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CHAPTER 4 
 

Clinical Psychology and Child Protection 
 

Elaine O’Brien 

Sean Carey 

Alan Carr 

 
 

SUMMARY 

 
In this 1998 postal survey of 140 clinical psychologists working in eight Health 

Boards and Voluntary agencies in the Republic of Ireland, it was found that 

clinical psychologists from child mental health, adult mental health and services 

for people with physical and intellectual disabilities were involved in child abuse 

and protection work. Clinical psychologists' child protection work spanned a 

number of domains including validation, general assessment, risk assessment, 

treatment of victims and offenders, consultation with other disciplines, 

administration and report writing,  prevention, research and providing staff 

support. 83% of respondents had received specialist post-qualification child 

protection in-service training and most psychologists found this helpful. 78% 

reported that their role in child protection was clear and unambiguous and that 

they carried out this role satisfactorily. All respondents followed procedural 

guidelines for child protection work. When clinical psychologists' actual and 

desired roles in child protection were compared, they wished their roles to change 

in two main ways. On the one hand, they wanted to become more involved in 

prevention work, research on child abuse and the treatment of offenders. On the 

other,  they wanted to reduce their involvement in validation, assessment, 

consultation to other professionals, administration and report writing. They did 
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not wish to change their input to the treatment of victims or providing staff 

support.  When their actual and anticipated future roles in child protection were 

compared, they expected that their roles would change in two main ways which 

partially met with their wishes. They anticipated that their input to the treatment 

of offenders would increase and their input to assessment, validation, 

consultation, administration and staff support would decrease. They anticipated 

little change in their input to treatment of victims, prevention and research. Over 

90% of clinical psychologists were dissatisfied with their role in the child 

protection area, although overall over 80% of clinical psychologists were at least 

moderately satisfied with their jobs as a whole. While there were different 

patterns across specialties and grades, a number of extrinsic and intrinsic role 

related factors were identified as significant predictors of role satisfaction. Higher 

levels of specialist training in child protection and more time spent in child 

protection work were the most significant extrinsic job factors contributing  to 

role satisfaction. The most significant intrinsic job factors contributing  to role 

satisfaction identified were higher levels of input in the areas of prevention, 

research, treatment of offenders and staff support and lower levels of input in the 

areas of assessment, validation and consultation to other disciplines. While there 

were different patterns across specialties and grades, a number of  factors were 

identified as significant predictors of general job satisfaction. These included the 

availability of social support, role satisfaction and psychological well-being. The 

only significant predictor of psychological well-being was an index of the build 

up of stressful life events.  

 

INTRODUCTION 
 
In Chapter 3,  Doran and Carr's  survey of clinical psychologists working in eight 

Irish health boards showed that psychologists wanted fewer responsibilities in the 

areas of child protection, assessment and therapy. However, they expected there 

would be little change in their responsibilities for child protection, assessment 
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and therapy, despite their desire to reduce their responsibilities in these areas. The 

present study aimed to extend our knowledge in this area by examining  the role 

of clinical psychologists in child protection and abuse work, the impact of this 

work on their levels of satisfaction with their role and on their general job 

satisfaction.   

Since the 1980s increasing public attention has been given to disclosures 

of all forms of child abuse.  The problem has come to dominate the work of many 

human service professionals and policy makers in the Health services and in 

Voluntary organisations in Ireland (Ferguson & McNamara, 1996).  The 

disclosures of a series of abuse cases in the early 1990s, spurred on by increased 

media and public interest and concern, intensified the focus on child protection 

systems in Ireland (McGrath, 1996). 

Up until 1991, the 1908 Child Act governed child welfare in Ireland.  The 

passing of the 1991 Child Care Act represented a delicate balance between the 

rights of the parent as established in the Constitution and the UN Declaration on 

the Rights of Children.  Under the terms of the 1991 Child Care Act (Department 

of Health, 1991) the Health Boards were obligated to actively identify those 

children who were not receiving adequate care and protection and put in place 

services to promote their welfare.  In addition, the upper age threshold for 

eligibility to receive child mental health services increased  from 16 to 18 years. 

These aspects of the 1991 Child Care Act  have had significant implications for 

demands on all professionals working in these clinical services.  To fulfil the 

recommendations of the Act more resources and manpower were required. 

However, it took the publication of the Kilkenny Incest Inquiry Report in 1993 to 

accelerate the process of actually implementing the 1991 Child Care Act.  Child 

and Adolescent services under the remit of the Community Care Programme 

were expanded and additional posts in psychology and other disciplines created.  

Child Protection work was given priority in all disciplines and guidelines for the 

reporting and management of such cases were devised by the Department of 

Health (1995). 
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There has been considerable progress in implementing the policies 

entailed by the 1991 Child Care Act.  Local and regional child protection 

committees have been established in each of the eight Health Board areas.  Child-

Care Policy Units and specialist Child-Care Officer posts have been established 

in each area to perform a quality assurance function with respect to policy and 

service delivery. The refinement and implementation of child protection policies 

in adult mental health services and services for people with intellectual or 

physical disabilities are less advanced than in the area of child mental health. 

However, clinical psychologists are involved in the treatment of adult survivors 

of sexual and physical abuse; in the treatment of offenders; and in helping people 

with disabilities, a particularly vulnerable group, develop self-protective safety 

skills.  

At present all cases of suspected child abuse are referred to Community 

Care services. Referrals are brought to weekly multidisciplinary child protection 

meetings attended by a senior grade professional in each of the following 

disciplines: social work, clinical psychology, child psychiatry, public health 

nursing, community medicine, community care management and law 

enforcement.  Decisions about how cases are to be managed are made and the 

appropriate disciplines or services to carry out the recommendations are 

identified.  There is considerable variability across health board regions in the 

composition of assessment teams. In some districts multidisciplinary teams 

routinely conduct assessments and clinical psychologists are centrally involved in 

assessment and validation procedures. In other districts, this work is conducted 

exclusively by  social workers.  A variety of models of practice which fall 

between these extremes are in operation.  The role of the clinical psychologist in 

assessment and validation of cases of child abuse and in consulting to other 

professionals during these processes requires clarification.  

Distinctions are made by clinical psychologists between general 

psychological assessment of children and families in child protection cases and 

assessments which focus specifically on risk of further abuse. It is currently 
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unclear the degree to which psychologists are involved in each of these 

processes.  

Following assessment, there is considerable variability in the way in 

clinical psychologists contribute to intervention and treatment in child protection 

cases, although it is clear that they are involved in treatment of both victims and 

offenders. There is a need to clarify the way in which clinical psychologists 

contribute to intervention and treatment in child protection cases. 

Inevitably the documentation of child protection cases and the preparation 

of reports for professionals other disciplines and for courts are important 

responsibilities for all professionals in the field. Clarification on clinical 

psychologists' involvement is these types of administrative duties is required.  

Research on child protection and practices which focus on the prevention 

of child abuse is an area in which some clinical psychologists in Ireland have 

made important national contributions (e.g. MacIntyre & Carr, In Press; O'Reilly 

& Carr, 1998). To date no attempt has been made to establish the extent of such 

work among clinical psychologists. 

Child protection work is both stressful and complex. Professionals 

working in this field, therefore require both professional support as a way to 

manage work related stress and opportunities for continuing professional 

education so that they are empowered to manage the complexity of child 

protection cases. The involvement of clinical psychologists in these support 

functions in the child protection domain is currently unclear. 

The degree to which clinical psychologists' current roles differ from the 

roles they desire or anticipate in the child protection domain;  their satisfaction 

with their roles in the child protection system;  and factors that contribute to role 

and job satisfaction are all areas which have not yet been investigated within an 

Irish context. Indeed, they have received scant attention within the international 

literature. Our hypotheses about these issues are  based on research conducted in 

other professions (e.g, Kahill, 1986; Siefert, 1991; Fryer et al, 1988, 1989)  For 

example Fryer et al (1988, 1989) found in their follow-up study of 301 child 
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protection workers that attrition rates from child protection agencies was greater 

among young inexperienced workers with little additional specialist training. 

Workers who had prior specialist training in child protection reported greater 

professional confidence in clinical skills and were less likely to change jobs. In 

addition, membership of a professional body and multidisciplinary team were 

associated with enhance job satisfaction.   

