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Executive Summary

Purpose of the report

Workforce recruitment and retention are major issues for Child and Adolescent Mental
Health Services (CAMHS) throughout New Zealand. The University of Auckland has been
contracted to assist in CAMHS workforce planning, training and development and has
established The Werry Centre to carry out this work.

Part of this activity is the Psychology Initiative. This aims to improve the workforce
recruitment, retention, and training opportunities for psychologists working in CAMHS.

This document reports on studies undertaken to identify the incentives for, and barriers to,
involvement of psychologists in CAMHS, and to inform planning of future CAMHS training
initiatives for psychologists in New Zealand.

Method

Four surveys were undertaken with different groups of psychological stakeholders
potentially involved in the provision of CAMHS. These groups were:

1) All registered psychologists,

2) Final-year professional (clinical and educational) psychology trainees,
3) Directors of clinical and educational psychology programmes, and
4) The psychology advisors for District Health Boards (DHBSs).

Alongside this process, initiatives were established to explore similar issues for Maori and
Pacific psychologists. Quantitative data for Maori and Pacific psychologists have been
included in the data analysed in this report. Detailed reports on the Maori and Pacific
surveys will be presented separately.

Results

A relatively consistent picture emerged from all four psychologist groups surveyed. Key
findings are discussed below. Unless otherwise specified, the viewpoints reported below
reflect the responses from the four groups of participants.

Key findings relating to recruitment and retention of psychologists for CAMHS :

» DHB psychology advisors reported 3 to 24 FTE psychologist positions in their CAMHS,
constituting an average of 36% of the psychology workforce in the DHBs. Few child and
adolescent specialist psychologists work outside the CAMHS.

» DHB psychology advisors reported that psychologists employed in DHBs had increased
by 31-67% in the last 5 years. An average of 53% percent of these new positions created
was in CAMHS, although the growth in different DHBs was quite variable (0-67%).

» Major reasons cited by respondents for psychologists and psychology interns choosing to
work in the CAMHS area included: the enjoyment of working with children and
adolescents; the creativity and ability to use a wide range of skills; the relatively
integrated treatment model; the opportunity to prevent the development of morbidity;
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optimism about successful outcomes with these age groups; and recognition of the need
for public services in this area.

Major barriers to psychologists working in this area were seen as: insufficient training and
supervision; inadequate resources and support; stress and burnout; the dominance of a
medical paradigm in many services;, organisational difficulties within the services; and
inadequate pay.

Changes needed to improve recruitment and retention were seen as: increasing training,
supervision, and professional development opportunities; more recognition and support
for psychologists’ skills; a movement away from a medical model as dominant to a more
ecosystemic model; better pay; student loan debt relief; improved service management;
and better working conditions.

Respondents suggested that recruitment and retention of Maori and Pacific psychologists
could be increased by: more culturally relevant and less Pakeha-dominated training;
improved understanding of how psychological approaches and traditional knowledge can
work together; more scholarships for Maori and Pacific students; more senior Maori and
Pacific clinicians as role models, and improvement of the culture-based professional
network and support for Maori and Pacific students.

Key findings relating to the relationship between training and recruitment/retention:

19% of psychologists who do not currently work in CAMHS reported they would have
been very likely to have worked in the child and adolescent area if they had better
training.

Psychologists who work in CAMHS rated their pre-qualification training in child and
adolescent mental health more positively than psychologists working in other areas.
Psychology interns working in CAMHS settings also reported having received more
adequate training in child and adolescent mental health than those in adult settings.
Psychologists who work in CAMHS reported having more undergraduate training in child
and adolescent psychology, suggesting that early exposure to training in this area
increases the likelihood of entering CAMHS employment.

Training in child and adolescent mental health late in pre-qualification training was
particularly strongly related to working in the CAMHS, suggesting that internships and
other training in the child and adolescent area late in training may be particularly
influential in determining recruitment and retention to the CAMHS.

Key findings related to the current status of training in CAMHS for psychologists:

Psychology training programme directors reported an average of 19% of their
programme content directed towards child mental health and an average of 18% of
programme content directed towards adolescent mental health. Some programmes
reported a much stronger emphasis on child and adolescent mental health issues than
others. Programmes based in education departments reported an average of 63% and
25% of programme content was concerned with child and adolescent mental health
issues respectively. However, a significant amount of the course content relates to
educational rather than mental health issues.

Directors of programmes also reported an average of two (39%) teaching staff with
substantial child or adolescent clinical experience. An average of 28% of new FTEs within
the programmes in the last 5 years had been filled with people with specific interests in
child and adolescent mental health. Programmes based in Education Departments had an
average of three (50%) of their psychologist staff with substantial child and adolescent
experience, but not necessarily in mental health. All new people appointment to



education-based programmes in the last 5 years had specific interests in child and
adolescents.

* Most interns did not regard their training in child and adolescent mental health issues
very positively, with only 19% regarding their training as good or excellent. The
Psychology Advisors also tended to rate the current training in child and adolescent
mental health as inadequate. The clinical psychology programme directors had a
somewhat more positive perspective, but still only 38% of directors regarded their
programmes as offering good or excellent training in this area.

* Programme directors felt that the curriculum for their courses was already very
crowded and that they balanced the needs for training in child and adolescent mental
health as well as they could with other demands. While all programmes had CAMHS
placements, the number of suitable internships and placements available was seen as a
barrier. They saw longer programmes, better liaison with CAMHS, and somewhat more
specialisation between programmes as ways of overcoming these barriers.

Key findings related to the training wants and needs of psychologists:

* A high level of enthusiasm from all stakeholder groups to participate in (and in the case
of psychology advisors, to support participation in) service training in the CAMHS area.

* Most groups regarded the current availability of post-qualification training opportunities
as inadequate.

» There was a relatively consistent pattern of preferred topics for in-service training with
the various stakeholder groups assessed.

» Family Therapy, trauma therapy, cognitive behavioural therapy (CBT), parenting skills and
updates on psychopathology were among the ongoing-training topics regarded as most
important and most likely to be attended. The preferred topics for psychology interns
were similar, although family therapy was rated somewhat lower and neuropsychological
assessment somewhat higher. Parenting skills were rated somewhat lower, and
assessment skills somewhat higher by psychology advisors.

» Narrative Therapy, psychological testing, neuropsychological assessment, and primary
prevention methods were among the lower rated topics, although still they typically
rated as at least moderately important and moderately likely to be attended if offered.

» Other topics suggested as important for ongoing training of registered psychologists
included developmental psychology, infant mental health, eating disorders, risk
assessment, research methods, and working with teenagers, as well as exposure to other
therapeutic strategies.

» Registered psychologists preferred short (1-2 day) full-day courses as the most popular
type of ongoing educational opportunity. Interns preferred short full-day courses and
longer (e.g., 4-5 day) full-day courses. Psychology Advisors preferred to support staff
attending short and longer full-day courses and courses leading to recognised
qualifications.

» Correspondence courses and courses leading to a recognised qualification were popular
with both practising clinicians and interns.

» Teleconferences were the least preferred option for practising clinicians and interns, and
for psychology advisors.



Conclusions

This report indicates that:

» There has been substantial growth in psychologists employed in CAMHS in recent years,
but there is scope for more growth.

* A range of barriers to recruitment and retention, and strategies for improving
recruitment and retention, many of which are quite addressable, are identified and
recommendations for addressing them are presented.

» Specific strategies were also presented for recruiting and retaining Maori and Pacific staff,
although these issues will be addressed more fully in separate documents.

All groups consulted showed a high degree of enthusiasm for ongoing training and identified
similar priority lists of topics for training and training modalities.



1.0. Introduction

1.1. Mental health workforce recruitment and retention

Several recent mental health policy documents in New Zealand have identified the
recruitment, retention, and training of mental health staff as primary targets for improving
the mental health of New Zealanders. The Ministry of Health (1997) identified more mental
health services, better quality mental health services, and more and better mental health
services for Maori as key strategic directions for mental health service development in New
Zealand. Implementation of recovery-focused services (Deegan, 1988; O’Hagan, 2001)
requires attitudinal and competency changes that are most likely to arise out of suitable
training. Staff turnover, and the subsequent staff difficulty in establishing ongoing therapeutic
relationship with clients, was listed as one of the primary weaknesses of a community mental
health service (Stewart, Shea, & Woodward, 1999). The National Mental Health Sector
Standards (Ministry of Health, 2001) prioritises the identification of the education, training
and development needs of staff, and effective implementation of ongoing education and
development programmes.

The Blueprint for Mental Health Services in New Zealand (Mental Health Commission,
1998) identifies the need for inpatient services, community-based day and residential
services, community-based mental health teams for children and adolescents, and for
specialist kaupapa Maori and Pacific services for Maori and Pacific children and adolescents.
Child and adolescent mental health services have historically been under-resourced in
comparison with adult services (Mental Health Commission, 1999; Ministry of Health, 1997),
and efforts have been made over recent years to improve the level of funding for child and
adolescent services (Mental Health Commission, 1999).

