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ABSTRACT

This portfolio details work undertaken towards fulfilment of the five competencies forming the
Professional Doctorate in Health Psychology. The Trainee worked across a range of settings, both
in private practice and within the NHS. Competencies were fulfilled both within and outside of these
roles and demonstrate how Health Psychology can be applied across a wide range of settings.
Though this collection of pieces may not necessarily work harmoniously, it is a demonstration of
how health psychology can be applied across a number of domains. Competencies were fulfilled as

follows:

Professional practice. For the first 18 months, the Trainee worked as a Product Owner and then
Engagement Lead for a small organisation providing co-created digital interventions in response to
public health challenges. In the final year, the Trainee worked as an Assistant Psychologist in a
Community Mental Health Team. The professional practice competence was fulfilled by working
across both positions in accordance with relevant codes of conduct. This is evidenced through a

Practice Log and detailed Reflective Commentary at the end of this portfolio.

Teaching and training. The Trainee evidenced a number of face-to-face and online teaching
experiences to advance knowledge in health psychology concepts, providing a reflective diary and

a case study of a five-part teaching series.

Consultancy. The Trainee sought work externally for the purpose of engaging in consultancy with
NHS Innovation Agency. A contract and end-of-consultancy report was produced and a detailed

case study has been provided detailing the process.

Behaviour change interventions. The Trainee has produced case studies detailing two behaviour
change interventions delivered; a one-to-one, face-to-face sleep hygiene intervention; and an

online intervention to increase fruit and vegetable intake.

Research. The Trainee produced three original pieces of research, contributing to the evidence
base in each area: A systematic review exploring the effect of walking interventions on anxiety, a
multi-method study investigating the impact of lockdown on women engaged in team sport, and a

readability analysis on online migraine information.
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DETAILS OF PLACEMENTS AND OUTSOURCING

This section details responsibilities and opportunities in the three placements (two paid, one

unpaid) over the course of the doctorate:

January 2019 — July 2021: Damibu Ltd

Damibu is a small digital technology organisation which works with public sector organisations to
provide digital solutions. Throughout my placement, | had the opportunity to work on multiple
projects but my main role was as a Product Owner for CATCH (“Common Approach to Children’s
Health”- a health information app aimed at parents of under-fives aimed at improving appropriate
NHS service usage). Though the intervention had already been created on my appointment, |
worked with professionals in this sector to tailor the health information to the area, and to
encourage uptake by parents. Working as a health professional in the digital field, | helped Damibu
to bridge the gap between them as self-confessed “tech geeks” and the public sector workforce.
During my time here, my role transformed into engagement and | had the opportunity to conduct
co-creation sessions with health and social care professionals, charities and members of the public
(target audience) to understand barriers and facilitators to behaviour change with a view to
developing digital solutions. Additionally, | worked within business development and used my
knowledge of health psychology and understanding of what digital could do to develop proposals

for research and in response to funding calls from multiple public sector organisations.

January 2021 — October 2021: NSPCC

I commenced training as a Volunteer Counsellor for Childline in January 2021, which finished in
March 2021. Training took a person-centred approach, using aspects from the Theory of Planned
Behaviour, motivational interviewing and solution focused therapy to provide acute psychological
interventions to young people calling and contacting the service online. After training, | worked one
3.5-hour shift one evening a week, which was closely supervised by Staff Counsellors. This

placement offered me my first opportunity to work in a clinical context.

August 2021 — July 2021: Mersey Care NHS Foundation Trust

In July 2021 | secured my first Assistant Psychologist role in a community mental health team,
working with patients with severe and enduring mental illness. The main responsibilities of this role
were the delivery of emotional coping skills psychoeducational sessions, both as a group and on a
one-to-one basis. Additionally, | have had opportunity to partake in service evaluation, peer support
and the delivery of other low-level psychotherapeutic interventions, including motivational
interviewing, formulation and the development of an evidence-based behaviour change intervention

(as evidenced in case study).



PRESENTATION OF COMPETENCIES

Competencies are presented in the following order:

Planning Training in Health Psychology
Teaching and Training

Consultancy

Behaviour Change Interventions
Research

o g~ w DN PR

Reflection in Health Psychology

Appendices for each piece of work are attached on its conclusion.



1. PLANNING TRAINING IN
HEALTH PSYCHOLOGY

This section contains four pieces of work: a Plan of Training Gantt Chart and SWOT
Analysis and Critical Commentary which were completed on commencement of the
Professional Doctorate course in February 2019; and a second version of the Plan of
Training which was produced following a leave of absence from the programme (Dec 2019 —

June 2020). This version has been updated as opportunities have changed.



1.1 Plan of Training Version
One: Jan 2019 - Dec 2020



Core unit of Competency — Generic Professional Competence

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8003.1 — Conduct an oral defence of
their work, demonstrating ownership,
reflection and understanding

commensurate with mature and safe

independent professional practice

8003.2 — Conduct ethically sound work
in health psychology at professional
practice level

8003.3 — Reflect on their skills,

practice and professional development
8003.4 — Reflect on their reflections
8002.12 - Work with clients,

respecting them, respecting

professional boundaries and laws and

| will ensure time is set aside to understand the Society’s Code of Conduct,
Ethics and the HCPC'’s Standards of Conduct, Performance and ethics
(8002.12, 8003.2) and I will apply these guidelines to every aspect of my role. |
will ensure anonymity and confidentiality of all individuals involved in my work

unless otherwise agreed.

I will attend regular progress meetings with my workplace supervisor to run
through the Practice log. This will ensure both mine and the company’s needs
are being met and to understand ongoing requirements within my role. | will also
maintain regular contact with my university supervisor and ensure that any
feedback is reflected and acted upon. [8003.2, 8003.3]

As the nature of my role heavily involves communication and collaboration with
a wide range of people outside of my placement, including health professionals,
business professionals and the general public across different localities, | will
regularly adapt my communication to maintain positive professional

relationships. | already have a good understanding of structures of healthcare

Practice Log of training - | will keep an
ongoing Practice Log in which | will make
regular entries, no less than once per week,
depending on the relevance of the work
undertaken each day. [8002.12, 8003.2,
8003.3, 8003.4]

Regular Practice Diary - | will keep a
Practice Diary in which | will record and
reflect on any professional and relevant
personal experiences.[8002.12, 8003.2,
8003.3, 8003.4]

Reflective report on personal and
professional development [8002.12, 8003.2,

8003.3, 8003.4]

Viva voce examination [8003.1]




codes of conduct ,and reflecting on the

experience in a structured fashion

providers as part of my role and will use this to adapt my practice. [8002.12,
8003.2]

In outsourcing further work in my volunteer role and Hospital settings | will
ensure effective collaborative relationships with multi-disciplinary teams (See

teaching/ training competency for further detail) [8002.12, 8003.2]

I will independently manage time each month to read and digest emerging
evidence and to identify any upcoming opportunities for further professional
development. | often get the opportunity to attend NHS-led events in innovation
and research in healthcare and | will continue to attend and actively participate
in these. [8002.12, 8003.2, 8003.3, 8003.4]

Work undertaken in relation to other competencies will be subjected to ongoing
reflection which will be used to consistently adapt my research and delivery
style to meet the needs of the target audience. [8002.12, 8003.2, 8003.3,
8003.4]
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Core unit of Competency — Psychological Interventions

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.10 - Assess, formulate,
intervene and evaluate in a formal
behaviour change intervention with
an individual client where the

intervention is delivered face to face

8002.11- Assess, formulate,
intervene and evaluate in a formal
behaviour change intervention
where the intervention is delivered
in a group, online, or other

alternative mode

| could use training sessions with a Health Trainer service | volunteer with to
provide a psychological intervention for the health trainers and community
wellbeing volunteers involved within the company. Providing professionals with
the tools to enable behaviour change and to feel competent in doing so could
not only benefit service users but could also benefit the wellbeing and job
satisfaction of themselves. [8002.10, 8002.11]

| have spoken to management in a Health Trainer Service who have provided
me with a number of opportunities to provide psychological interventions for
prospective users in my capacity as a Community Wellbeing Volunteer. These
include: a walking intervention with staff at HM Passport Office, working with
patients of an asthma clinic and a group to address social isolation to be held in
a large South Liverpool Health Centre [8002.10, 8002.11]