In light of the major gaps in our knowledge about the role of clinical 

psychologists in child protection the present study aimed to answer a number of 

circumscribed, yet particularly important questions. These questions were: 

 

1. How common are post-qualification specialist training in child protection and  

clear role specifications in the child protection area among clinical 

psychologists? 

 

2. With respect to workload, how much time do clinical psychologists devote to 

child protection related assessment, treatment, prevention and research, and 

how does this differ from their desired and anticipated  workloads?  

 

3. What is the profile of the current role of clinical psychologists in the child 

protection domain with respect to responsibilities in the following areas: 

validation, general assessment, risk assessment, treatment of victims and 

offenders, consultation with other disciplines, administration and report 

writing,  prevention, research and providing staff support? 

 

4. In these areas just listed, how does the role clinical psychologists currently 

adopt differ from the role they would like to occupy? 

 

5. In these areas just listed, how does the role clinical psychologists currently 

adopt differ from the role they anticipate they will be required by their 

employers to adopt in the future? 
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6. Do the actual, desired and anticipated child protection role responsibilities of 

clinical psychologists in the three main specialties (child mental health; adult 

mental health; and disability services) and the two main grades (basic grade 

and senior grade), differ? 

 

7. How satisfied are clinical psychologists with their roles in the domain of child 

protection?  

 

8. How satisfied are clinical psychologists with their jobs generally? 

 

9. For each of the three main specialties (child mental health; adult mental 

health; and disability services) and each of the two main grades (basic grade 

and senior grade),  what extrinsic factors and  factors intrinsic to the clinical 

psychologist's role in the child protection domain contribute to their 

satisfaction with their child protection role? 

 

10. For each of the three main specialties and each of the two main grades - with 

particular reference to extrinsic job factors (such as years of experience), the 

availability of social support, level of stressful live events, and role 

satisfaction in child protection - what factors contribute to general job 

satisfaction? 

 

11. For each of the three main specialties and each of the two main grades - with 

particular reference to the availability of social support, level of stressful live 

events, role satisfaction in child protection  and general job satisfaction - what 

factors contribute to psychological well-being? 

 

 

METHOD 
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Participants  
 
A total of three hundred and twenty four psychologists employed in clinical posts 

in the Health Boards or Voluntary Organisations, representing almost all  

psychologists practicing in a clinical area in the Republic of Ireland, were 

initially surveyed. One hundred and fifty three questionnaires were returned.  Of 

these 153 questionnaires, five were excluded because the respondents failed to 

fulfil the selection criteria.  Eight questionnaires were incomplete. One hundred 

and forty questionnaires were considered appropriate for inclusion in the study, 

representing a 43% response rate. 
Participants were considered appropriate for inclusion if they met one of three 

criteria.  First, all psychologists who had completed formal postgraduate clinical 

training, accredited by either the Psychological Society of Ireland or the British 

Psychological Society, were considered appropriate for inclusion in data analysis (N=81, 

58% of N=140).  
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Table 4.1. Demographic and employment details  
 
 
Variable 

  
Category 

 
N 

 
% 

 
 
Age in years 
 
 
 
Gender 
 
 
Marital Status 
 
 
 
Employer 
 
 
 
 
Job Status 
 
 
Grade 
 
 
Specialty 
 
 
 
 
Years in Practice 
 
 
 
 
Years with Current Employer 
 
 
 
 
Highest Educational Degree 
 
 
 
 
 
 
 
Theoretical Orientation 
 
 
 
 
 
Years in Personal Psychotherapy 

 
20-29 years 
30-49 years 
50-69 years 
 
Male 
Female 
 
Single 
Married 
Other 
 
Health Board Community Care 
Health Board Special Hospital 
Voluntary Organisation 
Other  
 
Permanent 
Temporary 
 
Basic Grade  
Senior Grade  
 
Child mental health 
Adult mental health 
Disability 
Other 
 
1-4 
5-9 
10-19 
20 + 
 
1-4 
5-9 
10-19 
20 + 
 
BA/BSc/Dip Psyche 
MA Applied/Clinical 
M Psych Sc 
D.Psych. Sc 
PhD 
BPS/PSI Dip 
Other 
 
Eclectic 
Psychodynamic 
Cognitive behavioural therapy  
Systems 
Other 
 
1-14 
Other 
No 
 

 
32 
87 
21 

 
41 
99 

 
50 
74 
15 

 
54 
22 
46 
16 

 
105 

35 
 

72 
18 

 
54 
19 
38 
29 

 
43 
31 
42 
24 

 
68 
27 
25 

9 
 

15 
28 
62 

6 
8 
9 

12 
 

65 
12 
32 
12 
19 

 
93 

6 
39 

 
23 
62 
15 

 
29 
71 

 
36 
53 
11 

 
39 
16 
33 
12 

 
75 
25 

 
51 
49 

 
38 
13 
28 
21 

 
31 
22 
30 
17 

 
49 
19 
26 

7 
 

10 
20 
44 

4 
6 
6 
9 

 
46 

9 
23 

9 
13 

 
67 

4 
28 

Note: N=140 
 

Second, psychologists in temporary clinical posts who were eligible for 
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application for permanent clinical posts under the Local Appointment 

Commission’s (LAC) criteria were also considered appropriate for inclusion in 

data analysis (N=46, 33% of N= 140). The final category for participation in the 

study included psychologists currently employed in clinical posts in either the 

Health Board or Voluntary Body but who neither had professional qualifications 

nor fulfilled the criteria for application to the LAC but who were practising under 

a grandfather clause.  This was the smallest group of the three and comprised 

only of nine psychologists (6% of N=140). 

Demographic characteristics of participants are outlined in Table 4. 1.  

Respondents were predominantly married females, four fifths of whom were 

under 50 years of age.  The majority of respondents had completed a  post-

graduate training programme in clinical psychology recognized by the 

Psychological Society of Ireland or British Psychological Society and were 

permanent employees of a health board in the position of a basic grade clinical 

psychologist, working in the area of community care.  The group was almost 

equally divided between those who had more or less than 9 years experience. The 

group was also almost equally divided between those who had been with their 

current employer  for more or less than 4 years. Nearly half of the sample 

reported that they were eclectic practitioners, although almost one quarter 

reported that their orientation was cognitive behavioural in nature. About two 

thirds of participants had engaged in some form of personal growth work for 

between one and fourteen years.   

 

 

Instruments 
 

Demographic Characteristics.  A three page questionnaire covering all of the 

demographic characteristics listed in Table 4. 1 was used to elicit relevant 

demographic information.   
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Professional Activities in Child Protection Questionnaire. A questionnaire 

was compiled to include the main professional activities of clinical psychologists 

in child protection work across child, adolescent, adult and populations with 

disability.  Items were based on the Department of Health Guidelines (1995), 

Birchall and Hallett (1995), Sanders, Jackson and Thomas (1996), Doran and 

Carr (1996)  and Furniss (1991). The items fell into the following domains 

• Training: The level of training in child protection and abuse they had 

received and its usefulness.   

• Work load: The average amount of hours they devoted to protection and 

abuse work, currently.   

• Role clarity: Clarity regarding clinician's roles in the area of child protection 

and their success at fulfilling this role.  Information on the guidelines adopted 

by their organisations and their contribution to clinical practice in the area of 

child protection. 

• Validation: Investigation of an allegation by interviewing the victim and 

offender. 

• Assessment: Broad based psychological assessment of emotional, 

behavioural and cognitive functioning of victims, offenders and their 

families. 

• Risk Assessment: Assessment of ongoing risk to potential victims in the 

family or community. 

• Treatment: Individual, group and family based interventions for victims and 

offenders carried out alone or within an interdisciplinary context. 

• Consultation: Provision of consultation to professionals from other 

disciplines. 

• Administration: Keeping files and report writing. 

• Prevention: Service evaluation, public education and health promotion. 

• Research: Research in the field of child protection and abuse. 

• Staff support: Sharing emotional and instrumental support with colleagues 



Clinical Psychology  and Child Protection  95 
 
 

and other disciplines, and engaging in continuing professional education. 

