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Abstract 

Patients using mental health services are vulnerable to abuse and exploitation, yet there is 

no consensus on assessment for values-based recruitment (VBR) in this setting. VBR 

requires evaluating attitudes, knowledge and traits relevant to the delivery of professional 

and effective care. Structured interviews are one approach to VBR but are resource 

intensive to deploy. In contrast, situational judgement tests (SJT) are generally valid 

predictors of job performance and can be delivered more cost-effectively, and at scale. This 

project developed and validated a SJT that aimed to assess one’s knowledge of 

professionalism in a mental health services context. 

A mixed methods programme of work was conducted, incorporating a rapid systematic 

review to define professionalism in mental health services, a qualitative study exploring 

stakeholder perspectives, and a quantitative study that assessed the criterion-related 

validity of the resulting SJT. The literature review included 70 articles and resulted in two 

operational definitions of professionalism. The subsequent qualitative study incorporated 

interviews and focus groups with 56 patients, carers and staff members from a range of 

professions, who facilitated the development of the SJT. Finally, a pilot study, which 

involved 170 mental health professionals, was conducted to evaluate the validity of the SJT.   

The SJT scores validly predicted workplace supervisor ratings of professionalism and 

effectiveness for nurses and allied health professionals. Its predictive ability was comparable 

to that previously reported for face-to-face interviews. In conclusion, the SJT can be reliably 

deployed in mental health services to assist values-based recruitment by  identifying 

candidates who are unable to demonstrate reasonable levels of knowledge related to 

professional behaviours. This novel tool can support our efforts to reduce the risk of patient 

abuse and reported instances of malpractice in mental health services.   
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Chapter 1: Introduction 

This thesis reports on the background, rationale, and methods used to develop and validate 

a Situational Judgement Test (SJT) that assesses individuals’ knowledge of professionalism 

for mental health services. This initial chapter discusses the context for this work and 

provides a brief overview of the background underlying the doctoral project. The initial aims 

and objectives of the project are highlighted, and the structure of the thesis is presented. 

Whilst this thesis reports on work completed within the NHS, healthcare services are 

delivered internationally, and the findings of this doctoral work are hopefully relevant, to 

some extent, to all services and staff that deliver mental healthcare. 

1.1 The NHS 

The National Health Service (NHS) was founded, in England, in 1948 to deliver healthcare 

free at the point of delivery for all United Kingdom (UK) residents (Triggle, 2018). The 

principles and values of the NHS are established within the NHS Constitution, which sets out 

the rights and responsibilities expected of the public, patients and staff members with 

regard to healthcare delivery under the NHS (Department of Health & Social Care, 2021); 

the Constitution is renewed every 10 years in collaboration with the public, patients and 

staff members and comprises of seven key principles that guide the NHS: 

1. The NHS provides a comprehensive service, available to all 

2. Access to NHS services is based on clinical need, not an individual’s ability to pay 

3. The NHS aspires to the highest standards of excellence and professionalism 

4. The patient will be at the heart of everything the NHS does 

5. The NHS works across organisational boundaries  

6. The NHS is committed to providing best value for taxpayers’ money  

7. The NHS is accountable to the public, communities and patients that it serves 

The above principles are underpinned by six NHS core values, including ‘Working together 

for patients’, ‘Respect and dignity’, ‘Commitment to quality of care’, ‘Compassion’, 

‘Improving lives’; and ‘Everyone counts’ (see Department of Health & Social Care, 2021). 

Expanding on the third principle (i.e., that ‘the NHS aspires to the highest standards of 
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excellence and professionalism), the constitution states that the NHS ‘provides high quality 

care that is safe, effective and focused on patient experience’. Recognising the need for 

suitable staff and leadership, the Constitution acknowledges that high quality care will be 

achieved and delivered by staff members receiving the right support, education, training 

and development and among other factors, through research to improve the current and 

future health and care of the population (Department of Health & Social Care, 2021).  

In keeping with the principles and values of the NHS Constitution, staff members wishing to 

work as healthcare professionals in the UK are required to undertake training and obtain the 

appropriate qualifications to register with a chosen health regulator (e.g., the Nursing and 

Midwifery Council; NMC). A list of health regulators relevant to mental health services is 

provided in Table 1.1.  

Table 1.1 Health regulators applicable to mental health services 

Health regulator 

 

Professional group 

Health & Care Professions 

Council (HCPC) 

Health, psychological and other allied health professionals 

Nursing and Midwifery Council 

(NMC) 

Nurses and midwives in the UK, and nursing associates in 

England 

The General Medical Council 

(GMC) 

Doctors  

Social Work England 

 

Social Workers 

 

Each of the health regulators have their own standards and expectations that professionals 

working within that discipline are expected to adhere to; for example, the Nursing and 

Midwifery Council have ‘The Code’, which outlines the professional standards expected of 

all nurses, midwives and nursing associates according to four themes: prioritise people, 

practise effectively, preserve safety and promote professionalism and trust (Nursing and 

Midwifery Council, 2021). Similarly, the General Medical Council has guidance that reports 

on what it means to be a good doctor; the guidance document Good Medical Practice 

outlines the values and behaviours expected of doctors, and thus psychiatrists, across four 
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sections: knowledge, skills and performance; safety and quality; communication, 

partnership and teamwork; and maintaining trust (General Medical Council, 2021).  

Despite the expectations placed on healthcare professionals, there remains instances when 

healthcare goes wrong and the services, and staff, do not live up to these standards; well 

cited examples include the scandal at Mid Staffordshire NHS Foundation Trust, and more 

pertinent to mental health and learning disability services, the abuses uncovered at 

Winterbourne View care home (e.g. Cafe, 2012). 

1.1.1 Mid-Staffordshire NHS Foundation Trust Scandal 

Between 2005 and 2008, Mid-Staffordshire NHS Foundation Trust (NHSFT) failed to protect 

patients who were faced with “unacceptable risks of harm and from unacceptable, and in 

some cases inhumane, treatment” (Francis, 2013, p.8). This example demonstrates an 

unprecedented lack of professionalism in the culture of an acute care organisation. The 

failings at Mid Staffordshire NHSFT were not picked up by external regulatory bodies, such 

as the Care Quality Commission (CQC), as they should have been. Instead they were 

uncovered when attention was paid to the true implications of the Trust’s mortality rates 

and persistent complaints were made by a number of patients and relatives (Francis, 2013).  

Following a public inquiry into the failings at Mid-Staffordshire NHSFT, the Francis report 

made 290 recommendations, which in turn led to a values-based recruitment (VBR) 

approach. For example, the Francis report recommended that the NMC should consider 

introducing an aptitude test that would assess aspirant nurses attitude toward caring, 

compassion and other essential values prior to them entering the profession (Francis, 2013). 

As with the situation at Mid Staffordshire NHSFT, a significant lack of professionalism was 

evident in the case of Winterbourne View.  

1.1.2 Winterbourne View scandal 

Winterbourne View was a private Treatment and Assessment service that was established 

to support adults with learning disabilities and autism; the care home is now closed. In 
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2011, a televised programme highlighted the abuse that occurred at Winterbourne View; 

staff members continually abused and mistreated patients and management failed to deal 

with these unprofessional practices (Flynn and Citarella, 2012). Despite an individual whistle 

blower, the abuses were not picked up by external health or regulatory bodies and instead 

continued (Department of Health, 2012). The abuses were eventually aired by an 

undercover journalist, as seen in the serious case review (Flynn and Citarella, 2012). In the 

case of Winterbourne View, patients were vulnerable and unable to protect themselves 

against this unprofessional and abusive behaviour.  

Despite the case of Winterbourne View receiving significant attention in the media, there 

have been many further instances where staff have failed to protect patients and have 

instead mistreated them. Again, an undercover journalist in a recent Panorama episode 

demonstrated a "toxic culture of humiliation, verbal abuse and bullying at the Edenfield 

Centre in Prestwich near Manchester” (BBC, 2022). Less than two weeks later, a dispatches 

episode broadcast scenes at Essex Partnership University NHS Foundation Trust, where 

patients were dragged along the floor by staff, staff used unnecessary force against patients, 

and mocked patients whilst they were experiencing distress (see Channel Four Television 

Corporation, 2022); an independent inquiry is currently underway at Essex Partnership 

University NHS Foundation Trust, some of the findings of which are touched upon in 

chapters 6 and 7 of this thesis (see sections 6.5.5 and 7.2.3). Given these circumstances, it is 

even more concerning that complaints raised by psychiatric patients may fall on deaf ears, 

as was the case when doctors William Kerr and Michael Haslam sexually abused patients 

(Mannion et al., 2019). VBR is, therefore, especially important in mental health services, 

where patients are vulnerable and may be less able to safeguard themselves against abuse 

and exploitation. 

1.1.3 The additional impact of the Covid-19 pandemic 

On January 30, 2020, the World Health Organization declared the outbreak of a Public 

Health Emergency of International Concern (Gourret Baumgart et al., 2021). On March 11, 
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2020, a pandemic was declared – that being the Covid-19 coronavirus disease (Fond-

Harmant, 2021). When thinking about the impact of Covid-19, aside from having to self-

isolate, many people may recall the slides being aired on the daily news that reported the 

national mortality rates; there was a significant focus at the time on the nation’s physical 

health. This physical health concern led to individuals being unable to see their friends or 

family, for fear of people contracting the virus. Not only did people choose not to see their 

friends and family, but the government ordered them not to do so; people would receive a 

fixed penalty notice and be fined for breaking these rules. Social distancing measures may 

have had an increased impact on mental health services in comparison to other settings due 

to the interpersonal nature of mental healthcare (see Kane et al., 2022). During these times, 

patients being cared for in mental health services were also unable to have friends or family 

visit, and caring often went on behind closed doors, thus increasing the potential for abuse 

and misconduct.  

Alongside NHS colleagues, the Centre for Mental Health forecast an increase of almost 20% 

of the population in England needing new or additional mental health care as a result of the 

Covid-19 pandemic (O'Shea, 2020; 2021), thus increasing the workload of professionals that 

provided care in this setting. Healthcare professionals, including mental health workers are 

at increased risk of burnout, depression, or post-traumatic stress disorder as a result of the 

pandemic (see Gourret Baumgart et al., 2021). Thus, it is possible that staff were less likely 

to meet patients’ mental health needs at this time (or thereafter). Whilst some patients may 

have difficulty protecting themselves against malpractice, carers can mitigate against this by 

speaking up and ensuring a patient’s needs are acknowledged. Yet, as highlighted above, 

during the pandemic, patients could not receive visitors due to the overarching concern for 

peoples’ physical health, thus resulting in an even greater need to recruit staff with the right 

knowledge and behaviours to deliver safe, effective and person-centred care. 
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1.2 Nuances in mental health services 

Mental health services are in increasingly high demand; yet, they are in receipt of 

inadequate funding, an understaffed workforce, and insufficient training (British Medical 

Association, 2017). As the complexity of mental health care increases, professionalism 

becomes increasingly challenged. For instance, when patients are deprived of their liberty, 

the principle of patient autonomy, one of the three fundamental principles of medical 

professionalism becomes problematic (Project of the ABIM Foundation, 2002). There are 

common values across all healthcare specialties, for example, all must adhere to the NHS 

constitution. Nevertheless, professionalism is, to some extent, context dependent (Brendel 

et al., 2007; Brody and Doukas, 2014; Harris and Kurpius, 2014; Ikkos and Mace, 2009; 

Malhi, 2008; Rees and Knight, 2007; van de Camp et al., 2004; Wear and Kuczewski, 2004; 

Wise, 2008), and attention must therefore be paid to the specific elements of 

professionalism within each of the healthcare disciplines (van de Camp et al., 2004). In 

addition, there are patient and workforce issues prevalent in mental health services that 

increase the need to select suitable personnel to work in this setting. 

1.2.1 Patient issues 

Patients using mental health and learning disability services are especially vulnerable to 

becoming victims of unprofessional practice and misconduct. Patients may lack the mental 

capacity to make decisions in their own best interests and thus rely more on practitioners, 

and others, such as relatives, to make decisions for them. Indeed, the Independent Mental 

Capacity Advocate role was introduced as part of the Mental Capacity Act (2005) to ensure 

that the views of patients that lack capacity to make potentially life-changing decisions can 

be made by substitute decision makers (Redley et al., 2010). This dependence on clinicians 

leaves patients vulnerable to abuse and exploitation. Patients may be detained using the 

Deprivation of Liberty Safeguards procedure (Mental Capacity Act, 2005), or under part II of 

the Mental Health Act (1983). Such involuntary detention may be due to the severity of 

their mental health problem and/or learning disability.  
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Whilst, legally, patients can challenge their detention by taking this to a mental health 

review tribunal, they may choose not to do so. A study that sought to explore why most 

patients did not exercise their right to appeal their detention under Section 2 of the Mental 

Health Act 1983 observed that patients with a previous admission or educated to an A-level 

standard were more likely to appeal their detention; however, those with a diagnosis of 

depression or dementia were less likely to appeal (Bradley, 1995). Those that did not appeal 

also demonstrated less understanding of a booklet that described their rights. Patients may 

find it more difficult to represent their case given the mental health difficulties they are 

experiencing. Patients may be subject to coercive practices, such as physical restraint and 

seclusion, they may suffer from psychoses, or other issues that impact on their ability to 

have insight into their problems. This may make it difficult for them to communicate their 

difficulties to a mental health practitioner. Not only do patients experience difficulties 

because of their mental health problem and/or learning disability, but practitioners too may 

face their own challenges due to the nature of the patients’ difficulties. For example, 

patients may be ‘non-compliant’ with treatment or may disengage with services making the 

delivery of care more challenging for professionals. Patients may also display ‘behaviours 

that challenge, which can include verbal or even physical aggression. Patients may also 

complain, sometimes unfairly about their care.  

1.2.2 Workforce issues 

High levels of stress in patients has been found to partly account for high levels of 

psychological stress among healthcare professionals (Heponiemi et al., 2014). Nurses 

working in mental health departments have been observed to have higher levels of 

perceived stress than oncology nurses, nurses working in intensive care units, and nurses 

working in emergency rooms, and medical surgical wards (Masa’deh et al., 2017). Higher 

rates of depression, stress and burnout have also been found in psychiatrists compared to 

doctors from other healthcare specialties (Bressi et al., 2009; Deary et al., 1996; Firth-

Cozens, 2007). Furthermore, high levels of burnout and stress have been observed among 
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occupational therapists (Brown and Pranger, 1992; Gupta et al., 2012), and social workers 

(Lloyd et al., 2002) compared to other occupational groups. 

Historical evidence has suggested that medical students with high levels of psychological 

distress are more likely to pursue a career in psychiatry (Eron, 1955); psychiatrists also have 

been found to have higher levels of self-criticism as students (Firth-Cozens et al., 1999). A 

study with clinical psychology trainees found that 73% of individuals also reported clinically 

significant levels of psychological distress as reported on the General Health Questionnaire – 

28 (Stafford‐Brown and Pakenham, 2012). Women working in the mental health field have 

reported higher rates of physical abuse, sexual molestation, parental alcoholism, 

hospitalisation of a parent for mental illness, and death of a parent or sibling compared to 

other professionals, such as accountants (see Elliott and Guy, 1993). 

Psychiatrists are more likely to receive disciplinary action than other healthcare specialties 

(Reich and Schatzberg, 2014), which is often due to having sexual relationships with patients 

(Morrison and Morrison, 2001). Psychiatrists often keep their problems to themselves 

(Rossler, 2012) and have been found to use more benzodiazepines than other healthcare 

specialties (Braquehais et al., 2014; Domenighetti et al. 1991). Prescription-type drug use 

has also been observed to be more prevalent among nurses that work in oncology, 

rehabilitation, and psychiatry, in comparison to other nursing specialties (Trinkoff and Storr, 

1998). Trinkoff and Storr’s study also observed mental health nurses, following oncology 

nurses, to have the highest past-year prevalence of substance misuse compared to nurses 

working in other healthcare specialties. Similarly, psychiatry residents also have been found 

to have the highest lifetime use of cocaine, LSD, and marijuana compared to other 

specialties (Firth-Cozens, 2007).  

Psychiatrists have significantly high rates of suicide compared to doctors in general health 

medicine (Hawton et al., 2001). Nurses also have been reported to be at higher risk of 

suicide than the general population, with depression being a contributory factor (see a 
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review by Alderson et al., 2015). Of critical importance, however, is that the clinical 

symptoms of depression in doctors have been found to have negative implications for 

patient care (Firth-Cozens, 2001). Patient safety and wellbeing is paramount, yet in mental 

health services vulnerable patients are cared for by staff that are also vulnerable. Such 

factors have been worsened by the Covid-19 pandemic (see section 1.1.3). Fitness to 

practice cases often result in increased stress faced by professionals, however, the effects of 

high stress and poor wellbeing on professionals can also lead to fitness to practice situations 

(Coffey, 2020). Furthermore, increased vacancies, alongside increased demand for mental 

health services (British Medical Association, 2022), is likely to result in more pressure on 

current employees and, subsequently, higher levels of stress in staff. It is therefore 

important that we can assess the professionalism of staff applying for mental health staff 

roles, in order to enhance the health-related outcomes of patients using these services. 

1.3 Mandating of VBR 

Following the failings of Mid-Staffordshire NHSFT, the Francis report highlighted that staff 

being recruited to the profession should evidence the appropriate values, attitudes and 

behaviours (Francis, 2013). Similar recommendations have also been made in the Cavendish 

Review (Department of Health, 2013a). Francis noted that there are commonalities across 

healthcare professions and that all healthcare staff should apply the Nolan principles 

(Francis, 2013). In 2012, a new strategy ‘Compassion in Practice’ set out to promote high 

quality, compassionate care among nurses, midwives, and care staff. This strategy built on 

the values set out in the NHS Constitution and incorporated 6Cs, including; care, 

compassion, courage, communication, commitment and competence (Cummings and 

Bennett, 2012). In 2014, plans were made to roll out the 6Cs to all healthcare professions, 

from Hospital porters to trust chief executives (Stephenson, 2014). 

To develop an effective workforce, the Health Education England (HEE) Mandate (April 2014 

to March 2015), superseding the Health Education England (HEE) Mandate (April 2013 to 

March 2015; Department of Health, 2013b), identified the need to develop evidence-based 
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approaches to recruitment and selection for training programmes based not just on 

technical and academic skills, but also on values and behaviours (Department of Health., 

2014). It is vital that individuals with the right values are selected, not just to any 

educational course or training, but also to healthcare roles in general. 

1.4 What is VBR? 

Processes were in place to assess desirable non-academic (personal) attributes in healthcare 

applicants before VBR was mandated (Groothuizen et al., 2018). However, following the 

publication of the Francis Report, VBR was implemented in the NHS to help recruit and 

select staff whose personal values and behaviours align with the values outlined in the NHS 

Constitution (Francis, 2013). It is argued that staff need to commit to the constitution’s core 

values and principles, because unless there is a large enough workforce with the right skills, 

values and behaviours to deliver new care models, these standards would simply not 

become a reality (Health Education England, 2014).  

Having critically evaluated documents relating to VBR, specifically in nurse education, it was 

concluded that one may question whether the values listed in the NHS constitution are the 

appropriate values to underpin VBR (Groothuizen et al., 2018). The authors also highlighted 

that as organisations develop their values in line with the NHS constitution, the specified 

values may ‘get lost in translation’, resulting in the recruitment of individuals based on 

unrelated criteria (Groothuizen et al., 2018, p.1072). Despite the importance of values for 

healthcare delivery, there is extensive variation in the approaches and processes used for 

assessing values (Spilsbury et al., 2022), and there is currently no singular assessment tool 

used for the recruitment and selection of staff in mental health services. 

1.5 Implications of VBR 

There is mixed evidence regarding the impact of VBR on patient care and service delivery. 

Consilium Research and Consultancy Ltd. reported on a study that was conducted with 

social care organisations, which assessed the outcomes of a values-based approach to 
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recruitment and retention. A values-based approach to recruitment and retention 

incorporates not just recruiting staff with the right values and attitudes, but also supporting 

staff to develop their skills and knowledge whilst working in a caring role (Consilium 

Research and Consultancy Ltd, 2016). Using an online survey and qualitative interviews to 

assess the impact of this values-based approach, the study found that 72% of employers 

reported that staff employed and supported using the ‘values-based’ approach perform 

better than those recruited through ‘traditional’ methods. In addition, more than 70% of 

employers found that staff recruited using this approach possess stronger care values (e.g. 

respect) in comparison to those selected using ‘traditional’ methods (Consilium Research 

and Consultancy Ltd, 2016). The values-based recruitment and retention approach not only 

impacted the social care staff being recruited, but it also had an impact on costs. A financial 

analysis found an estimated return on investment of 22.8% for implementing this approach 

(Consilium Research and Consultancy Ltd, 2016); also, where additional resources were 

used, employers reported that the benefits outweighed the costs.  

In contrast to the study undertaken by Consilium Research and Consultancy Ltd., a report 

detailing the findings of an evaluation of VBR, which was commissioned and funded by the 

Policy Research Programme, documented that the effect of VBR is not clear (Spilsbury et al., 

2022). The authors concluded that their findings were not sufficient to support the 

assumption that VBR helps select individuals with values that are more aligned to those of 

the NHS, and instead the culture of the organisation and workplace practices were 

perceived to be more influential. Nevertheless, that does not mean that VBR is an 

unnecessary feat. As highlighted by Spilsbury et al. (2022), VBR processes may signal the 

organisation’s values to potential employees, and therefore influence their decision as to 

whether to apply for a vacancy or not. 

1.6 How can VBR be done effectively?  

Whilst values influence behaviour, people do not always behave in ways that are consistent 

with their values; other factors, including knowledge, skills, experience and personality also 
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play a role (Health Education England, 2014b). The culture of an organisation and workplace 

practices are also highly influential (Spilsbury, 2022). Parks and Guay (2009) differentiated 

between values as preferences and values as principles; values as preferences are primarily 

attitudes, whereas values as principles regard how one ought to behave and are believed to 

directly impact on an individual’s motivation.  

There are numerous selection methods currently used for VBR and the feasibility and 

validity of these approaches has been reported previously (see Health Education England, 

2014b; Patterson et al., 2016a; 2016b). Given the relevance of the different selection 

procedures to the choices underlying the current research project (i.e., to develop an SJT), 

several alternative selection methods will be summarised here. 

1.7 VBR measures 

A literature review conducted by Patterson and colleagues split VBR methods into two 

separate categories; these being shortlisting and final stage selection methods (Patterson et 

al., 2016a; 2016b). Shortlisting methods include personal statements, references, SJTs and 

personality tests and are typically used to screen out applicants. Final stage selection 

methods include the use of structured interviews, group interviews, and multiple-mini-

interviews (MMIs), among other approaches. The author will address some of these 

methods before providing a rationale for the current doctoral project.  

1.7.1 Personal statements 

Individuals are frequently asked to provide a personal statement when applying for a 

training course or vacancy; however, evidence regarding the effectiveness of personal 

statements is mixed (Patterson et al., 2016a). The amount of content in a personal 

statement has been found to predict better clinical performance (Ferguson et al., 2003), yet 

personal statements have been shown to have low reliability (Patterson et al., 2016b) and 

the information provided is subjective in nature (Patterson et al., 2016a). Whilst personal 

statements are typically accepted by candidates as a means of selection (Patterson et al., 
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2016b), individuals may provide a false account of themselves and respond in a way that 

they believe is expected of them (White et al., 2012). Further concern is raised that personal 

statements may cloud the judgement of those making decisions about the recruitment of 

staff (Patterson et al., 2016a). Individuals can be taught how to write better personal 

statements or may have someone else write a personal statement for them (Patterson et 

al., 2016a), resulting in an unfair selection process. 

1.7.2 References 

It has been claimed that references have no predictive value (Poole et al., 2009). Despite 

this, references, like personal statements, are used widely in selection and recruitment. 

Recruiters search references for positive comments or red flags (Wagoner, 2006), yet 

evidence suggests that they are biased and fail to differentiate between applicants 

(Stedman et al., 2009). There is wide agreement that references are an unreliable method of 

selection (Patterson et al., 2016a). 

1.7.3 Personality tests 

It is not disputed that personality influences one’s behaviours in the workplace. 

Conscientiousness, in comparison to the other Big Five personality traits, has been 

frequently found to be most closely related to individuals’ success in both educational and 

work settings (see Lievens et al., 2009); conscientious individuals have been found to be 

more likely to set goals, commit to goals, and perform better. Conscientiousness is also 

directly related to supervisor ratings of performance (Barrick et al., 1993).  

Nevertheless, the use of personality assessments for recruitment has been widely debated 

(see Patterson et al., 2016b). Personality tests are cheap and efficient to use, score and 

interpret (Finn et al., 2018); however, when assessed for educational performance, these 

self-report measures have been found to have very little predictive validity (Finn et al., 

2018). Personality tests have been shown to have incremental validity over cognitive 

methods when used for medical school selection (Patterson et al., 2016a); similar to 

personal statements however, there are concerns that individuals fake their scores on 
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personality measures to portray themselves more positively (Birkeland et al., 2006); this 

social desirability response is not always conscious faking.  

1.7.4 Structured interviews 

Interviews are commonly used and accepted as part of the selection process (see Health 

Education England, 2014b). Structured interviews predict job performance and have 

increased validity in comparison to unstructured interviews (McDaniel et al., 1994). 

Structured interviews have also been found to have incremental validity over and above 

cognitive ability and conscientiousness (Cortina et al., 2000); yet, whilst they have high 

validity, they are resource intensive and can be costly to construct and use (Health 

Education England, 2014b; Schmidt and Hunter, 1998).  

Research that explored the incremental validity of face to face selection centres over paper 

and pencil tests for GP selection, which include an SJT and clinical problem solving test, 

found that, when age and sex were not controlled for, the paper and pencil tests accounted 

for 55.3% and 36.7% of the variance in Applied Knowledge Test (AKT) and Clinical Skills 

Assessment (CSA) scores, respectively (Patterson et al., 2015). Selection centres had 

statistically significant incremental value over the paper and pencil tests, but only by 0.4% 

for the AKT and 4.3% for the CSA. A further evaluation of GP specialty selection obtained 

similar results (Davison et al., 2016). Noting the limited amount of additional prediction 

provided, the authors commented “whether the additional predictive benefit provided by [a 

selection centre] is cost-effective is open to dispute” (Davison et al., 2016, p.158). Research 

regarding the selection of medical students has also found interviews to be susceptible to 

interviewer bias in that interviewers ranked candidates more favourably if they shared 

certain personality preferences (Quintero et al., 2009).  

 Multiple mini-interviews (MMI) 

As the term indicates, a multiple mini-interview includes a series of short interviews or 

interpersonally orientated tasks, which are performed at different test stations 

consecutively. Research in medical education has found MMIs to be a reliable selection 
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procedure that is accepted by both candidates and assessors (Dore et al., 2010). MMIs have 

also been found to predict performance (Eva et al., 2009). However, whilst MMIs show 

improved reliability and validity in comparison to traditional interview approaches 

(Patterson et al., 2016a), there is limited research exploring what construct or constructs 

they actually measure (Health Education England, 2014b). Additionally, MMIs are costly to 

construct and use, as the stations require a thorough job analysis (Health Education 

England, 2014b) and the recruitment of multiple assessors, which are usually academic staff. 

1.7.5 Situational judgement tests (SJTs) 

SJTs can be conceptualised as ‘low fidelity simulations’ (Motowidlo et al., 1990), whereby 

test-takers are provided verbal or written descriptions of hypothetical work-related 

scenarios and are subsequently asked to provide a response regarding the most appropriate 

course of action; this could be in a forced choice or Likert scale format. Respondents can 

also be asked to provide an open-ended response where they comment on certain aspects 

of the scenario, for example, why the scenario provided is ethically dubious. An example SJT 

item is provided in chapter 2. SJTs may be able to evaluate a broader range of constructs, in 

comparison to MMIs, due to the amount of items that can be used in an SJT assessment 

(Patterson et al., 2018). However, SJTs and MMIs are often considered to be complementary 

and are often used at different stages of the selection process (Patterson et al., 2018).  

SJTs can be delivered at scale as they can be computerised or implemented in online format 

and machine marked (Patterson et al., 2018); SJTs are therefore less costly than ‘high fidelity 

simulations’, involving live actors or patients, and are relatively easy to administer. This has 

led to the increasing popularity in their use within personnel selection generally (Weekley 

and Ployhart, 2006). Most commonly, within the recruitment process SJT format tests are 

used as ‘screen-out’ selection procedures, whereby lower scoring candidates do not 

progress to more resource intensive selection assessments such as multiple mini-interviews 

(MMIs; Patterson et al., 2018).  
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Whilst challenges have been noted regarding the development of SJT items, it is highlighted 

that some of these are due to a lack of resources that organisations have available to invest 

in the development, refinement, piloting and evaluation of such selection assessments 

(Health Education England, 2014a). It can be both time consuming and resource intensive to 

develop a SJT; nevertheless, it is widely accepted that SJTs, when properly constructed are a 

valid and cost-effective selection method (Patterson et al., 2016a). SJT scores can predict job 

performance (McDaniel et al., 2001), which is usually rated by respondents’ supervisors in 

SJT validation studies.  

Another strength of SJT scores, is that they have, at times, been shown to hold incremental 

validity over cognitive ability, and the Big 5, as well as a composite of the two (Mcdaniel et 

al., 2007). An SJT format assessment could therefore feasibly be an effective approach to 

selecting a more compassionate and caring workforce, with the correct interpersonal skills 

and values to deliver mental healthcare. 

1.8 Focus of the doctoral project 

This introductory chapter highlights the importance of having VBR in mental health services. 

As evidenced in a report commissioned by Health Education England (2014a), organisations 

in the UK currently use many alternative approaches to VBR and there is no one agreed 

form of assessment. MMIs are shown to have increased validity in comparison to other 

selection measures, yet they require multiple assessors, are resource intensive and can be 

costly to develop and use. The reliability of MMIs increases with the number of stations 

(Dore et al., 2010); more raters are thus required to generate robust reliability values. 

Scores resulting from SJTs also demonstrate good predictive validity, as well as test-retest 

reliability, yet SJTs can be delivered online and machine marked meaning that they are 

much less expensive to deliver. 
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1.8.1 The value of professionalism 

This thesis places an emphasis on the need for VBR in mental health services; yet, there are 

concerns regarding the validity and effectiveness of this approach (Groothuizen et al., 2018). 

There is limited understanding, for instance, as to why the values listed in the NHS 

constitution were those chosen to underpin VBR, values also are subjective (Rankin, 2013), 

and it is therefore necessary to determine what it is we aim to assess for (see Groothuizen 

et al., 2018). Whilst one would hope that mental health workers possess suitable values to 

deliver safe and effective mental health care, values are not always enacted. Values may 

also conflict, meaning that one value will be prioritised over the other and prior research 

has demonstrated values attrition over time (Groothuizen, 2020).  

Job analysis studies evidence the importance of non-academic (personal) attributes for 

successful performance in multiple healthcare roles (Patterson et al., 2016d). Unlike 

cognitive attributes, non-academic attributes include personal qualities such as empathy or 

emotional intelligence, however, it is acknowledged that even non-academic attributes will 

have cognitive elements to them (e.g. 'situational cognition'; Finn et al., 2018). An SJT could 

be developed to assess desirable non-academic attributes, which would, in turn, facilitate 

the selection of suitable staff for mental health services. Interpersonal skills are particularly 

important for staff working in mental health services and the patient-practitioner 

relationship is viewed as fundamental to professionalism (Groves and Kerson, 2011; 

Schreiber et al., 2016). Given that staff are judged on their ‘fitness to practice’ and 

unprofessional practice, the opportunity to objectively assess professionalism is deemed of 

great importance. This doctoral project thus sought to assess one’s professionalism, or 

knowledge of professionalism within this context, as opposed to assessing one’s values. This 

was deemed a more suitable approach, because values are not easily operationalised, are 

unlikely to be unidimensional in most cases, and are not easily amenable to quantification.  

SJTs are relatively easy tests and can differentiate better between low scoring applicants; 

they are therefore likely to identify applicants that are at risk of poor practise and more 
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likely to face disciplinary action during their career. Whilst there is currently no single ‘gold 

standard’ assessment used for VBR, SJTs are the most practical way of evaluating one’s 

procedural knowledge of professionalism, within a mental health services context, given a 

trade-off between cost and validity. Thus, the primary aim of this doctoral project is to 

develop and validate an SJT that will assess staff members’ knowledge of professionalism 

for a mental health services context. Used alongside other selection procedures, such as 

MMIs, an SJT would facilitate the VBR process, thus promoting the selection of a more 

compassionate and competent workforce that is skilled to deliver mental healthcare. 

1.9 Aims and objectives 

The overall aim of the research project was to ‘develop and validate an SJT that would 

assess staff members’ knowledge of professionalism for a mental health services context. 

Objectives of this project are as follows. 

1.9.1 Objective 1 

To define 'professionalism' for a mental health services context.  

1.9.2 Objective 2 

To develop a pool of SJT items that could validly evaluate 'knowledge of professionalism' in 

a mental health setting.  

1.9.3 Objective 3 

To develop and validate an SJT for personnel selection in mental health services. 

1.9.4 Objective 4 

To develop a bespoke workplace behaviours rating tool. 

Please note that there were some departures from the original research protocol, which are 

addressed in chapter 3.  
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1.10 Thesis structure 

Having provided an overview of the literature resulting in the current research project, this 

thesis continues with a topic-based structure. Over the course of the doctoral project, two 

articles were submitted to peer-reviewed journals for publication. Chapter outlines, and 

subsequent publications are documented here. 

Chapter 2 supports objectives 2 and 3. Chapter 2 discusses the history and current use of 

SJTs for personnel selection. The strengths and limitations of this selection method are also 

addressed. 

Chapter 3 supports objectives 1, 2 and 3. Chapter 3 highlights the author’s position 

regarding the research project; the methodology underlying this work is discussed. 

Chapter 4 supports objective 1. Chapter 4 reports on a systematic literature review that was 

conducted to derive an operational definition of professionalism for a mental health 

services context. The work performed for this aspect of the project has been compiled in the 

following publication: 

Aylott, L., Tiffin, PA, Saad, M., Llewellyn, AR. & Finn, GM. 2019. Defining 

professionalism for mental health services: a rapid systematic review. Journal of 

Mental Health, 28, 546-565. 

Chapter 5 supports objectives 1 and 2. Chapter 5 reports on a qualitative study that sought 

to 1) establish the domains of professionalism according to key stakeholders and 2) develop 

a pool of SJT items that covered the concept of professionalism. Findings from the 

qualitative study have been reported in the following publication: 

Aylott, L., Tiffin, PA., Brown, S. & Finn, GM. 2022. Great expectations: Views and 

perceptions of professionalism amongst mental health services staff, patients and 

carers. Journal of Mental Health, 31, 139-146. 
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Chapter 6 supports objective 3. Chapter 6 reports on the development, pilot, and validation 

of the SJT. 

Chapter 7 provides an overall discussion regarding the content of the thesis. 

Recommendations for policy and practice are proposed. 
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Chapter 2: SJT Literature Review 

Chapter 1 sets the context for this doctoral project, and thus highlights the importance of 

Values-Based Recruitment in mental health services. The reader was introduced to various 

selection procedures that are currently being used; the advantages and disadvantages of 

each approach were highlighted prior to the author providing a rationale for choosing to 

develop an SJT for selection of the mental healthcare workforce. This chapter provides a 

historical perspective regarding the use SJTs for personnel selection, noting when they were 

first developed and how they are being used in more recent times. The theory underlying 

SJTs, as well as evidence demonstrating their reliability and validity is explored and 

described.  

2.1 The use of SJTs for personnel selection 

SJTs have been used for personnel selection for many years, the earliest example of which 

depends on how the SJT is defined (Weekley and Ployhart, 2006). Similarities can be 

observed between SJTs and other selection procedures, such as the situational interview 

(Latham et al., 1980), work samples (Asher and Sciarrino, 1974), and other situational-based 

assessment centre exercises (see Weekley and Ployhart, 2006). The author will hereby 

provide an initial description of an SJT prior to discussing the history of their use in 

personnel selection. 

2.1.1 An introduction to SJTs 

SJTs are designed to assess peoples’ judgement in work settings by presenting test-takers 

with hypothetical job-related situations (item stems), alongside various responses (item 

responses; McDaniel and Nguyen, 2001). Responses are typically provided in a multiple 

choice format and candidates are asked to choose the best or worst option, rank options, or 

rate the appropriateness or effectiveness of each option (Weekley and Ployhart, 2006). An 

example SJT item with a rating format is provided in Table 2.1. 
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Table 2.1 An example SJT item with a rating format (replicated from UCAT Situational 
Judgement Test Question Bank, UKCAT Consortium, 2019) 

Merryn, a medical student, is walking through a hospital corridor when she sees a 

small pool of liquid in the middle of the floor. She is already five minutes late for the 

start of her shift, however does not want to leave without cleaning it up. Merryn must 

decide how to deal with the situation. 

How important to take into account are the following considerations for Merryn 

when deciding how to respond to the situation? 

The potential risk of infection that the liquid presents to patients in the hospital 

- Very important   

- Important   

- Of minor importance    

- Not important at all 

 

2.1.2 A brief history on the usage of SJTs 

Having conducted a review on the history of SJTs, McDaniel et al. (2001), highlight that one 

of the first widely used tests to assess judgement was the George Washington Social 

Intelligence Test in the 1920s. The George Washington Social Intelligence Test contained 

various parts and included a section where test-takers were provided 30 scenarios that 

incorporated difficult social problems; test-takers were subsequently asked to exercise their 

judgement by determining the best response for each situation (Moss, 1926). SJTs have 

been used to assess the judgement of soldiers throughout World War II (McDaniel et al., 

2001; Tiffin et al., 2020), and were used to assess supervisory and managerial potential 

between the 1940s and 1960s (Weekley and Ployhart, 2006). It was in the 1990s that SJTs 

experienced a sudden surge in popularity for their use in personnel selection (Corstjens et 

al., 2017). Their increased usage was likely stimulated by Sternberg and colleagues 

describing the importance of ‘tacit knowledge’ to job performance (Weekley and Ployhart, 

2006). Moreover, Motowidlo’s reconceptualisation of SJTs as ‘low fidelity simulations’ no 

doubt also provided impetus to their adoption for staff selection purposes (Motowidlo et 

al., 1990). As noted by Motowidlo et al. (1990, p.640), fidelity decreases as stimulus 
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materials and responses become less and less exact approximations of actual job stimuli and 

responses, hence the term low fidelity simulation. SJTs are also referred to as low fidelity 

simulations because they typically ask what someone would do, but do not assess the actual 

behaviour observed (Lievens, 2017b). The faithfulness of the tests to reality can vary. For 

example, video and multimedia SJTs increase their fidelity through the rich portrayal of the 

situation in question (Lievens et al., 2008); high fidelity simulations are a very realistic 

representation of a task that provides applicants an opportunity to respond almost exactly 

as they would in an actual job situation (Motowidlo et al., 1990). 

SJTs have been purported to assess various constructs, including emotional intelligence 

(Sharma et al., 2013), integrity (de Meijer et al., 2010) and personal initiative (Bledow and 

Frese, 2009) among other traits. Some would suggest that these are ‘construct-driven SJTs’, 

however, which differ from traditional SJTs that are often used for personnel selection. 

Traditional SJTs are more atheoretical and are typically derived through blueprinting, 

generating critical incidents, and creating a scoring key with subject matter experts (SMEs). 

Whilst SJT domains have labels, the actual construct being assessed is often not made 

explicit (Christian et al., 2010). SJTs have been used for selection across occupations (e.g. 

the recruitment of police officers; de Meijer et al., 2010, Kanning et al., 2006), and for the 

past 10 years have been used for selection into medicine. SJT scores have predicted 

performance across a range of medical professions from the early years to general practice 

(Patterson et al., 2016d). For example, an SJT is currently being used as one part of the 

selection to the Foundation Programme in the United Kingdom (UK) to target the key 

professional attributes required of clinicians; a study evaluating this SJT observed a 

relationship between SJT scores and the odds of successful completion of the Foundation 

Programme (Smith and Tiffin, 2018).  

2.2 The theoretical underpinnings of SJTs for personnel selection 

SJTs are purported to assess a variety of non-academic (personal) attributes, as well as 

procedural knowledge; the latter is peoples’ knowledge about what is effective and 
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ineffective behaviour at work (Motowidlo et al., 2006b). It is worth noting that procedural 

knowledge and declarative knowledge differ; whereas declarative knowledge relates to 

things that individuals are aware they know and can describe to others (e.g. 3 + 4 = 7), 

procedural knowledge is knowledge that individuals display in their behaviour, but that they 

are not conscious of (Anderson and Lebiere, 2014). Procedural knowledge is believed to be a 

combination of specific job knowledge and implicit trait policies (ITPs; Motowidlo and Beier, 

2010; see below). Such procedural knowledge is postulated as having a causal effect on job 

performance, because it is assumed that people who know what actions are effective are 

more likely to perform effectively in their role (Motowidlo et al., 2006b). There are two main 

underlying theories that justify the use of SJTs for personnel selection (Patterson et al., 

2016d), these being behavioural consistency theory and theory relating to ITPs; the latter 

requires more discussion due to its complexity.  

2.2.1 Behavioural consistency 

The concept of behavioural consistency theory is relatively simple; according to behavioural 

consistency theory, an individual’s current behaviour can predict their future behaviour 

(Wernimont and Campbell, 1968). Based on this tenet, Motowidlo et al. (1990) noted that 

simulations, which are designed to closely resemble actual work conditions, should be good 

indicators of future job performance. Therefore, one would expect higher fidelity tests to 

have increased predictive validity, due to their point-to-point correspondence (Asher and 

Sciarrino, 1974). As expected, research findings demonstrate that individual’s are more 

consistent across situations that are similar in comparison to situations that are dissimilar 

(Funder, 2006). A recent meta-analysis that explored the criterion-related validity of 

personnel selection measures found that higher levels of consistency between the predictor 

and criterion resulted in higher predictive validity (Arnold, 2020). Whilst SJTs may assess 

individuals’ intentions or knowledge regarding certain behaviours in hypothetical situations, 

it is worthy to note that individuals’ intentions and behaviours may differ, potentially due to 

an individuals motivation and/or skills (Arnold, 2020). 
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2.2.2 Implicit trait policies 

Motowidlo, Hooper and Jackson (2006b) developed a theory to explain how SJTs assess 

procedural knowledge. SJTs are believed to assess implicit trait policies (ITPs), which are 

conceptualised as the beliefs people hold with regard to how effective various levels of trait 

expression are (Motowidlo et al., 2006a; 2006b). Motowidlo et al. (2016, p.332) later 

developed an SJT to assess prosocial implicit trait policy; essentially, one’s knowledge ‘about 

the utility of prosocial expressions in social interactions’. The term prosocial has been 

defined as ‘denoting or exhibiting behavior that benefits one or more other people’ 

(American Psychological Association, 2020); thus, ‘prosocial ITPs’ related to healthcare 

would include beliefs regarding the effectiveness of expressing traits, such as compassion, 

respect, and caring for patients (Patterson et al., 2016b).  

ITP theory partly derives from the ‘dispositional fit’ argument, which postulates that 

peoples’ beliefs regarding the effectiveness of different behaviours develop in line with their 

own basic traits (Motowidlo et al., 2006a). For example, individuals that are highly agreeable 

are more likely than individuals that are disagreeable to believe that agreeable actions are 

highly effective. Therefore, if a work situation ‘requires agreeable action,’ agreeable 

individuals will have more accurate knowledge about how to behave effectively in that 

situation. ITPs are therefore believed to mediate the relationship between one’s personality 

traits and their procedural knowledge (Motowidlo et al., 2006b). Whilst personality traits 

are believed to have causal effects on an individual’s ITPs, and in turn affect their procedural 

knowledge, experience also influences ITPs over time (Motowidlo et al., 2006b). Through 

exposure to various work situations, an agreeable individual can learn, for example, that in 

certain circumstances disagreeable actions may be more effective regardless of their own 

standing on that trait (Motowidlo et al., 2006a; 2006b). Thus, ITPs are not entirely 

dependent on personality traits, and instead, can also be influenced by experience on the 

job. Henceforth, if agreeable behaviour is required in a given situation, disagreeable 

individuals are still likely to judge that agreeable behaviour would be more effective than 
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disagreeable behaviour; yet, in contrast to agreeable individuals, disagreeable individuals 

may judge agreeable behaviour to be only slightly more effective than disagreeable 

behaviour (Motowidlo et al., 2006a).  

2.2.3 What do SJTs assess in this context? 

SJTs are popular, because they provide contextualised information and enable the 

assessment of interpersonally-oriented skills among a large population early in the selection 

process (Lievens et al., 2008). It is proposed that SJTs are best considered a measurement 

method or methodology, as opposed to a single type of assessment, as they differ in their 

development and purport to assess a variety of constructs (Christian et al., 2010; Patterson 

and Driver, 2018). However, SJTs have sometimes been criticised as they lack a 

measurement model and it is not always clear what is actually being assessed (e.g. Tiffin et 

al., 2020). Results from a meta-analysis highlighted that a third of SJTs reported on in the 

literature either did not document the constructs they assessed, or they provided a 

composite score for an SJT that assessed multiple constructs (Christian et al., 2010). Where 

the constructs were documented, the meta-analysis found that SJT scenarios are most often 

related to the construct domain of applied social skills. Authors of the meta-analysis urged 

researchers to ‘maintain the distinction between methods (e.g., SJTs) and constructs (e.g., 

leadership skills)’ (Christian et al., 2010, p.107) by clearly reporting on the specific constructs 

that SJTs assess. Work-related behaviours require the use of multiple skills and knowledge 

however, and it is therefore common for SJT scenarios to assess various constructs 

simultaneously (Christian et al., 2010). 

Many SJTs assess heterogeneous composites, however some researchers set out to develop 

SJTs that assess specific constructs, which, as noted above, have been referred to as 

‘construct-driven SJTs’ (Guenole et al., 2017; Tiffin et al., 2020). Motowidlo (2006a), for 

example, maintained that SJTs can be built to assess implicit trait policies for targeted traits, 

such as agreeableness. In contrast to traditional SJTs, which assess multiple constructs 

simultaneously, construct-driven SJTs present a test-taker with a trait activating situation, 
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and a set of response options that lie on a continuum to depict varying trait levels (Lievens, 

2017a). A detailed overview of SJTs as assessments of context-dependent knowledge versus 

context-independent knowledge is provided in a paper by Krumm et al. (2015); Krumm et 

al., view the two theories as sitting on either end of a continuum with most SJT items sitting 

somewhere in between. Based on the tenet of behavioural consistency theory, the current 

programme of work sought to develop a traditional SJT, which would present a test-taker 

with a set of situations that they would encounter on the job. It was hoped that this would 

assess the test-taker’s procedural knowledge and would, in turn, predict their future job 

performance.  

2.3 The development process 

There are key differences in the development and design of traditional SJTs, that are 

typically used for personnel selection, as opposed to construct-driven SJTs (Lievens, 2017a; 

Tiffin et al., 2020). For example, whilst subject matter experts are typically involved in 

identifying critical incidents for SJT item content in traditional SJTs, psychologists are 

typically in charge of developing item stems for construct-driven SJTs so that the item stem 

is appropriate for eliciting the trait of interest. A breakdown of the differences in 

development between traditional SJTs and construct-driven SJTs can be viewed in Figure 

2.1. Not only do development options differ between traditional SJTs and construct-driven 

SJTs, but there are differences among traditional SJTs themselves, and likewise, between 

construct-driven SJTs. Furthermore, the construct and criterion-related validity of SJT scores 

are dependent on such characteristics, including; the mode of presentation, the level of 

fidelity, the response instructions, the scoring method, the scenario content, and the 

cognitive complexity of items (Arthur Jr et al., 2014, McDaniel et al., 2013). 

2.3.1 Format 

Various aspects of SJT design can vary, including the scenario content, response instructions, 

response formats and approaches to scoring (Patterson et al., 2016d). In fact, with regards 

to SJT development, Campion et al. highlight 12 attributes that differ, which include; 
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situation and response development, key development, scoring methods, scenario 

presentation, stimulus medium, response medium, response format, instruction format, 

context, constructs assessed, research design, purpose of study, number of items, sample 

size, and number of dimensions (Campion et al., 2014).  

 

 

Figure 2.1 The traditional and construct-driven approaches to developing situational 

judgement tests for personnel selection (replicated from Tiffin et al., 2020a) 

 Mode of presentation and level of fidelity 

Prior to the recent resurgence of SJTs, Motowidlo and colleagues referred to the ‘low 

fidelity’ simulation (Motowidlo et al., 1990); a paper and pencil test whereby test-takers are 
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provided a hypothetical scenario and several response options to choose from. However, 

SJT scenarios can be presented in a variety of formats, which range from text to avatar-

based (Tiffin et al., 2020). The format of the scenarios and response options influence the 

fidelity of the SJT and, in turn, its resulting predictive validity. Theoretically, one would 

expect higher fidelity tests to have increased predictive validity, due to their point-to-point 

correspondence (Asher and Sciarrino, 1974). This theory is supported by a study performed 

by Christian et al. (2010), who found that scores on video-based SJTs were more strongly 

associated with performance than paper-and-pencil SJTs across varying construct domains. 

Nevertheless, despite some alternative formats having increased predictive validity, 

Motowidlo et al. (1990) found that in a sample of approximately 120 management 

incumbents, scores on a low-fidelity SJT-like paper and pencil test correlated from .28 (p < 

.01) to .37 (p < .01) with supervisory ratings of performance. Patterson et al. (2017), argue 

that when assessing for non-academic outcomes in medical and dental students, a text-

based SJT may be equally as effective as a video-based SJT. Whilst video-format SJTs have 

demonstrated increased predictive validity compared to lower fidelity simulations, a paper 

and pencil format assessment can be a valid predictor of job performance that is developed 

at much less expense than an animated or video format.  

Despite the increased use of SJTs more recently, there is little consensus in the literature as 

to how SJTs should best be developed, scaled, or scored (Hashmi, 2018). Nonetheless, all 

SJTs possess common features, such as having an item stem, response options, and 

response instructions.  

 Item stems 

Every SJT item poses the test taker with a scenario or job-related dilemma, which is termed 

the item stem. Weekley et al. (2006) note that item stems differ in four key ways; the source 

used to develop the item stems can differ, item stems can change in both complexity, and 

fidelity, and the content of items stems also may vary. SJT item stems must provide enough 

information about a scenario for a test-taker to be able to decide how it is best to act, 
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however, too much information can result in test-taker fatigue (Brooks and Highhouse, 

2006). A test developer must therefore consider the level and complexity of information 

contained within each item stem.  

The most common approach to developing SJT scenarios is by utilising the critical incident 

technique (Flanagan, 1954), thus utilising an inductive approach. This incorporates SMEs 

being asked to recall incidents that they have encountered in the workplace. Another 

inductive approach for developing item stems would be to obtain critical incidents using 

archival records (Hashmi, 2018). To develop item stems deductively, a theoretical model can 

be utilised instead (Hashmi, 2018). For example, a literature review could be conducted to 

identify the key attributes required of a role. Finally, item stems can be developed using a 

joint inductive and deductive approach, thus benefitting from the strengths of each 

approach (De Leng, 2019). 

 Response options 

Alongside the provision of a job-related dilemma (item stem), test-takers are typically 

shown various options as to how one may respond to the situation in question; these can be 

referred to as response options. Response options are typically presented in a written 

format, even when the item stem is displayed in a video or alternative format (Hashmi, 

2018). Response options can be developed at the same time as item stems, or they can be 

developed after, with a different group of SMEs. When developing construct-driven SJTs, 

that are intended to assess specific personality traits, response options are typically written 

by psychologists in order to ensure that the various options represent different levels of the 

targeted traits (Lievens, 2017b). Like item stems, response options can also be developed 

deductively, using a theoretical model.  

 Response instructions 

There are typically two forms of response instructions used in an SJT; these include, 

knowledge-based instructions that ask what one ‘should’ do and behavioural-tendency 

instructions that ask what one ‘would’ do (Mcdaniel et al., 2007). A sample of 372 medical 
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school applicants perceived behavioural-tendency instructions as easier to cheat than 

knowledge-based instructions (De Leng et al., 2018). Whilst SJTs are believed to assess 

procedural knowledge, this assessment might be diluted by response instructions that ask 

what one would do (Motowidlo et al., 2006b). This is because, despite the instruction, some 

respondents, particularly in high stakes selection, might respond with what they think they 

ought to do as opposed to what they think they would do in that situation, thus 

demonstrating social desirability bias. Behavioural-tendency instructions are more likely to 

assess one’s typical performance, whereas knowledge-based instructions are more likely to 

assess one’s maximal performance. As one may expect, responses to knowledge-based SJTs 

correlate more highly with cognitive ability and scores on knowledge tests, whereas 

responses to behavioural-tendency instructions are more highly associated with personality 

traits (Mcdaniel et al., 2007).  

Given the potential for faking and social desirability bias to influence a test-takers SJT scores 

(Peeters and Lievens, 2005), knowledge-based instructions may be preferred to a 

behavioural-tendency format, especially when used for personnel selection. After all, 

knowing what to do is also a pre-requisite to behaving appropriately on the job. It is worthy 

to note also that ethnic minority medical school applicants rate should-do instructions more 

favourably that would-do instructions, thus demonstrating a preference towards a 

knowledge-based format SJT (De Leng et al., 2018). Response instructions can be provided 

in a written or video based format, which can also influence candidate reactions (Patterson 

et al., 2016d).  

Job applicants may be provided multiple SJT responses at a time, or they can be provided 

one response only (a single-response SJT format). Other response instruction formats can 

include a free-text response format (Webster et al., 2020), or test-takers being asked to rank 

options in order, or alternatively to select the best and worst options. Although these 

response instructions can result in valid assessment tools, responses are harder to model, 

and item and reliability analysis of the instrument is difficult because the responses are 
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partially ipsative (Hicks, 1970; McDaniel and Nguyen, 2001). A rating scale format reduces 

the problem of partial ipsativity and makes item analysis easier. If a rating format is utilised 

however, test-developers must consider extreme response bias. That is, a preference for 

test-takers to choose categories at extreme ends of the rating scale (e.g., ‘very appropriate’ 

as opposed to ‘appropriate’). Extreme response tendency influences a test-takers SJT scores 

in that their resulting score is the product of both their extreme response tendency and the 

level they possess of the construct being assessed. For this reason, one may prefer to use 

fewer points on a Likert scale. 

2.4 Scoring SJTs 

The next stage of SJT development is to develop a scoring key. Research findings have 

previously demonstrated that the scoring method used for an SJT can reduce the impact of 

extreme response tendency on SJT scores, as well as the presence of faking effects (De Leng 

et al., 2019). In addition, by controlling for systematic error, an SJT developer can increase 

the internal consistency reliability of an SJT and lower its adverse impact (De Leng et al., 

2017). Unlike cognitive ability tests, SJTs do not always have objectively correct answers and 

it is often a case of which answer is ‘best’, rather than which answer is ‘right’ (Bergman et 

al., 2006). There are various scoring approaches documented in the SJT literature, which 

include empirical scoring, theoretical scoring, expert-based scoring, and hybrid keying 

(Bergman et al., 2006). With empirical scoring, SJT items are scored according to their 

association with a criterion measure. With theoretical scoring, SJT items are scored 

according to a theory; for example, in the case of construct-driven SJTs, test-takers would 

receive higher scores for endorsing response options that expressed high levels of the 

targeted trait and lower scores for endorsing options with low levels of the targeted trait 

(Lievens, 2017b). With expert-based scoring, a scoring key is typically determined by an SME 

panel who have specific expertise on the competencies required for a role. In the latter 

instance, SMEs are asked to judge how effective the various response options are; this 

method of scoring items can also be referred to as rational scoring. With hybridised scoring, 
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different scoring keys that have been generated using different scoring approaches are 

combined Thus, one scoring key can be used as a primary key, yet a secondary key can 

influence some of the item scores, such as replacing scores of zero that are generated by 

the primary key (Bergman et al., 2006). Bergman et al., note that using an empirical and 

theoretical key together can help overcome some of the concerns raised by each approach, 

because it recognises theory and relies less on solely empiricism.  

Various methods are used to score SJTs; for example, using the Chan and Schmitt method, 

participants are awarded points for each item dependent on what percentage of SMEs 

endorse the same point on a rating scale; therefore, higher scores represent better 

situational judgement (Chan and Schmitt, 1997; 2002). Similar to the Chan and Schmitt 

method, MacCann and colleagues (2004) refer to the proportion scoring method, noting 

that this allocates a test-taker a score for each item based on how many other individuals 

endorsed that response. Some other consensus scoring methods noted in the literature 

include mode scoring, lenient mode scoring, dichotomous scoring, distance scoring, and 

adjusted distance scoring (MacCann et al., 2004; Weng et al., 2018). A description of each 

can be viewed in Table 2.2. An alternative scoring approach that has received increasing 

attention is pairwise comparison scoring (Gold and Holodynski, 2015; Reiser et al., 2022; 

Rosman et al., 2016). In sum, SJTs can differ in their format as well as their scoring approach, 

all of which can influence the internal consistency reliability and construct and criterion-

related validity of an SJT (De Leng et al., 2017; 2019). 
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Table 2.2 Five consensus methods (adapted from MacCann et al., 2004; Weng et al., 2017) 

Scoring method 

 

Description 

Proportion scoring A test-taker is allocated a score for each SJT item dependent on the proportion 

of individuals that endorse that response 

 

Mode scoring A test-taker is allocated a positive score for each rating or category that is 

chosen as most effective by the largest proportion of individuals 

 

Lenient mode 

scoring 

A test-taker is allocated marks as per mode scoring, but is also allocated a 

positive score for items chosen on either side of the mode rating 

 

Dichotomous 

scoring 

 

A test-taker is allocated a score, of one, if their response falls within the range 

of response options that is considered correct; otherwise, they receive a score of 

zero.  

 

Distance A test-taker is allocated a score for each SJT item dependent on how far away 

their rating/response is from the mean rating provided by all individuals for that 

item 

 

Adjusted distance An individual’s distance scores are converted into z scores 

 

 

2.5 Reliability (and its problems) 

Assessing the reliability of SJTs is problematic (Whetzel and McDaniel, 2009). With 

traditional SJTs, item stems (i.e. scenarios) and their response options are construct 

heterogeneous (McDaniel and Whetzel, 2005) and assess multiple constructs 

simultaneously. As a result, the use of traditional metrics of reliability, such as Cronbach’s 

alpha, can be inappropriate. The reliance of such approaches to estimating test reliability 

can lead to an underestimation of the internal consistency of items (i.e., the extent to which 

item scores intercorrelate; Whetzel and McDaniel, 2009, Catano et al., 2012). This can be 

due to failing to accommodate for various method effects, such as the dependency of 

responses to items related to the same stem. A meta-analysis has previously reported 

internal consistency coefficients ranging from 0.43 to 0.94 across 39 SJTs (McDaniel et al., 

2001). A separate study reported internal consistency coefficients ranging from 0.32 to 0.69, 

within subjects, which appeared dependent on the scoring method and response instruction 

used (Ployhart and Ehrhart, 2003). In the latter study, rating formats had the highest 

internal consistency reliabilities; and forms where test-takers were asked to select one 
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response option only had slightly smaller internal consistency reliabilities in comparison to 

forms with two choices (e.g., what would you most and least likely do).  

Findings from factor analytic SJT research also demonstrate that the responses to SJTs are 

‘multidimensional’, which, in turn, provides a rationale for their low internal consistencies 

(Lievens et al., 2008). However, in this sense, the response patterns may not be well 

described by a multidimensional factor model. Rather, many SJTs used in personnel 

selection have what might be referred to as ‘an essential unidimensional’ structure. That is, 

one, main factor may explain a substantial portion of the variance in responses, but there 

may be several smaller factors with items loading on them indistinctly (Nandakumar, 1991). 

Instead of assessing the internal consistency of SJT scores, it is recommended that reliability 

is assessed using test-retest reliability, or parallel form reliability (Whetzel and McDaniel, 

2009). Findings of a longitudinal study demonstrated that SJT test-retest reliability was 

higher than internal consistency reliability across two populations, and for two different 

types of SJT response instructions (Catano et al., 2012). Despite this, many studies assessing 

SJTs continue to report on internal consistency estimates. Chan and Schmitt (2002) used 

two parallel SJT forms to assess overall job performance as well as task performance, 

motivational contextual performance and interpersonal contextual performance. The 

authors reported the parallel form reliability as 0.76. 

