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Abstract
Background

This study reports the outcomes of providing training and regular clinical supervision in basic cognitive-behavioural formulation and intervention techniques for frontline homelessness workers.  
Homelessness is still a pervasive issue in UK society and recent Government policy has highlighted the need to focus on the experience of front line staff in homelessness settings (CLG, 2008).  The work can be highly stressful due to the complex nature of the client group exacerbated by negative beliefs about change.

Methods

A total of six days of training were provided for 30 homelessness workers, 15 of whom received six months of fortnightly clinical supervision.  The aims of the training and supervision were to increase the workers’ skills, competencies and confidence, reduce burnout and reduce negative attitudes.  A secondary aim was to enable staff to increase functioning and reduce anti-social behaviour among their homeless clients.  Data on staff burnout, confidence in enabling change and negative beliefs were gathered.  Staff also gathered client mental health symptom data.
Results

Results indicated that confidence increased and negative beliefs decreased at the end of the training, and continued to decrease as a result of the supervision package.  Burnout significantly decreased after the training and supervision package.  Client data was incomplete and difficult to interpret.

Conclusions

The CBT training and supervision package was effective in reducing burnout in staff working in the homelessness sector. Reduction in negative beliefs about the group and increased perceptions of effectiveness when working with the group were also noted, but these changes were not significant.

Introduction*
Chronic or repeat homelessness is a severe social problem persisting into the 21st Century.  Government figures indicated that in 2007 there were around 500 people sleeping rough on the streets of England on any one night (CLG, 2007).  In London alone around 3000 people are seen on the streets each year, around half with an alcohol problem, 41% with a drug issue and 35% with some form of mental health problem (CLG, 2008).  An unpublished audit of rough sleepers in the borough by Westminster City Council (WCC) in 2006 identified that 80% of these individuals were identified by their key workers as having a mental health problem or substance-use difficulties. 

The homeless population is a highly heterogeneous group, often defined by the place in which they are found (e.g. street homeless, long-term hostel dweller) rather than by any meaningful diagnostic or psychological criteria, despite mental health being recognised as one of the main factors in the cause and maintenance of homelessness (Buckner, Bassuk & Zima, 1993).  
Fazel, Khosla, Doll and Geddes, (2008) have demonstrated that the presence of mental disorders contributes to increased rates of mortality in the homeless population through suicide and drug abuse, increased violent victimisation, criminality and longer periods of homelessness.  Their systematic review and meta-analysis of the prevalence of mental disorders among homeless people in Western countries indicated that this group is substantially more likely to have alcohol and drug dependence than the age-matched general population.  Prevalence rates of psychosis ranged from 2% to 31%, depression from 4% to 41% and personality disorder from 3% to 71%. The main mental health issue for homeless people was found to be alcohol dependence, which ranged from 8% to 58%, whilst the range for drug dependence was 5% to 54%.  The figures identified by the WCC audit are much higher than those described by Fazel et al (2008), possibly due to the sample, which consisted entirely of individuals sleeping out on the street, whilst Fazel et al’s (2008) analysis encompassed street homeless persons and those in temporary accommodation or sofa surfing.  The large heterogeneity in prevalence scores for mental health and behavioural issues among homeless populations is most likely to be due to sample selection, lack of case definition and diagnostic criteria (Fischer, 1989).  
There is an abundance of evidence that cognitive-behavioural therapy (CBT) techniques are effective in the treatment of a wide range of mental health problems, e.g. anxiety (Wells, 1997), depression (Beck, Rush, Shaw and Emery, 1979), Post-Traumatic Stress Disorder (PTSD; Ehlers and Clark, 2000), Personality Disorder (Beck, Freeman and Davis, 2007) and Psychosis (Morrison, Renton, Dunn, Williams and Bentall, 2003). The National Institute for Clinical Excellence (NICE) guidelines recommend CBT as the first line treatment for depression (NICE, 2004a), anxiety (NICE, 2004b) and PTSD (NICE, 2005). Dialectical Behaviour Therapy (Linehan, 1993), considered a ‘third-wave’ variant of CBT, is recommended by NICE (2009) for the treatment of Borderline Personality Disorder. Motivational Interviewing (which provides a language useful for describing engagement issues) has been shown to be effective in the treatment of substance-misuse problems (e.g. Miller, 1998; NICE, 2007). There is also evidence that CBT can be effective in the treatment of substance-use problems (Beck, Wright, Newman and Liese, 2001), and is recommended for instances of co-morbidity of substance-use and mental health problems (NICE, 2007).

