensure	the	search	strings	were	entered	correctly	into	each	search	

engine.	The	final	search	took	place	on	30
th
	January	2017.	In	order	to	minimise	publication	

bias,	contact	was	made	with	two	leading	authors	in	the	field	to	identify	additional	papers	for	

																																																								
2
	For	the	purpose	of	this	review,	‘non-offending	parent’	will	refer	to	the	child’s	current	caregiver	rather	than	

parent	per	se.	This	may	therefore	include	biological	and	adopted	parents,	and	legal	guardians	e.g.,	long-term	

foster	carers.	
3
	It	was	anticipated	that	there	would	be	relatively	few	studies	explicitly	addressing	the	questions	outlined	

above,	therefore	all	theoretical	and	conceptual	definitions	of	‘attachment’	and	‘psychological	adjustment	and	

wellbeing’	were	accepted	in	this	review.	



	 25	

inclusion,	and	a	manual	search	of	the	reference	lists	of	identified	papers	also	took	place	to	

identify	any	further	papers.	This	process	resulted	in	two	additional	papers	being	identified.	

Table	2:	Search	terms	

	 Search	Terms	
Population	 Parent*,	 mother*,	 maternal,	 father*,	 paternal,	 child*,	 adolescen*,	 “young	

people”	

Exposure	 “sex*	abuse”,	“sexual	molestation”,	“sexual	assault”	

Comparison	 Attachment	

Outcome	 Parent*	 response,	 psychological	 adjustment,	 wellbeing,	 post-disclosure,	

functioning	

Study	Selection	

Following	the	removal	of	duplicates,	titles,	abstracts	and	key	words,	all	potential	

articles	were	screened	to	further	refine	the	search	(Phase	1).	Full	texts	were	assessed	for	

eligibility	according	to	the	inclusion	and	exclusion	criteria	outlined	in	Table	3	(Phase	2),	and	a	

final	group	of	papers	were	selected	for	review	after	all	relevant	additional	papers	identified	

through	author	contact	and	reference	searches	were	included	(Phase	3).		

	

Figure2:	PRISMA	Flow	diagram	outlining	systematic	selection	process		

One	of	the	papers	identified	in	Phase	2	(Ma	&	Li,	2014)	reported	on	a	mixed	sample	of	

children	who	had	been	physically	and/or	sexually	abused;	an	attempt	was	made	to	contact	
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the	authors	to	query	inclusion	however	this	proved	unsuccessful.	A	decision	was	made	to	

include	the	study	on	the	basis	that	no	significant	group	differences	were	reported	on	any	

variables	apart	from	the	‘Felt	Security’	subscale	of	their	attachment	measure,	however	it	will	

be	interpreted	with	great	caution.	Finally,	in	terms	of	the	two	additional	papers	identified	in	

Phase	3,	it	is	anticipated	that	these	were	not	picked	up	earlier	in	the	process	because	one	

(Beaudoin,	Hébert,	&	Bernier,	2013)	was	originally	published	in	French,	and	the	other	(Bolen	

&	Lamb,	2007a)	did	not	include	“attachment”	in	the	title,	abstract	or	key	words.	

Interrater	Reliability	of	Study	Selection.	In	order	to	ensure	reliability	of	the	

selection	process,	an	independent	reviewer	(clinical	psychologist	in	training)	assessed	10%	of	

randomly	selected	papers	in	Phase	1	(40	papers	were	subjected	to	title,	abstract,	key	word	

screen)	and	Phase	2	(seven	papers	were	assessed	against	the	inclusion	and	exclusion	criteria),	

and	all	of	the	papers	in	Phase	3	(17	papers	were	subjected	to	full	text	screen).	100%	

agreement	was	reached	in	Phases	1	and	2;	however,	disagreement	over	seven	of	the	17	

papers	occurred	in	Phase	3	due	to	a	lack	of	clarity	over	how	outcomes	were	being	measured.		

Following	discussion	between	the	first	author	and	independent	reviewer,	a	decision	

was	made	to	refine	the	inclusion	and	exclusion	criteria	to	only	include	studies	which	used	

formalised	assessment	tools	to	measure	attachment	style,	parental	response	to	children’s	

disclosure	of	CSA,	and	children’s	post-disclosure	psychological	adjustment	and	wellbeing.	All	

papers	in	Phase	3	were	subsequently	reassessed	by	both	the	author	and	reviewer	with	the	

new	inclusion	criteria,	which	resulted	in	the	seven	papers	no	longer	being	considered	eligible	

for	the	current	review.	Following	removal	of	these	papers,	100%	agreement	between	the	

author	and	reviewer	was	achieved.	 	
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Table	3:	Inclusion	and	exclusion	criteria	

	 								Inclusion	 								Exclusion	
Study	 Empirical	studies	including	

cross-sectional,	cohort	and	

case–control	studies;	

Studies	that	have	been	

published	in	peer-reviewed	

journals;	

Inclusive	of	all	dates.	

Single	case	studies,	reviews,	

book	chapters,	unpublished	

dissertations/theses;	

Retrospective	studies	of	adults	

(aged	19	or	above)	who	were	

abused	as	children;	

Studies	not	written	in	English.	
	

Participants	 Children:	aged	18	years	or	

below;	

NOPs/guardians:	aged	16	or	

above.	
	

Children	who	have	not	yet	

formally	disclosed	the	abuse;	

Perpetrators	of	CSA.	

	

Exposure	 Children:	must	have	experienced	

at	least	one	incident	of	CSA	

themselves,	and	disclosed	this;	

NOPs:	must	be	[one	of]	the	

primary	caregiver(s)	of	the	

abused	child	prior	to	the	

disclosure	being	made.	
	

Studies	that	predict	the	

likelihood	of	CSA	occurring.	

Comparison	 Studies	that	compare	different	

attachment	styles	(e.g.,	secure,	

insecure,	anxious,	ambivalent)	

of	children	and/or	

NOPs/guardians	
	

	

Outcome	 Studies	that	have	used	

standardised	measures	or	

structured	interviews	to	assess:		

• NOPs’	attachment	style	AND	

their	response	to	their	

child’s	disclosure	of	CSA;	

• NOPs’	attachment	style	AND	

their	child’s	psychological	

wellbeing	following	the	

disclosure	of	CSA;	

• Children’s	attachment	style	

AND	their	psychological	

wellbeing	following	the	

disclosure	of	CSA.	

Studies	that	do	not	directly	

measure	NOPs’/guardians’	or	

children’s	attachments	style;	

Studies	focusing	on	

mentalisation	or	reflective	

function	instead	of	attachment	

style;	

Studies	that	only	assess	

NOPs’/guardians’	psychological	

adjustment	and	wellbeing	

following	disclosure	of	abuse.	
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Quality	Assessment		

The	Newcastle-Ottawa	Scale	(NOS;	Wells	et	al.,	2011;	Appendix	B),	which	judges	

studies	according	to	‘selection’,	‘comparability’	and	‘exposure’	for	case-control	studies,	was	

used	to	assess	study	quality.	However,	some	of	the	selected	studies	also	used	cross-sectional	

designs,	therefore	an	adapted	version	of	the	NOS	which	judged	the	studies	according	to	

‘selection’	and	‘outcome’	(Appendix	C)	was	used	alongside	the	original	scale	to	appropriately	

assess	study	quality.	

Interrater	Reliability	of	Quality	Assessment.	To	ensure	reliability	of	this	process,	

half	the	papers	(three	case-control	designs	and	two	cross-sectional)	were	randomly	selected	

to	be	re-assessed	by	the	independent	reviewer.	Agreement	was	initially	reached	on	56.7%	of	

items	(Cohen’s	k=0.2,	p=0.05);	this	indicated	only	‘slight’	agreement.	The	majority	of	

disagreements	occurred	in	the	‘selection’	category,	e.g.,	what	constitutes	‘independent	

validation’	of	CSA	or	‘hospital	controls’.	Thus	discussions	were	held	to	reach	a	consensus	on	

interpretation	of	all	items	on	both	versions	of	the	NOS,	and	all	studies	were	subsequently	re-

assessed	jointly	by	the	first	author	and	independent	reviewer	with	the	agreed	interpretations	

in	mind.	100%	agreement	was	achieved	for	the	final	quality	assessment	scores.	

Results		

The	initial	search	identified	394	articles,	of	which	64	underwent	a	full	text	screen.	

Seventeen	papers	were	initially	identified	in	Phase	3,	however	seven	papers	were	later	

excluded	on	the	basis	that	they	did	not	explicitly	measure	one	or	more	of	the	key	variables	

(attachment	styles,	parental	responses	to	disclosure	of	CSA,	children’s	psychological	

adjustment).	Thus,	a	total	of	10	studies	dating	from	1999	to	2015	were	included	in	the	

review;	a	brief	summary	of	these	papers	is	available	in	Table	4a	for	case-control	studies	and	

4b	for	cross-sectional	studies.	Overall,	five	studies	achieved	a	quality	score	of	over	60%	which	

was	considered	to	indicate	moderate-to-high	quality;	a	breakdown	of	quality	assessment	is	

available	in	Table	5a	for	case-control	studies	and	5b	for	cross-sectional	studies.	
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Description	of	Selected	Studies	

Sample	Characteristics.	Seven	studies	were	conducted	in	various	locations	across	

the	United	States,	two	were	conducted	in	Hong	Kong	and	one	in	Canada.	Seven	studies	

recruited	primarily	from	hospitals	and	medical	centres	where	children	were	undergoing	

forensic	examination	following	the	disclosure	of	CSA.	Two	studies	recruited	directly	from	

school	settings	(Lam,	2015;	Ma	&	Li,	2014),	though	the	latter	of	these	also	recruited	from	

community-based	clinical	psychology	units	and	social	services.	The	final	study	(Shapiro	&	

Levendosky,	1999)	also	recruited	from	social	services	as	well	as	domestic	violence	shelters,	

‘at-risk	teen’	programmes,	and	research	posters	in	the	community.		

Design.	The	five	studies	utilising	a	case-control	design	reported	on	a	total	of	16	

unique	samples.	The	five	studies	utilising	a	cross-sectional	design	reported	on	a	total	of	five	

samples,	three	of	which	were	unique	samples;	four	of	the	five	cross-sectional	studies	were	

written	by	the	same	authors	(Bolen	&	Lamb,	2002,	2004,	2007a,	2007b).		

Two	studies	(Bolen	&	Lamb,	2007a;	Shapiro	&	Levendosky,	1999)	did	not	provide	an	

operational	definition	of	CSA,	while	the	remaining	eight	studies	cited	‘unwanted	sexual	

contact’,	‘some	form	of	genital	contact’,	or	‘actual	or	attempted	penetration’	as	a	full	or	

partial	description	of	CSA.	Six	studies	reported	independent	verification	of	CSA	through	

‘previously	substantiated	reports	from	child	protective	services’	following	disclosure.	Further,	

of	the	eight	papers	which	reported	participant	eligibility	criteria,	three	cited	closeness	in	age	

between	the	victim	and	perpetrator	as	an	exclusion	criterion;	Beaudoin	et	al	(2013)	did	not	

give	a	definition	of	‘closeness’,	while	Leifer,	Kilbane,	and	Grossman	(2001)	and	Leifer,	Kilbane,	

and	Skolnick	(2003)	both	stated	the	perpetrator	should	be	at	least	five	years	older	than	the	

victim.	

Sample	sizes	varied	significantly	(between	80	and	800	participants)	amongst	the	

included	studies.	Only	one	paper	explicitly	referred	to	a	power	analysis;	Bolen	and	Lamb	

(2002)	reported	achieving	sufficient	power	to	test	at	a	significance	level	of	.05.	A	second	

paper	(Bolen	&	Lamb,	2007a)	reported	an	a	priori	decision	regarding	sample	size;	

unfortunately	early	termination	of	the	project	meant	they	were	only	able	to	recruit	32%	of	

their	anticipated	sample	and	although	an	appropriate	analysis	was	chosen	to	accommodate	
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the	smaller	sample	size,	no	test	of	significance	was	used	as	a	result.	Three	further	papers	

reported	only	on	limitations	of	their	sample	size.	Shapiro	and	Levendosky	(1999)	deemed	

their	sample	size	adequate	to	run	their	analysis,	however	the	small	size	meant	they	ran	the	

risk	of	Type	1	errors	due	to	violating	the	normality	assumptions	of	SEM.	Bolen	and	Lamb’s	

(2004)	sample	was	similarly	small	and	resulted	in	a	limited	choice	of	analyses	for	hypothesis	

testing.	Finally,	Ma	and	Li	(2014)	reported	unequal	sample	sizes	with	their	abuse	group	being	

considerably	smaller	than	controls	which	limits	the	generalisation	of	their	findings.		

Although	five	papers	gave	details	regarding	response	rates,	only	one	(Lam,	2015)	

provided	brief	details	(age	of	children)	regarding	the	characteristics	of	non-respondents.	

Further,	six	of	the	eight	papers	which	included	NOPs	in	their	studies	limited	their	samples	to,	

or	prioritised	the	responses	of,	non-offending	mothers	only.	

Measures.	All	six	studies	assessing	parental	attachment	style	used	the	self-report	

Relationship	Questionnaire	(RQ;	Bartholomew	&	Horowitz,	1991)	which	categorises	parents’	

attachment	styles	on	a	continuum	of	secure	attachment,	though	one	also	used	the	Maternal	

Attachment	Questionnaire	(Griffin	&	Bartholomew,	1994).	In	contrast,	multiple	different	self-

rated	and	clinician-rated	measures	of	attachment
4
	were	used	for	children.		

In	terms	of	parental	response	to	disclosure,	two	established	measures	of	support,	the	

PRIDS	(Everson	et	al.,	1989)	and	Parental	Reactions	to	Abuse	Disclosure	Scale	(PRADS;	

Runyan,	Hunter,	&	Everson,	1992)	and	one	new	measure	(Maternal	Measure	of	Ambivalence,	

MMA;	Bolen	&	Lamb,	2004)	were	used	across	five	studies.	Within	this	however,	the	two	

studies	which	used	the	MMA	reported	on	the	same	sample,	and	the	two	studies	which	used	

the	PRIDS	also	reported	on	the	same	sample.		

The	Child	Behaviour	Checklist	(CBCL;	Achenbach,	1991)	was	the	most	commonly	used	

measure	of	children’s	psychological	wellbeing.	Two	studies	used	a	youth-report	version	of	the	

CBCL	which	was	translated	into	Chinese,	while	another	study	used	a	French	translation.	Aside	

																																																								
4
	Children’s	attachment	was	always	measured	following	disclosure	of	CSA;	attachment	styles	prior	to	abuse	or	

disclosure	are	not	known	or	reported	within	any	of	the	studies.	
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from	the	CBCL,	a	further	15	measures	were	used	to	evaluate	children’s	psychological	

wellbeing.	

Key	Findings	

Overall,	five	papers	provided	data	exploring	the	relationship	between	NOPs’	

attachment	styles	and	their	response	to	their	child’s	disclosure	of	CSA	(RQ1)	and	two	papers	

analysed	the	relationship	between	NOPs’	responses	to	disclosure	and	children’s	post-

disclosure	psychological	adjustment	and	wellbeing	(RQ2;	findings	summarised	in	Tables	6	and	

7	respectively).	Three	papers	gathered	data	regarding	NOPs’	attachment	styles	and	their	

children’s	post-disclosure	wellbeing	(RQ3;	Table	8),	however	only	two	of	these	specifically	

analysed	the	relationship	between	these	variables.	Finally,	five	papers	gathered	data	

regarding	children’s	attachment	styles	and	their	psychological	adjustment	and	wellbeing	

following	the	disclosure	of	CSA	(RQ4;	Table	9);	again,	one	paper	did	not	formally	analyse	this	

relationship.	
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Table	4a:	Summary	of	case-control	studies	
Study	 RQ	 N	(Age	in	Years)	

Means	and	SDs	given	where	available	
Parent	Measures	 Child	Measures	 Analysis8	

Attachment	
Style4	

Disclosure	
Response5	

Attachment	
Style6	

Psychological	
Adjustment7	

Leifer,	
Kilbane,	&	
Grossman		
(2001)	USA	

1,	2,	
3,	4	

99	children	(4-12)	
			-	61	w/	supportive	mothers	(SM;	M=7.03)	
			-	38	w/	non-supportive	mothers	(NSM;	M=7.66)	
99	mothers	(19-49)	
			-	61	SM	(M=30.1)	
			-	38	NSM	(M=29.5)	
52	maternal	grandmothers	(37-70)	
			-	33	mothers	of	SM	(M=51.0)	
			-	19	mothers	of	NSM	(M=55.1)	
	

MAQp;	RQp	 PRADScl	 SATcl	 CBCLp;	CSBIp;	
CASch,	cl	

MANOVA;	
Chi-

Square	

Leifer,	
Kilbane,	&	
Skolnick		
(2003)	USA	

3	 196	children	(4-12;	M=7;	SD=2.5)	
			-	96	CSA	
			-	100	Non-CSA	(19-40;	M=30;	SD=6.2)	
196	mothers	

RQp	 —	 —	 CBCLp	 MANOVA	

Shapiro	&	
Levendosky		
(1999)	USA	

4	 80	children	(14-16)	
			-	26	CSA	(M=14.96;	SD=0.83)	
			-	54	Non-CSA	(M=39.37;	SD=6.47)	
	

—	 —	 AAS-Mch;	
CIRch	

CDIch;	COPEch;		
TSC-Cch	

Structural	
Equation	
Modelling	

Ma	&	Li		
(2014)	
Hong	Kong	

4	 366	children	(9-15)	
			-	82	Familial	abuse	(M=12.0)	
			-	83	Non-abuse	trauma	(M=12.04)	
			-	201	No	trauma	(M=12.3)	

—	 —	 CAPSch;	
DCSch;	
PACSch	

BFVSch;	CEMSch;		
CBCLch	(Chinese);	
CFSEIch	(Chinese);	
CRIESch	(Chinese)	

	

ANOVA;	
MANOVA	

Lam		
(2015)		
Hong	Kong	

4	 800	children	(13-16)	
			-	147	CSA	(M=14.75;	SD=0.96)	
			-	74	disclosed	(M=15.07)	

—	 —	 CAPSch;	
IPPARch	

CBCLch	(Chinese);	
CFSEIch	(Chinese);	
CITES-Rch	(Chinese);	
CRIESch	(Chinese)	

ANOVA;	
MANOVA;	
Bivariate	
+	Multi-
variate	
Analysis	
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Table	4b:	Summary	of	cross-sectional	studies	
Study	 RQ	 N	+	Age	in	Years	

(Means	and	SDs	given	where	
available)	

Parent	Measures	 Child	Measures	 Analysis9	
Attachment	

Style5	
Disclosure	
Response6	

Attachment	
Style7	

Psychological	
Adjustment8	

Bolen	&	Lamb	
(2002)	USA	
	

1	 92**	(7-13;	M=10;	SD=1.96)	 RQp	 PRIDScl	 —	 —	 Bivariate	Analysis;		
Multiple	Regression		

Bolen	&	Lamb	
(2004)	USA	
	

1	 32	mothers*	(age	not	stated)	 RQp	 MMAp	 —	 —	 Zero-order	
Correlations	

Bolen	&	Lamb	
(2007a)	USA	
		

1	 32	mothers*	(age	not	stated)	 RQp	 MMAp	

NAPS-Ccl	
	

	 	 Partial	Least	Squares	

Bolen	&	Lamb	
(2007b)	USA	

1,	2,	3	 90**	(7-13;	M=10)	 RQp	 PRIDScl	 —	 CBCLp;	TSC-Cch	 Bivariate	Analysis;	
Path	Analysis	

Beaudoin,	Hébert	
&	Bernier	(2013)	
Canada	

4	 116	children	(3-6;	M=4.8;	SD=.87)	 —	 —	 ASCTcl	(French)	 CBCLp	(French)	 Chi	Square;		
Logistic	Regression	

																																																								
5	MAQ=Maternal	Attachment	Questionnaire;	RQ=Relationship	Questionnaire.	
6	MMA=Measure	of	Maternal	Ambivalence;	NAPS-C=Needs-Based	Assessment	of	Parental	Support;	PRADS=Parental	Reaction	to	Abuse	Disclosure	Scale;	PRIDS=Parental	
Reaction	to	Incest	Disclosure	Scale.	
7	AAS-M=Adult	Attachment	Scale	-	Modified;	ASCT=Attachment	Story	Completion	Task;	CAPS=Children’s	Attributions	and	Perception	Scale;	CIR=Conflicts	in	Relationship	
Scale;	DCS=Disorganised	Coping	Scale;	IPPA-R=Inventory	of	Parent	and	Peer	Attachment	–	Revised;	PACS=Preoccupied	and	Avoidant	Coping	Scale;	SAT=Separation	Anxiety	
Test.	
8	BFVS=Belief	in	Future	Victimisation	Scale;	CBCL=Child	Behaviour	Checklist;	CDI=Child	Depression	Inventory;	CEMS=Children’s	Emotion	Management	Scale;	CFSEI=Culture	
Free	Self-Esteem	Inventory;	CITES-R=Children’s	Impact	of	Traumatic	Events	Scale	–	Revised;	CRIES=Children’s	Revised	Impact	of	Events	Scale;	CSBI=Child	Sexual	Behaviours	
Inventory;	TSC-C=Trauma	Symptom	Checklist	for	Children.	
9	ANOVA=Analysis	of	Variance;	MANOVA=Multivariate	Analysis	of	Variance.	
ch	Child	report;	p	Parent	report;	cl	Clinician	report	
*	Reporting	on	same	sample	
**	Reporting	on	same	sample	
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Table	5a:	Newcastle-Ottawa	quality	assessment	for	case-control	studies.	Higher	number	of	stars	(*)	indicated	greater	quality.	

Study		

Selection	 	 Comparability	 	 Outcome	
Total	*	
Max	9	

Cases	 Controls	 	 	 	 	
Definition	 Represent-	

ativeness	
Selection	 Definition	 	 Cases	vs.	

Controls	
	 Ascertainment	

of	Exposure	
Same	Method	of	
Ascertainment	

Non-
Response	

Leifer,	Kilbane,	&	
Grossman	(2001)	
	

a*	 b	 b	 a*	 	 b**	 	 c	 a*	 c	 5	

Shapiro	&	
Levendosky	(1999)	
	

b	 b	 a*	 a*	 	 b**	 	 a*	 a*	 c	 6	

Ma	&	Li	(2014)	
	

b	 b	 a*	 a*	 	 b**	 	 d	 a*	 c	 5	

Lam	(2015)	
	

b	 a*	 a*	 a*	 	 a*	 	 a*	 a*	 b	 6	

Leifer,	Kilbane,	&	
Skolnick	(2003)	

a*	 b	 b	 a*	 	 b**	 	 a*	 a*	 c	 6	
	

		
Table	5b:	Adapted	Newcastle-Ottawa	quality	assessment	for	cross-sectional	studies.	Higher	number	of	stars	(*)	indicated	greater	quality.	

Study	
Selection	 	 Outcome	 Total	*	

Max	8	Representativeness	
of	Sample	

Sample	Size	
Justified	

Non-
Response	

Ascertainment	of	
Exposure	

	 Assessment	
of	Outcome	

Statistical	
Test	

Bolen	&	Lamb	(2004)	
	

a*	 b	 b	 c	 	 c*	 a*	 3	

Bolen	&	Lamb	(2007a)	
	

a*	 b	 c	 c	 	 c*	 a*	 3	

Beaudoin,	Hébert	&		
Bernier	(2013)	
	

a*	 b	 b	 a**	 	 b**	 a*	 6	

Bolen	&	Lamb	(2002)	
	

b*	 a*	 b	 b*	 	 c*	 a*	 5	

Bolen	&	Lamb	(2007b)	
	

b*	 b	 b	 b*	 	 c*	 a*	 4	
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Table	6:	Is	there	a	relationship	between	NOPs’	attachment	style	and	their	response	to	their	child’s	disclosure	of	CSA?	

Study	 Yes	 No	 Quality	
Rating	

Bolen	&	Lamb	
(2002)	
	

ü Greater	attachment	security	in	NOPs	predicted	more	
supportive	responses	when	combined	with	children’s	
perception	of	the	quality	of	the	parent-child	
relationship	and	the	child’s	disclosure	of	abuse	to	the	
NOP	(p<.05).	
	

û Individual	coefficients	were	only	weakly	to	
moderately	related	to	NOP	support.	

63%	

Leifer,	Kilbane,	&	
Grossman	(2001)	
	

ü Mothers	with	stress	in	their	own	family	attachments,	
e.g.,	instability	in	caregiving	and	absence	of	one	or	both	
biological	parents	were	less	supportive	(p<.03).	
	

	 56%	

Bolen	&	Lamb	
(2007b)	
	

ü NOPs	reporting	greater	security	in	attachment	were	
more	supportive	(p<.05).	

ü 	

	 50%	

Bolen	&	Lamb	
(2007a)	
	

ü Mothers	with	greater	attachment	security	showed	
greater	support	and	less	ambivalence	(no	test	of	
significance	used);	
Mothers	with	preoccupied	attachment	styles	showed	
greater	ambivalence	(no	test	of	significance	used).	
	

	 38%	

Bolen	&	Lamb	
(2004)	
	

ü Mothers	with	ambivalent	or	preoccupied	attachment	
styles	showed	more	behavioural	ambivalence	(i.e.,	
conflict	in	actions	taken	toward	the	child	versus	
partner;	p≤.01);		

ü Mothers	with	avoidant	or	dismissing	attachment	styles	
showed	less	behavioural	ambivalence	(p≤.05);	

ü Mothers	with	secure	attachments	displayed	less	
cognitive	ambivalence	(i.e.,	e.g.,	guardian	uncertainty	
over	who	to	believe	(approaching	significance). 

	 38%	
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Table	7:	Is	there	a	relationship	between	NOPs’	response	to	their	child’s	disclosure	of	CSA	and	children’s	post-disclosure	psychological	adjustment	and	
wellbeing?	

Study	 Yes	 No	 Quality	
Rating	

Leifer,	Kilbane,	&	
Grossman	(2001)	
	

ü Children	with	supportive	mothers	reported	more	physical	
complaints	such	as	tiredness,	stomach-aches	and	headaches	
(p=.03).	

û No	significant	differences	in	internalising,	
externalising	or	sexualised	behaviour	
between	children	whose	mothers	were	
supportive	and	unsupportive.	

	

56%	

Bolen	&	Lamb	
(2007b)	
	

ü Greater	parental	support	was	significantly	related	to	lower	scores	
on	child-reported	anger	(p=.004)	and	lower	scores	on	parent-
reported	externalising	(p=.005)	and	delinquent	behaviour	
(p<.001).	

û Parental	support	was	significantly	related	
to	only	12%	of	outcome	variables	
(externalising	and	delinquent	behaviour).	

38%	

	
Table	8:	Is	there	a	relationship	between	NOPs’	attachment	style	and	children’s	post-disclosure	psychological	adjustment	and	wellbeing?	

Study	 Yes	 No	 Quality	
Rating	

Leifer,	Kilbane,	&	
Skolnick	(2003)	
	

ü Incidence	of	CSA	directly	predicted	mother’s	ratings	of	increased	
child	internalising	and	externalising	behaviours	(p=.002)	when	
mothers’	level	of	secure	attachment	was	controlled	for;		

ü Higher	levels	of	mothers’	secure	attachment	predicted	lower	
ratings	of	her	child’s	internalising	and	externalising	behaviours	
(p=.005)	when	CSA	was	controlled	for.	

	

	 67%	

Leifer,	Kilbane,	&	
Grossman	(2001)	
	

No	significant	differences	were	found	in	children’s	psychological	functioning	in	this	sample	therefore	it	is	not	possible	to	
draw	any	conclusions.		

56%	

Bolen	&	Lamb	
(2007b)	
	

ü Greater	security	of	parents’	attachment	was	related	to	increased	
parent-reported	anxiety	and	depression	in	children	and	reduced	
child-reported	PTSD	symptoms	(approaching	significance);		

ü Fearful	or	dismissive	parent	attachment	significantly	related	to	
higher	parent-reported	anxiety/depression,	withdrawal	and	
internalizing	problems	and	higher	child-reported	anxiety	(p<.05).	

	 38%	
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Table	9:	Is	there	a	relationship	between	children’s	own	attachment	style	and	their	post-disclosure	psychological	adjustment	and	wellbeing?	

Study	 Yes	 No	 Quality	
Rating	

Beaudoin,	Hébert	
&	Bernier	(2013)	
	

ü Disorganised/disoriented	attachment	style	predicted	a	six-fold	
increase	in	the	odds	of	displaying	clinical	levels	of	internalising	
behaviour	(p=.035)	and	four-fold	increase	of	externalising	
behaviour	(p=.054)	after	the	effects	of	parental	distress	and	
abuse	characteristics	were	controlled	for.	

	

	 75%	

Lam	(2015)	
	

ü Stronger	attachment	relationships	with	parents	predicted	
increased	self-esteem	(p≤.01)	and	reduced	internalising	
behaviour	(p≤.05);	

ü Stronger	attachment	relationships	with	peers	similarly	predicted	
reduced	internalizing	behaviour	(p≤.05).	

	

	 67%	

Shapiro	&	
Levendosky	(1999)	
	

ü Attachment	style	mediated	the	effect	of	CSA	on	psychological	
distress	and	some	of	the	effect	on	interpersonal	conflict	when	
combined	with	cognitive	coping	(p<.05).	

	

	 67%	

Ma	&	Li	(2014)8	
	

ü Higher	attachment	insecurity	affected	the	relationship	between	
CSA	and	cognitive	(p≤.01)	and	psychological	outcomes	(p≤.01);	

ü Felt	security	had	a	significant	effect	on	self-esteem	(p<.001)	and	
aggression	and	withdrawal	(p<.010).	

	

û Attachment	security	did	not	affect	the	
relationship	between	CSA	and	PTSD	
symptoms.	
	

56%	

Leifer,	Kilbane,	&	
Grossman	(2001)	

No	significant	differences	in	children’s	attachment	style	were	found	in	this	sample	therefore	it	is	not	possible	to	draw	
any	conclusions.	

56%	
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Is	there	a	relationship	between	NOPs’	attachment	style	and	their	response	to	

their	child’s	disclosure	of	CSA?	

The	five	papers	measuring	NOP	attachment	style	and	response	to	disclosure	all	

reported	a	relationship	between	these	variables	(Table	6).	In	Bolen	and	Lamb’s	(2004)	

study,	73%	of	NOPs	reported	experiencing	some	kind	of	ambivalence.	Of	these,	60%	

expressed	some	affective	ambivalence	(e.g.,	conflicting	emotions	about	the	perpetrator	

and	child),	23%	expressed	cognitive	ambivalence	(e.g.,	conflict	over	who	to	believe)	and	

27%	expressed	behavioural	ambivalence	(e.g.,	removing	the	perpetrator	from	the	family	

home	or	reporting	the	abuse).	This	is	in	sharp	contrast	to	their	2002	sample	which	was	an	

overall	much	higher	quality	study	(63%	compared	to	38%),	and	found	that	85%	of	NOPs	in	

their	sample	were	supportive,	4%	unsupportive	and	only	11%	ambivalent.	Despite	the	

largely	supportive	sample,	Bolen	and	Lamb	(2002)	found	that	29%	of	variance	in	NOP	

support	was	explained	when	NOP	attachment	style	was	considered	alongside	children’s	

perception	of	the	parent-child	relationship	and	direct	disclosure	to	the	NOP.		

The	findings	across	all	of	Bolen	and	Lamb’s	studies	were	consistent	in	terms	of	

greater	NOP	attachment	security	predicting	lower	cognitive	(2007a)	and	behavioural	

ambivalence	(2004,	2007a),	and	psychological	distress	and	affective	ambivalence	being	

more	likely	in	NOPs	with	anxious,	dismissive	or	fearful	attachments	(2007a,b).	

Interestingly,	their	2007a	study	also	found	that	NOP	support	was	unrelated	to	

ambivalence,	though	this	was	a	lower	quality	study	(38%)	and	must	therefore	be	

interpreted	with	caution.	

Further,	non-supportive	mothers	(NSMs)	in	Leifer	et	al.’s	(2001)	study	were	found	

to	provide	less	continuity	of	care	to	their	abused	children	when	they	had	a	greater	

number	of	disruptions	in	attachment	relationships	with	their	own	biological	parents.	A	

high	degree	of	congruence	was	observed	between	clinician-rated	NOP	support	and	

children’s	perception	of	positive	or	negative	disclosure	responses	in	this	study,	with	78%	

of	children	with	supportive	mothers	(SMs)	reporting	a	positive	response,	and	79%	of	

children	of	NSMs	reporting	negative,	withdrawn	and	ambivalent	responses	and	less	

emotional	support.	This	supports	Bolen	and	Lamb’s	(2007b)	conclusion	that	post-

disclosure	support	is	dependent	on	NOPs’	previous	relationship	quality	with	their	

children.		
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Is	there	a	relationship	between	NOPs’	response	to	their	child’s	disclosure	of	CSA	

and	children’s	post-disclosure	psychological	adjustment	and	wellbeing?	

Two	papers	briefly	reported	on	NOPs’	responses	to	their	child’s	disclosure	of	CSA	

and	children’s	outcomes	(Table	7).	Analysing	the	relationship	between	these	variables	was	

the	main	focus	of	only	one	study	(Bolen	&	Lamb,	2007b)	which	was	rated	as	lower	quality	

(38%).	This	study’s	finding	that	greater	levels	of	parental	support	lead	to	better	outcomes	

for	children	was	in	the	expected	direction,	however	it	only	actually	accounted	for	12%	of	

the	outcome	variables	being	measured.	Further	analyses	by	Bolen	and	Lamb	(2007b)	

revealed	that	the	relationship	between	parental	support	and	child-reported	anger,	though	

statistically	significant,	was	a	spurious	one	and	concluded	that	parental	support	was,	at	

best,	an	inconsistent	predictor	of	children’s	post-disclosure	functioning.	This	conclusion	is	

echoed	in	the	second,	better	quality,	paper	which	reported	no	significant	differences	in	

psychological	functioning	between	children	with	SMs	and	NSMs	(Leifer	et	al.,	2001),	

though	this	does	not	necessarily	explain	their	second	finding	that	children	with	greater	

NOP	support	reported	a	higher	number	of	physical	complaints.	

Is	there	a	relationship	between	NOPs’	attachment	style	and	children’s	post-

disclosure	psychological	adjustment	and	wellbeing?	

Though	three	studies	collected	data	regarding	NOPs’	attachment	styles	and	

children’s	psychological	adjustment	following	the	disclosure	of	CSA	(Table	8),	Leifer	et	al.	

