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ABSTRACT

Self-care is a crucial culture that mental health practitioners need to embrace to promote
their overall well-being. The application of self-care among trainee psychologists is
foundational in establishing sustainable wellness and professional development for health
professionals. Trainee psychologists are expected to deal with the global impact of the burden
of mental health, while they manoeuvre their own professional development. The training
process alone is marked with multifaceted cases that require prominent levels of alertness,
critical thinking and self-awareness. Such skills are often affected by, stress, burnout and an
imbalanced personal, and professional life. This may result in professional impairment. The
primary purpose of this study was to explore and describe experiences of trainee psychologists’
level of engagement in self-care practices, to promote their mental health care. In conducting
this study, a qualitative research approach was adopted. To gain a rich insight on the
participants’ experiences; a semi-structured interview guide was used to interview Seven
University of Kwa-Zulu Natal trainees who were enrolled in a master’s clinical psychology
programme. Data collected for this study were interpreted and analysed using the Health Belief
Model as a conceptual framework.

Findings from this study demonstrated that trainees, in the programme, experienced
challenges that included poor completion of the research component, poor supervision alliance,
detrimental power dynamics, difficulties in transitioning from coursework to internship, and
difficulties in balancing professional life and personal life. These challenges, negatively impact
the trainees’ mental health. However, adopted self-care strategies such as exercise, personal
therapy, socialising and spirituality, contributed positively to their mental health. Support was
the widely preferred coping skill adopted by trainees. The findings suggest that educating
trainees about self-care practices can be a vital part of helping trainees to establish a sustainable

mental wellness culture.

Keywords: burnout, compassion fatigue, mental health, self-care.
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CHAPTER ONE
1.1.Introduction

The psychology profession is deeply involved in human interaction and can be one of the
most satisfying jobs (Bozgeyikli, 2011). The profession is rooted within the context of the
human society and is intertwined with most phenomena that capitalise humanity (Jordaan et
al., 2007a; Roothman, 2010). Resultantly, for long, self-care has been regarded as fundamental
for psychology professionals (Richards et al., 2010; Skovholt & Trotter-Mathison, 2014;
Dattilio, 2015; Dorociak et al., 2017). However, not all health practitioners (thus, psychologists
for this study) practice the culture of self-care (Barnett & Cooper, 2009).

Owing to its intensity and nature, the psychology profession is emotionally demanding
(Jordaan et al., 2007a; Roothman, 2010). Winnicott (1960), argue that one of the key
competency skills that psychologists possess is the ability to create a holding or containing
environment for people in distress. This is a space in which an individual feels safe to explore
their psychological difficulties (Sharf, 2015). Psychologists take care of others, that is; they
deal with human suffering, people’s predicaments and support their problem solving
(Roothman, 2010). These tasks are achieved through empathy and understanding, with the
provision to contain emotional responses of traumata (Jordaan et al., 2007a; O’Connor, 2001b).
Unfortunately, providing this service habitually predisposes mental health care providers

(MHCPs) to innumerable emotional and psychological risks (Loeve, 2017).

Responding to the psychological risks that health professionals face, there has been
growing interest in the discussion of the importance of self-care among health professionals
(Barnett et al., 2007; Barnett & Cooper, 2009; Larkin, 2015; Mayorga et al., 2015; Mills et al.,
2017; Posluns & Gall, 2020; Richards et al., 2010; Zahniser et al., 2017). A large body of
research has indicated several occupational hazards for those who provide services that benefit
others in the health profession (Larkin, 2015; Mills et al., 2017; Sanchez-Reilly et al., 2013).
The professional hazards include, experiencing, “burnout, moral distress, compassion fatigue,
and poor clinical decisions which adversely affect patient care” (Sanchez-Reilly et al., 2013,
p.1). Enforcing these hazards are, ethical regulations that compel service providers to practice
in @ manner that restrict hardship to others or the self to benefit the other (Sanchez-Reilly et
al., 2013; Wise et al., 2012).
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Self-care practice has been authorised nationwide, through discipline-specific professional
canons (Canning et al., 2005; Mills et al., 2017; Palliative Care Nurses New Zealand, 2014).
Research shows strength in self-care strategies, proving the efficacy in promoting the culture
of self-care especially the prevention of compassion fatigue among MHCPs (Stamm, 2010).
Arguably, the proficient quality of life is interconnected with the constructive and destructive
facades of the role as a facilitator or service provider. It is indisputable that most MHCPs
innately embrace a positive aspect as facilitators, and this is reinforced by compassion
satisfaction. However, empirical research shows that the destructive is more likely to outweigh

the constructive (Ray et al.,2013; Wagaman et al., 2015).

While there are a range of factors contributing to the lack of self-care among MHCPs,
Barnett and Hillard (2001), posits that many psychologists tend to feel invulnerable to
emotional and mental health difficulties. Hence, MHCPs are highly likely to be at risk of
developing distress (Barnett & Cooper, 2009). O’Connor (2001b) noted a common trend
among MHCPs that suggests that they are more prone to distress and impairment after they
enter the profession or, experience traumata while in the profession. Hence, Baker (2003)

argues that the culture of self-care for MHCPs should be accentuated as a preventive strategy.

In South Africa, psychology is an ingrained profession. Although it is a still young
profession in view of formal training in the sub-disciplines; the profession has gained
recognition as significant in the public health sector (Kakuma et al., 2010; Pillay et al., 2013).
Relatively, counselling psychology as a sub-discipline is not fully conventional in
accommodating the multi-diversity of South Africa regardless of ethnicity gaps in the scope of
training, and the practice of professional clinical and counselling psychology (Bantjes et al.,
2016). Extensive empirical research has focused on the development, and evaluating the
implementation, and dissemination of the profession; in closing the marginalisation gap that
was imposed by the apartheid system (Cooper & Nicholas, 2012; Ngcobo & Edwards, 2008;
Pillay & Siyothula, 2008). For example, during the apartheid era, psychological services
promoted discrimination based on racial differences and overlooked South Africa’s cultural
differences (Ngcobo & Edwards, 2008). The disparities under-emphasised the cultural
diversity that existed within the country. This created mistrust regarding the need for the

profession among minority groups.

Cooper and Nicholas’s (2012) study shows that the apartheid system caused disparities; in

terms of who were qualified to undertake the role of a psychologist and limiting access to
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psychological services. In addition, they maintained that a transformed psychology profession
had the potential to play a substantial role in addressing mental health challenges that were
faced in South Africa (Cooper & Nicholas, 2012). Baker (2012) further highlighted a gap
concerning attention on novices’ outlooks, awareness, and understandings of various traumas.
Nonetheless, the existing literature highlights the significant role that education and training
programmes play in creating this awareness of the danger of overlooking trainees’ mental

health, and aggregate novice” MHCPs understanding of self-care (Newell & McNeil, 2010).
1.2. Rationale

Self-care plays a crucial role in maintaining a professional standard and optimising fruitful
service delivery to beneficiaries of the health care sector. According to Wise et al. (2012), self-
care is an ethical imperative in the health profession, and an obligation to all MHCPs and
others. Across literature, there seem to be a consensus that self-care is crucial for health
professionals (Barnett & Cooper, 2009; Dattilio, 2015; Rupert & Dorociak, 2019; Walsh,
2011). Yet, empirical research shows that there is a general tendency of health professionals
overlooking their own mental health (Dattilio, 2015; Rupert & Dorociak, 2019; Walsh, 2011).
International studies on self-care practice have well documented the benefits of engaging in
self-care practices (Lynch et.al., 2016; Miller et al., 2017; Sansé et. al., 2015). A study by
Rupert and Dorociak (2019) found that self-care among practicing psychologists is marked as
a valuable ongoing preventative practice that may reduce risk for burnout and stress by
promoting their overall well-being. Furthermore, the findings revealed that self-care is
attributed to, “professional support, professional development, life balance, cognitive

awareness, and daily balance” (Rupert & Dorociak, 2019, p. 1).

In the South African context, mental health services are characterised by the heavy burden
of workload and intensified by a constant scarcity of mental health practitioners (Marais &
Petersen, 2015). The field is flooded with challenges such as heavy workload, burnout, lack of
support and shortage of staff (Sobekwa & Arunachallam, 2015). Universally, researchers have
extensively documented the South African experiences of MHCPs in the public sector (Gockel
et al., 2013; Guse, 2010). But there has been limited research on self-care practices amongst
MHCPs in South Africa. Thus, this study is essential in closing the existing gap in this area.
Furthermore, the study is useful in identifying challenges experienced in relation to trainee

psychologists’ self-care.
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Barnett and Cooper (2009) highlighted that the culture of self-care is a core competency
skill that graduate students need to recognise directly. Furthermore, a need for more focus on
novice psychologists was emphasised because they are more likely to adopt the culture of self-
care as part of their professional identity (Barnett & Cooper, 2009). Research within the
concept of self-care has been conducted, but there is limited research that has focused on trainee
psychologists’ understanding of and their experiences in relation to the concept (Bettney, 2017;
Glennon et al., 2019; Gockel et al., 2013). Available research has predominantly focussed on
professionals who are registered under the broad spectrum of health and related work (Glennon
et al., 2019; Posluns & Gall, 2020;). It is also notable that there are limited South African
studies on the topic at hand. Consequently, there is a strong need to explore experiences of
trainee psychologists, to combat the gaps highlighted above. Moreover, research in the South
African context will provide a better understanding of common challenges experienced by
trainee psychologists within the various training institutions. Thus, this study intends to explore
trainee psychologists’ experiences of practising self-care, to promote and enhance their mental
health.

Another subject of interest in this study is to raise awareness on the importance of self-care
for trainee psychologists. It is pivotal for novice psychologist to acknowledge; their subjective
vulnerabilities, stressing the need to seek support, and practice enduring prevention (Barnett &
Cooper, 2009). As maintained by Myers et al. (2012), studies such as the current one, are
important to report to training institutions and students, so that they may create and implement
effective ways of combating the challenges that come with the profession and promote
psychological well-being of trainees. Furthermore, the culture of self-care will further benefit
students to better understand themselves as they build their personal identity within the

profession (El-Ghoroury et al., 2012).
1.3.Aim of the Study

The aim of this study was to explore and describe experiences of trainee psychologists’

level of engagement in self-care practices to promote mental health care.
1.4.0Objectives

e Toexplore the self-care practices employed by trainee psychologists to promote mental
health care in their training programme.
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e To explore the challenges experienced by trainee psychologists in practicing self-care

and promoting mental health.

e To explore support structures available to promote self-care and mental health care in

the mater’s psychology programme.
1.5.Research Questions

e What self-care practices do trainee psychologists employ to promote mental health care

in their training programs?

e What are some of the challenges experienced by trainee psychologist in practicing self-
care and promoting mental health?

e What are the support structures available to programs promote self-care practices and

mental health?
1.6.Dissertation Outline

This dissertation consists of six chapters. Chapter one outlines the introduction, rationale,
motivation, aim, objectives of the study, research questions, and the dissertation outline.
Chapter two provides a discussion of the relevant existing literature that relates to the concept
of self-care. The chapter pays much attention to discussing self-care relative to the potential
risk factors that come with the role of being a health practitioner. Furthermore, the chapter
outlines common barriers that hinder psychologists from practising the culture of self-care. The
chapter ends with a deeper discussion of Health Belief Model (HBM) as the adopted theoretical
framework of this study. Chapter three discusses the methodology utilised for this study. The
chapter discusses the; research design, methods of data collection and data analysis procedure,
employed to carry out the study. Furthermore, the chapter provides detailed ethical
considerations that were pertinent in conducting and writing-up this study. Chapter four
thematically presents the findings from this study. Then, Chapter five goes on to provide a
detailed discussion of the findings, by integrating these to the existing literature and constantly
being guided by the Health Belief Model to interpret and comprehend the findings. Finally,
Chapter six concentrates on the conclusion of the research outcomes, implications, and the

limitation of the study. Recommendations for future research are also discussed in Chapter six.
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CHAPTER: TWO LITERATURE REVIEW
2.1. Introduction

This chapter will provide a literature review concerning the concept of self-care. The
chapter will also note the importance of self-care within health professions, especially in the
field of psychology. The chapter will further discuss the potential dangers that may surface due
to the lack of practising self-care, relative to the nature of the psychology training programme.
Existing protective measures are also discussed in this chapter. Lastly, the health belief model

is discussed as the theoretical framework of this study.
2.2. Self-Care

Self-care is broadly conceptualised as a phenomenon characterised by a range of
activities aimed at endorsing one’s well-functioning (World Health Organization [WHO],
1984). This entails durable quality in one’s professional functioning in excess of time, and in
the face of subjective stressors. According to Barnett and Cooper (2009), the core proficiency
of professionals is rooted in ongoing self-care. Barnett et al. (2005) argued that self-care is an
essential element in averting distress, burnout and impairment. Thus, should be considered as
an ethical requirement and a professional identity, rather than a mere indulgence. This is in line
with American Psychological Association (APA) ethical standards which stipulates the moral
obligation for all MHCPs to do good and no harm to patients when providing services (APA,
2002; Wise et al., 2012). Williams et al. (2010) perceived self-care as any proceeding of
behavioural engagements undertaken to reduce emotional distress experienced by

professionals when working with clients in a therapeutic environment.

Figley (2002) indicated that, in light of attending to the needs of the clients, the
knowledge and practice of self-care are fundamental to maintaining a balanced professional
quality of life. This includes a holistic view, such as emotional, spiritual and physical needs.
Maslach (2003) study on stress associated with work show the efficacy of balancing
professional identity and personal life through, sustaining physical health, setting feasible
professional objectives, and maintainable social support. In harmony, is the work of Catlin-
Rakoski (2012) on therapists’ perceptions of self-care which indicated that, burnout symptoms

are usually the result of an imbalanced boundary setting between the professional and personal
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life of MHCPs. Dean and Kickbusch (1995) defined self-care as a concept that embodies a
collection of health-related resolutions and maintenance accepted by individuals on their own
behalf. According to Stamm (2010), a proficient quality of life is interconnected to the positive
and negative facets of the role as a MHCP. The positive facet entails all the pleasure or benefits
associated with providing service as a service provider (Hooper et al., 2010). For example, the
pleasure one experience when helping others in their time of need. While the negative facet is
linked to the dissatisfactions that comes with the role as a facilitator (Ray et al., 2013; Wagaman
et al., 2015). This includes all potential health risk factors that comes with being a MHCP.

2.3. Potential Health Risk Factors

Psychotherapy is a demanding vocation that is entangled with numerous potential
mental health risk factors. Empirical research in the discipline of psychology indicates the
countless difficulties inherent in the psychotherapist’s role (Neumann & Gamble, 1995;
Killian, 2008; Pakenham, 2015). Mental health practitioners are susceptible to emotional stress,
compassion fatigue, burnout and vicarious trauma (Killian, 2008). According to Killian (2008)
addressing these health risk factors s essential in promoting wellness among health

professionals. This was respectively discussed below:
2.3.1. Emotional Stress

The term stress is a multifaceted phenomenon associated with numerous theoretical
models (Biggs etal., 2017). In this study, the work of Lazarus (1966 cited in Ally, 2014; Myers
et al.,2012) is adopted which referred to stress as hazardous instability of the biological and
psychological functioning because of unfavourable life circumstances. This is in line with the
work of Hepker (2007) which designated that stress is any pressure that tempers with the mental
or physical aspect beyond its range of ability. Thus, an individual will experience tension
subjectively because, it influences all aspects of one’s well-being (Hepker, 2007). Notably, it
is significant to note that, not all people will experience stress the same, but different stressors

play a huge role in how each individual experiences it (Hepker, 2007).