To summarise, caution must be given when interpreting the results of any meta-analysis 

regarding the reliability of SJTs. Noting that an assessment can be ‘reliably wrong’, it has 

previously been suggested that ‘greater emphasis should be placed on establishing the 

predictive and concurrent validity of selection tools instead’ (Patterson, 2018, p.4). 

2.6 Validity 

Three types of validity are typically evaluated to determine whether an assessment tool 

measures what it purports to measure; these include evaluating a tool’s construct validity, 

criterion-related validity, and incremental validity.  
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2.6.1 Construct validity 

The construct validity of an assessment provides an indication of how much an assessment 

measures what it intends to measure (e.g. integrity or empathy; Patterson, 2018). There are 

many ways of evaluating an assessments construct validity and two means of doing so 

include exploring an assessment’s convergent or criterion-related validity. 

 Convergent and discriminant validity 

To establish an assessment’s convergent validity, one can make comparisons between 

scores on the assessment and scores on other measures of similar constructs (Patterson et 

al., 2016d). For example, one could evaluate whether scores on an assessment evaluating 

ones’ knowledge of professional behaviours are positively correlated with their level of 

agreeableness. To demonstrate convergent validity, a prior study reported that scores on an 

SJT that was developed to assess integrity for medical school selection significantly 

correlated with all other integrity related-measures used in the study (De Leng et al., 2018). 

In addition, the same authors evaluated whether SJT scores were correlated with scores on 

the self-efficacy subscale of the Motivated Strategies for Learning Questionnaire (Pintrich et 

al., 1991). De Leng et al. (2018), observed that none of the SJT scores were significantly 

correlated with these subscale scores, thus demonstrating discriminant validity.    

One meta-analytic study reported that scores from SJTs had a mean correlation of .46 with 

general cognitive ability tests (McDaniel et al., 2001). However, there was great variability 

around this mean with some SJT scores being more highly correlated with cognitive ability 

than others. McDaniel et al. (2001), suggest that moderators of this relationship include 

whether the SJTs were based on a job analysis and the amount of detail in SJT questions. As 

reported by the McDaniel et al. (2001), SJTs that generate scores which are more highly 

related to general cognitive ability include those that are based on a job analysis, and those 

with more detailed questions. Tests with knowledge-based instructions have also been 

observed to have higher correlations with cognitive ability than tests with behavioural-

tendency instructions, which instead show higher correlations with personality constructs 
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(Mcdaniel et al., 2007). Chan and Schmitt found that performance on an SJT, which was 

developed to predict overall job performance, was uncorrelated with cognitive ability (r = -

.02, 2002), thus demonstrating that, where desired, an SJT can be designed to tap less into 

general cognitive ability as opposed to other constructs. 

 Criterion-related validity 

The criterion-related validity of an assessment indicates the extent to which the SJT scores 

can predict subsequent job performance or behaviour (Patterson et al., 2016d), therefore, 

also providing evidence for an instrument’s construct validity. A meta-analysis that obtained 

102 correlation coefficients between SJT scores and job performance reported an estimated 

population validity of 0.34 across a range of measures and samples (McDaniel et al., 2001); 

as McDaniel et al., highlight, this is a similar level to that reported in a meta-analysis of the 

validity of assessment centres (Gaugler et al., 1987). A more recent study by Lievens and 

Patterson (2011) found also that the criterion‐related validity of scores on an SJT and an 

assessment centre were similar with regard to supervisor-rated job performance for 

advanced-level high-stakes testing. The scores resulting from SJTs have been found to 

demonstrate varying levels of criterion-related validity however, due to the SJTs differing 

characteristics and the construct domains they are built to assess. Another meta-analysis 

reported estimated population validities of 0.26 for both knowledge-based and behavioural-

tendency based instructions; however, when the SJT content was kept constant, knowledge-

based instructions had substantially higher criterion-related validity (Mcdaniel et al., 2007). 

Whilst some validities reported in the literature may be smaller, criterion-related validities 

are increased when the content domains of predictors and criteria are appropriately 

matched (Christian et al., 2010). It is therefore recommended that appropriate outcome 

markers are chosen when determining how effective a selection assessment is (Patterson, 

2018).  
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2.6.2 Incremental validity 

In numerous, though not all instances, SJT scores have been found to have incremental 

validity above and beyond other predictors of performance, including cognitive ability and 

personality, as well as job experience (Chan and Schmitt, 2002; Clevenger et al., 2001; 

Mcdaniel et al., 2007). These findings indicate that the SJT is assessing something distinct 

and unique, that is not observed using traditional selection procedures (Weekley and 

Ployhart, 2006). Whilst most studies report modest values of incremental validity, often in 

the range of 5 to 10% variance, it is proposed that incremental validity values will be larger 

when adjusting for the effects of constructs that are different from those assessed by SJTs 

(Webster et al., 2020). Ratings derived from assessment centre exercises have 

demonstrated incremental validity over and above SJT scores in predicting supervisor-rated 

job performance; nevertheless, an SJT provides a promising cost-effective method that has 

demonstrated similar criterion related validity to an assessment centre (Lievens and 

Patterson, 2011).  

2.7 Issues (challenges to development) 

Whilst there is a lot of evidence that supports the use of SJTs as a valid predictor of 

performance, there are also challenges to their development that can influence their 

effectiveness in practice. SJTs can be prone to faking, practice, and coaching effects (Lievens 

et al., 2008), however these issues can be minimised through the careful design of an SJT. 

2.7.1 Faking 

In high stakes selection, applicants want to provide the best answers to an assessment to 

obtain higher test scores. Thus, when provided a behavioural-tendency instruction on an SJT 

(e.g., ‘what would you do’), it is unlikely that a candidate would want to provide an 

undesirable response, and they may instead, select what they think they ought to do in that 

situation. A study that explored the fakability of an SJT on college students’ performance 

found that students’ whom were asked to fake their answers on an SJT in order to provide 

the best impression, scored significantly higher than those that were asked to answer the 
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SJT honestly (d=.89; Peeters and Lievens, 2005). This finding is concerning for high-stakes 

selection, however, evidence highlights that knowledge-based instructions are less prone to 

faking than behavioural-tendency instructions (McDaniel and Nguyen, 2001; Nguyen et al., 

2005). Therefore, it may be more appropriate to use knowledge-based questions, as 

opposed to behavioural-tendency instructions, when developing an SJT for selection 

purposes as you cannot fake what you do not know. 

2.7.2 Coaching  

Whilst organisationally-endorsed coaching can improve a person’s responses on an SJT, it is 

argued that this does not affect the criterion-related validity of the SJT scores; also, coaching 

effects may be reduced if all applicants are given the opportunity to practice similar SJT 

items (Stemig et al., 2015). Knowledge-based instructions are also less susceptible to 

coaching (Patterson et al., 2016a), providing a further argument for utilising knowledge-

based instructions in high stakes selection settings. 

2.8 Subgroup differences 

Prior research has demonstrated that, on average, white test takers perform better on SJTs 

than test takers from a Black, Asian and Minority Ethnic (BAME) background; also, female 

test takers typically perform slightly better than male test takers (Whetzel et al., 2008). 

Whilst subgroup differences have been observed however, SJTs are high-validity 

assessments that result in less adverse impact against minority subgroups than those 

observed for traditional selection procedures, such as cognitive ability tests (Weekley and 

Ployhart, 2006). Students from more privileged backgrounds typically have stronger 

academic records than those from less privileged backgrounds (Patterson, 2018), which can 

result in an unfair selection procedure. This concern can be partially addressed using 

selection methods that assess for non-academic attributes, such as an SJT. SJTs may 

therefore be more favourable to organisations that embrace diversity in the workforce. The 

importance of a diverse healthcare workforce has previously been highlighted; we must 
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have well-trained staff that understand the culture of the communities they serve 

(Patterson et al., 2018).  

SJTs can be designed to minimise subgroup differences; for example, if the cognitive loading 

of an SJT is low, they have less adverse impact towards minority groups (Lievens et al., 

2008). Black test takers tend to provide extreme ratings on a Likert-scale SJT more 

frequently than White test takers (McDaniel et al., 2011); therefore, McDaniel et al. (2011) 

recommend controlling for these response tendencies when scoring SJTs. Also, an SJT 

developer could include less points on a rating scale (e.g., having four Likert points instead 

of eight) to minimise the impact of extreme response style. 

2.9 Applicant reactions 

If the selection process is viewed unfair by candidates, there is an increased risk of litigation 

(Patterson, 2018). It is therefore important that applicants judge assessments as fair. 

Patterson (2018) suggests that to attract potential employees to a role, it is important that 

assessments are perceived relevant to the position, thus possessing face validity. Studies 

have previously demonstrated that SJTs are rated favourably by candidates (see Lievens et 

al., 2008; Patterson et al., 2016b). 

2.10 Conclusion 

There is currently no widely used, single, structured assessment tool used for the selection 

of staff into mental health service roles. However, SJTs have generally been found to be a 

valid and relatively cost-effective method for staff selection, especially where interpersonal 

skills are part of the job role (Lievens, 2013; Lievens and Sackett, 2012). Whilst challenges 

have been noted regarding the development of SJT items, it is highlighted that some of 

these challenges are due to a lack of resources that organisations have available to invest in 

the development, refinement, piloting and evaluation of this process (Health Education 

England, 2014a). It can be both time consuming and resource intensive to develop an SJT, 

however, it is widely accepted that SJTs, when properly constructed, are a valid and cost-
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effective selection method (Patterson et al., 2016a), that are good predictors of job 

performance (McDaniel et al., 2001; Motowidlo et al., 1990). Furthermore, compared to 

cognitive ability and personality tests, scores resulting from SJTs show increased criterion-

related validity and incremental validity (Lievens et al., 2008). Prior studies demonstrate 

that SJTs can assess non-academic attributes for medical education and training (Patterson 

et al., 2012), including an individual’s values (Groothuizen, 2020). The acceptability of SJTs 

to applicants is positive. SJTs can also be delivered to large populations at the same time via 

the internet (Lievens et al., 2008), and can be marked mechanically against standardised 

scoring criteria (Weekley and Ployhart, 2006). For this reason, SJTs may be easier to 

implement in large-scale testing programs (Weekley and Ployhart, 2006).  

Motowidlo and Beier (2010) propose that where ITPs have some level of stability across a 

domain of jobs and organisational settings, it could be beneficial to develop an SJT that 

would assess those ITPs, even if the specific knowledge required for the role did not 

generalise across jobs. Whilst a thorough job analysis is recommended to assess the key 

attributes and competencies required of a role when developing an SJT (Patterson and 

Driver, 2018), there are specific attributes expected of all healthcare professionals, which 

include compassion, respect, and caring for patients (Patterson et al., 2016b). It is 

conceivable that a single SJT could assess the interpersonal attributes desired of all staff 

working in mental health services and that such assessment would, in turn, facilitate the 

selection of staff with the appropriate values and qualities to work in mental health services. 

An SJT therefore has the potential to help select a more compassionate and caring 

workforce, well suited to the nature of the work.  
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Chapter 3: Philosophical Foundations 

Chapter 2 of this thesis provided a detailed description of Situational Judgement Tests 

(SJTs), while presenting the evidence base supporting their use for personnel selection. 

Having chosen to develop an SJT to assess professional judgement in mental health services, 

this chapter outlines the philosophical foundations underlying the methods and 

methodology used for this mixed-methods programme of work. 

3.1 Reflexivity: my starting point 

Researcher bias can be present at any stage in the research process, from developing a 

research question to interpreting the research findings. Reflexivity however increases the 

validity of qualitative research (Pillow, 2003), as researchers consider how their background, 

characteristics, and engagement with the research process may influence the data 

generated and their subsequent interpretation of findings (Berger, 2015).  

Before detailing the methodology underlying this project, it is felt appropriate to first 

discuss the author’s motivations for embarking on the project itself. To fulfil this objective, 

the author wishes to speak in the first person, recognizing the influence their experience 

and beliefs have had on the research process. It is not uncommon for a researcher’s 

personal experience to influence their choice of research approach (Creswell, 2014). I 

applied to undertake this PhD in 2016; at that time, I had received care from mental health 

services and had previously been detained under the Mental Health Act (1983; that is, being 

detained, in hospital, involuntarily). During that period of hospital treatment, I was 

physically restrained and given medication against my will; all whilst experiencing psychosis. 

As one may expect, I was left with some misgivings about the mental health system, as well 

as some staff members working within that system. 

Not only had I received care from mental health services, but I had also worked within the 

organisation that provided this care; job roles I had held within the organisation included 

working as a care assistant for adults with learning disabilities, training and completing a 
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diploma in Health and Social Care, working as an assistant psychologist and a research 

assistant, and working in a clinical audit and compliance capacity. Whilst the former roles 

were more clinical in nature, the latter two roles were in corporate positions and involved 

reviewing the Trust’s compliance with health care regulation, guidance, and standards. 

I was familiar with many staff members and patients in the organisation where the research 

was performed; some knew me as a patient, supporting me in either inpatient or outpatient 

services, others knew me as a colleague. Referring to focus groups, some argue that it can 

be unhelpful to choose a moderator who is an insider (Barbour, 2007, p. 50), however, 

Berger (2015) notes that her ‘insider’ perspective facilitated the conduct of her research as 

it helped her gain entry to the field she was researching and increased her ability to recruit 

participants and process the data generated. The personal knowledge I held regarding the 

organisation certainly helped facilitate the conduct of this doctoral work, which included the 

recruitment of staff.  

As highlighted in the acknowledgements section of this thesis, I received an advertisement 

for this doctoral project from my former boss Dr Angela Kennedy while I worked as a 

research assistant. The thought of undertaking this project appealed to me greatly. I have 

always wanted to play a part in improving mental health services, not only due to my own 

experience as a patient, and someone that lives with mental health difficulties, but also 

having been a child of parents that had experienced mental health difficulties too. 

Recognising my own psychological struggles of working directly with individuals that have 

mental health difficulties, I believed that research and service development was my forte. 

The opportunity to develop an assessment that would help select suitable staff into mental 

health services appealed to me greatly. I was forever grateful for this opportunity and, 

additionally, the stipend that Hull York Medical School provided to undertake this work. 

A key component of this project was to ‘develop ways of constructing and then measuring 

peoples’ knowledge of professionalism in mental health services’; with this framework in 
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mind, it was intended that a pool of SJT items would be developed and validated. The 

project was funded by an Athena SWAN award, presented to Professor Finn, that was 

granted to promote gender equality and advance the careers of women researchers. It is 

worthy to note that this doctoral work also sat within a wider project led by Professor Paul 

Tiffin, namely ‘Enhancing selection of the healthcare workforce: a programme of 

psychometric epidemiology.’ The project led by Professor Paul Tiffin was part of a Career 

Development Fellowship funded by the National Institute for Health Research.   

Since the commencement of this doctoral project, I have been discharged from secondary 

(specialist) mental health services. I have had the fortune of meeting staff from many 

disciplines and am pleased to have developed a more positive image towards professionals 

working in the field. I am delighted that I have had the opportunity to develop an SJT that 

will help select more staff with the appropriate values, knowledge, and behaviours to 

deliver effective mental health care. 

3.2 Paradigms – ‘researchers’ beliefs about their efforts to create 
knowledge’ 

Noting that paradigms underpin and inform the design of quantitative and qualitative 

research, Brown and Dueñas (2020) recommend that researchers select their paradigm 

before they commence their research. Thomas Kuhn is well known for his use of the term 

‘paradigm’, and this likely led to the popularity of its use for summarising researchers’ 

beliefs about their efforts to create knowledge (Morgan, 2007). Whilst the term paradigms 

has proved helpful for some, it is not uncommon for social scientists to use the term and 

mean completely different things (Morgan, 2007).  

Morgan (2007) categorised uses of the term ‘paradigms’ into four basic versions; Paradigms 

as Worldviews, Paradigms as Epistemological Stances, Paradigms as Shared Beliefs Among 

Members of a Specialty Area, and Paradigms as Model Examples of Research. The author 

will briefly summarise the first two of these, Paradigms as Worldviews and Paradigms as 
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Epistemological Stances. According to the use of the term ‘paradigms as worldviews’, 

paradigms can be described as the way that people experience and think about the world in 

its entirety (Morgan, 2007). Morgan notes, however, that it is not very helpful to think of 

worldviews as encompassing ‘everything’ that someone thinks and believes, and that 

researchers should instead focus on their thoughts about the nature of research. In 

discussing ‘Paradigms as epistemological stances’, Morgan notes that this version of the 

term takes a narrower approach than using the term ‘paradigms as worldviews’ as it 

concentrates on one’s beliefs regarding issues within the philosophy of knowledge, 

including the nature of knowledge and knowing (Morgan, 2007). Morgan’s use of the term 

‘epistemological stances’ aligns with Creswell’s use of the term worldview (see below; 

Creswell, 2014). It is worth noting at this point that it is not unusual for a lack of clarity 

regarding what a paradigm consists of (Brown and Dueñas, 2020); as mentioned earlier, 

social scientists often use the term ‘paradigm’ and mean completely different things 

(Morgan, 2007). 

It has been suggested that paradigms are constructed of several ‘building blocks’, which 

include axiology (a theory of value), ontology (the nature of reality), epistemology (the 

nature of knowledge), methodology (the nature of research), methods (research 

procedures), and sources (available research data; Biedenbach and Jacobsson, 2016; Brown 

and Dueñas, 2020; Bunniss and Kelly, 2010); social scientists may have differing beliefs 

regarding these ‘building blocks’ and thus align to different theoretical orientations. Figure 

3.1 displays these building blocks as part of an iceberg metaphor, recognising that all these 

elements are intertwined and influence one another. The blocks beneath the surface 

influence our methods, yet it is only the methods we use that are clearly visible to those 

around us. 
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Figure 3.1 The building blocks that form a research paradigm (adapted from Brown and 

Dueñas, 2020; the iceberg image was obtained via an Adobe Stock license) 

3.3 Theoretical orientations 

In a book on research design, Creswell (2014) details four key beliefs held by researchers 

that are widely cited in the literature, including; the Postpositivist worldview, the 

Constructivist worldview, the Transformative worldview and the Pragmatic worldview. A 

summary of these theoretical orientations is provided below. Prior to detailing these, 

however, the author wishes to first discuss positivism.  

3.3.1 Positivist research 

The positivism doctrine was created by Auguste Comte in the 19th century and was based on 

the conviction that human behaviour could be examined using the same laws of the physical 
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and natural sciences (Miller and Brewer, 2003; Salkind, 2010). In Comte’s system, the 

researcher could apply methods used in the positive sciences to the humanities in order to 

obtain knowledge (Salkind, 2010). It has been proposed that positivism is a misunderstood 

term (O'Reilly, 2009) that has different meanings for many current researchers and 

academics (Salkind, 2010). Nevertheless, the paradigm has several central tenets (see Lewis-

Beck, 2004). A few of the beliefs held by positivists include: that all our knowledge of the 

world is received through our senses as we experience it; that we can only know what we 

observe; that we can test anything we claim to be true through the use of observation and 

experimentation; that recurring patterns of experience can be stated as scientific laws; that 

knowing these laws should enable us to predict future occurrences of that phenomena; and 

that scientific objectivity rests on testable factual statements, as opposed to subjective 

value judgements (O'Reilly, 2009). Essentially, there is a ‘real world’ out there that is 

independent of people's perceptions of it; this reality is fixed and unchanging and research 

can accurately access this (Miller and Brewer, 2003). 

Lincoln and Guba have summarised several assumptions that sit within the positivism 

paradigm, including: 1) that there is a single, tangible reality; 2) that the knower is 

independent of the known; 3) that knowledge is generalisable; 4) that there are no effects 

without causes and vice versa; and 5) that the use of appropriate methods mean that the 

study is independent and not influenced by the researcher’s values (Lincoln and Guba, 

1985). It is worth noting that in the social sciences, positivism is commonly rejected by the 

other paradigms, because of its belief that science can discover definitive objective facts 

(Corry et al., 2019). 

3.3.2 Postpositivist research 

Like positivism, the term ‘postpositivism’ is riven with ambiguity among researchers and 

there is no singular agreed definition (Corry et al., 2019). It has been suggested that 

“Postpositivism was a reaction to the widely discredited axioms of positivism, and many of 

its tenets were in direct opposition to those of its predecessor” (Clark and Creswell, 2008, 



 

74 

 

p.12). Creswell and Poth (2007, p.23) note that postpositivists do not believe in strict cause 

and effect, but instead believe that ‘all cause and effect is a probability that may or may not 

occur’. Furthermore, the authors suggest that postpositivists believe in multiple 

perspectives from participants as opposed to a single reality. In contrast however, an article 

by Bunniss and Kelly (2010) asserts that postpositivists, like positivists, believe that reality is 

fixed and static and there is an overarching objective truth. Postpositivist tenets include the 

ideas that: the values held by investigators influence research (value-ladenness of inquiry); 

the theory, hypotheses, or framework that an investigator uses also influence research 

(theory-ladenness of facts); and investigators’ understanding of reality is constructed 

(nature of reality; Clark and Creswell, 2008). 

3.3.3 Constructivist research 

The discrediting of positivism also resulted in more radical paradigms than postpositivism, 

which included constructivism (Clark and Creswell, 2008). Referring to constructivism, Guba 

and Lincoln utilised the term ‘naturalist’ (Clark and Creswell, 2008), whilst subsequently 

listing several clear distinctions between naturalistic inquiry and positivism (see below; 

Guba and Lincoln, 1982): 

1) whereas positivists believe in a single, tangible reality, naturalists believe in multiple, 

intangible realities.  

2) naturalists believe that the knower and the known are interrelated and not 

independent of one another, as believed by positivists.  

3) whilst positivists believe that generalisations are possible, regardless of context, 

naturalists believe that this is not possible. 

4) in comparison to positivists’ belief that cause-effect relationships can be established, 

unequivocally, for every action, naturalists believe that inquirers can, at best, 

establish plausible inferences regarding such patterns. 

5) Naturalists believe that inquiry is value-bound, as opposed to value-free. 
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This list has since been added to by Clark and Creswell (2008), who note that in 

constructivism ‘there is an emphasis on arguing from the particular to the general’.  

3.3.4 Transformative research 

The transformative approach arose during the 1980s and 1990s from individuals that 

believed the postpositivist assumptions imposed laws and theories that did not fit 

marginalised individuals in society; transformative researchers also believed that the 

constructivist paradigm did not support strongly enough an action agenda to help 

marginalised individuals (Creswell, 2014). A fundamental belief behind this approach is that 

knowledge reflects the power and social relationships in society, and is thus not neutral 

(Creswell and Poth, 2007). Transformative researchers include critical theorists and 

participatory action researchers. Furthermore, transformative research typically contains an 

action agenda for reform and would incorporate studies that may change the lives of 

participants or institutions in which they work or reside (Creswell, 2014). 

The transformative approach holds that ethical research needs to promote social justice and 

further human rights (Mertens, 2017). In addition, the framework assumes that there are 

multiple versions of reality influenced by peoples’ different societal positionalities, such as 

their gender, more or less privilege, ethnicity, and disability status, among other factors 

(Mertens, 2017). According to Merton (2017), transformative researchers need to be aware 

of their own power and cultural standpoint when undertaking research, and be mindful of 

how these factors influence their relationships with the research participants. 

Transformative researchers’ methods are not dictated by methodological assumptions 

(Mertens, 2017) and researchers that adopt this paradigm may therefore utilise mixed 

methods.   

3.3.5 Pragmatist research  

Pragmatism has previously been presented as a third paradigm, sitting on a continuum 

between the qualitative and quantitative research, whilst utilising a mixed methods 

approach (Johnson and Onwuegbuzie, 2004). A pragmatic researcher will use multiple 
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methods of data collection and may use multiple sources of data to best address the 

research problem. The primary focus of the pragmatist is on the practical implications of the 

research, rather than antecedent conditions (Creswell, 2014; Creswell and Poth, 2007). 

Whilst other theoretical orientations are particularly concerned with truth, pragmatists are 

only concerned with what works at the time; therefore, it does not matter whether reality is 

independent of the mind or not (Creswell, 2014). Instead of being concerned about the 

nature of reality and the possibility of truth, pragmatists are instead concerned with ‘what 

difference’ the research will make (Morgan, 2007). 

3.4 Paradigm wars 

The debate between the alternative paradigms, particularly the qualitative and quantitative 

debate (i.e., the positivist paradigm versus the constructivist paradigm) has been referred to 

as the ‘paradigm wars’ (Clark and Creswell, 2008). The ‘paradigm wars’ date back to the late 

nineteenth century (Smith and Heshusius, 1986) and applies at various levels, including 

data, design and analysis, and the interpretation of results (Howe, 1988). Advocates of the 

‘incompatibility thesis’ believe that quantitative and qualitative methods are incompatible 

and mutually exclusive, due to their differing beliefs regarding reality, truth, and the 

relationship between the investigator and the object of investigation (Howe, 1988). 

According to these advocates, research that tries to combine the two approaches are 

doomed to failure due to differences in the philosophies underlying them (Clark and 

Creswell, 2008).  

In comparison to advocates of the ‘incompatibility thesis’, pacifists believe that qualitative 

and quantitative approaches are compatible (Clark and Creswell, 2008; Howe, 1988), and 

that qualitative and quantitative methods are merely different approaches to research that 

should be used pragmatically, dependent on the research question (Bryman, 2012, as cited 

in Holloway and Galvin, 2017). Paley and Lilford (2011) believe that it is unnecessary for 

qualitative research to align itself to a particular philosophy and instead suggest that 

qualitative and quantitative methods are ‘alternative tools’ that can be used for different 
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tasks in research. Indeed, the core assumption of using both qualitative and quantitative 

methods is that the combination of these approaches provides a better understanding of a 

research problem than what would be obtained using either method alone (Creswell, 2014).  

3.4.1 The author’s research position 

The focus of this doctoral work was to develop an SJT that would assess practitioners’ 

knowledge of professionalism for mental health services. The author started these doctoral 

works as a pragmatist and was not overly concerned regarding the ‘nature of reality’ or the 

‘possibility of truth’; instead, their primary intention was to develop an instrument that 

would effectively select professionals with the appropriate knowledge and behaviours to 

work in mental health services. Nevertheless, for transparency, the author believes it is 

important to share some of their views here.  

 Axiology – a theory of value 

The author makes no secret of the fact that they have previously been hospitalised in 

mental health services. It is predominantly due to this experience that the author wanted to 

undertake this project and, in turn, felt it valuable to develop an assessment that would 

help select appropriate staff for this setting.  

 Ontology – the nature of reality 

Psychological attributes differ from physical objects (Guyon et al., 2018). The author agrees 

with Guyon, that mental attributes can be viewed as characteristics that can be inferred 

from the behaviour of a person; they are a state of ‘equilibrium’ in an individual and can 

therefore be considered a reality (Guyon et al., 2018, p.154). Like Guyon, the author 

believes that these attributes need to be analysed in relation to their dynamic social 

environment.  

 Epistemology – the nature of knowledge 

Whilst the author believes that mental attributes can be considered a reality to some 

degree, the author also believes that knowledge is subjective and that there are multiple 
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versions of reality. The author believes that this knowledge is co-constructed among groups 

and individuals and it is mediated by power relations, thus leaning towards the theoretical 

orientations of interpretivism and critical theory (Bunniss and Kelly, 2010). The author is 

aware of various power differentials that exist in mental health services, ranging from the 

care worker to the patient, and across and within professional groups. An example of which 

is the opposing views regarding the ‘social model’ and ‘medical model’ of disability (Hogan, 

2019), noting that the bio-medical model has historically dominated the debate; that is, a 

narrow reductionist view of medicine that predominantly focuses on the biological factors 

without consideration of the psychosocial factors and influences. Henceforth, to promote 

inclusivity, the author was keen to involve patients and carers early on in the research 

process and continually throughout the project. 

 Methodology – the nature of research 

A mixed methods approach was utilised for the current project, which aligns well to the 

author’s original paradigm, pragmatism. Mixed methods research is an emerging field and 

incorporates the collection, analysis and mixing of qualitative and quantitative data in order 

to understand a problem more fully (Ivankova and Creswell, 2009). The adoption of mixed 

methods can help minimise the weaknesses and utilise the strengths of both quantitative 

and qualitative approaches in a single study, providing an innovative approach to address 

issues in health services (Fetters et al., 2013; Johnson and Onwuegbuzie, 2004). In line with 

pragmatism, the author agrees that qualitative and quantitative approaches to research 

should not be viewed as polar opposites, but instead lie on different ends of a continuum 

(Creswell, 2014). Furthermore, the author agrees with Paley and Lilford (2011), that 

qualitative and quantitative methods can be used for different tasks and do not necessarily 

need to align themselves with a particular philosophy at all. A mixed-methods process is 

common in the development of traditional SJTs (Tiffin et al., 2020), which leads the author 

to recollect Morgan’s use of the term ‘Paradigms as Model Examples of Research’ (Morgan, 

2007). As Morgan highlights, ‘paradigmatic examples’ highlight to newcomers how the field 
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address their central issues. Despite use of the term ‘Paradigms as Model Examples of 

Research’ receiving little attention, the current author recognises how model examples in 

the field have guided their work (e.g. Tiffin et al., 2020; see Figure 3.2).  

The four mixed methods designs most frequently used by researchers include Explanatory 

Design, Exploratory Design, Triangulation Design, and Embedded Design (Ivankova and 

Creswell, 2009); a sequential exploratory mixed methods design with instrument 

development was adopted for this project (Clark and Creswell, 2008). The latter approach 

involves the researcher first conducting qualitative research to explore the views of 

participants, before analysing and using the data in a quantitative study (Creswell, 2014). In 

psychometrics, one hopes to evaluate psychological phenomena (e.g., intelligence, 

personality or attitudes); it is necessary to operationalise these phenomena in order that 

one can attempt to assess quantitative manifestations of these, via test scores. As with a 

study conducted by Milton et al., the mixed-methods approach used for this project 

commenced with a qualitative phase, progressed to instrument development, and was 

followed by a quantitative study (Clark and Creswell, 2008; Milton et al., 2003). Some 

complementary quantitative and qualitative data was also collected during the qualitative 

and quantitative phases, respectively, which enhanced the development and subsequent 

validation of the SJT (the development and validation process is summarised in Figure 3.2). 

It is acknowledged that there is a lot of debate regarding the circumstances that 

psychological assessments represent fundamental measurement. This topic is therefore 

expanded upon in the discussion chapter of this thesis.  

 



 

80 

 

Define test specification by identifying 
the personal qualities deemed essential 

or important to effective workplace 
performance. This usually involves 

interviews or focus groups with subject 
matter experts (SMEs) study

Elicit ‘‘critical incidents’’ that can serve 
as potential scenarios in the test, usually 

via focus groups with SMEs and other 
stakeholders 

Decide on a response format and create 
items relating to the scenarios

Involve SMEs in designing a provisional 
scoring key, based on expert consensus

Trial pilot items in a sample of test-
takers, similar to those for whom the 

test is intended as a selection measure. 
Ideally, some data relating to validity 
should also be obtained at this stage 

Review item construction, inclusion and 
scoring in light of psychometric analysis 

of pilot response data

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.2 The ‘traditional’ approach to SJT development (adapted from Tiffin et al., 2020) 

Procedures undertaken for the current project 

• SJT literature review 

• Inductive and deductive item development 
and review 

• Qualitative study (data collection) 

• Rapid, systematic literature review 

• Qualitative study (data collection and analysis) 
 

• Follow up from qualitative study (quantitative 
data collection and analysis) 

• Quantitative study (data analysis, with review 
of supplementary qualitative data) 

• Quantitative study (data collection, with 
supplementary qualitative data collected) 
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3.5 Methods 

A systematic review and qualitative study, which incorporated both interviews and focus 

groups, were undertaken to develop an understanding of the concept of professionalism, as 

well as identify the professional attributes desired of professionals working in mental health 

services. Thematic analysis and framework analysis were utilised to analyse the data 

generated during the review and qualitative study, respectively. In comparison to a 

quantitative study, a qualitative approach was deemed most appropriate at this stage of the 

project as qualitative research is recommended when exploring the meaning individuals 

ascribe to a particular social problem (Creswell, 2014). During the qualitative phase, the 

critical incident technique was utilised to generate examples of professional scenarios and 

identify the challenges that staff members face (Flanagan, 1954). Noting that SJT scenarios 

should be based on a thorough job analysis to identify the key attributes associated with 

effective performance in the role (Patterson et al., 2016d), this was deemed to be a suitable 

approach. 

Noting that cognition cannot be understood as a purely internal cognitive process (Merriam, 

2010), but is instead intrinsically linked to the social and cultural contexts in which it occurs 

(Cobb, 2001), SJT items were drafted to assess the ‘situated cognition’ of professionals 

working in mental health services. It was hoped that the SJT scores would predict which 

professionals would be more effective in practice and thus have the potential to facilitate 

the selection of staff into mental health services. Items were appraised by an SME panel, 

who also rated the SJT item responses. SME consensus was evaluated to determine the best 

response to each item. During development of the initial SJT instrument, a ‘blue printing’ 

process was undertaken, which involved the author assigning pilot SJT items to one of six 

professional attribute domains - domain labels were determined through analysis of the 

interview and focus group data. This blueprinting process facilitated the development of 

two SJT instruments that incorporated a similar range of items. 
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Whilst the qualitative study served its purpose, it was yet to be determined whether the SJT 

would work as intended (i.e., the capability of the SJT to assess ones’ workplace 

effectiveness was yet to be established). A subsequent quantitative study enabled the 

evaluation of the utility of the SJT. The collection of hard outcomes related to patient 

benefit would have been most desirable (for example, a patient’s duration in hospital); 

however, pragmatically this data is very hard to obtain. Therefore, a decision was made to 

collect supervisor ratings of job performance instead; the collection of supervisor and 

manager ratings of effectiveness is common in SJT validation studies (e.g. Bledow and Frese, 

2009; Cousans et al., 2017; Crook et al., 2011; Motowidlo et al., 2009). A bespoke supervisor 

rating tool was developed, and a pilot study was undertaken. Quantitative research is a 

suitable approach for testing objective theories by examining relationships between 

variables (Creswell, 2014); a mixed methods approach was thus utilised for this project. 

3.5.1 Aim 

The overall aim of the research project was to ‘develop and validate an SJT that would 

assess staff members’ knowledge of professionalism for a mental health services context’. 

3.5.2 Original objectives 

1. To define 'professionalism' for a mental health services context.  

2. To develop a pool of SJT items that could validly evaluate 'knowledge of professionalism' 

in a mental health setting. 

3. To develop and validate an SJT for personnel selection in mental health services. 

4. To develop a bespoke workplace behaviours rating tool.  

3.5.3 Departures from the original research protocol  

Initially, the researcher hoped to develop a conscientiousness index for mental health 

services, thus building on the work of McLachlan et al (2009). Recognising that many facets 

incorporated within the conscientiousness index would be difficult to obtain in the NHS 
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(e.g., scoring staff dependent on whether they were on time for shifts), a bespoke 

supervisor rating tool was developed instead; it was believed that colleagues would be best 

placed to evaluate how effective staff were, overall, on the job. 

To help validate the SJT, there were initial plans also to collect data through the established 

Independent Assessment of Clinical Skills Programme (IACS) in the local NHS site; the IACS 

program has several stations, like Observed Structured Clinical Examinations, where core 

psychiatric trainees participate in roleplay whilst their clinical skills are assessed by qualified 

psychiatrists. These plans were put on hold however, as 1) supervisor ratings alone provided 

support for the validity of the scores resulting from the SJT, and 2) the Covid-19 pandemic 

prevented the IACS from going ahead on the dates originally scheduled. Other changes to 

the study protocol, as well as enhanced details regarding the methods used for each study 

are discussed in their associated parts of this thesis. 

3.6 Conclusion 

Having laid out the aims and objectives of this doctoral work, the remainder of this thesis 

reports on the programme of work undertaken to meet these objectives. Chapter 4 reports 

on the findings of a rapid, systematic review, which met objective (1) of the research 

project. The review findings were built upon by a qualitative study, which is reported on in 

chapter 5 of this thesis. The qualitative study also helped generate item content for the SJT, 

thus fulfilling objective (2) of the research project. Chapter 6 reports on the development 

and validation of the SJT, which met objective (3).   
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Chapter 4: A Rapid Systematic Review: Defining professionalism for 
Mental Health Services 

 

This chapter content, although expanded upon here, has been published: 

Aylott, L., Tiffin, P. A., Saad, M., Llewellyn, A. R. & Finn, G. M. 2019. Defining 

professionalism for mental health services: a rapid systematic review. Journal of 

Mental Health, 28, 546-565, DOI: 10.1080/09638237.2018.1521933. 

 

All professions emphasise the importance of professionalism for working in mental health 

services. Yet, whilst the term is used widely, it is not always clear what this means. Having 

discussed the methodology and methods used for this doctoral work in the prior chapter 

(chapter 3), this chapter reports on the method and findings of a rapid systematic review, 

which sought to derive an operational definition of professionalism for a mental health 

services context. A definition of professionalism was required to inform the development of 

the situational judgement test (SJT).  

4.1 Background 

Professionalism has received increasing attention over the last 30 years, in both clinical 

medicine and medical education (Hodges et al., 2011). Nevertheless, little attention has 

been paid to the concept in psychiatric services. Patients using mental health services differ 

to that of other healthcare specialties. For example, in mental health services, patients may 

be deprived of their liberty and may also be the recipient of coercive practices (Barbui et al., 

2021; Mental Capacity Act, 2005). Patients may suffer from various illnesses, including 

psychoses, which makes them vulnerable and less able to fend for themselves against 

professional malpractice and misconduct. Patients therefore rely on practitioners to 
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safeguard them against abuse. Patients also often have needs that rely on their 

interpersonal relationships with professionals, as well as others.  

Given that staff are judged on their ‘fitness to practice’ and ‘unprofessional practice’ (see 

General Medical Council, 2022; Health & Care Professions Council, 2022; Nursing & 

Midwifery Council, 2022; Social Work England, 2022), practitioners must be aware of their 

own professionalism; a clear operational definition of ‘professionalism’ is thus needed. Such 

a definition would also provide a framework for the development of an SJT, thus enabling 

the assessment of practitioners’ knowledge of professionalism for mental health services. 

The health sciences’ and medical professions’ literature typically define professionalism as 

upholding professional values, exhibiting professional behaviours or demonstrating 

professional attitudes (Aguilar et al., 2011). There is an argument that professionalism 

varies, dependent on context (Brody and Doukas, 2014; Rees and Knight, 2007; van de Camp 

et al., 2004; Wear and Kuczewski, 2004) and attention must therefore be paid to the 

concept across healthcare specialties (van de Camp et al., 2004). Literature reviews have 

sought to define professionalism in medicine (van de Camp et al., 2004), medical education 

(Birden et al., 2014), surgical education (Deptula and Chun, 2013), dental education (Zijlstra-

Shaw et al., 2012), nursing (Ghadirian et al., 2014), occupational therapy (Hordichuk et al., 

2015), and across healthcare disciplines (Aguilar et al., 2011). Each professional group 

working in mental health services has their own code of ethics and professional regulations 

that they must adhere to; nevertheless, all professions working in this setting have the 

common goal of providing the best possible care to patients in this multi-disciplinary service.  

4.2 Aim 

This review aimed to define professionalism for a mental health services context. This was 

achieved by answering two research questions.  

1) How is professionalism conceptualised within mental health services? 

2) Does the definition vary across the mental health professions? 
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4.3 Theoretical framework and methodology 

The review sought to derive an operational definition of professionalism for mental health 

services in order to inform the development of an SJT that would assess practitioners’ 

knowledge of professionalism for this context. To allow ample time to develop the SJT, the 

review was conducted in a rapid, systematic manner, noting that systematic reviews help 

identify, evaluate and summarise the available evidence, making this more accessible to 

decision makers (Centre for Reviews and Dissemination, 2009). Whilst the review was 

conducted in a rapid manner, rapid reviews have been found to produce similar results to 

more thorough systematic reviews (Watt et al., 2008) and can be useful for informing health 

care delivery and policy (Khangura et al., 2012). A rapid approach was thus deemed to be a 

suitable and pragmatic choice for this review. 

An integrative review was performed, as these reviews help generate new frameworks and 

perspectives on a topic (Torraco, 2005), and also facilitate the development of theory 

(Whittemore and Knafl, 2005). An integrative approach was deemed appropriate for the 

review question as it allows the use of all literature to be included in the review. Thematic 

analysis (Braun and Clarke, 2006) was performed and a narrative synthesis (Popay et al., 

2006) employed to report on the findings. 

4.4 Criteria 

Whilst the review questions were more qualitative in nature, which some may argue is more 

suited to a SPICE (Setting, Perspective, Intervention, Comparison, Evaluation; Booth, 2006) 

or SPIDER (Sample, Phenomenon of Interest, Design, Evaluation and Research type; Cooke 

et al., 2012) framework, criteria were developed using the PICOS (Population, Intervention, 

Comparison, Outcome, Study Design) framework instead (Centre for Reviews and 

Dissemination, 2009), to facilitate early registration of the review. The PICOS framework 

demonstrates equal or higher sensitivity than SPIDER searches, which minimises the risk of 

relevant papers being omitted during the search (Methley et al., 2014). Early registration is 

recommended by the Centre for Reviews and Dissemination who note that specifying the 
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methods in advance minimises the risk of introducing bias during the review process (Centre 

for Reviews and Dissemination, 2009). The review was registered on the International 

prospective register of systematic reviews (PROSPERO) on 10 February 2017 (registration 

number: CRD42017056594). The protocol was subsequently amended on 12 June 2017; 

amendments were discussed with the review team as part of an iterative review process. 

4.4.1 Population 

Articles were considered if they referred to either 1) a mental health profession or 2) a 

mental health setting, whether that be generally or with a focus on a particular specialty 

(e.g., mental health services for older people). Learning disability services were considered 

as part of the wider mental health services, as learning disability services are delivered 

alongside mental health services in the United Kingdom (UK). Perceptions of all stakeholders 

were considered, including the opinion of authors, practitioners, patients, carers, students, 

or teachers, among other individuals. Exclusion criteria were as follows:  

 Exclusion criteria 

• Articles that did not make reference to either the mental health setting or a 

registered mental health profession (as identified via the NHS jobs website; NHS 

Jobs, 2018) 

• Articles referring to the practice of non-registered practitioners (e.g., peer support 

workers)  

• Articles referring to substance misuse services or primary care settings 

• Articles focusing on a subgroup of people based on their diagnosis or 

symptomatology 

• Articles relating to low- or middle-income countries 

Literature was excluded if it referred to substance misuse or primary care services as the 

therapeutic relationship and provision of care in these services differ to more specialist 

mental health services; it was hypothesised that these findings may skew any subsequent 
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definition derived during the review. Whilst the literature was initially included if it related 

to any mental health patients, a revision was made to the protocol in June 2017, to also 

exclude all articles that focused on a specific subset of patients; this amendment was made 

as it was believed that focusing on such articles would look at interventions and practices 

for these particular groups, and a subsequent definition may not be generalisable to the 

wider mental health patient population. Articles were also excluded if they focused on low- 

or middle-income countries; this decision was made in order to source data from a 

population where the provision of care is similar to that of the United Kingdom. Low-, 

middle- and high-income countries were identified via the World Bank Group (The World 

Bank Group, 2018).  

4.4.2 Intervention  

All articles that provided a definition or description of professionalism within a mental 

health services context and/or a definition or description of unprofessionalism within a 

mental health services context were considered. Certain exclusion criteria applied, as listed 

below:  

 Exclusion criteria 

• Articles that focused on certain characteristics, but did not directly attribute these to 

professionalism (e.g., articles that discuss ethics, but make no reference to 

professionalism) 

4.4.3 Comparison 

The review did not set out to compare interventions or procedure and thus had no 

comparison group. 

4.4.4 Outcome 

The review outcomes were adapted from an earlier review (Birden et al., 2014) and 

included: 



 

89 

 

1) A comprehensive, universally accepted definition of professionalism pertaining to a 

mental health services context. 

2) Definitions of professionalism pertaining to a mental health services context, 

according to profession. 

An operational definition of professionalism was generated during the review, however, and 

was not directly obtained from the literature. 

4.4.5 Study design 

As quantitative research alone would not sufficiently answer the review question, all 

literature, except books, was included if it met the inclusion criteria. This is in keeping with 

integrative reviews, which allow the inclusion of theoretical literature as well as empirical 

research (Whittemore and Knafl, 2005). Certain exclusion criteria applied, as listed below:  

 Exclusion criteria 

• Articles not written in English 

• Articles that were not published between 2006 and 02nd March 2017 (date of final 

search) 

• Literature reviews (revised and later included) 

The research team was UK based and thus all articles were excluded if not written in English. 

Whilst this exclusion criteria would typically warrant concern in meta-analyses (Begg and 

Mazumdar, 1994; Duval and Tweedie, 2000; Easterbrook et al., 1991), this was a practical 

decision and was not a concern for this review. Articles were restricted by date of 

publication as a current definition of professionalism for mental health services was desired; 

this restriction was in place due to awareness that mental health practices have changed 

over the past few decades and the desire to keep the research findings contemporary.  
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4.5 Search strategy 

The initial search string was modified from an earlier review (Birden et al., 2014), by three 

reviewers (LA, GF and PT), with support of an academic librarian who specialised in 

healthcare and an additional NHS librarian. Whilst the PICOS framework demonstrates equal 

or higher sensitivity than SPIDER searches, the SPIDER search demonstrates equal of higher 

specificity than PICOS searches (Methley et al., 2014); the SPIDER search is therefore likely 

to identify only those articles that are very closely linked to the review question. The review 

sought to identify a broad range of articles on this topic, so the PICOS framework was 

deemed appropriate for the review.  

4.5.1 Electronic search 

Pilot testing was performed, and the search string was adapted to improve the sensitivity 

and specificity of the search for a mental health services context. The base search was 

created using CINAHL and utilised free-text and subject heading searches (see Table 4.1). 

Search strings were adapted for additional healthcare databases, including Medline; 

EMBASE; PsycINFO; and HMIC (a list of adjusted search strings can be viewed in Appendix 

B). An Open Grey search was initially intended, but this search was omitted as HMIC also 

identifies grey literature.  

4.5.2 Other resources 

Of the records retrieved, a sample of reference lists were used to generate additional 

articles pertinent to the review question.  

4.6 Study selection 

Initially, duplicates identified during the search were removed. A title and abstract screening 

was subsequently performed, followed by a full-text screening phase to determine which 

articles would be included in the review synthesis. To minimise risk of bias, two reviewers 

(MS and LA) completed the title and abstract screening and the full-text screening, 

independently, and in duplicate. Reviewers met following each screening phase to discuss 
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cases of disagreement and achieve a consensus. A strategy was agreed for articles where 

consensus was not achieved, whereby the lead reviewer would make the final decision; 

however, this did not need to be actioned. An expert panel (GF and PT) was also available to 

discuss the findings as the review progressed. 

Table 4.1 Base search - CINAHL Plus via EBSCO 

(CINAHL Plus via EBSCO) <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 

"professional role*" or "professional attitude*" or "professional identit*" or 

"professional practice*" or "professional communication*" or "professional 

standard*" or "professional accountab*" or "professional dissonanc*" or 

"professional impair*" or "professional dysfunction*" or "professional 

malpractice*" or "professional misconduct*" or "professional omission*").m_titl.  

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) 

NOT (Professional ADJ3 activ*)).m_titl.  

4. *professionalism/ 

5. 1 OR 2 OR 3 OR 4  

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 

"learning disorder*" or "intellectual disabilit*").ti,ab. 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab.  

8. mental health/  

9. psychiatry/  

10. learning disorders/ 

11. intellectual disability/  

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11  

13. ("physical therap*" OR "occupational therap*").ti,ab.  

14. 12 NOT 13  

15. 5 AND 14 

16. limit 15 to (english language and yr="2006 -Current") 

 

4.6.1 Titles and abstracts 

Once all duplicates were removed by the lead reviewer, who used EndNote X8 for the 

process, a spreadsheet was developed using Microsoft Excel (version 2016). The 
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spreadsheet incorporated 1) a list of titles and abstracts of the articles to be screened, 2) 

the review protocol, 3) inclusion and exclusion criteria, and 4) a list of high-income 

countries. Titles and abstracts were reviewed independently and in duplicate by LA and MS 

and screening responses were documented by each reviewer on an Excel spreadsheet. 

Screening responses were determined by whether an article met the inclusion criteria. Once 

all titles and abstracts had been screened, a meeting took place between the reviewers (LA 

& MS) to discuss cases of disagreement. Following the meeting, all articles achieved 

consensus regarding their inclusion in the next phase.  

4.6.2 Full text articles 

All articles that were to be included in the review were sought by the lead reviewer using 

credentials from the University of York and the University of Hull. Those that were freely 

accessible were retrieved and shared with the review team. A further Microsoft Excel 

spreadsheet (version 2016) was developed with the list of papers for full-text screening. For 

this phase, the spreadsheet incorporated an additional column, whereby reviewers were 

able to provide a rationale for choosing to exclude items; the column had various drop-

down options that could be selected, which were developed using the exclusion criteria. 

Papers were again reviewed independently and in duplicate by both reviewers (LA and MS) 

against the PICOS criteria. A further meeting took place to discuss cases of disagreement 

related to this phase. Following discussion, consensus was achieved on all records and a list 

of articles to be included in the review was finalised. 

4.7 Data extraction 

A standardised template was developed for the extraction of data, which incorporated the 

following headings: the article type, any definition or description of professionalism 

provided, the journal of publication, the author’s profession and country of residence, a 

summary of the article, a brief description of how the article related to the mental health 

service context, information on who’s views were portrayed within the article, and any 

declaration of interest noted. Data was extracted by the first author (LA) and stored on an 
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electronic data collection sheet, again using Microsoft Excel. Due to the qualitative nature of 

the review question, the lead reviewer (LA) included an extra column for any additional 

information deemed relevant, or for themes that were observed in an article. LA extracted 

all data; MS reviewed the data extracted for the initial seven articles (10%). 

4.8 Critical appraisal 

A pragmatic decision was made to not perform a critical appraisal of the literature; this 

decision was made due to the limited time resource and the integrative nature of the 

review, which resulted in many theoretical papers.  

4.9 Data analysis 

A narrative synthesis was performed, as this approach is particularly useful for studies that 

are insufficiently similar (Popay et al., 2006). The four stages of narrative synthesis comprise 

of: 1. Developing a theoretical model; 2. Developing a Preliminary synthesis; 3. Exploring 

relationships in the data; and 4. Assessing the robustness of the synthesis product. Thematic 

analysis was performed on the data to help synthesise the findings. Thematic analysis 

(Braun and Clarke, 2006) was undertaken by the lead reviewer and commenced during the 

data extraction phase. At this stage, the lead reviewer (LA) began to code values and 

attributes of professionalism dependent on what appeared most relevant regarding the 

research question (using Microsoft Excel). As articles were screened before data extraction, 

the lead reviewer was already familiar with the dataset. It was helpful that the lead reviewer 

was involved in both of these stages as the rapid nature of the review constricted the 

amount of time available for continuously re-reading the data.  

Once data extraction had been completed, the lead reviewer printed off all definitions and 

descriptions, and began to code these manually by placing them into similar groups. 

Following this, data was uploaded onto nVivo (version 11), which assisted with the 

management of data. Within nVivo, codes (nodes) were generated, and sections of the text 

were highlighted based on early analyses of the data. These were developed to cover the 
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whole dataset. Codes were revised upon reading and rereading the data, alongside drafting 

an initial report. This allowed the lead reviewer to become more fully immersed in the 

dataset. This is in line with recommendations by Braun and Clarke (2006), who note that 

writing is an integral part of thematic analysis. Hierarchies were established using nVivo, 

which incorporated themes and subthemes. Thematic maps were then generated by the 

lead reviewer, whilst comparing and contrasting themes. Themes were continually revised 

by the lead reviewer until the themes were considered to accurately capture the data 

extracted. To limit researcher bias (Bucci et al., 2015), two topic experts (PT, GF) were 

consulted and themes were revised and refined through negotiation.  

4.10 Results 

A total of 70 articles that defined or described professionalism in a mental health services 

context were included in the review. 1,184 articles were initially identified from the various 

resources, which included CINAHL (219), Medline (161), EMBASE (303), PsycINFO (474), 

HMIC (19), and eight additional sources identified via snowballing. After removing 

duplicates using bibliographic software (EndNote X8), 779 records remained. Title and 

abstract screening resulted in 573 articles being excluded, because they did not meet the 

PICOS criteria. From 206 full-text articles, an additional 136 were excluded, resulting in 70 

articles being included in the review (see Figure 4.1 for PRISMA flow diagram; Moher et al., 

2009). 
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Figure 4.1 PRISMA flow diagram 

Articles included in the narrative synthesis incorporated 1 meta-ethnography, 24 discussion 

papers, 20 editorial/opinion pieces, and 25 empirical studies. Of the latter, there were 15 

papers that reported on quantitative research, 7 reporting on qualitative findings, and 3 

discussing a mixed methods approach (see Table 4.2).   

Sc
re

e
n
in

g 
Id

e
n
ti
fi
ca

ti
o
n
 

In
cl

u
d
e
d
 

E
lig

ib
ili

ty
 

Records identified 

through database 

searching 

CINAHL (219)  

Medline (161)  

EMBASE (303)  

PsycINFO (474) 

HMIC (19) 

Additional records identified 

through other sources 

(n=8) 

Records after duplicates removed (n=779) 

Titles and abstracts 

screened 

(n=779) 

Records 

excluded (n=573) 

Full-text records 

assessed for 

eligibility (n=206) 

Records included in 

narrative synthesis 

(n=70) 

Full-text records excluded 

(n=136) 
Ineligible population (n=3) 

Not mental health services (n=32) 

Ineligible MH services (n=3) 

Lack of content or definition 

(n=42) 

No attribution to concept (n=20) 

Not freely accessible (n=24) 

Book, book review, or thesis 

(n=9) 

Correction paper (n=1) 

Not in English (n=2) 

 



 

96 

 

Table 4.2 Table of characteristics 

Article Type of 

article 

Journal / Source Profession 

of author(s) 

Country of 

authorship 

Reference made to the 

mental health services 

context 

Ljungberg, Denhov & Topor (2015) The Art of 

Helpful Relationships with Professionals: A Meta-

ethnography of the Perspective of Persons with 

Severe Mental Illness 

Review article Psychiatric Quarterly Social Work / 

Psychiatry 

Sweden / 

Norway 

Review focuses on helpful 

relationships for people with 

Serious Mental Illness 

Bhugra (2008b) Renewing psychiatry's contract 

with society 

Discussion 

paper 

Psychiatric Bulletin Psychiatry UK Focus on psychiatry’s 

contract with society 

Bhugra & Gupta (2011) Alienist in the 21st century Discussion 

paper 

Asian Journal of 

Psychiatry 

Psychiatry UK Focus on the history of the 

psychiatric profession 

Bouras & Ikkos (2013) Ideology, psychiatric 

practice and professionalism 

Discussion 

paper 

Psychiatriki Psychiatry UK Focus on the psychiatric 

profession with regards to 

ideology 

Brendel et al. (2007) The price of a gift: an 

approach to receiving gifts from patients in 

psychiatric practice 

Discussion 

paper 

Harvard Review of 

Psychiatry 

Psychiatry USA Focus on the psychiatric 

profession and ethical 

dilemmas regarding gifts 

Coverdale (2007) Virtues-based advice for 

beginning medical students 

Discussion 

paper 

Academic Psychiatry Psychiatry USA Whilst discussing virtues, 

reports on a survey with the 

academic psychiatry editorial 

board 



 

97 

 

De Waal, Malik & Bhugra (2010) The psychiatric 

profession: an expertise under siege? 

Discussion 

paper 

International Journal of 

Social Psychiatry 

Psychiatry UK Focus on threats to the 

psychiatric profession 

Dingle & Stuber (2008) Ethics education Discussion 

paper 

Child and Adolescent 

Psychiatric Clinics of 

North America 

Psychiatry USA Focus on ethics, specifically 

within child and adolescent 

mental health services 

Elman & Forrest (2007) From trainee impairment 

to professional competence problems: Seeking 

new terminology that facilitates effective action 

Discussion 

paper 

Professional 

Psychology-Research 

and Practice 

Counselling 

Psychology 

USA Focuses on issues with 

terminology, across 

counselling psychology 

Fay (2013) The Baby and the Bathwater: An 

Unreserved Appreciation of Nick Totton's 

Critique of the Professionalisation of 

Psychotherapy 

Discussion 

paper 

Psychotherapy and 

Politics International 

Clinical 

psychology / 

Psychotherapy 

New Zealand Focus on the 

professionalisation of 

psychotherapy 

Gottlieb, Younggren & Murch (2009) Boundary 

Management for Cognitive Behavioral Therapies 

Discussion 

paper 

Cognitive and 

Behavioral Practice 

Psychology/ 

Psychotherapy 

USA Focus on ethical issues with 

cognitive behavioural therapy 

Haverkamp et al. (2011) Professional Issues in 

Canadian Counselling Psychology: Identity, 

Education, and Professional Practice 

Discussion 

paper 

Canadian Psychology-

Psychologie 

Canadienne 

Counselling 

Psychology 

Canada Focus on the identity of 

Canadian counselling 

psychologists 

Ikkos & Mace (2009) Professionalising 

psychotherapy: Lessons from the development of 

psychiatry 

Discussion 

paper 

European Journal of 

Psychotherapy and 

Counselling 

Psychiatry / 

Psychotherapy 

UK Focus on the 

professionalisation of 

psychotherapy 

Jakovljevic (2012) Professionalism in psychiatry and 

medicine: a hot topic 

Discussion 

paper 

Psychiatria Danubina Psychiatry Croatia Focus on professionalism in 

psychiatry 

John et al. (2016) Training Psychiatry Residents in 

Professionalism in the Digital World 

Discussion 

paper 

Psychiatric Quarterly Psychiatry UK Focus on digital media within 

the psychiatric profession 
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Mendelberg (2014) The integration of professional 

values and market demands: A practice model 

Discussion 

paper 

The Psychologist-

Manager Journal 

Clinical 

Psychology 

USA Talks about a private practice 

developed to serve those 

with mental illness 

Paprocki (2014) When Personal and Professional 

Values Conflict: Trainee Perspectives on 

Tensions Between Religious Beliefs and Affirming 

Treatment of LGBT Clients 

Discussion 

paper 

Ethics & Behavior Psychology USA Discusses ethical issues 

related to the delivery of 

psychological therapy for 

LGBT clients 

Peek, H. S. et al. (2015) Blogging and Social Media 

for Mental Health Education and Advocacy: a 

Review for Psychiatrists 

Discussion 

paper 

Current Psychiatry 

Reports 

Psychiatry USA Focus on digital media within 

the psychiatric profession 

Randall & Kindiak (2008) Deprofessionalization or 

Postprofessionalization? Reflections on the State 

of Social Work as a Profession 

Discussion 

paper 

Social Work in Health 

Care 

Social Work Canada Focus on the 

professionalisation of social 

work 

Roberts & Termuehlen (2013) (Honest) letters of 

recommendation 

Discussion 

paper 

Academic Psychiatry Psychiatry USA Focus on psychiatric issues 

Robertson & Walter (2007) Overview of 

psychiatric ethics I: Professional ethics and 

psychiatry 

Discussion 

paper 

Academic Psychiatry Psychiatry Australia Focus on ethics in psychiatry 

Sanders, Servis & Boland (2014) The four general 

competencies 

Discussion 

paper 

Academic Psychiatry Psychiatry USA Focus on competencies in the 

psychiatric profession 

Schreiber et al. (2016) The Patient-Psychiatrist 

Relationship on the Axis of the Other and the 

Same 

Discussion 

paper 

Psychiatric Quarterly Psychiatry Israel Discusses the patient / 

psychiatrist relationship 
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Schwartz, Kotwicki & McDonald (2009) 

Developing a modern standard to define and 

assess professionalism in trainees 

Discussion 

paper 

Academic Psychiatry Psychiatry USA Minimal reference made to 

the field of mental health, but 

authors work in psychiatry 

and article published within a 

psychiatric journal 

Young et al. (2013) The EAP Project to establish 

the professional competencies of a European 

psychotherapist 

Discussion 

paper 

International Journal of 

Psychotherapy 

Psychotherapy 

 

International Focus on competencies in 

psychotherapy 

Bhugra (2009) Professionalism and psychiatry: past, 

present, future 

Editorial / 

Opinion piece 

Australas Psychiatry Psychiatry UK Focus on the psychiatric 

profession 

Bhugra (2010) Editorial: Teaching Professionalism 

in Psychiatry 

Editorial / 

Opinion piece 

International Journal of 

Social Psychiatry 

 

Psychiatry UK Focus on professionalism in 

psychiatry 

Bhugra & Brown (2007) Editorial: psychiatry: de-

professionalisation 

Editorial / 

Opinion piece 

International Journal of 

Social Psychiatry 

Psychiatry UK Focus on threats to the 

psychiatric profession 

Bhugra & Gupta (2010) Medical professionalism in 

psychiatry 

Editorial / 

Opinion piece 

Advances in Psychiatric 

Treatment 

Psychiatry UK Focus on professionalism in 

psychiatry 

Brown & Bhugra (2007) 'New' professionalism or 

professionalism derailed 

Editorial / 

Opinion piece 

Psychiatric Bulletin Psychiatry UK Focus on professionalism in 

psychiatry 

Coverdale, Balon & Roberts (2011) Cultivating the 

professional virtues in medical training and 

practice 

Editorial / 

Opinion piece 

Academic Psychiatry Psychiatry USA Editorial for an issue in 

academic psychiatry 
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Gosselink & de Man (2012) The psychiatric 

scrapbook: fantasizing from the patient's 

perspective 

Editorial / 

Opinion piece 

Educ Health 

(Abingdon) 

Psychiatry Netherlands Focus on a teaching 

programme in psychiatry 

Grounds et al. (2010) Contemplating common 

ground in the professional ethics of forensic 

psychiatry 

Editorial / 

Opinion piece 

Criminal Behaviour 

and Mental Health 

Forensic 

Psychiatry 

USA / UK Discusses ethics relating to 

forensic psychiatry 

Happell (2006) Would the real mental health nurse 

please stand up? The relationship between 

identification and professional identity 

Editorial / 

Opinion piece 

International Journal of 

Mental Health Nursing 

Nursing UK Discusses psychiatric nurses 

in comparison to nurses in 

other specialties 

Ikkos, McQueen & St. John-Smith (2011) 

Psychiatry's contract with society: What is 

expected? 

