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Abstract

The health psywlogy doctorate is evidenced by this portfolio towards the fulfilment of the
five competencies, consultancy, teaching and training, behaviour change intervention,
research,and professionalpractice. During the doctorate the following placements were
undertaken, a Trainee Health Psychologist at a charity to support victims of Huomsed
violence, Health and Wellbeing Adviser for a charity to help people who aretdomg
unemployed with their health conditions and a -sefiployed coaching psychologist a

Mindbody Coaching helping people achieve their health and wellbeing goals.

Consultancy: A professional report, presentation and case study was produced for the
Associate Director, Clinical Lead and Health Coach of an employment charity based in the
North of England with aims to improve their existing weigiinagement programme. The
presentation included information on conducting empirical health behaviour change research
and the report contained a literature review on psychological barriers to \weaghigement

from a Health Psychology perspective.

Teaching and Training: A tenweek telephondased group mindfulness course, Wellbeing
Wednesdays, was taught to staff at the employment charity placement with aims of providing
experiential learning of mifdu | ness skill s and i mproving re
progression and application of teaching and training skills to additional opportunities is

demonstrated in the Teaching and Training Diary included in this section.

Behaviour Change Interventons (BCI): A group teaweek mindfulness course, Wellbeing
Wednesdays, was implemented for staff at an employment charity as an experiential BCI to
facilitate mindfulness behaviours and resilience to stress. In additiorsasson onéo-one
Acceptanceand Commitment Therapy (ACT) BCI was conducted with a private client of my
coaching psychology services, Mindbody Coaching, with aims of removing psychological

barriers to weightnanagement.

Research:this portfolio contains three individueg¢search projects. A systematic review was
conducted with aims of exploring the breadth and quality ACT interventions used within
coronary heart disease patient populations. Additionally, a qualitative and quantitative research

project explored thexperiencesof the Mind your Heart online webinar interventiand



psychological adjustment proce#s people with coronary heart disease. A reflective

commentary on the process of all three research projects is included.

Professional skills:As evidence of professional skills development as a health psychologist in
training, such as met&flection, working in a therapeutic environment, adhering to ethical
guidelines, codes of conduct and UK law, a reflective report is presented. Included is a

reflective diary which was sustained throughout the whole professional doctorate course.
Conclusions

The consltancy highlighted the value of sharing expert knowledge in conducting health
psychology empirical research to support multidisciplinary weighhagement services. The
teaching and training project, dovetailed as the group BCI, Wellbeing Wednesdays, was
effective at providing experiential learning of mindfulness skills and behaviours, however, was
not successful in increasing the participant
in the report. The on-one BCI case study was effectiveaddressing psychological barriers

to weightmanagement and facilitated behaviour change evidenced by increased psychological
flexibility scored and a significant reduction in weight in Ibs and waist circumference by the
final session. The systematic rew highlighted the gap in UK literature base for use of ACT
interventions with people living with coronary heart disease for behavioural health outcomes
known to reduce risk of second coronary events and premature ddaidind your Heart
research prect shoved a significant difference from baseline at tweeks post measure
against a control group for acceptance and rejedtased illness identity. This indicated that
acceptance was improved, and rejection was reduced in people with CHD by takinghmar

online psychological intervention which supports the literature. Future recommendations are
highlighted through the limitations including conducting a live online webinar and exploring
wider behavioural health outcomes such as sleep, physicaityaetnd stress management.
Finally, the qualitative research highlighted a gap in psychological care for those rehabilitating
from a cardiac event and themes of healthcare experience, beliefs and perceptions of CHD,
psychological adjustment and Mind yodeart webinar feedback are explored. Participants

direct future recommendations for the Mind your Heart intervention.



Introduction

This portfolio contains the work that was submitted as part of the professional doctorate in
health psychology dtiverpool John Moores UniversitfPlacement roles that were carried out
during the doctorate were a Trainee Health Psychologist at a charity supporting survivors of
honourbased violence, a Health and Wellbeing Adviser at a nationapradit employment

support service and finally a sedimployed coaching psychologist at Mindbody Coachiing

purpose of these roles was to gain a broad application of my training to become a health
psychologist; more specifically to support a range of individuals with psygltal and
physical health outcomes by eteone and group sessions both faadace and online. The
consultancy was conducted in a separate organisation to my placement as a Health and
Wellbeing Adviser for an employment company, the teaching amdrigadlovetailed with the

group BCI were completed within my placement as a Health and Wellbeing Adviser, and the
single case study BCI and research projects were conducted whilst on placement as a sole trader

at Mindbody Coaching.

Chapter 1provides the ase study, formal contract, and client reportdonsultation to an
Associate Director, Clinical Lead and Health Coach of UK charity on their comrresigd
weightmanagement programme to improve the impact from a health psychology perspective.
It includes areport containing evidendeased literature around the subject of weight
management, linking to biopsychosocial barriers to health behaviour change and critically
evaluating existing NHS Tier 3 weightanagement service to highlight recommendations. |
presented the report alongside a basic overview of how to conduct empirical research which
was one of my additional recommendations to scientifically assess the impact of their weight
management programme. Reasons for this were to showcase the imdatiréorfunding
opportunities and to autonomously sustain a progression of their programme beyond the

consultancy by analysing the data reports and making improvements based on this.

Chapter Zcontains a terweek teaching and training programingeveloped and delivered a

on mindfulness skills for wellbeing in the workplace, Wellbeing Wednesdays. Firenside
sessions were held oneaveek after the regular morning meeting conducted over conference
call betweenfive offices across County Durham. The overall aim was to introduce the staff to
mindfulness skills and improve resilience to stress scaffolding the learning into bitesize focused

topics that gradually built up their skills towards more advanced peactbwards weeten



The objectives were to listen to a short introduction and follow along the mindfulness practice
which contained the topic embedded as experiential learning. We started off with the basics of
mindfulness practice and safety precautigmegressing to simple gratitude practices ending

with more advanced practicessuchasseffi mpassi on and reframing a
scores at weeten significantly improved from baseline scores at weak so this outcome

was achieved. Howeveresilience scores did not significantly improve from baseline at week

ten and it was postulated that perhaps the staff, working in a stressful environment as
Employment Advisers, already had a high baseline of resilience and therefore the margins of

improvement were limited.

Chapter Jescribes two behaviour change interventions (BCI) one of which was delivered in
ten group sessions and the other was -@&ssion singlkease study. The first BCI, Wellbeing
Wednesdays, was a mindfulndsased interventiononducted whilst in placement as a Health

and Wellbeing Adviser for employment adviser colleagues. It was delivered within the usual
telephone conference call meeting on Wednesday mornings. The second BCI was conducted
whilst on placement as a selimployed coaching psychologist at Mindbody Coaching with a

client who was seeking support with weightnagement.

Chapter 4epicts three individual research projects. A systematic review explored the literature
base on Acceptance and Commitment Therapy (A@Igrventions with coronary heart
disease populations. Conclusions highlight the need for conducting ACT interventions with
coronary heart disease populations in the UK for behavioural health outcomes as the current
research is focused on psychological outes. ACT has a strong evidence base for health
behaviour change, such as diet, exercise and stress reduction, which is highly applicable to the
coronary heart disease population to prevent a secondary cardiac event and premature death;
researchers shouékplore this furtherThe quantitative project was assessment of an online
psychological interventionMind your Hearf exploring illness identity constructs of
acceptance, rejection, engulfmerand enrichment psychological flexibility, and eating
behavioursn aCHD population of 60 participants in the UKis not known as to the practical
process of facilitating illness identity change from adverse constructejeftion and
engulfmento positive constrets of acceptanceand enrichmentin patients with longerm
conditions.The aims of this study was to address the gap in the literaturéyaseestigating
whether a combined illness perception and ACT psychological intervention would change
illness idetity from rejection and engulfmerstyles toacceptance and enrichmefagilitate
psychological flexibility and health behaviour change in CHD patiéiits resultsupported

v



the literature anond online psychological intervention to chanlygess identityfor patients

with a longterm condition, andhighlighted critical areas of improvement for online
psychological intervention. It is recommended thatNted your Heartwebinar is delivered

to a live participant group with more emphasis on the connection between how ACT can help
those with CHD manage health behaviours and stress management. Additional behavioural
outcome measures such as sleep, physical actwitystress management is reaoended to
assess the impact of the interventmm health behaviours specific to CHDhe qualitative

project followed to provide a deeper and enriched exploration of a sanggeerparticipants

with CHD that took part in th#lind your Hearonline intervention. Thematic analysis revealed
themes ofl) Control 2) Health Behaviour Changeand3) WebinarRecommendationhe
participants highlighted critical aspects of the psychological interventiopsigprhological
adjustment post Mland provded uture recommendations for thelind your Heart
intervention The recommendeah audio only version, and finally to include more information

on the link betweerACT, stress, slegpand heart disease. Finally, a critical reflective
commentary on the development and process of all three research projects is included in this

chapter to evidence progression in conducting health psychology research.

Chapter 5 revealprofessional skillsin health psychology. A critical reflective report is
presented with aims of demonstrating continual personal development,aftettion, ethical
conductand competency as a Health Psychologist in Training. A reflective diary was sustained
throughout he whole professional doctorate course. Each chapter has a corresponding

appendix with additional information.



CHAPTER 1: CONSULTANCY

Case study

Case Study Report for Reed Wellbeing Four Ways to Healthy Weight Programme.

Overview

| was asked by a contact of mine through networking at my work placement to provide my
knowledge of health psychology to potentially improve the impact of theidgsgned
weightmanagement intervention, Four Ways to Healthy Weight programme. Weight
management is a vastly covered topic within health psychology behaviour change theory. My
interests are the role of emotions on health behaviours and by using healthqupythedbry,

| was able to assist the client with their request. To do this | provided two pieces of work, a
research protocol outlining health psychology theory on weight managemerffaweidoint
presentation delivered by myself teaching them the ba$icenducting empirical research.
Because of lockdown restrictions due to COVIB, all communication, including the final
presentation, was remote using telephone and video calls as well as email correspondence. The
aims of these two pieces of consultarveork were for the client to learn about the health
psychology approach to weight management through evidenced based theory and to implement
empirical standards to capture data from their intervention and for them to assess the impact.
The reasons for thiwere so that the client has an evidence base for future funding with local
authorities and so that they can make improvements to maximise the impact based on empirical

investigation.

Models of consultancy

Throughout the project, the expert model of consultancy was used as an overall approach based
on the initial requests from the client, how to improve the impact of their weighigement
programme from a health psychology perspective. This approachlssstite process of the

client consuming the information that | provide within the expert role and applying it with
autonomy. It was deemed most appropriate in context, as they did not already have the expert
knowledge from a health psychology perspectivailable to them within their team, so,
naturally they looked for external consultation on the issue. This allowed us to easily establish

clear roles within the project in a clieexpert relationship. As the expert | aimed to help the

9



client beyond the awsultancy period by empowering them to take ownership of their efforts. |
wanted the client to understand how to put expert advice into action in context of their
environment and skills rather than simply explaining why it needs to be done, the latter of

which the client already had the answer.

The expert model of consultancy has limitations in that it does not give guidance or defined
stages of progression. So, for this reason, the Seven Cs of Consulting (Cope, 2003), was used

to provide a framework foihe project. The Seven Cs of Consulting is a simple, linear and
dynamic model containing the main elementschént, clarify, create change confirm,
continueandclose( Co p e, 2003) . It was chosen over Sc
model because¢h Seven Cs of consultation was appli
parameters of delivery. To el aborate, Schien
for group problem solving, organisational development and leadership which was not

approri ate for the clientds initial requests.

Establishing a working relationship with the client

Within my time as a Health and Wellbeing Adviser at Reed in Partnership, the Associate
Director of Reed Wellbeing approached me to discuss my knowledge ont weighgement

on 23/09/2020. Reed Wellbeing are a separate organisation but were a partnering company to
my placement. Because of networking through speaking with my colleagues about my
doctorate in health psychology and my experience with weight managesseatch, | was

able to remotely connect with the client. We initially had a phone call to network across the

businesses and we kept in touch via email thereafter.

On the initial phone call, we spoke about the health psychology doctorate | was undertaki

and the client shared their businesses projects for the year, in particular a weight management
intervention for their participants. Weight management is a vast area within health psychology,
and in my previous degrees | had specialised in this subgetite client was keen to talk about

this at length. | used Socratic Questioning for the first staent, in the Seven Cs of
Consulting framework (Cope, 2008 gather details and assess their needs (Paul & Elder,
2007). Please see Appendixl Aor questions askedWe spoke briefly about the role of
emotions on health behaviours such as diet and exercise and health behaviour change theories
such as the Health Belief model (Slack, 1974), Social Cognitive Theory (Bandura, 1986) and
the Transtheoreticabtages of Change (Prochaska & DiClemente, 1984). The client asked
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about howthehealth behaviour change models could improve the success of theesigaed

weightmanagement programme from my perspective using health psychology.

Described in the Sevdds of Consulting (Cope, 2003), this relationship dynamic is known as
aHot Spotquadrant oknownandpull in that the client and | knew each other, and they were
interested in the field of Health Psychology (Cope, 2003). This is a favourable posgtart to

a consultancy piece and through this meeting, | was able to establish the first C within the
Seven Cs of consulting, which weleent (Cope, 2003).

In speaking with this client, | had in mind the potential to deliver a consultancy piece for the
professional doctorate. When explaining my role as a Trainee Health Psychologist, | was
delighted when they agreed to potentially fulfil the consultancy competency and so we set up
another meeting to discuss it further. Reflecting in action, I thenredlisedt t he cl i ent 0
would require my teaching skills, so after making that clear to the client on the phone call, |
decided to dovetail this consultancy piece with the@ffi¢raining component in the teaching

and training competency. The client agpteand | started to map out a plan based on their
requests from this phone call which were, what health psychology theory could improve the
success of their weight management intervention and how could they capture the impact to

provide an evidence base.

My role as the consultant

|t was my role as the consultant to assess
implement an effective strategy to resolve their requests using the Seven Cs of Consulting
framework (Shien, 1990; Cope, 2003). To implement this strategy, | asedunication skills

such as active listening, questionisgimmarisingand mirroring. In addition, although the
client came to me as an Odbexpertd it was a co

client led.

Planning the consultancy

In the panning stage, | implemented the second C of the framewiankfy (Cope, 2003). On

the first phone call, | had already established that there were other professionals involved. So,
| set up a conference video call on 02/10/2020 with the client, thealliead and the health
coach to determine the wider dynamics and practicalities of my consultation for the questions

posed. During the conference video call, | picked up on two main questions and repeated them

11



back to the client, the clinical lead and lleaoach to clarify understanding. The first main
guestion was 0 tpgythblogymas gethiadffer ther gpdesigned weight
management interventiono, and the second was
management prasglsoabienoesaisty the thirdeeate in the framework as |

began to formulate a basic outline for two pieces of work for his two main questions to develop

a sustainable solution to the requestds posec
health psychology theory could | share with them to potentially improve thedtgsigned

wei ght management programme?Oo, I suggested t
Within this protocol | would outline the criticisms of the Health Befeddel (Slack, 1974),

Social Cognitive Theory (Bandura, 1986) and theanstheoreticalStages of Change
(Prochaska & DiClemente, 1984) highlighting the role of emotion in weight management
behaviours. | explained that | would include the role of emotionseatith behaviour since

they are evidenced to play a role in weigtinagement. Cane, Richardson, Johnston, Ladha

and Michie (2015) investigated quality literature on all behaviour change techniques and their
mechanisms of action and found links betweatuce of negative emotions and behavioural
regulation. Furthermore, research from Felitti (1998) in obesity clinics found a staggering
prevalence of Adverse Childhood Experiences, known to affect emotional regulation, in people
accessing their service. Tleéore, the connection between emotions and health behaviour
regulation is an important aspect to consider when assessing Aw&ghgement
interventions. Everyone agreed that this would be both interesting and helpful for their weight
management interveotin . For the second question, nhow
weightma nagement i ntervent i ®owerBointpresentatpy which e d a
teaches the basics of conducting empirical research. We agreed that it would be presented on

our next onference video call on the 16/10/2020.

The consultancy, agreed in the conference meeting on 02/10/2020, had three elements:

Part onei A written protocol sent to the client containing relevant andowpate health
psychology literature and theoground weight management interventigmcluded below
consultancy case study)

Part twoi A fifteen-minute presentation of conducting empirical health psychology research
with presentation slides to be sent to the client for future referehppe(dixA2).

Part threg A written consultancy report to summarise the entire project and recommendations
(Appendix A5)

12



Following the call, | emailed a contract to the client @&gew case studynd prequestionnaire

as a baseline to measure the success ofdhsuttancy project and to assess their current
understanding (se®ppendixA3). The pre and postmeasure satisfied the third C of the Seven
Cs of Consulting frameworkgreate in that my consultation was measured against clear

success criteria (Cope, 2003

| reflected on this call, and | realised that | got insight into the dynamics of the team and how
my consultation would be received from this meeting, which was positive. Both the clinical
lead and health coach echoed the enthusiasm of the cliem¢ forisultation project. However,

| was particularly conscious of making the delivery of the consultancy as time efficient as
possible, as it required logistical organisation to allow all three clients to meet at the same time
during their varied and busyles. Therefore, the consultancy had to be simple but effective
and had do include materials for the clients to refer back to, promoting autonomy and time
efficiency. This demonstrates the fourthdbange which outlines understanding the factors
that need to be managed (Cope, 2003).

Implementation

The protocol was produced first and was emailed on 12/10/2020, four working days prior to
the scheduled meeting. This was to allow the clients to read through prior to the meeting an
prepare questions. On the day of the virtual presentation trainingheittlient, the clinical

lead and health coach, the type of teaching was simple but effective and followed a traditional
Ot e accehnetrr edd pedagogical style. 1t was choser
tod question, an dtextual ® theirméedsrandavasi piiched at thes level of
their current skills and understanding from the-g@valuation form inAppendixAl. The

clinical lead and health coach both had a basic grasp of health research in general, therefore
could easily undstand healthelated terms and principles. To start the training, | opened with
any questions they had from the research protocol, and we talked through each point
systematically which took thirtyninutes. | then presented tRewerPointslides which took
fifteen-minutes. The remaining fifteeminutes of the meeting allowed for any final questions.
After the meeting | sent th@owerPointslides, the post evaluation form and the final
consultancy report outlining key points of the entire project and reconetiens, please see

below case study

13



Reflection on the day of the final presentation

The whole consultation period from initial contact to the final presentation day had passed with

a speedy momentum because it was not a long period of time, fakswand the tasks

involved in my dayto-day employment tasks provided a healthy urgency. | am the type of
person who likes to work towards structured deadlines, and on reflection, | think most people
benefit from a deadline of some sort, demonstratedeary such as the optimal stress curve

(Mendl, 1999), but | now know this about myself that | like to work towards a near and
achievable submission date. This keeps my mind focused and fresh, and | enjoy the satisfaction

of completing a good piece of workn a s hort space of time. Wha
unrealistic and seemingly unachievable deadline with unclear goals, which | try not to set
myself, but it happens from time to time. | am a visual person, partly because of my dyslexia,
andlneed per haps more than some people, to be |
full clarity. I f I canét conceptualise a tas
overwhelmed, and procrastination takes over. However, the consultao@ctpworked

seamlessly for the client and me and it worked to my advantage.

| do recognise the satisfaction in impressing people with my standard of work in short amounts

of time, and it does motivate my ego. However, | understand that underneathdhmagly

i mpressive skill, itdéds not about owor ki ng h
efficiency by playing to strengths. For this project, it was easy for me to identify an efficient
time scale that suited bldobkthetirhedo pmpointexattlp s n e e
what their needs were, and | was confident that | could focus my energy to produce a quality
piece of work in the short timescale of a week. Therefore, on the day of the final presentation,

| felt confident to delivethe protocol an@®owerPointslides and give ample time for discussion

and questions.

| started out by greeting everyone on the video conference call and asking if they had any
points, they would like to discuss on the protocol | had sent four days psguid hey
expressed positive feedback about how the knowledge would be highly useful to them in their
weightmanagement intervention. They particularly liked learning about Health Psychology
and commented on the value of the discipline with developingthheahaviour change

interventions. | then explained some main paragraphs on the protocol to clarify further about

14



the role of emotions in weigithanagement interventions and why Health Psychology
literature was important, which they received with inteegst agreement. Next, | shared my
computer screen with the group and took them throughPtheerPoint presentation on
conducting empirical Health Psychology research. The feedback was positive, and | ended the
presentation with a fifteeminute discussionvith opportunity for questions of which there

were just a few clarifications, but generally remarks and feedback on how they were going to
move forward. From a consultation perspective, this is a good place to close the consultation
because they were nowotivated for action and autonomy was clear. | sent an email with the
presentation attached and thanked them for working with me and that | would be in touch to

check on the progress of the project.

On reflection, I canot eredlyabautihe tvay ll delweryad thd d o
final day presentation. However, | should have included the clinical lead and health coach in
the pre and postevaluation, not just the client. Reasons for this are that it was-pdest

process with little turnaxand time between meetings and | did not want to over burden the
clinical lead and health coach with extra paperwork. And | was mainly concerned with my
client and his understanding so that he would implement the suggestions made with
professional autonomgnd delegation. Nevertheless, the needs of the client were very simple,
and it played to my advantages in having a background in Health Psychology and weight
management. It would have been different if the client had multiple additional requests or it
hadbeen conducted fade-face and over a longer period of time, but this project struck my

6sweet spotd of capabilities, and | delivere

Evaluation

Following the video conference training on the 16/10/2020, the client, the clinical lead and the
health coah all gave verbal feedback on the presentation in the final fiftreeates. To check

the clientds |l earning, and t o f ednfirm(Copg, he f i
2003) | asked him to fill out the posjuestionnaire after the final pegation. This was to

ensure the change had taken place and that the client had understood the information provided

in the consultancy. Please #egpendixA3 for pre and posiguestionnaires.

The prequestionnaire contained only four times, two of whiete tenpoint Likert scale and
the remaining two were open ended questions. On the post questionnaire | included three extra

guestions that could only be measured after delivering the consultancy. A score closest to ten

15



on the postquestionnaire would indie a positive result. | assessed the apated questions
with reflection picking out key themes between-@aed postquestionnaires. Please see Table

1 below for an overview of scores.

Table 1

Feedback from client on consultation provided.

Pre Post
Q1 My understanding of health psycholor My understanding of health psychology t
is limited in this context. As a busine. improved significantly as a result of working wi
we have some general awareness Alex. Alex was extremely knowledgeable a
knowledge of common concepts, but r supportive with us in taking us through t
specific expertise in this area concepts of health psychology and how it co
be applied to our programmes.

Q2 6 9

Q3 Our understanding of empirical reseat Ag ai n, due to Al exb:

is also limited. Again, we have awaren¢ knowledge, our understanding has increa

of key concepts, but we have n significantly. Alex has taken time to talk 1

undertaken a formal empirical resear through how to conduct an empirical resea

project as a business previously. study and has developed a truly excell
protocol for us to follow.

Q4 6 9
Q5 10
Q6 The quality of the consultancy was excelle

Alex approachéthe project with us in supportiv
and personable manner which led to

developing a really googvorking relationship.
We have felt supported through the wh
process and have really learned a lot fr
working with Alex, in a relatively short space
time. Thank you!

Q7 Very happy with the service from Alex who h
shown that she has the knowledge, experie
and enthusiasm to achieve what she wants
Thank you for your hard work and support.

Finally, | asked the client to write a brief feedback statement on hovih#ttefound the service

| provided and to potentially assess any further action to take place. This was free form to be
written in a word document by the client and sent as final overall feedback, pleAgpeadix

A4,

16



Reflective evaluation

Although, | have not had the opportunity to follow up on this project, the consultancy project
went ahead smoothly without any mishaps. | read verbal anglerbal cues and listened with

i ntent t o t h e adidn.iBatitis inportdntefoe itb reftedion action so that |

do not miss potential for growth of an issue for which I did not pay attention (Miettinen, 2000).

This section will analyse this from the clie
Assessing the clientés reaction to my piece
lwas keen to get the clientds feedback on th
my skills. |l tés also part of experienti al | e
clientdés freeform written f e alidded enk rat@mald pos

understanding of events, that | delivered what they requested with professional standard of
service. Assessment for this was conducted retrospectively as the final three items on the post
guestionnaire were added. Question five indidahe maximum score of ten for satisfaction

of service. And questions six and seven reflected the quality of service | had aimed to provide.
Finally, please see Appenddd for additional client feedback which reflects the rest of the
feedback.

Closing the consultancy

To demonstrate the final C of the Seven Cs of Consultioge,as the feedback was returned,

| thanked the client for engaging in the constancy project and for kindly agreeing to be part of
my doctoral studies (Cope, 2003). | tabk opportunity to promote my new business and offer
support for their weighinanagement project, as this was a great time to do so because of the
guality service | had just provided. | am not usually good at the sales aspect of business,
especially whema nat ur al opportunity doesndt present
on. However, this was a perfectly natural opportunity that felt right with me, and it seemed a
professional way to close the consultancy. It was carried out over email, aralyb dind it

easier to write in a seffromoting way than to speak about myself to another person or room

of people. | will keep in contact with the client every quarter because | would like to know how
their weightmanagement intervention went ahead amdrig new business | am looking to
provide stress management workshops for staff. However, having not received a response in a

follow up email, it looks unlikely that I will receive a response. Nevertheless, | do have contact

17



with this client on a professioal s oci al media platform and 120

will be able to regain a good working relationship if the opportunity presents.

Monitoring and managing the consultancy

As part of the sixth C of the Seven Cs of Consultaamptinue,onthe 02/02/2021, | contacted

the client via email to follow up on the consultancy project provided in October 2020 (Cope,
2003). The aims of this were to assess if the client had implemented the information provided
in the protocol and the presentation, asdan opportunity to provide any new information that

may be helpful to the progress of their weiginagement intervention. However, to
Sspecul at e, I believe t hat t he arlanageménd s p I
intervention in January 2021 magve been postponed due to the COMI® epidemic as |

have not had a response to my enquiries. This is understandable given the circumstances of the
global pandemic and there is also a possibility that my contact may have moved on from that
role. In futurel will be clearer about the follow up process and write it into the contract and

not just assume that | will easily be able to contact the client again post project.

Reflection on my performance

The whole consultancy process was organic and passed quickly without complications, and so

| enjoyed the process. | used it as a demonstration of my capabilities in a networking capacity
which | do with all projects that come my way. | have always beeerekes of work
opportunities and | trustworof-mout h mar keting for its persona
of the strongest forms of advertisement, | find, and some of the openings | have created for
myself have led to unusual but valuable experiendem example, when | was an
undergraduate, | made contact with a highly influential person who, after inviting me to many
Space to Earth Challenge events around the country, invited me to the European Space Centre

in Germany, which was quite an adventu@onnecting with people and networking is

something | enjoy, so the consultancy competency was a pleasure to complete.

| have to say that | was disappointed that the client had already developed the weight
management intervention and that those skillewet requested from the start. However, this

is why it is important for me to have a good range of skills to create a unique selling point for
each request. For example, if they required me to design an intervention, the consultancy would

have been veryidf f er ent, and | would have used those
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something that they did not have in the roon

a strength that I will remember for future.

Furthermore, | was worried thdtd client did not sign the contract when | sent it to him early

in the process. Itwasawimi n si tuation for them, and it wa
no money exchanged, so this delay did make me highly diligent when confirming if it was
something they wanted to continue. However, all the verbal and written confirmations were

valid as it was eventually signed off. | realise in the business world | would need to be tougher

on signing of contracts before the work starts and | have created thaeoonghand conditions

for that reason. But | understood the situation and it did work out the way | that wanted.

Finally, I feel that although Copeds Seven C
clientdés needs and thG,contiawewas either notfolowedrcarrpcdyc t , t
by me or that it is potentially a misplaced step. What | mean is that it could have been an error

on my part in conducting the consultancy project that | did not make it clear that | would
monitor the proces to satisfy the guidance outlined in duntinuestep of the model before

moving onto the finatlosestage. For example, after closing the consultancy | attempted to
follow up as an opportunity to monitor the progress. However, it could be argueithehat
continuestep was not appropriate to conduct as the sixth stage before thedsedbr this

particular project because of the parameters and time scale. For example, there was no time to
perform thecontinuestage in which the client had receivée tonsultation presentation and

could implement with autonomy before thlmsewhich was in the same day. Therefore, it

could be said that the sixttontinuestage could either be implemented afterdlosestep in

order to follow up on the consultatioRerhaps | closed the consultancy earlier than | should

have, but looking back, at the time it felt like a natural ending opportunity. In future | will be
clearer from the start with the client and factor in time to monitor the consultancy before the
closeas part of theontinuest age, I f Copeds Seven Cs (2003)

specific circumstances.

Reflection on my reflection

Reading though sometimes | can sound overly optimistic or laid back, but | remember it being
suchasmoothpjoect . Overall, 1 6m proud of myself an
competency has benefitted my business skills which is important to maintain practice and earn

a living wage as a Trainee Health Psycholodisto sometimes feel deflated whéealth
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coaches and fitness instructors saturate the market with health advice and guidance. And I find
that most healtltonscious people know more about the latest weight management trends than
|. However, what | have also seen is quite a lot of healtiwatideing misinformation without

an evidence base. As health psychology literature shows, weight management misinformation
on social media can be dangerous for many reasons (Moorhead, 2013). For example, weight
management misinformation can subtly promed¢ing disorders, body dysmorphia (Levine

and Murnen, 2009; Moorhead, 2013). Also, the level of health literacy is often not considered
for social media posts, and the language used in such posts can be ambiguous and divisive,
which poses a further threstt public health (Levine and Murnen, 2009). | feel as a trainee
health psychologist, it's important to understand the social dynamics and influences of health
behaviours, especially through social media and online platforms. And | believe that raising
awaeness of health and wellbeing behaviours via social media can be a positive and helpful
tool, but itdéds all too common to see advice
non-psychology professionals (Moorhead, 2013). | have a great réepettical conduct and

being part of a regulated profession, and the distinction between a registered Health
Psychologist practitioner and ngsychology professionals are becoming more and more

distinguished.

This consultancy experience has helped mernderstand the value of Health Psychology
practice in the professional world and how | will always find competition from health coaches
and similar occupations. | also have more insight into the application of ewtased
frameworks from different daplines such as consultation, which was a first for me. | must
continue to keep focus on eviderzased frameworks to provide quality and ethical health

psychology practice once qualified.
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ConsultancyContract

CLIENT CONSULTANT
Name: Reed Wellbeing Name: Alex Robson
Telephone: Company:
Email of contact: Telephone:
Email:
SERVICE

The Four Ways to Healthy Weight programme has al

coaches and nutritionists. The client, Reed Wel
on health psychology theory and conducting empirical rekea provide scientific rigour and impact

to the Four Ways to Healthy Weight programme. A health psychology research design paotwcol

an empirical research guidare to be written for the Reed Wellbeing Four Ways to Healthy Weight
programme on 16/10/2020. The protaaaill include a literature review of health psychology theory

and proposed methodology and analysis and must be no more than 6 pages long. ithepreseeo]

will be written in word document format and delivered via email to be used by the client for however
they see fit as long, as the consultant is referenced as an author. The health psychology empirical
research guidangvill be delivered inrPowerPointto be used by the client however they see fit as long

as they reference the consultant as an author. The client is able to ask any questions about the service
delivered and is free to make amendments and include additional information to theedtscurhe
consultant can provide additional support if needed during delivery of the intervention, to be negotiated.

EXPECTATIONS

1. The Consultant will research and write up the agreed work to be negotiated with the Client in
accordance with British Psychological Society (BPS) Ethical Guidelines and Code of Practice and
the Health and Care Professions Council (HCPC) Regulations.

2. The Gnsultant will collect data in the form of a short evaluation questionnaire from the Client before
the service is delivered and after the service is deliveredygeendixAl and A3

3. The Consultant will produce a final report evaluating the outcomesutiding recommendations
with an executive summary to the client.

4. The Client will provide written feedback on the delivery of the service and the final report.

DECLARATION
a. The Client is aware that the Consultant has the necegsalifications and experience to provide
this service.
b. The Consultant is able to provide services to the Client on the terms and conditions set out in this
Contract.
SIGNED: Client: Consultant: A Robson

Details of workto be carried out has been negotiated and agreed upon by both gah&€lient has
any concerns regarding the service provided, they can be discussed with the Consultant in the first
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instance. To make a complaint, the Client can contact the Aca@pervisor, Dr Mark Forshaw on
01519046299 or via emaih.j.forshaw@I|jmu.ac.uk

ConsultancyReport

Literature review

With obesity rates and emorbid disease increasing each year, weight management
programmes dominate public health interests (Public Health England, 2020). The 2020
framework set out to address increased healthy life expectancy with health improvement
indicators targeting obesity. Obesity is defined by the WHO as anyone with a BMI over 30,
however, having a BMI over 25 is still considered to be a significant risk factor of metabolic
disease, which involves hypercholesterolemia, type 2 diabetes, and hsgjpertéBngin,

2017). Modern medical advancements and physiological research has found that metabolic

conditions can be preventable and reversable (Engin, 2017).

In light ofthis, NHS England has an eviderzased Tiered Care Weight Management Pathway
however, it is only available in certain localities with exclusive criteria. Tievolves brief

advice and health promotion and, although cost effective, is limited in ingmattealth
behaviour. Knowledge and information on diet and exercise forms the foundation of weight
management, but it forms only one small part towards a person behaving in line with the
information learned. For example, it is largely demonstrated thaatanformation alone does

not entirely shape healthy eating or exercise behaviours. Tier 2 is focused on community
interventions and has strengths of accessibility but limitations of lack of empirical research.
Again, the emphasis within this Tier is oarrect information and socialisation which are two
important aspects for weight management, and social aspects have proven to be a powerful
influence but combined with correct health information are still not the only drivers of
behaviour (Brown, 2017; I, 2018). Tier 3 involves multidisciplinary collaboration
intervention, with the inclusion of psychology professionals, and has strengths of sustained
weight loss, but is costly due to clinician fees (Brown, 2017; Ells, 2018). In Tier 3 the role of
emotons on behaviour are addressed along with correct health information and social group

factors, which is why this approach is the most successful in the UK.

Tier 4 weight management involves gastric bypass surgery and is only seen as a last resort with
significant risks attached. Interestingly the surgery approach is not as effective in the long term,

since people can often become obese again in a short space of time leading to dangerous health
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implications (British Obesity and Metabolic Surgery Socie@4, 7). Drawing on the strengths

of Tier 2 and Tier 3, a health psychology informed commubpdtged lifestyle approach to
weight loss is recommended to support with Public Health aims, and a large body of literature
that promotes a multidisciplinary approa@ritish Obesity and Metabolic Surgery Society,
2017; Brown, 2017; Ells, 2018).

Health psychology utilises research from a wide range of disciplines, including behavioural,
neuroscience, social anthropology, and medicine, to provide a comprehensivachpior

health. Health behaviour change interventions at Tier 2 level involve the practical aspects of
diet and exercise information and are traditionally based on cognitive approaches. Cognitive
theories include Prochaska and DiClemente (1983) transtlwadraodel of behaviour change
(TTM) and Bandurads (1986) social clygtepi ti ve
instruction towards a desired behaviour, however, does not account for social or emotional
factors. On the other hand, SCT statesithatder to effectively change behaviour, three core
components must be present: sfficacy, capacity and social support. But, similar to TTM,

SCT does not account for the influence of emotions on behaviour. Programmes based on a
cognitive model tendot neglect emotional processes of weight management, despite a vast
body of literature demonstrating the connection. However, cognitive behavioural approaches
like Acceptance and Commitment Therapy (ACT) place emphasis on the role of emotions on
behaviour.For this reason, ACT is seen to be the most applicable cognitive behavioural

approach to weight management to date but is limited in empirical evidence (Corrigan, 2001).

Literature from behavioural neuroscience approaches can provide insight intoitagolms

of cognitive approaches on weight management. Modern advancements neuropsychology
show that a person can store emotions and experiences in the body as multisensory information
(Van der Kolk, Roth, Pelcovitz, Sunday & Spinazzola, 2005; Zhang, 2B&8garch suggests

that when someone has been overweight for a long time, emotional regulation issues could be
subconsciously driving poor health behaviour
S. 2018; Zhang, 2018). According to Relational frahemry, every experience a person goes
through in their life programmes a set of rules into the subconscious part of the brain
responsible for emotions and memory; the limbic system (Zhang, 2018). These rules are said
to drive behaviour towards pleasumlaxperiences, and they can make a person avoid pain
and dangerous situations they have previously experienced (Zhang, 2018). The emotional

response from the limbic system is quicker than our cognitive rational thinking (Van der Kolk,
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Roth, Pelcovitz, Suray & Spinazzola, 2005; Zhang, 2018). This is why a person can react to
a dangerous situation almost immediately and instinctively, as if automated (Van der Kolk,
Roth, Pelcovitz, Sunday & Spinazzola, 2005; Zhang, 2018).

A monumental study by Felitti (189 into the investigation of Adverse Childhood Experiences
(ACE) found that out of 17421 patients who accessed an obesity clinic in the US, only one
third reported not to have any adverse childhood experiences. This meant that in a sample of
17421 obese, kite, middleclass, middleaged people, a total of 11614 had experienced abuse

of some kind in their childhood. This study was the first of its kind to reveal the sheer

magnitude of trauma from ACE and its impact on obesity and weight management, issues to

which | ow socioeconomic popul ations are part
hidden epidemicd as it poses as a major ris
studies went on to further v ametahralyses ofFak | i t t i

interventions on ACE and obesity (Wiss & Brewerton, 2020). It recommended that in weight
management programmes there should be improved screening and detection of trauma and
better access to trauamaformed care (Wiss & Brewerton, 2020'he Felitti (1998) study is

an extreme example that demonstrates the power of emotions from stressful and traumatic

experiences on health behaviours, particularly weight management.

Specific to obesity, a condition known as Alexithymia manifests astienal and sensory
detachment and is a common predictor of failure in weight loss programmes (Casagrande et
al.,, 2019). Therapies that promote interoception, the internal state of the body, and
proprioception, the external experience of the body and#gipn in space, are often known

as trauma informed bodyased activities. Bodipased activities can help rebuild a healthy
connection between the mind and the body and can account for the limitations of cognitive
approaches (Van der Kolk, Roth, Pelcoyvi&inday & Spinazzola, 2005; Payne, Levine &
CraneGodreau, 2015). In addition, rhythmical physical activity, professionally guided
mindfulness, therapeutic massage, trauma informed yoga, and Emotional Freedom Technique,
are seen to promote emotional regidn (Van der Kolk, Roth, Pelcovitz, Sunday &
Spinazzola, 2005; Payne, Levine & Cra@edreau, 2015; Zhang, 2018). Therefore, a body
based psychological approach to weight loss is often recommended to address emotional
regulation with weighinanagement (& der Kolk, Roth, Pelcovitz, Sunday & Spinazzola,
2005; Zhang, 2018).
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Considering the potential case history of a participant with weight management issues, it is
important to account for emotions as well as past adverse experiences below conscious
cogntion that inadvertently drive health behaviours. It is not necessary for the facilitator of the
intervention to ask or talk about these painful memories, however, in order to provide equality
in service, it is recommended that ACE and PTSD is accountdiet@muse people without
diagnosed trauma can also benefit from a trauma informediesd behavioural approach.
Reasons for this are that it is a beneficial skill for everyone to be able to behave consciously
and contextually within the present momemtitigularly when it comes to weight management

activities such as diet and exercise.

Proposed research question
Will the pilot of the Reed Wellbeing }&eek weight management intervention Four Ways to
Healthy Weight be successful in weight managemeatWK mixed gender populatioand

will healthy weight be sustained pastervention?

Method
Design
Randomised control trial prgost study.
IV1 Experiment
level 1 = Intervention (Four Ways to Healthy Weight)

level 2 = Control group (no intervention)

IV2 Time
Level 1 = pretest measures
Level 2 = postiest measures

Level 3 = 1 month follow up

DV1 = Weight measurement in Kg. (BMI 28 = 100120kg. BMI 2025 = 75100kg)
DV2 = Waist Circumference. (Female = <80 low risk. Male = <94cm low risk)
DV3 = Warwick Edinburgh Mental Wellbeing Scale

DV4 = Emotional Processing Scale
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Participants

Participants on the Reed Wellbeing programme will be initially recruited by roéamstation

by Health Coaches and staff working with targeted population. Snowballing sampling via word
of mouth will be applied to reach and invite people not currently engaging with Reed Wellbeing
services. The target population for this study is adunlthe UK with a BMI>25 and access to

a computer.

Materials
Reed Wellbeing Four Ways to Healthy Weight presentation along with supplementary
materials for each of the 4 modules are provided to the participants via email, a full list of

materials can bfound in the appendices.

Procedure

Experimental sample:

Participants with a BMI>25 is invited to take part in Four Ways to Healthy Weight by their
Health Coaches and in response to advertisements and word of mouth. Once registered and
initial measures taken, participants can then choose to begin the programme with any of the 4
modules at their own pace. Support by their Health Coach is provided throughout the
programme. Post measures will be taken after the intervention is completed anpagastici

will be asked to provide follow up measurements after 1 month to conclude the study.

Control sample:

Participants with a BMI>25 are invited to take part in a research study measuring their weight
over time. They will not be given the Four Ways toig¥ materials and will have no weight
management intervention, support or guidance delivered over thedRtime frame. They

will then be invited to take part in the next cohort of the Four Ways to Healthy Weight as part

of the experimental sample.

Analysis
A Hypothesis There will be a significant decrease between pre, post measures weight in kg.

A Hypothesis There will be a significant decrease in pre, post measures waist circumference

in cm.
A Hypothesiswei ght measurement in kg wondt increa
A Hypothesiswai st circumference in cm wonopt incre
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Once the data is collected and if parametric assumptions are met, the following analyses are

proposed against each of the hypotheses:

A Repeated measures eway-ANOVA to test between groups (intervention) + within
groups (time) and test grodgy-time integration.

A Or ANCOVA with one betweegroups factor and one covariate (baseline scores)

Summary
Elements from the NHS Tier 3 weight management programme, such as involvement of
psychologist through a multidisciplinary approach, are the most successéngeted and
sustained weight loss (Welbourn et al., 2016). However, due to lack of funding it is not readily
accessible, especially with those with a BMI between 25 and 35. With guidance from health
psychology research, it is within parameters of Reedb&felg to deliver a similar community
based programme. The companyo6s previous wei ¢
with Tier 2 programmes. Therefore, in order to elevate the chances of success of the proposed
programme, Four Ways to Healthy Weigtite recommendations of including a minody

therapeutic element to account for emotional regulation is provided.
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CHAPTER 2: TEACHING AND TRAINING

Case study

Teaching Mindfulness Practice in the Workplace to Increase Resilience to Stress.
Abstract

In my role as a Health and Wellbeing Adviser, | was asked by my manager in a monthly routine
progress review to plan and facilitate a thimynute weekly wellbeing group activity for my
colleagues on the conference telephone meetings held every Wedrdsdayork describes

the systematic process of planning, delivering and critically evaluating thveetgntraining
programme, Wellbeing Wednesdays, contributing to my development of practice as a trainee
health psychologist. The aims of this project weéseprovide experiential learning on
mindfulnessbased activities in the context of work stress by teaching eighteen colleagues
across four offices in County Durham using an eviddrased health psychology approach.
Traditional learning theorysuchasRlagy 6 s Cogni ti ve Devel opment T
Vygot skyés Sociocultural Theory (SCT) (1962)
Wednesdays. Andeganeh and Kol bdés (2009) Miwasd f u | E
applied to the teaching sesievith modern evidenelased recommendations from Chaiklin

(2003) and Rosenshine (2012). st and postest measures of learning were taken in the

form of a teritem multiple choice quiz on mindfulness, #ggendixB1, and a post evaluation

was takerio assess my performance, sggpendixB2. Overall, the teaching series, Wellbeing
Wednesdays, was successful in demonstrating understanding of knowledge on mindfulness
practice, however, did not capture independent application of knowledge between@md bey

the sessions. Future recommendations and reflective evaluation are discussed.

Background

The economy has been greatly impacted by the COGMIPandemic as some large companies
have ceased trading and have had to furlough members of staff. Workcsing#sutes to
growing financial losses for companies with staff members on long periods of sick leave and
impromptu sick days (Lloyd, King & Chenoweth, 2002; Hassard et al, 2018).-lkrent
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services face additional absences because of shielding addackilissues, not to mention
sickness due to COVH29 infection and burnout (Hassard et al, 2018; Mimoun, Ben &
Margalit, 2020). The health and wellbeing of the employed has been under more strain than
usual due to the COVH29 pandemic and the disciplinéhealth psychology plays a vital role

in supporting the workforce with eviderbased teaching practice and research (Mimoun, Ben

& Margalit, 2020).

Participants

Working between the five office branches as the Health and Wellbeing adviser fonorires

in County Durham, | quickly got to know my 18 colleagues and we all had a good working
relationship. Within our team there were ten females and eight males all from a white British
background with an age range between 30 and 64 years. In additioganihedntained two
Business Managers, two Employment Skills Trainers, two Recruitment Managers and 12
Employment Advisers with me being the only Health and Wellbeing Adviser. All staff were
newly employed to their roles within the company at the same hiate started and so we all

had induction training together, which helped us to connect and bond from the start. As news
of the COVID-19 pandemic shocked the world for the first part of the year, my colleagues were
under increasing pressure since their golry targets were still to be expected and working
from home added additional stressors such as childcare issues and caring responAitslities.

my manager approached me to provide a weekly wellbeing themed training session to support
my colleagues, $aw this as a great opportunity to demonstrate two dovetailed competencies
for the doctorate, the behaviour change intervention group series and the teaching and training

series.

Assessment of training needs

To assess the training needs, | spoke ewéryone individually and on the conference calls to

ask if they had any suggestions of activities or topics to cover, of which the theme of responses

wa srelaxdingmi ndf ul n e s somahng forvwhich lersuéinely provided for the
participants thamy colleagues and | support. This approach was in lineWwithg ot sky 6s SC
(1962) as it outlines the importance of@anstruction in the learning process. Although both
Piagetdos CDT (1952) and Vygotskyds Sigsm (1962
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approach, SCT was favoured in the assessment stages of training needs because it demonstrated
best practice in context. To expantereatamccor di
with learners, so this would have limited the developmentefibeing Wednesdays as it

would not have honoured the outcome requests from the participants.

From the workstress literature, | was aware of identifying two key areas of work stress,
organisational issues that could not be changed and individual circumstances that contributed
to lower levels of wellbeing (Johnson et al., 2005). My colleaguestegptaelings ofi n o t

bei ng abl e framaheiswoik tuties in thé eiveming, and some people had childcare
issues with the school closures which meant they were distracted most days; the first being a
clear example of a changeable unworkable bel@avwand an uncontrollable organisational
stressor in the latter (Bond, Flaxman, van Veldhoven & Biron, 2010; Reeve, 2020). There is a
large evidence base recommending mindfukiessed activity in the workplace for the
outcomes the issues the participasttared (Bartlett, 20197 recent review by Bartlett et al.

(2019) found that mindfulness training in randomised control trial studies indicated beneficial
effects in both psychological health such as stress and physiological health such as sleep.
Furthemore, a standardised framework Gfu , Strauss, Bond and C:
Mindfulnessbased Cognitive Therapy (MBCT) provides practical eviddrased guidance

for practitioners and is recommended by NICE for both health and psychological outcomes
(NICE, 2010). Whilst mindfulness activities do not claim to make issues disappear, they can
promote resilience towards unchangeable organisational issues and can motivate new actions

in place of unworkable behaviours (Flaxman & Bond, 2006; Johnson et al., 2005).

My intentions were to keep the mindfulness activities as brief as possible in order to not take

up too much of their time and add to work stress. | wanted to make it fun and relaxing,
something different to look forward to and break up the week. | dewd=dl the intervention,
OWel |l being Wednesdaysd for simplicity. It W
varying experiences with mindfulness activities in the past, so the content and materials were
created in |Iine with tlaeyg Banh&Cagbdagh, 2015 MBCMIBCT |
training courses map onto principles of constructivism learning theory in that it is progressive
guided practice with scaffolding and usually taught weekly in a group seRibgefishine,

2012; Bada & Olusegun, 2015)ottever, what MBCT does not usually include is to begin
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each session a review of the previous session, recommended by guidance from Rosenshine

(2012) on evidencbased instruction.

Teaching and training: planning

Al t hough Piagetds CDBTSCT 1923 2rp dated, dhey\hgvg bders kK y 6
extensively studied with regard to teaching, training, learning and development. Sharing
similarities, CDT and SCT fall under the constructivism approach within the four identified
learning theories, which is more d&nt focused than teacher focused, along with
connectivism, unlike the behaviourism and cognitivism style. The behaviourism and cognitive
style emphasise teaching methods such as rote learning or memorisation, which is seen to limit
understanding and contelal use of knowledge. The connectivism approach, although student
focused, was not an appropriate fit for the Wellbeing Wednesday parameters of delivery, scope
and aims. It promotes salirected quests for knowledge and so for mindfulness activitigs thi
would have been too complex and time consuming for the participants. Furthermore,
mindfulness practice requires no group talking or group discussion which is a key principle for
the connectivism approach. Therefore, a constructivism approach was apphedeaching

series to assist with the planning stages.

Under the constructivism approach, both CDT and SCT promote an active approach to learning
with complex knowledge and concepts broken down into smaller pieces progressively building,
known as sdfolding. However, within CDT there is a strong emphasis on stages of
development and is more in line with cognitive constructivism where the role of language is
minimal. Whereas in SCT there is a strong correspondence with sociocultural context in social
constructivism with no proposed stages and language is seen as a powerful influence in shaping
thought. Vygotskyds (1978) Zone of Proxi mal
of SCT further by introducing a model explaining when guidance andi@tisin should be

given to maximise benefits of learning and allowing a person to use these skills eventually
unassisted. Research by Chaiklin (2012) <crit
it to be accurate in the modeday context but, in # context of planning the Wellbeing
Wednesday teaching series, ZDT is aimed at child education and does not offer in depth

guidance.
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Research by Rosenshine (2012) presents ten evidases principles of instruction and,

although it does not specify agecommendation, it gives a comprehensive and up to date
overview of key elements for learning. Themes that map onto the constructivism approach to

|l earning such as, Abegin a | esson with a st
materialinsmalst eps with student practice after eac
for student wunderstandingbo, Aprovide scaff ol
or monthlyodo were appropriate for &20B).Thar amet

remaining five suggestions would not be viable for Wellbeing Wednesdays given that it was a

thity-mi nut e mindful ness session, fAask a | arge r
of each student o, Afobt ati nr es phoingshe stuoc ceeeess tri
model s o, Airequire and monitor independent pr

no talking during the mindfulness practice which means no questions and answers, but there
would be some questions and prompts tfee students to reflect on independently. Also,
models and worked examples are better suited to maths problems and writing comprehension
(Rosenshine, 2012). Finally, it could have been included as a requirement for the Wellbeing
Wednesdays to completerne practice between sessions and reflecting back, | would add in
this element if | were to do it again. However, | was cautious around overburdening the already
overworked and overwhelmed participants and did not want to provide another task to take

home m an evening.

| was aware that Rosensheinbs (2012), -el emen
based learning process within individual sessions. After further investigating learning models,
Yeganeh and Kol bds ( 26éatnihg Cydki wasldonsiteredE thepneosti e n t
valid and practical process to follow over others because of its application to experiential
learning which fits with the constructivism approach. It identifies four key areas of experiential
learning, Concrete Expemce (CE), Reflective Observation (RO), Abstract Conceptualisation
(AC) and Active Experimentation (AE). These
learning cycle, however, Yeganeh and Kolb have since published guidance in 2009 to expand

on e@h component directly related to mindfulness. Experiential learning directly applies to
teaching mindfulnesbased activities in that the students engage with the content in practice.

Reasons for excluding different learning models were that they wereotoplex or not
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directly related to the aims and scope of the Wellbeing Wednesdays; for example, the Visual,
Auditory, Reading/Writing, Kinaesthetic (VARK) Learning Style Model (Fleming & Mills,
1992) requires individual stimuli based on individual diffeesy of which | was limited

because the Wellbeing Wednesdays were to be held over a conference call.

| decided to write up the session plan in the format of a script since this is the traditional way

to teach mindfulness and it would suit audible ingtamcthrough telephone delivery, please
seeAppendixB3 for all ten scripts. As suggested Bpsenshine (2012), the scripts included

five evidencebased principles of instruction, ARbegi
l earningdo demonstrated by setting | earning o
small steps with studentma i ce after each stepo and Agui
student understandingd demonstrated by the
Aprovide scaffolds for difficult taskso demo
weekoe t o week ten to achieve overall outcome
weekly or monthlyodo demonstrated by the weekl
the scripts,Yeganeh and Kol bbds (20009) Mi ndf ul E x
implemented. Please see Table 1 for a detailed overview of ewiased elements of

instruction and their demonstrations.

As a practical measure andkeeping with ethical practice, | decided to email agesen for
psychological trauma and mentalafte issues as recommendedDgbkin, Irvin and Amar
(2012), seeAppendix B4. As, | know that underlying trauma is a contraindication to
mindfulness practices, and it is my duty and responsibility to do no karstaski & Hassed,
2008) To demonstrate &ning, participants were to be given a-tprestion quiz before and

after the teaching series and a post evaluation form to allow a basis for reflection on overall

performance, se&ppendixB1 andB2.

Teaching styles

The scope of delivering is limiteddi t h  not being able to hold ¢
person, mainly with my colleagues, the participant group, spread across five offices and

secondly because of lockdown travel restrictions; therefore, the type of teaching was entirely
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auditory delivereaver the phone. This is why it was important for me to provide visualisations
and metaphors since they provide meaning and are central to thought and communication in
improving health literacy (Carter, 1990; Talley, 2016). Reflecting back, | could h&l¢hlee
sessions online but, because of the time constraints, for ease, the Wellbeing Wednesday
sessions were held on the morning conference call. Reasons for this were that it was a regular
part of our working schedule and | routinely delivered mindfulre®s the phone with the

participants that my colleagues and | support so it was simple, familiar and time efficient.

The type of teaching for the Wellbeing Wednesday course was also less collaborative, or
participant led, since it followed the tradit@n teachedearner dynamic. Trying to
communicate with a large number of people on a conference call is always tricky, as the visual
cues of when to speak are missing and itds
ease, | kept the format simpde that people were not under pressure to speak and that they
follow the journey of the mindfulness activity in their own heads without having to write.
However, there was an opportunity at the end of each session to feed back, and | made myself
available for tenminutes after if anyone wanted to speak with me privately which is
recommended in the MBCT framework by Gu, Strauss, Bond and Cavanagh (2015). It is also
general ethical best practice to ensure the students have the opportunity to debrief if any

difficult emotions surface during the mindfulness practice (BPS, 2018).

The overall learning outcome for the Wellbeing Wednesdays was to improve knowledge and
understandingmindfulnessbased practice to increase resilience to work strEsis was
brokendown into ten progressive learning outcomes and objectives for each session, depicted
in Tablel (Wood, Burner & Ross, 1976; Maybin, Mercer & Steirer, 1992). The learning
outcomes were scaffolded to allow the learning to progressively improve, avoidingf us
complex information as recommended by the constructivist experiential learning style
(Yeganeh & Kolb, 2009). Furthermore, discussions and engagement may not have been spoken
out loud by the participants, as in collaborative active teaching stylegshéuctivities
promoted an internal inquiry and observation. This is said to deepen the learning experience
from a traditional teaching style by promoting seficacy for continuing the behaviours to
increase resilience to work stress (Palmer, Tubbsh§bkbw, 2003; Yeganeh & Kolb, 2009).
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Table 1

Weekly breakdown of learning outcomes, objectives and demonstration of eladeadeslements for instruction for the Wellbeing Wednesdays

teaching series.

Week Learning outcomes Objectives CE RO AC AE

1 Understand the concept « Take part in a Diaphragm breathing Practicing noticing Question the assumptior Practice awareness (
mindfulness from a health beginner introductory thoughts and feelings made about mindfulnes the present moment.
psychology perspective mindfulness session. without judgment. practice and the body.

understand the benefits «
mindfulness on work stres
resilience, and have practic
experience of mindfulnes
activity.

2 Understand the Vagus nerve a Take part in a Diaphragm breathin¢ Practicing noticing Question the assumptior Practice awareness ¢
the role it plays in stres beginner mindfulness and focus on interna thoughts and feelings made about mindfulnes the present momer
management, understand t session exploring sensations. without judgment. practice and the body.  and interoception.
connection between the mind ar basic information on
body by using the breath as the nervous system.

biomarker.
3 Understand the role of groundir Engage in Diaphragm breathing Practicing noticing Question the assumptior Practice awareness (
exercises in stress management mindfulness practice focus on the sense thoughts and feeling: made about mindfulres the present momen
and and body sensations. without judgment. practice and the body. interoception anc
: . exteroception anc
practice  grounding feelings of security.
techniques to hel
with stress regulation
4 Understand the body scan practi Engage in Diaphragm breathing Practicing noticing Question the assumptior Practice awareness (
as another tool for stres mindfulness practice focus on the body an thoughts and feeling: made about mindfulnes the present momen
management. and practice body body sensations. without judgment. practice and the body. interoception anc
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Further explore the mindody
connection by understandin
communication between the het
and brain through hearate
variability for stress management

Explore the benefits of gratitud
practice for stress management.

Understanding the differenc
between thoughts, emotions a
the observing mind and practic
this awareness.

Understand the power ¢
imagination in relation to
increasing resiliency to worl
stress.

scan to help with
stress management.

Engage in
mindfulness practice
around the connectiol
between the heart an
the brain.

Engage in a
mindfulness gratitude
practice.

Engage in a
mindfulness practice
to cultivate a distanct
between thoughts an
the self.

Engage in
mindfulness practice
using guided imagery

Diaphragm breathin¢ Practicing
focusing on interna thoughts and
sensations. without judgment.

noticing
feeling:

Diaphragm breathin¢ Practicing noticing

and focus on internal thoughts and feelings an

sensations. acceptance withou
judgment.

Diaphragm breathin¢ Practicing noticing

and focus on interna thoughts and feelings an

sensations. acceptance withou
judgment. Becominc
aware of moments o
impulsivity.

Diaphragm breathin¢ Practicing
and focus on interng thoughts and
sensations. without judgment.

noticing
feeling:

3¢

Question thessumptions
made about mindfulnes

practice and the body.

Consider

dichotomous thinking.

Question

assumptions on
doubt your
Atrutho

peopl eds

than dichotomous
thinking.
Questions the

assumptions made abo
mindfulness practice an

the body.

ot
perspectives and see
shades of grey rather the

your
you
thoughts and feelings
persona
and

pe
seek shades of grey rath

exteroception,  anc
feelings of security.

Practice awareness ¢
the present momer
and interoception.

Practice awareness (
the present momen

interocepion and
grateful thoughts.
Cultivate the

sensation of gratitude

Practice awareness (
the present momer
and interoception.

Experiment with
observing thoughts.

Practice awareness ¢
the present momen

interoception.
Experimen with the
imagination to



9 Understand resilience and how Engage in Diaphragm breathin¢ Practicing noticing
reframe a Obad mindfulness practice and focus on interna thoughts and feelings an
relating to a sensations. acceptance withou
contextual persona judgment. Becoming
stressful experience. aware of moments o
impulsivity.
10 Understand the benefits ¢ Engage in Diaphragm breathin¢ Practicing noticing

practicing seHcompassion compassionate and focus on interne thoughts and feelings an

focused mindfulnes: sensations. acceptance withou

practice. judgment. Becoming
aware of moments o
impulsivity.

Question your
assumptions on you
thoughts and feelings
doubt your persona
itrutho and
p e o pfersp&dives an
seek shades of grey rath

than dichotomous
thinking.
Consider ot

perspectives and seek
shades of grey rather the
dichotomous thinking.

practice letting go ol
stress.

Practice awareness ¢
the present momen
interoception.
Experiment with
reframing
perspectives or

stressful events.

Practice awareness (
the present momen

interoception.
Experiment with
feelings of seH

compassion to let gt
of stress from self
judgment and
criticism.

Note.CErepresents Concrete Experience, RO is Reflective Observation, AC is Abstract Conceptualisation and AE is Active Experecentding to Yeganeh and

Kol bods Mi ndf ul

teaching series.

(2009) Experiential
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Wellbeing Wednesdays
Session lintroduction to Mindfulness
Aims and outcomes: By the end of the session participants will
1. understand the concept of mindfulness from a health psychology perspective,
2. understand the benefits of mindfulness on work stress resilience,
3. have practical experience of mindfulness activity

All 18 participants took part in the telephone conference call today as | spent a lot of time going
over safety precautions associated with mindfulness. For a full reflection of the course please
see the teaching and training diary, Section One. Theadsad two parts, the first being an
introduction and safety precautions and the second contained a short basic mindfulness
practice.The participants were asked to check in with their breathing during the week and
simply notice any changes throughout ttas. | shared information about a free mindfulness
phone application, if they wanted to continue a guided practice between sessions. The
psychoeducation around the nervous system and body functions was an intentional foundation
to the topic covered in thiellowing week, as this information can be a lot to take in in one

brief sitting without prior knowledge. Please refeAiopendixB3 for all mindfulness scripts.

Session 2: Stress and the Nervous System
Aims and outcomes: by the end of skeesion participants will
1. Engage in mindfulness practice,
2. understand the vagus nerve and the role it plays in stress management,

3. understand the connection between the mind and body by using the breath as a

biomarker.

All participants engaged with the secbsession on the morning conference call. The session
started with a teiminute anchoring mindfulness practice and then | layered information whilst
they continued to practice this state of awareness. Reasons for this are that traditional
mindfulness pratices follow this structure and that it provides a new and relaxing way to learn
(Kostanski & Hassed, 2008).
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Session 3: Grounding Exercises
Aims and outcomes: by the end of the session participants will
1. Engage in mindfulness practice,
2. Practice groundingeachniques to help with stress regulation
3. Understand the role of grounding exercises in stress management.

Grounding or anchoring was a key topic to cover as the ability to bring focus to a secure neutral
stimulus is important skill to learn for resiliente stress, and it is an overall theme of
mindfulness practice in general (Corrigan, Fisher & Nutt, 2011). It is important to strengthen

the skill to be able to bring focus back to a neutral stimulus in turbulent and stressful contexts
because it promotesifety and security (Corrigan, Fisher & Nutt, 2011). It is used to prevent

di ssociation and an overwhel med nervous syst
to stress (Corrigan, Fisher & Nutt, 2011). This simply means to be in a comfortable furctioni

state betweelmyperarousaland hypoarousal It is essentially resilience in practice and is

beneficial for those with and without psychological trauma, making it ethical and inclusive.

Building on the previous week of the foundations of mindfulness, anchoring into the breath, it
was now time toxplore different grounding practices. Although this was an important aspect
covered briefly in week one, | felt it deserved more attention in its own right after the basics of
the nervous system and the breath had been covered. | was keen not to ¢tealsdtin the

course to introduce this concept, which is why it was perfectly timed for week three.

Session 4: Body Scan
Aims and outcomes: by the end of the session participants will
1. Engage in mindfulness practice and
2. Practice body scan to help withress management
3. Understand the body scan practice as another tool for stress management

All 18 participants were present for the conference call session and as every week we started
with the anchoring mindfulness practice. | placed the body scan at \WWeetoRurther connect
the mindbody practices and awareness. The body scan is simple, in that the student is invited

to pay attention to parts of the body starting at the head, or the feet, and systematically working
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through each part. The body scan pdes that kinaesthetic and visual learning and is a
traditional basic mindfulness practice that works well across populations, including those with
psychological trauma (Carter, 1990; Kostanski, & Hassed, 2008; Talley, 2016).

Session 5: Hearbrain Communication
Aims and outcomes: by the end of the session participants will
1. Engage in mindfulness practice and

2. Further explore the minthody connection by understanding communication between
the heart and brain through hearate variability.

With the previous two weeks emphasising practical techniques, | felt it was now time to build
further on the physiology kmol edge | earned in the first two
capacity for actionYeganeh & Kolb, 2009)Today all 18 participants joined the conference

call as we began the session with the usuairtgrute mindfulness anchoring practice which
provides the procedural aspect of learning with a consistent and repetitive task. The information
provided was only the foundations to heart rate variability and | invited to participants to
explore it further on their own to promote sefficacy. Finally, | eded the session on an
intentional note of gratitude for the intricate systems of the body which was to be followed up

by a full session on the topic of gratitude in session six.

Session 6: Gratitude

Aims and outcomes: by the end of the session partisipet
1. Engage in mindfulness practice and
2. Explore the benefits of and practice gratitude

All participants attended the conference call today as we began with the usoahtee
anchoring mindfulness practice which led straight into the theme of geti@mtitude is a
well-known positive psychology practice that is simple and cost effective (Bono et al, 2013).
Health psychology literature crosses over with positive psychology practices in that stress

reduction and improving health and wellbeing aretra@nThe participants were now past the
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halfway point, and they had progressed to be able to actively experiment with the foundation

built up over the previous sessioe@aneh & Kolb, 2009).

Session 7: The Observer Versus the Thinking Mind
Aims and otcomes: by the end of the session participants will

1. Engage in a mindfulness practice to cultivate a distance between thoughts, feelings and

the self.

2. Understanding the difference between the observer (self) and the thinking mind

(cognition).

It was intenional to introduce gratitude as a base to move onto the next and more advanced
practice of in the following session, as the learners built on their foundational knowledge built

up in the first six sessions. It is always my intention to provide progressiohat the
participants can choose to stay at a level they feel comfortable and exploring more challenging
sensations of their own volition. The fundamental practices being grounding exercises and the
more intermediate cognitivieehavioural mindfulness @ctices being6 t h e observe
introduced in session seven (Hirst, 2003). It is at this point the participants were invited to pivot

into the more uncomfortable and challenging aspects of life which is applicable to work stress.

Session 8: The Power of ta Imagination
Aims and outcomes: by the end of the session participants will
1. Engage in mindfulness practice using guided imagery
2. Understand the power of imagination in relation to increasing resiliency to work stress

Today 18 participants showed up agamtiee conference call and we opened the session with
the usual temminute anchoring mindfulness activity. We then focused on the power of
imagination to help increase resilience to work stress, since visualisation helps to create
learning through meaningérter, 1990; Talley, 2016).
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Session 9: How to Revrite a bad day

Aims and outcomes: by the end of the session participants will
1. Engage in mindfulness practice relating to a contextual personal stressful experience.
2. Understand resilience and howtoe f r ame a O0bad dayao.

All 18 participants were present on the conference call today and we began the session with
the usual teiminute anchoring mindfulness practice. Nearing towards the end of the Wellbeing
Wednesday course | introduced the mindfulnesg pra cwr idétrieng a bad day¢

contextual to work stress.

Session 10: Sel€ompassion

Aims and outcomes: by the end of the session participants will
1. Engage in compassionate focused mindfulness practice and
2. Understand the benefits of practicindfseompassion

For the final session all 18 participants were present on the conference call and were sad to
know it was over from today. We started with the usualnbémute anchoring mindfulness
activity which | had hoped had become second nature tpattieipants by now and that the
procedural learning had embedded with this consistent weekly practice overtineten As

a parting gift | wanted to leave this topic to the final session as | know from previous experience

it can leave people feeling ga.

Assessing the learning outcomes

The learning outcome for Wellbeing Wednesdays was assessed viaaagmostenitem
multiple choice questionnaire, foundAppendixB1. A simpleeightitem questionnaire with
guestionsoneto-five in five-point Likertscale style and the final questions being open ended
was also implemented, se&ppendix B2. The multiplechoice questionnaire was to
demonstrate the learning outcome of understanding and practicing mindfulness activities in
relation to work gess, and the feedback questionnaire gave the participants an opportunity to
provide insight into their experiences to help me improve my teaching skills. Also, | asked for

written feedback from my manager at the work placement who atteaiti¢ide sessios
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throughout as an observational report. This can be foukgpendixB5. Reasons for this
were to gain an objective account of the Wellbeing Wednesday teaching series and provide an

opportunity for reflection and development.
Evaluation

The sessions bk the participants through psycholiteracy which was practical and experiential
and progressively developed their mindfulness skills using evidessed principles
demonstrated by Tabledbove Please see Table 2 for responses from the muttiee
guestionnaire preand postWellbeing Wednesday sessions. All participants scored higher on
their posttest multiple choice questionnaire compared to thegsequestionnaire witkixteen
participants scoring the maximum markstef and onlytwo participants scoreahine out of

ten The maximum score was 10 and the minimum score wahiB.is a positive result

indicating an increase in knowledge after taking part in the Wellbeing Wednesdays course.

A sample of qualitative responses on questgrgo-eight on the feedback questionnaire are
depicted in quotation$-or questionsix. If yes to questiofiveihave you enjoyed
Wednesdayso, pl ease e xIpattiapams angWwesetl cogpnroon thémesy e |

of
Ar el axfamiimdfoul neardi bak awbi kg techniqueso.

This corresponded with the overall learning outcome of the Wellbeindgn@gelay teaching

series.

For questionseven If there was anything you would change about the sessions, what would it

be?Most participants left this question blank with a few responses of
Ato go on for | ongero

in the context of continuing the sessions. | clarified this context with these participants and as
they confirmed that they did not want the sessions to come to an enefteeks. This was
a positive signal that corresponds with my reflections oexperience and the feedback from

guestionneto-five.

Finally, for questioneight Do you have any further feedbadW®st participants either left this

blank or simply responded with a

~

Ai't was really good, thank youo.
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This again further confirmed thaverall positive response of the feedback.