A growing body of research is providing evidence that relatively brief training in CBT can be effective in bringing about a change in practice for participants of various professions and settings. In particular there are a number of studies demonstrating the effectiveness of training in CBT for improving client and staff outcomes in the nursing population, e.g. mental health nurses working with a psychosis population (Turkington, Kingdon, Rathod, Hammond, Pelton and Mehta, 2006) and physical care nurses working in a palliative care setting (Mannix, Blackburn, Garland, Gracie, Moorey, Reid, Standart and Scott, 2006). A pilot evaluation of a 10-day training course in CBT found that trainees achieved significantly better outcomes with their patients after the training course than before (Westbrook, Sedgwick-Taylor, Bennett-Levy, Butler and McManus, 2008). A large scale evaluation of CBT training of psychiatric nurses, occupational therapists, psychiatric trainees and social workers by Newton and Yardley (2007), who received 40 one-hour sessions of CBT training, also found significantly improved practice for participants.

Staff in homelessness settings are particularly vulnerable to work stresses, due to a number of factors including having to deal with antisocial behaviours and low expectations of change (Goldfinger & Chavetz, 1984).  Beliefs about change and the populations with whom the individual works (attitudes) have long been known to be highly important in terms of work stress (e.g. Pines & Maslach, 1978), particularly in terms of the attributions made about behaviour not deemed due to ‘mental health’.  There is also a complete dearth of evidence assessing the degree of stress and burnout within front-line homeless staff, despite a fair amount indicating burnout and stress in psychiatric professionals (e.g. Bland & Rossen, 2005). This lack of evidence may be due to the general lack of psychological understanding of the experiences of homelessness and the staff who work in the sector (Maguire, Keats & Sambrook, 2006) contributing to a lack of appreciation of the impact of complex problems on the staff.  This, despite the fact that anecdotally the homelessness field is known as being a highly stressful area in which to work.
Surprisingly, given the high prevalence rates of mental illness among homeless populations compared with other at-risk populations, e.g. prisoners (Fazel and Danesh, 2002), there is a paucity of research into the effectiveness of the application of psychological techniques for frontline practitioners working with this group. Maguire (2005a) provided initial pilot study evidence for the effectiveness of CBT and DBT interventions with repeat homeless adults.  In addition, training in CBT skills increased confidence in facilitating change in a group of front-line homelessness staff.

Supervision within psychotherapy has received a fair degree of research attention, mainly in terms of the efficacy of treatment (e.g. Milne & James, 2000) and the methods used (e.g. Milne, Pilkington, Gracie & James, 2003).  Very little research has been conducted with non-therapist groups however.  The training and supervision model employed in the present research makes use of a learning cycle such as that suggested by Bennett-Levy’s (2006) interactive triad model of CBT therapist learning. Broadly, the ‘declarative learning’ aspect of Bennett-Levy’s (2006) model describes the functions of the training component of the study, in which knowledge of factual information was acquired. The ‘reflection’ part of the triad model best describes the clinical supervision within the study, in which participants gained a meta-awareness of their knowledge, skills and the process of learning. Finally, the ‘procedural learning’ aspect of the model, best describes the work carried out by participants with their clients, in which the ‘how to’, rules, plans and procedures are put into practice. However, it should be noted that the model emphasises multi-directional feedback loops between the different types of learning and that each type of learning can happen over multiple contexts. Bennett–Levy’s (2006) model draws from Kolb’s (1984) learning cycle, which has also been utilised to describe the process of supervision. According to Kolb (1984), learning is best facilitated via a cycle of: concrete experience; observation and reflection; the formulation of abstract concepts and generalisations; and testing implications of concepts in new situations; which then feeds back into concrete experience. Both the training and supervision structures in this study were designed to make use of these learning cycles, for example by setting homework tasks and reflecting on experience generated.
The training and supervision package under investigation in the current study was commissioned and funded by Westminster City Council (WCC).
Study aim:

The current study is a piece of ‘action research’, i.e. it uses empirical methods to investigate a scheme set up in the ‘real world’ with very little funding.  
It was predicted that the training and supervision package would reduce staff burnout, increase staff members’ perceptions of effective working with this complex group, and reduce negative beliefs about the population.

Hypotheses

1. Staff burnout will significantly reduce as a result of the training and supervision package

2. Staff confidence in effecting change will be significantly increased by the training and supervision package

3. Staff negative beliefs about the client group will significantly reduce as a result of the training package.  These beliefs will further reduce as a result of the supervision package.