Editorial / 

Opinion piece 

Acta Psychiatrica 

Scandinavica 

Psychiatry UK Focus on psychiatry’s 

contract with society 

Lampshire (2012) Living the dream Editorial / 

Opinion piece 

Psychosis-

Psychological Social 

and Integrative 

Approaches 

Former 

service user 

New Zealand Talks about their personal 

experience as a former 

mental health service user 

Malhi (2008) Professionalizing psychiatry: from 

'amateur' psychiatry to 'a mature' profession 

Editorial / 

Opinion piece 

Acta Psychiatrica 

Scandinavica 

Psychiatry Australia Focus on psychiatry and 

professionalisation 

Malone (2012) Ethical professional practice: 

exploring the issues for health services to rural 

Aboriginal communities 

Editorial / 

Opinion piece 

Rural Remote Health Psychology Canada Discusses ethical issues 

related to working in 

aboriginal communities 

Peek (2014) Psychiatry and Professionalism in the 

Digital Age 

Editorial / 

Opinion piece 

Psychiatric Times Psychiatry USA Focus on digital media within 

the psychiatric profession 
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Poole & Bhugra (2008) Editorial: Should psychiatry 

exist? 

Editorial / 

Opinion piece 

International Journal of 

Social Psychiatry 

Psychiatry UK Focus on the profession of 

psychiatry 

Roberts (2009) Professionalism in psychiatry: a 

very special collection 

Editorial / 

Opinion piece 

Academic Psychiatry Psychiatry USA Editorial for an issue in 

academic psychiatry 

Rogers (2009) Dare we do away with 

professionalism? 

Editorial / 

Opinion piece 

Therapy Today Counselling UK Discusses how 

professionalisation would be 

detrimental to the counselling 

practice 

Scott Johnson, Chiu & Czelusta (2015) For 

residents, technology can put professionalism and 

reputation at risk 

Editorial / 

Opinion piece 

Current Psychiatry 

 

Psychiatry USA Focus on digital media within 

the psychiatric profession 

Talbott & Mallott (2006) Professionalism, medical 

humanism, and clinical bioethics: The new wave- 

does psychiatry have a role? 

Editorial / 

Opinion piece 

Journal of psychiatric 

practice 

Psychiatry USA Focus on psychiatry 

Wise (2008) Competence and scope of practice: 

ethics and professional development 

Editorial / 

Opinion piece 

Journal of Clinical 

Psychology 

Psychotherapy USA Focus on the practice of 

psychotherapy and mental 

health 

Baer & Schwartz (2011) Teaching professionalism 

in the digital age on the psychiatric consultation-

liaison service 

Quantitative 

study 

Psychosomatics 

 

Psychiatry USA Focus on digital media within 

the psychiatric profession 

Goodyear et al. (2016) A global portrait of 

counselling psychologists' characteristics, 

perspectives, and professional behaviors 

Quantitative 

study 

Counselling 

Psychology Quarterly 

Counselling 

psychology 

International Focuses on counselling 

psychology internationally 
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Harris & Kurpius (2014) Social Networking and 

Professional Ethics: Client Searches, Informed 

Consent, and Disclosure 

Quantitative 

study 

Professional 

Psychology-Research 

and Practice 

Counselling 

Psychology 

USA Reports on a survey with 

counselling and psychology 

graduate students 

Jain et al. (2010) Psychiatry Residents' Attitudes on 

Ethics and Professionalism: Multisite Survey 

Results 

Quantitative 

study 

Ethics & Behavior Psychiatry USA Reports on a survey with 

psychiatry residents 

Jain, Lapid, et al. (2011) Psychiatric residents' needs 

for education about informed consent, principles 

of ethics and professionalism, and caring for 

vulnerable populations: results of a multisite 

survey 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatry residents 

Jain, Dunn, et al. (2011) Results of a multisite 

survey of U.S. psychiatry residents on education 

in professionalism and ethics 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatry residents 

Joiner et al. (2015) Medical professionalism 

education for psychiatry trainees: does it meet 

standards? 

Quantitative 

study 

Australas Psychiatry Psychiatry UK Reports on an audit with 

psychiatry trainees 

Komic, Marusic & Marusic (2015) Research 

Integrity and Research Ethics in Professional 

Codes of Ethics: Survey of Terminology Used by 

Professional Organizations across Research 

Disciplines 

Quantitative 

study 

Plos One (unclear) Croatia Focus on research integrity 

and ethics codes across 

organisations, including 

mental health 

Lapid et al. (2009) Professionalism and ethics 

education on relationships and boundaries: 

psychiatric residents' training preferences 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatry residents 
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Marrero et al. (2013) Assessing professionalism 

and ethics knowledge and skills: preferences of 

psychiatry residents 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatry trainees 

Morreale, Balon & Arfken (2011) Survey of the 

importance of professional behaviors among 

medical students, residents, and attending 

physicians 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatry residents, 

physicians and trainees 

Roberts et al. (2006) Preferences of Alaska and 

New Mexico psychiatrists regarding 

professionalism and ethics training 

Quantitative 

study 

Academic Psychiatry Psychiatry USA Reports on a survey with 

psychiatrists 

Russinova et al. (2011) Recovery-promoting 

professional competencies: perspectives of 

mental health consumers, consumer-providers 

and providers 

Quantitative 

study 

Psychiatric 

Rehabilitation Journal 

Psychiatry USA Reports on a survey with 

consumers, consumer 

providers and providers of 

mental health services 

Symons et al. (2011) Allegations of serious 

professional misconduct: An analysis of the 

British Association for Counselling and 

Psychotherapy's Article 4.6 cases, 1998–2007 

Quantitative 

study 

Counselling and 

Psychotherapy 

Research 

Counselling / 

Psychotherapy 

UK Focus on complaints made in 

counselling and 

Psychotherapy services 

Wu et al. (2012) Professional values and attitude of 

psychiatric social workers toward involuntary 

hospitalization of psychiatric patients 

Quantitative 

study 

Journal of Social Work Social Work Taiwan Reports on a survey with 

social workers about 

psychiatric detention 

Bhugra (2008a) Professionalism and psychiatry: the 

profession speaks 

Mixed methods Acta Psychiatrica 

Scandinavica 

Psychiatry UK Reports on a survey with 

psychiatrists re 

professionalism in psychiatry 
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Leppma et al. (2016) Working With Veterans and 

Military Families: An Assessment of Professional 

Competencies 

Mixed methods Professional 

Psychology-Research 

and Practice 

Counselling USA Discusses competencies 

needed for working with 

veterans in mental health 

Sims (2011) Reconstructing professional identity 

for professional and interprofessional practice: a 

mixed methods study of joint training 

programmes in learning disability nursing and 

social work 

Mixed methods Journal of 

Interprofessional Care 

Health and 

Social Care 

UK Reports on a survey / 

interviews with dual trained 

learning disability nurses / 

social workers 

Alves & Gazzola (2013) Perceived professional 

identity among experienced Canadian 

counsellors: A qualitative investigation 

Qualitative 

study 

International Journal 

for the Advancement 

of Counselling 

Counselling Canada Reports on a study 

performed with counsellors 

that work in mental health 

Blegeberg, Bloomberg & Hedelin (2008) Nurses' 

conceptions of the professional role of operation 

theatre and psychiatric nurses 

Qualitative 

study 

Nordic Journal of 

Nursing Research & 

Clinical Studies / Vård i 

Norden 

Nursing Sweden Reports on interviews with 

nurses regarding the 

psychiatric nursing role 

Coy, Lambert & Miller (2016) Stories of the 

Accused: A Phenomenological Inquiry of MFTs 

and Accusations of Unprofessional Conduct 

Qualitative 

study 

Journal of Marital and 

Family Therapy 

Marriage and 

Family 

Therapy 

Counselling 

USA Reports on interviews with 

marriage and family therapists 

that were accused of 

misconduct 

Crawford, Brown & Majomi (2008) Professional 

identity in community mental health nursing: a 

thematic analysis 

Qualitative 

study 

International Journal of 

Nursing Studies 

Nursing / 

Psychology 

UK Interviewed community 

mental health nurses about 

their role 

Gonyea, Wright & Earl-Kulkosky (2014) Navigating 

dual relationships in rural communities 

Qualitative 

study 

Journal of Marital and 

Family Therapy 

Marriage and 

Family 

Therapy 

Counselling 

USA Focus on marriage and family 

therapy 
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Groves & Kerson (2011) The Influence of 

Professional Identity and the Private Practice 

Environment: Attitudes of Clinical Social 

Workers Toward Addressing the Social Support 

Needs of Clients 

Qualitative 

study 

Smith College Studies 

in Social Work 

Social Work USA Reports on interviews and 

focus groups with social 

workers regarding social 

support for patients 

Pelto-Piri, Engstrom & Engstrom (2012) The ethical 

landscape of professional care in everyday 

practice as perceived by staff: A qualitative 

content analysis of ethical diaries written by staff 

in child and adolescent psychiatric in-patient care 

Qualitative 

study 

Child and Adolescent 

Psychiatry and Mental 

Health, 

 

Psychiatry Sweden Reports on a study with 

various occupational staff 

working in child and 

adolescent mental health 

services 
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Of the 70 papers included in the review, 44 were written by psychiatrists; these 

psychiatrists included Dinesh Bhugra and Laura Weiss Roberts, whom were the two 

most predominant authors identified by the review. Additional authors incorporated 

psychologists, counsellors, nurses, social workers, and therapists (see Table 4.2). It is 

worth noting that the nursing and social work professions were underrepresented in 

the literature; four papers were authored by social workers, and three papers were 

authored by nurses. A former service user had also authored an article providing an 

account of their own experience of using mental health services. Most articles were 

written in the United States of America (USA; n=32), or the United Kingdom (UK; 

n=21), with additional articles being authored by individuals from Canada, Australia, 

Croatia, New Zealand, Sweden, Norway, Taiwan, Israel, and Netherlands (see Table 

4.2). Whilst the search strings incorporated keywords for learning disability services, 

none of the papers discussed this area and the results are thus presented for mental 

health services only.  

4.10.1 Main findings 

Various observations were made during the thematic analysis and are reported here. 

 An abstract construct 

Professionalism was described as an abstract construct that is often misunderstood 

(John et al., 2016, Brown and Bhugra, 2007). Thematic analysis found that 

professionalism was conceptualised on two levels; first, at a societal level; and second, 

at an individual level (see Figure 4.2). On a societal level, professionalism was viewed 

as the basis of a dynamic social contract between professions and society, that: a) 

requires purpose, and (b) evolves as the needs and expectations of society change. On 

an individual level, professionalism was described as ‘individuals representing the 

profession,’ possessing a) ‘intrapersonal professionalism,’ b) ‘interpersonal 

professionalism,’ and c) ‘working professionalism.’ Whilst these are identified as 

separate themes, it is important to note that these are not mutually exclusive. Each 

subtheme has many associated elements as listed in Table 4.3. 
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Figure 4.2 Thematic map of professionalism in mental health services 
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Table 4.3 Themes, subthemes, and elements of professionalism in a mental health service context 

 

  

Themes Subthemes Associated elements 

On a societal 

level- a dynamic 

social contract  

Requires purpose A profession’s mission and core values are established; and professional identity is generated via 

knowledge, skills and expertise. 

Evolves over time  The social contract must be renegotiated regularly between professions and society 

On an individual 

level- 

representatives of 

the profession 

Intrapersonal 

professionalism  

Expectations held of individuals in order to meet the expectations of their profession 

Honours professional codes of conduct, self, and others, demonstrates a commitment to professional and ethical 

practice, acting professionally at all times, demonstrates core values including probity, objectivity, courage, and 

truthfulness, integrity, and self-sacrifice, possesses self-awareness and self-discipline, is responsible and 

accountable to self and the profession, possesses appropriate knowledge and skills for role and self-regulates, 

having a commitment to continuing professional development, monitors own wellbeing and possesses a secure, 

stable, calm and confident persona. 
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 Interpersonal 

professionalism 

Possessing the necessary skills to relate to others in an appropriate manner.  

Acts in the patient’s best interest at all times, facilitates but does not dictate treatment, provides patients with 

hope and positive feedback, portrays genuine respect, having trust, benevolence, honesty, altruism, respect, self-

effacement, compassion and motivation to help others, values the worth and dignity of all and treats all patients 

equally, possesses concern for others’ welfare, has a humane and personal nature with an empathic and 

diplomatic ability, places an emphasis on the practitioner-client relationship, forming effective therapeutic 

relationships, focuses on patients’ strengths and assets, offering choices, facilitating self-worth and promoting 

empowerment, listens without judgement and believes in recovery, demonstrates cultural awareness and 

competence, understands the importance of communication and interpersonal skills, maintains healthy 

relationships with others and appropriate boundaries, promotes patients human rights, contains the anxieties of 

patients and colleagues, and shares expertise via training, research and policy development. 

 Working 

professionalism  

Ability to form judgements and act accordingly, thinking critically and using reflection in action 

Demonstrates critical thinking skills and acts wisely, possessing practical wisdom and using professional 

judgement in situations of uncertainty, ambiguity, and/or instability, acts in the patient’s best interest and 

adheres to professional and ethical consensus, using knowledge in action, reflection in action and reflection in 

learning, demonstrates an openness, willingness, and flexibility in practice, reflects critically on practice and is 

responsive, having social perceptiveness and emotional resonance, manages transference and counter-

transference accordingly, demonstrates appropriate action when societal, cultural and ethical obligations diverge. 
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 Professionalism at a societal level – a dynamic social contract with 
society 

Thematic analysis of the literature determined that professionalism was viewed as the 

basis of a dynamic social contract between professions and society. This theme was 

initially considered to incorporate three subthemes, including 1) Power and purpose, 

2) Bidirectional expectations, and 3) Change and variability; however, on further 

analysis, the subthemes ‘Power and purpose’ and ‘Bidirectional expectations’ were 

amalgamated into the subtheme ‘Purpose.’ Henceforth, the results demonstrated that 

a social contract a) requires purpose, and b) evolves over time. Thematic analysis itself 

is a process that develops over time (Braun and Clarke, 2006); given the rapid nature of 

the review it is not surprising that further analyses resulted in revisions to the original 

themes generated from the data. 

Requires purpose 

It is widely accepted that professionalism forms the basis of a social contract between 

professions and society, and this was manifest throughout the literature (Bhugra, 

2008b; 2009; Bhugra and Gupta, 2010; 2011; Bouras and Ikkos, 2013; Brendel et al., 

2007; Brown and Bhugra, 2007; Ikkos and Mace, 2009; Jain et al., 2011b; Komic et al., 

2015; Lapid et al., 2009; Randall and Kindiak, 2008; Roberts, 2009; Robertson and 

Walter, 2007). The Charter on medical professionalism notes that the three 

fundamental principles of professionalism are the 1) primacy of patient welfare, 2) 

patient autonomy, and 3) social justice (Bhugra and Gupta, 2010; 2011; Brown and 

Bhugra, 2007; Jakovljević, 2012; John et al., 2016). Practitioners must be altruistic, 

serve for the benefit of others and promote public good (Bhugra, 2008b; 2009; Bhugra 

and Gupta, 2010; Ikkos and Mace, 2009; Randall and Kindiak, 2008; Roberts, 2009; 

Robertson and Walter, 2007). Practitioners should benefit the public at large through 

the provision of high quality care, development of policy, research, and training (De 

Waal et al., 2010). Professions are expected to self-regulate and expand their skills and 

knowledge (Bhugra, 2008b; Bhugra and Gupta, 2010; Roberts, 2009; Robertson and 
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Walter, 2007), but they must have trust (Bhugra, 2008b; Randall and Kindiak, 2008), 

gain autonomy (Bhugra, 2008b; Randall and Kindiak, 2008; Robertson and Walter, 

2007), and be given the opportunity to do so (Bhugra, 2008b; Randall and Kindiak, 

2008; Robertson and Walter, 2007).  

To fulfil their side of the contract, professions expect that patients will strive to tell the 

truth about their illness and adhere to treatment (Brendel et al., 2007; Robertson and 

Walter, 2007). The profession expects participation in public policy and shared 

responsibility for health, as well as financial and nonfinancial rewards (Bhugra, 2008b). 

In addition, to enable a suitable service, the profession expects the right funding and a 

value-driven healthcare system (Bhugra, 2008b). This contract allows patients to 

receive relief from their suffering, whilst practitioners receive a wage and are 

rewarded for the outcomes of their work (Brendel et al., 2007).  

The acquisition of skills is fundamental to developing professionalism (Malhi, 2008). 

For example, Lopez, as highlighted by Haverkamp et al., argues that the deliberate 

focus on individual strengths and assets in counselling psychology, has helped the 

specialty maintain its integrity and identity within professional psychology (Haverkamp 

et al., 2011). In contrast, there is a lack of clarity regarding the nursing role (Blegeberg 

et al., 2008; Happell, 2006), which poses the profession with difficulty in promoting 

and justifying their service for today’s healthcare system (Crawford et al., 2008). 

Evolves over time 

The data highlighted that professionalism is a multidimensional (Sims, 2011), dynamic 

construct that evolves over time and across professions (Bhugra, 2008b; 2010; Bhugra 

and Gupta, 2010; Brown and Bhugra, 2007; Malhi, 2008). Professionals are having to 

adhere to more prescriptive policies, increased regulation, and varied expectations of 

their role, which results in a gradual reduction of their autonomy (Brown and Bhugra, 

2007). Ethics codes are amended and updated (Gottlieb et al., 2009; Harris and 
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Kurpius, 2014), as variations in policy and regulations are influenced by subtle 

variations in individuals’ beliefs and understanding (Malhi, 2008).  

Roles originally performed by psychiatrists, such as medical prescribing, are now being 

filled by other professions (Malhi, 2008). Community mental health nurses, also, have 

been seen to develop skills from outside of their profession to ‘make themselves more 

professional as nurses’ (Crawford et al., 2008, p.1060).  

 Professionalism at an individual level - representing the profession 

At an individual level, professionalism was manifest as representing the profession, 

possessing; a) ‘Intrapersonal professionalism,’ b) ‘Interpersonal professionalism,’ and c) 

‘Working professionalism.’  

Intrapersonal professionalism 

Intrapersonal professionalism refers to professionals having the necessary attributes to 

conduct themselves accordingly and act as ‘representatives of the profession, its 

mission, and its core values’ (Groves and Kerson, 2011). Coverdale argues the 

importance of personality in the practice of a professional, noting ‘the most powerful 

tool you have is you’ (Coverdale, 2007). Patients desire professionals that are secure, 

stable, and calm, as well as confident in times of distress (Ljungberg et al., 2015). 

Professionals must have integrity and morality (Bhugra, 2008b; 2009; Bhugra and 

Brown, 2007; Ikkos and Mace, 2009; Randall and Kindiak, 2008; Robertson and Walter, 

2007; Talbott and Mallott, 2006) and be devoted and committed to their work 

(Bhugra, 2008b; Ikkos and Mace, 2009; Randall and Kindiak, 2008; Robertson and 

Walter, 2007). They must be accountable for their actions (Bhugra, 2008a; 2008b; 

2010; Brown and Bhugra, 2007; Ikkos and Mace, 2009; John et al., 2016; Joiner et al., 

2015; Malhi, 2008; Randall and Kindiak, 2008; Robertson and Walter, 2007; Sanders et 
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al., 2014; Schwartz et al., 2009) and are expected to adhere to standards (Baer and 

Schwartz, 2011; Bhugra, 2008b). Professionals must self-regulate and keep their 

continuing professional development up to date (De Waal et al., 2010), being 

adequately trained (Happell, 2006; Wise, 2008), and having the right knowledge and 

skills to undertake their role (Bhugra, 2008b; 2009; Bhugra and Brown, 2007; Bhugra 

and Gupta, 2010; Brendel et al., 2007; Ikkos and Mace, 2009, Randall and Kindiak, 

2008, Robertson and Walter, 2007). In addition, practitioners must be culturally 

competent (Leppma et al., 2016; Malone, 2012) and gain the trust of the community 

by being in a professional role at all times (Australian Psychological Society, 2004; as 

cited in Malone, 2012; Schank and Skovholt, 2006).  

Interpersonal professionalism 

Interpersonal professionalism refers to professionals possessing the necessary skills to 

relate to others in an appropriate manner. A former service user highlighted that 

during her time in mental health services, she believed that professionals wanted a 

monument, to evidence their talents, and that they had been less interested in getting 

to know her. She argued that they didn’t have time to get to know her because they 

had to complete paperwork, attend meetings, and fulfil their personal development 

requirements (Lampshire, 2012). Patients need mental health professionals whom 

they can have a relationship, be offered real choices, and who will facilitate, but not 

dictate treatment (De Waal et al., 2010).  

Communication and interpersonal skills are important (Brendel et al., 2007; Dingle and 

Stuber, 2008; Elman and Forrest, 2007; Haverkamp et al., 2011; Ikkos and Mace, 2009; 

Roberts et al., 2006; Sanders et al., 2014; Talbott and Mallott, 2006; Wise, 2008), and 

clinicians must have the ability to engage patients (Malhi, 2008). Professionals must 

demonstrate respect for patients, carers and colleagues (Brendel et al., 2007; Talbott 
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and Mallott, 2006), and must also demonstrate moral and ethical behaviour (Bhugra, 

2009; Bhugra and Brown, 2007; Talbott and Mallott, 2006), be honest (Bhugra and 

Brown, 2007; Talbott and Mallott, 2006) and act with compassion (Brendel et al., 2007; 

Talbott and Mallott, 2006). Humanity and personal nature are viewed as important as 

other intellectual strengths (Roberts and Termuehlen, 2013), given that the 

practitioner-patient relationship is fundamental to both professionalism and ethics 

(Schreiber et al., 2016). Another highly regarded skill in psychiatry is the ability to deal 

with transference and counter-transference (Ikkos et al., 2011).  

Professionals must adhere to confidentiality guidelines (Baer and Schwartz, 2011; 

Talbott and Mallott, 2006), maintain appropriate boundaries with patients, and have 

healthy relationships with colleagues and trainees (Jain et al., 2010; 2011a; 2011b; 

Lapid et al., 2009; Sanders et al., 2014; Schwartz et al., 2009). Boundaries must extend 

beyond the clinical setting and include online behaviours also (Peek, 2014; Peek et al., 

2015). Clinicians must treat patients, carers and colleagues equally, regardless of their 

age, gender, sexual orientation, ethnicity, cultural and socioeconomic background, or 

their religion (Ikkos and Mace, 2009; Schwartz et al., 2009; Talbott and Mallott, 2006). 

It is ethically inappropriate for mental health professionals to work with clients of 

diverse backgrounds without the appropriate training or competence (Sue et al., 

1992). Professionals must respect and support the human rights of patients also 

(Jakovljević, 2012), focusing on their welfare and social inclusion (Ikkos, 2010; as cited 

in Bouras and Ikkos, 2013),  

Various factors were noted in a meta-ethnography, by Ljungberg et al., to contribute 

to helpful relationships for people with serious mental illness, which include mutually 

trusting relationships, professionals having the knowledge, skills, and competence 
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suggestive of the role, and sharing relevant information with patients (e.g., 

information about medications or an individual’s diagnosis). Patients were grateful of 

the opportunity to talk to professionals and share things, expecting them to 

understand more than others, and not fearing that the discussion would be repeated 

due to confidentiality. Whilst the term shared-decision making was not used, 

Ljungberg (2015) referred to research that suggested professionals and patients acting 

like allies, and working together, was also helpful. Professionals exerting their 

influence on other professionals or organisations often helped individuals get the 

support they needed. 

The relationship between a professional and a client is frequently found to be more 

influential on positive outcomes than technical interventions or treatments (Elman and 

Forrest, 2007; Ikkos et al., 2011). Bhugra and Brown (2007) note that whilst diagnosis, 

investigation, and treatments are a way to a means, the professional values are 

instrumental to this and must be strengthened.  

Working professionalism 

Working professionalism refers to practitioners’ ability to form appropriate 

judgements, act accordingly, think critically, and use reflection-in-action. Practical 

wisdom is the central virtue of professionalism, according to Racey, which he argues 

unify the moral and intellectual virtues (as cited by Bhugra, 2010). There is significant 

discussion regarding ethical dilemmas in the literature, which focus on issues such as 

boundary violations (Dingle and Stuber, 2008), involuntary treatment (Wu et al., 2012), 

receipt of gifts (Brendel et al., 2007), and the provision of certain therapies (Gottlieb et 

al., 2009). Mental health professionals often face unpredictable situations, and ethical 

codes may be ambiguous, thus requiring practitioners to use their clinical judgement 

(Malhi, 2008).  
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Acts of professionalism vary dependent on context (Brendel et al., 2007; Harris and 

Kurpius, 2014; Ikkos and Mace, 2009; Malhi, 2008; Wise, 2008). As technology 

progresses and digital media is increasingly used, further ethical dilemmas present and 

boundaries regarding what is professional and what is personal become blurred (Scott 

Johnson et al., 2015). Professionals’ views may differ regarding what level of 

professional distance is appropriate (Pelto-Piri et al., 2012), and professionals are 

frequently exposed to situations that are ambiguous in nature and may call for one of 

many alternative responses. Professionals must be mindful of the limits to their 

competence, particularly when managing difficult or complex cases (Gottlieb et al., 

2009). Practitioners are expected to reflect on their practice regularly, which would 

include having ‘knowledge-in-action’, ‘reflection-in-action’ and ‘reflection-in-learning’ 

(Schon, 1988; as cited in Bhugra, 2008b). Self-awareness and reflective practice help 

individuals identify areas for their future professional development.  

A key trait of psychologists, according to graduate students, is a ‘willingness’ or 

‘openness’; one student noted that they would have concerns about the competence 

of a therapist who was particularly rigid and less flexible in their practice and 

therapeutic style (Paprocki, 2014). A meta-ethnography conducted by Ljungberg et al. 

(2015) suggests that whilst the professional role is helpful for individuals with severe 

mental illness, some helpful actions went beyond professional neutrality and distance. 

Whilst being rigorous in their ethical commitment, mental health professionals must 

be able to step outside of this role if it is in the patient’s best interest (Brendel et al., 

2007).  

 Differences among the professions in their conceptualisation of 
professionalism 

It is difficult to derive any firm conclusions regarding how professions vary in their 

conceptualisations of professionalism, because the literature was dominated by the 

psychiatric, counselling, and psychological professions; limited papers expressed the 

opinion of social workers, nurses, and patients. 
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McQueen et al., previously defined the 7 E’s of psychiatric professionalism, as: 

attention to evidence, emotions, ethics, engagement, expertise, education and 

research for future care, and a commitment to the empowerment of patients (as cited 

by Ikkos et al., 2011). Psychotherapy was argued to differ from psychiatry, and one of 

these differences included the emphasis placed on the psychotherapist in the 

practitioner-patient relationship (Ikkos and Mace, 2009). A study by Goodyear et al. 

(2016) highlighted that a key counselling psychology value is their focus on people’s 

strengths and assets. Geller et al. (as cited by Elman and Forrest, 2007) argue that 

because interpersonal relatedness is core to the psychotherapies, then social 

perceptiveness, emotional resonance and responsiveness, compassion, motivation to 

help others, self-awareness, and self-discipline are integral aspects to 

psychotherapists’ work with patients. 

The nursing literature typically included studies on professional identity and 

highlighted a lack of clarity regarding the nursing role (Blegeberg et al., 2008; Crawford 

et al., 2008; Happell, 2006); the social work literature made note of the dilemmas that 

social workers face (Randall and Kindiak, 2008; Wu et al., 2012); the importance of 

interpersonal skills and less rigid practice was highlighted amongst the literature 

expressing patient opinions and psychological practice (Gottlieb et al., 2009; 

Haverkamp et al., 2011; Lampshire, 2012; Ljungberg et al., 2015; Paprocki, 2014; Wise, 

2008). 

4.11 Operational definition of professionalism 

Having performed a thematic analysis of the literature, two operational definitions of 

professionalism are proposed. These definitions apply to all professions working in a 

mental health services context.  
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1. Professionalism forms the basis of a dynamic social contract 

between professions and society. This contract (which can have both 

tacit and explicit elements) specifies that society will remunerate the 

members and permit the profession to self-regulate on the 

understanding that the profession use their skills for patient and 

public good.  

2. On an individual level, professionalism can be conceptualised 

as a latent trait, composed of elements of intrapersonal, 

interpersonal, and working professionalism. This trait may only be 

observed through manifest behaviours in certain situations. Such 

behaviours will be in keeping with society’s expectations and 

demonstrate a commitment to ethical practice, cultural-sensitivity, 

self-awareness and reflection and self-discipline. 

4.12 Discussion 

A rapid systematic review was conducted to derive an operational definition of 

professionalism for a mental health services context. Seventy papers met the inclusion 

criteria, the majority of which focused on the psychiatric profession, with others 

discussing psychology, counselling, nursing, and social work. There was limited patient 

presence in the literature; that is, most articles were written by professionals and, to 

the current author’s knowledge, one paper was written by a ‘former’ service user. 

Thematic analysis identified that professionalism was conceptualised on two levels: at 

a societal level, and at an individual level. At a societal level, professionalism was 

manifest as a dynamic social contract, which requires purpose and evolves over time. 

At an individual level, professionalism was viewed as being representatives of the 
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profession, having intrapersonal professionalism, interpersonal professionalism, and 

working professionalism. 

4.12.1 Argument against professionalisation and professionalism 

Whilst the discussion of professionalism typically highlighted the expectations on both 

professions and professionals, arguments were also posed that; 1) professions are in it 

for themselves; and 2) professionalisation (AKA professionalism) goes against the core 

values of care and is therefore detrimental to those who need it. 

 In it for themselves 

Whilst altruism is frequently highlighted in the literature (Bhugra, 2010; Ikkos and 

Mace, 2009; Schwartz et al., 2009), it was argued that professions may act in their own 

interests to gain a monopoly of control over service provision, as well as other financial 

benefits (Freidson, 1970; Larson, 1984; as cited in Randall and Kindiak, 2008; McKinlay, 

1973). Randall and Kindiak (2008) suggested that professions use their knowledge as a 

weapon to maintain their status; professions have argued, however, that it is they who 

have the knowledge to decide what services should be delivered, and to what standard 

they should be achieved (Randall and Kindiak, 2008).  

 Goes against the core principles of care 

Rogers suggests that professionalism (AKA professionalisation) and the regulations 

attached to it, are at odds with psychotherapy’s core values; and instead becomes a 

network of oppressive conditions that are likely to impact clients (Rogers, 2009). 

Whilst professionalism may elevate the status and power of a therapist, Rogers states 

that this it is at the expense of a client’s empowerment. The paternalism of psychiatry 

is argued to be manifested as a doctor’s actions without a patient’s autonomy, which 

can at times be defined as a violation of an individual’s human rights (Lolas, 2010; as 

cited in Jakovljević, 2012). Whilst professional regulations may advocate professional 

boundaries and professional distance, Zur (2007) has argued that excessively rigid 

practice may in itself be harmful to patients (as cited in Jakovljević, 2012). Given the 
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nature of external regulation however, it is likely that professionals will become 

increasingly rigid, for fear of repercussions or allegations of misconduct. 

As cited by Ljungberg, a lack of congruity between professionals’ conceptualisation of 

professionalism and what users’ want has previously been demonstrated (Hem, 2003; 

Ljungberg et al., 2015; Moyle, 2003). Whilst the healthcare service is continually trying 

to make cost-savings, it is argued that efficiency and effectiveness tempts professions 

onto ‘the rocks of a repressive and oppressive economic and social order’ (Fay, 2013, 

p.30).   

4.12.2 Time to revisit the contract 

Most definitions observed in the literature originated in the medical profession, with a 

smaller proportion being applied and developed specifically for the mental health 

services context. This suggests that authors may not have a more pertinent definition 

available for the mental health setting. Referring to psychiatry, Bhugra and Gupta 

(2010) note that mental health professionals must be aware of the core attributes of 

professionalism, but they must amend these to align with changes in societal and 

patient expectations, as well as the National Health Service and current practice. Other 

articles also express the need to renegotiate the contract held between professions 

and society (Bhugra, 2008b; Bouras and Ikkos, 2013; Ikkos and Mace, 2009), which 

follows an earlier proposal by Cruess, cited by Bhugra (2008b), that if an implicit 

contract exists, then negotiation of this contract becomes a legitimate professional 

activity.  

Bhugra (2008b) suggested that relationships with other disciplines, colleagues and 

stakeholders are crucial to the survival of the psychiatric profession, and now is the 

perfect time for psychiatrists to fight back and to work alongside nurses, with patients, 
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carers, and other healthcare sectors in asserting their role, enhancing their autonomy 

and promoting the importance of professionalism (Poole and Bhugra, 2008).  

During renegotiations, professions must collaborate with patients and carers, as it is 

these individuals that professions are there to serve (Brown and Bhugra, 2007). 

Discussions must look at mutual expectations (Bhugra, 2008b), and acknowledge 

choice as well as the current personalisation of mental health services (Bouras and 

Ikkos, 2013; Ikkos et al., 2011; McQueen et al., 2009). 

4.12.3 Strengths and limitations 

As the review was conducted in a rapid manner, there was limited time available to 

analyse the data. As noted by Braun and Clarke, thematic analysis is an ongoing 

process and requires reading and re-reading the data to become fully immersed in the 

dataset (Braun and Clarke, 2006). The lead reviewer screened articles over the review 

period and extracted all data; this allowed the reviewer to familiarise themselves with 

this data before analysis fully commenced. Having a second reviewer also allowed 

discussion between screening phases, which supported the later analysis and 

minimised the risk of error and bias, 

To facilitate others in conducting a similar review, the methodology and findings are 

presented in a transparent manner having followed the PRISMA checklist for reporting 

(see appendix C; Moher et al., 2009). Whilst a rapid approach was deemed most 

appropriate for the review, this brings its own limitations and a more comprehensive 

systematic literature review may be needed in the future. Despite this, rapid reviews 

have been found to generate similar conclusions to full systematic reviews (Watt et al., 

2008). Due to the limited time resource, a pragmatic decision was made not to 

undertake a critical appraisal of the literature. Articles were excluded if not written in 

the English language or not freely available at time of retrieval. This restricted the 
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available evidence but was deemed a justifiable decision to perform the review in a 

time limited manner.  

4.12.4 Conclusion 

The rapid review was performed to derive an operational definition of professionalism 

for a mental health services context. Two review questions were posed; (1) how is 

professionalism conceptualised within mental health services; and (2) does this 

definition vary across the mental health professions. Common themes were identified 

across the professions. Professionalism was conceptualised on two levels. First, on a 

societal level – a dynamic social contract; and second, on an individual level – 

representing the profession. Patients expect professionals to have the appropriate 

skills and knowledge to undertake their role. Professionals are frequently faced with 

ethical dilemmas in a mental health setting, and they must use their judgement, 

thinking critically and acting accordingly. There was a significant focus on interpersonal 

skills in the literature, and the relationship between a practitioner and patient was 

found to have more influence on positive outcomes than technical interventions.  

The importance of interpersonal skills and the requirement for staff to think critically, 

whilst responding to ethical dilemmas, lend support to the idea of developing an SJT 

that would assess one’s knowledge of professionalism for a mental health services 

context. However, a lack of patient presence was observed in the literature, and the 

nursing and social work professions were underrepresented. The operational 

definitions derived from this review will facilitate future research with key 

stakeholders in this field allowing renegotiations of the contract. Indeed, the following 

chapter reports on a qualitative study that sought to further conceptualise 

professionalism from the perspective of patients, carers and staff members from a 

range of professional disciplines working in mental health services.  
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4.13 Addendum to the original review findings 

The review reported here has been cited in several international papers since the time 

of its publication. Citing papers/theses have focused on a range of professional 

disciplines and settings. Whilst the content of some papers relate to mental health 

settings specifically, including a psychiatry emergency department (Yahyavi et al., 

2021) and community-based mental health services (Rioli et al., 2020), another related 

to a specific healthcare role, namely non-medical Responsible Clinicians (Oates et al., 

2020). The topic of medical professionalism (Song et al., 2021), radiography (Hale and 

Wright, 2021), and home-based family therapy (Fitzgerald, 2019) were also covered, 

and a citing thesis reported on mental health help-seeking behaviour (Cheesmond, 

2020). None of the citing documents refuted the findings of the original review.  

The literature search was repeated on 27th July 2022. The CINAHL database was chosen 

for the search because it is stated to be “the world’s most comprehensive source of 

full-text for nursing & allied health journals.” This was deemed particularly relevant 

given the findings of the quantitative study, reported on in chapter 6. Search strings 

were kept as identical as possible to the original search, however some minor edits 

were needed (see Appendix B); for example, the proximity operator ADJ3 was replaced 

with N3 as the former is no longer identified by CINAHL. In addition, instead of 

searching for articles that were published between 2006 to 2nd March 2017, criteria 

were added to capture articles that have been published since March 2017. It was 

hoped this would identify articles that were absent from the original review findings. 

Using the search string detailed in Appendix B, 204 papers were generated during the 

search. A title and abstract screening conducted solely by the author resulted in 21 

papers for full-text screening; articles were predominantly excluded at the title and 

abstract screening stage because they did not refer to specialist mental health 

services. Of the 21 articles that were retained for full-text screening, nine met the 

inclusion criteria that are noted in section 4.4 (Aylott et al., 2019; Brunn et al., 2020; 

Day-Calder, 2021; Fish, 2022; Gabbard, 2019; Glas, 2017; Glauser, 2020; Sabin and 
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Harland, 2017; Stacey and Pearson, 2020). It is important to note that one of these 

articles was written by the current author (Aylott et al., 2019). This article reports on 

the findings of the review discussed in this chapter and is therefore not expanded 

upon here. At the full-text screening stage, 12 articles were excluded because they 

either did not refer to a mental health services context (n=3), had a lack of content or 

definition (n=8), or were not freely accessible at the time of retrieval (n=1). Similar to 

the original review findings, over half of the remaining eight articles were written by 

psychiatrists despite the search being undertaken on the CINAHL database. The articles 

focused on the importance of relationships with both patients (Day-Calder, 2021; Glas, 

2017), and other professionals (Brunn et al., 2020), as well as how the professional 

relates to their own role (the existential core of professionalism; Glas, 2017). There 

were two articles that focused on digital professionalism, which was somewhat 

expected given the increasing use of social media more recently (Gabbard, 2019; Sabin 

and Harland, 2017).  

Professionalism is referred to as an ‘occupational value’ Evetts 2011 (as cited by Fish, 

2022) that “requires self-discipline and fidelity to ethical norms” (Sabin and Harland, 

2017). Practitioners must maintain clear boundaries to maintain their professionalism 

(Day-Calder, 2021). Breaches of professionalism were highlighted in the literature 

regarding internet activity (Gabbard, 2019), which included ‘posting scenes of 

intoxication’, ‘profanity’ or ‘sexually suggestive material’ (Sabin and Harland, 2017); on 

the other hand, softer skills which promote engagement and facilitate cooperative 

endings, as well as the ability to offer containment and safety were considered 

indicators of professionalism (Stacey and Pearson, 2020). One author commented on 

how education on professionalism during undergraduate training stressed different 

rules for women in comparison to men (Glauser, 2020). An example the author 

provided was how much time was used to explain what women should and should not 

wear, such as covering one’s shoulders, which contrasted to the short amount of time 

that was applied to men. Of concern, a discussion was provided regarding how 
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clinicians may have formal complaints made about them if they call out the practice of 

others in their profession (Glauser, 2020). Glauser cites Dr Nav. Persaud who says that 

questioning the status quo can be “interpreted as a criticism of the profession in 

general, or some of your colleagues in particular, even if the goal is to improve care for 

your patients” (Glauser, 2020, p.E1647).  

In addition to the above discussion, it is argued that professionalism should be 

perceived “as more than a bunch of executive functions requiring excellence” as this 

provides a “decontextualised, rational and technical view of the professional role” 

(Glas, 2017). Glas (2017) instead refers back to professionalism being legitimacy and 

entitlement on the basis of a social contract. According to the social contract, there are 

core values, which should be internalised as a professional. Glas (2017, p.541) suggests 

that if professionals adhere to a technical, instrumentalist view of professionalism and 

detach their personal self from their professional self, then they will communicate this 

indirectly to a patient as “I am here for you as someone with certain knowledge and 

skills; however, as a person I do not have anything to do with you”. Glas cites his prior 

work in noting that professionalism has an existential component. He subsequently 

proposes that dependent on how professionals relate to their role, important 

existential messages may be communicated to others.  
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Chapter 5: Understanding and Exploring Professionalism in 
Mental Health Services: A Qualitative Study using Stakeholder 
Focus 

 

This chapter, although expanded upon here, has been published and is available as 

Appendix A. 

Aylott, L., Tiffin, P. A., Brown, S. & Finn, G. M. 2022. Great expectations: Views 

and perceptions of professionalism amongst mental health services staff, patients 

and carers. Journal of Mental Health, 31, 139-146, DOI: 

10.1080/09638237.2020.1818195. 

 

Chapter 4 reports on the findings of a systematic review and presents two operational 

definitions of professionalism for a mental health services context. The reviewers 

observed a lack of patient presence in the literature and the views of nurses and social 

workers were also underrepresented. This chapter discusses the conduct and findings 

of a qualitative study that sought to further conceptualise professionalism from the 

views of key stakeholders in mental health services, including the experience of 

patients, carers, and staff members across multiple disciplines.  

5.1 Background 

Professionalism is a context dependent (Rees and Knight, 2007), multidimensional 

concept (van de Camp et al., 2004). The systematic review, reported on in chapter 4, 

resulted in two operational definitions of professionalism that apply to all 

professionals working in mental health services (see chapter 4, section 4.11). These 

being: 
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1. Professionalism forms the basis of a dynamic social contract 

between professions and society. This contract (which can have both tacit 

and explicit elements) specifies that society will remunerate the members 

and permit the profession to self-regulate on the understanding that the 

profession use their skills for patient and public good.  

2. On an individual level, professionalism can be conceptualised as a 

latent trait, composed of elements of intrapersonal, interpersonal, and 

working professionalism. This trait may only be observed through manifest 

behaviours in certain situations. Such behaviours will be in keeping with 

society’s expectations and demonstrate a commitment to ethical practice, 

cultural-sensitivity, self-awareness and reflection and self-discipline. 

Whilst the domains of professionalism in mental health services may be similar to 

other healthcare settings, it is more a matter of emphasis on certain elements of 

professionalism that differ (see chapter 4). Interpersonal relationships, empathy, and 

communication, among other traits, are paramount in healthcare services. However, 

there are specific challenges and more nuanced skills often required when working 

with individuals affected by mental health difficulties or developmental disabilities. 

These include the prevalence of social and communication issues in these groups, as 

well as the occurrence of behaviours that can challenge professionals. Professionals 

must possess practical wisdom, an element of working professionalism, which allows 

professionals to behave accordingly in situations where uncertainty and ambiguity 

arise (see section 4.10.1.3).    

Whilst many qualitative studies have sought to explore the concept of 

‘professionalism’ in medicine (Birden, 2012; Brownell and Côté, 2001; Jha et al., 2006; 

Monrouxe et al., 2011; van de Camp et al., 2004; Wagner et al., 2007), there is a dearth 

of studies focusing on the concept in mental health services, where patients’ needs 

differ. The systematic review reported on in chapter 4 observed that the 

professionalism literature is mostly written by psychiatrists (45 of 70 records), and 

there is minimal literature reporting on the perceptions of patients and carers, or the 

other healthcare professions (see section 4.10). Knowledge of the desired professional 
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attributes for mental health services may be used to facilitate the teaching and 

assessment of professionalism in this field. Knowledge regarding the behaviours that 

are perceived as demonstrating these attributes would also help facilitate the 

development of item content for assessment tools, including situational judgement 

tests (SJTs). Given that patients and carers should be the primary focus of mental 

health services, we must explore their views, alongside the perceptions of various 

professional groups that work in this setting. Therefore, this study sought to explore 

the views of patients, carers and professionals on professional attitudes and 

behaviours in a mental health services context. The researchers decided to analyse the 

data against the Professional Attributes Framework. This framework originated as part 

of the ‘Improving Selection to the Foundation Programme’ project, which was 

commissioned by the Medical Schools Council (2011). As most of the professionalism 

literature regarding mental health services focuses on psychiatry (see chapter 4, 

section 4.10), the Professional Attributes Framework was considered a suitable 

framework. The Professional Attributes Framework also helped inform the 

development of the interview guide. 

5.2 Research questions 

The research questions for the study were: 

1) What are patients’, carers’ and professionals’ experiences of, and perceptions 

of professionalism in a mental health setting?  

2) How does this experience align, if at all, with medically defined, generic, 

professional standards and attributes? 

3) Do conceptualisations of professionalism, resulting from this study, coincide 

with the findings of an earlier systematic review on the topic? 

5.3 Methods 

All procedures were approved by the University of York Research Governance Ethics 

Committee (Appendix D), the Health Research Authority, and the local NHSFT. A 
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favourable ethical opinion was also obtained from London - Camden & Kings Cross 

Research Ethics Committee (REC reference: 18/LO/0630; Appendix E). 

5.3.1 Study design 

This cross-sectional qualitative study was conducted in a mental health services 

setting. Arksey and Knight (1999) argue that research methods should not be chosen 

on the basis that one method is superior to the other, but on what method is most 

suitable for the research purpose. Interviews and focus groups have been used 

together successfully in prior research studies (Lambert and Loiselle, 2008; Steffen et 

al., 2020). The application of both interviews and focus groups was deemed a suitable 

approach for this study, because individual interviews can facilitate an in-depth 

discussion of social and personal matters (DiCicco‐Bloom and Crabtree, 2006), and 

focus groups are an effective method for exploring the attitudes and needs of staff 

(Kitzinger, 1995). Therefore, semi-structured interviews were undertaken with service 

users, and focus groups, as opposed to group interviews, were performed with carers 

and professionals to explore the perceived attributes of professionalism in mental 

health services. To support the development of the SJT, the critical incident technique 

(Flanagan, 1954) was utilised to generate examples of professional and unprofessional 

behaviour within this setting.  

 Interviews 

Following a meeting with the Research Ethics Committee, one to one interviews were 

judged to be most appropriate for patients, due to issues of confidentiality; first, 

patients may have disclosed the names of staff members, and second, the researchers 

were concerned about the confidentiality of the patients’ medical histories being 

preserved. This consideration is in keeping with the World Medical Association’s 

Declaration of Helsinki (2013), which states that “every precaution must be taken to 

protect the privacy of research subjects and the confidentiality of their personal 

information”. Whilst it is possible to ensure confidentiality on behalf of the researcher, 

the researcher cannot promise that other participants will maintain confidentiality too.  
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 Focus groups 

Focus groups were performed with carers and professionals as this was deemed the 

most appropriate method to generate shared meaning; this allowed the researchers to 

capture as many facets and experiences of professionalism as possible. To increase 

candour and avoid power relationships amongst staff, focus groups were conducted 

separately for each of the professional groups; i.e., there was a separate focus group 

for psychiatrists, psychologists, nurses, allied health professionals (namely, 

occupational therapists), and carers. Some focus groups consisted of professionals that 

knew one another, whereas others included individuals that were not familiar with one 

another.  

Confidentiality was not considered to be a problem for focus groups, as professionals 

are bound by confidentiality practices in the trust; professionals were reminded of this 

in the participant information sheet. Whilst carers are not bound by the same rules, 

confidentiality was not felt to be an issue with this group, because carers would be less 

likely to know the same members of staff as one another. 

5.3.2 Reflexivity 

In line with a social constructionist perspective, there was an awareness that the data 

generated during the study was a result of the interaction between the researcher and 

the researched. Reflexivity was therefore utilised over the course of the study. 

Reflexivity promotes the validity of qualitative research (Pillow, 2003), because 

researchers consider how their background, characteristics, and engagement with the 

research process may influence the data generated and their subsequent 

interpretation of findings (Berger, 2015). For example, the researcher identifies as a 

gay woman, and it is possible that this perceived commonality with a patient may have 

influenced a discussion that took place during one of the interviews. The researchers 

were all aware that they had preconceived ideas, not only from having been a former 

patient, carer and/or staff member working in mental health services, but also having 

undertaken a literature review on the topic; indeed, it was this initial understanding 
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that helped formulate the interview guide. To increase the validity of the research, two 

researchers analysed the qualitative data. The author has also been transparent within 

this thesis regarding their position in the research process.  

5.3.3 Ethics 

The researchers were aware that the interviews with patients could potentially bring 

up distressing memories for them. A clinician was therefore available should there 

have been any concerns of this nature; contact with the clinician was not required 

throughout the study period. The researcher reminded participants at the 

commencement of each interview that they were free to withdraw at any time. 

Interview participants (i.e., patients) were informed that they could take a break if 

needed and that there was no need to disclose the nature of any mental illness that 

affected them, or that they had received care for. In addition, interview participants 

were provided a sheet with the contact details of various third-party support 

organisations, in case they wanted to obtain support, external to the NHS Trust, 

following their participation. It is not known whether participants used these contact 

numbers following the study. At the end of each interview and focus group, a post-

briefing took place. The next steps of the research project were reiterated, and 

participants were thanked for their time. 

5.3.4 Recruitment 

The study was advertised across Tees, Esk and Wear Valleys NHSFT, and a purposive 

sample was obtained. Interviews and focus groups were timetabled and located to 

optimise participation; all interviews and focus groups were held on premises where 

NHS staff worked. Participation in the interviews and focus groups was voluntary. 

Water was available during all interviews, and light refreshments were made available 

during focus groups. Patients and carers were provided a high-street shopping 

voucher, to the value of £20, to compensate for their time and travel.  
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 Recruitment of interview participants 

Flyers advertising the study were posted in various community mental health centres. 

Flyers were also distributed via a patient and public involvement newsletter and the 

NHS Trust’s social media site. Participants were asked if they knew other individuals 

that may be interested using a 'snowballing' method to recruitment. In one instance, a 

patient who participated in an interview contacted many fellow patients by email, 

noting their perceived value of the research and their experience of taking part; this 

resulted in additional individuals coming forward to participate. The study initially 

sought 6-10 participants for interview; this figure increased however, due to the 

number of expressions of interest received. The inclusion and exclusion criteria for 

interview participants can be viewed in Table 5.1. 

Table 5.1 Inclusion and exclusion criteria for interview participants 

Inclusion 

Criteria 
• Current or recent (last 24 months) user of mental health services 

whose mental health is stable (i.e., not a current in-patient, open to 

the crisis team or in urgent need of a treatment review) 

• Sufficient English language fluency that permits comprehension 

of written information relating to the study 

• Sufficient capacity to be able to consent to participate 

• Aged 16 years or above 

Exclusion 

Criteria 
• Lacking capacity to provide informed consent to participate 

• Less than 16 years of age 

• Experiencing an acute episode of mental ill health 

• Having a significant or serious act of self-harm within three 

months prior to the study necessitating medical and/or psychiatric 

assessment or intervention 

• Having experienced a period of hospitalisation for mental health 

problems six months prior to the study 

• Experiencing literacy problems that would impair the ability to 

read and understand written material relating to the study 

• Patients in Forensic services that are supervised by the probation 

service 

• Individuals that do not consent to all statements on the consent 

form 
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 Recruitment of focus group participants 

It was recognised that focus group discussions can be inhibited when there is too much 

heterogeneity among participants (Freeman, 2006). Therefore, a decision was made to 

hold separate focus groups for each of the professions. Social media was utilised to 

recruit participants. Flyers that advertised the study were again posted in various 

community mental health centres. The study was advertised on the trust intranet 

(internal website) and in an electronic newsletter that is sent to staff across the NHS 

Trust on a weekly basis. In addition, the lead researcher met with team managers and 

advertised the study during team meetings. To maximise participation, service leads 

were contacted to determine whether there were any Trust events that were taking 

place where a focus group could be conducted, this led to the focus groups with 

psychiatrists, as well as the occupational therapists. Professional leads in the trust 

were also contacted and asked if they would be happy to email professionals in their 

discipline; the professional lead for psychology and the allied health professions 

subsequently distributed an email to all professionals working in these disciplines 

whilst asking for expressions of interest.  

To recruit carers, flyers advertising the study were distributed via a patient and public 

involvement newsletter. The author knew some carers personally, and these 

individuals were contacted to identify forums for recruitment. This led to the lead 

researcher attending a carers’ network meeting where the study was discussed; at this 

time, attendees were invited to contact the researcher if they were interested in 

participating. 

The study sought to identify between 6-10 participants from each stakeholder 

category, including carers, psychologists, nurses, allied health professionals, and 

psychiatrists. In addition, attempts were made to recruit from all the main service 

areas, including adult mental health services, children and adolescent mental health 

services, learning disability services, forensic services, and mental health services for 
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older people. The inclusion and exclusion criteria for carers and professionals can be 

viewed in Table 5.2. 

Table 5.2 Inclusion and exclusion criteria for focus group participants 

Staff 

members 

Inclusion 

Criteria 
• Registered professionals working in a mental health 

and learning disability NHSFT 

Exclusion 

Criteria 
• Individuals that do not consent to all statements on the 

consent form 

• Non-registered staff (e.g., nursing assistants) 

Carers Inclusion 

Criteria 
• Unpaid carers of patients using mental health and/or 

learning disability services (i.e., relatives and/or 

friends) 

Exclusion 

Criteria 
• Individuals that do not consent to all statements on the 

consent form 

 

5.3.5 Informed consent 

With regards to obtaining consent, the procedures differed for individuals participating 

in interviews to those participating in focus groups. All individuals that expressed an 

interest in the study were provided a participant information sheet (see Appendix F for 

an example), and consent form (Appendix G), and were advised to contact the 

researcher if they had any questions or wanted any further information. There were 

separate information sheets for each of the professional groups, as well as for patients 

and carers. Individuals were given at least two weeks after being sent an information 

sheet before any further contact was made. After two weeks, individuals were 

contacted again to discuss the study and determine whether they would like to take 

part. Individuals were reminded that their participation was voluntary and that they 

could withdraw at any time. Eligibility was ascertained at this time, by referring to the 

study’s exclusion criteria.  

 Consent process for interviews 

Interview dates and locations were arranged according to the participant’s preference. 

Upon meeting face to face, the researcher (LA) discussed the participant information 
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sheet with the participant, whilst evaluating the individual’s comprehension of this. 

Participants were next asked to sign a consent form. All individuals were deemed to 

have the capacity to provide informed consent, and all went on to sign the consent 

form and participate in the interview. 

 Consent process for focus groups 

Individuals that had expressed an interest to participate in the focus groups were 

contacted two weeks after being sent a participant information sheet, to discuss the 

study and determine whether they would like to take part. Once a focus group date 

and location had been arranged, individuals were forwarded a further copy of the 

participant information sheet, as well as a consent form; individuals were asked to 

review the information and sign the consent form, where possible, before the day of 

the focus group. At the start of each focus group, the researcher (LA) discussed the 

participant information sheet with the group, evaluating participants’ comprehension 

of this. Participants were next asked to complete the consent form, had they not 

already done so. All participants were determined to have the capacity to provide 

informed consent. All individuals decided to participate and signed the consent form 

prior to their participation in the study. 

5.3.6 Data collection 

All data were collected face-to-face and were audio recorded. The tape-recorder was 

tested at the start of each interview and rooms were arranged to minimise external 

noise and distractions. Interviews and focus groups were facilitated by the author (LA). 

Four focus groups were co-facilitated by a clinical researcher (PT), or a researcher that 

specialised in qualitative methods (GF). Interview questions were established based on 

the critical incident technique (Flanagan, 1954), as well as earlier research on 

professionalism in other healthcare settings (Burford et al., 2014; Medical Schools 

Council, 2011). A pilot focus group confirmed that the interview questions were fit for 

purpose and did not need editing. Interview stems remained the same for both 

interviews and focus groups (see Table 5.3); however, not all prompts were necessary, 
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during focus groups, to elicit the information. Nevertheless, the topic guide facilitated 

a semi-structured approach and minimised the likelihood of interviewer bias.  

At the start of each interview, participants were provided a questionnaire, which asked 

their age, gender, and ethnic group. Those attending a focus group were also asked to 

identify whether they were a carer or a professional, and professionals were 

subsequently asked to document their profession. Participants were asked to indicate 

on this same questionnaire whether they were happy to be contacted via email or 

phone for the follow-up section of the study. The follow up was conducted to facilitate 

the development of SJT items and a provisional scoring key; this is discussed further in 

chapter 6.  

Table 5.3 Topic guide used to generate discussion on professionalism in mental health 

services 

Topic stem Prompts 

Professionalism 

 

What does professionalism, in general, mean to you?  

What does good ‘professionalism’ look like, in general? 

What does ‘unprofessional’ behaviour look like, in general? 

What are the most important aspects of ‘professionalism’ for staff working in 

‘mental health services’? 

What skills are important when working in mental health services? 

What interpersonal attributes are important when working in mental health 

services? 

What values are expected of staff working in mental health services? 

Professional 

Behaviours 

 

Is anyone able to discuss an example of professional or unprofessional 

behaviour, that they have recently observed, especially good or bad practice? 

What were the circumstances leading up to the incident? 

Would you please describe the professional’s reaction? 

What did the person(s) do that was (un)professional?  

- has anyone else got any other views regarding this behaviour(s)? 

- how else could the professional have responded? 

Professional 

Dilemmas 

Has anyone observed any dilemmas that a professional has recently 

encountered? 

What were the circumstances? 

Did the professional(s) behave in a professional or unprofessional manner? 

What did the professional do? 

What was it about the behaviour that was (un)professional? 
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The facilitator introduced themselves at the start of each interview and noted the 

purpose of the study; co-facilitators also introduced themselves, where present. Some 

ground rules were discussed at the start of each focus group, which touched on the 

following matters:  

• professionals were asked to place their mobile phone on silent and politely 

asked if they would leave the room if they needed to take a call 

• professionals were advised to help themselves to drinks that were provided 

• the importance of confidentiality was reiterated, whilst noting that issues 

related to safeguarding would need to be raised with the appropriate 

authorities 

• individuals were advised that there would be a post group briefing should they 

wish to discuss any concerns following the group 

• individuals were asked to respect one another’s views. It was noted that there 

were no right or wrong answers and that we were not looking for agreement 

among the group 

• Individuals were asked to talk one at a time, but were also encouraged to 

interact with one another 

• Individuals were subsequently asked to introduce themselves 

With regards to the focus groups, the researchers aimed to generate discussion and 

interaction among the participants and this was encouraged from the start; the 

researchers also allowed the participants to lead on the discussion, where possible. 