With the exception of the first 3 domains (training, work load and role 

clarity) respondents were asked about whether their actual, desired and expected 

future roles entailed a specific set of professional activities in each of these 

domains.  Actual role was defined as activities that one is presently engaged in 

when dealing with child protection and abuse work.  Desired role referred to 

respondents preferred role specification. The expected future role was defined as 

the role specification that  respondents believed they would adopt over the next 5 

years. Respondents also rated their level of satisfaction with each of the activities 

in each of the domains for their actual role on a five point likert scale from 1 

(very dissatisfied) to 5 (very satisfied). For each domain on the questionnaire  

(with the exception of the training, work load and role clarity domains) four 

scores were derived: an actual role score, a desired role score, an expected future 

role score, and a satisfaction with actual role score. In line with the method used 

by Doran and Carr (1996, and Chapter 3 in this volume), to obtain a scale score 

for all actual desired and expected role scales, the sum of item scores in a given 

scale was divided by its number of items and then multiplied by 100.  For 

example, the sum of item scores for the “validation” scale which contained 4 

items was divided by four and the result multiplied by 100. This meant that 

scores for all such scales ranged from 1 to 100. Items in the training, work load 

and role clarity domains yielded categorical scores which referred to 

characteristics of the current role. 

 

Job Satisfaction Scale (Warr, Cook & Wall, 1979). This sixteen item 

questionnaire measures the degree to which a person reports satisfaction with 

intrinsic and extrinsic aspects of their job. Responses to items are given on seven 

point likert scales with high scores indicating greater job satisfaction. By 

summing scores for all 16 items, the scale yields a total score which is an index 

of general job satisfaction. Warr et al. (1979) reported a test-retest reliability of 

0.63.  
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The General Health Questionnaire (Goldberg, 1978). This 28 item 

questionnaire yields an overall score in addition to four subscale scores, which 

indicate the respondents status with respect to somatic symptoms, anxiety, social 

dysfunction and depression. Four-point response formats were used for each 

item. The 0,0,1,1 scoring method was used to obtain total and subscale scores. 

Scores are based on item totals. The reliability and validity of the GHQ-28 has 

been consistently demonstrated in a substantial number of research studies.  In 

the present study, an alpha internal consistency coefficient of .9 was obtained.  

 
Multidimensional Scale of Perceived Social Support (Dahlem et al, 1991). 

This twelve item scale measures perceived social support from family, friends 

and a significant other.  Responses to items are given on a seven point likert scale 

with high scores indicating greater perceived social support.  Studies have 

indicated that the coefficient alpha for both the total scale and for the three 

subscales was above 0.9.  This was found to be the case in the present study also.  

Studies have also provided little evidence to indicate that responses on the 

MSPPS are influenced by social desirability. 

 
Social Readjustment Rating Scale (Holmes & Rahe, 1967). This is a forty three 

item questionnaire which examines stress associated with life events.  The 

instrument yields one total score with high scores reflecting a high level of life-

event related stress.  All items on the scale are weighted in terms of life change 

units from one hundred points for death of a spouse to eleven for minor violations 

of the law.  According to Sarafino (1994), scores on this scale correlate with a 

variety of stress responses and stress related illness.  

Procedure  
 
In the later months of 1997 and the early months of 1998 participants were 

identified by contacting psychologists of at least senior grade in each health care 
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organisation in the 26 counties of the Republic of Ireland that employed 

psychologists. All senior or higher grade clinicians were  sent  a number of 

copies of questionnaires for distribution to the psychologists on their team.  Each 

senior or higher grade psychologist received a comprehensive letter outlining the 

nature and aims of the study.  Each basic grade psychologist also received a brief 

explanatory letter. Three weeks following the initial posting, a reminder letter 

was sent to all senior/higher grade psychologist and basic grade psychologists.   

 

 

RESULTS 

 
The results will be presented in 8 sections in a manner that corresponds to the 

order of the questions addressed in this investigation and listed at the end of the 

introduction. The section are: 

• Training and role clarity 

• Workload 

• Comparison of actual and desired role 

• Comparison of actual and expected future role 

• Role differences across specialties and grades 

• Role satisfaction 

• Job satisfaction 

• Psychological well-being. 
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Table 4.2. Training, role clarity and guidelines in Child Protection 
 
 
Question or variable 

 
Responses 

 
% 

 
 
Postqualification training in child protection 
 

 
None  
<1 week  
1-2 weeks  
 2-4 weeks  
1-3 months  
 >3 months  
 

 
17 
12 
26 
13 
14 
17 

How helpful was the training in child protection? 
 

Very helpful 
Helpful 
Unhelpful 

43 
53 

4 
 

Clarity of role in child protection? 
 

Fairly Clear  
Very Clear    
Rather Unclear  
Very Unclear  
No Experience  
No Opinion  

51 
27 
14 

2 
4 
2 

 
How well do you carry out this role? 
 

Fairly Well  
Very Well  
Rather Poorly  
No Experience  
No Opinion  
 

62 
16 

8 
8 
7 

Has your organization devised its own child protection 
guidelines? 
 
 

Yes  
No   
In the process 

66 
19 
13 

To what guidelines do you refer in practice? 
 
 

Dept. of Health guidelines  
Organisational guidelines   
Both documents    
               

20 
47 
33 

How often do you refer to the guidelines? 
 
 

Almost always 
Often                 
Sometimes       
Never               
 

80 
12 

6 
2 

Note: Response rates were 139 for ammount of training, 113 for helpfulness of training, 134 for role clarity, 
127 for how well role was carried out, 139 for own guidelines, 116 for practice guidelines, 110 for how 
often guidelines used, and 71 for why guidelines not referred to.  
 

 

Training and role clarity 
 
Information on training, role clarity and the use of professional guidelines in child 

protection work by clinical psychologists is given in Table 4. 2. From the table it may be 

seen that 83% of respondents received some specialist post-qualification training in child 
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protection and this varied from less than a week to more than 3 months. Almost all 

(96%) psychologists found this training helpful.  About three quarters (77%) of 

psychologists described their role in child protection as very or fairly clear and about the 

same number (78%) reported that they carried out their role very or fairly well. Ninety 

eight percent of respondents used guidelines for child protection work and 80% of 

respondents used guidelines almost always. The guidelines used included those issued 

by the Department of Health (20%), guidelines developed by the respondent's employing 

organization (47%) or a combination of both (33%).  

 

Table 4.3.  The actual, desired and expected future hours spent in child 
protection assessment, treatment, prevention and research 
 

 
Activity 

 
Hours 

 

 
Actual  

  
 

 
Desired 

 

 
Expected Future  

 

 
Assessment 
 

           
0h 

1- 9h 
>10h 

?h 
 

 
17 
76 
  7 
  0 

 
23 
61 
15 
   1 

 
16 
63 
10 
11 

 
Treatment            

0h 
1- 9h 
>10h 

?h 
 

 
12 
73 
15 
  0 

 
11 
70 
19 
   0 

 
12 
64 
16 
   8 

Prevention            
0h 

1- 9h 
>10h 

?h 
 

 
22 
74 
   3 
   0 

 

 
12 
72 
16 
   0 

 
12 
69 
12 
   7 

Research            
0h 

1- 9h 
>10h 

?h 
 

 
57 
43 
   0 
   0 

 
24 
70 
   6 
   0 

 
32 
58 
   0 
10 

Note: All values are % of psychologists based on response rate to item.  Response rates for actual desired 
and future assessment hours were 89, 69 and 73 respectively. Response rates for actual desired and future 
treatment hours were 85, 70 and 69 respectively. Response rates for actual desired and future prevention 
hours were 76, 67 and 66 respectively. Response rates for actual desired and future research hours were 58, 
59 and 59 respectively 
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Workload 
 

Information on the amount of  time per week spent by respondents in  child 

protection related assessment, treatment, prevention and research is given in 

Table 4. 3.  Between 42% and 64% of respondents gave information on workload 

in terms of time spent on child protection work. Exact response rates are given in 

a footnote to Table 4. 3 and percentages in Table 4. 3 and in the text that follows 

are based on the number of people who responded to the items rather than the 

total number of respondents in the study, i.e., N=140. 

Of those who responded to  these items on workload, about three quarters 

(73-76%) reported spending up to 9 hours per week in child abuse assessment; up 

to 9 hours in child abuse treatment; and up to 9 hours in child abuse prevention. 

When these rates were compared with those for respondents desired and 

anticipated roles, they did not differ significantly (p>.1), indicating that 

respondents wanted this work load pattern to continue and expected that it would 

do so. In contrast to this, over half (57%) of respondents who answered the 

questions on time devoted to child protection research indicated that they spent 

no time on this activity in a typical week, whereas 70% would have liked to 

spend up to 9 hours per week doing research, but such changes in research related 

work loads were not anticipated.  