However, workforce shortages remain one of the most significant barriers to achieving the
goals of more and better services outlined above (Health Funding Authority, 2000a; Mental
Health Commission, 1999). Recruitment of psychologists to mental health services is often
difficult (Health Services Advisory Committee, 2002).

Training has been identified as a significant method for assisting with recruitment, retention,
and up-skilling the workforce (Health Funding Authority, 2000b). Meeting these goals will
require the recruitment, retention, and up-skilling of mental health workers, including
psychologists, for child and adolescent services (Mental Health Commission, 1999).

1.2. The objectives of this report

This report aims to assist with workforce development and planning by providing
information regarding the following questions:

* What is the current status of psychologists working in CAMHS mental health
services?

* What promotes and what are the barriers to recruitment and retention of
psychologists in CAMHS?

» How does training influence the recruitment and retention of psychologists in
CAMHS?



* What is the current status of CAMHS training for psychologists in New Zealand
— both pre-registration and post-registration?

» What have been the experiences and perceptions of psychologists regarding their
training in child and adolescent mental health issues?

* What type of training would be most useful for psychologists working in CAMHS?

Training consists of a broad range of activities including high quality clinical supervision,
access to relevant literature, and the development of a learning organisational culture
(Bolman & Deal, 1997). However, this report focuses primarily on discrete learning
opportunities such as courses that aim to teach the skills and knowledge base required to
function well in a professional psychology role. Such training is primarily provided by
university training courses before the psychologist becomes registered, and, post-
registration, is provided through a wide range of institutions including universities,
professional bodies, employers, and interest groups. The Health Practitioner Competency
Assurance (HPCA) Act 2003 mandates ongoing training, and the professional societies (e.qg.,
the New Zealand Psychological Society and the New Zealand College of Clinical
Psychologists) are developing processes to ensure psychologists participate in ongoing post-
registration training to maintain and expand competency.

This study was undertaken as part of the Psychology Initiative of The Werry Centre for
Child and Adolescent Mental Health.

The University of Auckland and the Ministry of Health (MOH) have a contract to develop
part of the mental health workforce strategy signalled in the Health Funding Authority’s
Tuutahitia te wero, Meeting the Challenges: Mental Health Workforce Development Plan 2000-
2005". It was anticipated that the initiatives described in the agreement would promote the
child and adolescent sector as a positive place in which to work and provide essential
training for employees.

The Werry Centre was established in 2002 within the Department of Psychiatry, University
of Auckland. The aim of The Werry centre is to improve the mental health of children and
adolescents in New Zealand by:

» Providing or facilitating first-class training and support to the workforce nationally

» Promoting research of a high quality into child and youth mental health

» Advocating for the mental health needs of children and adolescents

» Supporting the child and adolescent mental health workforce to provide high quality
care.

The workforce development project undertaken by The Werry Centre is one of a number
of initiatives that would provide a focus for a range of activities to support the education and
training of the specialist child/tamati and youth/rangatahi mental health workforce including:

» An analysis of relevant workforce needs

* The determination of appropriate education and training goals, modalities and materials
» The delivery, or arranging for delivery, of education and training

» Monitoring and evaluation of the impact of training and unmet training needs.

As part of this work, The Werry Centre has been given the responsibility of reviewing
recruitment and retention issues for psychologists working in CAMHS. The ultimate goal of

! Health Funding Authority. (2000). Tuutahitia te wero: Meeting the challenges



the Psychology Initiative is to support the development of a psychology workforce that is
sufficiently skilled to work in specialist CAMHS, and to identify strategies to help retain this
workforce.

1.3. Professional psychologists

In this document the term Professional Psychologists is used and includes psychologists who:

» Are registered (or, in the case of interns, approaching registration) as psychologists
with the New Zealand Psychologist Board AND
» Are qualified to, and do work in, the direct provision of mental health services.

This definition may include clinical psychologists, educational psychologists, counselling
psychologists, and psychology graduates of the Canterbury University Child and Family
Diploma. A similar qualification in health psychology has also recently been developed, and
graduates in this area are likely to make a contribution to children and adolescents in
physical health areas (Stewart, 2001), but are less likely to be evident in mental health
services. The vast majority of psychologists working in the DHB system are trained as
clinical psychologists. The typical training path for these people, following completion of an
undergraduate degree in psychology (minimum of 3 years), is completion either of a Masters
Degree in Psychology and a Postgraduate Diploma that typically takes a further 3 years of
postgraduate university study (and includes practical clinical experience), or, recently,
completion of a Doctor of Clinical Psychology degree that involves additional practical
clinical experience, increased course content and a larger research component. Thus training
in Professional Psychology takes a minimum of 6 years, and more usually, 7 years. In most
programmes, students receive a salary from their employing agency during their (intern) year
of study, but are self-funded in earlier years.

Psychologists are registered through the New Zealand Psychologist Registration Board. The
term “Registered Psychologist” is protected by law under the Psychologists Act 1981 and
now the HPCA Act 2003. Registration is available to psychologists who are suitably qualified
and experienced in a broad range of areas of psychology (e.g., academic psychologists and
organisational psychologists). Under the HPCA Act 2003, a person can only use the term
psychologist to imply that s/he is a health practitioner if that person is registered as a
psychologist and holds a current practising certificate. Many registered psychologists neither
work in, nor have skills or experience related to, working in clinical or mental health
settings. The HPCA Act 2003 requires the development by the Psychologists Board of
Scopes of Practice that define the area of psychology in which individual psychologists are
trained to practise, but the definition and breadth of the scopes of practice are still being
developed.

1.3.1. The role of professional psychologists

Psychologists are frequently employed in child and adolescent mental health services to
provide assessment and therapeutic services. The clinical contributions they make frequently
include (after Health Workforce Task Force, 2002):

» Psychological assessment and formulation.



» Psychological interventions, often with complex problems. Therapy modalities include
individual, group, family, and at times community level interventions.

» Psychological testing.

» Diagnosis of mental disorders.

» Training, staff support, and supervision.

» Design, implementation, and evaluation of interventions.

* Applied research.

» Development and evaluation of new methods of psychological intervention.

The specific skills psychologists contribute depend not only on their sub-discipline (e.g.,
clinical or educational psychology), the nature of their particular work setting and also their
training institution, and ongoing educational activities. While there is some degree of
overlap, different sub-disciplines within professional psychology have a somewhat different
focus and skill set. Clinical psychologists are particularly trained in the assessment, diagnosis,
and treatment of cognitive, emotional and behavioural problems that affect children, adults
and families. Clinical psychologists make up the large majority of psychologists currently
employed in the District Health Board (DHB). Educational Psychologists are particularly
trained to help children and adults with learning and developmental problems by undertaking
assessments, interventions, and counselling. They are particularly trained in the delivery of
specialist education assessments and interventions. Some educational psychologists work in
CAMHS, but most are employed by the Ministry of Education.

1.3.2. The professional psychology workforce

As at the 31 March 2003, there were 1308 Registered Psychologists holding a current annual
practising certificate (APCs) (New Zealand Psychologists Board, 2002). Table 1 shows the
growth over recent years in the number of psychologists holding APCs. This shows a general
trend of growth in number. The average annual increase in the number of psychologists
holding APCs in recent years was 62 (5.6%), with a substantial variation from year to year. It
should be remembered that not all Registered Psychologists work in clinical or mental health
settings.

Table 1: Numbers of Psychologists with Annual Practising Certificates (APCs), 1998-

2002

Year Practitioners holding Increase on previous % increase on
APCs year previous year

2002/2003 1308 105 8.7

2001/2002 1203 42 3.6

2000/2001 1161 121 11.6

1999/2000 1040 15 15

1998/1999 1025 27 2.7

Over the last 3 years, 48% of newly Registered Psychologists graduated from a University
clinical psychology programme. A further 15% achieved registration through supervision
after obtaining a qualification that did not meet the requirements for direct (Option A)
registration (i.e., Option B and/or C, Psychologists Act, 1981). There is substantial
immigration of psychologists from other countries and substantial emigration of
psychologists to other countries. Over the last 3 years, 37% of new Registered Psychologists
were overseas trained (New Zealand Psychologists Board, 2003).



Approximately 15% of Registered Psychologists are currently over the age of 55, and
approximately 7% are over the age of 60 years (NZHIS, 2003), so attrition due to
retirement is relatively small. However, professional psychologist’s skills are sought in a
range of other areas of employment (e.g., business consultancy, human resources, social and
market research) and there is substantial attrition of psychologists from clinical roles to
these areas as well as into private practice.

1.3.3. Child and adolescent psychologists

Psychologists are frequently employed to work in mental health settings, or other settings in
which they contribute to direct care of children and adolescents. On the basis of information
from the New Zealand Health Information Service 2002 Psychology Workforce Survey
(NZHIS, 2002), it is estimated there are about 244 Registered Psychologists whose main
employment setting is DHBs. Data reported in this study indicate approximately 37% of
DHB psychologists work in CAMHS; a total CAMHS workforce of approximately 91
psychologists, although some of these will be employed in settings other than mental health
services (e.g., intellectual disability services). These figures may underestimate the number
of psychologists involved in CAMHS as they do not include psychologists who regarded
another setting their primary setting as (e.g., private practice) but who also worked part-
time in CAMHS.