4. For clients working with the trained and supervised staff, mental health will improve over the 6 months of the training and supervision package
Methods
Design

This was a repeated measures design.  The outcome measures were administered before the training, after the training and after 6 months of supervised practice.

Participants

Thirty staff from 17 homelessness organisations in Westminster started the research.  The majority were front line workers who have most contact with the rough sleeper population. There were no explicit selection criteria, only that management approval was required and applicants should be highly motivated.  This staff group is known to experience high levels of stress with significant workforce turnover. There were 13 men and 17 women.  Many ethnic backgrounds were represented (White British, White European, White Irish, Other White background, Mixed – White and Caribbean, and Black African), indicating that the package was inclusive in terms of availability.  The training was aimed at front line workers, a staff group that is often under represented in bespoke training and very rarely receive follow-up clinical supervision. None of the participants had received any other CBT training.  No age data was gathered.
Measures

The project was evaluated using the following measures.  

Maslach Burnout Inventory (MBI; Maslach, Jackson & Leiter, 1986).  This is a well validated, widely used occupational measure of staff burnout in the helping professions.  It comprises 22 items scored on a 0 – 6 Likert Scale with descriptors.
Effective Working with Complex Clients (EWCC; Maguire, 2005b). This is a novel questionnaire designed to assess staff confidence when using structured approaches to facilitate change with clients with complex needs. Responses to items such as ‘To what extent do you believe that your interventions are structured and focussed?’ and ‘How often do you believe that you will never be able to help this client group make long-term change?’ are rated on a five point Likert Scale with descriptors.
Staff Attitudes and Beliefs Questionnaire – 42 (SAB42; Clarke,2009).   This is a novel questionnaire designed to assess negative beliefs, specifically about clients with complex needs.  Responses to items such as ‘These clients are not going to change no matter what I do’ and ‘These clients take up valuable time that should be spent with people who are really ill, or have real problems’ are rated on a six point Likert Scale with descriptors.

CORE-OM10 (CORE System Trust, 2006).  In addition, the ten-item version of the CORE-OM34 (CORE System Group, 2003) was used to gather data on services users’ general mental health functioning.  The CORE is an extensively used, well validated general measure of mental health, with psychiatric and non-clinical norms available. Scores are between 0 and 4, lower scores representing improvements in general mental health.
Procedure

Training package

Westminster City Council commissioned a project to evaluate the impact of a CBT training and supervision package, designed and led by a Clinical Psychologist.  The training package consisted of four days of workshops designed to enable 30 front-line homelessness staff working across Westminster to use four specific CBT skills.  These were: 1) formulation and cognitive flexibility in relation to people suffering personality disorders and complex problems; 2) engagement in the process of change; 3) basic behavioural and cognitive change techniques; and 4) monitoring of effectiveness.  Anecdotally, these skills have been found to be useful in enabling staff to facilitate meaningful change for their clients.
The first day aimed to enable participants to formulate client behaviours and emotions using the cognitive model and vicious cycles.  The second taught them to use a developmental formulation to understand personality disorder in terms of invalidating experiences and the third was focussed on engaging clients in the process of change, using Motivational Interviewing and CBT principles.  The last day was designed to enable staff to start to use basic change techniques, such as the thought record and activity scheduling combined with graded hieararchies.
In addition, two supplementary days of training were offered in the six months of the project, enabling staff to revisit and revise theory and practice.  One training day was also delivered to the managers of the services in which the staff worked, in order that they had an understanding of what was being done and to encourage buy-in.
Supervision

The supervision was delivered in groups of three, for 90 minutes every two weeks for six months by qualified Clinical and Counselling Psychologists, who were themselves supervised by the primary investigator.  This ensured continuity between the content of the training and the content and processes explored in supervision.  

Results

Data were gathered at three time points; pre-training, post-training and follow-up after 6 months of supervision.  Thirty staff started the first four training days and 28 completed them.  Fifteen staff completed the 6 months of supervision.  See Graphs 1 – 3 for means for the complete sets of data, and Table 1 for descriptive statistics and number of complete sets of data at each time point for each measure. As can be seen, the number of completed questionnaires was variable, and very few EWCC and SAB-42 data were available at time 3.  Due to the variability in response rates, analyses are confined to the time 1 – time 2 data for the EWCC and SAB-42. The MBI data were analysed at time points 1, 2 and 3.  
The distributions of scores for all measures at times 1 and 2, and the MBI data at time 3 were all normal, as indicated by a One Sample Kolmogorov-Smirnov test, and variance was similar in all comparisons undertaken. Parametric tests were therefore used.  However the small numbers for the EWCC and SAB (only five respondents) at time point 3 meant that no meaningful analysis could be conducted using the time 3 data. Statistical analyses are therefore limited to differences between time points 1 and 2 for these two measures.
Table 1 about here
Maslach Burnout Inventory