Within the context of MHCPs, the widely documented stressors in the clinical
psychology training programme stem from the; academics, research, clinical, and professional
demands (Pakenham & Stafford-Brown, 2012). These stressors vary from; difficulties in
transferring theoretical work, to clinical practice, and to establishing rapport with clients

(Pakenham & Stafford-Brown, 2012). Moreover, psychology training is composed of,
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continuous evaluations, highly demanding clinical, academic, and research work. These require
long hours of work, concurrent with switching between various characters and uncertainties
that are innate in clinical psychology practice (Pakenham, 2015). Barnett and Cooper (2009)
posit that MHCPs are more susceptible to elevated stress because the practice itself is
characteristic to a sense of vulnerability to mental health difficulties. Pakenham (2015) added
that personal vulnerabilities and the barricades to seeking support when clinically distressed is

experienced as other broader factors that makes psychologists to experience elevated stress.

The chief competency skills of a psychotherapist include the ability to be empathic and
understanding. Psychologists are trained to have the capacity to hold emotional responses in
the face of reported trauma and robust emotions (O'Connor, 2001b). Such competency skills
can cause psychologists to experience emotional exhaustion and distress. Subsequently, a
sudden decline in the services rendered to clients can emerge because of the stress they
experience as MHCPs (Jordaan et al., 2007b). Numerous empirical research show that stress
has detrimental effects on a psychologists’ level of attention and concentration. These
comprises a decline in decision-making skills, effective communication skills and other related
physical health complications (Enochs & Etzback, 2004; Miller et al., 1988; Spickard et al.,
2002).

2.3.2. Compassion Fatigue

In general, mental health professions predispose health practitioners to the risk of
compassion fatigue (CF). CF refers to distinctive stressors prevalent in caregiving professions
(Branch & Klinkenberg, 2015). The pioneer of the concept, CF, is Joinson (1992), who
proposed that CF resulted from nurses’ declined capability to nurture. This was a finding from
a study that focused on nurses who were working in the emergency nursing department
(Hunsaker et al., 2015; Branch & Klinkenberg, 2015). Following the work of Joinson and
Figley (1995 cited in Cocker & Joss (2016), Cocker and Joss (2016) postulated that CF refers
to secondary traumatic stress reaction after caring for traumatised individuals. In other words,
it is the tension that is after experiencing emotional congruency between a traumatised
individual and the aider (Cocker & Joss, 2016).

In defining CF, Figley (1995) proposed that, CF is characterised by two main
components which are burnout and secondary traumatic stress. Burnout is defined as a

remarkable emotional exhaustion, feelings of disconnection and professional inadequacy
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(Wagaman et al., 2015). It results from demanding, and emotionally charged relationships with
clients, such that an individual can no longer fulfil the most basic personal and professional
responsibilities or duties (Boyas et al., 2012). Secondary traumatic stress includes, conducts
and reactions that manifest because of indirect exposure of traumatic event experienced by

trauma caregivers (Branch & Klinkenberg, 2015).

In the past decade, CF is often an unclear nomenclature in the health profession field.
The concept is often used interchangeable with concepts such as burnout, secondary trauma
stress and vicarious trauma (Craig & Sprang, 2010; Stamm, 2010; Zeidner et al., 2013). A
standard dissimilarity between burnout and CF is that burnout usually displays a steady
inception whereas CF may take place abruptly (Hunsaker et al., 2015). Cocker and Joss (2016)
also note that burnout is often used interchangeable with concepts such as compassion fatigue,
vicarious trauma and secondary trauma stress. However, Cocker and Joss (2016), insinuate that
burnout only relates to state of physical and mental exhaustion caused by a worn-out ability to
cope with one’s ordinary settings. Newell and MacNeil (2010) view burnout as directly
resulting from the clients’ presenting problems. But others suggest that there is a strong
relationship between the working environment and greater risk of burnout experiences (Catlin-
Rakoski, 2012; Mor Barak et al., 2001). Common signs of burnout displayed by most
professionals include taking excessive days off from work, lack of punctuality, lack of energy,
and not following through on job-related responsibilities (Newell & MacNeil, 2010). Alkema
et al. (2008) argued that burnout has a potential of manifesting in form of; negative self-
concept, destructive attitude towards work and decreased sense of nurturing due to the feelings

of hopelessness, depersonalisation and emotional exhaustion.

Secondary traumatic stress has been understood as a potential hazard that a service
provider sustains when they are empathically engaged with individuals or patients who would
have suffered traumatic experience (Branch & Klinkenberg, 2015; Figley, 1995; Zeidner et al.,
2013). Secondary trauma is characterised by psychological distress and posttraumatic stress
symptoms resulting from serving trauma survivors (Salloum et al., 2015). Generally, people
who suffer from secondary trauma stress display similar symptoms of posttraumatic stress
disorder. They may display an increased sense of arousal, while some may exhibit avoidance

symptoms (Salloum et al., 2015).

Vicarious traumatization (VT) is a concept intricately linked to secondary trauma stress

and was coined by McCann and Pearlman (1990). According to McCann and Pearlman (1990),



18

VT is defined as the alteration that take place within a professional who works on trauma
related cases. VT is classified as the product of empathic engagement and recurrent emotionally
intimate interaction with individuals who have experienced traumatic events (McCann &
Pearlman, 1990; Sansbury et al., 2015; Zeidner et al., 2013). VT is often related to mental,
schematic, and further psychological effects (Craig & Sprang, 2010; Sprang et al., 2007).
McCann and Pearlman (1990) proposed that helpers who have alterations in cognitive schemas
and belief systems, are at risk when they work working with trauma. According to Sansbury et
al. (2015, p. 115), the alteration that transpires when working with trauma cases entails altered,
“memory systems and cognitive schemas associated with five need areas: safety, dependency
or trust, power, esteem, and intimacy”. These alterations give rise to substantial disturbances
in the professional’s; sense of meaning, world view and identity (Craig & Sprang, 2010;
Jenkins & Baird, 2002; Pearlman & Saakvitne, 1995).

In distinguishing vicarious trauma from secondary trauma, Salloum et al. (2015) noted
that; vicarious trauma is rooted in theory and denotes typically to the cognitive modifications
subsequent from comprehensive contact to trauma survivors rather than the experience of
trauma symptoms. By comparison, CF varies from VT in that, compassion fatigue can occur
with minimal to significant contact with individuals. Yet, VT merely arises when working
directly with traumatized individuals (Sansbury et al., 2015). Indicators of VT can vary from

decrease in empathy to, symptoms related to posttraumatic stress disorder (Cosden et al., 2016).

In defining CF, this study borrows the definition by Turgoose and Maddox (2017)
which shows that compassion fatigue is characterised by the antagonistic effects of exposure
to traumatising encounters that prohibits one’s ability to feel empathy for others. The high
prevalence of CF is correlated to professionals’ ability of being attuned to clients or patients’
emotions and expressing empathy, thus, placing health professionals at greater risk (Hunsaker
et al., 2015). Moreover, Hunsaker et al., 2015) maintained that CF can be argued to be caused
by one’s ability to feel empathy. Given the nature of the profession, the therapist's role is about
establishing relationships and connection. Thus, propel professionals to engage and promote
empathetic connections with clients (Catlin-Rakoski, 2012). However, such interactions can
result in dissatisfaction in a professionals’ work and decrease the level of service and attention

in their work.
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2.4. Common Challenges and Stressors Faced by Trainee Psychologists
2.4.1. Trainee anxiety

The psychology profession has high emotional demands from the psychologists, this
may result in the professionals being emotionally overcharged (Proti, 2016). Hence, it is not
surprising that trainee psychologists face numerous challenges that trigger; anxiety, insecurity
and doubt (Ronnestad et al., 2019). This is also supported by Woodside et al. (2007) who
maintained that the psychology profession is branded with myriad of uncertainties. Early
literature, which focused on the nature of clinical psychology training, demonstrate that the
profession is stressful and full of ambiguities that have detrimental effects on the mental health
(Cushway, 1992; Pica, 1998). On daily basis, trainees are confronted by complex issues that
include ethical dilemmas, and complex clinical presentations that may include those with
symptoms that do not fit the diagnostic criteria (Pica, 1998). Such complexities have a potential
to create elevated levels of anxiety (Pica, 1998). In addition, psychotherapy is also
characterised by ambiguous outcomes when working with patients or clients.

From the initial stages of training, trainees are engrossed on cultivating their
knowledge, and attending to the needs of their clients. This requires; understanding their
academic and theoretical work, practically applying what they learn from the classroom in their
practical work, and the demand for constant self-awareness to enhance their personal and
professional growth. Arguably, these requirements demand high levels of self-realisation, and
can provoke the feelings of self-doubt, which may lead to disruption in concentration and
performance. Such feelings can cause negative emotions including apprehension,
discouragement, and irritation (Ally, 2014). Thériault et al. (2009) argued that, although,
experiencing self-doubt and incompetence can be detrimental; it can also be considered vital
in helping trainees to develop their professional identities. However, the feelings may only
yield these positive outcomes if the trainees perceive them as impermanent and manageable.

Furthermore, literature indicate that trainees experience challenges in transitioning
from theoretical to practical work (Proti, 2016; Skovholt & Rgnnestad, 2003). Consistent with
these findings, Cartwright and Gardner (2016) noted that theoretical work differs from practice,
because the nature of therapeutic work is uncertain. The work requires trainees to change their
attitude, cognitive capacity, emotional and interpersonal relations. Corey (2005) further

pointed out that, novice counsellors have grand expectations, and they often lean towards the
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perfectionist’s continuum, which leaves little to no room for error. In their study of struggles
for the novice counsellor and therapist, Skovholt and Rgnnestad (2003), noted that students
that were accepted in the training programme were selected based on intellectual excellence in
academics, hence trainees are fixated with proficiency goals. Conversely, mastering theoretical
work does not translate directly to the density of therapeutic practice. Resultantly, trainees are
often preoccupied with self-efficacy and their performance (Cartwright & Gardner, 2016;
Orlinsky & Rgnnestad, 2003; Skovholt, 2012). Skovholt and Rgnnestad (2003) also linked the
confusion amongst trainee’s sense of insecurity related to performing tasks to their supervisors’
theoretical inclination. Trainees are highly likely to operate in accordance with what they
consider appropriate for their supervisors, without fully understanding the material.

2.4.2. Training Programme

Obtaining the qualification of psychology, generally, requires patience and
perseverance, due to the long process that a trainee must undertake. In South Africa, trainees
in the counselling psychology and clinical psychology programmes must go through a series
of selection phases irrespective of institutions that they will attend. The journey is linked to
several stressors that predisposes trainees to a wide range of health risk factors (Roothman,
2010). Trainees experience a great deal of anxiety to qualify for the master’s programme since
there are limited training spaces available. In South Africa, although varying per institution,
the general selection process includes individual interviews, group interviews, role play, and
essay writing. At the University of Kwa Zulu Natal, the selection process consists of; one day
of individual interviews and group interviews. From these interviews, often, only 14 students
are accepted in the master’s programme, which includes counselling and clinical students
combined. The duration of the programme is two years, which is broken down into two

components: first year being coursework and second year being an internship.

After they succeed in the selection phase, students enter into the first year of master’s
studies, which entails; attending seminars, various presentations, community project, clinical
work at the school clinic under close supervision, examination and a research component which
can be carried over to the following year if it is not completed in the first year of master’s
(Pillay et al., 2013; Roothman, 2010). At this stage, trainees are exposed to clinical cases and
many of them experience their initial encounter with clients. Research indicates that the initial
interview between a novice psychologist and client is the one of the most stressful events in

the psychology career (Roothman, 2010; Thériault et al., 2009). This is because trainees will
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be always under evaluation and strict scrutiny by their supervisors. Furthermore, the pressure
to master therapeutic skills subject trainees to be more anxious when interacting with clients
(Roothman, 2010).

Trainees are not only faced with the dilemma of dealing with the clients’ psychological
issues; they are also exposed to the reality of practising psychology within the South Africa
context. Ally (2014) noted that, South African practitioners and trainees face unique
challenges, because the context calls for practitioners to work with culturally diverse, and
multilingual clients who usually come from unfavourable contexts of underprivileged, and
under-resourced communities. Additionally, Pillay and Kramers-Olen (2014, p.365) described
clinical psychology training as, “South African clinical psychology training is negotiating the
impact of destructive apartheid policies, along with globalisation and the intricacies of an
African (South African) psychology”. Hence, there is an appeal for more ethnic and all-
inclusive approaches in professional psychology (La Roche & Maxie, 2003; Mkhize, 2004 as
cited in Ahmed & Pillay 2004).

Advancing to the next phase of psychology training is even harder. The second year of
training entails seeing clients’ fulltime in a more formal manner, because at this phase trainees
are contracted by employers for a period of a full year. The number of cases build up in number,
and trainees are exposed to more complex cases, especially in the hospital setting. During the
second year, clinical psychology trainees rotate several hospitals, and the academic clinical
work entails; attending seminars, case presentation, regular supervision, intern meetings, attend
workshops and exposure to forensic cases (Roothman, 2010). All these activities provoke

anxiety, thus, placing trainees at risk of developing health issues.
2.5. Self-Care Strategies

The benefits of a practitioner’s self-care are well documented and, although limited,
there is empirical literature, which addresses the counsellor’s self-care strategies (Godfrey et
al, 2011; Moore et al., 2011). The approaches differ according to personal preferences. The
practice of self-care can be initiated for personal gains, or can be work related, as would be
recommended in a professional, formal or informal setting (Godfrey et al., 2011). Godfrey,

describes this as follows:

“Perspectives on self-care differ between healthcare professionals and the general
public, and between healthcare professionals in different disciplines and different roles.
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As different professions view self-care within the framework of their own perspectives”
(Godfrey et al., 2011, p.4).

Moore et al. (2011) indicated that there are several techniques to practice self-care. The
techniques include physical wellness, healthy eating habits, spiritual wellness, psychological

wellness such as journaling, and social support.
2.5.1. Physical Wellness

Physical wellness is one of the common methods used to practice self-care. The
physical aspect of self-care is usually defined as action that involves bodily activity (Carroll et
al., 1999; Tamura et al., 2008). This can be achieved by participating in sports, exercise, and
domestic everyday activities (Henderson & Ainsworth, 2001). Research has shown that
physical activity has proven to be effective in promoting the culture of self-care and contributes
largely to the prevention of compassion fatigue. According to Callaghan (2004), engagement
in physical activity has been associated with the reduction of anxiety and depression symptoms,
which are common signs of compassionate fatigue. Lustyk et al. (cited Londono, 2017) indicate
that there is a strong relationship between physical activity, better health and improved quality
of life.

Among social work students, who also engage in counselling, similar to psychology
trainees, Moore et al. (2011) found that most students struggled to engage in physical activity
due to long hours of work and highly demanding workload. However, the findings also show
a substantial number of benefits in those that engaged in physical activity. Some students in
this study reported that, the benefits of physical exercise included reduced boredom and an
enhancement in personal self-care (Moore et al., 2011). In addition, engaging in physical
activity appears to be a vehicle for change in self-perception of our self-image, which in turn
improves self-esteem and self-confidence (Fox, 1999). Sparling and Snow (2002) noted that
many people believe that there are no benefits to short spurts of activity, nonetheless studies
show that there are benefits from minor efforts of physical activity that is performed in small
intervals throughout the day. Additional to engaging in regular physical activity; eating a
healthy diet, maintaining a healthy weight, getting adequate sleep, and sustaining relationships
are beneficial to one’s health. There are studies that have shown that if the two; physical health,

and healthy eating habits, are adopted effectively, individuals would earn a balanced health
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lifestyle (Mayorga et al., 2015). However, it is noteworthy that individuals struggle with
adopting healthy lifestyle behaviours as a permanent part of their daily routine.