Other employment settings may deal significantly with children and adolescents. From the
NZHIS data it is estimated that 106 psychologists reported Specialist Education Services as
their major employment setting and about 13 psychologists reported the Child Youth and
Family Service as their major employer. This study focuses specifically on CAMHS
psychologists.

About 258 psychologists reported private practice was their major work setting. Some of
these work with children.

1.3.4. Professional psychology training in New Zealand

There are currently six postgraduate clinical psychology training programmes in New
Zealand (one of these, the Massey University programme, is offered in Palmerston North,
Auckland, and Wellington), one educational psychology programme at Massey University at
Albany, Auckland, and a specialist child and adolescent psychology programme in the
Education Department at Canterbury University. The training programmes typically receive
about eight times as many applicants as there are places available.

Most training programmes in New Zealand cite Cognitive Behaviour Therapy (CBT) as their
dominant therapeutic model taught, but are also informed by Systems and Family Theory
approaches. CBT was originally developed for use with adults, but has been modified for use
with children and adolescents (e.g., Braswell & Kendall, 2001; Friedberg & McClure, 2002),
and evidence has also been gathered of its efficacy for children and adolescents (e.g.,
Harrington, Whittaker, & Shoebridge, 1998; Michael & Crowley, 2002). Evidence is also
available on the efficacy of family approaches in dealing with the difficulties of children and
adolescents (e.g., Gillham, Shatte, & Freres, 2000).

Overseas training programmes have a substantially more diverse range of primary training
models, ranging from psychoanalytic approaches to more pure systems theory, family
therapy, and community psychology-based approaches.

10



The New Zealand training programmes currently produce up to 80 graduates per year,
although to date the maximum number of graduates registering as psychologists in 1 year has
been 61 (in 2002-2003). The number of graduates from each programme for each of the
past 5 years is shown in Table 2. After a period when there were approximately 50
graduates per year for some years, there has recently been a substantial increase in the
number of graduates.

Table 2: Graduates for the past 5 years from New Zealand University Professional
Psychology Training Programmes

University 1999 2000 2001 2002 2003 Projections | Total
for 2004
Auckland 5 10 9 8 8 13 53
Massey 10 6 10 12 20 20 78
Massey Ed. 16 11 17 12 15 12 83
Waikato 6 5 7 5 6 8 37
Victoria 3 7 3 4 7 9 33
Canterbury 8 6 6 8 11 10 49
Canterbury Dip.Child/
Family N/A N/A N/A N/A 7 6 13
Otago 8 6 4 7 8 9 42
56 51 56 56 82 87 388
Total

Professional psychology training programmes have been funded through Vote: Education and Clinical Training
Agency (CTA) funding has not been available for psychology training initiatives, either pre- or post-registration,
or for supporting internships (Health Workforce Task Force, 2002).

1.4. Summary and research questions

Workforce recruitment and retention are major difficulties for mental health services in
New Zealand and the CAMHS are no exception. Psychologists are frequently part of
CAMHS and are also difficult to recruit and retain.

The Werry Centre has been contracted to assist with this workforce development, in part
by developing training strategies for the CAMHS workforce. The Werry Centre Psychology
initiative aims to address these issues for psychologists working in child and adolescent
mental health. The surveys reported in this document were developed to inform the
psychology initiative by providing information relevant to the questions in the Introduction.
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2.0. Method

2.1. General method

This report describes the outcome of four postal surveys of psychology stakeholder groups.
Responses from Maori and Pacific stakeholders are included in this report. Additional
projects to gather information about the experience of Maori and Pacific psychologists was
also undertaken, and will be presented separately.

2.2. Measures

In consultation with two senior psychologists who acted as consultants for the project, four
pencil-and-paper surveys were developed and distributed by post or email to the four
groups described below. Quantitative data were gathered using requests for specific
numeric information and rating scales. Qualitative data were gathered as written responses
to open-ended questions.

Parallel questions were asked in the different surveys about some areas of interest (e.g.,
wants and needs for future training) to allow comparison of the viewpoints of the different
groups. Other questions were asked only of specific groups (e.g., information about training
programme staffing was asked only of training programme directors, and information about
DHB psychologists was asked only of psychology advisors) to tap into specific areas of
knowledge.

2.3. Data analysis

Similar analytic strategies were used for all four studies. The quantitative data were coded
and then entered into an SPSS 11.5 for Windows. The data presented are primarily
descriptive, although, chi-squared analysis, t-tests, and analysis of variance techniques are
used to explore the data where appropriate.

Quialitative analysis was undertaken using the Inductive Categorisation method of content
analysis (Greene, Whitmore, & Sappington, 1987). This method involved the systematic
categorisation of data into themes by reading through the interview responses, with the

themes being noted. The themes that emerged were then grouped into categories, and each
individual response was analysed against these categories.

2.4. Participants

The four groups of psychologists surveyed for the present studies were:

1. All Registered Psychologists in New Zealand. A total of 1470 questionnaires were
sent out of which a total of 445 were returned (30% response rate).

12



2. Clinical and educational psychology interns (that is, psychology students in their final
year of training). A total of 55 questionnaires were distributed across all the
programmes and 22 were returned (40% response rate).

3. All clinical psychology training programmes, the educational psychology training
programme at Massey University, and the Child and Family Diploma at Canterbury
University were invited to participate in the survey. There was a 100% response rate.

4. Psychology Advisors for DHBs. Six of twelve surveys sent out were returned: a
response rate of 50%.

More detailed descriptions of the participants are provided below.

2.4.1. Group 1: Registered psychologists

Questionnaires were sent to 1,470 registered psychologists living in New Zealand. Four
hundred and forty-five psychologists responded to the questionnaire, giving an overall
response rate of 30 percent. However, as many Registered Psychologists are not engaged in
clinical roles, particularly roles with CAMHS, the response rate for child and adolescent
focused psychologists is much higher. Of the sample, 214 psychologists (59%) were
described as child and adolescent psychologists, using the criteria that more than 30% of
their current caseload were children or adolescents. Descriptive data on this sample are
presented in Table 3.

Demographics: A majority of the responding psychologists identified themselves as female
and of Pakeha/Caucasian ethnicity. There was a broad spread of ages, with most respondents
being between 30 and 60 years. There was also a broad range of experience, as indicated by
years of practice as a psychologist.

Work settings: The DHBs were the settings in which the majority of psychologists spent
most of their working time. Thirty percent of respondents worked in the DHB setting for
20 hours per week or more. Private practice was the second most common main setting.
Thirty-four percent of respondents did at least 5 hours of private practice per week.

Work activity: Most psychologist respondents reported undertaking a variety of types of
professional activities. Table 3 shows the main type of professional activity (i.e., the activity
undertaken for the most hours per week by respondents). About half the respondents listed
clinical psychology as their primary professional activity, but there was a wide range of main
professional activities for other respondents. Educational psychology was the second most
common professional activity. Eighty-six percent of respondents rated a direct provision of
clinical input as their primary professional activity. Twenty-five percent reported at least 5
hours per week of teaching or research activity. Fourteen percent reported spending at least
5 hours per week in service management activities.
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Table 3: Description of Participants: Psychologists

% of respondents

Ethnicity of Psychologist

Pakeha/Caucasian 89%
Maori 4%
Pacific 0.2%
Asian 2%
Other 4%
Gender of Psychologist

Female 68%
Male 32%
Age of Psychologist

Less than 30 years 8%
30-39 years 29%
40-49 years 31%
50-59 years 24%
60 years or older 8%
Years Working as a Psychologist

0-4 years 22%
5-9 years 24%
10-19 years 30%
20 years or more 24%
Hours Worked by Psychologists Each Week

20 hours or less 14%
21-40 69%
41 hours or more 17%
Setting Employed in Most Hours per Week

District Health Board 34%
Private Practice 24%
Special Education Services 14%
University 9%
Corrections 4%
NGOs and Voluntary Agencies 4%
CYFS 3%
Other Government Departments 3%
Other 3%
Professional Activity for Most Hours per Week

Clinical Psychology 46%
Educational Psychology 14%
Teaching/Research 11%
Psychotherapy 8%
Counselling 6%
Service Management 5%
Generic Casework 4%
Rehabilitation 3%
Other 2%
Clinical Models (up to two) Most Used

Cognitive Behavioural Therapy 77%
Behaviour Therapy 25%
Counselling 16%
Systems Therapy 13%
Family Therapy 12%
Narrative Therapy 6%
Other Therapy 22%
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2.4.1.1. Comparison of child/adolescent and adult psychologists

Table 4 shows data comparing psychologists whose client load consisted of more than 30%
children and adolescents (child/adolescent psychologists) with psychologists for whom less
than 30% of their clients had been children and adolescents in the last 5 years. These data
show that, while there was some emphasis in this group on mental health services provided
by DHBs, the views expressed by psychologists in this sample cover a wider range of
services for children and adolescents, including private practice, Special Education Services,
and Child Youth and Family Services. There was no difference in the years since completion
of training for the child/adolescent and adult psychologists (mean = approximately 2.5 years
for both groups).