 

 
Comparison of actual and desired role 

 

Mean scores for 10 scales profiling the actual and desired roles of respondents in 

child protection work are given in Table 4. 4.  From the table it may be seen that 

(in round numbers)  the highest mean scores for actual role responsibilities were 

in administration (67), consultation (64), assessment (59) and staff support (55) 

indicating that in these areas respondents had many different responsibilities.  

Validation (47) was higher than treatment of victims (46), which was in turn 
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higher than risk assessment (36), prevention (26) or research (25).  The lowest 

score was on the treatment of offenders scale (19). 

 

Table 4.4. Comparison of actual and desired roles  
 

 
Scale 

  
Actual 
Role 

 
Desired  

Role 
 

 
t  

 
Validation 

 
M 

SD 
 

 
46.93 
40.09 

 
26.64 
36.33 

 
5.59** 

Assessment M 
SD 

 

59.20 
35.00 

36.20 
37.89 

5.31** 

Risk Assessment M 
SD 

 

35.93 
35.63 

25.27 
34.60 

3.05** 

Treatment of Victim M 
SD 

 

45.61 
32.59 

45.23 
37.99 

0.09 

Treatment of Offender M 
SD 

 

19.34 
28.27 

27.93 
36.54 

2.33* 

Consultation M 
SD 

 

64.23 
37.19 

41.03 
44.03 

5.39** 

Administration M 
SD 

 

66.54 
42.86 

34.23 
44.04 

7.29** 

Prevention M 
SD 

 

25.55 
30.29 

34.23 
32.66 

2.24* 

Research M 
SD 

 

24.57 
32.84 

36.79 
37.65 

2.92** 

Staff Support M 
SD 

 

54.67 
36.54 

52.78 
39.37 

0.43 

Note. *p<. 05, **p<. 01. 
 

From Table 4. 4 it may also be seen that (in round numbers)  the highest 

mean scores for desired role responsibilities were in staff support (53), treatment 

of victims (45), and consultation (41). Research (37) and assessment (36) means 

were higher than those were for administration (34) and prevention (34). 

Treatment of offenders (28) was higher than validation (27).  Risk assessment 

had the lowest mean score (25). 

From Table 4. 4 it is clear that when scale scores for actual and desired 
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roles were compared using t-tests, significant differences were found for 8 of the 

10 scales. The groups differed on the following scales: validation, assessment, 

risk assessment, treatment of the offender, consultation, administration, 

prevention and research. These significant inter-role differences indicate that on 

the one hand, respondents wanted to become more involved in prevention work, 

research on child abuse and the treatment of offenders, while on the other,  they 

wanted to reduce their involvement in validation, assessment, consultation to 

other professionals, administration and report writing. The absence of significant 

inter-role differences for the treatment of victims and staff support scales indicate 

that respondents did not wish to change their input in these areas. 

 

 
Comparison of actual and expected future role 
 

Mean scores for 10 scales profiling the actual and anticipated future roles of 

respondents in child protection work are given in Table 4. 5.  With respect to 

anticipated future role responsibilities,  it may be seen that (in round numbers)  

the highest mean scores for anticipated future role responsibilities were in 

administration (48) followed by consultation (44).  Staff support (41), assessment 

(40) and treatment of victims (40) scales had higher mean scores than validation 

(37), risk assessment (36), research (31) and prevention (30).  The treatment of 

offenders scale recorded the lowest score (28). This anticipated role 

responsibility profile differs from the profile for respondents current role 

mentioned in the previous section (administration (67), consultation (64), staff 

support (55), assessment (59), psychological assessment (59) validation (47), 

treatment of victims (46), prevention (26),  research (25) and treatment of  

offenders (19)). 

Table 4.5. Comparison of actual and expected future role 
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Scale 

  
Actual 
Role 

 

 
Future Role 

 
t  

 
Validation 

 
M 

SD 
 

 
46.93 
40.09 

 
36.89 
40.55 

 
2.39* 

Assessment M 
SD 

 

59.20 
35.00 

40.60 
39.49 

4.13** 

Risk Assessment M 
SD 

 

35.93 
35.63 

29.13 
35.38 

1.78 

Treatment of Victim M 
SD 

 

45.61 
32.59 

40.27 
37.54 

1.27 

Treatment of Offender M 
SD 

 

19.34 
28.27 

28.32 
36.23 

2.42* 

Consultation M 
SD 

 

64.23 
37.19 

44.36 
44.58 

4.15** 

Administration M 
SD 

 

66.54 
42.86 

48.07 
48.36 

3.58** 

Prevention M 
SD 

 

25.55 
30.29 

30.10 
33.61 

1.20 

Research M 
SD 

 

24.57 
32.84 

30.78 
37.30 

1.63 

Staff Support M 
SD 

 

54.67 
36.54 

41.29 
40.74 

3.28** 

Note. *= p<. 05, **= P<. 01. 
 

From Table 4. 5 it is clear that when scale scores for actual and 

anticipated future roles were compared using t-tests, significant differences were 

found for 6 of the 10 scales. The groups differed on the following scales: 

validation, assessment, treatment of offenders, consultation, administration and 

staff support. These significant inter-role differences indicate that on the one 

hand respondents anticipated that their input to the treatment of offenders would 

increase and their input to assessment, validation, consultation, administration 

and staff support would decrease. The absence of significant inter-role 

differences for risk assessment, treatment of victims, prevention and research 

indicates that they anticipated little change in their input to these areas.  

When scale scores for desired and anticipated future roles were compared 
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using t-tests, significant differences were found for 3 of the 10 scales. The groups 

differed on the following scales: validation (t (1,38) = 3.39, p< .01), 

administration (t (1,38) = 4.41, p< .01), and staff support (t (1,38) = 4.13, p< .01). 

These significant inter-role differences indicate that while respondents desired a 

reduction in validation work and administration, they expect their role 

responsibilities in these areas to increase.  They also did not  anticipate  that their 

desire for more input to staff support to be met in the future. 

 

 
Role differences across specialties and grades 
 

To assess the significance of intergroup differences across specialties and grades, 

respondents were categorised into three areas of specialisation (i.e., child mental 

health, adult mental health, and services for people with intellectual and physical 

disabilities) and two grades (i.e.,  basic grade and senior grade).  There were 54 

psychologists in child mental health services, 22 in adult mental health services 

and 46 in disability services. In analyses involving grade, 72 respondents were 

classified as basic grade and 50 as senior grade clinical psychologists.  In 

analyses across specialties and grade, some cases were omitted since they could 

not be classified into the groups mentioned or into other homogenous groups of 

sufficient size to permit reliable statistical analyses to be conducted.   

When the significance of differences between mean scores of 

psychologists working in the three specialties was evaluated with one way 

ANOVAs and Scheffé post hoc comparison tests,  the following significant 

results were obtained. First, psychologists in the child mental health specialty 

obtained higher scores for actual consultation (F (2, 138) = 3.39 p<.05) and 

actual administration (F (2, 138) = 3.64 p<.05) role responsibilities compared 

with those in the other two specialties. While the mean score for psychologists in 

child mental health for consultation was 72.22 (SD=34.72), means for adult 

mental health (47.37, SD=37.38) and disability (61.38, SD=39.16) were 
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significantly lower. For administration, the mean score for those in child mental 

health was 75.93 (SD=34.72), while those for adult mental health and disability 

were 63.16 (SD=40.28) and  52.44  (SD=46.03) respectively.  

Second, compared with psychologists in adult mental health and 

disability, psychologists in the child mental health specialty obtained 

significantly higher scores for administration with respect to their expected future 

roles (F (2, 138) = 4.32 p<.05).  Their mean expected future role administration 

score was 60.19 (SD=46.96) compared with 44.74 (SD=46.83) for those in adult 

mental health and 32.70 (SD=47.11) for those in the disability specialty.  

Third, compared with psychologists in adult mental health and disability, 

psychologists in the child mental health specialty obtained significantly higher 

scores for research with respect to their desired roles (F (2, 138) = 3.85 p<.05).  

Their mean desired role research score was 46.04 (SD=37.74) compared with 

31.00 (SD=36.98) for those in adult mental health and 25.53 (SD=32.94) for 

those in the disability specialty. 