Fewer prompts were used during focus groups, which appeared to facilitate the 

interaction among participants. Interviews and focus groups formed two parts; first, 

participants were asked to define professionalism for a mental health services context; 

second, the interviews and focus groups were used to generate scenarios that would 

manifest professional or unprofessional behaviours. At the end of each interview and 

focus group, the researcher summarised the discussion and asked the co-facilitator, 
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where applicable, whether they had observed anything other than that summarised. 

The participants were then asked whether this accurately captured the group 

discussion. 

With regards to the individual interviews, in two instances patients had asked the 

researcher, in advance of the interview, what the questions would be. The researcher 

was aware that this may influence the data collected and provided a broad explanation 

regarding the questions, reemphasising that mentioned on the participant information 

sheet (i.e., that the participant would be asked to explain professionalism from the 

participant’s perspective and would be asked for examples of professional and 

unprofessional behaviour). Participants were advised that more specific questions 

would be asked on the day. In one instance, a patient brought pre-prepared notes 

along to the interview with them; this participant was informed that the information 

would need discussing during the interview if they wished for it to be included in the 

study. Various probes were used during the focus groups to build rapport and 

encourage the involvement of others, including; can you tell me a bit more about that, 

that’s interesting, what does everyone else think, does anyone else have any other 

examples. Alongside these verbal prompts, the researcher was mindful of their non-

verbal communication. Contextual notes were made immediately following each focus 

group, whilst the event was clearly in mind. 

Interviews and focus groups were transcribed verbatim by a member of staff in the 

NHS Trust’s Research and Development department; a third-party organisation took 

over the transcription of audio data once the Trust approved this. Participants were 

informed about the use of a transcription firm in the participant information sheet. All 

transcripts were quality checked, and revised accordingly, by the author. The ethics 

committee requested that audio recordings were destroyed following transcription, 

which contrasts with the guidance of many ethics committees, who demand that tapes 

are kept for ten years (Holloway and Galvin, 2017). Data protection and storage 
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guidelines were adhered to, including the use of industry standard encryption. 

Transcripts were not returned to participants, but regular member checking was used 

during the focus groups and interviews to confirm the researchers’ interpretation of 

the data. Transcripts were anonymised so that they did not identify participants. 

5.3.7 Data analysis 

Data were managed using nVivo (version 12). Having received mental health services 

previously, as well as conducted the review reported on in chapter 4, the researchers 

had a priori themes in mind and framework analysis (Ritchie and Spencer, 1994; Ritchie 

et al., 2003) was therefore chosen as the approach to analyse the data; the process of 

which can be viewed in Figure 5.1. Grounded Theory, as a qualitative analysis 

framework, was ruled out, because the study commenced from a well-defined starting 

position. That is, that the researchers had recently undertaken, and published, a rapid 

systematic review on the topic (see chapter 4). 

Framework analysis involved a five-step process, including: familiarisation of the data, 

developing a theoretical framework, indexing and charting, summarising data within 

the analytical framework, and synthesising the data (Ritchie and Spencer, 1994; Ward 

et al., 2013). During the familiarisation stage, open coding was used to grasp a better 

understanding of the data. In doing so, it was determined that the data fit the 

Professional Attributes Framework (Medical Schools Council, 2011). The Professional 

Attributes Framework was originally developed as part of the ‘Improving Selection to 

the Foundation Programme’ project, commissioned by the Medical Schools Council 

(2011). The framework consists of nine professional attributes, including: Commitment 

to Professionalism, Coping with Pressure, Effective Communication, Learning and 

Professional Development, Organisation and Planning, Patient Focus, Problem Solving 

and Decision Making, Self-Awareness and Insight, and Working Effectively as Part of a 

Team. Both inductive and theoretical approaches can be used to analyse research data 

(Braun and Clarke, 2006); for this study, a deductive approach was used to index data 

against all nine professional attributes, however, an inductive approach was also 
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utilised, as the research team recognised that inductive approaches can provide a 

more expansive analysis of the entire body of data (Kiger and Varpio, 2020). Using an 

inductive approach facilitated the creation of additional codes and themes pertinent to 

mental health services. 

   

 

Figure 5.1 Stages of Framework Analysis (adapted from Ritchie and Spencer, 1994) 

It is recognised that researchers bring their own bias when interpreting research 

findings, particularly if they are familiar with the setting and literature on the topic 

(Holloway and Galvin, 2017). Therefore, data analysis was primarily undertaken by two 

researchers; both the author (LA) and Dr Sally Brown (SB), whom has particular 

expertise in qualitative research. At the time of the study, SB was a lecturer at 

Edinburgh Napier University. SB used an iterative process, whilst reviewing a transcript 
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against the codes created by LA. Codes and themes were subsequently amended 

through discussion and negotiation. To enhance the validity of the analysis, Professor 

Finn and Professor Tiffin reviewed a sample of the coding. For clarity, the themes will 

now be referred to as the professional attributes; also, the codes are the expectations 

placed on professionals that work in mental health services. 

5.3.8 Reliability and validity 

With regard to the reliability and validity of research, some researchers posit that 

qualitative studies should be evaluated by different criteria than that used for 

quantitative studies (Bryman, 2016). The validity of qualitative research can be 

improved through various procedures, including triangulation, respondent validation, 

clear exposition of methods, reflexivity, attention to negative cases, and fair dealing 

(Mays and Pope, 2000). Respondent validation, which is otherwise referred to as 

informant feedback, member checking, member validation, or dependability checking 

(Varpio et al., 2017), was used throughout the current study. Transcripts and initial 

analyses were not provided to participants, however LA summarised the discussion 

during interviews and focus groups, noting their interpretation of the data, to verify 

whether the participants agreed with the researcher’s account. Results were also 

disseminated to participants following the study; none of the recipients expressed any 

disagreement with the findings. 

5.4 Results 

A total of 13 interviews and six focus groups were conducted between 15th August 

2018 and 15th January 2019. There were 56 participants in total, which incorporated 10 

nurses, 10 occupational therapists, 7 psychiatrists, 7 psychologists, 7 carers and 15 

patients. Whilst it was intended that the focus groups were split by discipline, on the 

day of the focus group, a psychological wellbeing practitioner turned up to the nursing 

focus group and a student nurse attended the psychology focus group. The pilot focus 

group also incorporated two patients and two carers. The remaining 13 patients 
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participated in one-on-one interviews. With regards to staff participation, all allied 

health professionals were invited to take part, including dieticians, physiotherapists, 

pharmacists, and occupational therapists; however, only occupational therapists were 

able to participate due to scheduling. The duration of each focus group can be seen in 

Table 5.4; the mean duration of a focus group was 1 hour and 15 minutes. Interviews 

lasted between 36 and 78 minutes; the mean duration of an interview was 1 hour. 

Table 5.4 Focus group size and duration 

Profession Number of 

participants 

Time elapsed (hours and 

minutes) 

Nurses 10 1 hour and 10 minutes  

(70 minutes) 

Occupational Therapists 10 59 minutes                                

Psychiatrists 7 1 hour and 19 minutes  

(79 minutes) 

Psychologists 7 1 hour and 28 minutes  

(88 minutes) 

Carers 5 1 hour and 22 minutes  

(82 minutes) 

Pilot 4 1 hour and 10 minutes  

(70 minutes) 

 

In one instance, a team manager provided a room and agreed to have staff members 

participate in a focus group to facilitate their professional development. On this 

occasion, most individuals that participated in the focus group (eight of ten) worked in 

the same building, albeit in one of three separate teams. The two other individuals 

that participated worked elsewhere in the organisation. A detailed breakdown of 

participants’ demographic details is not provided here, as this may compromise the 

anonymity of individuals; however, the overall sample included 36 females, 18 males, 

and 2 individuals that described their gender as other. The age of participants ranged 

from 21 to 86 years; with a mean age of 47 (having excluded two individuals that did 

not give their exact age). Most participants described their ethnicity as white; 
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however, two individuals described their ethnicity as black, and two described their 

ethnicity as Asian. Professionals worked in a range of specialties, including adult 

mental health services, children and adolescent mental health services, learning 

disability services, forensic services, and mental health services for older people. In 

addition, professionals worked across inpatient, community and corporate settings. 

Interview and focus group data were indexed together using the professional 

attributes framework (Medical Schools Council, 2011). The charting phase of the 

analysis allowed data to be summarised for each case (i.e., interview or focus group), 

as well as by each category (i.e. attribute). Data generated during the study aligned to 

all nine attributes of the Professional Attributes Framework, however the codes within 

each attribute varied from that originally cited by the Medical Schools Council (2011). 

The analysis found that the data required a tenth attribute for professionals working in 

mental health services, which incorporated ‘Working with Carers.’ Each of the resulting 

ten attributes are discussed here with a brief description provided for each. 

5.4.1 Commitment to professionalism 

Summary: Individuals should be committed to honouring their profession by adhering 

to guidelines and challenging poor practice. Professionals must have integrity and be a 

responsible practitioner.  

The professional attribute ‘Commitment to Professionalism’ generated 13 subcodes (as 

demonstrated in Table 5.5). Participants expect professionals to adhere to their 

professional guidelines and codes of conduct; otherwise, clinicians have a duty to 

challenge, thus requiring confidence and courage. Focus groups highlighted that social 

media could be a challenge to one’s professionalism, specifically with regard to the use 

of online dating and social media platforms, such as Facebook. To overcome these 

challenges, participants were found to use two separate online accounts to keep their 

work and personal life separate. 



 

144 

 

...it’s about having clear boundaries as well isn’t it, so I’ve got a Twitter 

account for purely professional stuff … but then Facebook, I have strict 

settings on that... (OT – Focus group) 

I am a single person, but I have got an issue for example with internet 

dating as well because of that status you have got [as a psychiatrist], I 

don’t do it.... I think there are some unwritten rules you are supposed to 

follow. (Psychiatrist – Focus group) 

Table 5.5 Corresponding codes for the attribute Commitment to Professionalism 

Subcode N
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N
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Adheres to professional, ethical and legal guidelines 9 36 

Behaviour standard – behaves according to expectations 9 30 

Challenges the system 3 4 

Challenges unacceptable behaviour 6 19 

Displays a commitment to the role 11 28 

Is trustworthy and has integrity 12 26 

Maintains confidentiality 8 25 

Owns up to mistakes 5 11 

Possesses confidence and courage 6 9 

Takes responsibility for own actions 5 7 

Understands and demonstrates an awareness of ethical issues 8 18 

Upholds the profession’s and organisation’s reputation 5 6 

Uses social media appropriately 3 10 

 

5.4.2 Coping with pressure 

Summary: Practitioners must utilise their clinical judgement, particularly in times of 

uncertainty and ambiguity. Professionals must have resilience and be able to de-

escalate situations when others are experiencing distress.  
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The professional attribute ‘Coping with Pressure’ generated seven subcodes (as 

demonstrated in Table 5.6). It became apparent during the study that professionals 

need to separate themselves from the work that they do, in order to not let this 

impinge upon their own wellbeing. 

Professionalism for me is walking out of here and onto the next thing with a 

fresh mind, a fresh view...you have got to detach. (Patient – Interview)  

During focus groups, a nurse commented “we don’t shout back; we just have to stay 

professional”. In stark contrast however, a patient mentioned how they had calmed 

down, having been restrained on the floor, yet a care assistant continued to pull the 

patient’s thumb back. Similarly, a carer highlighted that some staff de-escalate 

situations better than others. 

I have seen physical restraint used detrimentally to the point even when 

people were saying ‘oh should we do your hair’ while they are restraining 

this person on the floor, whereas other staff would be able to talk to that 

person and dissolve the situation (Carer – Focus group) 

Table 5.6 Corresponding codes for the attribute Coping with Pressure 
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Being overworked 2 2 

Checking the facts 3 4 

Clinical judgement 4 6 

De-escalation 3 12 

Is resilient and employs effective coping strategies 7 23 

Manages uncertainty and ambiguity 2 4 

Remains calm and in control of situations 5 9 
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Professionals must be aware of the potential for malpractice and deal with this 

accordingly, whilst managing their own wellbeing. Humour was observed to be a 

means of making light, defusing stress and normalising situations that occur in such 

challenging environments. A pertinent example was provided during a focus group, 

with regards to a suicidal patient frequently swallowing a specific form of vegetation. 

After numerous incidents, a staff member commented, ‘I can’t wait for spring, when 

there are no [vegetation] around.’ Such remarks were viewed as a positive coping 

mechanism for some, however they were viewed negatively in certain circumstances, 

such as when one is critical of a patient. A professional expressed discomfort whilst 

making the following comment. 

“I heard staff being a bit critical of the patient…It was put down, it’s how 

the staff cope, they are working in a really stressful situation, these 

individuals can be really challenging, it’s how they offload.” (OT – Focus 

group) 

Some individuals expressed using humour when discussing difficult topics, however it 

was recognised that this may be judged negatively by an external person present. 

 “we use humour to get us through that. ... all of us use that humour 

protectively. However, another person comes in, we don’t know how that’s 

going to be judged.” (Psychologist – Focus group) 

5.4.3 Effective communication 

Summary: Practitioners must communicate effectively, using both verbal and non-

verbal communication. Professionals should have the ability to build rapport with 

patients, and validate the thoughts and feelings of others.  

The professional attribute ‘Effective Communication’ generated 13 subcodes (as 

demonstrated in Table 5.7). Referring to a staff member and patient using derogatory 

language in jest, a participant commented in an interview that professionals should 

not use bad language with patients. 
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“If you are using regular bad language and especially if you personalise it 

by calling a patient that, then that… [is] really unprofessional.” (Patient – 

Interview) 

Banter was recognised as a means of building rapport; however, during a focus group, 

participants noted that this could go wrong very quickly, particularly “if someone feels 

targeted, … where they’ve got trauma histories, where they’ve been humiliated, 

bullied, and all the rest.” (Psychologist – Focus group) 

Table 5.7 Corresponding codes for the attribute Effective Communication 
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Adjusts style of communication 5 12 

Advocates appropriately for patients 3 3 

Builds rapport with patients 6 10 

Communicates effectively with team members 3 5 

Demonstrates open and honest communication 9 24 

Demonstrates sensitive use of language 7 16 

Ensures surroundings are appropriate when communicating 3 7 

Is personable and able to relate with others 10 21 

Listens effectively  14 24 

Has good observational skills 2 2 

Understands and responds to non-verbal cues appropriately 2 4 

Uses non-verbal communication effectively 6 11 

Validates the thoughts and feelings of others 10 17 

 

5.4.4 Learning and professional development 

Summary: Practitioners must possess the appropriate knowledge and skills for their 

role, utilising professional development opportunities. Professionals should accept 

feedback and utilise supervision accordingly. 
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The professional attribute ‘Learning and Professional Development’ generated seven 

subcodes (as demonstrated in Table 5.8). Participants highlighted that they would 

discuss the difficulties they had with patients during supervision; to air these views 

elsewhere was deemed unprofessional. 

“You could say the same thing, but in different contexts. And some are 

professional and some are not professional.” (Psychologist – Focus group) 

Table 5.8 Corresponding codes for the attribute Learning and Professional Development 
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Accepting of feedback 2 2 

Application of knowledge and learning to practice 2 6 

Appropriately makes use of supervision and formulation meetings 7 21 

Possesses the relevant knowledge and skills for the role 13 32 

Learns on the job (continuing professional development) 6 7 

Possesses appropriate qualifications for the role 4 4 

Is involved with research 1 1 

 

5.4.5 Organisation and planning 

Summary: Practitioners must maintain accurate records and read case notes 

attentively. Professionals must effectively manage limited resources, and their time 

accordingly.  

The professional attribute ‘Organisation and Planning’ generated seven subcodes (see 

Table 5.9). At times, participants views differed. This was the case with regards to 

documentation; a professional felt that documentation was a waste of clinician time, 

whereas a patient stated that at times documentation must take precedence. 
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“All the notes we keep really are litigation proof that’s all it is you know 

(Nurse – Focus group) 

“The planning of my care could depend on that, … If it isn’t recorded 

properly I might lose out on the appropriate care.” (Patient – Pilot focus 

group) 

Professionals must familiarise themselves with the notes, yet a patient disclosed how 

this did not seem to be the case in their experience. 

“I feel as if they didn’t know anything about me … they had never read any 

notes on me.” (Patient – Interview) 

Table 5.9 Corresponding codes for the attribute Organisation and Planning 
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Is efficient - Goes the extra mile 5 8 

Ensures that systems are in order 2 2 

Maintains accurate records 5 9 

Manages limited resources effectively 4 19 

Reads case notes 5 9 

Utilises effective time management 7 15 

Wears suitable attire for the role 4 9 

 

5.4.6 Patient focus 

Summary: Practitioners must possess qualities that enable them to build therapeutic 

relationships with patients, such as altruism and humility. Professionals, also, must 

maintain an appropriate professional distance and not impose their own values on 

patients, delivering person-centred care. 
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The professional attribute ‘Patient Focus’ generated 18 subcodes (as demonstrated in 

Table 5.10). Whilst it was agreed that professionals should be approachable and 

friendly, boundaries must also be instilled.  

“when they think that you are their friend … you then need to remind 

possibly remind them that it’s a professional relationship.” (Nurse – Focus 

group) 

Table 5.10 Corresponding codes for the attribute Patient Focus 
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Attends to patients’ physical health needs 3 4 

Is a human interface for the organisation 3 7 

Builds therapeutic relationships 4 6 

Is caring and possesses kindness and compassion 13 45 

Contains the emotions of patients and carers 2 2 

Does not impose own values on patients 3 5 

Has a cheerful and friendly nature, yet maintains an appropriate 

professional distance 

9 22 

Is altruistic and possess humility 10 21 

Is approachable and makes oneself available for patients 11 28 

Is empathic and understands the illness that mental illness can have 13 38 

Is genuine, honest and fulfils promises 10 33 

Is non-judgemental 10 32 

Provides reassurance 9 27 

Provides equal access of services to all patients, regardless of challenges 2 3 

Maintains safety 12 26 

Treats patients with respect 15 40 

Utilises a person-centred approach 13 53 

Utilises a recovery focused approach with meaningful activity 10 31 
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Clinicians must respect patients. However, during their discussion of two opposing 

experiences of receiving treatment from mental health teams, a patient highlighted in 

an interview that respect is not always evident. This finding was supported by the 

comments of an occupational therapist.  

“Just the way someone speaks to you honest they speak to you like you’re 

on their shoe …, I honestly don’t believe at any point you need to speak 

down to, or insulting to someone with mental health issues.” (Patient – 

Interview) 

“You know when people open doors without knocking, or open curtains 

without getting permission… It’s low-grade stuff, but it’s poor practice.” (OT 

– Focus group) 

During an interview, one patient discussed their anxiety at making telephone calls. The 

patient highlighted that their nurse challenged them to make calls, which the patient 

appreciated; the patient stipulated however, that they must only be challenged on 

something that they want or need to do. 

It’s finding … something I need to do or want to do and pushing me to do 

that, as opposed to pushing me to do whatever they think most people who 

are depressed or hear voices or whatever do. (Patient – Interview) 

It is therefore important that professionals deliver person-centred care, whilst 

attending to the differing needs and wishes of service users. 

5.4.7 Problem solving 

Summary: Practitioners must be able to reason with abstract information. 

Professionals also must understand problems from a wider perspective, having the 

ability to adapt their practice. 

The professional attribute ‘Problem Solving’ generated five subcodes (as demonstrated 

in Table 5.11). The nature of mental illness means that you cannot just look at 

someone and diagnose them; peoples’ experiences are not clearly visible to the naked 
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eye. Professionals must therefore conceptualise with abstract information, as 

highlighted by the following comment. 

“The word schizophrenia does not describe people with schizophrenia, you 

know everybody’s different and I think you have to have that ability to 

conceptualise and think outside the box a bit in mental health that you 

maybe don’t have to do so much in sort of medical care.” (Nurse – Focus 

group) 

Professionals must adapt their practice, dependent on the current circumstances. 

“There is no point being professional if somebody’s crying.” (Nurse – Focus 

group) 

Table 5.11 Corresponding codes for the attribute Problem Solving 
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Is able to use abstract reasoning 3 3 

Helps patients problem solve 2 2 

Makes appropriate decisions based on all the relevant information 3 5 

Understands problems from a wider perspective, taking account of the 

whole picture 

5 11 

Uses initiative and adapts practice to meet people’s needs 7 13 

 

5.4.8 Self-awareness and insight 

Summary: Practitioners must possess self-awareness and acknowledge the limits to 

their competence. It is appropriate to disclose some information about self, but 

professionals must recognise and maintain boundaries when doing so. 

The professional attribute ‘Self-Awareness and Insight’ generated four subcodes (as 

demonstrated in Table 5.12). Self-disclosure is known to break down some of the 
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boundaries that exist in a staff - patient relationship; the level of disclosure must be 

appropriate for each patient and must cater for an individual’s needs at the time. 

“It also seems a bit of a balance sometimes because you expect a patient to 

share so much of themselves… And then you kind of go, but I won’t tell you 

anything about me.” (Psychologist – Focus group) 

It was highlighted during a focus group that professionals may send blunts emails 

when emotions run high, even though they would not typically do so. At these times, it 

is important that professionals reflect-in-action.  

“I’ve seen a fair few emails that maybe come across as disrespectful and 

unprofessional, because they’re emotive emails about a topic that people 

have strong opinions on… I think professionalism is about taking a step 

back and thinking right, I’m quite annoyed about this, maybe I should send 

this later or ask someone else to look over it.” (Psychologist – Focus group) 

Table 5.12 Corresponding codes for the attribute Self-Awareness and Insight 
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Acknowledges the limits to one’s competence 4 6 

Discloses appropriate amounts of information about self 4 7 

Possess self-awareness and reflects on practice 5 12 

Recognises and maintains appropriate boundaries 10 25 

 

5.4.9 Working effectively as part of a team 

Summary: Practitioners must work alongside colleagues effectively, acknowledging 

people’s strengths and capabilities. Professionals must also be a positive role model.  

The professional attribute ‘Working Effectively as Part of a Team’ generated seven 

subcodes (as demonstrated in Table 5.13). Discussion arose during a focus group 
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regarding how professionals are a role model for students; the detrimental impact 

negative role modelling can have on students, as well as newly qualified professionals 

was highlighted. 

“When they’re qualified, you can’t go home and have a cup of tea and I 

think that sometimes with students, … we set the wrong examples.” (OT – 

Focus group) 

Professionals form part of a team and must work together to achieve common goals. 

“I think that it is very important, working as part of a team, everybody’s 

working in the same direction, with the same values.” (Patient – Interview) 

“you know we work with everyone around us and I can only work well if I 

have a really good team around me.” (Psychiatrist – Focus group) 

Table 5.13 Corresponding codes for the attribute Working Effectively as Part of a Team 
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Is able to identify and utilise the most appropriate person for a task 3 5 

Is a positive role-model for others 6 9 

Maintains appropriate relationships with colleagues 2 6 

Maintains consistency with colleagues 5 7 

Supports colleagues 3 5 

Works effectively with other teams 8 20 

Works effectively with colleagues 11 23 

 

5.4.10 Working with carers 

Summary: Professionals must involve carers where possible, whilst adhering to the 

bounds of confidentiality. Carers generally want to be involved and should feel 

supported in their role. 
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The professional attribute ‘Working with Carers’ generated three subcodes (as 

demonstrated in Table 5.14). It is recognised that not all carers are caring, and 

professionals must remain aware of this. 

“We shouldn’t imagine that all carers fit into that box of being desperately 

caring, … I think carers as some people said can be part of the problem.” 

(Carer 1 – Focus group) 

“Yes, yes, exactly” (Carer 2 – Focus group) 

“Well carers can also be one of the causes of the caree’s problem 

altogether and I can understand the professionals… have to assess you very 

quickly as to whether you’re actually the one that is causing the problem or 

if you are genuinely trying to help.” (Carer 3 – Focus group) 

Table 5.14 Corresponding codes for the attribute Working with Carers 
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Assesses a carer’s motives 1 1 

Involves carers and makes use of their expertise 3 9 

Supports and validates the carer’s perspective 1 8 

 

During a focus group, it was expressed that professionals at times hide behind policy. It 

was explicitly stated that most carers want to be involved, yet they feel left to the 

wayside. Professionals must work with carers, where possible, to improve patient care. 

“the majority of carers want to be involved and want to help and get very 

fed up of being left in a corner.” (Carer – Focus group) 

“it should be exploited and it isn’t and that’s what I find is amazing.” (Carer 

– Focus group) 
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“my experience is you have to bang on doors, you have to make a nuisance 

of yourself to actually be listened to.” (Carer – Focus group) 

To facilitate cross referencing, all attributes are listed in Table 5.15, alongside the 

corresponding expectations of professionals working in mental health services. 

5.5 Discussion 

It is widely cited that professionalism forms the basis of a social contract between 

professions and society (see chapter 4, section 4.10.1.2). A profession’s main activities 

are protected and governed by licensing laws, which in turn, allow its members to 

practice (Cruess, 2006). Professions are expected to self-regulate (Cruess, 2006), but 

they must incorporate the views of patients they serve, who place their trust in the 

profession, when doing so (Irvine, 1997). As Bhugra and colleagues (2008b; 2010) 

suggest, the social contract must be renegotiated regularly, however, the views of 

society must be incorporated during this activity. 

The aim of the current study was to explore the attributes desired of professionals 

working in mental health and learning disability services. During the analysis, it became 

apparent that the attributes desired are similar to that reported in the Professional 

Attributes Framework (Medical Schools Council, 2011). As the analysis progressed, a 

further research question arose: ‘how does the experience of participants align to 

medically defined, generic, professional standards and attributes?.’ 

5.5.1 Main findings 

Whilst the findings of this study resonate with that listed in the Professional Attributes 

Framework, there are differing emphases, and carers must also be factored into the 

equation. Self-awareness and insight were observed to be key attributes for mental 

health professionals as they help professionals maintain a professional stance with 

patients. Another professional attribute observed over the course of the study was 

effective communication. Whilst the importance of effective communication is evident 

across professions, and healthcare settings, this is particularly important in mental 
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health services where patients may be severely unwell and lack mental capacity, 

resulting in them having additional difficulties communicating.  

Table 5.15 Professional attributes and expectations of staff working in mental health 

services (adapted from Medical Schools Council, 2011). 

Professional attribute Associated expectations 

1. Commitment to 
Professionalism 

Adheres to guidelines; Behaves according to expectations; Challenges the system 
accordingly; Challenges poor practice; Displays a commitment to the role; Is trustworthy 
and has integrity; Maintains confidentiality; Is a responsible practitioner; Possesses 
confidence and courage; Demonstrates awareness of ethical issues; Upholds the 
profession’s and organisation’s reputation; Uses Social Media appropriately. 

2. Coping with 
Pressure 

Checks the facts of a case; Utilises clinical judgement accordingly; Utilises de-escalation 
techniques appropriately; Possesses resilience and manages own wellbeing; Remains 
calm and in control of situations. 

3. Effective 
Communication, with 
Patients, Carers and 
Colleagues 
  

Utilises an appropriate style of communication; Advocates for patients when needed; 
Builds rapport with patients and is personable; Communicates effectively with colleagues; 
Is open and honest, whilst communicating in a proactive manner; Communicates 
sensitively, taking context into consideration; Listens effectively; Observes accordingly; 
Understands non-verbal communication; Utilises appropriate non-verbal communication; 
Validates the thoughts and feelings of others. 

4. Learning and 
Professional 
Development 

Is accepting of feedback; Applies knowledge and learning to practice; Utilises supervision; 
Has the appropriate knowledge and skills for the role; Undertakes continuing professional 
development and learns from practice; Possesses the relevant qualifications for the role; 
Undertakes research. 

5. Organisation and 
Planning 

Is efficient in the role; Maintains accurate records; Reads patient’s case notes; Is able to 
make appropriate use of limited resources; Manages time accordingly; Wears 
appropriate attire at work. 

6. Patient Focus 
  

Attends to patients’ physical healthcare needs; Acts as a human interface for the 
organisation; Builds therapeutic relationships; Demonstrates compassion; Contains the 
emotions of others; Does not impose own values on patients; Is friendly, but maintains an 
appropriate professional distance; Is altruistic and possesses humility; Is approachable; Is 
empathic and understands the impact of mental illness; Is genuine, honest and fulfils 
promises, Is non-judgemental, Provides reassurance, Maintains Safety, Treats Patients 
with respect, Utilises both a person-centered and recovery-focused approach 

7. Problem Solving and 
Decision Making 

Is able to reason in an abstract manner, Helps patients to problem solve, Makes 
appropriate decisions based on all the relevant information, Understands problems from 
a wider perspective, Uses their initiative and adapts practice, to meet a patient’s needs 

8. Self-Awareness and 
Insight 

Acknowledges one limits, Discloses appropriate amounts of information about self, Has 
self-awareness and reflects on practice, Recognises and maintains appropriate 
boundaries 

9. Working Effectively 
as Part of a Team 

Able to identify and utilise the most appropriate person for a task, Acts as a positive role 
model, Maintains appropriate relationships with colleagues, Maintains consistency with 
colleagues, Supports colleagues, Works with other teams, Works effectively with 
colleagues 

10.  Working with 
Carers 

Assesses a carer’s motives accordingly, Involves carers and makes use of their expertise, 
Supports and validates the carer’s perspective 
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It is acknowledged that carers aren’t unique to mental health settings, however they 

clearly play a pivotal role in the lives of many patients with mental health problems. 

Carers highlighted the impact that mental illness can have on them personally, - “the 

whole family changes, you’re traumatised, you are not sleeping...then also you are 

faced with a professional who regards you as a problem.” As previously noted by 

Cleary, Freeman, and Walter (2006), an essential part of modern mental health service 

delivery includes clinicians interacting with carers and providing information and 

support to them. Nevertheless, carers report being unsupported in their role. When a 

patient is unable to advocate for themselves and their mental capacity is impaired, the 

importance of involving carers is paramount. As a carer clearly articulated, “if you are 

really doing the best for your patient, you have to be able to look at their social 

network, particularly in mental health” (Carer).  

5.5.2 Comparisons with the existing literature 

The study found that, amidst the 10 professional attributes, many expectations are 

placed on professionals (see Table 5.15): professionals must have integrity and 

challenge poor practice; they must use their clinical judgement in times of uncertainty 

and ambiguity; they must communicate effectively; they must have organisational 

skills, managing their time and limited resources effectively; they must establish 

therapeutic relationships with patients; they must be able to adapt their practice, 

taking account of the bigger picture; they must possess self-awareness; and work 

effectively with colleagues; whilst also supporting carers. Meanwhile, professionals 

face many challenges to their professionalism, such as negative role modelling, social 

media, limited resources, and being overworked. During a discussion regarding the 

impact of ever-increasing funding cuts, a psychiatrist commented “I think we are 

regarded at a level that we are, because we don’t let bad things happen, because we 

do paper over the cracks all the time.” To overcome the challenges that professionals 

face, humour, including occupational and gallow’s humour is used. Camaraderie has 

previously been condoned by medical undergraduates as a legitimate means of 
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diffusing stress (Finn et al., 2010, p.819). Freud has previously theorised that humour is 

a ‘mature defence mechanism’ (Freud, 1905); according to Freud’s theory, the mind 

creates humour to decrease anxiety and increase coping in a situation that may feel 

threatening (as cited by Averitt, 2005). Acknowledging the complexity of humour, it 

has been recommended previously that the topic of humour is included in the social 

work curriculum (Moran and Hughes, 2006). Professionals argue that humour is vital 

for their wellbeing, yet, in the current study, many referred to its context dependence 

and sensitivity, noting how detrimental this can be in front of a patient, especially if 

the patient has a trauma history.  

Whilst the data have been reported on according to the ten professional attributes, 

similarities can be observed between the data and the definition of professionalism 

previously proposed in chapter 4 (see section 4.11), thus highlighting the suitability of 

the definition for a mental health services context. For example, the attribute 

‘Commitment to Professionalism’ is congruous with ‘Intrapersonal Professionalism’ – 

expectations held of individuals in order to meet the expectations of their profession; 

‘Patient Focus’ and other attributes align to the concept of ‘Interpersonal 

Professionalism’ – possessing the necessary skills to relate to others in an appropriate 

manner; and ‘Coping with Pressure’ is harmonious with ‘Working Professionalism’ – 

the ability to form judgements and act accordingly, thinking critically and using 

reflection in action.  

The context dependent nature of professionalism and the need for situational 

judgement has previously been highlighted by Burford et al., (2014). Whilst the study 

by Burford et al., was not conducted in mental health services, their findings resonate 

with several themes identified over the course of the study: for example, as 

highlighted by the attribute ‘Learning and Professional Development,’ where you say 

something determines whether it is professional or not; also, as observed with the 

attribute ‘Effective Communication,’ humour and banter may not be appropriate when 
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used in front of patients with trauma histories. Such behaviours are therefore 

dependent on contextual, patient related factors. 

The importance of carer involvement is reported in the Triangle of Care guidance 

document, which provides standards and resources for mental health professionals to 

assist them with including and supporting carers (Worthington et al., 2013). Relatives 

want information, involvement in decision-making and supportive staff with whom 

they can communicate (Noble and Douglas, 2004), yet carers in the current study 

report being shunned by professionals, who won't even talk to them, because ‘the 

patient has not given consent for the carer to be involved’. These results add further 

support to the earlier findings of Cleary et al. (2005), that over 50% of carers report 

that information, such as that regarding medication, illnesses and community 

resources, is not provided to them. Green et al. (2009) previously found that patients 

and practitioners did not always place the same regard on certain professional 

behaviours. This finding was echoed in the current study; patients did not discuss the 

relevance of professional standards or the appropriate application of social media, 

there were also differing views between a patient and professional regarding 

documentation.  

Practitioners are expected to be professional around the clock, which means that they 

can never be seen to be unprofessional. The study found that professionals have been 

observed to use a pseudonym on Facebook in order that they could express views that 

they would otherwise feel unable to. The experiences of professionalism on social 

media platforms described in this study resonate with the idea of a ‘virtual mask’ 

previously proposed by Finn et al. (2010). It was recognised that whilst professionals 

are a role model for students, they at times may teach students bad practice, such as 

going home early, or going shopping whilst at work. This highlights the nature of the 

‘hidden curriculum’; that is, that there are differences among what students are taught 

in the classroom as opposed to what they may pick up on placement (Hafferty and 
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Franks, 1994). This raises alarm, as the observation of and participation in unethical 

conduct has been found to result in ethical erosion overtime (Satterwhite et al., 2000). 

It has also previously been identified that problematic behaviour during training can 

predict disciplinary action in later clinical practice (Papadakis et al., 2004). 

The data highlighted that professionalism was more noticeable by its absence, than its 

presence, with professionalism typically being construed as about ‘what not to do.’ 

Similarly, it has previously been reported that there may be greater consensus 

regarding what is considered inappropriate, as opposed to appropriate behaviour (De 

Leng et al., 2018). Whilst professionals appeared open in the content of their 

discussions during focus groups, it is possible also that some professional behaviours 

may not have been disclosed, particularly those of an unprofessional nature. The 

regulation of the professions may influence such censorship, which aligns with the 

theory proposed by McLachlan (2017) regarding ‘Pious Platitudes’ about 

professionalism; McLachlan highlights that when practitioners are asked to define 

professionalism, practitioners may respond with what they think they ought to say, 

rather than with what they have actually observed. Focus groups took place on NHS 

premises, and during work hours; thus, some participants may have been on their 

‘best behaviour.’ This is evidenced by a professional stating “we can all be 

unprofessional now” as a focus group was coming to an end. 

5.5.3 Interpretation of findings 

Jones, McCullough and Richman (2006) suggest that the Physician charter does not 

consider many elements of surgery practice, which may pose specific ethical and 

professional dilemmas for the specialty. Indeed, various medical specialties have 

highlighted that the concept of professionalism must be refined in order for this to be 

pertinent to their practice (Woodruff et al., 2008). Given the nature of mental health 

services, it is not surprising that the current study identified a tenth professional 

attribute - Working with Carers. It is important to note that carers were not involved, 

directly, in the development of the ‘Improving Selection to the Foundation 
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Programmes’ Professional Attributes Framework. However, there are nuances in 

mental health services that are not present in other healthcare specialties: for 

example, detained patients lose their patient autonomy, one of the three fundamental 

principles of medical professionalism (Project of the ABIM Foundation, 2002); and 

patients using mental health services are vulnerable (Department of Health, 2000, 

updated in 2015), often relying on carers to protect and advocate for them. Carers may 

spend significant amounts of time with the patient and may thus be able to provide 

insights that a professional would not be aware of otherwise. The Triangle of Care 

guidance document highlights this point well, “Carers are usually the first to be aware 

of a developing crisis – often at times when professional help has not yet been 

established or is unavailable. They are often best placed to notice subtle changes in the 

person for whom they care, and usually the first to notice the early warning signs of a 

relapse” (Worthington, et al., 2013, p.7). 

There are many challenges for professionals working in mental health services. 

Discussing the challenges professionals face, a psychiatrist remarked “isn’t our status 

because we do, we make good a bad system … I think we are regarded at the level that 

we are regarded because we don’t let bad things happen.” Patients may be criminals, 

including sexual offenders; yet the professional has a duty of care and must do their 

best by the patient, despite their own feelings. Patients, also, may commit suicide, 

which likely affects a professional’s own wellbeing. As the results demonstrate, many 

expectations are placed on professionals working in mental health services; indeed, 

the current study sought to highlight these. Nevertheless, the requirements of the 

professions themselves must also be considered, including a properly funded and value 

driven healthcare system (Bhugra, 2008b; Cruess, 2006). The social contract requires 

patients, also, to play their part, having a ‘shared responsibility’ for their own health 

and wellbeing (Bhugra, 2008b; Cruess, 2006). To facilitate the level of care that’s 

desired, patients and carers must work with professionals; a couple of examples of 
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which could be turning up to their appointments on time and being polite to 

professionals.  

The lack of discussion with patients regarding professional standards and social media 

does not mean that these topics are not important to service users. It is possible that 

the topic guide, or the use of interviews instead of focus groups influenced the lack of 

discussion in these areas. Rather than imposing their own perspective, the researcher 

attempted to understand the data from the participants’ point of view; thus utilising 

‘empathetic understanding’ (Holloway and Galvin, 2017, p.6). The researcher also 

reflected on their own views during the process of analysis. With an insider 

perspective, from the standpoint of a patient, it is possible that the researcher related 

more to the experiences of these participants, in comparison to the views of 

professionals. The insider perspective has its own advantages; for example, it can give 

greater insights as the researcher is already familiar with the topic in question; 

however, the researcher may also have preconceptions, which can impact upon the 

opportunity for generating new knowledge (Holloway and Galvin, 2017). Recognising 

that the researcher is an active participant in co-constructing meaning during 

interviews (Holloway and Galvin, 2017), two individuals were involved in the analysis 

of data in order to minimise bias. Two additional researchers also reviewed the codes. 

Conducting the study in an NHS setting meant that the researcher could observe 

interaction within the setting of interest. Rather than being interviewed in their own 

homes, patients met the researcher in NHS premises, thus minimising the likelihood of 

distractions, as well as the level of risk imposed. The data obtained during interviews 

needs to be considered with regard to the social context where the interview took 

place (Manderson et al. 2006). In some instances, patients had become aware of the 

study via their professional worker. It is recognised, by the researcher, that even if 

participants were advised that their participation is voluntary, they may have felt 

obliged to take part, due to their relationship with the professional (Holloway and 
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Galvin, 2017). Patients frequently portrayed an extremely positive image of the 

professionals that they worked with; whilst it is possible that this reflected their 

experience of care in this setting, it is possible that participants felt obliged to respond 

in this manner to avoid endangering their relationship with the professional in 

question. This concern has previously been highlighted by Holloway and Galvin (2017). 

Professionals may also have been selective with regards to which patients they 

recommended the study to. The researcher, consciously, dressed down during 

interviews to minimise, where possible, any perceived power imbalance. Whilst the 

researchers sought to conduct focus groups and interviews of a homogenous nature, 

intentionally separating patients, carers, and the professional groups, it became 

evident, in some instances, that patients had also worked as professional members of 

staff, and some professionals were also carers. This reflects the true nature of 

healthcare services; that healthcare professionals are not immune to mental health 

problems, and in many cases bring their own lived experience.  

5.5.4 Strengths and limitations 

This is the first study to explore professionalism from the experience of patients, 

carers, and professionals across a mental health services context. The findings are 

enhanced by the involvement of patients and carers, voices underrepresented in the 

professionalism literature. Focus groups and interviews were combined during the 

study for practical scheduling purposes, as well as the ethical issues noted in the 

methods section. Some researchers criticise the combining of these two approaches, 

however, this issue remains contested. Lambert and Loiselle (2008) argue that a 

combination of individual interviews alongside focus groups can contribute to a 

productive iterative process and actually enhance the trustworthiness of findings. An 

interview guide was used during both interviews and focus groups. Like Lambert and 

Loiselle’s (2008) study, not all prompts were required during the focus groups to elicit 

the information desired; however, the guide enabled a semi-structured approach and 
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minimised the likelihood of interviewer bias. Four focus groups were cofacilitated by a 

second researcher that subsequently reviewed the codes generated during analysis. 

Individuals could only participate if they were cared for in the community and were 

not current inpatients. Holloway and Galvin (2017) have previously highlighted that 

participants may, at times, be too emotionally involved to make rational decisions 

regarding taking part and continuing with a study. This was felt to be the case with this 

study, particularly due to the nature of the questions being asked. It is worth noting 

that a service evaluation was undertaken, and attempts were made to collect data 

from NHS complaints records that could have fed into the overarching results; the data 

were not sufficient to add to the findings however, due to the level of detail that was 

removed during the Trust’s anonymisation procedure.  

When convenience sampling is utilised, caution needs to be paid regarding the 

generalisability of the findings (Bryman, 2016). Nevertheless, a purposive sample was 

obtained, and all participants met the desired criteria; that is, they were either 

patients, carers, or registered professionals working in mental health services. Whilst 

the study was conducted in one NHS Trust only, this was a large organisation. It 

became apparent during the focus groups and interviews that there were geographical 

variances between where professionals and patients had trained, worked, and/or 

received healthcare previously. Professionals worked across a range of settings, 

including services for children and adolescents, adults, the elderly, people with 

learning disabilities and forensic services. The research team argue that these findings 

are therefore representative of, and transferable to, mental health services nationally. 

It is important to add that a reflexive approach was taken throughout, acknowledging 

the researchers’ context, potential biases, and presuppositions (Berger, 2015). 

5.5.5 Implications for policy and practice 

Whilst the confidentiality of patients must be upheld, the findings demonstrate the 

importance of clinicians supporting, and working with carers to best deliver patient 
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care. Lloyd and King (2003) have previously proposed various strategies to facilitate 

staff working with carers, which the current author advocates. Such strategies include 

managers openly asking staff about their involvement with carers, collaboration being 

a key feature of performance appraisals, and staff receiving appropriate education on 

the topic. The findings of this study could support the development and delivery of 

training curricula for mental health professionals, or those seeking a career in this field. 

Some unprofessional behaviours were highlighted in discussions about staff being 

negative role models to students; these included a range of behaviours, such as being 

critical of a patient or sending students home early. Previous research highlighted that 

approximately a quarter of students found the school environment ‘not very 

conducive’ or ‘not at all conducive’ to the open discussion of ethical concerns 

(Satterwhite et al., 2000). Henceforth, it is important that more sense-making 

opportunities are made available to students as part of the formal curriculum, thus 

allowing students to engage in open dialogue and transformation, whilst under the 

supervision of clinical educators (Monrouxe et al., 2011).  

The findings of this study would help facilitate the development of assessment tools 

for the selection of staff into mental health services. Such assessments may include 

SJTs, which was the purpose of this study. Health care regulators, too, would benefit 

from considering these findings when revising and updating current standards and 

inspection guides.  

5.5.6 Implications for future research 

Based on the data, it is difficult ascertain what patients’ views are regarding 

professional standards and social media. Researchers may wish to address these topics 

directly with service users in future studies. The current study sought to identify the 

key professional attributes across all professions working in mental health services; 

any attempt to distinguish the differences among professions was beyond the scope of 

the current study. Further research could use the current findings in order to 
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determine to what extent the individual professions endorse each of the professional 

attributes and their associated expectations.  

Professionals rely on patients to engage with them, in order that the professional can 

provide the level of care required. If professionals are expected to adhere to a social 

contract, what might the patient’s side of this entail? For example, are patients 

expected to adhere to all treatment recommendations? Future research could explore 

the professionalism of patients using mental health services, whilst also exploring the 

impact that this has on the clinical care delivered. Such understanding could facilitate 

the development of more tailored packages for patients and more educational 

interventions for staff.  

5.5.7 Conclusion 

The study found that professionals need to fulfil the expectations across 10 

professional attributes in mental health services, which includes one additional 

attribute to that specified in the original ‘Improving Selection to the Foundation 

Programmes’ Professional Attributes Framework. In mental health services, 

professionals must have the ability to ‘work with carers’. Often, patients rely on carers 

to protect them, and advocate on the patient’s behalf. Carers often spend significant 

amounts of time with the patient and may offer insights that a professional would not 

be aware of otherwise. Professionals are therefore urged to support carers and 

provide a forum for them to air their views. In a mental health crisis, a carer’s views 

could be lifesaving.  
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Chapter 6: Evaluating the Criterion Validity of a Situational 
Judgement Test for Assessing Professional Judgement in Mental 
Health Services 

Situational judgement tests (SJTs) are used extensively in medical selection, as well as 

other disciplines and occupations to assess an understanding of interpersonal 

effectiveness in a work context. It is unknown, however, whether SJTs would be 

effective for the selection of staff into mental health services as a means to facilitate 

NHS ‘values-based recruitment’ (VBR). 

The findings of a systematic review and qualitative study that explored the concept of 

professionalism in mental health services are reported on in chapters 4 and 5 of this 

thesis. Utilising earlier findings, this chapter reports on the development and validation 

of an SJT to assess ‘professional judgement’ for a mental health and learning disability 

services context, thus meeting objective (3) of the overarching research project.  

6.1 Background 

SJTs are an assessment method, often used in high stakes testing situations, such as 

personnel selection and professional examinations. SJT developers thus need to 

provide evidence of their validity to justify their use in such settings. Whilst many 

different aspects of validity exist (Mohajan, 2017), it is mainly criterion-related validity 

that developers and end-users of SJTs are interested in. That is, do the scores 

produced by the SJT predict criterion related to workplace effectiveness? Prior 

research demonstrates that SJT scores generally predict aspects of actual job 

performance (Mcdaniel et al., 2007). This is also true where SJTs are used as part of 

selection into the various stages of medical training (Webster et al., 2020). 

Furthermore, SJT scores may often, though not always, provide incremental validity to 

scores derived from assessments of cognitive ability and personality traits when 

predicting job performance (Chan and Schmitt, 2002; Clevenger et al., 2001). SJTs are 
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also attractive to selectors in that they are relatively cheap to deliver at scale as a 

component of ‘values-based recruitment.’ 

6.2 Aims and objectives 

6.2.1 Aims 

An SJT would be a potentially valid method for assessing knowledge of professionalism 

amongst staff working in mental health services. Therefore, the primary aim of the 

study was to evaluate the criterion-related validity of scores resulting from an SJT that 

was developed to assess professional judgement in this setting. Aspects of convergent 

and divergent validity were also evaluated. The feasibility of any test is also important. 

That is, can the test be used to obtain enough information to discriminate accurately 

between candidates in an acceptable time frame? The study thus aimed to, also, 

determine the total number of items required for an SJT that would suitably predict 

staff members’ professionalism and effectiveness. 

6.2.2 Objectives 

1. To evaluate the criterion-related validity of the SJT scores using a variety of 

commonly employed scoring systems, including: raw Subject Matter Expert (SME) 

polytomous scoring (range 1 to 4), raw SME binary scoring (0 or 1), dichotomous modal 

consensus scoring (0 or 1) and proportion modal consensus scoring (a continuous 

proportion between 0 and 1). 

2. To explore the relationship between SJT scores and professional and 

demographic characteristics. 

3. To evaluate the convergent and divergent validity of the SJT scores by exploring 

relationships with the scores from The Big Five Inventory–2 Short Form (BFI-2-S) 

personality assessment. 

4. To assess the acceptability and feasibility of the SJT, and in turn, obtain 

information to guide selection of the items for the final version of the SJT assessment. 
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For this study, the criterion-related validity of the SJT’s scores were assessed by 

evaluating their relationship with colleague ratings of job performance; specifically, 

colleagues were asked to provide ratings of perceived ‘professionalism’ and 

‘effectiveness.’ It was assumed that these ratings of professionalism and effectiveness 

would be positively correlated with one another, given the importance of 

professionalism in the effective delivery of mental healthcare services. The criterion-

related validity of the assessment would be evidenced, by a statistically significant, and 

substantively meaningful, positive association between SJT scores and ratings of both 

professionalism and effectiveness. That is, an observed relationship that is unlikely to 

be due to chance alone, and similar to that for other, similar SJTs and selection tools. 

For example, prior meta-analytic research that sought to evaluate the validity of SJT 

scores for personnel selection observed an estimated population validity of .34 across 

a range of measures and samples (McDaniel et al., 2001).  

SJT scores have been found to correlate, at least modestly, with various personality 

traits, including emotional stability, conscientiousness, and agreeableness (McDaniel 

and Nguyen, 2001). As the current SJT was developed to assess ones’ knowledge of 

professional behaviours for mental health services, it was anticipated that there would 

be significant positive associations observed between SJT scores and ratings of 

conscientiousness and agreeableness, as assessed by the BFI-2-S. These traits are 

desirable in practitioners working in mental health services, where patients expect 

professionals to have compassion and be responsible and respectful to colleagues, 

patients, and carers. It is possible that there would also be a significant negative 

association between SJT scores and negative emotionality; one would expect 

individuals that are more stable and emotionally resilient to be more professional and 

effective in mental health services, especially given the emotional challenges that staff 

face on the job. Analyses also explored whether SJT scores had incremental validity 

over scores obtained on a personality assessment in explaining supervisor ratings of 

perceived professionalism and effectiveness. A secondary aim of the study was to 
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evaluate for evidence of test bias related to gender and ethnicity among other 

characteristics. 

As noted earlier in this thesis, various scoring approaches have been used for SJTs 

previously, including; modal scoring, ‘lenient mode’ scoring, dichotomous scoring, 

distance scoring, and adjusted distance scoring (MacCann et al., 2004; Weng et al., 

2018). De Leng et al. (2017) compared 28 different scoring approaches for a rating 

scale format SJT and concluded that the final scoring method used for an SJT must be 

subject to a thorough examination. Therefore, the current study also explored whether 

various scoring approaches influenced the relationship between individuals’ SJT scores 

and ratings of job performance. It is recognised that there is significant variation in the 

duration, content and culture of training and practise for each professional group, and 

the expectations placed on each of the professions vary (see chapter 4, section 

4.10.1.4). It was unknown, to what extent, if any, that the SJT’s scores would be valid 

across different mental health disciplines. However, this was an issue that was able to 

be explored, to some extent, as part of this study.  

6.3 Methods 

This chapter primarily reports on the piloting of an SJT that was developed for a mental 

health services context. Whilst reference is made to the development of the 

assessment during this chapter, the ethics statement here applies to the pilot study 

only. An ethics statement pertaining to the involvement of participants in the 

development of the SJT can be found in section 5.3. The pilot study was performed 

with staff; as patients were not involved in this part of the project, approval was not 

required from an independent NHS ethics committee. Approval was, however, 

obtained from Hull York Medical School (Appendix H), the Health Research Authority 

(REC ref: 19/HRA/6403; Appendix I) and Tees, Esk and Wear Valleys NHS Foundation 

Trust (TEWV NHSFT; R&D reference: 0619/19).  
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There were originally plans to pilot the SJT with core psychiatric trainees that were 

participating in the Independent Assessment of Clinical Skills programme (IACS). The 

IACS is a role play ‘high fidelity’ simulation. Such a study was hoped to provide 

additional validity evidence as it would help determine whether the SJT scores were 

associated with ratings of clinical skills (e.g., communication) in psychiatric trainees in 

this setting. These plans could not be conducted however as the Covid-19 pandemic 

prevented the IACs from going ahead on the dates originally scheduled. Thus, 

supervisor and personality ratings provided support for the convergent, divergent, and 

criterion-related validity of the SJT scores.  

6.3.1 Study design and context 

This observational, concurrent, criterion-related validity study was conducted in TEWV 

NHSFT. At the time of the study, TEWV provided mental health and learning disability 

services across County Durham, the Tees Valley, York and North Yorkshire (Tees Esk 

and Wear Valleys NHS Foundation Trust, 2021).  

6.3.2 Procedure 

The study aimed to develop and evaluate the validity of an SJT to assess professional 

judgement for mental health services. This aspect of validity would be crucial to 

establish whether the SJT were to be implemented in a high-stakes personnel selection 

setting in the future. The study was open to all professionals that worked in a mental 

health and learning disability NHSFT, as long as they were registered with a 

professional, clinical regulatory body. In a couple of instances, however, there were 

senior, experienced staff that took part who were not technically registered with a 

professional body (e.g., a chaplain). Participants that completed the SJT were asked to 

leave contact details for their manager or supervisor and up to three colleagues so that 

workplace related feedback could be obtained for them. The primary outcome 

measure was evaluations of ‘professionalism’ and ‘effectiveness’ as rated by colleagues 

and supervisors/managers. A brief personality assessment, collecting both self- and 

third-party ratings was included as a secondary outcome. A variety of recognised, 
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previously described scoring systems were explored in relation to ‘reliability’ and 

validity. 

6.3.3 Materials and measures 

Participants that completed the SJT were required to complete a survey (see Appendix 

J), which incorporated three main elements. First, participants were asked for 

information regarding their demographic and professional characteristics; second, 

individuals were required to complete SJT items; and third, individuals were asked to 

provide self-ratings on a personality inventory before leaving contact details for their 

colleagues, including their manager and/or supervisor. Please note that only one 

version of the survey is incorporated in the appendix and SJT items that are scored in 

the final test have been omitted from this.  

 Demographics 

The Director of Human Resources in the participating research site wanted to 

understand more about any potential discrimination against individuals according to 

their equality characteristics. Many demographic details were therefore captured 

during the study so that subsequent analyses could explore any potential 

discrimination against certain groups; the demographic details collected at the start of 

the survey included age, gender, sexual orientation, whether individuals considered 

themselves to have a disability, ethnicity, religion, and whether English was their first 

language.  

Professional characteristics were also requested during data collection because it was 

vital to establish for what staff groups the SJT scores were likely to be most valid. The 

characteristics requested included the years individuals had been registered to the 

profession, their grade (according to Agenda for Change; AFC), and both the setting 

and specialty they worked. This was important to capture as, previously, experience 

has been both positively and negatively related to SJT scores (Groothuizen, 2020; 

Wagner and Sternberg, 1985; Weekley and Jones, 1999; Weekley and Ployhart, 2005). 
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It should be stressed that those rating individuals’ professionalism and effectiveness 

were specifically instructed not to take experience of the participant into account 

when scoring. This was because it was absolute, rather than relative, perceived 

professionalism and effectiveness that was required for the validation study. Thus, 

third party raters who ‘made allowance’ for relative inexperience etc would add 

unwanted bias or noise into the data. 

 Development of an SJT to assess professional judgement in mental health 
services 

Chapter 5 reports on a qualitative study that sought to explore the concept of 

professionalism from the views of key stakeholders. The study formed two parts: first, 

individuals were asked to describe what professionalism means to them; and second, 

individuals were asked to provide examples of professional and unprofessional 

behaviour. The latter questions were used, primarily, to facilitate the development of 

item content for the SJT. Having determined that an SJT would suitably assess essential 

constructs that are required for working professionally in mental health services, the 

literature was reviewed to explore the design options for this assessment method. 

Design Specification 

To develop appropriate SJTs, it is important to consider the institution’s philosophy, 

the community that the organisation serves, and the system in which the assessment 

will be used (Patterson et al., 2018). During SJT development, multiple meetings were 

held with the Director of Human Resources and Organisational Development in the 

participating mental health Trust to discuss the development of the SJT, noting the 

organisation’s values, principles, business objectives and how they anticipated using an 

SJT as part of personnel selection. These meetings facilitated the development of a test 

blueprint and, in turn, enhanced the content validity of the test (Bridge et al., 2003). 

SJTs typically have two types of response instruction; there are questions that ask what 

one ‘should do,’ and questions that ask what one ‘would do,’ in a given situation. 
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Responses to the former typically correlate with scores obtained on knowledge tests 

and cognitive ability, whereas responses to the latter are more associated with 

personality traits (Mcdaniel et al., 2007). With regards to selection and recruitment, it 

is important to know how individuals would respond in a given interpersonal situation 

that could plausibly arise in the workplace; however, SJTs that pose the question ‘what 

would you do’ are prone to faking or social desirability bias in high stakes settings 

(Peeters and Lievens, 2005). For example, when asked ‘what one would do,’ it may be 

relatively easy in some cases to determine which response would make the best 

impression. Studies have demonstrated that in high stakes selection contexts 

individuals are more likely to amend their answers to reflect the most desirable 

response and would therefore be more likely to respond as to what one ‘should do’, 

even though they may be asked ‘what would you do’ (Motowidlo et al., 2006b). To 

ensure fairness, a decision was made to ask knowledge-based questions within the 

current SJT, recognising that this is more likely to tap into individuals’ maximal 

performance, rather than their typical performance. This was deemed a suitable 

approach as it is unlikely that a professional would respond appropriately, in a given 

clinical situation, if they did not know what the appropriate course of action was. 

Individuals that know what behaviours are effective in a given role are understandably, 

more likely to perform effectively (Motowidlo et al., 2006b). Thus, in this sense, the SJT 

could be considered a special case of a knowledge test about appropriate or effective 

workplace behaviours. Such knowledge could be considered a necessary, though not 

sufficient condition for actually exhibiting such behaviours in actual practice (Tiffin et 

al., 2020). 

While it is important to elaborate on scenarios in an SJT for a respondent to have 

enough information to decide how best to act, it is also recognised that too much 

information can result in test-taker fatigue (Brooks and Highhouse, 2006). Efforts were 

therefore made to limit the amount of detail provided within each SJT item. Prior 

analyses have revealed that psychometrically, using Item Response Theory, it is often 
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not possible to discriminate between more than three or four points on an SJT item 

(Tiffin and Carter, 2015); a decision was therefore made to utilise a four-point 

response scale. The latter approach would also help minimise the impact of bias due to 

extreme response style. That is, a preference to select categories at the extreme ends 

of a rating scale (e.g., selecting very appropriate as opposed to appropriate, but not 

ideal). Indeed, extreme response style is recognised as a source of potential bias in 

relation to ethnic minority candidates (Batchelor and Miao, 2016). 

Motowidlo and colleagues have previously developed single response SJTs and found 

these to be a valid assessment of procedural knowledge that predicts job performance 

(Crook et al., 2011; Motowidlo et al., 2009). Single response SJTs provide the 

respondent only one response at a time to consider. This format can be a useful 

alternative to the multiple response format, where respondents may have to select 

several answers from a list (e.g., best three, or best and worst response etc). Thus, a 

single-response format was used for the current SJT in order to facilitate the 

development of a higher number of SJT items within a limited timeframe. It is also 

easier to mathematically model single response format questions, for example, using 

Item Response Theory. Video format SJTs have sometimes demonstrated increased 

predictive validity in comparison to ‘paper and pencil tests’ (Christian et al., 2010; 

Lievens and Sackett, 2006). However, the latter method (in an electronic format) was 

used for the current study to minimise development costs. It is worthy to note that 

scores from paper and pencil SJTs generally demonstrate high levels of predictive 

validity also. For example, Motowidlo et al. (1990) found that scores on SJT-like paper 

and pencil test had correlation coefficients that ranged from .28 (p < .01) to .37 (p < 

.01) with supervisory ratings of performance. Thus, the increased costs of video based 

SJTs may be difficult to justify in many contexts. 