Table 4: Child and Adolescent Psychologists Compared with Adult Psychologists

Characteristic Child/Adolescent Adult Psychologists
Psychologists
n % n %
Primary Work Setting
DHB 74 53% 66 47%
SES 58 98% 1 2%
Private 35 37% 60 63%
University 14 50% 14 50%
CYFS 9 82% 2 18%
Other 23 37% 40 63%

Note: Child/Adolescent psychologists = more than 30% of clients in past 5 years were children or adolescents.

2.4.2. Group 2: Psychology interns

Professional psychology interns are those in their last year of training before qualification.
The professional psychology interns are the group who have current experience of pre-
qualification training from the recipients’ perspective.

The characteristics of the 22 respondents are presented in Table 5. Most respondents were
clinical psychology interns, with the remainder being educational psychology interns. The
sample included representatives of at least six separate clinical psychology programmes and
one educational psychology programmes.

While little data are available on the demographics of psychology interns in New Zealand,
the impression is that this sample is representative of the gender and ethnicity of New
Zealand interns. The sample may be somewhat older than typical. Approximately half the
sample had significant previous experience in CAMHS, and more than half had significant
current exposure to child and adolescent clients.
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Table 5: Description of Participants: Psychology Interns

% of
respondents

Training Programme Type

Clinical Psychology 77%

Educational Psychology 23%
Ethnicity of Psychology Intern

Pakeha/Caucasian 82%

Maori 9%

Pacific People 5%

Other 5%
Gender of Psychology Intern

Female 77%

Male 23%
Age of Psychology Intern

Less than 30 years 46%

30-39 years 36%

40-59 years 18%
Past Experience in C & A Services

0-1 years 48%

2-4 years 24%

5-9 years 14%

10+ years 14%
Current Child & Adolescent Training Setting

Yes 45%

No 55%
Current Exposure to C & A Clients

More than 30% of clients children 60%

More than 30% of clients adolescent 16%

More than 30% of clients children or adolescents 60%
Primary Clinical Training Setting

District Health Board 45%

Special Education Services 15%

Corrections 15%

CYFS 15%

University 5%

NGOs and Voluntary Agencies 5%
Clinical Models (up to two) Most Used

Cognitive Behavioural Therapy 85%

Behaviour Therapy 48%

Systems Therapy 33%

Family Therapy 8%

Narrative Therapy 8%

Other Therapy 17%
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2.4.3. Group 3: Professional psychology training programme directors

Questionnaires were sent to the directors of eight programmes offering postgraduate
diploma or doctoral professional psychology programmes in New Zealand. Eight responses
(six from clinical psychology programmes, two from programmes situated in Education
Departments) were returned giving an overall response rate of 100%. Where the
psychology-based and education-based programmes showed different patterns, they have
been discussed separately in the results. At other times they have been discussed together.

2.4.4. Group 4: District Health Board psychology advisors

To offer an additional perspective on the current state and training needs of child and
adolescent psychologists, a questionnaire was sent to the Psychology Advisors of the DHBSs.

Psychology Advisors are employed by some DHBs to help service development and to
provide oversight and support for psychologists and psychological service provision in DHBs.
Questionnaires were sent to the Psychology Advisors of the 14 DHBs that employ a
Psychology Advisor. DHBs containing a major metropolitan centre and more predominantly
rural DHBs were both represented in the sample.
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3.0. Results

3.1. Child and adolescent mental health services in New Zealand

3.1.1. Current total DHB psychological workforce

The psychology advisors reported a psychological workforce in individual DHBs of 9-80
psychologists (8-55 Full-Time Equivalent (FTE) staff), with a mean of 30 psychologists.
Ninety-four percent of the psychologists in these services (range 89-95%) held the
Postgraduate Diploma of Clinical Psychology or equivalent and 93% (range 78-100%) were
currently registered as psychologists in New Zealand. The psychology advisors reported that
all psychologists not currently registered were working towards registration.

The Programme Directors reported graduation of an average of 10 (range = 6-15) post-
graduate diploma- or doctoral-level professional psychologists each year per programme,
giving a total of approximately 80 graduates per year in New Zealand.

3.1.2. Current DHB child and adolescent psychological services

The psychology advisors reported a CAMHS workforce in individual DHBs of 4-29
psychologists (3-24 FTEs), with a mean of eight C & A psychologists. The CAMHS
psychological workforce constituted an average of 36% (range 18-46%) of the total
psychology workforce. The number of psychologists who would regard themselves as
CAMHS psychologists was almost identical to the number working in these services at
present, suggesting there is no spare capacity of child and adolescent psychologists working
in other fields, at least within DHBs.

3.1.3. Changes in psychological workforce in the last 5 years

The psychology advisors reported the psychological workforce had increased by a mean of
11 FTEs (range 4-30 FTEs) per DHB over the last 5 years. This constituted an increase of
31-67% (average increase = 41%) in the psychological workforce over the last 5 years.

Over this period, the CAMHS psychology workforce has increased by between zero and 20
FTEs, constituting an increase from 0 to 100% (average increase = 53%). The proportion of
new psychology positions over the last 5 years in the CAMHS ranged from 0% to 67%
(average = 45%) of all new psychology positions over different DHBs.

3.2. Recruitment and retention of psychologists in child and adolescent
services

In the last 2 years, an average of two (range=1-4) positions for CAMHS psychologists had
been unfilled for more than 3 months due to recruitment difficulties. Psychology advisors
were asked to rate how difficult it was to recruit suitably trained child and adolescent
focused psychologists compared with other types of psychologists. One respondent (17%)
reported they were somewhat easier to recruit, three respondents (50%) reported they
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were about the same, and two respondents (33%) reported that they were much harder to
recruit. Smaller DHBs tended to report somewhat more difficulty recruiting child and
adolescent psychologists than did larger DHBs.

Psychology groups were asked a variety of open-ended questions regarding their reasons for
wanting to work with children and adolescents; possible barriers to psychologists working in
CAMHS; changes that might encourage psychologists to work in CAMHS; and strategies that
might support the training, recruitment, and retention of Maori and Pacific psychologists.
The main themes to emerge from these analyses are presented below, along with a small
number of quotes that serve as illustrations. The viewpoints expressed by the different
groups were compatible, though certain different aspects were focused on by different
groups.
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Box 1 shows the major themes emerging from qualitative analysis of the question regarding
the factors that attract psychologists to work in the child and family area.

Box 1. Major Themes Emerging from Qualitative Analysis of Question:
“What is it that attracts psychologists to working in the child and adolescent area?”

Registered Psychologists

1

Enjoy working with children and adolescents

s “It’s fun, it’s exciting, and kids — they offer you something that adults don’t have.”

< “The enjoyment and challenge of working with the family system in which the client is
embedded.”

Creativity, flexibility, and the ability to use a range of skills

< “The creativity that is involved in the work — | love it.”

< “l enjoy the variety and challenge and young people often need creative ideas towards
communication.”

Prevention rather than rehabilitation

< “Prevention of longer term dysfunction and misery, including intergenerational distress.

% “Providing effective and early intervention and education. Awareness of increased societal
pressure on children.”

Creating change and making a difference/optimistic nature of the work

< “l have an attraction to working with families and helping build connection between people,
the single most important determinant of good mental health.”

< “The opportunity to make a difference at the start of someone’s life.”

Sense of social responsibility

% “A philosophical value that we are all born entitled to quality of life, including good

relationships, self-esteem, satisfying occupation...and wanting to make a difference to that.”

Psychology Interns

1.

2.

Creativity, flexibility, and ability to use a wide range of skills

< “The flexibility of approach.”

Enjoy working with children and adolescents

% “Children can be more fun to work with.”

< “l enjoy the challenge presented by matching intervention to individuals who are at different
developmental levels.”

Making a difference

% “The potential for change (i.e., young people may not be as entrenched as people with very
long histories of mental health problems).”

Prevention rather than rehabilitation

< “The idea of being able to offer positive intervention at an early age to prevent the
development of more serious issues as children/adolescents negotiate a time of risk,
vulnerability, multiple influences and pressures.”

< “Working with young people to assist their recovery and attempting to prevent the
development of chronic mental health problems which often only get treated for the first
time in adult mental health units.”

K2
*

Psychology Advisors
1.

2.

3.

Ability to use specialist skills.

Intrinsic interest in working with children and adolescents

<+ “Enjoyable clientele and creative work.”

Perceived efficacy of outcomes

< “Optimistic for outcomes, and able to make a greater difference.”
Inclusive integrated approach often evident in C & A work

< “Holistic approach and linkages with family, community and systems.”
Sense of social responsibility

< “Recognition of a need for a public C & A mental health service.”
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Box 2 shows the main themes emerging for analysis of the question regarding the barriers to
psychologists working in the child and adolescent area. A number of barriers were identified

here, including the poorer remuneration in public services compared with private practice,
the loss of clinicians to other more lucrative areas such as organisational and industrial

psychology, and a relative devaluation of the psychology in mental health services. These are
consistent with barriers identified in the mental health service that were noted in the Health
Workforce Advisory Committee (2002) stocktake report.