For the one-to-one intervention | have made contact with a local gym. It
approaches health and wellbeing holistically and inclusively, providing
accessible services and therapy services. | am hoping to collaborate with the

gym and its existing services to provide one-to-one interventions to members or

Case Study of a psychological intervention
for an individual client [8002.10, 8002.11]

Case Study of a psychological intervention
for group client (Health Trainers) [8002.10,
8002.11]

Reflective reports [8002.10, 8002.11]

Viva voce examination [8002.10, 8002.11,
8003.1]
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would-be members to impact on unwanted health behaviours. [8002.10,
8002.11]

Should this not be possible | intend to approach a local GP to suggest the
provision of a “behaviour change clinic”, to provide patients with the tools to
carry out doctors’ advice. [8002.7, 8002.8, 8002.9, 8002.10, 8002.11]

12




Core unit of Competency — Research

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.1 - Demonstrate skills in
conceptualisation, design,
development, implementation and
analysis of a study to investigate a
pertinent research question in
Health Psychology

8002.2- Review systematically a
substantial body of knowledge in an
area of Health Psychology

8002.3 - Create and interpret new
knowledge through original
research or advanced scholarship in
Health Psychology

| will carry out a systematic review exploring how mobile phone apps influence
health behaviour change in parents and expecting parents to support the app |

am responsible for promoting to health professionals (see appendix a) [8002.2]

My placement provider has links with an academic health science network for
the north west (as mentioned in teaching/ training competency). | have been
made aware of funding around wellbeing as a critical component of discharge
and | am in discussions to potentially undertake a research project in line with
this. [8002.1, 8002.3]

I may be able to undertake an empirical study based on the group psychological
intervention with the Health Trainer Service as mentioned on the previous page
[80002.1, 80002.3, 80002.10, 80002.11]

| have the opportunity to undertake a piece of research to evaluate the impact of
a wellbeing worker providing a social prescribing programme which involves 66
patients in a Liverpool GP surgery (This would link into consultancy work)
[8002.1, 8002.3]

Systematic review [8002.2]

Empirical papers x 2 [8002.1, 8002.3]

Ethics approvals [8003.2]

Viva voce examination [8003.1]
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My interests lie in physical activity and stress management and | would like to
develop and carry out a research project relating to one of these areas should |
have the opportunity. [8002.1, 8002.3]

14




Core unit of Competency — Consultancy

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.7- Assess requests for
consultancy and establish the

needs of a client group

8002.8- Plan, manage, monitor and
evaluate consultancy in Health
Psychology at the forefront of

professional practice

8002.9 - Formulate
recommendations to clients based
on evidence collected and
disseminate information effectively
to clients on the process and

outcomes of consultancy

| have approached/ am working through a number of opportunities for a
consultancy role, though nothing is set in stone as of yet. | have explained these
opportunities more in depth over other competencies (research, psychological
interventions and teaching/ training) but have summarised these below [8002.7,
8002.8, 8002.9]:

A piece of research to evaluate the impact of a wellbeing worker providing a
social prescribing programme which involves 66 patients in a Liverpool GP
[8002.7, 8002.8, 8002.9, 8002.1, 8002.3]

A potential piece of research on wellbeing as a critical component of discharge
with the Innovation Agency [8002.1, 8002.3, 8002.7, 8002.8, 8002.9]

A potential opportunity to provide some training f or the Innovation Agency to
improve the spread and adoption of new advances in healthcare. [8002.4,
8002.5, 8002.6, 8002.7, 8002.8, 8002.9]

Case Study [8002.7, 8002.8, 8002.9]

Contract and working agreement conditions
document [8002.7, 8002.8]

Viva voce examination [8003.1]
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Working with a local GP to provide behaviour change interventions to patients
struggling to comply with doctor advice [8002.10, 8002.11, 8002.7, 8002.8,
8002.9]

A training session with physiotherapists at Alder Hey based on encouraging
health behaviours of children and their parents (to be delivered in May 2019).
[8002.4, 8002.6, 8002.7, 8002.8, 8002.9]

16




Core unit of Competency — Teaching/ Training

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for

this unit of competence

8002.4- Demonstrate the systematic
acquisition and understanding of
teaching skills and professional

practice

8002.5- Plan, deliver and critically
evaluate a training programme for
the development of new
knowledge, applications or

understanding in Health Psychology

8002.6- Carry out teaching to
contribute to the development of
new knowledge, applications or
understandings of Health

Psychology

| am in discussions within my role as a Community Wellbeing Volunteer
at a local authority- commissioned Health Trainer Service to create and
deliver training sessions to their team of 6-10 Health Trainers and
potentially Community Wellbeing Volunteers. Sessions will be based
around encouraging health behaviour change in their service users. The
service is currently rooted in the Theory of Planned Behaviour and |
intend to base sessions around this theory, though | will utilise other
evidence- based technigues of behaviour change, such as self-
determination theory. [8002.4, 8002.5, 8002.6]

Five one-hour sessions will be created following discussions with
management and will be approved prior to delivery. Regular feedback
will be sought throughout each session to mould both the current and
subsequent sessions and to evaluate the training once all sessions have
been delivered. Sessions will include a section on the impact of digital
health, such as mobile apps, on health behaviour change in line with the
nature of my placement [8002.4, 8002.5, 8002.6]

Teaching and training Case Study [8002.4,
8002.5, 8002.6]

Teaching Diary [8002.4, 8002.5, 8002.6,
8003.3, 8003.4]

Viva voce examination [8003.1]
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Additionally, | have the opportunity to provide an hour long session to
the physiotherapy team at Alder Hey Hospital as part of a monthly rota
for departmental in-service trainings. [8002.4, 8002.6]

Finally, my placement provider has links with an academic health
science network for the north west who provide a coaching academy for
health and social care professionals. The academy aims to improve the
spread and adoption of new advances in healthcare and | am in
discussion to potentially provide some training as a part of this. [8002.4,
8002.5, 8002.6, 8002.7, 8002.8, 8002.9]

18




1.2 Gantt chart for Plan of

Training v.1
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The below chart highlights when | intend to complete each piece of work over the time span of the

professional doctorate.

Month

GL-Uer
GL-9=d
GL-EY
GT-1dy

GT-AEA

GL-unr
GT-nT

GT-Any
GT-dag
GT-1P0
GT-AON

GT2a0
nz-uer
0z-qad

nz-1elsy
nz-1dy

nz-fely

nz-unr
nz-nr

nz-any
nz-dag
nz-1Pan

oZ-nop

nz-=2aq
TZ-uer
TI-q2d

TZ-Ey
TZ-1dy

Aszeszment Submission

2002 - Research

Systematic Review

Literature Search

Analysis

Write Up

Empirical Paper 1 - linked to
psychological intervention 2

Ethics Application

Literature Search

Formulation of Method

Participant Recruitment

Interviews, Measurements

Analysis

Discussion

Empirical Paper 2 - linked to
Consultancy

Ethics Application

Literature Search

Formulation of Method

Participant Recruitment

Interviews,/ Measurements

Analysis

Discussion

Research Commentary

Practice log/ diary

Write Up

8002 - Teaching/ Training

Teaching Case Study

Location of client group

Aszzessment of training needs

programme structure and
content

Formulation of delivery

Delivery

Aszeszment of learning

Write up of Case Study

Teaching Diary

2002 - Consultancy - linked to Research 2

Consultancy Contract

Identification of needs of client

Determination of aims and
scope of consultancy

Preparation of contract

MNegotiation of contract

Delivery of consultancy

Consultancy Report

Preparation of Report

Consultancy Case Study

Write up of Case Study

2002 - Psychological Interventions

Intervention Case Study 1 - not

Intervention Case Study 2 -

Identification of clients

Assessment of needs

Formulation of interventicn

Intervention Delivery

Assessment of Dutcomes

Write up of Case Study

2003 - Reflection in Health Psychol

Viva Voce examination

Training log

Reflective Diary
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1.3 SWOT Analysis and Critical
Commentary for Plan of

Training v.1
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SWOT Analysis

Table 1: Summary of strengths, weaknesses, opportunities and threats to the plan of training

Positive Negative
STRENGTHS WEAKNESSES
- Conscientiousness - Can sometimes be over-reflective and
- Naturally highly reflective harsh on myself
© - Interpersonal skills - Perfectionism
c - Comfortable in approaching potential - Relatively little experience in
()] opportunities guantitative research
c - | am passionate about health - Lack of clinical experience
- behaviour change - Lack of experience in ethics approval
- Strong support network
- Experience in research processes
OPPORTUNITIES THREATS
- Placement provider is supportive of - Many of my competencies rely on
_ the doctorate external persons
@© - Have good connections through place | -  Lack of support from a psychologist in
< of work, friends and family role.
8 - Opportunities to work with a wide - Work is NHS commissioned and so
x range of specialities relevant contracts cannot be renewed
L - Volunteer work can open up
opportunities for attaining
competencies

Critical Commentary

As can be seen from the above summary, | have considered my strengths, weaknesses,

opportunities and threats throughout the process of planning my training. This is not only to

address the feasibility of my plans but also to consider any eventualities or feelings that | may

come across whilst carrying out the work that | should be prepared to address. | will run through

each for the four areas of the chart and reflect on how they could impact on my experiences over

the course of the two years.