A decision was made to utilise the response instructions used in the current SJT 

employed by the University Clinical Aptitude test (UCAT- formerly the UKCAT) 
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https://www.ucat.ac.uk/. The UCAT is a computer-based test that is used by 

universities across the United Kingdom (UK), and in parts of Australasia to help select 

applicants onto medical and dental undergraduate degrees. The UCAT SJT was piloted 

in 2012 and first introduced into selection in 2013. The context domains are labelled as 

‘integrity,’ ‘team working’ and ‘perspective taking.’ The scores demonstrate an ability 

to predict tutor ratings on relevant constructs (Patterson et al., 2017), and also the risk 

of disciplinary action being subsequently taken against an applicant entering medical 

school (Tiffin et al., 2022). 

An example SJT item that was created as part of the present project, for use in a 

mental health services context, can be viewed in Table 6.1. In this example, having 

been shown a scenario (item stem), the respondent is asked ‘How important is it to 

take into account the following consideration when deciding how to respond to the 

situation?’ Alternatively, the respondent could be asked how appropriate a given 

response is with regards to the item stem. The former ‘importance’ instructions 

require an individual to understand what factors are relevant, to roughly what degree, 

in making a potential behavioural response professional or unprofessional. In contrast, 

the latter ‘appropriateness’ items require individuals to understand to what extent 

potential behavioural responses are professional or unprofessional given the scenario 

portrayed. As suggested previously, it is possible that the different response formats 

could enable the evaluation of different traits (Tiffin and Carter, 2015). 

The SJT initially aimed to assess the knowledge of all registered, clinical professionals 

working in mental health services, regardless of the profession that they aligned to; 

however, it has previously been suggested that SJT’s should be developed to target 

specific staff groups (Patterson et al., 2016d; 2018). Thus, later analyses were 

performed to explore what professional groups the SJT scores were most valid for. In 

particular, there was an awareness that the respondents would not be expected to 

encounter every scenario included in the SJT, due to the differing nature of their roles. 

https://www.ucat.ac.uk/
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To lower the cognitive load placed on test-takers, a decision was made to write 

scenarios in the first person. It was hoped that by writing scenarios in the first person, 

test-takers would be more likely to emotionally connect with the situation. It was also 

expected that such wording would ‘draw’ the respondent into the scenario and 

therefore their response would be more likely to reflect what they would actually do in 

practice. Nonetheless, the SJT was designed to be a knowledge-type test and 

individuals were thus asked to place themselves in the situation and comment on what 

‘they’ should do, or how appropriate they thought a particular behaviour was. 

Table 6.1 An example SJT item for use in mental health and learning disability services 

SJT 

element 

Example SJT item 

 

Knowledge 

of 

professional 

attribute 

evaluated 

Setting 

Scenario / 

Item stem 

SCENARIO: You have recently started 

working on an inpatient ward. A patient, who 

has a diagnosis of schizophrenia, informs 

you that a fellow staff member on the ward 

has made plans to meet up with a patient, 

Sheila, in a non-professional capacity, once 

they are discharged from hospital. You are 

aware that Sheila has a discharge meeting 

arranged for next week. 

 

Patient 

Focus 

Inpatient 

ward 

Response 

instruction 

How important is it to take into account the 

following consideration when deciding how 

to respond to the situation?    

 

  

Response 

option 

CONSIDERATION: That there are previous 

concerns that the staff member has not 

always maintained appropriate boundaries 

with patients 

 

  

 - Very important   

- Important   

- Of minor importance    

- Not important at all 
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Stages of development 

The development of the content of the SJT items took place in four stages: first, the 

Critical Incident Technique was used to generate scenarios for the test; second, items 

were written using an inductive and deductive approach; third, item content was 

assessed by a lead item reviewer (PT); and fourth, item content was reviewed by SMEs. 

During the latter step, SMEs were asked to score items also, in order to generate a 

provisional scoring key. The item development, review, SME scoring, and prioritisation 

process are described below; outcomes derived from this process are subsequently 

reported. 

Item development 

SJT items should be the product of a thorough job analysis to assess the key attributes 

and competencies required of a role (Patterson et al., 2016d; 2018). To generate a 

blueprint for the assessment, the author sought to determine how key stakeholders 

viewed the attribute of interest; namely, ‘professionalism’ in mental health services. A 

cross-sectional qualitative study was undertaken (see chapter 5), which incorporated 

interviews (n=13) and six focus groups with patients, carers and professionals working 

in mental health services. In addition to asking participants ‘what professionalism 

means to them’, the Critical Incident Technique (Flanagan, 1954) was utilised to 

generate item content for the SJT. Participants were asked to discuss ‘an example of 

professional or unprofessional behaviour that they had recently observed, especially 

good or bad practice.’ In order to establish the series of events leading up to, and 

succeeding the incident, participants were asked to elaborate on 1) the circumstances 

leading up to the incident, 2) what the professional responding to the incident did, 3) 

what was professional or unprofessional about the professional’s response, and 4) 

other possible desirable or undesirable behavioural responses that could have been 

experienced or observed. Once a participant described the event, other participants 

were invited to share their views or discuss any similar events that they had 
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encountered. The aim of such questioning was to elicit critical incidents that could be 

modified into item stems and response options. Participants were also asked whether 

they had encountered any professional dilemmas.  

It is common for SJT items to be selected by job analysis, or the judgement of SMEs, 

however items can also be selected on the basis of theory (Weekley and Ployhart, 

2006). During item writing, items were generated using inductive and deductive 

approaches. For example, using an inductive approach, critical incidents noted by the 

participants were first drafted into scenarios (i.e., item stems) by the lead researcher. 

Having reviewed these scenarios, responses were also developed using 1) the 

qualitative data, and 2) prior knowledge of professionalism in mental healthcare 

services, thus using a deductive approach also. Prior knowledge was gained whilst 

undertaking a systematic review on the topic (reported on in chapter 4), as well as the 

aforementioned qualitative study (see chapter 5).  

Item review 

Scenarios were developed by a lead item writer (LA) in the first instance; the lead item 

reviewer (PT) subsequently evaluated scenarios with regards to their clarity and 

pertinence. During review, the lead item reviewer revised items where they felt 

appropriate. The lead item reviewer was a Reader in ‘psychometric epidemiology’ and 

an honorary consultant psychiatrist at the time of the study. Following review of the 

scenarios, response options were developed by the lead researcher; the lead reviewer 

evaluated response options too, editing these where they deemed appropriate given 

their clinical and academic expertise. At this time, the lead reviewer also provisionally 

scored each item according to how ‘appropriate’ or ‘important’ they believed the 

response option was. As stated earlier, a 4-point Likert scale format was used for this 

purpose. The lead reviewer added additional behavioural responses to be depicted, 

where they thought these were suitable for inclusion in the assessment. 
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During development and review, scenarios were mapped to one of six professional 

attribute content domains that were identified via a thematic analysis during the 

qualitative study. These attributes included: ‘Commitment to Professionalism,’ ‘Coping 

with Pressure,’ ‘Effective Communication,’ ‘Patient Focus,’ ‘Working Effectively as Part 

of a Team,’ and ‘Working with Carers.’ Scenarios were not mapped to the professional 

attributes ‘Organisation and Planning’ and ‘Problem Solving’, because these attributes 

are, as reported previously, implicit to the SJT process (Medical Schools Council, 2011). 

Scenarios were also not mapped to ‘Learning and Professional Development’ and ‘Self-

Awareness and Insight’; the former attribute is an element of one’s commitment to 

professionalism, whereas the latter attribute facilitates one’s ability to cope with 

pressure. Having utilised the research findings to map the desired personal qualities 

onto the created test content, the test items could then be distributed in a balanced 

way ensuring that all domains were covered equally among the SJT test forms. To 

enable a fair representation of settings for the depiction of situations in the 

assessment, scenarios were also mapped to inpatient and community settings, as well 

as miscellaneous and off-duty scenarios.  

Once all scenarios and responses had been mapped to their related professional 

attribute and setting, it was necessary to reduce the number of items to facilitate their 

review and provisional scoring by SMEs; there were initially too many items to be 

practical to send to the SME panel. Draft items were first prioritised on the basis that a 

scenario had at least four importance and four appropriateness response options each, 

because this would potentially allow for the evaluation of ‘method effects’ for the two 

response types. That is, it was hoped to be able to evaluate any potential influence of 

the two instruction formats (importance vs appropriateness) on the observed scoring 

patterns. Items were next prioritised on their perceived difficulty and complexity. 

Following prioritisation, items were sent to the SME panel for review and provisional 

scoring. 
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Devising a draft scoring key  

SME panels are often used to develop scoring keys for SJTs (Bergman et al., 2006). For 

the current study, the SME panel incorporated some individuals that had participated 

in the initial interviews and focus groups who agreed at the time of their interview or 

focus group that they would be happy to partake in a follow up study. It was hoped 

that SME panels of between 12 and 15 members would be composed, with 

representation, where possible, from a range of the professions. Attention was paid to 

ensure that there was fair representation across each of the professional groups in the 

SME panel, and that patients and carers were also included.  

Items that were chosen to be reviewed and provisionally scored by the SME panel 

were uploaded into a survey using Qualtrics; this procedure allowed participants in the 

SME group to rate items electronically. Due to the number of items that required 

review, the items were split into two separate Qualtrics forms with 99 items each. 

These forms were then distributed via a survey link to one of two SME panels. The SME 

panels were asked to rate each scenario for 'relevance' and 'clarity', and response 

options for plausibility. They were also asked to score items according to how 

‘important’ or ‘appropriate’ they thought the response options were (see Appendix K 

for a sample of the survey sent to each SME panel; the sample includes some 

instructions as well as practice items requiring review). This development stage 

resulted in a provisional scoring key for the draft SJT. Participants in the SME group 

were offered a £30 gift voucher for taking part at this stage. Whilst patients and carers 

are not typically included in an SME panel, it was felt important to receive their 

contributions during this stage; to facilitate their involvement, the researcher met with 

patients and carers individually allowing them to complete the survey on paper. 
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Patient and carer responses were inputted digitally, by the author, alongside the other 

participants’ responses.  

Item Prioritisation 

In order to prioritise items for the pilot SJT, items demonstrating poor 1) expert 

consensus, 2) relevance, or 3) clarity, were discarded or reworded accordingly. SME 

responses were evaluated for consensus by calculating: dichotomous consensus, which 

determined the percentage of raters selecting the same side of the rating scale (i.e. 

appropriate versus inappropriate or important versus unimportant); polytomous 

consensus, which was calculated by determining the percentage of raters that chose 

the most common response; and corrected Krippendorff’s alpha (Krippendorff, 1970) 

to determine the level of agreement between raters selecting the same option on the 

rating scale. The latter method is a more stringent approach, as it adjusts for 

agreement by chance by producing a coincidence matrix. 

Results from the SJT development process 

Item Development 

Utilising the focus group and interview data, the lead researcher developed SJT 

scenarios (item stems) and response options. Of these, 98 scenarios and 663 response 

options were selected and sent to the lead item reviewer. As noted previously, 

scenarios had been mapped to one of six professional attributes, including 

Commitment to Professionalism (n=34), Coping with Pressure (n=15), Effective 

Communication (n=12), Patient Focus (n=22), Working Effectively as Part of a Team 

(n=11), and Working with Carers (n=4; see Table 6.2). 

Item Review  

The lead item reviewer examined scenarios (n=98) for both clarity and pertinence, 

revising these where they deemed appropriate. The lead item reviewer provisionally 
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scored response options also to help develop a scoring key. Given the high number of 

scenarios and response options, items had to be shortlisted prior to review by the SME 

panel (see Figure 6.1). Shortlisting resulted in 24 scenarios and 198 final items. An 

overview of the scenarios that were prioritised for review can be seen in Table 6.3.  

Table 6.2 Breakdown of scenarios by professional attribute and setting, prior to 

prioritisation for the concordance panel 

 
Community Inpatient Off Duty Miscellaneous Overall 

Commitment to 

Professionalism 

9 8 7 10 34 

Coping with 

Pressure 

9 6 0 0 15 

Effective 

Communication 

6 4 2 0 12 

Patient Focus 

 

11 7 2 2 22 

Working 

Effectively as 

Part of a Team 

6 4 0 0 11 

Working with 

Carers 

3 1 0 0 4 

 

Table 6.3 Scenarios prioritised for SME review according to professional attribute and 

setting 

 

Community Inpatient Off Duty Miscellaneous Overall 

Commitment to 

Professionalism 

3 2 4 1 10 

Coping with 

Pressure 

3 0 0 0 3 

Effective 

Communication 

1 1 0 0 2 

Patient Focus 

 
1 3 0 0 4 

Working 

Effectively as 

Part of a Team 

2 2 0 0 4 

Working with 

Carers 

1 0 0 0 1 
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Figure 6.1 Shortlisting of items for review by the SME panel 

Devising a draft scoring key 

Shortlisted items were distributed among two separate Qualtrics surveys, which 

incorporated 99 items each. During distribution, attention was paid to ensuring that 

the alternate forms contained a similar number of items in each setting, and their 

related professional attributes, thus creating balanced blueprints in terms of content. 

Individuals that consented to being part of the follow up were split into one of two 

SME panels and received one version of the survey each. Each SME panel included 

staff from a range of disciplines, as well as patients and carers (see Table 6.4). Due to 

some individuals not completing the survey, there was no representation from 

psychologists in the first SME panel. 
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Additional items suggested by 

the lead item reviewer 

(n=44) 

Items excluded because their 

scenario (item stem) did not 

have at least 4 important or 

4 appropriateness items each 

(n=465) 

 

Initial SJT items  

(663) 

SJT items 

remaining following 

stage 1(n=707) 

SJT items 

remaining following 

stage 2 (n=242) 

 

SJT items 

remaining following 

stage 3 (n=280) 

  

Additional items added 

because they relate to social 

media or the attribute 

‘Working with Carers’ (n=38) 

Final items for SME 

review  

(n=198) 

  

Items excluded because they 

were either too easy, too 
lengthy, or complex, or too 

similar to another scenario 

(n=82) 
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 Table 6.4 Concordance panel participants 

Concordance Panel 1 (gender) 

 

Concordance Panel 2 (gender) 

Lauren Aylott (f, patient) 

 

Lauren Aylott (f, patient) 

Paul Tiffin (m; psychiatrist) 

 

Paul Tiffin (m; psychiatrist) 

Patient (f) 

 

2x Patient (m & m) 

2x Carers (f & f) 

 

Carer (f) 

2x Psychiatrist (f & m) 

 

2x Psychiatrist (f & m) 

3x Occupational Therapist (f & f & m) 

 

2x Occupational Therapist (f & f) 

2x Nurse (f & m) 

 

2x Nurse (f & m) 

 

 

2x Psychologist (f & f) 

 

Item prioritisation 

Following review by the SME panel, it was hoped that from the 198 items, 90-100 of 

the most ‘reliable’ items would be shortlisted for piloting across one of two forms; the 

reliability of items was predominantly determined by their level of agreement among 

the SME panel. Items were shortlisted as follows (see Figure 6.2). First, items were 

omitted if two or more individuals commented that they were either not plausible, 

ambiguous, or not realistic. In total, 31 items were omitted for one of these reasons, 

resulting in 167 items for further consideration. Next, items were omitted based on 

additional feedback provided by the participants; for example, in one instance, a 

participant commented that the scenario was job dependent, and did not apply to all 

workers/professions. The omission of these additional items (n=20) resulted in 147 

remaining items for shortlisting. A decision was made to next reduce the number of 

items based on their level of agreement among the SME panel. Prior to doing so 

however, 24 items were retained to facilitate the analysis of method effects. The 

retained items met the following criteria: dichotomous consensus = >.50; polytomous 
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consensus = >.38. Having kept the latter 24 items, and previously discarded 51, 123 

remaining items required shortlisting for the pilot SJT. Of the remaining 123 items, 22 

were omitted on the basis that they did not have enough agreement among the SME 

panel. In order to remove the desired number of items from the item pool, the 

following criteria were initially applied to indicate ‘not enough agreement’ across the 

SME panels: dichotomous scoring < .65; polytomous scoring < .45; and Krippendorff’s 

alpha < .31. To ensure that we had a suitable number of items for pilot testing (i.e., not 

too many), the Krippendorff’s alpha cut-off was lowered and a further 18 items were 

removed on the basis that their Krippendorff’s alpha was less than 0.25, resulting in 83 

items for shortlisting. The Krippendorff’s alpha value was prioritised over other 

measures of agreement at this time, because of it’s use of a ‘coincidence’ matrix to 

correct for the play of chance. 

Next, five items were omitted on the basis that they had perfect agreement 

(Dichotomous scoring = 1; Polytomous scoring = 1; Krippendorff’s Alpha = 1), because 

these items were deemed to be too easy to discriminate between test-takers. Seven 

items were omitted on the (practical) basis that there was only one appropriateness, 

or one importance item for the item stem (scenario), because this would have made 

modelling method effects unfeasible (see earlier). One further item was omitted, 

because it was very similar to another item, resulting in 70 remaining items for 

shortlisting. A final four items were omitted on the basis that one individual had 

marked the scenario as either unclear or ambiguous. The remaining 66 items were 

selected for the pilot SJT, alongside the 24 items retained previously, resulting in a final 

90 items for piloting. 
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Figure 6.2 Item prioritisation flow diagram 

Final Pilot Assessment 

The 90 prioritised items were distributed across two forms in order to pilot as many 

items as possible within a limited testing window. A decision was made to share 10 of 

the 90 items across both surveys to facilitate test equating of the two forms of the SJT. 
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The shared items were also anticipated to be useful as a check that the two groups of 

respondents, randomised to each form of the test, were unlikely to differ in their 

overall ability to answer the SJT. To create equivalence in content across the alternate 

forms, a blueprinting exercise was conducted (Coderre et al., 2009; Lievens and 

Sackett, 2007; Whetzel et al., 2020); efforts were made to distribute the remaining 

items evenly across the forms, according to their related professional attribute, setting 

and response instruction. The final two forms had 50 SJT items each and the 

composition of these surveys can be viewed Table 6.5. 

Table 6.5 Breakdown of attributes by survey to be piloted 

Field Version 1 Version 2 
Shared 
items Overall 

Commitment to Professionalism 13 7 10 30 

Coping with Pressure 5 6 0 11 

Effective Communication 5 3 0 8 

Patient Focus 4 2 0 6 

Teamwork 13 16 0 29 

Working with Carers 0 6 0 6 

          

Community 18 25 0 43 

Inpatient 20 10 6 36 

Off Duty 2 5 4 11 

          

Social Media 3 3 4 10 

     

Scenarios 9 9 2 20 

     

Important 23 20 6 49 

Appropriate 17 20 4 41 

 

 Development of a workplace behaviours rating tool (WBRT) 

Previous studies evaluating the validity of SJT scores for personnel selection have 

commonly used supervisor ratings as a means to estimate ‘on the job’ performance. 

Many studies observe a statistically significant and substantively meaningful 

relationship between such SJT scores and supervisor ratings (e.g. Crook et al., 2011). 



 

190 

 

These ‘validity coefficients’ for SJT scores are often close to, or comparable in 

magnitude to those for face-to-face interview processes (McDaniel et al., 1994; 2001). 

For the outcome measure, a bespoke workplace behaviours rating tool (WBRT) was 

developed to assess participants’ perceived professionalism and effectiveness in their 

job role (Appendix L); the rating tool was developed to take approximately 5 to 10 

minutes to complete. Alongside some initial questions regarding the colleague’s 

gender, the relationship they held with the participant, and the length of time they had 

known the responding participant, the rating tool asked colleagues to rate the 

participants, on a scale out of 100, on both their professionalism and effectiveness 

using the relative percentile method (see Figure 6.3; Goffin et al., 1996; 2009). There 

was an interest in obtaining absolute ratings of professionalism and effectiveness, 

regardless of the individual’s grade or level of experience; thus, colleagues were asked, 

specifically, ‘In comparison to other staff members of the same profession, irrespective 

of their grade and experience, please estimate the level of professionalism of this 

individual’, and ‘In comparison to other staff members of the same profession, 

irrespective of their grade and experience, please estimate how effective in their role, 

this staff member is’. 

Whilst providing their rating, colleagues were asked to provide a brief example of a 

behaviour that characterised the individual in the related domain. This approach is an 

adaption of other methods that have been used previously to help obtain more 

accurate estimates of performance (for example, see Borman et al., 2001; Smith and 

Kendall, 1963). Finally, colleagues were asked to score the participant on the BFI-2-S, 

providing peer as opposed to self-ratings (see below; Soto and John, 2017). 
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Please will you now think very carefully about where this staff member sits on 

the following scales? 

In comparison to other staff members of the same profession, irrespective of their 

grade and experience, please estimate the level of professionalism of this individual.  

   

Please use the following definition to base your judgement; please indicate your 

decision, by moving the below marker to the desired percentage.  

    

Professionalism allows practitioners to make appropriate judgements in times of 

need, applying critical thinking, reflection and situational judgement. 

 Below 

Average 

Average Above 

Average 

 0 10 20 30 40 50 60 70 80 90 100 

Professionalism of this individual. () 
 

 

 

Figure 6.3 WBRT professionalism question using the peer percentile method (adapted 

from Goffin et al., 1996, Goffin et al., 2009)  

 The Big Five Inventory–2 Short Form (BFI-2-S) 

The BFI-2-S was used to assess the ‘big five’ personality traits (Extraversion, 

Agreeableness, Conscientiousness, Negative Emotionality, and Open-Mindedness; Soto 

and John, 2017). The BFI-2-S is an abbreviated version of the BFI-2; the BFI-2 has 60 

items, whereas the BFI-2-S has 30 items and takes between 3 and 5 minutes to 

complete. The BFI-2-S was developed specifically for research studies that posed 

significant constraints on the amount of time that a participant has to complete an 

assessment; the predictive validity of the BFI-2-S is somewhat less that the BFI-2, yet, 

the shortened form has still retained 93% (mean R2 = 0.236) of the original BFI-2’s 

predictive power (Soto and John, 2017). The BFI-2-S was deemed a more suitable 

assessment for the study, as participants already had many SJT items to complete and 

the research team wanted to minimise the burden on participants, and, therefore, any 
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subsequent drop out from the study. The BFI-2-S requires participants to rate how well 

certain statements describe them (e.g., ‘Is outgoing, sociable’, or ‘Worries a lot’) on a 

5-point Likert scale where 1 = Disagree strongly and 5 = Agree strongly. The BFI-2-S has 

been developed for both self and peer ratings. For the current study, participants were 

asked to provide self-ratings on the BFI-2-S, whereas colleagues were asked to provide 

peer-ratings regarding the participant. The rationale for obtaining peer-ratings too, 

was that individuals are known to complete personality assessments in a socially 

desirable manner and the results are therefore, not always, a true reflection of an 

individual’s behavioural disposition.  

6.3.4 Recruitment and sampling for the pilot study 

 Initial participants 

It is recommended that SJT pilot studies use participants that are similar in 

characteristics to the population intended to be selected using the final operational 

SJT; examples provided include a similar level of job experience, ethnicity and 

educational level (Weekley and Ployhart, 2006). All professionals working for TEWVs 

NHSFT were invited to participate in the study, so long as they were registered with a 

professional clinical body (e.g., the Nursing and Midwifery Council).  

The study was initially advertised in the Trust e-bulletin, which is distributed, via email, 

to all staff members working in TEWV NHSFT. Alongside a brief summary of the study, 

the advert had a link to the Trust’s intranet site where a flyer was provided. Contact 

details for the lead researcher were provided in both the e-bulletin advert and on the 

Trust intranet. Participation was voluntary, though staff were offered a £10 gift 

voucher to reimburse them for their time completing the study survey. Individuals 

were advised that they would be sent a copy of their personality assessment results if 

they took part, and that they would be sent a certificate of participation on request. 

Additional recruitment involved asking the professional leads to cascade an email to 

staff within their discipline regarding the study. Existing participants were also asked to 

discuss the study with their colleagues who may also want to take part.  
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Individuals that expressed an interest in the study were sent a participant information 

sheet (PIS; Appendix M) and privacy notice detailing the study (Appendix N). The PIS 

stated clearly that participants were required to leave contact details for their 

manager or supervisor so that the research team could obtain feedback regarding the 

participant’s job performance. Initial participants had the opportunity to leave contact 

details for up to three of their peers also, although this was not mandatory. A link to 

the survey was sent the next working day. The online survey included a summary of 

the participant information sheet and several consent statements; participants were 

advised that by completing the survey they had read all the information provided and 

agreed to take part. A further statement included ‘if you do not wish to take part in the 

research study, please end the survey now.’ Therefore, having had the objective of the 

study clearly explained, informed consent was implied by completion of the survey. 

 Colleague and manager/supervisor ratings  

All colleagues, including line-managers and supervisors, where contact details were 

provided, were contacted by email for workplace related feedback. The email 

incorporated a link for the privacy notice, as well as a PIS, developed for colleagues 

specifically. A link to an online survey allowing them to provide feedback was also 

included. Following liaison with the NHS site regarding the study, it was clearly 

stipulated on the study flyer that participants should inform their supervisor and 

colleagues that they would be approached for these ratings before providing their 

names for feedback. Colleagues were offered a £5 gift voucher to reimburse them for 

their time and both participants and colleagues were made aware of this incentive 

within their respective PIS. Colleagues were advised that their taking part, and the 

ratings provided, would be kept absolutely confidential and would be used for 

research purposes only. As with the initial participants, informed consent was implied 

by completion of the survey. 
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6.3.5 Data collection 

Data were collected between January and October 2020. Surveys were distributed to 

both participants and colleagues using the survey platform Qualtrics. The survey sent 

to initial participants was designed to take approximately 30 minutes to complete. At 

the end of the survey, participants were asked to leave contact details for their 

manager or supervisor and up to three colleagues; this requirement was explicitly 

stated in the PIS. As the survey was delivered online, an internet connection was 

required. Having recognised that clinicians may not be able to complete the survey in 

one go, the survey was designed so that it would save automatically and could be 

completed in more than one sitting. Colleague ratings were requested one week 

following completion of the SJT. Up to two reminders were sent to participants, at 

two-weekly intervals, had they not completed the SJT, or provided feedback, within 

that timeframe. 

 Demographics and professional characteristics 

Various demographic details were captured at the start of the survey so that 

subsequent analyses could be performed and differential scoring (i.e., potential bias), 

by certain groups on the SJT could be explored; this included age, gender, sexual 

orientation, whether individuals considered themselves to have a disability, ethnicity, 

religion, and whether English was their first language. Additional information 

requested at the start of the survey included an individual’s profession, the years they 

had been registered to the profession, their grade, and both the setting and specialty 

they worked. 

 Situational judgement test  

Initial participants were next required to complete 50 SJT items. As detailed earlier, 

there were two versions (forms) of the SJT with each form having 10 overlapping SJT 

items. The remaining 40 items differed according to the form presented to the 

participant. Each form was randomly distributed to participants using the RAND 

function on Excel. In this instance, RAND computed the number 1 or 2 for each 
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participant who was then assigned that version of the SJT. All SJT items were 

mandatory; this was incorporated into the survey design so that participants could not 

accidentally skip questions. Once participants had completed all SJT items, a few 

additional questions, with a free-text response format, were posed regarding the 

participant’s experience of the SJT. This was to obtain information on the perceived 

acceptability of the SJT from the test-taker’s perspective. Individuals were first asked 

how long it had taken them to sit the test; participants were then asked whether the 

test was relevant to their role, appropriate for their grade, suitable for the recruitment 

of staff into mental health services, and fair to all applicants regardless of their 

profession, gender, race, and other characteristics. Participants were asked also to 

provide a rationale if they answered ‘no’ to any of these questions. Finally, participants 

were asked if they had any further comments to make regarding the test.  

 Personality measures 

Having completed all the SJT items, participants were asked to complete the BFI-2-S. 

Participants were informed that this would take between three and five minutes and 

that they would be sent a copy of their results once everyone had completed the 

survey.  

 Job performance 

Colleagues, including managers and supervisors, were asked to complete the bespoke 

WBRT as a means of providing their feedback regarding the initial participant’s 

professionalism and effectiveness. Following this, colleagues were asked to rate the 

initial respondents on the BFI-2-S, providing peer as opposed to self-ratings. All phases 

in the recruitment and data collection process are displayed in Figure 6.4. 
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Figure 6.4 Recruitment and data collection process 

6.3.6 Data analysis 

The primary aim of the data analysis was to assess the psychometric properties of the 

SJT, as well as its feasibility, in order to inform the scoring method, items and target 

population for the final test. Three objectives were set, in order to fulfil this aim. First, 

the psychometric properties, and especially the criterion-related validity of scores 

resulting from the SJT were evaluated according to a variety of plausible, and 

commonly employed scoring systems. The extent that different scoring approaches 

influenced the convergent and criterion-related validity of the resultant test was 

explored according to the pre-defined outcomes of interest, namely ratings of 

perceived professionalism and effectiveness and scores on the personality assessment. 

Second, the relationships between scores on the SJT and the professional and 

demographic characteristics of the participants were evaluated. Where appropriate, 

the relative scores achieved by different groups according to the main alternative 

Recruitment: 
Step 1

•advert placed

•potential participant contacts researcher

•participant information sheet and privacy notice distributed

•email sent with a link to the online survey

Part 1:

SJT

•participants complete the survey, providing:

•their demographic, and professional details, 

•responses and feedback regarding the SJT, 

•self-ratings on the BFI-2-S

Recruitment: 
Step 2

•email colleagues with link to workplace behaviours rating tool

Part 2: job 
feedback

•colleagues provide feedback via an online survey, regarding:

•the participant's professionalism and effectiveness

•the participant's personality attributes, via the BFI-2-S
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scoring systems were assessed for the following reasons: 1) to identify the professional 

group/s where the final test system is likely to be most valid, and 2) to identify the 

potential of the test to have an adverse impact on any particular demographic or 

professional groups. Third, the acceptability and feasibility of the SJT was evaluated. 

Once the final SJT items had been determined, the internal consistency of these items 

was examined. Factor analysis was also performed to assess the dimensionality of the 

responses to the final SJT items.  

 Cleaning and management of data 

Data were anonymised and imported from Excel into Stata where the main data 

analysis was performed. The data were first checked for out-of-range values and 

values were recoded as appropriate. For example, in two instances, nurses had 

selected ‘other’ as their profession; both individuals were recoded as nurses to 

conduct subsequent analyses. Next, string variables, such as age, were turned into 

numerically encoded variables. All questions on the survey were mandatory and there 

were therefore no missing data. There were however two versions of the form. Aside 

from the overlapping items, participants that sat form 1 did not sit the remaining items 

on form 2, and vice versa. Thus, data on these mutually exclusive items were ‘missing 

by design.’ In some instances, participants selected the option ‘prefer not to say’ with 

regards to their demographic characteristics. These individuals were therefore 

excluded from the group analyses where their data were missing. 

 Descriptive statistics 

Descriptive statistics were generated to explore the demographic and professional 

characteristics of the sample. These data were compared to the overall staff clinical 

workforce to determine to what extent the sample was representative of the overall 

workforce. Descriptive statistics were also generated for the duration of completion, 

the proportion of the sample that believed the test was relevant to their role, 

appropriate to their grade, suitable for the selection of staff into mental health 

services, and fair to all applicants. Finally, the distribution of outcome variables, 
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including scores on the SJT, the BFI-2-S, and ratings of professionalism and 

effectiveness were described.  

 Scoring 

The distribution of scores on the SJT were explored using various scoring approaches, 

including: raw SME polytomous scoring, raw SME binary scoring, dichotomous modal 

consensus scoring, and proportion modal consensus scoring (see Table 6.6 for a 

description). It was recognised that raw SME polytomous scoring (0,1,2,3) would more 

likely be influenced by extreme response style. Therefore, the research team explored 

binary and dichotomous scores on the SJT, as well as polytomous scores. An 

alternative form of scoring, McDaniel shape scoring, has been found to reduce 

elevation and scatter and improve item validity for some SJTs where a relatively large 

number of Likert scale response points are used (e.g. 7 points; McDaniel et al., 2011). 

As there were only four options (Likert points) to choose from on the current SJT, 

McDaniel’s method was not considered as useful as it would have been, had there 

been more points on the Likert scale. Therefore, the McDaniel method was not utilised 

during the study. The distribution of variables was assessed using histograms and Q-Q 

plots. Following this, judgement was used regarding what test was most appropriate 

for each analysis. 

Using the mean and standard deviation obtained by the sample for each scoring 

approach, SJT z scores (mean 0, sd 1) were calculated for each form separately; Z 

scores were calculated by using the raw score minus the mean for that subgroup, 

divided by the standard deviation for the same population. Z scores were calculated as 

a means of approximately equating the SJT scores so that the forms could be analysed 

alongside one another; this amalgamation increased the available sample size for the 

analyses. The assumption was that this standardisation at least crudely equated the 

scores from the two forms of the pilot SJT. The success of this equating was evaluated 

as part of the analyses (see later). 
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Table 6.6 Scoring approaches utilised in the current study 

Scoring method Description 

Raw SME 

polytomous scoring 

A test-taker is allocated a score between 0 and 3 for each item, 

dependent on how highly that item was endorsed by the SME panel. A 

score of three indicates that the item was most preferred by the SME 

group. 

 

Raw SME binary 

scoring 

A test-taker is allocated a score of one, if their response is the first or 

second most commonly endorsed response according to the SME 

panel. Otherwise, the test-taker receives a score of zero.  

 

Dichotomous 

modal consensus 

scoring  

A test-taker is allocated a score of one for an item, if their response is 

the most common response provided by other test-takers in the pilot 

study; otherwise, they receive a score of zero.  

 

Proportion modal 

consensus scoring  

A test-taker is allocated a score for each SJT item dependent on the 

proportion of other test-takers in the pilot study that endorsed that 

response. 

 

 

 Convergent and divergent validity 

The convergent and divergent validity of the SJT scores was assessed for each of the 

scoring approaches regarding each of the Big Five personality traits, as assessed by the 

BFI-2-S. 

 Criterion-related validity 

The criterion-related validity of the SJT was explored by evaluating the relationship 

between SJT scores and ratings of perceived professionalism and effectiveness 

provided by colleagues, including supervisors and managers. It was expected that 

there would be a positive relationship between SJT scores and ratings of both 

professionalism and effectiveness; this was assumed because those that know about 

professional and unprofessional behavioural responses to challenging interpersonal 

situations are more likely to perform effectively in the actual workplace. Based on the 

findings of previous research, differing scoring approaches were expected to be 

associated with varying magnitudes of validity coefficients observed. The criterion-

related validity of the SJT scores was therefore assessed for each of the scoring 

approaches. 
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 Adverse impact / group differences 

An earlier systematic review reported that there are somewhat differing expectations 

for each of the professions (see chapter 4, section 4.10.1.4); for example, a key value in 

counselling psychology is the focus the therapist places on people’s strengths and 

assets (Goodyear et al., 2016). Thus, the SJT may have been more suited to some 

professions than others. Consequently, the predictive validity analyses explored 

whether the SJT scores demonstrated more validity for certain professional groups. 

The potential for adverse impact was also explored by examining the relationship 

between SJT scores and gender; due to the limited number of participants identifying 

as being from Black, Asian, and Minority Ethnic (BAME) groups, statistical analyses 

were not conducted to explore group differences with regards to ethnicity. Once the 

final SJT items were determined, further analyses explored whether there were 

differences in SJT scores according to age, sexual orientation, whether individuals 

considered themselves to have a disability, religion, the years they had been registered 

to the profession, and their grade (according to Agenda for Change; AFC). 

 Acceptability 

The face validity and acceptability of the SJT was also evaluated and is reported on for 

the recommended target population. 

 Determining the final items 

Odds ratios were calculated to determine which items were most promising for the 

final test (see section 6.4.9). Once the final items were chosen, a simulation was 

conducted to establish the criterion-related validity of these items.  

 Incremental validity 

Next, the incremental validity of the SJT scores to predict ratings of perceived 

professionalism and effectiveness, over and above the Big Five personality traits, as 

assessed by the BFI-2-S, was explored using the most promising scoring approach.  
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 Dimensionality 

Once the final items, most promising scoring system and target professional group for 

the SJT had been determined, the dimensionality of scores was evaluated using binary 

factor analyses, as implemented in the software FACTOR 14.1 (Lorenzo-Seva and 

Ferrando, 2006; 2013) and Mplus v 8.7.  

 Method effects and reliability  

Additional analyses explored whether the scores obtained for appropriateness items 

were related to the scores obtained for importance items, and whether either 

instruction format evidenced increased criterion related validity for predicting job 

performance.  

SJT items are heterogeneous in nature; thus, assessing the reliability of SJT scores using 

Cronbach’s alpha is problematic (Catano et al., 2012). Nevertheless, many authors 

continue to document Cronbach’s alpha’s when reporting on SJT studies. Henceforth, 

the reliability of both versions of the SJT was calculated once the final items, most 

promising scoring system, and target population had been determined. The Kuder-

Richardson Formula 20 (KR-20) was used to calculate the reliability coefficients for 

item level data; KR-20 is a reliability index for binary data and was therefore most 

suited to the final scoring approach (Kuder and Richardson, 1937). The reliability of the 

ordinal scenario summed scores were also evaluated. 

6.4 Results 

6.4.1 Participants 

In total, 170 Participants completed the SJT; 92 completed form 1 (response rate: 

73.6%) and 78 completed form 2 (response rate: 72.2%; see Figure 6.5). 
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Figure 6.5 Outcomes of recruitment and data collection 

 Demographics   

The demographic characteristics of individuals that were given form 1 and form 2 were 

similar (see Table 6.7). The participants’ mean age was 40.6 years, 136 participants 

were female (80%) and 159 participants had English as their primary language (93.5%). 

This latter figure is identical to the number of individuals that were of white ethnicity. 

The gender split in the study sample matched the gender difference of professionals 

employed by TEWV (81% of study participants were female; 81% of TEWV 

professionals were female as of March 2021). Also, 8% of TEWV’s professional staff 

reported being disabled, which is similar to that reported in the current study sample. 

Finally, 94% of TEWV’s staff identified themselves as White ethnicity, which is similar 

to that reported in the current study. 

 Professional characteristics 

Information regarding participants’ professional discipline, the number of years they 

had been registered with their profession, and their agenda for change band (grade) 

can be viewed in Table 6.8. Data regarding the setting and the specialty participants 

Workplace related feedback was returned (n=152)

331 requests were returned; 3 responses were completed for the wrong individual, and thus deleted; the 328 
final responses pertained to 152 participants (form 1, n=78; form 2, n=74)

Workplace related feedback was requested for all respondents (n=170)

524 feedback requests were sent to colleagues, managers and/or supervisors; of these, 405 separate individuals 
were contacted (some individuals were sent multiple requests)

The SJT was completed (n=170)

92 participants completed form 1 (73.6%) 78 participants completed form 2 (72.2%)

Participants expressed an interest in the research study and were subsequently sent a PIS (n=233)

125 participants were sent a link to form 1 108 participants were sent a link to form 2
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worked are provided in Table 6.9. In some instances, participants worked in more than 

one setting and/or specialty. 

Table 6.7 Demographics of participants 

Demographics Overall 

(n=170) 

N (%) 

Form 1 

(n=92) 

N (%) 

Form 2 

(n=78) 

N (%) 

Age, years (mean, SD) 40.6 (SD - 

9.89) 

40.8 (SD – 

9.94) 

40.5 (SD – 

9.89) 

Gender     

- Female 136 (80.0) 76 (82.6) 60 (76.9) 

- Male 34 (20.0) 16 (17.4) 18 (23.1) 

Ethnicity    

- Asian / Asian British 4 (2.4) 3 (3.3) 1 (1.3) 

- Black / African / Caribbean / Black 

British 

2 (1.2) 1 (1.1) 1 (1.3) 

- Mixed / Multiple ethnic groups 2 (1.2) 0 (0.0) 2 (2.6) 

- White 159 (93.5) 86 (93.5) 73 (93.6) 

- Other 3 (1.8) 2 (2.2) 1 (1.3) 

Sexuality 

- Bisexual 

- Gay or Lesbian 

- Heterosexual or Straight 

- Other 

- Prefer not to say  

 

9 (5.3) 

3 (1.8) 

153 (90) 

2 (1.2) 

3 (1.8) 

 

4 (4.4) 

1 (1.1) 

85 (92.4) 

0 (0.0) 

2 (2.2) 

 

5 (6.4) 

2 (2.6) 

68 (87.2) 

2 (2.6) 

1 (1.3) 

Religion 

- Christian 

- Hindu 

- Muslim 

- No religion 

- Sikh 

- Other 

- Prefer not to say 

 

72 (42.4) 

1 (0.6) 

3 (1.8) 

86 (50.6) 

1 (0.6) 

5 (2.9) 

2 (1.2) 

 

41 (44.6) 

0 (0.0) 

3 (3.3) 

42 (45.7) 

1 (1.1) 

4 (4.4) 

1 (1.1) 

 

31 (39.7) 

1 (1.3) 

0 (0.0) 

44 (56.4) 

0 (0.0) 

1 (1.3) 

1 (1.3) 

Disability    

- No 154 (90.6) 81 (88.0) 73 (93.6) 

- Yes 13 (7.7) 9 (9.8) 4 (5.1) 

- Prefer not to say 3 (1.8) 2 (2.2) 1 (1.3) 

Primary language is English    

- No  11 (6.5) 7 (7.6) 4 (5.1) 

- Yes 159 (93.5) 85 (92.4) 74 (94.9) 
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Table 6.8 Professional characteristics of participants 

 Overall 

(n=170) 

N (%) 

Form 1 

(n=92) 

N (%) 

Form 2 

(n=78) 

N (%) 

Professional discipline    

- Allied health professional 36 (21.2) 22 (23.9) 14 (18.0) 

- Nurse 73 (42.9) 37 (40.2) 36 (46.2) 

- Pharmacist 7 (4.1) 4 (4.4) 3 (3.9) 

- Psychiatrist 15 (8.8) 6 (6.5) 9 (11.5) 

- Psychologist 22 (12.9) 13 (14.1) 9 (11.5) 

- Social Worker 9 (5.3) 5 (5.4) 4 (5.1) 

- Other 8 (4.7) 5 (5.4) 3 (3.9) 

Years registered    

- Less than 1 year 4 (2.4) 2 (2.2) 2 (2.6) 

- 1 – 5 years 36 (21.2) 22 (23.9) 14 (18.0) 

- 6 – 10 years 38 (22.4) 22 (23.9) 16 (20.5) 

- 11 – 15 years 31 (18.2) 22 (23.9) 9 (11.5) 

- 16 – 20 years 24 (14.1) 6 (6.5) 18 (23.1) 

- 21 – 25 years 13 (7.7) 5 (5.4) 8 (10.3) 

- 26 – 30 years 10 (5.9) 7 (7.6) 3 (3.9) 

- 31 – 35 years 9 (5.3) 4 (4.4) 5 (6.4) 

- 36 – 40 years 2 (1.2) 2 (2.2) 0 (0.0) 

- 41 – 45 years 1 (0.6) 0 (0.0) 1 (1.3) 

- Not documented  2 (1.2) 0 (0.0) 2 (2.6) 

AFC Band    

- 4 1 (0.6) 1 (1.1) 0 (0.0) 

- 5 19 (11.2) 9 (9.8) 10 (12.8) 

- 6 62 (36.5) 35 (38.0) 27 (34.6) 

- 7  32 (18.9) 19 (20.7) 13 (16.7) 

- 8 37 (21.8) 20 (21.7) 17 (21.8) 

- Other 19 (11.2) 8 (8.7) 11 (14.1) 
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Table 6.9 Setting and specialty worked 

 Overall 

(n=170) 

N (%) 

Form 1 

(n=92) 

N (%) 

Form 2 

(n=78) 

N (%) 

Setting    

- Community services 134 (78.8) 70 (76.1) 64 (82.1) 

- Inpatient services 44 (25.9) 30 (32.6) 14 (18.0) 

- Corporate services  13 (7.7) 6 (6.5) 7 (9.0) 

Specialty    

- All services, Trustwide 18 (10.6) 9 (9.8) 9 (11.5) 

- Adult Mental Health services 64 (37.7) 39 (42.4) 25 (32.1) 

- Child and Adolescent services  37 (21.8) 17 (18.5) 20 (25.6) 

- Forensic Learning Disability services 8 (4.7) 6 (6.5) 2 (2.6) 

- Forensic Mental Health services 20 (11.8) 11 (12.0) 9 (11.5) 

- Learning Disability services (adults) 13 (7.7) 9 (9.8) 4 (5.1) 

- Learning Disability services (children) 5 (2.9) 3 (3.3) 2 (2.6) 

- Mental Health Services for Older 
People 

36 (21.2) 20 (21.8) 16 (20.5) 

NB: some individuals worked in more than one specialty and/or setting, thus, the figures noted above 
tally to more than the number of participants 

 

6.4.2 Duration of completion 

Individuals reported that the SJT took them between 5 minutes and 60 minutes to 

complete; the mean self-reported duration of the test was 20.7 minutes (SD = 9.75). 

104 individuals (61%) had the Qualtrics survey open for less than 1 hour, indicating 

that these individuals, likely completed the survey in a single sitting. The survey was 

designed so that staff could complete this in more than one sitting if needed; in the 

longest instance, the survey was open to a participant for 5158583 seconds (i.e., 60 

days). 

6.4.3 Job performance 

All individuals, whose contact details were left, were followed up with a request for 

workplace related feedback. For analysis purposes, colleagues that provided feedback 

were allocated to one of two groups, these being ‘colleagues’ or ‘supervisors’. The 

latter category incorporated managers, supervisors, and professional leads, however 

the term ‘supervisors’ has been utilised due to the supervisory nature of these roles.  
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 Job performance ratings 

Some respondents received just one rating for their professionalism and effectiveness, 

whereas other participants received up to four ratings for each. Table 6.10 and Table 

6.11 provide the average rating participants obtained for these attributes according to 

‘all raters’, their ‘supervisors’ alone, and their ‘colleagues’ only. As demonstrated, the 

average rating received from supervisors for both professionalism and effectiveness 

was lower than the average rating received from colleagues.  

Table 6.10 Descriptive statistics of the professionalism ratings, by participant 

Scale N Minimum Maximum Mean SD 

Overall sample      

- All ratings 152 25 100 84.9 11.8 

- Supervisor ratings  108 25 100 81.0 14.4 

- Colleague ratings 124 48 100 87.6 10.0 

Form 1      

- All ratings 78 44 100 84.7 10.4 

- Supervisor ratings  49 44 100 81.1 12.4 

- Colleague ratings 64 63 100 87.0 8.9 

Form 2      

- All ratings 74 25 100 85.1 13.2 

- Supervisor ratings  59 25 100 80.9 15.9 

- Colleague ratings 60 48 100 88.3 11.2 

 

Table 6.11 Descriptive statistics of the effectiveness ratings, by participant 

Scale N Minimum Maximum Mean SD 

Overall sample      

- All ratings 152 36.3 100 83.4 11.5 

- Supervisor ratings  108 26 100 79.5 14.2 

- Colleague ratings 124 41.5 100 86.2 10.9 

Form 1      

- All ratings 78 54 100 83.7 11.1 

- Supervisor ratings  49 54 100 80.1 13.0 

- Colleague ratings 64 60 100 86.5 10.2 

Form 2      

- All ratings 74 36.3 100 83.0 12.0 

- Supervisor ratings  59 26 100 79.1 15.2 

- Colleague ratings 60 41.5 100 86.0 11.7 
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Supervisors typically provided lower ratings of professionalism and effectiveness than 

that provided by other colleagues. Supervisor ratings also had a larger variance than 

colleague ratings. It is possible that participants provided the contact details for 

colleagues they get on well with, and these colleagues may have, in turn, not wanted 

to provide negative feedback. A decision was subsequently made to exclude colleague 

ratings from the analyses when exploring relationships between SJT scores, peer 

ratings on the BFI-2-S, and ratings of job performance. A t-test observed no difference 

between participants that did and did not receive supervisor ratings with regards to 

their age, t(168) = -0.21, p = 0.83. Similarly, a Chi-Square test observed no difference 

between participants that did and did not receive supervisor ratings with regards to 

their gender, x2 (N = 108) = 0.31, p = 0.58. Supervisor ratings of both professionalism 

and effectiveness were similar and had a negatively skewed distribution (see Figure 

6.6). As can be observed, most ratings fell at the upper end. 

 

  

Figure 6.6 Distribution of job performance ratings provided by supervisors  

 Relationship between ratings of job performance and demographic 
characteristics  

During a linear regression, no relationship was observed between gender or BAME 

status with regards to mean supervisor ratings of professionalism (p=.255, 95% CI -

2.17-8.20; p=.970, 95% CI -7.85-7.55) or effectiveness (p=.572, 95% CI -4.34-7.86; 

p=.545, 95% CI -15.77-8.34), respectively. Due to the distribution of professionalism 
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and effectiveness ratings being skewed, the standard errors and confidence intervals 

were derived through bootstrapping (using 2000 replications). Spearman’s Rho 

correlation coefficient was generated to assess the relationship between ratings of 

perceived professionalism and effectiveness. As expected, there was a statistically 

significant positive correlation between the two variables (rs=0.79, p=0.000, N=108).  

6.4.4 Personality ratings 

Self-ratings on the BFI-2-S are hereby provided for all respondents. Peer-ratings are 

also reported for those individuals that received feedback from supervisors. Where 

individuals received more than one peer rating (i.e., they had more than one 

supervisor) mean scores are provided. 

Table 6.12 displays the scores obtained for each of the five personality traits according 

to self-ratings on the BFI-2-S. Self-ratings of extraversion and open-mindedness aligned 

to a normal distribution (see Figure 6.7). Ratings of agreeableness, conscientiousness 

and negative emotionality were relatively normally distributed given the small sample 

size; however, this sample had a slightly right skew for negative emotionality and a 

slightly left skew for agreeableness and conscientiousness with most staff falling at the 

upper end for the latter two traits. 

Table 6.12 Self-ratings provided on the BFI-2-S during the pilot study 

Scale (BFI-2-S) 

 

N Minimum Maximum Mean SD 

Extraversion 170 1.50 5.00 3.42 0.74 

Agreeableness  170 2.17 5.00 4.18 0.57 

Conscientiousness 170 1.83 5.00 3.94 0.66 

Negative Emotionality 170 1.00 5.00 2.49 0.88 

Open-Mindedness 170 2.00 5.00 3.76 0.66 
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Figure 6.7 Distribution of self-reported scores on the BFI-2-S for each of the five 

personality traits 

Table 6.13 displays the scores obtained for each of the five personality traits according 

to peer-ratings on the BFI-2-S. The distribution of these scores are demonstrated in 

Figure 6.8.  

Table 6.13 Peer-ratings on the BFI-2-S 

Scale (BFI-2-S) 

 

N Minimum Maximum Mean SD 

Extraversion 108 1.33 5 3.65 0.85 

Agreeableness  108 1.17 5 4.29 0.72 

Conscientiousness 108 1.33 5 4.23 0.68 

Negative Emotionality 108 1 5 2.38 0.90 

Open-Mindedness 108 2.17 5 3.70 0.57 
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Figure 6.8 Distribution of peer-reported scores on the BFI-2-S for each of the five 

personality traits 

6.4.5 SJT scoring approaches 

Spearman’s Rho correlation coefficient was used to explore the relationship between 

SJT scores and job performance ratings provided by colleagues and supervisors. No 

relationships were observed when all ratings were included in the analyses. The 

correlation coefficients were as follows for effectiveness and professionalism, 

respectively (N=152): SME polytomous scoring (rs=0.06, p=0.44; rs=0.04, p=0.62); SME 

binary scoring (rs=0.07, p=0.36; rs=0.08, p=0.30); dichotomous modal consensus 

scoring (rs=0.10, p=0.22; rs=0.01, p=0.87); and proportion modal consensus scoring 

(rs=0.13, p=0.12, N=152; rs=0.05, p=0.58). As noted earlier, colleagues appeared to be 

more generous than supervisors when providing feedback regarding job performance. 

A decision was thus made to include only supervisor ratings in the analyses; as 

mentioned previously, the ‘supervisor’ in this context includes managers and 

professional leads.  

This section reports on the relationships observed between SJT scores and personality 

and job performance ratings using four alternative scoring approaches: raw SME 

polytomous scoring (0,1,2,3), raw SME binary scoring (0,1), dichotomous modal 

consensus scoring (0,1) and proportion modal consensus scoring (a continuous 

0
5

1
0

1
5

2
0

2
5

F
re

q
u
e
n

c
y

1 2 3 4 5
Extraversion

0
5

1
0

1
5

2
0

2
5

F
re

q
u
e
n

c
y

1 2 3 4 5
Agreeableness

0
5

1
0

1
5

2
0

2
5

F
re

q
u
e
n

c
y

1 2 3 4 5
Conscientiousness

0
5

1
0

1
5

2
0

2
5

F
re

q
u
e
n

c
y

1 2 3 4 5
Negative Emotionality

0
5

1
0

1
5

2
0

2
5

F
re

q
u
e
n

c
y

2 3 4 5
Open-Mindedness



 

211 

 

proportion; as described in Table 6.6). The range of scores obtained across all four 

scoring approaches are displayed in Table 6.14. The distribution of SJT scores across 

both forms of the SJT using all four scoring approaches can be viewed as Appendix O. 

Using the mean and standard deviation obtained by the respondents for each SJT 

form, the SJT scores were standardised (mean 0, sd 1). This crudely equated the SJT 

scores from the two forms to permit pooled analyses. The distribution of z scores for 

each of the scoring approaches are depicted in Figure 6.9.  

Table 6.14 SJT scores for each of the four scoring approaches 

Variable N Minimum Maximum Mean SD 

Raw SME polytomous scoring (0,1,2,3)      

- Overall sample 170 98 134 120 7.18 

- Form 1 92 98 132 117.4 7.33 

- Form 2 78 108 134 123.1 5.61 

Raw SME binary scoring (0,1)      

- Overall sample 170 33 49 43.5 2.90 

- Form 1 92 33 49 42.7 3.11 

- Form 2 78 38 48 44.4 2.35 

Dichotomous modal consensus scoring (0,1)      

- Overall sample 170 20 42 31.61 4.83 

- Form 1 92 20 41 30.84 4.89 

- Form 2 78 21 42 32.51 4.62 

Proportion modal consensus scoring      

- Overall sample 170 18.8 31.4 26.0 2.41 

- Form 1 92 18.8 28.9 25.1 2.09 

- Form 2 78 19.4 31.4 27.1 2.34 

The maximum possible score that could be obtained on the SJT was 150 for raw SME polytomous 
scoring, 50 for raw SME binary scoring and 50 for dichotomous modal consensus scoring. 
 
 

 Relationship between SJT scores and personality ratings 

Prior to the analyses being conducted, it was hypothesised that SJT scores may 

correlate with scores obtained on the BFI-2-S, particularly scores relating to an 

individual’s conscientiousness, agreeableness and negative emotionality as these traits 

are particularly important in mental health services. As demonstrated in Table 6.15, 

self-ratings of agreeableness were statistically significantly related to all SJT scores, 

except raw SME binary scores. Peer-ratings on the BFI-2-S were not associated with SJT 

scores for any of the scoring approaches. 
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Figure 6.9 Histograms displaying the distribution of standardised SJT scores 

 Relationship between SJT scores and job performance 

The main aim of the current study was to assess the criterion-related validity of the SJT 

scores. That is, do the scores obtained on the SJT predict job performance. Spearman’s 

Rho correlation coefficient was used to explore the relationship between SJT scores 

and supervisor ratings of professionalism or effectiveness. No significant relationships 

were observed between SJT scores and supervisor ratings of professionalism or 

effectiveness using raw polytomous scoring, raw SME binary scoring and dichotomous 

modal consensus scoring (see Table 6.15). However, when proportion modal 

consensus scoring was utilised, a significant correlation was observed between SJT 

scores and supervisor ratings of both effectiveness (rs=0.21, p=0.03, N=108) and 

professionalism (rs=0.21, p=0.03, N=108). Furthermore, a simple regression with 

bootstrapping (employing 2000 replications) demonstrated that proportion modal 

consensus SJT scores statistically significantly predicted ratings of professionalism and 

effectiveness (p<0.05), thus demonstrating the SJT scores criterion-related validity.  
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Table 6.15 Means, Standard Deviations, and Intercorrelations of Study Variables (supervisor ratings only) 

Variable 1 2 3 4 5 6 7 8 9 10 

1. Experience (N=168)           
Standardised SJT score (N=170)           
2. Raw SME polytomous score .015          
3. Raw SME binary score .017 -850***         
4. Dichotomous modal consensus score .043 .540*** .323***        
5. Proportion modal consensus score .019 .593*** .395*** .923***       
Self-ratings on the BFI-2-S (N=170)           
6. S Extraversion .066 .085 .046 .117 .112      
7. S Agreeableness .042 .168* .129 .247** .267*** .131     
8. S Conscientiousness .037 .093 .052 .077 .097 .177* .238**    
9. S Negative Emotionality -.132 -.073 -.067 -.116 -.112 -.314*** -.269*** -.291***   
10. S Open-Mindedness .088 .103 .032 .114 .063 .201** .057 .032 -.008  
Peer-ratings on the BFI-2-S (N=108)           
11. P Extraversion .058 -.088 -.107 -.024 -.023 .445*** .001 .154 -.187 .056 
12. P Agreeableness -.207* .023 .065 -.019 .031 -.149 .138 .040 .091 -.030 
13. P Conscientiousness -.158 .128 .127 -.017 .018 -.064 .027 .317*** .027 -.105 
14. P Negative Emotionality .041 .109 .000 .020 .017 .005 .006 -.198* .416*** -.036 
15. P Open-Mindedness -.006 .022 .053 -.110 -.065 .050 -.007 .050 -.035 .186 
Job performance (N=108)           
16. Effectiveness  .011 .069 .077 .112 .207* .088 .190 .207* -.134 .060 
17. Professionalism  .045 .091 .132 .133 .207* -.121 .169 .110 -.038 -.023 

M 13.58 0 0 0 0 3.42 4.18 3.94 2.49 3.76 
SD 9.40 1 1 1 1 .74 .57 .66 .88 .66 

Bold = significant result (*p<0.05; **p<0.01; ***p<0.001) 
Calculated using Spearman’s Rho 
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Table 6.15 continued 

Variable 11. 12. 13 14. 15. 16. 17. 

1. Experience (N=168)        
Standardised SJT score (N=170)        
2. Raw SME polytomous score        
3. Raw SME binary score        
4. Dichotomous modal consensus score        
5. Proportion modal consensus score        
Self-ratings on the BFI-2-S (N=170)        
6. S Extraversion        
7. S Agreeableness        
8. S Conscientiousness        
9. S Negative Emotionality        
10. S Open-Mindedness        
Peer-ratings on the BFI-2-S (N=108)        
11. P Extraversion        
12. P Agreeableness .106       
13. P Conscientiousness .341*** .273**      
14. P Negative Emotionality -.351*** -.326*** -.380***     
15. P Open-Mindedness .380*** .317*** .190* -.298**    
Job performance (N=108)        
16. Effectiveness .379*** .175 .441*** -.426*** .190*   
17. Professionalism .173 .366*** .346*** -.343*** .148 .791***  

M 3.65 4.29 4.23 2.38 3.70 79.55 81.00 
SD .85 .72 .68 .90 .57 14.20 14.35 

Bold = significant result (*p<0.05; **p<0.01; ***p<0.001) 
Calculated using Spearman’s Rho 
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 Group differences 

As SJTs are often used in high stakes selection settings, it is important that they do not 

unfairly discriminate against certain groups (for example, by BAME status). Of 

participants that received supervisor ratings, all but seven described themselves as 

white. Due to the limited participants of non-white ethnicity, it was not possible to 

evaluate group differences based on ethnicity. An independent-samples t-test showed 

that there was no statistically significant difference between females’ and males’ SJT 

scores using raw SME polytomous scoring, raw SME binary scoring, and dichotomous 

modal consensus scoring (p > 0.05 in all cases). A linear regression analysis with 

bootstrapping (employing 2000 replications) observed no statistically significant 

difference between females and males scores on the SJT using proportion modal 

consensus scoring (p > 0.05).  

6.4.6 Scoring the SJT by discipline – nurses and allied health professionals 
(AHPs) 

Prior research reports that SJTs should be developed based on a thorough job analysis 

and be specific to the attributes required of a role (Patterson et al., 2016d; 2018). 