2.5.2. Psychological Wellness

Taking care of people’s mental health requires a sound mind and self-consciousness
from the mental health service providers. This can be achieved through attending to their own
mental health as mental health service providers, by incorporating the psychological aspect of
self-care. One of the methods that have been seen as effective in practising self-care
psychologically, is seeking professional help from a qualified mental health professional.
Given the challenging nature of the therapeutic relationship between the psychotherapist and
their clients, who face their own psychological difficulties; it is recommended that the
psychotherapist examines the benefits of their own counselling (Richards et al., 2010).
Research shows that personal counselling for practitioners in the mental health profession is
advantageous, and is recognised for enriching their personal, professional growth, and self-
awareness (Macran et al., 1999; Richards et al., 2010). A study by Macran et al. (1999) also
added that, personal counselling for psychotherapists helps the therapeutic relationship
between their clients and themselves, because they also become more aware of transference-

countertransference between them and their clients.

While personal psychotherapy has shown to be significant, literature has also shown
that regular supervision when working with clients, is fundamental. It is easy for practitioners
to be overly immersed in the world of their clients, without realising that they are no longer
helping the clients but undertaking self-healing through the clients. Therefore, supervision
allows practitioners to remove themselves from the situation and take on an unfamiliar
perspective in understanding the complexities that will be presented by the clients in therapy
(Macran et al., 1999).

Another method that is useful for psychologists in caring for their mental health, is the
use of journaling. According to Mayorga et al. (2015), journaling can be helpful in dealing with
stressful events. A study by Boud (2001) showed that journaling served as an instrumental way
of understanding emotional processes through reflection. This is in accord with the study that
was conducted by Bradley et al. (2013), which explored creative approaches for promoting
counsellor self-care. Bradley et al. (2013), noted that journaling was a creative method of

improving mental health because counsellors reflected on their own cognitive processes, and
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this improved their professional stance, while keeping record of their journey as service
providers. Hubbs and Brand (2005) indicated that, reflective journaling serves as a medium
gain insight on cognitive processes by exploring internal thought processes to monitor their
well-being. Furthermore, Bradley et al. (2013) noted that creative activities can not only be
limited to journaling, but any form of creativity may serve as means to practising self-care such

as the use of poetry, music, and creative art.
2.5.3. Spiritual Wellness

Spiritual wellness is another form of self-care practice, which is used in various health
fields. It is a practice that integrates psychological philosophies and religious beliefs. There are
various techniques that are used to promote spiritual wellness. One of the common strategies
used is meditation (Duncan & Weissenburger, 2003). Meditation is practised by different
religions, and it cuts across cultural customs (Cyr, 2017). According to Ospina et al. (2007)
meditation is a general term that is used to define a range of activities that share diverse
features, although dissimilar in substantial conducts according to purpose and practice.
Meditation has been associated with stress reduction and enriched physical wellness. Other
studies in meditation show a relationship between meditations and improved; physiological,

mental, and sociological functioning (Mayorga et al., 2015).

Additionally, a technique known to improve self-care is the practice of mindfulness.
Mindfulness can be defined as, “a psychological state of awareness, a practice that promotes
this awareness, a mode of processing information, and a characterological trait” (Davis &
Hayes, 2011, p. 198). The concept originates from Buddhist contemplative practices. However,
it is revised and is incorporated in psychology as part of the collection of treatment techniques.
Mindfulness practices and skills are designed to enhance participants' ongoing awareness of
their; sensory experiences, thoughts, feelings, somatic sensations, and actions (Shapiro et al.,
2007). Literature has indicated that the practice of mindfulness enhances well-being (Baer,
2003; Grossman et al., 2004).

2.5.4. Social Support

Social support structures have an influence on an individual’s overall well-being.
People rely on social connections to achieve a sense of belonging. People are connected to
families, and communities where they share collective goals. Research indicates that social

support is a core element of professionals in mental health care (Galek et al., 2011; Sun et al.,
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2020; Zhang et al., 2020). Social support can be defined as any means of connection or
resources that can aid or provide comfort in time of distress (Clark et al., 2009). It is an asset
of coping with everyday life through solidarity, and the actualisation that one is cared for.
Social support systems include family, friends, colleagues, mentors, and supervisors (Clark et
al., 2009; Posluns & Gall, 2019). Research on mental health for practitioners show positive
results on the impact of subjective and professional social support in self-care. According to
Barnett et al. (2007), there are various mediums available that mental health providers often
use as means of social support, and they include peer support, individual, and group

supervision, seminars and personal therapy.

At a personal level, social support includes immediate family, friends, and personal
counselling (Coster & Schwebel, 1997; O’Connor, 2001a; Stevanovic & Rupert, 2004). This
is an essential component of self-care trainees, as they interact with their loved ones, and people
who are close to them as individuals. Personal self-care approaches consist of prioritising close
interactions with family, friends and colleagues (Sanchez-Reilly et al., 2013). It is crucial that
self-care goes beyond subjective and professional boundaries to achieve overall well-being
(Cleary et al., 2020).

A study on stress and barriers of wellness among psychology graduates, found that
personal support is the go-to stream of support for most graduates as they found it to be most
effective way of dealing with stress (EI-Ghoroury et al., 2012). Another study by Kuyken et al.
(2003), that was conducted on trainee clinical psychologists’ adaption and professional
functioning, found that personal support yields; high self-esteem, easier adaptation, and
reduced anxiety and depression. William and Kemp (2020) noted that dissatisfaction in
personal social support has a potential risk of developing mental health issues that can be
detrimental to both personal and professional life, thus, creating the likelihood of dysfunctional
work environment. This is in line with the work by Cicognani et al. (2009), who linked job

satisfaction to the influence of interactions between individuals at a workplace.

According to Coster and Schwebel (1997), professional support is significant in
providing valuable contributions to diverse clients’ presenting problems. Drawing from the
work of Figley (2002) on burnout, professional support is vital in combating possibilities of
burnout. This includes consulting colleagues and other specialists in the field (Figley, 2002).
Cultivating psychologists on the subject of burnout and self-care approaches aids counsellors

to recognise their own and their colleagues’ symptoms, thus reducing latent harm that could be
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caused to their clients (Figley, 2002). High on the hierarchy of self-care strategies by proficient
psychotherapists is professional and peer supervision. It is recommended as the most
significant and useful coping method in practising self-care (Thériault et al., 2015). In addition,
it has been found to decrease feelings of incompetence and self-doubt (Thériault et al., 2015).
Zahniser et al. (2017) show that professional support is beneficial for clinical psychology
trainees because it boosts their; professional development, academic work, and reduce their

stress and anxiety levels.
2.6. Resilience as a Protecting Factor

The value of resilience in a person’s life has been widely researched, and empirical
research on the subject has rapidly evolved (Herrman et al., 2011; Skovholt et al., 2001). Mental
health care providers may, despite their training and skills acquired, find themselves struggling
to cope with the pressure and challenges associated with their job description. Balancing self-
care and maintaining professional life can be demanding, and emotionally draining, thus it
requires resilience, to avoid impairments in the caring process (Skovholt et al., 2001).
Resilience is best applicable and conceptualised as a progressive process or a dynamic
dimension rather than as a fixed product or trait (Yates et al., 2015). Resilience further conveys
a connotation of optimistic or classic progressive adaptation, despite exposure to clear danger
or hardship (Yates et al., 2015). Accordingly, recognising development of resilience
necessitates clear operative descriptions of both; hardship and positive adaptation or
proficiency (Yates et al., 2015). Additionally, Yates et al. (2015) highlighted that contemporary
model of resilience overtly identify that adversity and competence, and the processes that

underlie them, may vary across levels of analysis within and across cultures.

A study on resilience and coping experiences among psychology masters’ students
indicated that resiliency varies in terms of; struggle experiences, personal resilience
experiences, life management experiences and study experiences (Edwards et al., 2014). A
literature review that was conducted by McCann et al. (2013) on resilience within the health
professions, indicated that health professionals possess different processes and characteristics
to identify the individual and contextual resilience enhancing qualities, and coping. The study
shows that, psychologists depend on numeral factors to maintain resilience. These comprise,
“age, gender, work-life balance, recreational activities (exercise, hobbies, vacations), personal,
and professional values, and having a sense of purpose” (McCann et al., 2013, p.68). Whereas,

among counsellor’s, self-compassion plays a role in improving well-being. Findings from



27

social work studies proposed that resilience is attributed to factors such as age, sex, balancing
work life and professional life, subjective and professional identity and quality of supervision
support (McCann et al., 2013).

Osborn (2004) recommended that it is more beneficial to emphasise nurturing and
building resources that will endorse psychotherapists’ resilience, rather than to focus on the
notion of stress and the state of exhaustion. Houpy et al. (2017) posits that nurturing resilience
is a favourable way to alleviate adverse effects of stressors, avert burnout, and aid scholars to
prosper after their demanding experiences. This is in line with the work of Tjeltveit and Gottlieb
(2010), who maintained that building resilience and challenging susceptibilities is an ethical
imperative among psychologists. Decreasing susceptibilities and improving resilience
necessitates an appropriate balance of care for service providers and their clients (Tjeltveit &
Gottlieb, 2010).

2.7. Theoretical Framework: Health Belief Model (HBM)

In this study, the comprehensive model that was employed for understanding self-care
practices of mental healthcare providers is the Health Belief Model (HBM). HBM is a
theoretical approach that relates to the relationship between health and health behaviour
(Abraham &Sheeran, 2005). HBM originates from the work of Hochbaum in the early 1950°s
(1952) and of late noted as a systematic technique to explore and predict pre-emptive health
behaviours (as cited in Champion, 1999; Hochbaum et al., 1952; Janz & Becker, 1984; Jones
et al., 2015; Orji et al., 2012; Rosenstock, 1974a; 1974b). Abraham and Sheeran (2005) noted
that health behaviours are subject to individuals’ determination to avoid an illness or healing
from it. This motivation is based on the beliefs that the person holds about illness and
confidence that they hold in taking necessary measures to achieve that goal. The underlying
focus of the model postulates that personal beliefs and perceptions influence health seeking

behaviour.

Given that the current study aimed to explore trainee’s perceptions on self-care
strategies that promote mental health, HBM was suitable for the study. This is because, HBM
also, focuses on the relationship between health and health behaviour. Notably, HBM have its
own flaws such as that, it lacks reliability in predicting future behaviours (Carpenter, 2010).
However, model is useful in examining and elaborating change and preservation of health

behaviour and functions as a directional structure for health behaviour interventions (Glanz et
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al, 1997). The model is valuable in the current study to provide understanding of the perceptual
benefits and barriers to practicing self-care among trainee psychologists. This allowed the
researcher to explore challenges that are experienced by trainees in the training programme and

understand how the available structures aid trainees in promoting self-care and mental health.

HBM highlights four main constructs that influence heath and health behaviour;
perceived seriousness, perceived susceptibility, perceived benefits and perceived barriers
(Maio et al., 2007; Orji et al., 2012; Rosenstock, 1974a; 1974b). The model also expands to
embrace two additional notions; namely the cues to action and self-efficacy (Champion &
Skinner, 2008; Gates, 2015). This will be described in detail below:

2.7.1. Perceived Susceptibility

Perceived susceptibility is characterised by prospects of HBM as person attributes to
subjective liability to developing the health condition (Champion, 1999; Hochbaum et al.,
1952; Rosenstock, 1974a; 1974Db). In other words, it is defined as principles that an individual
holds, relative to the effects of a particular illness or condition to their life. These include a
comprehensive approach in understanding the challenges that a disease or condition can cause.
For example, one would consider the clinical, medical, financial, and social implications.
Champion and Skinner (2008) emphasised the importance of considering emotional and
economic burdens when examining the seriousness of a disease or condition. The combination

of vulnerability and severity has been characterised as perceived threat.
2.7.2. Perceived Severity

Perceived severity refers to the beliefs about the seriousness and sequelae that a
particular condition has (Champion, 1999; Champion, & Skinner, 2008; Hochbaum et al.,
1952; Janz & Becker, 1984; Jones et al., 2015; Rosenstock, 1974a; 1974b). Rosenstock (1974a)
maintained that individuals show broad discrepancies in their perceptions about the probability
of suffering from a condition that can be detrimental in their health. Thus, their perceptions of
susceptibility to a particular disease differs. The scale of severity is broad and varies from; low,
moderate to severe. Perceived susceptibility and severity having a robust cognitive element are

at least moderately reliant on knowledge (Rosenstock, 1974a).
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2.7.3. Perceived Benefits

Perceived benefits denote a person’s personal view on the significance or effectiveness
of recommending a healthy behaviour to offset the perceived danger (Orji et al., 2012). A
person’s action is influenced by the beliefs that they hold about the condition or disease and
directs the plan of action towards dealing with the perceived threat. For instance, a person may
be aware of their own vulnerabilities and seriousness to a particular health condition but refuse
to accept any recommended health actions to eradicate the perceived threats because they do
not believe on the actions that are provided. Accordingly, people who hold their ideal dogmas
in predisposition and rigorousness are not expected to agree with taking any indorsed action,
unless if they also recognise the action as possibly beneficial in dealing with the threat.

2.7.4. Perceived Barriers

Perceived barriers entail the individual’s personal calculation of the complications, or
the interferences, allied with the objective behaviour (Orji et al., 2012). It is pivotal to note that
individuals may not take any plausible actions regardless of them being aware of the
effectiveness of the action, and its benefits. This may be the result of perceived barriers of
acting. Barriers may include financial constraints, pain and discomfort associated with

treatment or action. Such barriers may push a person away from attaining the desired action.
2.7.5. Cue to Action

A person’s belief about the seriousness of a condition or illness, and their perceived
predisposition, and benefits informs a force to act, thus, it may necessitate a ‘cue to action' (Orji
et al., 2012). These cues vary from internal, such as, the perceived physical state to, external
factors, such as personal interactions or information received. Rosenstock (1974a, p.333) noted
that a person:

“...with relatively little acceptance of susceptibility to or severity of a disease, rather
intense stimuli would be needed to trigger a response. On the other hand, with relatively
high levels of perceived susceptibility and severity even slight stimuli may be

adequate”.
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2.7.6. Self-efficacy

Drawing from the work of Bandura (1997), the concept, “self-efficacy,” was integrated
into HBM framework as it is postulated that, one needs confidence in one’s ability to
compliance (Rosenstock et al., 1988). Self-efficacy is defined as the belief that one can
effectively implement a behaviour that can yield positive outcomes (Bandura, 1997). In simple
terms, self-efficacy refers to one’s capability to effectively act (Bandura, 1977). This
component emphasises that, believing in one’s capability to take essential action booSts one’s
confidence that function as a catalyst to stimulate one to initiate, and endure the action. These
self-beliefs about people’s capacity, influences; how they behave. Furthermore, the
expectations of personal efficacy determine whether coping behaviours will be initiated, how
much effort will be spent, and how long they will be sustained in the face of obstacles and

adverse experiences (Bandura, 1977; Tarkang & Zotor, 2015).
2.8. Summary

Self-care is one of the most crucial practices in the helping professions. Literature in
this chapter suggested that self-care practices offer health practitioners a way to positively
safeguard psychological conditions such as compassion fatigue, burnout, and vicarious trauma
in their careers. In this chapter self-care is discussed as a comprehensive approach that includes
spiritual wellness, physical wellness, psychological wellness, and social support. However, it
is noteworthy that there is still a significant gap in empirical research to strongly recommend
self-care. The existing empirical research also shows that it remains a challenge for most
practitioners to practice self-care owing to a variety of unforeseeable barriers. These barriers
vary per practitioner; however, the consequences are detrimental to practitioners and their
patients. Lastly, HBM was chosen as a conceptual framework for this study.