For context, | have provided brief descriptions of my main placement role as a Health Promoter for

a health app developer and of my role as a Community Wellbeing Volunteer for a Health Trainer

service:

Health Promoter (Placement) - | act as a Health Promoter for a mobile phone app aimed at

parents and carers of under-fives. | regularly meet with groups of health and social care

professionals to train them in the app so they feel confident in recommending it to their patients/

clients. | also act as the first point of contact for commissioners and hold regular meetings with

them and write up reports based on the app’s performance. | use encounters to consider the needs

and expectations of different localities and to recommend changes and content for the app.

22




Community Wellbeing Volunteer - | volunteer for a Health Trainer service commissioned by
Liverpool City Council. | attend community events to inform members of the public of the service
and to produce basic health messages. | have also co-facilitated a community well-being
consultation to address social isolation and have discussed developing psychological interventions

as mentioned in the Plan of Training.
Internal Factors — Strengths and Weaknesses

My current role as a Health Promoter sees me regularly meeting with a wide range of health and
business professionals, giving presentations, leading discussions and taking a role in board
meetings. This interaction across a number of disciplines has only strengthened my interpersonal
skills and ability to build rapport, through understanding that different professions and people have
different values and use different “languages”. Although this skill is valuable across all
competencies, | know that it will help me most when creating psychological interventions, teaching

and training and meeting with clients for consultancy purposes.

Approaching new people and creating new professional relationships on a regular basis has also
helped me to become more adept at facing and approaching opportunities that are presented to
me. Where | used to shy away from social situations with strangers, | now know how important it is
to make these connections and will often step outside of my comfort zone to further my career.
Reflecting back on previous first-meetings and knowing that the majority of the time | relax within a
couple of minutes helps me to convince myself that it is always the right thing to do. | believe that
this is a strength for not only consultancy but all of my competencies as | stand in a role where

these opportunities are not always presented to me on a daily basis.

| find it of utmost importance to find a purpose in life, and | spent a long time deliberating about
what ignited a fire within me when it came to choosing my career. As someone who is naturally
indecisive, | have often flitted between desired professions, researching and making small steps to
change career whenever | had more than a thought. However, | always knew in the back of my
mind that these past choices were not where | wanted to be. | enjoy learning new things and
helping people and feeling the effects of healthy behaviours on my own energy and mood led me to
research in this general area. Finding the MSc was a turning point and | can honestly say that | feel
a vocational pull towards Health Psychology. | have personally noticed that it's obvious when
someone is passionate and it positively reflects on their work ethic and their ability to make people
listen. This is supported by literature; a systematic review carried out by Ruiz-Alfonso & Ledn
(2016) found dedication to be commonly shared with passion, suggesting that an individual is more
likely to engage and spend more time practicing their activity. | am aware that achieving the set
competencies across the two years will be challenging but | understand that in order to remain

motivated | need to remember that everything is moving me forwards towards my goal.

Conscientious is a word that has been used to describe my work ethic for as long as | can
remember. As someone who takes my obligations seriously, | believe that this trait will act as a
strength throughout the doctorate. Conscientiousness has been linked with better academic
performance (Poropat 2014) and, although it isn’t linked to job performance in roles requiring

higher cognitive ability (Shaffer & Postlethwaite, 2013), I'm confident that it will help me to meet
23



requirements expected of me by the university, the British Psychological Society (BPS) and the
Health and Care Professions Council (HCPC), in that | will always strive to respect professional
boundaries and laws and codes of conduct whilst remaining reliable throughout all professional
encounters. Maintaining reflection throughout will act as a reminder to be vigilant to these

procedures.

| have always thought that reflection was one of my strengths. I've received positive feedback on
every reflective piece I've completed and will often spend time thinking about both positive and
negative experiences afterwards, contemplating how things would have gone differently if minor
changes were made. In this sense, | am confident that this skill can help me across all five
competencies. However, | am aware that | do have a tendency to ruminate and reflect negatively
upon experiences that often don’t deserve more than ten seconds of thought. This can be counter-
productive and can impact on my resilience and sensitivity. This is supported in literature, which
has linked rumination to higher levels of fatigue, emotional exhaustion and anxiety when working
(Flaxman et al., 2012). | am hoping that consciously reflecting throughout the doctorate will help me
to achieve a balance between positive and negative thinking, and will enable me to understand why
constant negativity and catastrophic thoughts could be maladaptive in the provision of
psychological services to clients. In this sense, professional development, and the practice diary in

particular, is possibly of the highest personal value to me.

Another trait that could be viewed in this way is perfectionism. Though some may see
perfectionism as a strength (Stoeber & Kersting, 2007), | would consider my perfectionism to, at
times, become maladaptive to my wellbeing as | often take more time ruminating about whether the
work | undertake will be good enough, leaving me feeling anxious and dejected around deadlines.
Further reading in an attempt to understand and reflect on this issue to stop it from impacting me
through the plan revealed that socially prescribed perfectionists are more likely to adopt
performance-avoidance goals (Neumeister, 2004). Such goals focus on avoiding appearing
incompetent relevant to one’s peers (Neumeister & Finch, 2006). It's an issue I've reflected on
previously and | have already noted this behaviour in deciding on how to fulfil my competencies. |
feel that understanding why | am procrastinating and worrying may in itself be enough motivation to
progress through the competencies and in particular writing up the relevant academic pieces.
Failing this, | know that | need to access my support network more regularly for confirmation that

the work | am doing is of a high enough standard.

| feel lucky to be able to say that | have a strong support network, in work, academia and in my
personal life. | have people who | know | am able to turn to and be open with no matter how big or
small my problem is and, looking back on past experiences, | think that it has benefitted all areas of
my life and has helped me to push myself to succeed academically. Social Facilitation theory
examines the consequences upon a person’s behaviour which stems from the presence of others
(Zajonc, 1965) and the physical presence of others alone should increase motivation (Sanders,
1981; Zajonc, 1965). In having my support network with me every step of the way, | am motivated

to succeed through hard work.
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In completing undergraduate and Masters degrees in psychology, | have had several opportunities
to develop and refine my skills in research. Though they can be long processes, | genuinely enjoy
sitting down and reviewing the literature, particularly when it is surrounding an area that | am
passionate about. Being knowledgeable about the whole process will of course be a strength for
the research competence, but knowing that | am happy to spend time researching fully will help me

to strengthen work in all competencies.

Qualitative research has always come more naturally to me than quantitative. | feel more
competent at and excited about exploring the thoughts behind people’s opinions in a way that can’t
be reached through quantitative research. This means that I've always leant towards qualitative
methods when planning research and both my undergraduate dissertation and Masters empirical
project have reflected this. Although this means that my qualitative skills have improved, my
quantitative skills are not as strong as they could be. This can be nerve-wracking and | often feel
incapable when presented with a potential piece of quantitative research. However, | know that it’s
important to face your fears and although | know | will still favour qualitative research, | am
confident that | have enough academic experience, support and problem solving skills that | could
feasibly carry out a piece of quantitative research if | had the opportunity to do so, | would just have

to approach it slowly and do more background work throughout.