Nurses and AHPs typically have more face-to-face contact with patients than the other 

professional groups (e.g., psychologists) and exploratory analyses found that for 

dichotomous modal consensus scoring, and proportion modal consensus scoring the 

validity coefficients for the SJT scores were larger for this group of participants. Nurses 

and AHPs were also the two largest staff groups in the study sample. These two factors 

meant from this point forward the results focus on the relationship between 

consensus scored SJTs and the outcomes of interest in these two professional groups. 

In total, 69 of the 109 nurses and AHPs that participated obtained feedback from their 

supervisors, which included managers and professional leads. A linear regression and 

logistic regression observed no difference between participants that did and did not 

receive supervisor ratings with regards to their age (p=.942, 95% CI -4.12-3.83) and 

gender (p=.492, 95% CI .47-4.54), respectively. Of the 109 nurses and AHPs that 

participated in the study, 59 completed form 1 and 50 completed form 2. The nurses’ 



 

216 

 

and AHPs’ demographics and professional characteristics are provided in Table 6.16 

and Table 6.17, respectively. Data regarding the setting and the specialty nurses and 

AHPs worked is provided in Table 6.18. 

Table 6.16 Demographics of nurses and allied health professionals 

Demographics Overall 

(n=109) 

N (%) 

Form 1 

(n=59) 

N (%) 

Form 2 

(n=50) 

N (%) 

Age, years (mean, SD) 41.5 (SD – 

10.04) 

42.1 (SD – 

9.75) 

40.9 (SD – 

10.44) 

Gender     

- Female 92 (84.4) 51 (86.4) 41 (82.0) 

- Male 17 (15.6) 8 (13.6) 9 (18.0) 

Ethnicity    

- BAME 1 (0.9) 1 (1.7) 0 (0.0) 

- White 108 (99.1) 58 (98.3) 50 (100.0) 

Sexuality 

- Bisexual 

- Gay or Lesbian 

- Heterosexual or Straight 

- Prefer not to say 

 

5 (4.6) 

3 (2.8) 

100 (91.7) 

1 (0.9) 

 

1 (1.7) 

1 (1.7) 

57 (96.6) 

- 

 

4 (8.0) 

2 (4.0) 

43 (86.0) 

1 (2.0) 

Religion 

- Christian 

- No religion 

- Other 

- Prefer not to say 

 

51 (46.8) 

56 (51.4) 

1 (0.9) 

1 (0.9) 

 

30 (50.9) 

29 (49.2) 

- 

- 

 

21 (42.0) 

27 (54.0) 

1 (2.0) 

1 (2.0) 

Disability    

- No 99 (90.8) 53 (89.8) 46 (92.0) 

- Yes 9 (8.3) 6 (10.2) 3 (6.0) 

- Prefer not to say 1 (0.9) - 1 (2.0) 

Primary language is English    

- No  1 (0.9) 1 (1.7) 0 (0.0) 

- Yes 108 (99.1) 58 (98.3) 50 (100.0) 
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Table 6.17 Professional characteristics of nurses and allied health professionals 

 Overall 

(n=109) 

N (%) 

Form 1 

(n=59) 

N (%) 

Form 2 

(n=50) 

N (%) 

Professional discipline    

- Allied health professional 36 (33.0) 22 (37.3) 14 (28.0) 

- Nurse 73 (67.0) 37 (62.7) 36 (72.0) 

Years registered    

- 1 – 5 years 23 (21.1) 12 (20.3) 11 (22.0) 

- 6 – 10 years 26 (23.9) 14 (23.7) 12 (24.0) 

- 11 – 15 years 22 (20.2)) 16 (27.1) 6 (12.0) 

- 16 – 20 years 12 (11.0) 4 (6.8) 8 (16.0) 

- 21 – 25 years 8 (7.3) 2 (3.4) 6 (12.0) 

- 26 – 30 years 8 (7.3) 6 (10.2) 2 (4.0) 

- 31 – 35 years 8 (7.3) 4 (6.8) 4 (8.0) 

- 36 – 40 years 1 (0.9) 1 (1.7) - 

- 41 – 45 years 1 (0.9) - 1 (2.0) 

AFC Band    

- 5 15 (13.8) 8 (13.6) 7 (14.0) 

- 6 51 (46.8) 27 (45.8) 24 (48.0) 

- 7  28 (25.7) 16 (27.1) 12 (24.0) 

- 8 13 (11.9) 7 (11.9) 6 (12.0) 

- Other 2 (1.8) 1 (1.7) 1 (2.0) 

 

Table 6.18 Setting and specialty worked by nurses and allied health professionals 

 Overall 

(n=109) 

N (%) 

Form 1 

(n=59) 

N (%) 

Form 2 

(n=50) 

N (%) 

Setting    

- Community services 87 (79.8) 45 (76.3) 42 (84.0) 

- Inpatient services 27 (24.8) 18 (30.5) 9 (18.0) 

- Corporate services  7 (6.4) 4 (6.8) 3 (6.0) 

Specialty    

- All services, Trustwide 8 (7.3) 4 (6.8) 4 (8.0) 

- Adult Mental Health services 44 (40.4) 23 (39.0) 21 (42.0) 

- Child and Adolescent services  21 (19.3) 10 (17.0) 11 (22.0) 

- Forensic Learning Disability services 7 (6.4) 5 (8.5) 2 (4.0) 

- Forensic Mental Health services 14 (12.8) 7 (11.9) 7 (14.0) 

- Learning Disability services (adults) 5 (4.6) 4 (6.8) 1 (2.0) 

- Learning Disability services (children) - - - 

- Mental Health Services for Older 
People 

27 (24.8) 15 (25.4) 12 (24.0) 

NB: some individuals worked in more than one specialty and/or setting, thus, the figures noted above 
tally to more than the number of participants 
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Consensus scoring keys were generated for the SJT taking only the responses provided 

by nurses and AHPs into account. The range of SJT scores obtained by nurses and AHPs 

using dichotomous modal consensus scoring and proportion modal consensus scoring 

are displayed in Table 6.19. The distribution of SJT scores obtained by nurses and 

AHPs, using discipline specific consensus scoring approaches are displayed in Appendix 

P.  

Table 6.19 Nurses and allied health professionals SJT scores using consensus scoring 

Variable N Minimum Maximum Mean SD 

Dichotomous modal consensus scoring (0,1)      

- Overall sample 109 23 42 33.36 4.28 

- Form 1 59 26 42 32.68 3.80 

- Form 2 50 23 42 34.16 4.70 

Proportion modal consensus scoring      

- Overall sample 109 20.98 32.13 27.18 2.44 

- Form 1 59 21.24 29.92 26.30 1.99 

- Form 2 50 20.98 32.13 28.23 2.53 

 

Similar to that reported previously, SJT scores were standardised (mean 0, sd 1) as a 

means of (crudely) equating the scores from the two forms of the test allowing pooled 

analyses to be conducted. The mean and standard deviation used for this calculation 

related to nurses’ and AHPs’ scores only. The distribution of these scores is depicted in 

Figure 6.10. 

 Dichotomous modal consensus scoring (nurses and allied health professionals) 

No statistically significant relationships were observed between dichotomous modal 

consensus SJT scores (0,1) and self or peer BFI-2-S ratings (see Table 6.20). However, a 

linear regression analysis observed that nurses’ and AHPs’ SJT scores significantly 

predicted ratings of both professionalism (β = 0.31, p=0.009) and effectiveness (β = 

0.32, p=0.007) using discipline specific dichotomous modal consensus scoring (N=69).  
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Figure 6.10 Histogram displaying the distribution of standardised SJT scores across 

nurses and allied health professionals 

 Proportion modal consensus scoring (nurses and allied health professionals) 

Similar to that reported for the wider sample, a statistically significant relationship was 

observed between nurses and AHPs discipline specific proportion modal consensus SJT 

scores and self ratings of agreeableness (see Table 6.20). No further relationships were 

observed between proportion modal consensus SJT scores and other ratings on the 

BFI-2-S. A linear regression demonstrated that the SJT scores statistically significantly 

predicted supervisor ratings of professionalism and effectiveness using discipline 

specific proportion modal consensus scoring (β = 0.31, p=0.010; β = 0.34, p=0.005), 

respectively.
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Table 6.20 Means, Standard Deviations, and Intercorrelations of Study Variables (across nurses and allied health professionals; supervisor ratings only) 

Variable 1 2 3 4 5 6 7 8 9 10 

1. Experience (N=109)           
Standardised SJT score (N=109)           
2. Dichotomous modal consensus score .026          
3. Proportion modal consensus score .013 .901***         
Self-ratings on the BFI-2-S (N=109)           
4. S Extraversion .063 -.010 -.024        
5. S Agreeableness .084 .188 .255** .118       
6. S Conscientiousness -.052 -.039 .021 .126 .242*      
7. S Negative Emotionality -.111 -.016 -.001 -.262** -.248** -.265**     
8. S Open-Mindedness .077 .090 .050 .239* -.010 .001 .080    
Peer-ratings on the BFI-2-S (N=69)           
9. P Extraversion -.050 .060 .095 .431*** .117 .240* -.154 .039   
10. P Agreeableness -.138 -.040 .034 -.091 .202 .023 .045 -.039 .169  
11. P Conscientiousness -.246* .071 .091 .006 .212 .448*** -.052 -.185 .360** .279* 
12. P Negative Emotionality .013 -.054 -.092 .038 -.030 -.310** .482*** .022 -.344** -.319** 
13. P Open-Mindedness -.066 .018 .034 .007 .145 .042 .001 .141 .386** .427*** 
Job performance (N=69)           
14. Effectiveness  -.057 .302* .328** .131 .357** .295* -.198 .096 .309** .147 
15. Professionalism  .073 .264* .265* -.133 .260* .148 -.024 -.025 .128 .335** 

M 14.36 0 0 3.52 4.19 3.92 2.52 3.72 3.73 4.38 
SD 9.62 1 1 .72 .54 .66 .87 .69 .84 .67 

Bold = significant result (*p<0.05; **p<0.01; ***p<0.001) 
Calculated using Spearman’s Rho 
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Table 6.20 continued 

Variable 11 12 13 14 15 

1. Experience (N=109)      
Standardised SJT score (N=109)      
2. Dichotomous modal consensus score      
3. Proportion modal consensus score      
Self-ratings on the BFI-2-S (N=109)      
4. S Extraversion      
5. S Agreeableness      
6. S Conscientiousness      
7. S Negative Emotionality      
8. S Open-Mindedness      
Peer-ratings on the BFI-2-S (N=69)      
9. P Extraversion      
10. P Agreeableness      
11. P Conscientiousness      
12. P Negative Emotionality -.368**     
13. P Open-Mindedness .203 -.310**    
Job performance (N=69)      
14. Effectiveness .393*** -.411*** .289*   
15. Professionalism .337** -.392*** .331** -80***  

M 4.26 2.39 3.66 80.57 82.92 
SD .65 .96 .59 14.50 12.64 

Bold = significant result (*p<0.05; **p<0.01; ***p<0.001) 
Calculated using Spearman’s Rho 
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 Group differences across the nurse and allied health professional sample 

All but one individual in the nurse and AHP sample were of white ethnicity; thus, group 

differences according to ethnicity were not explored for either consensus scoring 

approach. An independent-samples t-test and a Mann-Whitney U test found no 

difference between females and males SJT scores using either dichotomous modal 

consensus scoring (t(107)=0.604, p=0.547) or proportional modal consensus scoring 

(p=0.260), respectively. Prior studies have observed a relationship between individuals’ 

experience on the job and their SJT scores. A Spearman’s Rho analysis observed no 

statistically significant relationship between the number of years nurses and AHPs had 

been registered to the profession and their SJT scores using either dichotomous modal 

consensus scoring or proportion modal consensus scoring (p>0.05). Spearman’s Rho 

correlation coefficients are presented in Table 6.20. 

6.4.7 Most valid scoring approach 

Analyses observed that effect sizes were larger for nurses and AHPs, as opposed to the 

wider sample, when using discipline specific dichotomous modal consensus scores and 

proportion modal consensus scores to predict supervisor ratings of job performance. It 

is thus recommended that the current SJT be used with nurses and AHPs for personnel 

selection. SJT scores statistically significantly predicted ratings of professionalism and 

effectiveness for nurses and AHPs using both consensus scoring approaches. It may be 

more pragmatic to use dichotomous modal consensus scoring for the final assessment 

however, given that both scoring approaches are similarly effective. A T-test observed 

no difference between nurses and AHPs that sat form 1 as opposed to form 2 

regarding the scores they obtained on the shared items of the SJT assessment 

(t(107)=0.211, p=0.833); this finding indicates that these two groups of participants 

were unlikely to differ in their overall ability to answer the SJT. 
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6.4.8 Face validity and acceptability 

The face validity of an SJT is important as this may influence prospective employees’ 

perceptions of fairness, as well as their perception of the appointing organisation. The 

face validity and acceptability of the current SJT was evaluated by asking participants 

whether they thought the test was relevant to their role, appropriate to their grade, 

suitable for the selection and recruitment of staff into mental health services, and fair 

to all applicants, regardless of their profession and demographic characteristics. The 

responses provided by nurses and AHPs are reported in Table 6.21 and Table 6.22, 

respectively. Results that incorporate the views of all participants, regardless of 

profession, are presented in Appendix Q.  

Table 6.21 Face validity of the SJT according to nurses 

 Overall 

(n=73) 

N (%) 

Form 1 

(n=37) 

N (%) 

Form 2 

(n=36) 

N (%) 

Relevant to role    

- Yes 70 (95.9) 36 (97.3) 34 (94.4) 

- No 3 (4.1) 1 (2.7) 2 (5.6) 

Appropriate difficulty for grade    

- Yes 66 (90.4) 35 (94.6) 31 (86.1) 

- No 7 (9.6) 2 (5.4) 5 (13.9) 

Suitable for recruitment    

- Yes 68 (93.2) 33 (89.2) 35 (97.2) 

- No 5 (6.9) 4 (10.9) 1 (2.8) 

Fair to applicants    

- Yes 66 (90.4) 33 (89.2) 33 (91.7) 

- No 7 (9.6) 4 (10.8) 3 (8.3) 
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Table 6.22 Face validity of the SJT according to allied health professionals 

 Overall 

(n=36) 

N (%) 

Form 1 

(n=22) 

N (%) 

Form 2 

(n=14) 

N (%) 

Relevant to role    

- Yes 35 (97.2) 22 (100) 13 (92.3) 

- No 1 (2.8) 0 (0) 1 (7.1) 

Appropriate difficulty for grade    

- Yes 35 (97.2) 22 (100) 13 (92.3) 

- No 1 (2.8) 0 (0) 1 (7.1) 

Suitable for recruitment    

- Yes 33 (91.7) 20 (90.9) 13 (92.9) 

- No 3 (8.3) 2 (9.1) 1 (7.1) 

Fair to applicants    

- Yes 29 (80.6) 18 (81.8) 11 (78.6) 

- No 7 (19.4) 4 (18.2) 3 (21.4) 

 

 Feedback 

Most nurses stated that the SJT was relevant to their role, an appropriate difficulty for 

their grade, suitable for recruitment and fair to all applicants. Like nurses, the majority 

of AHPs noted that the SJT was relevant to their role, an appropriate difficulty for their 

grade and suitable for recruitment. Whilst the majority of AHPs felt the SJT was fair to 

all applicants, some AHPs did not. There was a concern that differing expectations 

would be placed on individuals at different points in their career, and that multiple 

choice items may be quite limiting. A couple of comments provided by AHPs with 

regards to the suitability of the SJT for personnel selection are presented below: 

“Different grades would have different expectations i.e., someone in a 

senior role would be addressing issues themselves where as support staff 

maybe more expected to report behaviours.” (AHP) 

“I'm not sure a multiple choice would work well for getting a full picture of 

what the person is like. Perhaps if this, combined with a chance for the 

person to speak openly (not multiple choice) about situations they have 

experienced may work well.” (AHP) 
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6.4.9 Selecting the final SJT items 

Whilst a decision was made to assess the internal consistency of the SJT scores (see 

heading 6.3.13), no items were removed based on these findings. SJTs are known to be 

heterogeneous in nature and tap into multiple separate domains; one would, 

therefore, not want to increase the reliability of the instrument at the expense of its 

predictive validity. Instead of removing items that had lower internal consistency, 

items were removed if they had a negative relationship with professionalism (i.e., odds 

ratio < 0.98), or if the participant responses did not vary using dichotomous modal 

consensus scoring (see Appendix R for the related odds ratios; items that are not 

scored in the final SJT assessment are denoted by an Asterix). 

 Simulation to determine the criterion validity of trimmed version 

Once items had been shortlisted for the trimmed version of the test, a ‘simulation’ was 

performed to determine the predictive validity of the resulting SJT items using 

discipline specific dichotomous modal consensus scoring. That is, a ‘final test score’ 

was created and the ability of these scores to predict the professionalism and 

effectiveness rating was evaluated. In this regard, firstly, First, a total mean score was 

calculated for each nurse and AHP based on their responses to the final items only. 

Following this, z scores (mean 0, sd 1) were calculated for each of these individuals 

using the mean and standard deviation obtained for each form separately. Z scores 

were subsequently regressed against professionalism and effectiveness. Taking the 

final items only into consideration, nurses and AHPs modal consensus SJT z scores 

statistically significantly predicted ratings of both professionalism (N=69; β = 0.41, 

p<0.001) and effectiveness (N=69; β = 0.38, p=0.001). 

As noted previously, standardised scores (mean 0, sd 1) were calculated so that the SJT 

forms could be analysed together. The assumption that this equating was, at least, 

crudely effective at resulting in scores from the two test forms with a similar 

interpretation was subsequently evaluated. This was by observing the relationship 

between the two separate test forms standardised dichotomous modal consensus 
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scores and the primary outcomes of interest (supervisor ratings of professionalism and 

effectiveness). Incorporating only the final items in the analysis across the nurse and 

AHP sample, the regression coefficients were similar for ratings of both 

professionalism (β = 0.53, p=0.003; β = 0.36, p=0.025) and effectiveness (β = 0.45, 

p=0.013; β = 0.37, p=0.022) for forms 1 and 2, respectively.  

6.4.10 Incremental validity of the SJT for nurses and allied health professionals 

Some previous studies have observed SJT scores to provide incremental validity over 

and above personality traits in predicting job performance (e.g. Clevenger et al., 2001). 

Noting that it would be more pragmatic to use dichotomous modal consensus scoring 

for the final assessment, the current study sought to evaluate whether dichotomous 

modal consensus SJT scores possessed incremental validity over and above personality 

ratings when predicting job performance. Although this study collected peer-ratings on 

the BFI-2-S as well as self-ratings, it is typically not possible to obtain personality 

ratings from prospective employers. The current author thus decided to explore only 

whether SJT scores possessed incremental validity over and above ‘self-ratings’ only, 

for nurses and AHPs.  

Due to the limited number of participants, only variables that significantly predicted 

ratings of job performance were put into the incremental validity analyses in order to 

increase study power. A Spearman’s Rho analysis observed a statistically significant 

relationship between supervisor ratings of effectiveness and self-ratings of both 

conscientiousness and agreeableness among the nurse and AHP sample (see Table 

6.20). Self-ratings of agreeableness were statistically significantly associated with 

supervisor ratings of professionalism. Controlling for self-ratings of agreeableness and 

conscientiousness, a regression observed that dichotomous modal consensus SJT 

scores provided no statistically significant additional predictive validity with regards to 

ratings of effectiveness (β = 0.20, p=0.098). The SJT scores did, however, provide 

incremental validity over and above self-rated agreeableness in predicting supervisor 

ratings of professionalism (β = 0.26, p<0.05). 
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6.4.11 Group differences with the trimmed version 

It is important that any selection procedure does not unfairly discriminate against 

certain groups, such as disability. Whilst the results relating to an exploration of 

gender differences in SJT scores have previously been reported, further analyses 

sought to evaluate whether there were any other group differences, among the 

sample, using the shortlisted SJT items only. It is recognised that experience could be 

considered a proxy for a staff member’s grade, however as suggested by an AHP 

during the study ‘Different grades would have different expectations.’ The grade of a 

staff member may therefore influence the response a staff member provides on the 

SJT, regardless of their experience on the job. Whilst a relationship was not observed 

between SJT scores and the number of years experience staff members possessed, a 

Kruskal-Wallis H test was also conducted to determine if dichotomous modal 

consensus z scores for the final items differed between AFC Band 5 staff (n=15), AFC 

Band 6 staff (n=51), AFC Band 7 staff (n=28) and AFC Band 8 staff (n=14). The Kruskal-

Wallis H test showed that there was no difference in SJT scores between the four 

groups, χ2 = 0.575, p = 0.902. A linear regression also observed no relationship 

between dichotomous modal consensus z scores and age (p=0.891). Finally, a Wilcoxon 

signed rank test found no significant difference in dichotomous modal consensus z 

scores obtained between those that did or did not report having a disability (Z = 0.195, 

p=0.846), those that did and did not identify as being heterosexual (Z = 1.571, 

p=0.116), and those that identified themselves as being a Christian or having no 

religion (Z = 0.219, p=0.827).   

6.4.12 Factor analysis / dimensionality 

Noting that factor structure is linked to reliability, exploratory factor analysis was 

performed on the final versions of each SJT form. No clear factor structure was 

observed. Rather, the structure of the response data appeared ‘essential 

unidimensional’ (Nandakumar, 1991), also previously referred to as ‘fuzzy 

unidimensionality’ (Tiffin et al., 2020). This is a very common picture in the factor 

analysis of SJT response data, due to both the effects of dependency of responses 
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within the same scenarios (stems) but also that even individual response options may 

tap into multiple traits or abilities (Guenole et al., 2017). The main findings from the 

factor analyses can be viewed as Appendix S.  

6.4.13 Evaluation of method effects and reliability 

Analyses next explored whether question type influenced the predictive validity 

coefficients of the trimmed version; the lead researcher was interested to know 

whether appropriateness or importance items tapped into one’s professionalism or 

effectiveness more than the other. Regression coefficients were therefore compared 

for each set of items (see Table 6.23). 

Table 6.23 Relationship between question type and supervisor ratings of professionalism 

and effectiveness using the trimmed version for the nurse and allied health professional 

sample 

Question type - domain Coefficient SE (95% CI) p 

Importance - professionalism  0.0538  0.0265 (0.0019 to 0.1058) 0.04* 

Appropriateness - professionalism  0.0840 0.0258 (0.0334 to 0.1345 0.00*** 

    

Importance - effectiveness  0.0563 0.0214 (0.0144 to 0.0982) 0.01** 

Appropriateness - effectiveness  0.0643 0.0204 (0.0242 to 0.1043) 0.00*** 
*p<0.05; **p<0.01; ***p<0.001 
 

 

Whilst both question formats predicted ratings of job performance, interestingly, a 

Spearman’s Rho correlation coefficient observed no relationship between the total 

scores obtained for the final appropriateness items and the total scores obtained for 

the final importance items (rs=0.11, p=0.261, N=109). This finding indicates that the 

different format of questions are both orthogonal, but relevant traits for predicting job 

performance.  

A Kuder Richardson KR20 reliability analysis was carried out on the final items for each 

SJT form using dichotomous modal consensus scores. Form 1, which has 44 items, 

obtained an alpha coefficient of 0.45 and Form 2, which has 41 items, obtained an 

alpha coefficient of 0.38 indicating low reliability. In addition to analysing the reliability 



 

229 

 

of item scores using the trimmed version, item scores were summed for each scenario 

that they corresponded to; ordinal summed scores were subsequently fed into a 

reliability analysis and resulted in McDonald’s omega values of 0.47 for form 1 and 

0.64 for form 2, thus also indicating relatively low reliability. Whilst both forms 

obtained poor internal consistency values, this is not atypical for traditional SJTs. 

6.5 Discussion 

This study was undertaken to provide evidence for the validity of an SJT that was 

developed for use in mental health services. This involved evaluating the feasibility of 

using the SJT in this setting. In addition, the criterion-related validity of four alternative 

scoring approaches for the SJT were evaluated. Evidence relating to convergent and 

divergent validity was explored in relation to the scores obtained on a personality 

assessment, namely the BFI-2-S. The incremental validity of the SJT scores, in relation 

to personality self-report scores was also assessed.  

6.5.1 Summary of key findings  

The study found that when consensus scoring approaches were utilised, which 

included dichotomous modal consensus scoring (0,1) and proportion modal consensus 

scoring (a continuous proportion between 0 and 1), the SJT scores statistically 

significantly predicted supervisor ratings of perceived professionalism and 

effectiveness in a sample of nurses and AHPs working in mental health services (n=69). 

It was found that whilst supervisor ratings had a strong relationship with SJT scores, 

colleague ratings did not. In this regard, on average, colleagues rated participants 

more favourably and were possibly more hesitant in providing negative feedback. SJT 

scores did not predict supervisor ratings of job performance when SME-based scoring 

approaches were utilised. Across nurses and AHPs, scores obtained on the SJT were 

statistically significantly associated with self-ratings of agreeableness when using 

proportion modal consensus scoring. In addition, self-ratings of agreeableness were 

associated with supervisor ratings of perceived professionalism and effectiveness. Self-
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ratings of conscientious were also associated with supervisor ratings of effectiveness, 

but not perceived professionalism. Furthermore, the modal consensus SJT scores were 

found to possess incremental validity over and above self-rated agreeableness in 

predicting supervisor ratings of professionalism.  

The above findings are important because they support the SJT (consensus) scores as 

valid measures that have some ability to predict mental health nurses’ and AHPs’ 

performance on the job, at least as perceived by managers and supervisors. 

Furthermore, the SJT scores were observed to possess incremental validity over self-

rated personality traits in predicting supervisor ratings of perceived professionalism at 

work. The SJT could therefore be used as a cost-effective, scalable approach to 

facilitate the selection of suitable staff for working in mental health services. 

6.5.2 Comparisons with the existing literature 

The findings of this study support Motowidlo and Beier’s theory that SJTs assess 

individuals’ implicit trait policies (ITPs, 2010). Self-rated agreeableness for instance, as 

identified via the BFI-2-S was associated with SJT scores across three of the four 

scoring approaches. It has been recommended previously that a job analysis be 

undertaken prior to developing an SJT in order to identify the key attributes required 

for a role (Patterson and Driver, 2018). However, Motowidlo and Beier (2010) suggest 

that where ITPs have a level of stability across jobs and organisational settings, which 

could include mental health roles, it may be beneficial to develop an SJT that would 

assess those ITPs even if the specific knowledge required for these roles differ. It is not 

so surprising that the SJT scores were related to self-reported agreeableness because 

ITPs related to agreeableness are beneficial for staff that work in mental health 

services and provide face to face care. 

Prior research has demonstrated that a text-based SJT can predict supervisor ratings of 

performance among undergraduate medical and dental school admissions (Patterson 

et al., 2017). SJT scores have been found to predict end of training assessment scores 
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in postgraduate settings also (Patterson et al., 2016c; Webster et al., 2020). The 

current study builds on these findings by demonstrating that an SJT, used in an 

electronic format, and delivered online, can predict ratings related to actual clinical 

practice among mental health nurses and AHPs. The online format of the SJT increases 

its accessibility, which is particularly beneficial in circumstances where it is difficult to 

deliver assessments in person, such as during the recent Covid-19 pandemic. Whilst 

there have previously been concerns about delivering SJT content online for reasons 

such as test fraud, procedures can be undertaken to mitigate against these concerns. 

For example, one firm currently requests applicants to provide government issued ID 

and use a webcam whilst undertaking other security measures too (Altus assessments, 

2022). 

The current study observed that SJT scores alone predicted supervisor ratings of job 

performance, however, it is unusual for SJTs to be the only means of selecting 

candidates for a role. Instead, SJTs are typically used to complement other selection 

assessments. Such tests are often used as a selection step before other more resource 

intensive selection procedures, such as multiple-mini interviews (Patterson et al., 

2016a).  

6.5.3 Interpretation of findings 

It was clear at the beginning of the analyses that colleagues rated participants more 

favourably than supervisors and that this negatively impinged on the predictive validity 

of the SJT scores. It is possible that participants chose their preferred colleagues to 

provide feedback, particularly due to the additional financial incentive. In turn, 

colleagues may not have provided as honest feedback as supervisors and subsequent 

analyses therefore explored the relationship between SJT scores and supervisor ratings 

only. The results demonstrated that when the proportion modal consensus scoring 

was used, SJT scores predicted supervisor ratings of perceived professionalism and 

effectiveness for the overall sample, as well as for nurses and AHPs. Dichotomous 

modal consensus scores also predicted ratings of professionalism and effectiveness 
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when used across mental health nurses and AHPs only. The SJT therefore possessed 

greater predictive validity when used with nurses and AHPs as opposed to other 

professional groups working in mental health services.  

There are a number of reasons that may have resulted in the above finding. Nurses 

and AHPs typically provide more face-to-face care than psychiatrists or psychologists, 

with the latter tending to fill more strategic, supervisory, consultancy and leadership 

roles. As noted previously, SJT developers have recommended that a thorough job 

analysis be conducted prior to developing an SJT in order to determine the key 

attributes required for a role. As mental health roles differ, it is understandable that 

there is no ‘one size fits all’ when it comes to an SJT. With that in mind however, it is 

important to recognise that the proportion modal consensus scores still predicted 

supervisor ratings among the entire sample. Again, this may be for various reasons. 

First, nurses and AHPs made up the majority of the sample and their results will have, 

therefore, dominated the findings. Second, proportion modal consensus scores were 

‘continuous,’ real positive numbers, and therefore contained more information than 

dichotomous scores (0,1). A drawback of using proportion modal consensus scores 

however would be that they are harder to model and implement in practice. An 

alternative theory as to why proportion modal consensus scores had predictive validity 

among the overall sample is that whilst mental health roles differ, there are core 

attributes required of all professionals working in mental health services. The latter 

concept aligns to the findings of the earlier systematic review (see chapter 4) and 

qualitative study (see chapter 5). That is, whilst there are discipline-specific skills and 

competencies required of mental health practitioners, there are also generic attributes 

required of all professionals working in mental health services, such as the ability to 

remain secure, stable, calm and confident in times of distress (Ljungberg et al., 2015).  

An additional finding of the study was that self-rated agreeableness was associated 

with SJT scores across all scoring approaches, except raw SME binary scoring. The 
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positive association observed between proportion modal consensus SJT scores and 

supervisor ratings of perceived professionalism and effectiveness across all participants 

may have resulted from the SJT tapping into core, generic, non-academic attributes 

that are desired of all professionals working in mental health services (e.g., 

agreeableness). Nevertheless, when looking at a subset of the sample that had a 

similar job role (i.e. nurses and AHPs), the predictive validity of the SJT scores 

increased substantially and resulted in validity coefficients similar to face-to-face 

selection processes (McDaniel et al., 1994). 

6.5.4 Strengths and limitations 

As noted above, this study resulted in the production of validity evidence for an SJT 

that was developed to be used in mental health services. Patients, carers, and staff 

members from a range of disciplines had involvement in the development of the SJT 

through their participation in focus groups and interviews, as well as their review and 

initial scoring of the pilot SJT items; the latter facilitated the development of the SME-

based scoring key. The involvement of patients and carers in the development and 

scoring of items could be considered a strength of this study; it is possible, however, 

that the involvement of patients and carers lessened the relationship between SME-

based SJT scores and ratings of job performance due to patients and carers contrasting 

beliefs, regarding professionalism, in comparison to members of staff. This matter is 

discussed further in the next chapter. Another potential reason that no relationships 

were observed between SME SJT scores and ratings of job performance could be that 

the SME group included staff with varying levels of experience. It is common to include 

more senior staff in SME panels as, for example, they would be more likely to 

understand the most appropriate course of action in a particular situation. Should a 

further panel be developed by the researcher, efforts would be made to recruit staff 

with more experience and/or expertise in the field. 

The SJT was initially developed with a view to using it across all mental health 

professional disciplines and this provided the rationale for including a variety of 
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professional groups within the development of the SJT item content. As the results 

demonstrate, the SJT is more suited to mental health nurses and AHPs with the SJT 

possessing greater predictive validity for this sample. Had this finding been known in 

advance of the study, efforts may have been made to focus on these professional 

groups when developing the SJT. That being said, it is common for staff to be involved 

in multidisciplinary practice in mental health services. Thus, a relative ‘outsider’ 

perspective provided by other professions being involved may have resulted in more 

comprehensive SJT content that takes account of the bigger picture. This would include 

the need for multi-disciplinary teamwork in the delivery of mental health care. Indeed, 

a finding of the aforementioned qualitative study was that staff must understand 

problems from a wider perspective, taking account of the whole picture (see chapter 5, 

section 5.5.2). A further strength of this study was that the SJT was piloted in an NHSFT 

that covers a large geographical area in the Northeast of England. There were limited 

participants with a BAME background however, which meant that it was not possible 

to assess for differences in SJT scores according to ethnicity.  

A limitation of the study was that participants were already employed by the NHS site 

where the research took place, and the findings may have differed had an applicant 

sample been utilised. First, for example, staff working in the role will have gained 

additional wisdom and experience from doing the job and may therefore have 

performed better, on average, on the SJT than applicants as a whole. Second, 

incumbents may be less inclined to distort their responses in comparison to applicants, 

with the latter potentially revising their response in order to be viewed more 

favourably (Whetzel and McDaniel, 2009). As the SJT has been developed for the 

selection of staff, a further pilot on an applicant sample is recommended. 

Nevertheless, the research findings observed a strong positive association between 

consensus SJT scores and ratings of job performance; given the large validity 

coefficients observed, it is anticipated that the association would remain in an 

applicant sample also. It is important to note that the SJT in question was designed in a 
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knowledge-based format, which is more difficult to fake (McDaniel and Nguyen, 2001; 

Nguyen et al., 2005). That is, the test-taker either knew what the best responses were, 

or they didn’t. It is therefore likely, given the current SJT’s format, that the scores 

would differ less between incumbents and applicants than had had the questions in 

the SJT been of a behavioural-tendency format instead (i.e., ‘what would you do?’). 

The use of an incumbent sample also resulted in a restriction of range amongst the 

data. Had individuals not suitable for working in mental health services participated in 

the research, there may have been more variation in SJT scores, which in turn could 

influence their reliability and validity (McManus et al., 2013). This range restriction is 

an almost universal challenge with validation studies for personnel selection 

assessments (Davison et al., 2016). Moreover, in this case both the selection 

assessment and the outcomes could only be observed. This precluded the usual 

adjustments that can be made in these contexts for direct and indirect restriction of 

range (Alexander, 1990; Schmit and Ryan, 1992; Thorndike, 1947). Nevertheless, 

despite this, as statistically significant and substantively meaningful correlations were 

observed in the current study it can be assumed that the adjusted correlations would 

have been even larger. Thus, evidence of the validity of the SJT scores could still be 

demonstrated despite this limitation.  

Whilst ratings were typically requested one week following completion of the SJT, a 

temporary hold was placed on recruitment for the study because of the Covid-19 

pandemic. Also, prior to closing the study, colleagues were sent one final reminder to 

submit feedback. Thus, in some instances, there was a much longer time lapse 

between individuals completing the SJT and individuals receiving feedback from their 

colleagues and supervisors. The longest duration from completing the SJT to receiving 

feedback was 210 days (i.e., 30 weeks). In theory this may have attenuated the 

relationship between the SJT scores and supervisor ratings; however, if knowledge of 
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professionalism is fairly stable in experienced professionals, it is less likely that this will 

have attenuated the relationship. 

6.5.5 Implications for policy and practice 

This thesis commenced by introducing the reader to the failings of Winterbourne View 

care home. Sadly, there has many further instances since where patients have failed to 

receive adequate care from staff that are paid to look after them. An inquiry is 

currently underway to investigate the deaths of 1,500 people that were being cared 

for by an NHS mental health trust; these individuals had ‘unexpected, unexplained or 

self-inflicted’ deaths between 2000 and 2020 whilst they were either an inpatient or 

within three months of being discharged from the mental health trust (Campbell, 

2022). Leading on the inquiry, Dr Geraldine Strathdee identified three recurring failings 

at the trust, including: “serious concerns about patients’ physical, mental and sexual 

safety while on a ward …; big differences in the quality of care patients received, both 

in staff attitudes and in the use of effective treatments; and patients and their families 

being given too little information about their treatment, likely length of stay and 

chances of recovery” (Campbell, 2022). These findings highlight further, the necessity 

for the mental health workforce to improve in their delivery of safe, effective, and 

person-centred care. The current SJT would facilitate this endeavour by helping select 

staff with the appropriate knowledge to deliver mental health care. In this respect it is 

anticipated that the SJT would at least flag applicants that provide ‘unusual’ responses 

to the items in the assessment. Such candidates could either be rejected at a fairly 

early stage of the selection process, especially if there were other negative indicators 

relating to the individual, or alternatively ‘atypical’ responses to SJT items could be 

flagged and then explored with the candidate at a face-to-face interview. Either way, it 

is hoped that this would lead to less suitable candidates not being employed in mental 

health services. 

A model developed by the Centre for Mental Health (an independent UK mental health 

charity), alongside NHS colleagues, forecast that in England up to 10 million people will 
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need either new or additional mental health care as a result of the Covid-19 pandemic, 

equating to an increase of almost 20% of the population (O'Shea, 2020; 2021); the 

model estimates that a minimum of 10 million additional people will be required to 

deliver this support. The current SJT could provide individuals with a realistic preview 

of the job, which may in turn increase their desire to work in the field. Specifically, if 

prospective applicants saw challenging situations portrayed, but were also shown 

skilled ways of responding and resolving these, it could improve the attractiveness of 

these roles. The workforce shortages in mental health care have very real 

consequences. Previous research conducted by the University of Manchester reported 

that deaths of patients under observation tended to occur for four reasons, which 

included when there were staff shortages (National Confidential Inquiry into Suicide 

and Homicide by People with Mental Illness, 2015). More recently, following an 

inspection of Norfolk and Suffolk NHSFT, the Care Quality Commission commented 

that ‘The trust did not consistently maintain safe staffing levels or ensure there were 

enough suitably qualified staff to meet the needs of people using services. We found 

this was impacting on the level of safety for staff and patients. It also impacted on 

governance within teams, multidisciplinary team effectiveness and patient safety.’ 

(Care Quality Commission, 2022). Given the current staffing crisis, there is an even 

greater need for efficient, scalable, and effective values-based recruitment in the NHS 

and the mental health sector, for which is something this thesis provides evidence. 

Student nurses’ person-centred values have been observed to diminish as they gain 

experience in an adult nursing programme (Groothuizen, 2020). It is possible that the 

relationship between work experience and the worsening of professional values may 

also apply to staff employed in mental health services. SJTs have been used for training 

and development purposes previously within the fields of medicine (Goss et al., 2017) 

and pharmacy (Patterson et al., 2019); using the SJT in this manner could help mitigate 

against a decline in mental health professionals values and subsequent clinical 

practice. That is, the content could serve as a reminder to staff about the desirable 
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behaviours and related values expected to be demonstrated in that clinical setting. 

Additional content from the SJT item pool, which was developed during this project, 

could therefore be utilised for the training and development of staff working in mental 

health services, which would ensure that efforts are made not just to select staff with 

the appropriate knowledge and behaviours for mental health practice, but that staff 

continue to deliver good practice throughout the course of their mental health careers.  

 Implementation of the final SJT 

Based on the findings of the pilot study, the following approach is recommended when 

using the SJT for personnel selection in mental health services. First, until the scoring 

key has been adapted for other professional disciplines, it is recommended that the 

SJT be used for the selection of nurses and AHPs only. Second, whilst both 

dichotomous and proportion modal consensus scoring approaches were similarly 

effective in predicting job performance, the former (i.e., dichotomous modal 

consensus scoring) is advised as this is a more pragmatic approach and would be easier 

to model using Item Response Theory. Third, it is recommended that all items be used 

in the final assessment, however only the validated items should be scored. The use of 

non-scored items will provide camouflage and hopefully minimise the risk of coaching 

effects on test-takers scores as well as reduce the risk of test-takers learning the 

content of the SJT from others. Fourth, where individuals are required to sit the SJT on 

more than one occasion, it is recommended they are given alternate forms to minimise 

any test-retest effects. 

Individuals’ scores on the SJT can be compared with the normative reference scores 

generated during the validation study. A mechanism has already been developed 

where test-takers will receive a Band from 1 to 6, dependent on what percentile their 

standardised SJT score falls within; Band 1 equates to the top 5% of test takers, 

whereas those that score lowest on the assessment would obtain a Band 6. Until 

further validity evidence is obtained in an applicant sample, it is advised that the SJT be 

used to support the interview process as opposed to being used to screen out 
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applicants. Feedback, like that presented in Figure 6.11, can then be used to help 

guide, but not dictate decisions made by the interview panel.  

 

Candidate feedback: 

 

SJT score: 

 

Band 5 – This individual obtained a very low score compared to the other 

clinicians in the original study sample.  

 

This score would place them in the lowest 25%, but above the bottom 5% of 

test-takers. 

 

 
 

 

Figure 6.11 Example feedback for the interview panel 

To support the personnel selection process in mental health services, a system has 

been developed to flag SJT items that the test-taker provides unusual responses too. 

The latter is based on two conditions being met: first, the test-taker must provide a 

response that differs to that provided by the SME panel, which included patients and 

carers; second, the test-taker’s response must have been chosen by less than 30% of 

their peers (i.e., other nurses and AHPs). Flagged items can then be presented to the 

interview panel so that the panel can discuss these with the applicant during the 

interview itself. The opportunity to provide a rationale for choosing particular 
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responses was a theme that cropped up within the acceptability feedback provided by 

participants in the research study. That is, participants remarked that the multiple-

choice format of the SJT was somewhat limiting, and they would have preferred the 

opportunity to justify and contextualise their responses. For example, one participant 

noted the following: 

“I think if you were using them as value based questions even if the person 

answered what might be deemed wrong/incorrect I think then the 

answers should be explored. I don't think all the questions had a right or 

wrong answer and would depend on the variances in the situation.” 

(nurse) 

The ability to discuss items at interview should hopefully enhance people’s experience 

of sitting the assessment, whilst also providing the interview panel further insight 

regarding an applicant’s reasoning and professional judgement. 

6.5.6 Recommendations for further research 

A finding of the current study was that SJT scores obtained for appropriateness items 

were not related to the SJT scores obtained for importance items. This provides 

evidence to support that proposed by Tiffin and Carter (2015); that is, that the 

different question formats enable the evaluation of different traits. Future studies 

could seek to replicate this finding in different healthcare disciplines and samples. 

The results of the current study provide evidence that the SJT scores predict supervisor 

ratings of perceived professionalism and effectiveness in a sample of nurses and AHPs 

that currently work in a mental health and learning disability NHSFT. As the sample 

incorporated current employees, as opposed to applicants for the role, it would be 

helpful to undertake ‘post-marketing surveillance’ of the SJT once it is implemented in 

personnel selection. This would allow the collection of further validity evidence when 

used with an applicant sample. For example, researchers may choose to evaluate the 

predictive validity of the SJT scores in relation to scores obtained during interviews. A 
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longitudinal study would also provide further evidence regarding the SJT scores 

predictive validity. For future SJT validation studies, criterion could include future 

ratings of job performance, whether the SJT scores predicted how long individuals 

retained their roles, or whether applicants received complaints or faced later 

disciplinary action. In this respect it is worthy to note that SJT scores have previously 

been found to predict future disciplinary action among a national cohort of UK-based 

medical students (Tiffin et al., 2022). 

The analyses observed that the SJT possessed low internal consistency-reliability. 

However, this is common for some SJTs used in personnel selection due to their 

‘essential unidimensional’ nature. In these situations, there may be one main factor 

underlying response patterns but numerous additional ‘mini-factors’ with few items 

loading on each. The current SJT was not designed to assess one specific construct and 

was instead created using a traditional approach to SJT development, aiming to assess 

procedural knowledge on a range of skills and abilities. This undoubtedly resulted in 

construct heterogeneity at the item level and internal consistency estimates are 

therefore not the most appropriate means of assessing the SJT’s reliability (Motowidlo 

et al., 1990; Whetzel and McDaniel, 2009). A more suitable approach to assessing the 

reliability of SJTs that are multidimensional is to evaluate (1) their test-retest reliability 

(i.e. the consistency of the test over time) or alternatively, (2) their parallel forms 

reliability (i.e. the equivalence across tests that are believed to assess the same 

construct; Lievens et al., 2008; Mcdaniel et al., 2007; O'Connell et al., 2007; Whetzel et 

al., 2020). It would therefore be useful to assess the reliability of the SJT using either of 

these methods as opposed to putting too much emphasis on the internal consistency 

reliability estimates, which are known to underestimate the reliability of SJT scores 

(Catano et al., 2012; Whetzel and McDaniel, 2009). A protocol for a test-retest 

reliability study has already been drafted by the author. Future studies could also be 

conducted within a different UK or global geography to better assess for potential item 
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or test bias for different, underrepresented groups, particularly those identifying as of 

minority ethnicity.  

The results demonstrated that the current SJT scores had predictive validity across 

nurses and AHPs working in mental health services. Nurses and AHPs formed the 

largest number of participants in the study however and the consensus scoring key 

was therefore generated using a larger sample of participants. A further pilot could be 

conducted with a larger sample of psychiatrists and/or psychologists to determine 

whether the SJT consensus scores subsequently predicted ratings of perceived 

professionalism and effectiveness for these disciplines. Thus, it may be possible, 

without altering content dramatically, to develop bespoke consensus scoring systems 

for other professional groups working in mental health services.  

6.5.7 Conclusion 

This study, at the time of submission of this thesis, was the first to develop and pilot an 

SJT for the purpose of selection in mental health services. The results show that the SJT 

scores obtained by nurses and AHPs working in mental health services predicted 

ratings of job performance, namely perceived professionalism and effectiveness. This 

predictive validity is important as it supports the SJT as offering recruiting 

organisations a cost-effective, scalable, objective measure of professional judgement 

that is not yet routinely available. In the absence of further validity evidence, it is 

anticipated that the SJT would be useful to enhance and complement existing 

recruitment processes, which are likely to also involve face-to-face interviews. 
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Chapter 7: Overarching Discussion 

The overall aim of this doctoral work was to develop and validate a Situational 

Judgement Test (SJT) that would assess staff members’ knowledge of professionalism 

for a mental health services context. To fulfil this aim, four objectives were set. These 

objectives consisted of 1) to develop an operational definition of 'professionalism' 

suitable for a mental health services context, 2) to develop a pool of SJT items that 

could be used to evaluate individuals’ knowledge of professionalism for a mental 

health services context, 3) to develop and validate an SJT for personnel selection in 

mental health services, and 4) to develop a bespoke workplace behaviours rating tool.  

7.1 Methods used to meet the thesis objectives 

Adopting a mixed methods approach, a programme of work was undertaken to meet 

the project objectives (see chapter 3). The thesis commenced by presenting the 

context for this doctoral work (chapter 1). Subsequently, a narrative review was 

presented regarding the application of SJTs for personnel selection (chapter 2). 

Following the background and methods section, the author reported on a rapid, 

systematic review that was completed to derive an operational definition of 

professionalism for a mental health services context (chapter 4). The review was 

followed up by a qualitative study, which built on the findings of the systematic review 

and facilitated the generation of item content for an SJT (chapter 5). Finally, chapter 6 

reported on the development and validation of the SJT in a mental health services 

setting.  

It’s not the intention of the author to reiterate every thesis section here, however the 

key findings of the project are drawn upon within the remainder of this chapter. The 

strengths and limitations of the thesis are subsequently highlighted prior to 

recommendations being made for future research. Implications for policy and practice 

have been integrated throughout the discussion as opposed to being presented in a 

separate section at the end of the chapter. 
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7.2 Key findings 

Chapter 1 sets out the context for this doctoral work and in turn, provided a rationale 

for developing an SJT that would help select staff to work in mental health services.  

7.2.1 Rationale for developing an SJT 

As noted previously, SJT-format tests, in this context, can assess knowledge of 

interpersonal attributes that are not typically evaluated by more traditional 

assessment methods (e.g., cognitive tests; Lievens, 2013; Lievens and Sackett, 2012). 

This means that they may have incremental validity when predicting performance in 

jobs that involve emotional labour (Clevenger et al., 2001; Mcdaniel et al., 2007). Due 

to the nature of their illness, patients using mental health services are potentially more 

vulnerable to being victims of unprofessional practice or misconduct; it is therefore 

paramount that job applicants are subjected to valid assessments during the selection 

process that would evaluate their suitability for the role. Therefore, the aim of this 

doctoral work was to develop and validate an SJT that would assess individuals’ 

knowledge of professionalism for a mental health services context. 

Chapter 1 highlights various selection approaches that can be used for values-based 

recruitment, which includes structured interviews. It is acknowledged by the author 

that scores obtained during interviews predict job performance, yet they are resource 

intensive and can be costly to develop and implement (Schmidt and Hunter, 1998). 

SJTs on the other hand can be computerised, delivered online, and machine marked, 

thus providing a valid, yet cost-effective approach to personnel selection.  

 Utilising a traditional, as opposed to a construct-driven approach to SJT 
development 

Having chosen to develop an SJT that would assess ones’ knowledge of professionalism 

for mental health services, the next decision was whether to develop an SJT using a 

construct-driven or traditional approach. Construct-driven SJTs have been developed 

to assess various unidimensional constructs (see Guenole et al., 2017). However, given 

the complexity and ambiguity of mental health practice, one particular trait wouldn’t 
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always, necessarily, result in the best behavioural response to every situation. In 

addition, traditional format SJTs may have high levels of predictive validity where there 

has been greater exposure to ‘real-life work situations’ (Tiffin et al., 2020), as is the 

case for mental health clinicians that have already worked in healthcare placements 

during their professional training. The current thesis therefore reports on the 

development of a traditional format SJT as it was hoped that this would assess 

individuals’ procedural knowledge of professionalism in a range of work-relevant 

settings and contexts. Construct-driven SJT scores are more unidimensional that 

traditional SJT scores because they focus on different levels of the same targeted trait 

(Lievens, 2017a). Unlike construct-driven SJTs, traditional SJTs have no well defined 

‘measurement model’ and it is not always clear what is actually being assessed (Tiffin 

et al., 2020); for this reason, factor analysis was performed, but the output was not 

used to help reduce items on the SJT. While construct-driven SJTs have their 

advantages, they may be more prone to faking and social desirability bias, having more 

in common with personality measures than traditional SJTs (Peeters and Lievens, 

2005). This was deemed of critical importance given that the current SJT was being 

developed for use in personnel selection, where test-takers are more likely to alter 

their responses in order to provide a more favourable impression.  

Recent evidence suggests that traditional SJTs may inadvertently assess prosocial 

personality traits, such as agreeableness (Tiffin et al., 2020). For example, a meta-

analysis reported a mean population correlation coefficient of .25 between 

agreeableness and SJT scores; the correlation between agreeableness and SJT score 

was higher for behavioural-tendency items, as opposed to a knowledge-based format 

(.37 vs .19; Mcdaniel et al., 2007). SJT scores obtained during the pilot study were 

observed to correlate with self-ratings of agreeableness for most of the scoring 

approaches. This observation is likely due to the SJT assessing test-takers implicit trait 

policies (ITPs); that is, the beliefs they hold regarding how effective various levels of 

trait expression are (i.e. agreeableness in this instance; Motowidlo et al., 2006a; 
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2006b). Motowidlo et al. (2018) proposed that the procedural knowledge scores 

obtained on interpersonally-orientated SJTs are correlated with agreeableness because 

the procedural knowledge measured by these SJTs includes knowledge about the 

effectiveness of prosocial actions in interpersonal situations; the authors suggest that 

agreeable individuals obtain higher SJT scores, because agreeable people are more 

likely to possess this knowledge. The fact that individuals’ ITPs regarding agreeableness 

appear to be assessed by the SJT partially explain the relationship observed between 

SJT scores and supervisor ratings of job performance. Afterall, agreeableness is a 

prosocial trait that understandably would facilitate a mental health practitioners’ 

effectiveness at work. It is worth adding at this point that the SJT scores provided 

incremental validity over self-rated agreeableness in predicting supervisor ratings of 

professionalism. Whilst the SJT may partially assess ITPs regarding agreeableness, the 

latter finding indicates that the SJT is assessing something else also, which is possibly 

their procedural knowledge or other ITPs that are associated with high levels of 

professionalism.   

When developing SJTs, equating is important to ensure fairness across alternate test 

forms. However, the lack of a well-defined ‘measurement model’ with traditional SJTs 

can make the equating of SJT forms particularly difficult (Tiffin et al., 2020). Therefore, 

as part of this doctoral work, a blueprinting process was utilised. This process included 

obtaining the views of Subject Matter Experts (SMEs) regarding professionalism in 

mental health services and then subsequently mapping these professional domains as 

equally as possible across the alternate SJT forms.  

7.2.2 Conceptualising and defining professionalism for a mental health 
services context – the basis of a dynamic social contract 

Prior to the development of any assessment, an operational definition of the criterion 

to be assessed is crucial. Whilst many efforts have been paid to explore 

professionalism in medicine and medical education (Finn et al., 2010; Hodges et al., 

2011), there are nuances in mental health services that make them different to other 
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healthcare fields. The review reported on in chapter 4 was therefore undertaken to 

obtain an enhanced conceptualisation of professionalism, specifically for a mental 

health services context. Based on the findings of the review, professionalism was 

conceptualised on two levels: on a societal level, professionalism was described as the 

basis of a ‘dynamic social contract;’ and on an individual level, professionalism was 

described as ‘being representatives of the profession.’ The operational definitions 

derived during the review are provided, in full, in Table 7.1. Findings from the review 

have begun to have impact with early citations being logged (Cheesmond, 2020; 

Fitzgerald, 2019; Hale and Wright, 2021; Oates et al., 2020; Rioli et al., 2020; Song et 

al., 2021; Yahyavi et al., 2021).  

Table 7.1 Operational definitions of professionalism for mental health services 

 

At a societal 

level –  

 

Professionalism forms the basis of a dynamic social contract between 

professions and society. This contract (which can have both tacit and 

explicit elements) specifies that society will remunerate the members 

and permit the profession to self-regulate on the understanding that 

the profession use their skills for patient and public good. 

 

 

At an individual 

level –  

 

On an individual level, professionalism can be conceptualised as a 

latent trait, composed of elements of intrapersonal, interpersonal, 

and working professionalism. This trait may only be observed 

through manifest behaviours in certain situations. Such behaviours 

will be in keeping with society’s expectations and demonstrate a 

commitment to ethical practice, cultural-sensitivity, self-awareness 

and reflection and self-discipline. 

 

 

Noting that professionalism forms the basis of a dynamic social contract between 

professions and society, the review findings highlighted the need for professions to 

regularly renegotiate this contract, incorporating both patients’ and carers’ views. It is 

suggested that patients also have a part to play in the social contract, by having a 

‘shared responsibility’ for their own health and wellbeing (Bhugra, 2008b; Cruess, 

2006). Potential examples of this that have been provided previously in this thesis 
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include patients turning up to their appointments on time and being polite to 

professionals. However, when a patient is having an acute episode of mental illness, 

especially if they’re enduring psychosis, is it fair to expect a patient to uphold these 

behaviours at all times? 

7.2.3 The added value of listening to patients and carers 

Whilst it is suggested that patients need to be involved in renegotiating the social 

contract, and in turn establishing the expectations held of a profession, the systematic 

review observed a lack of patient presence in the literature on professionalism in 

mental health services. It has been argued by some professional groups that it is 

professionals that have the knowledge to make informed decisions regarding what 

services should be delivered, and to what standard they should be met (Randall and 

Kindiak, 2008). However, prior research has demonstrated that patients and 

practitioners do not always place the same regard on certain professional behaviours 

(Green et al., 2009).  

Acknowledging the importance of patient and carer perspectives, a subsequent 

qualitative study, reported on in chapter 5, sought to explore the views of patients, 

carers, and professionals on the topic; specifically, the qualitative study aimed to 

determine how the lived experience of participants aligned with medically defined, 

generic professionalism standards. Chapter 5 reported that in comparison to a 

conventional medical definition of professionalism, additional themes and differing 

emphases were observed for mental health and learning disability services. One 

specific theme identified during the study was the importance of professionals working 

with carers. Carers reported being ignored by professionals who wouldn’t even talk to 

them because ‘the patient had not given consent for the carer to be involved.’ The 

limited involvement of carers in healthcare delivery remains present to this day. 

Indeed, as reported earlier in this thesis, a current inquiry investigating deaths at a 

mental health trust has reported that patients and their families were given too little 

information regarding their treatment, likely length of stay in hospital and chances of 
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recovery (Campbell, 2022). This thesis explicitly adds ‘Working with Carers’ as a 

separate entity to the Professional Attributes Framework, noting that this is a key 

characteristic required of all professionals working in mental health services. Used 

alongside other guidance such as the Triangle of Care (Worthington et al., 2013), this 

professional attribute being made explicit in the professional attributes framework 

could enhance the development and training of professionals and therefore improve 

the delivery of clinical practice.  

7.2.4 Involving patients and carers in SJT development and scoring 

The SJT content developed during this project had input from patients and carers as 

well as professional staff. The involvement of patients and carers aligns with the idea 

that all parties have a part to play in deciding what services professions should deliver 

and what expectations should be placed on professionals. As mentioned earlier 

however, there is a discrepancy amongst what professionals and patients value when 

it comes to healthcare delivery. This is a key observation when one considers the 

findings reported on in chapter 6. Chapter 6 observed a relationship between 

consensus SJT scores, and ratings of perceived professionalism and effectiveness that 

were provided by managers and supervisors. There is a concern however that whilst 

supervisors value the professionalism of individuals that score highly on the SJT using 

consensus scoring approaches, patients may not. The consensus scoring approaches 

essentially provide test-takers a score based on how well their SJT responses align with 

their peers’ responses (i.e., the responses of other professionals in their discipline). 

During the pilot study, an additional scoring key was also developed with an SME 

group, which incorporated the views of patients and carers alongside professionals of 

varying disciplines, thus providing a multi-disciplinary perspective. The scoring key was 

based on agreement among the SME panel; however, it is possible that the views of 

professionals, patients and carers are incompatible. Indeed, this could have been the 

underlying reason for the lack of a relationship observed between ratings of job 

performance and SJT scores whilst using the SME scoring key. The idea that patients, 
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carers, and staff members beliefs regarding professional behaviours differ is further 

supported by the findings of this thesis; for example, the qualitative study observed a 

patient and staff member to have strong contrasting beliefs regarding documentation.  

7.2.5 Role-modelling and organisational culture in mental health services 

Another observation made during the qualitative study was the presence of negative 

role modelling, especially with regards to professionals mentoring students. At this 

point, the notion of the Hidden Curriculum warrants further consideration. The Hidden 

Curriculum (HC) is defined as, “the tacit, implied, unwritten, unofficial, and often 

unintended behaviours, lessons, values, and perspectives that students learn during 

their education” (as cited in Finn et al., 2022). While originally defined within the 

context of education, the hidden curriculum is equally as relevant within workplace 

settings. Think of it as ‘the way things are done around here.’ Using hidden curriculum 

as a term is perhaps a misnomer, it is very much about organisational culture in this 

context, but in the seminal work it is about the educational culture (Hafferty, 1998). 

Examples of positive and negative things that could be learned or observed via the 

hidden curriculum may include the way one communicates with colleagues, students, 

or patients. The same applies in clinical practice. For example, using terms like the 

‘revolving door patient’ during multi-disciplinary meetings to describe patients that are 

frequently admitted to mental health services, which includes individuals with severe 

mental illness (Botha et al., 2010; Fakhoury and Priebe, 2002; Weiden and Glazer, 

1997), may reduce a student’s empathy and increase stigma towards this patient 

group. On the other hand, positive role-models not only have a positive impact on 

students’ development, but are also believed to influence students’ future career 

choices (Ambrozy et al., 1997; Murakami et al., 2009). Role models have even been 

suggested to be more influential than the specialty itself when students are choosing 

future career options (Archdall et al., 2013). The ways that healthcare professionals 

tacitly learn about how to ‘behave’ is especially relevant to interpreting and using SJTs 

for both personnel selection, and possibly development. For example, one study noted 
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that student nurses scores on an SJT assessing person-centred values actually declined 

with increased exposure to the healthcare workplace (Groothuizen, 2020). 