On speaking with my colleagues between sessions, they gave positive feedback saying that
Wellbeing Wednesdays was a nice experience to break up the week and, indeed, a welcome
addition to Wedn &g dreyxdmsnonnhemes of fegdbavkeircluded the
relaxation element of the sessions. Some colleagues spoke with me regarding topics we
covered. Tabl@ below depicts individual responses on thikert scale questionsn-to five

from the feedback evaluatioquestionnaire given post Wellbeing Wednesdays. From the
increase in scores on the multigleoice post questionnaire and the feedback received from
the participants, effective teaching was demonstrated regarding the overall aim and learning
outcome, to tezh mindfulnessased activities to increase resilience to work stress using an

evidencebased health psychology approach to learning.
Figure 1
Scoredrom the teritem multiplechoice questionnaire pre and post Wellbeing Wednesday

sessions.
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Table 3

Feedback questionnaire given to participants post Wellbeing Wednesday teaching series questahs 1

Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
Q1. I enjoyed Wellbeing Wednesdays 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5
Q2. | learned about ways to improve resilience to work stret 5 5 4 5 5 5 5 5 5 5 4 5 5 4 4 5 5 5
Q3. | am happy with the content provided 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5
Q4. | am happy with the delivery of the sessions 5 5 5 &6 5 5 5 5 5 5 5 5 5 5 5 5 5 5
Q5. | feel like I could implement mindfulness practices cove 5 5 4 5 5 5 5 5 5 5 4 5 5 4 4 5 5 5

in Wellbeing Wednesdays to increase resilience to work stre

Note Items 15 on the feedback questionnaire were answered usifqgpabLikert scale where 1 = Strongly disagree, 2= slightly disagree, 3= neither agree.

48



Overall critique

Although the increase on thposttest multiple choice results and feedback questionnaire
reported gpositive outcome for the Wellbeing Wednesday teaching series against the main
learning outcome, the following critiques were highlightedid not take a direct measure of
mindfulnesspractice behaviour to see if that wasplemented It was alluded to on the
evaluation in question five but could have provided potentially stronger evidence of the
learning through demonstrating mindfulness practice through a diary log oepett. In

future this will be included.

As for the teaching content, | feel that | should hiatuded materials especially encouraging
online engagement to add a connectivism element of learning theory. In the hierarchy of

l earning accor di n gpplyisoconBiderrsdastongedi@tordon leanming
thanunderstandingnd | think | could have done more to strengthen this elerS8eniarly, |

could have set tasks between each session as homework to further the learning, as the SMART
practice theory suggests is integral to leagniiporan, 1981). However, this could be

embedded into the homework tasks between sessions and not conducted during the call.

Finally, the telephone delivery seemed to work within the context, but | would like to run the
Wellbeing Wednesdays on differgpiatforms to investigate further improvement. Perhaps a
comparison between the telephone, live video call andtéaface delivery could provide

insight into this.

Conclusion

| have learned that educating people on the basic health psychology inforisaticcost

effective way of improving health literacy and in turn provides a stable foundation for health
behaviour chang€NICE, 2007; Schopp, Bike, Clark & Minor, 2015) | mpr ovi ng pec
resilience to work stress, especially with the additional impfeitte COVID-19 pandemic, has

been a worthy application of my skills and | feel proud to have helped my colleagues in a time
when they needed it most. | will use the experience to further expand my teaching skills and

apply it to providing work stress rigence training courses with the improvements highlighted
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Teaching diary

This teaching diary is split into three different sections:

0 Section 1lcontains diary reflections from the tereek teaching and training

session®ellbeing Wednesdayfsat | conducted at a work placement.

O«

Section 2includes diary reflections from delivering a elneur presentation on
conducting health psychology empirica&searchto health care professionals

for a Health and Wellbeing charity.

O«

Section 3 entails diary reflections comparing both teaching and training

projects.

Section 1i Reflection from the teAveek series of Wellbeing Wednesday

teaching and training sesens August 2020

1. 29/05/2020:Meeting with my workplace manager initial talks about the Wellbeing
Wednesday intervention.
A lot has happened in the past month and on a recent monthly progress review my manager
asked if there was anything that | could provide for the staff in the current lockdown situation
to help with work stress. | have decided this was a great opportanigvetail a behaviour
change intervention and incorporate the teaching and training competency into the same
intervention, since it will involve psychoeducation and health literacy on resilience and work

stress.

Having worked with my colleagues for manine-months now, | feel that | had a good
understanding of their experience of stress at work, since we all converse at least once per day
and speak outside of work. It is also a labmensive job as a team to try and find employment

for people withhealth conditions or have been letegm unemployed. It is rewarding when

we all make a difference to someoneds |ife,
towards that stage could be stressful. My manager was keen to have a taughtdstcties re
intervention for the staff running for as long as possible. Since | had experience of mindfulness
based stress reduction (MBSR) and mindfulfzessed cognitive therapy (MBCT) courses, and

| practice mindfulness personally, | suggested a weekiniBite session for teweeks(Gu,

Strauss, Bond & Cavanagh, 2015his is in line with basic NICE guideline recommendations

from MBSR and MBCT courses (NICE, 2020). Mindfulness has been shown to be effective
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in reducing work stress, it is cost and timéeetive and something for which | already have

the skills and experience in teaching (NICE, 2020).

We spoke about my work duties of seeing no fewer than 25 participants per week for health
and wellbeing on¢o-one appointments and daily twmur group cotses with four to ten
participants. By this point | had become efficient with my fdrour week work duties so |
assessed the feasibility of delivery and time scale, which | calculated would be ready to launch
in August for ten weeks. The reason for thiss because | had a lot of experience in teaching
mindfulness sessions in my work duties and in previous roles, so it would not take a lot of time
to plan, and I already had materials that | could transfer. Furthermore, to save time my manager
had suggeste holding the taught mindfulness sessions every Wednesday on our weekly

morning conference call. We also agreed on the working title of Wellbeing Wednesdays.

The teaching and training had to be delivered over the telephone because of lockdown
restrictiors and since our team was split over five different offices in a county. This was also a
time saver since | di dnot have to organise
Therefore, | will give myself time to plan and prepare in June and Julyyafiddust | will be

in the action stage of the teaching and training. | feel this is a wise management of my time as
usually | go about life trying to get as much done as possible at the earliest stage, but from past

experience | have learned that takingrentime in the planning stages yields better results.

In thinking out the wellbeing teaching and training series, | came to the realisation that I try to
do everything the hard way around and | force myself to create original work and content, when
somet mes i td6s not needed. I have this belief
not valid or good enough unless it is original. | have the belief that in order to be successful
and reach the top, | need to be a visionary a creator of new pasabdigaking the mould and
inventing models and methods beyond anything what anyone else could imagine. This is not
the worst goal to work towards, but it is a restrictive belief and | overlook the beauty and

effectiveness of simplicity.

Working aimlesslyto perfection is not a helpful way of behaving and often leads me to
attempting to reinvent the wheel with everything. The result of this is that | end up either
procrastinating at the enormity of the task or completely avoid it all together. This way of
working served a purpose at one point, but | realise now this is now outdated and | can laugh

at this painful wor k et hic. l 6m still proud
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work in a way that is far more productive. | am now more comfataiih the idea of utilising

inspiration and welknown methods rather than creating a whole new paradigm from scratch.

We were all under more stress than usual at work because of the €@\fiBndemic and |
wanted to create something that would succdgsimpart health psychology teachings to
improve wellbeing. | felt the pressure of wanting to do a good job for my colleagues and to
demonstrate my knowledge. | know that through teaching and training theory of scaffolding
learning, active participatiomd experiential learning are the most successful ways to impart
knowledge effectively. But | still feel nervous about how my colleagues will receive the
information and what they will think of me as a trainee health psychologist. For this reason, |
have gven myself a few months to meditate on my ideas thoroughly plan the teaching and

training whilst searching the literature for simple and effective methods.

2. 02/06/2020: Skype with a supervisor to discuss return from LOA and structure of
Wellbeing Wednesdgs

Today | had a meeting with a supervisor to discuss further my return from leave of absence,
due to my contract ending at my first placement and needing time to secure a new placement.
With the COVID-19 pandemic effecting my plans to return from my |faom the doctorate,
this date was pushed back from March 2019 to July 2020. Despite aiming to return in March
2020, | could have resumed the doctorate earlier than that still, since | started employment as
a Health and Wellbeing Adviser with the curreotpany in October 2019. However, | wanted

to settle into a new role and ensure | could perform my daily duties and work on the doctorate.

Amongst three other lewghree qualifications in fitness instructing, in January 2020 | had
taken on a yoga instructor level 3 diploma, and it was taking up a considerable amount of time
on top of my work duties. | have a lot to say about that learnipgreence, but to summarise,

bearing in mind that this is a practical skills course, the amount of written work that is supposed

to be finished in 12 weeks was equivalent to that of a year on a degree course totalling over
60,000 words. As diligent a workkam, | do not believe | could have finished the sheer volume

of work in that time frame and holding down a ftithe job and working towards the doctorate

at the same time. So, it was a blessing that the practical end assessments had to be postponed
for 6 months due to COVIEL9, however, this was still a push. Also, as much as | respected

and liked the yoga teacher trainer and she gave great practical demonstration of yoga, | do not
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feel that she was a good teacher of written work. | picked up on somts poat | will
endeavour to avoid in a teaching and training role. The first being that her sparse instructions
regarding the masses of written work were very vague, and she kept deferring important
guestions with the respomsed 6dfl da&dedndty owo rarbyo
to say, later never came and the whole class were incredibly anxious. Secondly, the practical
demonstrations were well delivered but there was too much time spent on paperwork in a
classroom. | felt that the timgpent in the classroom could have been put to more use by
completing written work rather than slides and class discussion. | found the class discussion
useful, and it gave me a broader experience of the world of yoga. However, out of the 16 hours
9am5.30pm on Saturday and Sundays we spert42ours in the classroom chatting and only

2-4 hours doing practical learning in the yoga studio. Yoga and work stress mindfulness
techniques are practical skills and therefore require experiential learning. Sexpéigence

has made me think more deeply about the type of training | would like to provide for my
colleagues to combat work stress, e.g., practical, experiential and no graded paperwork other

than questionnaires to evidence learning for the doctorate.

Since the Well being Wednesdayds teaecebhsedhg ser
learning course about mindfulness stress reducing activities, | decided to write mindfulness
scripts to guide the practice like in traditional MBCT and MBSRrses. It would include no
interaction, group work or writing so as not to overload my colleagues with extra activities. |
had some basic scripts | wused in the mindful
load participants, so | already hadoerence in writing and delivering this type of teaching.

But, before | could fully write the scripts, | had to plan the session themes so that they would
scaffold the knowledge progressively. Pleasefga@endixB6 for planned weekly themes.

Originally, 1 was going to include yoga philosophy as a way of incorporating a mystical,
relaxing storytime element. However, | realised that this was a personal preference of mine
and not necessarily that of the participants. Furthermore, in resededninigg theory specific

to mindfulness practice, | realised that information about yoga philosophy would not fit with
the aims of the course. Thdindful Experiential Learning Cyclsuggested that | provide
traditional mindfulness practices that progreslsi teach the participant to be aware of the
body and the breath to let go of stressful thoughts and emo¥egsrieh and Kolb, 2009)

The four main elements of this theory &encrete Experience (CE), Reflective Observation

(RO), Abstract Conceptualisan (AC) and Active Experimentation (AE). These are the four
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main components in Kolbds original (1984) I
expanded on each area and directly related them to teaching mindfulhasgs.also found

through my experieze on the yoga teacher trainer course and through further investigation of

| earning theory that 1t6és iIimportant to provi
especially when itds something as cavanlel ex as
added benefit of teaching from a script to keep me on track, although there are times when |
include offscr i pt information based on intuition

understanding.

3. 06/07/2020: Writing the teaching and training sees scripts
Between my last meeting with a supervisor until now, | have managed to write up to week
seven with three more scripts to go. It was always the aim to deliver the Wellbeing Wednesdays
in August to give myself and the participants, my colleagues, plerity@td adjust to working
back in the office from working from home. Reflecting on areas of mindfulness that | wanted
to embed into the teaching and training series, Wellbeing Wednesdays, | wanted to ensure there
was taught information on resilience. | atruggling to find experiential learning exercises
around resilience because Iitdés more of a ski
stressful stimulus. However, | have spoken about what it means to be resilient and made it clear
that in practiang the mindfulness activities in the Wellbeing Wednesdays course, my
colleagues will be able to use them as tools to build resilience to work Gtesaneh and
Kolb, 2009; NICE, 2020)

My day-to-day activities from my very first placement at the chahiye included teaching
wellness activities, mainly mindfulness. | teach a group course every day in my current
workplace around wellbeing activities and | have -tmene appointments that involve
teaching health literacy on an individual level. | alseradtmindfulness and wellbeing courses

as a participant to further deepen my experience of mindfulness for my own personal wellbeing
and also as a teacher. According to The Mindfulness Experiential Learning cycle experience
of t he | ear n enpdtant tpbe abke o éullytdemorestraie the practical skill being
taught. Therefore, | know that | have enough knowledge collected over the years from
experiencing mindfulness practice, teaching wellbeing courses and from my health psychology

research, th Wellbeing Wednesdays should be a success.
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4. 05/08/2020 Session Introduction to Wellbeing Wednesdays
| have quite a lot of experience with telephone mindfulness sessions now having returned from
working-from-home during the UK lockdown. From March 202ll participants were not to
be seen fact-face and all appointments would be conducted over the telephone. So, by
August 2020, | felt comfortable delivering health and wellbeing sessions over the telephone.
All of the questionnaires for both the b&lur change intervention and teaching and training

component have been collected, after having to chase a few up yesterday.

The manager initiated the conference call, and the eighteen participants gave updates on work
progress before commencing the Wellbeing Wednesday session. The updates were brief, and |
got the sense that people were intrigued and awaiting to start. Esesyiseon st art ed wi
review of previous |l earningo as S ubggped st ed
principles of instruction. The thirfgninute teaching session was split into two parts, the first

being a fifteeAminute introduction to the Welding Wednesday course and mindfulness and

its benefits of work stress resilience. It was also a good opportunity for my colleagues to learn
more about the study and application of health psychology. | spent a lot of time talking about
safety and emphasisdlle fact that the participant is in control of their body and if any
uncomfortable feelings arise, they can stretch, walk around or do whatever they need to ground

themselves.

| felt like this session went well and the timings of the script was acdaratiee 30 minutes
allotted. After the initial feelings of nervousness, | quickly found my rhythm and gained
confidence as | went along. My extensive experience in teaching this type of material helped
as did the prewritten scripts. By the next sessimolld feel more confident by remembering

my abilities and strengths.

5. 12/08/2020 Session Zhe Vagus Nerve
The teaminute anchoring mindfulness practice element remained the same structure every
week, so that the participants could benefit from thestigpn and know what to expect,
another form of stress management by use of familiar consistent practice. It started out with
checking in with the posture and centring of the body, which is important to ensure the
participant feels safe by connecting tplgysical point of contact. Then expanding awareness
to the breath, which is a form of anchoring commonly used in mindfulness practice. | delivered

the mindfulness practice with my own teaching structure that | have learned works best over
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the years and @m my own practice. Being trained in yoga also gives me a good knowledge
base for teaching and | am aware of the safety implications and contraindications as mentioned

in session one.

| feel that starting the sessions with mindfulness wasreficial way to help the participants
absorb the health information in the second part of the session. Without a break in mindfulness,

| started to layer on information from the previous week about the nervous system by
introducing the Vagus nerve as delsed in one of the suggestions by Rosenshine (2012)
Apresent new materi al i n small steps with s
practiceo, fAprovide scaffolds for difficult
functions of he breath in mindbody stress management were also a particular focus to promote
self-efficacy of practice. | kept the pace and tone of my voice slow and relaxed, and the
information was delivered in no more than a sentence with pauses in between. Ttos was
model the experience of mindfulness under the Concrete Experience component (CE), which
i's an i mportant aspect of The Mindfulness

approach to learningréganeh and Kolb, 2009).

| was aware that | mispronoare d t he word Abreath as fdAbet ho
got me slightly flustered, but I quickly regained composure by moving on to the next part of
the script. | do tend to do this sometimes in normal speech and it bugs me. This was at the point
where the participants should have been engaged and relaxed, so | was worried that my error
may have laps their concentration. However, | have learned from this experience that these
natural errors are normal and that keeping calm and continuing to tedhbest way to

manage this.

6. 19/08/19 Session 35rounding Exercises
Again, all eighteen participants engaged today as we followed the same structure of the ten
minute mindfulness activity running seamlessly into imparting health information beneficial to
the issue. Since todayds theme was groundin
physical instructions such as placing one hand on the heart area and the other hand on the
forehead. From training and previous practice working with people witm&alunderstand
this grounding technique to be comforting, effective and safe. However, the barrier of not being
able to visually see the participants, since

if they had all followed correctly. Nevertless, after this session | got feedback for the first
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time by another manager from one of the offi
of compassionate emotion she was not expecting, and it felt good. Four more participants
agreed that it hadvipacted them, and they felt it was a really simple exercise they could repeat

on their own. For me, this was a rewarding teaching experience, as | had not only taught them
new information about the connection between the mind and body, but it could ieel appl

help them with work stress resilience. From this session | learned that unexpected positive

feedback motivates me and makes me feel more confident in my skills.

7. 26/08/2020 Session Body Scan
The teaching of the body scan requires descriptive words of basic anatomy, and it requires the
teacher to use language to adequately invite the student to follow somatically. The emergence
of the somatic approach to psychotherapy has given guidance tigumacs in their use of
language when working with participants, known as embodiment (Cohen, 2011). Even when
describing embodiment work, thetedw o r ki n g wis avbided decusé ibsdggests
that the body is separate from thenpehsesobody
and hédough I(Coher 041).tTiderefore, although a seemingly basic practice, the
body scan mindfulness practice mum taught with principles and language of somatic
embodiment to provide a holistic mitbdy experience, which is highly applicable to health
psychology practice. For example, noticing the space in between the fingers allows the person
to get a sense of Hobeing inside the body and its relation to external space; this is known as
interoception and proprioception and is one of the key foundations of grounding and
embodiment practice (Cohen, 2011; Haase et al., 2016).

Furthermore, the instructions to tagart in Active Experimentation (AE) in Yeganeh and

Kol bés Mindf ul E x p eare ialwayd an avitatianeagherrthameagdentagde | e
This use of language puts the student in control, which is important for ethical reasons and also

for power dynamis. The student should always be in control of their own body and movements

and this use of language is, again, layering the behavioural aspect of experiential safety,
relaxation and grounding. It promotes the student to explore their boundaries in adsafe a
nurturing environment, even over the telephone. From this session | learned that | missed
checking partici pant svarbaf cammuaidatioreas e exgloseitten s a
subject of grounding. This would usually give me cues as to how thepamtiéeels about the

subject and in practice. | did mention again at the end of the call that | was available to speak
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with in case anyone would like clarification on the exercises or to offload a difficult experience,
but no one did so | assume that geere felt okay. | could have switched the sessions to video
call, but since we were this far into the series, | wanted to maintain consistency. Next time |

deliver remote teaching, | think video call would be the best option.

8. 02/09/2020 Session Heart-brain communication
After the initial anchoring mindfulness practice, | introduced the topic of -beair
connection and heart rate variability to further explore the +hodyy connection and how it
can be applied to work stress resilience (Vdhilez etal., 2014; Kim et al., 2018). Again, the
information is delivered in a mindful tone and pace. The information was designed to be clearly
understood by the participants, scaffolded on a micro level (between sentences) to be built upon
over a macro level @iween sessions). Please refer to session scripts for more information on
the micro scaffolding of information. It was also important that the health information was
brief, simple and applicable to the participant; in depth information was avoided t@ negat
confusion. For example, terminology that was included was explained in the most basic form
I replaced words | ifkiempircoovgensi tyi ovuer adbhb iMhisittyyo twoi
layered in a direct benefit to the participant so they could ealsdgrb it and understand the

application.

| also added in imagery to help conceptualise the high versus lowratavariability which

can be confusing to understand at first. Imagery used was simple and recognisable enough for
the participants to visliae. It consisted of two people walking down a street, a casual person
with a relaxed walk and arms swinging in their own time out of sync with the legs, and a busy
person with their head down trying to get to their next meeting, arms in mechanicahdync a
tight to the body.

From this session | learned that | am a creative visual learner and therefore this can transfer to
my teaching. | realise that not everyone is this type of learner according/stiaé Auditory,
Reading/Writing, Kinaesthetic (VARKLearning Style Model (Fleming & Mills, 1992).
However, | did my best to accommodate within the parameters, providing visualisation,
auditory delivery with kinaesthetic experience of mindfulness. The only element missing was
the reading/writing element wdh was not feasible. Perhaps in a future teaching series | will

explore this further.
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9. 09/09/2020 Session @ratitude
The key to teaching gratitude, | have found in the past, is ensuring that the participants know
to cultivate the sensation of gratimichther than simply listing good things; again, layering the
experiential interoceptive practice threaded throughout the course. Studies have shown
gratitude practice to be powerful in increasing positive affect and resilience to work stress
(Bono et al.2013). Circling back to the overall aims of the Wellbeing Wednesday course, the
participants get to practice the exercises in the session which deepens procedural and

experiential behavioural learning.

There are so many layers and dynamics of gratitwtdesh is why | always enjoy teaching it.

It has buildable levels of practice ranging from basic to advanced. | wanted to start at a very
basic level, for the participant to find their own nuances of practice as suggested by Rosenshine
(2021) ndpalodvs dfeors cariffff i cult taskso. For exam
aspects of life that have personal meaning is the first layer, moving onto a more advanced
practice of finding negative experiences and seeing the benefit. The former being mgpmethi

like seeing the sunshine through a window signalling the coming of spring and all the outdoor
activities planned, the latter being something like getting held up at traffic lights but being able

to listen to a favourite song on the radio because oti¢éhey (YousseMorgan & Ahrens,

2017). However, since this was a brief introduction to gratitude, the activities were kept on the
beginnersd end of the scale to fit with Rose

in small steps with studentgprc t i ce after each stepo.

I included a mix of activities to express gratitude that would suit different people and encourage
participants to find their own nuances with meaning. For example, keeping a mental gratitude
list of five items daily, gratitude iaction like random acts of kindness or saying thank you to
as many people in the day with intent and authenticity, and writing a thank you letter which
involves a different way of expressing gratitude. We practiced the first two gratitude exercises,
listing five things and listing five people, as they did not require more than thought and | shared

three more practices to be done on their own to promoteffiethcy.

| learned that | enjoyed teaching gratitude. Gratitude is well known, practiced, andhredea
especially in the world of wellbeing and health psychology. It is seemingly simple, but it can
be complex to teach as some people find it easier to grasp than others. Next time | would like

to assess current levels of understanding about spedijecssito gain insight into the level of
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information taught. I't doesnodt harm peopl e
participants understanding of wellbeing practices both verbally and by prequestionnaire, but to

progress knowledge a béise understanding for specific topics is key.

10.16/09/2020 Session The Observer versus the thinking mind
All eighteen participants engaged with the session today as we started with the usualiten
mi ndfulness anchoring practice. Todayds ses
recognise the two types of minds, the observer and the thinking(hiired, 2013). | deeply
value this practice as it can help people to create a calm centred space and is particularly
beneficial for those who have experienced trauma and who have lost a sense of safety in their
own mind and body. In terms of the participgmoup, it is particularly beneficial for some
stressors that cannot easily be changed, for example, childcare issues and working hours or the

larger complaint of having to work at all.

In ACT, it is suggested that if a person does not recognise thaath not their own thoughts
oremotionsfil 6 m st r e s theydre anhblewamotkaie themselves and feelings of
overwhelm persist (Flaxman & Bond, 2006; Bond, Flaxman, van Veldhoven & Biron, 2010).
However, if the person recognises that dawing the thoughor feelingt hat | 6 m str es
w o r, khen there is an opening or psychological flexibility to change behaviours (Flaxman &
Bond, 2006; Bond, Flaxman, van Veldhoven & Biron, 2010). Mirrored in the somatic
psychology practice of embodimerihe separatiord d e f uamd umification6 f u saf o n 6
aspects of the self is important when it comes to stress management and overall health
(Flaxman & Bond, 2006; Bond, Flaxman, van Veldhoven & Biron, 2010). For example, the
unification of the body and nvrement increases interoception and proprioceptiongldutu s i o n 6
of cognitions, emotions and the splomotes a dissociative anxious state, psychological
inflexibility (Flaxman & Bond, 2006; Bond, Flaxman, van Veldhoven & Biron, 2010).
Conversely a separah of the body sensations and movement is seen as dissociative, an
extreme example being the Alexithymia condition, adddae f wfsthe self fbom cognitions

and emotions promotes openness, mindful awareness and ability to act in line with values, and
psychological flexibility (Flaxman & Bond, 2006; Bond, Flaxman, van Veldhoven & Biron,
2010).
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Fusion and defusion is one of the mechanisms of improving psychological flexibility according
to ACT and threaded throughout the Wellbeing Wednesday coumsas Ihot necessary for

me as the teacher to explain this, as it is a complex psychological concept, and | did not feel
that the students would gain anything from understanding the theory underpinning the practice;
it would only have served as a distractampromoted confusion. However, | wanted them to
understand this on an experiential level provided thraidhh e o hctivéyr Agaim, &
provided a deeply enriching learning experience to strengthen the ability to sink into the
observing mind. It fieed with the overall aims of the course, to promote ei#itacy of new
wellbeing promoting practices to improve resilience to work stress. Next time | would like to
explore a group remote teaching series for work stress reduction solely based on gpanciple

exercises from ACT.

11.23/09/2020 Session he Power of the Imagination
| aimed to provide a different mindfulness activity each week that builds on previous sessions
and so | felt it was placed well today after completing h e 0 &ctviéy the pravidus week.
Each activity may appeal more to some participants than pgeeiswas important for me to
have a fair mixture of different stimuli. Visualisation is wedkearched subject and is
commonly used as a comprehension strategy for students learning to read or revise for
examinations (Carter, 1990; Talley, 2016). Prtingpimagery helps to create learning through
meaning and is known to improve health literacy (Carter, 1990; D'Angiulli et al., 2013; Talley,
2016). However, as the name suggests, a mindful visualisation practice does not just involve

inner sight, it involes all five senses using the imagination.

Again, the language was used throughout to provide a holistic multisensory experience is an
important to learning (D'Angiulli et al., 2013; Talley, 2016). | invited the participants to engage
their senses to avtte parts of the brain associated with memory storage, as research suggests

that it helps encode information from shtetm to longterm storage (D'Angiulli et al., 2013).

The most common vi sudlei snatmioomyichgytaks atameghgd bei ng

of loci (Varilias, 2019). Evidenebased practice suggests that when a person creates the palace
with many different rooms and tags dynamic information to specific objects within a room, it
is easier for the brain to retrieve this information (Masil 2019). | wanted to ensure the

participants could remember the information provided in the course without having to write
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anything down, and so in this practice | layered information about what we have covered in the

previous sessions.

12.30/09/2020 Seson 9:How to rewrite a bad day
The premise was simple and builds on the techniques of observing and body awareness
practiced throughout the course. It introduces participants to categorise the positive, neutral,
and negative occurrences throughout thg, cand in doing so a sekalisation is naturally
presented to them in that most days have a large percentage of neutral events with only a few
positives and even fewer negatives. This type of learning had been embedded throughout and

it 0s a wtdostérsa senseesof inndr realisation profound.

| learned this teaching technique from behaviour change psychotherapy research, particularly
in ACT, called creative hopelessness (Hayes, 2006; Reeve, 2020). It is where the facilitator
gets the participarto extensively list all of the ways that they have tried to solve their issue.
Eventually the participant will have exhausted all methods and will run out of potential
solutions until the realisation sinks in that in order to move forward, they netgbtimysng to

control, avoid or eliminate the situation and therefore pivot towards acceptance (Hayes, 2006;
Reeve, 2020). This realisation cannot be taught in a traditional sense and something as deep

and profound must come from the persondés own

Although the rewriting of a bad day is not exactly the same or adapth as the creative
hopelessness method, it does have similarities in that the participant has autonomy of thought
without me as a teacher telling them what is classed as a pasétiagive or neutral experience
within their day. However, it is highly probable that they will come to the realisation that is
gently implied rather than overtly stated. | prefer this facilitating and coaching teaching style

and | know that it is impactfuh the right context, stress management being one of them.

It was timely to introduce the concept of willingness to accept in the later stages of the
Wellbeing Wednesday course because it is not easy to do, and it is not something that can be
achieved wthout thorough preparation. All of the previous sessions of the course have been
preparing for the final stages of acceptance of certain stressors or previous events that are
unchangeable (Hayes, 2006; Reeve, 2020). Again, based on the ACT model, aedsmanc
important aspect of stressanagement at work because there are often tasks or activities that

are out of a personds control. The premise
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wellbeing is to not create a life without potential stressfidnés, but it is to live life with

meaning and purpose regardless of what happens.

13.07/10/2020 Session 1@elt-Compassion
| introduced the theme of setbmpassion and as it followed a different approach to the leving
kindness meditation thatdelivered for the participant group previously. This practice invited
the participants to cultivate body awareness and to gently place their hand on the part of the
body from where their own innaritical voice originates (Gilbert, 2009). Having done this
practice, and found it to be moving and soothing, | hoped the participants would experience
the benefit. Homan and Sirois (2017) explored the relationship betweeasosgifission and
physical health and revealed compelling evidence that taking a kineptaxgr and mindful
perspective towards the self has ability to reduce stress and promote health behaviours.
Therefore, I felt confident to deliver this
research, previous practice with this group, and petgwaetice, that it would be appropriate

for the overall aims of Wellbeing Wednesday.

As the session ended today, a few participants shared their experiences and confirmed they too
had felt emotionally moved and felt that sense of-seihpassion. It is ithe feeling of these
sensations where the real learning take place, and it is something that | have heavily reinforced
throughout the course. It is simply not enough to tell people to be less stressed at work in a
traditional authoritarian teaching stylé,is impactful to create a space for participants to
explore and to understand their own bodily sensations and range of healthy emotions to self

regulate in future situations and events (Jarvis, 2006).

14.Reflection on the series of teaching and trainingessions overall
| thought that when the final session was complete, | would be relievedwaist sad that it
was over. My colleagues gave feedback on this too mirroring how | felt. It was a great
opportunity to support my colleagues and to provide aemé break in the morning meeting
once a week. Because of the feedback from my colleagues and how | felt about the final session,
| knew that | had done what | set out to achieve. | wanted to make this an impactful teaching
and training series that woulhicr ease my <col |l eaguesd knowl ed
wellbeing promoting activities in order to facilitate resilience to work stress. It gave me huge
satisfaction to receive feedback from my colleagues in communicating with them for usual

work duties.
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| felt that my planning and preparation time was realistic and when it came to delivering the
teaching all the aims were clear and it followed a scaffolded flow between sessions. | also liked
the content that was delivered, my colleagues did also,amédo t hi nk | woul d
if | were to run it next time. Perhaps, | could condense it to suit shorter time frames, but the
overall session structure would remain the same. My only concern is that my colleagues may
not have been able to give construetfeedback because of our working relationships, and
they want me to do well and encourage me as much possible. However, they are professionals
and because of our good working relationships | feel they could be honest with me if there were
any major issue What | could do to overcome these potential issues is to have an anonymous

feedback system or | could have involved another researcher to attain feedback.

This entire process over the COVI® pandemic has taught me to believe in my skills and to
notoverwork myself. | took a focused and consistent approach to developing this teaching and
training series so as not to overburden myself with mytdaday work duties and for that |

am pleased. As | mentioned, | tend to take on too much at once wittstmngtiee beliefs that

| must be original, and my work must be perfect before being implemented. Whilst | realise
that the positive sides of these skills are creativityipn, and high professional standards, |

feel like | fully understand the practicgliof maintaining my neso-smart work ethic for my

own wellbeing. | now aim to work smart, in that | concentrate on the tasks that are going to get
me the most impact. My action plan is to maintain this new way of working by continuing to
reflect on my egeriences and what | have learned throughout the doctorate. | will do this by
upkeeping my professional reflective log and competency specific reflective assignments. |

will also take time to thoroughly plan assignments going forward.
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Section 2 Reflection on the oneff teaching and training live webinar on
conducting health psychology empirical research for weightinagement

intervention October 2020

1. 25/09/2020: Initial contact with the client and planning the training session
Having justcompleed session eight of the Well being
series, | was approached by a contact from a partnering company to my workplace to provide
some training to himself, the clinicedad,and a health coach on health psychology research
around weight management intervention. They had already created a-weighgement
intervention with orthegr ound practi cal knowl edge from tfF
so they wanted to consult my professional expertise in health psychology, whieavisy
involved in the subject. Reasons for this were to evaluate thexm#ng intervention in
relation to health psychology literature. Naturally, | was delighted to be asked to give my
expertise and because | had planned Wellbeing Wednesdays ntedivhad enough time to
honour this request. Seeing this as an organic opportunity to demonstrate both-diie one
training and consultancy competency dovetailed for the professional doctorate, | was motivated

to get involved.

During the phone call | deciphered that the client needed two aspects of training; one was to
understand how health psychology literature and theory could map onto their existing weight
management intervention. The second came about from my suggestiat,lienquired on if

they would be running this as part of research, because the best way to improve the chances of
impact would be to conduct an empirical report around the intervention. This way they would
capture the right level of data and with thaitilcl either prove their efforts to be a success, thus
warranting more funding from the local authorities or to highlight changes to implement for

the intervention to improve the impact.

In speaking with the client, we decided this -afktraining would nvolve me hosting a one

hour online live webinar with the three participants teaching them about how to conduct health
psychology empirical research. This was to honour the request of the client who wanted to
know how to improve their already designed vitimanagement intervention. The structure

the client and | discussed would follow a simple webinar presentation structure with written
materials to supplement the teaching. Since the client and the other participants, the clinical
lead and health coachadh precious little time during the working day, we spoke about

delivering it on a ondnour conference video call, which was practical and simple.
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Ordinarily, | would have suggested that | visited their office and delivered the trainingpface
face, but beause of the COVIEL9 pandemic travel was restricted and to stay safe and
minimise the spread, video conference calls were the best option. The benefits of delivering
training over video conference calling is that it is easy to arrange, it negates eqpensasel,

and it is accessible for both learners and teachers who can resume their workday activities
almost immediately after the call. The downsides to this are that conversation and
communication can get awkward with crosstalk. | think this is dtieetdact that in a facto-

face situation people would have far more +venbal cues to decipher when to speak. | have
found that in a group of more than five other people on a video call, | tend to remain silent and
dondt acti vely ipanadualcoonp babseluteydatd speaking dver the top
of people, and | pride myself on good communication skills. However, there will be only three

ot her people on the training session, so | d

| had spoken wit this client previous to this contact today, so we had a rapport when speaking

over the phone. It was good to build on a relationship in my network and actually provide a
piece of worKk. | found over the yeakbeingthat n
done so quickly, so after only one prior phone call and a few emails with this contact, | was
pleased to have built up a good rapport. | assessed their needs of training through some
background information that | gathered on a call with myaxribday so that | could evaluate

whether it was feasible for me to do and, if it was viable, at what level to pitch the teaching. |
understand that the training is to be delivered to health professionals, the clinical lead and the
health coach, and soglevel of information will reflect their assumed basic understanding of

health literacy. What strikes me as interesting about this training piece, and further affirms my
relevance as a teacher, is that they have little knowledge about health psycholaggoan
empirical research on weight management and so this is where | was confident that | had
something to offer. Health psychology offers a large amount of research around the subject of
weight management and having read a lot of the literature fombgth ma st er 6 s and b
degree, | was confident | would be able to impact their learning to help them improve their

weight management intervention they had already designed.

2. 02/10/2020: Conference video call to further assess the needs of the client
Onthis call today | felt a little nervous in speaking with the client, health coach and the clinical
lead because | had only ever spoken with the client, who was the director of the company. |
always feel more apprehensive when speaking with other heaféspionals because of the

potential scrutiny. |l know that people arenbd
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have high professional standards that | wish to maintain. After introductions | felt more at ease
as they were friendly, and we shd some commonalities in the stress of working through the
COVID-19 pandemic as a health professional. We spoke more about their needs and how |
could provide information over the proposed -tweir webinar training session. | also
mentioned that | am offeng to write them a research protocol for their weigianagement
intervention, and | confirmed that the presentation slides would be available to them. There
were no additional requests from this call, and they were eager to receive the training and

showed great interest in health psychology.

| ensured that | took baseline measures with a mixture of Likert scale questions around the
clientdés subj e céendek questions Thegresulia codfirmegney mssessment of

their current health psycholp@nd empirical research knowledge being low scoring and | was

keen to improve these scores by the end of the training session. From these results | had time

to tweak any level of information if the scoresonthetprest questi onnaires ¢
understanding from the conference call. This approach was in line with the personal teaching

style which allows a blending of other teaching styles to match the learning outcomes and the

|l earnersd expectations in an a,elanents forethd or mat
expert teaching style were also used through

in Health Psychology advised on their issue to promote learning (Grasha, 1994).

3. 02/10/2020: Day of the live webinar training session
By this point | was feeling confident about my work, and | was happy to deliver the presentation
today. It has been a quick turnaround time, but | am pleased with the quality of work that |
produced. Since | had spoken with all of the learners on a previeus | , I di dnodot f
about my delivery since | find it easy to connect with people. The meeting began and all of the
technology worked find since | had practiced on how to share my screen for the presentation.
If I had not practiced this a few dagsor with the help of a colleague, | would have fumbled
around or not been able to present at all . S

|l &m sur e | wi | | use in the futur e.

Firstly, | went through main points of the written research protocol which they had had time to
read prior to the training session. Secondly, | delivered the presentation on conducting
empirical research. The presentation was smooth, but | had reflecetion when | noticed

that | maybe didndét have enough informati on
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that training is giving professionals the tools to be able to apply their learning and that it should
have a level of autonomy. And | rembered that the research protocol was more specific to
weight management. In the future, | will use this reflective learning to question my plans in the

preparation process by adding it to a project checklist.

The clients then had time to feedback amscuks after the presentation where this was
confirmed that they were happy to have the tools to be able to conduct empirical research rather
than only information specific to their intervention. For example, | explained the difference
between quantitativend qualitative research so that they had a grounding of other approaches.
Although | made space for discussion and questions, it was more like a discussion and
confirmation of their plans. They only asked a few general clarification questions, but mostly
they provided feedback on their plans to make the intervention into an empirical piece of
research with aims of improving the intervention and producing quality evidence to gain more
funding. This was a good indication of learning because they weretirggldack to me all

that | had just taught in the session, and they were actively applying it to their own intervention.
As the training came to an end, | felt good about myself, and it gave me a boost of confidence
that | needed. | realised how much | leagoyed this process and how valuable it was to the
clients. | felt proud to represent health psychology practice and | was motivated to complete

the doctorate work.

4. 05/10/2020: Evaluation
Assessing the clientosessilreedback of the |ive

| was thrilled to receive such glowing feedback from all the hard work | put into thisfbne
training piece. The client was appreciative for me to give up my time to train them on health
psychology empirical research. | was happy to know thatraiging had impacted on their
knowledge around the subject area and will provide them with the practical skill of producing
empirical research for their weight management intervention. PleaggpeadixA4 for the

feedback given.

Furthermore, the redslfrom the postest questionnaires around their understanding of health
psychology and conducting empirical research were higher than tiesprghich confirmed

my assessment of impact. Finally, | was also happy to have had the feedback that | ypheld m
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high professional standards. This meant a lot to me as | deeply value quality professionalism,

especially amongst health professionals.

5. 07/10/2020: Reflection on my performance
| was not expecting to deliver my consultancy dovetailed ith aofinteaining session whilst
running the teaching and training series and behaviour change intervention, Wellbeing
Wednesdays. | have a propensity in life to take on too much work for mgselh this case,
it worked out well. The biggest lesson that | have learned from this experience is that
opportunities can organically present themselves and that | can be prepared to deal with them
when they do. Although | have been trying to takeess lwith my realisations from running
the Wellbeing Wednesdays teaching series, | managed my time effectively and was able to put
in extra work for the oneff training and consultancy piece. | should have more faith in my
level of professionalism and wodthic as | have clearly demonstrated this across the teaching

and training competency.

Specific to the oneff training session, | noticed that it was easier to present on a webinar
because the screen is in front of me. Although | was careful not td ssuhl was reading, |
managed to deliver a smooth presentation and | noticed it was slightly less stressful. However,
there is a lot to be said about the performance element of teachifp-face that | do miss.

Had | been in a room | perhaps woullve needed to look at the screen to follow the content,

but the slides were not text heavy, and | feel like | know research methods inside and out
because | have been doing it for so long since my undergraduate degree eight years ago. | have
had plenty ofexperience with delivering fade-face presentations from previous roles and
within this current role | deliver a twbour training course every day with six to ten
participants, so it was good experience to present online for a change. Based solely on my
perfor mance, Il candét say | would change anyt
training, and | was confident in my skills and the work | had produced. This matched the
feedback from the clients, so possibly in the future it would be gobdwve an independent
evaluation of my training to reduce any social desirability bias that could have skewed the
results (Bergen & Labonte, 2020)

Overall, | am very satisfied with how the training went and the feedback from the clients both
at the end ofhe presentation and in the formal feedback forms matches my experience. | was
impressed with myself at how professional | sounded whilst delivering the presentation and

sometimes | forget my skills. This experience has gone towards boosting regteelfrand |
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know that | will only improve from here. | just need to remember that | have high professional

standards and that | am capable of respectfully representing health psychology as a discipline.

6. 01/12/2020: Reflection on my reflection
As | reflect on lhis experience now, | realise how much | doubt myself, but reading back on
my entries what also shines through this
importanttobeself ef | ecti ve, and it keeps a pvdlhr son
and fuels selfimprovement. However, | realise that | am capable, and | am so proud of my
skills and knowledge and level of professionalism even at this stage in my health psychology
career as a trainee. It is also clear how much | value profegsmaraid | think that | exceeded
my own expectations with the oidf training particularly. Looking back, it was a great
experience to learn and develop the skills of teaching and training via online platforms, which
has been integral to the developmerd amning of my coaching psychology business. With
the world having to adjust to a socially distanced way of working, meaning most work has been
forced to be remote delivery compatible, it has provided some great life skills. It feels good to
know that | an able to work whatever happens in the future and this flexible style of delivery

has already benefitted my practice.

Section 3 Overall reflection of both the teaching and training competencies

1. 16/03/2020: Reflection on the participants of both the@eaching and training
interventions.
Both teaching and training participants were of a similar population with very different needs.
The Well bei ng Wednesda ydif frainingpartcipants geressienlar e s

in that their job roles invokd working with the public in a supportive role. The Wellbeing

wr

Wednesdayod6s participants were my coll eagues

employment advisers. The oo training was delivered to healthcare professionals for an

employment charitySo, although they were similar, their needs were different in that the

Wel |l being Wednesdaybd6s teaching series part.i

wellbeing activities to reduce their personal stress. The@rigaining session for healthia
professionals required information on how to improve their weiggmhagement intervention
for their participants accessing the service. When tailoring the content and materials to online

learning, | found that it negated the need for printing, whiaimase ecologically friendly.

And | also learned that PowerPoint presentations work well because it creates a shared focal

point on the screen and i1itds easy to faci
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handouts with switching back and fortlin the online conference platform and some people
with low IT skills might panic if they lose sight of this. However, this was not an issue in the
oneoff training because the clients had good IT skills and there was only one handout that
they had read por to the session. | will consider this reflective learning point in the future

when designing online training.

| was able to connect with both groups of participants and plan effective training for their
needs as well as having an established rapport when teaching. However, | felt more nervous
teaching my colleagues to help them with their health and wellbeing Idiracl a professional
reputation to maintain. | was worried that if the intervention was not successful then | would
have no place in the professional worl d and
that delivering the information to both pargiant groups played to my strengths and was not

as difficult as my anxieties anticipated. For example, | had a lot of experience in delivering
wellbeing type interventions, so imposter syndrome and perfectionist tendencies aside, |
slipped into a naturgerformance within the first few minutes of the session. Furthermore,
training the healthcare professionals about health psychology empirical research was
daunting at first, but | soon realised that | know my field of study well and research methods
has ben engrained from my undergraduate years. This made me realise my professional

worth, even amongst healthcare professionals.

Having had to teach a twwour wellbeing course every day for leteym unemployed
participants with health issues from Octob@2@October 2021, the experience of teaching

two different demographics was enriching. | enjoyed both telephone and remote online
delivery of teaching that was forced upon most-frontline essential workers because of the
COVID-19 pandemic. This openeg tmy perspective to the possibilities and flexibility of
remote working. | felt that not only was it effective and accessible, but it would also promote
work life balance, which is important for me to sustain my own health and wellbeing. In the
future, | will be open to online training because of its positive points, but from this reflective
piece | will am more aware of the changes and adaptations to make to ensure | improve my

teaching and training skills.

The biggest lesson of all is that | learnedttheid not favour teaching faee-face to the
demographic in the work placement, and | C

environment in the future. Firstly, the wellbeing sessions | delivered wemage by the
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work placement and althoughdigd the content as | went along, it was very basic. Secondly,
teaching people fae®-face in a room every day was stressful. The amount of preparation
that went into ensuring that participants would attend on time was demanding and | felt more
like a ruancy officer than a Health and Wellbeing Adviser. This was the main disadvantage
of faceto-face teaching and training. The advantage of this approach was that it was slightly
easier to engage with students in a room and it felt natural in this settipgpased to online
training. Nevertheless, with effective communication skills and a personal blended teaching
style online training can be engaging depending on the content (Grasha, 1994). Practical skills
which require faceo-face in situ learning wodl certainly not be appropriate for online
learning in the examples of surgery, medical, emergency services crisis response training.
However, the teaching of knowleddased skills such as in the case of theaffigraining

on empirical health psychologgsearch on weight management, it was appropriate.

When the COVIDB19 pandemic struck, | worked from home, and | found that the delivery of

the wellbeing courses was far easier to manage with very few attendance issues. | found that
telephone and onlinemote delivery worked best for this population, and it also worked well

for both the teaching and training populations. Therefore, | realised that this method would
be suitable across the popul ations almal i tosos
and telephone delivery of coaching psychology. The experience of teaching across

populations is something that played a massive role in the development of my career.

2. 07/01/2021: Brief intervention vs long intervention
| have always favoured long erwentions and so the Wellbeing Wednesday was within my
comfort zone as a teacher. | like long interventions because | get to be part of the process as
the learners grow and | find that rewarding. | also enjoy building on knowledge, known as
scaffolding, kecause I find that some health psychology information is difficult to explain in
a single session. This is partly down to inexperience, | have found, because in developing my
coaching psychology business, | realise that it is not good enough to be veajliregipeople
about my business aims and it should be treated as teaching. Therefore, using clear and direct
language is important for effective teaching in all contexts. I find that | struggled to verbally
explain my business sometimes and | am leartinge more succinct with my teaching.

However, | felt that with the nature of the initial request by my manager and the feedback
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from the participants, ten weeks for the teaching series was appropriate. Furthermore, | had a

captive audience who welcomedbi@ak from a typical morning meeting.

It was a good experience to deliver the-offetraining to the healthcare professionals and it
made me realise the impact of firstly online delivery and secondly brief intervention. | realised
how accessible my tiraee health psychology practice could be through my coaching
psychology business and it made me realise the impact of well delivered targeted information.
Reasons for delivering a brief training session was that the healthcare professionals were
extremelybusy, and | was taking up their time on top of their regular daily duties. As |
mentioned, | have recently been looking at improving my teaching skills in order to
successfully attain referrals to my coaching psychology service and maintain trainee health
psychology practice. In order to attain referrals to my business | need to be able to teach my
professional network about what it is that | do, as well as my potential clients. | recognise
that a weakness of mine is how | sometimes handle brief encowntlersrofessionals and
clients where the information and language | use is crucial to a successful outcome. Therefore,
this oneoff teaching experience has greatly benefitted my skills in this area and had
highlighted the need for more training. In my redafor relevant training to improve my
business skills in the areas of sales and networking | have joined a local business networking
group, Business Networking International (BNI). | will get the opportunity to meet with
fellow members every week andlearn more about closing sales from established business

owners. They also provide extensive online training which | will be engaging with.

3. 01/03/2021: The use of negotiation language in teaching and psychology practice
Because of the teaching and training competency, | have since come across some information
on the use of language skills in negotiation and | feel like | can apply this directly to my
practice. Conversations in a teaching and training setting can benglgotitition, especially
in brief health interventions, in that | as a teacher want to impart health psychology knowledge
to the learner in a way that they absorb it and are able to apply it to their lives without
psychological resistance. This means thay Ito deliver information at a level so that the
learner understands and so that their thoughts and emotional barriers for this information are
met which fits with the cognitivism approach to learning as an internal process of storing
information. | feltthat | achieved this in the orwdf training particularly and having reflected

on why it was a successful intervention | postulated the following.
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The |l anguage used to change someoned6s beha\
ethical winwin situation for both the teacher and learner. For example, when | was delivering

the oneoff training session for the healthcare professionals, it was important for me to be
succinct and hold their attention because they were taking time out from their wa duti

and probably had outstanding tasks on their mind. What they wanted to hear was the benefits
that they could directly apply to their sit
realise that this was what | was doing at the time but sitttiegsap my coaching psychology

business, | realised that this is a skill to further develop. | found that | was able to apply it in

the oneoff teaching session, but not in other contexts and that is how | realised what | was

missing.

| feel that this prgression has concentrated my skills to ensure | have maximum impact with
my teaching even in the briefest of encounters. For example, | now delivesez@fd pitch

to a room full of businesses each week in order to gain referrals for my coaching pgycholo
service. | also now listen out for language cues from people, particularly around change talk
and | found from some CPD on networking skills that in conversations people tend to brag,
complain or plan. | listen out for these cues and a brief opporttmitgach about health

psychology and my coaching psychology business.

4. 12/03/2021: The applications of teaching and training
Having reflected on the teaching and training diary | realise that the teaching and training
competency has been valuable to thewvelopment of my practice as a trainee health
psychologist. It has helped me to understand how to develop effective teaching for delivering
information differently to different groups, including healthcare workers and how brief
teaching interventions aremportant for behaviour change which underpins health
psychology practice. A secondary and unexpected development from the teaching and
training competency is that it has improved my application of teaching skills for my coaching
psychology business thal@hs me to demonstrate my trainee health psychology practice. |
now use i mpactful met hods to convey infor me
needs are met. When | pitch my coaching psychology business to a potential client or network
professionh 1 am aware of their change talk language, and | reflect that back in the
I nformation that | give t hem. Il tdéds stildl a

skill with practice.
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CHAPTER 3: PSYCHOLOGICAL INTERVENTION

Group behaviour change intervention

Wellbeing WednesdaysMindfulness-Based Group Intervention for the Management of

Stress in the Workplace

Background

Within my role as a Health and Wellbeing Adviser at Ree®antnershipg supported the
Empl oyment Advisersd6 caseload of participant
in oneto-one and group settings which entailed educational, and behaviour change
intervention. Our shared caseload of participantsrhaltiple vulnerabilities being lorterm
unemployed, of low socieconomic background, and with complex trauma, disabilities, and
long-term and chronic health conditions as well as mental illnegscddeagues and | had to
work from home during the COVH29 pandemic lockdown, and | was no longer able to travel
between the five offices across the county to deliver-fadace appointments. Feelings of
uncertainty and adapting to new ways of working increased levels oflvesdd stress within

our team. The was due to childcare issues with the school closures, shielding and caring
responsibilities and the threat of illness and mortality from the COMDvirus. | too was
under strain during the working day, and my colleagues had echoed this in private
convasations and within team meetings. Within the first UK lockdown, in a routine monthly
progress review, | was asked by my line manager to facilitate a wellbeing mindfulness

intervention for colleagues to potentially help with work stress.

Within my daily duties as a Health and Wellbeing Adviser, | conducted health and wellbeing
interventions with a range of techniques such as goal setting, social and emotional support,
positive reinforcement, role play, graded exposure, mindfulness adiatd advice and
guidance specific to their needs. The participants and | worked through an action plan
formulated from an initial independent report from an occupational nurse, with room for
adaptation. Therefore, | felt confident to formulate and delavemindfulness wellbeing
intervention for my colleagues based on my training, experience and understanding of

theoretical underpinnings and methodology of health psychology in practice.
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Formulation
To ensure an effective BCI, | implemented the 5 Ps&trthat is standard practice for health
psychology behaviour change (Macneil et al., 2012). Please see Table 1 for a description of

what was discussed in an informal group discussion with colleagues on a weekly conference

call.
Table 1
5 Ps for Wellbeig Wednesdays Group Intervention
5Ps Description
Presenting problem The participants were feeling stressed at work due to the impact:
COVID-19 pandemic on their personal lives as well as
performance.
Predisposing factors Prior to COVID-19, staff were able to hit their targets to get their c

load into employrant. They were also able to work from the offi
and send their children to school during working hours. Some als
caring responsibilities for elderly relatives.

Precipitating factors COVID-19 pandemic lock down measures in the UK like esse
travd only, school closures and employment procedure cha
impacted workbased stress.

Perpetuating factors Participants who could not adjust to the new and unpredictable
of working and the changing COWVID9 pandemic lockdowr
restrictions. Additionally monthly performance targets were r
reduced to reflect the global pandemic.

Protective factors Participants that spoke with me about getting help with st
management were motivated to change.

Theoretical underpinnings

Numerous studies have been conducted to provide a wealth literature detailing the interrelated
and complex relationship between iliness and disease and the impact of stress inducing events
(Brown & Ryan, 2003; Brown, Ryan & Creswell, 2007; Eby, 2017). Bsidemonstrate a

high percentage of stress inducing events to be around health status, money, and employment
(Brown & Ryan, 2003; Brown, Ryan & Creswell, 2007; Eby, 2017). Furthermore, CQ9ID

is a new global stressor which is linked to financial, emplent and health related stress
(Polizzi, Lynn, & Perry, 2020; Yéel der é m, &
important and costly issue with higher rates of burnout in fiioethighpressured roles as

well as being correlated with increasedurak turnover of staff and sick leave (Krasner et al.,
2009; Wolever, 2012). Moreover, it has been reported that the CQYIpandemic has
exacerbated this already pressing issue of weldted stress (Polizzi, Lynn, & Perry, 2020)

To address this, thereat been an emergence of mindfulrkased interventions delivered
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workplace settings with the aim to improve resilience and reduce the impact of stress on
physical and mental health (Krasner et al., 2009; Wolever et al., 2012; Polizzi, Lynn, & Perry,
2020)

Mindfulness is about cultivating awareness of the present moment which is said to reap
multiple benefits including emotional regulation and resilience to stress (Hawkes & Neale,
2020). On a deeper level, mindfulndsssed intervention is said to prordatteroception, what

is happening inside the body, proprioception where the body is in space, and exteroception
what is happening around the body. According to polyvagal theory, the ability to be aware of
the senses including interoception, propriocepdind exteroception can increase resilience to
stress and these techniques promoted through mindfithasesl intervention is more

commonly known as grounding (Porges, 2009).

Although certain types of mindfulness should not be practiced without medeahote, for

example those with contraindicated conditions such as trauma, mindfbkmess intervention

delivered by a trained professional can be an appropriate therapeutic tool across a wide range

of demographics (Dobkin, Irvin & Amar, 2012). A studythwyoung professional healthcare

workers byKemper, Mo and Khayat (2015) found that both mindfulness anadselpassion

were significant predictors of higher scores of resilience. Despite it lacking control by-a cross
sectional design, there have beemeotstudies to support these findings. For example, Kaplan

et al .o6s (2017) study exploring the role of
demonstrated that mindfulness practice increased resilience by means of being a learnable and

adaptive peitive response to stress.

Mindfulnessbased interventions are typically delivered with themes that gradually build on
practi cal experienti al l earning throughout 1
Based Cognitive Therapy (MBCT) makCognitvat o t h
Theory (SCT) with elements of sedfficacy, observational learning and behavioural capacity.

MBCT show evidencdased success rates and are recommended for use in the workplace by
NICE guidelines (NICE, 2020). Therefore, the following inteme@n was developed within

this theoretical framework. Core elements of MBCT and SCT were included in this study were
breathing exercises and guided imagery to promote interoception, exteroception and
proprioception. In addition, mindfulnefsised interveiions require an element of

psychoeducation, so basic concepts of the anatomy and physiology of stress and relaxation
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were also included (Bandur aAppenditCL8Og weeklg as dal

overview of topics and theoretical components.

Method
The study proposed a teveek 30minute group session of mindfulnesased intervention
delivered by telephone at the start of the working day, 8.30am. Sessions provided a scaffolded
approach of psychoeducation and practical guided mindfulness actiséeeddlivery schedule
in AppendixC1).

Ethics

An ethical application was not required for this intervention because it is my health psychology
professional doctorate portfolio piece and is not intended to be published. However, ethical
practice was maiained according to the British Psychological Society and Liverpool John
Moores UniversityIn the planning process of this intervention, | have been thinking about
ways to ensure that my colleagues understand the professional boundaries that are perhaps
different by taking part in the Wellbeing Wednesdalys.the workplacel have a good
professional relationship withmy colleagues and | naturally maintain respect and
confidentiality when in conversation. This is good practice but not a legal or codadifat
requirement. However, it is now a duty for me to follow ethical codes of coaddatonsider

all those aspects when planning out the intervention such as right to withdraw, informed
consent and confidentiality have ensured that the participaohsent makes this distinction

clear and | am going to mention this on the first sessionaddition,that | am aware of
safeguarding law and that is something that is maintained no matter what role in which | am
working. | reflect on this process of magiag the right to withdraw on theétbf June 2024 |

was thinking about how I d6m going to manage i
it would be easy for them to end ttedl, but | want to make sure they are supported if they
leave. | haveersuredthatthe informed consent details the process of withdrawing during the
study so that the participant has an opportunity to receive any support respective of their needs
that i s i nde pusualdyadude sippatontacedetails in the debrief, but since

it is delivered remotely | wonét know i f any
working relationship with my colleagues, they may not feel comfortable with speaking with

meabout personal issugkerefore, independent support is best to provide dignity and respect.
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Participants

The eighteen participants were mixed gender adult Employment Adviser staff within a work
organisation for where | was on placement as a Healti\Valibeing Adviser. Within the study

there were ten females and eight males with an age range6df ¥®ars and a mean age of

44.16 years (SD = 9.78). They were-goeeened for contraindications relating to the practice

of mindfulness activities, such #sose outlined in the Mindfulned¥ased Stress Reduction

(MBSR) prescreening questionnaire (Dobkin, Irvin & Amar, 2012); these included, complex

and unstable mental illnesses such as-Basmatic Stress Disorder (PTSD) and anxiety

di sordere. sayoshabtthose with the afore men
mindfulness practice, but with my current level of training and without clinical supervision and

GP clearance, the risk far outweighs the benefit.

Participants were selected via targeted sampling of colleagues at the work placement. Having
worked alongside my colleagues for nimenths, | was aware of their webdased stress
through conversation and shared experience. Furthermore, the CIOiBndent impacted

our team greatly as we worked from home in the first UK lockdown in the spring only to return
to socially distanced work for the latter half of the summer. | conducted an informal assessment
during two team meetings to gather information ondines and objectives of the behaviour
change intervention (BCI). My colleagues were aware that | was conducting this BCI as part
of my professional doctorate in health psychology and that ethical standards and codes of
conduct would be adhered to, incluglithose of the British Psychological Society (2018) and

the Health and Care Professions Council (2016). | also dovetailed this group BCI with my
teaching and training series competency so informed consent detailed both aspects.

Materials

Participants wee asked to complete tiindfulness Attention and Awareness Scale (Brown

& Ryan, 2003), the MindfulnesBased Stress Reduction (MBSR){si&eening questionnaire

(Dobkin, Irvin & Amar, 2012) as well as the Brief Resilience Scale (Smith et al., 2008); all

three were combined into one document found in Appe@dix The MAAS has a Cr
alpha = .84 and the BRS Cronbachoés al pha =
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To complete the conference call, a mobile telephone was needed and-thendraber from
a service used in the organisation, Why Pay. With this service one can have up to 50

participants on a call at one time.

Procedure

Staff were prescreened using an adapted version of the MBSR questionnaire (Dobkin, Irvin &
Amar, 2012). All participants passed the-poeeen questions and were allowed to take part in

this study. Participants were sent out the joining instructiortsetéelephone conference call

on the day before the Wellbeing Wednesday course start date. Measures were taken again at
week five and postest at week 10. Participants were thanked for their participation and fully
debriefed.For a full breakdown of sessidopics please see Appendid on the delivery of

the weekly sessions, please see Appen@ixoCa full reflective account of each session. For

more details on the mindfulness scripts used in session, plegae el AppendixB3 which

is dovetailedor the teaching and training competency

| reflecton the27" of June 2021l feel apprehensive about conducting the intervention with

my colleagues and have drawn on previous experiences to help ensure the process runs
smoothly. Naturally, | am eager to showcase my health psychology training and understanding
but | have additionigpressures of already having a working relationship with the participants.

| am anxious as | check and-cbeck my session plaasad | have to have more confidence in

my a b i llundergtand that working with groups requires additional preparation than
working with individuals on a on®-to-one intervention such as ensuring the correct amount

of resources and materials are available, travel costs, room set up and addressing individual
guestions and checking engagement and understarttimgever, most bthese aspects were
mitigated by conducting it over telephone conference call for this intervention. Therefore, it

was more accessible for the participants and easier for me to run.

Analysis

The study aimed to investigate whether a-wesek, thirtyminute mindfulnes$ased
intervention would increase resilience to work stress through increasing mindful behaviours.
There were no missing data, and all participants completed the full interveAtiepeated
oneway ANOVA was used to explore the questionnaire responses between each of the 18

participantodés pre, mid and post scores of t
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et al., 2008). Table 2 depicts the means and standard deviatibie pie, mid and post
measures for both the MAAS and the BRS (Brown & Ryan, 2003; Smith et al., 2008).

Results
There was a significant effect for the difference between baselineyjéeks and temeeks
scores for the MAAS, F (2,3) = 13.42= .003 (Brown & Ryan, 2003). Table 2 depicts the
results indicating an increase in mean scores over time from baselid® 73), five weeks
=2.89 (.74), to tenweeks = 3.59 (.72). A pairwise comparison revealed there to be a significant
difference between baseline and-teeeks,p = .002 and between wedive and tenp = .031
but no significant effect was found between baseline and-fiemk According to the MAAS
the is no cut off point, but the higher the mean score the better for mindfulness behaviours
(Brown & Ryan, 2003). Although the mean scores decline from inastd weekfive, the
scores were higher in post measures than both pre and mid indicating the direction of result.
This would suggest that the Wellbeing Wednesday intervention impacted mindfulness in the

18 participants over the tameeks.

There was no significant effect found for the difference between baselinefiweakd week

ten scores for the BRS, Wid=k22.Gheltotalmigahacores . 8 2 8
indicate an increase in scores over time from baseli84.8 (.82), weekive = 3.36 (.76), to

weekten = 3.61 (.60). According to the BRS a score-@f49 indicates low resilience; 83

shows normal resilience and 4-81s high resilience. See Appendid for individual mean

scores. Although there wasm@all incline in scores, the effect was not statistically significant.

This demonstrates that the Wellbeing Wednesday intervention did not significantly affect

resilience over the teweeks.
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Table 2
Means and pairwise comparisons for both measures fraseline to week ten.

Model F Mean SD p
MAAS
Within-subjects 13.42 .003*
(1) Baseline 3.05 .73
(2) Weekfive 2.89 74
(3) Weekten 3.59 .72
Pairwise comparisons
(1,3) Baseline and weetkn .002*
(1,2) Baseline andreekfive 1.00
(2,3) Weekfive and weeken .031*
BRS
Within-subjects 1.66 .22
Baseline 3.18 .82
Weekfive 3.36 .76
Weekten 3.61 .60

Pairwise comparisons

(1,3) Baseline and weekn 272
(1,2) Baseline and weetkve 1.00
(2,3) Weekfive and weekien 737

Note.* Indicates a significant mean difference at a level of .05.
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Participant satisfactory report
| received positive feedback from the participants each week between sessions. Please see Table 3 below depictinged&t@roottes

evaluation questionnaire collected after the wegksession, please see Apper@bdor the blank questionnaire.
Table 3

Feedback questionnaire given to participants post Wellbeing Wednesday teaching series.

Question item Strongly agree Agree Examples of responses
1. | enjoyed Wellbeing Wednesdays 100% 0%
2. | learned about ways to improve resilience to work stress 96% 4%
3. I am happy with theontent provided 100% 0%
4. | am happy with the delivery of the sessions 100% 0%
5. | feel like | could implement mindfulness practices covered 96% 4%

Wellbeing Wednesdays to increase resilience to work stress

6. IfyestoquestonBhave you enjoyed Well Arel axaftmiomdf ul nes s and:
explain what you have learned. Abreathing techniques
7. If there was anything you would change about the sessions, what1 ito go on for |l ongero
it be?

8. Do you have any further feedback? Ait was really good,
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The positive responses from the feedback questionnaire correspond with my reflections on
delivering the Wellbeing Wednesdays intervention and are further backed up by the

observational report from my manager found ppendixB5.

Discussion

The tenweek Wellbeing Wednesday workplace intervention designed with mindfulness
activities based on Banduraés (1986) SCT i mp
for colleagues at my placement as a Health and Wellbeing AdBsewi & Ryan, 2003

Smith, et &, 2008). This demonstrates that Wellbeing Wednesdays s intervention delivered

over the telephone is effective at increasing mindfulness behaviours which are linked to lower
levels of stress in the workplag€rasner et al., 2009; Wolever et al., 2018}i#zi, Lynn, &

Perry, 2020). This study did not find any significant relationship between Wellbeing

Wednesdays and resilience, reasons for this are explored below.

Reflection on results

After the analysis, | was surprised to find that the BRS scaleipeaida norsignificant result

(Smith et al., 2008)From literature, | am aware of the link between mindfulness and resilience,
and it was expected that the intervention would impact both meaddegke(, Pigeon,
Klaassen & King, 2016; KaplaBergman, Christopher, Bowen & Hunsinger, 2017; Joyce,
Shand, Lal, Mott, Bryant & Harvey, 201%lowever, having more time teflecton the year

as a whole and the circumstances that many found themselves in with €@ViBealise that
resilience may ndtave been impacted by the intervention because of two possible factors. The
first influence that may explain the high baseline scores in those three participants could have
been some peoplesd natur al a bPolizzi, tyyn &tPerry,a d a p t
2020) Specifically, resilience in workers could have already been developed in the first UK
lockdown. Reich (2006) developed the 3 Cs model to account for individual predictors of
resilience: control, coherence, and connectedness. Thepgmrtgcould have developed these
three components of resilience from influences external to the intervention. Although this data
was not collected by the current study, further investigation into baseline resilience levels could

inform an improved persecentred interventionRolizzi, Lynn & Perry, 2020)

The second possible influence of burnout as a history effect over thveelOperiod could
explain the drop from high baseline scores. To expand, as the year progressed high levels of

burnout were reported in studies suchya8 | d €ér é m a n d, soSaneanea with the2 0 2 0 )
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initial ability to adapt and cope in the first lockdown may have found it difficult to sustain
throughout the second and thirdlheir mediation analysis showed that COVID stress
predicted both resilience and COVI® burnoutSo, althaigh the total mean scores showed a
small incline, the three parti evegkscaréeszauld hi gh

have impacted the total mean results of the BRS (Smith, et al., 2008).

Similarly, of the seven participants scoring loweart average, six reflected higher scores at
week ten with one participant reflecting no change in score. Furthermore, the eight remaining
participants who reflected a normative level of baseline resilience, half of those scored no
change, two indicated a&drease in scores and only two sored higher awesks. It could be
postulated that this intervention is most impactful to those with low baseline scores of resilience

and that people with normative and high levels of resilience it is ineffective.

The significant scores on the MAAB(own & Ryan, 2003) were to be expected since many
studies have used it to investigate Teasdal e
from the literature (Chiesa, Mandelli & Serretti, 201RYy.comparison thtMAAS total mean

scores declined from baseline to fweeks. To postulate the naignificant scores from

baseline to weekive in the pairwise comparison, it could be that mindfulness takes time to

learn and practice. Nevertheless, there was a sigrifeftect between baseline and weehk

indicating a positive intervention result over&rgwn & Ryan, 2003)

Limitations

It could be inferred that to increase resilience to work stress, a more comprehensive
intervention which includes a wider rangeloérapeutic approaches and psychometrics should

be considered. For example, stress management techniques such as psychoeducation, goal
setting, time management, autogenic relaxation, Cog#ireavioural Therapy, Acceptance

and Commitment Therapy couldye been incorporated alongside a wider variety of activities
based on individual screening such as walking, yoga and creative wiangp@li & Darviri,

2011; Pieper, Schroer & Eilerts, 2018) addition, there was no direct measure of work stress

or COVID-19 related stress, and the literature highlights this RafiZzi, Lynn & Perry, 2020;
Yélderém & .Solmaz, 2020)

Future recommendations
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In further investigation of the Wellbeing Wednesdays, it is suggested that levels of resilience
arepre-screened, and potentially carried out only with the lower of which seem to yield positive
results or as a betwesnbjects comparative study against normal and higher baseline
resilience on the BRS with a larger sample. In addition, pre study investigé personality

traits and individual formulation could inform a wider variety of activities providing a person
centred approach to work related stress interventions. Finally, direct measures of stress and

burnout are suggesteBdlizzi, Lynn & Perry2 020; Yél derém & Sol maz,

Overall reflection and learning outcomes
| am happy with the intervention | provided for my colleagues in this stressful time and
reflection both in and on action highlighted my own limitations of practice. From this, |
received further BPS approved training in ACT to deepen my knowledge of health psychology

BCI and therapeutic practice.
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Single case study behaviour change intervention

Single casestudy intervention using Acceptance and Commitment Therapy for weight
management.

Introduction
Within health psychology there is a substantial body of literature on the subject of-weight
management (Lawlor et al., 2020). Studies show that health psychology intervention is vital
for the success of weight management and many behaviour change methdxs applied
(Lawlor et al., 2020). One of the evideAgased behaviour change approaches to weight
management i s Hayesd (1982) Acceptance and
behavioural model that allows a person to set and achieve health goalobabed core
values and has almost thiyears of evidencbased research across a wealth of mental and
physical health conditionsHgyes, Levin, PlumlYilardaga, Villatte & Pistorello, 2013)
Within the ACT model there are six components that regulate patterns of behaviour depicted
in the Hexaflex diagrams, sdeéigure 1 and Figure 2 They define both psychological

inflexibility and psychological flexibility as identifiable pathology, healtid dreatment.