Box 2. Major Themes Emerging from Qualitative Analysis of Question:
“What are the barriers to psychologists working in the child and adolescent area?”

Registered Psychologists
Insufficient training/education/supervision

1.

4.

®,
o

®,
o

“There is no training to give you speciality in this area either at post-graduate or post-registration level
in New Zealand.”
“Limited training and disincentive around fees.”

Inadequate pay, resources, and support

®,
o
®,

o

“It’s mainly about pay and financial remuneration.”
“It is well known that for the level of undergraduate and postgraduate university training, psychologists
are very poorly paid.”

Organisational problems within services

®,
o

0
o

“The services are not well managed. Opportunities for psychologists to practise as they have been
trained are minimal. Generic service models have set back specialised service development. Poor
definition of need in which the service categories are too restricted.”

“Constant restructuring and a lack of innovation in mental health service delivery leading to
psychologists feeling undervalued.”

Lack of career structure

®,
o

“There is no career structure of psychologists.”

Psychology Interns
1. Inadequate resources and pay

3.

0
o

“The pay disparity.”

Insufficient training at university

0
o

®,
o

“Lack of specialised training.”
“There is less focus in training programme on child and adolescent mental health compared to adults so
people feel less competent to work in that area.”

Restricted model of practice in many services

0
o

“Lack of support within the services to work in a way that supports the whole family.”

Psychology Programme Directors
Differences in personal preference

2.

3.

®,
o

“The interests of psychologists — a lot prefer to work in adult services.”

Problems with the health system

®,
o

“Fragmentation and inadequacy of the mental health services.”

Emigration due to student loan burden

®,
o

“Conditions drive students overseas to pay off student loans.”

DHB Psychology Advisors
Resource limitations

1

2.

®
o

“Resource limitations, reduction in professional input into many child and adolescent services. ”

System difficulties

®
o

“Frustration with system, staff dynamics/politics, lack of professional role delineation/recognition in
many services.”

Devaluing of professions

®,
o

“Low status, lack of respect for skills, lack of support in work.”

Insufficient training/supervision support

®,
o

®,
o

“Lack of skills and lack of experience with children.”
“Discomfort in dealing with undetected or untreated child abuse.”

Stress and burnout

®,
o

“Stress/burnout, case overload.”

Pay and Conditions

®,
o

0
o

“Inadequate pay, lack of a well-developed career path.” Restricted model of practice in many services
“Medicalising of services, pathologising/diagnosis rather than broad based intervention.”

Personal preference of clinicians
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Box 3 shows the thematic analysis of the responses of the different stakeholder groups to
the question regarding strategies for improving recruitment and retention in CAMHS.

Box 3. Major Themes Emerging from Qualitative Analysis of Question:
“What changes could be made to make working in child and adolescent mental health
more attractive to psychologists”

Registered Psychologists
1. More education, training, supervision, ongoing professional development.
«+ “Ongoing training, support, and supervision.”
< “There needs to be more attention to training and supporting.”
2. More recognition and support for the Psychologist’s skills
< “Recognition of the complexity of the working and of the unique role that psychologists play.”
3. Adoption of a more psychosocial rather than medical model of practice.
< “The adoption of a more psychosocial approach to assessment and therapy as opposed to the largely
dominant medical model that exists in Government systems.”
4. Higher pay, improved professional structure
< “If there was better pay for this type of work | think more psychologists would be attracted to work
with children and adolescents.”
% “Higher salaries and a clear competency-based system of financial remuneration.”
5. Better working conditions
< "l think it is becoming increasingly impossible to deliver a rigorous therapeutic service within the
current system.”
< “Time to do research, study, and professional development [is needed]. Research is one of our primary
skills and yet it is a neglected area of work for psychologists.”

Psychology Interns
1. Better training, better exposure to children and adolescents during training

7

** “I think if I had more training in child and adolescent mental health in our clinical training then | would
be more interested in working in the area.”
7

** “In our clinical training we had some training about children but it wasn’t enough.”
2. Improved case loads and working conditions

7

% “Itis too stressful dealing with high case loads and complex families.”
3. More resources for the service

7

** “Many of the services are short of fundamental structures like good management and basic clinical
resources.”
4. Better pay

7

** “Unfortunately it's simple really — it's about money — if psychologists were paid more then the status of
working in this area would increase.”

5. Recognise psychology as a profession

** “Too often the role of psychologists is weakened by generic case work and a domination of the medical

model.”
< “It's important to really focus on developing the role of psychology during the training.”

Programme Directors
1. Improving hospital management

K/

+* “More management skills on the part of hospital managers.”
2. Reduce student loan burden

7

% “Reduce new graduates being driven overseas by the student loan burden.”

3. Higher pay
«» “Better salaries and conditions of employment would help retain senior people and stop the
migration to private practice.”

4. Reduction of focus on medical model of practice
7

“*  “Move away from (individual focused) medical model towards more contextualised
ecosystemic ways of working.”

Psychology Advisors

1. Improving employment conditions

«* “Higher pay and improving career development pathway.”

2. Improving sense of value of profession

7

** “Greater recognition of level of expertise, sense of professional identity, improve professionalism of
services.”

More training/professional development/supervision

4. Reduction in risk of burnout

7

** “Fewer cases, more psychologists to spread load.”
5. Reduction of focus on medical model of practice

w
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Box 4 contains the thematic analysis of the stakeholder groups’ responses to the question
regarding supporting the training, recruitment, retention, and support of more Maori and
Pacific psychologists. This issue will also be considered in depth in separate reports from the
Maori and Pacific initiatives associated with The Werry Centre Psychology Initiative.

Box 4. Major Themes Emerging from Qualitative Analysis of Question:
“What training and support initiatives could be provided to assist Maori and Pacific
psychologists in child and adolescent mental health services?”

Registered Psychologists
1. Culturally relevant training and less Pakeha/Western dominated training
< “Develop training packages that are developed by Maori for Maori.”
% “Ask local iwi what they think.”
% “Must start at an undergraduate level ... at high school and stage 1 and 2 at university.”
2. More scholarships and monetary support for Maori and Pacific students
% “Provide scholarships that will attract students to University ...at the moment it is difficult to
get there.”
+«+ “Scholarships must start at the undergraduate level and be provided to support their journey
through psychology.”
3. Network System: Collegial network, mentoring, culturally appropriate supervision, partnership
with iwi.
< “Itis important to establish a critical mass of (Maori or Pacific) psychologists... don’t just
provide a token one as it won't work — provide at least two so they can support each other
... that way it will also show a real commitment.”
< “Provide support for students to receive culturally appropriate supervision outside the main
stream of psychology.”

Psychology Interns
Culturally relevant training/less Pakeha/\Western dominated training.
Maori and Pacific case studies included in training.
Include a Tikanga Maori framework in training.

Mentoring and network systems with iwi.

1
2
3
4.  More scholarships for Maori and Pacific students.
5
P

sychology Programme Directors

1. More senior Maori and Pacifics clinicians to act as mentors.

2. Improving the understanding of how psychological theory and practice can be traditional
knowledge can work together.

Psychology Advisors

Culturally relevant training.

Provision of specific scholarships for Maori and Pacific students.

Provision of internships for Maori and Pacific trainees.

Mentors from the same culture/ethnicity to support trainees and clinicians.
Use of more Tikanga Maori.

Use of more Maori and Pacific Case Studies in training.

Sk wdE
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3.3. The relationship between training and staff recruitment and retention

3.3.1. Training experience

Table 6 presents data on the pre-qualification training experience of Registered
Psychologists. As early (i.e., during the undergraduate degree) exposure to child and
adolescent mental health issues may increase interest or comfort in working with this group,
psychologists’ perceptions of undergraduate child and adolescent training and of later
training during their professional psychology (pre-registration) training were considered
separately.

Child and adolescent psychologists (i.e., those with greater than 30% child and adolescent
clients) reported having received significantly more undergraduate training on
child/adolescent psychology than adult psychologists (F (1,369) = 125, p<0.001)). The
difference was even more marked for child and adolescent training during their professional
psychology training, with these psychologists reporting almost twice as much professional
psychology training directly pertaining to children/adolescents than adult-focused
psychologists received. Child and adolescent psychologists also rated the adequacy of their
training in child and adolescent issues higher than did adult psychologists (F (1, 390) = 22,
p<0.001)). The mean response for the child/adolescent psychologists was between adequate
and good, while the mean response for adult psychologists was between poor and adequate.

Of the respondents who were not child/adolescent psychologists, 19% said they would have

been “very likely” and 45% said they would have been “somewhat more likely” to have
worked in child/adolescent services if they had received more training in this area.

Table 6: Child and Adolescent Psychologists Compared with Adult Psychologists

Characteristic Child/Adolescent Adult Psychologists
Psychologists

Mean (sd) mean (sd)
% undergraduate training related to C & A 25%*** (23) 18% (18)
psychology / mental health
% postgraduate training related to C & A 49Yp*** (33) 25% (21)
psychology/mental health
Perceived adequacy of child/adolescent 2.3%** (1.0) 1.9 (0.8)
training received

Notes: Child/Adolescent psychologists = more than 30% of clients in past 5 years were children or adolescents.
Postgraduate = pre-qualification for registration.
* = p<0.05, ** = p<0.01, *** = p< 0.001

Psychology interns who were currently working in CAMHS settings reported a more
positive impression of their training in this area than interns working in other settings (t (18)
= 2.4, p<0.03)).