Another aspect of research that | am not wholly comfortable with is the ethics process. | sought
ethical approval for my undergraduate dissertation but my MSc empirical project was a side project
to an existing PhD and had already received ethical approval. | therefore haven’t had to go through
the process for around eight years. As it such an important part of the research process and is vital
to comply with BPS guidelines, | know that | may have to seek support and find examples of
previous applications to become more at ease with the process. This is even more pertinent as my
consultancy could require obtaining NHS ethical approval, which | have heard is a more stringent
and convoluted process.

Though | have years of experience working with members of the general public in retail and
community engagement in my current role, | have never worked with individuals in a clinical
capacity. To me, this lack of clinical experience means that | haven’t ever had to deal with people
who have placed themselves in a vulnerable position by seeking help. This could put me at a
disadvantage in that | may not know what to expect when recruiting and undertaking psychological
interventions or delivering interactive training sessions. In order to ensure that | am able to provide
my services at a suitable standard, | need to be conscious of bringing learnings from other life
experiences and using these to actively reflect in action (Schén, 1987). For example, as their oldest
sibling, my younger sisters will often come to me when they’re struggling with work or difficult
personal circumstances and | am happy to talk them through positives and negatives to motivate
them to find a solution. | am of course also able to simply listen and lend a shoulder to cry on and |
am therefore able to understand when it is best to offer a resolution and when it is better to step
back and just be there. | believe this to be a vital skill in providing an empathetic service to clients.
Additionally, | have a strong academic background in psychology and understand models and
concepts that explain why an individual acts and reacts the way that they do. In bringing these
areas together I'm confident that | will thrive in a clinical environment. However, | know that | do
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need to be aware that people will act differently around strangers and of my own sensitivity as

explained previously.
External Factors — Opportunities and Threats

My employer and workplace supervisor have shown support and enthusiasm for my
commencement on the professional doctorate. They are aware of the many opportunities
employing me as a Health Psychologist in training can have upon both the quality of their work and
their reputation as a health app developer. From the start, management have been particularly
supportive of career development and will always encourage employees to take on further training
to develop personally and professionally. This environment often makes me feel appreciated and
valued as an important member of the team. Looking in to this further, | found that supervisor
autonomy support can lead to increased work satisfaction, organisational identification and job
performance (Gillet et al., 2013). In having an employer who actively encourages continued
professional development, thus fostering competence, | feel more comfortable searching for

competencies that | can complete as part of my job role as well as outside of it.

In spite of this support being available to me, | am very aware that | am the only person with a
psychology background working in my company. In this sense, | do not have a supervisor who |
can approach when | am facing challenges in role that may impact on successful completion of
competencies. This has been one of my greatest worries in commencing on the doctorate and one
that has often made me second guess the compatibility of my role with some competencies,
including psychological interventions and teaching and training. Reflecting on my worries, though |
know that they are warranted in some way, all this means is that | have had to be creative and
resourceful in sourcing other opportunities. My company is at the forefront of digital innovation in
Liverpool. It provides a consultancy service for NHS and public sector bodies and is actively
supported by NHS organisations. They are therefore well connected and have provided me with
many links to outsource consultancy roles and other opportunities for practicing my skills across a

wide range of specialities across the NHS and public sector.

On top of this, | have utilised family connections to outsource further development opportunities,
including the provision of training sessions to physiotherapists, and further potential prospects of
working with clinical psychologists in a Hospital setting as mentioned in the Plan of Training.
Additionally, my volunteer placement has provided me with several opportunities to formulate and
provide psychological interventions across Liverpool. They are wholly supportive of any work and
are actively encouraging any related research that can help to show their impact on the community.
In being given a fairly open proposal, | will be able to explore both health behaviours that | have
had some experience in researching and have garnered an interest (physical activity and stress)
and others that | am eager to explore, such as medication adherence in asthma patients.

However, as nothing is set in stone and thus there are no relevant deadlines, | know that | will have
to use my initiative and move things forward through communicating effectively with management

and other Community Wellbeing Volunteers that would be involved in the process.

Another threat identified in development of the Plan of Training is that, as my employer is by nature

a small consultancy business, it relies on winning bids, receiving new consultancy requests and
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being re-commissioned by existing clients. There is therefore the small possibility that a) the project
associated with my existing role will cease to exist and, b) the company does not receive any new
commissions that health psychology can be applied to. Although I don’t think that this will happen
over the course of the doctorate, it is an eventuality that | do need to consider and it is something |
do worry about every now and again. Job insecurity has been linked to stress (Gaunt et al, 2007,
De Witte et al., 2012) and whilst | do not regularly feel job insecurity, | need to be aware of this,
particularly during quieter times when clients may become less responsive (i.e. Christmas, summer
school holidays) and regularly reflect on why | perceive this insecurity and if it is warranted. In this
way, | could protect myself from any negative impacts upon my job performance and health.
Should the worst manifest, as mentioned throughout this commentary, | have measures in place
that will enable me to fulfil competencies, such as my volunteering role and other connections to

outside sources.
Conclusion

After conducting the SWOT analysis and considering the impact of my perceived strengths,
weaknesses, opportunities and threats alongside my plan of training, | feel better equipped to deal
with the challenges faced through the doctorate. I'm confident that | have been able to identify any
problem areas and put in the appropriate measures to counteract them if necessary. Conversely |

also feel able to work to my strengths and take advantage of the opportunities | am provided.
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Core unit of Competency — Generic Professional Competence

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8003.1 — Conduct an oral defence of
their work, demonstrating ownership,
reflection and understanding

commensurate with mature and safe

independent professional practice

8003.2 — Conduct ethically sound work
in health psychology at professional
practice level

8003.3 — Reflect on their skills,

practice and professional development
8003.4 — Reflect on their reflections
8002.12 - Work with clients, respecting

them, respecting professional

boundaries and laws and codes of

| will ensure time is set aside to understand the Society’s Code of Conduct,
Ethics and the HCPC'’s Standards of Conduct, Performance and ethics
(8002.12, 8003.2) and I will apply these guidelines to every aspect of my role. |
will ensure anonymity and confidentiality of all individuals involved in my work

unless otherwise agreed.

I will attend regular progress meetings with my workplace supervisor to run
through the Practice log. This will ensure both mine and the company’s needs
are being met and to understand ongoing requirements within my role. | will also
maintain regular contact with my university supervisor and ensure that any
feedback is reflected and acted upon. [8003.2, 8003.3]

As the nature of my role heavily involves communication and collaboration with
a wide range of people outside of my placement, including health professionals,
business professionals and the general public across different localities, | will
regularly adapt my communication to maintain positive professional

relationships. | already have a good understanding of structures of healthcare

Practice Log of training - | will keep an
ongoing Practice Log in which | will make
regular entries, no less than once per week,
depending on the relevance of the work
undertaken each day. [8002.12, 8003.2,
8003.3, 8003.4]

Regular Practice Diary - | will keep a
Practice Diary in which | will record and
reflect on any professional and relevant
personal experiences. [8002.12, 8003.2,
8003.3, 8003.4]

Reflective report on personal and
professional development [8002.12, 8003.2,

8003.3, 8003.4]

Viva voce examination [8003.1]
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conduct ,and reflecting on the

experience in a structured fashion

providers as part of my role and will use this to adapt my practice. [8002.12,
8003.2]

In outsourcing further work in my volunteer role and Hospital settings | will
ensure effective collaborative relationships with multi-disciplinary teams (See

teaching/ training competency for further detail) [8002.12, 8003.2]

I will independently manage time each month to read and digest emerging
evidence and to identify any upcoming opportunities for further professional
development. | often get the opportunity to attend NHS-led events in innovation
and research in healthcare and | will continue to attend and actively participate
in these. [8002.12, 8003.2, 8003.3, 8003.4]

Work undertaken in relation to other competencies will be subjected to ongoing
reflection which will be used to consistently adapt my research and delivery
style to meet the needs of the target audience. [8002.12, 8003.2, 8003.3,
8003.4]

Update 10/2021 — new placement secured, working as an Assistant
Psychologist in a community mental health team. This allows effective
collaboration with multi-disciplinary teams and regular face to face and online
clinical work with individuals and groups [8002.12, 8003.2].
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Core unit of Competency — Psychological Interventions

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.10 - Assess, formulate,
intervene and evaluate in a formal
behaviour change intervention with
an individual client where the

intervention is delivered face to face

8002.11- Assess, formulate,
intervene and evaluate in a formal
behaviour change intervention
where the intervention is delivered
in a group, online, or other

alternative mode

Update 25/10/2021 In place of opportunity 3., | intend to provide a behaviour

change intervention to a patient in my placement in the community mental

Case Study of a psychological intervention
for an individual client [8002.10, 8002.11]

Case Study of a psychological intervention
for group client (Health Trainers) [8002.10,
8002.11]

Reflective reports [8002.10, 8002.11]

Viva voce examination [8002.10, 8002.11,
8003.1]
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health team who lives with chronic pain and disability and has presented with
low mood [8002.10, 8002.11].