31

CHAPTER THREE: METHODOLOGY
3.1. Introduction

This chapter discusses the methodology that was employed to conduct this study. The
chapter provides a discussion of the; research approach adopted, sampling methods, the process
of data collection, and analysis. Furthermore, the measures that were taken to ensure this
study’s; reliability, validity, and ethical appropriateness in conducting this study, are discussed

in this chapter. Lastly, a summary of the chapter is presented.
3.2. Research Design
3.2.1. Qualitative Study

In conducting this study, a qualitative research design, which is interpretive in nature,
was employed. Babbie and Mouton (2001) mentioned that qualitative research design is the
fundamental methodological approach in studies that aim to interpretively comprehend
contextual meaning of experiences through concentrated descriptions of accounts. Qualitative
research design measure’s objective theories and scrutinise the interactions between variables.
This is achieved through a holistic view and the interconnected nature of descriptions to
comprehend meanings through the lens of the subjects of the study in relation to the phenomena
(Hennink et al., 2010; Marshall & Rossman, 2014). Thus, this research design was suitable for
the current study which sought to explore subjective experiences of trainee psychologists on
the culture of self-care and the coping strategies that are adopted by trainee psychologists.
Additionally, qualitative research design enabled trainee psychologists to express, in detail, the
costs of neglecting selfcare in the field of psychology as a student and professional

psychologist.

Accordingly, trainee psychologists provided an in-depth descriptive narrative of their
subjective experiences in their training journey, and their level of engagement in self-care
activities which were expressed through social interactions with their environment, own
behaviour, language and emotions. This approach allowed the researcher to rely on the
participants’ expressed experiences, to interpret the data and understand their; worlds, context
and meaning of their accounts. This is in line with core characteristics of qualitative approach,

which points out that realities are manifold because they are socially constructed (Yilmaz,
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2013). The researcher’s role was to view these realities from the insider’s perspective, with

empathetic understanding.3.3. Sample and Sampling Methods

Purposive sampling was employed in this study, to select participants at the University
of KwaZulu-Natal, Howard College. Purposive sampling is an intentional selection of a
participant due to the characteristics the participant possesses (Etikan et al., 2016). Purposive
sampling is a non-random method that does not prerequisite basic theories or conventional
number of respondents. Purposive sampling was suitable for this study because it enabled the
researcher to deliberately seek specific characteristics, with the intent to develop analysis and
emerging theory (Lewis-Beck et al., 2003). The trainee psychologists were relevant for this
study because they were currently in the training programme and had the knowledge and
necessary experience. According to Yin (2011), purposive techniques are convenient in studies
that aim to facilitate predictable richness and application of information pertaining to the

research.

The inclusion criteria for this study were, students in the master’s training programme,
registered for either counselling psychology or clinical psychology at the University of
KwaZulu-Natal, Howard College. Psychology students from Pietermaritzburg campus were
excluded in the study due to geographical constraints. The final sample consisted of seven
volunteering master’s students enrolled in the clinical psychology stream, with no segregation
to gender and racial biases. Although counselling students were part of the inclusion criteria,

only clinical psychology students volunteered to participant in the study. 3.4. Procedure
3.4.1. Entry into the Research Site

A gatekeeper’s permission to interact with the targeted research population was
requested, and a permission letter was granted in April 2019 by the University of KwaZulu-
Natal Registrar (see Appendix A). Permission to interact with current trainee psychologists via
e-mail, was requested through an e-mail from the Clinical/Counselling Masters Programme
Director. The researcher also requested an ethical clearance from the University of KwaZulu-
Natal ethics committee before conducting the study. The ethical clearance certificate was
obtained in September 2020 (see Appendix B).

The researcher sent out invitations to participate to all University of KwaZulu-Natal
students who were enrolled in the master’s counselling and clinical programme via e-mail after

receiving the ethical clearance certificate. Seven participants responded and showed interest in
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the study. The invitation provided trainees with information regarding the study’s purpose,

procedure, and consent forms (see Appendix C) with the researcher’s contact details.
3.4.2. Data Collection Instrument

The study adopted semi-structured interviews (see Appendix D) as a data collection
tool. In qualitative research, interviews are largely used techniques for data collection, with
semi-structured interviews as the widely adopted interview method (Kallio et al., 2016). Semi-
structured interviews mostly require a certain level of prior knowledge of studies in the research
topic area because the interview questions are grounded on preceding knowledge (Kelly et al.,
2010). According to Stuckey (2013), one of the advantages of semi-structured interviews is
that they provide rich set of directives for researchers and can afford consistent, comparable
qualitative data. The questions are determined beforehand and framed to cover the focal subject
of the study as well as presenting a focused structure for the dialogue throughout the interviews

with the chance to probe for more information.

The semi-structured interview technique was appropriate for this study because the
questions were uniform but also left a room for flexibility, to ensure that the researcher
collected rich and descriptive information about participants’ experiences of the culture of self-
care (Cohen & Crabtree, 2006). The inclusion of open-ended questions in semi-structed
interviews allowed participants to express themselves without restrictions on the focused area
(Fontanella et al., 2006).

3.4.3. Data Collection Process

The data collection process entailed recruiting voluntary participants. Proceedings of
data collection began after the attainment of the ethical clearance certificate. The ethical
clearance certificate was issued after South Africa was hit by the COVID-19 pandemic. The
researcher experienced delays in the ethical application process and data collection due to the
pandemic. For recruitment, participants were informed about the study using invitation letters
that included the consent form, an explanation of the process of voluntary participation, their
right to confidentiality, and anonymity. Furthermore, the researcher informed all participants
about their rights to pull out of the study, should they feel uncomfortable during the interviews.
Since data was collected during the COVID-19 pandemic, participants were given options to
either seat in for a face-to-face interview at their own preferred space or to participate via visual

interviews using the Zoom virtual interviews platform. All interviews were conducted face-to-
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face because all seven participants were comfortable meeting for safe individual interviews.
The researcher followed the COVID-19 South African regulations; sanitising, maintaining
social distance during the interviews, and all participants, and the researcher were wearing face

masks to minimise possible transmission of the virus.

The interviews were conducted in English since it is the universal language and a
medium of instruction in the master’s programme. The interviews were conducted at a
convenient place for all participants (at their own arranged space and time), and the interviews
lasted 25-40 minutes. This was done to permit the obligatory privacy and participants’
autonomy during the interviews. Data was collected in a period of one week because the
researcher relied on the participants’ availability. The interview schedule consisted of open-
ended questions and follow up questions for clarity purposes, and for information that was
more descriptive, it was used as a guide. During data collection, a digital audio recorder was
used to ensure that the information that was provided by the participant was appropriately

captured.
3.4.4. Data Analysis

Thematic data analysis technique was adopted in this study. It is a technique for;
classifying, analysing, unifying, unfolding, and reporting themes that originate within the data
set (Braun & Clarke, 2006; Nowell et al., 2017). Thematic data analysis is arguably one of the
widely used methods in qualitative research, though it lacks extensive literature compared to
other methods such as, “grounded theory, ethnography, and phenomenology” (Nowell et al.,
2017p 2). Many authors have questioned the method’s rigorousness since there is no clear
consensus on how researchers can thoroughly apply the technique (Attride-Stirling, 2001;
Boyatzis, 1998; Nowell et al., 2017; Tuckett, 2005). Conversely, Braun and Clarke (2006)
maintained that thematic analysis is a valuable technique for examining the standpoints of
diverse research participants, highlighting resemblances and variances, and producing
unforeseen insights. In the current study, thematic data analysis furnished the researcher with
new insights and perceptions that were obtained from the data. The researcher generated
personal insights of participants’ experiences of self-care and their promotion of mental health

through identifying common themes.

The researcher followed the recommended six phases of thematic analysis outlined by

Brauna and Clarke (2006), to be able to rigorously analyse the experiences of trainee
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psychologists. The six-phase process involved: (1) familiarisation, (2) generating initial codes,
(3) searching for themes, (4) reviewing themes, (5) defining and naming themes, and (6)

producing the report. The phases are further described below:
Familiarising with Data

At this phase, the researcher familiarised herself with the data collected. This required
the researcher to listen to the audio-recordings and make comments, this process was repeated
several times. In this process, the researcher also transcribed the collected data, listened to
audio-recordings, read and reread the data, to ensure that she understood the concepts and

language that was used by the participants to create meaning from their experiences.
Generating Initial Codes

The second phase entailed identifying common language and words to create initial
codes. As the researcher immersed herself with the collected data, she highlighted similarities
on the transcripts and manually colour coded similar extracts. This permitted the researcher to

gather significant codes to inform potential themes, which was the succeeding phase.
Searching for Themes

Organising codes into latent themes preceded, where common data extracts were coded.
This involved comparing responses, and “gathering all data relevant to each potential theme”
(\Vaismoradi et al., 2013).

Reviewing Themes

The next phase entailed revising the identified themes and subthemes. The researcher
had to examine if the recognised themes worked in accordance with the generated data extracts.
This allowed the researcher to note whether the entire data set was congruent, producing a
thematic map. Reviewing themes further enabled the researcher to name and define themes,

which was the next step.
Defining and Naming Themes

After she reviewed the themes, the researcher refined data extracts of each specific
theme. Themes and subthemes were categorised, named and defined, to fit the common
narratives that were conveyed by the trainees. This phase was pivotal because it captured the

core meaning of each generated theme.
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Producing the Report

The final phase entailed the researcher producing a report of the collected data. This
was achieved by reflecting on findings of the study and forming integrated accounts about
trainee psychologists. In addition, this phase, propelled the researcher to compile examples
from selected extracts, and linking back the analysis to research questions, pertinent literature,
and theoretical framework to draw conclusions (Braun & Clarke, 2006; Vaismoradi et al.,
2013).

3.5. Reliability and Validity

Qualitative research follows various procedures to achieve reliability and validity to
maintain the study’s trustworthiness, although numerous critics are hesitant to accept the
reliability of qualitative research (Shenton, 2004). According to Singh (2014), validity and
reliability surge transparency and lessen chances to insert researcher biasness in qualitative
research. The criterion of validity refers to, “...the degree to which a study supports the
intended conclusion drawn from the results” (Yin, 2003 cited in Singh, 2014, p. 83). The
criterion of reliability denotes the prospect that any other investigator can reproduce the study
and produce identical results (Singh, 2014). However, maintaining neutrality is essential in
ensuring the reliability and validity of the study (Golafshani, 2003). The work of Lincoln and
Guba (1985) showed strength in guaranteeing rigour in naturalistic work, and it proposed
making use of four constructs, namely, credibility, transferability, dependability, and

confirmability.
3.5.1. Credibility

Credibility denotes the truthiness of the research findings including the participants
views, understanding and representation, as observed by the researcher, and how it is linked to
reality (Polit & Beck, 2008. According to Cope (2014), the credibility of a study in qualitative
research requires that the researcher take their own stance of an observer, thus in relation to
their own experience as a researcher. Moreover, the researcher is required to authenticate the
research conclusions with the respondents (Cope, 2014). This requires that the researcher
demonstrates the level of engagement and methods of observation in the study to support the
level of congruence and reality (Cope, 2014; Shenton, 2004). Guba and Lincoln (1989) posit
that a qualitative study is determined when the accounts of human experience are directly

recognised by entities that share similar experiences. Hence for this study, the researcher
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thoroughly engaged with the collected data by repeatedly listening to the recordings, reading
and re-reading transcripts to ensure that the researcher captured what the participants reported,

and that the findings are a true representation of what the participants said.
3.5.2. Transferability

Nowell et al. (2017, p.3) noted that, transferability discusses the “generalisability of
inquiry”. This means that, the results of one group or population can be transferred to a similar
group (Cope, 2014). In quantitative research, it is relatively easy to generalise the research
results to a broader population (Ally, 2014). However, also in qualitative research, it can be
difficult to transfer the findings owing to contextual factors. This is because, qualitative
research has a strong reliance on the context in which the study is conducted. Hence, the
criterion of transferability in qualitative research, notes it as fundamental that the researcher
provides an extensive description of his or her study site, so that other researchers who try to
transfer the findings to their own context can make informed judgements (Alim, 2002; Lincoln
& Guba, 1985). In the current study, the researcher provided an in-depth description of the
study site in the methodology section. This includes the characteristics of the; sample,

instruments used to conduct the study, and the data collection processes that were followed.
3.5.3. Dependability

Dependability refers to the extent to which the findings are consistent when reapplied
on another study. In ensuring dependability in the current study, the researcher ensured that the
research process was rational and observable, by clearly documenting the entire procedure
(Tobin & Begley, 2004). This allows other researchers conducting comparable studies, to yield

similar data in their studies should they replicate the study in the same context.
3.5.4. Confirmability

Confirmability is concerned with the degree to which the findings of a study could be
found by other investigators (Korstjens & Moser, 2018). It is about establishing that findings
and interpretations of the results are not fabrications of the inquirer’s mind. The researcher
needs to provide assurance that the findings are evidently derived from the data (Korstjens &
Moser, 2018; Moon et al., 2016). To ensure that this was achieved, the researcher provided
sufficient information about the research process, as well as maintaining neutrality using self-

reflexivity when conducting interviews. This enabled the researcher to avoid biasness and
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sustaining uniformity in the process of data collection. Furthermore, the researcher relied on
audio recordings to ensure that what was transcribed are the participant’s words, as they were

transcribed verbatim.
3.6. Reflexivity

To ensure that the researcher-maintained neutrality in the current study, she adopted reflexivity.
In qualitative studies, reflexivity is considered one of the most significant components of
research (Berger, 2015; Macbeth, 2001). This approach is a continuing process that
encompasses reflections to ceaselessly construct one’s understanding and social realities
(Barrett et al., 2020). It entails acknowledging the possibility of bias in studies because of the

researcher’s position, and influence in the context (Barrett et al., 2020).

Given that the researcher in the current study was a trainee in the master’s clinical psychology
programme at the University of KwaZulu-Natal, it was essential for the researcher to consider
her position in the study. Firstly, the researcher acknowledges that her position may have
influenced the participants’ profile in the study. For example, only clinical psychology students
were more comfortable to voluntarily participate in the study. This may have lead counselling
psychology students feel excluded in the study, while clinical psychology students may have
felt compelled to participate in the study because the researcher is in the same programme.
Moreover, the clinical psychology students may have responded in a manner that they thought

was appropriate for the study.

Secondly, the researcher recognises that her subjective experiences in the training programme
may potentially influence the processes of the study. For example, the researcher shared similar
challenges that were experienced by some of the participants in this study, in relation to the
completion of dissertation component. Thus, the researcher had to collaborate closely with the
supervisor to review; the study design, the questions design, and the analysis of the data
collected. To maintain neutrality, the researcher continually discussed the research process and
data analysis with her supervisor, to review the results, and minimise the researcher’s bias by
having someone other than the researcher to look at the data (without revealing confidential
information). Lastly, the researcher further recognises that her role as the interviewer may have
influenced the participants responses. Some participants may have held back information in

fear of possible judgements they might receive from the researcher, as a colleague. However,
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the researcher ensured to establish rapport with the participants to ensure that they felt

comfortable to participate in the study without being judged.
3.7. Ethical Considerations

Institutional ethical clearance was attained from the University of KwaZulu-Natal’s
Humanities and Social  Sciences Ethics Committee (see  Appendix B:
HSSREC/00001804/2020), to ensure that the study did not impose potential danger to all
participants. An appropriate ethical protocol was applied as noted by Webster et al. (2013), that
ethical considerations are the foundation of any research conducted, particularly when human
beings are involved. This was addressed by ensuring that all participation in the study was
voluntary, as stipulated in the consent form. The completion of the consent form was a
prerequisite for participation. According to Ashcroft et al. (2007) it is pivotal for researchers
to respect participants’ rights to make enlightened choices about their lives, hence, clear
distribution of information about the research process was prioritised prior to engaging with

participants in this study.