While these data may be affected by a response bias in that students with an interest in child
and adolescent issues may have sought out more related classes, these results indicate that
people who become CAMHS psychologists had more training in child and adolescent issues
from undergraduate level up and a better experience of child and adolescent training. This
may suggest that increasing the child and adolescent content in undergraduate and
professional training will increase the likelihood of people entering CAMHS.
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3.4. Current status of child and adolescent mental health training for
psychologists

Training consists of a broad range of activities, but this study focuses primarily on discrete
learning opportunities such as courses that aim to teach the skills and knowledge base
required to function well in a professional psychology role. Such training is primarily
provided by university training courses before registration; post-registration it is provided
through a wide range of institutions. This section focuses primarily on professional training
provided pre-registration by the universities.

3.4.1. Emphasis on child and adolescent mental health

The psychology department-based professional psychology training programmes reported an
average of 63% (range=45-75%) of their overall emphasis was on adult mental health, 18%
(range = 10-25%) was on adolescent mental health, and 19% (range=10-35%) of the
emphasis was on child mental health. The total emphasis on children and adolescents in the
psychology-based programmes varied widely, ranging between 25% and 55%. The education
based programmes reported that 13% (range=0-25%) of their emphasis was on adult mental
health, 25% was on adolescent mental health, and 63% (range=50-75%) was on child mental
health. Thus, the education-based programmes had a substantially more child- and
adolescent-focused curriculum, and there was substantial variation between the focus on
children and adolescents in different psychology-based programmes.

3.4.2. Programme resources and experience in child and adolescent mental health

Total psychology staff resources: The psychology-based programmes employed an average
of five full-time equivalent (FTE) psychologists in academic positions (range=2-9.2). These
positions were shared between an average of seven psychologists (range=3-15). The
education-based programmes had about two FTE psychologists in academic positions, these
positions being shared between an average of four psychologists (range=2-7).

Psychologists with child and adolescent interest/experience: The psychology-based
programmes reported an average of two staff (range=1-3) within the programme with
substantial child and/or adolescent clinical experience. Therefore, an average of 39% (range=
20-100%) of programme staff had substantial child and/or adolescent clinical experience, and
an average of 24% (range=11-33%) had active teaching and research interests in child and/or
adolescent mental health. The psychology-based programmes reported an average of 14%
(range=6-27%) of their department staff had teaching and research interests relevant to
child and adolescent mental health, corresponding to an average of one (range=0-2)
additional academic staff member with child and/or adolescent teaching or research interests
who was in the department but outside the professional training programme.

The education-based programmes reported an average of three psychologists (range=1-5)
within the programme with substantial child and/or adolescent clinical experience.
Therefore, an average of 50% of their programme staff had substantial child and/or
adolescent clinical experience, and 100% of their department staff had teaching and research
interests relevant to child and adolescent mental health.

The psychology-based programmes reported an average increase of 0.5 FTEs in academic
staff over the last 5 years. This accounted for approximately 16% in the total growth of the
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host department over that period. The average increase in academic staff within the
programmes with a specific interest in child and adolescent mental health was 0.13 FTEs,
accounting for 28% of new FTEs in the programmes in the last 5 years.

The education-based programmes reported an average increase of 1.3 FTEs in academic staff
over the last 5 years. This accounted for approximately 83% in the total growth of the host
department over that period. The average increase in academic staff within the programmes
with a specific interest in C & A mental health was 1.3 FTEs, accounting for 100% of new
FTEs in the programmes in the last 5 years.

Placement resources: All programmes reported at least some clinical placements that
primarily involved child and/or adolescent clients. The psychology-based programmes
reported a mean of 16 (range=6-40) adult placements, three (range=2-5) adolescent
placements, and six (range=3-12) child placements. Five of the six psychology-based
programmes reported completion of a child placement was compulsory for each trainee, but
only one programme reported completion of an adolescent placement was compulsory.
Both education-based programmes reported completion of both an adolescent placement
and a child placement was compulsory.

3.4.3. Opinions of current training offered

The various groups were asked for their perspectives on the adequacy of pre-registration
training currently offered regarding child and adolescent mental health. These views are
presented in Table 7. No group held a very positive opinion of the adequacy of training at
present, with the median and modal response being in the adequate range for the psychology
interns, Registered Psychologists, and programme directors, and in the poor range for
psychology advisors. No psychology advisors and only 19% of psychology interns regarded
this training as good or excellent. Registered Psychologists and programme directors had a
somewhat more positive view, with 32% and 38% of each group rating the training as good
or excellent respectively.

Table 7: Stakeholder Groups Perspectives of the Adequacy of Training in Child and
Adolescent Mental Health

Interns Registered Psychology Programme
Psychologists Advisors Directors
Adequacy of Trainingin C & A
Mental Health
poor 36% 31% 67% 13%
adequate 46% 36% 33% 50%
good 14% 24% 25%
excellent 5% 8% 13%
How well does the programme
prepare students for working in C
& A area?
not at all 0%
a little 14%
quite well 57%
very well 29%
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When psychology advisors were asked their opinion about the training opportunities
available to qualified psychologists working in CAMHS, the median response was also
“poor”, with the range of responses being from poor to adequate. These findings are
consistent with Hahn’s (2001) contention that post-qualification training and education are
typically obtained in an ad hoc fashion, and with minimal allocated funding.

3.4.4. Training in different subjects relevant to child and adolescent mental health

To consider the adequacy of current training about different subjects relevant to CAMHS,
the opinions of programme directors and interns were compared. This is presented in Table
8. A consistent trend emerged that supported the earlier finding that neither interns nor
directors were, overall, very positive about the adequacy of the child and adolescent training
provided. For programme directors, the modal responses were in the adequate provision or
minimal training region. Interns tended to rate the provision more negatively, with the
majority of modal responses indicating minimal provision of training about subjects relevant
to CAMHS. The pattern of which topics were covered more or less well was relatively
consistent for both groups, with psychological and neuropsychological assessment and
mental health promotion strategies for children and adolescents seen as less well taught, and
developmental psychology, behaviour therapy, family therapy, and child management
techniques for parents seen as better taught. There was a mixed pattern of responses about
the adequacy of teaching of child psychology, adolescent psychology, and CBT for children
and adolescents.
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Table 8: Comparison of Interns’ and Directors of Clinical Programmes’ Perspectives on the Level of Provision of Training on
Various Topics Relevant to Child and Adolescent Mental Health Issues

Response Pattern and Modal Responses Median and % Reporting adequate/extensive
Interns Programme Directors Interns Programme Directors
o none mini adeq- | exten- | None mini adeg- | exten- Median % adqt/ | Median response | % adqt/

Activity -mal uate sive -mal uate sive response extnsve extnsve
Developmental Psychology 5% 38% 52% 5% 17% 17% 50% 17% Adequate 57% adequate 67%
Child and adolescent behaviour 14% 33% 52% 100% Adequate 52% adequate 100%
therapy
Child management techniques for | 14% 38% 47% 14% 57% 29% Adequate 47% adequate 86%
parents.
Family therapy/Working with 19% 38% 38% 5% 14% 14% 71% Adequate 43% adequate 71%
families
Child 48% 43% 10% 17 83% Minimal 43% adequate 83%
Psychology/psychopathology
Adolescent 10% 57% 29% 5% 33% 67% Minimal 34% adequate 67%
Psychology/psychopathology
Child and adolescent cognitive 35% 40% 20% 5% 17% 17% 67% Minimal 25% adequate 67%
behaviour therapy
Child and adolescent 14% 67% 19% 50% 33% 17% Minimal 19% minimal 50%
psychological testing
Child and adolescent 33% 47% 19% 71% 14% 14% Minimal 19% minimal 29%
neuropsychological testing
Mental health promotion 62% 29% 9% 17% 50% 33% None 9% minimal 33%
strategies

Notes: Blank cells = 0%. Bolded numbers = modal response. Median = the category (none, minimal, adequate, or extensive) in which the median response fell.
Adqgt/extnsve = percentage of respondents reporting that current teaching provision in this topic was either adequate or extensive.
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The training programme directors were asked about the barriers to the provision of
more child and adolescent psychology in their programmes. Their responses were
analysed qualitatively and the major themes are presented in Box 5. The major
themes emerging in response to a question about strategies for overcoming these
barriers are presented in Box 6.

Box 5. Major Themes Emerging from Qualitative Analysis of Question:
“What are the barriers to the provision of more training in child and adolescent
clinical psychology in your programme”

Psychology Programme Directors
1. Crowded curriculum
«» “The curriculum is very crowded, we devote a lot of time to C & A issues, more is
unwarranted.”
2. Lack of good C & A placements
«» “Lack of good placement and internships and more opportunity for supervised practice.”
3. Separation of the health and education systems
« “The current separation between health and education prevents the development of more
integrated approaches to professional training. | would ideally like to see psychologists that
are well trained in education and clinical psychology foundations.”