(2001)	did	not	conduct	any	formal	analyses	on	this	relationship.	Of	the	other	two	papers,	

both	agreed	that	greater	NOP	attachment	security	was	related	to	better	outcomes	for	

children.	Leifer	et	al.	(2003),	for	example,	concluded	that	CSA	and	maternal	attachment	

security	separately	and	independently	predicted	children’s	outcomes	such	that	NOPs	of	

abused	children	scored	their	children	as	having	higher	levels	of	internalising	and	

externalising	behaviour	problems,	while	NOPs	with	higher	levels	of	attachment	security	

scored	their	children	as	having	lower	levels	of	problem	behaviour	regardless	of	CSA.	

Interestingly,	they	also	found	that	mothers’	levels	of	secure	attachment	did	not	correlate	

with	their	children’s	perception	of	maternal	support;	this	is	in	line	with	Bolen	and	Lamb’s	

(2007b)	finding	that	NOP	attachment	and	children’s	perception	of	the	parent-child	

relationship	quality	were	better	predictors	of	psychological	wellbeing	following	disclosure	

compared	to	parental	support.	
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Is	there	a	relationship	between	children’s	own	attachment	style	and	their	post-

disclosure	psychological	adjustment	and	wellbeing?	

	 Four	of	the	five	papers	which	collected	data	regarding	children’s	attachment	styles	

and	psychological	wellbeing	following	disclosure	(Table	9)	were	in	agreement	that	children	

who	had	been	abused	displayed	higher	levels	of	attachment	insecurity;	Leifer	et	al.	(2001)	

did	not	conduct	any	formal	analyses	on	this	relationship.	This	in	turn	affected	the	

relationship	between	CSA	and	psychological	adjustment.	Specifically,	Ma	and	Li	(2014)	

found	that	children	in	an	abused	trauma	group	had	significantly	lower	levels	of	

attachment	security,	and	greater	levels	of	dysregulated	emotions,	negative	self-attribution	

and	negative	perception	in	interpersonal	relationships	compared	to	children	who	had	

experienced	single-event	non-abuse	trauma.	They	also	reported,	however,	that	although	

children	who	have	experienced	abuse	had	significantly	more	PTSD	symptoms	than	the	

non-abuse	trauma	group,	attachment	security	did	not	have	any	effect	on	this	relationship;	

the	authors	suggested	this	might	highlight	crucial	differences	in	terms	of	the	onset	of	

developmental	trauma	disorder,	as	opposed	to	PTSD,	following	chronic	abuse.	Similarly,	

Lam’s	(2015)	higher	quality	study	reported	that,	although	significant	correlations	between	

children’s	attachment’s	towards	their	parents	and	PTSD	responses	were	initially	observed,	

further	analyses	revealed	that	only	negative	feelings	towards	disclosure	predicted	

intrusive	and	avoidant	PTSD	responses.		

Furthermore,	Lam	(2015)	also	found	that	cognitive	appraisal	of	CSA	(e.g.,	if	the	

child	thought	he/she	was	responsible	for	the	CSA)	and	attachment	relationships	

accounted	for	22-30%	of	the	variance	in	self-esteem	and	internalising	behaviour,	echoing	

Shapiro	and	Levendosky’s	(1999)	finding	that	44%	of	the	variance	in	psychological	distress	

was	accounted	for	by	attachment,	and	that	attachment	mediated	the	effects	of	CSA	on	

cognitive	coping.	To	put	this	into	context,	children	with	disorganised/disoriented	

attachment	styles	were	six	times	more	likely	to	experience	internalising	behaviours	and	

four	times	more	likely	to	experience	externalising	behaviour	problems	following	the	

occurrence	of	CSA,	even	after	parental	distress	and	characteristics	of	abuse	had	been	

controlled	for	(Beaudoin	et	al.,	2013).	
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Discussion	

The	current	review	aimed	to	explore	relationships	between	NOPs’	attachment	

styles,	NOPs’	responses	to	their	child’s	disclosure	of	CSA,	children’s	attachment	styles,	and	

children’s	post-disclosure	psychological	adjustment.	In	terms	of	the	research	questions,	

securely	attached	NOPs	were	found	to	demonstrate	more	supportive	responses	to	

children’s	CSA	disclosure	(RQ1);	supportive	NOP	responses	had	a	positive,	albeit	limited,	

effect	on	children’s	psychological	wellbeing,	as	well	as	a	potentially	negative	effect	on	

physical	wellbeing	(RQ2);	NOP	attachment	security	was	related	to	better	outcomes	for	

children’s	psychological	adjustment	and	wellbeing	(RQ3);	and	securely	attached	children	

reported	fewer	psychological	difficulties	following	disclosure	compared	to	insecurely	

attached	children	(RQ4).	

	While	these	key	questions	have	been	broadly	answered	through	this	review,	gaps	

in	knowledge	still	remain.	For	example,	previous	research	has	suggested	that	NOP	warmth	

and	support	are	strong	predictors	of	psychological	adjustment	following	CSA	(Elliott	&	

Carnes,	2001;	Yancey	&	Hansen,	2010)	above	and	beyond	abuse-specific	variables	such	as	

duration	and	severity	(Peters,	1988).	Further	research	in	adult	populations	has	

demonstrated	the	mediating	role	of	attachment	between	parental	support	and	

psychosocial	outcomes	following	CSA	(Godbout	et	al.,	2014).	The	current	review	sought	to	

explore	these	relationships	during	childhood,	however	none	of	the	identified	papers	

actually	conducted	the	necessary	mediation	analyses	to	draw	relevant	conclusions.	This	

will	be	important	to	consider	in	future	research,	particularly	in	light	of	findings	that	

children’s	negative	feelings	towards	disclosure	responses	were	significantly	correlated	to	

psychological	adjustment	variables	including	low	self-esteem,	greater	internalising	and	

externalising	behaviour,	and	increased	PTSD	responses	(Lam,	2015)	and	that	NOPs’	

attachment	styles	were	more	strongly	related	to	children’s	outcome	compared	to	NOP	

support	(Bolen	&	Lamb,	2007b).	

Additionally,	Bolen	and	Lamb’s	(2002)	report	that	non-offending	mothers	were	

more	likely	to	have	a	supportive	response	when	children	disclosed	CSA	directly	to	them	is	

of	significance	in	light	of	previous	findings	that	children	reported	the	two	most	important	

qualities	of	their	chosen	confidants	as	‘listening	patiently’	and	‘being	trusted’	(Lam,	2014).	

This	has	potential	implications	for	children	who	have	insecure	or	disorganised	attachment	
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styles.	While	children	who	are	securely	attached	may	feel	able	to	confide	in	NOPs,	trusted	

friends	or	other	adults,	children	with	insecure	attachments	who	view	their	NOPs	as	

unreliable	or	unavailable	may	also	be	likely	to	view	others	as	untrustworthy	and	

dangerous	(Choi	et	al.,	2016)	and	therefore	feel	unable	to	disclose	the	abuse.	There	is	a	

possible	worry	for	these	children	that	disclosure	might	make	things	worse	rather	than	

better,	and	prevent	them	from	seeking	or	accepting	much	needed	support	from	others.		

	 As	mentioned	earlier	in	the	review,	while	issues	of	trust,	power,	and	responsibility	

over	the	victim	are	considered	to	be	key	factors	relating	to	perpetrators	of	CSA,	age	is	not.	

Yet	three	papers	in	the	current	review	cited	closeness	in	age	between	the	victim	and	

perpetrator	as	an	exclusion	criterion	and	two	studies	only	accepted	participants	who	had	

been	abused	by	their	non-offending	mothers’	resident	partners.	This	was	interesting	to	

note	given	that	65.9%	of	contact-CSA	is	perpetrated	by	under	18s	(Radford	et	al.,	2011)	

who	are	siblings	or	peers	of	the	victim.	It	is	possible	that	depending	on	the	exact	age	and	

capacity	of	the	perpetrator,	intent	to	cause	harm	may	be	questionable	particularly	if	

another	child	has	also	been	subjected	to	CSA,	and	this	understandably	may	cause	a	

dilemma	if	the	perpetrator	was	a	sibling	of	the	victim	in	terms	of	how	parents	respond	

and	demonstrate	support	for	both	children.	Such	situations	also	highlight	the	need	for	

more	public	health	information	to	increase	identification	of	sexualised	behaviour	

amongst	children,	as	well	as	more	effective	prevention	strategies	in	terms	of	negotiating	

more	respectful	peer	relationships,	as	it	is	acknowledged	that	sexual	abuse	can	also	occur	

in	context	of	domestic	violence	in	an	adolescent	relationship	(Hamilton-Giachritsis,	

Hanson,	Whittle,	&	Beech,	in	press).		

It	should	be	acknowledged	at	this	point	that	although	the	results	of	the	current	

review	are	discussed	in	relation	to	non-offending	parents,	six	out	of	the	eight	studies	

which	included	NOPs	prioritised	or	limited	their	samples	to	mothers	only,	thus	

highlighting	a	dearth	of	literature	in	the	field	relating	to	non-offending	fathers.	It	is	well-

established	that	the	vast	majority	of	CSA	perpetrators	are	male;	however	in	most	cases	

(around	90%),	children	are	not	abused	by	their	biological	fathers	(Newcomb,	Munoz,	&	

Carmona,	2009;	Parent-Boursier	&	Hébert,	2015)	so	it	is	unclear	why	there	is	not	more	

research	exploring	their	role	in	the	disclosure	process.	In	light	of	Bolen	and	Lamb’s	(2004)	

findings	that	non-offending	mothers’	affective	ambivalence	increases	when	they	feel	

closer	to	their	partners	and	that	more	ambivalent	mothers	are	less	likely	to	separate	from	
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‘live-in’	partners	(Elliott	&	Carnes,	2001)	even	when	they	are	the	perpetrators	of	abuse,	

understanding	the	responses	and	supportive	ability	of	non-offending	fathers	who	live	

away	from	their	children	is	vitally	important.	

Limitations	and	Future	Directions	

The	Newcastle	Ottawa	Scale	has	previously	been	endorsed	by	the	Cochrane	

Collaboration	as	a	way	of	assessing	the	quality	of	observational	studies	(Margulis	et	al.,	

2014).	Although	the	NOS	shows	‘fair’	to	‘excellent’	test-retest	reliability,	Oremus,	Oremus,	

Hall,	and	McKinnon	(2012)	found	that	inter-rater	reliability	is	generally	‘poor’	to	‘fair’.	This	

was	evident	in	the	current	review,	with	necessary	discussions	being	had	to	resolve	

conflicts	around	interpretation	of	items	on	the	NOS.		In	future,	a	risk	of	bias	tool	might	

provide	a	more	robust	way	of	assessing	study	quality	alongside	the	NOS.	

Additionally,	a	lack	of	information	in	a	number	of	the	reviewed	papers	meant	they	

could	not	be	rated	as	higher	quality	studies.	Therefore,	in	future,	study	quality	may	be	

improved	through	ensuring	that	clear	definitions	of	what	constitutes	CSA	are	included	in	

the	paper,	along	with	providing	specific	details	regarding	a	priori	sample	size	justification	

and	non-response	rates	even	if	this	data	is	limited.	

Further,	details	regarding	representativeness	of	the	samples	included	must	be	

addressed	in	future	studies	to	avoid	the	possibility	of	selection	bias.	That	80%	of	the	

reviewed	papers	used	Western	samples	highlights	an	important	cultural	bias	and	limits	

how	well	the	findings	can	be	generalised.	For	example,	shame	associated	with	discussing	

sex	in	some	Asian	backgrounds	(Choi	et	al.,	2016;	Lam,	2014)	may	be	a	be	a	more	

significant	predictor	of	NOPs’	responses	to	CSA	disclosure.	This	may	particularly	be	the	

case	in	intra-familial	CSA,	where	children’s	fear	of	being	ostracised	or	bringing	shame	to	

the	family	may	prevent	or	delay	disclosure	even	if	there	is	a	secure	attachment	with	the	

NOP.	

The	fact	that	all	the	studies	in	the	current	review	relied	on	self-report	measures	of	

NOP	attachment	is	important	to	note	in	light	of	how	many	participants	were	recruited	

through	child	protective	services.	Though	participation	was	anonymous,	there	remains	a	

possibility	of	an	implicit	social	desirability	response	bias	if	NOPs	were	in	the	midst	of	child	

protection	and	other	legal	proceedings.	
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In	the	current	review,	few	papers	gave	details	regarding	the	perpetrator	of	CSA	

while	others	actively	sought	to	exclude	participants	who	had	been	abused	by	other	

children	or	young	people	who	were	close	in	age.	It	is	acknowledged	that	there	may	be	key	

differences	with	peer	abuse	which	warrant	consideration	in	separate	studies,	and	that	

additional	complexities	of	such	cases	(e.g.,	legal	proceedings)	make	them	difficult	to	

explore	as	a	unique	group	in	large-scale	studies.	Despite	the	growth	of	broader	literature	

relating	to	peer	abuse,	the	dearth	of	studies	specifically	exploring	attachment	styles,	NOP	

support	and	appropriate	interventions	for	these	children	highlights	a	key	gap	that	

researchers	should	attempt	to	address	in	future.	

Finally,	the	current	review	aimed	to	only	include	studies	which	focused	specifically	

on	children,	rather	than	adults,	who	disclosed	CSA.	This	meant	it	was	not	possible	to	

include	longitudinal	or	prospective	studies	which	may	have	may	have	better	captured	the	

relationship	between	different	attachment	styles	and	longer-term	psychological	

adjustment.		

Clinical	Implications	

The	finding	that	ambivalence	and	support	were	differentially	related	to	NOPs’	

attachment	style	(Bolen	&	Lamb,	2007a)	suggests	that	although	parents	might	take	

practical	steps	towards	ending	a	relationship	with	a	perpetrator	or	reporting	the	abuse,	

their	ambivalence	may	result	in	appearing	preoccupied	or	avoidant	in	their	relationship	

with	their	child.	This	may	particularly	be	the	case	for	NOPs	who	have	their	own	history	of	

CSA,	as	the	process	of	disclosure	may	stir	up	difficulties	about	their	own	trauma	(Hiebert-

Murphy,	1998;	Lewin	&	Bergin,	2001)	or	feelings	of	guilt	and	shame	for	failing	to	protect	

their	child.	There	may	then	be	a	temptation	to	minimise	the	experience	(Alaggia	&	Turton,	

2005)	or	avoid	discussing	it	at	home	if	it	is	too	overwhelming	for	parents	to	contain	their	

own	and	their	child’s	distress	and	result	in	the	child	losing	a	crucial	opportunity	to	process	

the	trauma.	

Concurrent	ambivalence	and	support	may	be	more	likely	in	cases	of	intra-familial	

CSA,	where	NOPs	may	express	disbelief	that	a	known	person	could	be	responsible	for	

hurting	their	child,	as	well	as	grief	or	loss	if	the	perpetrator	was	a	close	family	member.	

There	is	a	risk	here	of	inadvertently	confirming	feared	beliefs	such	as	“It’s	my	fault	that	
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everyone	is	so	upset	about	X	having	to	go	away…”	As	such,	it	is	recognised	that	relational	

imbalances	may	remain	in	the	family	even	after	CSA	has	ceased	and	the	perpetrator	

removed	(Alexander,	1992).	It	is	important	in	these	cases	to	help	families	conceptualise	

and	locate	CSA	in	the	system,	rather	than	with	the	victim,	in	order	to	minimise	the	risk	of	

re-traumatising	the	abused	child	during	the	process	of	disclosure.	

Given	the	evidence	that	children’s	psychological	adjustment	may	be	related	more	

to	attachment	(in)security	than	characteristics	or	memories	of	the	abuse	itself	(Beaudoin	

et	al.,	2013),	and	that	distress	following	disclosure	of	CSA	appears	to	stem	from	social	and	

relational	difficulties	(Bolen	&	Lamb,	2007b;	Shapiro	&	Levendosky,	1999),	there	is	a	

strong	argument	for	explicitly	addressing	attachment	relationships	in	systemic	

interventions.		Improving	NOPs’	reflective	functioning	and	building	resilience	in	the	

parent-child	relationship	will	be	imperative	in	helping	families	to	better	recognise,	

understand	and	manage	feelings	of	anger,	shame,	guilt	and	grief	safely;	this	will	in	turn	

hopefully	allow	children	to	trust	the	fact	that	others	will	notice	and	respond	to	their	

needs	in	future.		

Despite	the	clear	indication	for	offering	systemic	interventions	to	children	and	

their	families,	it	is	an	individual	therapy	specifically	targeting	the	reduction	of	trauma-

related	symptoms	(TF-CBT)	that	has	garnered	the	most	evidence	for	working	with	children	

following	CSA.	TF-CBT	includes	a	parent	component	which	involves	using	praise,	reflective	

listening	and	time	out	and	contingency	reinforcements	to	encourage	more	adaptive	

behaviours	and	reduce	challenging	child	behaviours	(Deblinger,	Pollio,	&	Runyon,	2017).	

This	is	typically	delivered	in	parallel	to	the	child’s	therapy	sessions	and	although	it	is	by	no	

means	an	unhelpful	approach,	it	is	questionable	whether	children	who	have	secure	and	

insecure	or	disorganised	attachments	can	benefit	from	the	intervention	equally.	

For	example,	engaging	in	TF-CBT	when	it	focuses	on	developing	internal	coping	

strategies	to	alleviate	anxiety	about	other	people	being	untrustworthy	and	the	world	

being	a	dangerous	place	may	be	particularly	difficult	for	many	insecurely	attached	

children	whose	only	strategy	for	coping	until	then	might	have	been	to	use	aggression	

(e.g.,	Beaudoin	et	al.,	2013;	Bolen	&	Lamb,	2007b;	Ma	&	Li,	2014).	Subsequently,	

insecurely	attached	children	who	appear	to	have	‘challenging	behaviour’	rather	than	

‘mental	health’	problems	may	be	viewed	as	either	not	meeting	criteria	for	mental	health	
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services	or	if	they	are	offered	TF-CBT	they	may	be	more	likely	to	disengage.	There	is	then	

an	additional	risk	that	children	who	are	not	offered	adequate	or	timely	interventions	

following	CSA	will	continue	manifesting	their	distress	as	aggression	or	delinquency,	which	

has	further	implications	for	their	longer-term	psychological	wellbeing.	

Conclusion	

The	results	of	the	current	review	indicate	that	attachment	has	an	important	role	in	

mediating	the	relationship	between	CSA	and	NOPs’	responses	to	the	disclosure	of	CSA,	

and	between	CSA	and	children’s	psychological	adjustment	and	wellbeing.	Though	much	

more	robust	research	is	needed	to	establish	the	strength	and	nature	of	these	

relationships,	the	findings	so	far	highlight	the	need	for	health	and	social	care	services	to	

work	proactively	in	achieving	early	identification	of	parents	and	children	who	are	

struggling	to	develop	secure	attachment	relationships,	and	offer	family-based	

interventions	which	prioritise	building	resilience	in	parent-child	relationships	rather	than	

simply	reducing	symptomology.	
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Evaluation	of	a	“Core	Psychological	Skills”	Training	Programme	for	

Recovery	Navigators	

The	past	decade	has	seen	a	significant	change	in	attitudes	towards	mental	health	

problems	such	as	anxiety	and	depression	following	the	successful	“Time	to	Change”	

campaign,	the	introduction	of	the	Improving	Access	to	Psychological	Therapies	(Clark	et	

al.,	2009)	programme,	and	the	publication	of	the	government’s	(2011)	mental	health	

outcomes	strategy,	“No	Health	Without	Mental	Health”.	At	present,	23%	of	NHS	activity	

can	be	accounted	for	by	mental	health,	with	up	to	90%	of	people	with	severe	mental	

health	problems	being	seen	in	secondary	care	services	(NHS	England,	2016).	Given	that	

NHS	spending	is	equivalent	to	just	half	of	this	activity	(NHS	England,	2016),	the	need	to	

find	more	cost-effective	ways	of	delivering	care	is	becoming	an	increasing	priority	for	

many	clinical	commissioning	groups	(CCGs).	

A	move	towards	a	more	integrated	health	and	social	care	workforce	has	been	

suggested	as	one	of	way	of	delivering	more	efficient,	effective	services.	Historically,	this	

has	led	to	more	experienced	members	of	staff	moving	on	to	specialist	and	managerial	

roles	while	newer,	“unqualified”	staff	have	taken	on	the	role	of	providing	frontline	care	

(Warne	&	McAndrew,	2004).	Support	workers	and	healthcare	assistants	already	make	up	a	

significant	proportion	of	the	mental	health	workforce	providing	such	care	(Cavendish,	

2013;	Cuthbert	&	Basset,	2007;	Sorgaard,	Ryan,	&	Dawson,	2010);	yet	an	inquiry	by	the	

Mental	Health	Foundation	looking	into	the	future	of	mental	health	services	in	the	UK	

highlighted	the	potential	role	for	even	more	generalist	staff	such	as	peer	support	workers	

and	care	navigators	in	the	community	to	provide	direct	interventions	for	service	users	

(Bhugra	&	Carlile,	2013).		

While	some	service-users	have	reported	preferring	and	valuing	generalist	

compared	to	specialist	staff	due	to	their	increased	availability,	visibility	and	interpersonal	

skills	(Cuthbert	&	Basset,	2007;	Warne	&	McAndrew,	2004),	others	have	cited	access	to	

well-researched	professionals	who	are	informed,	transparent	and	accountable	(Davies	&	

Gray,	2016).	There	is	therefore	a	concern	that	although	some	core	clinical	competencies	

(e.g.,	positive	attitude	towards	service-users,	listening	and	empathy)	can	be	met	through	

personal	rather	than	professional	attributes	(Aubry,	Flynn,	Gerber,	&	Dostaler,	2005),	

many	generalist	staff	will	have	received	little	to	no	specific	training	in	working	with	
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common	and	complex	mental	health	problems	unless	they	have	undertaken	a	

professional	course	(Cuthbert	&	Basset,	2007).		

Providing	service	users	with	access	to	practitioners	who	can	competently	adhere	

to	and	deliver	evidence-based	interventions	and	achieve	good	outcomes	is	an	important	

issue	to	consider	(Drake	et	al.,	2001),	particularly	in	light	of	many	NHS	trusts	increasingly	

“recruiting	people	for	their	values,	rather	than	simply	their	skills	and	competence”	(NHS	

Employers,	2016).	Thus,	there	is	a	need	to	ensure	that	unqualified	mental	health	staff	are	

provided	with	appropriate	education	and	training	both	during	an	induction	period	and	at	

regular	intervals	thereafter.	This	will	help	them	not	only	build	and	sustain	confidence	in	

working	in	a	psychologically-informed	way,	but	also		promote	person-centred	care	when	

supporting	service-users	and	prevent	job	dissatisfaction	and	burnout	(Levenson	&	Joule,	

2007;	Sorgaard	et	al.,	2010).		

There	are	currently	no	national	minimum	training	standards	for	unqualified	mental	

health	professionals	however,	making	it	difficult	for	services	to	provide	a	consistent	level	

of	training	for	new	staff.	While	some	non-NHS	organisations	have	developed	their	own	

mental	health	training	programmes	(e.g.,	Mind,	Richmond	Fellowship;	Cuthbert	&	Basset,	

2007)	these	have	tended	to	focus	on	training	members	of	the	public	or	corporate	

businesses,	rather	than	being	aimed	towards	frontline	staff.	The	Cavendish	Review	(2013)	

highlighted	the	importance	of	providing	the	same	basic	training	to	health	and	social	care	

staff,	however	only	one	of	the	15	Standards	that	is	monitored	by	the	Care	Quality	

Commission	(CQC)	during	inspections	of	the	implementation	of	the	resulting	“Care	

Certificate”	(NHS	NHS	Employers,	2015)	focuses	on	mental	health	in	the	community.		

Despite	the	challenges	in	standardising	training	for	unqualified	staff,	there	are	

some	good	examples	of	service-specific	training	programmes	which	have	resulted	in	

improved	staff	motivation	and	confidence	when	delivered	alongside	regular	clinical	

supervision.	For	example,	support	workers	and	psychology	assistants	in	a	community	

learning	disability	team	reported	feeling	more	knowledgeable	about	psychological	theory	

and	practice,	and	more	confident	in	supporting	service-users	six	months	after	receiving	

concurrent	training	and	weekly	supervision	around	how	to	manage	challenging	behaviour	

(McKenzie,	MacDonald,	&	Wilson,	2005).	Additionally,	unqualified	nursing	staff	reported	

also	having	a	more	positive	attitude	towards	psycho-social	interventions	after	receiving	
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eight	half-days	of	training	alongside	small	group	supervision	(Redhead,	Bradshaw,	

Braynion,	&	Doyle,	2011).		

Local	Context	

In	October	2014,	following	a	long	process	of	consultation	with	service-users,	carers	

and	clinicians,	Bristol	CCG	recommissioned	mental	health	services	in	Bristol	to	develop	a	

new	model	of	community	care.	The	newly	formed	“Bristol	Mental	Health”	model	(BMH)	is	

funded	by	the	NHS	and	compromises	18	public	and	voluntary	sector	organisations,	each	

offering	different	expertise	and	working	together	to	provide	accessible,	evidence-based	

care	to	people	across	all	of	Bristol’s	diverse	communities.	

Part	of	the	reorganisation	included	three	Assessment	and	Recovery	Teams	(ARTs)	

being	set	up	across	the	city	to	work	alongside	community,	crisis,	and	in-patient	services	in	

an	effort	to	ensure	that	all	service-users	are	able	to	access	appropriate	recovery-oriented	

treatment	and	support	at	the	earliest	possibility.	A	new	role	of	“Recovery	Navigator”	(RN)	

was	also	created	to	support	this	system.	Recruited	through	voluntary	organisations,	RNs	

are	non-professionally	affiliated	mental	health	staff	who,	under	clinical	supervision,	work	

directly	with	service-users	in	ARTs	using	a	recovery	and	psychologically	informed	

approach.	

Background	to	Current	Study	

In	December	2015,	a	CQC	inspection	of	the	ARTs	highlighted	concerns	that	“staff	

providing	care	to	patients	did	not	always	have	the	competence	or	experience	to	provide	

care	safely”(CQC,	2016,	p.	9).	Specifically,	it	was	identified	that	RNs	were	provided	with	

insufficient	and	inadequate	training	in	mental	health,	and	often	had	little	or	no	experience	

of	working	with	complex	cases	despite	being	expected	to	work	with	a	higher	than	

anticipated	caseload.	Following	this	report,	a	decision	was	made	to	provide	more	

comprehensive	training	for	RNs,	in	the	hope	that	this	would	help	them	to	feel	more	

confident	in	using	brief	psychological	interventions	independently,	and	free	up	qualified	

members	of	staff	to	work	with	more	complex	cases.	
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Aims	and	Objectives	

This	project	aimed	to	work	with	the	ARTs	to	address	the	concerns	highlighted	in	

the	CQC	report.	Clinical	supervisors’	observations	and	feedback	regarding	commonly	

occurring	questions	brought	up	by	RNs	during	supervision	were	used	by	psychologists	in	

the	Complex	Psychological	Interventions	(CPI)	team	to	develop	a	tailored	core	

psychological	skills	(CPS)	training	programme;	it	was	hypothesised	that	providing	RNs	with	

this	training	would	lead	to	improvements	in	their	competence	and	confidence	in	

delivering	brief	psychological	interventions.	The	current	study	aimed	to	evaluate	whether	

the	training	programme	accurately	captured	RNs’	perceptions	of	their	training	needs,	and	

whether	it	resulted	in	improved	competence	and	confidence	when	working	

psychologically	with	service	users.	

Method	

Design	

A	mixed-method	questionnaire	design	was	used	in	the	current	study	to	evaluate	

the	content	and	effectiveness	of	the	CPS	training	programme.		

• The	qualitative	component	of	the	study	involved	both	supervisors	and	RNs.	Open-

ended	questionnaire	items	(described	later)	were	designed	to	assess	whether	the	

training	and	supervision	needs	identified	by	supervisors	matched	those	of	RNs	

prior	to	training,	whether	RNs	thought	their	needs	were	adequately	addressed	in	

the	content	of	the	training,	and	whether	the	needs	identified	by	supervisors	

and/or	RNs	changed	at	follow-up.		

• The	quantitative	element	of	the	study	was	targeted	at	RNs	only.	Likert	scale	

questionnaire	items	were	designed	to	establish	whether	RNs’	self-reported	

competence	and	confidence	in	using	CPS	changed	between	pre-	and	post-training,	

whether	these	changes	were	maintained	at	follow-up,	and	whether	there	was	a	

difference	in	if	and	how	RNs’	scores	changed	depending	on	how	long	they	had	

been	in	their	current	role.	

The	study	was	approved	by	the	University	of	Bath	Psychology	Ethics	Committee	

and	the	AWP	R&D	Department	(Appendix	E). 
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Participants	

Clinical	Supervisors.	All	eight	clinicians	providing	supervision	to	RNs	were	

invited	to	participate.	Of	these,	two	clinicians	(clinical	psychologist	and	art	

psychotherapist)	completed	a	pre-training	questionnaire	only,	and	two	(both	clinical	

psychologists	who	also	facilitated	the	training	day)	completed	the	pre-training	and	follow-

up	questionnaires.	

RNs. All	75	RNs	working	across	the	ARTs	were	informed	about	the	study	and	

invited	to	participate.	Of	the	50	RNs	who	attended	the	training,	30	chose	to	participate	in	

evaluating	the	group.	All	participants	completed	the	pre-	and	post-training	questionnaires,	

and	six	participants	completed	the	follow-up	questionnaire.	None	of	the	participating	RNs	

were	professionally	qualified,	and	the	majority	of	participants’	academic	qualifications	

ranged	between	NVQ	Level	2	to	Masters	degrees	in	a	range	of	subjects.	Participants	

reported	having	between	five	months	and	nine	and	a	half	years	of	clinical	experiences	

prior	to	their	current	role,	for	example	as	housing	support	officers	and	peer	mentors	and	

had,	on	average,	been	working	in	their	current	RN	role	for	ten	months	(ranged	between	3-

18	months).	The	six	participants	in	the	follow-up	group	did	not	differ	on	any	demographic	

variables. 

Materials	

Two	training	evaluation	questionnaires	were	developed	specifically	for	this	study:	

Supervisor	Questionnaire.	This	three-item	open-ended	questionnaire	

(Appendix	G)	was	developed	to	assess	whether	(a)	supervisors’	subjective	views	of	what	

RNs’	main	training	needs	were	represented	in	the	content	of	the	CPS	training	programme,	

and	(b)	these	needs	had	been	met	at	a	three-month	follow-up.	

RN	Questionnaires.	Three	self-report	questionnaires	(pre-training,	post-training,	

follow-up;	Appendices	J1-3)	were	created	to	evaluate	the	effectiveness	of	the	CPS	training	

programme.	Open-ended	items	in	the	pre-training	questionnaire	aimed	to	explore	RNs’	

perceived	training	and	supervision	needs,	while	questions	in	the	post-training	

questionnaire	aimed	to	assess	RNs’	satisfaction	with	the	training	content	in	context	of	

their	identified	needs.	In	the	follow-up	questionnaire,	open-ended	items	aimed	to	

evaluate	any	changes	in	RNs’	self-reported	training	and	supervision	needs.	
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Informed	by	Roth	&	Pilling’s	(2008)	‘Generic	Therapeutic’	and	‘Basic	CBT’	

Competency	Frameworks,	the	questionnaires	also	contained	32	items	relating	to	the	four	

clinical	categories	that	the	training	programme	aimed	to	cover	(‘Core	Skills’,	‘Anxiety’,	

‘Depression’	and	‘Mindfulness’).	These	items	were	each	rated	for	perceived	‘competence’	

and	‘confidence’	using	a	Likert	scale	(1=	“Not	at	all”;	5=	“Very”)	at	pre-training,	post-

training	and	follow-up	to	enable	a	comparison	of	scores	over	time.	

Procedure	

The	content	of	the	training	programme	(Table	1),	as	agreed	and	developed	by	

clinical	psychologists	in	the	team,	was	comprised	of	PowerPoint	presentations,	case	

discussions,	and	group	exercises	and	role	plays.	The	training	was	delivered	as	a	whole	day	

event	(seven	hours)	by	the	field	supervisor	and	two	other	clinical	psychologists	working	in	

the	team,	and	RNs	were	provided	with	a	number	of	handouts	and	resources	to	take	away	

at	the	end.	All	RNs	were	emailed	prior	to	the	training	day	with	information	about	the	

project.		Those	who	returned	a	signed	consent	form	(Appendix	I)	were	provided	with	the	

evaluation	questionnaires	at	three	time	points;	at	the	beginning	and	end	of	the	training	

day,	and	at	a	pre-agreed	follow-up	date	three	months	later.	

Table	1:	Summary	of	Core	Psychological	Skills	training	day	
Topic	 Aims	and	Objectives	

Anxiety	 • Explain	what	anxiety	is	to	others	

• Understand	different	anxiety	disorders	

• Educate	clients	on	what	maintains	anxiety	

• Understand	the	rationale	behind	graded	exposure	

• Prepare	a	graded	exposure	plan	for	a	client	
	

Depression	 • Explain	what	depression	is	to	others	

• Educate	clients	on	what	maintains	depression	

• Understand	the	rationale	behind	behavioural	activation	

• Prepare	a	behavioural	activation	plan	for	a	client	
	

Mindfulness	 • Explain	what	mindfulness	is	to	others	

• Understand	the	difference	between	mindfulness,	relaxation	and	grounding	

• Practice	some	mindfulness	exercises	that	I	could	do	with	clients	
	

Goal	

Setting/	

Diaries	

• Put	a	problem	list	together	

• Develop	SMART	goals	collaboratively	with	a	client	

• Use	diaries	to	collect	information	
	

Boundaries	 • Understand	what	therapeutic	boundaries	are,	and	why	they	are	important	

• Understand	different	boundary	crossings	/	violations	

• Reflect	on	the	challenges	to	keeping	boundaries	

• Manage	boundaries	in	different	situations	
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Analysis	Plan	

Qualitative.		

Supervisors.	Due	to	the	low	response	rate	of	supervisors,	this	data	was	not	

subjected	to	formal	analysis.	All	responses	were	however	collated	and	reviewed	by	the	

researcher	to	identify	any	salient	points.	