Accordingly, the researcher adhered to informed consent, and maintained
confidentiality, and anonymity in the study. Participants were first informed about the purpose
of the study before being requested to take part. Consent was obtained in both writing and
verbal. The consent forms were stored securely at the researcher’s office locker. The researcher
took note that some of the questions could evoke emotional discomfort to some of the
participants. Thus, participants were well-informed that the researcher could organise a referral
to the University of KwaZulu-Natal Campus Counselling services (a free service for all
enrolled University of KwaZulu-Natal students), should the interview trigger emotional
distress and participants happen to need psychological counselling during or post interviews.
However, none of the participants required this service when the research was conducted.
Participants were also informed that they had a right to pull out from the study at any point,
without any consequence. This was to ensure that no participants experienced any harm from

the study as it is the researcher’s duty to ensure non-maleficent (Wassenaar, 2006).
3.8. Summary

The methodology adopted in this study were discussed in this chapter. Seven trainee
clinical psychologists were considered to partake in this study. The researcher thoroughly

explained the research procedures and measures taken to address the issue of trustworthiness
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of the study. Ethical considerations were broadly explored to ensure that the study did no harm

to participants.
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CHAPTER FOUR: RESEARCH FINDINGS
4.1. Introduction

This chapter show the results of the current study. A brief demographic data is provided,
to elaborate the characteristics of the participants. Furthermore, the findings of the study are
presented thematically. Six broad themes emerged from the collected data, the themes are; (1)
trainees’ understating of the concept of self-care and mental health, (2) self-care coping
strategies employed by trainees to promote self-care and mental health, (3) challenges
experienced by trainees that influences trainee’s mental health, (4) trainees’ perceived barriers
to practise and promote self-care, (5) support structures that are available for trainees within
the programme, and (6) trainees’ perceived protective factors of mental health. Each of the

themes entails a few sub-themes (see Table 2, below).
4.2. Demographics Information

The sample for this study consists of seven master’s clinical psychology students (n=7)
at University of KwaZulu-Natal, Howard College. The study included all South African races
as follows; Indian (n=1), White (n=1), Black (n=4), and Coloured (n=1). Five (n=5) of the
participants were females and two were males (n=2). During the time of conducting this study,
half of the participants were enrolled into their internship year, and the other half had completed
internship but currently completing the research component of their clinical psychology

training.

Table 1. Demographic Information

Gender Race Age
Participant- 1 F W 27
Participant- 2 M C 25
Participant -3 F B 28
Participant- 4 F B 26
Participant -5 F | 24
Participant -6 F B 29
Participant -7 M B 30

Note: F=Female; M=Male; B=Black; W=White; C=Coloured; I=Indian.
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The following section outline’s themes and subthemes that emerged from this study’s

data (see summary in Table 2). Each theme is further explained in-depth, using extracts from

the data that was collected.

Table 2. Summary of Emergent Themes

THEMES

SUB-THEMES

Theme 1: Trainee’s Knowledge of Self-Care in Mental Health

Understanding Concept of Self-care

Theme 2: Coping Strategies Employed by Trainees to Promote Self-care and Mental Health

(i) Physical fitness
(i) Personal psychotherapy
(iv) Spirituality and meditation

(v) Engaging in social activities

Theme 3: Challenges Experienced by Trainee Psychologists That Impacts their Mental Health

Academic Challenge(s):

Professional Challenge(s):

Personal Challenge (s):

(i) Completing the research component

(i) Power dynamics

(i) Difficult supervisor-supervisee Relationship
(iii) Transition from coursework to Internship

(i) Balancing professional life and personal life

Theme 4: Barriers to self-care Among Trainees

(i) Time constraints

(i) Financial constraints

Theme 5: Support Structures Available for Trainees

(i)Peer consultation
(ii) Social support from loved ones

(iii) Supervision

Theme 6: Trainees Perceived Protective Factors

(i) Resilience
(ii) Self-awareness

(iii) Personal and Professional growth
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4.3.1. Theme 1: Trainees’ Understanding the Concept of Self-Care and Mental health

Overall, the data indicates that, majority of the participants (P1, P2, P3, P5 & P7) had
adequate knowledge about, self-care and mental health care. Both males and females were
aware about the significance of practicing self-care to promote mental health as training

practitioners. This is illustrated below:

“self-care in general, for me, it implies to the practices and acts that you take in order

to uhm, improve you re your well-being” (Participant 7).

“self-care is what one needs to do in order to ensure that their mental health resources
are keep intact and that they take care of themselves to ensure that they are healthy

physically and mentally” (Participant 5).

Two participants (P6 & P2) reported that, self-care in the context of being a
psychologist related to the awareness of oneself. Participants understood self-care as a holistic
practice that involves preserving and understating one’s functionality. That is, understanding
your emotional, psychological, spiritual, and physical well-being. This is shown in the below

extracts:

“Self- care in my perspective is the ability to take care of yourself not just physically
but emotionally, psychologically, and spiritually as well. Uhm If you are looking at the
context of being a psychologist is the ability for you to be able to be aware of your own
emotions, not just your patient’s emotions, not just your client’s emotions but how you
deal with problems, how you cope with problems and how you then move from that in

a more positive manner” (Participant 6).

“Self-care for me relates to the domain of functioning where you need to be aware of
where you at in your life, what is your demands, what is your needs. Everything
pertaining to the self and integrating all those elements to work for you at the current

time in your life and maintain a balance” (Participant 2).

Most participants (P1, P2, P3, P4, P7) expressed that taking care of one’s mental health
is a crucial part of taking care of one’s overall health. It was reported it entails; one’s mental

status, mental well-being, and coping with everyday life, as indicated below:
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“I think mental health care has to do with your mental status, mental being, your
thought process, your cognition, just how you able operate in your everyday life
mentally” (Participant 1).

“involves psychological and emotional wellbeing of an individual so that would be
encompass, uhm, anything that has to do with mental health care. If you are able to

take care of your psychological and emotional wellbeing ” (Participant, 7)

4.3.2. Theme 2: Coping Strategies Employed by trainees to Promote Self-Care and Mental
Health

4.3.2.1. Physical Activity as a Coping Strategy

Physical activity was noted as the most common activity that was employed by most
participants in the study, to promote self-care and mental health. Almost all participants
reported that engaging in physical exercise was helpful and served as a protective factor to cope

in the programme and manage stress, as demonstrated below:

“| found that for me self- care took a lot of physical form in a sense this year. In a sense
that | utilise physical fitness as my main protective factor to contribute to better self-
care... working out daily and not working out with a goal for weight loss or specifically
to build a certain physique but also incorporating the mental benefit you get from

working out” (Participant 2).
“And then I think like other things like exercise, I go to gym” (Participant 1)

“I found cycling was quite helpful as well...like a cycling machine at home”
(Participant 5).

“I think at the moment, uhm what I'm trying to do is to work out, uhm, I joined the gym,

uhm, 1 work out for about five days a week” (Participant 7)

4.3.2.2. Personal Therapy as Coping Strategy

Most of the participants (P1, P2, P4, P5, P6) reported that they had an encounter with a
professional psychologist or counsellor prior, and during their training process. Participants in

the study shared positive experiences of personal therapy. One participant reported that
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personal therapy was helpful in dealing with the pressure that comes with the master’s training
programme. Participant 1 expressed that personal therapy helped her in dealing with the
emotional burden that comes with the nature of the profession. She further expressed that as a
training psychologist, one needs someone who can be objective in helping you process and
deal with the emotional and psychological burden that can arise from providing psychological

services, she explained below:

“So, the ways in which it is helpful is, first, that it takes the emotional strain off you
because as an intern you are very new and very young to the idea or the concept of
taking on people’s stories, taking on their emotional pain, psychological burden and so
you don’t always realise like how it sort of affects you. I almost feel like in a sense it’s
kind of like bruises your soul to a certain degree and so, | think to be able to process
and work through that it’s very important to have someone whose objective.... | ended
up going onto antidepressant. | had to go see a psychiatrist and that was very helpful

for me as well ” (Participant 1).

“At first, I would go for therapy for like maybe twice in a month. But now ['ve seen I
needed it more, so | go every week... my cousin ended up moving in with me because
of how and what I was going through. So, at least when I come back, I don’t have to
like to come back I don’t have to be like alone. I think if I had to come and be alone,

1'd be more like depressed” (Participant 4)

“I'was last year; I saw a psychologist for a few sessions because I felt like I just couldn’t
manage it. Medically, I had to be put on more medication, I am taking 3 tablets, I'm
now on 4 tablets. Not psychiatric tables but medical tablets to do with my two medical
conditions, but my two medical conditions go hand in hand with the hormonal
fluctuations and the hormonal fluctuations are due to stress levels. And the problem
that when there’s too much of fluctuations and with my two medical conditions, it puts
me at a greater risk of developing things such as... I don’t know depression and anxiety,

and this is what | am trying to prevent” (Participant 5)

Two participants (P2, P5) reported that they were not seeing a psychotherapist at the
time of the interview. However, they reported positive contributions that therapy has.
Participant 2 expressed that the experience of professional psychotherapy taught him how to
better balance and handle challenges that are encountered in everyday life. While another

participant expressed it helped her deal with pressure that comes with the programme.
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“Currently, no [when asked if he is currently seeing a consultant/specialist], but | have
in the past seen a psychologist, a counselling psychologist. And it did contribute to
bringing me to the level of where I am right now. To be able to balance and manage
thing things effectively. I think it also taught me to understand that challenges will come
your way. However, you have the skills and resources to get through it” (Participant
2).

“I saw a psychologist for a few sessions because I felt like I just couldn’t manage it

[deal with the pressure that comes within the training programme]” (Participant 5).

“I see a psychologist once every two months and that has been helping me since last
year because there are a lot of times where you think I can do this [referring to dealing
with the pressure], I've got this and then when you are in that therapy room you realise
I actually don t...a lot of my colleagues, got to a point where some of them had to go
see a psychiatrist, some of them have been diagnosed with depression because of the
pressures of that. And I've started seeing how it was changing me as a person. Even
in my relationships ['ve started being snappy, I wasn’t happy anymore, I wasn'’t
sleeping, started getting insomnia and it, it was changing who I was as a person”

(Participant 6).
4.3.2.3.Engaging in Leisure Activities

The findings from the study revealed that participants use various activities to cope with
the pressure that comes with the training. When participants were asked how they managed or
deal with the pressure that comes with the master’s training programme, they reported to had
employed different strategies. One participant reported that she has found music and singing
to be useful in helping her release stress. She also reported that dancing and cooking was
helpful:

“...one thing that keeps me going is listening to music and singing. I find that it is a
huge stress reliever. As well as I find cooking, if [ have the music on and if I'm cooking,
| dance while cooking so anything related to music. | find it helpful. 1 would like to say
sleep helps with self-care but that doesn 't mean that I am sleeping well and to be honest
I'm not. So, from a self-care perspective, | think that one beneficial thing is listening to
music, singing along, dancing along, anything related to releasing stress in that form

of way” (Participant 5).
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Another participant reported that he found reading as helpful in dealing with the
pressure that comes with the training. The participant expressed that being updated on the
recent work within the field and networking with others in the field is helpful in reducing

anxiety. These are demonstrated in the extracts below:

“Just to ease off a bit of pressure. 1'd say most people who study psychology read. You
read whatever you come across, just to keep abreast with the changes because
psychology holds that if you do not read, you are a danger to this field. And to deal with
the pressure, you must read, you must network with people in the field, who have certain
ideas of how the field is becoming. It keeps on evolving, a bigger part of it. Soon will

be somewhat digitalised” (Participant 7).

Another participant reported that she found that taking some time out of the professional
life and engaging in things you find pleasure in is useful. Thus, she expressed that going to the

beach and being surrounded by nature helped her cope with the pressure.

“Okay, so starting with self-care | am a person that loves water. | love the ocean. | love
the beach. I love nature in general. So, what | do is | would take myself away from the

busy life, I would take myself away from the city life” (Participant 6).
4.3.2.4.Spirituality and Meditation

It seemed that spirituality and religion play a crucial role in some participants lives.
Two participants expressed that spiritual support and prayer benefited them in coping with the

pressure that comes with the profession and master’s programme, as explained,

“...there is a lot of spiritual support, you know, prayers. I pray” (Participant 4).

Additionally, another participant found meditation to be useful.

“I would take myself away from the city life. Away from people and just go to the
ocean and meditate and just be by myself and to be aware of what is happening with

my body” (Participant 6).
4.3.3. Theme 3: Challenges Experienced by Trainees That Influences Trainee’s Mental Health

4.3.3.1. Professional Challenges

The professional challenges that were experienced by the participants in the current

study included power dynamics, which seemed to be the driving force on the nature of the
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relationship between the trainees, and their supervisors. The findings revealed that existing
power dynamics affected the way trainees; perceived the working environment, and their
relationships in the work environment. Some participants expressed feeling confined, and
having a little room for error, and appraisal in their interactions with their supervisors. This

was demonstrated below:

“...well, one of my supervisors was extremely high up in terms of hierarchy and had
specific rigid ways of conducting themselves. And that made it hard to make leeway for
learning or to have leeway for error because you always felt that you are never going
to do anything correctly. And even with the skills that you feel you mastered, it’s away
from you because subjectively according to this specific person, you haven’t been

working the correct way” (Participant 2)

“I personally think it’s a power dynamic because like, like I said there is the resources
are there or we told the resources are there [referring to support available for trainees]
but it’s, it’s your perception of, if this is what I ask... then this person who is in power
of my profession or who is in charge basically your... my professional life, I mean if
you don’t pass your internship then you are doomed [explaining how seeking support

can negatively impact trainees]” (Participant 3).

“... | was being treated different from other interns. | felt victimised in a way like
belittled, you see. Even when feedback was given to me in what given in a very
demeaning way. Even whatever | am trying to do uhm was seen as not sufficient and |
feel like | was being attacked every time... Like, whatever efforts that | make, | felt like

my supervisor was constantly looking for mistakes in my work” (Participant 4).
4.3.3.2. Academic Challenges

The data revealed that academic challenges are common within the training
programme. Most participants (P1, P2, P3, P4, P5, P6, P7) expressed their concerns about the
structure of the master’s programme. They mentioned that it is difficult to balance coursework,
and the research component of the programme, which makes it difficult to complete both
components in just one year. Participant 1 elaborated below:

“Idon’t think the research project is properly structured or given enough time. So, with
the lack of structure, | think it becomes a norm where students know that they don'’t
have to finish the research project in that first year. So, they go along in the first year,
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and they think, okay, 'm going to finish it in my internship year, and that almost always
becomes impossible ” (Participant 1)

“...the way the degree is structured is somewhat tricky. The first year of master’s uhm
you do your course work and research is there and you don’t get to finish your research
in time then you must carry it over to the internship year and that’s another issues.
When you get there its work, work, work, you get little time to no time uhm to look at
your research and then you can’t start with your community service because you now
must finish your research. For me, | think this should have been a two-year master’s
programme. The first year is course work and the second year is research then you start
your internship and then you go on for community service then you start working. Cause
right now you have this gap year, which could have been avoided if you did your ...
uhm... masters in two-year sort of, if it was structured in that way, it was two years
course work and then your research, internship, you write your board exam then to
community service. It should have been a smooth ride. But now it’s a huge issue”

(Participant 7).