When the significance of differences between mean scores of basic and 

senior grade psychologists  was evaluated with independent t tests, the following 

significant results were obtained. First, with respect to their actual role, senior 

psychologists engaged in more consultation and staff support activities than basic 

grade psychologists. The mean score for seniors on consultation  was 74.27  

(SD=30.97) compared with 58.93 (SD=40.07) for basic grade psychologists. The 

mean score for senior psychologists on staff support was 63.65 (SD=35.25) 

compared with 48.21 (SD=35.69) for those in basic grade posts. Second, with 

respect to expected future role responsibilities, senior psychologists expected to 

have to continue to engage in more staff support activities in the future compared 

with their basic grade colleagues. The expected future mean score for staff 

support was 50.53 (SD=42.50) for seniors compared with 32.50 (SD=37.43) for 

basic grade psychologists.  

 

Table 4.6. Role satisfaction in child protection work 
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Child mental 
health 

 
Adult mental 

health 
 

 
Disability  

 
Basic grade 

 
Senior 
grade  

 
Very satisfied 
 

 
0 

 
0 

 
0 

 
0 

 
0 

Satisfied 
 

0 0 0 0 0 

Neutral 
 

7 0 0 1 9 

Dissatisfied 
 

40 25 27 35 32 

Very dissatisfied 
 

53 75 73 64 59 

Note: All values are percentages based  on number of participants in each subgroup. For child 

mental health, N=53. For adult mental health, N=20. For disability, N=37. For basic grade, N=69. For senior 

grade, N= 44. 

 
 

Role satisfaction  
 

From Table 4. 6 it may be seen that over 90% of clinical psychologists across all 

three specialties and both basic and senior grades were either  dissatisfied or very 

dissatisfied with their role in child protection.  In Contrast to this gloomy picture, 

from Table 4. 7 it may be seen that at least 80% of clinical psychologists were at 

least moderately satisfied with their job as a whole.  

Regression analyses were used to identify factors predictive of role 

satisfaction. Separate analyses were conducted for subgroups in each specialty 

(child mental health, adult mental health and disability) and grade (basic and 

senior grade). Within each subgroup, separate analyses were conducted for 

intrinsic and extrinsic factors. Extrinsic factors included educational degree, 

training in child protection, years of experience, and hours devoted to child 

protection work. Intrinsic factors included actual, desired and anticipated role 

responsibility scores from the scales that measured  validation, general 

assessment, risk assessment, treatment of victims and offenders, consultation 

with other disciplines, administration,  prevention, research and providing staff 

support. 
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Table 4.7. Job satisfaction in clinical psychology  
 
  

Child mental 
health 

 
Adult mental 

health 
 

 
Disability  

 
Basic grade 

 
Senior 
grade  

 
Extremely satisfied 
 

 
2 

 
0 

 
7 

 
1 

 
2 

Very satisfied 
 

32 36 37 37 34 

Moderately satisfied 
 

54 46 43 45 42 

Not sure 
  

12 4 13 12 18 

Moderately dissatisfied 
 

0 14 0 4 0 

Extremely dissatisfied 
 

0 0 0 1 0 

Note: All values are percentages based  on number of participants in each subgroup. For child ment al 

health, N=53. For adult mental health, N=20. For disability, N=37. For basic grade, N=69. For senior grade, 

N= 44 

 

To identify factors to include in the regression analyses examining the 

predictive power of extrinsic factors, potential predictive factors were correlated 

with role satisfaction and those factors which correlated above r=.4 with role 

satisfaction were entered into a regression analysis as predictor variables. Where 

there were significant intercorrelations among two or more potential predictor 

variables, the predictor variable from such clusters that correlated highest with 

role satisfaction was selected. Where only a single factor met these criteria, a 

simple regression analysis was conducted. A stepwise multiple regression 

analysis was conducted where more than one factor met these criteria.  

To identify factors to include in the regression analyses examining the 

predictive power of intrinsic factors, a similar procedure was used with one 

additional modification. In line with the method of analysis adopted by Doran & 

Carr (1996), three stepwise multiple regression analyses were conducted for 

actual, desired and future role responsibility scales.  Following this, all significant 

predictor variables identified in these three analyses were included together in a 

further stepwise multiple regression analysis. 
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Table 4.8. Extrinsic predictors of role satisfaction in child protection work.  
 

 
Subgroup 

 

 
Significant predictor variables 

 

 
% Variance  

accounted for by 
predictors  

 

 
F 

 
Child mental health 
 

 
Training in child protection 

 
24% 

 
16.98** 

Adult mental health Hours in child protection work 39%   7.92* 
 

Disability  -     -      - 
 

Basic grade Training in child protection 13% 10.85** 
 

Senior grade Hours in child protection work 11%   5.4* 
 

Note: Percentage of variance accounted for by predictor variables is based on adjusted R2 
 

From Table 4.8 it may be seen that extrinsic factors accounted for 

between 11% and 39% of the variance in role satisfaction across grades and 

specialties. For basic grade psychologists and those working in the child mental 

health specialty, training in child protection was the most significant extrinsic 

factor contributing  to role satisfaction. More training led to greater role 

satisfaction.  

For senior psychologists and those in the adult mental health specialty, the 

most significant extrinsic factor contributing  to role satisfaction was the amount 

of time spent doing child protection work. More time in child protection work led 

to greater role satisfaction.  

From Table 4. 9 it may be seen that intrinsic factors accounted for 

between 77% and 86% of the variance in role satisfaction across grades and 

specialties. In the child mental health specialty greater involvement in prevention 

and staff support and lesser involvement in general assessment, risk assessment 

and validation were identified as intrinsic aspects of child protection work 

predictive of role satisfaction.  

 

Table 4.9. Intrinsic predictors of role satisfaction in child protection work.  
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Subgroup 

 

 
Significant predictor variables 

 

 
% Variance  

accounted for by 
predictors  

 

 
F 

 
Child mental health 
 

 
Prevention (actual role) 
Assessment (actual role) 
Staff support (actual role) 
Validation (actual role) 
Risk assessment (actual role) 
 

 
84% 

 
45.85** 

Adult mental health Staff support (actual role) 
Assessment (actual role) 
Research (actual role) 
 

86%  36.19** 
 

Disability  Prevention (actual role) 
Research (actual role) 
Consultation (actual role) 
Validation (desired role) 
 

78% 28.60** 
 

Basic grade Staff support (actual role) 
Consultation (actual role) 
Research (actual role) 
Validation (actual role) 
Tx offender (actual role) 
 

83% 57.00** 
 

Senior grade Research (actual role) 
Assessment (actual role) 
Validation (actual role) 
Risk assessment (future role) 
 

77%  32.95** 
 

Note: Percentage of variance accounted for by predictor variables is based on adjusted R2 
 

In the adult mental health specialty, role satisfaction was associated with greater 

involvement in staff support and research and less involvement in assessment. In 

the disability specialty, greater involvement in prevention and research, and a 

desire to reduce involvement in validation were the significant intrinsic features 

of child protection work that predicted role satisfaction.  

For basic grade clinical psychologists significant intrinsic aspects of child 

protection work which contributed to role satisfaction included greater 

involvement in staff support, research and treatment of offenders and less 

involvement in consultation to other disciplines and validation. Greater 

involvement in research, less involvement in assessment and validation and an 

anticipated reduction in risk assessment were identified as significant intrinsic 

aspects of child protection work which contributed to role satisfaction for senior 
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clinical psychologists. .  

 

 
Job satisfaction 
 

It has already been noted that over 80% of clinical psychologists were at least 

moderately satisfied with their job as a whole. Regression analyses were used to 

identify factors predictive of job satisfaction following similar procedures to 

those described above for identifying extrinsic factors predictive of role 

satisfaction. Separate analyses were conducted for subgroups in each specialty 

(child mental health, adult mental health and disability) and grade (basic and 

senior grade). The following factors were considered as possible contributors to 

overall job satisfaction:  role satisfaction, educational degree, training in child 

protection, years of experience, hours devoted to child protection work, perceived 

social support as assessed by the MSPSS, the build-up of stressful life events as 

assessed by the Social Readjustment Scale and  psychological well-being as 

assessed by the GHQ-28. To identify which of these factors to include in the 

regression analyses all of these potential predictive factors were correlated with 

job satisfaction and those factors which correlated above r=.4 with job 

satisfaction were entered into a regression analysis as predictor variables. Where 

there were significant intercorrelations among two or more potential predictor 

variables, the predictor variable from such clusters that correlated highest with 

job satisfaction was selected. Where only a single factor met these criteria, a 

simple regression analysis was conducted.  A stepwise multiple regression was 

analysis was conducted where more than one factor met these criteria. The results 

of these regression analyses are presented in Table 4. 10.   