RNs.	Data	gathered	from	open-ended	questions	was	analysed	based	on	the	

principles	of	Thematic	Analysis	(Braun	&	Clarke,	2006).	As	there	was	no	verbal	data,	

transcription	was	not	necessary.	Instead,	participants’	questionnaire	responses	were	

initially	collated	for	each	open-ended	question	and	read	carefully	by	the	researcher	to	

ensure	immersion	in	the	data	(Phase	1).	A	systematic	process	of	manually	identifying	and	

grouping	data	extracts	to	generate	codes	then	took	place	(Phase	2).	Due	to	the	nature	of	

the	project,	qualitative	analysis	was	less	exploratory	and	more	driven	by	the	need	to	

answer	specific	questions;	thus	the	overarching	themes	of	“supervision/training	needs”	

(Theme	1),	“working	psychologically”	(Theme	2)	and	“training	evaluation”	(Theme	3)	were	

pre-determined	(Phase	3).	However,	a	mind-map	approach	was	used	to	organise	the	

identified	codes	into	sub-themes	(Phases	4-5)	which	were	subsequently	presented	within	

three	separate	thematic	maps	(Appendices	K1-3).	

In	order	to	ensure	reliability	of	the	analytic	process,	50%	of	the	raw	data	from	

Phase	1	was	independently	reviewed	by	a	fellow	clinical	psychologist	in	training,	and	

codes	independently	generated	for	Phase	2.	Due	to	the	over-arching	themes	being	

predetermined,	the	independent	reviewer	moved	onto	Phase	4	to	categorise	the	codes	

into	relevant	sub-themes.	The	identified	codes	and	sub-themes	were	then	compared	to	

those	generated	by	the	author.	Following	a	joint	discussion,	three	of	the	sub-themes	in	

Theme	1,	and	one	in	Theme	2,	were	refined.	For	example,	one	of	the	revisions	in	the	

Theme	1	included	merging	‘performance’	and	‘pressures	of	the	service	and	role’	with	

‘how	I	am’	to	create	a	broader	‘personal	wellbeing’	sub-theme.	Overall	agreement	of	

codes	and	categories	was	otherwise	considered	to	have	been	achieved. 

Quantitative.	Descriptive	data	(means	and	standard	deviations	(SDs))	were	

gathered	from	all	30	RNs’	pre-	and	post-training	questionnaires	and	six	RNs’	follow-up	

questionnaires.	Paired-samples	t-tests	were	used	to	assess	for	changes	in	total	
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competence	and	confidence	scores	at	pre	and	post-training.	Separate	paired-samples	t-

tests	were	also	conducted	for	the	smaller	sub-scales	(core	skills,	anxiety,	depression,	

mindfulness)	to	confirm	reliability	of	any	changes	observed	in	the	total	scores.	Further,	

separate	repeated-measures	Analyses	of	Variance	(ANOVAs)	with	a	within-participants	

factor	of	time	(pre-training,	post-training,	follow-up)	were	conducted	with	total	and	sub-

scale	competence	and	confidence	scores	as	the	dependant	variables;	assumptions	of	

normality,	homogeneity	of	variance	and	sphericity	were	met	in	all	cases.	Finally,	a	Pearson	

product	moment	correlation	was	conducted	to	measure	the	relationship	between	RNs’	

competence	and	confidence	scores	and	how	long	they	had	been	in	their	current	role.	

Results	

Qualitative		

Sub-themes	identified	during	the	qualitative	analysis	(Table	2)	covered	both	

supervisors’	and	RNs’	responses	at	pre-training,	post-training	and	follow-up.	

Table	2:	Themes	and	subthemes	
Theme	 Subtheme	

1. Supervision/Training	Needs	 1.1	Developing	knowledge		

1.2	Group	discussions	

1.3	Limitations	

1.4	Managing	caseload	

1.5	RNs’	wellbeing	
	

2. Working	Psychologically	 2.1	Therapeutic	engagement	

2.2	Significant	part	of	duties/role	

2.3	Hard	to	fit	into	role	
	

3. Training	Evaluation	 3.1	Feedback	

3.2	Recommendations	

Pre-Training.	Prior	to	training,	supervisors	reported	that	RNs	had	“limited	

knowledge	of…evidence-based	techniques	for	common	mental	health	problems”	

(Supervisor	4,	subtheme:	developing	knowledge),	and	cited	an	emphasis	on	therapeutic	

engagement,	goal-setting	and	boundaries	as	some	of	the	key	training	needs	of	RNs.	

“Emphasis	on	the	importance	of	relationship	skills/formulation	as	part	of	the	

intervention…not	just	giving	lots	of	worksheets”	(Supervisor	1,	subtheme:	

therapeutic	engagement);	
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“Having	focus	and	goals	to	their	work	that	move	people	to	recovery”	(Supervisor	2,	

subtheme:	developing	knowledge).	

These	ideas	were	echoed	by	RNs	who	also	described	wanting	advice	about	working	

therapeutically.	While	some	RNs	reported	wanting	more	relational	advice,	many	more	RNs	

reported	wanting	more	practical	guidance	such	as	which	resources	to	use	when	working	

with	different	service-users.	

	“Getting	pulled	into	certain	unhelpful	roles…not	feeling	I	have	sufficient	skills	to	

work	with	certain	clients”	(Participant	19,	subtheme:	RN	wellbeing).	

“Asking	for	support	and	advice	in	psychologically	informed	therapies	e.g.	exposure	

work…asking	where	to	find	more	detailed	information”	(Participant	18,	

subtheme:	developing	knowledge).	

For	the	majority	of	RNs,	a	keenness	to	develop	their	practice	and	provide	

psychological	support	was	evident.	However,	RNs	concerns	about	feeling	under-trained	

and	uncertain	about	how	psychological	support	fit	in	with	the	rest	of	their	duties	(e.g.,	

housing	and	medication	support	which	often	take	priority)	even	if	they	did	feel	skilled	

were	also	raised.	

“The	most	enjoyable	part	of	my	work	and	what	I	feel	is	most	valuable	to	my	

service-users…but	I	am	aware	that	I	have	very	little	training	and	therefore	feel	

rather	incompetent”	(Participant	3,	subtheme:	part	of	duties/role);	

“Having	basic	knowledge	in	CBT	but	finding	it	hard	to	fit	this	work	into	my	role.	I	

cannot	give	service-users	the	time	needed	to	effectively	plan	and	implement	

psychologically	based	interventions”	(Participant	23,	subtheme:	hard	to	fit	into	

role).	

Supervisors	acknowledged	that	a	lack	of	clarity	around	the	job	role	and	not	being	

able	to	see	service-users	regularly	exacerbated	RNs’	worries	about	not	working	effectively.	

“Not	being	clear	what	to	do…worries,	concerns,	anxiety	about	not	doing	the	job	

properly”	(Supervisor	1,	subtheme:	RNs’	wellbeing).	

However,	they	also	felt	that	“more	therapeutically	oriented	trainings	can	only	be	seen	as	

relevant	if	RNs	have	the	time	to	see	clients	regularly”	(Supervisor	4,	subtheme:	

limitations).	
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On	a	more	positive	note,	group	discussions	and	peer	support	in	clinical	supervision	

were	highlighted	as	being	particularly	valued	by	RNs	in	being	able	to	reflect	on,	and	

discuss,	cases	and	finding	new	ways	of	working	when	feeling	stuck.		

“Understanding	different	points	of	view	and	discovering	new	ways	of	working	with	

people”	(Participant	16,	subtheme:	group	discussions);	

“I	enjoy	supporting	others	–	also	feel	a	sense	of	belonging	and	sharing.	Peers	in	

group	also	fantastic	so	good	contributions	and	helpful	all	round”	(Participant	18,	

subtheme:	group	discussions).		

However,	RNs	also	highlighted	inconsistencies	in	supervision	as	also	being	major	

limitations	in	understanding	how	to	use	this	space	appropriately	and	effectively.	

	“Not	know	where	to	talk	about	which	issues	e.g.	management	supervision	–	I	do	

not	have	and	will	continue	to	try	and	‘pester’	for	this	–	which	issues	speak	about	

here	and	in	clinical	supervision?”	(Participant	11,	subtheme:	limitations).	

“I	haven’t	yet	had	regular	supervision…I	would	like	more	consistent	clinical	

supervision”	(Participant	21,	subtheme:	limitations).	

Post-Training.	After	receiving	training,	RNs	reported	feeling	more	confident	and	

competent	in	working	psychologically.	Although	some	barriers	still	existed,	they	were	

optimistic	about	trying	to	incorporate	this	work	into	their	roles.	

“More	confident	in	using	the	tools	however	I	don’t	feel	that	our	job	role	and	

caseload	etc.	will	allow	us	to	deliver	this	work”	(Participant	10,	subtheme:	

feedback).	

“I	feel	more	confident.	I	feel	that	I	had	pieces	of	knowledge	but	the	training	will	

help	me	to	put	them	together.	I	think	this	will	help	me	to	use	them	more	

coherently.	Time	will	be	a	huge	barrier	to	providing	these	interventions	as	I	am	

lucky	to	see	people	2/3	weekly”	(Participant	23,	subtheme:	feedback).	

In	addition	to	practical	recommendations	for	improving	the	CPS	training	day	such	

as	increased	room	space,	some	suggestions	around	timing	and	content	were	made.	

“I	feel	it	could	have	been	longer,	I	would	have	really	appreciated	more	time	looking	

and	practicing	exposure	and	behavioural	activation”	(Participant	26,	subtheme:	

recommendations).	
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Overall,	however,	RNs	reported	a	high	level	of	satisfaction	with	the	training	they	received,	

both	in	terms	of	developing	theoretical	knowledge	and	gaining	practical	skills;	it	was	felt	

that	all	RNs	might	benefit	from	the	CPS	training,	though	there	was	a	sense	that	this	would	

have	been	more	useful	earlier	on	in	RNs’	careers.	

“I	was	very	satisfied	with	the	course.	It	will	be	really	useful	and	could	be	part	of	

mandatory	training.”	(Participant	15,	subtheme:	recommendations)	

	“I	am	already	working	as	a	RN	since	Oct	2014	so	I	believe	this	training	came	very	

later.	This	should	have	delivered	within	6	months	start	of	the	role”	(Participant	

19,	subtheme:	recommendations).	

Follow-Up.	At	follow-up,	RNs	reported	continuing	to	feel	confident	and	

competent	in	delivering	brief	interventions	as	part	of	their	role.		

“I	feel	confident	and	competent…for	some	of	the	more	common	diagnoses.	I	

would	be	interested	in	gaining	more	skills	in	psychological	interventions	

applicable	to	psychosis”	(Participant	13,	subtheme:	developing	knowledge).	

However,	there	remained	some	challenges	with	regards	to	the	availability	and	

consistency	of	supervision	to	support	their	learning,		

“Unfortunately	I	have	not	got	a	recent	supervision	session	to	draw	upon”	

(Participant	9,	subtheme:	limitations)	

suggesting	that	although	practical	resources	derived	from	training	were	appreciated,	RNs	

were	still	perhaps	not	as	confident	as	they	would	have	hoped.	

“Very	good,	practical	skills	and	worksheets	that	we	can	have,	highlighted	what	the	

nature	of	the	work	should	look	like,	in	an	ideal	world”	(Participant	14,	subtheme:	

developing	knowledge).	

When	supervision	did	take	place	however,	both	supervisors	and	RNs	described	

clear	benefits	of	using	group	discussions	when	thinking	about	relational	aspects	of	

working	with	service-users	and	checking	out	formulation	and	intervention	plans.	

“Sharing	of	difficult	experience	with	a	service-user	with	a	view	to	gain	support	and	

understanding	from	the	group	and	to	reflect	on	relationship	dynamics”	

(Supervisor	1,	subtheme:	group	discussion).	
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“Having	your	opinion	validated	and	supported”	(Participant	14,	subtheme:	own	

wellbeing).	

Supervisors	also	described	a	shift	in	the	types	of	questions	asked	by	RNs.	For	

example,	they	noticed	RNs	asking	more	about	how	they	could	complete	preparatory	work	

and	build	engagement	before	referring	to	CPI.	

“RNs	ask	for	individual	therapy	to	be	offered,	following	on	from	brief	formulation	

which	they	have	carried	out.	Or	when	service-users	need	to	explore	historical	life	

events,	better	understand	interpersonal	difficulties	and	work	through	complex	

grief”	(Supervisor	1,	subtheme:	part	of	duties/role);	

“RNs	ask	how	they	can	get	service-users	to	a	place	where	they	can	engage	in	

psychological	work”	(Supervisor	2,	subtheme:	therapeutic	engagement).	

RNs	also	described	feeling	more	knowledgeable	about	when	it	is	appropriate	to	

offer	service-users	psychological	interventions,	and	supervisors	identified	new	learning	

needs	in	line	with	these	developments.	

“Whether	someone	is	suitable	for	our	service	or	not…best	approach	to	take	with	

someone	I’m	working	with”	(Participant	12,	subtheme:	part	of	duties/role);	

	“To	recognise	when	a	team	formulation	might	be	helpful	in	understanding	service-

users	that	team	feel	stuck	with,	and	sharing	idea	of	how	to	work	with	them”	

(Supervisor	2,	subtheme:	managing	caseload).		

Finally,	some	suggestions	of	additional	training	content	were	made	at	follow-up.	

“We	could	do	more	on	working	reflectively	and	understanding	how	we	bring	

ourselves	into	the	working	relationship	as	practitioners.	This	could	be	theory-

based	but	backed	up	with	interesting	case	studies”	(Participant	26,	subtheme:	

recommendations).	
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Quantitative	

As	illustrated	in	Figures	1	and	2,	the	total	and	subscale	scores	for	perceived	

competence	and	confidence	ranged	between	60-80%	(higher	percentage	indicates	greater	

competence/confidence)	at	pre-training,	80-90%	at	post	training,	and	70-90%	at	follow-

up.	Descriptive	and	statistical	data	are	presented	in	Table	3	for	the	pre/post	analysis	

(n=30)	and	Table	4	for	the	pre/post/follow-up	analysis	(n=6).	

	
Figure	1:	Confidence	and	competence	across	all	sub-scales	at	pre-training,	post-training	(n=30).	

	
Figure	2:	Confidence	and	competence	across	all	sub-scales	at	pre-training,	post-training	and	
follow-up	(n=6).	

Paired-samples	t-tests	showed	a	significant	difference	between	total	pre-	and	post-

training	scores	for	both	competence	and	confidence,	indicating	an	improvement	in	both	
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measures	(Table	3).	Analyses	carried	out	for	each	sub-set	revealed	a	pattern	of	results	

consistent	with	the	total	scores.	

	

Table	3:	Descriptive	statistics	(n=30)	
	 																				Pre-Training	 																								Post-Training	 t-value*	

	 Mean	 SD	 Mean	 SD	 	

Competence**	 	 	 	 	 	

Total	Score	 111.9	 16.1	 132.5	 14.2	 -8.2	

			Core	Skills	 			60.2	 			8.9	 			67.5	 			7.5	 -5.2	
			Anxiety	 			19.8	 			3.7	 			24.8	 			3.5	 -9.0	
			Depression	 			19.5	 			4.0	 			24.0	 			3.6	 -6.6	
			Mindfulness	
	

			13.0	 			3.5	 			16.3	 			3.0	 -7.0	

Confidence**	 	 	 	 	 	

Total	Score	 107.5	 23.6	 132.3	 13.0	 -6.0	

			Core	Skills	 			59.5	 			9.9	 			67.0	 			7.2	 -4.6	
			Anxiety	 			20.1	 			3.6	 			24.8	 			3.3	 -7.6	
			Depression	 			19.7	 			3.9	 			24.1	 			3.5	 -6.0	
			Mindfulness	 			12.7	 			3.3	 			16.5	 			2.5	 -7.6	

*All	significant	at	p<.001	
**Maximum	scores:	Total=	160,	Core	Skills=	80;	Anxiety=	30;	Depression=	30;	Mindfulness=	20	

A	repeated-measures	ANOVA	conducted	with	the	smaller	sample	of	six	

participants	who	provided	follow-up	scores	revealed	small	differences	between	time-

points	for	competence	and	confidence	which	approached	significance	(Table	4).	Analyses	

conducted	for	each	sub-scales	revealed	a	pattern	of	scores	consistent	with	the	total	

scores,	though	interestingly	only	the	‘core	skills’	sub-scale	approached	significance	in	the	

competence	measure	and	only	the	‘anxiety’	sub-scale	approached	significance	in	the	

confidence	measure.	

Table	4:	Descriptive	statistics	(n=6)	
	 Pre-Training	 Post-Training	 Follow-Up	 F-

value	

p-value	

	 Mean	 			SD	 Mean	 			SD	 Mean	 			SD	 	 	

Competence**	 	 	 	 	 	 	 	 	

Total	Score	 115.5	 19.6	 136.0	 8.6	 128.5	 17.3	 4.1	 .08	

			Core	Skills	 			60.8	 			7.4	 			69.3	 			2.6	 			65.8	 			9.3	 4.8	 .06	
			Anxiety	 			21.3	 			3.2	 			25.8	 			1.7	 			24.5	 			3.7	 3.7	 .11	
			Depression	 			21.5	 			4.7	 			25.0	 			2.2	 			22.0	 			3.8	 2.2	 .21	
			Mindfulness	
	

			16.0	 			4.0	 			16.0	 			4.0	 			18.7	 			2.3	 1.0	 .43	

Confidence**	 	 	 	 	 	 	 	 	

Total	Score	 117.0	 21.6	 137.5	 11.8	 121.6	 21.7	 5.0	 .05	

			Core	Skills	 			61.0	 			10.2	 			68.3	 			4.5	 			61.3	 			13.7	 1.7	 .28	
			Anxiety	 			22.8	 			4.1	 			27.0	 			2.4	 			23.0	 			5.0	 4.9	 .06	
			Depression	 			21.8	 			5.7	 			26.0	 			2.4	 			21.8	 			4.9	 2.6	 .17	
			Mindfulness	 			15.3	 			4.2	 			16.3	 			4.0	 			18	 			2.6	 0.8	 .47	

**Maximum	scores:	Total=	160,	Core	Skills=	80;	Anxiety=	30;	Depression=	30;	Mindfulness=	20	
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Finally,	a	Pearson	product	moment	correlation	revealed	a	non-significant	

relationship	between	the	amount	of	time	RNs	had	been	in	their	role	and	their	perceived	

competence	at	pre-training	(r=0.12,	p=0.56)	and	post-training	(r=0.19,	p=0.35).	Similarly,	

the	relationship	between	time	in	current	role	and	perceived	confidence	was	non-

significant	at	both	pre-training	(r=-0.08,	p=0.70)	and	post-training	(r=0.23,	p=0.24).	These	

results	indicate	that	training	did	not	benefit	new	starters	any	more	than	long-standing	

staff.	

Discussion	

The	present	study	aimed	to	establish	whether	the	tailored	CPS	training	programme	

was	effective	in	improving	RNs’	perceived	confidence	and	competence	in	using	core	

psychological	skills.	In	line	with	previous	research	into	training	provision	for	unqualified	

mental	health	staff,	it	was	expected	that	the	CPS	training	would	lead	to	improvements	in	

RNs’	perceived	competence	and	confidence	in	working	psychologically	with	service-users,	

and	delivering	brief	psychological	interventions	for	common	mental	health	problems	such	

as	anxiety	and	depression.	The	results	provide	initial	support	for	this	hypothesis.	

Themes	from	the	qualitative	data	highlighted	an	overlap	between	supervisors’	

understanding	and	RNs’	own	reports	of	commonly	occurring	issues	that	they	take	to	

supervision.	Thus,	the	CPS	training	developed	by	the	service	can	be	confirmed	as	being	

relevant	to	the	training	needs	of	RNs.	RNs’	feedback	from	the	training	day	was	

overwhelmingly	positive,	with	many	participants	sharing	their	satisfaction	both	in	terms	

of	content	and	delivery.	The	statistically	significant	improvement	observed	in	RNs’	ratings	

of	both	competence	and	confidence	at	post-training,	and	non-significant	correlation	

between	RNs’	scores	and	previous	experience	support	the	qualitative	themes.	They	

further	demonstrate	good	evidence	that	the	CPS	training	was	an	acceptable	and	effective	

way	of	providing	support	to	all	RNs,	regardless	of	when	they	joined	the	team.		

It	is	possible,	however,	that	although	RNs	may	have	felt	more	knowledgeable	

about	psychological	approaches	immediately	after	the	training,	they	were	unable	to	

sustain	this	in	the	long-term	due	to	insufficient	opportunity	to	practice	these	skills.	This	is	

evident	in	the	follow-up	data,	for	example,	which	revealed	non-significant	improvements	

in	the	scores	between	pre-training	and	follow-up,	and	highlighted	practical	issues	e.g.,	not	
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having	enough	time	to	spend	with	service-users,	needing	to	prioritise	other	aspects	of	

care	including	housing	and	medication,	and	in	some	cases	not	having	consistent	

supervision	to	support	their	work.	

These	ideas	are	in	line	with	the	CQC	Report	(2016)	which	found	that	since	the	RN	

role	was	introduced,	there	had	been	a	rapid	turnover	of	30%,	and	difficulties	with	

recruitment	had	resulted	in	fewer	staff	holding	increasing	caseloads.	In	light	of	increases	

in	subsequent	staff	stress	and	burnout,	the	finding	that	improvements	in	competence	and	

confidence	were	not	sustained	at	follow-up	is	unfortunately	unsurprising.	That	most	RNs	

had	been	in	their	role	for	at	least	six	months	at	the	time	of	the	CPS	training	and	still	found	

it	beneficial,	however,	adds	to	existing	evidence	that	the	provision	of	ongoing	continued	

professional	development	(CPD)	can	safeguard	against	burnout	in	mental	health	staff	

(Ewers,	Bradshaw,	McGovern,	&	Ewers,	2002).		

Though	the	aim	of	this	project	was	not	to	evaluate	supervision	practices	per	se,	

the	value	of	group	supervision	for	RNs	appeared	significant.	It	is	unfortunate	that,	as	seen	

in	the	current	study,	many	mental	health	staff	do	not	receive	adequate	supervision,	as	this	

can	be	a	hugely	valuable	space	to	acquire	new	knowledge	and	skills	in	the	absence	of	

formal	training	as	well	as	discuss	organisational	pressures	and	receive	personal	support	to	

minimise	risk	of	burnout.	This	is	particularly	important	in	light	of	previous	findings	that	

the	provision	of	training	for	unqualified	staff	alongside	regular	supervision	from	senior,	

qualified	staff	leads	to	improvements	in	attitudes,	motivation	and	confidence	when	

working	in	community	and	in-patient	mental	health	services	(McKenzie	et	al.,	2005;	

Redhead	et	al.,	2011).	

The	results	of	the	current	study	indicate	that	the	delivery	of	CPS	training	alongside	

monthly	clinical	supervision	is	a	helpful	way	of	supporting	RNs	as	they	progress	in	their	

careers.	Findings	that	directive	rather	than	unstructured	forms	of	supervision	are	

generally	preferred	by	inexperienced	mental	health	staff	(Spence,	Wilson,	Kavanagh,	

Strong,	&	Worrall,	2001),	and	that	only	specific	rather	than	general	prior	clinical	

experience	facilitates	cognitive	therapy	skill	acquisition	after	attending	an	advanced	

training	course	(James,	Blackburn,	Milne,	&	Reichfelt,	2001)	must	however	be	taken	into	

account	to	inform	how,	and	for	whom,	CPS	training	will	be	most	beneficial	in	future.	
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Recommendations	and	Implications	for	Service9	

The	project	highlighted	a	key	issue	in	terms	of	needing	clearer	communication	

between	senior	staff	and	RNs.	This	will	be	necessary	in	establishing	a	clear	understanding	

of	exactly	what	is	expected	from	RNs	in	their	job	role,	and	how	duties	such	as	delivering	

brief	psychological	interventions	fit	in	with	other	responsibilities	such	as	medication	

reviews	when	dealing	with	high	caseloads.		

Further,	given	that	many	RNs	reported	experiencing	confusion	and	inconsistency	

around	management	and	clinical	supervision,	the	service	may	benefit	from	reviewing	

their	current	system	of	supervision	delivery.	Clearer	messages	about	what	to	bring	and	

expect	from	each	supervision	session	are	needed,	as	well	as	how	RNs	might	use	

supervision	as	a	space	to	build	on	the	knowledge	and	skills	learned	during	training.	

In	order	to	maximise	the	benefit	of	the	CPS	training	programme,	the	service	may	

benefit	from	running	a	focus	group	directly	with	RNs	to	understand	their	needs	more	

explicitly.	Further	benefits	may	come	from	splitting	the	training	over	two	or	more	days	so	

that	the	content	is	cohesive	in	terms	of	theory-practice	links,	and	providing	RNs	with	a	

summary	of	what	to	expect	ahead	of	time	so	they	are	able	to	prepare	and	digest	the	

information	more	easily	on	the	day.		

Finally,	using	a	formalised	model	of	training	evaluation,	e.g.,	assessing	“reaction”	

(participants’	opinions	of	the	training),	“learning”	(pre-post	comparison	of	learning	

outcomes),	“behaviour”	(implementing	the	training	within	the	job),	and	“results”	(impact	

of	training	on	service-delivery;	Kirkpatrick,	1979,	cited	in	Beech	&	Leather,	2006),	may	

allow	for	more	conclusive	evidence	of	effectiveness	in	future.	This	will	be	important	for	

the	service	to	consider	in	terms	of	continuing	their	commitment	to	ongoing	service	

evaluation.	

Limitations	

Although	a	key	strength	of	this	study	lies	in	the	bottom-up	development	of	the	CPS	

training	programme,	there	is	a	lack	of	external	validity	that	might	have	come	from	using	a	

standardised	training	programme	with	specific	theoretical	underpinnings.	While	the	CPS	

																																																								
9
	A	brief	summary	of	the	service’s	response	to	the	recommendations	is	available	in	Appendix	L.	
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training	did	draw	upon	cognitive-behavioural	theories	for	some	aspects	of	the	training,	

e.g.,	‘graded	exposure’,	the	theoretical	basis	for	other	elements	such	as	‘managing	

boundaries’	was	less	clear,	meaning	the	overall	programme	lacked	some	consistency	and	

coherence.		

Additionally,	the	use	of	a	novel	measure	to	evaluate	a	tailored	training	programme	

makes	it	is	difficult	to	interpret	the	finding	that	RNs’	competence	and	confidence	scores	

were	consistently	over	60%	at	pre-training,	in	terms	of	whether	60%	is	a	poor,	average	or	

good	base	score.	It	is	further	possible	that	the	wording	of	the	questionnaire	reflected	the	

core	values	and	personal	qualities	that	RNs	brought	to	the	role	rather	than	the	specific	

skills	and	competencies	that	it	had	aimed	to	capture.			

Aside	from	the	risk	of	response	bias	which	was	greater	due	to	the	CPS	training	

facilitators	also	participating	in	a	clinical	supervisor	capacity,	reliance	on	participants’	self-

reports	meant	the	RN	follow-up	response	rate	was	much	lower	than	anticipated.	The	

resultant	small	sample	size	meant	that	the	follow-up	analysis	was	significantly	

underpowered.	These	factors,	in	addition	to	the	lack	of	a	control	condition,	mean	it	is	not	

possible	to	conclude	whether	the	CPS	training	was	in	itself	responsible	for	any	changes	

observed	in	RNs’	perceived	competence	and	confidence.		

A	final	limitation	to	be	addressed	is	the	lack	of	service-user	feedback.	So	although	

RNs	may	report	increased	competence	and	confidence,	the	real-life	impact	of	CPS	training	

on	patient	outcomes	and	service	improvement	remains	speculative	for	now.	
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Psychometric	Evaluation	and	Application	of	the	Connor-Davidson	Resilience	

Scale	in	Older	People	in	the	UK	

It	is	often	questioned	in	mental	health	services	why	some	individuals	seem	to	

struggle	and	feel	unable	to	cope	with	daily	stressors,	adverse	life	events	and	traumatic	

experiences,	while	others	appear	to	‘sail	through	life’	seemingly	unaffected	by	the	same	

events	(Masten,	2001,	cited	in	Hartley,	2012).	Traditionally,	researchers	have	attempted	

to	understand	this	and	address	the	question	by	looking	at	risk	factors	and	vulnerabilities	

that	may	prevent	people	from	performing	as	they	might	otherwise	be	expected	to	

(Windle,	Bennett,	&	Noyes,	2011).		

More	recently	there	has	been	a	shift	towards	understanding	what	strengths	

individuals	have	and	what	enables	people	to	cope	or	‘bounce	back’	when	things	go	wrong	

(Luthar,	Cicchetti,	&	Becker,	2000).	As	such,	resilience	is	no	longer	marked	by	the	absence	

of	psychopathology,	but	is	starting	to	be	recognised	as	an	ability	to	view	challenges	as	

opportunities	and	thrive	in	the	face	of	adversity.	This	might	vary	in	distinct	aspects	of	an	

individual’s	life	(e.g.,	education,	employment,	relationships,	delinquency,	

psychopathology)	and	at	different	time	points.	Indeed,	a	person	may	be	considered	

resilient	if	they	are	able	to	maintain	relationships	and	a	career	even	if	they	simultaneously	

experience	and	seek	support	for	mental	health	problems.	

Metatheory	of	Resilience	and	Resiliency	

Richardson’s	(2002)	‘Metatheory	of	Resilience	and	Resiliency’	highlights	the	

paradigm	shift	away	from	viewing	individuals	who	show	signs	of	psychological	distress	as	

lacking	resilience.	It	instead	describes	how	resilience	can	be	nurtured	in	order	to	help	

people	grow	through	adversity.	The	theory	describes	three	waves	of	inquiry.	

The	first	identifies	resilient	qualities	and	characteristics	that	distinguish	between	

those	who	thrive	and	those	who	deteriorate	in	the	face	of	adversity,	for	example	

adaptability,	good	self-esteem,	self-mastery	and	a	warm,	close	relationship	with	an	adult	

(Rutter,	1985).	The	second	wave	describes	different	processes	that	occur	when	faced	with	

changes	or	‘disruptions’	in	life.	While	some	individuals	may	stick	to	their	comfort	zones	

(i.e.,	avoiding	disruptions)	or	recover	with	loss	(i.e.,	give	up	hope	or	motivation),	resilient	

reintegration	describes	the	process	of	acquiring	and	strengthening	protective	qualities	by	
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means	of	adapting	physically,	mentally	and	spiritually	to	any	disruptions	or	stressors.	The	

final	wave	describes	‘resilience	theory’:		

“the	motivational	force	within	everyone	that	drives	them	to	pursue	wisdom,	self-

actualisation	and	altruism,	and	to	be	in	harmony	with	a	spiritual	source	of	

strength”	(Richardson,	2002,	p.	309).	

To	date,	the	majority	of	resilience	literature	has	centred	around	children	and	

adolescents	in	an	effort	to	enhance	our	understanding	of	how	resilience	develops	as	a	

personal	quality	and	what	external	factors	might	influence	it,	e.g.,	family	environment	

and	negative	life	events	(Luthar	et	al.,	2000;	Windle	et	al.,	2011).	In	contrast,	the	older	

adult	population	has	been	considerably	less	studied.	

Resilience	and	Older	People	

The	metatheory	posits	that	“stressors	and	changes	provide	growth	and	increased	

resilient	qualities	and	protective	factors”	(Richardson,	2002,	p.	319).	Older	people,	by	

definition,	are	more	likely	to	have	witnessed	and	experienced	a	range	of	disruptions	

throughout	their	lives,	for	example	living	through	austerity	during	and	after	the	war	or	

dealing	with	issues	such	as	childhood	sexual	abuse	which	were	considered	much	more	of	

a	taboo	subject	in	previous	years.	It	is	believed	that	because	of	these	experiences,	the	

older	generation	will	have	had	an	increased	opportunity	to	develop	and	demonstrate	a	

great	deal	of	resilience	(Resnick,	2014).	This	may	particularly	be	the	case	for	older	people	

in	the	UK	(OPUK),	whereby	many	individuals	will	likely	have	adopted	the	‘stiff	upper	lip’	

attitude	and	simply	‘got	on	with	it’	when	faced	with	life’s	challenges.	

Exploring	the	concept	of	resilience	in	OPUK,	particularly	those	who	have	

experienced	adversities	throughout	their	lifetime,	is	of	great	value	in	terms	of	learning	

how	individuals	adapt	well	to	change	and	manage	perceived	difficulties	effectively.	In	

doing	so,	clinicians	in	mental	health	services	may	be	in	a	better	position	to	help	service-

users	of	all	ages	-	and	indeed	members	of	the	wider	community	-	identify	their	strengths	

much	earlier	on	(Resnick,	2014)	and	develop	more	resilience-enhancing	interventions	

alongside	psychological	therapies	aimed	at	reducing	vulnerabilities	associated	with	

adjusting	to	later	life.	
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Measuring	Resilience	

A	complex,	multidimensional	construct	which	is	dependent	on	context,	age,	

gender	and	culture	(Connor	&	Davidson,	2003),	it	has	been	difficult	for	researchers	to	

agree	on	an	overarching	definition	of	‘resilience’	(Southwick,	Bonanno,	Masten,	Panter-

Brick,	&	Yehuda,	2014).	Many	would	argue	that	resilience	is	comprised	of	individual	

personality	traits	as	described	in	wave	one	of	the	metatheory,	while	others	have	

suggested	that	resilience	is	a	process	which	affects	how	individuals	might	respond	to	

stressors	(Vitelli,	2013),	as	in	wave	two.	Given	the	lack	of	consensus	regarding	the	

definition,	it	is	somewhat	unsurprising	that,	despite	the	development	of	at	least	15	

independent	measures	of	resilience	across	clinical	and	non-clinical	settings,	there	is	

uncertainty	about	whether	any	of	these	scales	are	actually	measuring	the	construct	of	

resilience	(Windle	et	al.,	2011).	