Some participants indicated that academic challenges go beyond the structure of the
master’s programme. Most of the participants reported experiencing difficulties to transmit the
theoretical work that they learnt during coursework into practice. Three participants
emphasised the importance of theory, however, they stated that one needs to understand that
the theory requires a great deal of skills such as being able identify when it is useful and

integrating it to different contexts:

“l learned that the theory is important, but uhm sometimes making theory practical
can be particularly challenging, so it’s easy to read a manual and see ukuthi [meaning
that] it tells you session one does this, session two do this, first, three hours do this.
First, 30 minutes do this. But when there is a real-life person in front of you, therapy
can always take a different direction from what you have planned it to be. So, you need
to balance that out in your mind, to be able to balance your theory, academics and the
stuff that you have learned. Your human interaction ability as well, your ability to able
to determine what the patient needs at once [explaining that therapy requires more than
learned theory. One also needs to incorporate interpersonal skills to suit the patient’s
needs]. Not to put therapy, not to take a theory out but to balance it out, and to be able

to identify things from, from a human perspective, professional human” (Participant 3).
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“I think academically it’s the kind of mismatch, the lack of a transition of using all this
Westernised knowledge we've obtained in undergrad to our local, unique and diverse
context. A lot of what we are taught and asked to apply as professionals is evidently
correct and has a good evidence base however it doesn’t always work out itself that
way. So, it’s been challenges to adapting the academic work that we 've learned towards

our context more specifically” (Participant 2).

Although occasional, Participant 4, below, reported that language can be a barrier
within the field of psychology, mostly for the minority groups in the geographic area. The
participant reported that some patients experience difficulties to express themselves using
English in therapy. Hence, there could be loss of meaning in the interaction between the
psychologists, and patients. This creates more anxiety for novice psychotherapists. Participant
reported that because of language barriers, she spends more time in trying to understand the
patient to avoid losing meaning of what the patient is trying to express. This is reported to
create limited time to engage in leisure time because most effort is poured in understanding

their work, Participant 4 explained:

“So, I think with language, it becomes better when you can understand [the language].
Like, there are patients when they come to therapy, and they can 't speak English. There
are so many things that you can miss. Whereas, when the person can express themselves
in their own like native language, they can go deeper and say, you know, [patient telling
the psychologist what they have been experiencing] this is how I'm feeling and you

know, this is what has been happening.”
4.3.3.3. Personal Challenges

Participants reported that there overlaps between their professional and personal life.
Hence, most of them reported experiencing difficulties in trying to find a balance between the
two. All participants reported that they had difficulties in attempt to separate their work and
personal life due to the workload within their training. Most participants felt that they had little
time to engage in social activities in their personal lives. Some reported that they often pushed
everything that had nothing to do with work aside and focussed on their academic and

professional life. As demonstrated below:
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“it’s hard. And I don’t think we will ever find the balance between the three, academic
life, professional life and personal life. I think it’s just an ongoing process. Whoever
does find the balance, lucky them.” (Participant 7)

“I haven 't been as socially as I used to do. I am not an extrovert, ['m in no way sociable
as in like really outgoing but I keep in contact with the people that means a lot to me
and I've sort of tried to put myself, I would say, push myself away from that because |
feel as though I don’t want people to see how much...uhm...I've been affected by this
and I don’t want people to see me as this person who is now backtracking. Medically I
look different, | feel different, and I feel that my friends and colleagues are all going to
notice this when I see them. That’s why I've stopped using social media...1 just feel like

I don’t have a time for all of these [Referring to social activities] ” (Participant 5).

Furthermore, some participants reported that they experienced difficulties in managing
their emotions, especially anxiety, owing to the workload and time constraints within the
training programme. The programme was associated with anxiety and being in the training
escalated participants’ anxieties, because the nature of the profession was reported to have

various ambiguities:

“I think anxiety is a personal challenge that | always faced or always had to deal with.
So, I think coming to the master’s programme obviously exacerbate that anxiety
because it’s a situation where you can...It breeds anxiety. And if you are already prone
to anxiety it can maybe make it worse. So, | think that was a personal challenge where
there’s just so much anxiety that you can get ill. I got quite sick on a few occasions in
the first master’s programme. You can become disorganised if you feel anxious or you

cannot perform the way you want to ” (Participant 1).
4.3.4. Theme 4: Trainees’ Perceived Barriers to Practise and Promote Self-Care

In the findings it appeared that some participants felt that they had limited amount of
time to devote to their training. Time constraints and intense workload seemed to hinder
trainees from effectively engaging in self-care practices. This varied from financial resources
to subsiding social life to engage in academic and professional life. One participant reported
having limited time to spend with his family because he relocated and could not visit home
more often. Another participant reported spending limited amount of time during leave days
because of the research component that needed her attention:
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“1 did try to go to the gym (laughs) but, then because of the amount of work that | have
to do, I ended up putting that aside and not really doing it most of the time” (Participant
4).

“I almost never ever had time to do anything other than just work or go through
whatever it was given to me to read or whatever research | had to do. There was almost
everything that occupied my time had to do my study towards Mlor my internship”
(Participant 5)

“I think it depends on whether you are relocated and all of that ...but for me it was just
four or five times a year. And then I did try to sort of keep contact with my girlfriend.
If I say contact it sound bad, uhm... what’s the better term to use/ but we continued to

see each other enough, because I think we needed that” (Participant 7).

Most participants (P1, P2, P4, P5, P6) reported that, attending personal therapy is
helpful as noted above. However, personal therapy is expensive to maintain. One participant
revealed that engaging with a psychotherapist was strongly dependent on one’s financial
stability. Participant 1 expressed that she had to stop seeing a psychotherapist because it was

expensive, she reported:

“Because | have been on my dad’s medical aid because that is a _factor to bear in mind
whether you have the financial resources to do any of this kind of stuff because you do
need finances...l was on a really good medical health scheme, but other people might
not be able to do that because they might not have the finances. Uhm even now my funds

have been used up this year...” (Participant 1)

4.3.5. Theme 5: Support Structures that are Available within the Programme

4.3.5.1.Peer Consultation for Support

As means of a support structure, peer consultation was common amongst trainees, and
the findings revealed that participants strongly agreed on this. All participants reported that
consulting with a colleague is one of the effective ways for support as trainees. They felt that
their peers could understand their experiences, because they are also in the same system. This

is evident in the extract below:
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“Secondly, 1 think the major protective factor for me in terms of self-care was my
colleagues this year. We very much leaned on each other, heavily for support and
identified and you know, just tracked for each other ... major big part was collaborating
with my colleagues in terms of processing everything together, finding a common
ground. Sometimes even having disagreements that led to a bit more clarifying
understanding of stuff” (Participant 2).

“Support structure at work it’s definitely would have to be my colleagues... because
we are all going through the same experience, we might be at distinct levels, we might
be at various levels, we might be taking things differently but at least we all know that

we all in the same boat” (Participant 3).

“And also with my colleagues, they also have been like supportive, trying to ensure to
that... You know, what? Let’s try to be like positive, do whatever we have to do until

the end of the year” (Participant 4).

“colleagues’ uhm and I think that’s the thing that can really help you. I mean, last year,

when it was the worst year of our lives, | can remember having really good laughs,
really good times because the people who were going through it with me understood it
and we could rely on each other, we could laugh, we could joke, and we could see each
other every day and speak about what we are feeling. We didn’t have to put it away.
We didn’t have to or brush under the carpet and put it under the carpet” (Participant
5).

4.3.5.2. Social Support from Loved Ones

Participants reported spending time with their loved ones as helpful in dealing with the

pressure that they endured from the training programme. All participants shared similar

sentiments about interacting with family and friends to deal with the pressure. They expressed

that family and friends were their source of support which helped in diverting their minds off

their busy and stressful occupation.

“During this training, | have received a lot of support from my friends, from my

family” (Participant 4).
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“For me, I like spending time with people socially, so going out with people...friends
for coffee. Going out watching movies with friends or just visiting them. I think it’s

important to have people to talk to” (Participant 1).

“And I think more overall in terms of one of the main aspects of self-care that I've
found to help my life is my family and maintain a good relationship with my family.
They my based support system... | have a good small group of friends that I interact
with regularly, I've tried to keep that up to at least once a week of seeing a special

friend, be it an hour or half an hour, even the entire day” (Participant 2).

4.3.5.2.Supervision

While supervision was noted as one of the available support structures for trainees in
the master’s training programme, most participants reported that their discouraging
experiences with supervision made it difficult for them to want to use their supervisors. The
lack of supervision alliance between supervisors and trainees discouraged help-seeking
behaviour among trainees. The findings show an indication that the difficult supervisor-
supervisee relationship triggered emotional distress among participants. Most of the
participants stated that they felt that they were treated unfairly and that some of the supervisors
appeared to take personal dislike in them. One participant expressed that his supervisor was
focused on their shortcomings, with a little appraisal. Additionally, Participant 6, below,
reported feeling belittled and victimised by her supervisor.

“if you have a supervisor, someone you need to go to for advice, for assistance, who is
emotionally and I would say this proudly, abusing you, you know, it’s not easy because
this is someone who is literally holding your career in their hands, they can write a
report about you that you are incompetent, you, you not stage-appropriate, you not
ready and you don’t become a psychologist, you get kicked out of the programme. So
now having to deal with those things is an excessively crucial factor. Yes, the
adjustment is a grandiose thing, | get that, but you adjust to things very easily but, if
you have on a day-to-day basis just with the intention to, you know, to get you out, to

put you out of and things like that. It really affects you” (Participant 6)

“I think what I've faced like now what I am facing is how I was being treated differently

from other interns. I felt victimised in a way, like belittled, you see. Even when feedback
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was given, it was in a very demeaning way. Whatever | am trying to do is seen as not
sufficient. And I felt attacked every time. Like, whatever efforts that | make, | felt like

my supervisor is constantly looking for mistakes in my work” (Participant 4).
4.3.6. Theme 6: Trainees Perceived Protective Factors of Mental Health

4.3.6.1. Resilience
Although most participants reported experiencing difficulties during their training, they have
somehow found the training process to be fruitful in their development by building in them,

resilience. This was illustrated below:

“It gives you resilience at the end, but it takes away certain things that you wouldn’t
need in this field. That’s the part where I would say it breaks you. And then it builds
you up. You are never complete in this field; it builds you up until you decide to stop
being a psychologist or you retire, or you die. But the building up part is always there”
(Participant 7).

“I think I have looked at it like in a sense that changes, change is good and we always

changing as a person ” (Participant 4).

“I think when you come out of the master’s programme you do feel stronger. I think
it’s almost as if you kind of get broken apart and then you get put together and your
kind of a different person where you maybe feel a bit more confident in situations or
you just be able to handle certain types of stress better, so that is a good thing”
(Participant 1).

4.3.6.2. Self-Awareness

The findings also revealed that the training process brings a sense of self-awareness.
The participants reported that they felt exposed through constant evaluations and scrutiny in
the programme. The participants demonstrated to had become better aware of things that work
for them in the programme. Some stated that they felt naked, and their weaknesses were
exposed but they learnt to consume the good experience and accumulated lessons from the bad
experiences. Some participants reported using self-awareness to filter out the unconstructive
feedback, and others reported changes in their perspectives. This was elaborated in the extracts

below:
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“it’s just that all your weaknesses, your personal characteristics get exposed. Because
in another type of job you aren’t, you may not be tested as a person. So, like if you sat
in front of a computer, your personality is not being evaluated. But when you are a
psychologist or a trainee psychologist and you get put into a room with a patient, then
you are the one who is being exposed and being judged and being evaluated.... Because
sometimes you can go through certain things where you sort of being judged in a sort
of way that isn’t really a 100 percent you or doesn’t feel represents you, who you are,
and you know you shouldn’t be. And when you come out of that, sort of a filter, you take
the constructive, positive feedback to grow in an effective way but to leave the other
stuff aside doesn’t relate to you. And I think that’s a difficult thing to navigate”
(Participant 1).

“I think in the interview phase of the programme, break you a bit. Then you get into the
programme, the first year of it, break you completely cause you. I'd say your life gets
into a non-existing state. Your personal life it’s like it doesn’t exist whatsoever. You
lose girlfriends, boyfriends in that space. You lose friends and become a loner. You just
become, you feel somewhat naked, so to speak. And then it builds you up. You become
tougher to emotional insults, psychological insults. I'm just using the term insults a bit
loosely. Uhm, but when | use it, | mean emotional trauma, psychological trauma. You
become, I don’t want to use immune, but you develop this tougher skin cause the field

takes away whatever vulnerability” (Participant 7).

4.3.6.3. Personal and Professional Growth

The findings revealed that trainees grew in various capacities, but mostly at personal and
professional levels. Participants recognised their growth within the training programme, and
some reported that they learnt significantly about themselves their emotions. For example,

Participant 1 said:

“On a positive note, | did learn to be more regulated or more professional in my
conduct. So, I think I don’t know because you get so paranoid about being judged and
evaluated. You learn to present yourself in a certain way so that you don’t seem
unprofessional or seem like you don’t know what you are saying. So, | think that’s a

positive thing. You gain some emotional maturity which affects your behaviour because
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it affects how you interact with supervisors or patients. You learn to do that on a more
professional level.”

4.7. Summary

This chapter reported on the challenges that trainee psychologists encounter within the
master’s clinical psychology training programme. All participants demonstrated that there are
positive contributions from the programme, concerning their personal development. However,
there are also significant challenges that come with the role of providing mental health services.
The challenges are in distinct levels, but mostly; individual, professional and academical.
Nevertheless, trainees’ psychologists developed coping strategies through practicing self-care.
These strategies were reported to help them deal with the pressure and the hazardous working
environment. The reports from the participants were based on their experiences and provided

in-depth information about their personal encounters.
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CHAPTER FIVE: DISCUSSION
5.1. Introduction

This chapter will discuss the current study’s findings along with the existing literature
on self-care culture among trainee psychologists. To structure and evaluate the results of this
study, the Health Belief Model (HBM) theoretical framework was employed. As mentioned on
previous chapters, the HBM proposes that; perceived susceptibility, perceived severity, and
cues to action influences a person’s perceptions on threat (Rosenstock, 1974b). Subjective
perceptions on threat to an illness, perceived benefits, and perceived barriers, enhance the

prospect of an action that follows (Jones et al, 2014).
5.2. Perceived Susceptibility

According to Hochbaum et al. (1952), perceived susceptibility refers to an individual’s
held beliefs of the probability of contracting a certain illness or condition. This entails views,
and behaviours that a person exhibit with regards to the impact an illness or condition would
have on their life (Maio et al.,, 2007). The construct further evaluates the individual’s
knowledge of the possible results after contracting a condition (Gorin & Arnold, 1998).

Concerning perceived susceptibility, findings from the current study suggest that
trainee psychologists hold fair knowledge on self-care and its significance among mental health
practitioners. All participants were able to distinguish the difference between self-care and
mental health. Lack of or little knowledge on self-care, its role on mental health, and perceived
susceptibility to mental health related conditions, may influence the trainee psychologists to
improve their adaptation of the recommendations to practice self-care. Among mental health
professionals, promoting self-care, and mental health wellness is crucial in cultivating quality
life. It also helps in averting complications (mental health related issues), but it could be
neglected if practitioners do not perceive themselves as being at risk, thus they remain

vulnerable.