 Humour 

The qualitative study findings highlighted instances where gallows humour was used, 

and staff would ridicule patients’ behaviour. Whilst it is inappropriate for this to occur 

in any setting, doing so in front of students suggests that it is okay to make fun of 

patients. When students have previously been asked how they know their 

participation in humour was acceptable, one student responded with the comment “If 

the ice has been broken by someone of a higher level, then it is okay to say anything”, 

to which many other students nodded their heads (Wear et al., 2006, p.458). Wear et 

al. reported that students were expected to laugh, and certainly not object, if someone 

of a higher rank used derogatory humour, even if the student did not appreciate or 

find the humour funny. 

The use of humour has been contested previously in both healthcare settings (Dueñas 

et al., 2020) and undergraduate curricula (Finn et al., 2010). It has been reported that 

there are particular groups of patients that comments and jokes would usually be 

targeted at, including patients whose health problems are believed to be brought on 

by themselves, such as those that use alcohol, drugs, or food to excess (Wear et al., 

2006). This may be influenced by students’ and practitioners’ difficulty to empathise 

with this patient group (i.e., individuals with illnesses that are perceived to be self-

inflicted). Patients with mental health illnesses are also perceived as more vulnerable 

to being the target of humour, such as name calling, imitating unusual behaviours, and 

making fun of their stories and beliefs (Wear et al., 2006). 

 ‘Good’ and ‘bad’ patients 

Various illnesses and symptoms are suggested to make patients more or less liked by 

practitioners; for instance, many authors report that individuals with psychiatric 

conditions produce negative evaluations from staff (see Kelly and May, 1982 for a 
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review). Kelly and May observed various characteristics in the literature that are 

attributed to ‘good’ and ‘bad’ patients. For example, ‘good’ patients make drastic 

recoveries, or are seen as understanding, amusing, optimistic, cheerful, and grateful, 

whereas ‘bad’ patients are unappreciative, will not help themselves, or refuse to 

accept that there is anything wrong with them.  

When patients do not always adhere to treatment regimes, even if it is just because 

they forget to take their medication on a morning, they may be labelled non-

compliant. ‘Difficult patients’ (AKA bad patients) are often targets of derogatory 

humour; medical students have described these patients as being ‘non compliant’, 

‘demanding’, ‘aggressive’, ‘talkative’, ‘disrespectful’, ‘persistent’ and/or ‘periodic’ 

(Wear et al., 2006). Koekkoek et al. (2006) report on four dimensions of difficult 

behaviours among patients receiving mental health care, which include ‘being 

withdrawn and hard to reach’, ‘demanding and claiming’, ‘attention seeking and 

manipulating’, and ‘aggressive and dangerous’. The authors also hypothesise that 

there are three subgroups of ‘difficult patients’, these being: care avoiders, which 

includes severely psychotic patients that do not consider themselves unwell and view 

mental health care as an interference; care seekers, which includes patients with 

chronic mental illness that struggle to maintain a steady relationship with caregivers; 

and care claimers, which includes patients that do not need long-term care, but need 

some short term benefit from mental health care, such as housing. 

It is suggested that patients are sometimes labelled as problematic and difficult 

because they experience problems that are difficult to resolve by the psychiatric 

system (Koekkoek et al., 2006). Weiner and colleagues (1988) have also observed that 

patients with behavioural/mental problems are perceived to be more responsible for 

their condition, and are liked less, evoke more anger, and less pity, than people with 

other conditions that are perceived to be uncontrollable. Professionals may also 
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experience annoyance or anger if their competence is questioned (Breeze and Repper, 

1998), or when their authority is challenged (May and Kelly, 1982). 

 Ethical erosion 

The concept of ethical erosion has been described as ‘where empathy and sympathy 

declines with increasing clinical experience’ (Stratta et al., 2016, p.286). This 

phenomena has mostly been discussed in relation to medical education (Bellini and 

Shea, 2005; Bellini et al., 2002; Diseker and Michielutte, 1981; Hojat et al., 2004; 

Neumann et al., 2011), however there are similarities in the nursing literature where a 

decline in altruism (Miers et al., 2007) and values following professional registration 

(Maben, 2003) are reported. Values have been observed to be compromised and re-

prioritised during nurse training also, as students are introduced to the clinical practice 

environment (Groothuizen, 2020). These findings indicate the importance of role-

modelling during both training and clinical practice. Positive role modelling has been 

observed to improve medical students’ empathy skills (Tavakol et al., 2012), however, 

a lack of empathy can also be learned from senior role models (Feudtner et al., 1994).  

We must pay attention to the organisational culture of mental health services as this 

impacts the quality and safety of care, as well as staff wellbeing (Looi et al., 2022). One 

study found also that the organisational culture and climate of community mental 

health teams significantly predicted improvements in perceived mental and physical 

health status among patients (Morris et al., 2007). 

Recognising the impact that organisational culture can have on one’s healthcare 

practice, it could be questioned whether assessing one’s professionalism, or 

knowledge of professionalism, is actually going to help at all. As mentioned in chapter 

2 (section 2.3.1.4), a decision was made to develop a knowledge-based format SJT, as 

opposed to using behavioural tendency instructions; the former is correlated more 

highly with cognitive ability, but is less prone to faking and was thus deemed the most 

appropriate format for personnel selection. Afterall, if an individual does not know 
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what is the most appropriate behaviour in a given situation, it is unlikely that they’ll 

behave accordingly; thus, knowing what to do is a pre-requisite to behaving 

appropriately on the job. The mental health system is highly complex and it should be 

considered whether assessing an individual’s knowledge is going to influence 

healthcare practice at all, especially when there are various organisational pressures 

and ‘values attrition’ at play. Whilst it is worthy to consider the sustainability of 

professionalism, prior studies have found SJT scores, generally, validly predict aspects 

of interpersonal performance relevant to clinical practice (Webster et al., 2020). 

Communication skills can serve as a protective factor against burnout (Pérez-Fuentes, 

2019). Therefore, assessing one’s professionalism, which incorporates a professional’s 

ability to communicate effectively, may in turn lead to a reduction in fitness to practice 

situations (Coffey, 2020). Furthermore, by employing staff with an increased 

knowledge of professionalism, it is more likely that you will have an ‘emergent’ culture 

of professionalism at a system level. Professionalism requires a staff member to 

challenge the unprofessionalism of others; therefore, as staff with higher levels of 

professionalism begin to fill roles, it is likely that unprofessional behaviours will 

diminish at a system level too.  

7.2.6 Additional uses for the SJT content 

Whilst the current SJT was developed with personnel selection in mind, SJT content 

developed during the project could also be utilised for scenario-based learning, as has 

been done previously (Cox et al., 2017). Such training could counter the effect of 

negative-role-modelling and help maintain ethical standards in mental health services. 

Monrouxe et al. (2011) advocate that more sense-making opportunities are made 

available to students under the supervision of clinical educators. The SJT content could 

assist this process as it would provide material that would hopefully facilitate open 

discussion among students and staff. This is especially important given that, as noted 

previously, students have found the school environment inconducive to discussing 

ethical concerns (Satterwhite et al., 2000). Application of the SJT could also set the 
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tone for current and potential employees regarding the culture of the organisation. 

That is, use of the SJT in the personnel selection process could translate to staff that 

the organisation places deep regard on the importance of professionalism within the 

healthcare environment and that the organisation pursues staff that will maintain the 

highest levels of professional behaviour.  

7.2.7 Professionalism in the nursing and allied health professions 

Had the author been able to anticipate the findings of this doctoral work in advance of 

the project, the methods utilised may have differed to that reported on in this thesis. 

First, it is likely that greater attention would have been paid to the specific professional 

guidelines adopted by the nursing and allied health professions. For instance, there is 

already documentation on professionalism published by the Nursing and Midwifery 

Council (2017), and the Health and Care Professions Council (2014). Guidelines and 

codes of conduct used by these professional groups are tangible expressions of 

professionalism (Sox, 2007). Nonetheless, the primary intention of the author was to 

look at professional behaviours specific to mental health services, which may differ to 

the behaviours expected of a practitioner in other healthcare specialties. Furthermore, 

the author initially set out to develop an SJT that could be employed for all mental 

health practitioners, regardless of the professional discipline they aligned to. However, 

chapter 6 found that the SJT scores possessed greater predictive validity for nurses and 

allied health professionals (AHPs), emphasising the different expectations of these 

professional groups. 

7.2.8 Is it time to review the mental health workforce? 

Given the differences among the professional disciplines, which includes the training 

that is delivered, the fact that the SJT scores possessed more validity in a nurse and 

AHP sample, as opposed to other professional groups, is somewhat underwhelming. As 

mentioned previously, nurses and AHPs typically deliver more face-to-face care than 

other professional groups working in this setting. However, whilst the expectations 

placed on each of the professions vary, the overarching objective of mental health 
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services is to provide the best possible care and improve patients’ mental wellbeing 

regardless of ones’ professional discipline. It is questionable whether one professional 

group fulfil this aim better than others. Given the expression ‘too many chefs spoil the 

broth,’ is it worth considering whether all the professions are needed? Many of the 

professions now fulfil similar roles; for example, some nurses prescribe medications, 

which would previously have been performed by psychiatrists only. Nurses also may 

deliver psychological therapies and staff from various professional groups may fulfil 

the role of being a patient’s care co-ordinator. An observation of the literature review 

was that mental health nurses would develop skills from outside of their profession to 

‘make themselves more professional as nurses’ (Crawford et al., 2008, p.1060). 

However, it is important to consider whether we are further complicating an already 

complex system, and if all these ‘overlapping’ roles are confusing for patients? 

Essentially, is now a suitable time to review the mental health workforce?  

George Bernard-Shaw famously said, “all professions are conspiracies against the 

laity.” It is therefore important that regulators and professional bodies have 

transparent processes to uphold the standards and reputation of their professions 

(Finn et al., in press). Given that patients are the recipients of care delivered in mental 

health services, their views on what is helpful and what is unhelpful are extremely 

important. Whilst professions may argue that patients are unaware of the challenges 

professionals face and therefore cannot make informed decisions regarding what, and 

how care should be delivered, if the professions do not listen to patient’s and carer’s, 

and change their clinical practices based on patients‘ and carers’ wishes and 

expectations, then it is possible that they will end up working in a ‘professional hall of 

mirrors’ (Tiffin, 2021; personal communication).  

7.2.9 A potential route forward? - utilising the expertise of professional staff 
with lived experience of mental health services  

Even if one agrees that it is only professionals that have the knowledge to make 

informed decisions regarding what services can and should be delivered, it cannot be 
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denied that patients’ and carers’ views are a means of establishing whether these 

services are delivered as intended. A means of obtaining patients’ and carers’ views 

whilst maintaining a professionals’ insight, could be to explore the experience of 

‘professional staff’ that also have lived experience of receiving mental healthcare, 

whether this be in a patient or carer capacity. Patient and public involvement is highly 

advocated in the design and conduct of research (Brett et al., 2014) and education 

(Towle et al., 2010), yet it is less common in the creation and delivery of healthcare 

services. More recently however, providers of mental health care are increasingly 

creating lived experience roles, which includes roles in a leadership capacity. For 

example, a Trust in the North-East of England has recently appointed two individuals 

with Lived Experience of mental healthcare into leadership roles at the core of the 

organisation, with the aim to ‘co-create a great patient, carer and colleague experience 

and being a great partner’ (Lightfoot, 2022). Efforts such as these set a precedent 

regarding the culture of the organisation. Similarly, the use of an SJT that was co-

created with patients and carers can help set the tone of the organisation, thus 

creating a cultural shift for the better. For example, from day 1, onlookers will perceive 

the organisation to take professional conduct and patients’ and carers’ views very 

seriously.  

7.3 Strengths and limitations 

The specific strengths and limitations for each section of the research project can be 

found within their respective chapters. Here however the author will evaluate the 

overall methodology underlying the research project.  

7.3.1 Quantitative, qualitative and mixed-methods research 

Research designs differ in terms of the risk of error and bias introduced into their 

results and some research methods provide better evidence than others when seeking 

answers to specific research questions; the randomized controlled trial for instance has 

commonly been viewed as providing the highest level of evidence over other research 
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methods, especially when evaluating health interventions (Evans, 2003). Quantitative 

methods are not as well suited to measuring other aspects of healthcare provision 

however, such as patient perceptions regarding the quality of care (Curry et al., 2009). 

Both qualitative and quantitative methods were utilised for this project, as is the case 

for many studies in health care research that have been published recently (Sale et al., 

2002). However, as Sale et al. (2002) note, whilst qualitative and quantitative 

techniques are integrated often, it does not follow that it is always appropriate to do 

so. Indeed, qualitative and quantitative purists would advocate the ‘incompatibility 

thesis’ (Howe, 1988); that is, that the qualitative and quantitative paradigms should 

not be mixed (Johnson and Onwuegbuzie, 2004). As noted by Sale et al. (2002), when 

undertaking mixed-methods it is helpful to label the phenomena that is being 

examined with each approach (both qualitative and quantitative); during this project, a 

qualitative study was undertaken to explore peoples’ ‘perceptions’ of professionalism, 

which in turn informed a quantitative ‘measure’ of professional judgement. Such an 

approach is commonly adopted for psychological assessment (i.e., psychometrics).  

 Measurement in the human sciences  

There have been many debates as to whether psychometric traits can be measured at 

all. For example, with regards to the concept of professionalism, we cannot directly 

see the amount of professionalism an individual has. This contrasts with physical 

measures such as length or weight. Instead, to assess professionalism, we must first 

clarify this latent trait and establish what behaviours we would expect from a person 

that has a high or low level of professionalism. Indeed, this was the rationale for 

conducting the qualitative study reported on in chapter 5. By clarifying the latent trait, 

we can then attempt to assess this using suitable assessment tools. Of course, 

individuals may disagree about what professionalism is; therefore, multiple 

perspectives were sought during the current doctoral project, in addition to 

undertaking a systematic review on the topic.  
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Norman Campbell previously claimed that measurement requires an ordering system 

whereby additivity can be illustrated by physical concatenation (as cited by Bond et al., 

2013). That is, arbitrary units can be added together on a physical linear measurement 

scale, thus representing fundamental measurement. Fundamental measurement 

applies to entities such as weight and time. However, for some physical entities, the 

additive nature must be discovered and can not be measured directly. Bond et al. 

(2013) highlight this by using the example of density; density can be calculated using a 

product’s mass and volume and is therefore a derived measure. Bond et al. (2013) 

propose that the measurement of temperature (i.e. thermometry) may be a more 

useful analogy for the measurement of human attributes. Among other descriptors, 

Bond et al. note that temperature must be estimated by observing its effects on other 

substances, such as alcohol or bimetallic strips. This approach is similar when one tries 

to measure ‘latent traits.’ As mentioned above, once a latent trait has been 

conceptualised, we can then attempt to measure this trait through the use of 

assessment tools. We cannot measure latent traits directly, like we can with height and 

weight; instead, we can only infer how much of a trait someone possesses by 

measuring its effect on other objects, as is the case for temperature. The current 

doctoral project sought to assess individuals’ professionalism through the ‘test scores’ 

individuals obtained on the SJT. 

 Reflexivity resumed 

As can be observed in the methodology chapter of this thesis, reflexivity was utilised 

increasing the validity of the research (Pillow, 2003). Having previously been an 

inpatient in mental health services, the author acknowledges their own biases in 

undertaking this work; how the data were generated and how the results were 

interpreted was influenced by the author’s background and beliefs (Berger, 2015).  

It is worthy to note that over a decade ago the author of this thesis spent a couple of 

years at university training alongside student nurses. One could therefore question 

whether this earlier experience influenced the development of the SJT item content. 
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As highlighted in chapter 6, the author generated item stems (i.e., scenarios) and 

response options using an inductive and deductive approach. It is therefore possible 

that the author’s experience and prior learning helped generate scenarios that were 

more aligned to the nursing role, as opposed to the other professions. However, 

having other individuals review the draft SJT items during development, as was the 

case with the current project, helped mitigate against creating items solely suited to 

nurses. It must be added that the author did not complete a nurse training programme 

and is therefore not a registered nurse. Also, the lead item reviewer (PT) is/was an 

honorary consultant psychiatrist and therefore trained and worked for an alternative 

healthcare discipline. In addition, the author worked as an assistant psychologist 

immediately prior to starting the PhD.  

The author did not declare that they were a former patient to participants during the 

research process as they did not want their position to influence the data generated. 

That being said, some staff knew the author as a former patient, staff member, or 

healthcare student, which may have influenced some of the discussions held. To 

minimise bias during data analysis, a second researcher helped analyse the data that 

were generated during the qualitative study. Despite knowing certain individuals in the 

organisation, the author wanted to ensure that all professionals had an equal 

opportunity to participate. For this reason, the study was advertised widely across the 

NHS site. 

The author acknowledges that the design of both qualitative and quantitative research 

is typically influenced by a researcher’s research paradigm, and that individuals may 

possess alternative research paradigms (Brown and Dueñas, 2020). Different 

paradigms may result in different methods, and as one would expect, different 

methods may result in a different outcome. At the start of the doctoral project, the 

current author identified as a pragmatist and thus relied most on methods that best 

fulfil the research aims and objectives. As noted throughout this thesis, the overall aim 
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of the doctoral project was to develop an SJT that can be used for personnel selection 

in mental health services. To meet the objectives of this project, both qualitative and 

quantitative methods were needed. As the contents of this thesis demonstrate, 

rigorous methods have been utilised and the resulting SJT assessment has 

demonstrated predictive validity in a sample of mental health professionals, namely 

nurses and AHPs. 

The current author initially identified as a pragmatist, however on reflection the author 

resonates more so with a transformative worldview. As discussed in chapter 3, section 

3.3.4, like pragmatism, transformative researchers’ methods are not dictated by 

methodological assumptions (Mertens, 2017). According to the transformative 

paradigm however, there is a potential strength of combining both qualitative and 

quantitative methods; qualitative research helps obtain community perspectives 

during the research process, while quantitative research helps demonstrate outcomes 

that have credibility amongst community members and scholars (Mertens, 2007). The 

SJT created during this project was developed to create change in mental health 

services, thus aligning well to the change-orientated nature of a transformative 

worldview.  

Recognising that certain individuals occupy a position of greater power than others, 

the central tenet of the transformative paradigm is that power must be addressed at 

each stage of the research process (Mertens, 2007). The current author is grateful to 

the patients and carers, as well as the staff members that participated in this research. 

Given their input, it feels somewhat unfair that the author is the sole beneficiary of the 

title obtained for these works (i.e., Dr). Recognising the limited patient presence in the 

literature, the author feels some regret that they did not share the patients views 

more widely; instead, the author could have used their own position (i.e. of privilege) 

to advocate for patients more so. If the author were to develop a further SJT, similar 
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methods would be adopted; however, more attention would be paid to obtaining the 

views of patients during the SJT pilot study. 

7.3.2 Patient and carer involvement 

The involvement of patients and carers is a strength of this thesis. A lack of patient 

presence was observed in the literature early in the project. However, the patient and 

carer voice, which is presented throughout this thesis can help inform future research 

and practice in mental health services. That being said, patients and carers could have 

had more involvement throughout the doctoral project too. For example, whilst 

patients and carers were involved in the development of item content for the SJT, it 

would’ve been useful to also obtain feedback from patients and carers, as well as 

supervisors and managers, to help validate the SJT. Afterall, professionals must be able 

to meet the expectations of patients, whilst at the same time working within the 

boundaries of the service, and adhering to legal and ethical expectations (Rankin, 

2013). 

Group differences according to ethnicity could not be explored in the current sample, 

due to the limited number of BAME participants in the pilot study. Whilst patients and 

carers were involved in generating scenarios for the SJT, they could have been 

specifically asked to provide their views regarding the fairness of the SJT items. That is, 

it is important that the SJT does not discriminate amongst test-takers on the basis of 

ethnicity, sexuality, gender or disability, among other protected equality 

characteristics. Whilst patient and carer views on the topic could facilitate the revision 

of items, where necessary, piloting the SJT in a larger sample would also help us assess 

group differences.  

The systematic review reported on in chapter 4 also found no papers that specifically 

referred to learning disability services; the content of this thesis hopefully advocates 

for this staff group as both the qualitative and quantitative study involved staff from a 

range of specialties, which included learning disability services. 
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7.3.3 Difficulty in assessing the reliability of SJT scores 

A limitation of the quantitative study was the lack of more appropriate reliability 

estimates being calculated. Whilst the internal consistency reliability estimates were 

low, this is typical for SJTs given their often-heterogeneous nature. It was not possible 

to assess the test-retest reliability or parallel-forms reliability of the SJT in the study 

reported on above, however this should be a future endeavour. The author has since 

drafted a research proposal for this work.  

7.4 Recommendations for further research 

The following recommendations build on the suggestions for future research 

previously proposed in chapters 4, 5 and 6. The current project explored the view of 

patients, carers, and staff members regarding the concept of professionalism in 

general. However, future research may want to explore views regarding each of the 

separate professions. For example, do patients have different expectations and desires 

when being cared for by a nurse as opposed to a psychologist? What if the patient is 

then receiving therapies; would the patient expect a nurse and psychologist to deliver 

therapies in the same manner, and if not, how would these expectations differ?  

It is hoped that the SJT developed during this doctoral work would help identify failing 

students, or staff, even when supervisors are unprepared to do so. The phenomenon 

of failure to fail is common across the healthcare professions, a barrier of which 

includes unsatisfactory development and evaluation tools, among other factors 

(Yepes-Rios et al., 2016). With regards to SJTs, Tiffin et al. (2020) advised that these are 

generally experienced as relatively easy tests that are therefore best used as a ‘screen 

out’ assessment. It is worth noting however that harder items are less likely to obtain 

consensus using rational scoring because an SME panel are less likely to agree on these 

items. In turn, harder items will likely be removed from the pool of items during the 

prioritisation process. In future studies, it may be worth incorporating items with low 
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consensus in an assessment and using empirical scoring to see if these items 

differentiate more clearly between individuals of higher ability.  

A decline in empathy over the course of training and clinical practice was highlighted 

earlier in this chapter. Using the SJT content for training and development was also 

proposed. It is possible that video-format SJTs would be more influential in teaching 

empathy than a paper and pencil format given their increased fidelity; this could be a 

topic of future research. Each SME panel in the current project incorporated three 

patients and/or carers. It would be interesting to have a distinct panel of patients and 

carers to help develop a separate scoring key. Of course, an appropriate criterion 

would need to be determined in order to evaluate how effective the selection 

assessment was (Patterson, 2018). For example, as alluded to above, a scoring key 

developed by patients and carers may result in SJT scores that do not align with the 

professionalism and effectiveness ratings provided by professionals’ managers and 

supervisors; a more appropriate criterion may therefore be effectiveness ratings 

provided by patients and carers, as opposed to obtaining the views of individuals 

already working in the service.  

Whilst the current SJT appeared to somewhat assess agreeableness, it did not meet 

the criteria for a construct-driven SJT because it was developed using a traditional 

approach (Tiffin et al., 2020). Construct-driven SJTs could be developed however, to 

assess traits that are perceived to be beneficial for practitioners working in mental 

health services, such as having ‘resilience’ or ‘emotional intelligence.’ Alternatively, 

researchers could explore what behaviours exhibit these traits across a multitude of 

scenarios. By disguising the trait being assessed by an SJT, it may be possible to 

develop construct-driven SJTs that are less prone to faking. 

7.5 Conclusion 

This work contributes to the existing literature by developing a greater understanding 

and conceptualisation of professionalism within a mental health services context. The 
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doctoral project resulted in the development of an SJT, which possesses validity 

evidence for predicting nurses’ and AHPs’ performance on the job. This is a valuable 

advancement in the field that can importantly facilitate the values-based recruitment 

of staff in a discipline where patients are vulnerable and reliant on staff to have the 

procedural knowledge, interpersonal skills and behaviours to deliver safe, effective and 

person-centred mental health care.  
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Chapter 8: Thesis summary 

Patients with mental health problems are vulnerable and open to abuse and 

exploitation. The needs of this patient group can differ to that of patients in other 

healthcare settings; for example, patients may suffer from psychoses and be unable to 

distinguish what is real from what is unreal. In turn, the skills required of professionals 

working in mental health services may differ to that required of staff working in other 

healthcare disciplines. Furthermore, professionals working in mental health services 

typically endure mental health difficulties more than practitioners in other healthcare 

specialties and of concern, high stress and poor wellbeing in staff has been found to 

result in more fitness to practice hearings.  

Values Based Recruitment (VBR) incorporates selecting staff with the right values to 

work in healthcare services. Since the introduction of VBR, many efforts have been 

made to implement these processes in the NHS, yet there is no single ‘gold standard’ 

assessment used for the selection of staff into mental health services. Various 

selection procedures are used for personnel selection, however, Situational Judgement 

Tests (SJTs) show more promise than other approaches given their cost-effectiveness 

and criterion-related validity, especially with regards to predicting job performance. 

Therefore, the overall aim of this project was to develop and validate an SJT that 

would assess staff members’ knowledge of professionalism for a mental health 

services context. 

Chapter 1 discusses the context leading up to the doctoral project. The importance of 

selecting staff with the appropriate skills and behaviours to deliver mental healthcare 

was highlighted. Subsequently, various selection methods were introduced, and a 

rationale was provided regarding the decision to develop an SJT that could assess 

individuals’ non-academic attributes. In this instance, a decision was made to assess 

individuals’ knowledge of professionalism for a mental health services context. 
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Chapter 2 builds on chapter 1 by extending the discussion regarding the use of SJTs for 

personnel selection. A brief history on the use of SJTs was provided and the 

fundamental beliefs regarding how and why SJTs are useful were discussed. Reference 

was also made regarding how best to develop and score SJTs. Various psychometric 

properties of SJTs were addressed and some potential pitfalls regarding the use of SJTs 

for personnel selection were examined.  

Chapter 3 discusses various theoretical orientations and approaches that guide 

researchers in their work. The author’s paradigmatic stance was highlighted, and the 

methods used to deliver on the overarching aims and objectives of the project were 

noted. 

Chapter 4 addresses objective 1 of the research project. In this chapter, a systematic 

review, which sought to derive an operational definition of professionalism for a 

mental health services context was reported alongside its findings. 

Chapter 5 builds on the findings of chapter 4 by exploring professionalism from the 

views of key stakeholders in the field, namely patients, carers and staff members 

working in mental health services. The qualitative study reported on in this chapter 

also sought to generate content for the SJT, therefore addressing objectives 1 and 2 of 

the research project. 

Chapter 6 addresses objective 3 of the research project and reported on the 

development and validation of an SJT for mental health services.  

Chapter 7 provides a general discussion regarding the findings of this doctoral work. 

One such finding was that performance on the SJT validly predicts supervisor 

perceptions of actual work performance for nurses and allied health professionals. Use 

of the SJT is therefore a potentially valid and cost-effective approach to supporting 

VBR in this setting. 
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Appendix B: Results of literature search by database 

(CINAHL Plus via EBSCO) <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. (2223) 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 
"professional role*" or "professional attitude*" or "professional identit*" or 
"professional practice*" or "professional communication*" or "professional 
standard*" or "professional accountab*" or "professional dissonanc*" or 
"professional impair*" or "professional dysfunction*" or "professional 
malpractice*" or "professional misconduct*" or "professional 
omission*").m_titl. (3120) 

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional ADJ3 activ*)).m_titl. (1984) 

4. *professionalism/ (2305) 

5. 1 OR 2 OR 3 OR 4 (8287) 

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 
"learning disorder*" or "intellectual disabilit*").ti,ab. (113393) 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab. (352339) 

8. mental health/ (20385) 

9. psychiatry/ (7085) 

10. learning disorders/ (5999) 

11. intellectual disability/ (15732) 

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11 (477114) 

13. ("physical therap*" OR "occupational therap*").ti,ab. (27451) 

14. 12 NOT 13 (449663) 

15. 5 AND 14 (389) 

16. limit 15 to (english language and yr="2006 -Current") (219) 
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(Ovid MEDLINE(R) 1946) <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. (3024) 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 
"professional role*" or "professional attitude*" or "professional identit*" or 
"professional practice*" or "professional communication*" or "professional 
standard*" or "professional accountab*" or "professional dissonanc*" or 
"professional impair*" or "professional dysfunction*" or "professional 
malpractice*" or "professional misconduct*" or "professional 
omission*").m_titl. (2724) 

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional ADJ3 activ*)).m_titl. (1648) 

4. *professionalism/ (199) 

5. 1 OR 2 OR 3 OR 4 (7173) 

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 
"learning disorder*" or "intellectual disabilit*").ti,ab. (268867) 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab. (2049188) 

8. mental health/ (28234) 

9. psychiatry/ (36705) 

10. learning disorders/ (13381) 

11. intellectual disability/ (50608) 

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11 (2350037) 

13. ("physical therap*" OR "occupational therap*").ti,ab. (23033) 

14. 12 NOT 13 (2327004) 

15. 5 AND 14 (401) 

16. limit 15 to (english language and yr="2006 -Current") (161) 
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Embase 1974 to 2017 <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. (3678) 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 
"professional role*" or "professional attitude*" or "professional identit*" or 
"professional practice*" or "professional communication*" or "professional 
standard*" or "professional accountab*" or "professional dissonanc*" or 
"professional impair*" or "professional dysfunction*" or "professional 
malpractice*" or "professional misconduct*" or "professional 
omission*").m_titl. (3321) 

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional ADJ3 activ*)).m_titl. (1905) 

4. *professionalism/ (2374) 

5. 1 OR 2 OR 3 OR 4 (9437) 

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 
"learning disorder*" or "intellectual disabilit*").ti,ab. (406099) 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab. (3190765) 

8. mental health/ (131039) 

9. psychiatry/ (74336) 

10. learning disorders/ (12756) 

11. intellectual disability/ (1909) 

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11 (3605148) 

13. ("physical therap*" OR "occupational therap*").ti,ab. (39952) 

14. 12 NOT 13 (3565196) 

15. 5 AND 14 (614) 

16. limit 15 to (english language and yr="2006 -Current") (303) 
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PsycINFO 1806 <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. (1291) 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 
"professional role*" or "professional attitude*" or "professional identit*" or 
"professional practice*" or "professional communication*" or "professional 
standard*" or "professional accountab*" or "professional dissonanc*" or 
"professional impair*" or "professional dysfunction*" or "professional 
malpractice*" or "professional misconduct*" or "professional 
omission*").m_titl. (2067) 

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional ADJ3 activ*)).m_titl. (1340) 

4. *professionalism/ (2391) 

5. 1 OR 2 OR 3 OR 4 (5919) 

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 
"learning disorder*" or "intellectual disabilit*").ti,ab. (360463) 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab. (386681) 

8. mental health/ (51531) 

9. psychiatry/ (23980) 

10. learning disorders/ (2275) 

11. intellectual disability/ (0) 

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11 (692834) 

13. ("physical therap*" OR "occupational therap*").ti,ab. (11215) 

14. 12 NOT 13 (681619) 

15. 5 AND 14 (976) 

16. limit 15 to (english language and yr="2006 -Current") (474) 
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HMIC Health Management Information Consortium 1979 <searched on 02/03/2017> 

1. (Professionali?m OR professionali?ation OR unprofessional*).m_titl. (184) 

2. ("professional competenc*" or "professional skill*" or "professional value*" or 
”professional role*" or "professional attitude*" or "professional identit*" or 
"professional practice*" or "professional communication*" or "professional standard*" 
or "professional accountab*" or "professional dissonanc*" or "professional impair*" or 
"professional dysfunction*" or "professional malpractice*" or "professional 
misconduct*" or "professional omission*").m_titl. (305) 

3. ((Professiona* ADJ3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional ADJ3 activ*)).m_titl. (127) 

4. *professionalism/ (0) 

5. 1 OR 2 OR 3 OR 4 (602) 

6. ("mental health" or psychiatr* or "learning disabilit*" or "learning difficult*" or 
"learning disorder*" or "intellectual disabilit*").ti,ab. (26793) 

7. (AMHP* or counsell* or RMN* or psychotherap* or therap*).ti,ab. (14278) 

8. mental health/ (5938) 

9. psychiatry/ (690) 

10. learning disorders/ (203) 

11. intellectual disability/ (0) 

12. 6 OR 7 OR 8 OR 9 OR 10 OR 11 (40691) 

13. ("physical therap*" OR "occupational therap*").ti,ab. (1650) 

14. 12 NOT 13 (39041) 

15. 5 AND 14 (58) 

16. limit 15 to (english language and yr="2006 -Current") (19) 
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(CINAHL Plus via EBSCO) <searched on 27/07/2022> 

1. TI Professionali?m OR professionali?ation OR unprofessional* (3027) 

2. TI "professional competenc*" OR "professional skill*" OR "professional value*" 
OR "professional role*" OR "professional attitude*" OR "professional identit*" 
OR "professional practice*" OR "professional communication*" OR 
"professional standard*" OR "professional accountab*" OR "professional 
dissonanc*" OR "professional impair*" OR "professional dysfunction*" OR 
"professional malpractice*" OR "professional misconduct*" OR "professional 
omission*" (4354) 

3. TI (Professiona* N3 (issue* OR behav* OR act* OR ethic* OR humanis*)) NOT 
(Professional N3 activ*) (2852) 

4. MM *professionalism (3497) 

5. S1 OR S2 OR S3 OR S4 (11742) 

6. TI ( "mental health" OR psychiatr* OR "learning disabilit*" OR "learning 
difficult*" OR "learning disorder*" OR "intellectual disabilit*" ) OR AB ( "mental 
health" OR psychiatr* OR "learning disabilit*" OR "learning difficult*" OR 
"learning disorder*" OR "intellectual disabilit*" ) (223441) 

7. TI ( AMHP* OR counsell* OR RMN* OR psychotherap* OR therap* ) OR AB ( 
AMHP* OR counsell* OR RMN* OR psychotherap* OR therap* ) (717013) 

8. MM mental health (28069) 

9. MM psychiatry (7754) 

10. MM learning disorders (4990) 

11. MM intellectual disability (18499) 

12. S6 OR S7 OR S8 OR S9 OR S10 OR S11 (932224) 

13. TI ( "physical therap*" OR "occupational therap*" ) AND AB ( "physical therap*" 
OR "occupational therap*" ) (49520) 

14. S12 NOT S13 (882704) 

15. S5 AND S14 (693) 

16. S15 (Limiters = Published date: 20170301-; English Language; 204) 
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Appendix C: PRISMA checklist for the systematic review 

 

Section/topic  # Checklist item  Reported on 

page # 

TITLE  

Title  1 Identify the report as a systematic review, meta-

analysis, or both.  

84 

ABSTRACT 

Structured 

summary  

2 Provide a structured summary including, as applicable: 

background; objectives; sources; study eligibility 

criteria, participants, and interventions; study appraisal 

and synthesis methods; results; limitations; conclusions 

and implications of key findings; systematic review 

registration number.  

- 

INTRODUCTION 

Rationale  3 Describe the rationale for the review in the context of 

what is already known.  

85 

Objectives  4 Provide an explicit statement of questions being 

addressed with reference to participants, interventions, 

comparisons, outcomes, and study design (PICOS).  

85 

METHODS 

Protocol and 

registration  

5 Indicate if a review protocol exists, if and where it can 

be accessed (e.g., Web address), and, if available, 

provide registration information including registration 

number.  

87 

Eligibility 

criteria  

6 Specify study characteristics (e.g., PICOS, length of 

follow-up) and report characteristics (e.g., years 

considered, language, publication status) used as 

criteria for eligibility, giving rationale.  

87 

Information 

sources  

7 Describe all information sources (e.g., databases with 

dates of coverage, contact with study authors to identify 

additional studies) in the search and date last searched.  

90 
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Section/topic  # Checklist item  Reported on 

page # 

Search  8 Present full electronic search strategy for at least one 

database, including any limits used, such that it could 

be repeated.  

91 

Study 

selection  

9 State the process for selecting studies (i.e., screening, 

eligibility, included in systematic review, and, if 

applicable, included in the meta-analysis).  

90 

Data 

collection 

process  

10 Describe method of data extraction from reports (e.g., 

piloted forms, independently, in duplicate) and any 

processes for obtaining and confirming data from 

investigators.  

92 

Data items  11 List and define all variables for which data were sought 

(e.g., PICOS, funding sources) and any assumptions 

and simplifications made.  

92 

Risk of bias in 

individual 

studies  

12 Describe methods used for assessing risk of bias of 

individual studies (including specification of whether 

this was done at the study or outcome level), and how 

this information is to be used in any data synthesis.  

93 

Summary 

measures  

13 State the principal summary measures (e.g., risk ratio, 

difference in means).  

- 

Synthesis of 

results  

14 Describe the methods of handling data and combining 

results of studies, if done, including measures of 

consistency (e.g., I2) for each meta-analysis.  

93 

Risk of bias 

across studies  

15 Specify any assessment of risk of bias that may affect 

the cumulative evidence (e.g., publication bias, 

selective reporting within studies).  

- 

Additional 

analyses  

16 Describe methods of additional analyses (e.g., 

sensitivity or subgroup analyses, meta-regression), if 

done, indicating which were pre-specified.  

- 

RESULTS) 

Study 

selection  

17 Give numbers of studies screened, assessed for 

eligibility, and included in the review, with reasons for 

exclusions at each stage, ideally with a flow diagram.  

94 

Study 

characteristics  

18 For each study, present characteristics for which data 

were extracted (e.g., study size, PICOS, follow-up 

period) and provide the citations.  

96 
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Section/topic  # Checklist item  Reported on 

page # 

Risk of bias 

within studies  

19 Present data on risk of bias of each study and, if 

available, any outcome level assessment (see item 12).  

- 

Results of 

individual 

studies  

20 For all outcomes considered (benefits or harms), 

present, for each study: (a) simple summary data for 

each intervention group (b) effect estimates and 

confidence intervals, ideally with a forest plot.  

106 

Synthesis of 

results  

21 Present results of each meta-analysis done, including 

confidence intervals and measures of consistency.  

106 

Risk of bias 

across studies  

22 Present results of any assessment of risk of bias across 

studies (see Item 15).  

- 

Additional 

analysis  

23 Give results of additional analyses, if done (e.g., 

sensitivity or subgroup analyses, meta-regression [see 

Item 16]).  

116 

DISCUSSION 

Summary of 

evidence  

24 Summarize the main findings including the strength of 

evidence for each main outcome; consider their 

relevance to key groups (e.g., healthcare providers, 

users, and policy makers).  

118 

Limitations  25 Discuss limitations at study and outcome level (e.g., 

risk of bias), and at review-level (e.g., incomplete 

retrieval of identified research, reporting bias).  

121 

Conclusions  26 Provide a general interpretation of the results in the 

context of other evidence, and implications for future 

research.  

122 

FUNDING 

Funding  27 Describe sources of funding for the systematic review 

and other support (e.g., supply of data); role of funders 

for the systematic review.  

21 
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Appendix D: University of York ethics approval / guidance – 
qualitative study 
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Appendix E: Research ethics committee approval – qualitative 
study 
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Appendix F: Example participant information sheet – qualitative 
study 
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Appendix G: Consent form – qualitative study 
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Appendix H: HYMS ethics committee approval – pilot study 
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Appendix I: Health Research Authority approval – pilot study 
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Appendix J: SJT survey (a sample of version 1)  

PARTICIPANT INFORMATION - SUMMARY       

You should have received an information sheet by email. Please take some time to read 
the information - it’s important you understand the purpose of this study and what’s 
involved before you decide whether you would like to take part.    

We’re inviting you to take part in a research study called ‘What would you do?’ Evaluating 
a situational judgement test for use in mental health services’. The aim of this project is to 
try out a type of questionnaire-based assessment that we have designed to measure 
professional judgement in mental health services. By developing this kind of assessment 
we hope to make ‘values based recruitment’ in the NHS both fairer and more effective at 
choosing the right staff to work with patients. The project is part of a Hull York Medical 
School funded PhD project being done as part of a programme of research on recruitment 
and selection of the health workforce. This overall programme is funded by the National 
Institute for Health Research (NIHR) - the research branch of the NHS.  

We’re asking you if you would like to take part in this study because you are a registered 
clinician working in mental health and/or learning disability services. Your participation is 
entirely voluntary and you can withdraw at any time. We are keen to make it clear that 
taking part in this project, and any answers you might give in the survey, will not affect 
your employment in any way.       

The survey will only take around 30 minutes to complete.    The survey saves 
automatically, so you can leave the survey and come back later.  

What do I need to do to take part?   

Firstly, we need to ask you a few basic ‘demographic’ details about who you are. This is so 
we can later work out if people answer the questions differently depending on their age, 
gender, profession etc. We then show you a series of workplace situations. These are 
fictional, though mostly based on actual situations that have actually happened at some 
point. We will ask you to imagine that you are involved in these situations as they are 
happening. Based on these scenarios, you will be asked to rate a behaviour from a short 
list of options. We recommend that you don’t take too long thinking about each question 
and that you simply base your answer on what comes to mind first. Some of the situations 
are repeated during the test. However, try and forget about previous answers you gave 
when answering any new questions. 

Next, we will ask you to fill out a short, commonly used, personality questionnaire. This is 
to try and work out whether certain personality types are linked to the earlier answers to 
the situational judgement test. We’ll send you back your scores on the personality test, 
with a brief explanation of what they might mean, unless you say otherwise. Finally, you 
will be asked to provide the details of your line manager or supervisor.  

Why do you ask for the contact details of my line manager/supervisor and 
colleagues? 

We’ll ask you to provide the contact details of your line manager or supervisor, and up to 
three colleagues. This is so we can ask them to provide a rating in relation to workplace 
behaviours for you. They will also be asked to complete a personality questionnaire for 
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you. We need these details so we can work out if the test is likely to be useful in practice. 
That is- are the answers to the situational judgement test associated with the views of 
managers and colleagues about workplace behaviours? It is important to stress: neither 
your line manager, supervisor or colleagues will see your responses to this survey; 
also, the ratings they provide will be kept confidential and anonymised (not identifiable). 
They will be linked to your questionnaire answers only by using a unique study code for 
you. This means that no one will be able to work out who the ratings were about, even if 
they saw the information (though only the immediate research team have access to the 
anonymised information).      

Please note: to receive the gift voucher, you must provide valid responses to all of the 
questions.  

If you have any questions about the research study, please contact Lauren Aylott, PhD 
Student, Hull York Medical School.      

Email: lmea500@york.ac.uk; Telephone: 07909 702929      

This project has been endorsed by Hull York Medical School's Ethics Committee.       

INFORMED CONSENT:       

Completion of this survey indicates that:    

• You have read and understood the participant information sheet (version 2, 
12/02/2020) 

• You have had the opportunity to consider whether you would like to participate, and 
to ask questions 

• You have received enough information about the study  

• You understand that your participation in the study is voluntary and that you are 
free to withdraw at any time.  

• You may ask for your data to be withdrawn from the study, up until the data is 
anonymised, and linked only by a unique study number. This linked data will be 
securely deleted as soon as the project ends (November 2021). 

 

• You understand that any information obtained during the study, including personal 
data, will be kept confidential, stored securely, and only accessed by those carrying 
out the study 

• You understand that information you give will be anonymised, aggregated, and 
included in published documents 

• You agree to take part in this study 

 

If you do not wish to take part in the research study, please end the survey now.



  

331 

 

DEMOGRAPHIC DETAILS:  
 
We would now like to collect some ‘demographic’ details about who you are. Please note 
that all information captured for this project will be kept confidential, anonymised, and will 
be used for research purposes only.  
 
 
 
What is your age? ___________ 
 
 
How do you define your gender? (please select) 

o Female  

o Male  

o Other (please state) 
______________________________________________________ 

o Prefer not to say 

 
 
Which of the following best describes how you think of yourself? (please select) 

o Heterosexual or Straight 

o Gay or Lesbian 

o Bisexual 

o Other (please state) 
______________________________________________________ 

o Prefer not to say 

 
 
Do you consider yourself to have a disability (ie. a physical or mental impairment 
that has a 'substantial' and 'long term' negative effect)? (please select) 

o Yes 

o No 

o Prefer not to say 
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What is your ethnic group? (please select) 

o Asian / Asian British (e.g. Indian, Pakistani, Chinese) 

o Black / African / Caribbean / Black British  

o Mixed / Multiple ethnic groups  

o White 

o Other (please state) 
______________________________________________________ 

o Prefer not to say 

 
 
What is your religion? (please select) 

o No religion 

o Christian 

o Buddhist 

o Hindu 

o Jewish 

o Muslim 

o Sikh 

o Other (please state) 
______________________________________________________ 

o Prefer not to say 

 
 
Is English your first language? (please select) 

o Yes 

o No 

o Prefer not to say 
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PLEASE NOTE: TO COMPLETE THIS SURVEY, YOU MUST BE A QUALIFIED AND 
REGISTERED CLINICIAN 
 
 
What type of professional are you? (please select) 

o Allied Health Professional (please state) _____________________________ 

o Nurse 

o Nursing Associate 

o Pharmacist 

o Psychiatrist 

o Psychologist 

o Social Worker 

o Other (please state) 
______________________________________________________ 

 
 
How many years have you been registered with your current profession? 
_____________ 
 
 
What Agenda for Change band are you? (please select) 

o 4 

o 5 

o 6 

o 7 

o 8 

o Other (please state) 
______________________________________________________ 
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Do you work in inpatient, community, or corporate services? (please select the 
option/s that most applies) 

o Inpatient services 

o Community services 

o Corporate services 

 
 

What specialty do you work in? (please select the option/s that most applies) 

o Adult Mental Health 

o Child and Adolescent 

o Forensic Learning Disabilities 

o Forensic Mental Health 

o Learning Disabilities (adults) 

o Learning Disabilities (children) 

o Mental Health Services for Older People 

o All Services, Trustwide 

 
 

 
 
 
 
 
From this point onwards, you will be shown a set of workplace situations. Please imagine 
that you are involved in these situations as they are happening. Please will you then select 
the response that you think is most appropriate for the situation. We recommend that you 
don’t take too long thinking about each question and that you simply base your answer on 
what comes to mind first. Some of the situations are repeated during the test. However, try 
and forget about the previous answers you gave when answering any new questions. 
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SCENARIO - You are working for the crisis team. It is 10pm and you receive a call from a 
patient who is threatening to harm themselves, noting that they are on their own.  Whilst 
you are on the phone, a colleague informs you that they are 'an attention seeker'. 
    
How appropriate would it be to respond in the following manner:   
    
BEHAVIOUR - To ask the manager to do some staff training regarding the appropriate use 
of language 

o Very appropriate   

o Appropriate, but not ideal   

o Inappropriate, but not awful   

o Very inappropriate   

 
 
 
 
 

 
SCENARIO - You are working for the crisis team. It is 10pm and you receive a call from a 
patient who is threatening to harm themselves, noting that they are on their own.  Whilst 
you are on the phone, a colleague informs you that they are 'an attention seeker'. 
    
How important is it to take into account the following consideration when deciding how to 
respond to the situation?      
    
CONSIDERATION - That the patient may have wasted your colleague's time previously 

o Very important   

o Important  

o Of minor importance  

o Not important at all   
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SCENARIO - You are working on an inpatient ward when you overhear two patients 
talking about Sarah, the daughter of a colleague of yours. The patients are laughing at a 
photo of Sarah, which she appears to have posted on social media when she was out in 
the town, drinking alcohol. 
 
How appropriate would it be to respond in the following manner:   
    
BEHAVIOUR - To tell the patients that it isn't very kind to be laughing at people's posts 

o Very appropriate   

o Appropriate, but not ideal   

o Inappropriate, but not awful   

o Very inappropriate   

 
 
 
 
 
 
SCENARIO - You have been asked to do a shift on a forensic mental health ward.  You 
notice that a man on the ward hasn't been for his breakfast or lunch and you inform a 
fellow colleague of this.  Your colleague's response was that you need to lose some of 
your care and compassion as the man is a criminal. 
  
How important is it to take into account the following consideration when deciding how to 
respond to the situation?     
    
CONSIDERATION - That the man is a criminal 

o Very important   

o Important   

o Of minor importance   

o Not important at all   
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SCENARIO - You have been asked to do a shift on a forensic mental health ward.  You 
notice that a man on the ward hasn't been for his breakfast or lunch and you inform a 
fellow colleague of this.  Your colleague's response was that you need to lose some of 
your care and compassion as the man is a criminal. 
  
How important is it to take into account the following consideration when deciding how to 
respond to the situation?      
    
CONSIDERATION - That the patient may be hungry 

o Very important   

o Important   

o Of minor importance   

o Not important at all   

 
 
 
 
SCENARIO - You work in a community mental health team.  You decide that an inpatient 
admission may be necessary for one of your patients.  You contact the ward to arrange a 
pre-admission assessment, but the ward staff are hesitant and comment 'oh no, not them 
again'.  You are aware that your patient has previously been an inpatient.  You feel an 
admission is necessary, but the ward staff are reluctant to accept this,  saying that the 
patient 'will need to be out as soon as possible'. 
    
How important is it to take into account the following consideration when deciding how to 
respond to the situation?     
    
CONSIDERATION - That the ward staff may neglect your patient if he is on the ward 

o Very important   

o Important   

o Of minor importance   

o Not important at all   

 
 
 
 
Thanks very much for your time so far.  I would be grateful if you would please share your 
experience of completing the test by answering the following questions.  
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Approximately how long has it taken you to sit the test so far? 
______________________ 

 
 
 
Is the test relevant to your role? (please select) 

o Yes 

o No 

 
 
Is the difficulty of the test appropriate for your grade? (please select) 

o Yes 

o No 

 
 
Do you think this test would be suitable for the recruitment of staff into the mental 
health workforce? (please select) 

o Yes 

o No 

 
 
Do you think the test would be fair to all job applicants, regardless of their 
profession, gender, age, race, and other characteristics? (please select) 

o Yes 

o No 
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If you have answered no to any of the above questions, please would you explain 
why? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

If there is anything else you would like to add regarding this test, please would you 
use the space here? 

 
 
 
 
 
 
 
 
 
 
 
 
 
Next, we would like you to complete a personality questionnaire. We will send you a copy 
of your results once everyone has completed the survey. The personality test should take 
between three and five minutes and we will share your scores with you. 
  
We would like you to complete this questionnaire so that we can see whether certain 
personality types are linked to answers on the Situational Judgement Test. Your answers 
will be kept confidential; and will only be seen by you and the research team. 
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The Big Five Inventory–2 Short Form (BFI-2-S) 

 

Here are a number of characteristics that may or may not apply to you. For example, do you agree 
that you are someone who likes to spend time with others? Please write a number next to each 
statement to indicate the extent to which you agree or disagree with that statement.  

 

1 2 3 4 5 
Disagree 
Strongly 

Disagree 
a little 

Neutral; 
no opinion 

Agree 
a little 

Agree 
strongly 

 

I am someone who...  

1. ___ Tends to be quiet. 16. ___ Is outgoing, sociable. 

2. ___ Is compassionate, has a soft heart. 17. ___ Can be cold and uncaring. 

3. ___ Tends to be disorganized. 18. ___ Keeps things neat and tidy. 

4. ___ Worries a lot. 19. ___ Is relaxed, handles stress well. 

5. ___ Is fascinated by art, music, or literature. 20. ___ Has few artistic interests. 

6. ___ Is dominant, acts as a leader. 21. ___ Prefers to have others take charge. 

7. ___ Is sometimes rude to others. 22. ___ Is respectful, treats others with respect. 

8. ___ Has difficulty getting started on tasks. 23. ___ Is persistent, works until the task is finished. 

9. ___ Tends to feel depressed, blue. 24. ___ Feels secure, comfortable with self. 

10. ___ Has little interest in abstract ideas. 25. ___ Is complex, a deep thinker. 

11. ___ Is full of energy. 26. ___ Is less active than other people. 

12. ___ Assumes the best about people. 27. ___ Tends to find fault with others. 

13. ___ Is reliable, can always be counted on. 28. ___ Can be somewhat careless. 

14.  ___ Is emotionally stable, not easily upset. 29. ___ Is temperamental, gets emotional easily. 

15.  ___ Is original, comes up with new ideas.  30. ___ Has little creativity. 

 

BFI-2 items copyright 2015 by Oliver P. John and Christopher J. Soto. 
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Please write your full name here (this data will be anonymised as soon as it is 
linked to the workplace behaviour ratings): 
 
 

 
 
 
 
Please would you write your email address here: 
 
_____________________________________________________________________ 
 
 
 
 
 
You have nearly completed the survey.  Before you do, we would like to collect 
the details of your supervisor and up to three of your colleagues. 
 
We need the name of your supervisor (or line manager) so that we can collect some 
feedback for you. We will contact them shortly for this. Your supervisor (and 
colleagues, if applicable) will be eligible for a certificate of participation if they take part. 
We will only collect this feedback if your supervisor and colleagues consent to doing 
so. 
 
The ratings provided will be kept confidential. If you have been under your supervisor 
for less than three months, please would you provide details of your prior supervisor? 
 
NB: Your supervisor will not have access to your responses on this survey. Both 
ratings and responses to this survey will be anonymised, by using a participant 
number, prior to analysing the data. 
  
 
 
Please will you write your line manager’s or supervisor’s full name here? 
 
_____________________________________________________________________ 
 
 
 
What is their email address? 
 
_____________________________________________________________________ 
 
 
 
What relationship are they to you and how long have they fulfilled that position? 
For example, current line manager, 1 year 2 months" 
 
_____________________________________________________________________ 
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It would be helpful to obtain feedback from more than one person. If you are 
happy to do so, please would you provide the names and email addresses of up 
to three colleagues in your organisation, so that we can contact them also?  
  
 
 
Colleague 1 

 
 
 
 
Colleague 2 

 
 
 
 
Colleague 3 
 

 
 
 

Thank you for taking the time to complete this survey. If you would like a certificate of 
participation, please request this from Lauren Aylott. 

Email: lmea500@york.ac.uk; Telephone: 07909 702929      

 

Should you wish to add anything regarding this survey, please use the space here. 
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Appendix K: A sample of the form sent for SME review and 
scoring  

Scoring of Situational Judgement Test items 

INSTRUCTIONS 

Thanks for taking the time to help us create a scoring system for the new 
'Situational Judgment Tests' we are developing.    

Please would you treat the survey content confidentially. 

The survey is expected to last no longer than two hours. 

We will use your responses to develop a provisional scoring key. 

Don't take too long to think about each question and submit the first response 
that comes to mind. 

When you are rating responses, please score dependent on what would be your 
preferred choice, meaning that the option with the highest score would be the 
option you would most likely select on a test, whereas the option with the lowest 
score would be your last choice. 

Please note that you will be asked to either 1) rate responses according to how 
appropriate they are, or 2) rate considerations as to how important you think 
they are. I provide two worked examples here to help you get the hang of this.  

 

Example 1 - Appropriateness item 

Scenario - You are working on a mental health ward when you find two staff 
members talking about what they did at the weekend. The staff members are 
unaware that a patient is stood next to them and can possibly overhear 
them.  You are aware that the patient has attachment issues and has been 
known to follow staff around previously. 

  

How appropriate would it be to respond in the following manner? 

Behaviour - To interrupt the staff members and purposefully change the topic 

 

Scoring 

In this example, the behaviour was deemed appropriate, but not ideal, hence 
the option ‘appropriate, but not ideal’ receives a score of 4 (see below).  You will 
observe that in this example the option ‘very inappropriate’ received a score of 
1, as this was the least preferred option. 

 

Very appropriate = 3 

Appropriate, but not ideal = 4 

Inappropriate, but not awful = 2 

Very inappropriate = 1 
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Example 2 - Importance item 

  

Scenario - You are attending an outpatient appointment with a colleague. Your 
colleague is joking along and swearing with the patient. They were both having 
fun, but the patient suddenly becomes upset and it appears that they may have 
reacted to one of your colleague's comments.  The patient suffers from paranoia 
and occasionally becomes psychotic. 

 

How important to take into account is the following consideration when 
deciding how to respond to the situation? 

 

Consideration - That the staff member used swear words 

 

Scoring 

In this example, the consideration was deemed 'very important', hence the 
option ‘very important’ receives a score of 4 (as seen below).  You will observe 
that in this example the option ‘not important at all’ received a score of 1 as this 
was the least preferred option. 

 

Very important = 4 

Important = 3 

Of minor importance = 2 

Not important at all = 1 

 
Don't worry too much about this now. Some example questions will be provided 
to help you get used to the scoring system.  You can also contact me on 07453 
361566, should you wish to discuss this further. 

  

It is worth noting that not all scenarios will apply to your current role. For 
example, you may not work in a community or inpatient setting, or the scenario 
may be more applicable to a staff member of an alternative profession.  In these 
instances, please would you best imagine yourself in this role, whilst scoring 
each item. 

  

Thanks!  
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Please input your name here so that I can provide you with a gift voucher 
following completion of the survey: 

  

 

 

The next three pages incorporate practice items that are similar to the questions 

you will be asked throughout the survey.  
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Page 1 - This is a practice item 

  

Please would you let us know whether the following scenario is 1) clear and 
unambiguous, and 2) realistic and relevant? 

  

This is so we can make sure that our test is robust and has face validity 

 

SCENARIO  

You are working on a ward when you observe a staff member and patient 

being playful with one another.  You observe the staff member hit the patient 

with a slipper, albeit gently, to which the patient laughs out loud. 

Is the scenario clear and unambiguous?         (Please delete as 

appropriate) 

Y / N 

Is the scenario realistic and relevant?              (Please delete as 

appropriate) 

Y / N 

 

If you have any comments regarding this scenario, please would you let us 
know here? 

 

 

 

 

If you think the scenario needs revising, please would you let us know what 
edits you would recommend? 
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Page 2 - This is a practice item  

  

Please would you let us know how appropriate the following behaviour is, 
in relation to the given scenario? 

 

Please score 4 points for the option that you would primarily choose, and 1 for your least 
preferred option. Please rate the remaining options on a likert scale according to what you think 
is the best fit (4 is the best response, 1 is the worst). 

 

SCENARIO  

You are working on a ward when you observe a staff member and patient being 

playful with one another.  You observe the staff member hit the patient with a 

slipper, albeit gently, to which the patient laughs out loud. 

How appropriate would it be to respond in the following manner? 

BEHAVIOUR - To report the incident to the ward manager 

A very appropriate thing to do     ___ 

Appropriate, but not ideal            ___ 

Inappropriate, but not awful         ___  

A very inappropriate thing to do   ___ 

 

   

Is this behaviour plausible (i.e. is it possible that, at least a 

few, clinicians would respond in this manner)? 

(Please delete as appropriate) 

Y / N 

 

If you have any comments regarding this response option, please would you let 
us know here? 
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Page 3 - This is a practice item 

 

Please would you let us know how important the following consideration 
is, in relation to the scenario given? 

 

Please score 4 points for the option that you would primarily choose, and 1 for your least 
preferred option. Please rate the remaining options on a likert scale according to what you think 
is the best fit (4 is the best response, 1 is the worst). 

 

SCENARIO  

You are working on a ward when you observe a staff member and patient being playful 

with one another.  You observe the staff member hit the patient with a slipper, albeit 

gently, to which the patient laughs out loud. 

How important to take into account is the following consideration when deciding how to 

respond to the situation? 

CONSIDERATION - That the patient appears to be having fun 

Very important             ___ 

Important                     ___ 

Of minor importance    ___  

Not important at all      ___ 

  

Is this consideration plausible (i.e. is it possible that, at least a 

few, clinicians would think the consideration noted is important)? 

(Please delete as appropriate) 

Y / N 

 

If you have any comments regarding this response option, please would you let 
us know here? 
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Thanks for completing the practice questions. We hope these questions 

were helpful in supporting you to complete the remaining parts of the 

survey.  From this point onwards, all questions will be counted.   

NB: the remainder of the survey has been removed for item security purposes.  
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Appendix L: Workplace behaviours rating tool – pilot study  

 

STUDY INFORMATION - SUMMARY 
 

You should have received an information sheet by email. Please take some 
time to read the information - it’s important you understand the purpose of this 
study and what’s involved before you decide whether you would like to take 
part.  

 

We’re inviting you to take part in a research study called ‘What would you do?’ 
Evaluating a situational judgement test for use in mental health services’. The 
aim of this project is to try out a type of questionnaire-based assessment that 
we have designed to measure professional judgement in mental health 
services. By developing this kind of assessment we hope to make ‘values 
based recruitment’ in the NHS both fairer and more effective at choosing the 
right staff to work with patients. The project is part of a Hull York Medical School 
funded PhD project being done as part of a programme of research on 
recruitment and selection of the health workforce. This overall programme is 
funded by the National Institute for Health Research (NIHR) - the research 
branch of the NHS.  