Connor-Davidson	Resilience	Scale.	One	measure	that	has	demonstrated	

particularly	good	psychometric	properties,	sensitivity	to	change	and	an	ability	to	

distinguish	higher	and	lower	scores	in	non-clinical	and	clinical	samples	respectively	(where	

higher	scores	indicate	greater	resilience)	is	the	CD-RISC	(Connor	&	Davidson,	2003).	This	

25-item	scale	yields	five	factors,	(i)	personal	competence,	high	standards	and	tenacity,	(ii)	

trust	in	one’s	own	instincts,	tolerance	of	negative	affect	and	strengthening	effects	of	

stress,	(iii)	positive	acceptance	of	change	and	secure	relationships,	(iv)	control,	and	(v)	

spiritual	influences.	These	all	reflect	personal	characteristics	of	resilience	and	the	ability	to	

cope	with	stress	(Windle	et	al.,	2011).	Though	developed	with	working	age	adults	in	the	

USA,	the	CD-RISC	has	been	tested	in	a	range	of	cultures	and	age	groups	including	young	

people,	adults	and	older	people	and	demonstrated	consistently	reliable	psychometric	

properties	(Table	1;	Davidson	&	Connor,	2015).		
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Table	1:	Studies	using	the	CD-RISC	

	 Location		 N		
Mean	

(SD)		

Psychometric	

Properties	

Adolescent	Samples	
(Singh	&	Yu,	2010)	 India	 256	 			-	 4	Factors	

Cronbach’s	a	=	.89	
	

(Jørgensen	&	Seedat,	2008)	 South	

Africa	

701	 64.8	

(18.9)	

2-3	Factors	

Cronbach’s	a	=	.93	
Younger	Adult	Samples	
(Liu,	Fairweather-Schmidt,	Burns,	&	

Roberts,	2015)	

Australia		 1892	 71.5	

(12.5)	

1	Factor	

Cronbach’s	a	=	.92	
	

(Petros,	Opacka-Juffry,	&	Huber,	

2013)	

England	 196	 69.4	

(15.8)	

No	Factor	Analysis	
Cronbach’s	a	>	.80	
	

(Connor	&	Davidson,	2003)	 USA		 577		 80.4	

(12.8)		

5	Factors	

Cronbach’s	a	=	.89	
	

Older	Adult	Samples	
(Lamond	et	al.,	2008)	 USA		 1,395		 75.7	

(13.0)		

4	Factors	

Cronbach’s	a	=	.92	
	

(Goins,	Gregg,	&	Fiske,	2013)	 USA		 160		 83.0	

(13.4)		

1	Factors	

Cronbach’s	a	=	.88	

The	CD-RISC	has	not	yet	been	formally	tested	in	OPUK.	However,	there	is	a	strong	

incentive	in	assessing	the	utility	of	the	scale	for	this	population	both	clinically	and	non-

clinically,	as	it	may	enable	better	identification	of	individuals	needing	more	intensive	

support	as	they	encounter	increased	stress	and	challenges	to	their	resilience	in	later	life.	

This	may	be	particularly	relevant	for	individuals	who	have	experienced	trauma	or	abuse	

throughout	their	lives,	as	the	Adverse	Childhood	Experiences	study	(Felitti	et	al.,	1998)	

demonstrated	a	clear	link	between	greater	numbers	of	adverse	life	events	and	increased	

likelihood	of	developing	physical	and	mental	health	difficulties	in	adulthood.	Given	that	

treating	ill	health	can	and	does	dominate	the	lives	of	many	OPUK,	the	use	of	resilience	

measures	like	the	CD-RISC	in	health	and	social	care	services	across	the	UK	may	encourage	

a	more	systemic	change	in	terms	of	tuning	into	and	fostering	resilience	from	much	earlier	

on,	as	well	as	managing	risk	factors.	

Aims	and	Objectives	

Therefore	the	current	study	aims	to	first	and	foremost	validate	the	psychometric	

properties	of	the	CD-RISC	for	OPUK	and	compare	the	normative	data	for	this	sample	

against	the	original	published	data	(Connor	&	Davidson,	2003)	and	older	adult	

populations	in	other	countries.		
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The	study	will	further	aim	to	establish	whether	norms	differ	between	OPUK	who	

do	and	do	not	experience	mental	health	problems	as	this	will	give	a	good	indication	of	

how	the	CD-RISC	can	be	applied	clinically	as	a	screening	tool	or	outcome	measure.	It	is	

hypothesised	that	there	will	be	greater	resilience,	as	demonstrated	by	the	CD-RISC,	in	a	

community	(general	population)	compared	to	a	clinical	(mental	health)	sample.	

Finally,	the	study	aims	to	explore	possible	links	between	the	frequency	of	adverse	

life	events	(e.g.,	trauma,	abuse)	and	subjective	wellbeing	in	order	to	develop	an	

understanding	of	resilience	across	the	lifespan.	It	is	hypothesised	that	a	lower	number	of	

adverse	experiences	and	greater	levels	of	physical	and	psychological	wellbeing	will	predict	

a	higher	level	of	resilience	in	OPUK.	

Operational	Definitions	

	 Resilience.	The	CD-RISC	was	developed	as	a	way	of	capturing	and	quantifying	the	

personal	characteristics	of	resilience.	For	the	purpose	of	the	current	study,	resilience	will	

be	conceptualised	as	an	individual’s	own	personal	qualities	and	capabilities	such	as	the	

ability	to	tolerate	distress	or	to	maintain	a	secure	attachment	relationship	(Rutter,	1985),	

rather	than	the	process	of	adapting	to	difficult	or	stressful	life	events.	This	definition,	

which	is	in	line	with	Connor	and	Davidson’s	(2003)	measure	of	resilience,	also	reflects	

Wave	1	of	Richardson’s	(2002)	metatheory.	

	 Psychological	Wellbeing.	Psychological	wellbeing	encompasses	hedonic	

wellbeing	(i.e.,	subjective	happiness)	and	eudemonic	wellbeing	(i.e.,	having	a	sense	of	

purpose	in	life;	Ryff,	Singer	&	Love,	2004).	These	two	concepts	are	not	mutually	exclusive;	

rather,	the	presence	or	absence	of	one	can	impact	on	the	other.	For	example,	individuals	

experiencing	mental	health	problems	may	describe	the	experience	of	being	unable	to	find	

meaning	in	everyday	activities	as	contributing	to	a	reduction	in	positive	emotion	and	

increase	in	emotional	distress.	In	the	current	study,	psychological	wellbeing	is	defined	by	

the	level	of	distress	caused	by	mental	health	problem(s)	alongside	the	presence	or	

absence	of	risk	to	self	or	others.		

	 Physical	Wellbeing.	Physical	wellbeing	is	considered	to	be	inclusive	of	general	

health	status	(i.e.,	absence	of	illness	or	injury)	as	well	as	broader	lifestyle	factors	such	as	

nutrition,	exercise,	sleep	and	an	ability	to	adequately	carry	out	daily	chores	and	activities.	
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Method	

Participants	and	Procedures	

Convenience	sampling	was	the	primary	mode	of	recruitment,	with	all	individuals	

aged	over	65years
10
	and	permanent	UK	residents	being	considered	eligible	to	participate.	

To	ensure	the	sample	was	as	representative	of	the	UK	population	as	possible,	only	two	

exclusion	criteria	were	applied:	a	confirmed	diagnosis	of	dementia	and	non-English	

speakers.	Informed	consent	was	gathered	prior	to	any	data	being	collected	and	debrief	

statements	were	provided	at	the	end	of	the	study	to	everyone	who	took	part.	Two	

approaches	to	recruitment	were	adopted,	in	order	to	obtain	both	community	and	clinical	

populations.	

Community	Sample.	Participants	were	primarily	recruited	online	through	social	

media	(e.g.,	Facebook,	Twitter),	research	participation	websites	(e.g.,	Call	for	Participants)	

and	local	advertising	(e.g.,	at	the	University	of	Bath).	A	snowballing	method	was	applied	

by	asking	individuals	to	share	details	of	the	study	as	widely	as	possible	following	

participation.	People	showing	interest	were	provided	with	a	link
11
	to	an	electronic	version	

of	the	questionnaire	stored	on	Bristol	Online	Surveys,	or	posted	hard	copies	of	the	

questionnaires	depending	on	their	preference.	For	a	small	group	of	participants	who	

preferred	to	complete	the	questionnaires	in	an	interview	style,	either	the	first	author	

(based	in	Bristol)	or	a	research	assistant	(based	in	Durham)	made	contact	to	arrange	a	

home	visit	for	this	purpose.	

Clinical	Sample.	Participants	in	the	clinical	group	were	recruited	through	three	

National	Health	Service	(NHS)	Trusts	in	Clevedon,	Stroud	and	Middlesbrough.	Clinicians	

(e.g.,	healthcare	assistants,	therapists,	social	workers)	in	these	services	were	asked	to	

distribute	information	sheets	and	consent	forms	(Appendices	N-O)	to	eligible	service-

users	on	their	caseloads.	Interested	service-users	were	then	either	provided	with	a	

questionnaire	pack	to	take	away	or	put	in	touch	with	the	first	author	to	arrange	a	home	

visit	if	the	participant’s	preference	was	to	complete	the	questionnaires	in	an	interview	

style.	

																																																								
10
	65	was	used	as	an	arbitrary	cut-off	as	this	is	the	average	age	of	retirement	in	the	UK.	

11
	This	link	remained	open	between	October	2016	and	May	2017.	
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Response	Rates.	

Community	Sample.	Overall,	1,132	people	viewed	the	study	online	and	205	

began,	but	did	not	complete,	the	questionnaires.	Of	the	160	participants	who	did	

complete	them,	three	did	not	click	‘finish’	to	submit	their	responses,	four	were	excluded	

on	the	basis	of	their	age	(24-28	years	old)	and	two	were	excluded	on	the	basis	of	

significant	missing	data.	The	final	sample	was	therefore	151.		

Due	to	issues	of	confidentiality	it	was	not	possible	to	access	demographic	

information	for	non-completers.	It	is	therefore	unclear	how	many	of	the	people	viewing	

the	study	met	the	inclusion	criteria	and	would	have	been	eligible	to	participate.	Based	on	

the	available	figures,	a	conservative	estimate	of	13.3%	was	calculated	as	the	community	

sample	response	rate.	

Clinical	Sample.	In	total,	43	questionnaires	were	distributed	to	service-users	in	

three	NHS	Trusts	and	20	returned.	Again,	due	to	issues	around	confidentiality,	

demographic	information	of	non-responders	was	not	available,	resulting	in	an	estimated	

response	rate	of	46.5%	for	the	clinical	sample.	

The	total	sample	was	therefore	151	from	the	community	plus	20	from	the	clinical	

sample;	thus,	171	in	total.	

Measures	

The	following	measures	were	used	alongside	the	CD-RISC.	

Demographics	and	Life	Experiences.	The	demographic	questionnaire	

(Appendix	P)	included	the	following	information:	age,	gender,	ethnicity,	marital	status,	

employment	status,	time	spent	in	the	armed	forces,	adverse	life	events	and	self-reported	

mental	health	problems.	

Psychological	Wellbeing.	The	Clinical	Outcomes	in	Routine	Evaluation	(CORE-

OM;	Evans	et	al.,	2000;	Appendix	Q)	is	a	34-item	self-report	questionnaire	encompassing	

four	subscales	(wellbeing,	functioning,	symptoms,	and	risk).	The	CORE-OM	has	

demonstrated	good	reliability	(Cronbach’s	 a=.83-.90)	when	used	with	OPUK	(Barkham,	

Culverwell,	Spindler,	&	Twigg,	2005);	for	the	current	sample	Chronbach’s	a=.94.	A	clinical	
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score	for	the	CORE-OM	is	provided	by	taking	a	mean	of	the	total	score	and	multiplying	by	

10.	Scores	range	from	0-4;	a	lower	score	indicates	higher	levels	of	global	wellbeing.	

Physical	Wellbeing.	The	Short	Form	Health	Survey	(SF-36;	Ware	&	Sherbourne,	

1992;	Appendix	R)	is	a	36-item	self-report	questionnaire	encompassing	eight	subscales	

measuring	different	aspects	of	overall	quality	of	life,	five	of	which	measure	aspects	of	

physical	wellbeing.	It	has	demonstrated	good	acceptability	(Hayes,	Morris,	Wolfe,	&	

Morgan,	1995)	and	reliability	(Cronbach’s	 a=.82-.94)	with	OPUK	(Lyons,	Perry,	&	

Littlepage,	1994);	for	the	current	sample	Chronbach’s	a=.96.	Five	subscales	(physical	

functioning	(Chronbach’s	a=.93),	role	limitations	due	to	physical	health	(Chronbach’s	

a=.91),	energy/fatigue	(Chronbach’s	a=.85),	pain	(Chronbach’s	a=.87)	and	general	health	

(Chronbach’s	a=.82))	were	used	in	the	current	study.	Subscale	scores	are	calculated	by	

taking	a	mean	of	the	subscale	items.	Scores	range	from	0-100;	higher	scores	indicate	

lower	levels	of	disability.		

Ethical	Considerations	

Ethical	approval	was	granted	by	the	NHS	Health	Research	Authority	(ref.	

16/EM/0434),	local	NHS	Research	and	Development	departments,	and	the	University	of	

Bath	Psychology	Research	Ethics	Committee	(ref.	16-144;	Appendix	T).	

Statistical	Analysis	

Frequencies	and	descriptive	statistics	were	initially	screened	for	missing	values	

before	demographic	information	was	assessed	for	normality	and	compared	against	the	

UK	population,	as	measured	in	the	2011	Census	(www.ons.gov.uk/census/2011census;	

Appendix	U).		

Initial	inspection	of	the	data	(Table	2)	revealed	that	60.2%	of	the	sample	reported	

experiencing	at	least	one	mental	health	problem	at	some	stage	in	their	lives.	Considerably	

fewer	participants	(34.2%)	had	accessed	support	for	this.	Based	on	this	information,	the	

clinical	group	was	split	and	re-defined	to	reflect	participants	who	reported	currently	and	

previously	experiencing	a	mental	health	problem	(from	now	referred	to	as	“CMH”	and	

“PMH”	respectively).	People	who	had	never	experienced	mental	health	problem	formed	a	

non-clinical	community	group	(from	now	referred	to	as	“NMH”).	A	one-way	Analysis	of	



						

	 87	

Variance	(ANOVA),	and	post-hoc	pairwise	comparisons	using	t-tests	were	conducted	with	

these	groups	to	explore	differences	in	total	resilience	scores.		

Table	2:	Groupings	
	 Experience	of	Mental	Health	Problems	

Totals	
Current	

(CMH)	

Previous	

(PMH)	

None	

(NMH)	

Contact	

with	Mental	

Health	

Services	

Current	
	

17	 4	 —	 21	(21.3%)	

Previous	
	

6	 13	 3	 22	(12.9%)	

None	 15	 48	 65	 128	(74.9%)	
	

Totals	 38	(22.2%)	 65	(38.0%)	 68	(39.8%)	 171	

A	Principal	Components	Analysis	(PCA)	with	a	varimax	rotation	was	used	to	

explore	the	factor	structure	of	the	CD-RISC	in	the	overall	sample	(n=171).	Two	PCAs	were	

conducted;	the	first	extracted	all	factors	with	Eigenvalues	>	1	while	the	second	extracted	

a	fixed	number	of	five	factors	to	provide	a	comparison	against	Connor	and	Davidson’s	

original	factor	structure	(2003).	Internal	consistency	of	the	CD-RISC	was	calculated	using	

Cronbach’s	a	for	the	measure	as	a	whole	and	for	each	identified	subscale.	

Finally,	a	multiple	linear	regression	was	used	to	assess	how	well	the	number	of	

adverse	life	events,	and	physical	and	psychological	wellbeing	(as	measured	by	the	five	SF-

36	subscales	and	the	CORE-OM	respectively)	predicted	scores	on	the	CD-RISC.		

Sample	Size	and	Power	Analysis.	There	is	a	lack	of	clarity	regarding	adequate	

sample	sizes	in	psychometric	validation	studies,	with	recommendations	ranging	from	2-20	

participants	per	item	(Anthoine,	Moret,	Regnault,	Sébille,	&	Hardouin,	2014).	Taking	

economic	and	feasibility	considerations	into	account,	a	decision	was	made	to	recruit	on	

the	basis	of	a	minimum	of	five	participants	per	item	of	the	CD-RISC,	i.e.	a	total	sample	size	

of	125.		

With	regards	to	hypothesis	testing,	a	priori	power	calculations	conducted	via	

G*Power	indicated	a	minimum	sample	of	159	participants	to	achieve	a	power	of	0.8	

(based	on	a	medium	effect	size	of	0.25,	a	of	0.05)	when	conducting	one-way	ANOVAs	for	

group	comparisons.	A	priori	calculations	for	conducting	regression	analyses	estimated	a	

minimum	of	153	participants	to	achieve	a	power	of	0.8	(based	on	a	medium	effect	size	of	

0.15,	a	of	0.05	and	seven	predictors)	to	reliably	explore	predictors	of	resilience.	
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Results	

Sample	Characteristics	

	 The	overall	sample	in	this	study	(Table	3)	consisted	of	171	participants	(48	men,	

123	women)	aged	65-97years	(mean=72.4years,	SD=6.4)	and	from	a	predominantly	white	

British	background	(86.5%).	The	mean	age	of	school	leavers	was	16.1years	(SD	1.4);	the	

highest	qualification	achieved	by	six	participants	was	a	PhD	while	50	participants	(29%)	

did	not	have	any	qualifications.	The	majority	of	the	sample	(86%)	were	retired,	11%	were	

either	employed	or	self-employed	and	the	remaining	2%	described	being	“retired	but	in	

casual	employment”.	

	 CMH	participants	reported	experiencing	an	average	of	two	types	of	mental	health	

problems	and	had	a	modal	number	of	four	adverse	life	events.	The	majority	of	

participants	in	the	PMH	group	(70.8%)	reported	experiencing	one	mental	health	problem	

and	between	one	and	three	adverse	life	events.	The	NMH	group	reported	a	modal	

number	of	one	adverse	life	experience.		

The	most	commonly	reported	mental	health	problem	was	anxiety	(n=77)	followed	

by	depression	(n=63).	The	most	common	adverse	life	experiences	across	all	three	groups	

were	bereavement	(n=123)	and	personal	injury	or	illness	(n=68).	A	Pearson	product	

moment	correlation	conducted	on	the	whole	sample	revealed	that	mean	scores	for	the	

CORE-OM	and	SF-36	subscales	were	all	significantly	correlated	with	scores	on	the	CD-RISC	

(Table	4).	
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Table	3:	Demographics	
	 	 Whole	

Sample	

CMH	

	

PMH	

	

NMH	

	

Age	 	 65-97	

(M=72.4,	

SD=6.4)	

65-89	

(M=73.1,	

SD=5.4)	

65-97	

(M=73.3,	

SD=7.4)	

65-88	

(M=70.4,	

SD=5.5)	
	

Total	N	 	 171	 38	 65	 68	
	 	 %	(N)	 %	(N)	 %	(N)	 %	(N)	

Gender	 Men	 28.1	(48)	 13.2	(5)	 21	(32.3)	 32.4	(22)	

Women	
	

71.9	(123)	 86.8	(33)	 67.7	(44)	 67.6	(46)	

Ethnicity	 White	British	 86.5	(148)	 94.7	(36)	 81.5	(53)	 86.8	(59)	

White	Irish	 1.8	(3)	 2.6	(1)	 3.1	(2)	 -	

White	Other	 1.8	(3)	 -	 4.6	(3)	 -	

Indian	
	

2.3	(4)	 -	 1.5	(1)	 4.4	(3)	

Education	 No	qualifications	 29.2	(50)	 36.8	(14)	 12.3	(8)	 41.2	(28)	

GCSE/equivalent	 19.3	(33)	 23.7	(9)	 18.5	(12)	 17.6	(12)	

A	Level/equivalent	 12.3	(21)	 15.8	(6)	 16.9	(11)	 5.9	(4)	

Degree	 17.5	(30)	 7.9	(3)	 24.6	(16)	 16.2	(11)	

Postgraduate	 7.0	(12)	 2.6	(1)	 10.8	(7)	 5.9	(4)	

PhD	 3.5	(6)	 2.6	(1)	 3.1	(2)	 4.4	(3)	

Professional	
	

10.5	(18)	 10.4	(4)	 12.3	(8)	 8.8	(6)	

Marital	Status	 Single	 2.9	(5)	 2.6	(1)	 1.5	(1)	 4.4	(3)	

Married/Civil	Partnership	 64.3	(110)	 52.6	(20)	 70.8	(46)	 64.7	(44)	

Separated/Divorced	 11.7	(20)	 15.8	(6)	 12.3	(8)	 8.8	(6)	

Widowed	
	

21.1	(36)	 28.9	(11)	 15.4	(10)	 22.1	(15)	

Employment	
Status	

Employed	 4.1	(7)	 5.3	(2)	 4.6	(3)	 2.9	(2)	

Self-Employed	 7.0	(12)	 2.6	(1)	 6.2	(4)	 10.3	(7)	

Retired	 86.5	(148)	 89.5	(34)	 83.1	(54)	 83.8	(57)	

Other	
	

2.3	(4)	 2.6	(1)	 1.5	(1)	 2.9	(2)	

Adverse	Life	
Events	

Abuse	 13.5	(23)	 26.3	(10)	 10.8	(7)	 7.4	(5)	

Accident	 18.7	(32)	 31.6	(12)	 10.8	(7)	 19.1	(13)	

Bereavement	 73.7	(126)	 89.5	(34)	 66.2	(43)	 67.6	(46)	

Bullying	 18.1	(31)	 28.9	(11)	 18.5	(12)	 10.3	(7)	

Financial	difficulties	 23.4	(40)	 	28.9	(11)	 23.1	(15)	 19.1	(13)	

Injury/Illness	 40.4	(9)	 68.4	(26)	 40.0	(26)	 23.5	(16)	

Loss	of	Job	 29.8	(51)	 34.2	(13)	 24.6	(16)	 29.4	(20)	

Neglect	in	childhood	 4.7	(8)	 7.9	(3)	 6.2	(4)	 1.5	(1)	

Relationship	breakdown	 	25.7	(44)	 39.5	(15)	 23.1	(15)	 19.1	(13)	

Trauma	 14.6	(25)	 36.8	(14)	 12.3	(8)	 2.9	(2)	

War	 15.2	(26)	 23.7	(9)	 12.3	(8)	 13.2	(9)	

Other	
	

3.5	(6)	 2.6	(1)	 6.2	(4)	 1.5	(1)	

Mental	Health	
Problems	

Anxiety	 45.0	(77)	 92.1	(35)	 64.6	(42)	 -	

Depression	 36.8	(63)	 68.4	(26)	 56.9	(37)	 -	

Eating	Disorder	 2.9	(5)	 5.3	(2)	 3.1	(2)	 -	

OCD	 2.9	(5)	 10.5	(4)	 1.5	(1)	 -	

PTSD	 2.9	(5)	 10.5	(4)	 1.5	(1)	 -	

Other	 2.3	(4)	 7.9	(3)	 1.5	(1)	 -	
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Table	4:	Psychological	and	physical	wellbeing	scores	
	 CMH	

(n=38)	

PMH	

(n=65)	

NMH	

(n=68)	

Whole	

Sample		

(n=	171)	

Correlation	

with		

CD-RISC	

	 Mean	
(SD)	

Mean	
(SD)	

Mean	
(SD)	

Mean	(SD)	 r	

CORE-OM:	Clinical	score		 11.3	(0.4)	 4.5	(0.4)	 3.2	(0.2)	 5.5	(5.2)	 -.58**	

SF-36:	Physical	

functioning	

61.2	(28.7)	 73.2	(26.9)	 74.9	(24.4)	 71.3	(26.7)	 .21**	

SF-36:	Role	limitations		 50.7	(45.1)	 58.1	(42.2)	 77.3	(38.7)	 63.9	(42.7)	 .18*	

SF-36:	Energy/	fatigue	 41.9	(20.8)	 59.2	(19.3)	 64.2	(15.8)	 57.3	(20.2)	 .40**	

SF-36:	Pain	 55..8	

(27.7)	

76.5	(24.9)	 75.7	(21.7)	 71.6	(25.7)	 .23**	

SF-36:	General	Health	 50.1	(20.7)	 63.8	(21.5)	 66.3	(20.4)	 61.7	(21.7)	 .44**	

**p<.01	

*p<.05	

	 	 	 	 	

Psychometric	Evaluation	of	the	CD-RISC	

Normative	Data.	Shapiro-Wilk’s	test	of	normality	(W=.97,	p<.002)	indicated	that	

the	CD-RISC	scores	obtained	in	the	overall	sample	(n=171)	were	non-normally	distributed;	

a	non-significant	negative	skew	(z-score=-1.8)	was	observed	(percentiles	in	Table	5).	

When	organised	by	clinical	groupings,	only	the	NMH	group	remained	non-normally	

distributed;	skewness	and	kurtosis	were	non-significant	for	all	group	distributions.	

Table	5:	Percentile	scores	(weighted	average)	

	

The	mean	CD-RISC	score	in	the	overall	sample	was	71.2	(SD=16.5;	Table	6).	A	one-

way	ANOVA	revealed	that	men	in	the	current	sample	scored	significantly	higher,	

indicating	greater	resilience,	than	women	(F(1,169)=8.3,	p=.004).	No	group	differences	

were	found	for	any	other	demographic	variables	including	geographic	location,	ethnicity,	

education,	employment	or	marital	status.		

	

	 Percentiles	

	 5	 10	 25	 50	 75	 90	 95	

Whole	Sample	 40.00	 47.00	 60.00	 71.00	 86.00	 92.00	 96.00	

CMH	 31.95	 36.70	 49.75	 59.50	 69.00	 86.00	 90.15	

PMH	 49.40	 56.20	 66.50	 78.00	 88.00	 93.80	 98.00	

NMH	 42.35	 49.90	 62.25	 74.00	 87.00	 92.00	 96.00	
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Table	6:	Normative	data	for	CD-RISC	(scores	range	from	0-100)	
	 	 N	(%)	 Mean	

(Standard	Deviation)	
Standard	
Error	

95%		
Confidence	Interval	

Range		
(Min.	–	Max.)	

Interquartile	
Range	

CD-RISC	(Connor	&	
Davidson,	2003)	

Psychiatric	Outpatients	 93	 68.0	(15.3)	 -	 -	 57-79	 Median	=	69	
General	Population		 577	 80.4	(12.8)	 -	 -	 73-90	 Median	=	82	

Clinical	Samples	
	
Non-Clinical	Sample	

CMH	 38	(22.2)	 58.7	(15.6)	 2.5	 53.6,	63.8	 31-93	 19	
PMH	 65	(38.0)	 76.5	(14.2)	 1.8	 73.0,	80.0	 40-99	 22	
NMH	 68	(39.8)	 73.1	(15.6)	 1.9	 69.4,	76.9	 40-100	 25	

Whole	Sample	 	 171	(100)	 71.2	(16.5)	 1.3	 68.7,	73.69	 31-100	 26	
Age	 65-74	 124	(72.5)	 70.8	(17.0)	 1.5	 67.7,	73.8	 31-100	 25	

75-74	 37	(21.6)	 71.4	(15.6)	 2.6	 66.2,	76.6	 37-98	 27	
85-89	 8	(4.7)	 75.9	(13.9)	 4.9	 64.3,	87.5	 55-92	 27	
>	90	
	

2	(1.2)	 78.0	(13.9)	 8.0	 -23.7,	179.7	 70-86	 16	

Gender	 Men	 48	(28.1)	 76.9	(15.5)	 2.2	 72.4,	81.4	 37-100	 22	
Women	
	

123	(71.9)	 69.0	(16.4)	 1.5	 66.1,	71.9	 31-99	 24	

Ethnicity	 White	British	 148	(86.5)	 70.2	(16.6)	 1.4	 67.5,	72.9	 31-100	 25	
White	Irish	 3	(1.8)	 79.3	(8.3)	 4.8	 58.6,	100.0	 70-86	 -	
White	Other	 3	(1.8)	 69.7	(22.6)	 13.0	 13.6,	125.8	 46-91	 -	
Indian	
	

4	(2.3)	 83.3	(16.0)	 8.0	 57.7,	108.8	 67-98	 29	

Education	 No	qualifications	 50	(29.2)	 66.6	(18.4)	 2.6	 61.4,	71.2	 37-99	 29	
GCSE/equivalent	 33	(19.3)	 69.9	(18.3)	 3.2	 62.8,	75.8	 31-100	 30	
A	Level/equivalent	 21	(12.3)	 75.4	(14.2)	 3.1	 69.0,	81.9	 37-95	 21	
Degree	 30	(17.5)	 75.1	(12.6)	 2.3	 70.4,	79.8	 47-98	 18	
Postgraduate	 12	(7.0)	 73.9	(17.2)	 5.0	 63.0,	84.9	 38-96	 28	
PhD	 6	(3.5)	 81.3	(	(7.9)	 3.2	 73.0,	89.7	 69-88	 15	
Professional	
	

18	(10.5)	 71.7	(14.8)	 3.5	 64.3,	79.0	 40-90	 25	

Marital	Status	 Single	 5	(2.9)	 80.0	(21.0)	 9.4	 53.9,	106.1	 45-99	 34	
Married/Civil	Partnership	 110	(64.3)	 72.6	(15.4)	 1.5	 69.7,	75.5	 32-100	 24	
Separated/Divorced	 20	(11.7)	 67.1	(19.2)	 4.3	 58.1,	76.1	 31-97	 30	
Widowed	 36	(21.2)	 68.1	(17.0)	 2.8	 62.3,	73.4	 39-98	 29	
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Table	6	(Continued)	
	 	 N	(%)	 Mean		

(Standard	Deviation)	
Standard	
Error	

95%		
Confidence	Interval	

Range		
(Min.	–	Max.)	

Interquartile	
Range	

Employment	Status	 Employed	 7	(4.1)	 78.1	(10.4)	 3.9	 68.6,	87.7	 68-91	 21	
Self-Employed	 12	(7.0)	 79.5	(15.3)	 4.4	 69.8,	89.2	 52.98	 27	
Retired	 148	(86.5)	 70.3	(16.7)	 1.4	 67.6,	73.0	 31-100	 24	
Other	
	

4	(2.4)	 66.5	(14.7)	 7.4	 43.1,	89.9	 45-78	 26	

Adverse	Life	Events	 Abuse	 23	(13.5)	 63.6	(16.1)	 3.4	 56.7,	70.6	 31-98	 16	
Accident	 32	(18.7))	 68.2	(16.9)	 3.0	 62.1,	74.2	 32-98	 24	
Bereavement	 126	(73.7)	 70.4	(16.3)	 1.5	 67.5,	73.3	 34-100	 25	
Bullying	 31	(18.1)	 67.4	(18.6)	 3.3	 60.6,	74.3	 34-98	 25	
Financial	difficulties	 40	(23.4)	 65.3	(16.9)	 2.7	 59.8,	70.7	 34-98	 29	
Injury/Illness	 69	(40.4)	 68.0	(17.1)	 2.1	 63.9,	72.1	 31-99	 26	
Loss	of	Job	 51	(29.8)	 66.3	(17.7)	 2.5	 61.4,	71.3	 32-97	 22	
Natural	disaster	 3	(1.8)	 75.3	(10.1)	 5.8	 50.2,	100.5	 69-87	 -	
Neglect	in	childhood	 8	(4.7)	 60.5	(13.4)	 4.8	 49.3,	71.7	 37-79	 20	
Relationship	breakdown	 44	(25.7)	 65.7	(17.1)	 2.6	 60.5,	70.9	 31-98	 25	
Trauma	 25	(14.6)	 63.3	(13.9)	 2.8	 57.6,	69.1	 37-93	 16	
War	
	

26	(15.2)	 67.9	(15.4)	 3.0	 61.6,	74.1	 37-92	 22	

Experience	of	
Mental	Health	
Problems	

Anxiety	 77	(45)	 68.3	(17.2)	 2.0	 64.4,	72.2	 31-99	 24	
Depression	 63	(36.8)	 66.9	(17.9)	 2.3	 62.4,	71.4	 31-99	 28	
Eating	Disorder	 5	(2.9)	 51.0	(19.6)	 8.8	 26.7,	75.3	 34-84	 31	
OCD	 5	(2.9)	 58.4	(20.9)	 9.4	 32.4,	84.4	 31-86	 38	
PTSD	 5	(2.9)	 65.2	(4.3)	 1.9	 59.9,	70.5	 58-69	 7	
Self-Harm/Suicidal	ideation		
	

12	(7.0)	 64.3	(18.4)	 5.3	 52.6,	76.1	 37-92	 34	

Contact	with	
Mental	Health	
Services	

Currently	accessing		 21	(12.3)	 60.1	(17.6)	 3.8	 52.7,	68.7	 31-93	 24	
Previously	accessed		 22	(12.9)	 66.8	(19.0)	 4.0	 58.4,	75.2	 32-98	 29	
Never	accessed		 127	(74.3)	 73.6	(15.1)	 1.3	 71.0,	76.3	 40-100	 26	
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Significant	differences	in	CD-RISC	scores	were	observed	between	the	clinical	

groupings	(F(2,168)=17.3,	p<.001).	Using	a	conservative	p-value	of	.016	to	correct	for	

multiple	comparisons,	pair-wise	comparisons	revealed	significant	differences	in	scores	

between	the	CMH	and	PMH	groups	(t(101)=-5.9,	p<.001)	and	the	CMH	and	NMH	groups	

(t(104)=-4.6,	p<.001).	No	difference	was	found	between	the	PMH	and	NMH	groups	

however	(t(131)=1.3,	p=.20).	

Compared	to	a	non-clinical	American	adult	population	(mean	age	=	44years)	in	

Connor	and	Davidson’s	(2003)	original	study,	the	overall	scores	on	the	CD-RISC	were	

approximately	10	points	lower	for	an	OPUK	sample	(M=80.4,	SD=12.8	vs	M=71.2,	

SD=16.5).	Similarly,	scores	from	the	CMH	group	in	the	current	study	were	10	points	lower	

than	the	psychiatric	outpatient	sample	in	the	original	study	(M=58.7,	SD=15.6	vs	M=68.0,	

SD=15.3).	

Factor	Analysis.	The	initial	PCA	was	conducted	with	a	varimax	rotation	to	extract	

all	factors	where	the	Eigenvalues	were	greater	than	Kaiser’s	criterion	of	1.	This	revealed	a	

total	of	four	factors	(Appendix	V)	which,	in	combination,	accounted	for	62.5%	of	the	total	

variance.	The	Kaiser-Meyer-Olkin	(KMO)	measure	confirmed	that	the	sample	size	was	

adequate	for	this	analysis	(KMO=.94).	Sixteen	items	loaded	on	to	Factor	1,	representing	

personal	competence	and	determination.	Factor	2,	3	and	4	were	interpreted	as	drive	and	

motivation,	spirituality	and	close	relationships	respectively.	Factor	1	accounted	for	46%	of	

the	variance	and	appeared	to	overlap	considerably	with	Factors	1,	2	and	4	in	Connor	and	

Davidson’s	(2003)	original	findings.		

A	second	PCA	was	therefore	conducted	to	extract	a	fixed	value	of	five	factors.	The	

KMO	measure	again	confirmed	sampling	adequacy	(KMO=.94)	and	the	resulting	five	

factors	together	explained	66.5%	of	the	variance.	The	rotated	factor	loadings	are	shown	

in	Table	7;	clustering	and	interpretation	of	items	indicated	better	face	validity	than	the	

four-factor	model	identified	previously.	The	factors	were	labelled	as	follows:	Factor	1	(14	

items)	=	personal	competence	and	control;	Factor	2	(three	items)	=	tenacity;	Factor	3	

(three	items)	=	perseverance;	Factor	4	(three	items)	=	spirituality;	Factor	5	(two	items)	=	

close	relationships.	