Most of the participants in the study believed that they were at risk of developing a
psychological condition. They all acknowledged that the psychology profession generally,
predisposes practitioners to mental health complications. Based on the findings from the
current study, it can also be argued that the nature of work, and the demand to provide mental

health services is associated with emotional distress among psychology trainees. Commonly,
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the trainee psychologists may face; emotional distress, anxiety, burnout, sleeping difficulties,
low mood, and lack of concentration. The intensity of the workload, and the prescribed roles
of being a psychologist places a heavy emotional burden among trainee psychologists. This is
in line with the findings from previous literature. Tay et al. (2018) postulated that mental health
complications may be disproportionately prevalent among mental health professionals. Factors
such as depression, substance abuse, relationship problems, and isolation are common amongst
psychotherapists, and are marked as common push factors to help seeking behaviour (Dearing
et al., 2005).

According to HBM, people are likelier to seek help, if they see themselves as
susceptible to illness (Matabane, 2015). This was evident in the current study. When
participants perceived themselves as emotionally distressed, they reportedly practiced self-care
more frequently to eliminate or lessen their vulnerability. Noteworthy, all participants had
educational background on self-care, and mental health related issues, since it is a core feature
of their training process in the master’s training programme. Globally, the concept of self-care
is introduced to psychology students at postgraduate level in various teaching, and training
institutions (Viskovich & De George-Walker, 2019). However, the under-deployed, early
development of self-care skills, “...maybe due to psychology students not being identified as
psychologists in training until master’s level degrees” (Viskovich & De George-Walker, 2019:
p.109). Although, participants in the study did not reveal the extent to which they received
training on self-care, most of them implemented and incorporated self-care strategies to cope
with the challenges that they encountered. Trainees’ knowledge on the implications of specific

conditions, play a significant role in promoting and enhancing self-care.

Overall, participants in this study made few references to their susceptibility to mental
health related issues but focused heavily on the experience or severity of symptoms once they
occur. The finding suggests that when one is amid a crisis, susceptibility alone is not the driving
force to promoting, and enhancing self-care or help-seeking processes. However, knowledge
on susceptibility and perceived benefits of action to eliminate a condition, plays a significant
role in one’s acceptance of their condition and encouraging help seeking behaviours. To
conclude, it seems that acquiring adequate knowledge, plays a significant role in promoting

and enhancing self-care among psychology trainees.
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5.3. Perceived Severity

The health belief model ascertains that the impact of iliness or condition is perceived
differently by individuals (Rosenstock, 1974a). This means that the severity of a condition is
measured by associated negative costs of anticipated or present ramifications. In other words,
perceived severity addresses subjective beliefs of the seriousness of the condition and the costs
that the condition may impose on one’s health, and overall well-being (Champion & Skinner,
2008; Jones et al., 2015). These consequences include medical, clinical, social, and economic
factors (Metta, 2016; Taylor et al., 2007). In the context of the current study, understanding the
trainee’s perceptions of the health and social consequences of mental health related problems
among practitioners is imperative because, trainees who perceive the threats as serious are
likely to be motivated to apply preventative strategies to promote self-care, and mental

wellness.

The participant’s narrative from this study revealed that there are prominent levels of
anxiety that are associated with perceptions of weakness, or inability to cope with the master’s
training programme. Promotion or practice of self-care among trainee psychologists is
pointedly high when they are experiencing severe signs or symptoms of mental health related
problems. During the training, trainee psychologists experience negative emotional changes
(such as elevated levels of anxiety, and low mood) and behavioural changes (such as lack of
sleep, isolation, loss of appetite, and changes in weight). However paradoxical, somatic
symptoms, and decline in academic performance serve as a premonition for the trainee

psychologists to find a way to eliminate the threat.

Findings from the current study suggest that, although trained; to recognise, and
identify the signs of distress, the social or academic outcome of a mental health condition that
they experience during their training is of high concern, rather than clinical implications that
bare associated with the condition. Severity is linked to, academic performance, physiological
reactions, and coping ability. Trainee psychologists are overwhelmed, and anxious most of the
time during training. Part of the causes of the anxiety are feelings of pressure to be in control
of their anxiety and avoid being perceived as weak or not coping in the field. Such pressure

might instigate reluctance to seek help among trainee psychologists.

Issues of confidentiality related to influence in academic career is a common challenge
noted in literature (Dearing et al., 2005; Skovholt & Rgnnestad, 2003). A study by Gulliver et

al. (2010) found that youth are reluctant to seek professional help when in crisis, because of;
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perceived lack of privacy or breach of confidentiality, stigma, or embarrassment. For example,
trainee psychologists may feel embarrassed to seek treatment in fear of being perceived as
weak, and lacking sustainability within the profession. Hence, based on the findings from the
current study, trainee psychologists may feel the need to always display perfection, and bravery
in their work to their, facilitators, supervisors, employers, and patients. It appears that mental
health related problems are indirectly a persistent threat to their career, or professional lives.

Similarly, early research by Beck (1976) on an independent counselling programme for
social work students found that, students were hesitant to seek professional help at the
counselling centre in fear of possible links between the centre, and their training institution.
The students were concerned that being a client at the autonomous counselling centre may

jeopardise their future training opportunities at the centre (Dearing et al., 2005).

While the promotion of self-care, and mental health well-being is of great concern
among mental health practitioners in general; there appears to be a marked shift towards
perceiving mental health related issues as a threat once the symptoms of a particular condition
are perceived as severe. This is consistent with the HBM model which argues that perceived
severity of symptoms largely predicts help-seeking (Van Voorhees et al., 2006). One of the
major drivers of mental health challenges that are experienced by trainee psychologists is the
intensity of work, yet they have limited amount of time to balance their social and professional
life. However, trainee psychologists are more likely to engage in self-care practices when they
are in crisis. It is not astonishing that severe experiences of mental health related problems
often lead to the recognition that an action is needed, given that these are professionals under

training.
5.4. Perceived Benefits

Perceived benefits examine the person’s beliefs on the value of the endorsed action, to
lessen the risk of a particular health condition (Metta, 2016; Taylor et al., 2007). The health,
and social benefits of promoting self-care, and mental health can be durable stimuli to
establishing; sustainable self-care, coping strategies, optimise clients’ welfare, and the indorsed
ethical standards. Positive health behaviours are more likely to be accepted by entities who
hold the view that the behaviour will effectively reduce the severity and susceptibility of the
perceived threat (Orji et al., 2012).



62

Findings from the current study suggest that trainee psychologists engage in various
self-care practices to cope with their daily stressors while they go through the training
programme. For example, physical exercise is used as means of taking care of the physical
body and relieving daily stress. In this view, the promotion of self-care, and mental health is
upheld in anticipation of eliminating emotional discomfort, and/or stressors. However, it is
noteworthy that it is a major challenge for trainee psychologists to make time to engage in self-
care practices. Their evaluation of benefit of the course of action is perceived in a positive light,

thus, the action to health is seen as effective.

Furthermore, based on the current study’s findings, it appears that trainee psychologists
have a tendency of employing coping strategies that are similar to those that are documented
in many previous studies. Like previous studies, the common strategies that emerged from the
current study include engaging in physical activities, social engagements, spirituality,
meditation, and personal psychotherapy. These strategies were recorded in early research
findings by Mahoney (1997), who revealed that the dominion of self-care included practices
such as meditation or prayer, regular physical workout, reading, vacations, hobbies, and artistic

enjoyments.

Literature notes that taking upon the role of psychotherapists necessitate preparations
from personal and professional level (Thériault et al., 2009). Furthermore, empirical research
indicates that the role of providing mental health services predisposes psychotherapists to
occupationally linked psychological problems (Posluns & Gall, 2020; Shapiro et al., 2007).
Thus, practising the culture of self-care is an advantageous component to complement in one’s
journey of practising psychology. Factors such as job satisfaction, managing stressors that
comes with the demand as well as balancing personal and professional life, are benefits of
mental health, and signs of well-functioning in the profession (Colman et al., 2016; Posluns &
Gall, 2020; Zahniser et al., 2017)

All participants in the current study, accurately identified coping strategies that they
found helpful in their personal and professional lives. Each participant outlined strategies that
they employed to deal with the pressure that comes with the training and eliminate the
prevalence of emotional distress. This is consistent with results that were reported by Posluns
and Gall (2020), that the self-care techniques decrease risks of experiencing burnout among
mental health practitioners. Furthermore, Colman et al. (2016) revealed that adopting, and

implementing self-care strategies was associated with greater well-being. The study by
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Zahniser et al. (2017) maintained that engagements in selfcare in clinical psychology students
is associated with; low stress levels, positive affect, flourishing, better academic, and clinical

performance.

Most participants in the current study reported that personal therapy helped them in
shaping their career development, and personal life. Although, this technique was not
frequently employed by participants in the current study; they noted it as one of the ideal
strategies that are helpful in dealing with the pressure that they experienced within the training
programme. A South African study that was conducted by Ally (2014), presented similar
findings, were trainees reported that professional psychotherapy was convenient because it
made them better aware of how personal issues influenced their practice. The study further
revealed that personal therapy was useful in helping trainees to work on their personal, and

professional challenges (Ally, 2014).

Participants of the current study further reported that psychotherapy helped them with
emotional regulation. Consistent with the findings of the current study is an international study
that was conducted by Wilson et al. (2015), who found that personal therapy provided trainees
with emotional support, which helped them to manage, or deal with their emotions. Moreover,
personal therapy was found to be advantageous in their professional development, as it shaped
their professional identity, and clinical practice. A systematic review and meta-synthesis on
mandatory personal psychotherapy for training psychotherapists revealed that personal therapy
was useful in; developing self-awareness, provision of emotional development, enhancing

confidence in clinical skills, and helped with stress management (Murphy et al., 2018).

Interestingly, most trainees in the current study reported seeking professional help only
when they were experiencing somatic symptoms such as, when they were; feeling depressed,
vegetative symptoms, and when feeling as though they were out of control of their lives. This
supports the argument that health professionals are more likely to seek help only when they are
experiencing depressive symptoms (Siebert & Siebert, 2007). Similarly, Wilson et al. (2015)
found that participants generally waited until they were in crisis before starting therapy. In the
current study, the advantage of personal therapy was that it enabled participants to promote
mental health care and preventing or minimising experiences of psychological conditions.
However, there were identified barriers that varied from personal needs, and challenges to
professional hindrances. Collectively, the perceived barriers and perceived net benefits are

assumed to be the reason for people’s readiness to act (Hall, 2012).
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In summary, the participants’ accounts support, and concur with HBM which posit that
the benefits can overshadow barriers and instigate health seeking actions. Most participants
were motivated to engage in self-care strategies when the perceived benefits outweighed the
perceived barricades. Factors such as the desire to expand knowledge, and balance personal,
and professional life, coping with daily stressors, and functioning optimally in the programme,
were some of recorded perceived benefits among participants. Disengagement in practising
self-care related to time constraints resulted in negative perception of the sustainable promotion

of self-care efficacy.
5.5. Perceived Barriers

Perceived barriers refer to subjective evaluation of impediments that are associated with
an adopted health action (Nicholson et al., 2017). In the context of the current study, perceived
barriers entail participants’ estimations of the level of difficulties that are associated with
practicing or promoting self-care. These include emotional, economical, psychological, and
social costs (Champion & Skinner, 2008). Furthermore, perceived barriers evaluate
individuals’ willingness to adopt an action or intervention after considering the odds of success
and possible negative outcomes that are linked to accepting the intervention (Metta, 2016;
Nicholson et al., 2017; Taylor et al., 2007). An example of this construct in the current study
is the challenges of ensuring confidentiality, relative to seeking help. Trainees may fear or
delay seeking professional psychotherapy if there is no guaranteed confidentiality, because
they will be subject to social implications such as the stigma that is attached to mental illness

within their communities. This may discourage their will to adopt an action.

In the current study a few perceived barriers were identified, and the findings were
consistent with previous research (Czyz et al., 2013; Dyrbye et al., 2008; Garcia-Williams et
al., 2014;). The findings of this study showed that the barriers that hinder trainee psychologists
to adopt the culture of self-care included having to juggle academic work, financial constraints,
and time constraints due to intense workload (Czyz et al., 2013; Dyrbye et al., 2008; Garcia-
Williams et al., 2014). Findings from the current study suggested that the master’s programme
is not tailored to suit their schedules and is time consuming. This finding resonates with a study
that was conducted in South African by Ally (2014), on emotional stresses and coping
mechanism among trainee psychology students, which revealed that novice psychologist
experience elevated levels of emotional stress owing to excessive workload which occupies

their entire lives during training.
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Related to the master’s training programmes’ high workload, one of the professional
and personal-related challenge that was cited by participants was the completion of the research
component. The participants felt that it was barely possible to complete their dissertations in
record time, because of the intensive workload in the programme. At the University of
KwaZulu Natal, training clinical psychologists are expected to complete; a 12months long
internship, coursework, and a dissertation within their two years of training. However, most
trainees do not complete their dissertation in record time, hence they must add another year of

study.

The challenges of completing a dissertation among clinical psychology students is well
documented in South African. Pillay et al. (2013) reported on the implications of the
incomplete dissertations among trainee clinical psychologists in the health systems. This is in
accord with another study that was conducted in South Africa by Pillay and Kritzinger (2007),
on clinical psychologists' experiences of completing a dissertation as a component in their
training programme. The study found that most trainees could only complete their dissertations
after a period of about three years (Pillay & Kritzinger, 2007). This underling challenge delays
trainees from graduating, and it creates a shortage of health practitioners who are intended to
serve the country through community service (Pillay et al., 2013; Pillay & Johnston, 2011).
The challenge of incomplete dissertations during the beginning of internships has also been
noted in the United States of America (USA) (Pillay & Johnson, 2011). Krieshok et al. (2000)
found that approximately 68% of all interns in the USA start their internship without a complete
dissertation.

Another barrier that the current study noted is the financial cost in promoting self-care,
and mental health. Statistics South Africa (2010 as cited in Wolff, 2014, p. 138), also notes
that, the costs of psychotherapy sessions are, “...a barrier in terms of accessibility for many
South Africans”. This concurs with another study that was conducted in South Africa, on the
use of psychological resources in Black communities. The study reported that the costs of
psychological services is one of the key barriers in service utilisation. It is also necessary to
note other barriers that hinder the utilisation in Black communities, and these include, «...the
stigma of mental illness, lack of knowledge, affordability of treatment, lack of trust, impersonal
service and lack of cultural sensitivity” (Ruane, 2010, p. 214). Likewise, some participants in
the current study expressed that they could not access psychological services as often as they

would like to, because the services were too expensive.
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Finally, of concern regarding perceived barriers is the lack of support. This was noted
by participants of the current study. Most participants expressed that they did not feel enough
supported in their training process. Their grievances related to poor supervisor-supervisee
relationships. While supervision alliance and managing supervisor-supervisee relationships
might not be recognised as a direct barrier to self-care, it can be hypothesised that the dynamics
involved can indirectly impact on participant’s decision making such as, help seeking
behaviour when experiencing difficulties in the training programme. This was evident in the
current study, where trainees openly stated that they relied heavily on peer consultation than
supervisors, because they did not want to be seen as weak, and not coping with the training
programme. According to Bernard and Goodyear (2009), supervision is crucial, and it
effectively prepare professional counsellors. It involves an affiliation constructed on; respect,

trust, and safety (O'Hara, 2014). Therefore, informing participant’s health action.