 

Table 4.10. Predictors of job satisfaction in clinical psychology 
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Subgroup 

 

 
Significant predictor variables 

 

 
% Variance  

accounted for by 
predictors  

 

 
F 

 
Child mental health 
 

 
Social support 

 
15% 

 
  9.12** 

Adult mental health Role satisfaction 
Psychological well-being (GHQ) 
 

41%   7.54** 
 

Disability  -     -      - 
 

Basic grade Role satisfaction 22% 19.48** 
 

Senior grade - -   - 
 

Note: Percentage of variance accounted for by predictor variables is based on adjusted R2 
 

For psychologists working in child mental health, perceived social 

support accounted for 15% of the variance in job satisfaction. Greater support 

was predictive of greater job satisfaction. For psychologists working in adult 

mental health, role satisfaction in the child protection domain and psychological 

well-being accounted for 41% of the variance in job satisfaction. Higher role 

satisfaction and better psychological well-being were predictive of greater job 

satisfaction. For basic grade psychologists, role satisfaction in the child 

protection domain was the only significant predictor of general job satisfaction 

identified for this subgroup and accounted for 22% of the variance. The more 

satisfied psychologists were with their child protection role, the greater their job 

satisfaction. Significant predictors of job satisfaction for psychologists in 

disability services or senior grades were not identified in the regression analyses. 

 

Table 4.11. Predictors of psychological well-being for clinical psychologists  
 

 
Subgroup 

 

 
Significant predictor variables 

 

 
% Variance  

accounted for by 
predictors  

 
F 

 
Child mental health 
 

 
Social readjustment 

 
31% 

 
22.06** 

Adult mental health - - - 
 

Disability  Social readjustment 16%   9.63** 
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Basic grade - - - 

 
Senior grade Social readjustment 28%  20.38** 

 
Note: Percentage of variance accounted for by predictor variables is based on adjusted R2 

 
 

Psychological well-being 
 
Regression analyses were used to identify factors predictive of job satisfaction 

following similar procedures to those described above for identifying factors 

predictive of job satisfaction. Separate analyses were conducted for subgroups in 

each specialty (child mental health, adult mental health and disability) and grade 

(basic and senior grade). The following factors were considered as possible 

contributors to psychological well-being:  role satisfaction, job satisfaction, 

perceived social support as assessed by the MSPSS, and the build-up of stressful 

life events as assessed by the Social Readjustment Scale. To identify which of 

these factors to include in the regression analyses all of these potential predictive 

factors were correlated with GHQ-28 total scores and those factors which 

correlated above r=.4 with the GHQ-28 total score were entered into a regression 

analysis as predictor variables. Where there were significant intercorrelations 

among two or more potential predictor variables, the predictor variable from such 

clusters that correlated highest with job satisfaction was selected. Where only a 

single factor met these criteria, a simple regression analysis was conducted.  A 

stepwise multiple regression was analysis was conducted where more than one 

factor met these criteria. The results of these regression analyses are presented in 

Table 4. 11.   

For the child mental health and disability specialties and senior 

psychologists, the only significant predictor of psychological well-being was the 

Social Readjustment Scale. This accounted for between 16% and 31% of the 

variance in GHQ-28 total scores. The Social Readjustment Scale is an index of 

the build up of stressful life events. The results of the regression analyses show 
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that for those in the child mental health and disability specialties and senior 

psychologists, the greater the build-up of stressful life events, the poorer the level 

of psychological well-being as assessed by the GHQ-28. For the adult mental 

health subgroup and basic grade psychologists, no significant predictors of 

psychological well-being were identified.  

 

 

DISCUSSION 
 

The central finding of this study is that in Ireland clinical psychologists from 

child mental health, adult mental health and services for people with physical and 

intellectual disabilities and from basic and senior grades were involved in child 

protection work.  The study provided clear answers to the 11 questions posed in 

the closing paragraph of the introduction. The results will now be considered in 

light of these 11 questions.  

 
 

Child protection training and role clarity 
 
The first question inquired about post-qualification specialist training and the 

clarity of  role specifications in the child protection area. Over four fifths of 

respondents had received specialist post-qualification child protection in-service 

training which most psychologists found helpful. Over three quarter reported that 

their role in child protection was clear and unambiguous and that they carried out 

this role satisfactorily. Virtually all respondents followed procedural guidelines 

for child protection work.  

 

 

Workload 
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The second question inquired about workload. About three quarters of 

psychologists who gave information on this issue reported spending up to 9 hours 

per week on each of the following child protection role responsibilities: 

assessment; treatment; and prevention. They wished to continue with this 

workload and did not anticipate future changes in these aspects of their 

workloads. In contrast, over half of respondents who answered the questions on 

time devoted to child protection research indicated that they spent no time on this 

activity in a typical week, whereas almost three quarters would have liked to 

spend up to 9 hours per week doing research, but such changes in research related 

work loads were not anticipated.  

 

 

Profile of current role responsibilities  
 
The third question inquired about  the profile of current role responsibilities. 

When mean scores on the 10 scales from the Professional Activities in Child 

Protection Questionnaire were rank ordered the following profile was obtained:  

• administration (67) 

• consultation (64) 

• assessment (59) 

• staff support (55) 

• validation (47) 

• treatment of victims (46) 

• risk assessment (35) 

• prevention (26) 

• research (25) and  

• treatment of  offenders (19).  

 
Table 4.12. Summary of differences between actual , desired and expected 
future role 
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Scale 

 
Desired Role  

Vs 
Actual Role 

 

 
Future Role 

Vs 
Actual Role 

 
Validation 

 
- 

 
- 
 

Assessment - - 
 

Risk Assessment - 0 
 

Treatment of Victim 0 0 
 

Treatment of Offender + + 
 

Consultation - - 
 

Administration - - 
 

Prevention + 0 
 

Research + 0 
 

Staff Support 0 - 
 

Note: 0=no difference between roles. + more of this responsibility in the desired or expected future role. - = 
less of this  responsibility in the desired or expected future role.  
 

 
Comparison of actual and desired roles 
 
The fourth question inquired about differences between actual and desired roles. 

When actual and desired roles in child protection were compared, respondents 

wished their roles to change in two main ways. First, they wanted to become 

more involved in prevention, research and the treatment of offenders. Second,  

they wanted to reduce their involvement in validation, assessment, consultation to 

other professionals, and administration. They did not wish to change their input 

in the areas of treatment of victims or providing staff support. A summary of 

these differences and those discussed in the next section is contained in Table 4. 

12. 
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Comparison of actual and anticipated future roles 
 
The fifth question inquired about differences between actual and anticipated 

future roles. When actual and anticipated roles in child protection were 

compared, respondents anticipated that their roles would change in two main 

ways which partially met with their wishes. First, they anticipated that their input 

to the treatment of offenders would increase and second, their input to 

assessment, validation, consultation, administration and staff support would 

decrease. They anticipated little change in their input to the treatment of victims, 

prevention and research. 

 
 
Intergroup role differences 
 

The sixth question concerned differences in role responsibilities between 

subgroups of psychologists from different specialties and grades. A summary of 

intergroup role differences is given in Table 4. 13. Psychologists  working in 

child mental health  reported greater actual role responsibilities in the areas of 

consultation to other professionals and administration  compared with 

psychologist working in adult mental health or disability services. Psychologists 

working in child mental health  also anticipated greater role responsibilities in the 

area of administration and wanted to become more involved in research 

compared with psychologists in the other two specialties. 

 

Table 4.13. Summary of differences between actual , desired and expected 
future role of clinical psychologists in different specialties and grades 
 
 
Scale 

 
Actual Role 

 

 
Desired Role  

 

 
Future Role 

 
    
Consultation C>A=D 

 
S>B 
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Administration 
 
 

C>A=D  C>A=D 

Research 
 
 

 C>A=D  

Staff Support S>B  S>B 
 

Note: C=Child mental health. A=Adult mental health. D=Disability. S=Senior grade. B=Basic grade 
 
 

 Senior psychologists reported greater actual role responsibilities in the areas of 

consultation to other professionals and staff support and anticipated that this 

greater involvement in staff support would continue in the future compared with 

their basic grade counterparts.     