Update 02/01/2022 Following research | was unable to identify relevant
research pertinent to the development of the intervention identified in point 2. in
line with time availability afforded by my changed work commitments. | was also
unable to progress with opportunity 1. | now intend to design and deliver an
online intervention aimed at increasing fruits and vegetables intake in the
Liverpool City Region [8002.10, 8002.11].
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Core unit of Competency — Research

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.1 - Demonstrate skills in
conceptualisation, design,
development, implementation and
analysis of a study to investigate a
pertinent research question in Health

Psychology

8002.2- Review systematically a
substantial body of knowledge in an
area of Health Psychology

8002.3 - Create and interpret new
knowledge through original research
or advanced scholarship in Health

Psychology

8003.1 — Conduct an oral defence of

their work, demonstrating ownership,

3. In response to the coronavirus pandemic, | will undertake a mixed methods

piece of research to understand the impact of UK lockdown’s halt on team sport

on women’s physical activity levels and wellbeing [8002,1, 8002.3]

[8002.2] removed 01/2022 (project did not progress)

Systematic review [8002.2]

Empirical papers x 2 [8002.1, 8002.3]

Research Commentary [800 2.1]

Ethics approvals [8003.2]

Viva voce examination [8003.1]
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reflection and understanding
commensurate with mature and safe

independent professional practice

8003.2 — Conduct ethically sound work
in health psychology at professional

practice level

opportunity-[8002.2-8002.3}removed as other opportunities identified

Update 14/09/2021 — In place of opportunity 2., | will undertake a readability
analysis of online health information relating to migraine and headache available

to the general population

Update 20/04/2022 — In place of opportunity 4., I will carry out a systematic

review exploring the impact of walking interventions on symptoms of anxiety.
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Core unit of Competency — Consultancy

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for
this unit of competence (with further

detail if necessary).

8002.7- Assess requests for
consultancy and establish the needs

of a client group

8002.8- Plan, manage, monitor and
evaluate consultancy in Health
Psychology at the forefront of

professional practice

8002.9 - Formulate recommendations
to clients based on evidence collected
and disseminate information
effectively to clients on the process

and outcomes of consultancy

| have explained these opportunities more in depth over other competencies

(research and teaching/ training) but have summarised these opportunities
below [8002.7, 8002.8, 8002.9]:

10/2020 (project did not progress)

The provision of training for staff of the NHS Innovation Agency on health
psychology and creation of a behaviour change intervention. [8002.4, 8002.5,
8002.6, 8002.7, 8002.8, 8002.9]

Case Study [8002.7, 8002.8, 8002.9]

Contract and working agreement conditions
document [8002.7, 8002.8]

Viva voce examination [8003.1]
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Core unit of Competency — Teaching/ Training

Learning outcomes covered

Area of work in which unit will be covered

Supporting evidence to be compiled for

this unit of competence

8002.4- Demonstrate the systematic
acquisition and understanding of
teaching skills and professional

practice

8002.5- Plan, deliver and critically
evaluate a training programme for the
development of new knowledge,
applications or understanding in

Health Psychology

8002.6- Carry out teaching to
contribute to the development of new
knowledge, applications or

understandings of Health Psychology

| will provide an hour-long session to the physiotherapy team at Alder
Hey Hospital as part of a monthly rota for departmental in-service
trainings. [8002.4, 8002.6]

I will provide a three-part teaching series to students enrolled on the

NHS Innovation Agency’s “Coaching for spread and adoption”
programme which will focus on mental health in the workplace. | will
introduce health psychology and provide training in the development and
evaluation of behaviour change interventions to support their innovations

[8002.4, 8002.5, 8002.6]

As part of a consultancy project, | will provide a further training series for
NHS Innovation Agency, an academic health science network for the
north west who provide support for the adaption of innovation into the
NHS. Sessions will consist of four 1 hour zoom calls and one pre-
recorded session to fit in with staff availability. Students come from both
health professional and business backgrounds [8002.4, 8002.5, 8002.6,
8002.7, 8002.8, 8002.9]

Teaching and training Case Study [8002.4,
8002.5, 8002.6]

Teaching Diary [8002.4, 8002.5, 8002.6,
8003.3, 8003.4]

Viva voce examination [8003.1]
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Update 02/2022 — | will provide a one-off training session to health
professionals in my community mental health team on motivating

behaviour change
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2.1 TEACHING DIARY

2. TEACHING AND TRAINING

This section contains two pieces of work: a Teaching and Training Diary, which details my
growth as an educator; and a detailed case study, describing and reflecting on a five-part
teaching series delivered to clinical and corporate professionals in an NHS organisation. It

demonstrates achievement of the following learning outcomes:

4. Demonstrate the systematic acquisition and understanding of teaching skills and
professional practice.

5. Plan, deliver and critically evaluate a training programme for the development of new

knowledge, applications or understanding in Health Psychology.

6. Carry out teaching to contribute to the development of new knowledge, applications or
understandings of Health Psychology.
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2.1 TEACHING DIARY

2.1 Teaching and Training
Diary

Learning outcomes achieved:
4. Demonstrate the systematic acquisition and understanding of teaching skills and professional

practice.

5. Plan, deliver and critically evaluate a training programme for the development of new knowledge,
applications or understanding in Health Psychology.

6. Carry out teaching to contribute to the development of new knowledge, applications or

understandings of Health Psychology.
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2.1 TEACHING DIARY

Introduction

This teaching diary covers experiences in teaching and training throughout the doctorate. Over this
time, | have provided one-off sessions and series to a wide range of participants, including physical
and mental health professionals, business professionals working in the healthcare field, secondary
mental health service users and the general public. Subject matters have included introduction to
health psychology, treatment adherence, building behaviour change interventions and development
of emotional coping skills, and sessions have been delivered face-to-face and virtually. | have also

had the chance to prepare and deliver sessions in real-time and through pre-recording content.

In the last three years, | have sought opportunities to develop my skills in teaching and, in this
piece, | have provided a chronological account of these opportunities, reflecting on how | have
acquired new skills, what | have taken from these experiences, and how | have used newly-learned
knowledge to bring more to my practice. Throughout this process, | kept a reflective diary, which |
have drawn on to provide this account. For one experience, | have produced a detailed case study,
which highlights the process in more detail. As such, this account is not detailed in this piece of

work, though it is included in the timeline.

May 2019: A One-off Teaching Session to Physiotherapists and Occupational
Therapists Working in a Children’s Hospital

The first piece of teaching was secured in April 2019, when | was asked to provide a single session
on treatment adherence to a group of Physiotherapists and Occupational Therapists at Alder Hey
Children’s Hospital. Although | had some confidence in public speaking through presenting to

health professionals as part of my role, this was the first time | had ever taught a group of people.

| approached the piece of work by arranging a meeting with one of the attendees to understand the
nature of the challenges experienced by them and the barriers to treatment adherence faced by
their patients. Following assessment of needs, | planned to search literature on the use of models
in paediatric treatment adherence, and to use specific case studies to demonstrate practical
examples. | identified that the biopsychosocial model and the Health Belief Model could be helpful
theories to approach the topic, and | used specific examples of cystic fibrosis and chronic pain for
the practical applications. | prepared a session which was approximately 30 minutes in length,
allowing time for questions and evaluation measures (see Appendix a for slides).