Psychological inflexibility is seen as a reperten@rowing process whereby a person is unable

to make changes to their health and wellbeing because of maintaining unhelpful behavioural
patterns ayes et al., 2013Psychological flexibity is the aim of ACT and is seen as a
repertoireexpanding process where a person is able to be willing to accept a contextual
situation, to be aware of their thoughts and feelings in the present moment, and to be open to
other opportunities to behaveline with their valuesHayes et al., 2013)Values are defined

as a direction in which a person continues to work towards in order to create meaning and
purpose in life, for example living a healthy lifestyle, and are never fully completgeé et

al., 2013). This is important in health behaviour change because it creates flexibility in which
the value is satisfied, as oppoprenoting.é&oah g o a l
setting theory as a behaviour change method is considered ativeffecidencebased
approach (Michie et al., 2013). However, ACT provides further instruction that goals are to be
set as milestones towards values in order to fulfil flexible value consistent action for health

outcomes such as weight management.
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Dominance of conceptualised past and fear of future.

(Continuous worry, rumination and planning).

Experiential avoidance.

(Avoidance of emotions or
thoughts by engaging in
avoidance strategies like bu
or distraction).

Cognitive fusion

(Attachment to internalised
beliefs, and difficulty
recognising thoughts as the
product of the mind).

Attachment to the conceptualised self

Psychological
Rigidity

Absent or confusedvalues.

(Avoidance, of meaningful life activities
and an overreliance on what others or
society promotes as important).

Inactivity, avoidance and impulsivity.

(Actions are only pursued under certain
conditions, procrastination is evident and
committed action is not seen as a free
choice).

(Individuals see themselves no more tharbskdescriptions
and memories rather than a self as perspective in context)

Figure 1. Hexaflex diagram indicating core components of psychological inflexibility bas a

psychopathology (Hayes et al., 2013).

Acceptance/Willingness

(A willingness to move towards
acceptance of whatever is out
your control and choosing to a
mindfully rather than react).

Defusion

(Flexibility of thoughts in
context, norattachment to
beliefs).

Being in the present moment.

(Behaving mindfully and having an awareness of

what 6s going

Psychological
Flexibility

The self as context

in the

Clarity and contact with values.

(These are different to goals and
usually promote pro social
behavious).

Committed actions based on values.

(Actions are made in line with core
values and are flexible with choice and
autonomy).

(Developing the abilit to see the self as an observer.
You are not your thoughts and emotions).

Figure 2. Hexaflex diagram indicating core components of psychological flexibility as a health and

treatment process (Hayes et al.,

2013).
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Background

Within my private psychology practice, Mindbody Coaching, | provide privatet@oeae
interventions over video call to paying clients wanting to change their behaviours to improve
health and wellbeing. | am trained in ACT after undertaking a British B&ygical Society
approved course whereby, | learned the theoretical principles and the practical application in a
clinical setting with materials provided. | am now fully sethployed, and my business is my
main source of income as well as being my piaeet for the professional doctorate. Reasons

for launching my business are so that | could further my practice as a trainee health psychologist
and take on clients within my own parameters and with more flexibility. It is clear on my
website and my sociahedia platforms that | am a health psychologist in training. | currently
advertise for referrals for new clients within a local business networking group every week.
From that | received a referral request for a family member of a person in the netvgookipg

who was looking for psychological intervention for weigidinagement.
Client

A 56-yearold female, hereon referred to by the pseudonym Sam, took part in a paid
intervention through my business Mindbody Coaching for sixor sessions. The client

was informed that | was a trainee health psychologist undertaking a professional doctorate and
that my practice adheres to ethical guidelines and codes of conduct by the Health and Care
Professions Council and the British Psychological Society (2018).

Assessment

After receiving Samdés det ai-hogr cohgulaton dalhom r ef e
27/01/2021 to assess the risk and to assess the case in more depth. See Bdpendizk

assessment questionnaires Table 1 for initial consultation questiced dagViotivational
Interviewing (MI) techniques (Miller, 1983) which include Socratic questioning (Padesky,
1993). This method is chosen as an eviddrased persenentred approach that assists with
formulation and therapeutic assessment recommendedebWiley Encyclopaedia of Health
Psychology (Leffingwell, 2020). | precreened Sam for suicidal risk, something that is
important when working in a therapeutic setting and discussing sensitive issues such as health
behaviours. | used the Patient Health Qismnaire (PH@) byKroenke, Spitzer and Williams
(2001)andthe General Anxiety Disorder Scale (GAD by Spitzer, Kroenke, Williams and

97



Lowe (2006)to ensure to pick up on any issues such as anxiety and depression that could

potentially surface duringur sessions and to refer to her GP if the risk was too high.

On the call I mentioned the BCI competency for my professional doctorate as being something
that the client could take part in if she consented. | made it very clear that if she were not to
corsent to the BCI for the professional doctorate, then the psychological intervention provided
by myself would not be impacted. In addition, | explained the data protection protocol for both

my business practice and the professional doctorate BCI pranticdat | would only speak

with my supervisors regarding her case with her approval (see Ap{deadix the Liverpool

John Moores consent form for this study).
Formulation

On the consultation c¢ al |I-manageneatwasdvithin myastopes a mod s
of practice as a trainee health psychologist. As | made notes of her issues and reasons for not
being able to manage her weight, she demonstrated all six arelhs biexaflex model of
psychological inflexibility which indicated that she would benefit from an ACT approach
(Hayes et al., 2013)See Table 1 for initial formulation based on Socratic Questioning
examples of responses and their correspondence to theléxexafdel. Sam was a highland
dancer in her youth and now she could not dance because of her knee injuries. She showed
potential cognitive fusion, an attachment to a conceptualised self and a dominance of a
conceptualised past in this one reason alonadbbeing able to manage weidhtayes et al.,

2013) Her inaction, impulsivity with food cravings were evident from her failed attempts to
avoid chocolate which were usually influenced by experiential avoidance of comfort eating
due to work stres@Hayeset al., 2013)Finally, Sam did not mention healthy living as a value,

she simply expressed gealiented action of weigHbss which signified to me that she did not

have contact with her valuéldayes et al., 2013Jrom this consultation | was able testhat

an ACT approach would be useful and that all six points on the Hexaflex model could be

explored in more depth.
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Table 1

Initial formulation conducted over the telephone based on Socratic Questmxangples of responses and their correspondence to the Hexaflex
model Hayes et al., 2013)

Question Example Response Dominance Absentor Inactivity, Attachment to a Cognitive Experiential
of past or confused avoidance conceptualised fusion avoidance
feared future values or self
thinking impulsivity

*%k% *% * *k%

What are you Samés el dest daughter is get

seeking help like help with losing some weight before the wedding. She repo

with? bei ng fia bi andsaidthat ha 8 guite ah emotior

person**. She is stressed with work and finds it difficult to motiy
herself to eat well and exercise***.
* *k% *k%k **

What is going on It is the last daughter to move out of the family home and sl

in your life right feeling stress about the transition*. She naps a lot and eats a

now? chocolate through the working day**. Her youngest daughter

husband bring Sam unhealthy food to cheer her up dtinegay to
which she never turns down***,
* *%* *% * * *

What behaviour
change method:
have you tried in
the past?

What are you
expecting from
my service?

Sam was a highland dancer in her youth, and she is fixated on
of extreme exercise behaviours, which she can no longeechuse
of her knee injuries*. She also has tried giving up chocolate enti
but her cravings have been too strong**.

She would like to know how to get the motivation to exercise ar
well and manage her weight t
in August 2021*. She is also expecting emotional support
guidance.
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Have you Sam has received CBT and bereavement counselling whe
accessed mother died, and her first daughter was born. She said it help
psychological great deal and this is why she is wanting to access psycholc
services in the services again for a differéfmssue, weight management.

past?

Is your GP Yes, Sambs GP has been treat
aware of your life events and is on medication. He is aware of her knee issue:
current  health she has spoken to them abagight management, but she wot
status? prefer to work with someone on a etieeone basis.

Note *, **, *** denotes the potential ACT element corresponding to the text for further exploration. Some quotes are lsatistieelthan one element.
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Through the basic formulation carried out over the consultation call, Table 1, Sam would
benefit from futher exploration on all s,kkomponents on the ACT Hexaflex modrégure 1
and Figure 2 (Hayes et al., 2013) Based on the <clientés goal
guidelines, the client agreed to six tlwour sessions, dveekly, covering a thremonth period
(NICE, 2021). A sixsession intervention would be a feasible and reasonable amount of time

to cover all six components in the Hexaflex mad¢dyes et al., 2013)

Having spoken with my supervisors about this opportunity, | began to plan a basic striicture o
six, two-hour sessions covering aspects of ACT and weigdgmagement. | knew that from my
BPS approved training in ACT, | need to carry out a momejpth formulation to expand on

the points discussed in TablgHayes et al., 2013Furthermore, it isecommended that the
in-depth formulation is carried out within the first session of the intervention using the format
found in AppendixD3 (Hayes et al., 2004). Reasons for this were to make the intervention

participant led and person centred.
Measures

As well as the risk assessment measures of depressionqPhi@ anxiety (GAEY), three
additional psychometric measures to capture wellbeing and psychological flexibility towards
weightmanagement, and two biometric measures to capture biological mafkersight
managemer(Kroenke, Spitzer & Williams, 2008pitzer, Kroenke, Williams & Léwe, 2006).
Table 2 provides details on psychometric measures, Table 2 on biometrics, and Apgendix
for all measures used. The psychometric measures were chosesebeicthe evidence base
reporting good validity and reliability (White et al., 2004anwaring, Hilbert, Walden, Bishop

& Johnson, 2018; Nonahal, Mohammadkhani, Hasani & Akbari, 2020). Weight and waist
circumference measurements were chosen because ofvdl&lity and reliability and
application in practice recommended by NICE guidelines (2014). The biometrics were taken
in real time with instruction by the scales and a flexible tape measure the client owned

recommended by NICE (2021). Details of instrmictcan be found in Append24.
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Table 2

Psychometric measures.

Psychometric measure Description Frequency Sample question

The Patient Healtl This is a teAtem questionnaire assessing depression Taken before the stai i Ov er t h-weeks amvtofteh faee you be

Questionnaire (PHQ suicidal thoughts. With a possible range e20scores of the intervention on bothered by the following problems: Having litt

Kroenke, Spitzer anc below 10 indicate none or mild depression and sc' the consultation call tc pleasure in doing things? Not at all, several da

Williams (2001) above 15 indicate moderately severe depress assess for risk. most days, eveyay . 0
Cronbdcho6s81l

The General Anxiety This is an eighttem questionnaire investigating genel Taken before the stai i Ov er t h-weels amwvtofteh kave you be

Disorder 7 Scale (GAD
Spitzer, Kroenke, Williams
and Léwe (2006)

The Weight Acceptanc
Questionnaire (AAQW;
Manwaring, Hilbert\Walden,
Bishop, & Johnson, 201¢
Hayes, 2019).

The Food  Acceptanc
Questionnaire (FAAQ;
Juarascio, Forman, Timkc
Butryn, & Goodwin, 2011).

The Satisfaction with Life
Scale (SWL; Diener,
Emmons, Larsen & Griffin,
1985).

anxiety disorder. With a possible range e21) scores
below 10 indicate mild anxiety and above 15 indice
severe anxi &ty. .8hnonbach

This 16item questionnaire reveals the degree

psychological flexibility with thoughts and feelings wi
weight related difficulties. With a range of-162, a lower
score indicates psychological flexibilityith thoughts and
feelings weight rel dted

This tenitem questionnaire reveals the degree
psychological flexibility with thoughts and feelings wi
food and eating. With a range of-90, a higher score
indicates psychological flexibility with thoughts ar
feelings around food and eating. Cranb hJ6 s= . ¢

This five-item questionnaire indicates the level
satisfaction with life. With a range ot3b, a score abov:
26 suggests satisfactiami t h |1 i feU €r o
.89

of the intervention on
the consultation call tc
assess for risk.

Taken at the beginnin
of every session wee
1-5.

Taken at the beginnini
of every session wee
1-5.

Taken at the beginnin
of every session wee
1-5.

bothered by the following problems: feeling anxio
nervous oOor on edge?0

AOver the past two wee
statements. | am not in control of what | eat. 1 = ne
trueto7=alwaystn e . 0

AOver t haveeksaplease ratenioe followir
statements: | need to concentrate on getting rid of
urges to eat unhealthilyl. = never true to 7 = alway:
true. o

APl ease indicate your
satisfied with my life. 1 = strongly disagree to 7
strongly agree. o0
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Table 3

Biometric measures

Biometric measure Description Frequency

1. Weightin Standlb. This measurement was taken by manual scales at the beginning of each se: Taken at the beginning of every session weék 1
recommended by NICE guidelines (NICE, 2021). They showed the weight ¢
client in stones and pounds.

2. Waist circumference This measurement was taken at the first session and last by a flexible tape n Taken only at the beginning of week 1 and weel
measurement ir around the waist to show total inch circumference.
inches.
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Theoretical approach

Acceptance andCommitment Therapy

Hayes (1982) identified a pathway linking behaviour change to psychological flexibility
through Relational Frame Theory (RFT) and set out to create -#ieselly model that would

give clear guidance in a clinical settifldayes et al., 2013). The clinical importance of RFT is

that learning to relate events, experiences in life and their subjective cues are at the core of
human language and cognitidhlayes et al., 2013). Neurobiological and RFT research
highlights that thessrelational skills are operant and impact all behavioural processes, such as
metaphorical reasoning, lexical recognition, sense of self and implicit cog(itayes et al.,
2013) . Similar to | earning, Hay e searelatidnall 3 ) r
context, what a person thinks, and the functional context, the psychological impact of what a
person thinks, it can never fully be unlearned. In the example of a person who learns over
multiple experienceA | candt | ose weai d hltheinbelyavoars arecumd h o w
the many arbitrary stimuli within the relational frame will remain. This gives explanation as to
why it is difficult to restructure cognitive networks and schemas and permanently change
behaviour(Hayes et al., 2013). Wiin ACT it is the functional context that regulates the impact

of behavioural response through the six core components describggiia 1andFigure 2

Each element has corresponded activities and their relevance to health behaviours in Table 4,
detaik of the activities and the order in which they were delivered can be found in Appendix

D5 including session plans and session materials, mindfulness scripts and handouts.
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Table 4

ACT Hexaflex treatment components and practical gigtexample and description and relevance to health behaviours.

ACT Activity Description Relevance to health behaviours

component

Present Leaves on & This is a tewentyminute mindfulness practice that encourages focu Mindfulness has been shown to impact weig

moment stream guided i magery of | eaves f | owi n managementby mediating stress. Stress has been ¢

awareness mindfulness Simple (2009). The participant is asked to imagine their thoughts to increase problematic eating behaviours like binge
practice feelings are the leaves and as they apthegy notice them and let the go. emotional eating. Mindfulness can help manage fi
cravings and iges (Yu, Song, Zhang & Wei, 2020).

Contact with Forty common Thisis a fortyi t em questionnaire, f r o m Spending time with family may be a value which coi

values values Gap: From Fear to Freedom, where the participant is asked to rate eac be actioned by eating out astaurants most nights of th

statement with V for very important, Q for quite important and N for week. This can sabotage healthy eating behaviour:
important. This allows the partgant to explore their deepest desires i weightmanagement.

pro-social beliefs and assess any discord between these and their &

which is sometimes the cause of resistance to change.

Committed Compass The compass metaphor i s adapt ed Usingthe SMART framework and incorporating valu

action towards metaphor anc and uses imagery dnsymbols to allow the participant to distingui with goals is more likely to succeed. In the example

values SMART goals  between meanrkased goals and value consistent action. SMART goal s o meone who v alluwél $oseflla per
used with value consistent action and are set by the participant at the week for 16weeks measured by the scales becau
each session to complete by the beginning of the fallgwession (Harris value spending timwith my family and losing this weig
2009). means | can run around and play with my grandchild
for longer without feeling breathleds.

Selfascontext The  observer Selfascontext is promoted throughout all the activities in ACT when Seeing the self as contextual with npaaptions of
mindfulness practitioner consistently reminds the participant to reframe language behaving in the present moment, contrary to thoughts
practice talking about thoughts and f eel feelings of resistance, can help a person recognise

Al &m noticing tuhagte Itdm. havi Md e respondwith the desired response in line with their ve
practice from Harrisds ACT Mad e Forexample, actingimpulsively on thoughts and feeli

allowing the participant to see the difference between thoughts, fee
urges, cravings, sensations and memories and the part of the seadf
always observing without judgement and without effect from external

to skip exerise and satisfy food cravings can be a bar
to weightmanagement (Yu, Song, Zhang & Wei, 202
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Cognitive
defusion

Willingness
towards
acceptance

Passengers on
bus  metaphol
activity

Case
formulation and
creative
hopelessness

internal experiences. It asks the participant to imagine their thought
feelings on a stage and notice the part of them that is observing.

Thi s met aphor by Hayes, Stros
Commitment Therapy: An Experiential Approach to Behaviour Che
(1999) wuses the symbols of pass
thoughts, feelings, cravings, urges and memories.pEuticipant imagine:
driving the bus, which represents their inner experiences, and is encol
to recognise that when caught up in arguments with loud, annoyir
persuasive passengers the bus will either stop or veer off path
participants praate behaving like a good bus driver by dealing with e
of the individual passengers in a professional manner, for example,
ignore, retaliate or bargain.

Acceptance caneba difficult word for some people to digest since it |
connotations of condoning wrong doings and surrender. However, thi
case formulation and creative hopelessness, an activity that involve
participant describing everything they have doney@and solve the issu
by avoidance, control or elimination, the participant should then ste
pivot towards a willingness to accept the context of the situation th
causing frustration or pain and move towards value consistent action
elementdevelops throughout the course of the intervention throughot
the other components and is participant led.

Types of Opassenger sod fid
wondét have enougndjuidge mt
dondt think that I 6m s

gy mo o mp ar Dther pepple flose weight easi
t h an pradictions or projections of failure or oth
negative loujt cotmedomnot b
eating is going to mMae a di fAlf ctheranner
experiences are Opassen
feelings of hopelessness and fear which can also c
resistance to change.

Willingness to accept that health behaviours like exer
and nutrition are difficult and take a consistent effort
maintain. Sometimes thghts and feelings will no
match actions and behaviour. Continuing regardles
mental resistance is key to achieving health goals in
with values.

Note. Most ACT recommended activities work on multiple elements in the Hexaflex model and thany aifferent activities for each component.
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Intervention
Session 1

Sessiorone began with some brief information about ACT and the client agreed to continue
after | read out a statement on informed consent in Appdd@lixVe then reviewed the risk
assessment that we carried out over the phone to check if it was all still bawieg filled it

out threeweeks before the first session found in Apperallx All five psychometrics (GAD

7, PHQ9, SWL, AAQW and FAAQ) and both biometric measures (weight and waist
circumference) were taken found in Appendi& (Diener, Emmons, Larseh Griffin, 1985;
Kroenke, Spitzer & Williams, 2001Spitzer, Kroenke, Williams & Léwe, 2006; Juarascio,
Forman, Timko, Butryn, & Goodwin, 2011; Manwaring, Hilbert, Walden, Bishop, & Johnson,
2018; Hayes, 2019Reasons for only taking waist circumfererateveekone and weelsix

are that the margins of change are small, taking it every session with only a few millimetres of
progress may be discouraging. Similarly, | only took the PH&hd the GAD7 at weekone

and weeksix because the first measure wasmaed as a risk assessment, and the final was to
compare the difference from initial assessm&noénke, Spitzer & Williams, 2005pitzer,
Kroenke, Williams & Léwe, 2006)Also, | did not want to take five measures at the beginning

of every session because it would take up a lot of time and | was primarily interested in seeing
the fluctuations of th&WL, AAQ-W and FAAQmeasures throughout the proceBge(er,
Emmons, Laren & Griffin, 1985; Juarascio, Forman, Timko, Butr@godwin, 2011Hilbert,
Walden, Bishop, & Johnson, 2018ayes, 201

Appendix [b gives a full breakdown of activities delivered within the weekly session plans
and ACT mindfulness scripts. We thenngueted the irdepth formulation detailed in
AppendixD3. Following this | delivered a compassi#otused mindfulness activity because

of its mediating effect on weigimthanagement and in order to provide some distance from the
issues discussed in the lemgbrmulation process (Mantzios & Wilson, 2014; Mantzios &
Egan, 2017). This was to practice present moment awareness, which is an element on the
treatment pathway Hexaflex ifigure 2, after speaking at length about emotional and
behavioural issue@Hayes et al., 2013) o finish, we set a behavioural commitment SMART
goal to complete between sessions. SMART is an acronym for an evioese goal setting
technigue which stands for specific, measurable, achievable, realistic and time bound (Doran,
1981; Silberman, Kaur, Sletteland & Venkatesan, 2020). For the weekly behavioural

commitment SMART goals set see Table 5.
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Session 2

| started with a brief introduction and then instructed the single biometric measure of weight
since waist circumference walibnly be measured atweski x wi t h t he parti ci
scales they had at home as | recorded the entry. The measures were followed by a review of
the SMART action set at the end of the previous meeting. The participant started to feel
motivated andnet the first SMART goal she set herself with ease, see Table 5. To provide a
break from paperwork and talking, | then delivered antémute chawbased mindful
movement exerci se t ak-Qnsyasseasmentf@modéncAppendit. Sa mo s
We then covered a brief introduction to values, reason being that | wanted to focus the final

two sessions on value consistent action, however, | felt that it would be beneficial for Sam to
have a foundational understanding of the concept as we work towagisalterAfter this was

complete, we spent more time going over case formulation and ended with -anthuée

mi ndfulness activity, 60Dropping Anchoré (Har

goal for the next two weeks.
Session 3

This sessiontarted with the usual introduction and the single biometric measure of weight,

and three psychometric measures of followed by a review of the SMART goal. Sam reported

to have achieved the SMART goal set in the previous session and it has improved ber eatin
behaviours in the family environment. We then completed another mindful movement activity
followed by more case formulation using the ACT Matrix worksheet and the main activity of

the session which was the O0passsessigneplas Toon t h
end the session, | delivered the OLeaves on

we set a behavioural commitment SMART goal for the followingiveeks.
Session 4

| began this session by taking the singlemetric of weight and the three psychometric
measures after a brief introduction to the sessions aims and objectives, followed by a review
of the SMART action set from the previous meeting. Sam had not fully achieved her SMART
goal she set at the endtbE previous session, found in Table 5, so we reassessed the goal by
breaking it down into a smaller goal which is recommended in this circumstdaca,(De

Ridder & Fujita, 2013)The client had already lost 7Ibs in 6 weeks which was more than her

targetof 11 b per week, but it was stild/l i n a he
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delivered the &6Holding it Lightlyd mindful ne
defusion. This was foll owed bys,2009.d8hebreer ver
of this session was to promote openness and awareness and to help Sam recognise and distance
her actions from thoughts and feelings, particularly food urges and resistance to exercise
(Hayes, 2013; Yu, Song, Zhang & Wei, 2020). To finise session, we ended with setting a
behavioural commitment for the following twoeeks.

Session 5

This session started with a brief introduction to the aims and objections followed by the single
biometric and the three psychometric measures and a revidve SMART action set from

the last session. Sam had achieved her SMART goal set from the previous session and was
feeling motivated. We completed a brief grounding exercise to practice contact with the present
moment. The theme of the final two sessi@to promote value consistent action. In order to

fulfil this, we revisited values covered in session two. This was followed by a mindfulness
neurosensory exercise, found in Appendis, to encourage interoceptive awareness and
emotional regulation. Lack of interoceptive awareness and emotional regulation has been
linked to eating disorders such as anorexia and obesity (Lattimore, et al., 2017; Willem et al.,
2019). We finished the sessiby setting a SMART goal.

Session 6

The final session today began with an introduction to the session and by taking all five
psychometrics as well as final biometrics of both weight and waist circumference. We reviewed

the SMART action from the previoggssion. Today we recapped on important learning points
throughout the intervention including a dif/
known as the o6Unwel come Party Guest o, and i
Hexaflex model. Th session ended with a full debrief of the BCI and Sam was thanked for her

engagement and participation in the study.



Table 5

SMART goals set at the end of each session to be complete within-ihedksbetween

sessions and reviewed at the beginrohthe following session.

Session

SMART goal

1

I will walk three times per week for thifminutes on my lunch break for twweeeks in order to
introduce gentle exercise behaviours and reduce work stress forawgighggement. This will
be recorded by my Apple Watch.

I will talk with my family in the next tweweeks about encouraging me to eat healthy during
the working day instead of bringirsgveet treats. | will discuss the outcome with Alex on my
next session.

| will start to record my daily food intake for the next tweeks by using the My Fitness Pal
app in order to track weigimhanagement goals with accuracy and aim to lose 1lb per weel
the nexttwenywe e ks bef ore my daughterds weddin

| will only input breakfasts into the My Fitness Pal app in order to develop an awareness
food intake working towards the goal of losing 1Ib per week for twesmtyks for my
daughterds wedding.

I will only input lunch into the My Fitness Pal app in order éawvelop an awareness of my foc
intake working towards the goal of losing 1lb per week fortwengye k s f or my
wedding.

I will only input my evening meal into the My Fitness Pal app in order to develop an awar
of my food intake working twards the goal of losing 1lb per week for twentgeks for my
daughtero6s wedding.

| will also read the FITT principle worksheet for recommended exercise using my new ell
exercise machine in order to exercise safely and aid weighaigement.

Evaluation

The aim of the on¢o-one BCI was to help an individual client with weightatnagement

behaviours using an evidenbased ACT approach. Three psychometric measures were taken

every week, se€igure 3 and two biometric measures were takewatkone and weelb,

see Table 6. Starting with the AA@, at baseline Sam scored with a total score of 70 (possible
range 6112) which indicates low levels of psychological flexibility around weight
management behaviourdénwaring, Hilbert, Walden, Bisipp & Johnson, 2018; Hayes,

2019). At the beginning of wedkwo Samdés scores increased

possible 112, which indicated an effect towards psychological rigidity or that orlectwo

session was not enough to impact scores overiteeks from the baseline. However, in
session three at wedko u r from baseline Samés scores
psychological flexibility with a lower score of 57. This could indicate that the intervention had

taken effect between session twaldhree or that it takes fouveeks from baseline for ACT
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to impact psychological flexibility towards weightanagement. This decrease was continued
towards the following session four at wesk with a score of 25 with a slight increase at
session fix atveekeight with a score of 28 dropping to the lowest score of 20 on the final
session at weeten. The difference from baseline from session one, 74, to session six, 20,

indicates a positive result for the ACT weighanagement intervention.

Sam scored 48 at baseline on the FAAQ (possible rangéy with a higher score indicating

a positive result for food related psychological flexibi{ifparascio, Forman, Timko, Butryn,

& Goodwin, 2011) From baseline to session two at wdek there was an increase 54
followed by a further increase session three at week four, 61. At session four week six there
was a decrease in score, 52, indicating a negative result which could have been impacted by
external influences. However, at session five there was agageno a score of 66 dropping
again the following session six with a score of 58. From the baseline score of 48 there was an
increase to 58 by session six. This suggests that Sam had increased her psychological flexibility

around food and eating behavisdor weightmanagement.

Finally, the SWL score was 14 at baseline indicating the lowest cut off point of dissatisfaction

with life (possible range-85) (Diener, Emmons, Larsen & Griffin, 1985). At session two
Sambés scores i mpr oghtly lbelow averdgd dissatisthdtienavithilifevgthim s | i
the second from bottom cut off point range.

a high satisfaction with life in the range of &b with a steady increase every session scoring
highest of2 8 at session si Xx. Samods -six; 23riedgatefar om b
positive result in satisfaction with life going from the lowest cut off point range of dissatisfied

with life to highly satisfied with life (Diener, Emmons, Larsen & Griffi885).
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Figure 1: Changes in psychometric measures over the six session
weight-management intervention
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For the biometric measurements, Sam lost 11lbs in body weight overall and reduced her waist
circumference by 1.2 inches. By the NHS guidance used, she was still in-rgskightegory

of developing obesity related disease such as type |l tésla@d heart disease (NICE 2021).
However, it was a positive result and, with the behaviours learned during the intervention, she

can continue to progressively work towards lowering the risk.

Table 6

Outcome measures ppost weight in St. and lland waist circumference in cm.
Measurement Pre Post
Weight inSt. and Ib. 14st 5lb 13st 8lb
Waist circumference in inches. 41.5 inches 40.3 inches

Sam agreed to write a testimonial detailing her experiences of the intervention and the service
provided. This can be found in Append». She highlighted a particular activity she enjoyed
that helped her with her weightanagement and stress reducing behaviours, Passengers on the

Bus. She also stated that the mindfulness activities

flt left me wih a sense of wellbeing and in a much more relaxed state then when we

started the sessions a few months agoo
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which could reflect the scores from the psychometrics indicating she is no longer struggling
against unworkable weigimanagement behaviours whielere causing stress and anxiety.

The scores on the biometrics indicating a noticeable wdagktcould also have contributed

and also be a factor that perpetuates this newfound sense of wellbeing. She reported being

happy with the service and said,

A Wwould have no hesitation in recommending you to friends, family, colleagues or
indeed anyone in the business world that | become aware of needing such services,
you truly are amazing in this role and will, I know, help so many people in the years

ahead. o

Limitations

It appears that the ACT approach to weigtdnagement in this case was effective for the
clientdos needs. However, there could have b
impact. For example, | did not take a pre and post interventeasumement of PHQ and

GAD-7 scores because they were simply used as a risk assegBmoantke, Spitzer &

Williams, 2001;Spitzer, Kroenke, Williams & Lowe, 2006J aking these measures again at
weeksix could have provided more of an insight into the changes from baseline scores
compared to the AAQV, FAAQ and SWL(Diener, Emmons, Larsen & Giriffin, 1985;
Kroenke, Spitzer & Williams, 2001Spitzer, Kroenke, Williare & Léwe, 2006; Juarascio,

Forman, Timko, Butryn, & Goodwin, 2011; Manwaring, Hilbert, Walden, Bishop, & Johnson,

2018; Hayes, 2019Perhaps there could have been a statistical analysis performed on this data

to explore the relationship between the défgrmeasurements.
Conclusion

The ACT weightmanagement intervention was a success, the client was satisfied, and |
developed my practice along the way. In future | will replicate this pexsotred approach to
weightmanagement and will take a post in@mion measure of the GAD and the PHE)

and explore the relationship between depressanxiety, and psychological flexibility
(Kroenke, Spitzer & Williams, 200B8pitzer, Kroenke, Williams & Lowe, 2006)
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CHAPTER 4: RESEARCH

Introduction

The research competency comprises of three pieces of health psychology research, the
systematic review research article, quantitative paper, and qualitative article, including a
reflective research commentary. The three research pieces have been fanth#edmitted

for publication in their respective, proposed journals.

The systematic review which explored Acceptance and Commitment Therapy (ACT)
interventions on patients with coronary heart disease (CHD), was formatted for publication in
Current Psychblogy. This journal was chosen to reflect the aims of the systematic review in
that it is cutting edge empirical health psychology research that provides up to date insight into
the use of ACT psychological interventions to improve health and qualityedioli people

with CHD. This journal requires APA style with size 10 Times New Roman font, double
spaced, containing no more than 10000 words, not including the reference list. There must be
no more than four tables and three and figures, and no moré3maferences. It also specifies

that there are no more than 500 words per table or figure and a title page outlining declarations
and ethical approval with up to foto-six key words and between 150 and 250 words for a

structured abstract.

The quantitive research examined the effects of illness perception and psychological
flexibility on eating behaviours on people with CHD and the impact of participant illness
identity on the outcomes through a esféonline psychological intervention using ACT and
lliness Perceptions as a framework, ktied your Heartstudy. This paper was formatted for
Applied Psychology: Health and Wékeing which is one of the two outlet journals of the
International Journal of Applied Psycholaghhis journal was chosen besawof the particular
interest in empirical intervention studies in the domain of health psychology, and recent
published articles reflecting aims of psychological intervention to improve psychological and
physical health for people with a lotgrm healticondition. The format is APA style, no more
than 30 pages, with an unstructured abstract2&Dwords long, a data availability statement

and six key words on the title page. Appendices are not permitted for this journal and therefore
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all appendices E1 t&9 are included for the purposes of the portfolio only and will not be

submitted with the manuscript.

The qualitative research investigated the experiences of participants that took paMimdthe
your Heartonline psychological intervention to recorand future practice. It provided insight

into the psychological adjustment process post Ml and recommendations for improved health
psychology intervention around themescohtrol, positive psychological change, behaviour
changeand webinar feedbackThe Health Psychology Opejournal was chosen to reflect
recent qualitative published articles and to showcase the contribution to health psychology
practice. Included are fivim-ten keywords with a structured abstract limited to 150 words with
the full artice having no word limit, with Sage Harvard referencing style. Appendices are not
permitted for this journal and therefore appendixaiRti F2areincluded for the purposes of

the portfolio only and will not be submitted with the manuscript.
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Abstract
Background and objectives: A systematic review was conducted to explore Acceptance and Commitment
Therapy (ACT) interventions on coronary heart disease (CHD) patients and the efficacy of the interventions on
psychological and behavioural outcomeBesign and methods:Eight databaes, includingAPA Psyclinfo,
PubMed, BMJ Journals, Science Direct, Web of Science, CINAHL, Sage Journals and siedigmey literature,
were searched for appropriate studies. Oflif6 articles, 462 of which were duplicates, 1284 were assessed by
titte and abstract. 1277 papers were excluded by the study design, population, intervention and Vemgbhage
left a final eight papers included in the review. A total of 371 patients ag&® $6ars with a range of CHD
medical history were encompassed in fystematic reviewResults: The review highlights that there is a
moderate risk of bias in the studies and there is a strong focus on psychological outcomes with only one study
exploring health behavioural outcomes. Studies reported psychological wgkhgogomes were successful, but
for statetrait anger and hostility Emotional Freedom Therapy was considered more efficacious than ACT. Finally,
behavioural outcomes were successful in relation to diet, exercise medication adherenceassdssatfent of
weight and swelling, however further research is nee@edclusions Use of ACT with CHD patients is
promising for psychological outcomes, but more quality UK based research is needed to assess behavioural health

outcomes.

Keywords: Acceptance and Comitnient Therapy, Coronary Heart Disease, Psychological, Health Behaviours,

Systematic Review.
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Introduction
Health psychology practice involves designing and delivering interventions targeted at psychological and
behavioural outcomes for those living with health conditions such as Coronary Heart Diseasé{(@HBhaum
et al., 2A1). Specific behavioural outcomes that impact health in patients with CHD are medication adherence
(Silavanich et al., 2019healthcare usag@oole et al., 2015)and lifestyle factorgGiannuzzi et al., 2005)
Furthermore, psychotpcal factors such as perceived stress, depression and anxiety, have been shown to impact
health behaviours required to reduce the risk of a secondary cardiac event and poor quality of life when living
with CHD (Yildiz, 2020). Fortunately, psychological, behavioural and lifestyle risk factors are modifiable, and
health psychology interventionswathe potential to significantly reduce the risk of secondary cardiac events and

premature death and improve quality of life in CHD pati¢Bisnnuzzi et al., 2005)

Cognitive behavioural therapy (CBT) has been the gold standard of psychological intervention for improving
depression, stress and anxiety in CHD patiéintsig et al., 2006) A systematic review on CBT for a range of
physical health condition§Cuijpers et al., 2008highlighted that the majority of slies measure only
psychological outcomes, such as stress anxiety and depression, with less emphasis on behavioural outcomes.
Within the review, there was just one study that looked at hesllited behavioural outcomes in patients with

heart and lung disses and type 2 diabefg®rig et al., 2006)Lorig et al. (2006)nmeasured seven health status
variables, pain, shortness of breath, illness intrusiveness, health distress, disabilitypobeel global health;

four health behaviour outcomes, aerobic exercstrengthening exercise, stress management, communication
with physicians; three utilisation variables such as physician visits, emergency room visits, and nights stayed in
hospital; and seléfficacy. They found that after ofyear, patients on the et based Chronic Disease Self
Management Programme had significant improvements in health statuses compared to the control group and
change in seléfficacy was found to be associated with better health status outdborés et al., 2006)
Therefore, the literature does support use of psychological intervention with CHD patients for behavioural and
lifestyle outcomes but is still limiteith quantity compared to studies measuring for psychological outcomes only

and because behaviours are modifiable it would be a beneficial to investigate.

Built on the CBT framework, Acceptance and Commitment Therapy (ACT) is considered by some to be the
fthirbwave 6 of behaviour al based psychol ogi cal therapy
cognitions around behaviour with more focus on contextually flexible action in line with (&@leser et al.,

2020; Hayes et al., 2012)he ACT framework accounts for the limitations of CBT, in that, attempts to change a
personébés negative thought s, or cognitions, i nto some
contexts. This is grticularly relevant in those living with a lotsigrm or chronic health condition where a the

health issue is permanent and inevitable progressive degeneration is a constant and unwanteddhgisrege

al., 2012) To expand, according to ACT, all thoughts, feelings behaviours, are neither negative or positive they

are seen as workable onworkable in specific contexZfiang et al., 2018 Moreover, the limiting underlying

mechanism of CBT practice is the action of attempting to control, eliminate or avoid unwanted thoughts and

11¢



experiencegHayes et al., 2012; Zhang et al., 2Q18Bhis is known as experiential avoidance under the ACT

framework and is accounted for by the psychological flexibility m@deles et al., 2012; Zhang et al., 2018)

Psychological flexibility is outlined by six core components, present moment awareness, contact with values,
value consistent action, understanding the self as dpmi@gnitive defusion and a willingness to accept events

or situationgHayes et al., 2012}t is the goal to work towards psychological flexibility for stress management,
improved mental health outcomes, consistently actioned health behaviours and better qualifif@yditeet al.,

2012; Zhang et al., 201.8tqually, the opposite of the six core components of psychological flexibility is outlined
within the model as psychological rigidity whereby the individual may display experiential avoidatice as
opposite of willingness to accept the contextual situation, dominance of conceptualised past or fear of future,
attachment to a ridged or outdated conceptualised identity and sense of self, cognitive fusion to thoughts, feelings
and behaviours that doot result in the desired workable outcome, and inactivity, avoidance or impulsivity
towards the unworkable situati@ayes et al., 2012; Zhang et al., 20F3Yychological rigidity is used to identify

a treatment process for the individual on areas they demon@iates et al., 2012; Zhang et al., 2QIB)e six

core canponents within the ACT Hexaflex model are detailed in Table 3.

In a systematic review b@loster et al. (202QYesults showed that ACT is efficacious for a populations with a

broad range of target conditions such as anxiety, depression, substance use, chronic pain and transdiagnostic
groups and was superior when compared to inactive controls and active intencamiditions such as CBT. A
systematic review braham et al. (2016)hey explored the use of AGAith chronic conditions which contained

only one study, which was a pilot, on a cardiac population with diabet@sdmywin et al. (2012)hich measures
behavioural outcomes such as diet, Weignindfulness, defusion, values, and psychological flexibility. The group

ACT reported significant results across all measures at post intervention. Similarly, a systematic ré¥ileliz py

2020) assessed the use of ACT and lifestyle and behavioural changes and found 30 randomisetialontrol
studies but there were no ACT interventions thegeted patients with CHD. Lifestyle and behavioural outcomes

such as smoking, alcohol, physical activity and being overweight, are evidenced to impact the development and
management in CH[Byrne et al., 2019; Gifford et aRp04; Ivanova et al., 2018praham et al. (2016 0odwin

et al. (2012)andYildiz (2020) concluded that, although the literature surrounding ACT and lifestyle behavioural
changes is promising, there is a need to assess intervention programmes specifically targeted at the needs of

separate clinical populations, including heart disease.

Basedon suggestions from the literatu¢&loster et al., 2020; Goodwin et al., 2012; Graham et al., 2016;
Kreikebaum et al., 2011; Lorig et al., 2006; Yildiz, 2020 current research aims to investigate the use of ACT

in patients with CHD for psychological outcomes such as psychological flexid#ipression, stress and anxiety;

and behavioural outcomes including sleep, diet, physical activity, smoking cessation, alcohol management; and
clinical behavioural outcomes such healthcare usage, medication adherence, cardiac rehabilitation commitment,
as b assess the quality, compare interventions and highlight future direction for research and improve health

psychology practice with patients with CHD.
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Objectives
Review question
The following research guestions were set out to fulfil the aims of thg:stud

1. What is the efficacy of ACT interventions with CHD patients based on:
a. psychological outcomes such as psychological flexibility, stress, anxiety, depression, quality of
life,
b. lifestyle behavioural outcomes such as sleep, diet, physical activity, smakiolyol, substance
abuse, seltare, stress management,
c. clinical behavioural outcomes such as healthcare usage, medication adherence and cardiac
rehabilitation commitment.

Study design
To formulate and clarify the search terms, the PICO method was ireptecthfor this systematic review, see

Table 1 for more informatio(Higgins et al., 2011)

Table 1
PICO method including study design used to identify search terms.

PICO Research question

Population People with CHD including heart failure, myocardial infarction, and corol
artery bypass surgery patients.

Intervention Acceptance and Commitment Therapy (ACT) or Acceptance Based Beh
Therapy

Comparisons Control, comparison, or none

Outcome A change in psychological, lifestyle behavioural, clinical behavioural outc

measures such as diet, exercise, sleep, substance abuse, smoking, me
adherence, healthcare usage, cardiac rehabilitationcarelf stress, anxiety
depression, psychagjical flexibility and quality of life.

Study design Randomised control trial (RCT), quasiperimental and pilot quantitative.

Methods
Protocol
The Preferred Reporting Items for Systematic Reviews and-Medyses (PRISMA) guidelingd.iberati et al.,
2009)

Eligibility criteria
With reference to Table 1, ACT interventions conducted with individuals with CHD were eligible for inclusion
into the systematic review. Databases using the English Language were searched from 1996 to February 2022

which included both published and unpshkd literature.
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Inclusion criteria

1. Journal articles published in the English Language.

2. Adults aged over 18 years old.

3. Cardiac patients with coronary heart disease, a history of myocardial infarction and or coronary artery
bypass surgery.

4. Acceptance athCommitment Therapy (ACT) and Acceptance Based Behavioural Therapy (ACBT).

5. Health behavioural and mental health outcomes such as diet, exercise, medication adherence, healthcare
usage, seltare, stress, anxiety, depression and quality of life.

Exclusion criteria

1. Single use of Cognitive Behavioural Therapy (CBT) or any other form of psychological intervention that
is not specifically outlined as ACT.

2. Studies that are focused on wider cardiovascular health populations and comorbidities such as stroke,
pulmonary disease and hypertension and Type 2 diabetes.

Databases

Electronic databases were searched including APA Psycinfo, PubMed, BMJ Journals, Science Direct, Web of
Science, CINAHL, Sage Journals and Medline. Grey literature were searched for English Language journal
articles between 01.06.2021 and 31.01.2022. Akward search through reference lists of relevant and included
papers was also performed and known authors were contacted to provide details of further potential articles as

suggested for searching strategy best prafficeshaw et al., 2018)

Search terms
Below are the search terms used across all databases:

AAcceptance and commit ment btehhearvai poyuor aOR thAc a@pytda nACNeD

Afcardiacodo OR fii schemiabo OR fAhearto OR fAcoronary art
infarctiono OR fAheart attacko OR Aheart failureo OR i
falure pat i ent s0 OR #dAcardiac rehabilitationo OR fAangi opl

ficoronary artery bypass gr afAiND GhRefal h éarbte hauwr pamry® OF
nterve

ntiond OR firandomi sall coherwokentiromad OORPR nAphy:
exercisedo OR fiphysical i naaft ievi tOWRDNnfdBgRel nfiesnetdoe NnO R r iy di €eC
eatingo

=t

=t

-i ORakKis@al DR fismokingd OR fAsubstance abuse/ mi

=t

i nsomni adbc ®Ri dmeddherenced OR fApsychol ogical flexib

=1

resilienced fanxietyd OR fidepressiono.

Study selection

The search strategy initially produced 1746 articles, 462 of which were duplicates and a further 1269 were
assessed by title and abstract. The main reason for excluding 1284 was because of exclusion criteria on study
design (328 were abstracts, postergreagpondence, qualitative, case studies, literature reviews and systematic
reviews), population (642 were not conducted on adult cardiac populations such as children and adolescents,
general population, stroke, diabetes, hypertension and pulmonary disedsejtervention (728 used other
psychological intervention such as CBT, Mindfulnrbssed Therapy and psychotherapy). This left 15 studies to

be reviewed by reading the full text. Six studies were excluded because they were written in Arabic anisthe Engl

language full version was not available and one study was excluded because their inclusion criteria stipulated
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cardiac patients with hypertension or diabetes. This left a total of eight studies included in the review. See figure
3 for the PRISMA flow ¢hgram.

Risk of bias

A quality check for risk of bias was conducted using the Effective Public Health Practice Project (1998) tool
which was considered most appropriate for this review as it has been applied in similar (Effiestive Public

Health Practice Project, 1998) St udi es were scored using a O6yesao, n
bias, design, confounding variables, blinding, data collection measures, withdesw/aleopouts. Each paper

was given a global rating then classified as weak, moderate or strong.

Data collection process

A data extraction system was employed using EndNote to record specific information on each study. This includes
(2) first author angear of publication, (2) country, (3) characteristics of participants (category of the coronary
heart condition, sample size and gender), (4) type of design, (5) intervention condition (including frequency and
length of ACT sessions), (5) primary outcomeasures (psychological or behavioural), (6) results following

intervention (if reported).

Results

Study selection

All eight studies met the inclusion criteria the systematic review, s@able 2 for an irdepth breakdown of the

study characteristics, design, and specific outcomes.

Countries

Interestingly, all studies were published in the Middle East from (@pdollahi et al., 2020; Ahmadi
Ghahnaviyeh et al., 2020b; Amiri et al., 2017; Heidari et al., 2019; KheMreesa et al., 2018; Mohamdiheris et
a., 2020; Shahabi et al., 2021; Sheibani et al., 2019)

Study design

Of the eight studies, most studies employed a R&Testposttest mixed measures desigmiri et al., 2017;
KheyranAlnesa et al.,, 2018; Heidari et al., 2019; Sheibani et al., 2019; Abdollahi et al., 2020; Ahmadi
Ghahnaviyeh et al., 202Ghahabi et al., 2021)ith one pilot study Mohamdiheris et al2020) However, six
studies reported the design as a geapierimental préest postest which was incorrect because they were
randomly assigned to either a control or experimental group, which makes it al\R€iTef al., 2017; Kheyran
Alnesa et al.2018; Heidari et al., 2019; Sheibani et al., 2019; Abdollahi et al., 2020; Shahabi et al. 2121)

one of those studies reported the correct design of R6Mé&di Ghahnaviyeh et al., 2020).
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Table 2

Study Characteristics Matrix.

Study Country  Design Intervention a) Population (% of CABG Primary Measures Outcome
(first patients) _ )
author, b) Sample size a) psychological a) psychological
year) c) % Female b) behavioural b) behavioural
d) Control
e) Inclusion criteria
f) Age range (Mean age)
Amiri Iran Quast ACT intervention over a) CHD patients wittangina Psychological, social a) Results showed a significant differen
(2017) experimental 8 group facdo-face b) 30 and spiritual health between the ACT intervention ar
pretest postest sessions lasting 3 ¢) 30% control groups at post measure 1
design. minutes twice perweek d) TAU a) LSQ psychologecal (p <.03), social (p <.03)
e) Patients referred to th and spiritualp <.02) health.
cardiology centres ir
Isfahan
f) 4570 years

Kheyran Iran
Alnesa
(2018)

Quast
experimental
pretest postest
design.

Premeasure collecte
after the ACBT
intervention and again

months

after. Eacl

session lasted 1.5 hou

and was

group
sessions.

split into 8
faceto-face

b)
c)
d)
e)

Heart surgery patient Anger, anxiety, anc a) T-test found no significant differenc

(100%)

30

100%

TAU

heart surgery and medici
record within the Vale-
Asr hospital, Iran.

30-60 years

hostility

a) STAXI-2, RWHI
& BAI

between the préest scores for all
measures between the control and AC
group. Abstract reported Covariance
analysis indicated that ACBT had
significant effect on all three
psychological variables absttest.
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Heidari
(2019)

Sheibani
(2019)

Iran

Iran

Quast
experimental
pretest postest
design.

Quast
experimental
pre-test postest
design.

Participants were a)
randomly split into 3 b)
groups of 17, 16 and 1¢ ¢)
The group facdo-face d)
intervention was e)
delivered in 8 sessions

f)
Group ACT a)
interventions were b)

delivered over 8 60 c)
minute group fac¢o- d)
face sessions. e)

f)

CHD patients
48

TAU and an EFT group
Patients referred to th
Shahid Rajaee hospital i
Karaj

30-60 years

CHD patients
30

TAU

Patients referred 1
hospitals, health centre
and cardiovascular clinic
in Isfahan

35-55 years

Negative effect, a)
social inhibition,
anger and hostility

a) DS14 & BPAQ

Positive and negativi a)
emotional regulation
and seHcontrol

a) CERQ & SCS

Levin test of analysis of covarianc
showed both ACT and EFT interventio
were significantly better aimproving
negative affect against the contrg

<.01). A Bonferroni post hoc showe
that there was a significant differen:
between the préest and postest mean
between ACT and EFT for negatiy
effect. This means that EFT w:
considered to have more aff effect on
negative emotions than ACT. Also, in
Bonferroni post hoc there was

significant difference between negati
effect, social inhibition, anger an
hostility (p <.05) and also between EF
and ACT groups { <.001) which
indicated that EFT wamore effective
than ACT for all 3 measures.

ANCOVA found asignificant effect for
ACT on the positive strategy of th
cognitive egulation of emotions and th
negative strategy of the cognitiv
regulation of emotions compared to tl
control { <0.05). However, nc
significant difference was observed

terms of selicontrol { >0.05).
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Abdollah
i (2020)

Ahmadi
Ghahnav
iyeh
(2020)

Iran

Iran

Pretestposttest Group ACT 9 weekly a)

semt
experimental
intervention.

Randomised
control trial
pretestposttest
with 6-month
follow up.

group
sessions
minutes.

8 x 90minute group

faceto-face
sessions.

faceto-face
lasting

ACT

9 b)

<)
d)
e)

f)

CHD patients with Ml anc
CABG history

30

53%

TAU

Patients referred to th
Isfahan  Cardiovascula
Research Centre in lIra
with a history of CHD,
stable and unstable angin
Ml and at least 1 coronar
arterybased angiograph
or openrheart surgery.

(57 years for ACT and 5:
years for control group)

Post Ml

60

21.6%

TAU

Patients referred to th
Isfahan hospitals in Iral
with a history of at leas
one Ml and over the age ¢
30 years.

(57 years for ACT grouf
and 55 years for contrc

group)

Mental
hopefulness,
meaningfulness.

health, a)

and

a) MLQ, SAHS &

GHQ

Psychological
physical QoL

a) MLHFQ

anc a)

Repeated measures ANOVA show
significant difference between ACT ar
control on all measures of anxiet

depression, social

dysfunction,
meaningfulnesg(<.001).

ANOVA showed

<.001) ANOVA also

significant increase between each of

groups over timep(<.001).
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Mohamd Iran Pilot study, ACT oneto-one a) CHD patients Chronic pain, a) ANOVA showed significant difference

iheris quast intervention was b) 98 resilience, and self between ACT and control faesilience

(2020) experimental delivered on the day o0 ¢c) 30% care. at 3 months followup (p <.001).
pretestposttest admission, 2B days d) TAU b) ANOVA showed significant difference
with a follow up after admission, on th: €) PCI for primary Ml in an a) PRS between ACT and control for sel
telephone day or discharge, Iranian hospital. b) SCHFI management behavioural skills at
interview. week after discharge f) (52 years) months followup (@ <.005).

each lasting 30 minutes

Shahabi Iran Experimental 8 group facdo-face a) Cardiac rehabilitatio Emotional regulation a) A repeated measures ANOVA show
(2021) pretestposttest sessions for the ACT patients with angina that the ACT group wasignificantly
design. group and 10 sessior b) 45 CERQ & DASS21 effective  on emotional regulatio
for the guided imagen c¢) 17.7% compared to the controb(<.001). A
group with a 45 day d) TAU and a guided Bonferroni post hoc revealed
follow up. However, 2 imagery therapeutic significant increase in positive emotion
participants  receivel intervention group regulation postest and follow up value:
ACT on a ondo-one e) Cardiac problem, in the ACT group compared to the (
basis because C admission to cardias and control p <.001) and a significan
vulnerabilities due tc rehabilitation. decrease in negative emotior
their heart condition.  f) 3575 years regulation for postest and follow up

values compared to the Gl group a
control f <.001).

Note. Acceptance and Commitment Therapy (ACT), Acceptance and CommiBased Therapy (ACBT), Myocardial farction (MI), Coronary Artery Bypass Graft
(CABG), Coronary Heart Disease (CHD), Not Applicable (NA), Percutaneous Coronary Intervention (PCI), Treatment as Usuydlifésaldy Questionnaire (LSQ),
Spielberger's Stat€rait Anger Expression Inventory2 (STAXI-2), RedfordWilliams Hostility Inventory (RWHI),Beck Anxiety Inventory (BAl),Personality Typeé
(DS14),Buss and Perry Aggression Questionnaire (BPAI@gnitive Emotion Regulation Questiaire (CERQ), SelControl Scale (SCS), Meaning of Life Questionnaire
(MLQ), General Health Questionnaire (GHQ), Minnesota Living with Heart Failure Questionnaire (ML$#fCare of Heart Failure Index (SCHF8nyder Adult Hope
Scale (SAHS), PsychologicResilience Scale (PRS), Cognitive Emotion Regulation Questionnaire (CERQ), Depression and Anxiety ScaljDASS



Participant characteristics
A total of 371 CHD patients, 105 reported females, were recruited across the eight studies included in the review
with an age range of 305 years. The age range is large, and this is an important factor to consider because

lifestyle issues that impact acilitate behaviour change can differ between @& old and a 75/earold.

Only one study contained 100% female participakteyranAlnesa et al., 2018) and five studies reported mixed
gender(Amiri et al., 2017; Abdollahi et al., 2028hmadi Ghahnaviyeh et al., 2020; Mohamdiheris et al., 2020;
Shahabi et al., 202,lwith remaining two studies implying mixed gender but not specifying a percentage of male
and female participants (Heidari et al., 2019; Sheibani et al., 2019). This snaisyortant factor to consider
because females are more likely to die from CHD than males and so there are differences in illness perceptions
between the genders which could impact the efficacy of the ACT intervéMihmran et al., 2019)

All patients had a history of CHD and were admitted to hospitals acapsisecause of experiencing an Mhfiri

et al., 2017; Heidari et al., 2019; Sheibani et al., 2019; Shahabi et al.,i@l21)vo studies reporting patients

who have had CABG surgeriifeyranAlnesa et al., 2018; Abdollahi et al., 2020he study speagrfng patients

with stable and unstable angina with at least one MI patients who have received PCI treAtmeadi (
Ghahnaviyeh et al., 2020; Mohamdiheris et al., 2020). Therefore it can be suggested that for both PCl and CABG

patients, ACT is efficaciof both participant treatment groups.

Sample sizes

Sample sizes ranged from 30 participa#tifi et al., 2017 KheyrarAlnesa et al., 2018; Sheibani et al., 2019;
Abdollahi et al., 2020jo 98 participantsMlohamdiheris et al., 202@yith an average o46 participants. All
studies had a 50% random allocation between the control and intervention group except onelsaidgrbgt

al. (2019) which randomly allocatédtwo intervention groups of 17 for the ACT and 16 for Emotional Freedom

Therapy (EFT)and 15 in a control group.

ACT Intervention

The length of delivery showed some consistency with five studies reportingneigkty faceto-face sessions
lasting between 45 and 90 minutéchéyranAlnesa et al., 2018; Heidari et al., 2018heibani et al., 2019;
Ahmadi Ghahnaviyeh et al., 2020; Shahabi et al., 2021) and one study reportivgeakig face to face 90
minute sessions (Abdollahi et al., 202@ne study conducted eightweekly face to face 3fhinute sessions
(Amiri et al., 217) and only one study was conducted over the telephone orte-ome basis in four 30 minute

sessions (Mohamdiheris et al., 2020).

Seven studies were conducted in group settings with two delivering the ACT intervention ctoapadasis

(Amiri etal., 2017; KheyratAlnesa et al., 2018; Heidari et al., 2019; Sheibani et al., 2019; Abdollahi et al., 2020;
Shahabi et al., 2021). However, one of the seven studies that conducted group interventions had to conduct it on
a oneto-one basis with two of #ir participants because of their heart conditions which was not speciffied
(Shahabi et al., 2021). It could be assumed that there may have been access issues or immune system

vulnerabilities to prevent cross contamination. Nevertheless, group delivemgoissistency across the studies.
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Finally, the included studies have strong ecological validity in that they were all conducted in a hospital by

practicing clinicians.

Components of the ACT intervention were evidenced by all studies b¢#orie et al., 2017). This poses issues

to both validity and reliability of the intervention. Nevertheless, there was congruancy between the seven studies
that reported the delivery schedule and coniten¢lation to the ACT Hexaflex model and they were consistent

with Figure 2. Details of the interventions across the seven studies are found in Table 3. All studies begin with an
introduction and end with a summary and committed action which is consistent with recommended delivery of
ACT and general best practice fusychological interventionglayes et al., 2012; Zhang et al., 2018)

It must be noted that some ACT activities can facilitate more than one Hexaflex comfmmexdample, present
moment awareness, s@lfé context and defusion often involve mindfulness, and acceptance is a core theme
throughout all activitiegHayes et a).2012; Zhang et al., 2018)nd this is demonstrated across the seven studies.
For example, the studies make use of ACT activities such as creative hopeldstmess, Strosahl & Wilson,
1999; Amiri et al., 2017; KheyraAlnesa et al., 2018; Heidaat al., 2019; Sheibani et al., 2019; Abdollahi et al.,
2020; Shahabi et al., 202ppssengers on a bus metaphdayes, Strosahl & Wilson, 1999; Abdollahi et al.,
2020),the chessboard metaphstayes, Strosahl & Wilson, 1999; Sheibani et al., 20th@) dserver mindfulness
practice Hayes, Strosahl & Wilson, 1999; Abdollahi et al., 2020)d leaves on a stream mindfulness practice
(Hayes, Strosahl & Wilson, 1999; Heidari et al., 2018)ddition, all studies facilitate the participant to connect
with their individual values and committed action is encouraged by goal sgttiygs, Strosahl & Wilson, 1999;
Amiri et al., 2017; Kheyra\lnesa et al., 2018; Heidari et al., 2019; Sheibani et al., 2019; Abdollahi et al., 2020;
Shahabi et al., 2021)

Also, because it is dynamic persoentred approach, ACT does not recommend any specific order for each of the
components and it is down to the participantds needs
the studies in the variance of erqHayes et al., 2012; Zhang et al., 2QIB)erefore, the seven studies deliver

consistent and valid ACT interventigAmiri et al., 2017; KheyraiInesa et al.2018; Heidari et al., 2019;

Sheibani et al., 2019; Abdollahi et al., 2020; Shahabi et al., 2021)

Table 3

ACT component evidenced delivery across six intervention studies.

ACT component Session ACT intervention activity example

First Author (date)

Present moment awareness

KheyranAlnesa (2018) 5 AAwareness and acceptan

Heidari (2019) 2 AExpl aining attention
mindfulness. 0

Sheibani (2019) 2 Al ntroducing the concep
ACT. o




Abdollahi (2020)

Ahmadi Ghahnaviyeh (2020)

Mohamdiheris (2020)

Shahabi (2021)

Contact with values

KheyranAlnesa (2018)

Heidari (2019)

Sheibani (2019)

Abdollahi (2020)

Ahmadi Ghahnaviyeh (2020)

Mohamdiheris (2020)

Shahabi (2021)

Committed action

KheyranAlnesa (2018)

Heidari (2019)

Sheibani (2019)

Al ntroducing mindfulnes
practice. 0
fi

Participants |l earn to
breathing, walking, etc.) and be mindful of their state
all moments. 0

AfGui de the patients to
present psychological activities, physiological feelin
and external environment.

AEmpl oying mindful ness
on the present. 0

AUnder standing i mportan
understanding performance of goals in producing
healthy life, providing charts ofvalues in main
domains. 0

=t

Thinking about the pu
continue living. o

iSpeci fying values and
metaphor, providing the members with a table of val
helping themembers identify values and targets on tt
path of values in the presence of the researcher
ot her members. o

I ntroducing Values; Di
oals and values; Selec

«Q

Aldentifying the patien
these values, their elaboration and their power
choice. 0

ATo communi cate wi t h

methods, including writings, pictures, and videos;
encourage patients to be hopeful about their future
help them resolve confusion about life; and to help tt
clarify their 1life valu

Aildentifying the values
focusing on these values, and payattention to their
power of choice. 0

ASummary of previous se
postt est . O

iMember s ar e required
committed valudased actions based on thalues
derived from the meeting an integral part of our wo
are often impossible. o

AfDescribing commi tted

drawing a conclusion to prevent the members fi
returning to their futile actions, presenting the A(
psychological flexibility six processes, presenting -
ACT psychopathology six processes, and administe

thepost est . O
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Abdollahi (2020)

Ahmadi Ghahnaviyeh (2020)

Mohamdiheris (2020)

Shahabi (2021)

Selfascontext

KheyranAlnesa (2018)

Heidari (2019)

Sheibani (2019)

Abdollahi (2020)

Ahmadi Ghahnaviyeh (2020)

Mohamdiheris (2020)

Shahabi (2021)

Defusion

KheyranAlnesa (2018)

Heidari (2019)

Sheibani (2019)

Abdollahi (2020)

Al denti fy a val uabl e a
perform during the week
fi

Di scussing t he goal s
characteristics of goals among the group, the grc
members identifying three of their most important val
and determining the goals they wish to pursue in kee
with those values, determining the nexepst for
achieving those goals. 0

ifTo deci dandlongterm sbifectives with the
patients and achieve c¢h

AUnder standing the natu
(teaching commitment to action), identifying
behavioural plans per the values, and creating
commitment to i mplement

AWeakening de-jancep,eneainy sdf
observing awareness, distinction betweeself

conceptualandseb bser vi ng. #

iLeaves on a stream min
thoughts and feelings are observed and separated -
the sel f. o0

Al denti fying ones edthésshaasd
metaphor . o

ADi scussing the observe
self; Self observer pra

ALearn t o perceive t he
cognitions and to process them withgudgment; that
is, they learn to pay attention to their thoughts &
emotions but not get at

AGui de t he patients ta
changes of physical feelings, character, emotion,
behaviours and establishthesklla s ed per c

Alllustrating separatio
and behaviour; consider

APaying att entiole of lahgoagetin
understanding direct experiences, salfareness
training, weakening of

AExpl aining the I iving

are part of life and cannot be eliminatednvestigate
the relationship between behavioural control, emotic
and coronary artery dis

Al nvestigating and eval
behaviours, providing a table for the investigation of -
consequences of controkategies, and specifying th
inefficiency of reactio

APresenting the metapho
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Ahmadi Ghahnaviyeh (2020) 3 AThe application of co
approach, intervention in the performance «
probl ematic chains of |

Mohamdiheris (2020) * AfGui de the patients to
issues, negative feelings,andgelhought s . «
Shahabi (2021) 4 AAppl yi ng c ogdhniquds,addressiagitt

function of problematic language chains a
met aphors. 0

Willingness to move towards acceptan

KheyranAlnesa (2018) 2 AEXpl ain creative help
strategies and motivating them to make mwetv o i ¢

Heidari (2019) 1 ACreative helplessness
accept. o

Sheibani (2019) 4 fAssessing creative ho
uselessness of the control on internal events (thou
and feelings), encounterirexperiences with a harmles
nature. o

Abdollahi (2020) 1 Al denti fy past efforts
Describing thoughts and symptoms; Introduci
ineffective control system to clients; A reminder t
selfcontrolispr obl emati c. 0o

Ahmadi Ghahnaviyeh (2020) 3 ACreative hopel essness
acceptance and its differences with concepts of fail
despair, denial and resistance, teaching that accepte
is a constant rather than logicarocess, discussing th

probl ems and challenges
Mohamdiheris (2020) * AfGui de the patients t o
perceive and face the d
Shahabi (2021) 2 Di scussing and eassessingthe

f
i ndividual sd willingnes
based review of creatiyv

Note.* = not reported.

Outcome measures
There were variations in the outcome measures used which included mental health status measures such as the
General Health Questionnaire (GHQJ)ancata et al., 2001&nd the Beck Anxiety Inventory (BAI).

Emotional regulation was measured by the Depression and Anxiety Scale-@1A%Bovibond & Lovibond,
1995) the Cognitive Emotion Regulation Questionnaire (CER&rnefski & Kraaij, 2007)the Psychological
Reslience Scale (PRYWindle et al., 2008) and the Sel€Control Scale (SCY)Tangney et al., 2004)

Psychological wellbeing was measured by the Lifestyle Questionnaire (L&Rgt al., 2012) Meaning of Life

Questionnaire (MLQ)Steger et al., 2006}he Minnesa Living with Heart Failure Questionnaire (MLHFQ)
(Bilbao et al., 201} the Snyder Adult Hope Scale (SAHSnyder et al., 1991)
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State andrait anger and hostility was measured with the Spielberger's B&iteAnger Expression Inventory

2 (STAXI-2) (Knight et al., 1985)RedfordWilliams Hostility Inventory (RWHI) (Williams, 2022) (Beck &
Steer, 1984)Buss and Perry Aggression Questionnaire (BP@EQD}ps & Perry, 1992Personality was measured
with Personality Typd (DS14)(Denollet, 2005)

All eight studies explored psychological outcomes mentioned above with just one single study including a
behavioural measure of the S€lare of Heart Failure Index (SCHFI) BRiegel et al. (2004)Mohamdiheris et

al., 2020).Behavioural outcomes within the SCHFI include setinitaring such as weighing and checking for
swelling, health behaviours such as physical activity and eating a low salt diet and healthcare usage such as

keeping to appointments and medication adheréRizgel et al., 2004)

Effectiveness of ACT interventions

The outcome of the systemat&view was to further explore the efficacy of the outcomes when using ACT as an
intervention for CHD patients. The outcome measures can be defined as behavioural and psychological with four
subcategories of mental health status, emotional regulation,gdsgatal wellbeing and state and trait anger and
hostility. All eight studies reported a positive significant change for all outcomes following the ACT intervention.

Comparisons between outcomes are explored below.

Behavioural

Alongside resiliencelMohamdiheris et al. (2020@yere the only paper to include a behavioural measure which
was the SCHFIRiegel et al., 2004) and found a significant difference between ACT and control for self
management behavioural skilat 3 months followap ( <.005). Although the results are promising, there is a

clear lack of research focus in this area that should be addressed to inform ekmsetteractice.

Mental health status

Mental health measures included the BBeck & Steer, 1984)the GHQ(Wancata et al., 2001cross two
studies(KheyranAlnesa et al., 2018; Abdollahi et al., 2020). These included measurements of anxiety, depression
but no measurements of stress. The results were mixed. Khtlrasa et al. (2018) found no significant
difference between the Acceptance and Ciment Based Therapy (ACBT) intervention and control group at
post measures for anxiety using the BAI and did not measure deprisid Steer, 1984)p > .05. However,

the reporting of the findings lacked congruence because the abstract stated that there was a significant effect found.
This highlights a lack of validity in the papétowever, Abdollahi et al. (203Gound a significant difference
between the ACT intervention and control group at post measures of apxie®01, and depression=.0001,

on the GHQ(Wancata et al., 2001A clear breakdown of the ACT intervention content was provided, and
standardised measures were used. Therefareulitl be suggested that ACT impacts depression and anxiety in a

CHD population, but more research is needed.
Emotional regulation

Although the DASS1(Lovibond & Lovibond, 1995)s to be implemented as a mental health status measure,
Shahabi et al. (2021) used it to explore positive and negative aspects of emotional regutatiohibing it with
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the CERQGarnefski & Kraaij, 2007)Threats to facealidity and construct validity are highlighted as the reasons

for using the DASS1 were not clea(Lovibond & Lovibond, 1995)Details about the questionnaire and the

constructs that contributed to either positive or negative emotional regulation would have hades paper 6 s
methodology more transparent and reliable. Moreover, it would have been helpful if constructs of stress,
depression and anxiety reported alongside the measure of emotional regulation, théGaERGki & Kraaij,

2007)

Shahabi et al. (202Tpund that the ACT group was significantly effective on emotional regulation compared to
the control p <.001). A Bonferroni post hoc revealed a significant increase in positive emotional regulation post
test and follow up values in the ACT group compared to the guided imagery (GI) group and the pen@ol,)

and a significant decrease in negative tomal regulation for postest and follow up values compared to the Gl
group and controlp(<.001).Sheibani et al. (2019) alased the CER@Garnefski & Kraaij, 2007and found a
significant effect for the ACT group on positive strategy of the cognitive regulation of emotions and the negative
strategy of the cognitive regulation of emotions compared to dhéat (p <0.05). However, no significant
difference was observed in terms of smihtrol f > 0.05) measured by the SCBangney et al., 2004)

Finally, Mohamdiheris et al. (2020neasured resiliencesing the PRWindle et al., 2008and reported a
significant difference between ACT and control for resilience at 3 months folof <.001).Therefore, ACT

could positively impact emotional regulation in CHD patients, and more specifically it has been shown to improve
positive emotional igulation through resilience and minimise negative emotional regulation, but more research
is needed to address the limitations of the current literature.