 

You are being asked to take part because we would like you to provide brief 
and confidential feedback for a colleague. We need this feedback to see if our 
new test is working as we would hope. Your participation is entirely voluntary 
and you can withdraw at any time.  

 

The survey will take between 5 and 10 minutes to complete.          

 

Please would you answer as honestly as possible? The responses you 
provide will be strictly confidential; your colleague will have no access to 
these ratings.  

 

If you have any questions about the research study, please contact Lauren 
Aylott, PhD Student, Hull York Medical School.   
 

Email: lmea500@york.ac.uk; Telephone: 07909 702929   
 

This project has been endorsed by the Hull York Medical School's ethics 
committee. 
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ELECTRONIC CONSENT:       

 

Completion of this survey indicates that:    

  

• You have read and understood the participant information sheet (version 
1, 10/10/2019) 

• You have had the opportunity to consider whether you would like to 
participate, and to ask questions 

• You have received enough information about the study  

• You understand that your participation in the study is voluntary and that 
you are free to withdraw at any time. 

• You may ask for your data to be withdrawn from the study, up until the 
data is anonymised, and linked only by a unique study number. This 
linked data will be securely deleted as soon as the project ends 
(November 2021). 

• You understand that any information obtained during the study, including 
personal data, will be kept confidential, stored securely, and only 
accessed by those carrying out the study 

• You understand that information you give will be anonymized, 
aggregated, and included in published documents 

• You agree to take part in this study  

 

If you do not wish to take part in the research study, please end the survey now.  
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What is the name of your colleague that are you completing this form about? 

 

_______________________________________________________________ 

 

 

  
What is your name? 

 

_______________________________________________________________ 

 

 

 

 How do you define your gender? (please select) 

o Female  

o Male  

o Other (please state) 
________________________________________________________ 

o Prefer not to say 

 

 

 
What relationship do you hold with your colleague (for example, are you their 
line manager, supervisor or colleague)? 

 

 

 

How long have you known this colleague? (please select) 

o 0 – 3 months 

o 3 – 6 months 

o 6 – 12 months 

o More than one year 
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We will now provide you with a list of professional attributes. Following the 
description of each attribute, there will be three statements. Please would you 
select the most applicable statement for each attribute, based on your 
relationship with this staff member?       

 

Please note: these ratings will be kept absolutely confidential and used 
for research purposes only. Please would you respond as honestly as 
possible. 

 

 

 

 

Commitment to Professionalism - Individuals should be committed to honouring 
their profession by adhering to guidelines and challenging poor practice. 
Professionals must have integrity and be a responsible practitioner.  
    
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s commitment to professionalism   

o I have concerns regarding this individual’s commitment to 
professionalism   

o I do not know the staff member well enough to comment   

 

 

 

Coping with Pressure - Practitioners need to utilise their clinical judgement, 
particularly in times of uncertainty and ambiguity. Professionals must have 
resilience and be able to de-escalate situations when others are experiencing 
distress.  
    
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s ability to cope with pressure  

o I have concerns regarding this individual’s ability to cope with pressure   

o I do not know the staff member well enough to comment   

 

 

 



  

354 

 

 

 

 

 

 

 

Effective Communication - Practitioners need to communicate effectively, using 
both verbal and non-verbal communication. Professionals must have the ability 
to build rapport with patients, as well as validate the thoughts and feelings of 
others.   
 
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s ability to communicate effectively   

o I have concerns regarding this individual’s ability to communicate 
effectively   

o I do not know the staff member well enough to comment   

 

 

 

Patient Focus - Practitioners must possess qualities that enable them to build 
therapeutic relationships with patients, such as altruism and humility. 
Professionals, also, must maintain an appropriate professional distance and not 
impose their own values on patients, whilst delivering person-centred care.  
    
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s ability to apply patient focus   

o I have concerns regarding this individual’s ability to cope with pressure   

o I do not know the staff member well enough to comment   
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Working Effectively as Part of a Team - Practitioners are part of a team and 
must therefore work alongside colleagues effectively, acknowledging people’s 
strengths and capabilities. Professionals must support fellow colleagues and act 
as a role model for others.   
    
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s ability to work as part of a team  

o I have concerns regarding this individual’s ability to work as part of a 
team   

o I do not know the staff member well enough to comment   

 

 
 

 

Working with Carers - Practitioners must involve carers where possible, whilst 
adhering to the bounds of confidentiality. Carers generally want to be involved, 
and should feel supported in their role.   
    
With regards to your colleague, please select the statement that most applies: 

o I am happy with this individual’s ability to work with carers  

o I have concerns regarding this individual’s ability to work with carers   

o I do not know the staff member well enough to comment   
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Please will you now think very carefully about where this staff member 
sits on the following scales? 

 

In comparison to other staff members of the same profession, irrespective of 
their grade and experience, please estimate the level of professionalism of this 
individual.   
   
Please use the following definition to base your judgement; please indicate your 
decision, by moving the below marker to the desired percentage.     
    
Professionalism allows practitioners to make appropriate judgements in times of 
need, applying critical thinking, reflection and situational judgement. 

 

 

 Below 
Average 

Average Above 
Average 

 

 0 10 20 30 40 50 60 70 80 90 100 

 

Professionalism of this individual. () 
 

 

 

 

Please will you give a brief example of a behaviour that characterises the 
person in this domain (professionalism)? 

 

_______________________________________________________________ 
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In comparison to other staff members of the same profession, irrespective of 
their grade and experience, please estimate how effective in their role, this staff 
member is. 
   
Please indicate your decision, by moving the below marker to the 
desired percentage.  
 
 

 Below 
Average 

Average Above 
Average 

 

 0 10 20 30 40 50 60 70 80 90 100 

 

Effectiveness of this individual () 
 

 

  

 

Please will you give a brief example of a behaviour that characterises the 
person in this domain (effectiveness)? 

 

_______________________________________________________________ 
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Finally, we would like you to complete the following personality questionnaire, 
whilst rating your colleague.   
    

The Big Five Inventory-2 Short Form (BFI-2-S) 

 
Here are a number of characteristics that may or may not apply to your 
colleague. For example, do you agree that your colleague is someone who likes 
to spend time with others? Please select the most applicable option to indicate 
the extent to which you agree or disagree with that statement.  

 

Please note: these ratings will be kept absolutely confidential and used for 
research purposes only. Please would you respond as honestly as possible.  
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Disagree 
strongly 

Disagree 
a little 

Neutral; 
no 

opinion 

Agree a 
little 

Agree 
strongly 

1. Tends to be 
quiet. o  o  o  o  o  

2. Is 
compassionate, 

has a soft 
heart.  

o  o  o  o  o  

3. Tends to be 
disorganized. o  o  o  o  o  

4. Worries a lot. o  o  o  o  o  

5. Is fascinated 
by art, music, 
or literature. 

o  o  o  o  o  

6. Is dominant, 
acts as a 
leader. 

o  o  o  o  o  

7. Is sometimes 
rude to others. o  o  o  o  o  

8. Has difficulty 
getting started 

on tasks. 
o  o  o  o  o  

9. Tends to feel 
depressed, 

blue. 
o  o  o  o  o  

10. Has little 
interest in 

abstract ideas. 
o  o  o  o  o  

11. Is full of 
energy. o  o  o  o  o  
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12. Assumes 
the best about 

people.  
o  o  o  o  o  

13. Is reliable, 
can always be 

counted on. 
o  o  o  o  o  

14. Is 
emotionally 
stable, not 

easily upset. 

o  o  o  o  o  

15. Is original, 
comes up with 

new ideas. 
o  o  o  o  o  

16. Is outgoing, 
sociable. o  o  o  o  o  

17. Can be 
cold and 
uncaring. 

o  o  o  o  o  

18. Keeps 
things neat and 

tidy. 
o  o  o  o  o  

19. Is relaxed, 
handles stress 

well. 
o  o  o  o  o  

20. Has few 
artistic 

interests. 
o  o  o  o  o  

21. Prefers to 
have others 
take charge. 

o  o  o  o  o  

22. Is 
respectful, 

treats others 
with respect. 

o  o  o  o  o  
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23. Is 
persistent, 

works until the 
task is finished. 

o  o  o  o  o  

24. Feels 
secure, 

comfortable 
with self. 

o  o  o  o  o  

25. Is complex, 
a deep thinker. o  o  o  o  o  

26. Is less 
active than 

other people. 
o  o  o  o  o  

27. Tends to 
find fault with 

others. 
o  o  o  o  o  

28. Can be 
somewhat 
careless.  

o  o  o  o  o  

29. Is 
temperamental, 
gets emotional 

easily.  

o  o  o  o  o  

30. Has little 
creativity.  o  o  o  o  o  

 

 

 

 

Please click next if you would like to end the survey now. If there is anything 
else you would like to note, please would you add this here? 
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Appendix M: Participant information sheet – pilot study 
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Appendix N: Privacy notice – pilot study 
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Appendix O: Distribution of SJT scores across all four scoring 
approaches for the entire sample 

 

Histogram displaying the distribution of SJT scores using raw SME polytomous scoring 

  

 
Histogram displaying the distribution of SJT scores using raw SME binary scoring 

  

 
Histogram displaying the distribution of SJT scores using dichotomous modal 
consensus scoring 
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Histogram displaying the distribution of SJT scores using proportion modal consensus 
scoring 
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Appendix P: Distribution of SJT scores in the nurse and allied 
health professional sample 

 
Histogram displaying the distribution of SJT scores obtained by nurses and allied health 

professionals using discipline specific dichotomous modal consensus scoring 

  

 

Histogram displaying the distribution of SJT scores obtained by nurses and allied health 

professionals using discipline specific proportion modal consensus scoring 
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Appendix Q: Face validity of the SJT, across the entire sample, 
by form 

 

 Overall 
(n=170) 

N (%) 

Form 1 
(n=92) 
N (%) 

Form 2 
(n=78) 
N (%) 

Relevant to role    
- Yes 160 (94.1) 89 (96.7) 71 (91.0) 
- No 

 
10 (5.9) 3 (3.3) 7 (9.0) 

Appropriate difficulty for grade    
- Yes 160 (94.1) 89 (96.7) 71 (91.0) 
- No 

 
10 (5.9) 3 (3.3) 7 (9.0) 

Suitable for recruitment    
- Yes 155 (91.2) 82 (89.1) 73 (93.6) 
- No 

 
15 (8.8) 10 (10.9) 5 (6.4) 

Fair to applicants    
- Yes 143 (84.1) 79 (85.9) 64 (82.1) 
- No 27 (15.9) 13 (14.1) 14 (18.0) 

 

  



  

373 

 

Appendix R: SJT items relationship with professionalism for the 
nurse and allied health professional sample using dichotomous 
modal consensus scoring 

SJT item N Odds ratio 

Item 1 30 1.052 

Item 2 30 1.014 

*Item 3 30 0.972 

Item 4 30 1.143 

*Item 5 30 0.893 

Item 6 30 1.025 

Item 7 30 1.007 

*Item 8 30 0.938 

Item 9 69 1.033 

Item 10 69 0.988 

Item 11 69 1.001 

Item 12 69 0.982 

Item 13 69 1.000 

Item 14 69 0.986 

Item 15 69 1.027 

Item 16 69 1.003 

Item 17 69 1.056 

Item 18 69 1.014 

Item 19 30 1.039 

Item 20 30 1.044 

Item 21 30 1.270 

Item 22 30 1.009 

Item 23 30 1.078 

Item 24 30 1.076 

Item 25 30 1.001 

*Item 26 30 0.912 

*Item 27 30 0.963 

Item 28 30 1.072 

Item 29 30 0.995 

Item 30 30 1.073 

Item 31 30 1.036 

*Item 32 30 0.978 

Item 33 30 1.008 

Item 34 30 1.017 

Item 35 30 0.983 

Item 36 30 1.078 

Item 37 30 1.080 

Item 38 30 1.070 

Item 39 30 1.020 

Item 40 30 1.026 

Item 41 30 0.989 

Item 42 30 1.030 

Item 43 30 0.981 

Item 44 30 1.000 

Item 45 30 1.035 
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Item 46 30 1.005 

Item 47 30 0.997 

Item 48 30 1.009 

Item 49 30 0.990 

Item 50 30 1.025 

Item 51 39 1.034 

Item 52 39 1.053 

*Item 53 39 0.890 

*Item 54 39 0.942 

Item 55 39 1.065 

Item 56 39 1.002 

Item 57 39 0.994 

Item 58 39 1.011 

*Item 59 39 0.971 

Item 60 39 1.044 

*Item 61 39 0.977 

*Item 62 39 0.943 

*Item 63 39 0.964 

Item 64 39 1.012 

*Item 65 39 0.971 

Item 66 39 1.011 

Item 67 39 1.047 

Item 68 39 0.998 

Item 69 39 1.019 

Item 70 39 1.004 

Item 71 39 1.007 

Item 72 39 0.982 

*Item 73 39 Does not vary 

Item 74 39 1.052 

*Item 75 39 0.966 

Item 76 39 1.007 

Item 77 39 1.008 

Item 78 39 1.039 

Item 79 39 1.025 

Item 80 39 1.023 

Item 81 39 0.992 

Item 82 39 1.009 

Item 83 39 1.034 

Item 84 39 1.066 

Item 85 39 1.009 

Item 86 39 1.002 

Item 87 39 1.007 

Item 88 39 1.006 

Item 89 39 1.001 

Item 90 39 0.999 

 
*Items that are not scored in the final SJT assessment are denoted by an Asterix
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Appendix S: Factor analysis output for the trimmed forms 

FACTOR OUTPUT _ FORM 1 (FINAL ITEMS ONLY) 
 
                                     F A C T O R    

 

                           Unrestricted Factor Analysis  

 

                                Release Version 10.5.01  x64bits 

                                    April, 2017 

                            Rovira i Virgili University 

                                Tarragona, SPAIN 

 

                            Date: Monday, June 27, 2022 

                            Time: 11:30:32 

-------------------------------------------------------------------------------- 

 

DETAILS OF ANALYSIS 

 

Method to handle missing values                      : Hot-Deck Multiple Imputation in Exploratory 

Factor Analysis (Lorenzo-Seva & Van Ginkel, 2016) 

Missing code value                                   : 999 

Number of participants                               : 59 

Number of variables                                  : 44 

Variables included in the analysis                   : ALL 

Variables excluded in the analysis                   : NONE 

Number of factors                                    : 1 

Number of second order factors                       : 0 

Procedure for determining the number of dimensions   : Optimal implementation of Parallel Analysis 

(PA) (Timmerman, & Lorenzo-Seva, 2011) 
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Dispersion matrix                                    : Polychoric Correlations 

Robust analyses based on bootstrap                   : None 

Method for factor extraction                         : Unweighted Least Squares (ULS) 

Rotation to achieve factor simplicity                : Promin (Lorenzo-Seva, 1999) 

Clever rotation start                                : Weighted Varimax 

Number of random starts                              : 100 

Maximum number of iterations                         : 1000 

Convergence value                                    : 0.00001000 

 

-------------------------------------------------------------------------------- 

 

ADEQUACY OF THE CORRELATION MATRIX  

 

Determinant of the matrix     = 0.000000000003568 

Bartlett's statistic          =  1120.3 (df =   946; P = 0.000073) 

Kaiser-Meyer-Olkin (KMO) test = 0.28156 (inacceptable) 

 

-------------------------------------------------------------------------------- 

 

EXPLAINED VARIANCE BASED ON EIGENVALUES 

Variable  Eigenvalue   Proportion of   Cumulative Proportion 

                       Variance        of Variance 

 

   1      2.43313      0.05530         0.05530   

   2      1.95901      0.04452   

   3      1.82332      0.04144   

   4      1.71279      0.03893   

   5      1.68369      0.03827   

   6      1.57940      0.03590   

   7      1.55013      0.03523   

   8      1.49323      0.03394   
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   9      1.39353      0.03167   

  10      1.33894      0.03043   

  11      1.28881      0.02929   

  12      1.23613      0.02809   

  13      1.21113      0.02753   

  14      1.19589      0.02718   

  15      1.15306      0.02621   

  16      1.09664      0.02492   

  17      1.07183      0.02436   

  18      1.05628      0.02401   

  19      1.03044      0.02342   

  20      1.01788      0.02313   

  21      1.00739      0.02290   

  22      0.98688      0.02243   

  23      0.98177      0.02231   

  24      0.94978      0.02159   

  25      0.93343      0.02121   

  26      0.91482      0.02079   

  27      0.88068      0.02002   

  28      0.84599      0.01923   

  29      0.82652      0.01878   

  30      0.80403      0.01827   

  31      0.75342      0.01712   

  32      0.74335      0.01689   

  33      0.71770      0.01631   

  34      0.65188      0.01482   

  35      0.60724      0.01380   

  36      0.56571      0.01286   

  37      0.48935      0.01112   

  38      0.42879      0.00975   

  39      0.40052      0.00910   
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  40      0.36613      0.00832   

  41      0.33605      0.00764   

  42      0.30440      0.00692   

  43      0.16669      0.00379   

  44      0.01219      0.00028   

        

-------------------------------------------------------------------------------- 

 

PARALLEL ANALYSIS (PA) BASED ON MINIMUM RANK FACTOR ANALYSIS 

(Timmerman & Lorenzo-Seva, 2011) 

 

Implementation details: 

 

 Correlation matrices analysed:                Polychoric correlation matrices 

 Number of random correlation matrices:        500 

 Method to obtain random correlation matrices: Permutation of the raw data (Buja & Eyuboglu, 

1992) 

 

Variable  Real-data      Mean of random   95 percentile of random 

          % of variance  % of variance    % of variance 

 

   1        5.9**          5.2              5.7 

   2        4.8*           4.7              5.2 

   3        4.5*           4.4              4.8 

   4        4.2*           4.2              4.5 

   5        3.9            4.0              4.3 

   6        3.8            3.8              4.1 

   7        3.6            3.6              3.9 

   8        3.5            3.5              3.7 

   9        3.4            3.3              3.6 

  10        3.1            3.2              3.4 
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** Advised number of dimensions when 95 percentile is considered:    1 

*  Advised number of dimensions when mean is considered:             4 

 

-------------------------------------------------------------------------------- 

 

GOODNESS OF FIT STATISTICS  

 

Goodness of Fit Index (GFI) =   0.846 

 

UNROTATED LOADING MATRIX  

 

Variable     F   1    Communality 

 

V   1       -0.003       0.000 

V   2       -0.000       0.000 

V   3       -0.507       0.257 

V   4       -0.112       0.012 

V   5        0.075       0.006 

V   6        0.007       0.000 

V   7       -0.040       0.002 

V   8       -0.366       0.134 

V   9        0.006       0.000 

V  10        0.001       0.000 

      

-------------------------------------------------------------------------------- 
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MPLUS OUTPUT _ FORM 1 (FINAL ITEMS ONLY) 
 
Mplus VERSION 8.6 

MUTHEN & MUTHEN 

06/27/2022   2:42 PM 

 

SUMMARY OF ANALYSIS 

 

Number of groups                                                 1 

Number of observations                                          59 

 

Number of dependent variables                                   44 

Number of independent variables                                  0 

Number of continuous latent variables                            0 

 

Estimator                                                    WLSMV 

Rotation                                                    GEOMIN 

Row standardization                                    CORRELATION 

Type of rotation                                           OBLIQUE 

Epsilon value                                               Varies 

Maximum number of iterations                                  1000 

Convergence criterion                                    0.500D-04 

Maximum number of steepest descent iterations                   20 

Maximum number of iterations for H1                           2000 

Convergence criterion for H1                             0.100D-03 

Optimization Specifications for the Exploratory Factor Analysis 

Rotation Algorithm 

  Number of random starts                                       30 

  Maximum number of iterations                               10000 

  Derivative convergence criterion                       0.100D-04 

Link                                                        PROBIT 
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SUMMARY OF MODEL FIT INFORMATION 

 

                   Number of                   Degrees of 

     Model        Parameters      Chi-Square    Freedom     P-Value 

 

     1-factor          44            961.631       902       0.0823 

     2-factor          87            902.352       859       0.1481 

     3-factor         129            847.170       817       0.2255 

     4-factor         170            796.694       776       0.2954 

     5-factor         210            754.484       736       0.3103 

 

                                               Degrees of 

     Models Compared              Chi-Square    Freedom     P-Value 

 

     1-factor against 2-factor        62.659        43       0.0267 

     2-factor against 3-factor        57.043        42       0.0607 

     3-factor against 4-factor        52.125        41       0.1142 

     4-factor against 5-factor        44.247        40       0.2970 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 1 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                       44 

 

Chi-Square Test of Model Fit 

 

          Value                            961.631* 

          Degrees of Freedom                   902 

          P-Value                           0.0823 
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RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.033 

          90 Percent C.I.               0.000  0.051 

          Probability RMSEA <= .05           0.938 

 

CFI/TLI 

 

          CFI                                0.567 

          TLI                                0.546 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                           1083.786 

          Degrees of Freedom                   946 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.218 

 

 

MINIMUM ROTATION FUNCTION VALUE       6.99182 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1 

              ________ 

 S_MODAL_1       0.018 

 S_MODAL_2       0.023 

 S_MODAL_4       0.526* 

 S_MODAL_6       0.136 
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 S_MODAL_7      -0.233 

 S_MODAL_9      -0.141 

 S_MODAL_10       0.051 

 S_MODAL_11       0.635* 

 S_MODAL_12       0.275 

 S_MODAL_13      -0.179 

 S_MODAL_14       0.159 

 S_MODAL_15       0.363* 

 S_MODAL_16       0.252 

 S_MODAL_17       0.598* 

 S_MODAL_18       0.162 

 S_MODAL_19       0.478* 

 S_MODAL_20      -0.042 

 S_MODAL_21       0.146 

 S_MODAL_22      -0.078 

 S_MODAL_23       0.559* 

 S_MODAL_24      -0.108 

 S_MODAL_25       0.310* 

 S_MODAL_28       0.348 

 S_MODAL_29      -0.339* 

 S_MODAL_30      -0.002 

 S_MODAL_31       0.379* 

 S_MODAL_33       0.010 

 S_MODAL_34       0.658* 

 S_MODAL_35       0.113 

 S_MODAL_36       0.084 

 S_MODAL_37       0.274 

 S_MODAL_38       0.816* 

 S_MODAL_39       0.260 

 S_MODAL_40       0.409* 

 S_MODAL_41       0.489* 
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 S_MODAL_42      -0.384* 

 S_MODAL_43      -0.442* 

 S_MODAL_44      -0.629* 

 S_MODAL_45      -0.596* 

 S_MODAL_46       0.715* 

 S_MODAL_47       0.587* 

 S_MODAL_48      -0.564* 

 S_MODAL_49       0.402* 

 S_MODAL_50       0.588* 

 

EXPLORATORY FACTOR ANALYSIS WITH 2 FACTOR(S): 

 

MODEL FIT INFORMATION 

Number of Free Parameters                       87 

 

Chi-Square Test of Model Fit 

 

          Value                            902.352* 

          Degrees of Freedom                   859 

          P-Value                           0.1481 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.029 

          90 Percent C.I.                0.000  0.048 

          Probability RMSEA <= .05           0.964 

 

CFI/TLI 

 

          CFI                                0.685 

          TLI                                0.654 
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Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                           1083.786 

          Degrees of Freedom                   946 

          P-Value                           0.0000 

 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.200 

 

MINIMUM ROTATION FUNCTION VALUE       3.32025 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2 

              ________      ________ 

 S_MODAL_1       0.006        -0.002 

 S_MODAL_2       0.022         0.017 

 S_MODAL_4      -0.345         0.578* 

 S_MODAL_6      -0.629*        0.264 

 S_MODAL_7       0.552*       -0.348 

 S_MODAL_9      -0.232        -0.099 

 S_MODAL_10      -0.256         0.096 

 S_MODAL_11       0.143         0.621* 

 S_MODAL_12       0.128         0.256 

 S_MODAL_13      -0.124        -0.158 

 S_MODAL_14       0.066         0.144 

 S_MODAL_15       0.325         0.301* 

 S_MODAL_16      -0.698*        0.358 

 S_MODAL_17       0.163         0.580* 

 S_MODAL_18       0.704*        0.003 
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 S_MODAL_19       0.353         0.423* 

 S_MODAL_20      -0.494*        0.040 

 S_MODAL_21       0.240         0.121 

 S_MODAL_22      -0.247        -0.034 

 S_MODAL_23      -0.200         0.608* 

 S_MODAL_24      -0.279        -0.055 

 S_MODAL_25       0.141         0.289 

 S_MODAL_28      -0.169         0.389* 

 S_MODAL_29       0.322*       -0.405* 

 S_MODAL_30      -0.169         0.032 

 S_MODAL_31      -0.066         0.399* 

 S_MODAL_33      -0.287         0.053 

 S_MODAL_34       0.086         0.656* 

 S_MODAL_35       0.249         0.067 

 S_MODAL_36      -0.068         0.095 

 S_MODAL_37       0.360         0.211 

 S_MODAL_38      -0.010         0.830* 

 S_MODAL_39       0.562*        0.149 

 S_MODAL_40       0.691*        0.290 

 S_MODAL_41       0.042         0.488* 

 S_MODAL_42      -0.187        -0.351* 

 S_MODAL_43      -0.078        -0.436* 

 S_MODAL_44      -0.230        -0.591* 

 S_MODAL_45      -0.384*       -0.528* 

 S_MODAL_46      -0.028         0.726* 

 S_MODAL_47       0.421*        0.512* 

 S_MODAL_48       0.133        -0.598* 

 S_MODAL_49       0.044         0.394* 

 S_MODAL_50      -0.356         0.659* 
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EXPLORATORY FACTOR ANALYSIS WITH 3 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      129 

 

Chi-Square Test of Model Fit 

 

          Value                            847.170* 

          Degrees of Freedom                   817 

          P-Value                           0.2255 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.025 

          90 Percent C.I.                0.000  0.046 

          Probability RMSEA <= .05           0.978 

 

CFI/TLI 

 

          CFI                                0.781 

          TLI                                0.746 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                           1083.786 

          Degrees of Freedom                   946 

          P-Value                           0.0000 
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SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.185 

 

MINIMUM ROTATION FUNCTION VALUE       2.15986 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3 

              ________      ________      ________ 

 S_MODAL_1      -0.006        -0.044         0.075 

 S_MODAL_2      -0.020         0.013         0.039 

 S_MODAL_4       0.667*       -0.018         0.166 

 S_MODAL_6       0.648*        0.036        -0.356* 

 S_MODAL_7      -0.686*        0.249         0.019 

 S_MODAL_9       0.070         0.093        -0.355* 

 S_MODAL_10       0.270        -0.138        -0.053 

 S_MODAL_11      0.311         0.079         0.538* 

 S_MODAL_12       0.058         0.217         0.155 

 S_MODAL_13       0.025        -0.356*        0.018 

 S_MODAL_14       0.059        -0.205         0.327 

 S_MODAL_15      -0.032         0.031         0.474* 

 S_MODAL_16       0.778*       -0.105        -0.280 

 S_MODAL_17       0.222         0.362*        0.352* 

 S_MODAL_18      -0.459        -0.002         0.539* 

 S_MODAL_19      -0.079         0.773*        0.051 

 S_MODAL_20       0.434*       -0.376        -0.107 

 S_MODAL_21      -0.006         0.535*       -0.296 

 S_MODAL_22       0.163        -0.450*        0.189 

 S_MODAL_23       0.508*        0.411*        0.005 

 S_MODAL_24       0.090         0.421*       -0.642* 

 S_MODAL_25       0.000         0.499*       -0.028 
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 S_MODAL_28       0.318         0.612*       -0.259 

 S_MODAL_29      -0.556*        0.177        -0.162 

 S_MODAL_30       0.152        -0.029        -0.105 

 S_MODAL_31       0.269         0.361*       -0.020 

 S_MODAL_33       0.297        -0.547*        0.251 

 S_MODAL_34       0.374         0.588*        0.018 

 S_MODAL_35      -0.091        -0.200         0.421* 

 S_MODAL_36       0.124        -0.075         0.066 

 S_MODAL_37      -0.211         0.589*       -0.003 

 S_MODAL_38       0.535*        0.236         0.478* 

 S_MODAL_39      -0.259        -0.010         0.581* 

 S_MODAL_40      -0.362         0.253         0.690* 

 S_MODAL_41       0.255         0.101         0.387* 

 S_MODAL_42      -0.117         0.236        -0.614* 

 S_MODAL_43      -0.188        -0.319*       -0.197 

 S_MODAL_44      -0.190        -0.393*       -0.379* 

 S_MODAL_45      -0.022        -0.299        -0.543* 

 S_MODAL_46       0.483*       -0.012         0.596* 

 S_MODAL_47      -0.014         0.392*        0.482* 

 S_MODAL_48      -0.475*       -0.136        -0.280 

 S_MODAL_49       0.273        -0.089         0.409* 

 S_MODAL_50       0.686*        0.080         0.171 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 4 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      170 
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Chi-Square Test of Model Fit 

 

          Value                            796.694* 

          Degrees of Freedom                   776 

          P-Value                           0.2954 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.021 

          90 Percent C.I.                0.000  0.045 

          Probability RMSEA <= .05           0.984 

 

CFI/TLI 

 

          CFI                                0.850 

          TLI                                0.817 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                           1083.786 

          Degrees of Freedom                   946 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.169 

 

MINIMUM ROTATION FUNCTION VALUE       2.54901 

 

 

 



  

391 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3             4 

              ________      ________      ________      ________ 

 S_MODAL_1      -0.183        -0.092        -0.129         0.253 

 S_MODAL_2      -0.168        -0.115        -0.033         0.220 

 S_MODAL_4       0.490         0.037        -0.046         0.430 

 S_MODAL_6       0.730*       -0.229         0.202        -0.025 

 S_MODAL_7      -0.640*        0.052         0.201        -0.162 

 S_MODAL_9      -0.043        -0.446*        0.141         0.110 

 S_MODAL_10       0.274        -0.065        -0.073         0.014 

 S_MODAL_11       0.435         0.692*        0.072         0.043 

 S_MODAL_12      -0.035         0.120         0.135         0.214 

 S_MODAL_13       0.038        -0.038        -0.331        -0.072 

 S_MODAL_14       0.040         0.270        -0.239         0.077 

 S_MODAL_15       0.093         0.550*        0.029        -0.032 

 S_MODAL_16       0.706*       -0.308        -0.020         0.172 

 S_MODAL_17      -0.023         0.232         0.178         0.506 

 S_MODAL_18      -0.020         0.852*        0.059        -0.555 

 S_MODAL_19      -0.068         0.193         0.733*        0.111 

 S_MODAL_20       0.364        -0.209        -0.336         0.104 

 S_MODAL_21       0.298         0.077         0.547*       -0.395 

 S_MODAL_22       0.018        -0.033        -0.434*        0.204 

 S_MODAL_23       0.278        -0.104         0.353         0.515* 

 S_MODAL_24       0.054        -0.583*        0.506*       -0.003 

 S_MODAL_25      -0.153        -0.096         0.482*        0.295 

 S_MODAL_28       0.106        -0.302         0.558*        0.389 

 S_MODAL_29      -0.629*       -0.239         0.138        -0.020 

 S_MODAL_30       0.312         0.053         0.100        -0.203 

 S_MODAL_31       0.315         0.086         0.422*        0.064 

 S_MODAL_33       0.114        -0.014        -0.580*        0.280 

 S_MODAL_34       0.468*        0.262         0.578*       -0.007 
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 S_MODAL_35      -0.242         0.236        -0.349*        0.252 

 S_MODAL_36       0.025        -0.023        -0.122         0.152 

 S_MODAL_37      -0.299        -0.016         0.561*        0.189 

 S_MODAL_38       0.297         0.345         0.090         0.587* 

 S_MODAL_39       0.008         0.772*       -0.044        -0.290 

 S_MODAL_40      -0.636         0.470*        0.002         0.488 

 S_MODAL_41      -0.086         0.110        -0.069         0.601* 

 S_MODAL_42      -0.177        -0.610*        0.267        -0.060 

 S_MODAL_43       0.163         0.037        -0.104        -0.587* 

 S_MODAL_44      -0.056        -0.342        -0.271        -0.381 

 S_MODAL_45       0.324        -0.284        -0.024        -0.634 

 S_MODAL_46       0.139         0.321        -0.225         0.686* 

 S_MODAL_47      -0.113         0.455         0.262         0.314 

 S_MODAL_48      -0.090        -0.002         0.078        -0.691* 

 S_MODAL_49       0.399         0.488*       -0.081        -0.025 

 S_MODAL_50       0.511         0.082         0.041         0.434 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 5 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      210 

 

Chi-Square Test of Model Fit 

 

          Value                            754.484* 

          Degrees of Freedom                   736 

          P-Value                           0.3103 
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RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.021 

          90 Percent C.I.                0.000  0.045 

          Probability RMSEA <= .05           0.983 

 

CFI/TLI 

 

          CFI                                0.866 

          TLI                                0.828 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                           1083.786 

          Degrees of Freedom                   946 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.157 

 

MINIMUM ROTATION FUNCTION VALUE       2.14381 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3             4             5 

              ________      ________      ________      ________      ________ 

 S_MODAL_1      -0.125         0.009        -0.146         0.236        -0.202 

 S_MODAL_2       0.227         0.217        -0.088        -0.028        -0.225 

 S_MODAL_4       0.849*        0.025         0.049         0.149        -0.015 

 S_MODAL_6       0.367*       -0.556*        0.329        -0.033         0.004 

 S_MODAL_7       0.056         0.818*        0.017        -0.534*       -0.118 



  

394 

 

 S_MODAL_9       0.154        -0.028         0.099        -0.204        -0.410* 

 S_MODAL_10       0.724*        0.069        -0.078        -0.306         0.027 

 S_MODAL_11      0.081        -0.072         0.215         0.458         0.623* 

 S_MODAL_12      -0.298        -0.031         0.176         0.398*       -0.013 

 S_MODAL_13      -0.071        -0.214        -0.308         0.038         0.052 

 S_MODAL_14       0.455*        0.231        -0.270        -0.008         0.204 

 S_MODAL_15       0.042         0.204         0.071         0.186         0.454* 

 S_MODAL_16       0.785*       -0.416         0.079        -0.105        -0.112 

 S_MODAL_17      -0.106         0.104         0.242         0.615*       -0.043 

 S_MODAL_18      -0.098         0.446*        0.053        -0.213         0.847* 

 S_MODAL_19      -0.064         0.411         0.716*        0.035         0.002 

 S_MODAL_20      -0.055        -0.611*       -0.232         0.285        -0.063 

 S_MODAL_21      -0.041         0.010         0.593*       -0.349         0.243 

 S_MODAL_22       0.421*       -0.015        -0.456*        0.057        -0.064 

 S_MODAL_23      -0.029        -0.224         0.463*        0.549*       -0.250 

 S_MODAL_24       0.136        -0.042         0.465*       -0.397        -0.492* 

 S_MODAL_25       0.026         0.288         0.439*        0.079        -0.287 

 S_MODAL_28       0.171         0.041         0.560*        0.111        -0.420* 

 S_MODAL_29      -0.337         0.395*       -0.004        -0.236        -0.346 

 S_MODAL_30       0.090        -0.192         0.148        -0.105         0.186 

 S_MODAL_31       0.271         0.029         0.470*       -0.005         0.078 

 S_MODAL_33       0.632*       -0.017        -0.607*        0.078        -0.034 

 S_MODAL_34       0.056        -0.077         0.687*        0.164         0.258 

 S_MODAL_35       0.002         0.209        -0.363         0.297         0.053 

 S_MODAL_36       0.397*        0.139        -0.154        -0.057        -0.079 

 S_MODAL_37      -0.130         0.442         0.497*        0.000        -0.228 

 S_MODAL_38       0.336*        0.038         0.193         0.641*        0.095 

 S_MODAL_39       0.037         0.380*       -0.033        -0.008         0.702* 

 S_MODAL_40      -0.035         0.800*       -0.093         0.396        -0.011 

 S_MODAL_41       0.123         0.125        -0.047         0.551*       -0.165 

 S_MODAL_42      -0.002         0.017         0.178        -0.434        -0.530* 
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 S_MODAL_43       0.070        -0.106        -0.118        -0.519*        0.306 

 S_MODAL_44      -0.185        -0.280        -0.307        -0.372        -0.094 

 S_MODAL_45      -0.008        -0.423*       -0.012        -0.580*        0.113 

 S_MODAL_46       0.283         0.021        -0.137         0.758*        0.036 

 S_MODAL_47       0.054         0.427*        0.267         0.350         0.166 

 S_MODAL_48      -0.204         0.062         0.015        -0.633*        0.237 

 S_MODAL_49       0.331        -0.020         0.007         0.159         0.502* 

 S_MODAL_50       0.592*       -0.169         0.139         0.348         0.012 
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FACTOR OUTPUT _ FORM 2 (FINAL ITEMS ONLY) 
                                          

                                     F A C T O R    

 

                           Unrestricted Factor Analysis  

 

                                Release Version 10.5.01  x64bits 

                                    April, 2017 

                            Rovira i Virgili University 

                                Tarragona, SPAIN 

 

                            Date: Friday, July 01, 2022 

                            Time: 16:12:8 

-------------------------------------------------------------------------------- 

 

DETAILS OF ANALYSIS 

 

Number of participants                               : 50 

Number of variables                                  : 41 

Variables included in the analysis                   : ALL 

Variables excluded in the analysis                   : NONE 

Number of factors                                    : 1 

Number of second order factors                       : 0 

Procedure for determining the number of dimensions   : Optimal implementation of Parallel Analysis 

(PA) (Timmerman, & Lorenzo-Seva, 2011) 

Dispersion matrix                                    : Polychoric Correlations 

Robust analyses based on bootstrap                   : None 

Method for factor extraction                         : Unweighted Least Squares (ULS) 

Rotation to achieve factor simplicity                : Promin (Lorenzo-Seva, 1999) 

Clever rotation start                                : Weighted Varimax 

Number of random starts                              : 100 
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Maximum number of iterations                         : 1000 

Convergence value                                    : 0.00001000 

 

-------------------------------------------------------------------------------- 

 

ADEQUACY OF THE CORRELATION MATRIX  

 

Determinant of the matrix     = 0.000000000000341 

Bartlett's statistic          =   990.3 (df =   820; P = 0.000037) 

Kaiser-Meyer-Olkin (KMO) test = 0.19263 (inacceptable) 

 

-------------------------------------------------------------------------------- 

 

EXPLAINED VARIANCE BASED ON EIGENVALUES 

 

Variable  Eigenvalue   Proportion of   Cumulative Proportion 

                       Variance        of Variance 

 

   1      2.30859      0.05631         0.05631   

   2      1.67697      0.04090   

   3      1.55995      0.03805   

   4      1.50178      0.03663   

   5      1.46615      0.03576   

   6      1.42249      0.03469   

   7      1.33832      0.03264   

   8      1.24762      0.03043   

   9      1.23611      0.03015   

  10      1.18511      0.02891   

  11      1.17233      0.02859   

  12      1.14650      0.02796   

  13      1.08338      0.02642   
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  14      1.07649      0.02626   

  15      1.05723      0.02579   

  16      1.03277      0.02519   

  17      1.00972      0.02463   

  18      1.00731      0.02457   

  19      1.00156      0.02443   

  20      1.00002      0.02439   

  21      1.00000      0.02439   

  22      0.99866      0.02436   

  23      0.99563      0.02428   

  24      0.98145      0.02394   

  25      0.97926      0.02388   

  26      0.97040      0.02367   

  27      0.93665      0.02285   

  28      0.91662      0.02236   

  29      0.87962      0.02145   

  30      0.85275      0.02080   

  31      0.81311      0.01983   

  32      0.78052      0.01904   

  33      0.69585      0.01697   

  34      0.66850      0.01630   

  35      0.64693      0.01578   

  36      0.57628      0.01406   

  37      0.52195      0.01273   

  38      0.49507      0.01207   

  39      0.41697      0.01017   

  40      0.28806      0.00703   

  41      0.05533      0.00135   

 

-------------------------------------------------------------------------------- 
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PARALLEL ANALYSIS (PA) BASED ON MINIMUM RANK FACTOR ANALYSIS 

(Timmerman & Lorenzo-Seva, 2011) 

 

Implementation details: 

 

 Correlation matrices analized:                Polychoric correlation matrices 

 Number of random correlation matrices:        500 

 Method to obtain random correlation matrices: Permutation of the raw data (Buja & Eyuboglu, 

1992) 

 

Variable  Real-data      Mean of random   95 percentile of random 

          % of variance  % of variance    % of variance 

 

   1        6.0*           5.7              6.3 

   2        4.4            5.1              5.6 

   3        4.1            4.8              5.2 

   4        4.0            4.5              4.9 

   5        3.9            4.3              4.6 

   6        3.5            4.1              4.4 

   7        3.3            3.9              4.2 

   8        3.2            3.7              4.0 

   9        3.2            3.6              3.8 

  10        3.1            3.4              3.6 

*  Advised number of dimensions when mean is considered:             1 

 

-------------------------------------------------------------------------------- 

 

GOODNESS OF FIT STATISTICS  

Goodness of Fit Index (GFI) =   0.912 
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UNROTATED LOADING MATRIX  

 

Variable     F   1    Communality 

 

V   1       -0.084       0.007 

V   2       -0.020       0.000 

V   3       -0.310       0.096 

V   4       -0.006       0.000 

V   5        0.001       0.000 

V   6        0.005       0.000 

V   7       -0.029       0.001 

V   8       -0.001       0.000 

V   9       -0.043       0.002 

V  10       -0.348       0.121 

 

-------------------------------------------------------------------------------- 

  



  

401 

 

MPLUS OUTPUT _ FORM 2 (FINAL ITEMS ONLY) 
 

Mplus VERSION 8.6 

MUTHEN & MUTHEN 

06/27/2022   2:38 PM 

 

SUMMARY OF ANALYSIS 

 

Number of groups                                                 1 

Number of observations                                          50 

 

Number of dependent variables                                   41 

Number of independent variables                                  0 

Number of continuous latent variables                            0 

 

Estimator                                                    WLSMV 

Rotation                                                    GEOMIN 

Row standardization                                    CORRELATION 

Type of rotation                                           OBLIQUE 

Epsilon value                                               Varies 

Maximum number of iterations                                  1000 

Convergence criterion                                    0.500D-04 

Maximum number of steepest descent iterations                   20 

Maximum number of iterations for H1                           2000 

Convergence criterion for H1                             0.100D-03 

Optimization Specifications for the Exploratory Factor Analysis 

Rotation Algorithm 

  Number of random starts                                       30 

  Maximum number of iterations                               10000 

  Derivative convergence criterion                       0.100D-04 

Link                                                        PROBIT 
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SUMMARY OF MODEL FIT INFORMATION 

 

                   Number of                   Degrees of 

     Model        Parameters      Chi-Square    Freedom     P-Value 

 

     1-factor          41            827.105       779       0.1129 

     2-factor          81            772.580       739       0.1900 

     3-factor         120            718.475       700       0.3060 

     4-factor         158            678.362       662       0.3212 

     5-factor         195            636.685       625       0.3642 

 

                                               Degrees of 

     Models Compared              Chi-Square    Freedom     P-Value 

 

     1-factor against 2-factor        55.062        40       0.0568 

     2-factor against 3-factor        53.608        39       0.0597 

     3-factor against 4-factor        41.558        38       0.3185 

     4-factor against 5-factor        41.670        37       0.2748 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 1 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                       41 

 

Chi-Square Test of Model Fit 

 

          Value                            827.105* 

          Degrees of Freedom                   779 

          P-Value                           0.1129 
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RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.035 

          90 Percent C.I.                0.000  0.056 

          Probability RMSEA <= .05           0.869 

 

CFI/TLI 

 

          CFI                                0.614 

          TLI                                0.593 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                            944.491 

          Degrees of Freedom                   820 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.230 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1 

              ________ 

 S_MODAL_9       0.379* 

 S_MODAL_10       0.072 

 S_MODAL_11       0.611* 

 S_MODAL_12       0.042 

 S_MODAL_13      -0.022 

 S_MODAL_14      -0.184 
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 S_MODAL_15       0.285 

 S_MODAL_16       0.248 

 S_MODAL_17       0.472* 

 S_MODAL_18       0.735* 

 S_MODAL_51       0.594* 

 S_MODAL_52       0.565* 

 S_MODAL_55       0.525* 

 S_MODAL_56      -0.421* 

 S_MODAL_57       0.086 

 S_MODAL_58       0.409* 

 S_MODAL_60       0.236 

 S_MODAL_64       0.511* 

 S_MODAL_66       0.438* 

 S_MODAL_67       0.505* 

 S_MODAL_68      -0.154 

 S_MODAL_69       0.527* 

 S_MODAL_70      -0.341* 

 S_MODAL_71       0.625* 

 S_MODAL_72      -0.348* 

 S_MODAL_74       0.529* 

 S_MODAL_76       0.073 

 S_MODAL_77       0.259 

 S_MODAL_78       0.583* 

 S_MODAL_79       0.378* 

 S_MODAL_80       0.707* 

 S_MODAL_81       0.521* 

 S_MODAL_82       0.782* 

 S_MODAL_83       0.328 

 S_MODAL_84       0.946* 

 S_MODAL_85       0.216 

 S_MODAL_86       0.227 
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 S_MODAL_87       0.129 

 S_MODAL_88       0.194 

 S_MODAL_89      -0.255 

 S_MODAL_90       0.290 

     

 

EXPLORATORY FACTOR ANALYSIS WITH 2 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                       81 

 

Chi-Square Test of Model Fit 

 

          Value                            772.580* 

          Degrees of Freedom                   739 

          P-Value                           0.1900 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.030 

          90 Percent C.I.                0.000  0.053 

          Probability RMSEA <= .05           0.917 

 

CFI/TLI 

 

          CFI                                0.730 

          TLI                                0.701 
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Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                            944.491 

          Degrees of Freedom                   820 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.205 

 

MINIMUM ROTATION FUNCTION VALUE       3.58174 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2 

              ________      ________ 

 S_MODAL_9       0.041         0.488* 

 S_MODAL_10      -0.455*        0.589* 

 S_MODAL_11       0.848*       -0.134 

 S_MODAL_12       0.420*       -0.412* 

 S_MODAL_13      -0.170         0.177 

 S_MODAL_14      -0.163        -0.073 

 S_MODAL_15       0.089         0.301 

 S_MODAL_16       0.044         0.320 

 S_MODAL_17       0.297         0.335 

 S_MODAL_18       0.640*        0.277 

 S_MODAL_51       0.486*        0.293 

 S_MODAL_52       0.262         0.498* 

 S_MODAL_55       0.705*       -0.045 

 S_MODAL_56      -0.475*       -0.069 

 S_MODAL_57      -0.354         0.512* 

 S_MODAL_58       0.351         0.185 
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 S_MODAL_60       0.573*       -0.304* 

 S_MODAL_64       0.317         0.357 

 S_MODAL_66      -0.048         0.708* 

 S_MODAL_67       0.263         0.434* 

 S_MODAL_68      -0.381*        0.217 

 S_MODAL_69       0.000         0.814* 

 S_MODAL_70      -0.279        -0.168 

 S_MODAL_71       0.759*       -0.026 

 S_MODAL_72      -0.421*       -0.004 

 S_MODAL_74       0.620*        0.017 

 S_MODAL_76      -0.225         0.360* 

 S_MODAL_77       0.232         0.113 

 S_MODAL_78       0.439*        0.331 

 S_MODAL_79       0.101         0.435* 

 S_MODAL_80       0.240         0.787* 

 S_MODAL_81       0.228         0.491* 

 S_MODAL_82       0.600*        0.431 

 S_MODAL_83      -0.185         0.665* 

 S_MODAL_84       0.835*        0.377 

 S_MODAL_85      -0.008         0.329* 

 S_MODAL_86      -0.156         0.502* 

 S_MODAL_87       0.282        -0.142 

 S_MODAL_88       0.033         0.241 

 S_MODAL_89      -0.306        -0.015 

 S_MODAL_90       0.320         0.045 
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EXPLORATORY FACTOR ANALYSIS WITH 3 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      120 

 

Chi-Square Test of Model Fit 

 

          Value                            718.475* 

          Degrees of Freedom                   700 

          P-Value                           0.3060 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.023 

          90 Percent C.I.                0.000  0.050 

          Probability RMSEA <= .05           0.954 

CFI/TLI 

 

          CFI                                0.852 

          TLI                                0.826 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                            944.491 

          Degrees of Freedom                   820 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.185 
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MINIMUM ROTATION FUNCTION VALUE       2.33126 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3 

              ________      ________      ________ 

 S_MODAL_9       0.347*        0.535*        0.085 

 S_MODAL_10       0.011         0.786*       -0.117 

 S_MODAL_11      0.925*       -0.126         0.000 

 S_MODAL_12       0.496*       -0.308        -0.273 

 S_MODAL_13      -0.417*       -0.022         0.321 

 S_MODAL_14      -0.215        -0.053        -0.039 

 S_MODAL_15       0.467*        0.437*       -0.119 

 S_MODAL_16      -0.338        -0.107         0.584* 

 S_MODAL_17       0.307         0.192         0.302 

 S_MODAL_18       0.593*        0.103         0.361 

 S_MODAL_51       0.347         0.015         0.447* 

 S_MODAL_52       0.414*        0.412*        0.279 

 S_MODAL_55       0.732*       -0.107         0.099 

 S_MODAL_56      -0.512*        0.009        -0.126 

 S_MODAL_57      -0.304         0.455*        0.245 

 S_MODAL_58      -0.146        -0.293         0.659* 

 S_MODAL_60       0.204        -0.557*        0.240 

 S_MODAL_64       0.701*        0.452*       -0.059 

 S_MODAL_66      -0.049         0.484*        0.502 

 S_MODAL_67      -0.112        -0.011         0.713* 

 S_MODAL_68      -0.090         0.417*       -0.192 

 S_MODAL_69       0.037         0.583*        0.559* 

 S_MODAL_70      -0.053         0.097        -0.380* 

 S_MODAL_71       0.457        -0.373         0.429* 

 S_MODAL_72      -0.079         0.301        -0.402* 

 S_MODAL_74       0.469        -0.187         0.287 
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 S_MODAL_76      -0.625*        0.028         0.560* 

 S_MODAL_77      -0.081        -0.191         0.407* 

 S_MODAL_78       0.390         0.117         0.380 

 S_MODAL_79       0.040         0.221         0.391* 

 S_MODAL_80      -0.007         0.303         0.860* 

 S_MODAL_81       0.265         0.311         0.373 

 S_MODAL_82       0.252        -0.055         0.754* 

 S_MODAL_83       0.281         0.815*        0.016 

 S_MODAL_84       0.661*        0.003         0.617* 

 S_MODAL_85      -0.207         0.100         0.414* 

 S_MODAL_86      -0.040         0.449*        0.225 

 S_MODAL_87       0.209        -0.205         0.026 

 S_MODAL_88      -0.020         0.128         0.230 

 S_MODAL_89      -0.185         0.143        -0.190 

 S_MODAL_90       0.040        -0.304         0.364 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 4 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      158 

 

Chi-Square Test of Model Fit 

 

          Value                            678.362* 

          Degrees of Freedom                   662 

          P-Value                           0.3212 

 

 

 



  

411 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.022 

          90 Percent C.I.                0.000  0.050 

          Probability RMSEA <= .05           0.952 

 

CFI/TLI 

 

          CFI                                0.869 

          TLI                                0.837 

 

Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                            944.491 

          Degrees of Freedom                   820 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.171 

 

MINIMUM ROTATION FUNCTION VALUE       2.63232 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3             4 

              ________      ________      ________      ________ 

 S_MODAL_9       0.033         0.282         0.551*       -0.031 

 S_MODAL_10       0.032        -0.125         0.774*       -0.199 

 S_MODAL_11      -0.059         0.967*       -0.094        -0.168 

 S_MODAL_12      -0.407*        0.451*       -0.241        -0.110 

 S_MODAL_13       0.754*       -0.171        -0.210        -0.109 
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 S_MODAL_14       0.158        -0.149        -0.125        -0.123 

 S_MODAL_15      -0.004         0.414         0.440*       -0.275 

 S_MODAL_16      -0.027        -0.388         0.024         0.777* 

 S_MODAL_17       0.214         0.370         0.189         0.090 

 S_MODAL_18       0.325         0.688*        0.090         0.021 

 S_MODAL_51       0.066         0.378         0.088         0.389 

 S_MODAL_52      -0.077         0.324         0.456*        0.282 

 S_MODAL_55      -0.186         0.742*       -0.029         0.085 

 S_MODAL_56       0.403*       -0.394        -0.103        -0.356 

 S_MODAL_57       0.500*       -0.240         0.373        -0.039 

 S_MODAL_58       0.234        -0.038        -0.255         0.638* 

 S_MODAL_60       0.299         0.431        -0.572*       -0.020 

 S_MODAL_64       0.030         0.668*        0.468*       -0.287 

 S_MODAL_66       0.528*        0.032         0.437         0.151 

 S_MODAL_67       0.595*        0.081        -0.046         0.372* 

 S_MODAL_68      -0.133        -0.235         0.423*       -0.093 

 S_MODAL_69       0.080        -0.065         0.638*        0.594* 

 S_MODAL_70      -0.103        -0.108         0.058        -0.350 

 S_MODAL_71       0.010         0.560*       -0.295         0.386 

 S_MODAL_72      -0.567*       -0.343         0.385*        0.036 

 S_MODAL_74      -0.022         0.523*       -0.141         0.253 

 S_MODAL_76       0.427        -0.543*       -0.013         0.475 

 S_MODAL_77       0.063        -0.048        -0.141         0.463* 

 S_MODAL_78       0.001         0.392         0.189         0.345 

 S_MODAL_79      -0.111        -0.072         0.335         0.552* 

 S_MODAL_80       0.525         0.106         0.306         0.570 

 S_MODAL_81      -0.141         0.159         0.434*        0.481* 

 S_MODAL_82       0.278         0.367        -0.004         0.604* 

 S_MODAL_83       0.035         0.158         0.819*       -0.102 

 S_MODAL_84       0.464         0.866*        0.011         0.158 

 S_MODAL_85       0.494*       -0.069         0.035         0.133 
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 S_MODAL_86       0.281        -0.026         0.412*        0.028 

 S_MODAL_87      -0.310         0.148        -0.102         0.226 

 S_MODAL_88       0.106        -0.017         0.137         0.193 

 S_MODAL_89       0.285        -0.107         0.036        -0.418 

 S_MODAL_90      -0.456        -0.023        -0.108         0.727* 

 

 

EXPLORATORY FACTOR ANALYSIS WITH 5 FACTOR(S): 

 

MODEL FIT INFORMATION 

 

Number of Free Parameters                      195 

 

Chi-Square Test of Model Fit 

 

          Value                            636.685* 

          Degrees of Freedom                   625 

          P-Value                           0.3642 

 

RMSEA (Root Mean Square Error Of Approximation) 

 

          Estimate                           0.019 

          90 Percent C.I.                0.000  0.049 

          Probability RMSEA <= .05           0.957 

CFI/TLI 

 

          CFI                                0.906 

          TLI                                0.877 
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Chi-Square Test of Model Fit for the Baseline Model 

 

          Value                            944.491 

          Degrees of Freedom                   820 

          P-Value                           0.0000 

 

SRMR (Standardized Root Mean Square Residual) 

 

          Value                              0.154 

 

MINIMUM ROTATION FUNCTION VALUE       2.23609 

 

           GEOMIN ROTATED LOADINGS (* significant at 5% level) 

                  1             2             3             4             5 

              ________      ________      ________      ________      ________ 

 S_MODAL_9       0.468*        0.016         0.432*       -0.005         0.042 

 S_MODAL_10       0.869*        0.313        -0.071         0.008         0.122 

 S_MODAL_11     -0.004        -0.632*        0.584         0.360        -0.049 

 S_MODAL_12      -0.081        -0.571*        0.038         0.121         0.232 

 S_MODAL_13      -0.283         0.409         0.082         0.116        -0.724* 

 S_MODAL_14      -0.223        -0.054         0.103        -0.265        -0.381* 

 S_MODAL_15       0.695*       -0.066         0.026         0.438         0.146 

 S_MODAL_16      -0.222         0.608*       -0.095         0.002         0.570* 

 S_MODAL_17       0.115         0.056         0.434*        0.198        -0.046 

 S_MODAL_18       0.012        -0.118         0.673*        0.327        -0.226 

 S_MODAL_51       0.123         0.194         0.141         0.552*        0.473* 

 S_MODAL_52       0.086        -0.137         0.766*       -0.263         0.054 

 S_MODAL_55      -0.038        -0.465*        0.525         0.223         0.185 

 S_MODAL_56       0.044         0.285        -0.396         0.029        -0.482* 

 S_MODAL_57       0.254         0.500*        0.121        -0.016        -0.354 

 S_MODAL_58      -0.581*        0.319         0.309        -0.001         0.097 
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 S_MODAL_60      -0.277        -0.016        -0.141         0.721*       -0.019 

 S_MODAL_64       0.589*       -0.242         0.466         0.288        -0.013 

 S_MODAL_66       0.469         0.701*        0.023         0.553         0.029 

 S_MODAL_67      -0.030         0.686*        0.000         0.646*        0.064 

 S_MODAL_68       0.369*        0.076        -0.042        -0.266         0.045 

 S_MODAL_69      -0.024         0.312         0.785        -0.485         0.036 

 S_MODAL_70       0.314        -0.055        -0.409*        0.103        -0.009 

 S_MODAL_71      -0.319        -0.124         0.335         0.434         0.293 

 S_MODAL_72       0.131        -0.228         0.082        -0.768*        0.209 

 S_MODAL_74      -0.318        -0.292         0.559         0.077         0.049 

 S_MODAL_76      -0.322         0.699*       -0.005        -0.135        -0.112 

 S_MODAL_77      -0.288         0.257         0.076         0.089         0.251 

 S_MODAL_78      -0.007        -0.010         0.548*        0.075         0.216 

 S_MODAL_79       0.152         0.368         0.136         0.022         0.556* 

 S_MODAL_80      -0.050         0.593*        0.635*        0.117        -0.007 

 S_MODAL_81       0.160         0.146         0.485*       -0.097         0.421* 

 S_MODAL_82      -0.412*        0.130         0.829*       -0.004         0.006 

 S_MODAL_83       0.636*        0.031         0.575*       -0.265        -0.104 

 S_MODAL_84       0.032         0.029         0.671         0.699*       -0.057 

 S_MODAL_85      -0.014         0.455*        0.058         0.255        -0.192 

 S_MODAL_86       0.223         0.251         0.366*       -0.132        -0.227 

 S_MODAL_87      -0.106        -0.165         0.024         0.029         0.387* 

 S_MODAL_88      -0.113         0.088         0.373*       -0.238        -0.095 

 S_MODAL_89       0.118         0.014        -0.068        -0.055        -0.514* 

 S_MODAL_90      -0.278         0.054         0.039        -0.023         0.767* 
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List of abbreviations  

AFC   Agenda for Change  

AHP   Allied Health Professional 

AKT   Applied Knowledge Test 

BAME   Black, Asian, and Minority Ethnic 

BFI-2-S   Big Five Inventory–2 Short Form  

COVID-19   Coronavirus disease 

CQC   The Care Quality Commission 

CSA   Clinical Skills Assessment  

ERS   Extreme Response Style 

HCPC   The Health and Care Professions Council, formerly  

HEE    Health Education England 

HYMS   Hull York Medical School 

IACS   Independent Assessment of Clinical Skills Programme 

ITP   Implicit Trait Policy 

MHS   Mental Health Services 

MSC    Medical Schools Council 

MMI   Multiple Mini Interview 

NHS   National Health Service 
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NHSFT   National Health Service Foundation Trust 

NMC   The Nursing and Midwifery Council 

OT   Occupational Therapist 

PhD   Doctor of Philosophy 

PICOS   Population, Intervention, Comparison, Outcome, Study Design 

PIS   Participant Information Sheet  

PROSPERO  International prospective register of systematic reviews 

R&D   Research and Development 

REC   Research Ethics Committee  

SJT   Situational Judgement Test 

SME   Subject Matter Expert 

SPIDER Sample, Phenomenon of Interest, Design, Evaluation and 

Research type 

TEWV NHSFT Tees, Esk and Wear Valleys NHS Foundation Trust 

UCAT    University Clinical Aptitude Test (formerly UKCAT) 

UK    United Kingdom 

UKCAT   UK Clinical Aptitude Test (currently UCAT) 

USA   United States of America 