Box 6. Major Themes Emerging from Qualitative Analysis of Question:
“What would help to overcome the barriers to more training in child and adolescent
psychology in your Programme”

Psychology Programme Directors
1. Longer programmes
% “Longer programmes... these are dependent on better student funding.”
2. “Improved liaison Clinical Agencies.”
< “Improved liaison between agencies and university.”
3. Increased specialisation of courses
< “A training consortium with alliances between universities so that the students can select

from a wide range of specialist courses and programmes.”

One psychology advisor reported that strong links between the DHB and the training
programme had been important in improving the quality of the training in that area,
particularly through providing experience for students working in the DHB setting.
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3.5. Psychologists future training wants and needs

3.5.1. Training interests of child/adolescent psychologists

The training interests of the 209 psychologists who were classified as child/adolescent
psychologists (i.e., 30% or more of their clients were children or adolescents) were
assessed separately. Table 9 shows their ratings for the importance of a particular
suggested training topic, and their level of interest in participating. The training topics
rated as most important were family therapy, trauma therapy, CBT, parenting skills,
and an update on child/adolescent psychopathology. These were also the topics they
would be most likely to undertake training if they were offered. Over 70% of
respondents reported they would be very likely or moderately likely to undertake
training in these topics if they were offered.

Table 9: Child and Adolescent Psychologists’ Perception of Importance and
Likelihood of Participating in Further Training in Various Topics relevant to Child
and Adolescent Mental Health.

Training Topic (content specific to Importance of topic Likelihood to
children and adolescents) undertake training
Median % Median % mod-
mod- very
high
Family Therapy Very 96% Moderately 75%
Trauma Therapy for Children/Adolescents Very 94% Moderately 77%
Cognitive-Behavioural Therapy Very 93% Moderately 2%
Parenting Skills Very 93% Moderately 55%
Update on Child/Adolescent Very 90% Moderately 77%
Psychopathology
Alcohol and Drug Therapy moderately 86% Moderately 50%
Behaviour Therapy moderately 84% Slightly 50%
Primary Prevention moderately 82% Moderately 50%
Neuropsychological Assessment moderately 81% Moderately 66%
Child/Adolescent Psychological Testing moderately 80% Moderately 59%
Narrative Therapy moderately 64% Moderately 55%

Notes: % mod-high = percentage of Child/Adolescent psychologists rating the importance of this topic
as moderate or high. % mod-very = percentage of Child/Adolescent psychologists reporting themselves
as moderately or very likely to participate

3.5.2. Training interests of psychology interns

The training interests of the psychology interns were assessed using the same measure
as was used for the Registered Psychologists. Table 10 summarises their ratings for the
importance of a particular suggested training topic, and their level of interest in
participating in training relevant to that topic. The overall pattern of importance of
different topics was quite similar for the psychologists and psychology interns. As with
the psychologists, the interns rated as most important: CBT, trauma therapy, parenting
skills, and an update on child/adolescent psychopathology. Interns rated family therapy
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as somewhat less important than had psychologists, and rated neuropsychological
assessment as somewhat more important.

The interns tended to rate slightly higher in their likelihood of undertaking training if it
was offered than the Registered Psychologists. There was a clear concordance
between the rated importance of the topic and the likelihood of attending. The median
response for all topics was that the interns would be moderately or very likely to
participate in training about that topic if offered.

Table 10: Psychology Interns’ Perception of Importance and Likelihood of
Participating in Further Training in Various Topics relevant to Child and

Adolescent Mental Health

Training Topic (content specific to Importance of topic Likelihood to
children and adolescents) undertake training
Median % mod- Median % mod-
high very
Cognitive-Behavioural Therapy Very 100% Very 82%
Trauma Therapy for Children/Adolescents Very 95% moderately 76%
Parenting Skills Very 91% moderately 79%
Neuropsychological Assessment moderately 91% moderately 64%
Child/Adolescent Psychological Testing moderately 91% moderately 64%
Update on Child/Adolescent Very 86% Very 78%
Psychopathology
Alcohol and Drug Therapy Very 86% moderately 57%
Behaviour Therapy Very 84% moderately 73%
Family Therapy Very 82% moderately 64%
Primary Prevention Very 77% moderately 52%
Narrative Therapy moderately 72% moderately 59%

Access to appropriate training was rated as important by the advisors. As with other
groups consulted in this study, the psychology advisors were asked about their
perception of the importance of various topics in further training for psychologists, and
the likelihood they would support psychologists in seeking this training. These results

are presented in Table 11.
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Table 11: Psychology Advisors’ Perception of Importance and Likelihood of
Supporting Further Training in Various Topics relevant to Child and Adolescent
Mental Health

Training Topic (content specific to | Importance of topic Likelihood to support
children and adolescents) training
Median % mod- Median % mod-
high very
Family Therapy Very 100% Very 100%
Trauma Therapy for Children/Youths Very 100% Very 100%
Cognitive-Behavioural Therapy Very 100% Very 100%
Update on Child/Youth Psychopathology Very 100% Very 100%
Neuropsychological Assessment Very 83% Very 80%
Child/Youth Psychological Testing Very 83% Very 80%
Alcohol and Drug Therapy moderately 100% moderately 100%
Parenting Skills moderately 83% moderately 100%
Narrative Therapy moderately 67% moderately 80%
Behaviour Therapy moderately 67% moderately 80%
Primary Prevention moderately 50% moderately 60%

Notes: % mod-high = percentage of psychology advisors rating the importance of this topic as moderate
or high. % mod-very = percentage of psychology advisors reporting themselves as moderately or very
likely to support participation in training in this topic

These results indicate a high level of enthusiasm on behalf of the psychology advisors
for supporting the ongoing training of child and adolescent psychologists. There was a
fairly high degree of concordance between the priorities for training between the
psychology advisors and the Registered Psychologists, with family therapy, trauma
therapy, and CBT for children filling the top three places in both lists, and update on
child/adolescent psychopathology, neuropsychological assessment, child/adolescent
psychological testing, therapy for drug and alcohol abuse, and parenting skills receiving
moderate—high importance ratings from more than 80% of both samples.

Psychology advisors were also asked to list any other topics concerning child and
adolescent psychological practice for which they believed it was important training
should be offered, particularly for Registered Psychologists. Topics additional to those
in the table above included training in developmental psychology, infant mental health,
eating disorders, risk assessment, research methods, working with teenagers, and the
contribution of other therapeutic strategies.

3.5.3. Preferred training methods

The preferred training methods for the psychologists (each respondent could list up to
two preferred options) were short (e.g., 1-2 day) full-day courses (preferred by 79%
of respondents), correspondence courses (33%), longer courses leading to a
recognised qualification (30%) and longer full-day courses (27%). Teleconferences had
a very low preference rate (8%).

The preferred training methods for the psychology interns were fairly similar to those
of Registered Psychologists. Short (e.g., 1-2 day) full-day courses were preferred by
65% of respondents; longer (e.g., 4-5 day) full-day courses by 43% and longer courses
leading to a recognised qualification by 33%. Correspondence courses (9%) and
Teleconferences (0%) had a very low preference rate.
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The preferred training methods for the psychology advisors were somewhat different
with longer (i.e., more than 2 full days), full-day courses (preferred by 83% of
respondents), short (e.g., 1-2 day) full-day courses (preferred by 67% of respondents),
and longer courses leading to a recognised qualification (50%) being the preferred
methods. As with the other groups, correspondence courses and teleconferences had
a very low preference rate (17% and 0% respectively) as a training delivery method.
The preference for longer courses may reflect an interest in having staff engage in up-
skilling activities that are more likely to lead to substantial skill increases and changes in
actual clinical practice.
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4.0. Conclusions

Child and adolescent mental health services (CAMHS) in New Zealand often report
difficulties in recruiting and retaining staff, including psychologists. Many services report
that, currently, the ability to recruit suitably skilled and qualified staff is a bigger
constraint to meeting Mental Health Blueprint (Mental Health Commission, 1998)
service provision targets than is the funding for these positions (Heath Workforce
Advisory Committee, 2002). There is currently a significant shortage of psychologists
in the CAMHS in New Zealand, evidenced by the number of unfilled positions
reported by psychology advisors in this study. Recruitment of psychologists to
CAMHS, and their retention in these services is a significant issue for mental health
services.

A number of barriers to recruitment and retention of psychologists to CAMHS were
consistently identified by the different stakeholder groups, and are detailed above,
along with strategies suggested by the stakeholders for managing these difficulties. This
information has been used to develop recommendations reported below.

A primary tool for recruitment and retention can be training. There are a number of
indications from this study that psychologists are more likely to go into CAMHS work
if they have more training in this area. Both psychologists and interns working in
CAMHS reported more undergraduate and professional psychology exposure to child
and adolescent mental health issues, and a substantial number of registered
psychologists currently working with adult populations reported that they would have
been likely to have worked with children had they been exposed to more training.