Psychological wellbeing

Ahmadi Ghahnaviyeh et al. (20Rfbund significant differences in quality of life between the control and ACT
intervention group at post intervention and at 6 months felipwising the MLHFQBIlbao et al., 2016)p <

.001. ACT intervention content was provided and was thorough and clear to understand which adds to the
reliability because it can bepicated. Similarly Amiri et al. (2017) used the LSQ4li et al., 2012) to measure
psychological, social and spiritual health and found a significant difference between the ACT intervention and
control groups at post measure for psychologigal.(3), ©cial (p <.03) and spiritualg <.02) health. However,

the LSQ (Lali at al., 2012) is not avialable in English language therefore this study lacks reliability and the results
may not be replicated for a UK popluatidfinally, Abdollahi et al.(2020)also measured hop8AHS (Snyder

et al., 1991)and meaning of lifeMLQ (Steger etla, 2006)which showed a significant difference between ACT

and control on social functional dysfunction, hopefulness and meaningfume<0(). Therefore, it could be
deduced from the findings that ACT has a significant impact across psychologiltiaéing constructs for

patients with CHD which coupled with findings for emotional regulation is promising.

State and trait anger and hostility

Alongside anxiety, KheyraAlnesa et al. (2018) studied ange8,T@XI-2) (Knight et al., 1985)and hostity
(RWHI) (Williams, 2022)and found that no significant difference between thetgse scores for measures
between the control and ACBT groufp, >.05). However, using thBPAQ (Buss & Perry, 1992and DS14
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(Denollet, 2005)Heidari et al. (2019jound there was a significant difference between negative affect, social
inhibition, anger and hostility at petdst p <.05) between the Emotion Focused Therapy (EFT) group and ACT
group against the contrgd €.001). Theyreport EFT to be more effective than ACT, even though both intervention
groups are significantly different to the control group atpest Heidari et al., 2019)Nevertheless, there is a

clear description of both intervention group content and deliit¢eidari et al., 2019)Therefore, it could be said

that from the findings that ACT is not appropriate to reduce state and trait anger and hostility in CHD populations,

because EFT is more efficacious.

Risk of bias

The EPHHP (1998) risk of bias highligiit this as a weakness with all studies. See Table 4 for a breakdown of
risk bias for all included studies. The risk of bias highlighted consistent weaknesses in the reporting of withdrawal
and dropouts with only two studies scoring moderate risk of(bieislari et al., 2019; Mohamdiheris et al., 2020)

and the rest scoring strong. There was strong risk of bias for selection for all studige®{ al., 2017; Kheyran

Alnesa et al., 2018; Heidari et al., 2019; Sheibani et al., 2019; Ahiell al., 2020; Ahmadi Ghahnaviyeh et al.,
2020;Shahabi et al., 2021yith one pilot study flohamdiheris et al., 2020Dverall, the assessment has shown

the review literature to have consistent global rating of moderate risk of bias with one studtating strong

risk of bias Mohamdiheris et al., 2020)

Table 4

EPHHP (1998) assessment of risk of hias.

Study (first  Selection Study Confounders Blinding Data Withdrawal  Global
author, bias Design collection & dropouts rating for
year) measures paper
Amiri STRONG STRONG STRONG STRONG STRONG MODERATE STRONG
(2017)

Kheyran STRONG STRONG STRONG STRONG STRONG MODERATE STRONG
Alnesa
(2018)

Heidari MODERATE STRONG STRONG  STRONG STRONG STRONG  STRONG
(2019)

Sheibani STRONG  STRONG STRONG  STRONG STRONG MODERATE STRONG
(2019)

Abdollahi STRONG  STRONG STRONG  STRONG STRONG MODERATE STRONG
(2020)

Ahmadi STRONG STRONG STRONG STRONG STRONG MODERATE STRONG
Ghahnaviye
h (2020)

Mohamdihe STRONG STRONG STRONG STRONG STRONG STRONG STRONG
ris (2020)

Shahabi STRONG  STRONG STRONG  STRONG STRONG MODERATE STRONG
(2021)
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Discussion

To start, the literature shows consistent significant results for the ACT interventions on the CHD patient
population against control groups for psychological outcomes such as cognitive emotional regulation and
resilience (Shahabi et al. 2021; Sheibaralet2019) and psychological wellbeing such as, meaning of life and
hope (Abdollahi et al., 2020), and psychological adjustment (Ahmadi Ghahnaviyeh et al., 2020; Amiri et al. 2017).
This provides further support to the literature on improving psychologitabmes for patients with CHD using

ACT interventiongGloster et al., 2020Despite literature on ACT and mental health outcomes such as stress,
depression and anxiety, there is a lack of quality literature around these influential factors for CHD patients
(KheyrartAlnesa et al., 20183loster et al., @20). However, there were significant results for use of ACT with

CHD patients for depression and anxiety outcomes (Abdollahi et al., 2020).

Interestingly, use of ACT is not supported for outcomes such as state and trait anger and hostility; instead, the
researchers recommend use of EFT in this context (Khedlraasa et al. 2018; Heidari et al., 2019). This is
consistent with the literature that ACT is a behaviourally based intervention, and although it can be used with
stress, depression and anxiétiayes et al., 2012; Zhang et al., 20IB)is highlights the need for use of specific
psychological interventions based on their strengths and targeted outcome for acpatsshapproach; and, for

health psychology practitioners to have an awareness of strengths, limitations and corgestud!different
psychological interventions.

What is also apparent is the lack of literature on behavioural and lifestyle outcomes such as smoking, alcohol,
diet, exercise and sleep, which are important factors for those living with CHD for qualfey afid prevention

of secondary events and premature d€athnnuzzi et al., 2005; Kreikebaum et al., 2009ly one study made
attempts to explore thigdMohamdiheris et al., 202@)y using theSCHFI that accounts for health behavioural
changes in those living with CHIR{egel et al., 2004). Their results provide support for use of ACT with CHD
patients for behavioural outcomes, with significant scores across the measuresnainsgjément skd when

living with heart disease which involves factors of diet, exercisensatfiintoring of weight and swelling, and
medication adherenc@vohamdiheris et al., 2020But, without more studies to compare and review, more
evidence is needed.

Interestingly, none of the studies directly tested psychological flexibility in accordance with the ACT Hexaflex
model, despite conducting an ACT interventiptayes et al., 2012; Zhang et al., 2Q1B)jrect measures of
psychological flexibility across a wide range of specific and general outcomes of psychological flexibility could
have been implementéHayes et al., 2012; Zhang et al., 201)r example, a general measure of psychological
flexibility is the Acceptance and Action Questionnaire 1l (AARwhich captures all six core components on the
ACT Hexaflex model and can be adapted to different clinical populations and langBpgeda et al., 2014b)

In addition, there are many psychological flexibility questionnaires that target a specific outcome and are
recommended, and some-c@ated, by the founder of ACT, Steven Hayesluiing The Food Acceptance and

Action Questionnaire (FAAQJJuarascio et al., 20L1There is the Cardiovascular Disease Acceptance and
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Action Questionnaire (CVEAAQ) mentioned in the RCT study protocol Bypatola et al. (2014bhowever the

guestionnaire is not included or available elsewhere and the full paper has not yet published.

Furthermore, although most studies include a comprehensive breakdown of the ACT intervention content and
delivery schedule, one study did not report {imiri et al., 2017) A more transparent reporting of the ACT
intervention would be useful to ddep a standard. However, it must be noted that The ACT model does allow
professional autonomy and flexibility with delivefidayes et al., 2012; Zhang et al., 2018)d the studies that

do include details of the ACT intervention content are consistent with the six core components outlined in the
Hexaflex model, but do not measure psychological flexibility as an out¢Abdollahi et al., 2020; Ahmadi
Ghahnaviyeh et al., 2020b; Heidari et al., 2019; Kheyxlmesa et al., 2018; Mohamdiheris et al., 2020; Shahabi

et al., 2021; Sheibani et al., 2018)standardised version of ACT would be unrealistic to enforce for practitioners
around the globe, and ACT was created to reflect the constantly changing contextual dynamics of human
interaction(Hayes et al., 2012; Zhang et al., 2Q18gvertheless, there could be confounding variables from

intervention variances and unreported elements that are more efficacious in certain populations.

Limitations

It is not alwgs feasible in realvorld practice with CHD patients to conduct RCT and geagperimental
intervention studies. Psychological therapeutic interventions, like ACT, lend themselves to qualitative and single
case study designs; if a practitioner ever do¢sime to publish within a vast and constant case load of new and
existing patients. This review was not inclusive of qualitative data and case studies. Therefore, the review is not
fully comprehensive on providing conclusions on the use of ACT for psygical and behavioural outcomes in
patients with CHD.

Future recommendations

Firstly, it is recommended that further enquiry into qualitative data and case study reports with the same objective
set out in the present review. Secondly, based on the tisetiresearch found in the review, it is recommended

that ACT intervention studies on CHD patients target both psychological, stress, depression and anxiety, and
behavioural health outcomes such as sleep, diet, cardiac rehab attrition, medicationcadiratteadcohol and

smoking within a UK population.

Conclusion
This systematic review supports the recommendations from existing literature that ACT interventions for patients
with CHD are promising for psychological outcomes. However, further RCT studies within a UK population is
needed. Finally, evidence is needed tise of ACT with CHD patients for behavioural and lifestyle outcomes

known to impact the development and deterioration of the disease.
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Abstract
Patients wittcoronary heart disease (CHD) are at risk of a secondary coronary event and premature death which
can be greatly reduced by modifiable health behaviours and psychological adjustmemtquoastiial infarction
(MI). Acceptance and Commitment Therapy (ACTarsevidencédased approach for psychological adjustment
post MI, and it can be measured by psychological flexibility. According to the literature, illness perception,
including four constructs of illness identityejection, acceptance, engulfmeartd enrichment,can influence
health behaviours and psychological adjustmeodgt MI. Therefore, The SelRegulatory Model of lliness
Perception and ACT were combined as a theoretical framework to develbpritheyour Heartonetime 50
minute online webinarancdmised control triaintervention for 60 male and female adults with CHD. Outcomes
were assessed by mixetethods ANOVA to explore effects of the intervention between baseline and post
measures at twaeeks against a control group. Results showed thdre tosignificant increase actceptance
illness identity and a reductioniigjectioniliness identity which supports the literature. Future recommendations
are highlighted such as conducting tend your Heartintervention as a live online webinar fotréton and
internal validity and assessing the psychological measures against behavioural outcomes such as sleep, exercise

and stressnanagement.
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Introduction
Coronary Heart Disease (CHD) is associated with modifiable biological, psychological, and social risk factors
with vast evidence around lifestyle and behavioural health including diet and exéacissen et al., 2013; Mir,
2019; Piepoli et al., 2020; World Health Organisation, 20&tyording to the British Heart Foundation (BHF),
in the UK there are 63,000 deaths caused by CHD each year killing one in eight men and one in thirteen women
(British Heart Foundation, 2021ylany people who are living with heart disease have experienced a cardiac event
such as a heart attack, known as a myocardial infarction (MI). In most cases, an Ml causes permanent damage to
the hear{Kasprzyk et al., 2018Y he restriction of oxygen to the heart muscle walls by a bigekn the coronary
arteries causes necrogisasprzyk et al., 2018)The necrosis of heart muscle wall tissue leaves a lasting impact
on ventricular functioning whereby heart Kaspreggketi ci enc)
al., 2018) Each MI can cause additional necrosis resulting in a furtherctieduin ventricular functioning
(Kasprzyk et al., 2018Not only are the chances of survival significantly reduced for a second Ml, but it can also

lower quality of life and health stat{®yrne et al., 2005)

Furthermore, people are at risk of developing depression and anxiety post Ml which can be a predictor of poor
clinical outcomes such as longer stayamintensive care unit (ICUbllowing Coronary Artery Bypass Graft
surgery (CABG)(Poole et al., 2015)Steptoe et al. (2015fpund that depression was predicted by acute
inflammatory responses otyear after CABG surgery, particularly with high concentrations of interferon gamma
(IFN-0 ) -to-three days after surgery. The expression of-tFN involved in lowering the availability of
serotonin in the brain and also concerns cardiovascular pathditamgge et al., 2014; Ranjbaran et al., 2007)

This not only has implications for mental health and wellbeing, but also for adverse cardiovascular outcomes
(Steptoe et al., 2015 addition, attachment anxiety, whereby individuals magnify stressful events demonstrated
by greater levels of stress hormone, cortisol, predicted inflammation measured by plasma interleuin 6 (IL
which is associated with poor cardiac function post(®root et al., 2019; Kidd et al., 2014&)idd et al. (2014)

also found that anxious attachment predicted longer staiGUnfollowing CABG surgery. Therefore, it is
important for those living with heart diseasattapt their way of living through modifiable risk factors to maintain

both mental and physical health and decrease risk of a repeat(Byam et al., 2005; Janssen et al., 2013;
Kasprzyk et al., 2018; Kidd et al.024; Mir, 2019; Poole et al., 2015; Steptoe et al., 2015; World Health
Organisation, 2021)

lliness perception is suggested to be both a facilitator and barrier to psychological outcomes and health behaviour
change in people living with CHIRArat et al., 2018; Petrie & Weinman, 2006; Sigurdardottir et al., 2047)

Leventhal, Meyer and Nerened s ( 1 SRedulatorySveodief of Iliness (SRMI), key components of illness
perceptions impact the way in which a person with CHD manages their condition are pré3aitstbach &

Leventhal, 1996) Cor e el ements of illness perception include
causal beliefs, tigline beliefs, beliefs about control or cure and consequences and can vary greatly between
individuals with the same conditidiDiefenbach & Leventhal, 1996; Petrie & Weinman, 2006)s said that

when faced with a new diagnosis or symptom, people will actively build a cognitive framework of the threat, and



this will impact how they will respon¢Petrie & Weinman, 2006)Table 1 depicts the core illnessrgaption

components and the relevance of SRMI to a CHD patient is expanded below.

Table 1
Leventhal, Mey er a-Rajulatbey Medelefdlldess. ( 1980) Sel f
Component Description Clinical relevance
Identity of The degree in which an illness is The patientébés view of
their illness integrated i nt o a fromthe medical staff providing treatment. This

framework used for illness identity is may cause difficulties to motivate positive

the constructs of engulfment, rejectiol behavioural changes. Depending on the constr
acceptance, and enrichméxan the psychological intervention afgach may be
Bulck et al., 2019) vastly different from patient to patient.

Causal beliefs A belief about from where the illness Causal beliefs can influence the types of
originated and the reason why it has treatment the patient will seek or the behaviour
devel oped. Der i v e changes they make to tma@control their
Attribution Theory (1944). condition.

Timeline The way in which the patient sees the The timeline that a patient sees their illness cail

beliefs period of their illness and how long it impact medicion adherence with acute patient:
will impact their health. This can rang less likely to finish their course of medicine
from acute to chronic. (Petrie & Weinman, 2006).

Beliefs about The way that the patient assesses the Strongly linked to causal and timeline beliefs,
control or cure level of control they have of returning patients tend to perceive a shorter timeline witr
to full health and by what timescale. higher levels of control over their iliness (Petrie
Derived from Wal | Weinman, 2006).
(1982) Health Locus of Control.

Consequences The assessment of the impactsthattt The subjective severi
illness will have on the patients work, impact the perceived consequences regardless
lifestyle, relationships, and finances. objective clinical markes of disease severity

(Petrie & Weinman, 2006).

Research byan Bulck et al. (2019rgues that the illness identity component can be distinguished further within

ill ness perceptions to predict a per s(Onsétal., 2WEBJiley i our s
suggest that through measuring illness identity alone, it is possible to find four distinct components some,
acceptance, rejection, engulfmesmtdenrichment Therejectioniliness identity refers to the degree by which the
patient 6s di alyeatomsid usacdeped aseatrof theisidedtyig et al., 2016; Van Bulck et al.,

2018) It associated with poor medication adherence and poomsglhgement which is linked to adverse
psychological outcomes such as anxiety and depre§Eilolen et al., 2005; Van Bulck et al., 201Similarly,
anengulfmens t yl e il Il ness identity is demonstrated by the
is associated with health anxiety and depression and predicts frequent health¢Mereaeet al., 2008; Van

Bulck et al., 2018)The remaining constructs represent positive integrations ines4dlidentityacceptanceand
enrichmen{Van Bulck et al., 2018)Theacceptancdliness identity is associated with psychological adjustment

which facilitates positive health behaviours and psychological wek®orea et al., 2008; Van Bulck et al.,

2018. And, similarly, anenrichedillness identity is associated with positive health behaviour change and
psychological adjustment maintained through social outcg¢B8ersoiDurak, 2014; Van Bulck et al., 2018) is

said that those with anrichediliness identity are more likely to become active in community groups to support
others with CHD(SenotDurak, 2014; Van Bulck et al., 2018)lthough illness identity has not been assessed

15C

f



specifically for CHD patients, it has been examined acrosstimng and chronic coritibns including diabetes

(Oris etal., 2016; SenebDurak, 2014; Tilden et al., 200%ongenital heart deas€Van Bulck et al., 2021; Van

Bulck et al., 2018)and fibromyalgia(Morea et al., 2008py which psychological adjustment is an important
process for mental and physical health outcomes. However, researchers have not yet addressed the psychological
mechanisms which can change illness identity frejactionandengulfmento acceptanceandenrichmentwith
psychological intervention. More specifically there have not been any studies that have researched CHD patients

specifically. Therefore, the present study aims to address the gap in the literature base.

A psychological intervention that is shown to be effective for addressing both psychological and behavioural
outcomes of longerm and chronic conditions (LTCC) such as CHD is Acceptance and Commitment Therapy
(ACT) Hay hodter €t 41.92820;)Graham et al., 2016; Yildiz, 2020; Zhang et al., .28C8) uses six
core components to promote a O6willingness to pivot
outcomes, such as experiential avoidance, as the foundation of p(aieties et al., 2006; Zhang et al., 2018)

Level of experiential avoidance, or, arguabigjection of diagnosis within illness idemyi (Van Bulck et al.,

2019) is measured by psychological flexibility and the ACT approach has a strong evidence base for health
behaviour change in those with LTQBayes et al., 2006)Specific components in the ACT Hexaflexodel
include,contact with values, present moment awareness, cognitive defusiaas selitextandvalue consistent

action (Hayes et al., 2006)Table 2 depicts the ACT Hexaflex model which includes psychological rigidity, or
experiential avoidance, as a pathology and psychological flexibilitpcoeptanceas a health and treatment
procesgHayes et al., 2006)

According to ACT, in the example of a CHD patient with a perceived illness identigjesftion introducing

ACT activities to promotacceptanceould overcome the barriers to health behaviour chétgges et al., 2006;

Hayes et al., 2012; Van Bulck et al., 2019; Zhang et al., 268)someone with aengulfmentliness identity
present moment awarenes®gnitive defusiorand selfas-contextACT activities could be beneficial for over
attachment to a conceptualisgelf, preCHD diagnosis and health anxigtyayes et al., 2006; Hayes et al., 2012;

Kidd et al., 2014; Van Bulck et al., 2019; Zhang et al., 20C8ptact with valuesould also potentially facilitate
meaningful and life purpose based behaviours and promote psychological flexibility for CHD patients presenting
with rejection and egulfmentiliness identity(Hayes et a).2006; Van Bulck et al., 2019)

Table 2

Hayes et al.és (2012) ACT Hexaflex core components i
Psychological Rigidity Psychology Flexibility
Experiential avoidance: Acceptance/Willingness:

Avoidance of emotions or thoughts by engaging A willingness to move towards acceptance of
avoidance strategies like busyness or distraction whatever is out of your control and choosing to ac!
mindfully rather than react.

Dominance of conceptualised past and fear of  Being in the present moment:

future: Behaving mindfully and having an awareness of
Continuous worry, rumination and planning. what 6s going on in the
Absent or confused values: Clarity and contact with values:
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Avoidance, of meaningful life activities and an  These are different to goals and usually promote [
overreliance onvhat others or society promotes a social behaviours.
important.

Inactivity, avoidance and impulsivity: Committed actions based on values:

Actions are only pursued under certain condition Actions are made in line with core values and are
procrastination is evident and committed action i flexible with choice and autonomy.

not seen as a free choice.

Attachment to the conceptualised self: The self as context:

Individuals seehtemselves no more than verbal  Developing the ability to see the self as an observ
descriptions and memories rather than a self as You are not your thoughts and emotions.
perspective in context.

Cognitive fusion: Defusion:
Attachment to intealised beliefs, and difficulty  Flexibility of thoughts in context, neattachment to
recognising thoughts as the product of the mind. beliefs.

With current COVIDB19 restrictions on group work and minimised fagdace contact with patients, especially
in healthcare settings, recourses should be guided towards generating effective remote psychological interventions
across online platforms. Thufe proposed study was designed to be delivered online as a practical adjustment

to reflect the changes in ways of communicating and interacting with healfNearg et al., 2019)

To address the discrepancies in the literature base, the following research questions are posed. &filinthe on
online webinarMind your Heart psychological intervention improve iliness perceptions (BIPQ; Broadbent et al.,
2006), iliness identity (11Q; Oris et al., 2016), psychological flexibility (ANQBond et al., 2011) and healthy

eating behaviours (SFFQ; Shaw et al., 2021) in a populafityK adults with CHD from baseline at tweeek

post measure and between the intervention and control group? Furthermore, are there any interactions between
the four illness identity constructgcceptance, rejection, engulfmemnd enrichment and psyhbological

flexibility (AAQ -II; Bond et al., 2011) and healthy eating behaviours (SFFQ; Shaw et al., 2021) between the

intervention and control group?

Hypotheses

1) A onetime online webinatVind your Heart psychological intervention will show improventédy a decrease

in illness perception scores (BIPQ; Broadbent et al., 208f@ctionandengulfmentiliness identity scores (11Q;
Oris et al., 2016), psychological flexibility scores (AARBond et al., 2011), and food consumption frequency
scores (6FQ; Shaw et al., 2021) and an increasaciceptancandenrichmentliness identity scores (11Q; Oris

et al., 2016) from baseline at tweeek post measure compared to a control group.

2) The control group will not differ from baseline for each of theame measurdg8ond et al., 2011; Broadbent
et al., 2006; Oris et al., 2016; Shawal., 2021)

3) There will be an interaction effect between the four constructs of illness idextitgptance, rejection,
engulfment,and enrichment(llQ; Oris et al., 2016)nd illness perceptions (BIPQ; Broadbent et al., 2006),
psychological flexibility (AAQII; Bond et al., 2011) and healthy eating behaviours (SFFQ; Shaw et al., 2021)

between the experimental and control group which will not differ from baseline.
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Method
The aim of this study was to quantitatively explore whether giorepsychological interveion online webinar,
MindyourHeart using Leventhal 6s (1980) SRMI il l ness percefg
will positively change the way a person perceives and identifies with their illness, improve psychological
flexibility and changeeating behaviours in 60 adults with CHD in the UK compared to a control group
(Diefenbach & Leventhal, 1996; Hayes et al., 2006; Van Bulek.e2019) This aims to address the gap in the
current literature and potentially provide an evidebhased approach for CHD patients witjection and

engulfmentliness idetity to facilitate mental and physical health outcomes.

Design

This was a online randomised control triadesign with exploring both between and within subjeetsables,

over a tweweek period. The independent variables were time with two levels, including baseline amndeivo
posttest, and condition with two levels, experimental and control group. The dependent variables were illness
perception, the four catructs of illness identitgcceptance, rejection, engulfmeatdenrichmentpsychological
flexibility and food type consumption frequency.

Participants

Participants were recruited from online platform social media advertisement, and from gatekegamess four

cardiac rehabilitation support services across the UK. See Figure 1 below for recruitment process flowchart. The
advertisements contained the link to the study-soreening which then automatically either provide the
participant with the linko proceed to the full study or rejected the participant based on the inclusion and exclusion
criteria. From a sample of 86 that completed thesgreening information to take part in the study, 60 participants
completed the full study, 38.3% of which redemale with an age range of-43 years and a mean age of 59.9
years (SD = 7.6). A total of 27 participants were randomly allocated to the control group. Reasons for this uneven
split between experimental and control group was because of more thani88i#tgrdata and dropouts. See

results section for additional demographic data.

Reasons for only using lovisk heart disease patients in the study was that the participants were encouraged to
make changes to their health behaviours during the interveatiohthe risk of engaging with health behaviours

such as dietary changes must be low to ensure their safety, prevent harm and to maximise benefits from the study
(American Association for Cardiovascular and Pulmonary Rehabilitation, 2Gi@jance was taken from the
American Association for Cardiovascular and Pulmonary Rehabilitation (AACPR) (2012) which is the global

standard of risk stratifation for cardiac rehabilitation.
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Figure 1

Study recruitment process flowchart

Pre-screen eligibility for No g | Do further action taken.
the stady and consent. =
Stage | —
— l Yea
Participants are randornly allocated into either the control or intervention
gronp,
Intervention group A Contrel group B
¥
Participants will answer the five Participants will anawer
questionnaines and be directed o the the five questionnaires,
Mind your Heart Webinar.
Stage2
Intcrvention group A Control group B
¥
Participants will arswer the five questionnaires and a behavioural measune
two wieeks later.
- [ntervention group A Control group B
B v
Participanis consented to take part in the second Participants will be debricfed ending the stady
qualitative part of the study. and will be given aceeds to the Mind your
Heart webinar to watch in their own time.
es .
Stage 3 — ¥ “T""“
Participants will be invited to take part in Participants will be debriefed
a 3060 minute semi-structured Microsoft ending the study.
Teams call arranged within two wiecks of
the post measures. All participants will be
debriefed ending the study.

Inclusion criteria
The AACPR (2012) informed recruitment of adults in the general UK population who have managed and stable
CHD sixmonths post diagnosis including low risk for comorbidities such as managed and under control Type 1

and Type 2 diabetes, hypertension, hypdegterolemia. This included people who have had one coronary event
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such as an Ml and have received either PCl or CABG surgery more thamarghs prior to the study without

complications.

Exclusion criteria

Those who had experienced a more than onemih complications causing heart failure, tachycardia and
arrythmias, were fitted with an implantable cardioverter defibrillator (ICU), have had a stroke, a cardiac arrest, or
a cardiac transplant, or have had hereditary conditions such as valvulati$esse and congenital heart diseases
were excluded. These conditions are high risk according to the American Association of Cardiovascular and
Pulmonary Rehabilitation risk stratification (AACPR) (2012) and any dietary, fitness or lifestyle changes should
be done under medical supervision. Similarly, unstable metabolic conditions such as uncontrolled or newly
diagnosed (within the last month) hyperthyroidism and Type 1 diabetes and Type 2 diabetes were excluded due

to their risk for medically unsuperviségalth behaviour changes.

Measures

Pre-screen:Participants were precreened using the AACPR (2012) risk assessment to ensure that only those
with managed and under control laigk heart disease took part in the study. It was presented in an eligibility
criterion where the participant was instructedead the questions and if they ticked yes to all ifitleel i gi bl e 0
category and no to all in the n o't e kategorytthere they were presented with the next stages of the
intervention. Guidance on working with this population has been drawn froBritieh Association of Cardiac

and Pulmonary Rehabilitation and the principal researcher is a trained cardiac rehabilitation fithess instructor so
was aware of the guidelines and practice. If at any point the participant answered questions that deemoéd them
eligible for the study, then they could not access the next stages of the intervention and were directed to close the
programme. In addition to qualifications in cardiac rehabilitation exercise instructing, the principal investigator

was also a cerié#d ACT practitioner.

Pre and post measureBarticipants were asked to complete a demographic questionnaire including information
including age, gender, ethnicity, marital status, occupation, and education level. The BIPQ was used to provide
an overall nreasure of illness perception. This eleviam questionnaire uses an eleymoint Likert scale scoring

0-10, zero being varying responsessuchaso af f amdidah 6 &l U 0 d e to ten keingdvariaus al | 0O
responsessuchése xt r e me landii e dl @ f 11 @ n d. The énal yhree duestionslask the participant

to list the three most important factors they believe caused their illness. Items three, four and seven were reverse
scored with ranges of80 and a higher score indicates a tteaang view of their illness. No cut off points are

reported.

The lliness Identity Questionnaire (11Q) (Oris et al., 2016) was used to measure the changes in the way the
participants identify with their CHD within four constructgection(U =), ac@pancgU =), en@ulfment

(U =), an@erichment(U =). ThB 25item questionnaire is presented on a4deént Likert scale from
Aistrongl yt cdtids @aryg le ghéra aye ne eudboff scores, the highest score between each of the four

cdegories gives an indication of the dominant iliness identity.
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The Acceptance and Action Questionnaire (ARIBond etal., 2011)J =) wasBuSed to measure the changes

in psychological flexibility and acceptance in relation to their CHD whichadipted by use of ACT components.

The sevefitem test uses a sewpoint Likert scale ranging from ong,n e v e r, to sevenfeadl way 0 t r ueo

assess general psychological flexibility in acceptance and action. Lower scores indicate psychologidéy flexibil
which is a positive result. There are no reported cut off scores apart fraBngdich are thought to be associated

with symptoms of depression and anxiety.

The Short Food Frequency Questionnaire (SFFQ) (Shaw et al., 2021)%() wa® used to capte behaviour
change between baseline and weeks follow up.This 2kitem questionnaire assesses the frequency of foods
eaten over a period of taweeks with the additional questions asking about adding salt to food. Items are scored
on a sevefpoint Likert scale ranging frofi n e vteffrmMor e t han Items@,el, 42, 13,44, &5, 17,

18, 20 and 21 are reverse scored. Higher scores indicate better food choices.

Finally, only those in the experimental group A were asked about the SMART goal they set and if they achieved
this at tweweeks post intervertn. This brief fiveitem questionnaire comprises of a mixturefofy e s/ no 0
answers, opeended questions, and tpoint Likertscales to assess whether SMART goals the participant set
themselves at the end of the webinar were achieved at thevdwlo follow up and any feedback about their

experience

Intervention

The Mind your Heartonline webinar psychological intervention took 50 minutes to complete and contained a
combination of images, text and audio and activities derived from SRMfeghbach & Levethal, 1996)and

ACT evidence base (Hayes et al., 2006). The webinar was designed to be an educational psychological
intervention. The participant was required to listen and watch the webinar presentation, which they could pause
at any time and take part the activities as they were prompted. The webinar was broken down into four
subcategories of A) basic terminology of heart disease, B) evidesesl health advice and guidance for people

with heart disease, C) acceptance and commitment therapy forwitinpeart disease and D) action and further
support. Participants used basic keyboard functions instructed by the online platform Qualtrics to navigate through
the webinar, and they could take a break and skip questions they did not want to answlem&hts ¢hat map

onto illness perception are addressed in sections, A and B ddigferibach & Leventhal, 1996lements that

corresponded to ACT was introduced in section C (Hayes et al., 2006).

The NHS website reports to be an average reading agjebof y e ar s, but studies have
reading age to be in line with the level of a ry@arold (NHS, 2022). Therefore, this study used language in line

with a nineyearold reading age which was ascertained through an online readability teplo Section A)
contained an introduction to heart disease which included basic terminology and anatomy of the human heart. The
SRMI component addressed by this section egsation beliefontrol/cure beliefs, consequence and timeline
beliefs Secton B) explored ways in which the participant can maintain heart health with explanations of
modifiable risk factors compared to unmodifiable risk factors such as dietary salt intake, cholesterol, healthy fats

and unhealthy fats, exercise, saffsessmengnd medication adherence. The SRMI elements addressed in this
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section werdliness identity causation beliefscontrol/cure beliefs, consequence and timeline belidstion C)
provided ACT around living with CHD and an interactive activity of identifypersonal values through ranking

40 common values was included as to promote the ACT compootatct with valuesFollowing this activity,

the participants watched the passengers on a bus metaphor which promptftestitin and facilitated the ACT
components oWillingness to acceptelf-as-contextandcognitive defusionThe ACT componentontact with

the present momemtas facilitated by a 60 second mindfulness activity which involved focusing on an orange
circle and breathing in sync with it expanding and contracting. Finally, Section D) taught the concept of SMART
goals and prompted the participant to complete tiveir SMART goal to complete in twaveeks at post measure.

Also, nonmedical support information and medication resources was provided.

Procedure

Stage 1. Prescreen From social media advertisement, participants used the study link to consent to-the pre
saeening questionnaires. Participants could not continue to the next stages of the research unless they fulfilled
the prescreening criteria. It took around fareinutes to complete this stage. If eligible, the participants received

the link to the study @ email where they were randomly allocated to either the experimental group or the control
group. The computer programme, Qualtrics, automatically did this and the link provided either contained the
consent to the full study baseline questionnaires andnaeli they are in the experimental group or just the

consent to the full study and baseline questionnaires if they are in the control group..

Stage 2. Baselind he participants used an individual link sent to their email address to complete tiedfull s

They could complete this stage immediately or they could have waited to complete it at a convenient time. Once
they clicked on the link, the participants were directed Qualtrics to answer all four baseline questionnaires that
appeared in succession screen. This took no more than 30 minutes. For those participants in the control group,
they were directed to close the programme after completing the baseline questionnaires. Those in the experimental
group were directed to watch thind your Heartwehinar which appeared on screen following the completion

of the baseline questionnaires. It took 50 minutes to watch the webinar. The participant was directed to set
themselves a SMART target in Qualtrics and were then asked to close the programme. Bhgrooptrwas

given access to the webinar after the post measures data was collected via a link sent to their email address.

Post measuresThe participants were emailed with the link to the post measures/éwks after the date they
completed the basek questionnaires. This contained the same four online questionnaires in Qualtrics which
appeared in succession. An additional questionnaire assessing completion of their SMART goal that the
participants in the experimental group set themselves at thef ¢éinel webinar also appeared on screen to those
allocated to this group. This took approximately 30 minutes. All participants were emailed a debrief containing

support information.

Data analysis
Statistical software IBM SPSS version 26 was used througheuanalysis. The following assumptions were
checked which informed the analysis of the data to include parametric asphraometric tests. All dependent

variables (DV) yielded interval data. All measures were calculated by total mean score apare fh@r(@ris
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et al., 2016) whichwas separated into four individual measures of illness identity to reflect each construct
rejection, acceptance, engulfmearid enrichment.Four individual mean scores were calculated by questions
related to each factqOris et al., 2016)Skewness and kurtosis was assessed and revealed that dalip@he
(Broadbent et al., 2006)heacceptancelQ (Oris et al., 2016), AAQI (Bond et al., 2011) and the SFFQ (Shaw

et al., 2021) had normal distribution and homogeneity démae. The remaining DVs were analysed using non
parametric tests. Additional checks of Boxes M was carried out to assess covariance for repeated measures
ANOVA. The four outcomes that met the assumptions were analysed by-suthjects ANOVAs and the
remaining two that did not meet parametric assumptions were analysed by tparaametric equivalent, a

Friedmandés Test.

Results
Individual within-subjects ANOVAs were performed and where assumptions were not met, a Friedman non
parametric test was conducted. Assumptions were met for, illness perceptions (Broadbent et al., 2006), illness
identity acceptanceonstruct questions (Orét al., 2016), psychological flexibility (Bond et al., 2011) and food
consumption frequency behaviour (Shaw et al., 2021) only and were analysed byvayoA8IOVA. The

descriptive statistics show demographics between the experimental and control ¢gadeg oleTable 3 below.

The BIPQ (Broadbent et al., 2006) revealed there was no significant difference found between experimental and
contr ol groups fr em Figld58)e=l.05ipe, . Wi2BKRp@ara0 vl MBarticipan:
perceptions towards CHD (BIPQ; Broadbent et al., 2006) did not significantly differ based on their exposure to

the Mind your Heart webinar psychological intervention from baseline measures.

The 11Q acceptanceOris et al., 2016) showed a significant differefietween experimental and control groups
from basebki re FOWR)I=KG4BS8p= . 002 2?part®al THhe piaentiti ci pant ¢
acceptanceaowards CHD (Oris et al., 2018jgnificantly differed based on exposure to the Mindrydeart

webinar psychological intervention from baseline measures.

The AAQII (Bond et al., 2011) revealed there was no significant difference found between experimental and
control groups fsrom BRI S5 .898p = 9Pp krstGi=al. 04 5. Particij
psychological flexibility (AAQII; Bond et al., 2011) did not significantly differ based on their exposure to the

Mind your Heart webinar psychological intervention from baseline measures.

The SFFQ (Shaw et al., 2021) ealed there was no significant difference found between experimental and
control groups fsr oem FfI858ed3i8Tps W 34k $@ar@6&al ®Barticipan
consumption frequency behaviou&HFQ; Shaw et al., 202dl)d not sigificantly differ based on their exposure

to the Mind your Heart webinar psychological intervention from baseline measures.
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Table 3

Demographic data.

Characteristic
% M SD % M SD
Age 60.97 8.7 58.67 5.98
Gender 1.55 .506 1.67 480
Male 54.5 66.7
Female 455 333
Ethnicity 1.45 1.03 1.30 .86
White 81.8 88.9
South Asian 12.1 3.7
Black 3 7.4
Other 3
Qualification 2.79 1.99 1.78 .93
GCSE 36.4 48.1
Higher National Diploma 27.3 33.3
Not Specified 21.2
A-Level 6.1 111
Post Graduate Degree 6.1
Undergraduate Degree 3 7.4
Occupational Status 1.36 .653 1.56 .69
Retired 72.7 55.6
Employed 18.2 33.3
Unemployed 9.1 111
Marital Status 1.79 1.29 2.04 1.19
Married 66.7 48.1
Divorced 15.2 25.9
Widowed 9.1 7.4
Co-habiting 6.1 14.8
Separated 3
Dating 3.7

Note.A = experimental group. B = control group. N = 89= 33,°n = 27.



Table 4

Results for the withiisubjects ANOVA for the outcomes that met parametric assumptions.

Outcome Measure Mean SD Sum of Squares df F p
BIPQ
Baseline Experimental 6.606 .635
Control 6.902 .649
Weektwo Experimental 4.787 .352
Control 5.037 427
Time*Group .017 1 .051 .823
11Q Acceptance
Baseline Experimental 3.051 .382
Control 3.135 514
Weektwo Experimental 3.257 .361
Control 3.037 .611
Time*Group .695 1 10.486 .002*
AAQ-II
Baseline Experimental 3.298 .746
Control 3.354 1.028
Weektwo Experimental 2.103 .666
Control 2471 991
Time*Group 719 1 .892 .349
SFFQ
Baseline Experimental 3.588 521
Control 3.529 432
Weektwo Experimental 3.548 415
Control 3.562 432
Time*Group .041 1 3.872 .054

Note.* Indicates a significant mean difference at a level of .05.
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The following tests did not meet parametric assumption and were analysed using a Friedmarrégsttin®
(Oris et al., 2016) experimental group from baseline signifigatitiers, p <.05*, mean rank = 1.89 at baseline
and 1.52 at twaveeks. The control from baseline= .819, indicates a significant response compared to the
control group which was expected to not differ from baseline. This indicates thdinithgour Heart
intervention significantly reducejectionillness identity towards CHD from baseline at tweeks compared

to the control group.

11Q engulfmen{Oris et al., 2016) experimental group from baseline did not significantly differ083.
However, the control from baseline= .025, was significantly different which was not expected. Therefore, the
Mind your Heartintervention did not changengulfmentliness identity towards CHD from baseline at two

weeks compared to the contgybup.

IIQ enrichmen{Oris et al., 2016) experimental group from baseline does not significantly gdiffed,34. The
control from baselingy =.275was significantly different which was to be expected. Thereforeyithe your
Heartintervention did not changenrichmentiliness identity towards CHD from baseline at tweeks

compared to the control group.

Table 5
Results of the Friedman test for thietcomes that did not meet parametric assumptions.
Outcome Measure Mean SD Mean Rank
IIQ Rejection
Baseline Experimental 2.709 .692 1.89
Control 2.585 .788 1.48
Weektwo Experimental 1.672 449 1.11
Control 2.763 576 1.52
[IQ Engulfment
Baseline Experimental 2.841 .561 1.45
Control 2.625 463 131
Weektwo Experimental 2.859 .552 1.55
Control 2.944 .585 1.69

11Q Enrichment

Baseline Experimental 3.055 446 1.41
Control 3.222 .352 1.59
Weektwo Experimental 3.141 377 1.59
Control 3.067 .296 1.41
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Discussion
The present study found evidence to support that iliness ideiityptancevas improved andejectionwas
reduced (1lQ; Oris et al., 2016) in people with CHD from taking part itMimel your Heartwebinar ACT based
psychological intervention compared to a control group at two weeks post meg@tayes et al., 2006; Van
Bulck et al., 2018)A higher score indicates higher levels ofegectionillness identity and twaveeks post
measures for thexperimentafjroup showed loweregkjectioncompared to the control group.. In addition, the
IIQ (Oris et al., 2016) illness identigcceptancealiffered both baseline and post between groups. A higher score
indicates higher leals of anacceptancdiness identity and scores for te&perimentagroup show higher levels
of acceptanceompared to the control group at post measure. The literature and the results from this study provide
support for the effect of ACT based psychabadjonline intervention on the positive illness identity attribute of
acceptancéHayes et al., 2006; Van Bulck et al., 20118)addition, this approach provides promising results for
addressing the adverse illness identity constructs suchjection that are known barriers of psychological
wellbeing and behaviouthange post M{Hayes et al., 2006; VaBulck et al., 2019)The findings support the
wider literature on use of brief online ACT interventions with a CHD diagnosis and the importance of addressing
adverse illness perceptions aegectioniliness identity and facilitatingcceptancdinessidentity (Gloster et al.,
2020; Hayes et al., 2006; Morea et al., 2008; Oris e2@1.8; SeneDurak, 2014; Tilden et al., 2005; Van Bulck
et al., 2021; Van Bulck et al., 2018; Van Bulck et al., 2019; Zhang et al., 2018)

The BIPQ(Broadbent et al., 2006)he AAQ-II (Bond et al., 2011) and the SFFQ (Shaw et al., 2021) was not
statistically significant from baseline against the control group. These results defied initial expectations from the
literature reviewand possible reasons for this are explored drawn from the estimated marginal means plots from
all SPSS statistical outputs. Furthermore, the étiguifmentand enrichment(l1Q; Oris et al., 2016) did not
produce statistically significant changes from tiaseagainst the control group and are discussed from the mean

rank scores in Table 5.

BIPQ (Broadbent et al., 2006) illness perception in the experimental group differed from baseline. A lower score
indicates better illness perception. Therefore, degpibducing a result that did not statistically differ, this effect

was expected. However, the control group also differs between baseline and post measures indicating better illness
perception at post measure. This would suggest that iliness identityvieapfor both groups at post measure

from baseline and is a threat to validity suggesting that the SRMI and ACT psychological intervention did not
influence iliness perceptions and unknown variables may have been involved. The study design could have
influenced illness perceptions in that the activity of answering the online questionnaires alone may have been
factor. Further investigation of this is needed with a repeat trial of the study.

The AAQHI (Bond et al., 2011) psychological flexibility differdtbm baseline. A lower score indicates higher
levels of psychological flexibility and scores for thgperimentalgroup show lower scores compared to the
control group at post measure. However, the control group also differs between pre and post mdasiiag i

higher psychological flexibility at post measure. This would suggest that psychological flexibility improved for
both groups at post measure from baseline and is a threat to intervention validity. To reiterate, this was not an

expected result arfdrther investigation is needed to assess the effect.
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The SFFQ (Shaw et al., 2021) dietary behaviours differed both pre and post and between groups. A lower score
indicates better dietary behaviours and scores for xpergnentalgroup show lower scosecompared to the

control group at post measure. However, the control group also differs between pre and post measures indicating
poor dietary behaviours at post measure. This confirms what was to be expected inekpétineentabroup

scores would inease to suggest better dietary behaviours and the control to either stay the same or get worse
over time. In a short timeframe of two weeks, it would have been expected for the control group to have no
difference from baseline. However, there are extraséactors that could have influenced this including the time

of year which traditionally sees a notable rise in health behaviours following Christmas holidays, and history
effects such as a change in personal circumstances or motivation to changeebatitnouios due to public health

promotion and advertisement.

IIQ (Oris et al., 2016) iliness identigngulfmenteanrank scores for the experimental group differed both from
baseline and between groups. A higher score indicates higher levelergj@fmentliness identity. Mean rank

scores for thexperimentabroup at baseline show a small inclineeimgulfmentvhich was not to be expected.
Furthermore, the control group showed the more of a difference from baseline at post measure. This is also a
concern for internal validity in that the control saw a significant negative effect on higher scores of engulfment at
two-weeks post measure. It could perhaps be explained by a lack of psychological support for the control group
after completing the prequestionnaires from khied your Heartintervention, which theexperimentalgroup

received. Perhaps the prequestionnaidese primed the participants to think more about their CHD and the

adverse impacts.

IIQ (Oris et al., 2016) iliness identitgnrichmentdiffered from baseline and between groups. A higher score

indicates higher levels of @anrichmentiliness identity. Mean rank scores for tlexperimentagroup at baseline

show higher levels anrichmentt post measure, which was not expected. In addition, the control group showed

a decline from baseline at post measure. The control group at post measure showdevieighgfienrichment
compared to the control group. Again, this is a thre:
scores would not change over time. However, it could be that the baseline measures primed the control group to
think about their CHD which for unknown reasons facilitated enrichment in the control group. There are history

effects that could have impacted these results that were not controlled such as external support sources such as

family, friends and services along titharacteristics such as resilience and coping styles.

Limitations

The results of the study have highlighted limitations in the approach in that it the original amount of outcome
measures were over ambitious. In addition, the sample was small anevéfsereissing data on two outcome
measures that were not included in the study due to more than 80% missing data, the International Physical
Activity QuestionnairqMaddison et al., 200Avhich measured physical activity behaviours, and the SMART

goal assessment which was a post measure availabledrpbementabroup onlybecause it was based on the
webinar. Both the questionnaires excluded from the results were labour intensive when compared to the multiple

choice questionnaires and because of their design most responses were left blank. It was envisaged that this study
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could provide evidence to support diet and exercise behaviour change, but only dietary behaviours were measured.
Furthermore, during the data collection process, feedback from potential participants highlighted that the pre
screening was too restrictive. Tharameters set missed out on a lot of people living with coronary artery disease
that have not had an MI and have had MI preventative treatment. Future research will aim to be more inclusive to

the CHD population.

Future recommendations

The current ressgch highlights recommendations for health psychology research and practice with a population
with CHD. Further research is needed to account for the limitations of the study and to explore the mechanisms
of change iniliness identity in CHD patients thgbypsychological interventigiMorea et al., 2008; Senélurak,

2014; Tilden et al., 2005; Van Bulck et al., 2018Bhe following recommendations are highlighted. Regarding

the design of the intervention, the online delivery could perhaps be live to facilitate participant engagdment a
attrition and to provide additional learning on areas such as the SMART goal section, which was not completed
by most participants. To alleviate potential test fatigue, it is suggested that the Mind your Heart webinar is broken
down into a smaller secth and delivered over a muliession course rather than in one session. Furthermore,
attempts should be made to provide a clear explanation of the link between stress and CHD and the direct
application of ACT.

As for the study design, future researchudt explore the relationship between iliness identity and psychological
flexibility on health behavioural outcomes such as s(&gptoe et al., 2015Jliet, exercise, and stress reduction
activities (Kidd et al., 2014; Morea et al., 2008; Seiualrak, 2014; Van Bulck et al., 2021; Van Bulck et al.,

2018; Van Bulck et al., 2019\ behavioural health outcome measure should be created specifically for the study

to be brief and include all the aforementioned hdadthaviours, because currently it does not exist. If possible,
characteristics such as attachment style, resilience, coping strategies and access to psychological and social
support should be controlled for to mitigate threats to internal validity anss&ss persecentred intervention

(Kidd et al., 2014; Morea et al., 2008)

Conclusion
Although the majority of outcomes did not produce statistically significant results, there were effects found which
indicate that thé/lind your Heartpsychological intervention for people with CHD was successful in improving
illness identityacceptanceand reducingrejection based illness identity, which according to the literature are
involved in health behaviour change and psychological adjustment p@delys et al., 2006; Morea et al., 2008;
SenotDurak, 2014; Van Bulck et al., 2019)he research highlights the need for more research in this area to

improve psychological intervention for people with CHD and address the limitations outlined in the study.
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Abstract

Background: Acceptance and Commitment Therapy (ACT) is said to facilitate psychological adjustment
following a CHD diagnosis. However, no research has been conducted toMdsesss ur vi vor sé expe
following an online psychological intervention based on A@&Ims: Thematic analysisvas applied as a

framework to understanding the mechanisms of psycholaaifastmenin individuals with CHD that have taken

part ina brief online ACT basedpsychological interventigniMind your Heart Methods: A sample ofthree

womenand fourmen age range of 5¥7 years, took part in seraiructured interview. Findings: Thematic

analysis revealedley themes are outlined as 1) ControlBEhaviour Change anincludedMind your Heart

Intervention Recommendation€onclusion: The findings highlighted the importance of persamtred

psychological intervention to promote psychological adjustment post MI. Future research is needed to explore

ACT interventions across demographics improve clinical care and facilitate psychological adjustment post MI.
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I ntroduction

In the UK there are currently 7.6 million people living with Coronary Heart Disease (QWD)ld Health
Organisation, 2021)Despite cardiovascular diseases being the leading cause of deathygloiedical
advancements in adiblogy haveincreagd the chances stirvival from a myocardial infarction (Ml) to 987%

(World Health Organisation, 2021However, the risk of a second cardiac event is significantly increased
following the first and it can leatb more cardiovascular damage, decreased quality of life and, in some cases,
premature deatfByrne et al., 2005Health Psychology is dedicateditoproving clinical care, health outcomes

for those living withLTC to prevent second cardiac events and maintain quality ¢Mife 2019; Stanton et al.,
2007).

It is widely reported that psychological determinants such as depression, anxiety and stress influence the
management and adjustment of living with CKipasureSmith & Lesperance, 2008; McLaughlin et al., 2005)
Research has highlighted howress management plays a key roletie mamagement of CHDwith its
psychosomatic influence on blood pressure, blood glucose levels and infamimahune respons@Virtz &

von Kéanel, 2017; Yasunari et al., 200R) addition, stress, depression and anxiety are shown to predaztargr

risk in major adverseepeatevents in CHD patient¢FrasureSmith & Lesperance, 2008Moreover, it is
suggested that the experience of a coronary event can leave lasting psychological(Batnessison, 2014)

Some CHD patients report psychological distress that is difficult to over¢dmmeintense pain and discomfort,
invasive emergency medical treatments, the sudden threat to matalipersonal control with potential loss of
consciousneg&dmondson, 2014; Shemesh et al., 2004¢demar et al. (2008pund that subjective perceptions

of MI experienceregarding threat to mortality, intense fear, helplessness and horror, predictddaRosatic

Stress Disorder (PTSD) and that PTSD symptoms predicted further coronary(8hemesh et al., 2004)hey

report that PTSD is liked to psychologil distress and avoidance of stimuli associated with MI, poor lifestyle
habits, reduced quality of life and impaired daily and social functigfidghondson, 2014; Shemesh et al., 2004;
Wiedemar et al., 2008pimilar studies report that psychological distress also predicted longer stay siviaten

Care Unit following Coronary Artery Bypass Graft Surgé®pole et al., 2015Jurthermore, a sudden change of
lifestyle post Ml is a known stressor, which is linked to the development of depression and anxiety in some people
(Tennant, 2002)

Age is a demographic factor that can impact psychological adjustment following an MI. A qualitative study by
(Merritt et al., 2017pn the effects of an MI on a sample of nine male younger adults aged 45 yearfiémnesl t

around experiencing a loss of perceived masculinity associated with strength, independence and ability to provide,
Ashortened horizonsd which induced existential worry,
Although younger dults under the age of 45 are less likely to experience Ml, they accounted for 2% of CVD in
the UK in 2011(Bhatnagar et al., 2016)vhich is significantly lower than 28% for males and 22% fondkes

over the age of 65 years. However, it means that in 2011 there were approximately 1.29 million people in the UK
living with CVD under the age of 45 years old. Although the figures did not detail type of CVD, CVD is a major
risk factor for MIl. More reent statistics detailing the amount of under 45-géds with CVD in the UK is not
currently available, with the British Heart Foundation (BHS) providing information on a single age category of
under 75 yeaolds (British Heart Foundation, 2021 herefore, psychological intervention should consider the

unigue demographic characteristics of an individual that impacts psychological adjustment post MI.
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It has been highlighted that successful psychological intervention aimed at thoseLWih suchas CHD,is
personcentred andaccouns for acceptance and adjustment to a new way of living after diagflsmadi
Ghahnaviyeh et al L,,201% Gahdieact al.P2021r Spatataket ad.,t 2018Ae aim of
psychological intervention is not to cure the condition, but to helm¢tieidualimprove psychological outcomes,
health béaviours and quality of lif§Ahmadi Ghahnaviyeh et al., 2020a)s cogitive-behavioural based
therapies have developed over the years, there has been an emergence of a therapeutic model that has been reported
to be better suited @ LTC, known as Acceptance and Commitment Therapy (ACT) (Hayes, Kag6kla et

al., 2019. Hayes (1986) ACT uses the foundation of Cognitive Behavioural Therapy (CBT) with more emphasis
on the behavioural aspect to facilitate the main outcome of psychological flexibility. Psychological flexibility,
characterised by six core compone(seseTable 1) is the degree to which as person accepts their issue, whether
it be health or general life stressors, and behaves in a way to achieve their desired outcome in line cuith their
values(Hayes et al., 2006; Zhang et al., 2018)e ACT model was developed to be used as both an investigation
of psychological pathologknown aspsychological rigidity, and as a thegmic intervention to promote

psychological flexibiliy (Hayes et al., 2006; Zhang et al., 2018)

Table 1. Hayes etald s ( 2 0 Hexaflexic@d components

Psychological Rigidity Psychology Flexibility

Experiential avoidance: Acceptance/Willingness:

Avoidance of emotions or thoughts by engaginc A willingness to move towards acceptance

avoidance strategies like busyness or distraction whatevelis out ofpersonatontrol and choosing to a«
mindfully rather than reactwith impulsivity,
avoidance or attempts to control

Dominance of conceptualised past and fear oféut Being in the present moment:

Continuous worry, rumination and planning. Behaving mindfully and having an awareness of w
is going on in the here and now.

Absent or confused values: Clarity and contact with values:

Avoidance, of meaningful life activities and ¢ These ar@eeply held core beliefs that atiferent to
overreliance on what others or society promote: goals andisually promote pro social behaviours.
important.

Inactivity, avoidanceand impulsivity: Committed actions based on values:

Actions areonly pursued under certain conditior Actions are made in line with core values and
procrastination is evident and committed actior flexible with choiceandautonomy.
not seen as a free choice.
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Attachment to the conceptualised self: The self as context:

Individuals see themselves no more than ve Developing the ability to see the self as an obset
descriptions and memories rather than a sell You are not youthoughts and emotions.
perspective in context.

Cognitive fusion: Defusion:

Attachment to internalised beliefs, and difficul Flexibility of thoughts in context, neattachment tc
recognising thoughts as the product of the mind. beliefs.

The Mind your Heartonline webinar psyological intervention took 50 minutes to complete and contained a
combination of images, text and audio and activities derived ilioess perceptionéDiefenbach & Leventhal,
1996)and ACT evidence base (Hayes et al., 2006). The webinar was desidpecaiteducational psychological
intervention. The participant was required to listen and watch the webinar presentation, which they could pause
at any time and take part in the activities as they were prompted. The webinar was broken down into four
subcatgories of A) basic terminology of heart disease, B) eviddrased health advice and guidance for people

with heart disease, C) acceptance and commitment therapy for living with heart disease and D) action and further
support. Participants used basic kegtabfunctions instructed by the online platform Qualtrics to navigate through

the webinar, and they could take a break and skip questions they did not want to answer. The elements that map
onto illness perception are addressed in sections, A and B ddigéfer(bach & Leventhal, 1996lements that

corresponded to ACT was introduced in section C (Hayes et al., 2006).

Rationale

Thereis a wide spanning body of literature AGT psychological interventions for LTC, and qualitative studies
exploring psycholgical adjustment post Mhowever, no research has been conducted to assess the unique
characteristics of MI survivorsd experiences foll owi
Qualitative accounts gieople that have experienced an &dlid providea deeper exploration of the complex
contextual constructs of individual experience to inform eviddrased persorcentred health psychology
practiceand researcto improvebiopsychosociabutcomes following a cardiac eveRurthermore, galitative

data provideadeeerand meaningful context that is beneficial to health psychology resaadgbracticéByrne

et al., 2005; Sanaie et al., 202Therefore, the present study amto address this by qualitatively exploring the
experience of psychological adjustment in CHD patients using a theamatigsis framework with participants

who took part ina Mind your Heartintervention to inform evidenelkased practice for future psychological
interventiongDiefenbach & leventhal, 1996; Hayes et al., 2006)
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Research questions

1. What were the unique characteristics of psychological adjustment for the participants that took part in
the study?

2. Was theMind your Heart webinareffective in improvingpsychological outcomes angtomoting
behavioural changes MI?

3. Whatimprovements are recommended by the participants fotittteyour Heartwebinar intervention?

Methods
Participants

A sample offour male and three femasalult participants with CHD weliavited to take part in th&CT Mind

your Heartonline psychological interventiothat contained heart health information to facilitate behaviour
change They were recruited via gatekeepers who deliver cardiac rehabilitation phase four community
programmescross the UK and online opportunity sampling through social media advertis@thpatticipants

had undergone percutaneous coronary intervention (PCI) with only two receiving coronary artery bypass graft
surgery (CABG) as further treatmefitie age rage of the sample was 50 and 77 years and all participants were
white British.For small projects, a sample size of six to ten participants is recommended for thematic finalysis

data saturation is reach@dalterud, Siersma, & Guassora, 20IBable 2 cotains participant characteristics.

Table 2

Participant characteristics

Characteristic Age Marital Occupation Number CABG Comorbidities  Attended

Status of years cardiac
post Ml rehabilitation
Andrew 50 Married Education 1 No None Yes
Bernard 76 Married  Retired 20 No Diabetesand  Yes
skilled throat cancer
labourer
James 56 Co Business 2 No Gallbladder No
habiting owner disease
May 71 Married  Retired 8 No Arrythmia Yes
Ron 77 Married  Retired 29 Yes Hypertension  Yes
skilled
labourer
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Sam 54 Divorced Business 6 No Breast cancer No
owner and Achilles
tendon rupture

Sarah 75 Married  Retired 21 Yes Arrythmia and Yes
healthcare diabetes
practitioner

Ethics

Ethical approval was received from the Research E@aremittee at Liverpool John Moores Universityd the
researchers followed British Psychological Society codes of conduct and ethical practice guidelines in designing

and delivering the psychological intervention and conducting the research.

Inclusion criteria

The sampling was targeted at those who have completedititeyour Heartpsychological intervention. The
participants hd stablemanagedCHD at least sibmonths post diagnosis anddtzad at least one coronary event
and hal had eithePCl or CABG surgery without complicationBarticipants could haviead comorbidities of
hypertension, type 2 diabetes, and hypercholesterotbatiavere stable and managed for at least six months prior

to the intervention.

Exclusion criteria

Participans in the control group of thiglind your Heartpsychological interventiomere excluded. In addition,

participants who did ndully completethe psychological interventiomere excluded.

Data collection

The data was collected retrospectively -ootwo weeks after thélind your Heartwebinar intervention study

had completed quantitative data collectiBocratic questioning was used to develop an open reflective dialogue

for the interview to draw out participant experieiCarey & Mullan, 2004)The interview was conducted online

via a liveMicrosoft Teams i deo cal l, whereby the participantds Vvoic

whether theysed their video camerdsiringthe call.

Procedure

The Mind your Heartpsychological intervention was an online esféone-hour webinar that containdzhsic

heart health information an&CT activitiesto attempt to facilitatpsychological outcomes such as psychological
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flexibility and health behaviour change from baseline measures (Leventhal, Meyer & Nerenez, 1980; Hayes.,
1989). Participants volunteet¢o take part in the qualitative study after taking part irthnel your Heartonline

study and were part of thexperimentalgroup. After providing posteasures, participants scheduled the
Microsoft Teamsénterview call via email with the researchers An incentive for agreeing to share experiences

on a oneto-oneMicrosoft Teamsall with the researcher, the participants are entered into a prize draw to win an
additional £25Amazongift voucher.See flowchart inFigure 1 for process of recruitmeiach interview was

recorded and transcribed and lasted between 30 and 45 minutes. The participants were fully debriefed at the end

of the interview.
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Figure 1

Study recruitment process flowchart

Pre-screen cligibility for No a| Mo further action taken.
the study and consent. =
Siage | -
— l‘r’:ﬂ
Participants are randormly allocated into ether the cantrol of intervention
Eroup.
Ietervention group A Contrel group B
Y
Participants will answer the five Participants will answer
questionmaines and be directed 1o the the five questionnaires.
Mind your Heart Webinar.
Stage2
Intervention grougp A Control group B
hJ
Participants will answer the five questionnaires and a behavioural measuse
two weeks later.
_ [ntervention group A Control group B
L
Participants consented fo take part in the second Participants will be debricfed ending the stady
qualitative part of the study. and will be given access o the Mind your
Heart webinar to watch in their own time.
Yes i
Stage 3 —= ¥ "'hm-
Participants will be invited to take part in Pamicipants will be debriefed
a 3060 minute semi-structared Microsofi ending the smdy.
Teams call arranged within two weeks of
the post measunes. All panicipants will be
debriefed ending the stwdy.

Data analysis

A qualitative constructivistinterpretative approach was applied using thematic analysis as a framawigrk.

gualitative approach is used to provide a retrospective account and exploration of participant expetrence
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Mind your Heartwebinar psychologial barriers and facilitators of behaviour change and improvements for future
researchThe participants were given pseudonyms to protect confidenti@itity.datawere analysed using the
following recommended seven steps of transcriptieading and famiérisation, coding, searching for themes,
reviewing themes, defining and naming themes, and finalising the an@gsimyanthi, 2019)Data was coded
line-by-line allowing patterns to emerge. This allowed themes to be generated and-themmieed in the
interview transcripts. The finalevelopment of key themes was checked to ensure the interpretation was within
context of the original transcrigDamayanthi, 2019)In addition, reflexivity was maintained throughout the
process to create an awareness of the auipersonal beliefs, experiences and professional practice which could

influence the interpretation and analy®@smayanth 2019)

Findings

The analysis of the data revealed two main themes of control, positive psychological change, behaviour change

and webinar recommendations. Main themes and subordinate themes are detailed in Table 3.
Table 3

Superordinate and suborthte themes

Superordinate theme Subordinate theme
Control Disempowerment
Acceptance
Behaviour Change Barriers
Facilitators
1: Control

Control was a strong theme when participants described their psychological adjustment process following their
cardiac event. The feeling of not being in control over their health was disempowering with averse psychological
impacts, and perceptions of carltwere associated with and psychological adjustment. This theme comprised of
two subthemegisempowermergndacceptancewhich were consistent throughout the data. The first subtheme
disempowermerwas chosen as patients spoke aboutlibeomfort of not being in control over their health after

their MI, as Andrew explains,
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Ailn some ways, if |I'"ve been, you know, smoking an
| can change. So, | think if | could make some changes,tardItmight be able to do something to
prevent another one. | can't do that. And lots of people can. The majority of people having heart attacks

have changedine2@met hi ngo.

Andrew describes his disempowerment without being able to modify hisibalegas he does not smoke, drink
alcohol and is a healthy weight with a competitive athletic level of fithess. Andrew is left searching for the ability

to regain a level of control over his health and this is impacting on his wellbeing. Andrew alsoet et he

did not gain the support he was looking for from cardiac rehabilitation classes because of his level of fitness,
something that was frustrating and disempowering for him. One of the patients, Sam, was unable to attend cardiac
rehabilitation dugo rupturing her Achilles tendon prior to her MI. This impacted her psychological adjustment
because it significantly reduced her mobility. This increased social isolation took away her level of control over
her health behaviours and her usual copingtesiias of exercising and accessing support services. Her

disempowerment is clear when she explained,

il felt so helpless, | didnét know what to do, an
for the firsttime | felt like | had letmy bodgdvn and | di dndt knownéh78w to fe

The second subtheme afceptancébecame evident as participants spoke about an understanding of not being

able to control all aspects of their health from Mied your Heartwebinar and with it marked a noticeable
improvement in feeling better. Interestingly, acceptance of certain aspects of life and health that are out of
anyoneds control is the aim of ACT which deomtedistrates

this throughout their narratives. Sam explained,

i, realise that iIitdéds okay to not be in control of

alwaysincontrobut i tdéds okay becausdindl8n still going to e

Conversely, Sarah explained that she already felt a sense of acceptance regarding her perception of control over
her health status following her MI that was not infl
sense of psychological adjustnt through her natural coping resources such as letting go of worries and value
consistent action towards a life that is meaningful and purposeful. Therefore, Sarah has unique characteristics that
have perhaps allowed her to develop a natural level @hgdygical adjustment. However, unlike Andrew who

has only recently experienced his MI a year ago from the date of the interviews, Sarah experienced her Ml 21
years ago. This could also mean that time without further health complications impacts psgahatfjgstment.

Sarah describes,



fiFor me, it hasn't made me any differdrity to let go of any worries that come up and not let them get
in my way. | think that t ha Badhanyhusband and bstilenjogthee er h a
same lie that we always have and everything in moderaiibime 199

2: Behaviour Change

This theme emerged as the participants spoke abobtthiers andfacilitators of health behaviour change in
relation to theMind your Heartonline psychological intervention as thegcame the two main subthemes. The
Mind your Heartwebinar contained heart health information in the first section to facilitate behaviour change
beforeintroducing ACT themes in the second section. However, the first section of the webinar was not effective
for some participants and presented asraier, as Ron said,

AThe beginning bit was stuff that lattaekanklfusty knew,
dondt feel l' i ke therebs any fheartattgckferl sre H a pippenn idrog .t ®
229.

This would suggest that the first section of Mied your Heartwebinar that contained heart health information

and guidane was not effective for Ron because of hisgxisting level of knowledge from involvement in a
cardiac rehabilitation support group. It did not motivate him to change his behaviours because he was already
engaging with all of the recommended suggestismnsh as a healthy diet, reduced salt intake, exercise and

medication adherence. He highlights an important issue with the intervention content as his needs were not met.

It was interesting that Bernard described stress as being a barrier to healtbdretteaige and that he believes

to have caused his MI. Bernard experienced his Ml when he was at the age of early retirement and was fortunate
enough to be financially secure to take it. With the support of the cardiac rehabilitation group and hisweife, he

able to psychologically adjust and make health behavioural changes. However, he highlighted that stress
management is an area of behaviour change still to be addressed. This suggests that the link between ACT and

stress management was not clear intebinar. Bernard said,

il Il earned a | ot about heart disease throcagldtt he

really change muglso stresss the main thinghat gets in the wag Line 226.

The participants described aspects of positive psychological cHaoiljeated by to the Mind your Heart

intervention It seems that the participants recognised the values and mindfulness activity as being catalysts in
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positive psychological change. Paipiants noted an increased awareness following the intervention and reported
o n t mdful Mawhend activity which entailed noticing the breath for 60 seconds. Sam said,

Al think itdéds i mportant to have t himgsinlferbecausehi ng s
o]

itds easy t get caught ubpneil9®. all whatds going on

Another participant, James, provided his thoughts on how awareness has helped him facilitate positive
psychological changes. He found that going for walks aactiging mindfulness helped him in the initial stages
following his MI two-years prior to the interview. It seems as though the mindfulness therapeutic element was
beneficial and well received by the participants and they recognised the benefits faltleerasd shared how

they felt it would be helpful for others. James said,

fil think the mindfulness stuff was greathought itwasreally good to encourage people to do that and
| 6ve even st aranddfdel better far b Lite B8t mor e

The participants also spoke a(Hayes et alh 200Rctivityallovied forr t y Co m
reflection of their behaviours and they were able realign with their values and try a different approach to living.
In Jamesd case continuing to work gave him a sense of
which resulted in positive psychological change. This was facilitated by the values activity that helped him be

flexible in his approach to his value of work.

fi # made me really reconsider how I'm going to approach work because I've never said | don't want to

go to wor k. | 6ve got to prove mysel Doingthevhles a usef
activityis something that's actually changed mym@agh to many things, arldeel like this new way of

living is calmand much betted Line 267.

Similarly, Sarah reflected on how it would serve others to connect with their values and highlighted her
perspective on younger people who have experiencitl.dnis interesting that she mentioned the values activity,
because it is something that is familiar to her and affirmed her existing beliefs and behaviours towards living a
meaningful life, and from her perspective it facilitates positive psychologfieaige. Also, she mentions age, that

from her perspective as being younger is a disadvantage and she is thus more likely to struggle with finding
meaning and life purpose.



Al try to enjoy |life and | t hithekitaboutwhat givessyoup!| € s ho
life a sense of meaning. I think that can be bene
t hem hlanpp3%.. 0

Webinar Feedback

The participants were asked to provide recommendations favlithe: your Heartpsychological intervention

based on their experiences. The following recommendations emerged regarding the format, content and delivery.
Almost all participants described the heart health information in the first section of the webinar to be too basic
and olvious. It was difficult for the participants to engage with because they felt it added to a sense of
disempowerment and did not cater to their own unique circumstances. This does suggest that the participants
demonstrated good levels of health literacyuatheir conditior{Giuse et al., 2012 herefore, the heart health
information should not be included in future versions of the webinar unless specifically targeting those with poor

health literacy.

Sam gave a practical recommendation as to the fooimthie webinar suggesting an audio version on podcast.
This is an important point to consider as people have different ways of learning and processing inf(@isson

et al., 2012)Furthermore, it would also make it more accessible to those withal wigpairment. Therefore, the

future version of the webinar should be reformatted to be compatible as an audio only version, alongside a video
version, and perhaps a live online version to facilitate participant engagement. Similarly, Bernard mentioned tha
the online webinar could be split into smaller sessions to make the information more easily digestible. The webinar
lasted for 50 minutes and for some people, the duration was too long for to have to concentrate on a computer

screen. It is suggested thiae future webinar is split into a series

Finally, May mentioned that she experiences issues with sleep and would have liked more information on this
subject within the webinar. Sleep is a known issue for post Ml patients and is both a symptom dbgeatho
disturbance and a predictor of poor health. The webinar did not explore this in depth and future versions should
incorporate more on this subject. In addition, May was not just expressing her issues with sleep, she was also
talking about health amety behaviours, such as intrusive thoughts. Research suggests health anxiety to be a key
predictor of patient rehabilitation which supports the illness identity engulfment style. Therefore, the connection
between health anxiety, sleep and psychologicpistient strategies, such as ACT, should be included in the

webinar.