		



	94	

Table	7:	Rotated	component	matrix	based	on	five	fixed	factors	
CD-RISC	

Item	
	 Factor	

1	 2	 3	 4	 5	
4	 I	can	deal	with	whatever	comes	my	way.	 .768	 .165	 .097	 .065	 .190	
1	 I	am	able	to	adapt	when	changes	occur.	 .736	 .096	 .097	 .105	 .300	

19	 I	am	able	to	handle	unpleasant	or	painful	feelings	like	sadness,	fear,	and	anger.	 .725	 .135	 .291	 .065	 .124	
7	 Having	to	cope	with	stress	can	make	me	stronger.	 .697	 .372	 .086	 .142	 -.033	

18	 I	can	make	unpopular	or	difficult	decisions	that	affect	other	people,	if	it	is	necessary.	 .697	 .102	 .273	 .013	 .003	
6	 I	try	to	see	the	humorous	side	of	things	when	I	am	faced	with	problems.	 .678	 .204	 .094	 -.022	 .069	

23	 I	like	challenges.	 .656	 .565	 .102	 .085	 -.036	
5	 Past	successes	give	me	confidence	in	dealing	with	new	challenges	and	difficulties.	 .652	 .482	 .191	 .122	 .160	

14	 Under	pressure,	I	stay	focused	and	think	clearly.	 .624	 .251	 .426	 -.063	 .170	
17	 I	think	of	myself	as	a	strong	person	when	dealing	with	life’s	challenges	and	difficulties.	 .621	 .326	 .476	 .104	 .182	
8	 I	tend	to	bounce	back	after	illness,	injury,	or	other	hardships.	 .612	 .280	 .325	 .024	 .182	

15	 I	prefer	to	take	the	lead	in	solving	problems	rather	than	letting	others	make	all	the	decisions.	 .601	 .226	 .257	 .015	 .055	
22	 I	feel	in	control	of	my	life.	 .585	 .488	 -.089	 .204	 .323	
16	 I	am	not	easily	discouraged	by	failure.	 .491	 .414	 .477	 .038	 .058	
24	 I	work	to	attain	my	goals	no	matter	what	roadblocks	I	encounter	along	the	way.	 .438	 .710	 .271	 .074	 .120	
25	 I	take	pride	in	my	achievements.	 .211	 .705	 .288	 .059	 .149	
11	 I	believe	I	can	achieve	my	goals,	even	if	there	are	obstacles.	 .511	 .533	 .234	 .028	 .157	
10	 I	give	my	best	effort	no	matter	what	the	outcome	may	be.	 .207	 .333	 .648	 .079	 .208	
12	 Even	when	things	look	hopeless,	I	don’t	give	up.	 .342	 .473	 .546	 .267	 .075	
20	 In	dealing	with	life’s	problems,	sometimes	you	have	to	act	on	a	hunch	without	knowing	why.	 .356	 .052	 .533	 .430	 -.151	
3	 When	there	are	no	clear	solutions	to	my	problems,	sometimes	fate	or	God	can	help.	 -.027	 -.135	 .026	 .845	 .035	
9	 Good	or	bad,	I	believe	that	most	things	happen	for	a	reason.	 -.002	 .284	 .142	 .717	 -.006	

21	 I	have	a	strong	sense	of	purpose	in	life.	 .296	 .488	 .066	 .541	 .254	
2	 I	have	at	least	one	close	and	secure	relationship	that	helps	me	when	I	am	stressed.	 .164	 .250	 .001	 -.005	 .821	

13	 During	times	of	stress/crisis,	I	know	where	to	turn	for	help.	 .235	 -.019	 .470	 .097	 .646	
	 Eigenvalues	 11.7	 1.8	 1.2	 1.0	 1.0	
	 Percentage	of	Variance	 46.6	 7.1	 4.7	 4.1	 4.0	

	 Cronbach’s	a	 .95	 .81	 .72	 .63	 .58	
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Internal	Consistency.	Internal	consistency	for	the	whole	scale	was	excellent	

(Cronbach’s	a=.94).	Item-total	correlations	ranged	between	.31	and	.83	and	indicated	that	

overall	reliability	would	be	improved	if	items	2	(at	least	one	close	and	secure	relationship),	3	

(sometimes	fate	or	God	can	help)	and	9	(most	things	happen	for	a	reason)	were	removed.	

The	analysis	was	repeated	with	the	remaining	22	items	of	the	CD-RISC;	Cronbach’s	a=.96	

indicating	a	slight	improvement.		

A	third	PCS	conducted	with	the	22	items	showed	that	only	three	factors	with	

Eigenvalues	over	1	were	extracted	(Appendix	W).	Less	variance	(61.9%)	was	explained	in	this	

factor	structure	compared	to	when	all	25	items	of	the	CD-RISC	were	included	in	the	analysis.	

Additionally,	the	factors	themselves	also	appeared	less	distinct	than	in	the	five-factor	model,	

with	over	50%	of	the	variance	being	explained	by	Factor	1	alone.		

Finally,	a	reliability	analysis	was	conducted	to	compare	the	five-factor	structure	

established	in	the	current	study	with	that	of	Connor	and	Davidson’s	(2003)	study;	very	

slightly	higher	internal	consistency	was	found	for	the	latter	on	four	of	the	five	factors	

compared	to	this	study,	but	results	were	very	similar	(Table	8).	

Table	8:	Comparison	of	current	versus	original	factor	structure	
Current	Study	

(Sample:	Older	adult	population,	UK)	
	 Connor	&	Davidson	(2003)	

(Sample:	Non-clinical	adult	population,	USA)	
Factor		 a	 	 Factor		 a	
1.	 Personal	competence	and	

control	
	

.95	 	 1.	 Personal	competence;	
High	standards;	
Tenacity	
	

.92	

2.	 Tenacity	 .85	 	 2.	 Trust	in	one’s	own	instincts;	
Tolerance	of	negative	affect;	
Strengthening	effects	of	stress	
	

.86	

3.	 Perseverance	 .72	 	 3.	 Positive	acceptance	of	change;	
Secure	relationships	
	

.83	

4.	 Spirituality	
	

.63	 	 4.	 Control	 .68	

5.	 Close	relationship	 .58	 	 5.	 Spiritual	influences	 .59	

Predictors	of	Resilience.	A	multiple	linear	regression	conducted	to	predict	

resilience	revealed	a	significant	model	(F(7,163)=16.0,	p<.001	with	R2=.41)	when	the	total	

number	of	adverse	life	events,	total	CORE-OM	scores	and	scores	on	the	physical	functioning,	

role	limitations	due	to	physical	health,	energy/fatigue,	pain	and	general	health	subscales	of	
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the	SF-36	were	entered	as	independent	variables.	A	relatively	low	level	of	multicollinearity	

was	present	as	indicated	by	tolerance	above	.2	and	variance	inflation	factor	(VIF)	ranging	

between	1.2	and	2.7	(Field,	2013).	In	this	model,	only	psychological	wellbeing	(ß=-.52,	

p<.001)	and	general	health	(ß=.28,	p=.001)	were	significant	predictors,	however	the	

confidence	intervals	of	the	remaining	five	variables	crossed	zero	indicating	insufficient	

stability	in	the	model.		

A	second	regression	analysis	conducted	with	just	psychological	wellbeing	and	general	

health	showed	a	more	stable	model	(F(2,168)=49.9,	p<.001	with	R2=.37);	multicollinearity	

was	again	acceptable	(VIF=1.3)	and	confidence	intervals	did	not	cross	zero.	Both	

psychological	wellbeing	(ß=-.48,	p<.001)	and	general	health	(ß=.22,	p=.001)	contributed	

significantly	to	the	prediction	of	resilience	in	this	model.	

Discussion	

	 The	current	study	provides	preliminary	evidence	that	the	CD-RISC	has	good	

psychometric	properties	and	is	a	reliable	and	valid	measure	of	resilience	in	OPUK.	The	initial	

hypothesis	that	a	clinical	sample	(CMH	and	PMH)	would	score	lower	on	the	CD-RISC	was	

substantiated.	However,	the	second	hypothesis	that	a	lower	number	of	adverse	life	events	

and	greater	physical	and	psychological	wellbeing	would	predict	higher	levels	of	resilience	was	

only	partially	supported.	

Psychometric	Evaluation	

Multiple	studies	exploring	the	applicability	of	the	CD-RISC	in	different	populations	and	

age	groups	have	reported	that	although	the	psychometric	properties	of	the	scale	are	good,	

the	five-factor	model	defined	by	Connor	and	Davidson	(2003)	is	less	compelling	(e.g.,	Goins	

et	al.,	2013;	Lamond	et	al.,	2008;	Singh	&	Yu,	2010).	Interestingly,	as	in	the	current	study,	

Burns	and	Anstey	(2010)	found	a	poor	fit	with	items	2,	3	and	9	in	their	study	with	younger	

adults.	They	concluded	that	the	CD-RISC	might	function	better	as	a	unidimensional	measure	

of	resilience	and	suggested	that	these	items	might	tap	into	a	different	construct	unrelated	to	

other	items	in	the	full	measure.	The	use	of	an	abbreviated	unidimensional	version	of	the	CD-
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RISC	in	older	adult	populations	is	supported	by	Goins	et	al.	(2013)	who	failed	to	find	a	

meaningful	factor	structure	in	their	study	with	Native	American	elders.	

In	the	current	study,	a	five-factor	model	including	all	25-items	was	deemed	to	be	the	

best	fit	for	the	sample	of	OPUK.	Albeit	with	varying	factor	structures,	other	studies	using	the	

CD-RISC	with	an	older	population	have	also	described	sound	psychometric	properties	relating	

to	a	multi-factorial	model.	For	example,	four	factors	(personal	control	and	goal	orientation;	

adaptation	and	tolerance	of	negative	affect;	leadership	and	trust	in	instincts;	spiritual	coping)	

were	found	in	Lamond	et	al.’s	(2008)	study	with	older	Americans		and	three	factors	(personal	

competence	and	optimism;	commitment	and	perseverance;	independence	and	self-esteem)	

were	found	in	Lim	et	al.’s	(2015)	study	with	older	Chinese	participants.	These	underlying	

constructs	overlap	to	a	degree	with	those	identified	in	the	current	study	and	appear	to	

reflect	some	of	the	key	characteristics	of	resilience	(e.g.,	adaptive	coping,	optimism,	social	

support	and	physical	activity)	identified	in	older	people	(MacLeod,	Musich,	Hawkins,	

Alsgaard,	&	Wicker,	2016).	

Normative	Data	

Comparison	with	Connor	and	David’s	(2003)	study	indicate	that	the	norms	for	a	UK	

population	may	consistently	be	lower	than	the	USA.	However,	it	is	possible	that	the	samples	

in	the	original	study	reported	particularly	high	levels	of	resilience	given	that	studies	with	

Australian,	Chinese	and	Portuguese	adult	populations	have	demonstrated	a	similar	range	of	

means	(65.4-73.4;	Davidson	&	Connor,	2015)	to	those	in	the	current	study.	

Studies	with	specific	older	adult	samples	have	also	demonstrated	similar	norms	to	the	

current	study.	For	example,	the	mean	CD-RISC	score	in	an	older	American	sample	(mean	age	

=	73years)	was	75.7	(SD=13.0;	Lamond	et	al.,	2008),	73.4	(SD=13.6)	in	an	Australian	older	

adult	sample	(age	range	=	68-72years;	Liu	et	al.,	2015)	and	71.3	(SD=10.8)	in	an	Australian	

centenarian	sample	(mean	age	=	101years;	Law,	Richmond,	&	Kay-Lambkin,	2014).	It	is	

possible	that	these	results	indicate	a	propensity	for	older	people	to	score	lower	on	the	CD-

RISC	compared	to	younger	adult	populations.	However,	in	a	sample	of	older	Chinese	

participants,	the	mean	score	was	84.9	(SD=11.2)	and	in	the	only	other	study	describing	the	

use	of	CD-RISC	in	the	UK,	the	mean	score	in	a	university	population	(mean	age	=	30years,	
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SD=10.9)	was	67	(SD=15.8;	Petros	et	al.,	2013).	Further,	Jørgensen	&	Seedat’s	(2008)	findings	

that	lower	levels	of	resilience	were	associated	with	older	ages	and	black	ethnicity	in	a	sample	

of	South	African	adolescents	highlight	the	importance	of	carefully	considering	both	age	and	

culture	when	measuring	resilience.	

In	the	current	study,	gender	was	the	only	demographic	variable	for	which	significant	

group	differences	were	found	on	the	CD-RISC.	That	men	in	the	OPUK	sample	scored	

significantly	higher	than	women,	is	interesting	in	light	of	the	existing	literature	which	has	

thus	far	suggested	women,	who	often	report	higher	levels	of	social	support	and	closer	peer	

relations,	are	more	resilient	than	men	(MacLeod	et	al.,	2016).	It	is	possible	then	that	this	

finding	reflects	the	nature	and	language	of	the	CD-RISC,	in	terms	of	measuring	individual	

characteristics	such	as	personal	strength,	competence	and	independence	which	are	typically	

highlighted	in	male	roles,	rather	than	maintaining	and	utilising	social	relationships	which	are	

more	typical	of	female	roles	(Hirani,	Lasiuk	&	Hegadoren,	2016).		

When	using	alternative	measures,	some	studies	have	also	found	that	women	are	less	

likely	than	men	to	demonstrate	resilience	(Bonanno,	Galea,	Bucciarelli,	&	Vlahov,	2007)	while	

others	still	have	found	that	gender	is	unrelated	to	resilience	(Montross	et	al.,	2006).	Liu	et	

al.’s	(2015)	report	that	“certain	resilience	characteristics	may	be	more	prevalent	for	one	

group	than	another”	(Liu	et	al.,	2015,	p.	345)	is	therefore	considered	in	light	of	Ptacek,	Smith	

and	Dodge’s	(1994)	finding	that	women	tend	to	report	higher	levels	of	stress	on	a	day-to-day	

basis	as	well	as	in	response	to	major	life	events,	while	men	are	more	likely	to	deny	or	

minimise	any	type	of	stress.	This	is	particularly	relevant	given	the	cultural	norms	of	the	UK	

where	older	generations	will	have	grown	up	in	a	more	patriarchal	society,	and	highlights	the	

possibility	that	men	in	the	current	sample	may	have	responded	more	favourably	on	the	CD-

RISC	in	order	to	appear	stronger	in	the	face	of	stress	(Campbell-Sills,	Forde,	&	Stein,	2009).	

Resilience	and	Wellbeing	

The	prevalence	of	adverse	life	events,	physical	health	problems	and	increased	use	of	

the	health	service	have	been	cited	as	three	of	the	main	explanations	for	age-related	

differences	in	personal	control	(Rodin,	1986),	which	in	turn	has	been	associated	with	an	

increased	likelihood	of	experiencing	stress	in	later	life	(Cairney	&	Krause,	2008).	This	fits	with	
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the	finding	that	Factor	1	(personal	competence	and	control)	in	the	current	study	accounted	

for	most	variance	in	the	CD-RISC.	When	considered	alongside	the	finding	that	subjective	

psychological	wellbeing	and	general	health	were	significant	predictors	of	resilience	scores	for	

OPUK,	these	results	add	confidence	to	existing	findings	that	higher	levels	of	physical	and	

mental	functioning	and	a	lack	of	physical	health	problems	are	good	examples	of	successful	

ageing	(Lamond	et	al.,	2008;	MacLeod	et	al.,	2016).	

	 There	is	currently	an	abundance	of	research	demonstrating	an	association	between	

greater	resilience,	reduced	risk	of	negative	affect	and	lower	levels	of	physical	pain	in	older	

people	(Liu	et	al.,	2016;	MacLeod	et	al.,	2016;	Schure,	Odden,	&	Goins,	2013)	and	a	

recognition	that	resilience	is	just	as	predictive	of	successful	ageing	as	physical	and	mental	

health	(Jeste	et	al.,	2013).	In	the	current	study,	the	total	number	of	life	events	did	not	predict	

resilience,	while	psychological	wellbeing	was	a	significant	predictor.	When	interpreted	in	

light	of	Liu’s	(2015)	suggestion	that	“life	stressors,	particularly	during	childhood,	may	have	a	

curvilinear	rather	than	linear	relation	with	risk	for	psychopathology	later	in	life”	(p.81),	the	

findings	that	(a)	the	number	of	OPUK	who	had	recovered	from	mental	health	problems	was	

nearly	equal	to	the	number	of	people	who	had	never	experienced	mental	health	problems	

and	(b)	the	PMH	group	reported	the	highest	scores	on	the	CD-RISC	add	strength	to	notion	

that	some	life	experiences,	though	stressful,	can	increase	one’s	resilience.		

Rutter	(2012)	described	this	as	a	“steeling	effect”	(p.337)	whereby	exposure	to	

certain	low-level	adverse	life	experiences	such	as	(non-traumatic)	separations	from	family	

members,	or	financial	hardships	as	might	have	been	experienced	by	OPUK	during	and	after	

the	war	years,	have	the	potential	to	build	resilience	through	instilling	a	sense	of	mastery	or	

self-efficacy.	Individuals	who	have	had	such	experiences	may	then	be	more	equipped	to	

manage	mental	health	problems	if	they	have	previously	succeeded	in	overcoming	other	

challenges.	Without	the	opportunity	to	grow	and	develop	a	sense	of	competence	and	

resilience	from	such	experiences	however,	Rutter	(2012)	argues	that	exposure	to	stressful	life	

events	might	have	an	opposite	‘sensitising’	effect	which	may	increase	vulnerability	and	

present	a	barrier	to	recovery.	
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Limitations	

	 The	first	limitation	to	be	addressed	is	that	of	the	sampling	strategy.	Due	to	the	small	

scale	of	the	study,	it	was	not	feasible	to	recruit	equal	proportions	of	OPUK	to	match	for	basic	

demographic	factors	in	the	UK	population.	The	overall	sample	size,	though	adequate	in	

statistical	terms,	was	also	not	large	enough	to	ascertain	whether	the	factor	structure	would	

be	replicated	in	a	purely	clinical	or	non-clinical	sample.		

Further,	the	pragmatic	necessity	to	concentrate	recruitment	in	predominantly	white	

regions	of	the	UK	meant	that	black	and	minority	ethnic	participants	were	greatly	under-

represented.	As	such,	there	is	limited	generalisability	of	the	findings	in	terms	of	how	well	

they	represent	the	cultural	diversity	within	the	UK.	This	is	significant	given	how	well	

documented	stigma	around	coping	and	mental	health	is	in	certain	cultures	(Rao	et	al.,	2011),	

particularly	in	older	generations	(Conner	et	al.,	2010;	Lawrence	et	al.,	2006).	

Finally,	although	the	results	of	the	current	study	indicate	that	the	experience	of	

overcoming	mental	health	problems	can	promote	resilience	for	some	people,	the	cross-

sectional	design	of	the	study	limits	any	conclusions	regarding	how	the	development	of	

resilience	is	helped	or	hindered	across	the	lifespan.	Prospective	research	will	be	necessary	in	

future	to	determine	which	specific	characteristics	of	resilience	may	be	the	most	amenable	to	

change	in	interventions	with	OPUK.	

Clinical	Applications	

	 The	concept	of	resilience	has	long	been	considered	a	fluid	process,	which	can	change	

over	time	(Luthar	et	al.,	2000)	and	as	such	has	considerable	relevance	to	treatment	

outcomes	in	mental	health	services	(Connor	&	Davidson,	2003).	However,	there	is	currently	a	

reliance	on	diagnostic	measures	to	evidence	change	and	a	need	for	more	theoretically	

consistent	measures	(such	as	the	CD-RISC)	which	reflect	psychological	rather	than	bio-

medical	models	has	been	highlighted	(Patterson	&	Joseph,	2006).	This	is	particularly	

important	for	OPUK	who	may	be	more	familiar	with	medical	or	‘expert’	models	of	care,	

whereby	the	expectations	for	someone	experiencing	psychological	distress	may	be	of	going	

to	a	doctor	with	the	aim	of	simple	symptom	reduction.	
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What	may	be	less	familiar	to	OPUK,	particularly	those	who	experience	mental	health	

problems	following	age-related	changes	or	losses	for	the	first	time	in	later	life,	is	the	process	

of	psychological	therapy.	Arguably,	the	aim	of	therapy	is	not	to	reduce	distress	but	rather	to	

facilitate	an	understanding	of	service-users’	difficulties	and	help	them	to	develop	an	

increased	coping	ability,	i.e.	improve	their	resilience.	However,	‘improving	resilience’	is	rarely	

an	explicit	therapy	goal,	meaning	there	is	relatively	little	known	about	whether	coping	and	

resilience	are	concepts	that	service-users	are	consciously	aware	of	in	terms	of	making	lasting	

changes.	In	relation	to	the	current	findings,	it	will	be	important	for	clinicians	to	consider	how	

best	to	embed	the	ideas	of	personal	competence,	control,	tenacity,	perseverance,	spirituality	

and	close	relationships	within	interventions.	

Using	measures	such	as	the	CD-RISC	alongside	symptom	scales	and	goal	trackers	may	

then	be	helpful	in	providing	service-users	with	a	sense	of	agency	in	their	recovery,	and	

confidence	in	the	knowledge	that	building	resilience	can	help	them	manage	future	challenges	

more	effectively.	Of	course,	resilience	is	not	relevant	just	for	people	who	experience	

psychological	difficulties.	As	such	it	will	be	important	to	further	explore	how	resilience	might	

interact	with	everyday	specific	age-related	stressors	as	well	as	historical	factors	such	as	

trauma.		

Conclusion		

	 The	current	study	is	the	first	to	examine	the	CD-RISC	in	context	of	OPUK.	Findings	

revealed	that	the	scale	had	good	overall	psychometric	properties	in	a	small	sample	of	OPUK	

and	provide	preliminary	evidence	for	the	CD-RISC	as	a	reliable	measure	of	resilience	for	this	

population.	However,	further	research	with	a	larger	sample	size	will	be	necessary	to	validate	

the	measure	further.	Specifically,	test	re-test	reliability	in	the	wider	community	and	

sensitivity	to	change	in	a	clinical	sample	may	help	to	assess	the	acceptability	and	feasibility	of	

using	the	CD-RISC	as	a	screening	tool	in	primary	care	services	or	as	an	outcome	measure	

evaluating	the	effectiveness	of	resilience-enhancing	interventions	in	mental	health	services.	
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Executive	Summary	

Traditionally,	mental	health	research	has	focused	on	identifying	and	measuring	

symptoms	of	specific	problems	such	as	anxiety	and	depression.	Comparatively	little	research	

has	been	done	to	measure	and	monitor	changes	in	individuals’	global	wellbeing	and	

resilience.		

'Resilience'	has	been	suggested	as	being	a	complex,	multidimensional	construct	

dependant	on	context,	age,	gender	and	culture.	The	Connor-Davidson	Resilience	Scale	(CD-

RISC)	is	25-item	self-report	measure	which	considers	resilience	to	be	a	fluid	process	whereby	

individuals’	abilities	to	cope	with	stressors	varies	across	different	situations.	Total	scores	

range	from	0	(least	resilient)	to	100	(most	resilient).	The	CD-RISC	has	demonstrated	

particularly	good	psychometric	properties,	sensitivity	to	change	and	an	ability	to	distinguish	

higher	and	lower	scores	in	community,	primary	care	and	psychiatric	outpatient	samples	

when	used	with	working	age	adults	in	the	USA.	It	has	also	demonstrated	consistently	reliable	

and	valid	properties	when	tested	with	children	and	older	people	in	a	range	of	other	cultures	

including	Australia,	India	and	South	Africa.		

The	CD-RISC	has	not	yet	been	normed	for	older	people	in	the	UK	however,	meaning	

we	do	not	know	how	this	population	might	score	on	this	measure,	and	there	is	not	currently	

an	alternative	‘gold	standard’	psychometric	measure	of	resilience	for	use	with	this	

population.	Given	that	many	people	in	this	generation	will	have	lived	through	the	Second	

World	War	and/or	subsequent	years	of	austerity	and	rebuilding	communities,	it	could	be	

argued	that	they	are	a	highly	resilient	generation	from	whom	we	have	much	to	learn.		

Research	Questions	

• How	reliable	and	valid	a	measure	of	resilience	is	the	CD-RISC	for	older	people	in	the	

UK?	

• How	do	older	people’s	scores	on	the	CD-RISC	compare	between	older	people	who	

experience	mental	health	problems	and	those	who	do	not?	

• How	do	factors	such	as	life	experiences,	emotional	wellbeing	and	physical	health	

impact	on	resilience	in	older	people?	
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Methods	

A	total	of	171	participants	(48	men	and	123	women)	aged	between	65-97	years	

(mean=72.4,	SD=6.4)	were	recruited	via	opportunity	sampling	to	take	part	in	this	

questionnaire	study.	Of	these,	150	participants	were	recruited	from	the	general	community	

and	21	were	recruited	from	across	three	different	mental	health	services	in	the	NHS.	

Participants	were	asked	to	complete	a	questionnaire	pack	consisting	of	the	CD-RISC,	

the	CORE	outcome	measure	(a	34-item	questionnaire	measuring	psychological	wellbeing)	

and	the	Short	Form	Health	Survey	(a	36-item	questionnaire	measuring	physical	health	and	

wellbeing)	as	well	as	a	brief	demographic	questionnaire	regarding	education,	employment,	

relationships,	adverse	life	experiences	and	mental	health.	

Key	Findings	

The	CD-RISC	demonstrated	good	psychometric	properties	when	tested	in	a	sample	of	

older	people	in	the	UK,	indicating	it	is	an	adequate	measure	of	resilience	for	this	population.	

Internal	consistency	for	the	CD-RISC	was	excellent	(Cronbach’s	a=.94)	and	a	Principal	

Components	Analysis	with	a	Varimax	rotation	revealed	five	factors	which	explained	66.5%	of	

the	variance.	The	identified	factors	were	different	to	those	described	in	Connor	and	

Davidson’s	original	validation	study,	and	were	interpreted	as	follows:	Factor	1	(14	items)	=	

personal	competence	and	control;	Factor	2	(three	items)	=	tenacity;	Factor	3	(three	items)	=	

perseverance;	Factor	4	(three	items)	=	spirituality;	Factor	5	(two	items)	=	close	relationships.	

Descriptive	statistics	indicated	that	scores	for	the	sample	as	a	whole	were	slightly	

negatively	skewed,	indicating	a	larger	number	of	high	scores;	the	mean	score	on	the	CD-RISC	

overall	was	71.2	(SD=16.5).	Scores	for	participants	who	reported	experiencing	a	mental	

health	problem	at	the	time	of	the	study	were	lower	(mean=58.7,	SD=15.6),	while	scores	for	

participants	who	had	previously	experienced	mental	health	problems	were	higher	

(mean=76.5,	SD=14.2).	Scores	for	the	remaining	participants	who	had	never	experienced	a	

mental	health	problem	remained	consistent	(mean=73.1,	SD=15.6).	
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In	a	multiple	linear	regression	model	(F(2,168)=49.9,	p<.001	with	R2=.37),	greater	

psychological	wellbeing	(ß=-.48,	p<.001)	and	better	general	health	(ß=.22,	p=.001)	were	

found	to	predict	higher	resilience	scores	in	the	overall	sample.	In	contrast,	number	of	

adverse	life	events,	physical	functioning,	role	limitations	due	to	physical	health,	

energy/fatigue	and	pain	were	not	significant	predictors	of	resilience	scores	in	this	group.	

Clinical	Applications	

There	is	a	strong	incentive	to	use	the	CD-RISC	in	UK	health	and	social	care	settings.	

Having	normative	data	specifically	for	an	older	population	will	enable	better	identification	of	

individuals	in	the	community	who	are	less	resilient	and	may	require	more	intensive	support	

as	their	existing	support	networks	and	physical	abilities	diminish	in	older	adulthood.	

Further	research	is	required	to	establish	test	re-test	reliability	and	sensitivity	to	

change	in	UK	health	settings,	however	preliminary	evidence	from	the	current	study	indicates	

that	the	CD-RISC	may	be	useful	in	developing	and	monitoring	resilience-enhancing	

interventions	in	the	community	which	actively	boost	wellbeing.	This	will	be	particularly	

relevant	for	many	older	people	who	experience	emotional	and	physical	losses	and	who	

struggle	with	mental	health	problems,	as	this	kind	of	strengths-based	approach	may	offer	an	

alternative	to	waiting	to	seek	medical	advice	about	physical	health	problems	resulting	from	

prolonged	stress.		
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Connecting	Narrative	

	 One	of	the	key	differences	between	a	Cognitive	Behaviour	Therapist	(CBT)	or	systemic	

family	therapist	and	a	clinical	psychologist	is	the	key	emphasis	on	the	scientist-practitioner	

model	of	training	and	professional	practice.	Consequently,	the	ability	to	think	critically	about	

evidence-based	practice	and	practice-based	evidence	is	a	skill	that	I	have	honed	over	the	last	

three	years.	The	process	of	developing,	conducting	and	writing	up	three	separate	research	

projects	and	five	single	case	studies	has	been	challenging	at	times,	however	I	can	honestly	

say	that	without	these	experiences	I	would	not	have	had	the	opportunity	to	meet	and	learn	

from	some	of	the	inspiring	people	who	were	involved	in	my	projects	and	I	certainly	wouldn’t	

be	half	the	clinician	I	am	today.	

Critical	Literature	Review	

	 I	knew	when	I	started	training	that	I	wanted	one	of	my	research	projects	to	focus	on	

resilience	as	my	pre-training	experiences	of	working	with	looked	after	children	had	made	me	

appreciate	how	important	it	is	to	try	and	work	proactively	with	vulnerable	populations.	

Having	read	a	review	paper	outlining	the	factors	promoting	resilience	following	child	sexual	

abuse	(CSA),	I	had	the	good	fortune	of	one	of	the	authors,	Dr	Catherine	Hamilton-Giachritsis,	

agreeing	to	supervise	two	of	my	own	projects.		

A	brief	look	at	the	wider	literature	highlighted	the	potential	for	systemic	

psychotherapies	to	improve	resilience	and	reduce	the	risk	of	longer-term	psychological	

difficulties	following	CSA;	this	is	something	that	echoed	the	messages	I	had	been	getting	

from	my	placement	supervisors	in	terms	of	how	important	the	role	of	family	and	community	

was	in	promoting	good	outcomes.	I	therefore	became	interested	in	the	similarities	and	

differences	between	components	of	traditional	individual	approaches,	e.g.,	trauma-focused	

CBT,	for	which	ample	good	evidence	exists,	and	systemic	interventions,	e.g.,	family	therapy.	

Specifically,	I	wondered	whether	these	different	approaches	had	differential	effects	

depending	on	characteristics	of	the	abuse	and	the	child’s	context	such	as	age,	pre-abuse	

attachment	relationships	and	other	sources	of	support	e.g.,	from	peers	or	teachers.		
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After	an	extended	scoping	exercise,	however,	I	came	to	realise	that	the	published	

literature	on	systemic	interventions	following	CSA	is	scarce	due	to	difficulties	with	measuring	

and	evaluating	this	approach	with	the	same	methodological	rigour	as	individual	manualised	

approaches.	I	therefore	returned	to	the	drawing	board	to	begin	exploring	some	other	options	

for	how	I	could	incorporate	the	ideas	of	resilience	and	prevention	into	a	research	project.		

Since	starting	my	elective	placement	in	a	looked	after	children’s	service,	I	have	been	

working	with	a	family	who	are	still	coming	to	terms	with	the	abuse	that	the	youngest	

member	of	the	family	endured	at	the	hands	of	his	mother’s	partner.	Their	story,	which	I	will	

not	go	into	for	reasons	pertaining	to	confidentiality,	inspired	me	to	find	out	more	about	how	

parents’	own	experiences	and	attachment	styles	can	impact	on	their	ability	to	protect	and	

support	their	children	during	times	of	increased	stress.	Following	conversations	with	my	

placement	supervisor,	Liz	Stott,	and	with	Catherine,	I	decided	to	explore	the	relationship	

between	parent-child	attachment	styles,	non-offending	parents’	responses	to	disclosure	of	

CSA	and	how	these	two	factors	impact	on	children’s	psychological	adjustment	and	wellbeing.	

Academically,	the	process	of	completing	the	review	had	been	both	challenging	and	

rewarding.	Though	I	am	confident	in	my	search	strategy	and	believe	I	paid	due	attention	to	

find	as	many	high	quality	papers	as	possible,	the	result	of	just	ten	papers	felt	somewhat	

underwhelming.	For	me,	quality	assessing	the	included	studies	was	then	one	of	the	most	

challenging	aspects	of	this	project	as	I	found	myself	wanting	to	get	the	most	out	of	the	

available	papers	while	feeling	frustrated	at	how	low	quality	some	in	particular	appeared	to	

be.	To	a	degree,	although	there	was	initial	disagreement	in	the	quality	ratings,	I	was	relieved	

to	be	able	to	have	a	discussion	about	this	with	the	independent	reviewer	as	I	believe	this	

process	really	added	strength	to	the	conclusions	I	would	go	on	to	make.		

Challenges	aside,	I	have	really	enjoyed	the	opportunity	to	think	critically	about	one	

specific	area	of	literature	and	synthesise	the	papers	into	a	few	short	take	home	messages.	

Clinically,	this	was	immediately	helpful	to	me	during	placement	as	I	was	able	to	apply	a	lot	of	

my	reading	to	the	families	I	work	with	on	a	daily	basis.	I	have	been	able	to	think	about	how	

and	when	different	levels	of	intervention	might	be	beneficial	following	CSA,	for	example	

working	individually	with	parents	to	enhance	skills	in	reflecting	functioning	and	mind	
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mindedness,	individually	with	children	to	develop	a	narrative	of	their	experiences	and	

manage	traumatic	memories,	with	parent-child	dyads	to	build	trust	and	security	in	the	

relationship,	or	with	whole	families	to	improve	communication.	I	hope	this	learning	has	been	

conveyed	within	the	write-up	so	that	it	can	inform	further	research	and	practice	which	I,	and	

other	clinicians	working	with	vulnerable	children	and	families,	can	take	forward	to	help	

safeguard	against	the	development	of	later	psychological	difficulties.	