Graph 1 about here
As can be seen from Graph 1, burnout reduced as a result of the training, and continued to reduce as a result of the supervision.  A repeated measures ANOVA was conducted to compare the effect of training over time on MBI scores, with pre, post and follow-up making up the three levels in the ‘Time’ factor.  This revealed a significant difference (F (2, 13) = 10.68; p < .01).  Follow-up t-tests indicated that the differences lay between time points 1 and 3 (t (14) = 2.76; p < .05) and 2 and 3 (t (13) = 3.38; p < .01).  

Effective Working

Graph 2 about here
As can be seen from Graph 2, perceptions of effective working increased as a result of the training and supervision.  A t-test revealed that the difference between time points 1 and 2 was not significant (t (20) = -2.08; p = .051). No analyses were conducted involving time point 3 due to low numbers.
Negative Attitudes
Graph 3 about here
As can be seen from Graph 3, negative attitudes towards this client group dropped as a result of the training and continued to drop during the supervision phase.  A t-test revealed that the difference between time points 1 and 2 was not significant (t (19) = 2.09; p = .051). No analyses were conducted involving time point 3 due to low numbers.
Client Outcomes

Client outcome was measured by the staff at up to four time points over the six months of supervision.  The first time point was just after the intial training package, the other three being at 2, 4 and 6 months after training.  The time points were set to be regular data-gathering points througout the project.  The 13 clients who completed the measures were selected as a convenience sample by the staff working with them.  All clients who completed measures were men between the ages of 28 and 59, and who all lived in homelessness hostels or other supported accommodation.  No baseline data was gathered before the training and supervision package was implemented.
A number of idiosyncratic behavioural measures were taken, (e.g. number of incidents of aggression in a given time period) in addition to the CORE-10 (Clinical Outcomes in Routine Evaluation, ten item version) as the main normative outcome measure of general mental health.  The results of the behavioural measures are not presented, as the frequency and type of data gathered was too variable to be summarised.
The CORE data was also highly variable in terms of number of completed sets (ten at time 1, seven at time 2, five at time 3 and ten at time 4) and variance at each time point, therefore no analysis is conducted.  Available client data at the four time points is presented in Graph 4.  
Graph 4 about here
As can be seen from the graph, there are small reductions from time 1 of 1.4 to 1.3 and 0.9 at times 2 and 3 respectively, then a rise at time 4 to 1.2. No statistical tests were conducted due to the variability in scores and the small changes.  The rise in time 4 scores may have been due to two individuals increasing their scores significantly, possibly due to crises or difficult environmental factors.  This is a common occurrence within the population.  Given that there is no baseline data available, these results are to be interpreted with caution.
Discussion