Discussion

The findings of the study suggest that the participants that took part Mitidteyour Heartpsychological
intervention found the ACT therapeutic activities to be beneficial, but the CHD health information was not

effective in promoting psychological adjustment. However, the findings revealed the two main th€@oesaf
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andHealth Behaviour Cange which provided rich insight for future studies around the unique characteristics of

psychological adjustment post MI.

Control was a theme that emerged throughout the data as the participants spoke about it being a strong influence
on their psycholgical adjustment following their MI. This supports the literature around illness perceptions as
perceived control was found to predict clinical and psychological outcomes in CHD pghilemuz, 2018; Lin

et al., 2020)However, one participant, Andrew, reported thatMired your Heartintervention did not influence

his level of perceived control as he still struggled with disempowerment around a repeat cardiac event post
intervention. Sam explained that she initially had issues with the feeling of disempowered over her health, but,
through taking part in thdlind your Heartintervention, she was able to reframe her perspective on life and let

go of attempts to control regarding her health status which signifies an acceptance. Furthermore, one participant,
Sarah, had a prexisting levebf acceptance before starting tlend your Heartintervention and recognised that

this contributed to her psychological adjustment post MI, which meant that it did not impact on her in this way.
Interestingly, this shows the differences between the paatits preintervention based on their individual
characteristics. For example, Andrew was the youngest participant at 50 years old and was the most physically
active being engaged in extreme competitive outdoor sports. Andrew also experienced his &Hrgi@y to

this study which was the shortest period of time. Sam was the second youngest participant at 54 years old whose
level of personal control was influenced by Mind your Heartwebinar as she was able to reintegrate her pre

Ml activities such a work and moderate level exercise back into her life-phsthich was six years prior to this

study. This was echoed by James who was able to resume work, which is a physical job that requires mobility,
with the acceptance of a new, flexible approach. Awlrew, it was not possible for him to-emgage with his

level of competitive sports independently and without anxiety for a repeat event. Therefore, he was unable to

regain a sense of perceived control.

Sarah at 77 years old had an existing levelaakeptance towards unwanted thoughts around her health status that
could have been a character strength or related to her age as a factor of accumulated resilience. This was mirrored
by May who was 71 years old and had supported her partner through afidwll bxperiencing her own and so
expressed higher levels of acceptance indicating psychological adjustment that was not influencédir the

your Heartintervention. Finally, Bernard and Ron were heavily involved in a cardiac support group, and they
de<ribed that this contributed to their level of acceptance towards post Ml psychological adjustment. The
similarities that can be drawn from the participants that had higher levels of acceptance are that they were over
70 years old which would support thigetature, however, more research is needed to explore this potential
phenomenon. In a wider sense, understanding the participant group as a whole, it indicated the importance of
personcentred intervention considering pegisting levels of perceived caot for patients to psychologically

adjust post MI. Further intervention studies should control for these unique characteristics, demographics and

coping mechanisms.
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Behaviour change was a theme that provided insight into the barriers and faciliftathemnge. The barriers
explained by the participants related to the webinar in that the level of heart health information provided in the
Mind your Heartwebinar was too basic and did not address stress management. This was a barrier for the
participantsa change their health behaviours. There is also the sense that the information was not personalised to
the individual. It also highlights that a psychological intervention containing information on modifiable risk
factors with a person who has unknown enegtic causes to their Ml is not appropriate and therefore should be
targeted at a different population. Nevertheless, for those who have unknown or genetic causes of the Ml there
should be a different approach to psychological intervention. Furtherchssaeeded to assess the mechanisms
required for psychological intervention for psychological adjustment targeting those with unknown or genetic
causes of MI. However, the participants supported the use of ACT reporting that the values activity and

mindfulness element promoted positive change. It is suggested that researchers explore this in more depth.

The final theme ofVebinar Recommendatiopsr ovi ded i nf ormati on on the part
confirmed that the health information arounddifiable risk factors of CHD was not engaging. The participants
explained that the level of information was too ba$iee health information in th#ind your Heartwebinar

provided information modifiable risk factors, however, it may be beneficial ifuthee to provide information

on psychological adjustment post Ml and health anxiety. Furthermore, a strong link between ACT activities and
CHD could be made clearer to facilitate psychological adjustment to living with CHD change misconceptions
around ri& factors(Hayes et al., 2006; Sigurdardottir et al., 20IMe ACT therapeutic activities, such as
mindfulness, fAPassengers on a Busodo and AFortyreCommon
was a distinct lack of connection to living with a LTC such as CHD and, therefore, it is suggested that stronger
links are made in future interventiofidayes et al., 2006)To elaborate, one participant, May, recommended
including information about sleep, but on further inspection they partigud&uggled with health anxiety

intrusive thoughts. Intrusive thoughts, insomnia and health anxiety are behavioural outcomes that can be
alleviated through ACTHayes et al., 2006; Zhang et al., 20IR8)erefore, a clear link to ACT in context of health

issues that impact CHD will be implemented in future intervent{btes/es et al., 2006; Zhang et al., 2Q18)

Finally, a practical suggestion from one participant highlighted the importance of considering providing different
formats of the wbinar delivery such as podcasts and pajpsed learning. From research into visual, auditory,
kinaesthetic learning styles, people have different ways of processing information and having additional formats

could also make it more accessifBuse et al.2012)

Limitations

Generalisability is an issue with this study as it was not representative of all the participants who took part in the
Mind your Heartstudy. However, each step recommendedOamayanthi (2019)was carried out with
transparency to provide rigour and trustworthiness. Furthermore, thegzartichad varied length of time since

their Ml so this could have impacted on their response tbltheé your Heartintervention and their narratives in

the semistructured interview. Research should address this limitation in future to ensure pastitipasta

similar timeline within a smaller range post MI.
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Conclusion

The participants provided a deeper exploration of their experiences fitideyour Heartintervention and
highlighted the need for persaentred psychological intervention. The fimgs reveal recommendations for
improvement for theMind your Heartpsychological intervention such as providing different formats and
platforms of delivery like a podcast or live webinar, moving focus away from modifiable risk factors, and
strengtheninghte link between CHD related health anxiety and the application of ACT. Overall, a sense of
disempowerment post Ml was seen to have adverse impacts on the psychological adjustment process which was
facilitated with support, time and acceptance. Furthearebeneeded to address ACT psychological intervention
controlling for unique characteristics and demographics such as age, perceived control and causal factor for
psychological adjustment post NHayes et al., 2006; Van Bulck et al., 2019)
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ResearchCommentary

Research Methods: Research Commentary

After finalising my drafts for the teaching and training, BCl and consultancy competencies a
month earlier than | expected, | began to dedicate my time to the research competency planning
stages in April 221. Although | felt like | wasted the first year of my doctorate not having
any finalised work to show for it, | learned a lot from my mistakes. This time | will ensure that

| give the research competency my full undivided attention and patience.
Systemdic Review:

From the 18 of April, | started to plan out my research competency starting with a systematic
review. On my monthly video call with my supervisor, we spoke about systematic review
guestions and so | implemented his advice and guidance, which was to check existing and
unpublished systematic reviews on a subject area of interest. | began to narrow my research
guestion down to a few interchangeable variables using the PICO method. Interventions were
categories such as ACT, stress management, brief intervention, orhrexydeopulations
included general adults, ndrealthcare workers, healthcare workers and students. | also
searched around issues such as burnout, heart disease;waigtglement, stress and general
health. | am still searching the literature and databand | am giving myself a full month for

this preparatory stage so that | can write a thorough protocol and eventually conduct the review.
Update- 10.05.2021

After searching the literature on my interests mentioned above, | decided to look at ACT on a
specific longterm and chronic health condition. | am delighted to have found that no systematic
reviews have been published specifically under heart disease and ACT interventions. There
have been many written on most letegm and chronic conditions ahéalth behaviours such

as diet, exercise, sleep, addiction, diabetes and cancer. Therefore, my search terms are specific
but include variation of wuse of terms and ab

heart diseaseo0, ammdnlyfisedimarchangedbly.c h ar e co
Update - 03.08.2021

| started to develop the rationale and refine the literature search. | searched across several

databases and found there to be more research there than | found in my initial basic search. |
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found 17 eligible papers with a further 3 excluded for being daggdd by the researchers
published with different title wording. Since is summer break, | took a chance on this
development and created a table outlining the characteristics of each study so | could present
it to my supervisors once they return from annlealve in September. The findings at this
current moment are promising and | feel like | have come across something good. However, |
have felt like this in the past only for it to be completely wrong, so | am cautiously optimistic.
What sets this apart fnomy previous attempts is that | have systematically taken my time with
each stage involving my supervisors more than usual and that | have a good rationale based on
literature. The research is interesting, and | feel like | would like to specialisesimartma
because of the relevance to health psychology. Most of the studies are RCTs and reading

through each individual study has inspired my quantitative research plans.
Update - 31.01.2022

Having worked on the systematic review over December 2021 anryaf022, | feel
confident with the first draft | am about to submit this week. Looking through the work
completed, | feel quite proud of how in depth and comprehensive it is and will endeavour to

get it published. | realise there will be amendments,|ldael a sense of accomplishment

already at the amount of work that | 6ve don

editing and revisiting secti ormptacommendyn c omp

mind so that | can improve it to &gher standard. | understand the value of a systematic review
and | feel like | would be able to repeat the process again with more ease and confidence. |
recognise my growth and development as a researcher throughout the health psychology
doctorate andhave certainty improved my confidence and practice in conducting a systematic

review.

Planning the research project

In the past | have always planned at least six tomeek complex research interventions and

having come Ilaadreosyentd®Bonéf I was intrigued.

commitments in the obvious benefits of producing a brief intervention, but also because there
is a lot of evidence of its use in healthcare settings and even within ACT. | spoke with my
supervisorabout this on April the 8and he sparked my interests further by asking me,

fiwhat 6s better ? A | o rsgnpleohpeople?\Oa brief intermention with a s
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a | arge numb e r Thise made rerrdalisethapfeom & esearch pecsp i v e, it
better to find an effect in a large amount of people from a brief intervention because it
demonstrates i mpact and power across a | arge
a brief intervention is more attractive and less of a ctaoreé,| feel like | have neglected this

aspect over my years of doing research. From my perspective a brief intervention could make
data collection less laborious, allow me to respond to a pattern of response or easily spot and

rectify issues with the coméor delivery and to make data collection a smooth process.

| questioned how the easily quantitative intervention could have a qualitative element and since
| have less experience in qualitative research, | am looking forward to the learning process. In
my final meeting with one of my supervisors for the summer dha2duly, we had spoken
about health literacy and illness perceptions, and after that | was deeply enthralled in the
literature. | decided to learn more about qualitative research by regqaafitative papers that

would appear in my searches around CHD, health literacy, and illness perception.
Update - 16.08.2021

Having focused on my systematic review protocol in July 2021, it developed my ideas for the
research studies throughout August 2OZound deeply interesting studies on health literacy,
illness perceptions, CHD and the link to Acceptance and Commitment Therapy (ACT) (Hayes,
1986; Karekla, Karademas & Gloster, 2019aking my time and completing a thorough
literature review, | nowieel more confident in the application of health psychology to those
issues. The literature review also helped me to plan and develop the methodology of the
research from the evidenbased recommendatio(@eWalt at al., 2009; Baker et al., 2011,
DeWalt ¢ al., 2012) | was also pleased to find that these papers presented the content of their
health literacy illness perception interventions and from that | was also to form the basis of my

intervention that | have decided to name Mind your Heart as a vgotikie.

As | read more literature around illness perceptions, | started to wonder if there was scope for
to incorporate elements of ACT as a therapeutic method to help the patient pivot towards
acceptance and therefore change illness perceptions amtigdbtdnealth behaviours. To my
knowledge, there are currently no other papers that address this, and | am excited to explore it

in the Mind your Heart intervention.

Reading the most up to date evidebesed research and frameworks on illness perception and

health literacy provided me with the confidence to approach cardiology units across Northeast
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hospitals so | can gain more experience from shadowing. | currestlycartified training in

both ACT and fitness instructing for cardiac rehabilitation. And over the year | have worked
with ten separate clients using thmeenth ACT interventions through my business and have
shadowed NHS Level 3 Cardiac Rehabilitatioaugrs in 2019 for thremonths. | feel that the
impact and the value of psychological intervention for CHD is evident and something that is
easily communicated by the reduction of clinician time, service use and the promotion of health
behavi ouidedto fint thisrbody bfliterature and | feel it has helped me to grow in my

confidence in abilities within Health Psychology.
Update - 28.10.2021

|l 6m delighted to report that have gained en
cardiology department at a local hospital to progress to full health psychologist once | complete

my doctorate. This was from the enquiring about shadowing across hospitals in the Northeast.
Naturally, | am ecstatic about this opportunity, and | am eager more than enettarfy final

research. | attempted to complete my ethical application for the full board review ori‘the 23

of October, but there was too much still left to work out before submission. This left me feeling
disheartened after the added pressure of watdirfigish as soon as possible because of my

new role. | am not feeling too defeated because | know that getting the fundamentals of a
research study correct at the ethical application stages is beneficial in the data collection and
write up stages. Soyémember that | can never go backwards or lose precious progress, even

though barriers can seem to slow things down at the time.

| have learned the importance of writing a hypothesis and how it differs to a research question.

| also have learned that jusécause it would be interesting to measure all sorts of outcomes
such as depression and anxiety and health [
then | should not include it. | think | got confused initially between health literacy aedsl|
perception, and whilst theyod6re both interrel
study. | have decided to take out health literacy as a framework and an outcome measure for
this study, but | will be interested to learn more about fitifare research or practice. Having
addressed some basic fundamental errors in my hypotheses and methods has made it much
clearer and simpler and | feel more confident now to continue to submit for the next ethical

application intake at the end of NovemBRé21
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Recruitment

On the 2@ of December, | received a favourable ethical opinion and approval from LIMU
University Research and Ethics Committee. Naturally, | was delighted knowing | could begin

the recruitment phase of my intervention in January 2082 p | an n eldmsoproude f | e ct
of myself for all of the hard work | have done in the lead up to Christmas.ldraldo feel

proud to display my research to the public a
do | find incredibly intersting but is also a worthy and current research topic. | feel like | am

an expert on the |iterature and | 06m part of
practiced. This is where | start to see more evidence of the benefits of my health psychology
background. | feel this research played a major part in shifting my perspective of the practical
value of health psychology research to clinical issues. Receiving ethical acknowledgement

from the University Research and Ethics Committee validated this.

In January 2022, | began recruiting for my study via Facebook, LinkedIn and Twitter. My
additional approach involves sending out an email and study poster to targeted contacts and
contacts at phase 4 cardiac rehabilitation (CR) groups in the UK. | gathdreiduial contact

details from the British Heart Foundation National Audit of Cardiac Rehabilitation from CR

phase 4 groups across the UK. | write on th& d@anuary (202291 6 m so gl ad t h
database of certified cardiace habi | i t ati on phase 4 community
is, that they includspecificcontact details. It would have taken me a long time to firstly find

the specific name of the group and their location, aacbndlyto find their contact detaild.

have contacted all areas in England and itoé
groups in Scotland, Northern Ireland and Wales to ensure that my sample is representative to

the UK population. | have already received emaiisl had phone clwith a positive response

which makes me feel valued and connected. I
because of the helpfulness and interest people have shown aready. not i ced t hat
areas like Scotland and Wales, the same persoidveppear to be the contact for several CR

groups, so | searched for them on Linkedin and connected. | feel that | now have a great
network of relevant connections, and it feel

team working to help thse with heart disease.

Running the online intervention



Taking time to save time has been my mantra for these past twelve months and the running of
the online intervention has reflected this. | spent a lot of time and energy before the Christmas
break prdlem solving every issue in Qualtrics as the platform for my study. It feels so good to
have the running of the study mostly automat

both the participant and me.

Qualitative research paper

On the 3% of January 2022, | began to focus on the qualitative research paper having only
briefly outlined the literature review, aims and methods for my ethical application. My writing

has improved significantly from my first draft, and | owe this to conductiegstistematic
review with my supervisors6é comments in mirt
interviews this week and | learned a lot from my questioning and my research aims. Although

the first two interviews contain sufficient data, | felt my comination style was a stilted and

| aim to improve the flow for the next participants. | have decided to amend my questions to

be less ridged and allow experiential themes to naturally emerge. | got confirmation from my
supervisor that this is the correatopess for qualitative research, and this made me feel

validated in my approach.

Interestingly, the first two participants gave me inspiration on my literature review as | took a
slightly different approach in my writing. Having written the quantitativegpawhich is

heavily focused on the consequences of health behaviours on the management of CHD, | began
the qualitative paper in the same tone of voice. However, having spoken to two people living

with CHD, | now have a different approach of exploring eviegtxperiential and lifestyle
constructs that both impact and are impacted. | have now explored literature on the interaction
between CHD and occupation and level of activity and mobility\Mireas well as looking an

Ml as a potential traumatic event imrse people, which | have since found, is not as
documented as | thought it would be. Perhaps
experience and that itbés bound to require p.
with the participats and reviewing the literature, | have since found it to be a potential gap in

both psychological practice and research.

11.02.2022- Update

19C



My questioning skills have improved from conducting the semi structured interviews.
Interestingly, | started dwvith 24 questions and by the third participent r e al i sed t hat
need to ask all the questions. All | need to do is explain about the research and that this was
their time to share their experiences of living with heart disease. After that they egin

telling their story and | would keep the list of questions in front of me as they were speaking,

and | would mentally tick them off one by one without much prompting. Most people gave me

all of the information | needed, and | would just have addwo-to-threequestions at the end

to either pick up on something in more detai
this way of interviewing much more beneficialrtoy research and for the participahfeel |

have massively improved mskills in compassionate listening, and | have learned to hold

silence.

Results

Previous testarting the study my research interests were heavily based around health behaviour
change particularly recently with CHD risk factor behaviours such as diet, physical activity,
sleep, smoking and stress. However, as | have emersed myself in workirngatetiits with

CHD throughout the qualitative interviews, | have found that their issues for which they request
psychological support are different to what | expected. For example, health anxiety and
psychological trauma post Ml is prevalent which in tunpacts quality of life and health
behaviours. As | was transcribing the interviews, | was interested in their perspectives on their
current health behaviours, for example, sleep, and it seems that they are impacted by rumination
and health anxiety. For exwle, one participant described having trouble with sleep because
ofbeinghunabl e to st op .tAhother padticiparit explained hts &rustcation s 0
with being unablée itfo hkee tdmeerde i me @alhtalty he was
healthy BMI, had a good diet and did not smoke or drink alcohol. This presented new and
unforeseen challenges to my approach in that there are some patients with CHD who are fit,
healthy and younglherefore, health information advice and guidance and behaviour change

are not appropriate in this context and psychological adjustment strategies better reflect the
participantsod needs. This research exoperienc

personcentred and dynamic and has improved my listening skills.

Thematic analysis revealed four main themdseafithcare experience, beliefs and perceptions
of living with CHD, psychological adjustment post atidwebinar feedbackilthough | find
gualitative data analysis to be exhausting and labour intensive, | enjoyed the process as | felt
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like 1 got to know the participants and understand their perspectives and it made me feel
motivated to share their insight. | have a newfound appreciatiouéditative research as the
richness of data provided by the participants was deeply valuable. In the future | would like to
cover different types of qualitative analysis and look at in depth Interpretative

Phenomenological Analysis methods to advance kitkg.s

| learned a lot about statistic from conducting the quantitative results. Having learned more
about repeated measures ANOVA and-panametric tests, | will be able to confidently use
them again in the future. The results were disappointing ahdefiect on my aims, | feel |

was a little over ambitious with what | wanted to achieve. For example, | tried to measure both
behavioural and psychological outcomes which | believe were labour intensive for the
participants and ended up having a lot osimg data on the behavioural outcomes. In the
future | will have more of an awareness for the time it takes for a participant to fill out measures.

| intend to continue this research and address the limitations by reducing the outcome measures
to only lodk at iliness identity, psychological flexibility, and a combined short health behaviour
guestionnaire to include sleep, diet, exercise, and stress reduction activities which | will create.
However, | feel my quantitative research skills have improvedfgignily with my deeper
awareness of advanced statistical methods, design, and current knowledge on available

outcome measures.
Summary and Future Direction

Conducting three comprehensive research projects at the same time has been a mighty task for
which | am immensely proud. | have gained new strengths by addressing old weaknesses and
have fortified my knowledge, understanding and application of health psychology research in

an area for which | am passionate to pursue further.

Having secured employment @ hospital working with cardiac patients as a Health
Psychologist in Training | am grateful to be able to demonstrate my practice and progress
towards Health Psychology status once qualified. The doctoral level research conducted in this
area of interegs already proving to be beneficial and I look forward to continuing my research
and practice to help those with CHD improve physical health, mental health, and quality of

life.
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CHAPTER 5: PROFESSIONAL PRACTICE

Reflective Report

Introduction

Undertaking the professional doctorate in Health Psychology has been one of the most
challenging experiences both professionally and personally. It has shaped a significant period
of my life as | finalise my official training and transition into profesaigractice, something

for which | have been working towards since | started studying at college in 2008.

It was always within my plan to become a practicing psychologist. From the moment | found

out about Health Psychology in my final year of my baclee®r degree in psyc
Teesside University (2012), | knew that it was the right path for me. Where possible, | had
previously chosen my option modules and assignment topics around the study of positive
psychology, health and wellbeing, and so Stagmihihg for the MSc in Health Psychology

and Clinical Skills (2015) at Teesside University was a natural progression.

Life before starting the doctorate was very different. | had a high level of control over my
studies with very few academic setbacksavénalways been under the illusion that working

hard gets results in a timelier manner. And this way of working delivered desired results
throughout my studies. However, the Professional Doctorate in Health Psychology at Liverpool
John Moores University i2018 challenged my approach to work in ways | could not have
foreseen. Whilst the personal belief of working extra hard to get things done more efficiently
has not been entirely dispelled, through a myriad of personal and professional setbacks, | have
learned patience and acceptance in the face of rejection. This experience has significantly
improved my resilience and is now a character strength. | have also learned an important lesson
of taking more time over conceptualisation and planning stages ofra@j@gtto save time in

the future, which is now a personal mantske time to savetime | t 6s obvi ous and
most realisations are, but the value of taking my time with fine detail in initial stages has now
been forever engrained into my wayk working. And in doing so, it has unexpectedly
increased my productivity and time efficiency. Working this way has also lowered
performancebased stress and anxiety which now gives me a sense of calm and harmonious
work-life balance, something that is aaessary to prevent burnout as | transition into full time

practice.
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Whilst working at the charity for survivors of illegal cultural practices, | felt that it was the
right time and circumstances to undertake the Health Psychology stage 2 qualifidgtion.
chance, | came across the professional doctorate in Health Psychology at Liverpool John
Moores University in 2018 and | enrolled onto the course. | continued to work at the illegal
cultural harmful practice charity for the first year of the doctotadso worked at a charity as

a Health and Wellbeing Adviser covering five offices across County Durham for people who
were longterm unemployed with health issues. Finally, | set up my first business, Mindbody
Coaching, as semployed coach to help pdepchange health behaviours, manage health
conditions and stress. | kept a reflective diary and activity log throughout the training which |
wi || refer to throughout the repor t(Ghbsi ng ¢t
1988) The Health and Care Professionsu@cil (HCPC) Standards of Conduct, Performance
and Ethics (2018) and the British Psychological Society (BPS) Code of Ethics and Conduct
(2018) were adhered to throughout my training.

This reflective report is split into four themes of learning and atiéned below.

Theme 1:Placements

lllegal Cultural Harmful Practices Survivor Charity

It was through networking at community events that | secured employment in a charity for
survivors of illegal cultural practices such as horoased violence (HBV), female genital
mutilation (FGM) and forced marriage. | was already aware of health ingegiaf low
socioeconomic demographics and Black, Asian, and Minority Ethnic (BAME) populations,
having focused my Stage 1 qualification on general health and wellbeing promoting behaviours
such as access to healthcare, diet, exercise, and stress mantaggmeferred to keep my
research and practice focused on the impact of stress and health inequalities on health
behaviour change. Reasons for this are that stress adversely impacts on, and positive health
behaviours influence, all illness and chronisedise. This meant that | could have a broad
approach and allow work opportunities to organically arise whilst using my listening and
observational skills. | kept a reflective log throughout Stage 1, and | attended meetings with
local authorities, visitedanmunity services and worked at community health and wellness

events to learn from people and their experiences.
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False starts

Whilst on this placement at the start of the doctorate in 2018, | attempted to complete my
research competency before all othérlt that if | could tackle what | considered to be the
most intense and difficult competency within the first year of my doctorate, then | would be
able to relax into the remaining competencies. | started with the systematic review, and | poorly
planred it out without a concise research question, not making use of supervision with Mark
and Tara. | unsystematically explored literature on Hoalsed therapies to help female BAME
survivors of HBV, FGM and forced marriage to find no consistent or qudétaiure. | spent
around six months of the year working too independently only for my supervisors to rightly
point out that | needed to make drastic changes to the work | had done in haste. | reflect on the
19"0 f F e b r ulaitiay, | Badl ssties fith being clear about the connection between
BAME female trauma survivors and health psychology as well as narrowing the research
guestion. A quick search of Google Scholar revealed that there was not much literature
available in terms of wellbeing afteneafor HBV specific cases. | also learned that there was

not a great deal of studies and interventions conducted for the BAME female population in the
UK. Therefore, 1 6m not certain ®&dadingthrougmi t i al
this entryl get the sense of naivety and | realise how much | have learned since then. Despite
expressing doubts about the systematic review topic, | carried on regardless hoping that it
would become clearer. Suffice it to say, it did not, and | abandoned ithenlires was a

classic example of my old ways of working. Having now completed a systematic review in
February 2022, that | am very proud of, it was a relatively easy and a far less stressful process
by comparison. It was a pivotal point when | considedlethg it systematicallyand with
patience. Again, this is a glaringly obvious point that | seem to have missed the first time

around.

Working with minority populations

| spent a lot of time working with the participants in smaller groups or andaridual basis,
chaperoning them to healthcare appointments, helping with housing arrangements, supporting
them at the refuge, providing a compassionate safe space to talk about their issues. | learned
about the cultural values of British Muslims, anfelt proud to be part of the community and
supporting vulnerable women and girls. | reflect on the dféFebruary 2018i 1 t ook a | a

who spoke very little English to a biometrics appointment. She was overwhelmed and looked
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frightened, so it was impontd for me to try and find a way to connect. | spoke small phrases

in Urdu, and it made her smil e, aQormhecting r b od
with people across cultures is something that has always been important to me and still remains

to thisday. | believe this to be a very important skill across all psychology disciplines and
therapeutic settings, particularly in the case of Health Psychology when targeting health
inequalities. | learned so much from spending time with people from diffetdtures and
backgrounds; it taught me to never assume, to be comfortable with not knowing or

understanding, to be more open, and effective communication across language barriers.

Group work

| learned a lot about group work as this was the first tihaglicreated and coordinated a course
independently. I reflecton 0 f Se p t e nitfoend it dffizult & contiol the direction

of the session today because we were in a really small room with poor layout. This session has

left me with a lack of edidence in my abilities to deliver these sessions and, on a grand scale,

| 6m questioning whether | wil/|l be Fgomohs enouc
session | learned the following points as the reflection contifiu€sp om f acidial.t i es a
The room must have the following: plenty of space, a projector, comfortable chairs set up in a
semicircle, be at a comfortable temperature. Today it was overcrowded, hot and stuffy with

no projector and chairs albver the room in no orderly fashioRlus, | did not have adequate

set up time. The following week | asked to not be in that particular room, and | will make sure

I am there at | eastRealmg thraughrthis lbeBection, lecantséeethe s t a r
experiential learning taking pla¢eere as | now take my group work coordination skills as a

given. | now recognise the extra preparation involved for basic requirements of a group session.
What shines through is my resilience and tenacity despite setbacks, and my ability to recognise

andadapt to new challenges which | owe to consistent reflection.

More tests of resilience

In December 2018 | discovered that my placement had to end because of funding cuts. Not
only had I lost a job | cared about, working with the people | had built sfroofgssional
relationships with, but I also had nothing to show for my first year of being on the doctorate. |

did not find another placement in time for leaving in March 2019 which forced me to pause the
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doctorate. | felt like a failure. This was a vestyessful time for me. However, | decided to

spend the final few months making the most of ending the professional relationship with
participants | had supported. | reflect dhaf February 2019 Si nce | was def i ni
at the end of March, | spgsome time closing my support with the clients that | had worked

with over the years. It was a great exercise and | felt that | was getting closure as well as the
clients. It reaffirmed the impact | had made in my time here and | felt proud of thehaoik t

had done. I have grown as a professional i n
piece of work for the doctorate, | have maintained thorough professional practice which is a

l arge runni ne cpimpest @y cy e v a Emyagositive outlood addn  p r o u
how | remained professional until the very end. It was important to retain a good working
relationship with my previous employer and | feel like | demonstrated professionalism as a

character strength even when faced with adversity

Health and Wellbeing Adviser Role at an Employment Charity
Trauma informed practice

The most important learning about professional practice that took place when working at the
employment charity placement was the biopsychosocial impact of trauma on individuals and
health and social care systems. Most of the participants at the emplogtmaeity where |

worked struggled with readjusting to a single or, more often, series of traumatic events. Post
Traumatic Stress Disorder (PTSD) has strong links to-teng and chronic conditions

(LTCC), and it is within the scope of Health Psychologyb® aware of the practice
implications and the impact on health and wellbékraitti & Anda, 2010; Maté, 2022; Pacella

et al., 2013)1 reflected on thé4" of August 2020fi | n my experience wor Ki
supporting survivors of abuse, it was obvious that | would be exposed to PTSD. However,
nearly every person that walks through my door in jiblishas both a longerm and chronic

condition and underlying trauma. Fr om t hi s pl acement I l ear |
informed practice mainly around diffusing states of hyperarousal and psychological distress,
somatic exercises for disassociationgefive communication, tailored advice and guidance

and appropriate referral€orrigan et al., 2011)



Group behaviour change intervention and teaching and training

Within my role as a Health and Wellbeing Adviser, | would deliver group sessions as well as
oneto-one appointments. Having conducted three group sessions per week for six months in
this role, | had more confidence in my group behaviour change interveindios | decided to

dovetail this piece of work to write up as the teaching and training series also. As AOVID
spread across the globe in March 2020, ways of working had to be adapted. This meant that all
faceto-face group sessions were suspended.nméyager asked me to provide support my
colleagues because of the stress and low morale due to the pandemic. Because of the remote
delivery, | did not have to arrange room bookings, transport or lunch, which took a lot of stress
out of it for me. Furthermey, | did not have any concerns in terms of technology, since all staff

had been having telephone conference meetings three times per week as standard since our
team was split between five offices across a large county. Thedek series was named
Wellbeing Wednesdays, it ran smoothly and received great feedback. | reflected"on 16
Oct o b e rTelgpoBeldelivery was perfect for this intervention, and | also enjoyed it much
more than had it been fagde-face. It worked really well under the circumstascé have

learned that | do not like conducting fateeface group work and will avoid it in favour of

virtual sessions unless absolutely necessary.My o0 p i n itodace gmoup wbrla stile

stands; however, | do know that if | need to conduct-fedace group work in the future, |

will not organise or conduct it alone and | will allow for more time to prepare.

Selfemployed Coaching Business, Mindbody Coaching
GDPR

| reflect on the first week of being sa&fnployed on the'®of November 2020il st i | | dono
have any regret about going selinployed and leaving employment when | did last week. |
managed to configure and secure all my IT settings today. This is something that was always
going to take a lot of patience and spare time to organiseedihad to learn all about data
encryption and best methods of keeping my work on my personal computers protected from
malware and viruses as well as data protection breachesDat a protecti on i s
in ethical practice, so before | could begin to start working for myself, | knew that my home
computers needed a security chegk | changed all my passwords and set up-step

verification with onetime passcodes, dmloaded a new and more secure browser with strict

security settings, and | minimised the risk of storage for my client session notes. Deciding to
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keep all records online, | found what | believe to be the most secure way to store my client

notes to the bé®f my ability and resources.

| continue the reflection from thé"®f November 2020 1 have i mpl emented ml
barriers across different software providers and made use of encryption. For example, | do not
share my computers with anyonenity home and | use Apple, so my primary data is within
iCloud known to be secure with addedt2p verification. | encrypt my files on my desktop for
further security with Boxcryptor. The software does not hold any information about user
passwords. Furtherore, all the passwords to access the separate accounts are randomised
and are different from each other and the Boxcryptor also ketej2verification with onéme
password. All the passwords are written on paper and are always kept within my house in a
locked desk drawer. So, | feel comfortable that data protection breach is minimised to the best
of my ability and Wihanpadiinaptate reminds ime aJliktle of thev. o
COVID-19 safety measures. | once saw a diagram of slices of Swisg tbeesnonstrate that

no safety measure alone is watight or without holes but when you stack them together, it
becomes more difficult and less likely that an intruder will get through each h&eason,

2000)

The feeling of competency

| enjoyed the on¢o-one behaviour changetervention (BCI) competency piece the most and

it was the first opportunity to showcase my d@a@®ne professional practice. Three main

learning outcomes emerged during the-tmene BCI, confidence in planning and delivering
psychological interventiongdentity as a trainee health psychologist, and overall impact of the
intervention. | reflected on 80of April 2021,i1 f eel that | could tran
ACT weightmanagement intervention for a future client. | can get overexcite@ iplémning

stages, and | end up having too many activities for a singlehtwo session. It is better to

have more activities planned; | just need to remember that | do not necessarily need to cover
everything if time does not allow it. | feel my timimgh get better the more experience | have

of delivering them, al/ I need Reftectidgonthis pr ac
entry, | realise how much | have grown in confidence. | used to over plan and, in turn, overwork
myself and now | sem to have a balanced mindful approach. I am still diligent with my practice

and forensic with administrative duties, but | feel that | have finally reached that feeling of

professional competency, confident in my own skills.
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From my communitybased plaagments in charity sectorsand as agelhp | oyed busi ne-¢
clear for me to see my value as an imminent Health Psychologist. My skills in working with
vulnerable and diverse populations, group work, GDPR and character strengths of resilience,
tenacity ad open to opportunities. | feel that | have potentially gained more experience by
working across diverse community settings as | have continually reflected on my strengths and

weaknesses throughout.

Theme 2:Professional Communication and\etworking

Building professional relations has been a rewarding and fruitful endeavour as | managed to
secure both placements through professional networks. | completed the consultancy
competency for a weigithanagement service which was well receiveaflected on ¥ of
October2020iil f ound over the years that networ king
done so quickly, so after only one prior phone call and a few emails with this contact, | was
pleased to have built up a gowdpport. | assessed their needs of training through some
background information that | gathered on a call with my contact today so that | could evaluate
whether it was feasible for me to do and, if it was viable, at what level to pitch the teaching.

| cansee my ability to be opportunistic, constantly making use of professional communications
with connections. | am always looking for opportunities to connect and through my experiences
on the doctorate | have developed my communication skills by compasdistening, asking
openended questions, paraphrasing, and mirroring. | also have a natural aura of enthusiasm
that has always been part of my character, so | find it easy to build up a rapport with most
people. Effective communication is vital for HéaRsychology professional practice because

it can generate opportunities for partnership and multidisciplinary team working.

My professional communication skills were extremely beneficial when recruiting participants
for my quantitative research studylassed all the resources available to connect with cardiac
rehabilitation phase 4 community groups across the UK. An entry from my research

commentary in January 2022The social media promotion has been quite a development for

because before conductihghi s research | didndét have a goo
and marketing for my coaching business. How
online communications skills I 6ve |l earned ov
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well. | feel that | now have a great network of relevant connections across the whole of the UK,
and it feels really good, it feels | i ke 1 &m
heartdiseasé. The skill s | r e f e differen platfoenms efor exangple,t o n e
Facebooks less formalLinkedInis more formal and aimed at professionals. | also contacted
phase 4 cardiac rehabilitation groups MiakedInand found the register of BACPR registered

groups and contacted them via ehaaid a follow up telephone call. | managed to link into

some large groups in the Northeast that were heltimbs per week with 280 people per

session which hugely impacted on data collection. | am immensely proud of what | managed

to achieve with theesearch competency; all the patience with preparation and planning paid

off.

Professional communication and networking have always been core strengths that will continue
to grow. | must be mindful of my tendencies to be overenthusiastic about meetipgoge,

so much so that | can over fill my weekly schedule and can burnout easily from social
interaction. This is something that | will continue to reflect upon and will hopefully resolve

once | am in a period of stability and routine.

Theme 3: Continual Professional Development

As stipulated by the British Psychological Society (BPS, 2017) and The Health and Care
Professions Council (HCPC, 201&8PD has been an integral part of my training and has
afforded me the multidisciplinary skills that complement my practice.

In order to be competent in dealing with participant issues | faced whilst working across
placements, | decided to undertake tirgnin the areas of counselling skills, working with
people with trauma, Acceptance and Commitment Therapy (ACT), yoga, advance fitness
instructing for people with health conditions, including cardiac rehabilitation, and Clinical

Hypnotherapy. Table 1 betofor details.
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Table 1

Continual Professional Development

Type of training Duration Training provider
Counselling Skills Level 2 (2018) Distance learning 120 hours. Bridgewater and

Taunton College
The translation of evidence pwactice: 1-hour online workshop BPS

development, delivery and evaluation of
interventions targeting weight management
behaviours using psychological evidence, theory
and methods (2018)

Body-based Therapy for Refugees and War Trau Oneday workshop Professor Peter

(2018) Levine

Working within the window of tolerance. How to  2-hour online workshop NICABM

help a person regulate from hyper and hypoarou

(2018)

Fitness Instructor Level 3 (2019) 10-week course Active 1Q

GP Referral Fitass Instructor Level 3 (2019) 6-week course Active 1Q

Cardiac Rehabilitation Specialist Fitness Instruct 8-week course BACPR

Level 4 (2019)

Yoga Instructor Level 3 (2020) 200-hour course YMCA Fit

Introduction to ACT (2020) Oneday online Contextual
Behavioural Science

ACT Introductory Course BPS Approved (2020) Two-day course Professor Nuno
Ferreira

Certificate in ACT BPS Approved (2020) Two-day course Professor Nuno
Ferreira

Clinical Hypnotherapy Practitioner Twelve-week course NCCH

Certified by the CMA and BAH (2021)

Note.National Institute for the Clinical Application of Behavioural Medicine (NICABM), British Association for
Cardiovascular Prevention aikhabilitation (BACPR), Complimentary Medicine Association (CMA), British
Hypnotherapy Association (BHS), Northern College of Clinical Hypnotherapy (NCCH).

Research and training on supporting with people with trauma for health and wellness outcomes
in my first placement led me to understand the value of practical-basgd exercises and
movement to help regulate distress intolerance and theflight-freeze respongglassen et

al., 2021; Cramer et al., 2018; Oppizzi & Umberger, 20E8jthermore, trauma is an extreme
stress response, and the discipline of Health Psychology is dedicated to stress management in
research and practice across all health conditions and behavioural oufiboakeset al., 2004;

Heine & Weiss, 1987; Schultchen et al., 2019; Slavich, 2026jlect on 18 of August 2018,
ALear ni ng ab o u-asddimethodseofwvorkgwiih dagticipams with trauma. |

have been drawn to researching on what-satployed therapists do in their practice, since

they have to make it work otherwise, they wo
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get a bad reputation very quicklfyi what ever they were doing dic
about the somatic approach which appeals to my health psychology approach since it takes
into account both the mind and body in reduc
Reading that entry, | realise how much | was yet to learn, and how much | know now. | can see

my thirst for knowledge and answers, and this shaped the CPD training | completed.

| reflected on 2% of August 2018 What | am | ook i n pgroathestohalp e t he
me with health behaviour change interventions. | want to know what works. Because right now,

| 6m not feeling confident in my capabilities
mysteries of t Heigreflpd®uwas a thepverg lweginniageof my training,

and | struggled to finance CPD. | was frustrated at the prospect of finding the money for courses

that were the same price and commitment as one year on the doctorate. Eventually, | found free
online CPD andunding information in the form of Advance Learner Loans which helped fund

my CPD. Looking back | would have liked to have come across ACT and Clinical
Hypnotherapy sooner. | feel like it would have given me more confidence in psychological

intervention sHis early on.

At the time of conducting the Halo Exhale programme in my first placement, | had to hire a
yoga instructor to teach one of the sessions, despite having already practiced yoga in my
personal life for a long time and being a fit and active@er| reflected on'Sof November
2018,iToday | hired a | ocal yoga teacher becau
movement based I|ahgm@actca persan artdiso/my tagk.ofgpractical skills
frustrated me. This led me to wrthke a series of fitness instructor qualifications which taught

me a lot about group work, basic behaviour change skills, and health and safety. The GP
exercise referral fithess instructor course introduced me to contraindications and recommended
exercies for specific health conditions such as COPD, mental illness, orthopaedics,
osteoporosis, arthritis, diabetes, hypertension, and heart disease. From this | decided to take
further training into cardiac rehabilitation as my interest for working withpibysilation grew

due to Health Psychology being highly applicable and benefi8egady et al., 2007; Dendale

et al., 2005; Mir, 2019; Petrie & Weinman, 2006)nally, yoga teacher training taught me
fundamental aspects of a slower paced trauma informed group exercise with advanced

mindfulness tehniques.

| realised early on in the doctorate that | was seeking a behavioural therapeutic model to
compl ement the Health Psychology ap(ayesach an
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et al., 1999)| decided to train in ACT because of the evidence base and practicalities of use
with permanent issues such as a diagnosis of L{l&yes et al., 2012; Hayes et al., 1999;
Zhang et al., @18). Unlike traditional Cognitive Behavioural Therapy (CBT), ACT encourages
the participant to accept negative or unwanted situations instead of trying to control, eliminate
or avoid the issuéHayes et al.2006; Hayes et al., 2012; Hayes et al., 1999; Zhang et al.,
2018) I find this approach more empowering for the participant and the BPS approved training

gave me a deeper insight into advanced level health behaviour change practice. | reflected on

12" of October2020i I n t his week | am undergoing |ive
nervous to speak within the group and just keen to sit back and learn what | can from the other
professional s. I t6s good t o idhlpapmicablent@ahealth hi s m
behaviour change. I t 6s al so given me a Ccon

i nt er v erhetldarmimgghatdook place on this course was significant and it shaped my
remaining competencies and practice. | now havegklbvel knowledge in ACT in both

research and practice.

Clinical Hypnotherapy is practiced by qualified Health Psychologistsn et al., 2020and

from a research perspective the evidence is growing for health behaviour change such as
smoking cessatio(Barnes et al., 2019)veightmanagemert Er Kk an & FEFndkskap, 20 2 (
outcomegChamine et al., 2018Furthermore, it is used to help manage long term and chronic
conditions such as Irritable Bowel Syndro(Keouwel et al., 2018)pain(Elkins et al., 2007)

and cancefAgarwal, Ruggles, Elanko, Elanko, & Powell, 201B) addition, it is useful for

treatment related anxiety, needle phobias,gmerative distress and pegperative pain which

are major issues in healthcdfeggarwal, Ruggles, Elanko, Elanko, & Willis, 2019; Lind et al.,

2021; Moreno Hernandez et al., 2022)ompractice, | knew that participants with underlying
trauma werenod6t comfortable with standard r el
is a talking therapy and mindfulness is a core component, | felt | needed an additional approach

to work with peote who find it difficult to relax or have spent a lot of time talking around their

health behaviour change, this is why | trained in Clinical Hypnotherapy. | reflectedbof 22
November2021il really | ove Clinical Hegupful thinghoe r a p y

of fer a client that has been struggling with

Theme 4: My Health Psycholoqy Identity
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On starting the doctorate, | had a fiery enthusiasm that extomguishedafter my first year

when | had to go on leave of absence. Since then, | rose to the challenge and undertook
additional CPD training which, on top of fitlme work and doctorate duties, left me feeling

burned out. It was only until | become seihployedhat | truly found my identity with Health
Psychology. | now had flexibility to finalise my competencies and draw together all of the CPD

and experiential learning that took place throughout the placements. | have chosen this
reflection in particular to deonstrate my identification with Health Psychology, as | remember

it as a significant point of no return. On thé"1® May 2021 Iwrotefi| f eel | i ke | a
into the role of a Health Psychol ogi ghat progr
what | do is more participaded with less health and wellbeing guidance. | chose a
Motivational Interviewing approach of resisting the urge to advise on behaviours and
exploring a method in ACT known as creative hopelessness where the clientseinaiust

current solutions to fixing a behaviour. Once this list is exhausted, the client can pivot towards
acceptance. Through this technique the client then takes ownership thatasisdtion and

learning. This is a powerful method and | really see \thkie in it for sustained health
behavi ourlreaisedhatd @praach practice with a maturity and a competence now

compared to earlier reflections of naivety and-gelfibt.

Initially, 1 was worried about my lack of experience in traditionalltheare settings such as

the NHS. | tried many times over my training, with no success, to gain employment within the
NHS, and at the time, assistant psychologist posts were scarce, fiercely competitive and usually
reserved for Trainee Clinical PsycholagisHowever, | was determined to create my own
opportunities and | found that | could demonstrate my skills in community healthcare settings;
from this, | have learned to apply a broad range of skills. Eventually, towards the final months
of my doctoratemy work in the community was one of the reasons that | was hired for my
dream job for the Clinical Health Psychology department in the NHS, provisionally as a
Trainee Health Psychologist for cardiac patients to progress to practitioner status once
qualified. This recognition has strengthened my confidence and identity within Health

Psychology, and | will continue to learn and grow throughout the role.

Throughout the years of sekflection, | recognise that | have strengthened myeprsting
gualities ofcompassion, integrity, dedication, enthusiasm, curiosity, and openness. | still need
to be aware of workfe balance, as my enthusiasm and helpful nature can lead me to take on
extra work. However, | have gained character strengths of resilience, parehaeceptance

through adversity which developed a maturity and an overall feeling of competency. |
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understand that carrying the identity of Health Psychology is strongly linked to my core values
and character strengths and | know that | will continusgofdy my skills and contribute to the

pursuit of health and wellness.
Conclusion

Drawing closer to submitting my entire doctorate, | feel an overwhelming sense of joy, pride,
and relief for what has been an epic journey ofdmslfovery and growth. My dreams are soon

to become a reality for something | thought would never happen. WHoweknew that with

time, patience, and dedication | would get to this point. As | approach the ending of a significant

chapter in my life, | am grateful for the lessons | have learned and the skillset | now have.

| feel competent in delivering for whathave trained so diligently, to inspire, motivate, and
empower people to take control of their health and wellness and to serve humanity in the quest

for quality of life.
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APPENDICES

Appendix A: Consultancy

Appendix Al. Pre evaluation form.

Pre-Evaluation

1. What is your understanding/knowledge of Health Psychology?

My understanding of health psychology is limited in this context. As a business we have
some generawareness and knowledge of common concepts, but not specific expertise
in this area

2. How confident do you feel that you could apply Health Psychology theory to the Four
Ways to Healthy Weight? 0 = not at all confident, 10 = very confident

0 1 2 3 4 5 6 7 8 9 10

3. What is your understanding of empirical research?
Our understanding of empirical research is also limiéggin, we have awareness of
key conceptsbut we have not undertaken a formal empirical research project as a
business previously.

4. Please rate your confidence on conducting empirical research. 0 = not at all confident,
10 = very confident

0 1 2 3 4 5 6 7 8 9 10

Thank you



Appendix A2. PowerPointSlides delivered and given to the client on conducting empirical
research for their weighthanagement intervention.

r

Conducting Empirical Research

Alex Robson
Heaith Psychologist in Training at Liverpoal John Moores University
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Empirical Research:

“is based on observed and measured phenomena and derives knowledge from actual experience rather than
from theory or belief” - Pennsylvania State University 2020

Key characteristics:
* Clear research quastion supported by relevant literature
* Population, behaviour of phenomana in question
* Detmiled description of the process so that someone could easily replicate and find the same results
* Usually written in the IMRaD format - journals can specify variations.
* Introduction
* Methodology
" Results

= Discussion

Steps for conducting empirical research:
Define the purpose and rationale

Supporting thaory

Hypaothesis (research question)

Methodology (design, sample, measurement) GllEStiUl'iPl’U
Data cellection (intervention, coding of data onto 5PS5)
Analysis

Conclusion and write up

Mo A kW R —
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Data Collection:

* Quantitative method involves a large e, it's quick and easy to collect and
aims to answer a set of pre-determined questions. Quantitative data is usually
numerical from a measurement using an instrument or questionnaire with a '
specific rating scale. =

“fa

Qualitative method Iy involves smaller sample and explores a deeper level of
information, usually collected by interviews. Results will usually be descriptive
rather than predictive, e.g., single case study.

Types of research design:

Secondary and pre-
appraised

) Randomised ]
Quality Control Trial

Primary
Cohort Studies studies
Observational B
Case Control Studies

Case report or Case Series

\
/ \
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VYariables

* IndependentVariabla {IV) is the thing that the experimenter changes or controls. |t is assumed that it is not affected
by other variables, e.g., age and eye colour, but it is tha thing which is being tested as having a direct effect on the
dependant varizble. They can also have levels or conditions, see below for example.

* Dependant Yariable (DV) is the thing being tested usually by an outcome measurement e.g., the Self-Efficacy Scale.

Both variables will be outlined in tha research question.

Weight management programme (I¥) and total weight lost in Kg (DV)

Some studies have multiple variables:

Experiment (IV]) Time (IV2)
Level | = weight management Level | = pre measures of all DYs
Level 2 = control group Level 2 = post measures of all DYz

Waight measurement in Kg (DY 1), waist circumferance in cm (DV2), WEMWES score (DV3)

Validity: Face Does it appear to test what it | Can a lay-persen understand?

validity aims to measure? |s that clear!

Construct | Does the test relate to theory! | Literature review

validity

Internal Is the relationship causal? Threats to internal validity exist whenever there may be an
un-controlled ‘extraneous’ variable that contributed to the
results of the study:
* History
*  Maturation
*  Test-retest bias
*  Instruments
® Statistical regression
* Selection
* Mortality
*  Interacticns

External Does it generalise to other Threats to external validity exists when the conditions in the

populations, cultures, times! research design are not generalisable to the real-world

* Sample selection bias
* Intervention conditions
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Reliability:

Owver time

Test-reest reliability:

Is the measuremeant ‘smndardised’ e.g., has ic been used over muldple sodies
with different populations? If yes, then it has good test-recest reliability

Mot to be confused with test-recest bias*

Across items

Internal consistency: Has the measurement been used across a large
sampe? Lise of a standardised and eswablished measure is recommended. Simple
reliability vests of Cronbach's alpha can be fownd in publicadons wsually
reporoed as ‘o = @'

o= .9 excellent

a=_8 good

o = .7 guesdonable

o <4 poor

Across researchers

Inter-rater reliability: more prevalent in observarional soudies eg. judging
arowork.

Reliable
Mot valid

O
L .

Low Reliabilicy Mot reliable Reliable

Lovw validity Mot valid Valid
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Analysis:

Depends salely on the research question and design but for the study in question these are the types of things that need to be
investigated:

l— Sradistical Machods l
Descripdve Statistics Inferendal Scatiscics
Univariae

Mormal Disoribution
*  Shape l
*  Cerire
: SP"‘ﬂd . Hypethesis testng'significance {p value)
B « " ANOMA fanalysis of variance)

I

Post-hoc analysis® only if appropriate for the
data chat you found in the AMOVA

It is recommended that you use SPSS software to analyse your data, guidance can be found in textbooks and YouTube.

Analysis:
AMNOVA - Statistical method that describes the effect of muldple IVs which have levels (pre & post/ control &
intervention).

= A one-way ANOWA has a DV (weight in Kg) compared to at least 3 levels in one other IV (pre, post & follow-up).
With a one-way ANOVA you would miss out the comparison of the 3™ [V — intervention vs control.

= A two-way ANOVA is conducted when there is a DV (weight in Kg) compared by more than one IV with
multiple levels (pre, post & follow-up ANMD control & intervention greup).With a twe-way ANOWVA, you will be
able to compare the weight measurements between groups against time.

You typically run separate analysis for each of the DVs.
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Further guidance:

*= |If in doubt find a similar study that has the same research design (RCT with twe-way ANOWVA) for guidance en
hew to report findings in the write up.

" |¥s are sometimes known as ‘factors’.

= DVs are sometimes known as ‘continuous response variables'

Recommended reading:

* Forshaw: Easy Statistics in Psychology ISBN-10 : 1405135579

* Jones and Forshaw: Research Methods in Psychology ISBM-10 : 0273737252
= British Journal of Health Psychology

*® [nternational Jeurnal of Health Psychelogy
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Appendix A3. Post evaluation forms.

PostEvaluation

1. What is yourunderstanding/knowledge of Health Psychology?

My understanding of health psychology laprovedsignificantly as a result of
working with Alex. Alex was extremely knowledgeable and supportive with us in
taking us through the concepts of health psychotgyhow it could be applied to
our programmes.

2. How confident do you feel that you could apply Health Psychology theory to the Four
Ways to Healthy Weight? 0 = not at all confident, 10 = very confident

0 1 2 3 4 5 6 7 8 9 10

3. What is your underanding of empirical research?

Again, due to Al exb6s patience, diligence
increased significantly. Alex has taken time to talk us through how to conduct an
empirical research study and has developed a truly excellentpldor us to follow.

4. Please rate your confidence on conducting empirical research. 0 = not at all confident,
10 = very confident
0 1 2 3 4 5 6 7 8 9 10

5. Please rate your overall satisfaction with the consultancy service provided.
0 = not at all satisfied, 10 = very satisfied
0 1 2 3 4 5 6 7 8 9 10

6. Please comment on the delivery of the consultancy service provided.

The quality of the consultancy was elent. Alex approach the project with us in
supportive and personable manner which led to us developing a really good working
relationship. We have felt supported through the whole process and have really
learned a lot from working with Alex, in a relagily short space of time. Thank you!

7. General comments and suggestions for improvements.
Very happy with the service from Alex who has shown that she has the knowledge,

experience and enthusiasm to achieve what she wants to. Thank you for your hard
work and support.



Appendix A4. Additional written feedback.

We started working with Alex a couple of months ago as we required her support and expertise
to help us to plan a control trial for a new weight management product we are in the process
for developing. Our objective was to develop a trial strategy thaldwemable us to evidence

that our product supports Participants to lose weight and to make some positive, healthy,

changes to their lifestyle.

Alex worked with us over a number of sessions to map out our requirements, understand what
we were aiming to adbve and create and develop a clear set of protocols for our trial. Alex
was patient, understanding and took great care to develop a clear, concise set of protocols that
provided us with a pathway for running our own trial. Alex then presented thesegisdtoc

our working group, was able to answer our questions confidently and supported our internal

decisionmakingprocess.

Thanks to Alex, we now have a clear strategy for our trial and are looking to implement the
trial as soon as we can. Alex also coetetl a literature review for us in the subject area, which
helped us understand the context to our product and it helped us to refine the aims and
objectives of the service. Alex was a pleasure to work with and her expertise was invaluable to

us being abléo move forward with the project.
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Appendix A5. Final consultancy report given to the client to outline key points delivered
during the project and to summarise recommendations for their wegyigement
intervention.

Consultancy Report

Introduction

Reed Wellbeing have designed a twelweek weight management programme designed by
their health coaches and clinical lead through on the ground practical knowledge. The health
coaches have training in nutrition and physical activity and have valuableemqgaewith

working within their community. Reed Wellbeing have run weight management programmes
in the past with success but have not yet captured the in(uaditth October 2020 the
consultant, Alex Robson, produced a health psychology weighagemerintervention

research protocol and delivered-adur video call training meeting on conducting empirical
research held online to inform three members of staff at Reed Wellbeing including clinical
lead and health coacReasons for conducting empirical @asch are the following: to

highlight potential improvements to be made to the existing programme with scientific
precision; to contribute to health psychology evidebased practice and showcase the work

of their health coaches; to provide high standgasidence for funding opportunities.

Method
With an extensive background in health psychology, the consultant provided the client with

guidance on how to capture the impact of the weight management programme with empirical
research methods$his was to be delivered in the following format, a written research

protocol also to be presented via a-twair training video call including a A&inute
PowerPointpresentation on conducting empirical research. The written research protocol

contains tle most up to date research around health psychology theory relevant te weight
management interventions, including critical
(1968) Social Cognitive Theory, and Theanstheoreticallodel of Change. There willeba

specific mention of the role of emotions on health behaviours which is often not accounted

for in traditional weightmanagement theory and interventiéurthermore, in order to act

upon guidance shown in the research protocol -mibbite PowerPointpresentation on

conducting empirical research was delivered.



Pre and post questionnaires were collected t

the subject and to validate the consultancy provided.

Results:

There were three attendees, as expected, on the video conference call. They gave verbal and
nonverbal signals of understanding and had conversations amongst themselves in agreement
with the points discussed in the presentation. At the end of the sabspmonfirmed their
understanding and had very few questions, but their conversations were more of a motivated
tone. The prequestionnaire demonstrated the level of understanding a health professional would
have around the subject of health psychology tlxedscores increased by post intervention
measures. The feedback gi ven further val i d

perspective in that the work provided was impactful and what the client requested.

Conclusions:

Overall, the process was a dosive experience from both the
perspective, demonstrated by the post evaluation scores and additional written feedback
received, sedppendixA4. The client was happy to stay in contact for future opportunities to

collaborate oncagain.

Recommendations:

Community weighimanagement interventions typically work in line with the NHS Tier 2
recommendations for practice such as health information and basic behaviour change theory
such as the Health Belief Model. However, as discussttk research protocol, these
communitybased weighthanagement interventions are not as successful with sustained
behaviour change. In order to account for the limitations of NHS Tier 2 level community
based weight management interventions, such &ofagustainability, it is recommended

that Reed Wellbeing use elements from NHS Tier 3 weight management programmes that
include a health psychology informed approach accounting for the role of emotion on health
behaviours. Furthermore, it is recommentteat a neuropsychological and behavioural

approach to weight loss is incorporated in order to account for the emotional processes that
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can impact the sustainability of weight management behaviours. Literature to support this
rationale is provided in the giocol such as the study by Felitti (1998) who found a

staggering number of clients at an Obesity clinic had Adverse Childhood Experiences (ACE).
Therefore, weighinanagement interventions should contain an evidbased psychological
element from a traed professional to ensure emotional regulation and promote sustained

weightmanagement behaviours.

Finally, the research is to be designed empirically using the format and guidance provided in
both the protocol and tHeowerPointpresentation. The data captured will hopefully provide
evidence that is useful to Reed Wellbeing to guide future interventiot impact weight
management in the community, to showcase staff expertise and to secure funding to impact

wider populations and contribute towards lowering obesity antdadid disease.
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Appendix B: Teaching and Training

Appendix B1. Multiple choice preand posiquiz questionnaire given to participants before

and after the teaching series Wellbeing Wednesdays.

Multiple choice questionnaire on mindfulness.

1. When practicing mindfulness, what is the best posture to adopt? (tick 1)
a. Sitting upright
b. Lying down on your back
c. Standing up
d. Lying on your side

2. Who should not practice mindfulness unless cleared by a healthcare professional?
(tick 2)
a. Someone with unprocessed psychological trauma
b. Someone with controlled and stable diabetes
c. Someonevith Chronic Obstructive Pulmonary Disease (COPD)
d. Someone with a headache

3. Why is it important to have a good spinal posture when practicing mindfulness (tick
3)

To reduce the capacity of the chest cavity

To reduce risk of muscle and joint strain.

To increase capacity of the chest cavity for lungs to expand

To improve hearing

To easily remain still with neutral balance

To increase risk of falling

~® o000

4. In relation to work, mindfulness can help you (tick 2)
a. Read faster
b. Double your memory capacity
c. Increase focus and ignore distractions
d. Increase your confidence
e. Build resilience to stress

5. The vagus nerve is attached to many parts of the body, but what is its main purpose?
(tick 3)
a. To relay information from the brain to the body only
b. To relay inform#éon to the body to the brain only
c. To communicate information between both the brain and the body
d. Regulates the rest and relaxation response
e. Regulates the stress response
f. Regulates heart rate, blood pressure, sweating, digestion and speaking.
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6. You can ben a rest and digest (relaxed) response and fight and flight (stress) at the
same time (tick 1)
a. True
b. False

7.1t06s best to practice mindfulness (tick 1
a. Once in a while
b. Only when stressed
c. Only at home
d. Regularly and consistently

8. Tick all of the mindfulness activities
Gratitude

Walking

Journaling

Meditation

Breathing exercises

Yoga

Body scan

Grounding exercises

All of the above

~Se@meao0oTp

9. Pranayama is (tick 1)
a. A madeupword
b. Yogic breathing exercises
c. Aterm for yoga postures
d. A part of the brain

10.What is the aim of breathing exercises such as 2:1 ratio breathing (tick 2)
a. To increase the heart rate and increase respiration
b. To decrease the heart rate and decrease respiration
c. To activate the relaxation response
d. To activate the stress response
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Appendix B2. Participant feedback forms for Wellbeing Wednesday

Evaluation form

Please tell me about your experience of Wellbeing Wednesdays using the form below.
1 = Strongly disagree, 2= slightly disagree, 3= neither agree/disagrestightly agree, 5 = Strongly agree

1.

| enjoyedWellbeing Wednesdays
1 2 3 4 5

| learred about ways to improve resilience to work stress
1 2 3 4 5

| am happy with theontent provided

1 2 3 4 5

| am happy with the deliverpf the sessions
1 2 3 4 5

| feel like | could implement mindfulness practices covered in Wellb&legnesdays
to increase resilience to work stress
1 2 3 4 5

If yes, please explain what ytwavel e ar ne d é

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

Eeéééeéecéeééeééecééeceééeecéeeceéeecéececéee.
If there was anything you would change about the sessions what would it be?
Eeéééééecéeééeceéécéécéécééeeceééeecéecéece.
Do you have any further feedback?

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

eeeeceeeeeeeeeeeeeeeeeeeeeeeeeeeecee.

Thank ya
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Appendix B3. Wellbeing Wednesday Scripts for weaekseto ten

Session Oné Introduction to Wellbeing Wednesdays
Welcome to Wellbeing Wednesdaiysa tenweek step by step programme combining

carefully selected mindfulness activities to help you increasiéence to work stress.

The main activities will be around mindfulness as | invite you tbagk,and | will guide
you through each practice. You dondt need a

eyes if you want to. You can also keep therarofh you feel more comfortable.

Please remember that my guidance is always an invitation to practice and not a command.
Only participate in what feels comfortable for you and you can get up, stretch and walk

around or even leave the practice if you ntedo so.

Please note that mindfulness practice can bring up unpleasant, strong and painful thoughts,
emotions and memories, this is normal. You may feel relaxed at certain points too and this is
normal. The aim is not for relaxation, it is to train brain and increase your ability to be

aware of the present moment. Il tés harder tha

the next 10 weeks you will develop this skill to help you with stressful situations in the

workplace.
So,get comfortable n your chair and | 611 explain a |it
we ol | begin our first practice.

What is Mindfulness?
Sometimes known as meditation, mindfulness is the practice of mental focus and
concentration on a particular activity. Weitraur brain to focus on a neutral stimulus, such

as the breath, to help connect to the present moment.

By focusing on what weodore doing and not | ett
is why it takes practice. The mind will always wantmander, just as the heart beats and the
l ungs inspire. And thatodos okay. When it wand

bring our focus and attention back to the mindful activity.
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This is whatodos known as b eigthatwe are noththenkilyp r e s e n

about the past or the future.

If we have had a stressful morning or have some important tasks to do after the mindfulness

session, know that you can put them aside for just 30 minutes.

With consistent daily practice, youcanar t t o f eel the benefit. TF
experience daily stress, you will, that is life, but what you can do is react to stressors in a

more constructive way. As you will learn, all emotions no matter how unpleasant are valid

and i t &stoackmpviedge them, but then we let them go.

When we relax it gives our body and mind a break and helps us to understand things with
more clarity. It also helps with physical health conditions because stress can interrupt

digestion and the immune system and our ability to fall asleep.

Onefinalthngii t 6s easy to get competitive with our
webre doing it wrong. Just remember practice
bring up emotions and memories out of nowhere, there will be practices that will be

fustrating, you will feel | i ke wvgong,anthg up. Ke e

tomorrow is always another day and another opportunity to practice.

With that, |l et 6s get started with our first
Every practice we start by aligning quosture, keeping our spine nice and straight and our

front soft but open. This is to allow our body to breath easily and maintain comfort during
practice. We create space between the shoulders and the ears. Letting them feel heavy and
dropping down towardthe earth. Hands rest gently in the lap. We can put them in this

position if it feels comfortable, just chose a natural positioning where you will not feel

inclined to fidget.

Remember that you are in a safe space where you will not be disturbedriext!3®
mi nut es. I f it feels okay for you to do so t
breath in through the nose and out through the mouth. If closing the eyes feels uncomfortable,

we can keep them open slightly but gazing down towards thie ea
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A

Begin to notice the breath. See where iIitodos a
Notice the sensations of the breath as it enters the nose and travels down through the throat in
towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

| f yotu kdnoonmd what or where the diaphragm i s,
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for
the lungs to expand into.

As we breathe outhe diaphragm returns to its flat position as it pushes air out of the very
bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So, with that I inviteyou to inhale and feel the belly expand like a balloon.

And on an exhale the air is released, and the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are setluo breathing so fully, but with practice it
becomes easier.

Now | would |ike you to return to a relaxed
slow it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slomg down the exhale as you sink deeper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, yareathe out for the count of 4.

In2, 3,4,

Out 2, 3, 4,

In2, 3,4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually

increases to double the count of the inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,



Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhalktide longer towards the count of 8

In 2, 3, 4,

Out2,3,4,56,78

In 2, 3, 4,

Out2,3,4,56,78

Donét worry about it getting there straight
If your mind has wandered by now, and it probably already has, congratulate yourself for
noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experierces or future events, just remember to draw your attention and focus back to the next
inhale.

|l f you havendét already done so return to rel
wash over you.

Our brain speaks to out body and our body speaks tbraim through our nervous system.

You can imagine our nervous system as small bundles of electrical wires running all
throughout our body, connecting everything in its path.

We can directly affect this system not only with our thoughts (brain to bodyyithuour

body systems (body to brain).

You may know that there are 2 systems within the autonomic nervous system that have
opposite effects on the same organs.

The sympathetic nerve fibres stimulate an excitatory response such as dilating the pupils,
increasing blood pressure and heart rate.

and the parasympathetic nerve fibres stimulate a relaxation response such as digestion,
lowering blood pressure and heart rate.

When we breath the sympathetic nerve fibres increase the heart rate and dilatestysetair

let air flow easily to our lungs as they expand.

When we breath out the parasympathetic nerve fibres decrease the heart rate and constricts
the airways to allow the used air to flow freely out of the lungs.

So,bas weobre br eat ldymsglwaysresponddhg.out , our b

OQur breathing directly effects other organs

in the gentle movements and rhythm of being.
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So,with that | invite you to think about all of your wonderful organs including thim baad

how theydre all connected and communicating
Now take a deep inhale in through the nose and out through the mouth.

Allow yourself to become aware of the support of the chair your sitting on and your feet on

the gound. Become aware of your surroundings and gently flutter your eyes open and return

to the room.

Take a few moments here to reflect on todayo
Would anyone like to share their experience?

See you next time faession 2 where we will be exploring the nervous system in more

depth.

Session Twa The Vagus Nerve

Today weo6ll start by aligning our posture, Kk
soft but open. Creating space between the shoulders anarshéiands rest gently in the lap.
When youdbre ready close your eyes and weol |l
See where i tos at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

|l f you dondét know whatosrawhkeae thendsheét ag
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat posisoit pushes air out of the very

bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expékd a balloon.

And on an exhale the airisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fully, but witte prac

becomes easier.

Now | would |Iike you to return to a relaxed

slow it down



Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sink deapegrirelaxed state.
You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In2,3, 4,

Out 2, 3, 4,

In2, 3,4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.
If you like you can explore lengthening the duration of the exhale so that it gradually
increases to double the count of thieale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8

In 2,3, 4,

Out2,3,4,56,78

In 2, 3, 4,
Out2,3,4,5/6,78
Donét worry about it getting there straight

If your mind has wandered by now, and it probably already has, congratulate yourself for
noticingand simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

|l f you havenét already done so return to rel
Last time we explored the sympathetic and parasympathetic nervous systems and their

opposing effects keeping everything balanced in perfect rhythm

what goes up ost come down

what flows in must flow out
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The two systems cannot be on at the same time. They act as a flip switch between one
response and the other.

Today | want to expand a little on the main nerve responsible for parasympathetic activity,
the vagus n&e.

| f you havenot al r e ddrgnialmenm¢hataunsrfronsosrbiainall i t 0 s
the way down through our throat connecting our heart and other organs including the
digestive system.

This is why sometimes the relaxation response is knaswest and digest as opposing state

to fight or flight.

It is the mindbody connection as it allows for the organs to communicate with the brain and
is a mediator between thoughts, emotions and physical sensation.

The vagus nerve is always listeninghe breath and sends signals to the heart and brain to
respond accordingly.

When webreathedeeply and slowly, it lowers the heart rate. Conversely if our breath is quick
and shallow, this stimulates the excitatory panic response

This is why it is impornt to practice breathing exercises to firstly become aware of our
breathing patterns and to start to change them slightly to alter our physiological state to
promote relaxation.

Slowing down the exhale so that it is longer than the inhale helps toatntluié vagus nerve
which in turn signals the parasympathetic response for the rest of the organs, including our
heart and brain.