Main	Research	Project	

The	process	of	writing	my	literature	review	highlighted	the	importance	of	taking	a	

strengths	based	approach	to	ensure	the	focus	of	therapeutic	interventions	remains	on	

prevention	rather	than	blame.	It	was	therefore	important	to	me	that	I	continued	with	the	

theme	of	resilience	rather	than	focusing	on	risk	factors	in	my	main	research	project.	While	

my	main	interests	lie	in	working	with	children	and	young	people,	I	was	acutely	aware	that	

much	of	the	resilience	research	so	far	had	been	conducted	with	this	very	age	group.	In	

comparison,	relatively	little	appeared	to	have	been	done	with	older	people	despite	the	fact	

that	this	generation	will	have	had	the	most	exposure	to	adversity	and	austerity	in	the	post-

war	years,	and	had	to	adapt	to	the	greatest	number	of	lifestyle	changes	in	terms	of	the	

technological	advances	over	the	last	fifty	years.	Collaboration	with	a	highly	experienced	

external	supervisor,	Dr	Sarah	Dexter-Smith,	was	helpful	in	thinking	about	how	to	practically	

develop	my	ideas	of	exploring	the	development	and	trajectory	of	resilience	across	the	

lifespan.	

What	was	clear	from	speaking	to	older	people	in	the	community	and	to	clinicians	in	

mental	health	services	was	that	although	the	word	‘resilience’	gets	used	by	people	to	

describe	to	strength	and	courage,	there	was	also	a	tendency	for	it	to	be	viewed	as	a	black	

and	white,	all	or	nothing,	trait	that	people	either	have	or	don’t	have.	There	was	also	not	a	

great	sense	of	how	this	concept	fit	with	the	way	in	which	mental	health	services	are	

designed;	for	example,	one	older	person	said	to	me	“It’s	all	very	well	trying	to	improve	our	

resilience	but	I	bet	commissioners	don’t	care	that	if	we’re	happy	unless	it	saves	them	

money!”	
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It	of	course	makes	sense	that	commissions	in	services	such	as	IAPT	would	use	

diagnostic	and	symptom-based	outcome	measures	to	inform	their	decision-making	about	

how	best	to	allocate	limited	resources	and	‘get	people	well	again’.	However,	this	feels	to	me	

like	short-term	firefighting,	and	comes	at	the	expense	of	a	preventative	model	whereby	

earlier	identification	and	investment	in	resilience	and	wellbeing	might	have	knock-on	effects	

in	terms	of	reduced	reliance	on	services	(e.g.,	fewer	repeat	visits)	in	the	long-term.	Such	a	

model	can	only	be	evidenced	through	using	appropriate	measures	however.	

My	main	research	project	therefore	took	shape	with	the	aim	of	finding	out	if	(a)	a	

scaled	psychometric	measure	of	resilience	would	be	appropriate	to	use	with	older	people	in	

the	UK,	and	(b)	whether	this	measure	could	be	used	to	begin	building	an	understanding	of	

how	resilience	develops	over	time	in	relation	to	different	life	experiences.	Consultation	with	

a	group	of	older	people	attending	activities	at	a	community	centre	was	incredibly	valuable	at	

this	stage	and	helped	me	to	identify	ways	of	minimising	participant	demands	(e.g.,	removing	

some	measures	of	mental	health)	and	making	the	language	more	accessible	(e.g.,	replacing	

‘resilience’	with	‘coping’).	The	decision	to	use	a	cross-sectional	design,	though	at	the	expense	

of	validating	the	chosen	measure	more	thoroughly,	ensured	that	participation	was	as	

straightforward	as	possible,	and	made	it	easier	when	it	came	to	applying	for	ethical	approval.	

Although	I	had	obtained	ethical	approval	from	the	university	in	good	time	to	recruit	

from	the	community,	the	process	of	obtaining	similar	approval	from	the	Health	Research	

Authority	to	recruit	from	mental	health	services	inevitably	took	longer	than	anticipated,	and	I	

was	glad	to	have	picked	a	project	that	I	remained	interested	and	excited	about	as	I	awaited	

responses	from	various	people.	Once	full	approval	was	received,	I	began	the	process	of	

completing	questionnaire	packs	with	participants	and	particularly	enjoyed	hearing	the	stories	

that	individuals	were	so	generous	in	sharing	with	me	during	interviews	about	their	early	life	

experiences	and	how	this	related	(or	not)	to	their	perception	of	resilience	and	coping.		

It	is	unfortunate	that	personal	circumstances	at	the	start	of	my	third	year	of	training	

combined	with	time	constraints	later	in	the	year	have	meant	I	have	not	yet	been	able	to	

transcribe	or	analyse	the	interviews	I	conducted.	This	comes	with	a	sense	of	sadness	as	I	

know	there	are	valuable	themes	that	would	contextualise	and	add	strength	and	context	to	
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my	quantitative	findings.	However,	from	having	become	familiar	with	quality	assessment	

tools	during	my	literature	review,	I	also	know	that	I	would	not	have	any	way	of	capturing	

these	without	subjecting	them	to	the	type	of	formal	analysis	needed	for	a	high	quality	

papers.	I	am	looking	forward	to	writing	a	follow-up	paper	focusing	on	themes	of	post-

traumatic	growth	and	resilience	in	older	people	when	I	have	the	luxury	of	a	bit	more	time	

post-training.		

	 The	process	of	completing	this	project	has	been	an	important	one	in	helping	me	to	

think	carefully	about	what	we,	as	researchers,	ask	of	participants	and	why.	Having	really	

struggled	to	recruit	older	people	from	mental	health	services,	I	have	considered	this	question	

many	times	in	relation	to	the	potential	benefits	of	the	study	when	asking	busy	mental	health	

professionals	to	take	time	out	of	their	already	packed	schedules	to	assist	with	participant	

identification	and	screening.	I	noticed	that	for	many	professionals	there	was	a	hesitance	in	

asking	vulnerable	service-users	to	complete	research	questionnaires	for	fear	of	distressing	

them	further,	yet	the	vast	majority	of	participants	who	were	approached	expressed	

appreciation	of	being	able	to	meet	with	someone	to	talk	about	their	experiences	and	having	

the	opportunity	to	contribute	to	research	which	could	help	others	who	have	been	through	

similar	experiences.		

Service	Improvement	Project	

	 That	service-users	who	took	part	in	my	main	research	project	were	so	appreciative	of	

having	the	opportunity	to	simply	share	their	experiences	was	interesting	in	light	of	my	

conversations	with	staff	in	the	community	mental	health	team	where	I	completed	my	service	

improvement	project.	Many	Recovery	Navigators	described	having	started	the	job	with	the	

hope	of	offering	service-users	a	reflective	space	to	think	about	psychological	wellbeing	and	

recovery,	yet	their	interactions	with	them	ended	up	being	dominated	by	practical	issues	such	

as	housing	and	medication.		

During	the	consultation	process	when	setting	up	the	service	improvement	project,	I	

was	struck	by	the	high	staff	turnover	and	Care	Quality	Commission	(CQC)	report,	and	

wondered	how	I	could	work	with	the	team	to	draw	attention	to	staff	wellbeing	as	well	as	

confidence	and	competence	in	working	psychologically.	I	hoped	that	by	asking	Recovery	
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Navigators	who	were	not	able	to	attend	the	CPS	training	to	also	complete	the	questionnaires	

I	could	create	a	control	group	which	would	help	to	establish	whether	this	staff	group	

naturally	eased	into	their	roles	and	became	more	confident	and	competent	with	time,	or	

whether	the	training	did	actually	meet	their	needs	adequately	enough	for	them	to	feel	able	

to	incorporate	brief	psychological	interventions	amidst	other	aspects	of	their	job.	

As	in	my	main	research	project,	however,	I	encountered	significant	difficulties	in	

getting	staff	on	board	with	the	project.	Having	myself	been	asked	to	fill	out	sometimes	quite	

lengthy	feedback	forms	after	training	events	and	feeling	like	I	didn’t	have	the	time	or	energy	

to	do	them	justice,	I	am	mindful	of	the	fact	that	my	‘short	and	simple’	questionnaire	might	

have	evoked	similar	feelings	in	Recovery	Navigators.	Therefore,	although	it	was	frustrating	at	

the	time	of	recruitment	to	feel	like	I	was	continually	chasing	staff	to	return	questionnaires	

and	provide	feedback,	I	can	appreciate	that	the	barrier	to	participation	was	not	necessarily	a	

reflection	of	Recovery	Navigators	not	valuing	the	need	for	this	research,	but	the	lack	of	time	

and	space	needed	to	think	about	what	would	be	required	of	them	and	how/when	they	could	

feasibly	fit	this	into	their	day.	

I	am	grateful	to	the	team	for	providing	me	with	the	experience	of	being	involved	in	a	

project	which	was	developed	from	the	bottom	up;	this	has	helped	me	to	think	more	critically	

about	how	services	are	organised	and	identify	where	there	are	important	areas	of	

improvement	required.	This	process	has	been	immensely	helped	by	Dr	James	Gregory,	my	

academic	supervisor	on	the	project,	who	has	instilled	in	me	the	need	to	maintain	scientific	

rigour	when	conducting	service-level	research.	Continually	thinking	about	theory-practice	

links	in	this	way	has	helped	me	to	consider	the	wider	application	of	service	improvement	

projects	in	terms	of	how	a	training	program	developed	in	relation	to	a	service-specific	need	

might	generalise	to	other	services	or	staff	groups	experiencing	similar	issues.	

Case	Studies	

	 The	idea	of	grounding	myself	in	theory-practice	links	is	just	as	evident	in	the	series	of	

case	studies	I	have	written	over	the	last	three	years,	if	not	more	so	than	in	the	research	

projects	I	have	completed.	For	me,	the	ability	to	meet	and	work	therapeutically	with	service-

users	is	without	doubt	the	most	enjoyable	part	of	clinical	psychology.	As	such,	explicitly	
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applying	theoretical	knowledge	and	understanding	of	CBT	and	Systemic	Family	Therapy	to	

the	process	of	assessment,	formulation,	intervention	and	evaluation	on	a	case-by-case	basis	

has,	I	believe,	developed	my	skills	as	a	reflective	scientist-practitioner.	

	 Writing	up	the	work	I	have	done	has	also	helped	me	improve	how	I	present	clinical	

information	to	an	academic	audience.	For	example,	my	style	of	writing	has	become	clearer	

and	more	concise	with	each	case	study,	and	has	elevated	to	a	standard	suitable	for	

publishing.	This	is	evident	in	the	fact	that	I	have	had	a	case	study	poster	presentation	

accepted	at	the	British	Association	of	Behavioural	and	Cognitive	Psychotherapy	(BABCP)	

conference	later	this	year.	While	I	am	proud	of	this	achievement,	I	have	appreciated	more	

the	impact	that	my	case	studies	have	had	in	the	services	I	have	worked	in	during	placement.	

For	example,	after	completing	a	case	study	on	the	use	of	CBT	for	‘chew-spitting’	and	

disseminating	my	findings	during	a	CBT	Continued	Professional	Development	(CPD)	session,	I	

have	noticed	more	clinicians	in	the	eating	disorders	team	asking	about	this	behaviour	at	

assessment.	I	believe	it	is	examples	like	this	that	demonstrate	the	utility	of	case-study	

research	in	real	terms,	and	hope	to	continue	this	practice	in	qualified	life.	

Future	Research	and	Practice	

	 With	increasing	pressure	from	austerity	measures	and	privatisation	in	today’s	NHS,	I	

feel	strongly	that	clinical	psychologists	should	be	able	to	prioritise,	rather	than	sacrifice,	

research,	consultation	and	teaching	within	their	roles.	Thus,	having	recently	secured	a	job	in	

a	local	child	and	adolescent	mental	health	service,	I	hope	to	continue	using	my	research	skills	

for	service	evaluation	and	development	purposes	in	my	new	post,	and	contributing	to	the	

development	of	future	theory	and	practice	through	continuing	to	disseminate	case	studies	

and	other	empirical	research	in	relevant	clinical	and	academic	forums.	

“The	best	research	you	can	do	is	talk	to	people.”	–	Terry	Pratchett	
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Appendix	A:	Author	Guidelines	for	Trauma,	Violence	and	Abuse	

TVA	 accepts	 comprehensive	 reviews	 of	 research,	 legal	 cases,	 or	 conceptual	 and	

theoretical	developments	in	any	aspect	of	trauma,	violence	or	abuse.	Each	manuscript	must	

begin	with	a	clear	description	of	the	knowledge	area	that	is	being	researched	or	reviewed	and	

its	 relevance	 to	 understanding	 or	 dealing	 with	 trauma,	 violence,	 or	 abuse.	 Each	 review	

manuscript	must	also	provide	a	clear	discussion	of	the	limits	of	the	knowledge	which	has	been	

reviewed,	and	must	include	two	summary	tables;	one	of	critical	findings	and	the	other	listing	

implications	 of	 the	 review	 for	 practice,	 policy,	 and	 research.	 The	 tables,	which	 summarize	

critical	 findings	 and	 implications	 for	 practice,	 policy	 and	 research,	 must	 accompany	

submission.	

Manuscripts	 should	be	prepared	 in	APA	 style	and	may	be	up	 to	 forty	 typed	double	

spaced	pages	 in	 length.	All	manuscripts	are	peer	reviewed	and	should	be	submitted	with	a	

letter	indicating	that	the	material	has	not	been	published	elsewhere	and	is	not	under	review	

at	 another	 publication.	 Manuscripts	 should	 be	 submitted	 electronically	

to	http://mc.manuscriptcentral.com/tva	where	authors	will	be	required	to	set	up	an	online	

account	on	the	SageTrack	system	powered	by	ScholarOne.	Inquiries	may	be	made	by	e-mail	

at	contej@u.washington.edu	or	fax	at	206-543-1228.	

Authors	who	would	like	to	refine	the	use	of	English	in	their	manuscripts	might	consider	

using	the	services	of	a	professional	English-language	editing	company.	We	highlight	some	of	

these	companies	at	http://www.sagepub.com/journalgateway/engLang.htm.	

Please	be	aware	that	SAGE	has	no	affiliation	with	these	companies	and	makes	no	

endorsement	of	them.	An	author's	use	of	these	services	in	no	way	guarantees	that	his	or	her	

submission	will	ultimately	be	accepted.	Any	arrangement	an	author	enters	into	will	be	

exclusively	between	the	author	and	the	particular	company,	and	any	costs	incurred	are	the	

sole	responsibility	of	the	author.	

	

	 	



						

	122	

Manuscript	Preparation	

• Manuscripts	should	be	prepared	using	the	APA	Style	Guide	(Sixth	Edition).	All	pages	

must	be	typed,	double-spaced	(including	references,	footnotes,	and	endnotes).	Text	

must	be	in	12-point	Times	Roman.	Block	quotes	may	be	single-spaced.	Must	include	

margins	of	1inch	on	all	the	four	sides	and	number	all	pages	sequentially.		

• The	manuscript	should	include	four	major	sections	(in	this	order):	Title	Page,	Abstract,	

Main	Body,	and	References.	

Sections	in	a	manuscript	may	include	the	following	(in	this	order):		

(1)	Title	page,	(2)	Abstract,	(3)	Keywords,	(4)	Text,	(5)	Notes,	(6)	References,	(7)	Tables,		

(8)	Figures,	and	(9)	Appendices.		

Title	page	

• Please	include	the	following:	

o Full	article	title	

o Acknowledgments	and	credits	

o Each	author’s	complete	name	and	institutional	affiliation(s)	

o Grant	numbers	and/or	funding	information	

o Corresponding	author	(name,	address,	phone/fax,	e-mail)	

Abstract	

• Print	the	abstract	(150	to	250	words)	on	a	separate	page	headed	by	the	full	article	title.	

Omit	author(s)’s	names.	

Text	

• Begin	article	text	on	a	new	page	headed	by	the	full	article	title.		

o Headings	and	subheadings.	Subheadings	should	indicate	the	organization	of	

the	content	of	the	manuscript.	Generally,	three	heading	levels	are	sufficient	to	

organize	text.	Level	1	heading	should	be	Centered,	Boldface,	Upper	&	Lowercase,	

Level	2	heading	should	be	Flush	Left,	Boldface,	Upper	&	Lowercase,	Level	3	
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heading	should	be	Indented,	boldface,	lowercase	paragraph	heading	that	ends	

with	a	period,	Level	4	heading	should	be	Indented,	boldface,	italicized,	lowercase	

paragraph	heading	that	ends	with	a	period,	and	Level	5	heading	should	be	

Indented,	italicized,	lowercase	paragraph	heading	that	ends	with	a	period.	

o Citations.	For	each	text	citation	there	must	be	a	corresponding	citation	in	the	

reference	list	and	for	each	reference	list	citation	there	must	be	a	corresponding	

text	citation.	Each	corresponding	citation	must	have	identical	spelling	and	year.	

Each	text	citation	must	include	at	least	two	pieces	of	information,	author(s)	and	

year	of	publication.	Following	are	some	examples	of	text	citations:	

Notes	

• If	explanatory	notes	are	required	for	your	manuscript,	insert	a	number	formatted	in	

superscript	following	almost	any	punctuation	mark.	Footnote	numbers	should	not	follow	

dashes	(	—	),	and	if	they	appear	in	a	sentence	in	parentheses,	the	footnote	number	

should	be	inserted	within	the	parentheses.	The	Footnotes	should	be	added	at	the	bottom	

of	the	page	after	the	references.	The	word	“Footnotes”	should	be	centred	at	the	top	of	

the	page.	

References	

• Basic	rules	for	the	reference	list:	

o The	reference	list	should	be	arranged	in	alphabetical	order	according	to	the	

authors’	last	names.		

o If	there	is	more	than	one	work	by	the	same	author,	order	them	according	to	their	

publication	date	–	oldest	to	newest	(therefore	a	2008	publication	would	appear	

before	a	2009	publication).		

o When	listing	multiple	authors	of	a	source	use	“&”	instead	of	“and”.		

o Capitalize	only	the	first	word	of	the	title	and	of	the	subtitle,	if	there	are	one,	and	

any	proper	names	–	i.e.	only	those	words	that	are	normally	capitalized.		

o Italicize	the	title	of	the	book,	the	title	of	the	journal/serial	and	the	title	of	the	web	

document.		
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o Manuscripts	submitted	to	XXX	[journal	acronym]	should	strictly	follow	the	XXX	

manual	(‘x’th	edition)	[style	manual	title	with	ed.].		

o Every	citation	in	text	must	have	the	detailed	reference	in	the	Reference	section.	

o Every	reference	listed	in	the	Reference	section	must	be	cited	in	text.	

o Do	not	use	“et	al.”	in	the	Reference	list	at	the	end;	names	of	all	authors	of	a	

publication	should	be	listed	there.	

Tables	

• They	should	be	structured	properly.	Each	table	must	have	a	clear	and	concise	title.	When	

appropriate,	use	the	title	to	explain	an	abbreviation	parenthetically.	E.g.,	Comparison	of	

Median	Income	of	Adopted	Children	(AC)	v.	Foster	Children	(FC).	Headings	should	be	clear	

and	brief.	

Figures	

• They	should	be	numbered	consecutively	in	the	order	in	which	they	appear	in	the	text	and	

must	include	figure	captions.	Figures	will	appear	in	the	published	article	in	the	order	in	

which	they	are	numbered	initially.	The	figure	resolution	should	be	300dpi	at	the	time	of	

submission.	

Appendices	

• They	should	be	lettered	to	distinguish	from	numbered	tables	and	figures.	Include	a	

descriptive	title	for	each	appendix	(e.g.,	“Appendix	A.	Variable	Names	and	Definitions”).	

Cross-check	text	for	accuracy	against	appendices.	
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Appendix	B:	Newcastle	Ottawa	Scale,	for	Case-Control	Studies	

Selection:	(Maximum	4	Stars)	

1)	Is	the	case	definition	adequate?	

a)	Yes,	with	independent	validation	*	
b)	Yes,	e.g.	record	linkage	or	based	on	self-reports	
c)	No	description	

2)	Representativeness	of	the	cases	

a)	Consecutive	or	obviously	representative	series	of	cases	*	
b)	Potential	for	selection	biases	or	not	stated	

3)	Selection	of	Controls	

a)	Community	controls	*	
b)	Hospital	controls	
c)	No	description	

4)	Definition	of	Controls	

a)	no	history	of	disease	(endpoint)	*	
b)	No	description	of	source	

	

Comparability:	(Maximum	2	Stars)	

1)	Comparability	of	cases	and	controls	on	the	basis	of	the	design	or	analysis	

a)	Study	controls	for	_______________	(Select	the	most	important	factor.)		*	
b)	Study	controls	for	any	additional	factor	*	(These	criteria	could	be	modified	to	

indicate	specific	control	for	a	second	important	factor.)	
	

Exposure:	(Maximum	3	Stars)	

1)	Ascertainment	of	exposure	

a)	Secure	record	(e.g.	surgical	records)	*	
b)	Structured	interview	where	blind	to	case/control	status	*	
c)	Interview	not	blinded	to	case/control	status	
d)	Written	self-report	or	medical	record	only	
e)	No	description	

2)	Same	method	of	ascertainment	for	cases	and	controls	

a)	Yes	*	
b)	No	

3)	Non-response	rate	

a)	Same	rate	for	both	groups	*	
b)	Non-respondents	described	
c)	Rate	different	and	no	designation	
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Appendix	C:	Newcastle	Ottawa	Scale,	Adapted	for	Cross-Sectional	Studies	

Selection:	(Maximum	5	Stars)	

1)	Representativeness	of	the	sample:	

a)	Truly	representative	of	the	average	in	the	target	population.	*	(all	subjects	or	
random	sampling)	
b)	Somewhat	representative	of	the	average	in	the	target	population.	*	(non-random	
sampling)	
c)	Selected	group	of	users.	
d)	No	description	of	the	sampling	strategy.	

2)	Sample	size:	

a)	Justified	and	satisfactory.	*	
b)	Not	justified.	

3)	Non-respondents:	

a)	Comparability	between	respondents	and	non-respondent’s	characteristics	is	
established,	and	the	response	rate	is	satisfactory.	*	

b)	The	response	rate	is	unsatisfactory,	or	the	comparability	between	respondents	
and	non-respondents	is	unsatisfactory.	

c)	No	description	of	the	response	rate	or	the	characteristics	of	the	responders	and	
the	non-responders.	

4)	Ascertainment	of	the	exposure	(risk	factor):	

a)	Validated	measurement	tool.	**	
b)	Non-validated	measurement	tool,	but	the	tool	is	available	or	described.	*	
c)	No	description	of	the	measurement	tool.	

	
Outcome:	(Maximum	3	Stars)	

1)	Assessment	of	the	outcome:	

a)	Independent	blind	assessment.	**	
b)	Record	linkage.	**	
c)	Self	report.		*	
d)	No	description.	

2)	Statistical	test:		

a)	The	statistical	test	used	to	analyse	the	data	is	clearly	described	and	appropriate,	
and	the	measurement	of	the	association	is	presented,	including	confidence	
intervals	and	the	probability	level	(p	value).	*		

b)	The	statistical	test	is	not	appropriate,	not	described	or	incomplete.	
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Appendix	D:	Author	Guidelines	for	Mental	Health	Review	Journal	

Format	

• Article	files	should	be	provided	in	Microsoft	Word	format.	LaTex	files	can	be	used	if	an	

accompanying	PDF	document	is	provided.	PDF	as	a	sole	file	type	is	not	accepted,	a	

PDF	must	be	accompanied	by	the	source	file.	Acceptable	figure	file	types	are	listed	

further	below.	

Article	Length	

• Articles	should	be	between	4000	and	7000	words	in	length,	except	for	literature	

reviews	or	review	articles	which	have	no	word	limit.	This	includes	all	text	including	

references	and	appendices.	Please	allow	350	words	for	each	figure	or	table.	

Article	Title	

• A	title	of	not	more	than	eight	words	should	be	provided.	

Author	Details	

• All	contributing	authors’	names	should	be	added	to	the	ScholarOne	submission,	and	

their	names	arranged	in	the	correct	order	for	publication.	

o Correct	email	addresses	should	be	supplied	for	each	author	in	their	separate	

author	accounts	

o The	full	name	of	each	author	must	be	present	in	their	author	account	in	the	

exact	format	they	should	appear	for	publication,	including	or	excluding	any	

middle	names	or	initials	as	required	

o The	affiliation	of	each	contributing	author	should	be	correct	in	their	individual	

author	account.	The	affiliation	listed	should	be	where	they	were	based	at	the	

time	that	the	research	for	the	paper	was	conducted	
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Bibliographies	and	Acknowledgements	

• Authors	who	wish	to	include	these	items	should	save	them	together	in	an	MS	Word	

file	to	be	uploaded	with	the	submission.	If	they	are	to	be	included,	a	brief	professional	

biography	of	not	more	than	100	words	should	be	supplied	for	each	named	author.	

Research	Funding	

• Authors	must	declare	all	sources	of	external	research	funding	in	their	article	and	a	

statement	to	this	effect	should	appear	in	the	Acknowledgements	section.	Authors	

should	describe	the	role	of	the	funder	or	financial	sponsor	in	the	entire	research	

process,	from	study	design	to	submission	

Structures	Abstract	

• Authors	must	supply	a	structured	abstract	in	their	submission,	set	out	under	4-7	sub-

headings	(see	our	"How	to...	write	an	abstract"	guide	for	practical	help	and	guidance):	

o Purpose	(mandatory)		

o Design/methodology/approach	(mandatory)		

o Findings	(mandatory)		

o Research	limitations/implications	(if	applicable)		

o Practical	implications	(if	applicable)	

o Social	implications	(if	applicable)	

o Originality/value	(mandatory)	

• Maximum	is	250	words	in	total	(including	keywords	and	article	classification,	see	

below).	

• Authors	should	avoid	the	use	of	personal	pronouns	within	the	structured	abstract	and	

body	of	the	paper	(e.g.	"this	paper	investigates..."	is	correct,	"I	investigate..."	is	

incorrect).	

Keywords	

• Authors	should	provide	appropriate	and	short	keywords	in	the	ScholarOne	submission	

that	encapsulate	the	principal	topics	of	the	paper	(see	the	How	to...	ensure	your	
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article	is	highly	downloaded	guide	for	practical	help	and	guidance	on	choosing	search-

engine	friendly	keywords).	The	maximum	number	of	keywords	is	12.	

• Whilst	Emerald	will	endeavour	to	use	submitted	keywords	in	the	published	version,	all	

keywords	are	subject	to	approval	by	Emerald’s	in	house	editorial	team	and	may	be	

replaced	by	a	matching	term	to	ensure	consistency.	

Article	Classification	

• Authors	must	categorize	their	paper	as	part	of	the	ScholarOne	submission	process.	

The	category	which	most	closely	describes	their	paper	should	be	selected	from	the	list	

below.	

• RESEARCH	PAPER.	This	category	covers	papers	which	report	on	any	type	of	research	

undertaken	by	the	author(s).	The	research	may	involve	the	construction	or	testing	of	a	

model	or	framework,	action	research,	testing	of	data,	market	research	or	surveys,	

empirical,	scientific	or	clinical	research.	

• VIEWPOINT.	Any	paper,	where	content	is	dependent	on	the	author's	opinion	and	

interpretation,	should	be	included	in	this	category;	this	also	includes	journalistic	

pieces.	

• TECHNICAL	PAPER.	Describes	and	evaluates	technical	products,	processes	or	services.	

• CONCEPTUAL	PAPER.	These	papers	will	not	be	based	on	research	but	will	develop	

hypotheses.	The	papers	are	likely	to	be	discursive	and	will	cover	philosophical	

discussions	and	comparative	studies	of	others'	work	and	thinking.	

• CASE	STUDY.	Case	studies	describe	actual	interventions	or	experiences	within	

organizations.	They	may	well	be	subjective	and	will	not	generally	report	on	research.	

A	description	of	a	legal	case	or	a	hypothetical	case	study	used	as	a	teaching	exercise	

would	also	fit	into	this	category.	

• LITERATURE	REVIEW.	It	is	expected	that	all	types	of	paper	cite	any	relevant	literature	

so	this	category	should	only	be	used	if	the	main	purpose	of	the	paper	is	to	annotate	

and/or	critique	the	literature	in	a	particular	subject	area.	It	may	be	a	selective	

bibliography	providing	advice	on	information	sources	or	it	may	be	comprehensive	in	

that	the	paper's	aim	is	to	cover	the	main	contributors	to	the	development	of	a	topic	

and	explore	their	different	views.	
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• GENERAL	REVIEW.	This	category	covers	those	papers	which	provide	an	overview	or	

historical	examination	of	some	concept,	technique	or	phenomenon.	The	papers	are	

likely	to	be	more	descriptive	or	instructional	("how	to"	papers)	than	discursive.	

Headings	

• Headings	must	be	concise,	with	a	clear	indication	of	the	distinction	between	the	

hierarchy	of	headings.		

The	preferred	format	is	for	first	level	headings	to	be	presented	in	bold	format	and	

subsequent	sub-headings	to	be	presented	in	medium	italics.	

Notes/Endnotes	

• Notes	or	Endnotes	should	be	used	only	if	absolutely	necessary	and	must	be	identified	

in	the	text	by	consecutive	numbers,	enclosed	in	square	brackets	and	listed	at	the	end	

of	the	article.	

Figures	

• All	Figures	(charts,	diagrams,	line	drawings,	web	pages/screenshots,	and	photographic	

images)	should	be	submitted	in	electronic	form.		

• All	Figures	should	be	of	high	quality,	legible	and	numbered	consecutively	with	Arabic	

numerals.	Graphics	may	be	supplied	in	colour	to	facilitate	their	appearance	on	the	

online	database.	

o Figures	created	in	MS	Word,	MS	PowerPoint,	MS	Excel,	Illustrator	should	be	

supplied	in	their	native	formats.	Electronic	figures	created	in	other	

applications	should	be	copied	from	the	origination	software	and	pasted	into	a	

blank	MS	Word	document	or	saved	and	imported	into	an	MS	Word	document	

or	alternatively	create	a	.pdf	file	from	the	origination	software.	

o Figures	which	cannot	be	supplied	as	above	are	acceptable	in	the	standard	

image	formats	which	are:	.pdf,	.ai,	and	.eps.	If	you	are	unable	to	supply	

graphics	in	these	formats	then	please	ensure	they	are	.tif,	.jpeg,	or	.bmp	at	a	

resolution	of	at	least	300dpi	and	at	least	10cm	wide.	
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o To	prepare	web	pages/screenshots	simultaneously	press	the	"Alt"	and	"Print	

screen"	keys	on	the	keyboard,	open	a	blank	Microsoft	Word	document	and	

simultaneously	press	"Ctrl"	and	"V"	to	paste	the	image.	(Capture	all	the	

contents/windows	on	the	computer	screen	to	paste	into	MS	Word,	by	

simultaneously	pressing	"Ctrl"	and	"Print	screen".)	

o Photographic	images	should	be	submitted	electronically	and	of	high	quality.	

They	should	be	saved	as	.tif	or	.jpeg	files	at	a	resolution	of	at	least	300dpi	and	

at	least	10cm	wide.	Digital	camera	settings	should	be	set	at	the	highest	

resolution/quality	possible.	

Tables	

• Tables	should	be	typed	and	included	in	a	separate	file	to	the	main	body	of	the	article.	

The	position	of	each	table	should	be	clearly	labelled	in	the	body	text	of	article	with	

corresponding	labels	being	clearly	shown	in	the	separate	file.		

• Ensure	that	any	superscripts	or	asterisks	are	shown	next	to	the	relevant	items	and	

have	corresponding	explanations	displayed	as	footnotes	to	the	table,	figure	or	plate.		

References	

• References	to	other	publications	must	be	in	HARVARD	style	and	carefully	checked	for	

completeness,	accuracy	and	consistency.	This	is	very	important	in	an	electronic	

environment	because	it	enables	your	readers	to	exploit	the	Reference	Linking	facility	

on	the	database	and	link	back	to	the	works	you	have	cited	through	CrossRef.	

You	should	cite	publications	in	the	text:	(Adams,	2006)	using	the	first	named	author's	name	

or	(Adams	and	Brown,	2006)	citing	both	names	of	two,	or	(Adams	et	al.,	2006),	when	there	

are	three	or	more	authors.	At	the	end	of	the	paper	a	reference	list	in	alphabetical	order	

should	be	supplied.	

	 	



						

	134	

	 	



						

	 135	

Appendix	E:	Ethical	Approval	for	Service	Improvement	Project	

	
From:	psychology-ethics	
Sent:	02	February	2016	10:00	
To:	Priya	Patel	
Subject:	Re:	Ethics	15-254 
	
Dear	Priya	Patel,		
Reference	number	15-254:	EVALUATION	OF	A	NEW	TRAINING	PACKAGE	FOR	RECOVERY	
NAVIGATORS	IN	THE	BRISTOL	RECOVERY	TEAM.	
	
The	ethics	committee	have	considered	your	application	for	the	study	above.	I	can	now	
confirm	that	you	have	full	ethical	approval	for	your	study.	
	
Best	wishes	with	your	research,	
Dr	Michael	J	Proulx	
Chair,	Psychology	Research	Ethics	Committee	
	

	
From: webmaster@awp.nhs.uk [mailto:webmaster@awp.nhs.uk]  
Sent: 25 January 2016 15:51 
To: Sadhnani Vaneeta (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST) 
Subject: Evaluation application APPROVED Vaneeta Sadhnani	
		
[Submitted by Janet.Brandling@awp.nhs.uk] 	

 

Evaluation	Application 
		
You	application	has	been	approved	
		
You	can	see	any	comments	here	
	 	



						

	136	

	 	



						

	 137	

Appendix	F:	Information	Sheet	–	Supervisors	

	

	

	

Information	Sheet		
INVITATION	

You	are	being	asked	to	take	part	in	a	service	improvement	project	aiming	to	evaluate	
training	that	is	being	delivered	to	Recovery	Navigators	across	the	Bristol	Recovery	Teams.		

Through	this	process,	we	hope	to	find	out	whether	the	training	(1)	adequately	meets	
the	needs	of	the	team	and	(2)	increases	Recovery	Navigators’	confidence	and	competence	in	
working	psychologically	with	service	users.	The	outcome	of	the	evaluation	will	be	used	to	help	
identify	 helpful	 resources	 and	 develop	 further	materials	 to	 support	 Recovery	Navigators	 in	
their	roles.	

	

WHAT	WILL	HAPPEN	

Prior	 to	 the	 training	 day	 (11th	 February)	 you	 will	 be	 asked	 to	 complete	 a	 short	
questionnaire	outlining	what	you	think	are	the	current	training	needs	of	the	team	both	as	a	
whole	and	in	terms	of	the	staff	you	are	currently	supervising.	You	will	be	asked	to	complete	
this	questionnaire	again	at	the	end	of	June.	
	

TIME	COMMITMENT	

The	 questionnaire	 should	 take	 no	 longer	 than	 5-10	 minutes	 to	 complete	 on	 each	
occasion.	