 
 

Role and job satisfaction 
 

The seventh and eighth questions concerned role and job satisfaction 

respectively.  We found that over 90% of clinical psychologists were dissatisfied 

with their role in the child protection area, although overall over 80% of clinical 

psychologists were at least moderately satisfied with their job as a whole.  

 

Table 4.14. Summary of  predictors of role satisfaction, job satisfaction and 
psychological well-being.  
 

 
Subgroup 

 

 
Role   

Satisfaction 
(Extrinsic 

predictors) 

 
Role   

Satisfaction 
(Intrinsic 

Predictors) 
 

 
Job  

Satisfaction 

 
Psychological  

Well-being 

 
Child  
mental health 
 

 
Training in child 
protection 

 
Prevention  
Assessment  
Staff support  
Validation  
Risk assessment 
 

 
Social support 

 
Social readjustment 

Adult  
mental health 

Hours in child 
protection work 

Staff support  
Assessment  
Research  
 

Role satisfaction 
Psychological 
well-being  
 

--- 
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Disability  --- Prevention  

Research  
Consultation  
Validation (desired 
role) 
 

--- Social readjustment 

Basic grade Training in child 
protection 

Staff support  
Consultation  
Research  
Validation  
Tx offender  
 

Role satisfaction --- 

Senior grade Hours in child 
protection work 

Research  
Assessment  
Validation  
Risk assessment 
(future role) 
 

--- Social readjustment 

 
 

 

Predictors of role satisfaction. 
 

The ninth question concerned factors that contributed to role satisfaction. For 

basic grade psychologists and those working in the child mental health specialty, 

training in child protection was the most significant extrinsic factor contributing  

to role satisfaction. More training led to greater role satisfaction. For senior 

psychologists and those in the adult mental health specialty, the most significant 

extrinsic factor contributing  to role satisfaction was the amount of time spent 

doing child protection work. More time in child protection work led to greater 

role satisfaction. Intrinsic factors also contributed to role satisfaction. In the child 

mental health specialty greater involvement in prevention and staff support and 

lesser involvement in general assessment, risk assessment and validation were 

identified as intrinsic aspects of child protection work predictive of role 

satisfaction. In the adult mental health specialty, role satisfaction was associated 

with greater involvement in staff support and research and less involvement in 

assessment. In the disability specialty, greater involvement in prevention and 

research and a desire to reduce involvement in validation were the significant 

intrinsic features of child protection work  that predicted role satisfaction. For 
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basic grade clinical psychologists significant intrinsic aspects of child protection 

work which contributed to role satisfaction included greater involvement in staff 

support, research and treatment of offenders and less involvement in consultation 

to other disciplines and validation. Greater involvement in research, less 

involvement in assessment and validation and an anticipated reduction in risk 

assessment were identified as significant intrinsic aspects of child protection 

work which contributed to role satisfaction. A summary of predictors of role 

satisfaction is given in Table 4. 14.  

 

 
Predictors of job satisfaction 
 

The tenth question concerned factors which contributed to job satisfaction.  

General job satisfaction was associated with the availability of social support for 

psychologists working in child mental health. For those working in adult mental 

health, role satisfaction and psychological well-being predicted job satisfaction. 

For basic grade psychologists, role satisfaction in the child protection domain 

was the only significant predictor of general job satisfaction identified for this 

subgroup. A summary of predictors of job satisfaction is given in Table 4. 14.  

 

 
Psychological well-being 
 

The final question addressed in this study concerned the factors that contributed 

to psychological well-being.  For clinical psychologists  in the child mental 

health and disability specialties and senior psychologists, we found that the 

greater the build-up of stressful life events, the poorer the level of psychological 

well-being as assessed by the GHQ-28. For the adult mental health subgroup and 

basic grade psychologists, no significant predictors of psychological well-being 

were identified. A summary of predictors of psychological well-being is given in 



120  Clinical Psychology in Ireland 
 
 
Table 4. 14.  

 

 
Comparison with other studies 
 

The most salient finding of the study is that in Ireland clinical psychologists have 

a role in child protection and abuse work and that this role is multifaceted and 

more complex than that documented in other international studies. Their role is 

not confined to assessment, therapeutic and administrative duties alone, as 

suggested by the findings of Birchall & Hallett (1995).  While these activities 

make up a large part of the psychologists’ function, they are also involved in 

prevention, consultation, research and staff support activities.  However, 

psychologists would prefer to redefine their role.  A desire for a reduction in the 

administrative demands of the role, together with a desire to complete more 

research in the area was found. 

Doran & Carr (1996, Chapter 3 in this volume) found that clinical 

psychologists in 1994 and 1995 wanted to reduce their role in child protection 

assessment and treatment, and they did not expect to experience a reduction in 

this area of clinical practice in the future.  The findings of the present research 

which was conducted in 1997 and 1998 identifies a change in thinking among 

Irish psychologists.  Clinical psychologists continue to seek a reduction in child 

protection assessment demands on their clinical time but a desire to reduce 

treatment was not apparent in this study.   

The finding that clinical psychologists anticipate an increase in research, 

prevention and staff support duties in the future is consistent with that of Doran 

and Carr (1996).  They reported an expected increase in the future in teaching 

and supervision, research and evaluation, organisational consultancy and public 

relations. Doran & Carr (1996) also found that respondents wanted more 

intensive staff support in the area of child abuse work and a similar aspiration 

was highlighted in this study.   
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Years in clinical practice and professional postgraduate training were not 

predictive of role or general job satisfaction for this sample.  This finding does 

not provide support for the suggestion that confidence and realistic expectations, 

which are characteristic of older, more experienced clinicians, protect them from 

stress and positively impacts on their levels of job satisfaction (Ackerley et al. 

1988; Ross et al. 1989 & Fryer et al. 1988,1989).  

The finding that training in child protection predicts role satisfaction is 

consistent with the results of Fryer et al (1988, 1989).  They proposed that 

training is likely to improve clinical skills and confidence and enhance job 

satisfaction.  The present cohort of clinical psychologists in contrast to that 

studied by Winefield et al (1995), considered their training to be helpful.   
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Methodological issues and future research 
 

The original target population of the research was 324 psychologists.  The 

response rate of 40% was acceptable for analysis.  However without comparative 

data on the profile and practice of non-respondents,  it is difficult to make more 

than moderate claims for the generalisability of the results.  

The present study was based on self-report data. Future research in the 

area should gather data from multiple perspectives including researcher based 

observational measures; reports of managers and professionals from other 

disciplines; and client reports.  Studies which document  psychologists' role 

responsibilities in different child types of abuse, such as physical, sexual and 

emotional, are also required.  

 
 

Implications for policy, practice and training 
 
This study suggests has two important implications for policy practice and 

training. First, it is clear that clinical psychologists have a responsibility to let 

their health care service managers and professional  colleagues know about the 

complexity if the roles they adopt. They must also let them be aware of their wish 

to renegotiate these roles in ways that would reduce role dissatisfaction in the 

child protection domain so as to minimize attrition and burnout. Second, there is 

a need to promote the importance of continuing professional development and 

training in the area of child protection since this is one of the important extrinsic 

job factors that promotes role satisfaction. 
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APPENDIX TO CHAPTER 4 
SURVEY OF CLINICAL PSYCHOLOGISTS ROLES IN CHILD PROTECTION 

 
Please answer the demographic questions listed below by placing an ¸ in the relevant box.   
 