Delivery of the session itself went smoothly, although | did feel like some nerves broke through; |
noticed myself stammering slightly, and my hands were shaking. After the session | distributed
questionnaires so that feedback could be provided anonymously (see Table 1. for overview, for
detailed qualitative feedback, see Appendix c). Feedback was mostly positive, but suggested |
went through the content a little too quickly, and that there could be a little more interaction. | had
built in time at the end of the session for questions, which | perceived as an interactive aspect, but

no one came forward.
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2.1 TEACHING DIARY

Strongly Slightly  Neither Slightly  Strongly

agree agree agree disagree disagree
nor
disagree
The content was interesting 11 9
The content was understandable 11 7 2
The session was relevantto myrole 11 7 2
The delivery of the sessions was 9 9 2
effective and clear
The objectives of the session were 17 3
clearly identified
The objectives of the sessions were 15 5

met (if not, please explain below)

Table 1. Results from feedback survey (n=20)

Coming into the session from a relatively inexperienced standpoint, | was overwhelmed- something
that | often experience when | have to apply my own creativity- and this impacted on my motivation.
| found myself trying to include everything | could in the time available, and in doing so, was almost
“paralysed” with indecision. In the end, | managed to cut it down to include specific subject areas,
but the worry about not getting enough health psychology knowledge across didn’t leave me.
Looking back, | think this indecision was reflected in the slides, in that they possibly did include too
much information and | was left with little time to plan in much interactivity like | had originally
planned. This was also reflected in the feedback; attendees recommended slowing down, using

bigger text on the slides and having more interaction.

Overall, I do think that | managed to deliver a session that was informative, which was received
well, as evidenced by the feedback received. Attendees spoke of how understanding the models
was useful for their role. Although | took note from a doctoral training session on delivering
teaching and tried to keep the slides clear with minimal wording, looking back, | understand that |
could have educated myself on the concepts of adult learning theory more comprehensively prior to
this session, which could have equipped me with the tools to make the session stronger. Through
further learning, | identified the theory of andragogy, which suggests that there are six key

LTS TS

principles that influence adult learning; “the need-to know”, “self-concept”, “previous experiences
and knowledge”, “readiness to learn”, “orientation to learning” and “motivation” (Knowles et al.,
2005). | had already identified the importance of using relevant examples (“orientation to learning”),
but moving forwards, | decided to use these principles to guide the delivery. This would mean
emphasising the benefits of any teaching, using more examples to foster group discussion, and
building tasks and more opportunity for feedback into sessions to offer a self-directed learning
environment. At the time of delivery, | felt that | had introduced interactivity, but | knew that this

needed to be more than asking a few questions about experience.
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2.1 TEACHING DIARY

Another space for growth came from the preparation process. | am aware that | hold myself to high
standards, and | often think about how | need to come across as competent to others, not leaving
space for anything that could be described as less than perfect. | often feel that | have everything to
prove, and this extends to many areas in my life. In this scenario, as a relatively inexperienced
practitioner, | felt at times that | didn’t have as much expertise as my students. | felt a “need” to
prove that | had something to bring to the table, and this resulted in the aforementioned absence of
motivation. Literature shows that low self-efficacy can cause motivational problems (Margolis &
McCabe, 2006), and in believing that | was “lesser” than my students, this could explain why |
faced difficulty in focusing on the task and the decision-making process. Alongside this, |
understood that this pressure to not portray incompetence could indicate a trait of socially
prescribed perfectionism, which is associated with motivational deficits due to the pressure of a
perceived demand of perfection from others (Flett et al., 2022). This theory could also explain why |
found myself adding too much information into the slides instead of choosing specific areas of
focus. This is something that | knew | needed to become more aware of for any future teaching

opportunities.

May — September 2020 - Providing an Introduction To Health Psychology And the
Use of Behavioural Models to Create an Evidence-Based Intervention to

Entrepreneurs

For this piece of work, | was asked to deliver a short series to entrepreneurs enrolled on an NHS-
led programme to support spread and adoption of their innovations into healthcare. Prior to
commencing this piece of work, | worked with a member of the coaching team in the programme,
who gave me really helpful advice around planning sessions and using relevant theory; something |

had identified to be of importance from my previous experience.

This was my first opportunity to deliver a series. Prior to commencement of the sessions, |
prepared and submitted a short questionnaire which investigated prior experience and goals, and |
used this to tailor the sessions by using specific examples and explaining why the information was
needed. The series consisted of three sessions, delivered in May, July and September 2020, which
introduced the use of health psychology models in designing, delivering and evaluating
interventions. | chose to focus on the COM-B model, and designed multiple interactive elements,
including smaller and larger group tasks and worksheets (see Appendices d-i for slides and
worksheets). Participants interacted well with the content during the first and second session, albeit
less so in the third. | asked for feedback afterwards and received a mixture of good and average
feedback with suggestions to improve. This included defining objectives better, delivering content
more clearly and making the content easier to understand (see Appendix j for full qualitative

results). See Table 2. for quantitative results:
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2.1 TEACHING DIARY

Table 2.

Results from feedback survey (n=5)

Strongly Slightly  Neither Slightly  Strongly

agree agree agree disagree disagree
nor
disagree
The content was interesting 3 2
The content was easy to 1 3 1
understand
The subject was relevant to me 3 2
The delivery of the sessions was 3 1 1
effective and clear
The objectives of the session were 3 1 1
clearly identified
The objectives of the sessions 3 1 1
were met (if not, please explain
below)
The host was clear and easy to 3 2
understand

Upon reviewing feedback, | initially felt upset. | know that | have low resilience against criticism and
often look at it as a personal attack, feeling that those offering the feedback think lesser of me as a
person. Although this could, similarly to the first experience, be attributed to socially prescribed
perfectionism, | know that | am an anxious person and understand that anxiety is associated with a
bias in favour of negative information and a difficulty to disengage from it (Rudaizky et al., 2014).
Evidence also indicates this sensitivity to negative feedback is sustained over time (Tobias & Ito,
2021), which aligns with my continued low resilience to negative feedback, despite repeated

reflection.

Despite my reservations to receiving it, literature suggests that feedback is an important factor in
learning (Clynes & Raftery, 2008; Hattie, 2008; Kourgiantakis et al., 2019), and | understand that
it's an invaluable tool for understanding where to improve. Stepping away from the emotional
aspect of receiving criticism helps me to identify what to work on, and looking back at the previous
experience, | had already implemented positive changes in designing these sessions. When
receiving feedback, its important to take personal responsibility and look at the self and the
significance of the feedback rather than the person offering it (Orsmond & Merry, 2013), and, whilst
| think this is something that an ongoing reflective practice helps me to implement, | am still
learning to reflect on this earlier on in the process in an attempt to disengage from the emotional

response sooner.
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Using self-assessment alongside the feedback, | can understand where improvements were
required. | only had three sessions that were 40 minutes long to cover an introduction to health
psychology and the creation and evaluation of an intervention. At times for me it did also feel
rushed. | think this builds on the learning from the previous session; although | had made a
conscious effort to not cover multiple subject areas, designing an intervention using the COM-B
model did require more time, and if | were to deliver it again | possibly would have chosen a focus
within the model and directed to further learning should students be interested. This could have led
to a better comprehension of content for the students and may have felt less of an information
overload. Although in this case there was not the option to deliver over more sessions or longer
session lengths, | noted that time required could also be considered at the early planning stages if

time was open to negotiation.

It is important to add that for this piece of work | was faced with the additional challenge of the
pandemic; at the time the sessions were delivered, lockdowns were in effect. For this reason, they
were delivered online, using Zoom. Although | had used Zoom previously, it was new to me as a
facilitator and | had to find ways to keep students engaged. | opted to make use of breakout rooms
for smaller discussions, and the chat and annotate functions to engage the whole group. Delivering
the sessions online also meant that | could use more notes than | would have been able to had
they been delivered in person. | have taken the opportunity to reflect on the experience of using

video conferencing software to teach in the teaching and training case study.

October 2020- Delivering a Five Part Teaching Series to Clinical and Corporate

Professionals at the Innovation Agency

After | had delivered the above series for the Innovation agency, the course facilitator asked if |
could provide some training on the use of the COM-B model to their own workforce, which
consisted of staff in both clinical and business development roles. Content found in the teaching

and training case study details this piece of work.

February 2022- Delivering a One-Off Session to a Secondary Mental Health Multi-

Disciplinary Team on Fostering Motivation and Achievable Goal Setting

For this piece, | was asked by my Team Manager to provide training on fostering motivation and
setting achievable goals to the wider team, including Mental Health Nurses, Occupational
Therapists, Social Workers and Support Workers. As lockdown measures were still enforced within
my Trust, | delivered the session remotely, although around half of the group were in a room
together. | understood some of the challenges faced by the team through working with them
regularly, and | aimed to foster thought around barriers to engagement and adherence. | chose to
introduce the Health Belief Model and SMART goals and produced an hour-long session as |

understood that the team were busy and | wanted them to be able to attend if they wanted to.