In conclusion, although participants in the current study alluded to limited obstacles
compared to benefits, it seems that participants recognise, and believe that the gains of the
promotion of self-care outweigh perceived barriers. However, owing to their tight schedules,
their efforts to maintain the promotion of self-care are delayed. Furthermore, the current study’s
findings revealed that it is hard for the trainee psychologists to balance the gaps between their
professional, and personal life. This makes it difficult for them to find time to engage in
meaningful self-care practices. The lack of support, and poor working alliances between the
supervisors, and trainees makes it difficult for them to seek assistance, which could be helpful

in lessening the amount of pressure that they experience.
5.6. Cues to action

Cues to action entail the stimulus that activate or motivates one’s readiness to adopt a
health action or intervention (Champion & Skinner, 2008; Rosenstock, 1974a). The current
study reveals that the desire to sustain a state of good health is influenced by few factors. The
perceived benefits, and adequate knowledge on the subject prompted participants in the current
study, to engage in self-care practices, however, it was not enough to sustain the culture of
practising self-care. For instances, in the current study, most participants’ primary cue of action
stemmed from internal triggers where trainees were, ideally, not coping well within the training
programme. The data revealed that few participants started attending psychotherapy after
presenting with somatic symptoms that were associated with depression. In line with these

findings is a study, by Norcross et al. (2008, p. 1375), that explored psychotherapists who
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abstained from personal therapy. The findings from this study show that predicted
circumstances that would influence seeking personal psychotherapy entailed, grief, inadequate

functioning, and end of a relationship.

On the other hand, external triggers such as recommendations from support structures
are sufficient to influence cue to action (Champion & Skinner, 2008). In the current study it
appears that social support plays a significant role in promoting self-care. The participants in
the current study believed that available supportive structures increased their health motivation
through references, and for some, through observation of the advantages, and disadvantages of
self-care, from their colleagues. The findings propose that witnessing a colleague in distress or
not coping in the training programme, have a strong influence on trainees’ decision making.
The fear of incompetency among trainees motivated them to sustain stability in their lives,
holistically. Furthermore, the findings highlighted the need, and role of provision of adequate
support in the training process to aid trainees in finding balance, and sustaining the promotion

of self-care, and mental health as novice practitioners.

According to literature, social support is a crucial part of everyday life, especially
when highly susceptible to stress (Galek et al., 2011; Sun et al., 2020; Zhang et al., 2020).
Studies on the topic of mental health revealed that having a support system influences one’s
success to recovery, or treatment adherence (Corrigan & Phelan, 2004; Chronister et al., 2013;
Dai et al., 2016; William & Kemp, 2020). Social support is also associated with feelings of
comfort, connection and professional development (Zahniser et al., 2017). The participants
believed that their supervisor relationship, time management, and a balance between

professional, and personal life were significant requirements for adopting self-care behaviours.

In summary, the findings from the current study suggest that the external stimuli work
as one of the main agents to the promotion, and sustainability of the culture of self-care. The
level of vulnerability, and disruption in the functionality of the professional, and personal life
serves as a motivation to adopt, and action among trainees. Furthermore, the study reveals that
increasing trainees’ motivation through training, and improving supervisor-supervisee alliance

can provide grounds for promoting the culture of self-care
5.7. Self-efficacy

Self-efficacy in HBM denotes, the strength of a person’s confidence in their own
aptitude to respond to different, or challenging situations, and cope with any related
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impediments (Tarkang & Zotor, 2015). In the context of the current study, self-efficacy means,
the confidence in one’s aptitude to practice self-care. Trainee psychologists need to believe that
the practice, and promotion of self-care is an achievable, and sustainable action that serves as

a determinate of mental health promotion.

Most of the participants’ confidence in their ability to practice self-care, and motivation
to health action was noted to stem from personal resilience which was instigated by the support
that they receive from their support structures within, and outside of the training programme.
It seems that the support available for participants played a significant role in fuelling perceived
feasibility of promoting self-care, and noting the beneficial outcomes of practicing, and
promoting mental health. Most of the participants noted that supervision alliance was essential
in building their confidence in the master’s programme, and associated barriers such as fear of
seeking assistance or help when they were in need, due to power dynamics that were involved,
and the lack of support from supervisors.

Literature shows that supervision serves as a frame of support structure for clinicians
in the context of professional development (Lizzio et al., 2009). This is characterised by
supervisors’ provision of comfort, credit, reassurance, and endorsement to supervisees (Lizzio
et al., 2009). With that said, literature recognise that supervision has its own challenges (Lizzio
et al.,, 2009). This was evident in the current study, were most trainees expressed feeling
intimidated, victimised, and controlled in supervision, but receiving limited support from their
designated supervisors. An international study that conducted by Wulf and Nelson (2001) on
the ways that psychology predoctoral supervision experiences shaped their professional
development, revealed that the supervisors’ interpersonal qualities had significant influence on
trainees’ developmental. Trainees in the current study, reported experiencing emotional
difficulties post interaction with non-confirming supervisors, who constantly criticised them,
and provided limited affirmation. Such experience may have influence on trainees’ self-esteem,

and confidence in general.

On a personal level, confidence is associated with personal resiliency. Participants of
the current study reported that, the challenges that they experienced during training helped in
building their resilience. Edwards et al. (2014), in a study that they conducted in South African,
investigating trainee’s experiences of resilience in the master’s program as well as the coping
mechanism employed to manage the workload, provided interesting findings on resilience.

Personal resilience experiences emerged as one of the four broad themes that entailed working
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actively towards achieving the desired goal and acknowledging one’s own strengths and

weaknesses. Edwards et al. (2014, p. 174) study revealed that:

“Personal resilience experiences included viewing the course as a challenge, getting
personal therapy from a psychologist, motivation, drive, determination, perseverance,
hard work, gratefulness for the opportunity, enjoying the experience, insight into the
level of study for personal, academic and social development, personal insight into
one’s strengths and development areas, realising the value of the course, realising
one’s potential, having a positive attitude, being more autonomous, realising that help
from others was available, experiencing value and learning through suffering to build
greater empathy for clients, appreciation of family support, allowing time to recuperate
after situations perceived as negative, experimenting, realising and appreciating one’s
growth, being emotionally detached when necessary, gaining personal insight, taking
time off to find oneself and positive self-talk.”

Relating to the personal attributes, self-awareness plays a significant role in trainees’
self-efficacy. Self-awareness is recognised as a vital aspect of psychotherapy (Williams &
Fauth, 2005). Participants identified self-awareness as one of the benefits that are acquired in
their clinical training journey and indicated that the training process contributed significantly
to their personal, and professional development. In other words, trainee psychologists, who
saw growth in their training, were more likely to feel confident, and positive about their abilities
to achieve their desired goals. This is consistent with previous studies on the role of self-
awareness on medical students, and therapists (Benbassat & Baumal, 2005; Williams & Fauth,
2005). Williams and Fauth’s (2005) study on therapists’ self-awareness, and management
strategies, revealed that therapists’ self-awareness was constructive, and not only associated
with enhanced clients’ interpersonal experience in therapy but also positive emotions that are
experienced by therapists in sessions. A study by Richard et al. (2010), revealed that there is a
correlation between self-awareness, and mindfulness. Coleman et al.’s (2018) study revealed
that clinical psychology training is linked to personal growth, increased self-awareness, and

mindfulness.

In summary, support received and subjective experiences in the training programme are
the determinant factors for trainee psychologists’ confidence in the promotion, and practice of
self-care. The current study revealed the positive impact of support, working alliance, and that

participants who felt supported were more likely to believe in their abilities and adopt a health
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action. Poor support is associated with feelings of doubt, and fear of seeking help because
trainees do not want to appear as weak and not coping with the programme.
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CHAPTER SIX: CONCLUSION AND LIMITATIONS

This chapter will outline the conclusions of the current study and discuss the
implications of the findings. The study highlighted the challenges that are encountered by
trainee psychologists in practising self-care. The findings provided insight into available
support structures that aid in promoting self-care, and mental health care in the psychology

training programme.
6.1. Summary of the findings

Using HBM as a theoretical framework, the study explored trainee psychologists’ self-
care practices to promote their mental well-being. According to HBM, trainees who have an
elevated sense of perceived susceptibility and severity, positively, consider the consequences
and benefits of health actions. These trainees are likely to establish rational levels of health
motivation, and self-efficacy, thus, they are prone to participate in health promoting behaviours
(\Valjee, 2000).

The findings of the current study revealed that, while trainees employed different self-
care approaches, all participants acknowledged the importance of practicing self-care.
Although opposing in gradation, a perceived threat existed for all trainees. Trainees reported
general concerns that were related to their mental health. The concerns attributed to background
knowledge that they acquired in their training journey and highlighted the vulnerabilities that
are associated with the role of being a helper in their careers. Whilst self-care is a recommended
practice for all mental health service providers, the educational background or knowledge about
the concept alone is inadequate to motivate trainees to regularly practice the culture of self-
care. Concerns were raised about the lack of support and time constrains to facilitate and sustain
the culture of self-care in the training programme. The trainees attributed this barrier to poor
structuring of the master’s psychology programme, and lack of adequate support. These

barriers fed into the challenges that they experienced in the programme.

Commonalities were seen in challenges that were experienced by trainees, such as:
poor supervision alliances, difficulties experienced in completing the dissertation component,
balancing their personal, and professional life. The identified challenges had an impact on

trainees’ evaluations of the perceived benefits, and barriers to adopting the health action. This
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supported HBM’s predictions that, low health motivation is linked to a health action that is

perceived as an inconvenience in someone’s behaviour.
6.2. Recommendations

6.2.1. Recommendations for future master’s training programme

In light of the identified challenges that are experienced in the training programme, it
is prudent that the challenges experienced are addressed to promote wellness and self-care
amongst trainees. It is recommended that training institutions explore the challenges that are
experienced across all master’s psychology programmes. This will inform institutions, if there
is a need to consider tailoring or reconstructing the master’s programmes, according to
students’ needs as per programme (for instance, increasing the duration of the programme).
The implication to expand the programme to accommodate the research project would lighten
the workload in the programme, thus, allowing trainees to effectively engage in all prescribed
work. The easing of the workload would allow trainees the benefit to prioritising self-care
engagements without pressure to perform. Furthermore, incorporating self-care culture in the
programme, by introducing a module, or activity by focussing on the practitioners' mental
health wellness will encourage trainees to actively promote their mental health wellness.
Teaching trainees about the ways to reinforce the culture of self-care in their early careers will,

"influence those with lower self-efficacy through modelling™ (Perez-Calhoon, 2017, p. 112).

Support is an imperative component of promoting self-care and enhancing mental
health. Thus, a thorough transition within the programme will be beneficial to master’s
students. Well-orienting trainees from the previous year about their expected role will enable
a smooth transition from theoretical work to practical work. This will aid and ease the
overwhelming feelings of anxiety, and uncertainty in novice psychologists, and create an
effective working environment that would allow trainees to freely use the opportunity to gain
experience, grow, and boost their self-confidence during the process of their career

development.

6.2.2. Recommendations for Future Research

The findings in the study show an indication of a need for further research on the topic.
The study shows that there is limited research on self-care amongst trainee psychologists. Thus,

this is indicative of the gap in literature relating to the challenges that are experienced and are



73

barriers to the implementation of the culture of self-care. Future research on barriers that
overshadow the benefits of the promotion of self-care, must explore the extent to which the
flexibility of the master’s programme can be beneficial to trainees’ sustainable culture of self-
care since it has been found that the structure of the programme is time constraining.
Understanding the main challenges that are experienced by trainees will help training
institutions to identify areas to improve and enhance trainees’ experiences in their training

journey.

The influence of support structures has been highlighted as a pertinent component of
the programme and trainees’ experiences. A study on the effectiveness of support in promoting
self-care, and the dynamics of working alliance in supervisor-supervisee relationships will be
beneficial in assessing and understanding the actions that are required to equip trainees to

effectively grow and finding a balance between their professional and personal life.
6.3. Limitations

The sample of the current study was limited to limited experiences of the trainees that
were enrolled in the master's training clinical psychology programme at the University of Kwa-
Zulu Natal. This sample may not be a true and universal representation of the training
institutions and is a limitation in this study. Thus, cautious interpretations of the findings are
needed, in generalising these findings to other master's psychology settings. Moreover, the
study presented with an under-representation of master’s counselling trainees. All participants
were in the master’s clinical programme. This was due to the availability of trainees that were
invited to participate in the study. Future research should consider expanding the population
that includes participants that are enrolled in all master’s psychology programmes, to further
explore the commonalities within the master’s counselling, clinical, educational and research

psychology programmes.

Another limitation of the study to note is trustworthiness of the findings. Because the
data in the study was collected qualitatively, it is crucial to consider the role of the researcher.
This is due to the likelihood of the researcher’s bias when interpreting the findings. Lastly, this
study was conducted during the COVID-19 pandemic, thus, it is pivotal to note that the setting

may had exacerbate challenges that were encountered by trainees.
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assurance that you are giving the researcher the permission to conduct the interview, following the

procedure.
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Please understand that the study is for educational purpose. Thus, there will be no payments received

for participating in the study.

For further questions/concerns or queries related to the study, please contact the researcher, Thobile
NKkosi or her supervisor Ms. Mtwentula on the contact details provided below. If you have any queries
about the rights of research respondents, please contact the Humanities and Social Sciences Research
Ethic Office: -

Contact Details:

Ms. Thobile Nkosi Ms. Ntombekhaya Mtwentula
Researcher Supervisor

Cell: 062 617 3698 Tel: 031 260 1087

Email: gnez08@gmail.com Email: mtwentulan@ukzn.ac.za

Humanities and Social Sciences Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X54001

Durban

4000

KwaZulu Natal South Africa

Tel: 031 260 4557-Fax: 031 260 4609

Email: HSSREC@ukzn.ac.za

Your participation in this study will be greatly appreciated.
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DECLARATION:

I (Full names of participants) hereby consent (i.e., agree) to

participating in this study. | hereby declare that | have read the information and understand what my

participation involves.
I understand that:

e Participation in this study is voluntary and | am not forced to participate. And I can pull out of
this study or refuse to take part at any time that | wish without any negative consequences.

e | can refuse to answer a question at any time if | feel uncomfortable.

e | am guaranteed that all identifying information | give throughout this research study will
remain anonymous to protect my identity in the reporting of the results of this study.

e There are no advantages or disadvantages associated with choosing to participate in this
research or not participate.

e At any time, the tapes and transcripts will not be seen, heard, or processed by anyone, other
than the researcher and her team.

e All the information obtained by the researcher will be stored securely.

o All the audiotape material obtained by the researcher will be destroyed after a maximum period
of 5 years or archived.

e My name or other identifying information will not be used in the research report and a
pseudonym or a randomly assigned number will be used in its place to guarantee my anonymity
in all reports.

o [ consent to the researcher’s use of direct quotes from the interview in the research report and

articles.

If you are willing to be interviewed, kindly indicate on the provided space below (by ticking as

applicable):

willing Not willing

Audio equipment

Note taking

Signature of participant: Date:

Thank you in advance for your cooperation.
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APPENDIX D: Interview Schedule

Title: Exploring Trainee Psychologist’s Self-Care Practices to Promote and Enhance Mental
Health Care at the University of KwaZulu-Natal, South Africa.

1.a What do you understand about the concept of self-care?

1.b. What do you understand about the concept of mental health care?

2.a. What kind of activities do you engage in to promote self-care?

2.b. What kind of activities do you engage in to promote mental health care?
3. How often do you engage in those activities?

4. How do you balance your personal life and professional life?

5. Are you currently consulting any specialist to promote mental health care and self-care? If, so, how
is it helpful?

6. What are some of the challenges do you face in the clinical and counselling master’s programme in

all aspect?

e Professional level?
e Academic level?

e [ndividual level?

7. How do you deal/manage with the pressure that comes with the clinical and counselling master’s

programme/training?

8. Have you noticed any emotional state and/or behaviour changes since the beginning of the

programme/training? If yes, how so?
9. What do you think has contributed to these emotional or behavioural changes?
10.What is your support structure?

11. How often do you spend time with your loved ones (e.g., family, friends, etc)?
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Re: Proof of editing

This letter serves to confirm that I have edited this thesis by Thobile. G. Nkosi (Student Number:
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