	

BENEFITS	AND	RISKS	

There	are	no	known	risks	for	you	in	this	project.	Potential	benefits	to	you	taking	part	
may	include	having	the	opportunity	to	take	a	more	active	role	in	supporting	your	colleagues	
and	 to	contribute	 to	 service	development	by	addressing	any	gaps	you	may	have	noticed	 in	
training,	supervision	and	wider	service	provision.	

	

CONFIDENTIALITY/ANONYMITY	

The	data	we	collect	will	involve	basic	demographic	details	(e.g.	age,	gender)	and	details	
about	your	role	 in	the	team	(e.g.	how	long	you	have	been	working	for	the	Bristol	Recovery	
Team).		

This	information	will	all	be	coded	and	anonymised	prior	to	being	included	in	the	final	
report,	 and	 all	 data	 will	 be	 kept	 confidentially	 for	 the	 duration	 of	 the	 project.	 Following	
completion	of	the	project	this	information	will	be	appropriately	destroyed.	



						

	138	

	

PARTICIPANTS’	RIGHTS	

v You	have	the	right	to	stop	being	a	part	of	the	project	at	any	time	without	explanation.		
v You	 have	 the	 right	 to	 ask	 that	 any	 data	 you	 have	 supplied	 to	 that	 point	 be	

withdrawn/destroyed.		
v You	have	the	right	to	omit	or	refuse	to	answer	or	respond	to	any	question	that	is	asked	

of	you.	
v You	have	the	right	to	have	your	questions	about	the	procedures	answered.		

	

FOR	FURTHER	INFORMATION	

If	you	have	any	questions	about	this	project	as	a	result	of	reading	this	information	sheet,	
the	project	facilitator,	Priya	Patel,	and	the	field	supervising	psychologist,	Dr	Vaneeta	Sadhnani,	
will	be	glad	to	answer	these	questions	at	any	time.	You	may	contact	them	at	P.Patel@bath.ac.uk	
and	Vaneeta.Sadhnani@nhs.net	respectively.	Dr	 James	Gregory	 (J.D.Gregory@bath.ac.uk)	at	
the	University	of	Bath	will	also	be	supervising	this	project.	

The	 results	 of	 this	 project	will	 be	written	 up	 in	 a	 journal-style	 report	which	will	 be	
shared	with	participating	staff	initially.	The	final	report	will	then	be	made	available	to	wider	
team	and	trust.	
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Appendix	G:	Core	Psychological	Skills:	Supervisor	Questionnaire	(Pre	and	Post)	

	

What	are	currently	 the	main	themes	you	notice	coming	up	 in	clinical	 supervision	
sessions	with	Recovery	Navigators?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	

	
What	 are	 currently	 the	main	 questions	 you	 are	 asked	 by	 Recovery	Navigators	 in	
terms	of	potential	referrals	to	psychology?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	

	
What,	 in	 your	 opinion,	 are	 currently	 the	 main	 training	 needs	 within	 the	 team?		
Please	 specify	 whether	 this	 is	 applicable	 to	 the	 whole	 team,	 or	 specifically	 to	
Recovery	Navigators.	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
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Appendix	H:	Information	Sheet	–	Recovery	Navigators	

	
	

	

	

Information	Sheet	
INVITATION	

You	are	being	asked	to	take	part	in	a	service	improvement	project	aiming	to	evaluate	
the	Core	Psychological	Skills	training	that	is	being	delivered	across	the	Bristol	Recovery	Teams.		

Through	this	process,	we	hope	to	find	out	whether	the	training	(1)	adequately	meets	
the	needs	of	 the	 team	and	 (2)	 increases	 your	own	confidence	and	 competence	 in	working	
psychologically	with	service	users.	The	outcome	of	the	evaluation	will	be	used	to	help	develop	
further	materials	to	support	you	in	your	role.	

	

WHAT	WILL	HAPPEN	

On	the	training	day	you	will	be	given	a	questionnaire	which	will	ask	you	to	provide	basic	
information	about	your	previous	professional	roles,	training	and	experience.	You	will	also	be	
provided	 with	 a	 second	 questionnaire	 about	 your	 current	 level	 of	 knowledge,	 skills	 and	
confidence	 in	 working	 psychologically	 with	 service	 users,	 and	 about	 your	 current	 use	 of	
supervision.	

If	you	are	attending	either	of	the	training	days,	you	will	be	asked	to	complete	the	first	
questionnaire	before	your	training	starts,	and	the	second	questionnaire	before	and	after	you	
complete	the	training,	and	again	at	a	3-month	follow-up.	

The	 project	 facilitator	 will	 send	 you	 a	 prompt	 email	 to	 complete	 the	 follow-up	
questionnaire	at	the	3-month	point.	
	

BENEFITS	AND	RISKS	

There	 are	 no	 known	 risks	 for	 you	 in	 this	 project,	 and	 the	 results	 will	 not	 impact	
negatively	on	the	quality	of	any	training	or	supervision	that	you	receive	now	or	in	the	future.		

Potential	benefits	to	you	taking	part	may	include	an	increase	in	skills	and	confidence	
regarding	 the	 use	 of	 brief	 psychological	 interventions	 during	 home	 visits,	 and	 having	 the	
opportunity	 to	 contribute	 to	 service	 development	 by	 addressing	 any	 gaps	 you	 may	 have	
noticed	in	training,	supervision	and	wider	service	provision.	

	

TIME	COMMITMENT	

The	questionnaire	pack	should	take	no	longer	than	10-15	minutes	to	complete	on	each	
occasion.	
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CONFIDENTIALITY/ANONYMITY	

The	data	we	collect	will	involve	basic	demographic	details	(e.g.	age,	gender)	and	details	
about	your	role	 in	the	team	(e.g.	how	long	you	have	been	working	for	the	Bristol	Recovery	
Team).		

This	information	will	all	be	coded	and	anonymised	prior	to	being	included	in	the	final	
report,	 and	 all	 data	 will	 be	 kept	 confidentially	 for	 the	 duration	 of	 the	 project.	 Following	
completion	of	the	project	this	information	will	be	appropriately	destroyed.	

	

PARTICIPANTS’	RIGHTS	

v You	have	the	right	to	stop	being	a	part	of	the	project	at	any	time	without	explanation.		
v You	 have	 the	 right	 to	 ask	 that	 any	 data	 you	 have	 supplied	 to	 that	 point	 be	

withdrawn/destroyed.		
v You	have	the	right	to	omit	or	refuse	to	answer	or	respond	to	any	question	that	is	asked	

of	you.	
v You	have	the	right	to	have	your	questions	about	the	procedures	answered.		

	

FOR	FURTHER	INFORMATION	

If	you	have	any	questions	about	this	project	as	a	result	of	reading	this	information	sheet,	
the	project	facilitator,	Priya	Patel,	and	the	field	supervising	psychologist,	Dr	Vaneeta	Sadhnani,	
will	be	glad	to	answer	these	questions	at	any	time.	You	may	contact	them	at	P.Patel@bath.ac.uk	
and	Vaneeta.Sadhnani@nhs.net	respectively.	Dr	 James	Gregory	 (J.D.Gregory@bath.ac.uk)	at	
the	University	of	Bath	will	also	be	supervising	this	project.	

The	 results	 of	 this	 project	will	 be	written	 up	 in	 a	 journal-style	 report	which	will	 be	
shared	with	participating	staff	initially.	The	final	report	will	then	be	made	available	to	wider	
team	and	trust.	
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Appendix	I:	Consent	Form	
	
	

	

Consent	From	

Please	read	the	following	statements	and	tick	the	boxes	to	let	me	know	that	you	understand	

what	is	involved	in	taking	part	in	this	project.		

1	 I	have	read	the	information	sheet	and	understand	what	the	project	is	about,	

and	have	been	able	to	ask	questions	about	anything	I	am	unsure	about.	
	

2	 I	understand	that	participation	is	completely	voluntary	and	I	can	stop	at	any	

time	without	having	to	give	a	reason.	
	

3	 I	understand	that	the	information	I	provide	will	be	confidential	and	will	not	be	

shared	unless	it	indicates	a	possible	risk	to	myself	or	to	someone	else,	or	if	I	

disclose	information	that	incriminates	me	or	anyone	else.	I	am	aware	that	in	

this	case	the	facilitator	would	need	to	pass	this	information	on	to	a	relevant	

professional.		

	

	

4	 I	am	happy	to	be	contacted	by	the	project	facilitator	via	email.	 	

5	 I	understand	that	my	personal	information	such	as	my	name	will	not	be	

revealed	in	the	final	report,	but	my	quotes	may	be	used.	
	

6	 I	understand	that	this	project	is	being	facilitated	by	a	Clinical	Psychologist	in	

Training	and	that	the	results	will	be	written	up	and	submitted	for	assessment	

by	the	University	of	Bath	as	part	of	their	advanced	training.	

	
	

7	 I	agree	to	take	part	in	this	project	 	
	 	 	

Name:                                               

Email:	

Signature:                                               

Date:                                               
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Appendix	J1:	Core	Psychological	Skills	Training	Questionnaire	(Pre-Training)	

	

What	 are	 the	 main	 themes	 you	 notice	 coming	 up	 in	 your	 clinical	 supervision	
sessions?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	do	you	find	most	helpful	about	supervision?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	do	you	feel	is	missing	in	supervision	that	you	may	find	more	helpful?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	are	your	experiences	of	working	psychologically	with	service	users,	and	how	
does	this	fit	in	with	other	duties?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
How	confident/competent	do	 you	 currently	 feel	 in	delivering	brief	 psychological	
interventions	as	part	of	your	role?		
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
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Please	look	at	the	below	scale	of	1-5	where	1	is	‘not	at	all’	and	‘5’	is	‘very’,	and	rate	how	
competent	and	how	confident	you	feel	in	the	following	areas	by	entering	the	appropriate	
number	in	the	boxes:	
	

1	 2	 3	 4	 5	
Not	at	all	 Scarcely	 Somewhat	 Quite	 Very	

	 	 	 	 	

Core	Clinical	Skills	 Competence	 Confidence	

• Ability	to	engage	a	client	 	 	

• Ability	to	develop	and	maintain	a	good	therapeutic	

alliance	

	 	

• Knowledge	of,	and	ability	to	work	within	

professional/	ethical	guidelines		

	 	

• Knowledge	and	understanding	of		confidentiality	 	 	

• Knowledge	and	understanding	of	therapeutic	

boundaries		

	 	

• Knowledge	and	understanding	of	different	boundary	

violations	

	 	

• Understanding	of	challenges	to	keeping	boundaries	 	 	

• Ability	to	manage	boundaries	in	different	situations	 	 	

• Actively	listening,	summarising	and	feeding	back	 	 	

• Identifying	suitability	for	intervention	 	 	

• Ability	to	structure	sessions	 	 	

• Ability	to	agree	SMART	goals	for	intervention	 	 	

• Ability	to	employ	problem	solving	techniques	 	 	

• Ability	to	manage	emotional	content	of	sessions	 	 	

• Ability	to	manage	endings	 	 	

• Ability	to	make	effective	use	of	supervision	 	 	
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Anxiety	 Competence	 Confidence	

• Ability	to	explain	what	anxiety	is	 	 	

• Knowledge	and	understanding	of	
different	anxiety	disorders	

	 	

• Ability	to	explain	and	demonstrate	
anxiety	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	graded	exposure	

	 	

• Ability	to	plan	and	conduct	graded	
exposure	with	clients	

	 	

• Knowledge	of,	and	ability	to	use,	applied	
relaxation	and	breathing	techniques		

	 	

Depression	 Competence	 Confidence	

• Ability	to	explain	what	depression	is	 	 	

• Knowledge	and	understanding	of	
depression	

	 	

• Ability	to	explain	and	demonstrate	
depression	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	behavioural	activation	

	 	

• Ability	to	plan	and	conduct	behavioural	
experiments	with	clients	

	 	

• Ability	to	plan	and	conduct	sleep	
hygiene	

	 	

Mindfulness	 Competence	 Confidence	

• Ability	to	explain	what	mindfulness	is	 	 	

• Knowledge	and	understanding	of	
mindfulness	

	 	

• Knowledge	of,	and	ability	to	explain	the	
difference	between	‘mindfulness’,	
‘relaxation’	and	‘grounding’	

	 	

• Ability	to	plan	and	conduct	mindfulness	
exercises	with	clients	
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Appendix	J2:	Core	Psychological	Skills	Training	Questionnaire	(Post-Training)	

	
How	did	you	feel	about	the	training	you	received,	with	regards	to	the	content	and	
quality	of	the	presentation/delivery,	and	how	satisfied	were	you	with	it	overall?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	

	
What	 -	 if	 anything	 -	 do	 you	 think	 could	 be	 changed	 or	 improved	 in	 terms	 of	 the	
training	offered,	e.g.	content,	delivery,	method,	style?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
	
How	confident/competent	do	 you	 currently	 feel	 in	delivering	brief	 psychological	
interventions	as	part	of	your	role,	and	how	-	if	at	all	-	has	this	changed	with	today’s	
training.		
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
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Please	look	at	the	below	scale	of	1-5	where	1	is	‘not	at	all’	and	‘5’	is	‘very’,	and	rate	how	
competent	and	how	confident	you	feel	in	the	following	areas	by	entering	the	appropriate	
number	in	the	boxes:	
	

1	 2	 3	 4	 5	
Not	at	all	 Scarcely	 Somewhat	 Quite	 Very	

	 	 	 	 	

Core	Clinical	Skills	 Competence	 Confidence	

• Ability	to	engage	a	client	 	 	

• Ability	to	develop	and	maintain	a	good	therapeutic	

alliance	

	 	

• Knowledge	of,	and	ability	to	work	within	

professional/	ethical	guidelines		

	 	

• Knowledge	and	understanding	of		confidentiality	 	 	

• Knowledge	and	understanding	of	therapeutic	

boundaries		

	 	

• Knowledge	and	understanding	of	different	boundary	

violations	

	 	

• Understanding	of	challenges	to	keeping	boundaries	 	 	

• Ability	to	manage	boundaries	in	different	situations	 	 	

• Actively	listening,	summarising	and	feeding	back	 	 	

• Identifying	suitability	for	intervention	 	 	

• Ability	to	structure	sessions	 	 	

• Ability	to	agree	SMART	goals	for	intervention	 	 	

• Ability	to	employ	problem	solving	techniques	 	 	

• Ability	to	manage	emotional	content	of	sessions	 	 	

• Ability	to	manage	endings	 	 	

• Ability	to	make	effective	use	of	supervision	 	 	
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Anxiety	 Competence	 Confidence	

• Ability	to	explain	what	anxiety	is	 	 	

• Knowledge	and	understanding	of	
different	anxiety	disorders	

	 	

• Ability	to	explain	and	demonstrate	
anxiety	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	graded	exposure	

	 	

• Ability	to	plan	and	conduct	graded	
exposure	with	clients	

	 	

• Knowledge	of,	and	ability	to	use,	applied	
relaxation	and	breathing	techniques		

	 	

Depression	 Competence	 Confidence	

• Ability	to	explain	what	depression	is	 	 	

• Knowledge	and	understanding	of	
depression	

	 	

• Ability	to	explain	and	demonstrate	
depression	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	behavioural	activation	

	 	

• Ability	to	plan	and	conduct	behavioural	
experiments	with	clients	

	 	

• Ability	to	plan	and	conduct	sleep	
hygiene	

	 	

Mindfulness	 Competence	 Confidence	

• Ability	to	explain	what	mindfulness	is	 	 	

• Knowledge	and	understanding	of	
mindfulness	

	 	

• Knowledge	of,	and	ability	to	explain	the	
difference	between	‘mindfulness’,	
‘relaxation’	and	‘grounding’	

	 	

• Ability	to	plan	and	conduct	mindfulness	
exercises	with	clients	
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Appendix	J3:	Core	Psychological	Skills	Training	Questionnaire	(Follow-Up)	

	
What	 are	 the	 main	 themes	 you	 notice	 coming	 up	 in	 your	 clinical	 supervision	
sessions?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	do	you	find	most	helpful	about	supervision?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	do	you	feel	is	missing	in	supervision	that	you	may	find	more	helpful?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
Have	you	attended	any	further	training	since	the	Core	Psychological	Skills	training	
day?	(please	circle)	Yes/No	

If	yes,	please	specify:	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
What	 -	 if	 anything	 -	 do	 you	 think	 could	 be	 changed	or	 improved	 in	 terms	of	 any	
future	training	that	is	offered,	e.g.	content,	delivery,	method,	style?	
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	

	
How	confident/competent	do	 you	 currently	 feel	 in	delivering	brief	 psychological	
interventions	 as	 part	 of	 your	 role,	 and	 how	 -	 if	 at	 all	 -	 has	 this	 changed	 since	
receiving	training.		
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________	
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Please	look	at	the	below	scale	of	1-5	where	1	is	‘not	at	all’	and	‘5’	is	‘very’,	and	rate	how	
competent	and	how	confident	you	feel	in	the	following	areas	by	entering	the	appropriate	
number	in	the	boxes:	
	

1	 2	 3	 4	 5	
Not	at	all	 Scarcely	 Somewhat	 Quite	 Very	

	 	 	 	 	

Core	Clinical	Skills	 Competence	 Confidence	

• Ability	to	engage	a	client	 	 	

• Ability	to	develop	and	maintain	a	good	therapeutic	

alliance	

	 	

• Knowledge	of,	and	ability	to	work	within	

professional/	ethical	guidelines		

	 	

• Knowledge	and	understanding	of		confidentiality	 	 	

• Knowledge	and	understanding	of	therapeutic	

boundaries		

	 	

• Knowledge	and	understanding	of	different	boundary	

violations	

	 	

• Understanding	of	challenges	to	keeping	boundaries	 	 	

• Ability	to	manage	boundaries	in	different	situations	 	 	

• Actively	listening,	summarising	and	feeding	back	 	 	

• Identifying	suitability	for	intervention	 	 	

• Ability	to	structure	sessions	 	 	

• Ability	to	agree	SMART	goals	for	intervention	 	 	

• Ability	to	employ	problem	solving	techniques	 	 	

• Ability	to	manage	emotional	content	of	sessions	 	 	

• Ability	to	manage	endings	 	 	

• Ability	to	make	effective	use	of	supervision	 	 	



						

	 155	

Anxiety	 Competence	 Confidence	

• Ability	to	explain	what	anxiety	is	 	 	

• Knowledge	and	understanding	of	
different	anxiety	disorders	

	 	

• Ability	to	explain	and	demonstrate	
anxiety	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	graded	exposure	

	 	

• Ability	to	plan	and	conduct	graded	
exposure	with	clients	

	 	

• Knowledge	of,	and	ability	to	use,	applied	
relaxation	and	breathing	techniques		

	 	

Depression	 Competence	 Confidence	

• Ability	to	explain	what	depression	is	 	 	

• Knowledge	and	understanding	of	
depression	

	 	

• Ability	to	explain	and	demonstrate	
depression	maintenance	cycle	

	 	

• Knowledge	of,	and	ability	to	explain,	
rationale	for	behavioural	activation	

	 	

• Ability	to	plan	and	conduct	behavioural	
experiments	with	clients	

	 	

• Ability	to	plan	and	conduct	sleep	
hygiene	

	 	

Mindfulness	 Competence	 Confidence	

• Ability	to	explain	what	mindfulness	is	 	 	

• Knowledge	and	understanding	of	
mindfulness	

	 	

• Knowledge	of,	and	ability	to	explain	the	
difference	between	‘mindfulness’,	
‘relaxation’	and	‘grounding’	

	 	

• Ability	to	plan	and	conduct	mindfulness	
exercises	with	clients	
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Appendix	K1:	Thematic	Map:	Supervision/Training	Needs	
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Appendix	K2:	Thematic	Map:	Working	Psychologically		
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Appendix	K3:	Thematic	Map:	Training	Evaluation
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Appendix	L:	Service	Improvement	

The	results	and	recommendations	resulting	from	this	project	were	gratefully	

received	by	the	service.	Although	some	recommendations	are	still	under	review,	a	

number	of	changes	have	been	applied	to	improve	the	delivery	of	training	for	RNs	across	

all	the	Bristol	ARTs.		

Firstly,	the	service	acknowledged	that	there	were	a	number	of	differences	in	the	

way	that	supervision	was	being	delivered	across	the	ARTs,	with	some	areas	being	more	

organised	and	others	feeling	more	chaotic	depending	on	staffing	numbers	in	each	area.	

This	accounted	for	some	of	the	uncertainty	and	inconsistency	reported	by	RNs.	Clinical	

supervisors	have	now	agreed	to	take	responsibility	for	addressing	this	issue	in	future	by	

ensuring	that	they	have	more	explicit	discussions	about	the	purpose	and	value	of	

supervision,	and	how	to	use	it	effectively.	

Secondly,	the	service	reported	that	specific	training	regarding	the	key	differences	

between	management	and	clinical	supervision	was	already	provided	as	part	of	RNs’	

inductions.	However,	this	project	highlighted	more	systemic	complexities	in	terms	of	the	

BMH	model.	For	example,	RNs	have	two	managers	(one	in	the	voluntary	organisation	they	

were	recruited	from	and	one	in	the	ART)	who	do	not	have	frequent	contact,	and	although	

the	RNs	work	within	the	ART	once	recruited,	ART	managers	are	not	currently	involved	in	

deciding	what	goes	into	RNs’	job	descriptions.	It	is	likely	that	this	contributes	to	the	lack	of	

clarity	RNs	experience	in	terms	of	understanding	their	job	roles,	and	should	be	addressed	

in	future	service	planning	meetings.	

Finally,	in	terms	of	specifically	addressing	RNs’	training	needs,	a	decision	has	been	

made	to	offer	regular	monthly	trans-diagnostic	CPD	sessions	(e.g.	“Formulating	from	a	

CBT	perspective”).	These	are	much	more	interactive,	and	last	for	an	hour	instead	of	a	

whole	day.	By	offering	focused	“bite-size”	sessions,	the	content	has	become	more	

digestible,	and	the	service	has	created	time	for	RNs	to	both	understand	the	theoretical	

application	of	specific	skills	and	practice	them	under	close	supervision.	Additionally,	by	

formalising	the	sessions	(RNs	have	to	book	ahead	of	time	and	come	with	a	case	in	mind),	

RNs	are	making	an	active	choice	to	attend	the	trainings	that	are	most	appropriate	and	

relevant	to	them,	and	appear	to	value	them	more	as	a	result.	It	is	anticipated	that	this	way	

of	delivering	training	will	improve	RNs’	ability	to	sustain	their	knowledge	and	skills	in	the	

long	term.	 	
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Appendix	M:	Author	Guidelines	for	Journal	of	Consulting	and	Clinical	
Psychology	

Length	and	Style	of	Manuscripts	

• Full-length	manuscripts	should	not	exceed	35	pages	total	(including	cover	page,	

abstract,	text,	references,	tables,	and	figures),	with	margins	of	at	least	1	inch	on	all	

sides	and	a	standard	font	(e.g.,	Times	New	Roman)	of	12	points	(no	smaller).	The	

entire	paper	(text,	references,	tables,	etc.)	must	be	double	spaced.	

• Instructions	on	preparing	tables,	figures,	references,	metrics,	and	abstracts	appear	in	

the	Publication	Manual	of	the	American	Psychological	Association	(6th	edition).	

• Authors	submitting	manuscripts	that	report	new	data	collection,	especially	

randomized	clinical	trials	(RCTs),	should	comply	with	the	newly	developed	APA	Journal	

Article	Reporting	Standards	(PDF,	98KB)	(JARS;	see	American	Psychologist,	2008,	63,	

839–851	or	Appendix	in	the	APA	Publication	Manual).	

• For	papers	that	exceed	35	pages,	authors	must	justify	the	extended	length	in	their	

cover	letter	(e.g.,	reporting	of	multiple	studies),	and	in	no	case	should	the	paper	

exceed	45	pages	total.	Papers	that	do	not	conform	to	these	guidelines	may	be	

returned	without	review.	

• The	References	section	should	immediately	follow	a	page	break.	

Title	of	Manuscript	

• The	title	of	a	manuscript	should	be	accurate,	fully	explanatory,	and	preferably	no	

longer	then	12	words.	The	title	should	reflect	the	content	and	population	studied	

(e.g.,	"treatment	of	generalized	anxiety	disorders	in	adults").	

• If	the	paper	reports	a	randomized	clinical	trial	(RCT),	this	should	be	indicated	in	the	

title.	Note	that	JARS	criteria	must	be	used	for	reporting	purposes.	

Abstract	

• All	manuscripts	must	include	an	abstract	containing	a	maximum	of	250	words	typed	

on	a	separate	page.	After	the	abstract,	please	supply	up	to	five	keywords	or	brief	

phrases.	

• Manuscripts	published	in	the	Journal	of	Consulting	and	Clinical	Psychology	will	include	

a	structured	abstract	of	up	to	250	words.	
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• For	studies	that	report	randomized	clinical	trials	or	meta-analyses,	the	abstract	also	

must	be	consistent	with	the	guidelines	set	forth	by	JARS	or	MARS	(Meta-Analysis	

Reporting	Standards)	guidelines,	respectively.	Thus,	in	preparing	a	manuscript,	please	

ensure	that	it	is	consistent	with	the	guidelines	stated	below.	

• Please	include	an	Abstract	of	up	to	250	words,	presented	in	paragraph	form.	The	

Abstract	should	be	typed	on	a	separate	page	(page	2	of	the	manuscript),	and	must	

include	each	of	the	following	sections:	

o 
OBJECTIVE:	A	brief	statement	of	the	purpose	of	the	study	

o 
METHOD:	A	detailed	summary	of	the	participants	(N,	age,	gender,	ethnicity)	as	

well	as	descriptions	of	the	study	design,	measures	(including	names	of	

measures),	and	procedures	

o 
RESULTS:	A	detailed	summary	of	the	primary	findings	that	clearly	articulate	

comparison	groups	(if	relevant),	and	that	indicate	significance	or	confidence	

intervals	for	the	main	findings	

o 
CONCLUSIONS:	A	description	of	the	research	and	clinical	implications	of	the	

findings	

Public	Health	Significance	Statements	

• Authors	submitting	manuscripts	to	the	Journal	of	Consulting	and	Clinical	

Psychology	are	required	to	provide	2–3	brief	sentences	regarding	the	public	health	

significance	of	the	study	or	meta-analysis	described	in	their	paper.	This	description	

should	be	included	within	the	manuscript	on	the	abstract/keywords	page.	It	should	be	

written	in	language	that	is	easily	understood	by	both	professionals	and	members	of	

the	lay	public.	

• When	an	accepted	paper	is	published,	these	sentences	will	be	boxed	beneath	the	

abstract	for	easy	accessibility.	All	such	descriptions	will	also	be	published	as	part	of	the	

Table	of	Contents,	as	well	as	on	the	journal's	web	page.	This	new	policy	is	in	keeping	

with	efforts	to	increase	dissemination	and	usage	by	larger	and	diverse	audiences.	

• Examples	of	these	2–3	sentences	include	the	following:	

o "This	study	strongly	suggests	that	(description	of	a	given	psychosocial	

treatment)	is	an	effective	treatment	for	anxiety,	but	only	if	it	is	of	mild	to	

moderate	severity.	For	persons	with	severe	anxiety,	additional	treatments	may	

be	necessary."	
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o "When	treating	individuals	of	(name	of	a	particular	ethnic	minority	group)	who	

are	experiencing	PTSD,	this	study	demonstrated	the	importance	of	taking	into	

account	cultural	factors,	especially	those	that	involve	one's	spiritual	beliefs."	

o "This	study	highlights	the	importance	of	directly	including	one's	family	in	

treatment	when	helping	adults	diagnosed	with	cancer	overcome	their	

depression."	

• To	be	maximally	useful,	these	statements	of	public	health	significance	should	not	

simply	be	sentences	lifted	directly	out	of	the	manuscript.	

• They	are	meant	to	be	informative	and	useful	to	any	reader.	They	should	provide	a	

bottom-line,	take-home	message	that	is	accurate	and	easily	understood.	In	addition,	

they	should	be	able	to	be	translated	into	media-appropriate	statements	for	use	in	

press	releases	and	on	social	media.	

• Prior	to	final	acceptance	and	publication,	all	public	health	significance	statements	will	

be	carefully	reviewed	to	make	sure	they	meet	these	standards.	Authors	will	be	

expected	to	revise	statements	as	necessary.	

Keywords	

• Please	supply	up	to	five	keywords	or	short	phrases.	

Participants:	Description	and	Informed	Consent	

• The	Method	section	of	each	empirical	report	must	contain	a	detailed	description	of	

the	study	participants,	including	(but	not	limited	to)	the	following:	age,	gender,	

ethnicity,	SES,	clinical	diagnoses	and	comorbidities	(as	appropriate),	and	any	other	

relevant	demographics.	

• In	the	Discussion	section	of	the	manuscript,	authors	should	discuss	the	diversity	of	

their	study	samples	and	the	generalizability	of	their	findings.	

• The	Method	section	also	must	include	a	statement	describing	how	informed	consent	

was	obtained	from	the	participants	(or	their	parents/guardians)	and	indicate	that	the	

study	was	conducted	in	compliance	with	an	appropriate	Internal	Review	Board.	
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Measures	

• The	Method	section	of	empirical	reports	must	contain	a	sufficiently	detailed	

description	of	the	measures	used	so	that	the	reader	understands	the	item	content,	

scoring	procedures,	and	total	scores	or	subscales.	Evidence	of	reliability	and	validity	

with	similar	populations	should	be	provided.	

Statistical	Reporting	of	Clinical	Significance	

• JCCP	requires	the	statistical	reporting	of	measures	that	convey	clinical	significance.	

Authors	should	report	means	and	standard	deviations	for	all	continuous	study	

variables	and	the	effect	sizes	for	the	primary	study	findings.	(If	effect	sizes	are	not	

available	for	a	particular	test,	authors	should	convey	this	in	their	cover	letter	at	the	

time	of	submission.)	

• JCCP	also	requires	authors	to	report	confidence	intervals	for	any	effect	sizes	involving	

principal	outcomes	(see	Fidler	et	al.,	Journal	of	Consulting	and	Clinical	Psychology,	

2005,	pp.	136–143	and	Odgaard	&	Fowler,	Journal	of	Consulting	and	Clinical	

Psychology,	2010,	pp.287–297).	

• In	addition,	when	reporting	the	results	of	interventions,	authors	should	include	

indicators	of	clinically	significant	change.	Authors	may	use	one	of	several	approaches	

that	have	been	recommended	for	capturing	clinical	significance,	including	(but	not	

limited	to)	the	reliable	change	index	(i.e.,	whether	the	amount	of	change	displayed	by	

a	treated	individual	is	large	enough	to	be	meaningful;	see	Jacobson	et	al.,	Journal	of	

Consulting	and	Clinical	Psychology,	1999),	the	extent	to	which	dysfunctional	

individuals	show	movement	into	the	functional	distribution	(see	Jacobson	&	

Truax,	Journal	of	Consulting	and	Clinical	Psychology,	1991),	or	other	normative	

comparisons	(see	Kendall	et	al.,	Journal	of	Consulting	and	Clinical	Psychology,	1999).	

• The	special	section	of	JCCP	on	"Clinical	Significance"	(Journal	of	Consulting	and	Clinical	

Psychology,	1999,	pp.	283–339)	contains	detailed	discussions	of	clinical	significance	

and	its	measurement	and	should	be	a	useful	resource	(see	also	Atkins	et	al.,	Journal	of	

Consulting	and	Clinical	Psychology,	2005,	pp.	982–989).	
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Discussion	of	Clinical	Implications	

• Articles	must	include	a	discussion	of	the	clinical	implications	of	the	study	findings	or	

analytic	review.	The	Discussion	section	should	contain	a	clear	statement	of	the	extent	

of	clinical	application	of	the	current	assessment,	prevention,	or	treatment	methods.	

The	extent	of	application	to	clinical	practice	may	range	from	suggestions	that	the	data	

are	too	preliminary	to	support	widespread	dissemination	to	descriptions	of	existing	

manuals	available	from	the	authors	or	archived	materials	that	would	allow	full	

implementation	at	present.	

References	

• List	references	in	alphabetical	order.	Each	listed	reference	should	be	cited	in	text,	and	

each	text	citation	should	be	listed	in	the	References	section.	
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Appendix	N:	Information	Sheet	
	

	
	

Understanding	and	Measuring	‘Coping’	in	UK	Older	Adults	
	

Information	Sheet	
	

Thank	you	for	your	interest	in	this	research	project.	Before	you	decide	whether	or	not	

you	wish	to	take	part,	it	is	important	for	you	to	understand	why	the	study	is	being	done	

and	what	it	will	involve.	Please	take	some	time	to	read	the	following	information	and	feel	

free	to	ask	someone	else	to	read	it	with	you	if	needed.	

What	is	the	purpose	of	this	research?	
Research	into	mental	health	problems	has	traditionally	focused	on	identifying	risk-factors	

and	measuring	changes	in	symptoms	of	low	mood	or	anxiety	during	treatment.	There	is	

less	research	focussing	on	people’s	strengths	and	measuring	changes	in	their	ability	to	

cope	with	difficulties	throughout	their	lives.	

In	this	study,	we	would	like	to	explore	what	‘coping’	with	means	to	older	adults	in	the	UK,	

how	this	may	have	changed	throughout	their	lives	and	how	able	to	cope	they	feel	

currently.	We	are	also	interested	in	exploring	the	similarities	and	differences	between	

people	who	do	and	do	not	access	support	from	mental	health	services,	and	hope	our	

research	will	allow	for	better	identification	of	individuals	who	may	be	less	able	to	cope	in	

specific	areas	of	their	lives	in	order	to	offer	more	relevant	support	to	them.	

Why	have	I	been	invited?		
You	are	being	invited	to	participate	because	you	are	over	the	age	of	65	and	a	permanent	

UK	resident.		