To provide structure to the sessions and foster reflection of previous experience, | used Kolb’s
(1984) experiential learning cycle (see figure 3, Teaching and Training Case Study). | built from the

teaching | had already delivered and made effort to include lots of interaction, including case
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discussion in smaller groups and as a whole, and made the content of the slides as clear and
engaging as possible. | also made sure to keep focus of the session, directing to further learning
where necessary so as to keep the information delivered clear and understandable (see Appendix
k for slides). | asked for feedback through an online survey after the session, but only received one
response. This was positive, and when asked what was taken away from the session, they
provided the response “Totally relevant to how we work with service users. Good to hear
colleagues’ views and Kate encouraged our participation which was important.” This was valuable
for me to hear, as encouraging interaction and reflection in line with theories of andragogy was an
important objective for me. Qualitative, informal feedback was positive, and since the training has
been delivered, colleagues have told me how they have applied it to their role, with one email
stating that they would “provide service users with information and support regarding their

motivation and signpost to services that can provide ongoing support”.

The biggest challenge here was managing the group, understanding that most of my students were
in one room and | was in another. This was unexpected and thus something that | had not prepared
for, although in hindsight as this is how team meetings are often run, | possibly could have
predicted this. Nevertheless, | had to adapt and run the session. During tasks, | used breakout
rooms to split the group into those physically in the room, and those who attended virtually.
However, | was unable to see everybody present as there was only one webcam available, and at
times it was hard to hear discussion, and to know who was talking. This meant that, although the
group were well engaged with the content, | did feel a little out of control at times. | also worried

that those who attended virtually would feel “left out” and may not engage fully with the content.

| conducted research to reflect on this more, and found a study which investigated this in the
context of hybrid meetings (Saatci et al., 2019). Authors found that co-located participants
dominated the interaction, whilst remote participants felt isolated. Other literature suggests that this
“hybrid” environment could lead to disengagement of remote participants (Standaert et al., 2022).
Despite my understanding that many schools were faced with providing education using this
method during the pandemic, | struggled to find any research investigating this. However, a study
which looked at the utilisation of webinars, face-to-face and hybrid meetings to foster learning
opportunities for Urologists found that hybrid meetings enabled those who preferred face-to-face
meetings and those who preferred webinars, or who had accessibility issues surrounding
attendance at face-to-face meetings, to attend such opportunities, leading authors to conclude that
hybrid meetings should continue to be employed as the world transitions post Covid-19 (Hameed et
al., 2021). It is clear that, whilst there are clear limitations surrounding the social aspect of hybrid
learning, it does offer a chance to foster greater inclusion.

Findings that remote participants may struggle more with engagement echoed my concerns and
helped me to think more about how to manage a similar situation in the future. | do think that |
managed the dynamics of the group well with the use of breakout rooms and directed questioning
to both groups, and | was lucky that participants knew each other well and felt comfortable in the

interaction. Keeping this inclusive approach would be something | would take away from this
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situation. However, as an educator, | think it would be important for me to be physically present in a

hybrid teaching situation, so that | am able to see all students.

March 2022- Preparing Pre-Recorded Psychoeducational Sessions to Inform on
Fruit and Vegetable Uptake and Achievable Goal Setting as Part of a Behaviour

Change Intervention Aimed at Adults Living in the Liverpool City Region

| wanted to incorporate an educational aspect into my online intervention to increase knowledge,
and due to time constraints and logistics | opted to provide this through two pre-recorded
educational videos; one on the benefits of fruits and vegetables and recommended portion sizes,
and one on setting achievable goals and self-monitoring. | understood that engagement with
educational videos is impacted on adversely after six minutes (Guo et al., 2014) and so made an

effort to ensure both videos were as short as possible. See Appendix | for video links.

Keeping these videos short whilst fitting in all the content | wanted to include was challenging. |
identified guidance for producing educational videos which noted that effective videos aim to
reduce extraneous load, optimise germane load, and manage intrinsic load (Brame, 2016), and |
used this guidance when designing the videos. This included highlighting important information with
the use of images and selective key words and phrases, using images where relevant to
incorporate dual streams of information and keeping the videos as simple as possible by not using

music or complex backgrounds.

Looking back at the videos, I'm proud that | managed to compress content into a short amount of
time to keep it engaging, and | did the best with my skillset. This was a new venture for me, and
though the production process was time consuming, | felt that working with the medium, and at the
content length, offered a space for me to express my creativity without feeling overwhelming, as it
often does.

Although | don’t have specific feedback for the videos themselves, all 18 intervention participants
who completed the survey strongly agreed (h=11) or agreed (n=7) that the programme was
educational, and many commented that the programme helped them to be more aware of portion
sizes and self-monitoring, indicating that the videos imparted this knowledge (e.g. “I have learnt
what a portion consists of for each fruit and veg”, “I didn’t know beans were a fruit or veg”, “Food
tracking helps to increase fruit and veg because you take responsibility for what you are eating”).
Looking at YouTube analytics, | can also see that most of those who clicked on the video watched

it until the end.

Taking the opportunity to produce educational videos offered me a novel way in which to
strengthen my skillset as an educator. | understand that producing brief educational videos can be
a valuable tool to impart knowledge (Kaim et al., 2020; Khan et al., 2022), and can provide
autonomy through flexibility in access to the learner. Despite this, | do believe that it is still
important to take into account andragogy theories through offering space for reflection, and

discussion of specific examples. Research indicates that a blended learning approach (utilising
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face-to-face and online approaches) is preferred by adult learners, though one of the key
considerations, in line with andragogy, is managing a level of interactivity both in person and online
(McKenna et al., 2019).

In this instance, the purpose of the educational videos was as part of a brief intervention aimed at
increasing knowledge to change health behaviour, and they were intended to take up minimal time
in the participant’s day. Should | recreate a similar intervention with the availability of more
resources, | would consider implementing an interactive element such as facilitating within
participant discussion. With regards to teaching experiences generally, | would consider the use of
short videos to complement multiple ways of learning, including educator-led sessions, online

discussion and informal assessment.

The Application of Newly Assimilated Knowledge to my Role.

In addition to the teaching experiences detailed above, | have had opportunity to apply learning in
this area to a number of experiences across both placements. In this section, | have provided a

brief overview of these applications.

Engaging With Health Professionals for CATCH

In my first placement at Damibu, | often reached out to health professionals, running sessions with
teams to share how CATCH could support them in their role. After learning andragogical principles,
| brought these to the sessions, encouraging reflection of challenges and ways in with CATCH

could support. This led to greater levels of active engagement and use of CATCH thereafter.

Supporting Development of Emotional Coping Skills

Although these sessions may not be delivered stereotypically as teaching sessions, and include a
therapeutic approach, | felt it important to discuss these generally, as | could see improvements in

my confidence and quality of delivery alongside the development my skills in teaching and training:

One-to-One Sessions

| use a combination of information sheets, work sheets and drawing diagrams alongside verbal
delivery to share knowledge of emotional coping skills. Each session is delivered differently, and
often requires some on the spot decisions. Although I'm provided with the session subject, | work
with each patient to build on their knowledge base, and have used teaching techniques and
learnings from the above experiences to strengthen the delivery. Looking back to my first
psychoeducational session, | was unsure of the content, and was stricter in its delivery. I'm now
able to adapt each session so people get the most of it. | think having a stronger understanding of
this information and of learning theory gives me the freedom to understand how each person might
learn best, and to adapt those sessions on the spot/ in a short amount of time to deliver it more

effectively.
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Group Sessions

Over the course of the last year, I've worked with five other Assistant Psychologists to improve
psychoeducational content and methods of feedback for an online emotional coping skills
programme delivered in a group format. Working in collaboration with my colleagues, and
delivering to a group of service users has presented with its challenges, but over time | have
managed to bring added strengths to the process from my development as an educator. One
contribution which | am proud of was in the creation of the slides used. All facilitators produced
their own sessions and added the skeleton to each slide. | then edited each slide to display
uniformity in design and content, highlighting important information, using minimal text, adding
visuals and incorporating group tasks and discussion. We’ve received positive feedback from

participants weekly, who often share their learnings and progression.