Every time we inhale the sympathetic nervous system is activated as the heart rate increases
by 1 beat.

and so is thepposite

Every time we exhale the parasympathetic nervous system is activated as the heart rate
decreases by 1 beat.

By working with these opposing systems, we can play around with it to get our desired
response.

For example, if our inhale is the samedé as the exhale, our breathing is stabilised and
balanced. The level of oxygen and CO2 is equal in the blood.

However, if we slow the exhale so that it is double the length of the inhale, we can slowly
begin to decrease the heart rate.

Tipping the balace of oxygen and CO2 so that there is tegggen,and more CO2 promotes

a relaxed and calm biological state.
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This actually encourages oxygen to the brain and helps us to think clearly.

Although recently proved by modern science, this is not a new concep

One of the central practices of yoga is pranayama, meaning control of the breath and it is
mentioned in early texts in around sixth and fifth century BCE.

Prana (breath) is said to be the life force energy, flowing in and out of our bodies.

It is saidthat the inhale carries an upward curve of energy and has an excitatory response. We
can use an inhale to move our body and prepare for action.

Consequently, the opposite is tiuarthen we exhale it carries a downward curve of energy

and has a relaxing sponse. We can use an exhale to sink into a movement such as a deep
stretch.

So,bear this in mind when you go to open a door, pick something off the floor, or sit down.

You can use the breath to move as well as to relax.

Think of it aedperdomral tranoudligedtsat younchriy with tyou wherever

you go.

Webre going to finish todayds practice with
breath.

Donét worry about feeling or | ooking silly,
to close off our eyes with our fingers and close off our ears with our thumbs. Everyone will

be in their own personal world during the pr
| will demonstrate first and then you follow.

Taking the fingers and placing them over the eyes, | close off the ears with the thumbs. We

take a deep preparatory breath in and exhaling through the nose keeping the mouth closed we
hum for as long as the bredasts. We do 3 rounds of this.

It creates a lovely resonance of sound vibrations in the head and is really relaxing.

When youobre ready close off the eyes and ear
Relaxing the hands back down keeping the eyes closdsijwvith the sensations that arise.

| now invite you to become aware of your surroundings.

Wiggle your fingers and toes and gently flutter your eyelids open and come back to the room.
Thank you for sharing the practice with me today.

Takeafewmomentser e t o reflect on todaydés practice

Would anyone like to share their experience?
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Session Threé Grounding

Today weol | start by aligning our postur e, k
soft but openCreating space between the shoulders and the ears. Hands rest gently in the lap.
When youbre ready close your eyes and weol |
See where itdos at today.

Cultivate an awareness of the sensations of the breath as itthetaose and travels down

through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

|l f you dondét know what or where the diaphrag
the lungs and above tlelly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat position as it pushes air out of the very
bottom of the lungs.

This actioncreates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expand like a balloon.

And on an exhale the airiisleasedand the bell slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fully, but with practice it
becomes easier.

Now | would like youtoreturntome | axed breath but see i f i1t0:
slow it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sink deeper into a relaxed state.

You can stay like this or if you likeoyr can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2, 3, 4,

Out 2, 3, 4,

This soothes ar nervous systems and creating balance and harmony within our body.
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If you like you can explore lengthening the duration of the exhale so that it gradually
increases to double the count of the inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8
In2, 3,4,

Out2,3,4,5,6,78

In2, 3,4,
Out2,3,4,5/6,78
Dondét worry about it getting there straight

If your mind has wandered by now, and it probably already has, congratulate yourself for

noticing and simply draw yadocus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

I f you hadomeso tetura to relaxadlbyeathing as | recap on the previous session.

Last week we spoke about the importance of slowing down the HR to increase the amount of

CO2 in our blood to activate the relaxation response.

We spoke about the vagus nerve pradtieys to stimulate it via pranayama practice such

as the humming bee.

Today webre going to talk about grounding te
|l t6s a phrase commonly wused in science and e
to the earth.

However , dadsapsychotherapeuticieehnique to create boundaries and a sense of
safety and security.

It can help people to deal with dysregulated and overwhelming emotions and anxiety.

If you would like to explore this method, | invite you to take one hand awe pil on the

forehead.

Now place the other on the heart.

Notice how this feels.
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Notice the sensations.

Sit for a while and breathe in the experience and physical sensations.

Now you can take the hand thatés on the fore
Notice how this feels.

Notice the sensations.

Now you can release the hands and place one hand under the armpit and gently wrap the
other arm around you like a hug and gently grasp the elbow or upper arm.

Notice how this feels.

You may be drawn to stroke or tap the upper arm.

Just go with whatever feels good.

You can relax the arms down or keep them where they are and listen to the following words
|l 6d |li ke to share with you today.

The odds of you being born as exactly as ya, are basically zero.

We all wish we could be a different person at some point in our lives but being you is
actually a numerical miracle

Your unique qualities and existence of being exactly as you is the probability of two million

people getting togethé¢o play with a trillionsided dice.

The odds of you being born exactly as you mréasically the same as the odds of all those 2

million people rolling that trilliorsided dice and all having the same number.

That is the chances of 1 in 400 tritio

So next time you look at yourself in the mirror, remember that you are part of the infinite

possibility of the universe and the true meaning of the word, unique.

Now if youodre feeling okay today wedre going
One way tha the other.

Rotate the wrists then the ankles and gently flutter your eyes open.

Thank you for sharing the practice with me today.

Take a few moments here to reflect on today?o

Would anyone like to share their exgence?
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Session Fouri The body scan

Today weo6ll start by aligning our posture, Kk
soft but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.
When youobdre meayYgs camd ewg dlul begin to draw a
See where itbés at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

|l f you donét know whatdésrawhkeate thendsheét ag
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat pasitsit pushes air out of the very

bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expand like a balloon.

And on an exhale the airisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at firselbause we are not used to breathing so fully, but with practice it
becomes easier.

Now | would Iike you to return to a relaxed
slow it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sink deeper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in fdhe count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2,3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.
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If you like you can explore lengthening the duration of the exlwatbat it gradually
increases to double the count of the inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explordengthening the exhale a little longer towards the count of 8
In2, 3,4,

Out2,3,4,56,78

In2, 3,4,
Out2,3,4,5/6,78
Dondét worry about it getting there straight

If your mind has wandered by nowdiit probably already has, congratulate yourself for

noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just rementbelraw your attention and focus back to the next

inhale.

|l f you havendét already done so return to rel
Last week we explored guided imagery and the power of the imagination. Through your

thoughts you careprogramme your subconscious mind to achieve any goals that you want to
manifest, this can be healing deep inner wounds.destélopment or simply to relax.

This week wedre going to explore one of the
suitable br beginners right up to advanced practice.

Today I 6m going to offer to you the practice
If at any point you feel areas that amecomfortablepr you have existing pain in these areas

you can practice dedpeathing butemember in bringing awareness and love to these areas,
sometimes uncomfortable feelings or pain can dissipate and soften.

So,as we begin | want you to draw your focus and awareness to the crown of your head

Side of the skull

Brow

Space between eyes

Eyesockets



Temples

Jaw

Lips

Individual teeth

Gums

Tongue

Space beneath your ears
Neck and throat

Shoulders

Top of Arms

Forearms

Wrists

Palms

Space between finger bones
Tips of fingers

Chest and under arm pits
heart area

Space between the rib cdgenes as they expand and relax on every inhale
Abdomen muscles

Lower spine

Back of the pelvic griddle

Hip joint

Sacrum and coccyx

Thigh bone and quadriceps
Back of legs and hamstrings
Knee joint, the outer sides, inner sides, back and front
Calf bonesand muscle

Ankle joint and top of the foot
Space between the toe bones
Heel and sole of the foot

Ball of the foot

Individual toes

Visit any part of the body that you feel needs some extra attention and with every inhale

soften that area.
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Take a fewmoments here to bask in the total body relaxation from head to toe.

Take a deep inhale in here like a waking breath.

You become aware of the surroundings in the room and the weight of your body on the chair.
Gently wiggle your fingers and wiggle your soe

And only when youdre ready, gently flutter vy

Thank you for sharing the practice with me today.
Take a few moments here to reflect on todayo

Would anyone like t@hare their experience?

Session Fivé Heart-brain communication

Today weodll start by aligning our posture, Kk
but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.
When youdre ready close your eyes and weol |l
See where itobés at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore £nding the breath all the way down into the diaphragm.

|l f you donét know what or where the diaphr ac
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampalineasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat position as it pushes air out of the very
bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling indwards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expand like a balloon.

And on an exhale the airisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding geakly deflating.

It can feel strange at first because we are not used to breathing so fully, but with practice it
becomes easier.

Now | would |ike you to return to a relaxed
it down

Making a smooth transition between the inhale and exhale.
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| invite you to explore slowing down the exhale as you sink deeper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as weount in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2, 3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony witiodyour

If you like you can explore lengthening the duration of the exhale so that it gradually increases
to double the count of the inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2,3, 4,

Out2,34,5,6

In2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8

In 2, 3, 4,

Out2,3,4,56,78

In 2, 3, 4,

Out2,3,4,56,78

Dondét worry about it gettighgnohdaehrexhalest r ai ght
If your mind has wandered by now, and it probably already has, congratulate yourself for
noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over andagagr to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

|l f you havenodot already done so return to rel
Last week we tried out some grounding tegless to help you in your daily life if ever you

start to feel overwhelmed by stress.

In previous sessions we explored the nervous system and how signals can be sent from the
brain to different organs and glands in the body.

This is atwo-way communication
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Today wedr e g oibmigcomnounidaton.k at heart

The heart communicates with the brain as much as the brain communicates with the heart and
we can directly measure this.

Webve all heard of Heart Rat e bBtisamdasunermsenty ou h
for understanding overall health and ability to tolerate stress and think clearly.

If a heart beats at 60bpm, you would assume the heart beats on the second every second.

This is not true, there is variability of milliseconds and delirgg on your stress levels.

If the heartbeat is uniform and are the same length each time this is low HRV. Meaning little
variance.

If the heartbeats are loose and differ each time this is high HRV. Meaning a #otasfces

|l nterestingly, when youére HRV is high and
body is in a relaxed and restful state. Imagine a hippy walking down a road with their arms
swinging by their side in a relaxed and aamform pace. Mellow withoua care in the word

just letting the feet land and arms swing as they like.

If you have low HRV this means that the heartbeats are more precise and uniform, and it is
generally a signal that you are exercising or stressed. Imagine a person with itheiolwaa

rushing to get somewhere and their arms swinging precisely in time with their legs. Like a tight
efficient machine left right left right and so on.

If a person is stressed or overwhelnieghhysically and mentally the heartbeatcan be

effected.

Low HRYV and high stress hormone levels signals a person is in survival (fight or flight) mode,
even when the person is resting.

Meaning the heart and the internal systems are behaving like the busy person trying to get to
their meeting even though the badyat rest on the outside.

This is very consuming on the body and can result in various mental and physical health
problems.

How to work with it i's through what youor e
practices with breathing exercises, and $ympaying attention to the internal systems.
Checking in on whatodéds going on and channel i
sunny street.

If you want to explore this further, you can find apps and tools to help you monitor your heart

rate variabity.
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So, with that in mind | invite you to take your hand and place it over your heart and take a long

slow inhale in and exhale.

And on the next inhale fill your heart with appreciation and gratitude for all that it does.

When we learn to work with hamazing biological systems in place it can help you to bounce

back from stress and live a happier healthier life.

Become aware of the support of the chair, wiggle fingers and toes and gently flutter your eyes
open.

Thank you for sharing the practicettvime today.

Take a few moments here to reflect on todayo

Would anyone like to share their experience?

Session Six Gratitude

Today weodll start by aligning our urfranssofur e, K
but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.
When youb6re ready close your eyes and weol |
See where itbés at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

|l f you dondét know what 66r awlierme tihe ndishpglen a
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to itsgdteition as it pushes air out of the very

bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the bediypand like a balloon.

And on an exhale the airisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fullyttopracitice it

becomes easier.
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Now | would |ike you to return to a relaxed
it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sedpér into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In2, 3,4,

Out 2, 3, 4,

In2, 3,4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually increases
to double the count ahe inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8

In 2, 3 4,

Out2,3,4,56,78

In 2, 3, 4,

Out2,3,4,56,78

Donét worry about it getting there straight
If your mind has wandered by now, and it probably already has, congratulate yourself for
noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experierces or future events, just remember to draw your attention and focus back to the next
inhale.

|l f you havendét already done so return to rel
Last week we spoke about the heart and the brain and how theyodate with one another.

We can make big changes to our mental wellbeing by paying close attention to our body and
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regularly checking in with whatodés going on.
becoming aware of the sensations can restore a senakn.

We can choose to make these small changes like mindfydreestgce and we can also choose

to develop a sense of awareness for the beauty inside you and around you.

This brings us on to todayds t heme, gratitud
Gratitude is the act of beingahkful for a person, place, situation or object. The possibilities

are endless.

And once we start to cultivate this awareness, the easier it will become.

With regular daily practice, we can start to see the beauty in everything and all that is around

us and our minds will be more inclined to search for the positive

Practicing gratitude helps-wire our brain from automatic negative thoughts.

It is linked to the warm feeling that spreads across the chest when we think of a child, a loved
one, a happy memg.

We can start to cultivate this response to simple things such as the weather, finding a car
parking space, a smile, a telephone call from a friend

and when we really search for it, deeper levels of gratitude for the soil that grew the food that

we ed, the workers that keep our shelves stocked, the discovery of electricity and central
heating. All these things that help make your day that little bit easier.

What 6s more is that people who practiee grat
to stress and improved social connection. Gratitude can directly affect the people around you
and can make for a better working environment.

There are many ways we can incorporate gratitude into our lives two of which we will practice

now and then | hae 3 more suggestions for you to try on your own.

1. We can start by keeping an actual list of 5 things you were grateful for every day. Take
a moment to reflect on it daily.

2. Name 5 peopl e youodr e -Whabthaseéchpersandondtdpv e i n
you? How has each person made your life better? Does each person know how grateful
you are for them?

These are now for you to try at home:

3. Say thank you more, these are all small thingpgit they are all worthy of a small
AThanks, 0 fAd oarp pa efcriiagredliyt ,hand gesture (
someone while driving).

4. Write someone a thank you |l etter. It does
at least be honest and sincere about it. Send the letter to them via mail oDemnailo t
tell the person you were instructed to do this exergisst do it on your own.

244



5. Random acts of kindness Doing a small act of kindness is a great way to express a more
positive and appreciative outlook on life. When we do nice things for others, it
strengthens our beliefs that we are good
always perfect.

There are so many ways to practice gratitude, get creative with it.

Thank you for your participation, I hope yol
given you lots of ideas to reflect on.

Would anyone like to share their experience?

Session Seveh The observer

Today wedl | s tpesture, kdeging aur spigemicenagd stoaight and our front soft

but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.
When youdre ready close your eyes and weol |
See whetoday.i t 6s at

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

Il f you dondét know whaits,ori twthsera ftlhat dti hiprhr ah
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for
the lungs to expand into.

As we breathe out, the diaphragm returns to itsgtaition as it pushes air out of the very
bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the bedlypand like a balloon.

And on an exhale the airiisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fullyttopracitice it
becomes easier.

Now | would |ike you to return to a relaxed
it down

Making a smooth transition between the inhale and exhale.
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| invite you to explore slowing down the exhale as you segper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2, 3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually increases
to double theount of the inhale.

So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2,3, 4,

Out2,3,4,5,6

In2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8

In 2, 3, 4,

Out2,3,4,56,78

In 2, 3, 4,
Out2,3,4,56,78
Dondét worry about it getting there straight

If your mind has wandered by now, and it probably already has, congratulate yourself for
noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

If you havenot already done so return to rele
Last week we explored ways to cultivate gratitude in our daily lives. We spoke about all the
different ways of bringing awareness to the things in life that wehamkful for.

Today we are going to explore the typesnifids the observer and the thinking mind.

This practice helping you find your fAcentreo
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Helps to defuse (let go of) sedfiticism and judgements and train ngupathways to increase
psychological flexibility.

Notice your breath (10 seconds pause)

Be aware youb6re noticing (10 seconds pause)
As you notice your breat h, be aware youbre n
Thereds the breath and therebs a part of you
Not i ce what youdbre thinking

Be aware youdre noticing

Notice what you can hear ....

Be aware youdre noticing

Notice what your mind is telling you ...

Be aware youdre noticing

As you notice what your mmoticthg.i s telling you,
Thereds the thought in your mind and thereods
Notice what you can feel in your feet ....

Be aware youdre noticing

So, thereds a part of you that notices every
Thoughts and emotions change all timeetj coming and goingbut the part of you that notices

is always there

Life is |Ilike a stage show é and on that stag
you can see, hear, touch, tagstea d s me | | € and therebds a part
watch the show.

These experiences, sensations, memories and
the whole of you; thereds so much more to yo
So, amidst all the changing circumstas in life, the part of you that notices is always there.

Pressing the feet into the floor and take a more wakeful and alert posture as we end this practice

today. And, when youob6re ready open the eyes
Thank you for sharing the practice with me today.
Take a few moments here to reflect on todayo

Would anyone like to share their experience?

Session Eighi The power of the imagination



Today weo6ll start by aligning otandoysfoostt ur e, Kk
soft but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.
When youb6bre ready close your eyes and weol |
See where itdés at today.

Cultivate an awareness of the seiwse of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

Il f you dondét know what or where thebeldvi aphrag
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat position as it pushes air owtarythe

bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expand like a balloon.

And on an exhale the airiisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fully, but with practice it
becomes asier.

Now | would |ike you to return to a relaxed
slow it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sink deeper into a relateed sta

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 34,

In 2, 3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually

increases to double the count of the inhale.
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So, if yourinhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8
In2, 3,4,

Out2,3,4,5,6/8

In 2, 3, 4,
Out2,3,4,5/6,78
Dondét worry about it getting there straight

If your mind has wandered by now, and it probably already has, congratulate yourself for

noticing and simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experierces or future events, just remember to draw your attention and focus back to the next
inhale.

|l f you havenoét already done so return to rel
Last week we explored the difference between the observing mintharthinking mind.

Today wedre going to explore the power of th
covered | ast week, our mindbés ability to rep
statements is truly special.

Cultivating and playing wh the imagination is an important aspect of our health and

wellbeing. It helps us to reprogram those negative thought patterns but also to bring about

feelings of happiness, joy and love.

When we practice gratitude we bring up a mental image of therpgace or thing as we

feel a warmth spread across our chest. Remember that imagination is not just about

visualisation, it is about sensations of the body and a feeling.

Today we are going to create a healing place of tranquillity in the mind for yetuta to

any time you feel stressed. Dondét worry if vy
you can learn to develop with patience and practice.

So,relax a little deeper as we take a journey into our minds.



Begin by taking a nice longhale through the nose and as you exhale roll the eyes towards
the forehead. Not too much that 1 tdés straini
towards your third eye, or pineal gland, which is located between the eyes.

Relaxing deeper you see ydeet in front of you. On every exhale they are descending down

a beautiful white marble staircase. You can feel the cold of the marble under your feet as you
slowly make your way down the stairs into the depths of your own mind. Perfectly safe,
perfectly sipported.

As you sink deeper you feel a comforting sensation as you come closer and closer towards
the bottom of the beautiful staircase.

As you reach the bottom you see the marble staircase end as soft luscious green grass begins.
As you leave the lastegb, you step onto the beautiful sporgggssand you feel the support

of the earth under your feet as you come into an expansive and beautiful green space.

You walk across the grass and take a look around you to notice the trees and the beautiful
blue sky.

You feel the warmth of the sun on your skin as you breathe in the fresh air.

You notice some areas of woodland with small blue and wibiteers,and you catch a

drifting scent of the grass with the slight perfume of those flowers.

You hear a bird siging and the distance babbling of a stream.

As you make your way through the trees you come to a clearing with lake so shiny and still it
looks like glass as it reflects the light of the sun.

Near the waterds edge t heroabeadhwith2 pecsonsdtono n e d
it. That person is you. You turn to look towards yourself with a big friendly smile and wave

to come over.

As you make your way over, you eventually see yourself stood in front of you. You trace the
outline of your body, sethe clothes, and the expression on their face.

You notice this version of yourself is weighed down with issues. You see how those issues
affect this version of yourseifyou might see a rain cloud above their head, you might see
some loose ball and chaithat the person is holding onto with their hands but not locked

into, you might see some cords attached to their body, you might see rocks in their pockets.
You look at yourself with such love and compassion and you agree to help them.

You might give purself a hug. Really feeling the warmth spread as you wrap your arms
around them.

You stand to look at them again and together you work on releasing the issues that you can

see.
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The rain cloud might float away into the sky to be evaporated by the loving light of the sun.

The ball and chains are safety put away in a nearby bin.

The cords attaching to the body are gently pulled out.

The rocks are thrown into the lake.

Take your tme with this until it has all gone.

Look back at yourself and notice your expres
You now see yourself as the best version of you, standing tall and radiating happiness and

love.

All the while with the sun shining artde blue sky above.

You both take a seat on the comfortable sun loungers and look out onto the lake.

You | ie back and bask in the beautiful sunli
on the sun loungers.

You spend some time here allowing theace and tranquillity to wash over you. You are so

grateful that you came.

You take one last look around and feel the comfort and safety of this healing space.

You gently come up to seated and eventually to standing. You leave the other version of

yourself lying peacefully with a smile on their face basking in the warmth of the sun as you

say goodbye for now.

You turn to walk back up through the trees, smelling the flowers again on a gentle breeze.

You make your way across the spongy grass as youualgntome to the white marble

staircase.

You take a deep inhale as you start to ascend the cool staircase.

Each inhale in takes you higher and higher.

As you make your way to the upper levels of consciousness you take a deep inhale in as if

you were wakig.

You become aware of the surroundings in the room and the weight of your body on the chair.

You wiggle fingers toes

Thank you for sharing the practice with me today.

Take a few moments here to reflyywtayon todayo

Would anyone like to share their experience?

Session Ninég How to rewrite a bad day

251



Today weo6ll start by aligning our posture, Kk
soft but open. Creating space between the shoulders and thidaais.rest gently in the lap.
When youb6bre ready close your eyes and weol |
See where itdés at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sending the breath all the way down into the diaphragm.

Il f you dondét know whatodésrawhkeae thendsheéat ag
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampoline increasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat pasiit pushes air out of the very

bottom of the lungs.

This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in towards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expdike a balloon.

And on an exhale the airiisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding and gently deflating.

It can feel strange at first because we are not used to breathing so fully, but witte prac

becomes easier.

Now | would |ike you to return to a relaxed
slow it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you dedper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2, 3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually

increases to double the coumtloe inhale.

252



So, if your inhale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8
In2, 3,4,

Out2,3,4,56,78

In 2, 3, 4,
Out2,3,4,5/6,78
Dondét worry about it getting there straight

If your mind has wandered by now, and it probably already has, congratulate yourself for
noticingand simply draw your focus and attention back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

fyou havendét already done so return to relax
Last week we did a body scan. ltés a relaxin
This week wedre going to | ook Goveredirmevidbus enc e
weeks, practice how to rewrite a bad day.

How we feel about today, a person, a memory, a place, it will evolve.

What was once a painful day could become a day to be looked upon with gratitude.

What once could have been our favoupégson, place or thing, may become incredibly

challenging.

Just know that you, your life and your relationships with everything are always changing and
evolving.

We may be feeling unwedixhausted ooverwhelmed with responsibilities.

Thinkingthatwehd an entirely fAbad dayo may feel rig
No day is entirely bad.

There is almost always something good in that day no matter how small.

The brain is more likely to remember only the bad aspects of a day and ruminate on what has

happened.
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We can rewire our brain to help see that there are both pleasant and enjoyable moments
during the day as well as negative occurrences

And that none of these moments are permanent.

When we do experience the transient painful moments, weespond by taking time out

and having compassion for ourselves

This can help to rewrite the story of the day.

So,l invite you to bring to mind something difficult you have experienced today.

Use a specific event, a general feeling, or whataxises naturally in the mind.

As the feeling of your Abad dayo arises, pay
Notice if there is a feeling in the body or any thought processes in the mind.

Try not to overthink this situation, tune in to the oveealberience and emotion.

With awareness of hothis fee| begin offering yourself some compassion.

Silently offer these phrases:

This is a moment of pain or sadness or anger.

| choose to show kindness and compassion to myself.

| am enough

| am a good perso

| matter and my feelings are always valid.

| choose to learn from this experience

| choose to let this go

Spend a few more times silently repeating these phrases to yourself.

| now invite you to bring something to mind that has brought you joy or conént today.
See if you can find a moment in which you we
It may be when you first woke up, a nice conversation with a friend-arocker, or listening

to music on the journey into work.

As something comes to mindonnect with how the experience felt.

Recognize that although you may be having a hard day, here is a moment of freedom from
the pain.

Of fer the simple phrase AMay | appreciate th
Continue bringing to mind other times in which you experierstgde contentment during

your day.

As each new one comes up, sit with it for a few deep breaths and repeat the phrase.

AMay | appreciate this moment. 0
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As you run low on pleasant or enjoyable experiences, look for the neutral moments in your
day.

This couldbe washing your hands at the sink, walking up or down some stairs, getting in and
out of your car or on the bus.

As you finish the practice, reflect for a minute on the whole of your day.

Sit now with the knowing that the entire day was not unpleasant.

Tune in to the fact that many moments were pleasant or neutral.

The wor k youodve dondeectnegatieeyhougtd gattems. The eareypuwo r e
practice the more your thoughts will be balanced in times of stress.

Next ti me yhauwng & backday, practicedtmisameditation to bring yourself back
into balance alignment with reality.

On your next breath take a deep wakeful inhale and sigh as you breathe out.

Gently wiggle the finger and wiggle the toes, becoming aware @thieonment around

you.

And when youbére ready and only when youobre r

Thank you for sharing the practice with me today.
Take a few moments here to reflect on todayéo

Would anyore like to share their experience?

Session Ten Selfcompassion

Today weodll start by aligning our postur e, k
but open. Creating space between the shoulders and the ears. Hands rest gently in the lap.

When youbre ready close your eyes and weol | l
See where itdos at today.

Cultivate an awareness of the sensations of the breath as it enters the nose and travels down
through the throat in towards the diaphragm.

Explore sading the breath all the way down into the diaphragm.

Il f you dondét know what or where the diaphr ac
the lungs and above the belly button.

When we breathe in, the diaphragm draws down like a mini trampaoloneasing space for

the lungs to expand into.

As we breathe out, the diaphragm returns to its flat position as it pushes air out of the very

bottom of the lungs.
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This action creates a gentle rising and falling of the lower belly.

Like a wave rolling in tawards the shore and washing back out again.

So,with that | invite you to inhale and feel the belly expand like a balloon.

And on an exhale the airiisleasedand the belly slowly and gently deflates.

Practice this a few more times slowly expanding agntly deflating.

It can feel strange at first because we are not used to breathing so fully, but with practice it
becomes easier.

Now | would |ike you to return to a relaxed
it down

Making a smooth transition between the inhale and exhale.

| invite you to explore slowing down the exhale as you sink deeper into a relaxed state.

You can stay like this or if you like you can explore making the inhale the same length as the
exhale as we count in our heads for even breathing.

As you might breathe in for the count of 4, you breathe out for the count of 4.

In 2, 3, 4,

Out 2, 3, 4,

In 2, 3, 4,

Out 2, 3, 4,

This soothes our nervous systems and creating balance and harmony within our body.

If you like you can explore lengthening the duration of the exhale so that it gradually increases
to double the count of the inhale.

So, if your intale was for the count of 4,

Try lengthening the exhale towards the count of 6.

In 2, 3, 4,

Out2,3,4,5,6

In 2, 3, 4,

Out2,3,4,5,6

And now explore lengthening the exhale a little longer towards the count of 8

In 2, 3, 4,

Out2,3,4,56,78

In 2,3, 4,
Out2,3,4,5/6,78
Dondét worry about it getting there straight
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If your mind has wandered by now, and it probably already has, congratulate yourself for
noticing and simply draw your focus andesiion back to the breath.

Remember throughout this practice that if your mind wanders over and over again to past
experiences or future events, just remember to draw your attention and focus back to the next
inhale.

I f you havenodt #lretaeed lreathing@sl eecap an the preévious session.
Take a moment to centre yourself and notice what is going on around you. Notice the smells
and the sensation of gravity weighing your body to the earth. Linger in that moment for a few
seconds.

Bring to mind a situation where you felt quite saitical of your interaction. Notice what
youbve just said to yourself. Really pay att
What words do you act ua-ktrikical? Arestieere ehplrasesythatu 6 r e
come up over and over again? What is the tone of your vdiegsh, cold, angry? Does the
voice remind you of any one in your past who was critical of you?

Notice where do you feel this voice coming from and place your hand there. Raplex#

you feel it coming from your heart, just place your hand on your chest. If you feel it coming
from your head, just place your hand on your head.

Now bring your attention to the place your hand is connecting with your body, that is the home
of your inner critic.

See if you can notice the properties of your hand in connection with your body. Can you notice
the temperature of your hand or how it feptessed against your skin?

As you notice this gently start moving your hand in a circular motion as if you were comforting

a friend or a child. Notice how that feels.

With the gentleness you have just showed yourself, go back to those critical wordgiead
wherethey arecoming from. What is their function?

Whilst continuing soothing yourself with your hand turn towards your critical voice as you
would to someone you would help. Maybe vyou
concerned about it. Ifow this can make us feel unsafe, but you are causing me unnecessary
pain right now. Could you let my inner compassionate self say a few words now?

| know you want to do your best. | know you are working very hard at it. | know you care. |
knowél telayouthatyou are doing a great job of reminding me why | care. | want to
thank you for keeping this alive inside me. | want to let you know you are always welcomed in

my |ife, as a friendo.



Notice your hand again as you slowly stop moving it and take it away. Notice where you are

again with all the sounds, smells and body sensations. And open your eyes.
Thank you for sharing the practice with me today.

Take a few moments heretoreflecttom d ay 6 s practice and enjoy t

Would anyone like to share their experience?
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Appendix B4. The MindfulnessBased Stress Reduction (MBSR) {@&eening
guestionnaire for psychological contraindications for mindfulness practice such as trauma and

complex mental health issues recommended by Dobkin, Irvin and Amar (2012).

Please answer questioas best you can, remember these are kept confidential. If you have
any questions, please give me a call. If you would like to speak with an independent
counsellor, please call the @dember Support on 08003169337.

PRE-SCREEN
1. Have you ever experienced a traumatic event in your life?

2. Have your ever been treated for a mental health issue?



Appendix B5. Teaching observation feedback from work placement manager

As part of her role Alex supported staff through Wellbeing Wednesday's which took place
every Wednesday morning for a number of weeks. In the sessions Alex promoted mindfulness
and led a team of®members of staff through a guided meditation. Her delivery of this was
calm, reassuring and descriptive. The offer was taken up by all staff wh@aska@and she

made it clear there was no obligation to attend if you didn't want to. The feedback from the rest

of the team was extremely positive with some members, including myself, continuing with
meditation long afterwards.
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Appendix B6. Weekly session content outline.

Week Reading Practice
Week 1 Introduction to mindfulness, | Diaphragm breathing and even
anatomy and physiology, breathing and 2:1 breathing.
safety and precautions
Week 2 Introduction of Pranayama 2:1, 4:7:8 and Humming Bee.
Week 3 Introduction to grounding Hand on stomach and heart, hand
techniques on head and heart, hand under
arm and wrapped around body.
Week 4 Philosophies of Yoga, body scan
Jnana, Raja and Karma
Yoga
Week 5 Heart-brain communication, | Diaphragm, even breathing and
heart rate variability 2:1 breathing
Week 6 Gratitude + loving kindness | Gratitude list
Week 7 Limiting beliefs + List limiting beliefs
compassion for the self
Week 8 The power of the Guided imagery of limiting beliefs
imagination floating away happy place
Week 9 Resilience Progressive muscles relaxation
Week 10 Re-writing a bad day Guided imagery of things that
bring joy
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Appendix C: Psychological Interventioni Group

Behaviour Change

Appendix C1. Wellbeing Wednesdays course outline.

Week | Topic Purpose Theoretical element
Week | Introduction to Ethical conduct, psychoeducation| Increasing behavioural capacénd
1 mindfulness, and health literacy on anatomy an| promoting seHefficacy and
anatomy and physiology. observational learning through verba
physiology, safety instruction (tone, language, pace).
and precautions.
Week | Vagus Nerve. Psychoeducation and health litera| Increasing behavioural capacénd
2 on anatomy, physiology and promoting seHefficacy and
polyvagal theory. observational learning through verba
instruction (tone, language, pace).
Week | Grounding Psychoducation, health literacy | Increasing behavioural capacénd
3 techniques. and a practical method of self promoting seHefficacy and
regulating the stress response observational learning through verba
through interoception, instructon (tone, language, pace).
exteroception and proprioception.
Week | Body Scan. Psychoeducation, health literacy | Increasing behavioural capacéapnd
4 and practical method of self promoting seHefficacy and
regulating the stress response observational learning through verba
through interoception and instruction (tone, language, pace).
exteroception.
Week | Heartbrain Psychoeducation, health literacy d Increasing behavioural capacéapnd
5 communication, | anatomy and physiology and an | promoting seHefficacy and
heart rate introduction to a praatal method | observational learning through verba
variability. of selfregulating the stress instruction (tone, language, pace).
response through interoception.
Week | Gratitude. Psychoeducation, healiteracy on | Increasing behavioural capacéapnd
6 the social aspects of wellbeing. Al promoting seHefficacy and
a practical method of self observational learning through verba
regulating the stress response instruction (tone, language, pace).
through interoception and social
connection.
Week | The Observer vs | Psychoeducation and practical Increasing behavioural capacénd
7 The Thinking cognitive method of selfegulating | promoting seHefficacy and
Mind. the stress response through obsenational learning through verbal
interoception. instruction (tone, language, pace).
Week | The power of the | Psychoeducation and practical Increasing behaviourabpacityand
8 imagination. method of selfegulating the stres§ promoting seHefficacy and
response through interoception ar observational learning through verba
exteroception. instruction (tone, language, pace).
Week | Rewriting a bad | Psychoeducation and practical Increasing behavioural capacénd
9 day. cognitive method of selfegulating | promoting seHefficacy and
the stress response tailored to the observational learning through verbal
work environment. instruction (tone, language, pace).
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Week | Selfcompassion. | Psychoeducation and practical Increasing behavioural capacénd

10 method of selfegulating the stres§ promoting seHefficacy and

response tlough interoception. observational learning through verba
instruction (tone, language, pace).

Appendix C2. Questionnaire given to participants.

Your responses are kept with thieictest of confidentiality and will be destroyed dhDecember 2021.

Please answer questions as best you can, remember these are kept confidential. If you have any questions please
give me a call. If you would like to speak with an independent clonpéease call the GMember Support on
08003169337.

PRE-SCREEN

3. Have you ever experienced a traumatic event in your life?

4. Have your ever been treated for a mental health issue?

The Mindful Attention Awareness Scale (MAAS)

The trait MAAS is al5-item scale designed to assess a core characteristic of mindfulness, namely, a receptive
state of mind in which attention, informed by a sensitive awareness of what is occurring in the present, simply
observes what is taking place.

Brown, K.W. & Ryan, RM. (2003). The benefits of being present: Mindfulness and its role in psychological well
being. Journal of Personality and Social Psychology, 848832

Instructions: Below is a collection of statements about your everyday experience. Usin§ soalébelow,

please indicate how frequently or infrequently you currently have each experience. Please answer according to
what really reflects your experience rather than what you think your experience should be. Please treat each item
separately from every loér item.

1 2 3 4 5 6
almost always very frequently Somewhat somewhat very almost never
frequently infrequently infrequently

1. I could be experiencing some emotion and not be conscious ofsbamgtimedater.
2. | break or spill things because of carelessness, not paying attention, or thinking of something else.
3. I find it difficult to stay focusedonwht 6 s happening in the present.

4 . I tend to walk quickly to get where | édm goi

5. 1tend not to notice feelings of physical tension or discomfort until they really grab my attention.
_____ 6 . | forget a personds name al most as soon as |
_____ 7 . It seems | am firunning on automatic, 0 withot
____ 8.l rush through activities without being really attentive to them.

9. I get so focused on the goal I want to achi
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10. I do jobs or tasks automatically, without being aware of what I'm doing.

11. | find myself listening to someone with one daing something else at the same time.

_____ 12. | drive places on 6automatic pilotdé and t he
__13. | find myself preoccupied with the future or the past.

_____14. 1 find myself doing things without payiagention.

_____ 15. Il snack without being aware that | 6m eati ng

Brief Resilience Scale (BRS)

Smith, B. W., Dalen, J., Wiggins, K., Tooley, E., Christopher, P., & Bernard, J. (2008). The brief resilience scale:
assessing the ability to bounce bddkernational journal of behavioral medicin&5(3), 194200.

Please respond to each item by magk Strongly Disagree Neutral Agree  Strongly Agree
one box per row Disagree

BRS | tend to bounce back quickly afte 1 2 3 4 5
1 hard times

BRS | have a hard time making it throuc 5 4 3 2 1
2 stressful events.

BRS It does not take me long to recov 1 2 3 4 5
3 from a stressful event.

BRS It is hard for me to snap back whe 5 4 3 2 1
4 something bad happens.

BRS | usually come through difficult time: 1 2 3 4 5
5 with little trouble.

BRS |tend to take a long time to get ov 5 4 3 2 1
6 setbacksn my life.
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Appendix C3. Reflective diary weekly entries for the Wellbeing Wednesday intervention

sessions.

Sch°ndés refl ective modmdfessiorialdrngigh)intonte £xparisneed t o
of planning and delivering the behaviour change intervention, Wellbeing Wednesdays. It
requires two levels, in action reflection and on action reflection. For thetion reflection

you will find diary entries fron specific occurrences during each of thewaek sessions from
AugustOctober 2020 with added eaction reflection from April 2021. Looking back and
reflecting on reflection from the previous year will allow for a deeper learning process from

the experiace and contribute to my growth as a trainee health psychologist.

Session Oné 05.08.2020

All eighteen participants were present on the call as | introduced the Wellbeing Wednesday
sessions and outlined some ground rules as well as basic safety precautions. | felt slightly
apprehensive about finally delivering the first session. However, pivash myself a lot of

time to prepare which eased my nerves. | took some preparatory deep breathes before the call
and reminded myself of my capabilities and experience, and actually how much | enjoy
delivering mindfulness activities. The participants laicsigned consent forms and returned
them electronically prior to this session and weregareened for contraindications such as
trauma. Once the manager had introduced the call, | then made a start reading from my script
in front of me on my computetlhe script was made to soundturalistic,and | wrote it so it
contained language that | would normally use around my colleagues. Having delivered
mindfulness over the phone many times before, | had become quite good at reading out loud in
a mindful toneMy voice was soft, and | remembered to take natural pauses keeping the pace
slow and calm. | have to maintain concentration so that | do not misread and mispronounce
words. This can be a problem when reading numbers, but | managed to maintain composure. |
ended the session by increasing the volume of my voice gradually so as to signal the end of the
practice and | thanked them for their participation and asked if anyone would like to share their

experience. The participants thanked me and said they vediregfeeslaxed. | mentioned that |
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would be available to speak with in private after this session if anyone felt they needed to talk

about the experience further.

| worry about not being good enough that it makes me anxious before delivering interventions,
especially with groups. In this situation | found that taking a few slow deep breaths can help
stabilise my body and also reminding myself about the preparation | put in to minimise risk of
failure. | feel this is good professional practice and what eHasrned more recently is the
application of ACT on my own anxieties. In this particular example, | now know that | can be
both anxious and deliver a professional intervention at the same time and, yes, stress can impact
the prefrontal cortex, but this vghere preparation and cues provide guidance for moments of
brain fog. Furthermore, there is evidence to suggest there is a healthy level of stress that can

improve performance.

Session Twd 12.08.2020

All eighteen participants were present on the walhy and the theme for this session was to
introduce the vagus nerve in more depth and build on the basic information on the nervous
system delivered in week one. | started the session with basic safety information leading to the
main mindfulness practicé ended by reminding the participants that | would be available to
speak with for 30 minutes after the session if anyone wanted to speak in private about their

experiences.

| still felt nervous delivering the Wellbeing Wednesday script and was miotifiay pace and

tone. | also have to remember to breathe so that it is not audible through the phone so as not to
distract the participants. | managed to sync my breathing into natural pauses as | moved slightly
away from the phone for deeper breaths. Pauiir breaths is a skill that | have developed
through the BCI Wellbeing Wednesday intervention practice. | write my own mindfulness
scripts and | find that that helps. | have read out a free script on the internet once with one of

my first ever privatelci ent s and it di dndt wor k as well
differences in language used. So, | know where to put the natural pauses and the perfect

sentence length for me to deliver.

Session Threg 19.08.2020

26¢



All eighteen participants were pregeon the call today and the theme of this session was
grounding techniques. | started with the usual precautionary safety advice followed by the main
mindfulness practice. In this session | instructed physical movements such as placing the hands

on the adomen in order to feel the sensation of respiration. | ended by reminding the
participants that | would be available to speak with for 30 minutes after the session if anyone
wanted to speak in private about their experiences.

| struggle with automaticallignowing my left and right side and this is always a problem when
instructing movement. Having fitness instructor qualifications, | am slightly better than | was

but today I got myself confused between the
because the participants couldndot see -throug
|l ong pause for me to correct myself. The par
froze with panic for a few seconds. | realise that even if Igpand lose my way with a

mi ndfulness practice, participants donbét sec¢
confident in the delivery of mindfulness and | feel much more relaxed when doing it. Even if

this occurrence was in a fateface setting usally most participants would have their eyes
closed so they wouldndét have seen me conf use

make mistakes | just need to remember to remain calm, let it go and carry on.

Session Fouii 26.08.2021

Today all égghteen participants were present on the call and the topic for this session was to
introduce the body scan as a mindfulness activity. | opened the session with the usual
introductory precautions followed by the main mindfulness practice. In this seggpiited

the participants through a sensory awareness activity systematically paying attention to body
parts from the head to the toes. At the end of the practice, the participants are reminded to fill
out the midintervention measures and return them catgal to me before the start of the next
session which is the halfway point. | remined the participants that | would be available to speak
with for 30 minutes after the session if anyone wanted to speak in private about their

experiences.

| personally enjg the body scan and | practice it as | provide verbal instruction to participants.
| wonder if | get the benefits of mindfulness practice whilst delivering it, because | always feel
calmer after teaching the body scan. | realise that | can take for gtaatsuinpler practices

such as the body scan in favour for new and more advance practices, since | have been engaging



with mindfulness for over fivgears now, so it is good to be reminded of the introductory

exercises from where the foundation of mindéds is formed.

Session Fiveé 02.09.2020

Today all eighteen participants showed up on the morning call and the theme of this session
was hearbrain communication. | received the midervention measures via email during the
week from all of the partipants and after | introduced the session with basic safety
precautions, | then delivered the main mindfulness session. | ended by reminding the
participants that | would be available to speak with for 30 minutes after the session if anyone

wanted to speai private about their experiences.

Conveying basic anatomy and physiology information was difficult, as | did not want the
participants to become confused or feel like they had to memorise the learning. However, | feel
that my prewritten script was siple enough to follow as | went through it with my husband

and parents to check if they could follow the mindfulness activity. Looking back, I think I did

the right thing by checking the understanding of core concepts withpsyaiology
professionals likeny family. | value being able to communicate psychological concepts to lay
people and ités a | arge part of my practice.

professional doctorate.

Session Six 09.09.2020

Alleighteenpar ti ci pants were present on the call w
of gratitude. After explaining basic safety precautions, | followed with the main mindfulness
practice for this session, gratitude. | ended by reminding the participants vloatd be

available to speak with for 30 minutes after the session if anyone wanted to speak in private

about their experiences.

Personally, | enjoy practicing gratitude and | have studied it since my undergraduate degree. |
even completed my dissertation the effects of gratitude and since then have valued it as a
wel |l being practice. ltés simple to teach ar
practitioner has to tread carefully with gratitude practices because it can sound like a
psychologicab y pas s . Wh a t I mean by that is that I

happinessd practice which could be a dangerc

research and practice with people with trauma or ruminating thoughts, it is not absajse
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to change the construct of negative thoughts. And trying to control, avoid or eliminate negative
emotions can be invalidating and harmful. Therefore, | can see the value in having a
professional evidenelased persenentred approach when workingtlvpeople to increase

their health and wel |l bei ng -profssional$ to share abrassv 6 s a

social media.

Session Seven 16.09.2020

Al | eighteen participants were present on t
todayodos practice, The Observer vs The Think
precautionary information as | introduced the main mindfulness practice which derived from
Acceptance and Commitment Therapy (ACT). | ended by reminding the partgihet |

would be available to speak with for 30 minutes after the session if anyone wanted to speak in

private about their experiences.

| trained in ACT fully because of this practice. It has been beneficial to both me as a person
and as a trainee health psychologist. This practice was well received by the participants as |
had two colleagues who worked in the same office as me giveveos#edback on this
practice. | continue to practice ACT principles in my personal life and professionally and it has
been the therapeutic practice that | was searching for whilst delivering the Wellbeing
Wednesdays. | love how applicable it is to heakdndviour change and | only wish | had

known about it sooner, because there is so much to learn from practice.

Session Eight' 23.09.2020

All eighteen participants showed up on today
of the imagination. lexplained the basic safety precautions which then lead to the main
mindfulness practice. | ended by reminding the participants that | would be available to speak
with for 30 minutes after the session if anyone wanted to speak in private about their

experiaces.

Visualisation skills are important with mindfulness practice because they can help a person to
focus. Commonly used in sport and exercise psychology with athletes to focus their attention
on their goals, visualisation can be used in everyday pesictinelp reduce stress and improve

performance. | felt like the visualisation could have been less complex, as | started to become
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confused at my own script, but | wanted to keep their brains engaged in the activity. Perhaps

next time | would provide a are simplistic visualisation.

Session Ning 30.09.2020

All eighteen participants were present on the call today as | introduced the main practice of
How to Rewrite a Bad Day after going through the safety precautions. The main mindfulness
practice aimedbo provide an activity for the participants to directly apply to work stress. | ended
by reminding the participants that | would be available to speak with for 30 minutes after the

session if anyone wanted to speak in private about their experiences.

| like the idea of recognising and understanding the positive, neutral and negative experiences
during the day and | see this now as being in line with ACT practice. In ACT there are no good
or bad behaviours, thoughts or emotions, they are just experiewdimg context. | can

recognise this now, but at the time | did not know that it was part of the ACT approach.

Session Teri 07.10.2020

Al |l participants were present on todayds fin
went through basicfaet y pr ecauti ons. The t hoompassianf t o d :
practice which | had practiced previously myself. | ended by thanking the participants for their
engagement in the Wellbeing Wednesday intervention and to return thex@astires in the

next week. | reminded the participants that | would be available to speak with for 30 minutes

after the session if anyone wanted to speak in private about their experiences.

The first time that | experienced a sefmpassion practice was through a meiitaapp. |

felt that it would be a great way to end the-tezek intervention because of the benefits of
promoting seHcompassion. | then attended the BPS approved ACT training just after the
Wellbeing Wednesday intervention had ended and the instrdelivered a seltompassion
mindfulness activity that | found to be incredibly beneficial. The participants reported that this
was a warming way to end the sessions and that some of them felt a lot of positive emotion and
even shed some tears. This is Whike sel-compassion exercises and why | left it to the last

session.
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Appendix C4. Individual mean scores for both measures at baselinewieks and temveeks.

MAAS Pre MAAS Mid MAAS Post BRS Pre BRS Mid BRS Post

Age Gender Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
61 F 32  (1.03) 32 (1.03) 3.40 (91) 3.83 (.98) 3.83 (.98) 3.83 (.99
45 F 44  (1.50) 42 (1.47) 393 (1.39) 433 (52) 433 (52) 2.67 (1.03)
41 F 1.6  (1.30) 2.2 (1.08) 247 (.83) 1.67 (52) 3.67 (.82) 3.67 (.82
35 M 36 (1.72) 36 (172 447  (1.19) 233 (.82) 250 (.84) 433 (52)
39 M 33 (1.29) 33 (1.20) 333  (1.29) 233 (52) 233 (52 2.33  (.52)
49 F 32 (.80) 3.2 (.80) 320 (.77) 3.00 (1.10) 3.00 (1.10) 3.00 (1.10)
5 M 26 (1.05) 24 (1.12) 2.80 (.86) 3.67 (.82) 350 (.84) 3.50 (.84)
64 F 3.6 (1.45) 1.8 (1.01) 2.93  (.46) 233 (.82) 3.33  (1.03) 3.33 (1.03)
30 F 36 (.83) 3.6 (.83) 3.60 (.83) 3.17  (.98) 3.17  (.98) 3.17 (.98)
41 M 36 (.83) 1.5 (.99) 320 (.77) 3.17  (.98) 1.83  (.41) 3.67 (.52)
46 F 26 (1.35) 2.2 (.86) 267 (.62) 450 (.55) 2.00 (.00) 4.00 (.00)
41 M 2.4  (1.25) 2.8  (1.21) 327  (.96) 450 (.55) 417  (41) 417 (.41)
38 F 28  (1.21) 3.2 (.80) 440 (.74) 417  (41) 350 (.55) 3.67 (1.37)
31 F 2.7  (1.16) 34 (52 3.73 (.88) 2.67 (1.51) 3.83  (.41) 350 (1.22)
32 M 26 (1.11) 32 (77) 3.80 (.94) 2.67 (1.51) 3.83 (.75) 467 (52)
46 F 40 (53) 35 (.74) 540 (.91) 3.00 (1.55) 433 (52) 433 (52)
53 M 1.6 (.62) 2.4 (.74) 3.87 (.92 2.83 (1.33) 4.00 (.00) 4.00 (.00)
49 M 30 (1.16) 2.0 (.76) 420 (.94) 3.17  (.98) 3.33  (1.03) 3.17 (1.47)
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Appendix C5. Participant satisfaction evaluation form.
Evaluation form
Please tell me about yoakperience of Wellbeing Wednesdays using the form below.

1 = Strongly disagree, 2= slightly disagree, 3= neither agree/disagree, 4 = slightly agree, 5 =
Strongly agree

9. | enjoyed Wellbeing Wednesdays
1 2 3 4 5

10.1 learned about ways to imprevesilience to work stress
1 2 3 4 5

11.1 am happy with the content provided
1 2 3 4 5

12.1 am happy with the delivery of the sessions
1 2 3 4 5

13.1 feel like | could implement mindfulness practices covered in Wellbeing Wednesdays
to increase resilience toonk stress
1 2 3 4 5

141 f yes, please explain what you have | ear

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeecee.

15.1f there was anything you would change about the sessions what would it be?

rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr

ceeeeeeceeeceeeceeececeeeceeeceeeceeeceeeceecece.

16.Do you have any further feedback?

//////////////////////////////////

Eééééééécéceéeeeéeéeéeceecececeeceeeceee.
Thank ya
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Appendix C6. Reflective commentary on learning outcomes of the group BCI.

My thoughts on health psychology in practice

My second reflective learning outcome during this piece of work is the assessment of health
psychology behaviour change practice in the real world. It could be seen as controversial, but

| feel that health psychology lacks a therapeutic element. Whatr byethis is that behaviour

change from a health psychology perspective is sometimes too theoretical for my liking with

not enough instruction, especially for correct use of language. Language plays a big part of
positively i nfl uenandlrfeglthsimporaace ef this is toeemphasisadu r
for health psychol ogy practice, for exampl e,
dondédt have many <criticisms for health psychc
between theorqandreawor | d practi ce. Someti mes, I donot
do with all of the information | have learned over the years. If we in the discipline of health
psychology choose only to provide health advice and guidance to influence behawien

webre missing out on opportunities for deep
believe that this is where efficient and impactful behaviour change happens especially in

something as complex as health.

What frustrates me about heatiBychology practice is the uncertainty of whether or not the

theory will be successful at changing behaviour in real life situations. Health behaviour change
could be a matter of | ife or death. I n the 1
capacity to able to explore theory when health behaviour change needs to be a success. | came
across this paper by Campbell et al. (2019) by chance and | feel that the first paragraph reflected

my feelings towards academiaingenéraDbne of o uUrl ealgiureisc amlnceo t ol d
are PhD problems, and there are important problems. You should work on important
probl emsé I n our opinion, it is time for res
knowl edge t o i mpnrtlosweeampethe author is referang ¢o.th@ study of
myocardial contraction and how it is an over researched subject area now with less novel value.

| would also like to highlight that | realise that as a discipline health psychology is attempting

to leverage that kneledge to improve patient cgras Campbell et al. suggests; however, |

feel the lack of structured therapeutic instruction for working with (caring for) patients as
opposed to writing about patients and their
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In the context ofthe current intervention, Wellbeing Wednesdays, | also wanted the
intervention to impact work stress because of the compassion and empathy | felt towards my
colleagues. There are limits to all health behaviour change intervention and we can never fully
rule out all of the contributing factors for illness, disease, death and suicide. However,
therapeutic approaches from disciplines such as counselling and clinical psychology offer a
wider range of evidenelased practical guidance used daily by practitiom&tts realworld
populations. These include CBT, Dialectal Behavioural Therapy, -Mowement
Desensitising and Reprogramming, Somatic Experiencing and ACT. Despite the limits of

therapeutic approaches, millions of people have accessed psychologicaksegitviqeositive

results. Whatos also telling is that practit

to thrive in business where competitive results are everything.

Therefore, a therapeutic approach to behaviour change has far greaterigalpplication in

my view and | feel that health psychology is missing out. After the intervention was complete,

| took further training in ACT. So, | did not fully understand the application of a therapeutic
approach for health behaviour change whilsanping and delivering the Wellbeing
Wednesdays. However, | became aware of its application in the write up stages and so included
ACT theory into my summary. | find that ACT out of all the therapeutic approaches fits with
my practice in health psychologp@the participants | want to work with; for example, adults

with health conditions who are looking for help with changing their behaviours to achieve their
health and wellness goals. | feel like there is scope for health psychology to improve upon the
ACT model, it being the most suitable approach from my research and experience and because
it is a behavioural model highly relative to health. Perhaps in the future the discipline of health
psychology would benefit greatly from its own instructional behavidhange therapeutic

approach.
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Appendix D: Psychological Interventioni Single Case
Study

Appendix D1. Risk Assessments PH®by Kroenke, Spitzer and Williams (20Q1he
GAD-7 by Sitzer, Kroenke, Williams and Loéwe (20Q0@)e PARQ by The British
Columbia Ministry of Health (1970Rand a standard consultation questionnaire to gather

participant informatior some details omitted to protect confidentiality.

Patient Health Questionnaire (PHQ-9)

Patient Name: Date:
Not at all Seweral days More than Nearly every
half the days day
1. Over thdast 2 weekshow ofien have yu been bdtered
by any of the following probens?
a. Little interest o pleasue in doing things O O O O
b. Feeing down, depressed, or hopss O O O O
c. Trouble falling/staying dsep, sleeping too oth [l [l [l |
d. Feelirg tired or having little energy O O O Il
e. Pa@r ampetite or overeatirg O O O O
f. Feelng bad abouyoursef or thatyou are a fdure or
have k&t yoursef or your fanily down O O O O
g. Troubk concentting on hings, such as reatj the
newspaper or wahing television. O O O O
h. Moving or speakig so sbwly that other peopt coutl
have noiced. Or he opposie; being so fidgey or O O O O
restess hatyou have been aving around adt more
than usual
i. Thoughs that you woul be beter off dead or of huihg
yourself in same way. O O O O
2. If you checked off anproblemon tis questonnare so Not difficult Somrewhat Very Extrenely
far, how dffi cult have hese prokd¢ms mede it for you o do at all difficult difficult difficult
your work, ke care ofhings athome, or getalong with
other peopt? O O O O
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PHQ-9* Questionnaire for Depression Scoring and Interpretation Guide

For physician use only

Scoring:
Count the number (#) of boxes checked in a column. Multiply that number by the value indicated below, then add the subtotal
to produce a total score. The possible range is 0-27. Use the table below to interpret the PH(Q-9 score.

Not at all #) x0=

Several days (#) xl=

More than half the days (#) x2=

Nearly every day (#) x3=

Total score:

Interpreting PHQ-9 Scores Actions Based on PH? Score
Score Action
Minimal depression 0-4 <4 The score sugpgests the patient may not need depression
Mild depression 59 treament
Moderate depression 10-14 >5-14 Physician uses clinical judgment about treatment, based
Moderately severe depression 15-19 on pa_nent s duration of symptoms and functional
impairment
Severe depression 20-27
=15 Warrants treatment for depression, using antidepressant,

psychotherapy and/or a combination of treatment.

* PHQ-9 is described in more detail at the McArthur Institute on Depression & Primary Care website
www.depression-primarycare org/clinicians/toolkits/materials/forms/phq 9/
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GAD-7 Anxiety

Over the last two weeks, how often have you Not Several More Nearly
been bothered by the following problems? at all days than half every
the days day
1. Feeling nervous, anxious, or on edge
0 1 2 3
2. Not being able to stop or control worrying
0 1 2 3
3. Worrying too much about different things
0 1 2 3
4. Trouble relaxing
0 1 2 3
5. Being so restless that it is hard to sit still
0 1 2 3
6. Becoming easily annoyed or irritable
0 1 2 3
7. Feeling afraid, as if something awful
might happen 0 1 2 3
Column totals + + + =
Total score

If you checked any problems, how difficult have they made it for you to do your work, take care of
things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult

Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr.
Spitzer at[is8@columbia.edu]l PRIME-MDE is a trademark of Pfizer Inc. CopyrightE 1999 Pfizer Inc. All rights reserved.
Reproduced with permission

ScoringGAD-7 Anxiety Se\erity

This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,
of Mot at all,0fseveral days,0fmore than half the days,0and fnearly every day.0

GAD-7 total score for the seven items ranges from 0 to 21.

01 4: minimal anxiety

51 9: mild anxiety

107 14: moderate anxiety

151 21: severe anxiety



PHYSCIAL ACTIVITY READINESS QUESTIONNAIRE

You have asked to complete this form because in some Mindhud}r f.:uu::hing sessions

there may be Fh}rsica] movements involved, such as Yoga.

This information will be stored on an :nr_'r}"l:ltrd database for 7 years and will be

destroyed after this date. You have the right to withdraw this information at any time.

Your Personal Details:
Mame:

Address:

Email:

DB

Emﬂg:nq,' Contact Details
Mame:

Address:

Email:

Your Health Goals
r. What health Ecmls would you like to achieve in che next 3 months?

| mguidl Nep io Doopme S in myeall both mentaly snd phrpsically

|zl i 1 o o sl 2 Wk s ghl
| mcaidl Wi | wrpecesa g plvmscel Wi
| mzul i b argesve g coneaninaton and s ntel dinty

2. Name 4 things vou could do in order to improve vour health?

Ell i - iy ey - tex ch and dusr] i e one on olfas
Do e asarctse

3. What are vour main reasons for starting exercise?

General tmditiuning o Acrobic ficness -
Weight/fat loss o Flexibility v
Stress management v Appearance “
Muscular strength " Improve self-csteem  #

Cither

ALEX ROBSOM
m:ind]:url_fl:uu:]‘ring.urs.uk | Page o

@ Ales Ruobios Moy |'|-l.||i|‘,'.'":|
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@ Alex Rk Mindbidy I:Illllil‘,' Bigi

PHYSCIAL ACTIVITY READINESS QUESTIONNAIRE

4.How wuuld:.ruu describe your g:n:ra] health and fieness?

ity haalt it gEneral b sty pocd
by Wi | okl Guseciba an goo

5. Have you ever done any structured exercise?

Tes @ My

IF Y es” what did you de?
Wihen wunget | s & Do oo et 15 b2 18 v doommpalilnai
1 s e iy Db Tadchir il

A wrdwt
| mas & Ul @6 g deng e e, aining on resdmill and oiter machines for bty srengh
| mant in Dol Trsining Resgines with | nme ior s nerind of e

6. What type of exercise do you :nju:,.' the most? What bype of exercise do you
dislike the most?

[ S ——
| Bl ying Fhe wesigiel machines ared cross bainer pesmise e

| dat Bup running mach WAL do i on o tresdmil bt | el Bored Wi L

Physical

H.J;:ti'l.ril:}r Feadiness Cluestionnaire (PAR Q]

. What wuu]d}ruu say are the main barriers preventing you from exercising?
Lack of facilities In]'ur_'!.-'ll'i“ncss *

Lack of knowledge

MNo motivation

MNo time

2. On ascale of 1-1o (with 1 being poor and 10 I:u:ing excellent) how would Ve assess

the t{ll!]itl}' uf':.ruur earing habits?

ALEX ROBS0ON
mindl:mj}rtua:hing.urg.uk | page oz

@ Alex Rk Mindbidy I:Illllil‘,' Bigi
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PHYSCIAL ACTIVITY READINESS QUESTIONNAIRE *

3. Do you tollow any particular diet or eating parterns?
o o
Yes No

4. Do you drink alcohol?
Yes o No

5. Do you smoke?
Yes Mo w

6. Have vou had a major illness or injury in the last 5 years IF Y es' please give
details:
Yes Mo #

7. Are you receiving trearment for any diagnosed medical condition? I 'Yes please
give details:
Yes Mo
R T UL PRSP S PR ST e TP RS S rarmppa———
8. Are you taking any prescription medication? If 'Yes' please give details
Yes o Mo
Ermmprem tor deprassion - Bemme amd Proctioprmsre e =y Msnerss Drssss
6. Please indicate iF}'uu ever experience any of the fb]luwing symptoms. Do you:
Ever get unusua“:.r short of breath with wery ]ight exertion?
Yes Mo ¥

Ever have pain, pressure, heaviness or tightm:ss in the chest area?
Yes Ma ¢

El:gu]u.rl:.r have unexplained pain in the abdomen, shoulders or arm?

Yes Mo ¥

ALEX ROBSON
mimll:m]:.m‘u::l’ling.urg.uk | page of

@ Ales Robuon Mindbody Coaching 1o
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PHYSCIAL ACTIVITY READINESS QUESTIONNAIRE

1o, Please indicate ':F:.ruu eVeT expericnce any af the Eulluwing symptoms. Do you:
Ever have severe dizey sp:]ls or episodes uFFuinting?

Yes MNa o

El:gu]url:.r get lower ]rg pain during walking that is relieved by rese?
Yes Mo W

Ever rxptrirnc: P:a]pil:al:iuns or ':rn.'gular heartheaes?
Yes Mo

Are vou currently pregnant or have you gi\ﬂ:n birth in the last & months?
Yes Mo oo

. Please indicate on the F:E;urn:s below any aches, pains or problem areas. Please give

details of any areas indicated:

ALEX ROBSOM
mlndhuJ}-cuurhlnE.urE.uh | page o4

@ Ales Paoban Mindbody Coaching 1oz
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PHYSCIAL ACTIVITY READINESS QUESTIONNAIRE g

1z, Areany of these injuries agbrravat:d |:r_', exercise’

Yes o No

r3. Are you currently receiving treatment for any structural problem?

Yes Mo

14. Please indicate any other health Pruh]rms you suffer from which you have not
already mentioned.

Yes o Mo

| s ey Wpel wegery YD 0T paae Ege

| can confirm that | have answered all questions honestly and that the information

giv:n 1% correct.
Hign arure:

Print name: [Date:

Mote: This PAR Q becomes invalid should your condition change.

ALEX, ROBSOM
mimll:ud}rcu:cliins.ur;.uk | page o

@ Alex Robion Mindbody |'|-l.||i||;; Bzl
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1. What are you seeking help with?
Sam is married with 3 older daughters who are gradually leaving home. Her eldest daughter

is getting married in August and she would like help with losing some weight before the
wedding. She reports to being ndanotibnaly cry bab
person. She is stressed with work and finds it difficult to motivate herself to eat well and

exercise.

2. What is going on in your life right now?
Sam is working from home at the family business with her husband and the impact of

COVID-19 is impacting her mental health. Her youngest daughter is studying for a PGCE

and wil |l be complete in a few weekghtertda i me an
move out of the family home and she is feeling stress about the transition. She naps a lot and

eats a lot of chocolate through the working day. Her youngest daughter and husband bring

Sam unhealthy food to cheer her up during the day to whichester turns down.

3. What behaviour change methods have you tried in the past?
Sam was a highland dancer in her youth, and she is fixated on ideas of extreme exercise

behaviours, which she can no longer do because of her knee injuries. She also has tried

giving up chocolate entirely, but her cravings have been too strong.

4. What are you expecting from my service?
She would like to know how to get the motivation to exercise and eat well and manage her

weight. She is also expecting emotional support and guidance

5. Have you accessed psychological services in the past?
Sam has received CBT and bereavement counselling when her mother died, and her first

daughter was born. She said it helped a great deal and this is why she is wanting to access

psychological serviceggain for a different issue, weight management.

6. Is your GP aware of your current health status?
Yes, Samds GP has been treating her for depr

medication. He is aware of her knissuesand she has spoken to th@bout weight

managementut she would prefer to work with someone on ator@ne basis.
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Appendix D2. Alex Robson Mindbody Coaching Terms and Conditions, Liverpool John

Moores University BCI consent and informed consent script.

Terms and Conditions

Terms and Conditions of Service provided by Alex Robson Mindbody Coaching

Contents:

1.

8.

9.

Professional standards of practice
Psychologistlient relationship
Confidentiality

Finance

Expectations

Email and phone contact

Prior to initial appointment
Anti-discrimination policy

Health and Safety

10. Complaint

11.Consent

1.

Professional standards of practice

1.1 Your psychologist, Alex Robson, is supervised according to the standards of education

and training of the Health and Care Professions Council (HCPC)rasnee Health
Psychologistand must comply with a range of standards of conduct, performance and
ethics in order to fulfil a Professional Doctorate in Health Psychology with Liverpool
John Moores University. For more information, please see link:

https://www.ljmu.&.uk/study/courses/postgraduates/hepftizchologydpsych

https://www.hcpeuk.org/

1.2 Your psychologist holds graduate basis for chartered membership with the British

Psychological Society (BP®8}tps://www.bps.org.uk/jokus/membership/graduate
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https://www.ljmu.ac.uk/study/courses/postgraduates/health-psychology-dpsych
https://www.hcpc-uk.org/
https://www.bps.org.uk/join-us/membership/graduate-membership

membershi@nd pratices their code of ethidgtps://www.bps.org.uk/newand
policy/bpscodeethicsandconductthat has four primary ethical principles:

A Respect
A Competence
A Responsibility

A Integrity

1.3 Your psychologist is also a member of the Royal Society for Public Health (RSPH)

2.

https://www.rsph.org.ukdnd adheres to their code of conduct. You can read more about
the codes of conduct by using this timittps://www.rsph.org.uk/membership/cede
conduct.html

Psychologistclient relationship

2.1 You are solely responsible for creating and implementing your own physical, mental and

emotional welbeing, decisions, choices, actions and results arising out of or resulting
from the coaching relationship and your coaching calls and interactions. #s/suc

agree that the | am not and will not be liable or responsible for any actions or inaction, or
for any direct or indirect result of any services provided by Alex Robson Mindbody
Coaching. You understand that coaching does not substitute for thenayegical care if
needed, and does not prevent, cure, or treat any mental disorder or medical disease.

2.2 You acknowledge that psychological intervention does not involve the diagnosis or

3.

treatment of mental disorders as defined by the American Psychiasaciason and

that psychological intervention is not to be used as a substitute for counselling,
psychotherapy, psychoanalysis, mental health care, substance abuse treatment, or other
professional advice by legal, medical or other qualified professiondlthat it is your
exclusive responsibility to seek such independent professional guidance as needed. If you
are currently under the care of a mental health professional, it is recommended that you
promptly inform the mental health care provider of theireaind extent of the coaching
relationship agreed upon by you and your coaching psychologist.

Confidentiality

3.1 Your psychologist respects confidentiality and will not disclose information to a third

party unless legally bound to do so. Examples of thigldvbe in the case of child
protection or unlawful acts such as terrorism.

3.2 Your psychologist will keep all personal information securely in line with guidance from

the UK Information Commissioner's Office (ICO).

3.3 The European Union has adopted the Geneasd Protection Regulation (GDPR), which

aims to strengthen and unify data protection for all individuals within the EU. It aims to
protect your fundamental right to privacy and the protection of your personal data in
process, storage and collectiohlex Robson Mindbody Coaching is GDPR compliant.
For more information on how | protect your data, please see our privacy notice.
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https://www.bps.org.uk/join-us/membership/graduate-membership
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4. Finance

These terms and conditions explain how | work, the charges for the services | offer and
cancellation or disengagemené$ewhen appointments are not conducted.

4.1 There is a minimum of six sessions for private psychological intervention.

4.2 There is a minimum term for 2 hours for the corporate psychological intervention,
delivery can be negotiated to suit the businessisie

4.3 Corporate psychological intervention

Payment for each corporate psychological intervention should be made in full GBP and in
advance of the first session by bank transfer to:

Alex Robson Mindbody Coaching
Tide business account number: 25881172
Sort code: 2369-72.

Please use your company name and date of contact as the reference, so that the payment can
be easily identified. This is nemegotiable and the sessions will not begin until full payment
has been received.

Alternatively, you can make payment via PayPa&aiout on the website or via a PayPal
account to:

alex@mindbodycoaching.org.uk

or
paypal.me/alexmindbodycoaching
PayPal Reference Display on your billing statement: ALEXROB MBC

PayPaMerchant ID: Q6KDCUWXFR5B8

4.4 Private psychology intervention

Payment for each private psychology intervention, there are two payment options available,
up front in full or a flexible payment plan.

Up front in full payments should be made in advanciefirst session by bank transfer to:
Alex Robson Mindbody Coaching
Tide Business account number: 25881172

Sort code: 238569-72.
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Please use your surname and date of contact as the reference, so that the payment can be
easily identified.