What	will	I	have	to	do?	
If	you	choose	to	take	part,	you	will	be	asked	to	complete	some	questionnaires.	These	will	

ask	about	several	areas	that	we	think	could	be	important	for	understanding	what	helps	

people	to	cope	with	difficult	or	stressful	experiences.	Some	of	the	questionnaires	might	

seem	relevant	to	you,	but	others	might	not.	You	are	free	to	omit	any	questions	that	you	

do	not	wish	to	answer.	The	questions	include	asking	about:	

v Your	life	experiences	(e.g.,	‘How	old	were	you	when	you	left	school?’)	and	how	you	
have	coped	with	difficulties	in	the	past	(e.g.,	‘Have	you	been	able	to	overcome	

obstacles,	and	if	so,	how?’)	

v Your	physical	and	emotional	wellbeing	

You	will	have	a	choice	about	how	you	would	like	to	complete	the	questionnaires:	

v Online:	 Please	 visit	 https://bathreg.onlinesurveys.ac.uk/understanding-and-

measuring-coping-in-older-adults	and	follow	the	instructions	provided.	

v Post:	 Please	 return	 the	 completed	questionnaire	pack	 to	 (10	West,	University	of	

Bath,	Claverton	Down	Road,	Bath,	BA2	7AY).		

v Telephone:	 Please	 contact	 Priya	 Patel	 to	 arrange	 a	 suitable	 time	 and	 date	 on	

07912621624,	or	at	p.patel@bath.ac.uk.	

v Face-to-face:	 Please	 contact	 Priya	 Patel	 to	 arrange	 a	 suitable	 time	 and	 date	 on	

07912621624,	or	at	p.patel@bath.ac.uk.	
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Completing	the	questionnaires	should	take	no	more	than	20	minutes	in	total.		

If	you	decide	to	take	the	questionnaires	away	with	you	or	complete	them	online,	you	will	

be	able	to	fill	them	in	in	your	own	time	and	take	breaks	as	needed.	If	you	are	doing	them	

face	to	face,	you	can	ask	for	breaks	as	needed.	You	are	welcome	to	ask	someone	to	help	

you	with	completing	the	questionnaires,	as	long	as	the	answers	are	your	own.	

If	you	decide	you	would	like	to	speak	to,	or	meet	with,	someone	from	the	research	team	

to	help	you	complete	the	questionnaires,	please	contact	the	Chief	Investigator,	Priya	

Patel	(Clinical	Psychologist	in	Training)	on	the	details	below.	We	can	then	arrange	an	

hour-long	appointment	to	take	place	at	a	suitable	time	and	date	for	this	purpose.	

Do	I	have	to	take	part?		
No.	Participation	is	entirely	voluntary;	it	is	up	to	you	to	decide	if	you	want	to	join	the	

study.	You	can	contact	the	research	team	(details	below)	if	you	would	like	to	speak	

further	before	deciding	whether	or	not	you	would	like	to	participate.	If	you	decide	to	take	

part,	you	will	be	asked	to	sign	a	consent	form.	You	are	free	to	withdraw	at	any	time,	

without	giving	a	reason.	If	you	have	already	returned	your	completed	questionnaires	and	

decide	you	would	like	this	information	withdrawn,	please	contact	Priya	Patel	to	discuss	

this	further.	

Are	there	any	risks	involved?		
There	are	no	anticipated	risks	to	taking	part	in	this	project.	However,	the	questionnaires	

will	ask	about	your	mood	and	physical	symptoms	and,	although	unlikely,	it	is	possible	that	

some	of	these	questions	may	cause	you	to	feel	distressed.	If	this	is	the	case,	please	do	not	

hesitate	to	contact	a	member	of	the	research	team.	We	will	then	be	able	to	offer	you	

advice	on	how	to	seek	further	support	(for	example,	contacting	your	GP;	calling	a	helpline	

to	talk).		

Are	there	any	benefits	to	taking	part?		
It	is	unlikely	that	there	will	be	any	direct	benefits	to	you	as	a	result	of	taking	part	in	this	

study.	However,	we	hope	that	having	a	better	understanding	of	how	people	cope	across	

the	whole	of	their	lives	and	having	more	accurate	ways	to	measure	it	will	(a)	lead	to	

better	identification	of	individuals	who	may	require	more	help	as	their	support	networks	

and	physical	abilities	diminish	in	older	adulthood,	and	(b)	allow	professionals	to	take	a	

more	strengths-based	approach	to	improve	people’s	overall	wellbeing	rather	than	

focussing	on	treating	ill-health.		

What	if	there	is	a	problem?		
Every	care	will	be	taken	to	ensure	your	safety	during	the	course	of	the	study.		

If	you	have	any	concerns	or	wish	to	complain	about	any	aspect	of	the	way	you	have	been	

approached	or	treated	as	part	of	this	study,	you	should	initially	contact	the	researchers,	

Priya	Patel,	Dr	Catherine	Hamilton-Giachritsis	or	Dr	Sarah	Dexter-Smith,	who	will	do	their	

best	to	address	your	concerns	(see	contact	details	below).		

If	you	remain	unhappy	and	wish	to	complain	formally,	you	can	contact	the	Sponsor	of	this	

study,	the	University	of	Bath	on	01225	383162.	
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Will	what	I	say	be	confidential?		
Yes.	Your	questionnaire	responses	will	be	coded	and	made	anonymous	by	giving	them	a	

unique	identification	code.	All	your	personal	information	such	as	your	name	and	contact	

details	will	be	entered	and	stored	on	a	password-protected	memory	stick	for	the	duration	

of	the	project,	so	that	only	the	research	team	will	have	access	to	it.		

In	line	with	good	practice	guidelines	from	the	British	Psychological	Society,	the	password-

protected	memory	stick	and	any	paper	versions	of	the	completed	questionnaires	will	be	

kept	securely	in	a	locked	cabinet	for	10	years	once	the	study	has	ended.	These	will	all	be	

appropriately	destroyed	after	this	time.		

If	your	responses	on	the	questionnaires	indicate	that	there	may	be	a	possible	risk	to	

yourself	or	to	someone	else,	we	would	have	to	break	confidentiality	in	order	to	ensure	

your	safety;	in	this	case	your	GP	will	be	informed.	The	information	you	provide	will	not	be	

used	for	any	other	purpose	apart	this.		

What	will	happen	with	the	results	of	the	study?		
The	results	of	this	research	will	be	written	up	and	submitted	(a)	for	assessment	by	the	

University	of	Bath	as	part	of	Priya	Patel’s	advanced	doctoral	training,	and	(b)	to	an	

academic	journal	for	wider	publication.		

No	individual	participants	will	be	identifiable	in	any	written	report	resulting	from	this	

study.	We	will	be	happy	to	share	the	findings	of	this	research	with	interested	participants	

once	they	are	available.			

Who	is	organising,	funding	and	reviewing	this	research?		
This	project	is	being	organised	and	funded	by	the	University	of	Bath,	as	part	of	Priya	

Patel’s	Doctorate	in	Clinical	Psychology.	The	study	has	been	reviewed	by	the	NHS	

Research	Ethics	Committee	and	by	the	University	of	Bath	Psychology	Department	Ethics	

Committee.	

Further	Information:	
If	you	have	any	queries	or	wish	to	discuss	this	research	further,	you	can	contact	the	

following	people	who	will	be	glad	to	answer	your	questions:	

Chief	Investigator:		 Priya	Patel,	Clinical	Psychologist	in	Training	(University	of	Bath)	

P.Patel@bath.ac.uk	

	 07912621624	

Academic	Supervisor:		Dr	Catherine	Hamilton-Giachritsis	(University	of	Bath)		

C.Hamilton-Giachritsis@bath.ac.uk		

01225383970	

Field	Supervisor:		 Dr	Sarah	Dexter-Smith	(Tees,	Esk	and	Wear	Valleys	NHS	Trust)	

Sarah.Dexter-Smith@nhs.net	
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Appendix	O:	Consent	Form	
	

	
	

	
Consent	Form	

	
Please	read	the	following	statements	and	tick	the	boxes	to	let	me	know	that	you	
understand	what	is	involved	in	taking	part	in	this	project.		
1	 I	confirm	I	have	read	the	information	sheet	and	understand	what	the	

project	is	about.	I	have	had	the	opportunity	to	consider	the	information,	ask	

questions	and	have	had	these	answered	satisfactorily.	

	

2	 I	understand	that	participation	is	completely	voluntary	and	I	can	stop	at	any	

time	without	having	to	give	a	reason	and	without	my	care	or	legal	rights	

being	affected.	

	

3	 I	understand	that	this	study	involves	completing	questionnaires	about	my	

physical	and	emotional	wellbeing.	

	

4	 I	understand	that	the	information	I	provide	will	be	confidential	and	will	not	

be	shared	unless	it	indicates	a	possible	risk	to	myself	or	to	someone	else.	If	

this	is	the	case,	my	GP	or	mental	health	professional	will	be	informed	of	the	

risk.	

	

5	 If	interviewed,	I	consent	to	being	audio	recorded	and	understand	that	

personal	information	such	as	my	name	will	not	be	revealed	in	any	

publications	resulting	from	this	research,	but	my	quotes	may	be	used.	

	

6	 I	understand	that	this	project	is	being	facilitated	by	a	Clinical	Psychologist	in	

Training	and	that	the	results	will	be	written	up	and	submitted	for	

assessment	by	the	University	of	Bath	as	part	of	their	advanced	doctoral	

training.		

	

	

7	 I	agree	to	take	part	in	this	study.	
	

Name	of	Participant	 	

Signature:	 	

Date:	 	

GP	Name	and	Address:	 	

E-Mail/Postal	Address:	 	

Please	tick	if	you	would	like	us	to	share	the	findings	of	this	research	when	
completed							
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Appendix	P:	Demographic	Questionnaire	
	

	
	 	 	 	 About	You	

	
Please	can	you	provide	us	with	the	following	information?	
	

What	age	are	you?	__________	years	

	

How	would	you	describe	your	gender?		
Male		

Female	

Other	

Prefer	not	to	say	

	

How	would	you	describe	your	ethnicity?	
________________________________________	

	

How	would	you	describe	your	relationship	status?	
Single		

Long-term	relationship	

Co-habiting		

Married		

Separated		

Divorced	

Widowed	

	

Have	you	ever	served	in	the	armed	forces?	Yes	 	No	 	

o If	yes,	how	many	years	did	you	serve?	_______	
o Which,	if	any,	conflict	zones	have	you	been	in?	_____-

_____________________________	

	

How	old	were	you	when	you	left	school?	_______	

	

What	is	your	highest	qualification?	
None		

O	Level,	GCE,	GCSE	or	equivalent	

A	Level,	NVQ,	HND	or	equivalent	

Degree		

Masters		

PhD		

Other:	________________________________________	

	

How	would	you	describe	your	current	employment	status?		
Employed		

Self-Employed		

Homemaker		

Unemployed			

Retired		

Other:	________________________________________	
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What	is/was	your	main	occupation/career?	
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	

	

On	balance,	would	you	consider	yourself	as	having	been	successful	in	your	
career?		

Yes		

No		

Not	Applicable		

	

Throughout	your	life,	would	you	consider	yourself	to	have	had:		
Lots	of	close	friends		

A	few	close	friends		

Friends	but	no	one	close		

Largely	acquaintances		

Preferred	your	own	company		

	

Have	you	found	it	easy	to	make	relationships	with	other	people?	Yes	 	No	 		

If	no,	why	do	you	think	this	was?		
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	

	

Have	you	ever	been	convicted	of	a	criminal	offence?	Yes	 	No	 	

If	yes,	please	can	you	give	brief	details:		
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	

	

Have	you	ever	been	addicted	to	drugs	or	alcohol?	Yes	 	No	 	

If	yes,	please	can	you	give	brief	details,	such	as	when,	for	how	long	and	why:		
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	
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Have	you	ever	experienced	any	of	the	following?	
(Tick	all	that	apply)	

Bullying	

Neglect	in	childhood	

Abuse	(e.g.,	physical,	sexual,	emotional,	financial)	

Bereavement		

Trauma	

Wartime/evacuation/post-war	austerity	

Loss	of	job	(e.g.,	through	dismissal	or	redundancy)	

Relationship	breakdown	(e.g.,	divorce	or	separation)	

Financial	difficulties	

Homelessness	

Imprisonment		

Personal	injury	or	illness	

Accident	(e.g.,	road	traffic	accident)		

Natural	disaster	(e.g.,	flood,	fire,	earthquake)	

	
Would	you	consider	yourself	to	have	experienced	any	of	the	following?		
(Tick	all	that	apply,	and	indicate	whether	this	is	experienced	currently	or	in	the	past)	

Depression	 	 	 	 Currently	 Previously	

Anxiety		 	 	 	 Currently	 Previously	

Obsessive	Compulsive	Disorder	 	 Currently	 Previously	

Post-Traumatic	Stress	Disorder	 	 Currently	 Previously	

Psychosis	or	Schizophrenia	 	 Currently	 Previously	

Eating	disorder		 	 	 Currently	 Previously	

Other:	_____________________	 	 Currently	 Previously	

	

Have	you	ever	had	contact	with	mental	health	services?	
Yes,	I	am	currently	in	contact	with	services	

Yes,	I	have	previously	been	in	contact	with	services	

No,	I	have	never	been	in	contact	with	services	

If	yes,	please	can	you	give	brief	details:		
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	

	

Have	you	ever	attempted	self-harm	or	suicide?	Yes	 	No	 	

If	yes,	please	can	you	give	brief	details:		
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

__________________________________________________________________	

	

Thanks	for	taking	the	time	to	complete	this	first	questionnaire.	
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Appendix	Q:	Clinical	Outcomes	in	Routine	Evaluation	–	Outcome	Measure	
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Appendix	R:	Short-Form	Health	Survey	–	36	Items	
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Appendix	S:	Debrief	Statement	
	

	
	

Understanding	and	Measuring	‘Coping’	in	UK	Older	Adults	
	

Debriefing	Statement		
	

Thank	you	so	much	for	participating	in	this	study.	We	know	you	are	busy	and	very	much	

appreciate	the	time	you	devoted	to	taking	part.		

	

Older	adults,	by	definition,	are	more	likely	to	have	witnessed	and	experienced	a	range	of	

difficulties	throughout	their	lives	compared	to	younger	adults,	(e.g.,	family	and	

relationship	problems,	serious	health	problems	or	workplace	and	financial	stressors).		We	

therefore	consider	this	group	of	people	to	have	had	an	increased	opportunity	to	develop	

and	demonstrate	a	great	deal	of	resilience.		

	

Your	responses	will	be	very	valuable	in	helping	us	to	develop	our	understanding	of,	and	

ability	to	measure,	resilience	and	coping	abilities	throughout	the	lifespan.	In	turn,	we	

hope	that	this	will	(a)	lead	to	better	identification	of	individuals	who	may	require	more	

help	as	their	support	networks	and	physical	abilities	diminish	in	older	adulthood,	and	(b)	

allow	health	and	social	care	professionals	to	take	a	more	strengths-based	approach	to	

improve	people’s	overall	wellbeing	rather	than	simply	focusing	on	treating	ill-health.	

If	you	would	like	any	further	information	about	the	project,	please	contact	the	research	

team	using	the	contact	information	overleaf.	

	

If	you	feel	that	answering	any	of	the	questions	in	this	study	has	caused	you	to	feel	

distressed,	we	would	encourage	you	to	contact	the	chief	investigator	(Priya	Patel;	contact	

details	overleaf)	who	will	then	be	able	to	offer	you	advice	on	how	to	seek	further	support.	

	

v If	you	are	not	currently	accessing	any	other	services,	we	would	advise	you	to	

contact	you	GP	for	additional	support.	

v If	you	continue	to	feel	distressed	and	are	currently	receiving	support	from	mental	

health	services,	please	speak	to	either	your	primary	mental	health	worker	or	GP.	

v If	you	are	in	need	of	urgent	help	and	advice,	please	call	NHS	111	or	the	Samaritans	

on	116	123.	Both	numbers	are	free	to	call	from	a	mobile	or	landline.		
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If	you	experience	any	problems	and	are	unhappy	with	any	aspects	of	the	project,	or	your	

participation	in	it,	we	would	urge	you	to	speak	to	the	chief	investigator	for	the	research	

(Priya	Patel;	contact	details	below)	or	the	academic	supervisor	(Dr.	Catherine	Hamilton-

Giachritsis;	contact	details	below)	who	will	try	and	resolve	any	problems.	In	the	

unfortunate	event	that	you	remain	unhappy	and	wish	to	complain	formally,	you	can	

contact	the	Sponsor	of	this	study,	the	University	of	Bath,	on	01225	383162.	

	

v Chief	Investigator:		 Priya	Patel,	Clinical	Psychologist	in	Training	

P.Patel@bath.ac.uk	

	 	 	 07912621624	

	

v Academic	Supervisor:		Dr.	Catherine	Hamilton-Giachritsis	

	 	 	 C.Hamilton-Giachritsis@bath.ac.uk	

	 	 	 01225	383970	

	

v Field	Supervisor:	 Dr.	Sarah	Dexter-Smith	

	 	 	 Sarah.Dexter-Smith@nhs.net	

	

	

Thank	you	again	for	participating	in	this	research	

	

	

	 	



						

	 191	

Appendix	T:	Ethical	Approval/Letters	of	Access	for	Main	Research	Project	
	
	
From:	psychology-ethics	<psychology-ethics@bath.ac.uk>	

Subject:	Re:	Ethics	16-144	
Date:	9	June	2016	2:39:22	pm	BST	

To:	Priya	Patel	<P.Patel@bath.ac.uk>	

		

Dear	Priya	Patel	

		

Ethics	Reference	16-144:	Psychometric	Evaluation	and	Norming	of	the	Conor-Davidson	

Resilience	Scale	in	a	UK	Older	Adult	Population	

		

The	ethics	committee	have	given	your	study	partial	ethical	approval.	You	may	proceed	

with	the	data	collection	for	your	community	sample,	and	only	commence	the	remainder	

of	the	research	upon	receiving,	and	providing,	NHS	Ethical	Approval.	

		

Best	wishes	with	your	research.	

		

Dr	Michael	J	Proulx	

Chair	of	Psychology	Ethics	Committee	

	

	
From:	psychology-ethics	<psychology-ethics@bath.ac.uk>	

Subject:	RE:	Ethics	16-144	
Date:	26	October	2016	at	12:20:18	pm	BST	

To:	Priya	Patel	<P.Patel@bath.ac.uk>	

	

Dear	Priya,	

		

Yes,	please	proceed	with	your	data	collection.	However,	please	could	you	send	me	your	

HRA	approval	letter	in	a	different	format	that	I	can	open	(e.g.	word,	pdf)	so	that	we	have	

it	on	file?		

		

Best	of	luck	with	your	data	collection,	

		

Dr.	Nathalia	Gjersoe	

Chair,	Psychology	Ethics	Committee	
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Page 1 of 8 

Miss Priya Patel 

Clinical Psychologist in Training 

University of Bath 

Claverton Down 

Bath 

BA2 7AY 

 

Email: hra.approval@nhs.net 

 

16 November 2016 

 

Dear Miss Patel 

 

 

Study title: Understanding and Measuring Resilience: Psychometric 
Evaluation and Norming of the Connor-Davidson Resilience 
Scale in Older People in the UK 

IRAS project ID: 200654  
REC reference: 16/EM/0434   
Sponsor University of Bath 
 
I am pleased to confirm that HRA Approval has been given for the above referenced study, on the 

basis described in the application form, protocol, supporting documentation and any clarifications 

noted in this letter.  

 

Participation of NHS Organisations in England  
The sponsor should now provide a copy of this letter to all participating NHS organisations in England.  
 
Appendix B provides important information for sponsors and participating NHS organisations in 

England for arranging and confirming capacity and capability. Please read Appendix B carefully, in 

particular the following sections: 

x Participating NHS organisations in England – this clarifies the types of participating 

organisations in the study and whether or not all organisations will be undertaking the same 

activities 

x Confirmation of capacity and capability - this confirms whether or not each type of participating 

NHS organisation in England is expected to give formal confirmation of capacity and capability. 

Where formal confirmation is not expected, the section also provides details on the time limit 

given to participating organisations to opt out of the study, or request additional time, before 

their participation is assumed. 

x Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment 
criteria) - this provides detail on the form of agreement to be used in the study to confirm 

capacity and capability, where applicable. 

Further information on funding, HR processes, and compliance with HRA criteria and standards is also 

provided. 

 

Letter of HRA Approval 
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From: "ARMSTRONG-JAMES, Laura (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS 
TRUST)" <laura.armstrong-james@nhs.net>	
Subject: 978AWP R&D confirmation	
Date: 23 November 2016 at 8:57:49 am GMT	
To: "PATEL, Priya (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST)" 
<priyapatel1@nhs.net>	
Cc: "NORTON, Marie (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST)" 
<marie.norton1@nhs.net>, "DIXON, Marion (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS 
TRUST)" <marion.dixon1@nhs.net>, "c.hamilton-giachritsis@bath.ac.uk" <c.hamilton-
giachritsis@bath.ac.uk>	
	

Dear	Priya, 
		

Title	of	study	Understanding	and	Measuring	Resilience:	Psychometric	Evaluation	and	Norming	of	

the	Connor-Davidson	Resilience	Scale	in	Older	People	in	the	UK	

AWP	ref.																																													978AWP																															

R&D	confirmation	date:															23	November	2016																											
Recruitment	end	date:																		31	March	2017	

Study	end	date:																																31	July	2017	
Clinical	Teams	for	which	confirmation	granted:	North	Somerset	LL	therapies	

		
Thank	you	very	much	for	applying	to	undertake	your	research	in	AWP,	we	pride	ourselves	on	a	

straight	forward	and	rapid	process	for	research	governance.	

		
We	are	pleased	to	advise	we	are	able	to	grant	R&D	Confirmation	at	Avon	and	Wiltshire	Mental	
Health	Partnership	NHS	Trust	(“the	Trust”)	to	cover	the	locations	as	stated	above.	Please	find	
attached	the	AWP	logo	to	use	on	any	local	documents	you	will	be	issuing	i.e.	information	sheets	

and	consent	forms.			

		

Under	the	conditions	of	approval,	you	are	required	to:		

		

1.							Document	any	study	activity	on	RiO	for	the	relevant	patient	records,	if	applicable.	Please	

refer	to	the	attached	RiO	guidance	document.	If	you	do	not	have	access	to	RiO	and	only	need	

to	update	service	user’s	records	as	above,	you	can	ask	a	member	of	the	clinical	team	to	do	

this	for	you.	Please	ensure	the	attached	procedures	are	still	adhered	to.	If	you	need	access	to	

RiO	for	any	other	reason,	please	advise	the	AWP	R&D	office	using	the	contact	details	below.	

		

2.							Update	recruitment	figures	regularly	via	EDGE	(a	Clinical	Management	System).	This	enables	

us	to	keep	a	clear	track	of	all	Trust-wide	study	activity,	which	we	need	to	report	to	our	

research	funders.	Failure	to	comply	with	this	will	result	in	your	research	being	suspended,	
so	please	make	sure	you	complete	this	on	a	monthly	basis.	We	will	set	up	an	account	for	

you,	and	your	login	instructions	will	be	emailed	to	you.	Please	refer	to	the	attached	EDGE	

guidance	document.	

		

3.							Notify	us	if	you	plan	to	recruit	participants	from	any	clinical	team	not	outlined	above.	

	

4.							To	meet	AWP	R&D	audit	requirements	and	adhere	to	Good	Clinical	Practice	guidelines,	you	

will	also	need	to	ensue	you	create	and	manage	a	study	site	file.	If	you	need	more	information	

on	this	please	contact	the	AWP	R&D	department	or	visit	the	NIHR	website:	

http://www.crn.nihr.ac.uk/learning-development/good-clinical-practice/gcp-resources-

templates-and-reference-documents/	

		

The	R&D	Management	Permission	in	the	Trust	is	valid	until	31	July	2017.	If	you	require	any	

extension	to	this	in	the	future	please	contact	us	to	arrange.			

		

We	hope	you	are	successful	in	your	recruitment	aims	and	objectives.		
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Study	Amendments:	
For	further	information	regarding	how	to	notify	us	of	any	amendments	to	your	study	please	refer	

to	the	amendments	guidance	found	at:	

http://www.hra.nhs.uk/research-community/during-your-research-project/amendments/	

		

Event	reporting:	
You	are	reminded	you	must	report	any	adverse	event	or	incident	whether	or	not	you	feel	it	is	

serious,	quoting	the	study	reference	number.	This	requirement	is	in	addition	to	informing	the	

Chairman	of	the	relevant	Research	Ethics	Committee.	

		

At	the	end	of	your	research:	
You	are	required	to	submit	to	the	Associate	Director	of	Research	&	Development	(Hannah	

Antoniades)	a	final	outcome	report	on	completion	of	your	study,	and	if	necessary	to	provide	

interim	annual	reports	on	progress.	Should	publications	arise,	please	also	send	copies	for	

inclusion	in	the	study’s	site	file.		This	way	we	can	ensure	those	involved	within	the	Trust	are	aware	

of	your	findings	and	can	consider	your	recommendations.		Please	send	a	copy	of	your	final	report	

to	awp.research@nhs.net.	
		

General	Research	Governance	Information:	
You	must	also	abide	by	the	research	and	information	governance	requirements	for	any	research	

conducted	within	the	NHS:	

• Work	must	be	carried	out	in	line	with	the	Research	Governance	Framework	which	details	

the	responsibilities	of	everyone	involved	in	research.	

• You	must	comply	with	the	Data	Protection	Act	1998	and	where	required,	have	up	to	date	

Data	Protection	Registration	with	the	Information	Commissioners	Office.	Where	staff	are	

employed,	this	includes	having	robust	contracts	of	employment	in	place	and	ensuring	that	

staff	are	made	aware	of	their	obligations	through	training	and	similar	initiatives.	

• You	must	ensure	that	you	understand	and	comply	with	the	requirements	of	the	NHS	

Confidentiality	Code	of	

Practice:		(http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsP

olicyAndGuidance/DH_4069253)	

• You	must	have	appropriate	policies	and	procedures	in	place	covering	the	security,	

storage,	transfer	and	disposal	of	information	both	personal	and	sensitive,	or	corporate	

sensitive	information.	Any	information	security	breach	must	be	reported	immediately	to	

the	Trust.	

• Where	access	is	granted	to	sensitive	corporate	information,	this	must	not	be	further	

disclosed	without	the	explicit	consent	of	the	Trust	unless	there	is	an	override	required	by	

law.	Where	disclosure	is	required	under	the	Freedom	of	Information	Act	2000,	the	Trust	

will	assist	you	in	processing	the	request.	

		

Please	note	that,	as	a	public	authority,	the	Trust	is	obligated	to	comply	with	the	provisions	of	the	

Freedom	of	Information	Act	2000,	including	the	potential	disclosure	of	information	held	by	the	

Trust	in	connection	with	this	study.	Where	a	request	for	potential	disclosure	of	personal,	

corporate	sensitive,	or	contract	information	is	made	under	the	Freedom	of	Information	Act	2000,	

due	regard	shall	be	made	to	any	duty	of	confidentiality	or	commercial	interest.		

		

Best	wishes,	

		

Hannah	Antoniades	
Associate	Director	of	Research	&	Development	
Avon	and	Wiltshire	Mental	Health	Partnership	NHS	Trust	
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Appendix	U:	Demographic	Data	Comparison		

	

Table	4:	Comparison	of	validation	sample	with	2011	UK	Census	Data	
	 Study	Sample	(n=171)	 UK	Population	(n=10,377,127)	

	 N	 %	 N	 %	

Age	
			65-74	 124	 72.5	 5,480,225	 52.8	

			75-84	 37	 21.6	 3,504,915	 33.8	

			85-89	 8	 4.7	 918,343	 8.9	

			90+	

	

2	 1.2	 473,644	 4.6	

Gender	
			Male	 48	 28.9	 4,096,161	 44.4	

			Female	

	

123	 71.9	 5,126,912	 55.6	

Marital	Status	
			Single	 5	 2.3	 389,745	 6.4	

			Married/Civil	Partnership*	 110	 64.3	 2,716,648	 44.6	

			Separated/Divorced	 20	 11.7	 767,609	 12.6	

			Widowed	

	

36	 21.1	 2,223,589	 36.5	

Ethnicity	
			White	British	 148	 86.5	 8,484,733	 15.1	

			White	Irish	 3	 1.8	 163,232	 0.3	

			White	Other**	 3	 1.8	 155,569	 0.3	

			Indian	 4	 2.3	 115,085	 0.2	

	 	 	 	 	

Employment	 	 	 	 	

			Employed	 7	 4.1	 398,360	 4.3	

			Self-Employed	 12	 7.0	 319,662	 3.5	

			Retired***	 148	 86.5	 7,969,534	 86.4	

			Other	 4	 2.2	 535,517	 5.8	

*Also	includes	one	participant	who	self-identified	as	being	‘in	a	long	term	relationship’.	
**All	participants	in	the	‘white	other’	category	in	the	current	sample	were	white	European.	
***Also	includes	one	participant	who	self-identified	as	being	‘unemployed’.	
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Appendix	V:	Rotated	Component	Matrix	(Eigenvalues	above	1)	
CD-RISC	

Item	
	 Factor	

1	 2	 3	 4	
19	 I	am	able	to	handle	unpleasant	or	painful	feelings	like	sadness,	fear,	and	anger.	 .749	 .168	 .076	 .178	
17	 I	think	of	myself	as	a	strong	person	when	dealing	with	life’s	challenges	and	difficulties.	 .744	 .260	 .199	 .315	
18	 I	can	make	unpopular	or	difficult	decisions	that	affect	other	people,	if	it	is	necessary.	 .737	 .102	 .041	 .069	
14	 Under	pressure,	I	stay	focused	and	think	clearly.	 .736	 .189	 .024	 .291	
4	 I	can	deal	with	whatever	comes	my	way.	 .694	 .295	 -.008	 .143	
8	 I	tend	to	bounce	back	after	illness,	injury,	or	other	hardships.	 .673	 .267	 .068	 .251	
7	 Having	to	cope	with	stress	can	make	me	stronger.	 .672	 .415	 .118	 -.063	

23	 I	like	challenges.	 .667	 .557	 .094	 -.060	
16	 I	am	not	easily	discouraged	by	failure.	 .663	 .270	 .180	 .216	
5	 Past	successes	give	me	confidence	in	dealing	with	new	challenges	and	difficulties.	 .661	 .508	 .124	 .155	

15	 I	prefer	to	take	the	lead	in	solving	problems	rather	than	letting	others	make	all	the	decisions.	 .649	 .212	 .050	 .111	
6	 I	try	to	see	the	humorous	side	of	things	when	I	am	faced	with	problems.	 .645	 .269	 -.055	 .045	
1	 I	am	able	to	adapt	when	changes	occur.	 .639	 .265	 .009	 .243	

11	 I	believe	I	can	achieve	my	goals,	even	if	there	are	obstacles.	 .571	 .495	 .076	 .186	
12	 Even	when	things	look	hopeless,	I	don’t	give	up.	 .543	 .304	 .433	 .262	
10	 I	give	my	best	effort	no	matter	what	the	outcome	may	be.	 .455	 .129	 .282	 .450	
22	 I	feel	in	control	of	my	life.	 .447	 .666	 .079	 .172	
24	 I	work	to	attain	my	goals	no	matter	what	roadblocks	I	encounter	along	the	way.	 .539	 .615	 .160	 .168	
21	 I	have	a	strong	sense	of	purpose	in	life.	 .238	 .584	 .485	 .190	
25	 I	take	pride	in	my	achievements.	 .345	 .570	 .175	 .220	
3	 When	there	are	no	clear	solutions	to	my	problems,	sometimes	fate	or	God	can	help.	 -.114	 .001	 .761	 .012	
9	 Good	or	bad,	I	believe	that	most	things	happen	for	a	reason.	 .015	 .287	 .728	 .018	

20	 In	dealing	with	life’s	problems,	sometimes	you	have	to	act	on	a	hunch	without	knowing	why.	 .530	 -.083	 .572	 .063	
13	 During	times	of	stress/crisis,	I	know	where	to	turn	for	help.	 .302	 .022	 .133	 .764	
2	 I	have	at	least	one	close	and	secure	relationship	that	helps	me	when	I	am	stressed.	 .042	 .456	 -.126	 .703	
	 Eigenvalues	 11.6	 1.8	 1.2	 1.0	
	 Percentage	of	Variance	 46.6	 7.1	 4.7	 4.1	

	 Cronbach’s	a	 .95	 .84	 .52	 -.29	
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Appendix	W:	Rotated	Component	Matrix	(Items	2,	3,	9	Removed)	
CD-RISC	

Item	
	 Factor	

1	 2	 3	
4	 I	can	deal	with	whatever	comes	my	way.	 .750	 .221	 .194	
6	 I	try	to	see	the	humorous	side	of	things	when	I	am	faced	with	problems.	 .690	 .187	 .133	

18	 I	can	make	unpopular	or	difficult	decisions	that	affect	other	people,	if	it	is	necessary.	 .685	 .113	 .282	
19	 I	am	able	to	handle	unpleasant	or	painful	feelings	like	sadness,	fear,	and	anger.	 .682	 .201	 .356	
1	 I	am	able	to	adapt	when	changes	occur.	 .666	 .235	 .248	

23	 I	like	challenges.	 .660	 .552	 .084	
5	 Past	successes	give	me	confidence	in	dealing	with	new	challenges	and	difficulties.	 .650	 .503	 .240	
7	 Having	to	cope	with	stress	can	make	me	stronger.	 .645	 .436	 .123	

14	 Under	pressure,	I	stay	focused	and	think	clearly.	 .631	 .233	 .448	
15	 I	prefer	to	take	the	lead	in	solving	problems	rather	than	letting	others	make	all	the	decisions.	 .617	 .208	 .255	
8	 I	tend	to	bounce	back	after	illness,	injury,	or	other	hardships.	 .595	 .304	 .379	

17	 I	think	of	myself	as	a	strong	person	when	dealing	with	life’s	challenges	and	difficulties.	 .593	 .366	 .526	
16	 I	am	not	easily	discouraged	by	failure.	 .507	 .378	 .441	
21	 I	have	a	strong	sense	of	purpose	in	life.	 .145	 .750	 .247	
24	 I	work	to	attain	my	goals	no	matter	what	roadblocks	I	encounter	along	the	way.	 .416	 .717	 .279	
25	 I	take	pride	in	my	achievements.	 .209	 .682	 .290	
22	 I	feel	in	control	of	my	life.	 .548	 .587	 .065	
11	 I	believe	I	can	achieve	my	goals,	even	if	there	are	obstacles.	 .505	 .539	 .253	
13	 During	times	of	stress/crisis,	I	know	where	to	turn	for	help.	 .220	 .045	 .688	
10	 I	give	my	best	effort	no	matter	what	the	outcome	may	be.	 .214	 .315	 .648	
12	 Even	when	things	look	hopeless,	I	don’t	give	up.	 .258	 .566	 .578	
20	 In	dealing	with	life’s	problems,	sometimes	you	have	to	act	on	a	hunch	without	knowing	why.	 .184	 .262	 .570	

Eigenvalues	 11.4	 1.2	 1.0	
Percentage	of	Variance	 51.8	 5.5	 4.6	
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Appendix	X:	Scree	Plot	for	Five-Factor	PCA	
	

	