This project investigated the impact of a CBT training and supervision package on burnout, negative beliefs and confidence facilitating change experienced by front-line homelessness workers.  It was found that: 1) burnout significantly reduced after the training and supervision package; 2) negative beliefs about the homeless population reduced after the training package (although the change was not statistically significant); and 3) confidence in facilitating change using CBT techniques increased after the training package (although again, the change was not statistically significant).  There appears to be a small improvement in the group of clients cared for by the staff who were trained, but this is not significant and not necessarily attributable to the training the staff received.
These results are important for a number of reasons.  Firstly, the homeless population is often marginalized from statutory therapeutic services, with very little engagement with formal health care.  Therefore the burden of care falls in the main on third sector organizations such as charities, which often have very little access to trained therapy staff.  This means that most everyday interactions are with hostel and housing staff who have little or no training in thinking psychologically, let alone dealing with the high degree of complex interpersonal issues within the entrenched homeless population.  These interpersonal issues are associated with early neglect and abuse which often reaches levels diagnosable as personality disorders (Farkah et al, 2008).  This project demonstrates that enabling staff to use formal psychological frameworks to formulate these issues and interactions has a direct result on burnout, confidence and negative beliefs.  This may have a knock-on benefit in terms of staff retention (although this is a further empirical question).
Secondly, the importance of supervision is demonstrated, in terms of acquisition of knowledge, attitudes and skills as well as reduced burnout.  Although supervision is a key component of psychological practice, and has been investigated in terms of impact on treatment efficacy (e.g. Milne & James, 2000), relatively little empirical research appears to have been devoted to investigating the educational, skills and burnout effects on supervisees.
It is difficult to conclude anything from the client data.  The response was patchy and variance high, which makes results difficult to interpret.  The clients were selected by the staff, entirely as an opportunity sample with no inclusion or exclusion criteria.  There appears to be a trend towards improvement, but more data gathered after a further six months may be necessary to indicate longer term change.  The high variance in data is not uncommon in a complex and chaotic client group.  Life events and mental health may interact to make symptom measures highly variable over time, making measures of functioning and risk behaviours more appropriate.  It is not possible to attribute the (small) change in client data to the training and supervision package, as no baseline data is available for comparison.  However the client data is presented to illustrate that it is extremely important, and possible to gather data from this population who have complex needs, in order to demonstrate effectiveness of interventions and drive up standards in the field generally.  The data are exploratory only.
Methodological limitations
As this was a piece of ‘action research’ which aimed to investigate a real world training and supervision process, a number of methodological issues were not as tightly controlled as they may have been in an experimental study.  The staff group was heterogeneous in terms of skills and attitudes, and the homeless client group generally is extremely heterogeneous in terms of mental health problems and complex needs.  This contributed to a great deal of variance in terms of scores and the patchy response rate in terms of data gathered.
A significant methodological limitation is the small numbers of people who completed the final questionnaires.  This meant that the statistics used to test for significance were limited to before and after training for the EWCC and the SAB42, and no post-supervision analysis could be conducted.  The EWCC and SAB42 are also novel questionnaires with (as yet) no validation data.  This means that wider comparison is difficult as no population data is available. However the MBI is a very well validated scale and shows differences in the hypothesised directions.
The relatively high rate of drop-out is a potential difficulty.  It could be argued that those who remained through supervision are a self-selected population who were low in burnout, high in confidence and maintained few negative beliefs anyway.  The analyses therefore were conducted only on staff who were motivated to stay the course.  It could have been that those who stayed in the study were a particularly motivated group, but it is still important that change took place as they may be less likely to leave the homelessness field of work.  
There was also a lack of ‘no intervention’ control group, which would have been useful in order to exclude other environmental or social factors which may have impacted on the variables measured.  This makes it more difficult to attribute the changes solely to the intervention.  Indeed, the changes noted may be attributable to the receipt of training, the CBT format not being a significant factor.
More energy needs to be invested in gathering client data.  The patchy response makes the data gathered weak in terms of drawing conclusions, and it may be that the CORE-10 was not the appropriate scale to use.  Previous research (Maguire, 2005) has indicated that ‘functioning’ and ‘risk’ subscales of the CORE-OM registered change due to CBT / DBT interventions.  Future research should use the CORE-OM rather than the CORE-10 in order to elicit functioning and risk data.  Alternatively, other questionnaires specifically measuring constructs more salient to homelessness could be used.
No measure of adherence was taken in terms of supervision, so it is not possible to test whether supervision was consistently CBT orientated and matched the content of the training.  However anecdotally the ‘supervision of supervision’ appeared to ensure a degree of consistency, in that it ensured models and techniques included in the teaching were constantly referenced.
Further research
The next steps in this research programme should aim to establish a controlled trial, in order that the evidence supporting the impact of training and supervision alone can be isolated.  It would also be useful to tie in any changes in staff skills, attitudes and burnout to positive changes in their clients.  The clarity of purpose of CBT interventions and measures available would make this eminently feasible.  Further research should focus on maximising post-supervision data, as this is necessary to differentiate changes due to supervision and those due to training.  The data according to the measures used in this study should be gathered in order to establish if the gains made have been sustained in this group of participants.
It may be that these results are important for other staff groups working with complex populations.  They reflect the results of other forms of training, e.g. DBT for nursing staff working with people with borderline personality disorders (e.g. Bland & Rossen, 2005).  One interpretation of this evidence is that the tuition of metacognitive and practical skills, together with the consolidation of those skills in supervision is effective in enabling staff to generate a number of explanations for challenging client behaviour, thereby reducing negative affect.
Conclusions
This project provides further evidence that CBT can be a useful tool for front-line homelessness workers, and that the training and supervision package may be effective in reducing staff burnout and increasing perceptions of effective working with a complex client group.  The results suggest that clinical supervision is an essential component in reducing burnout.  There is some evidence that this is associated with small improvements in mental health, although data supporting this is weak.  It provides evidence that change can be enabled in a complex field with comparatively little financial input.
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