1. Age in years: 20 - 29         []
  30 - 39         [] 
  40 - 49         [] 

 50 - 59         [] 
 60 - 69         [] 

 
2. Gender: Male         []
  Female         [] 
 
3. Marital Status Single         [] 
  Married         []
  Other         [] 
 
4. Employer: Health Board (Community Care)     [] 
(Part 1)  Health Board (Special Hospital)      [] 
  Voluntary Organisation      [] 
  Private Practice       [] 
  Other         [] 
  Please specify:_____________________________________________________ 
 
If not employed by health board please go straight to question 6.  If employed by a health board, please tick 
the relevant box below: 
5. Employer Eastern Health Board       [] 
(Part 2)  South Eastern Health Board      [] 
  North Eastern Health Board      [] 
  Southern Health Board      [] 
  Midwestern Health Board      [] 
  Western Health Board      [] 
  North Western Health Board      [] 
  Midland Health Board      [] 
 
6. Job Status Permanent        []
  Temporary        [] 
  Part time         []
  Full time         [] 
 
7. Job Title: Basic Grade Clinical Psychologist     [] 
  Senior Grade Clinical Psychologist     [] 
  Principal Grade Clinical Psychologist     [] 
  Director/ Consultant Clinical Psychologist    [] 
  Other         []
  Please specify:_____________________________________________________ 
 
8. Please indicate the one area which is the main focus of your current job 

Child and Adolescent       []
 Intellectual Disability      [] 

  Adult Mental Health      []
  Physical Disability       [] 
  Older Adults       []
  Validation Team       [] 
  Health Psychology       []
  Neuropsychology       [] 
  Psychotherapy       []
  Family Therapy       [] 
  Other [Please specify]_______________________________________________ 
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9. Years in Practice:0 - 1         [] 
  2 - 4         [] 

5 - 9         [] 
10 - 14         [] 
15 - 19        [] 
20 - 24         [] 
25 - 29         [] 
30 - 34         [] 
35 - 39         [] 
40 - 44         [] 
45 - 49         [] 

 
10. Years with Current Employer:  

0 - 1         [] 
2 - 4         [] 
5 - 9         [] 
10 - 14         [] 
15 - 19         [] 
20 - 24         [] 
25 - 29         [] 
30 - 34         [] 
35 - 39         [] 
40 - 44         [] 
45 - 49         [] 

 
11. Highest Educational Degree:  
  BA/ BSc Hon Psychology       [] 
  DipPsych        [] 
  MA Applied/ MA Clinical      [] 
  M.Psych.Sc (or equivalent)      [] 
  D.Psych.Sc (or equivalent)      [] 
  PhD        [] 
  BPS/ PSI Dip in Clinical Psychology     [] 

Other         [] 
Please specify: ____________________________________________________ 

 
12. Theoretical Orientation:  Please indicate which is  your main theoretical orientation 
  Gestalt         [] 

Eclectic        [] 
  Psychodynamic       [] 
  Cognitive Behavioural      [] 
  Systems        [] 
  Humanistic-existential      [] 
  Other [Please specify]_______________________________________________ 
 
13. How many years have you been involved in personal psychotherapy, personal growth work, process 
work etc. in an attempt to examine your own issues? 

No        [] 
0 - 1 y         [] 
2 - 4 y        [] 
5 - 9 y        [] 
10 - 14 y        [] 

   Other [Please specify]______________________________________________ 



 
Please answer the following questions as they pertain to your work in the area of child protection in child, adult and intellectual disability services.  Child protection 
includes neglect, sexual abuse, physical abuse and emotional abuse. 1=Very Dissatisfied,  2=Dissatisfied,  3=Neutral, 4=Satisfied, 5=Very Satisfied. 
 
VALIDATION 
 

Actual 
Role 

Satisfaction with  
Actual Role 

Desired  
Role 

Future  
Role 

1. Gathering information about victim from other professionals.  1  2  3  4  5   
2. Validation abuse - individual assessment interview with victim  1  2  3  4  5   
3. Validating abuse - assessment interview with parent/parents  1  2  3  4  5   
4. Interviewing offender/perpetrator  1  2  3  4  5   
     
ASSESSMENT 
 

Actual 
Role 

Satisfaction with  
Actual Role 

Desired  
Role 

Future  
Role 

Assessment of victim: adult victims, child victims and victims who has an intellectual or physical 
disability 

    

1. Psychological assessment: emotional; behavioural; cognitive  1  2  3  4  5   
2. Assessment of victim’s family functioning  1  2  3  4  5   
Assessment of offender: adult offender, child offender;  an offender who has an intellectual or 
physical disability 

    

1. Psychological assessment: emotional; behavioural; cognitive  1  2  3  4  5   
2. Assessment of offender’s family functioning  1  2  3  4  5   
     
RISK ASSESSMENT Actual 

Role 
Satisfaction with  

Actual Role 
Desired  

Role 
Future  

Role 
1. Home visits to assess continued risk of abuse in the home  1  2  3  4  5   
2. Assessment of risk to others at home, in school, residential service, workshop, ward, other - specify:  1  2  3  4  5   
3. Assessment of parental ability to protect child  1  2  3  4  5   
4. Evaluation of role of extended family  1  2  3  4  5   
     
THERAPY FOR VICTIM: adult victims of child abuse, child victims and victims who are learning 
disabled and/or physically disabled. 
 

Actual 
Role 

Satisfaction with  
Actual Role 

Desired  
Role 

Future  
Role 

1. Individual therapy with victim/survivor of abuse  1  2  3  4  5   
2. Family therapy for victim/survivor and family  1  2  3  4  5   
3. Group therapy for victims/survivors of abuse  1  2  3  4  5   



 
4. Joint work: sharing therapeutic work for victim/survivor with other disciplines  1  2  3  4  5   
     
THERAPY FOR OFFENDER or perpetrator (adult/child/intellectual or physically disabled) 
 

Actual 
Role 

Satisfaction with  
Actual Role 

Desired  
Role 

Future  
Role 

1. Individual therapy for offender/perpetrator  1  2  3  4  5   
2. Family therapy for offender/perpetrator  1  2  3  4  5   
3. Group work for offender/perpetrator  1  2  3  4  5   
4. Joint work: sharing therapeutic work for offender/perpetrator with other disciplines  1  2  3  4  5   
     
CONSULTATION WITH OTHER DISCIPLINES 
 

Actual 
Role 

Satisfaction with  
Actual Role 

Desired  
Role 

Future  
Role 

1. Giving professional assessment/expert opinion (to individuals, at case conferences and child protection 
committee meetings) 

 1  2  3  4  5   

2. Seeking professional assessment/expert opinion (to individuals, at case conferences and child 
protection committee meetings) 

 1  2  3  4  5   

3. Develop joint monitoring and/or management plans.  1  2  3  4  5   
     
ADMINISTRATION Actual 

Role 
Satisfaction with  

Actual Role 
Desired  

Role 
Future  

Role 
1. Write assessment and therapeutic reports for referral agent or other health staff re child protection 
cases 

 1  2  3  4  5   

2. Write reports for court re child protection cases (criminal prosecution, victim  1  2  3  4  5   
     
PREVENTION Actual 

Role 
Satisfaction with  

Actual Role 
Desired  

Role 
Future  

Role 
1.  Undertake service evaluation - appraising systems and monitoring the effectiveness, quality and 
changes in the provision of child protection services 

 1  2  3  4  5   

2. Identify target populations and develop a system of care delivery for them  1  2  3  4  5   
4. Joint work: sharing therapeutic work for offender/perpetrator with other disciplines  1  2  3  4  5   
5. Parenting training and education groups  1  2  3  4  5   
6. Public education on child abuse prevention: lectures, radio chat shows  1  2  3  4  5   
7. Promote and advise on sex education programmes in schools, work settings and other services  1  2  3  4  5   
8. Self advocacy groups for victims and offenders  1  2  3  4  5   



 
9. Develop life skills training for children, adolescents, children & adults with learning/physical 
disability 

 1  2  3  4  5   

     
RESEARCH AND EVALUATION Actual 

Role 
Satisfaction with  

Actual Role 
Desired  

Role 
Future  

Role 
1. Engage in epidemiological research - identifying and analysing population need for psychological 
protection services. 

 1  2  3  4  5   

2.  Provide input to the development of child protection services, practice and policy  1  2  3  4  5   
3. Research and develop new psychological methods of interventions and develop and apply new 
methodologies in protection work 

 1  2  3  4  5   

4. Develop health education and promotion programmes dealing with protection work  1  2  3  4  5   
     
STAFF SUPPORT Actual 

Role 
Satisfaction with  

Actual Role 
Desired  

Role 
Future  

Role 
1. Teach and supervise other disciplines in the application of psychological therapeutic or assessment 
interventions 

 1  2  3  4  5   

2. Provisional emotional support to other disciplines by providing counselling or stress management 
and/or therapeutic support 

 1  2  3  4  5   

3. Provide instrumental support to other disciplines, e.g. advice about clients  1  2  3  4  5   
4. Hold planning support meetings with other psychologists in the region  1  2  3  4  5   
5. Attend regular development meetings and workshops to update clinical skills, organisational skills, 
supervision skills and management skills 

 1  2  3  4  5   

 
THANK YOU. 