Directors of clinical psychology training programmes were, in general, not particularly
positive about the adequacy of pre-registration training in child and adolescent mental
health provided by their programmes. This was a perspective echoed by other
stakeholders. However, the comment was also made that the curriculum is very full
and there is little room to increase time devoted to these issues, given the balance of
many topics needed due to the generalist nature of the courses. This may suggest that,
while not losing the flexibility of graduates, a degree of specialisation of the courses
may be helpful to up skill them in a particular area of interest such as child and
adolescent work. Education Department-based programmes had a stronger focus on
children and adolescents, but with somewhat different skill sets and competencies; that
is, education rather than mental health. Data from this study suggested there is some
variation between clinical programmes in the focus on child and adolescent related
issues.

All programmes made at least one placement in a child or adolescent area compulsory,
which is valuable as it allows all psychologists to have some experience of working
with children and adolescents and opportunity to acquire a more practical
understanding of the relevance of developmental issues.

Availability of training placements and internships appeared to be a limiting factor for
many of the specialist programmes. Thus it is necessary for the DHBs, Ministry of
Health, and possibly the Clinical Training Agency, to work together to support the
provision of a greater number of placements and funded internships. Data from this
study and the NZHIS (2003) study also suggest that a number of suitable placements

34



could be (and, in some cases, currently are) developed outside the DHBs, including in
the private sector.

However, the pre-registration training is only a part of the story. Access to ongoing
training has been identified as a significant source of job satisfaction. Furthermore,
such training enhances professionals’ ability to meet the challenges of the job, and is an
antidote to the stress and burnout often endemic in mental health services that leads
inevitably to lower productivity, increased absenteeism, increased healthcare costs and
personnel turnover (Felton, 1998). Thus, post-registration provision of training is also
important for recruitment and retention.

Currently such training is provided by a broad range of institutions, including
universities, professional organisations, private training providers, and interest groups.
However, indications from this study are that this post-registration training is also
problematic. The provision of this type of training has traditionally been on quite an ad
hoc basis, of variable quality, and a minimum level of participation in ongoing training
has not been mandated. Partly in response to the HPCA Act, the professional
psychology associations are developing systems to help improve coordination, quality,
and participation in training.

Additionally, the dissemination of information about training opportunities may not be
strong, so that relevant training opportunities may be missed by psychologists and
other clinicians. Development of a better means of interdisciplinary and intersectorial
dissemination of information about training opportunities would be of considerable
value. However, while better provision of higher quality training may have a positive
impact on recruitment, retention, and job satisfaction of psychologists, it may also have
ramifications for employers’ ongoing education budgets for their psychologist
employees. Additional funding for training must be anticipated.

Apart from training-related issues, this study suggested a number of other barriers to
recruitment and retention of CAMHS psychologists. A range of strategies for reducing
these barriers emerged. Barriers included inadequate resources and support; staff
stress and burnout; insufficient supervision; the dominance of a medical paradigm in
many services; organisational difficulties with the services; and inadequate pay and
conditions. Strategies to improve recruitment and retention included: increasing
supervision and professional development opportunities; more recognition and
support for psychologists’ skills; a movement away from the medical model to a more
ecosystemic model; better pay; improved service management; and better working
conditions. Recruitment of other staff members, which it is hoped would strengthen
the multidisciplinary team and reduce the level of stress, would also be valuable. Some
recommendations regarding these strategies are suggested below.

While New Zealand benefits from the immigration of psychologists from other parts
of the world, it also suffers from a substantial loss of child and adolescent psychologists
to other countries, particularly Australia and Europe. Anecdotal reports indicate this is
in part driven by the need to repay student loans, which, given the extended nature of
university training for professional psychologists (a minimum of 6 years), are often
large. Strategies involving progressive debt relief contingent on remaining in work in
New Zealand, such as have been proposed for some other professions may be of value
in reducing the loss of child and adolescent psychologists to overseas markets.
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This study has shown a relatively consistent picture across different psychologist
groups of the range of topics of training that psychologists would find most useful. This
could be used to prioritise and plan training efforts. Short (i.e., 1-2 day) full-day
courses were the preferred means of training and distance-training options were much
less popular. Anecdotally, this appears to reflect the identified desire of many
psychologists to have the training practically oriented and providing the opportunity to
practise new skills as well as learn new information. It may also reflect the desire of
psychologists to have the opportunity to meet with other psychologists working in
similar settings and to learn from collegial discussions and networking. It may also
reflect the limitations of the training budgets available to most psychologists. However,
from some groups there is also an interest in longer, more involved training modalities
such as those leading to a formal qualification.

In summary, this study indicates that training appears to be an influence on recruitment
and retention issues for psychologists in mental health settings. Psychologists show a
great deal of interest in engaging in such training, and their professional leaders
(psychology advisors) are very supportive of this form of professional development.
More extensive provision of training opportunities would be valuable, as would
processes to ensure the coordination and dissemination of training opportunities. The
following recommendations arise from the results of this study.
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5.0. Recommendations

The following recommendations refer to the future of psychology training and
workforce development for mainstream services in the child and adolescent mental
health services. A large number of stakeholders and organisations will need to
participate in the delivery of these recommendations but The Werry Centre may be
able to contribute significantly to facilitating this process.

1. The amount of undergraduate training directly relevant to child and family
mental health should be increased. Such courses serve to provide basic
information relevant to CAMHS and they increase interest in pursuing work in
this area as a career. Strategies to achieve this include:

a. That the Ministry of Health recommends to universities that child and
adolescent relevant courses are prerequisites to admission to relevant
professional psychology programmes.

b. That the Ministry of Health (or associated agencies such as the Clinical
Training Agency) fund academic child and adolescent clinical and related
psychology academic positions in universities with a view to increasing
student access to relevant psychology courses for both undergraduate
and post graduate students (see 2b below).

2. The amount of postgraduate, pre-registration training in child and adolescent
mental health in professional psychology programmes should comply with a
specified minimum standard.

a. That the Ministry of Health recommends to universities and/or to the
Psychologists Board criteria for the minimum level of child and
adolescent course content required in relevant professional psychology
training programmes. This level of course content should be set in
relation to a set of core competencies that the programmes are
required to teach.

b. That the Ministry of Health fund academic child and adolescent
positions in universities with a view to increasing access to relevant
courses for postgraduate students. These positions would be
contingent upon the professional psychology programmes meeting a
minimum standard in the provision of child and adolescent mental
health courses and on all students having at least one substantial
CAMHS placement during their training. This standard could be set at
around 35% of the total course work, subject to negotiation with the
universities.

c. That the Ministry of Health (or associated agency) fund at least one
internship per programme in CAMHS per professional clinical
psychology programmes for students completing programmes that meet
the criteria in 2(b) above. This would be additional to existing
internships arranged and funded by District Health Boards. This may be
one of the most powerful approaches to increasing the number of
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Registered Psychologists in CAMHS as following registration most
psychologists continue to work in the same area as their internship.

3. Increasing the availability and access to high quality child and adolescent mental
health training opportunities for Registered Psychologists. This could be
actioned by the following strategies:

a.

The development of an electronic or physical “clearing house” to
improve the interdisciplinary and intersectoral dissemination of learning
opportunities for mental health professionals to ensure professionals
have the best opportunity for finding out about available learning
opportunities, in a timely fashion.

That processes be developed to improve liaison between the various
training providers (including universities, professional bodies, private
providers, and interest groups) to help enhance coordination and
reduce duplication of training opportunities.

That the Ministry of Health explores ways to support in-service training
relevant to development, maintenance and improvement of skills, in the
form of workshops and short courses — perhaps in conjunction with
existing training institutions. Such support would include more access to
financial support and leave for individuals participating in such
educational opportunities.

That staff access and participation in professional training be developed
by the Ministry of Health as a key performance indicator for DHB
mental health services, and by other government departments for other
child and family service providers.

That other means for promoting individual clinician’s participation in
ongoing training activities be explored and implemented.

That evaluation of training activities as regards to quality of educational
experience and usefulness of content are routinely undertaken and used
to improve further training activities.

4. Improve pay rates and conditions of employment to encourage recruitment
and retention of psychologists:

a.

That the Ministry of Health explore with District Health Boards and
psychology employee representatives, the conditions of employment
that will best lead to improved recruitment and retention rates for
psychologists.

Ongoing efforts to recruit suitable professionals of all disciplines to

CAMHS would help reduce the loss of staff as a result of overwork and
burnout.
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c. That approaches for progressive relief of psychologist student loan
debt, as has been considered for some other disciplines, be considered
to help reduce emigration of psychologists.

d. Recent efforts by the DHB psychology advisors to develop a national
framework of competence based career structure be supported, and its
implementation be encouraged.

5. That core skills are specified for psychologists working in CAMHS.

6. That specific promotion of CAMHS for trainee psychologists and recently
graduated psychologists (1-2 years post registration) occurs. This would be in
the form of pre-conference seminars that particularly target skills specific to
CAMHS.

7. That advanced level skills training is developed for psychologists working in
CAMHS. An example of this would be the development of a Diploma in child,
adolescent and family Cognitive Behavioural Therapy.
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