Alternatively,you can make payment via PayPal checkout on the website or via a PayPal
account to:

alex@mindbodycoaching.org.uk

or
paypal.me/alexmindbodycoaching

or scan the QR code

PayPal Reference Display onwdilling statement: ALEXROB MBC

PayPal Merchant ID: Q6KDCUWXFR5B8

4.5 If you have chosen a flexible payment plan for your private psychological intervention,
the first payment is due before the initial coaching session and thereon after in monthly
instdments to be set on the same date of your preference.

4.6. If any instalment payment should default, you will have seven days to rectify the
situation. Any scheduled session(s) will be postponed until payment is received within the 7
days, all discountsral bonuses will be forfeited, and full payment will apply. If you should
default on any instalment payment, the result may be cancellation of the psychological
intervention and the cancellation policy will apply. Any credit card decline will result in

pendty from our payment processing company in cases of payment default and may results in
additional fees being applied.

4.7 By making the first payment you agreeing to the full schedule as explained on your
payment plan which may vary in the length of thente

Eligibility to cancel the agreement and payments is limited to 7 business days.
This refund is only available if services have not commenced.

Requests to terminate the contracts outside of this are limited to my discretion.


mailto:alex@mindbodycoaching.org.uk

4.8 All notice of cancellation must be in writing and delivered by email to
alex@mindbodycoaching.org.u€ancellation notice will be deemed on the date in which the
cancellation is received.

Please Note: No refunds, credits or transfers are available featterdance where you have
not been in touch with your psychologist 48 hours before the session is due to commence.

4.9 If you have a flexible payment plan for the private psychologitaivention, | may on
rare occasions agree to freeze your payment due to extenuating circumisthgesa case
by-case basis and offered out of my discretion.

4.10 If at any time you or your psychologist believes the sessions and agreements are no
longer serving your needs, | may initiate a discussion to rectify the situation, prior to
cancelling the package or sessions.

5. Expectations

5.1 Fees set within the specific packages on offer fall into two categories, private
psychological intervention and igmrate psychological intervention.

Within your private sessions, the following services can be expected, but are not limited to:
A review of presession questionnaires and risk assessment

A licensed administration of psychometrics, formulation, scorindysisaand
interpretation.

A review of related social/ educational/ developmental/ medical history.
A consultation helping the client set impactful actions for the next appointment.

A body based mindfulness activities, including yoga. Note, yoga activities can be
adapted to suit individuals in the group and do not require any equipment.

A activities within a BPS approved Acceptance and Commitment Therapeutic approach.
A email contact summarising key points and actions set within the session.

5.2 Within your corpora group coaching sessions, the following services can be expected,
but are not limited to the following:

A risk assessment

A licensed administration of psychometrics, formulation, scoring, analysis and
interpretation

A body based mindfulness activities, inclugliyoga. Note, yoga activities can be
adapted to suit individuals in the group and do not require any equipment

A practical activities within a BPS approved Acceptance and Commitment Therapeutic
approach

A email contact summarising key points and actions geimthe session.
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5.3 All private psychological intervention are scheduled in advance by direct agreement
between you and your psychologist, Alex Robson. If for any reason you cannot attend a
scheduled session you are fully responsible for informing deaalanging an appointment
at least 48 hours in advance, otherwise the session will be deemed forfeit. You are
responsible for rescheduling via phone or contact (and receive reply) via email.

5.4 All material relating to the Alex Robson Mindbody Coachiexyises are subject to
copyright and other intellectual property rights. All materials may not be recorded, used or
reproduced without the written permission of the owner.

6. Email and Telephone Policy

4.1 Your psychologist will aim to respond to yamail within 48 hours within standard UK
business hours Monddyriday. If you are an international client, communication hours are to
be negotiated separately. However, there will be no communication between the hours of
5pm and 9am GMT on a weekday.

4.2 Alex Robson Mindbody Coaching does not offer crisis support or out of hours emergency
contact. If you find yourself in crisis, please call the relevant emergency services within your
country or, if you have one, your dedicated mental health crisis team.

4.3 Itis important to be aware that communications of a sensitive nature and especially
decisionmaking will not be encouraged or engaged in by your coaching psychologist via
email.In my experience these types of conversations are best communicatedioaadansl
processed over video call during your scheduled appointment time.

7. Prior to your initial appointment

Prior to your first appointment we may send you a questionnaire to complete to help us more
fully understand the background to your current eons. This is a detailed document about

your situation and aims of the coaching sessions and we ask that it is completed and returned
by email prior to your first appointment.

8. Anti-Discrimination Policy

Your psychologist values people for their diffieces and will promote selforth and dignity
around any differences that a person may feel have affected them in the past. These may be
around their sexual preference or orientation, mental health status, political or religious
belief, age, gender or etluity.

9. Health and Safety

Your psychologist will take the upmost care and due diligence when working with clients via
online platforms for video calling.

10. Complaints

We hope you will never have to complain about the service provided by Alex Robson
Mindbody Coaching, but if you do have a concern please put it in writing to either myself at
your earliest convenience or to my university supervisor, Dr Mark Forshaw via email,
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m.J.forshaw@I|jmu.ac.ukAlternativdy, you can make a complaint via the British
Psychological Society (BPS) website detailed in the beginning of this document.

Consent

If you have questions about any of the content of this document, please contact me and | can
provide clarification.

Pleasesign here to confirm that you have read, understood and accept the terms and
conditions.

Signature

Print name Date

Thank you for reading and completing this form.

Please return the signed documentatex@mindbodycoaching.org.uk
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> LIVERPOOL

JOHN MOORES LIVERPOOL JOHN MOORES UNIVERSITY
UNIVERSITY

Single case study of the use of Acceptance and Commitment Therapy for weight management.

Alexandra Robson, School of Natural Science®apnchology

1. I confirm that | have read and understand the information provided for the above st
| have had the opportunity to consider the information, ask questions and have had t
answered satisfactorily.

2. | understand that myparticipation is voluntary and that | am free to withdraw at ai
time, without giving a reason and that this will not affect my legal rights.

3. lunderstand that any personal information collected during the study will be anonym
and remain confidenal.

4. | agree to take part in the above study as part of the behaviour change interver
competency for the professional doctorate in health psychology.

Name of Participant Date Signature

Name of Researcher Date Signature
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Informed consent

A

A

The name fAacceptance and commitment therap:
out of your control and commit to action to improve your life.

ltds a very active form of coblantshndfegings.l t 6 s
Our aim is to work together as a team, to help you be the sort of person you want to be
and build the sort of life you want to live.

Part of this approach involves learning skills to handle difficult thoughts and feelings

more effectvely, so they have less impact and influence over you. When we introduce
these skill s, |l 611 ask you to practice the
ités li ke | earning to play an i nstryaument 0|
get.

ACT also involves clarifying your values, finding out what matters to you, what you want

to stand for in life, what strengths and qualities you want to develop, how you want to
treat yourself and others. And it also involves taking action to solweproblems, face
your challenges, and do things that make life better.

| will ask you at times to try new things that may pull you out of your comfort zone, like
learning new skills to handle difficult thoughts and feelings, but you never have to do
them. You are always free to say no to anything | suggest.

Press Pause

A

Can | have permission to fApress pauseo fr ol

If | see you doing something that looks like it might be really useful, in terms of dealing with

your problems andnproving your life, | can just slow the session down and get you to really

notice what you are doing?

A

For example, | may ask you to pause or slow down, take a couple of breaths, and notice
what youodre thinking or feeling or saying
clearly what youob6re doing, and weroomal®m | ook
that okay?

And can | also press pause if | see you doing something that looks like it may be

contributing to your problems or making them worse, so we can address it?

And of course, this goes both wéygou can also press pause on me, any tioelike.
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AppendixD3.Samé6s compl eted case formulati on

ACT Pr act i ocoueseSDS Semninang20R0). t

What does the client want from therapy/coaching? What does he/she describe as the main problem(s

A Losewei ght before daughterédés wedding in Aug
A Help with comfort eating.

A Help with motivation to exercise.

A Help her find more time for herself for relaxation.

A Confidence and selisteem.

Are there any external barriers (as opposed to psychologicarbato a rich and full life e.g.,legal, social,
medical, financial, occupational problems that will require active problem solving and/or skills training

Depression resistance ideas of strict dieting and exercising.

Home liferesponsibilities lack of time in the day.

Cold weather and muddy walkways.

Ot her peopleds treats in the house.
Working from home more access to treats in cupboard.

I > >

UNWORKABLE ACTION
What is the client doing that makes his life worse, or keeps her, stualorsens his problems, or inhibits h
growth, or prevents healthy solutions, or worsens health, or damages relationships, etc?

A Rumination and negative seHlk.
A Fusion with what weight loss would enthif e st ri ct i ve di et ineeglto belike
beforeil 6ve done this before.o

What people, places, events, activities, situations and challenges is the client avoiding or escaping (
withdrawing from, quitting, procrastinating, or staying away from)?

Avoiding exercisectivities

Avoiding walking outdoors

Avoiding looking into healthy eating plan

Procrastinating with implementing previous hard and restrictive diet and exercise regimens.
Quitting the decision every day to 6eat h

I >

FUSION: (Include examples of ggific thoughts, as well as of processes such as worrying, etc.)
PAST & FUTURE: (rumination, worrying, fantasizing, blaming, predicting the worst, reliving old hurts

idealizing the past or the future, flashbacks
A Rumination #l used to dance, and | coul d
are knackered because of all the wear and

SELF-DESCRIPTION: (selfjudgments,seff i mi ti ng i deas about O6who

A

0 o

| 6ccamexercise |like |issussgeddtb bacaussetop @
tart and because | 6ve got so much to do

REASONS:(r easons the client gives fge,wby whg ¢t
improved)

A Al j u dited,anawork gets on top of me and by the time | get round to doing something
me itds too | ate in the day and all | wan

29¢

recon



RULES: (abouthowl, ot her s, |l ife should be |l ook for K
6rightd, o6wrongd, o6éal waysd, O6neverd, oO6canbdt b
A il candt stop eating chocolate once | st a
A Al candét exercise |Iike | did before becau

JUDGMENTS: (mostly these will beegative, but sometimes positive; may be about anyone or anythin

ot her people, oneself, oneds job, oneds body,
itself)

A fl u feel old and useless. 0

A Al just need time for me.o

OTHER: (anyother unhelpful cognitions: beliefs, ideas, attitudes, assumptions, etc. Include anything
client says that upsets, annoys, confuses or scares you, or makes you feel stuck.)

EXPERIENTIAL AVOIDANCE: _(Private experiences the client is trying to avoid, get rid of, or is
unwilling to have)
THOUGHTS/IMAGES/MEMORIES:

A Harsh regimen of exercise.
A Strict dieting where she wouldnét be allo

FEELINGS/ SENSATIONS/URGES:

A Feeling sad and hopeless.

A Feeling |like 106ve given up.
A Feeling tired.

A Feeling tense and unable to relax.

A Feeling old.

VALUES & COMMITTED ACTION

IMPORTANT LIFE DOMAINS: (What domains of life seem most important to this clieng.,work,
study, health, parenting, intimate relationship, friends, family, spirituality, community, environment)?
Friends and family.

A Family
A Work

VALUES: (What values seeimportant within those domains?)
Being there for others, being kind respectful and honest.

A Being there for family and being reliable.

GOALS & ACTIONS: ( What valuesongruent goals and activities does the client: a) already have; an
want topursue?)

Walking for 20 minutes on lunch break every other day (3 times per week.)

Loosing 1 I b per week before daughteroés w
wedding photos.

Looking at MyFitness Pal app and keeping track ofcaloaes @ n dur i ng t he (¢
by the end of the week to loose 1lb per week.

Practice mindfulness to help with value consistent actions.

Speak with family to help with healthy eating.

Plan 1 treat per day and eat it mindfully and enjoy it.

Upkeep nindfulness practice to regulate psychological flexibility towards weigdmhagement.

> > >

o D
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NEED FOR SKILLS -TRAINING: (What important skills does the client lack or fail to esg,problem
solving, goal setting, seffoothing, assertiveness, communication, conflict resolution, time managemen

relaxation, empathy?)

Task focused attention to shift away from past ruminations and focus on value consistent act
Health literacy on hedthy nutrition and exercise for weight loss that is gentle and steady and n
harsh and restrictive.

Selfcompassion and relaxation skills to promote-sate activities and regulate wellbeing.

Time management skills to plan out day and overcome exteanddrs that get in the ways of valy
consistent action.
Grounding and centring skills to regulate emotions and promote interoception when triggered
situation.

D> > >

>

RESOURCES: (What strengths, skills and personal resources does the client alreadythetveguld be
utilized? What external resources could potentially be accessed?)

A Has previously enjoyed exercise so is aware of the benefits.

A Likes to walk and listen to audiobooks.

A Family support.
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Appendix D4. Psychometric measures usdte Weight Acceptance Questionnaire (AAQ
W; Manwaring, Hilbert, Walden, Bishop, & Johnson, 2018; Hayes, 2019), The Food
Acceptance Questionnaire (FAAQ); Juarascio, Forman, Timko, Butryn, & Goodwin,,2011)
The Satisfaction with L& Scale (SWL; Diener, Emmons, Larsen & Griffin, 1986y the
Waist circumference measurement NHS instructions by Seamons (285/Health Check

Training.
Acceptance and Action Questionnaire for Weight Related Difficulties

I f youdr e s bearstruggingwhhan dating disorder, or you otherwise find
yourself regularly upset over your relationship with food, the Acceptance and Action
Questionnaire for Weight Related Difficulties is presented here as a tool for your use (AAQ
W; Manwaring, Hibert, Walden, Bishop, & Johnson, 2018; Hayes, 2019).

This measure can be used to track how much psychological flexibility you have with your

thoughts and feelings about food and eating. As with all measures, try not to become
obsessed with feetttoi mgotrree Use this scale to
applying your new ACT skills to the sedfiticism that arises you when you eat. As you open

up, accept yourself, and commit to doing wha

acceptancéor yourself.

Below you will find a list of statements. Please rate the truth of each statement as it applies to
you.

Use the following scale to make your choice.

1 2 3 4 5 6 7

Never True Always True
1. 1tds OK to feel fat.

2. |l am not in control of what | eat.
3

. When | evaluate my weight or my appearalately, | am able to recognise tha
this is just a reaction not an objective fact.

>

| need to feel better about how | look in order to live the life | want to.

5. Other people make It hard for me to accept myself.

o

I f I 6m over wei ghwanttoo canoét | ive t
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7. If | feel unattractive, there is no point in trying to be intimate.

8. If I gain weight, that means | have failed.

991 donét have what it takes to be
10. My eating urges control me.

11.1 need to get rid of my eating urges to eat better.

12.1 am a stable person.

13.1f | eat something bad, the whole day is a waste.

14.1 should be ashamed of my body.

15.1 need to avoid social situations where people might judge me.

16.1 will always be overweight.

Scoring

Add up your responses to each question. Reverse thase items first before you add them
to your total: 1, 3, and 12. Reversing a score means if you answered 1, you should score 7. 2

becomes 6, 3 becomes 5, and vice versa.

References

Manwaring, J., Hilbert, A., Walden, K., Bishop, E. R., & Johnson2Q18). Validation of
the acceptance and action questionnaire for weghted difficulties in an eating disorder

population. Journal of Contextual Behavioral Science;7, 1



Food Acceptance Questionnaire

I f youdre someone \ilhan eating disofoler, ®@myousdtharwisg find i n g
yourself regularly upset over your relationship with food, the Food Acceptance Questionnaire
is presented here as a tool for your use (FAAQ; Juarascio, Forman, Timko, Butryn, &
Goodwin, 2011).

This measure cape used to track how much psychological flexibility you have with your

thoughts and feelings about food and eating. As with all measures, try not to become

obsessed with getting the Aperfectodo score.

applyingyour new ACT skills to the selfriticism that arises you when you eat. As you open
up, accept yourself, and commit to doing

acceptance for yourself.

Below you will find a list of statements. Please raténe truth of each statement as it

applies to you.

Use the following scale to make your choice.
1 2 3 4 5 6 7

Never True Always True

17.1 continue to eat a healthy diet, even when | have the desire to overeat or
poor eating choices.

181t 6s OK to experience cravings ar
listen to them.

191t 6s not necessary for me to cont
eating.

20.1 need to concentrate on getting rid of my urges to eat unhealthily.
21.1 dondt have to overeat, even whe

22.Controlling my urges to eat unhealjhis just as important as controlling my
eating.

23. My thoughts and feelings about food must change before | can make cha
in my eating.

24.Despite my cravings for unhealthy foods, | continue to eat healthily.
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25.Before | can make any important dietary changes, | have to get some con
over my food urges.

26.Even if | have the desire to eat something unhealthy, | can still eat healthi

Scoring
Add up your responses to each question to get a total score.
References

Juarascio, A., Forman, E., Timko, C. A., Butryn, M., & Goodwin, C. (2011). The
development and validation of the food craving acceptance and action questionnaire (FAAQ).
Eating behaviors12(3), 182187.



The Satisfaction with Life Scale (SWL; Diener, Emmons, Larsen & Griffin, 1985).

Instructions:Below are five statements that you may agree or disagree with. Using the 1
scale below, indicate your agreementhagach item by placing the appropriate number on
the line preceding that item. Please be open and honest in your responding.

7 - Strongly agree

6 - Agree

5 - Slightly agree

4 - Neither agree nor disagree
3 - Slightly disagree

2 - Disagree

1 - Strongly disagree

In most ways my life is close to my ideal.

The conditions of my life are excellent.

| am satisfied with my life.

So far, | have gotten the important things | want in life.

If I could live my life over, | vould change almost nothing.
Scoring:

Though scoring should be kept continuous (sum up scores on each item), here are-some cut
offs to be used as benchmarks.

317 35 extremely satisfied
267 30 satisfied

2171 25 slightly satisfied

20 Neutral

157 19 slightly dissatisfied
107 14 dissatisfied

579 extremely dissatisfied

Diener, E., Emmons, R. A, Larsen, R. J., & Griffin, S. (1985). The Satisfaction with Life
ScaleJournal of Personality Assessmeff), 71-75.
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Waist circumference measuremeniNHS instructions by Seamons (201 MHS Health

Check Training.

Waist Measurement

¢ For individuals with a BMI
below 35

¢ Measure from the side

* The tape measure should be
snug but not indent the skin

Waist circumference

Low Medium

Men: < 94cm Men: 94-102cm Men: > 102cm
BMI Women: < 80cm Women: 80 - 88cm | Women: > 88cm
Healthy Weight (18.5— No increased risk | No increased risk Increased risk
24.9)
Overweight (25-29.9) No increased risk | Increased risk

Increased risk
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Appendix D5. Weeklysession plans detailing activities deliverAdtivities that refer to a scrigtre included below session plans.

Mindbody Coaching SessidPlang Session 1 of 6

Aims Outcomes Duration Materials
A To help the participant improve A Intro to ACT and weight loss A 2 hours with 16minute break if A Informed consent
psychological flexibility. A Risk Review needed A Conversation prompts
A Case conceptualisation/formulatio] A Measure A Hexaflex
and defusion. A Caseconceptualisation A Weightmanagement measure
A SMART target valdeased goal. A Functional Context A Case Conceptualisation
A Mindfulness activity A Selfcompassion mindfulness scrip
A Homework
Introduction: 10 minutes
Activity Resources
2-hour long session and we can take a break if needed. A Informed consent
_ A Conversation prompts
If we get cut off, give me a call. A Hexaflex
Background
l'da $6SQNBE 3I2Ay3 GKNRdAAEAK:T L glyl &2dz G2 6S 2LIS
| want to start out by saying thate are not here to be fixed, especially by someone else. Although we
likened to machinery, humans do not break. That is especially true with the mind and the sense of s
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ACT is a behavioural model. It helps you to apply new ways of thinkingiydicegour life experiences. It
based on Rational Frame Theory used as a therapeutic tool. Because it can be directly applied, it is
functional and contextual. It is likened to a contextG8Tand it is process driven.

We learn by addition; it is much harder to erase a behaviour than to modify and adapt. ACT is a tool
help you adapt and adjust your behaviours in context.

Psychological flexibility

Aware, Open, and Active

LiQa AYLRNILIyYG G2 (y26 GKIG 68 KF@S GKS LRsS

ACT helps to broaden our psychological repertoire so that we can be more dynamic in our social
interactions. We will cover this more in depth latarthe session.

Risk Assessment Reviepll5 minutes

Activity

Resources

1 Review information on PAR. Check for any areas left blank and talk through issues and potg
contraindications and adaptations to the movemeb#sed activities and exercise advice and
guidance.

1 Review information on the PH®and the GAE to checkts correct and talk through any safety
LINE OSRdzNBa GKIFG YFe 6S Ldzi Ay LI OST So3ad
session using the template. (If needed)

A PARQ (pre completed and sent by the participant
prior to this session).

A PHQ9 (pre completed and sent by the participant

prior to this session).

GAD7 (pre completed and sent by the participant

prior to this session).

A Risk template (if needed).

p>N
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Measure¢ 20 minutes

Activity Resources

Take measure A Acceptance and Action for Weight Related Difficulti¢
A Food Acceptance Questionnaire

Weight in Kg and Waist Circumference is in£Ad&hd will only be measured again on the final session. A Satisfaction with Life Questionnaire

Groundingg 5 minutes

Activity Resources

ABC centring/grounding activity.
Awarenesg; simply noticing what you can see and feel
Balanceg shift weight from side to side, see if there is balance in the body from left to right, front to b

Core relax tense and réax the centre line of your body, your jaw, abdomen etc.

Breath deep and arrive in this moment.
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Case Conceptualisation1 hour

Activity

Resources

L 2dz YFe KF@S YdzZ GALX S O2yOSNyasx az2z tSiQa F20
you would like help with the most. They may be interconnected as you will see as we go long the se

A 2KFG Attt OKIy3ISYALN2¥A@NARATSIAK (KSasS wa
In ACT we focus on workable behaviour rather than symptoms.

The metric of success is one of expansion rather than elimination. We learn to behave mindfully and
with values

Determine if the problem is a result of psychologicaflexibility:
Acceptance

A When x pops up, how do you usually respond to it? What happens both inside, and to the wg
act/behave around others?
Fusion

A 52 @82dz y2GA0OS @&2d2NEStF KI @GAy3 NHzZ Sa tA1S

Seltascontext

A Does your x define you?

Being present

A When depression is present do you notice being pulled to things that happened or that might
happen?

A Case conceptualisation sheet
A Conversation prompts
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Values

A What are the things you miss doing the most ever since you started feeling like this?

Committed actions

A Do you find yourself spending a lot of tirtrging to fight your weight issues?

Target experience

A a2KIFId Aa GKS (K2dAKGX FSStAy3a 2N aSyal GAz2
A Try to nail it down to one key experienEeg. Anxiety, depression, setfoubt, panic, obsession

Timeline

A a1l 26 2§AdzKadIOdHz33t SR sAGK G(KA&E SELISNASYOS
A Get a sense of how old the struggle is

Control Strategies

A 2KIG KIFI@S @2dz R2yS (2 GNB FyR 3SiG NAR 27
A Make a comprehensive list of strategies that

A have been used to avoid X
A | @2AR dzaAy3a aD22R¢é¢ 2NJ a. Ré Fa RSAONRLII 21

Outcomes
A Shortterm
A Longterm
A aLa - o0GFNBSG AYyYySNI SELISNASYOSo 3IShddAy3a §
A I'NB lye 2F GKS aidN)riS3IAansSa &2dzQNB dzaAy3d y§
A How long can you aintain this fight against X?
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Putting it all together

A Using the assessment strategies and the key case conceptualization questions we have talked :
you should be able to start seeing all the processes we have idaRaflexnodel

A However, this is sometimes difficult to do-time-go as we are holding de a lot of information at the
same time

A Hexaflex

Mindfulness Activity¢ 5 minutes

Activity

Resources

Selfcompassion mindfulness activity

A Selfcompassion mindfulness script.

Behavioural Commitment & Homework 30 minutes

Activity

Resources

Do you have any questions or anything you would like me to go over?

Homework¢ SMART

Specific

Highlight oneprocess of change (even though you might be targeting multiple ones)
Concrete (observable by others)

| RSljdzt G8 G2 GKS OfASyGQa alArtt fS505¢
Sufficiently challenging

Linked to values




To be completed by the following session in 2 weeks.

Keep anotepad beside2 dz (2 GF 1S y208S

next session.

27T

by e

iK2dAKGak¥T§
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Mindbody Coaching Session Plgisession 2 of 6

Aims Outcomes Duration Materials
A To help the participant improve A Measure A 2 hours with 16minute break if A Forty Common Values Worksheet
psychological flexibility. A Review homework needed A Choice point Worksheet
A Case conceptualisation and conta| A  Triflex A Triflex Diagram
with present moment and A Intro to Values A Conversation prompts
introduction to values. A More case conceptualisation for A Weightmanagement measures
A SMART target and valimsed workable and unworkable A Dropping Anchor Script
goals. behaviours.
A Mindfulness exercise
A Homework
Introduction: 5 minutes
Activity Resources
2-hour long session and we can take a break if needed. A Conversation prompts

If we get cut off, give me a call.

Background
l'a gSQNB 3A2Ay3 GKNRAzZAKI L ¢tyld &2dz 62 0SS 2Ly (2

| want to start out by saying that we are not here to be fixed, especially by someone else. Although we are li
to machinery, humans do not break.

We learn by addition; it is miacharder to erase a behaviour than to modify and adapt. ACT is a tool to help yo
adapt and adjust your behaviours in context.

30¢




Psychological flexibility

Aware, Open, and Active

LGQa AYLERNIFyG G2 1y26 GKFG 6S KIcéb8s tdisKudtionsl2 ¢ SNJ (0 2

Measure¢ 20 minutes

Activity

Resources

Take measure

A Acceptance and Action for Weight Related Difficultig
A Food Acceptance Questionnaire
A Satisfaction with Life Questionnaire

Review homeworkc 15 minutes

Activity Resources
WSOPASSs O0SKFE@A2dzNI £ O2YYAGYSyd FyR GFE1 |+ o2dzi
you face and what did you notice.
Mindful movement¢ 10 minutes
Resources

Activity

Mindful gentle movements to get the blood flowing, stretch tightsuoles and increase interoception ang
provide a little relaxation and grounding.

1. Postureg sitting on the edge of the chair spine away from the backrest, feet firmly on floor.
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Noogor~wN

9.
10.

Breathingg focus belly breath 3 rounds.

Anjali mudra neck roll 3 roundmd hold for 10s at centre.

Interlace fingers and push out in front hold for 10s.

Wrist rolls 23 rounds alternating direction.

Side stretches arms up and overhead hold for 10s each side.

Link the fingers elbows out wide take the hands behind the heads&retth one elbow up
towards the sky lengthening the side body. Hold for 10 s and repeat on opposite side.
Standing take a side straddle wider than hip distance apart, toeas point forward. Tuck the pg
under keeping spinal alignment. On and inhaleth the arms out wide to make a start shape.
Keeping the knees soft, draw strength up though the insoles and the inner thigh muscles an
core. Stretch out fingertips and when you find you balance you can pick gfuinglor you can
close your eyes anfihd a quiet moment. This is you taking up space, strong and tall. Embody
sensations as you feel a strength and connection to the earth and the space around you.
Float the arms around and give yourself a hug taking a mindful moment here.

2 KSy eready@deBse the arms and sit back on the chair.

Triflex¢ 5 mins

Activity

Resources

.NASTFEE f221 G GKS ¢NATFESE Y2RStE FyR &adl NI

This is a simplified version of the Hexaflex

A Triflex
A Choice Point

311




Valuesg 30 mins

Activity

Resources

| want to briefly introduce values at this point because | think it will be handy in working towards the
you have already segftourself.

The choices we make regarding how we want to react to a situation are closely linked with our value
0SKIFE@S I O0O2NRAY3 (2 ¢KIG ¢S 0StAS@GS Aa I+ 3I22

Things like authenticity to ourselves and others.
Fitness to maintain or improve or look after my physical and mental health
Fun and humour to seek, create, and engage infilled activities and enjoy life

Spending quality time with the family

Those are the things that drive behaviour and what weudth ideally be working towards.

Specific to weight management, being out of alignment with core values means our behaviours can
of control. When we feel sad, we eat comforting food to feel better, but it makes us feel worse afterw
The innercritic showsugi 2 K& Ol y Qi L 06S Y2NB RA&OA LI} A yrSeRhiag

GKIFIG AYYSRAFGSte KSfLaX GKS OkK202f1GS Ay (KS

When we feel good about ourselves and feel confident about our direction and our veledsel in
O2yGNBEt IyR AGQa SFraASNI G2 YIS RSOAaAzya (K

A Review Forty Common Values
A Conversation prompts
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[ SGQa &aLISYR | FSg YAydziSa y2¢ 3F2Ay3a (KNRBdAAK
immediately jumps out. Think about what truly makes you happy and what gives ymsa af
achievement.

Compass metaphor

| want to mention one final thing on why values are important...

G+ fdzSa INB ftA1S I O2YLI aad ! O2YLI aa 3IA@BSa
And our values do the same for the journeyitd.|We use them to choose the direction in which we wa
G2 Y2@0S yR G2 (1SSL) dza 2y (NI O] la ¢S 3IF20 {2
K2g FIEN ¢gSad &2dz 4N @St s @&2dz yS@SNI 3 Sditheidhiodsyds
GNE G2 | OKAS@S 2y @&2dN) 22daNySes GKSeQNB fA1S
gKAES @2dz 1SS LI ey AQT Nlad@ Sirhiple YoyaHandisS 20800 ¢

Case formulatiorg 20 minutes

Activity

Resources

Review current workable and unworkable behaviours with regard to weight management.

A Case formulation

Mindfulness Activity¢ 3 minutes

Activity

Resources

Mindfulness activity; dropping anchor. Cultivating contact with the present moment and awareness @
the body.

A Dropping Anchor Script
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Behavioural Commitment & Homework 30 minutes

Activity

Resources

Do you have any questions or anything yeould like me to go over?

Homework¢ SMART

Specific

Highlight one process of change (even though you might be targeting multiple ones)
Concrete (observable by others)

' RSljdzZt ¢S G2 GKS OftASyiQa aiatt tS@St
Sufficiently challenging

Linked to values

To becompleted by the following session in 2 weeks.

(0p))
Qx
>
¢
w»

YSSW I y2iSLI R o
next session.

@2dz G2 Gl11S y24S
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Mindbody Coaching Session Plgisession 3 of 6

Aims Outcomes Duration Materials
A To help the participantimprove | A Measure A 2 hours with 16minute break if A Conversation prompts
psychological flexibility. A Review homework needed A Weightmanagement measures
A Explore fusion vs defusion and A Mindful movement A Leaves on a stream street
introduce selas context. A More case conceptualisation with A ACT matrix and case
A SMART target and valimsed the ACTMatrix exercise conceptualigtion
goals. A Passengers on a bus activity A Passengers on a bus activity
A A word on guilt.
A Mindfulness exercise leaves on a
stream
A Homework
Introduction: 5 minutes
Activity Resources
2-hour long session and we can take a break if needed. A Conversation prompts
If we get cut off, give me a call.
Psychological flexibility
Aware, Open, and Active
LGQa AYLERNIFyG G2 1y2s GKIFIG 6S KIFEI@S GKS LIR2eSNI (2
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Measure¢ 20 minutes

Activity

Resources

Take measures.

A Acceptance and Action for Weight Related Difficulti¢
A Food Acceptance Questionnaire
A Satisfaction with Life Questionnaire

Review homeworkg 15 minutes

Activity Resources
Review behavioural commitment

Mindful movement¢ 10 minutes
Activity Resources

Mindful gentle movements to get the blood flowing, stretch tight muscles and increase interoception
provide a little relaxation and grounding.

11.
12.
13.
14.
15.
16.
17.

18.

Postureg sitting on the edge of the chair spine away from the backrest, feet firmly on floor.
Breathingg focus belly breath -3 rounds.

Anjali mudra neck roll 3 rounds and hold for 10s at centre.

Interlace fingers and push out in front hold for 10s.

Wrist rolls 23 rounds alternating direction.

Side stretches arms up and overhead hold for 10s each side.

Linkthe fingers elbows out wide take the hands behind the head and stretch one elbow up
towards the sky lengthening the side body. Hold for 10 s and repeat on opposite side.
Standing take a side straddle wider than hip distance apart, toeas point forwarkltfHaipelvis
under keeping spinal alignment. On and inhale stretch the arms out wide to make a star sha
Keeping the knees soft, draw strength up though the insoles and the inner thigh muscles an

core. Stretch out fingertips and when you find you batagou can pick a focal point, or you can
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close your eyes and find a quiet moment. This is you taking up space, strong and tall. Embg
sensations as you feel a strength and connection to the earth and the space around you.
19. Float the arms around andwg yourself a hug taking a mindful moment here.

20.2 KSy @2dzQNB NBIReé NBfSFrasS G(GKS I Nya yR aA’
Case formulatiom 20 minutes
Activity Resources
Review the identifying workable and unworkable behaviours. A Case formulation
_ , o A ACT Matrix
ACT Matrix, clarify yourvalues, why is it important to you.
Passengers on a bus30 mins
Activity Resources

Adapted from Hayes, Stossel and Wilson, 1999.

Emotions are important messengers of information. Some emotions are supposed to feel uncomfort
0S50 dzasS G(KSB@QNB adzlJll2aSR (2 Y20AQ+GS dza G2 ¢

Unfortunately, in our world there are more perceived thredEmotions passengers often knock us off o
healthy habit rout by making us reach for the chocolate or the wine. This is normal human functionin

We are primed to be natural problem solvers, which can motivate us to want to get rid of our feelings
GKS Sy2dA2ya FINByQil GKS AaadzsSz AGQa GKS az2f dz
issue. We all do things to avoid feeling bad. So, in sitting with our emotions instead of choosing to a

them is the key. Accepting the messae¥ ¥ G KS YS&aaSy3aSNJ 6dzi &2 dzQNEB
A {23 t8S0Qa YSS{ @2dzNJ LI aaSyaSNr 2y &2dzNJ od
A AYF3IAyYyS @2dz2QNB | 06dzA RNAGDSNI FyR &2dzNJ LI &3

A Conversation prompts




D> D>

>

>

P

> > > > >

>

Same of the passengers are friendly and nice but some are bossy and annoying.

These passengers often like to tell us what to do.

LYF3AYyS @2dz2QNB Fo62dzi G2 3IABS + LINBaSydal GA
YI@0S @2dz aK2dzZeRWA N AIAKGS FRKES (0 [Rf21d2NJ 6 2 NR
Sometimes it feels like these passengers take over the driving of the bus. When we think ab
32Ay3 (2 GKS 3FeYX 2dzNJ LI aaSy3aSN) alreas aez
l'YR a42YSUGAYSa @2dz SyR dzL) Rahkhdrks far at, (i have KdSmudl
2 R2®¢

So, to be a good bus driver and stick to our healthy behaviours, we need 2 skills.

MX GKS RANBOGAZ2Y 6SQNB RNAGAY3I YR HI (KS§
So, last we covered what values are important for y@have a meaningful life and the kind of
person you want to be.

Our passengers can knock us off our rout by a number of ways

lobstaclecl 62y Qi KIF @S Sy2dzakK GAYS

2judgementx i KSe (Sftf dza ff (GKS gl e&a 6SQNB y?2
3. Comparisons they have it easier

4 predictionsg projections, failure or other negative outcomes

This is all normal behaviour because our brain has developed on the principle, better the de
do know because whatever bad experiences you have right now are better thamkmewn. It
R2SayQi tA1S dza (2 R2 lyedKAy3d ySgo

The first thing that comes tomindégss St ¢Ke& OF yQi L 2dzad 1410
would work but have you ever found a way to permanently not be angry or sad?
Emotions are partofthedeY I y O2y RAGAZ2Y T 6S Ol yQid 1AO0]
08 3A2Ay3 G2 GKS fFYyR 2F gAYyS FyR OK202ft I {
bus detoured from where | wanted to go.

Could you ignore the passengers? What happeniseénmeal world when a passenger wants to g
off the bus and the driver ignores her? There would be hell on eventually and the passenge
would get louder and more aggressive.

This is because of the thought suppression effect or the rebound effect.

Maybeg S OFy yS3I20GAF3GS 6A0GK LI aaSyaSNaAK aeéz2g
G2 SIG KSIFIfdKeésxs aeéz2dz Oy KI @S GKAA 2yS |
always offering a much better option which makes it easier for them to win

YR gKAf&ald @2dz2QNBE RSOl GAYy3 gAGK @&2dzNJ LI &3
sticking to your rout.

¢CNBE fAFGAY3TI @2dz2NJ FNY |yR GStfAy3 &2dz2NBSE ¥
passengers to stick to your rout.
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A ¢KAY]l 2F Al GKAa 61X (GKS 060dza RNAODGSNI R2S3
ropery land and take ateat the roundabout and then follow the road towards Benson street,
everyone okay with that? They just follow their rout.

A SoR2 @2dz RSI't @gAGK LI aaSy3aSNBEK LYF3IAYyS AT
couldyou justtake arighktSy I £ STi FyR RNRLI YS 2FF I
A 908y GKS |AyRSal( o0daA RNAGSNI 6Aff NBALRYR
A This is the type of relationship we want to have with our passengers, we want to acknowled
whattheyhavei 2 &t & o0dzi R2y Qi S0 GKSY RAGSNI dz
A wSYSYOSNI KFG dGKS@ IINB y2i GNBAYy3 G2 0SS Y

healthy for you.

Thank your passengers with genuine gratitude and precede along your rout.

Mindfulness Activity¢ 5 minutes

Activity

Resources

Mindfulness activity; leaves on a stream

A Leaves on a stream script

Behavioural Commitment & Homework 30 minutes

Activity

Resources

Do you have any questions or anything yeould like me to go over?

Homework¢ SMART

Specific

Highlight one process of change (even though you might be targeting multiple ones)
Concrete (observable by others)

' RSljdzZt ¢S G2 GKS OtASyiQa aiaratt tS@St

Sufficiently challenging




Linked to values
To becompleted by the following session in 2 weeks.

YSSILI I y20iSLI R 0SaARS @2dz G2 GFr1S8S y23S 2F |y
next session
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Mindbody Coaching Session Plgisession 4 of 6

Aims Objectives Duration Materials

A To help the participantimprove | A Measure A 2 hours with 16minute break if A Conversation prompts
psychological flexibility. A Review homework needed A Weight Management Measures

A Promote defusion, self as contact| A Mindful movement A Seltcompassion script
and present moment awareness | A  Control, eliminate or avoid

A SMART target and valimsed A Mindfulness
goals. A Homework

Introduction: 5 minutes

Activity Resources

2-hour long session and we can take a break if needed. A Conversation pmpts

If we get cut off, give me a call.

Psychological flexibility

Aware, Open, and Active

LGQa AYLERNIFyG G2 1y2e GKIG 6S KIFI@S GKS LIR2egSNI (2

Measureg 20 minutes

Activity Resources

Take measures A Acceptance and Action for Weight Related Difficulti¢
A Food Acceptance Questionnaire
A Satisfaction with Life Questionnaire

321



Review homework; 20 minutes

Activity Resources

Review behavioural commitment A Behavioural commitment

Holding it Lightly Mindfulness Activity 10 minutes

Activity Resources

Holding it Lightly mindfulness script. A Holding it Lightly script.

Fusion vs defusioilg 20 minutes

Activity Resources

Fusion vs defusion and exploring times where you try to control, eliminate or avoid a situation with y| A Fusion vs defusion worksheet
chosen behaviours.

Self As Context Mindfulness Activity10 minutes

Activity Resources

The Observer script. A The observer script

32z



A word on guilt, 10 minutes

Activity Resources

Adapted from Why Healthy Habits Suck by DayneBaggley (2019)

Guilt is an emotion that comes up a lot and it is one of your passengers on the bus who will always \
motivate you to go off rout from your healthy habit.

Way back in cavemen times all the parents abandoned the children to do something for thesnSéte
survival of the tribe depended on it. Guilt shows up to make sure that they do what is best for the trik
and not something selfish. It had to motivate them to not take more than their share in a time when i
just about simple survival. Guit supposedd¥ S St GSNNAof S LiQa G(KS S
something against your own wellbeing in service of your family or tribe.

Ly 2dz2NJ Y2RSNY ¢2NIRX aStfArakKkySaa | Otdatte KS
we are not able to be there for others. This translates to being a better member of the family. We try
find ways to make everyone feel better before we act but no. You have to be string in serving your fa

It comes from being willing to experiencesdomfort in service of your values.

The 90% rule 5 minutes

Activity Resources

Difficulties with counting calories? Explore learned helplessness. Success makes us want to try agal
failure makes us not want to try at all.

90% ruleg add a series of 90% goals to get you towards your overall goal.
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Maybe only record breakfast or only on a Monday.

Yourpassengersnight have a lot to say about this 90% godi & 2 dz Q by Q G I OKAS Q S §

fSaaeg SUO0d 2o BSINE YUWKOKYEZ LI aaSyasSNBRe€Z |yR (
Behavioural Commitment & Homework 30 minutes

Activity Resources

Do you have any questions or anything you would like me to go over?

Homework¢ SMART

Specific

Highlight one process of change (ewhough you might be targeting multiple ones)

Concrete (observable by others)

' RSljdzZl S G2 GKS OftASydQa aiAftt fS@St

Sufficiently challenging

Linked to values

To be completed by the following session in 2 weeks.

Keep a notepad beside you to take note of éinft 2 dz3 K1 & k FSSt Ay3a GKIFG O2

next session.
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Mindbody Coaching Session Plgisession 5 of 6

Aims Objectives Duration Materials

A To help the participantimprove | A Measure A 2 hours with 16minute break if A Conversation prompts
psychological flexibility. A Review homework needed A Weight management measures

A Promote value consistertction A ABC centring exercise A Neurosensorynindfulness script
and maintaining goals. A Clarifying values

A SMART target and valimsed A Homework
goals.

Introduction: 5 minutes

Activity Resources

2-hour long session and we can take a break if needed. A Conversation prompts

If we get cut off, give me a call.

Psychological flexibility

Aware, Open, and Active

LGQa AYLERNIFyG G2 1y2e GKIG 6S KIFI@S GKS LIR2egSNI (2

Measureg 20 minutes

Activity Resources

Take measures A Acceptance and Action for Weight Related Difficulti¢
A Food Acceptance Questionnaire
A Satisfaction with Life Questionnaire

32t



Review homeworks 20 minutes

Activity

Resources

Review behavioural commitment

Groundingg 5 minutes

Activity

Resources

ABC centring/grounding activity.
Awarenesg; simply noticing what you can see and feel
Balanceg shift weight from side to side, see if there is balance in the body from left to right, front to b

Core relax; tense and relax the centre line of yobody, your jaw, abdomen etc.

Breath deep and arrive in this moment.

Clarifying Values Activitg 20 mins

Activity

Resources

Clarifying Values and Making Life Changéglapted from Russ Harris 2009 www.actmadesimple.com
Please take as long as yoeed to read through and carefully consider the important questions that

Fit 200 ¢KSyYy O2YLX SGS GKS ogNARGGSY aSOlAzy GK
but feel free to change the key word. For example, if you are searchip f&¥ K I LILIA ySS3a(aSC5 Y3
0KSY &ddz0adAddziS GKS GSNY WeAatGASYSAYIOS RF 2K LILdayyf &Y

In a world where you had unlimited confidence:
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w |26 ¢2dA R @2dz 60SKIFI @S RAFFSNByGf ek
w | 26 ¢2dAZ R &2dzeniy?2f 1 FyR GFf1 RAFFSNI

w |26 g2dz R @2dz LX &YX 62N)] YR LISNF2NY RATTFS

w |26 62dA R @2dz GNBIFI{i 2G0KSNB RATFSNBylitey &2
colleagues?

w |26 g2dz R @2dz G(NBI é2dzN5ESf?bod§?\TTSNS3/GféK
w |26 ¢2dA R @2dz u-f1 G2 @2dz2NASf FK

w |26 ¢2dA R &2 dzNJ KINJ-OﬁSNJ OKI y3aSkK

w 2KF{i a2Nl 2F (KAy3da ¢g2ddZ R @2dz adl NI R2Ay3K
w 2KF{i ¢2dAf R @82dz aG2L) R2Ay 3K
w 2KFG 321 ta g2dd R &2dz aSi FyR 62N)] (G246 NRakK

w 2KF{G RATTSNES yidd& canftielzteRnake BalaNslosés iélationships, and how would
you behave differently around those people?

w 2KF{d RATTSNE yidd& canftleztemel@yaudzNdake $hdghe world?
b2¢g LI SI&aS oNAGS @2dz2NJ I yasSNE o0St263laphy (KS

betweenyouranswec32 2 RH ¢ KI 6 Q& (2 68 SELSOGSRT Al LR
The Life Change List
As | develop genuine confidence . . .

w | SNB INB a2Y$8 glea L gAratt FOG RAFTFSNByiltey




w | SNBE I NB &a2YS glada L graff GNBFIG 20KSNBE RAT

)
&

&sBme ways | will treat myself differently:

)
(p))

NB INB a2YS LISNE2YIf ljdz2fAGASE YR OKI NI

w I SNBE INBE a2YS glea L gAff 0SKIZS RAFFSNBy

w | S NsBmelwaB | will behave differently in relationships involving work, education, sport or leis

w I SNB INB a2YS AYLRNIFIyd GKAy3Ia L gAff wadl
w | SNB INB a2YS FTOGAQGAGASE L oAttt adlk NI 2N R
w | SNB INB a2YS 3J21ta L gAtf 62N] G261 NRaAY

wHere are some actions | will take to improve my life:

Mindfulness Activity¢ 10 minutes

Activity Resources

Neurosensory activity using the five senses. This will promote contact with the present moment aftef A Neurosensory mindfulness script.
Of F NAFeAy3 @l fdsSa Ay GKS FOGAQGAGE 6SQ@S 2dzal

Behavioural Commitment & Homework 30 minutes

Activity Resources

Do you have any questions or anything you would like me to go over?

32¢



Homework¢ SMART

Specific

Highlight one process of change (even though you might be targeting multiple ones)
Concrete (observable by others)

| RSljdzt 66 G2 GHS OtASYydQa alAtf S90S
Sufficiently challenging

Linked to values

To be completed by the following session in 2 weeks.

w
ax
>
Pl
w

YSSLI I y20SLI R o @2dz G2 GF1S y234S 27 vy

next session.




Mindbody Coachingsession Plag Session 6 of 6

Aims Objectives Duration Materials

A To help the participant improve | A Measure A 2 hours with 16minute break if A Conversation prompts
psychological flexibility. A Review homework needed A Measurements

A Recap on progress and learning | A ABC centring exercise A Leaves on a stream
outcomes over the sessions. A Unwelcome party guest A Seltcompassion script

A Promote value consistent action. | A Leaves on a stream mindfulness A Hexaflex

A SMART target andaluebased
goals.

> >

activity

Recap on the 90% rule
Selfcompassion Mindfulness
Debrief and close

Introduction: 5 minutes

Activity

Resources

2-hour long session and we can take a break if needed.

If we get cut off, give me a call.

Psychologicaflexibility

Aware, Open, and Active

LGQa AYLERNIFYyG 42

1v26 GKFG 68 Kb @S

GKS LI2gSNI (2

A Conversation prompts

Measure¢ 20 minutes

Activity

Resources

Take measures

A
A

Acceptance and Action for WeigRelated Difficulties
Food Acceptance Questionnaire
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A Satisfaction with Life Questionnaire
A Waist circumference and Weight in Kg.

Review homework; 20 minutes

Activity Resources
Review behavioural commitment
Groundingg 5 minutes
Activity Resources
ABC centring/grounding activity.
Awarenesg; simply noticing what you can see and feel
Balanceg shift weight from side to side, see if there is balance in the body from left to right, front to b
Core relax; tense and relax the centreni of your body, your jaw, abdomen etc.
Breath deep and arrive in this moment.
Unwelcome party guest metaphog 20 minutes
Activity Resources

Adapted from Why Healthy Habits Suck by DaynaBaggley (2019)

- LYF3IAYyS &2dz glyid G2 GKNRg I+ LI NI& FyR &2d

- 14 @2dzNJ 3dzSaida INB GKSNB Syecz2eiy3da GKS LI N
really good time.

- {dzRRSyfé& GKSNBQa I y2iKSNIignyszddrnextadr néighiiour Rl 2
KFLIISya (2 0SS 2yS 2F GKS Yz2ad lyyz2eiy3a LIS
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In the example above, Brian is like our pain and our unwanted thoughts emotions. Sufféoimgdsvith
trying to control, avoid or eliminate Brain. Peace is found within acceptance of unpleasant experieng
still choosing to behave in line with what we value.

Y2Ftya | 20 FyR R2S& y2i4 1SSL) dzLJ LISNRER2Y | €
be at your party.

Before you knowtj he goes straight inside without even saying hello and starts to cause may
| SQa dzLJa S ( A yudenasgS/aRI 58 20dxQINKS KYAZENTI A FA SR YR
_2dz 08ttt KAY G2 £SI9¥S FyR 2y0S8 KSQa 32yS$S
P FTAOSNI I gKAES @2dz KSFENJ GKS R22NbBSff NAy3
backinto the party.

So@2dz 3SG KAY YR GKNBg KAY 2dzi I 3IFAYy YR
GKS R22NJ a2 KS Ol gélydod @Buiithis  O1 Ay FyR &2dz
¢CKS GNRdzotS Aa GKFG gKAfad &2dz2NJ FTNASyYyRA |
,2dz KSINJ S@GSNE2YyS StasS KFr@Ay3a | I22R GAYS
thought of Brian getting back intothepdi @ = o6 dzi @2dz R2y Qi 61 y i
You decide that this party is pretty important you, so you decide to go back to the party and
accept that if Brian comes back in then so be it.

Sure,enough in a few moments, Brian lets himself back in agathis being his usual annoying
self.

| 26 SOSNE 6KI Q& RAFFSNBYyG y26 Aa GKIG @2d
0KS LI NIed {dzNB> Al ¢2dAZ R 6S INBIG AF KS
missing the party

{SO2yRx &2dz y2iA0S GKI @ éKSy & 2 dzQN y2i
1 SQa aidAatft + LIAY FYyR &idAff Sfté 0dzi K§
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Mindfulness Activity¢ 5 minutes

Activity Resources

Mindfulness activityc leaves on a stream A Leaves on a stream script

Remembering the 90% rule for setting go&4.0 minutes

Activity Resources

A wSOIL) RAaOdzaaArzy Fo62dzi ¢m> NHzZ S YR K2g AT
it down into smaller goals so as not to disappoint and promote learned helplessness.

Mindfulness Activity¢ 5 minutes

Activity Resources

Mindfulness activity, Selfcompassion A Seltcompassion script

Close and Debrigf45 minutes

Activity Resources
Q&A A Hexaflex
A This final part of the session is a chance for you to share your experiences over the past 3 mont

time to revisit any activities yoliked, or think would be beneficial.
How was it?

What was the most important lesson you can take gWa

How was the structure?

What was your least favourite activity and why?

What was your favourite activity and why?

What practices will you continue?

How are the handouts?

v D D
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> >

Debrief

A

> >

>

Would you make any changes?
What was the thing you struggled to understand the most?
Would you recommend ACT to someone else?

You have taken part in six ACT sessions to help you with your weight management issues. We
all six points on the Hexaflex because in the case formulation stages you mentioned issues rela
all of those aspects regarding your weight managemssiieés. Remember to regularly review the
resources covered in session, particularly the Hexaflex because it will give you an indication of h
€2dzQNB R2Ay3 +a @&2dz LINPINBaa o0Se@2yR 2dzNJ 453
are all intertwhed with one another. In the first two sessions we covered case formulation which
helped me to understand what types of activities would be best for your specific needs. We also
introduced mindfulness and cultivating awareness of the present moment arutiefty explored
values. In the next two sessions we covered openness by exploring defusion vs fusion, seeing t
as context and unworkable behaviours vs workable behaviours. We then started to touch on rea
goal setting with seltompassion an@vhy health behaviours are difficult and the role our emotions
play. In the final two sessions we covered value consistent action and focusing on your compas
direction of what means the most to you in your life and how to take that beyond these session
You have progressed in so many ways and you have engaged fully in each activity, no matter h
taxing or challenging at the time.

L GKFy1l @2dz F2NJ GF{1Ay3a LINL Ay GKAA 22dz2NYySq
| wish you good dalth and all the very best with your vakbased action.

If you would like more sessions in the future to work on new challenges and health issues, just g
a call and we can rearrange a session.
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Mindfulness activity scripts. Adapted fromH a r ACTsMade Simple: An Easyo-Read
Primer on Acceptance and Commitment Ther&H09).

Dropping Anchor.

1. Sitting or lying down, just see if you can push your feet into the surface beneath you.
Push them down. Feel the ground beneath you.

2. Now sit forward in your chair and straighten your back. Feel the chair beneath you; notice
your back supporting you.

3. Now slowly press your fingertips together, and as you do that, gently move your elbows
and your shoulders.

4. Feel your arms moving, all the way from your fingers to shoulder blades.

5, Take a moment to aclandhevdtddde ytolhud wighd.st a ulgagt

you didnét ask for 1t ... but here it 1is |
it to go away, and yet itdés not going ...
it is ... For exampl e,ors afiyHetroe 6yso uarnsxeileft yfioH eo
painful memoryo.

6. Now notice thatas wellasthigin, t her eds al so &aabodythgt ar ound
you can move and control.
7. Straighten your back again, and notice your whole bodyingeur hands, feet, arms,
legsi gently move them, and feel them moving ... Have a good stretch ... Notice your
muscles stretching ... Press your feet down and feel the floor.
8. Now also look arounthe roomi up down, and side to sidend notice five things that
you can see.
9. And also notice one thing you can snietloming from your clothes or the room around
you.
10.So0, notice, t hpanfelheaet hametyliumg eveartvhaiggl i ng
same time see if you can also notice your body in the chair ... and gently move that body,
have a stretch... thatos it, take control |
11.You can gently release the hands and take some time to notice now how you feel.
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Seltcompassion

1. Take a moment to centre yourself and notice what is going on around you. Notice the
smells and the sensation of gravity weighing your body to the earth. Linger in that
moment for a few seconds.

2. Bring to mind a situation where you felt quite salitical of your interaction. Notice
what youdbve just said to yourself. Real ly |
instance.

3. What words do you act uadritlcal? Ateshere keyhparasesy ou 6 r e
that come up over and over again? What isdhe of your voicé harsh, cold, angry?

Does the voice remind you of any one in your past who was critical of you?

4. Notice where do you feel this voice coming from and place your hand there. For example,
if you feel it coming from your heart, just placeuydhand on your chest. If you feel it
coming from your head, just place your hand on your head.

5. Now bring your attention to the place your hand is connecting with your body, that is the
home of your inner critic.

6. See if you can notice the properties ofiy hand in connection with your body. Can you
notice the temperature of your hand or how it feels pressed against your skin?

7. As you notice this gently start moving your hand in a circular motion as if you were
comforting a friend or a child. Notice hoWwat feels.

8. With the gentleness you have just showed yourself, go back to those critical words and
notice whereghey arecoming from. What is their function?

9. Whilst continuing soothing yourself with your hand turn towards your critical voice as
youwoulddb s omeone you would help. Maybe you caeé
youbdbre concerned about it. I know this <can
unnecessary pain right now. Could you let my inner compassionate self say a few words
now?

10.1 know youwant to do your best. | know you are working very hard at it. | know you

car e. |l knowél want to tell you that you a
care. | want to thank you for keeping this alive inside me. | want to let you know you are
awayswel comed in my |ife, as a friendo.

11.Notice your hand again as you slowly stop moving it and take it away. Notice where you
are again with all the sounds, smells and body sensations. And open your eyes.

12.Take a moment to centre yourself and notice whgoiisg on around you. Notice the
smells and the sensation of gravity weighing your body to the earth. Linger in that
moment for a few seconds.

13.Bring to mind a situation where you felt quite salitical of your interaction. Notice
what youo0 vyurgelt Really pag attention to your inner speech in this
instance

1l4What words do you act uadritlca? Ateshere keyhparasesy ou o6 r e
that come up over and over again? What is the tone of yourivb@esh, cold, angry?
Does the voie remind you of any one in your past who was critical of you?
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15. Notice where do you feel this voice coming from and place your hand there. For example,
if you feel it coming from your heart, just place your hand on your chest. If you feel it
coming from you head, just place your hand on your head.

16.Now bring your attention to the place your hand is connecting with your body, that is the
home of your inner critic.

17.See if you can notice the properties of your hand in connection with your body. Can you
noticethe temperature of your hand or how it feels pressed against your skin?

18. As you notice this gently start moving your hand in a circular motion as if you were
comforting a friend or a child. Notice how that feels.

19. With the gentleness you have just showed yourself, go back to those critical words and
notice whereghey arecoming from. What is their function?

20. Whilst continuing soothing yourself with your hand turn towards your critical voice as
you would to someoneoyu woul d hel p. Maybe you can say
youdbre concerned about it. I know this <can
unnecessary pain right now. Could you let my inner compassionate self say a few words
now?

21.1 know you want to dgour best. | know you are working very hard at it. | know you

car e. | knowél want to tell you that you a
care. | want to thank you for keeping this alive inside me. | want to let you know you are
always welcomechi my | i fe, as a friendo.

22.Notice your hand again as you slowly stop moving it and take it away. Notice where you
are again with all the sounds, smells and body sensations. And open your eyes.



The Observer

1. Pressing the feet into tlseirface beneath you and feeling the weight of your body as it
rests in your chair or bed.

2. Taking some time now to arrive in this moment by paying full attention to you as a body.
3. You are not separate from your body; you are your body.
4. So, just notice howt feels to sense yourself as your entire body and explore the feeling of
being.
5. Bring your attention to your internal sensations.
6. Notice your temperature (10 seconds pause)
7. Now notice the breath
8. Be aware youdre noticing (10 seconds pause.
9. Asyounotcepur breath, be aware youdbre noticing
e

100.Therebs the br and therebs a part of vy

11.Noti ce what you thinking

12Be aware youbre noticing .

13.Bring your awareness now to the environment outside of you as a whole body.

14.Paying attentin to the space around you in the wider sense of whatever is in the room
youdbre in but also the space between your |

15. And the space between your toes.

16.Get a sense of what is outside of you and the space just outside of your skin.

17.Notice thethoughts that arise ...

188Be aware youbre noticing

oL 5
- ~
D =

19As you notice what your mind is telling yol
200Thereb6s the thought i n your mind and there
21.So, therebs a parythinppf you that notices evel

22.Thoughts and emotions change all the time, coming and gdngthe part of you that
notices is always there

23.Li fe is |Ii ke a stage show é and
everything you can see, hear, touch, tasteandémeland t her e
step back and watch the show

24, These experiences, sensations, memories ani
near the whole of you; thereds so much mor

25.So, within all the changing circumstances fg,lthe part of you that notices is always
there.

26. Pressing the feet into the surface beneath you, take some organic gentle movements or
stretches as we end this practice for today.

t hat st

on
60s a part ¢
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Neurosensory Exercise

1. Sitting in a comfortable position bring yo
2. Move the head as you search as if it was the first time you were looking at the room
3. Notice the body and see if you can be aware of the body whilst at the sanmoking
around the room.
Now listen to the sounds and see if you can be aware of the sounds as you feel the body.
Pay attention to the sights and the sounds.
Now focus on the sensations of the body as you notice five objects you can see around
you. Noticetheir colour, their textures, their shape.
7. No bring your awareness to four things you can feel. This can be the space between your
fingers and toes, your clothes or jewell er
8. Now bring your awareness to three sounds you ean. This could be traffic outside, the
hum of electricity.
9. Now bring your awareness to two things you can smell; this could be your shampoo or
clothing.
100Finally bring your awareness to one thing
simply evokethe memory of a food or drink, like coffee or an orange.
11.Pressing the feet into the floor, bring your attention back to the present moment to end
this activity.

o gk



Worksheets given to the participant to work through in session.

Triflex adapted from Stossel et al. (20B?)ef Interventions for Radical Change.

TRIFLEX

BE PRESENT
A
S 0%
$ %
e T
£ %
-
‘é\‘
g

CHOICE
POINT

s
]
!
: %
F e
=
Agceprance Values
OPEN UP P DO WHAT
MATTERS
Opening Up Being Present Doing What Matters
Are you able to separate, Ave you abour to fully engage in - Are you able to be clear and
unhook and detach from the here and now experience? connect with core values?
thoughts and feclings?
Are you aware of your own Are you able to rake and
Are you able o open up and thoughes and feelings? Are you  mainrain value guided acrion?

make space for r]mu.ghts and
feelings and allow them to
freely come and go?

able to emparhise? Are vou able
to cake a different perspective
om the self and the m:lf-imr_','!'

Are you able to ser goals?
Sufficient skills to achieve goals?

Adaprad frewi the Prycholagival Flesitliey Asesmime in Sl lirevevions for Radizal Change’ by Seresabd eral 2o

mim"'.":rrlyl.'uacli:ing.urg.uk | page o1

& Alex Bobuan Mindbady Craching .
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Forty Common Values adapted from Harris (20L6¢ Confidence Gap: From Fear to
Freedom.

FORTY COMMON VALUES

Values in this context are the qualities we choose to work towards in
any given moment. We all hold values, consciously or unconsciously,
that direct our steps. In ACT, we use tools that help us live our lives in

accordance with the values that we hold dear.

Below are some common values. (They are not ‘the right ones’; merely
common ones.) Please read through the list and write a letter next to
each value, based on how important it is to you:

V = very important, Q = quite important, and N = not important.

ALEX ROBSOM

mindhud}'cuuching.urg.uk | page o1

@ Alex Robson Mindbody Ceaching 2oar.
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FORTY COMMON VALUES

1. Acceptance/self-acceptance: to be aceepting of myself, others,

life, etc.

2. Adventure: to be adventurous; to actively explore novel or

srimulating experi-:nces

3. Assertiveness: to respectfully stand up for my rights and request

what [ want

4. Authenticity: to be authentic, genuine, and real; to be true to
myself

5. Caring/self-care: to be caring toward myself, others, the

environment, etc.

6. Compassion/self-compassion: to act kindly toward myself and
others in pain

7. Connection: to engage fully in whatever 'm doing and be fully

present with others

8. Contribution and generosity: to contribute, give, help, assist, or

share
9. Cooperation: to be cooperative and collaborative with others

10. Courage: to be courageous or brave; to persist in the face of

fear, threat, or difficuley

.-i:f.u.l.l[rdfrum '”Ir Cunﬁ;f{nu Gﬂp: From Fear to Fr:nfclm, i:l_}l Russ HETJ'II'., .l.lubfuflrnf F.-_;- f'rnxuin Gruup {:ﬂusl mfla}, Zoro.

mindbud}rtuaching_urg_uk | page oz
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FORTY COMMON VALUES

Il. Creativit}r: to be ereative or innovative

1z. Curiosity: to be curious, open-minded, and interested; to
explore and discover

13. Encouragement: to encourage and reward behavior that I value
in myself or others

14. Excitement: to seck, create, and engage in activities that are
exciting or Stimulating

15. Fairness and justice: to be fair and just to myself or others

16. Fitness: to maintain or improve or look after my physical and

mental health

17. Flexibility: to adjust and adapt readily to changing

circumstances

18. Freedom and independence: to choose how I live and help

others do likewise

19. Friendliness: to be friendly, companionable, or agreeable

toward others

20. Forgiveness/self-forgiveness: to be forgiving toward myself or
others

.-’l:.f.upl:r& _|rrum T’Ir Cﬂnﬁ.‘l’rn{r G.ull.l.' From Fear to Frrn!am, i:l_'p Russ Hn:rrl:r, ll.luJJIlsf:r:.f fr_'r Prnxuin Gruu_p {;ﬁ {TE 1S rﬂInﬂ, 2aro.

mindhud}rcuaching.urg.uk | page o3
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FORTY COMMON VALUES

21.Fun and humour: to be fun loving; to seek, create, and engage in

fun-filled activities

22. Gratitude: to be grateful for and appreciative of myself, others,

and life

23. Honesty: to be honest, truthful, and sincere with myself and

others
24. Industry: to be industrious, hardworking, and dedicated

25. Intimacy: to open up, reveal, and share myself, emotionally or

physically

26. Kindness: to be kind, considerate, nurturing, or caring toward

myself or others
27. Love: to act lovingly or affectionately toward myself or others

28. Mindfulness: to be open to, engaged in and curious about the

present moment
29. Order: to be orderly and organized

30. Persistence and commitment: to continue resolutely, despite
problems or difficulties.

ﬂef-r?tn;frum Thr Cu::ﬁdrm‘r G-r?.' Froim Fear to FrrrJr.lm:. b_'f Russ Hn:rrir. FHHE:JIHI’ b}l F‘rnxum Graup I".-’I.usl.r.u I':'ﬂj". 20

minl“‘lnllvrnm:'i‘hinv 0reE 1I1( I mAEe nd
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FORTY COMMON VALUES

31. Respect/self-respect: to treat myself and others with care and

consideration
32. Responsibility: to be responsible and accountable for my actions

33. Safety and protection: to secure, protect, or ensure my own safety
or that of others

34. Sensuality and pleasure: to create or enjoy pleasurable and

sensual experiences
35. Sexuality: to explore or express my sexuality

36. Skilfulness: to continually practice and improve my skills and

apply myself fully

37. Supportiveness: to be supportive, helpful and available to myself

or others

38. Trust: to be trustworthy; to be loyal, faithful, sincere, and

reliable
39. Other:

4o0. Other:

.r'l..'ll.rpud'frum Thr Cu::ﬁdrm‘r G.rp.' From Fear 1o Frrrd’r.lm. li_)r Rusz Hn:rrir. FuHErkr.‘l’ b}l F‘rnxalm Graup r.-’i.uslr.u I':'a;'. 2080,

mind I:Il.]ll}'i.‘ uacl‘ling.urg. uk l‘:rl age 03
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The Choice Point adapted from Harris (20T8g Weight Escape.

¢ CHOICE POINT ®

Every day we make choices. Some of those choices are towards the way we
want to live and some are away from the person we want to be. However, as
we go about our day, all sores of challenging situations, thoughts and feelings
arise and it's not easy to make choices that move us towards our ideal way of
]i‘..'ing. When we get hooked onto :hnughts and Fn:c]ingﬁ, we can do Ihingﬁ that

move us away from who we want to be.

From the work you have done so far in this workbook, you now have two
choices:
r.Continue what you are dn'mg cven :huugh vou know it's ineffective,
based on your experience.

2. Try some :hlng new.

Mote - Take some time co go back through the first few sections of the workbook

if ac this point you still feel you need o gain more claricy on your main issue.

AWAY TOWARDS

CHOICE
POINT

SITUATIONS, THOUGHTS & FEELINGS

Adapred frem Bass Harvis soia

min-l"'.u:hrlyru.:ch:ing.urg.uk | Page 11

& Adex Knkson Mmdbedy Cosching soar
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The ACT Matrix adapted from Pol k, Hambr i ght
Shoendor ff 6s Th eANe®Apprdbah to Building(P2yahbldgjcal Flexibility

Across Settings and Populations.

b — ACT MATRIX T

This is a breif exercise to h::l]:r you understand how to create 'value

consistent action'.

OUTSIDE WORLD AND EXPERIENCING THE 5 SENSES

* Not going out Going back to work

. "Watching TV
. Shouting at spnuscfchildrcn

Earing well

* Lxercising

. Saci:ﬂising
2. What actions will you take to 4. What actions will you take
move away from what hurts to move towards what marrers
inside? to you?

ME
AWAY < NOTICING * TOWARDS

1. What hurts inside? Whart are 3. Who and what matters to you?
the experiences that you do

not want in your life?

» Sadness

Being with the family

-

* [solarion Being active

-

* Despair Being ]:rtc:dm:tiw:

* Low self-esteem

Being he alth}r

INNER WORLD AND MENTAL EXPERIENCES

Adapeed from Polk, Hamiripht & Websrers sginal model and Polk e Sohosndarffs The ACT Marede: A New Approack 2 Builfing Prycholagical
|'-|'r1i|.\5|iry Acritis Merlings and le'ullulri\.'ﬂi g,

min db“l’l_'f'l.'l.'l il L'J'I i I.'IE. IJTE. I.'Ik. | 'PJSL' L]

0 ke Bobeon Meadbody Couching e



*— ACT MATRIX ——*

OUTSIDE WORLD AND EXPERIENCING THE 5 SENSES

2. Whar acrions will you rake to move 4. What actions will you take to
awav from whar hures inside? move towards what matters to
-
vou?

ME
AWAY < NOTICING * TOWARDS

. Whar hures inside? Whar are the 3. Who and what marters to you?
experiences that you do not want
inn your life?

INNER WORLD AND MENTAL EXPERIENCES

Adapred from Polk, Havbeight & Webiverk orginal model and Polk o Scheenaonffs The ACT Marriz: A New Agproach o Buildieg Payokalogioal
Flexibiiicy Acress Servings snd Popularions, soay.

mindhtﬂyuu:chin;.ur;.uk I page oz

o Ak Rabsan Msdbody Coacking ssai.
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Appendix D6. Client testimonialPersonal details have been omitted for confidentiality.

TESTIMONIAL FOR ALEX ROBSON
MIND BODY COACHING

Dear Alex

I wanted to thank you so much for the knowledge, expertise and patience that you
displayed when | needed to seek help with some problems that | was experiencing.

I learned so much from you during these sessions and the benefits will be of enormous help
to me going forward in my everyday life.

You introduced me to some very soothing mindfulness practices that can only be described
as almost sending me floating off to sleep, at some points | felt like I was back in the Gulf in
Dubai, floating in the lovely warm sea. These left me with a sense of wellbeing and in 3
much more relaxed state than when we started the sessions a few months ago and for all of
this | would like to say “Thank you’ so much for all your help and | will continue to take heed
of what we have discussed and keep those ‘Passengers on the Bus’ in check from now on.

I'would have no hesitation in recommending you to Friends, Family, Colleagues or indeed
anyone in the Business World that | become aware of needing such services, you truly are
amazing in this role and will | know, help so many people in the years ahead.

Best regards
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Appendix E: Researchi Quantitative Study

Appendix E1: Study recruitment-enail and poster sent to gatekeepers and opportunity

sampling contacts and posted on social mptitorms.

k LIVERPOOL
JOHN MOORES
) UNIVERSITY

VOLUNTEERS NEEDED Mi@R your Heart: An online Acceptance and Commitment Therapy based
psychological intervention to improve health behaviours and illness perception in adults with heart disease.

Ay

Image from:https://www.health.harvard.edu/hearhealth/what-your-heartrate-is-telling-you

We are looking for volunteers, aged 18+ to take part in an online study by watching Mind your Heart webinar.
We are looking to recruit adults in the UK living with managed heart disease. Your symptoms must be under
control by medication with no onset of meor worsening symptoms associated with heart disease in the past

6 months. You would be invited to participate in an online study for 3 study sessiors;rpening,
prequestionnaire and webinar and post questionnaires-tmeeks later. Prescreening shad take around

about 5 minutes, prequestionnaires and webinar should take 90 minutes and the post questionnaires should
take around 30 minutes. You may be randomly allocated to a control group B where you will only answer pre
and post questionnaires. Pastpants in the intervention group A will be asked to share their experiences and
feedback any improvements of the intervention with the researcher on an audio recorded Microsoft Teams
call.

If you are interested and would like more information, pleasetacnAlex Robson on

a.robson@2018.ljmu.ac.udr use the link to the participant information. There is no obligation to take part.

You will be entered into a prize draw to win a £25 Amazon gift voucher for competing the 3 research sessions
and if you agreeo take part in the followup Teams call, you will be entered into an additional prize draw to

win a £25 Amazon gift voucher.

Thank you!

Research Ethics Committee Reference Number: 21/PSY/040
Principal Investigator Alex Robson, LIMU professional doaterstudent.
LIMU Email address:robson@2018.ljmu.ac.uk
LIMU School/Facultizsychology
LIMU Central telephone number: 0151 231 2121

35C


https://www.health.harvard.edu/heart-health/what-your-heart-rate-is-telling-you
mailto:a.robson@2018.ljmu.ac.uk

Supervisor NameDr Mark Forshaw and Dr Tara Kidd
LIMU Email addresst.j.forshaw@ljmu.ac.uandt.m.kidd@I|jmu.ac.uk

\ LIVERPOOL
JOHN MOORES
) UNIVERSITY

Subject: Participant recruitment email

Circular email for use for recruitment of volunteers for study 2afPSY/040This project contributes to the
' YADGSNEAGEQAE NRBES Ay O2yRdzOGAy3I NBASIENDODKI FYyR (Sl OKA )
this email, however if you chee to, participation in this study is voluntary and you may withdraw at any time.

Dear

We are looking for volunteers, aged 18+ to take part in a brief online psychological intervention for those with
heart disease to improve health. Volunteers must peligbility criteria outlined in the pracreening checklist
below.

Taking part in the study involves answering an onlinegameening questionnaire, being randomly allocated
into intervention group A or control group B.

The intervention group A will imaccess to 5 online prequestionnaires and the Mind your Heart webinar via a
fAyl aSyid (G2 GKS LI NIAOALIYGQAa SYIFAf I RRNBaa oKAOK g7
email will contain a link to complete 6 post questionnaires online weeks later which will take 30 minutes.

¢KS O2yGNRBEf 3INRdzZL) . gAfft 3IFAYy | 00Saa (2 GKS p 2ytAyS
address and then will be asked to complete same 5 postquestionnaires/eeds later online with aeparate

link sent via email. This will take roughly 1 hour in total. They will be sent the Mind your Heart webinar via

email to watch outside of the study after post questionnaires have been taken.

The intervention group A will be invited to share thexperiences of the intervention on a @0-minute

Microsoft Teams call with the researcher which will be audio recorded and transcribed. Participants can have

their camera switched off during this call and can skip any questions they do not want to ambeer.

LI NIAOALI yiQa FFHOS gAatf y20 0S NBO2NRSR S@Sy AF (KSe
Quotations of this conversation will be used under a pseudonym in the final report. To do this you would use

the online booking tool which willppear on screen after answering the postquestionnaires. The audio

recording will be destroyed after 5 years from the date it is collected.

Further information is provided in the participant information sheet that is available from clicking on this link.

If you are interested in participating, please click the link provided above. There is no obligation to take part.
For your participation in sessions 1, 2 and 3 of the study you will be entered into a prize draw of a £25 Amazon
gift voucher. If you takegrt in session 4, the followp telephone call, you will be entered into a second prize
draw of a £25 Amazon gift voucher. It is possible to win both prizes. The winner(s) will be notified by email
after the data is collected.

Thank you!

Principal InvestigatorAlexandra Robson

LIMU professional doctorate student

LIMU Email address:robson@2018.ljmu.ac.uk

LIMU School/Faculty: SchoolRsychology, Faculty of Health
LIMU Central telephone number: 0151 231 2121
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Study title: Mind your Heatr: An online Acceptance and Commitment Therapy based psychological intervention
to improve health behaviours and illness perception in adults with heart disease.

Research Ethics Committee Reference Number: 21/PSY/040

Appendices

Appendix A Eligibilitychecklist prescreeng using guidance from the American Association for Cardiac and
Pulmonary Rehabilitation risk assessment (2012).

To take part in the study you must tigh L Ftatements in the column on the left side, and you mN§ITbe
able to tickANYstatements in the righhand column.

Eligible to take part in the study

Not eligible for the study x

You can ticl\LLthree statements:

If you tick one or more of these statements:

1. lam an adult over the age of 18 years old living
the UK.

2. | have had a single heart attack more than
months ago with no repeat event.

3. | have received angioplasty procedure where th
blocked arteries around the heart were opened
up and fitted with a wire mesh (sten) OR- Had
open heart surgery (coronary artery bypass
surgery) where the blood flow is redirected
around the blocked artées.

IF YOU TICK ALlbfxhe aboveyou may or may not
have one or more of the following criteria.

1. Stable angina (chest pain and breathlessness)
diagnosed more than 6 months ago where it is
predictable and easily controlled by rest or two
doses of glycerol trinitrate (GTN) spray
medication.

2. Arrythmias (irregular heartbeat) diagnosed more
than 6 monhs ago where it is under control from
medication, a pacemaker, or an implantable
defibrillator.

3. Stable high blood pressure diagnosed more tha
months ago where it is within a constant heall
range of 120/80¢ 140/90. It is under control by
medicatian.

4. Stable type 1 or type 2 diabetes diagnosed m
than 6 months ago where blood sugar is withir|
constant healthy range of-8.5 mmol/l. It is under,

control by medication or diet.

f

1

| am under the age of 18.

| do not live in the UK.

| have had a heart attack in the last 6 months.
| have had more than one heart attack.

I have had a cardiac arrest (where my hesdpped, | was
unconscious, and | was resuscitated).

| have had a heart transplant.

| have been diagnosed with valve disorders or a rare h
disease.

| have stage 4 heart failure where my activity is severely lim
due to breathlessness and fatigegen at rest.

| have a new diagnosis of unstable angina (chest pain
breathlessness) within the past 6 months that is not predictal

| have a new diagnosis of arrythmia (irregular heartheand |
have had an episode within the past 6 months.

I have a new diagnosis of high blood pressure that is regu
more than 140/90.

I have a new diagnosis of type 1 or type 2 diabetes and my b
sugar is regularly outside of the 0845 mmol/l and | have had
hypoglycaemic/hyperglycaemic episodetie past 6 months.

I have a new viral infection within the past 2 weeks of the st
such as the common cold or flu and including C@GMIand
variants.

352



Appendix B.Table describing study sessions and timings involved in the research project.

Session 1

Session 2

Session 3

Session 4 GROUP A ONLY

1. Read the study
information consent
to pre-screening.

2. Check your eligibility
with a prescreening
guestionnaire.

3. Read and sign the
consent form if you
are happy to
continue and you
are eligible to join
the study.

You will be
randomly assigned
to either group Aor
group Band will be
asked to input your
email address.

5. You will then receive
anemail with the
study information, a
copy of your signed
consent and a link tg
the study and any
supplementary
materials.

6. Clicking on the link
sent to your email
address, find a quiet
space where you
will not be disturbed
and complete the 5
guestionnaires o
screen using your
Smartphone or
computer device.
You can skip any
questions you do
not want to answer.

GROUP A:;
8.

(i). Once you have
completed the
guestionnaires on
screen, the twehour
Mind your Heart
webinar will be available|
to watch.

(ii). After you have
watched the webinar,
you can close the
programme and refer to
any supplementary
materials sent in the first
email containing the
study link and
participant information
and a copied of the
signed consent.

GROUP B:
8.

(i). Once you have
completed the
questionnaires on
screen, you can close th
programme.

9. You will be sent an email in 14 da
after completing session 2 with
link to session 3 of the study.

10. Clicking on the link, you will be

directed to the same 5

questionnaires completed in

session 2Group Awill be asked
an additional short questionnaire
on your SMART goal you set
yourself at the end of the webinai

GROUP A:

11. Once complete, you will be
directed to an online booking
system where you can choose to
take part in an optional session 4
of the study which is a followp
30¢60-minute Microsoft Teams
call with the researcher to share
your experiences of the study ang
to provide feedback on
improvemerts. You can either
book a timeslot for the optional
session 4 or close the programm
to end the study at this stage.

GROUP B:
11. Once complete, you will be
emailed a link to the
Mind your Heart webinar
and any supplementary
materials for you to watch
in your own time.
12. You will be emailed a debrief forn
outlining the purpose of the study
and support services available.
13. Both groups A and ®ill also be
entered into the first prize draw o
a £25 Amazon vouchéo be
announced after data collection.

14. If you booked a time slot
for the followrup Teams
call to share your
experiences of the study
with the researcher, you
have consented to be
part of the optional
session 4.

15. You will be called within

your allotted time slot.

17a. If there is no answer on
the first attempt, you will be
sent a text to rearrange a tim
and date. If you do not
answer after the second
attempt, you will not be
contacted again.

17b. If you take part in the
30¢60-minute Teams call, it
will be recored and
transcribed to be used in the
final report under a fake
name to protect
confidentiality. You have the
option to turn off your
camera so that only your
voice is recorded.

18. You will then be sent a
debrief form via email
outlining the purpose of
the study and support
services available.

19. If you agreed to take part]

in the phone callyou will
also be entered into a
second prize draw of a
£25 Amazon gift voucher
to be announced after
data collection.

Total time = 5 minutes

Total time = 3600

minutes

Total time = 30 minutes

Total time = 3660 minutes
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Appendix E2: Participant consent form and information sheet.

\ LIVERPOOL
JOHN MOORES
) UNIVERSITY

PARTICIPANT CONSENT F@guts with Heart Disease

Study title: Mind your Heart: An online Acceptance and Commitment Theéyapggd psychological intervention
to improve health behaviours and iliness perception in adults with heart disease.

Research Ethics Committee Reference Numtl/PSY/040

Principal Investigator Alex Robson, LIMU professional doctorate student.
LIMU Email address:robson@2018.ljmu.ac.uk

LIMU School/Facultisychology

LIMU Central telephone number: 0151 231 2121

Supervisor NameDr Mark Forshaw and Dr Tara Kidd

LIMU Email addresst.j.forshaw@ljmu.ac.uandt.m.kidd@l|jmu.ac.uk

If you are happy to participate, please complete and sign the consent form below

Please
initial

5. | I confirm that | have read thmformation sheet (dated 29/10/2021 version 1) for the
above study, or it has been read to me. | have had the opportunity to consider the
information, ask questions and have had these answered satisfactorily.

6. | I understand what taking part in the studwblves answering a precreening
questionnaire, 6 prequestionnaires and 6 post questionnaires online.

After | answer the prescreening questionnaire to make sure it is safe for me to take
part, | will be randomly allocated into either a control or inteméion group.

If | am in the intervention group, | will gain access to the prequestionnaires and the
Mind your Heart online webinar which will take approximately 90 minutes to comple
will then be asked to complete the post questionnaires online tveeks later. | can skij
any questions | do not want to answer.

If I am in the control group, | will complete the pre and post measures online withoy
watching the Mind your Heart webinar. However, | will be sent the Mind your Heart
webinar to watchoutside of the study after post questionnaires have been taken.

If  am in the intervention group, | will be invited to share my experiences of the stug
on a 3@60-minute Microsoft Teams call with the researcher by which my voice will {
recorded and trascribed. | have the option to turn off my camera so that the resear(
cannot see my face and | can skip any question that | do not want to answer and cg
the interview at any point. Quotations of this conversation will be used under a
pseudonym inte final report.
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7. | | consent voluntarily to be a participant in this study and understand that | can refug
answer questions | can withdraw from the study at any time, without giving a reaso
and without penalty or my legal rights being affected.

8. | I have been advised about potential risks associated with taking part in this study a
have taken these into consideration before consenting to participate.

9. | To the best of my knowledge, | do not meet any of the exclusion criteria outlined in
information sheet for this research or the psereening questionnaires. If this change
at a later date during study participation, | agree to notify the researchers immediat
10.| I understand that if | am in the experimental group and | agree tddahew up

Microsoft Teams call to share my experiences of the study with the researcher, tha
involves taking audio recordings of me and | am happy to proceed. | understand th{
face will not be recorded even if | do have my camera switched on dimniylicrosoft
Teams call.

11.| | agree that audio recordings can be taken of me during the Microsoft Teams call. | YES | NO
(Participants are free at any time to decline to be audio recorded whilst continuing t
participate in the study)

12.| I understand whaccess to personal data will hapeovided, how the data will be
stored and what will happen to the data at the end of the project.

13.| I understand that my information may be subject to review by responsible individua
from Liverpool JohiMioores University for monitoring and audit purposes.

14.| | agree for my contact details to be stored for the purpose of contacting me during ff YES | NO
study and | understand that agreeing to be contacted does not oblige me to particip
15.| I understand that personal data will be retained beyond the duratibthe study and
will be destroyed 5 years after the study has ended.

16.| 1 understand that personal data will remain confidential and that all efforts will be m
to ensure | cannot be identified in reports or any further outputs.

17.| lunderstand that parts of our conversation will be used verbatim in future publicatig
or presentations and that all efforts will be made to ensure | cannot be identified in
reports or any further outputs

18.| 1 understand that even though all efforts wikk Imade to ensure | cannot be identified,
may be indirectly identifiable when the study findings are disseminated.

19.| I understand the potential risks of being identifiable in reports and any future output
when the findings of the study are disseminated

20.| | understand that there may be instances where information is revealed which mea
that the investigators will be obliged to break confidentiality, and this has been
explained in more detail in the information sheet.

21.| | agree to take part in this styd

Data Protection Any personal information we collect and use to conduct this study will be processed in
accordance with data protection law as explained in the Participant Information Sheet aRditlaey Notice
for Research Participants

Name of Participant Date Signature

For participants unable to sign their name, mark the box insteasiigming

| have witnessed the accurate reading of the consent form with the potential participant and the individual has
had the opportunity to ask questions. | confirm that the individual has given consent freely

Name of Investigator Date Signature
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k LIVERPOOL
JOHN MOORES
) UNIVERSITY

PARTICIPANT INFORMATION SHEHITs with Heart Disease

Research Ethics Committee Reference Numt&r/PSY/040

Title of Study: Mind your Heart: An online Acceptance and Commitment Therapy based psychological
intervention to improve healtbehaviours and illness perception in adults with heart disease.

You are being invited to take part in a research stiiyu do not have to take part if you do not want to.
Please read this information, which will help you decide.

1. Whatis the purpose oftie study?

The aims of this study are to compare whether a-offfegpsychological intervention will positively change
the way 50 people perceive their heart disease, to change health behaviours and improve psychological
flexibility two weeks after the intervention agest a control group.

The purpose of randomly allocating adults with heart disease to either the intervention group or control
group is to compare two groups to scientifically assess whether the Mind your Heart intervention is
effective in improving hedftbehaviours.

If you are in the intervention group, you will be presented with premeasures, the Mind your Heart
webinar and the post measures all online.

If you are randomly allocated into the control group, you will be presented with pre and post online
guestionnaires only without the Mind your Heart webinar in between measures.

The psychological intervention is a-B0nute online webinar called Mind your Heart covering basic topics

on living with heart disease and keeping the heart healthy, AcceptandeCommitment Therapy

activities and further noamedical support. Both project supervisors, Dr Tara Kidd and Dr Mark Forshaw,

have reviewed the intervention for quality assurance through frequent and regular supervision meetings

and written feedback. They NS 62 G K |/ t/ wS3IAa0d§SNBR | Skperiericest 4 & OK2 f ;
5dz2NAy3d (GKS 6SO0AYFNE @2dz gAff 0SS FalSR (G2 aSi @&2dzNAaS
achieve in tweweeks. You will be asked about this at ppsasures.

In addtion, a sample of 10 participants that took part in the Mind your Heart intervention group will be
invited to share their experiences and feedback on eééBdminute Microsoft Teams call which will be
audio recorded. This aims to help improve the intententfor future use with heart disease patients.

2. Why have | been invited to participate?
You have been invited because you are an adult in the UK who is living with managed and stable heart
disease. This meartkat your symptoms are under control by medication and there is no onset of new or
worsening symptoms associated with heart diseasarfore than sixmonths prior to the study.

You may also have received surgery for your heart disease such as a having a stent fitted by angioplasty or

a coronary artery bypass graft. Your surgery must have been more tharosiths prior to the study and
followed usual procedure without complications that increased the length of recovery and the risk of death.
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Exclusion criterig please see checklist below.

To take part in the study you must tigh L 3tatements in the column on the left side, apdu mustNOTbe
able to tickANYstatements in the righhand column.

Eligible to take part in the study P

Not eligible for the study x

You can ticlALLthree statements:

If you tick one or more of these statements:

1. lam an adult over the age of 18 years old liv
in the UK.

2. | have had a single heart attack more tharn
months ago with no repeat event.

3. | have received angioplasty procedure wherg
the blocked arteries around the heart were
opened up and fitted with a wire mesh (stent
- OR- Had open heart surgery (coronary arte
bypass surgery) where the blood flow is
redirected around the blocked arties.

IF YOU TICK ALlbfXhe aboveyou may or may
not have one or more of the following criteria.

1. Stable angina (chest pain and breathlessneg
diagnosed more than 6 months ago where it
predictable and easily controlled by rest or
two doses of glycerol trinitrate (GTN) spray
medication.

2. Arrythmias (irregular heartbeat) diagnosed
more than 6 moriis ago where it is under
control from medication, a pacemaker, or an
implantable defibrillator.

3. Stable high blood pressure diagnosed m
than 6 months ago where it is within a consta
healthy range of 120/8@ 140/90. It is under
control by medicatia.

4. Stable type 1 or type 2 diabetes diagnos
more than 6 months ago where blood sugar
within a constant healthy range of -85
mmol/l. 1t is under control by medication ¢
diet.

1 lam under the age of 18.

1 Ido not live in the UK.

1 Ihave had a heart attack in the last 6 months.
1 I have had more than one heart attack.

1 I have had a cardiac arrest (where my heart
stopped, | was unconscious, and | was
resuscitated).

1 | have had a heart transplant.

1 | have been diagnosed with valve disorders g
rare heart disease.

1 | have stage 4 heart failure where my activity|
severely limited due to breathlessness and fatig
even at rest.

1 | have a new diagnosis of unstable angina (cH
pain and breathlessness) within the past 6 mon
that is not predictable.

1 | have a new diagnosis of arrythmia (irregu
heartbea), and | have had an episode within th
past 6 months.

1 I have a new diagnosis of high blood pressure {
is regularly more than 140/90.

1 I have a new diagnosis of type 1 or type 2 diabg
and my blood sugar is regularly outside of the
485 mmol/l and | have had
hypoglycaemic/hyperglycaemic episode the
past 6 months.

1 I have a new viral infection within the past 2 weg
of the study such as the common cold or flu g
including COVH29 and variants.

3. Do | have to take part?



No. You can ask questions about the research before deciding whether to take part. If you do not want to
take part that is OK. We will ask you to sign a consent form to take part in thecpgening to find out if

you are eligible to join the study and well send you a copy to your email address for you to keep.

If you are eligible to take part in the study, we will ask you to sign an additional consent form to take part
in the full study for which a copy will be emailed to you by the email addresprpwide.

You can stop being part of the study at any time or skip any question you do not want to answer, without
giving a reason, but we will keep information about you that we already have. You may withdraw from the
study by contacting me or by pressin 1 KS WOEAGQ odzid2y |yR Of2aiay3
researcher during the Teams call.

4. What will happen to me if | take part?
Taking part in the study involves answering an onlinegm@ening questionnaire, 6 prequestionnaires
including a denographic questionnaire watching a -Bfinute webinar and answering the same
guestionnaires including an additional post questionnaire online two weeks later.

Prequestionnaires:

Demographic questionnaire including a question on health value

The Brief lliness Perception Questionnaire (Broadbent et al., 1986)

The lliness Identity Questionnaire (Oris et al., 2016)

The Acceptance and Action Questionnaire (Bond et al., 2011)

The Inernational Physical Activity Questionnaire (Maddison et al., 2007)
The Short Food Frequency Questionnaire (Shaw et al., 2007)

ok whE

Postquestionnaires:

7. The Brief lliness Perception Questionnaire (Broadbent et al., 1986)

8. The lliness Identity Questionnairer{®et al., 2016)

9. The Acceptance and Action Questionnaire (Bond et al., 2011)

10. The Short Food Frequency Questionnaire (Shaw et al., 2007)

11. The International Physical Activity Questionnaire (Maddison et al., 2007)

12. SMART goal and feedback of Mind your Hesabinar questionnaire (for intervention group
A only).

After you answer the pracreening questionnaire to make sure it is safe for you to take part, you will be
randomly allocated into either intervention group A or control group B.

If you are in the intervention group A, you will gain access to the preguestires and the Mind your Heart

online webinar via a link sent to your email address which will take approximately 90 minutes to complete. You
will then be emailed again and be asked to complete the post questionnaires online two weeks later which will
take 30 minutes.

If you are in the control group B, you will complete the pre and post measures online and it will take roughly 1
hour. You will be sent the Mind your Heart webinar via email to watch outside of the study after post
guestionnaires have beetaken.

If you are in the intervention group A, you will be invited to share your experiences of the study qr6@ 30
minute Microsoft Teams call with the researcher which will be audio recorded and transcribed. You can turn
off my camera during the cadhd even if you have the camera switched on, your face will not be recorded.
You can skip any question you do not want to answer.

For more information of the stepy-step process, please see Table 1 below.
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The intervention will take place online on afbrm called Qualtrics and should take approximately B&0

minutes to complete over a twaweek period. You will be offered regular breaks as necessary. Yoot deed

an account to access Qualtrics, but you do need to provide your email address iterdmelinks to the study.

You can also ask to pause or stop the intervention at any time. Please remember, you have the right to decline
to answer any questions you do not want to.

The follow up interview will take place with a sample of 10 participantsshould take approximately &D

minutes to complete. You doot need an account to access Microsoft Teams, you can join the call from any
mobile or computer device connected to the internet. You will be offered regular breaks as necessary. You can
also ask to pause or stop the Teams call at any time. Please remember, you have the right to decline to answer
any questions you do not want to. Not all participants will be asked to take part in the fopjanterview, you

will only be invited to take paiit this stage if you were in the intervention group A.

The questionnaires include questions that will ask you about your demographic status, your heart condition
and your wellbeing which might be considered sensitive.

Table 1.Detailed step by step process of the study.

Session 1

Session 2

Session 3

Session 4 GROUP A ONLY

1. Read the study
information consent
to pre-screening.

2. Check your eligibility
with a prescreening
guestionnaire.

3. Read and sign the
consent form if you
are happy to
continue and you
are eligible to join
the study.

4. You will be
randomly assigned
to eithergroup Aor
group Band will be
asked to input your
email address.

5. You will then receive
an email with the
study information, a
copy of yoursigned
consent and a link tg
the study and any
supplementary
materials.

6. Clicking on the link
sent to your email
address, find a quiet
space where you
will not be disturbed
and complete the 5
guestionnaires on
screen using your
Smartphone or
computer device
You can skip any
questions you do
not want to answer.

GROUP A:
8.

(i). Once you have
completed the
questionnaires on
screen, the twehour
Mind your Heart
webinar will be available|
to watch.

(ii). After you have
watched the webinar,
you can clos¢he
programme and refer to
any supplementary
materials sent in the first
email containing the
study link and
participant information
and a copied of the
signed consent.

GROUP B:

16.

17.

You will be sent an email in 14 da|
after completing session 2 with
link to session 3 of the study.

Clicking on the link, you will be
directed to the same 5
guestionnaires completed in
session 2Group Awill be asked
an additional short questionnaire
on your SMART goal you set
yourself at the end of the webina

GROUP A:

18.

Once complete, you will be
directed to an online booking
system where you can choose to
take part in an optional session 4
of the study which is a followp
30¢60-minute Microsoft Teams
call with the researcher to share
your experiences of the study an
to provide feedback on
improvemeris. You can either
book a timeslot for the optional
session 4 or close the programm
to end the study at this stage.

GROUP B:
11. Once complete, you will be

emailed a link to the

Mind your Heart webinar
and any supplementary
materials for you to watch
in your own time.

21. If you booked a time slot
for the followrup Teams
call to share your
experiences of the study
with the researcher, you
have consented to be
part of the optional
session 4.

22. You will be called within

your allotted time slot.

17a. If there is no answer on
the first attempt, you will be
sent a text to rearrange a tim
and date. If you do not
answer after the second
attempt, you will not be
contacted again.

17b. If you take art in the
30¢60-minute Teams call, it
will be recorded and
transcribed to be used in the
final report under a fake
name to protect
confidentiality. You have the
option to turn off your
camera so that only your
voice is recorded.

20. You will then be sent a
debrief form via email
outlining the purpose of
the study and support
services available.




8. 19. You will be emailed a debrief forn 21. If you agreed to take part
(i). Once you have outlining the purpose of the study in the phone callyou will

completed the and support services available. also be entered into a
questionnaires on second prize draw of a
screen, you canlase the | 20. Both groups A and ®ill also be £25 Amazon gift voucher
programme. entered into the first prize draw o to be announced after

a £25 Amazon vouché¢o be data collection.

announced after data collection.

Total time = 5 minutes | Total time = 3600 Total time = 30 minutes Total time = 3660 minutes

minutes

5. Will | be audio recorded and how will the recorded media be used?

You will only be asked to be audio recorded if you were allocated to the experimental group A and agreed
to take part in the follow up Microsoft Teams call after watching the Mind your Heart online webinar.

You are free to decline to be audio recordeduhould be comfortable with the audio recording process,
and you are free to stop the recording at any time whilst continuing to participate in the study.

The audio recording is essential to your participation in the follow up Teams call, but you dieul
comfortable with the audio recording process. You are free to stop the audio recording on the follow up
telephone call at any time and therefore withdraw your participation.

With your consent, audio recordings taken of you on the Teams call mayebeagdranscribed quotations
in the final report and any further outputs. Please notify the investigator if you require any restrictions on
the use or availability of recordings at the time or in the future.

The audio recordings of your activities madeidg this study will be used only for analysis. No other use
will be made of them without your written permission.

Are there any potential risks in taking part?

Participating in the research is not anticipated to cause you any disadvantages or digcdimégootential
physical and/or psychological harm or distress will be the same as any experienced in everyday life

Questions included in this study require participants to reflect in their wellbeing. If you feel worried or in
low mood we would like tgpoint out that there are several sources of advice or help which are free and
readily available to you and which may provide useful. Specifically, these include:

The Samaritans
Open 24 hours a day 365 days a year. Call for free on 116123 or visit ¢sitavbelow:
https://www.samaritans.org/howwe-carthelp/if-youre-havingdifficult-time/

Mind
Open 95pm MondayFriday. Call for free on 0300 123 3393/t their website below:
https://www.mind.org.uk/

British Heart Foundation
Open 95 Monday to Friday. Call for free on 0300 330 3311 or visit their website below:
https:// www.bhf.org.uk/

NHS Mental Health Services
For more information or services in your area, visit their website below:
https://www.nhs.uk/mentathealth/nhsvoluntary-charity-services/nhsservices/
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If participation in this study has negative effects on you; please seek help and advice from support services
such as:

The Samaritans
Open 24 hours a day 365 days a year. Call for free on 116123 or visit their website below:
https://www.samaritans.org/howwe-carthelp/if-youre-havingdifficult-time/

Mind
Open 95pm MondayFriday. Call for free on 0300 123 3393 or visit their website below:
https://www.mind.org.uk/

Risks of harm may be apparent as a consequencgmwofbeing identifiable in reports and any further
outputs. The risks might include data breach from online criminal hacking. These risks will be mitigated by
a02NAy3a Fff LISNER2YIf RIEGE 2y [Wwa! Qa &SOdzRBaseRNA @S
do not participate if these risks are unacceptable to you.

The procedures involved in this study may be emotionally stregsthik may manifest as memories of
your heart attack. You should not participate if you do not wish to be emotionallgsstce

Possible side effects include emotional stress. If you experience these or any other side effects, please stop
the intervention immediately and inform the investigator if you experience these or any other side effects.

7. Are there any benefits in taikg part?
The benefits of taking part are increased sense of wellbeing and new health behaviours such as diet,
exercise changes.

The potential or hoped for benefits of the study for the wider society are that people living with heart
disease can receive psychological intervention to improve health and reduce risk of having a secondary
cardiac event.

8. Payments, reimbursements of @enses or any other benefit or incentive for taking part
For taking part in the intervention and completing both pre and post questionnaires in both the control
and experimental groups, you will be entered into a prize draw to win a £25 Amazon gift voucher

If you are in the experimental group, for agreeing to take part in the fellpvtelephone call, you will
also be entered into a second prize draw to win an additional £25 Amazon gift voucher.

Winners will be contacted via email.
Unfortunately, we canot reimburse any expenses you may incurred.

9. What will happen to information/data provided?
The information you provide as part of the study is ftedy data Any study data from which you can be
identified .g., from identifiers such as your name, date of birth, audio recording etc.), is known as
personal data.Your participation in this study will not involve the collection/use of personal data by the
investigator. Your participation in this study will involhe ttollection/use of personal data. The study data
collected/used will include more sensitive categories of personal data (special category personal data) such
as your race; ethnic origin; socioeconomic status; religion and health.
We will need to use imirmation from you. This information will include your name and contact details.

We will keep all information about you safe and sec#eople who do not need to know who you are will
not be able to see your name and contact details and the data.

Once ve have finished the study, we will keep some of the data for 6 months so we can check the results.
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be able to let you see or change the data we haiddut you.

The IP address will not be recorded, and we will not attempt to capture the IP address or any other
information that is not voluntarily provided.

Data may be stored on backups or server logs beyond the timeframe of this study.
Theonline provider may collect personal daed.,via the IP address, backups of study data). This makes

them a data controller with respect to personal data and, as such, will determine how personal data is
used.Please see their privacy notice hdrps://www.qualtrics.com/privacystatement/

Although every reasonable effort has been taken, confidentiality during actual internet communication
procedures cannot be guaranteed.

Email is an unsafierm of communication for private responses. This is because email can be easily hacked.
Therefore, you should only take part in the study if you are prepared for your responses to be made public,
even though the research writep will not link any respaes to individuals.

Personal data will be returned indirectly to the investigator; therefore, whilst the data is not in the
AYy@SaGAariz2Nna LlRaasSaarzys (GKS Ay@SadAdalraz2NI gAafft
possible that if someonether than the investigator viewed the personal data, that you could be
disadvantaged in some way. You should not participate if this risk is not acceptable to you.

Before your personal data is transferred to secure storage there igdbgibility that the investigator could

lose control of authorised access. We will take steps to mitigate the risk of your personal data being viewed
by someone outside of the study team by [investigators to provide details]. You should not participate if
this risk is not acceptable to you.

Your personal data may be accessible to individuals who are in a position of authority or influence over
you. If you think that you could be disadvantaged in some way you should not participate if this risk is not
accepable to you.

We will write our reports in a way that rone can work out that you took part in the study.

Please note that confidentiality may not be guaranteed; for example, due to the limited size of the
participant sample, the position of the parfi@nt or information included in reports, participants might be
indirectly identifiable in transcripts and reports. The investigator will work with the participant in an
attempt to minimise and manage the potential for indirect identification of particigant

The Investigator will keep confidential anything they learn or observe related to illegal activity unless
related to the abuse of children or vulnerable adults, money laundering or acts of terrorism. In certain
exceptional circumstances where you ahers may be at significant risk of harm, the investigator may
need to report this to an appropriate authority. This would usually be discussed with you first. Examples of
those exceptional circumstances when confidential information may have to be didcos:

0 The investigator believes you are at serious risk of harm, either from yourself or others
The investigator suspects a child may be at risk of harm
You pose a serious risk of harm to, or threaten or abuse others
As a statutory requiremer#.g.,reporting certain infectious diseases
Under a court order requiring the University to divulge information
We are passed information relating to an act of terrorism

O O O OO

10. Whom do | contact if | have a concern about the study or | wish to complain?
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https://www.qualtrics.com/privacy-statement/

If you have a concern about any aspect of this study, please colaxtRobsonr Dr Mark Forshavand

we will do our best to answer your query. You should expect a mejttyn 10 working days. If you remain
unhappy or wish to make a formal complaint, please contact the Chair of the Research Ethics Committee at
Liverpool John Moores University who will seek to resolve the matter as soon as possible:

Chair, Liverpool JohMoores University Research Ethics Committee; ErfRallReviewUREC@Iljmu.ag.uk

Tel: 0151 231 2121; Research Innovation Services, Liverpool John Moores University, Exchange Station,
Liverpool L2 2QP

11. Data Potection
Liverpool John Moores University is the data controller with respect to your personal data. Information
about your rights with respect to your personal data is available from:
1 https://www.limu.ac.uk/legal/privacyand-cookies/externaistakeholdersprivacypolicy/research
participantsprivacynotice

12. Contact details

Principal Investigator Alex Robson, LIMUgfessional doctorate student.
LIMU Email addresa:robson@2018.lmu.ac.uk

LIMU School/Faculti?sychology

LIJMU Central telephone number: 0151 231 2121

Supervisor NameDr Mark Forshaw and Dr Tara Kidd

LIJMU Email addresst.j.forshaw@limu.ac.ukndt.m.kidd@ljmu.ac.uk

Please note that you may only participate in this survey if you are 18 years of age or over.

3 | certify that | am 18 years of age or over
If you have read the information above and agree to participate with the understanding that the data (including
any personal data) you submit will be processed accordingly, please tick the box below to start.

3 Yes, | agree to take part
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Appendix E3: Gatekeeper information and consent form sent to cardiac rehabilitation

instructors that run phase four community groups across the UK.

\ LIVERPOOL
JOHN MOORES
) UNIVERSITY

GATEKEEPER INFORMATION SHEET

My name isAlexRobsonand | am grofessional doctorate studern the School of Psychology at Liverpool
John Moores University. | am the principal investigator of the study:

Title of Project:Mind your Heart: An online Acceptance and Commitment Therapy based psychological
intervention b improve health behaviours and illness perception in adults with heart disease.

Research Ethics Committee Reference Numt&t/PSY/040

1. What is the reason for this information email?
You have been identified as a gatekeeper to individuals whom we wikaldd invite to participate in a
research study (A gatekeeper is any person or institution that acts as an intermediary between an
investigator and potential participants (e.g., school authorities, sports club, treatment service providers, a
coach, instrator etc.)

2. What is the study?
The aims of this study are to compare whether a -offepsychological intervention will positively change
the way 50 people perceive their heart disease, to change health behaviours and improve psychological
flexibility two weeks after the intervention against a control group. The psychological intervention is a 50
minutes online webinar called Mind your Heart covering basic topics on living with heart disease and keeping
the heart healthy, Acceptance and Commitment Therapividies and further noamedical support. During
0KS 6SOAYIFNE GKS LI NIAOALI YOG Attt 0S laiSR G2 aSsSi
achieve in tweweeks. They will be asked about this at postasures.

The purpose of randomly lakating adults with heart disease to either the intervention group or control
group is to compare two groups to scientifically assess whether the Mind your Heart intervention is effective
in improving health behaviours.

If they are in the intervention gup, they will be presented withremeasuresthe Mind your Heart webinar
and the post measures all online.

If they are randomly allocated into the control group, they will be presented with pre and post online
questionnaires only without the Mingour Heart webinar in between measures.

In addition, a sample of 10 participants that took part in the Mind your Heart intervention will be invited to
share their experiences and feedback on g@®minute Microsoft Teams call which will be audio recorded
This aims to help improve the intervention for future use with heart disease patients.

This study is organised by Liverpool John Moores University.
3. Who are the participants?
We are looking to recruddults in the UK living with managed stable heart disease. Their symptoms must be

under control by medication with no onset of new or worsening symptoms associated with heart disease for
6 months prior to the study. Please see below for eligibility cateri
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To take part in the study you must tigh L 3tatements in the column on the left side, and you mN§ITbe

able to tickANYstatements in the righhand column.

Eligible to take part in the study

Not eligible for the study x

You can ticl\LLthree statements:

If you tick one or more of these statements:

4. |am an adult over the age of 18 years old liv
in the UK.

5. | have had a single heart attack more thar
months ago with no repeat event.

6. | have received angioplasty procedure whereg
the blocked arteries around the heart were
opened up and fitted with a wire mesh (stent
- OR- Had open heart surgery (coronary arte
bypass surgery) where the blood flow is
redirected around the blocked artes.

IF YOU TICK ALlbfXhe aboveyou may or may
not have one or more of the following criteria.

5. Stable angina (chest pain and breathlessnes
diagnosed more than 6 months ago where it
predictable and easily controlled by rest or
two doses of glycerol trinitrate (GTN) spray
medication.

6. Arrythmias (irregular heartbeat) diagnosed
more than 6 montis ago where it is under
control from medication, a pacemaker, or an
implantable defibrillator.

7. Stable high blood pressure diagnosed mg
than 6 months ago where it is within a constag
healthy range of 120/8@ 140/90. It is under|
control by medicatia.

8. Stable type 1 or type 2 diabetes diagnos
more than 6 months ago where blood sugat
within a constant healthy range of -85
mmol/l. 1t is under control by medication ¢
diet.

1 1 am under the age of 18.

1 Ido notlive in the UK.

1 Ibhave had a heart attack in the last 6 months.
1 | havehad more than one heart attack.

1 I have had a cardiac arrest (where my heart
stopped, | was unconscious, and | was
resuscitated).

1 I have had a heart transplant.

1 1 have been diagnosed with valve disorders g
rare heart disease.

1 | have stage 4 heart fare where my activity ig
severely limited due to breathlessness and fatig
even at rest.

1 | have a new diagnosis of unstable angina (cH
pain and breathlessness) within the past 6 mon
that is not predictable.

1 | have a new diagnosis of arrythmiardgular
heartbea, and | have had an episode within th
past 6 months.

1 I have a new diagnosis of high blood pressure {
is regularly more than 140/90.

1 I have a new diagnosis of type 1 or type 2 diabg
and my blood sugar is regularly outside of the
485 mmoll and | have had
hypoglycaemic/hyperglycaemic episode in t
past 6 months.

1 I have a new viral infection within the past 2 weg
of the study such as the common cold or flu a
including COVH29 and variants.
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4. What is involved for the participants?
Taking part in the study involves answering an onlinegmeening questionnaire, 6 prequestionnaires
watching a50-minute webinar and answering the same questionnaires including an additional post
questionnaire online two weeks later.

Prequestionnaires:

Demographic questionnaire including

The Brief lliness Perception Questionnaire (Broadbent et al., 1986)

The lliness Id#ity Questionnaire (Oris et al., 2016)

The International Physical Activity Questionnaire (Maddison et al., 2007)
The Acceptance and Action Questionnaire (Bond et al., 2011)

The Short Food Frequency Questionnaire (Shaw et al., 2007)

os~LNE

Postquestionnaires:

7. The Brief lliness Perception Questionnaire (Broadbent et al., 1986)

8. The lliness Identity Questionnaire (Oris et al., 2016)

9. The Acceptance and Action Questionnaire (Bond et al., 2011)

10. The Short Food Frequency Questionnaire (Shaw et al., 2007)

11. The Intenational Physical Activity Questionnaire (Maddison et al., 2007)

12. SMART goal and feedback of Mind your Heart webinar questionnaire (for intervention group
A only).

After the participant answers the prgcreening questionnaire to make sure it is safe tketpart, they will
be randomly allocated into either intervention group A or control group B.

If they are in the intervention group A, they will gain access to the prequestionnaires abt-thimute Mind

your Heart online webinar via a link sent to themail address which will take approximately 90 minutes to
complete. They will then be emailed again and be asked to complete the post questionnaires online two
weeks later which will take 30 minutes.

If they are in the control group B, they will comi@ehe pre and post measures online and it will take roughly
1 hour. They will be sent the Mind your Heart webinar via email to watch outside of the study after post
guestionnaires have been taken.

If the participants are in the intervention group A, theill be invited to share their experiences of the study
on a 3@60-minute Microsoft Teams call with the researcher which will be audio recorded and transcribed.
They can turn off my camera during the call and even if they have the camera switchediofadaevill not

be video recorded. Quotations of this conversation will be used under a pseudonym in the final report.

For more information of the stepy-step process, please see Table 1 below.

The intervention will take place online on a programme called Qualtrics and should take approximagely 90
150 minutes to complete over a twweek period. The participants daot need an account to access
Qualtrics, but they do need to provide their emadldress to receive the links to the study. Participants will

be offered regular breaks as necessary. They can also ask to pause or stop the intervention at any time. They
have the right to decline to answer any questions they do not want to.

The follow o interview will take place with a sample of 10 participants and should take approximately 30
60 minutes to complete. Participants dot need an account to access Microsoft Teams, they can join from
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any mobile or computer device connected to the interngtey will be offered regular breaks as necessary.
They can also ask to pause or stop the Teams call at any time. They have the right to decline to answer any
questions you do not want to. Not all participants will be asked to take part in the folipunterview, they

will only be invited to take part in this stage if you were in the intervention group A.

Session 1

Session 2

Session 3

Session 4 GROUP A ONLY

1. Read the study
information consent
to pre-screening.

2. Check your eligibility
with a prescreening
guestionnaire.

3. Read and sign the
consent form if you
are happy to
continue and you
are eligible to join
the study.

You will be
randomly assigned
to either group Aor
group Band will be
asked to input your
email address.

5. You will then receive
an email with the
study information, a
copy of your signed
consent and a link tg
the study and any
supplementary
materials.

6. Clicking on the link
sent to your email
address, find a quiet
space where you
will not be disturbed
and complete the 5
questionnaires on
screen using your
Smartphone or
computer device.
You can skip any
questions you do
not want to answer.

GROUP A:
8.

(i). Once you have
completed the
questionraires on
screen, the twehour
Mind your Heart
webinar will be available|
to watch.

(ii). After you have
watched the webinar,
you can close the
programme and refer to
any supplementary
materials sent in the first
email containing the
study link and
participant information
and a copied of the
signed consent.

GROUP B:
8.

(i). Once you have
completed the
questionnaires on
screen, you can close th
programme.

23. You will be sent an email in 14 da|
after completing session 2 with
link to session 3 of the study.

24. Clicking on the link, you will be

directed to the same 5

questionnaires completed in

session 2Group Awill be asked
an additional short questionnaire
on your SMART goal you set
yourself at the end of the webinar

GROUP A:;

25. Once complete, you will be
directed to an online booking
system where you can choose to
take part in an optional session 4
of the study which is a followp
30¢60-minute Microsoft Tams
call with the researcher to share
your experiences of the study ang
to provide feedback on
improvements. You can either
book a timeslot for the optional
session 4 or close the programm
to end the study at this stage.

GROUP B:
11. Once complete, youill be
emailed a link to the
Mind your Heart webinar
and any supplementary
materials for you to watch
in your own time.
26. You will be emailed a debrief forn
outlining the purpose of the study
and support servies available.
27. Both groups A and Riill also be
entered into the first prize draw o
a £25 Amazon voucher to be
announced after data collection.

28. If you booked a time slot
for the followrup Teams
call to share your
experiences of the study
with the researcher, you
have consented to be
part of the optional
session 4.

29. You will be called within

your allotted time slot.

17a. If there is no answer on
the first attempt, you will be
sent a text to rearrange a tim
and date. If you do not
answer after thesecond
attempt, you will not be
contacted again.

17b. If you take part in the
30¢60-minute Teams call, it
will be recorded and
transcribed to be used in the
final report under a fake
name to protect
confidentiality. You have the
option to turn off your
camera so that only your
voice is recorded.

22. You will then be sent a
debrief form via email
outlining the purpose of
the study and support
services available.

23. If you agreed to take part

in the phone callyou will
also be entered into a
second prize drawf a
£25 Amazon gift voucher
to be announced after
data collection.

Total time = 5 minutes

Total time = 3600
minutes

Total time = 30 minutes

Total time = 3660 minutes




5. Whatare weasking you to do?

1 Review the study procedures associated va#ieguarding the participants and the investigator[s] (If
you recommend amendments to the study procedures, the investigator will obtain LJMU Research
Ethics Committee approval for the amendments before the study commences).

1 Review the study protocol to @ ensure the research will fit in with the activities of the organisation
(If you recommend amendments to the study protocol, the investigator will obtain LIMU Research
Ethics Committee approval for the amendments before the study commences)

1 Identify indviduals who fit the inclusion criteria detailed above who might be interested in
participating.

1 On behalf of the investigator, make the initial contact with the potential participants using the contact
details to which you have legitimate access and séedparticipant recruitment email AND participant
information sheet which are attached to this gatekeeper information email.

1 On behalf of the investigator, make the initial contact with the potential participants by handing the
participant recruitment coveng letter and participant information sheet which are attached to this
gatekeeper information email.

1 On behalf of the investigator, make the initial contact with the potential participants using the private
social media site to which you have legitimatzeass and post the participant recruitment advert that
is attached to this gatekeeper information email.

1 Display the poster, which is attached to this gatekeeper information sheet.

6. If you are willing and able to assist in the study what happens next?
Please return the completed gatekeeper consent form and make arrangements with the investigator.

7. Will the name of my organisation taking part in the study be kept confidential?
Your confidentiality is being safeguarded during and after the study by data protection protocols. We will
keep the name of the organisation confidential and there will be no way of identifying the name of your
organisation from the data and final report.

8. Whom do | contact if | have a concern about the study or | wish to complain?
If you have a concern about any aspect of this study, please contact and we will do our best to answer your
query. You should expect a reply within 10 working days. If yoaireamhappy or wish to make a formal
complaint, please contact the Chair of the Research Ethics Committee at Liverpool John Moores University
who will seek to resolve the matter as soon as possible:
Chair, Liverpool John Moores University Research Etloicsn@itee; Email:FullReviewUREC@Iljmu.ag.uk
Tel: 0151 231 2121; Research Innovation Services, Liverpool John Moores University, Exchange Station,
Liverpool L2 2QP

9. Contact details
Should you have any comments or questions regarding this research, please contact the investigators:

Research Ethics Committee Reference Number: 21/PSY/040

Principal Investigator Alex Robson, LJIMU professional doctorate student.
LIMU Email address:robson@2018.ljmu.ac.uk

LIMU School/Facultisychology

LIMU Central telephone number: 0151 231 2121

Supervisor NameDr Mark Forshaw and Dr Tara Kidd

LIMU Email addresst.j.forshaw@ljmu.ac.uandt.m.kidd@Ijmu.ac.uk
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\ LIVERPOOL
JOHN MOORES
) UNIVERSITY

GATEKEEPER CONSENT FORM
Research Ethics Committee Reference NumitigPSY/040

Study title:Mind yourHeart: An online Acceptance and Commitment Therapy based psychological intervention
to improve health behaviours and illness perception in adults with heart disease.

Principal Investigator Alex Robson, LIMU professional doctorate student.
LIMU Email addss:a.robson@2018.lmu.ac.uk

LIMU School/Faculti?sychology

LIMU Central telephone number: 0151 231 2121

Supervisor NameDr Mark Forshaw and Dr Tara Kidd

LIMU Email addresst.j.forshaw@ljmu.ac.uendt.m.kidd@Ijmu.ac.uk

Please initial the boxes below where you agree with the corresponding statement.

Please
initial

| confirm that have read the information sheet dated 29/10/2021 (version 1) for the
above study, or it has been read to me. | have had the opportunity to consider the
information, ask questions and have had these answered satisfactorily.

2. | I have the authority to act asgatekeeper between the investigator[s] and participant

3. | | am satisfied with the study procedures associated with safeguarding participants g
investigator[s]

4. | | am satisfied for the research to proceed as described

5. | | agree to identifpotential participants as requested

6. | | agree to display the study information to potential participants as requested

7. | | agree to email and speak to potential participants in person on behalf of the invest
as requested:
- 1 will mention and dispy the study information and poster during cardiac rehabilitat
sessions for potential participants to sign up to if they choose.
- 1 will circulate the study information via email to participants who may be intereste
taking part.

8. | 1 agree to comply with UK data protection legislation

Name of Gatekeeper: Date: Signature:
Name of Investigator: Date: Signature:

Alex Robson
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Appendix E4: Prescreening for the online study

Pre-screening questions

| have read the information sheet provided and | am happy to participate-scpeening to see if | am eligible

to join the study. | understand that by completing and returning this questionnaire | am consenting to check my
eligibility for the study onlyand for my data to be used as described in the information sheet provided. |
understand that If | am eligible, | will be asked to complete a separate consent form before joining the full study

| am over the age of 18 YES/NO
If NO, not eligible for the study.
Adapted American Association of Cardiovascular and Pulmonary Rehabilitation risk stratification.

To take part in the study you must tiBkL 3 statements in the column on the left side, and you MOSt be
able to tickANY statements in the rigtiand column.

Eligible to take part in the study o~ | Not eligible for the study x

You can tickALL three statements: If you tick one or more of these statements:
7. | am an adult over the age of 18 years old liv] § | am under the age of 18.
in the UK.

1 1do not live in the UK.

8. | have had a single heart attack more tha
months ago with no repeat event. 9 I have had a heart attack in the last 6 months.

9. | have received angioplasty procedure wherq § | have had more than one heart attack.
the blocked arteries around the heart were
opened up and fitted with a wire mesh (sten ¢ | have had a cardiac arrest (where my heart

OR - Had open heart surgery (coronary arter stopped, | was unconscious, and | was
bypass surgery) where the blood flow is resuscitated).

redirected around the blocked ast
1 I have had a heart transplant.

IF YOU TICK ALL 3 of the aboveyou may or

may not have one or more of the following criteri T | have been diagnosed with valve disorders ¢
rare heart disease.

9. Stable angina (chest pain and breathlessnes
diagnosed more than 6 months ago where it
predictable and easily controlled by rest or ty
doses of glycerol trinitrate (GTN) spray
medication.

1 | have stage 4 heart failure where my activity|
severely limited due to breathlessness and fat
even at rest.

1 | have a new diagnosis of unstable angina (c
pain and breathlessness) within the past 6 mo
that is not predictable.

10. Arrythmias (irregular heartbeat) diagnosed
more than 6 months ago where it is under
control from medication, a pacemaker, or an

implantable defibrillator. 1 | have a new diagnosis of arrythmia (irregu

heartbegt and | have had an episode within t
past 6 months.

11. Stable high blood pressure diagnosed more
6 months ago where it is within a constg
healthyrange of 120/80 140/90. It is unde
control by medication.
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12. Stable type 1 or type 2 diabetes diagnosed n
than 6 months ago where blood sugar is wit
a constant healthy range of8%6 mmol/l. It is
under control by medication or diet.

il

| have a new diagnosis of high blood pressure
is regularly more than 140/90.

| have a new diagnosis of type 1 or type 2 diab
and my blood sugar is regularly outside of the-0
8.5 mmol/l  and I have had
hypoglycaemic/hyperglycaemic episode ia gast
6 months.

| have a new viral infection within the past 2 wee
of the study such as the common cold or flu
including COVID-19 and variants.

| can tick all 3 statements in the top left column and none from the right column. | can tick one or more
statements from the right column

f il can tick one or

mor e
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Appendix E5: All measures used pre and post intervention.

Pre and post questionnaires Demographic Questionnaire

What is your age?

Please select your gender

Please select your ethnicity

Please select your highest level of qualification
Please select your occupation category

Please select your marital status

Do you have diabetes

Do you have a diagnosed mental health condition?

©ONoO~WNE

The Brief Iliness Perceptions Questionnaire (Broadbent etal., 2006)
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The Brief lliness Perception Questionnaire

Faor the following questions, please circle the number that best cormesponds to your views:

How much does your illness affect your life?

1] 1 2 3 4 5 B 7 8 9 10
no affect severely
at all affects my life

How leng do you think your illness will continue?

0 1 2 3 4 5 6 7 8 9 10
a very forever
short time

How much control do you feel you have over your iliness?

1] 1 2 3 4 5 ] 7 8 9 10
absolutely extreme amount
no control of control

How much do you think your treatment can help your iliness?

0 1 2 3 4 5 6 7 8 9 10
not at all extremely

helpful

How much do you experience symptoms from your illness?

0 1 2 3 4 5 = 7 8 9 10
no symptoms many severe
at all symptoms

How concerned are you about your iliness?

0 1 2 3 4 5 ] 7 8 9 10
not at all extremely
concemed concerned

How well do you feel you understand your illness?

0 1 2 3 4 5 B 7 8 9 10
don't understand understand
at all very clearly

How much does your illness affect you emotionally? (e.g. does it make you angry, scared,
upset or depressed?

0 1 2 3 4 5 8 7 8 9 10

not at all extremely
affected affected
emotionally emotionally

Please list in rank-order the three most important factors that you believe caused your
iliness. The most important causes for me:-

1.
2.

& All ights reserved. For permission to use the scale please contact: lizbroadbent@clear.net.nz

lliness Identity Questionnairei (Oris et al., 2010) Rate each item using the scale below

1. =strongly disagree

2. =disagree

3. = neither agree nor disagree
4. =agree

o

Strongly agree
Engulfment items

16. My condition completely consumes me.

15. My condition ifluences all my thoughts and feelings.

17. It seems as if everything | do is influenced by my condition.
13. My condition has a strong impact on how | see myself.

12. My condition dominates my life.

19. My condition limits me in many things that are impattto me.
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14. | am preoccupied with my condition.
18. My condition prevents me from doing what | would really like to do.

Rejection items

5. I just avoid thinking about my condition.

2. |l 6d rather not think of my condition.
1. I refuse to see my conditi as part of myself.

4. | hate being talked to about my condition.

3. I never talk to others about my condition.

Acceptance items

9. | am able to place my condition in my life.

8. | accept being a person with condition.

11. I have learned to accept fimitations imposed by my condition.
7. My condition is part of who | am.

6. My condition simply belongs to me as a person.

10. | have a clear picture or understanding of my condition.

Enrichment items

22. Because of my condition, | have become a saopgrson.

23. Because of my condition, | realize what is really important in life.

26. Because of my condition, | have learned to work through problems and not just give up.
20. Because of my condition, | have grown as a person.

27. Because of my coniih, | have learned to enjoy the moment more.

24. Because of my condition, | have learned a lot about myself.

21. Because of my condition, | know what | want out of life.

25. My condition has brought me closer to my friends and family.

The Acceptance and Action Questionnaire (Bond et al., 2011).
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My Flexibility Scores

The Acceptance and Action Questionnaire (AAQ-2)

This is perhaps the most commonly used measure of psychological flexibility that you
can find. It has been cited over 2000 times in scientific publications, and we generally
know what it's scores mean. My colleagues and | developed the original AAQ (Hayes et
al., 2004) as well as the updated version presented below (Bond et al., 2011). You can
use it weekly or biweekly to track how you are doing with applying psychological
flexibility skills in your daily life.

Don't worry about trying to get to a "perfect” score. Use this number as a way to keep
track of changes in your life over time. As you apply what you learned in A Liberated
Mind, your psychological flexibility will improve.

AAQ-2
BehwwuvdllﬁndahtnfsuamanmPﬁmeratehmmnaamsmunamhhjmh-fseiacﬁganumarmnmluQe
the scale below lo make your choica.

| 2 | s | 4 | 5 | e |7
never |mmn‘m]mm|hwmu|mmm| always
true frue frue frue trug frue trug

1. My painful experences and memaries make it difficult for me 1o live a life that
| would value.

2. I'm afraid of my feefings. 12 3 465 67

i | worry about not being able bo control my warries and feelings. 12 3 465617

4. My painful memories prevent me from having & fulfillng life. 1234567

5. Emotions cause problems in my life, 12 3 4 567

6. It saams like most people are handiing their lives better than | am. 12 3 4567

7. Worries getin the way of my success. 12 3 4 567
Steven C. Hayes Resource for A Liberated Mind

Short Food Frequency Questionaire - (Shaw et al., 2021).
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hort F F n ionnair
Adolescents aged 11-18 years

In this section we would like to know about some of the foods you eat and how often you eat them. Please
tick one box in each row.

Think about the foods you have eaten in the past TWO WEEKS

Apples and Pears not canned
[Including raw, baked, stewed, dried)

Other fruit (Not canned, not citrus, not apples
and pears, and not bananas)

e.g. grapes, plums, barries, mango, pineapple
Muts and Seeds

e.g. cashew nuts, coconut, salted peanuts, nut
butters, tahini, pumpkin seeds

Crisps and savoury snacks

{Include all potato based snacks and grain based
snacks e.g. pretzels, popcom (not sweet), tortilla
chips)

Salad and other raw vegetables

{Including all types of raw vegetables. Purchased or
homemade) e.g. side salad, coleslaw, guacamole

Beans, lentils and chickpeas (Mot baked beans)
{Inclede dishes based on kentils, dried beans and
pulses)

e.g. kidney beans, black beans, hummus, chickpea
curry, bean stew

Tomatoes {fresh, not cooked, not tinned)

Leafy green vegetables
{Include cooked and canned) e.g. spinach, kale,

broccoli, cabbage, Brussels sprouts

Baked beans
{Include canned baked beans in sauce. Including
baked beans with additions e.g. sausages)
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Other vegetable dishes (Cooked vegetable dishes
usually forming a main meal)
{Vegetable curries, casseroles and stews, vegetable

pies, vegetable lasagne, vegetable stir-fry)

Meat pies and pastries
{Including sausage rolls, pasties, meat samosas)

Burgers and kebabs
{Purchased or takeaway burgers or kebabs)

Breaded or battered chicken turkey products
{Including fried chicken, nuggets, chicken kievs,
chicken burgers)

Chips

{Include any types of purchased or takeaway chips
e.g. frozen, oven, microwave, purchased from
takeaway or restaurant)

All types of white bread
{Including French stick, white pitta bread, English
muffins, plain bagels, white tortillas, white rolls)

All types of 100% Wholemeal bread (Not granary)
{Including wholemeal pitta bread, wholemeal
bagels, wholemeal tortillas, wholemeal rolls)

Whole "Blue-top™ Milk
{Whole cow's milk. Do not include any other types
of milk)

Sugar |Added by you to cereals, tea and coffee,
and desserts)
{Include sugar, golden syrup and maple syrup)

Tap water
{Mot including water drank with squash)

Fizzy drinks and Energy drinks (Mot diet or low
calorie)

Added salt to my meals

{Adding table salt, sea salt to food before you eat
it)




Post questionnaire only

SMART goal assessment seteport questionnaire

1. Did you complete the SMART goal you set yourself at the end of the webinar two weeks ago?

2. If not, why did you not complete it?

3. I f you didnét achieve your SMART goal, were th
behaviours?

4. If so, what were they?

5. Please rate your experience in taking part in this study out of 10, 1 being not at all satisfied and 10
being extremely satisfied.

1 2 3 4 5 6 7 8 9 10
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Appendix E6: Screenshots layout and content of the proposediaun Mind your Heart
brief online psychological intervention webinar to be viewed by participants in the
intervention group.

Instructions recap:
* Webinar will play automatically and will take approximately two-hours.
* Use the navigation keys on screen or on your keyboard to:

» continue to the next slide

* go back to a previous slide

= repeat the audio description on the slide

* pause the webinar

SIORCl=

Previous Pausefresume  Replay  Next slide » To stop the webinar, please use the red box marked with a
slide audio audio
cross on the upper right hand of the screen.
= If you close the webinar and would like to resume, you can
reuse the link in your email.
= Remember you can pause or stop the webinar at any point if
you feel uncomfortable.
= If you have any issues or gueries about the webinar please

email the lead researcher, Alex Robson.

T = LIVERPOOL Researcher: Alex Robson
% JOHN MOORES Email: grobson®@2018. imu.ac,uk
) UNIVERSITY

Supervisors: Dr Mark Forshaw and Dr Tara Kidd

y @
Y

British Heart
Foundation

\
@




Basic anatomy of the human heart

The human heart works like a pump
sending blood around your body to keep
you alive.

It's a muscle, about the size of your fist, in
the middle of your chest tilted slightly to

the left.
! — left
The upper chambers are called the left atrium m‘.:am !
and the right atrium (or the atria). le .hht:-\
The lower chambers are called the left ventricle .
and the right ventricle.

Image and text from British Heart Foundation {2021). https://www.bhf.org.uk/informaticnsupport/how-a-healthy-heart-works

The heart can only use the oxygen carried in
the blood on he outer walls of the heart.
This is supplied by coronary arteries.

It cannot use the oxygen and blood from
inside its chambers.
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Terminology

Coronary Heart Disease: sometimes known as heart disease.
This is an umbrella term used to describe all of the different things
that can go wrong with the heart resulting in it not working as well as
it should.

Heart Failure: is the diagnosis of the level of impact of the heart
not working as it should because of heart disease. There are levels of
heart failure which depicts the impact on overall health and ability to
move around without getting out of breath or feeling tired.

Cardiovascular Disease:
This is a term used to describe all the things that can go wrong with the heart and the blood
vessels that carry blood around the body.

O When a blood clot occurs in
the rest of the body, this is
known as thrombaosis. They
mostly occur in the pelvis and
legs - this sometimes known
as Deep Vein Thrombosis or
DVT.

Blood clot blockages can
occur in the blood vessels
in the brain, this is known
as stroke.

Stroke

Thrombosis

Image and text from British Heart Foundation (2021). https: /fwww.bhf.org.uk/infarmationsuppoart/how-a-healthy-heart-works
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Circulatory system:

This includes all body parts that carry blood
away from and towards the heart. The
circulatory system is made up of the heart
and blood vessels.

Blood vessel:

This is the name used to describe the
different types of tubes that carry our blood
around the body.

Circulatory system

Image and text from British Heart Foundation (2021). https:Vwww.bhforg ukfinformationsypport/how-a-healthy-heart-works

The main blood vessels are known as:

Arteries = thick tubes that carry blood from the heart
towards main parts of the body.

Bloond wesse| cross-section

howing fatty blocka
Coronary arteries = smaller tubes that surround the heart snowing Tefly Borkages

walls that supply it with oxygen and nutrients so it can beat.

Veins = thinner tubes that carry blood from the body to the
heart.

Blood wessel from the side showing fatty blockages

Image British Heart Foundation video (2015). hitps:/fwww voutube, com/watch Pv=vE0 lce0AVY(
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Terminology

Heart attack:

A heart attack is sometimes known as a cardiac event
where the heart does not receive the vital oxygen from
a blockage its blood supply resulting in:

+ chest pain

+ shortness of breath or difficulty breathing

+ dizziness or feeling faint

* excess sweating

* Nausea

a squeezing sensation, pain or a heaviness in jaw,
neck chest, arms and back

and overwhelming feelings of anxiety.

In this event you should call 999 immediately.

Image and text frem British Heart Foundation {2021). ; j i - - _

Terminology

Cardiac arrest:

This is when the heart suddenly cannot pump blood around the body which results in loss of breathing
and consciousness (to suddenly faint, collapse and to “black out”). This is a very severe event where
someone would have follow this protocol:

1. Call 999 immediately
2. Call for help to find a person nearby trained in First Aid Cardiopulmonary Resuscitation (CPR).

\

N

S

CPR chest compression and defibrillator device in the event of a
cardiac arrest.

Image from British Heart Foundation (2018). https://www.youtube.com/watch?v=7IMiXJH bw4
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More on coronary artery disease -
QOver time, fatty substances can build up
inside the arteries around your heart
muscle.

Eventually your arteries may become so
narrow that they can't get enough oxygen
rich blood to the heart.

If a fatty deposit breaks off, it can cause a
blood clot te ferm. This clot can block your
arteries around the heart and completely
cut off the blood supply. This is known as a
heart attack.

T ==

4 =2

Image and text from British Heart Foundation (2021). https://www.bhf.org.uk/informationsupport/how-a-healthy-heart-works

4

How can I keep my heart healthy?

Behaviours:
« Eat a healthy balanced diet and with less salt

+ Be physically active and reduce your time
spent sitting or lying down

+ Being smoke free

Self-assessment:
- J « Keep within a healthy weight range
guidance - Alcohol use management
+ Blood pressure checks
« Cholesterol checks
+ Blood sugar checks (if you have diabetes)

British Heart Foundation (2021). ; i -5 - x .
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The importance of Lowering Dietary Salt

Your kidneys control your blood pressure by
regulating the amount of water in your blood
stream. Eating too much salt increases the
amount of water in your blood stream which
increases the pressure inside the veins and
arteries (blood vessels). This is known as
high blood pressure.

High blood pressure makes your veins,
arteries and heart (circulatory system) work
harder. To cope with the increased work,
your blood vessels become stronger and
thicker which can narrow the space inside.
This can decrease the amount of oxygen rich
bleod to your organs.

High blood pressure from eating too
much salt can impact the following
organs:

Image and text from British Heart Foundation (2017). https://www._youtube.com/watch?v=uM8yQNZ0x10

Increasing the salt you eat
V="

Kidneys I:

Blood vessels

High pressure

Your organs
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Lowering the salt you eat + staying hydrated
Cor=—

Your kidneys [

Blood vessels

Normal pressure

Blood flow
Ho

0

S5

Organs

6g is a level teaspoonful.

Image and text from British Heart Foundation (2017). httos://www.voutube com/watch?v=uM8vONZ0x10
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What can you do?

v

CRACKERS >
e

Choose brands with less salt. Don’t add salt when you're cooking. Add flavour
Some even have lower-salt versions. with black pepper, herbs, spices and lemon juice. e

Image and text from British Heart Foundation (2017). hitos://www.voutube .com/watch?v=yuM8vONZOx10

Cholesterol

Blood vessel

Blockages — -
A.‘ ‘
Y Sy

/

Bad Guys

(Non-HDL)

Image and text from British Heart Foundation (2018). : 2v=



Healthy fats vs unhealthy fats

SATURATED FAT

UNSATURATED FAT

H H H H
I |

C C G G Gl e
| I I I

H H H H H H

H-HYDROGEN C-CARBON |

&

@& o o L
s pe g
\ UNSATURATED

Image and text from British Heart Foundation (2018). https:

www.youtube.com/watch?v=HPk2vM6CInM

Healthy fats vs unhealthy fats

"N ¢ Erd

UNSATURATED

Image and text from British Heart Foundation (2018). https://www.youtube.com/watch?v=HPk2vM6CInM
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What can you do?
It is recommended that:

* men should not eat more than
30g of saturated fat a day

= women should not eat more
than 20g of saturated fat a day

From NHS Live-well website -

. i - -
Wﬂﬂ&m—’w[[ rmp—— _
Total fats = 70¢g
Saturated fats = 60g
Unsaturated fats = ? (70g - 60g = 109)
Image and text from British Heart Foundation (2018). ; Iv=
Exercise

When we exercise our heart and
lungs work harder to get more
oxygen to the muscles. Muscles get
stronger from regular exercise.

Our heart is also a muscle and if it is
stronger, it is better at pumping the
blood around the body.

When the heart is stronger, it does
not have to work as hard. It can
pump blood around the body with
less effort. As a result, the pressure
inside your arteries is decreased.
This lowers blood pressure.

Image and text from British Heart Foundation (2017). httos://www.voutube.com/watch?v=wWGulLA3000



What can you do?

Being active can reduce your risk of heart
disease by 35%. In addition cardiac
rehabilitation exercise programmes have
been shown to reduce hospital admissions,
lower deaths from cardiovascular disease,
reduce the risk of further cardiovascular
events and improve quality of life (British

Heart Foundation, 2021). X
@]

It is recommended that you get an a
prescribed exercise plan from a medical
or healthcare professional.

PSR More information of cardiac rehap at home . o
Foundation H - —at-
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Self-Assessment

These are short and easy measurements that can be
done daily or weekly to check that your heart condition is
the same (stable) or if there are any changes.

You can assess:

+ Shortness of breath when walking
* Shortness of breath when sleeping
+ Spells of dizziness/faintness

+ Blood pressure

» Blood sugar (if diabetic)

+ Swelling of the legs

It's also helpful to:

+ Know your target weight
+ Weigh yourself every week with scales
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What can you do?

Grade Degree of breathlessness
related to activity
9 Mot troubled by breathless

except on strenuous axarcise

2 Short of breath whan hurrying
on a level or when walking up
a slight hill

3 Wialks slowar than most

peopls on tha leval, stops after
a mile or 50, or stops after 15
minutes walking at cwn pace

4 Stops for breath after walking
100 yards, or after a few
minutes on level ground

5 Too breathless to leave the
house, or breathless when
dressing/undressing

Used with the permission of the Medical Besearch Council (https/mec. ok arg/research/faclities-and-
rasources-for-researchers/mroc-scales/mre-dyspnoea-scale-mro-breathlessness-scala/)

Adapted from Fletcher Ch. The clinical diagnosis of pulmonary emphysema—an experimantal study. Proc R
Soc Med 1952;45:577-584.

Sticking to medication

It is important to take your medication exactly how your healthcare provider has advised.

What can you do?

1. What medications are you taking?
2. How and when do you take them?
3. Are there any specific instructions to store them or take them?
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Sticking to medication

Storing your medications correctly and getting into a routine

Morning routine

.

Evening routine

’\ \ Sticking to medication

Do you know how to order a repeat prescription?

Online - visit: www.nhs.uk/nhs- In person - visit your local pharmacy
- s — .
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