Final Note

Putting these diary entries together, and reading through the final document has really helped to
see just how much | have improved as an educator. It's gone from being something | met with
much discomfort, to something that | almost feel at ease with. I'm now able to improvise, to interact,
and to be confident that, if | don’t know the answer, | can be honest and come back to the enquirer

at another time. I'm excited to continue my development in this area.
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Appendices

Appendix A

Case One slides

An Introduction to

for Physiotherapists

Health Psychology v Clinical Psychology

Health Psychologists Clinical Psychologists
*Help people deal with - “Study psychological disorders and
psychological and emotional mentalillnesses

aspects of health and illness as well
as supporting people who are
chronically ill

*Aim to reduce psychological
distress and to enhance the
promotion of psychological
*Teach people effective coping wellbeing

strategies to improve their health

Treatment Adherence

e Extent to which a person's behaviour is in line with health
care recommendations

e Poor treatment and medication adherence is common in
children with chronic illnesses (Dean et al. 2010; Morton et
al., 2014)

e Adherence to therapeutic devices ranges from 32% to 53%
in paediatric populations (Helfenstein et al,, 2006; Bugni et
al, 2012)

53

Explain the concept of Health Psychology and how It
canbe used Ina clinical setting

Introduce two psychological models of health and
Niness and explain how they can be related to
treatment adherence in childiren and their familles

What could a health psychologist do?

*Help a person with asthma manage their condition and adhere to
treatment

*Assist a person to lose/ gain weight through healthy eating and physical
activity

*Work with a patient with chronic pain and their family to develop coping
mechanisms

Create interventions to help a person to develop stress management
techniques

Younger children v adolescents

e Younger children require
much more input from
parents/ carers where
older children and
adolescents have higher
autonomy (not
adherence!)
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Gender

Functional
support
Pai
catastrophising

Psychological

Personality

Chronlc paln In children Chronic pain in children

e Chronic pain previously thought to be
physical in origin

e Symptoms can reduce quality of life
and delay/ prevent a full recovery.

e Recent research supports a
biopsychosocial approach

e Physiotherapy treatment with
medication and psychological
intervention could effectively treat
symptoms

® Social factors in children fall more
heavily on the family unit

®  Conflict can impact on treatment
adherence

® Poorer family functioning can lead to
higher pain-related disability

© Parent responses to pain behaviours
impact on development and
maintenance

Pain catastrophising

©® Pain catastrophising can be
influenced by a child's personality
and disposition and is linked to
pain, functional disability and
quality of life.

©® Parent catastrophising can
encourage a child to controltheir
pain

--

Psychological

Personality

K 9e Personallty
Gender T

Modifying Factors

v/

Ethnlclty
Socloeconomic Age
status
Knowledge Knowledge
e People with lower levels of education may not understand impact of Personality
actions
e Lower health literacy is linked with 14% lower adherence in adults T /

(Miller. 2016 Modifying Factors

e Study investigating influence of self efficacy and disease knowledge
found that adolescents had limited disease knowledge /

e Lack of knowledge < lower long term adherence

. Socloeconomic status
» Effect bigger when treatments didn't give Ethnicity
immediate benefits Age
* Need for educational intervention
Treatment adherence in cystic fibrosis Treatment adherence in cystic fibrosis and asthma
(Goodfellow et al. 2016)

e Treatment adherence is poor in
paediatric pulmonary diseases
because of the intensity and
complexity of treatment regimens

e Sample of 100 children with cystic fibrosis and their parents
o Only 28% of participants were adherent overall
e 51% of children and 61% of parents reported adherence to chest

i

L dh " . physiotherapy
e Lower adherence rates are seen in } . ’
exercise and physiotherapy . CB;Lllderfe%f necessity of treatment was higher for parents than

e Poor adherence can lead to worse
outcomes

| =
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A collaborative approach Treatment adherence in hypermobility

Would a collaborative approach help? e Sample included 32 parents and 19 children and

o Teenagers with diabetes who felt that young people aged 517
their self -care was dictated to them were e Participants had just completed an intervention in
less likely to adhere than those who's which children received three physiotherapy
opinions were used collaboratively sessions over 10 weeks,

e Patients of professionals who promote

e Symptoms of participants included pain,
disturbed sleep, difficulties at school,
withdrawing from exercise, altered self-image
and impact on family life

autonomy and value relationship in care
have increased adherence

e A collaborative approach could help
identify all barriers.

Treatment adherence In hypermobllity

Explain the concept of Health Psychology and how It
canbeused Inaclnical setting

Introduce two psychological models of health and
Riness and explain how they can be related to
treatment adherence In children and their familles

References

@ Dean AJ, Walters J, Hall A A systematic review of interventions to enhance medication
o iliness ~ Archives of Disease in
Childhood 201088717-723
| ®  Dempster, N. R, Widman, B G. Masterson, T.L.& Ormior. G J (2018) Understanding Treatment

Adherence With the Health Belief ModeLin Children With Cystic Fibrosis.  Hecith Eduication &

Behavior. 45(3). 435-443

Any questions? , A S

care. Baltimore. MD: The Johns Hopkins University Press, 1079.p.1 -10

@ Morton RW., Everard ML. Elphick HE. Adherence in childhood asthma: the elephant in the
room. Arch Dis Childi2014:98 949-053
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Appendix B

Case one evaluation — qualitative results

Understanding of the models

Treatment adherence

Applying HBM to practice

What effects parents have on a child

Discussing treatment adherence and basis of models

Learning about the models and how they influence adherence
Factors that influence adherence to physio

Different aspects of compliance explained well via use of models
Health models, info re education

10. The practical applications

11. Health behaviours and adherence to treatment

12. Considering different aspects of BPS model, able to relate to msk pts
13. Treatment ideas. How parents impact a child’s behaviour

14. How parents impact on child’s treatment/ outcome

15. The models

16. Seeing models

17. ldeas to increase patient compliance. mum out of treatments

18. Learning about the different models used within psychology and how this applies to our
role

©CoNoOOA~WNE

1. More treatment techniques

2. Yes, how a child copes with a life limiting illness

3. Neuro conditions and family expectations/ participation

4. Techniques to improve adherence

5. Technigues/ strategies to adherence issues identified

6. Affects of new diagnosis can have

7. More in depth re chronic pain, medically unexplained illness or fabricating induced
illness

8. A case study of what to ask/ do in a specific situation e.g. non compliance with meds
and how to navigate it

9. Would like to know more about health needs in relation to acute pain as this would be
more relevant to my role

10. More case studies related to msk/ orthopaedics

11. How to use the models for children with ABIs and very young children/ education

12. Relevance to acquired brain injuries - ie adolescents/ educ./ understanding

13. Functional overlay

14. How sleep, mood, diet etc contributes to chronic pain and how to improve these

More information on other conditions/ simplified models

Case studies showing a path of input

Slow down in speed of presentation

A lot of detailed information to take in. Maybe break down into smaller sections and
make interactive

Is there any links to short coaching sessions to help get the most out of appointments
The session achieved its aims and was well delivered. No improvements required
More audience patrticipation discussing our own patients or experience

Bigger writing on presentation case studies/ clinical examples

. Slow down, few more examples

0. Different strategies/ explanations to help a patient understand their chronic pain

PR
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11. This could be applied to different professions rather than being tailored specifically to
physiotherapy

Really enjoyed and found it interesting

Very clear and interesting

Really interesting to see link. Well done and good luck

Thank you for a very interesting presentation which was clearly presented
Useful session, thank you

Really good, well presented

Good amount of balance between models/ case studies/ research. Thank you!
Very interesting and relevance to practice. Thank you.

. Well done

10. Well done- great talk!

11. Thank you :)

©CoNOOA~WNE
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Appendix C

Case two session one slides

,ﬁ.a" Learning Outcomes

Session one: To understand what
Health Psychology is and to be aware
of two behaviour change models

#
®
I_.

ion two: To be able to apply a
psychological model of behaviour
change to an intervention

Session three: To understand basics
of how to measure the success of an
intervention

e o _Analysis and
Learning outcomes — session one and e

maintenance healthcare
of health system and

What is health policy
Health
Psychology? —

: of outcomes
Prevention for those who
ofillness and areill or

disability disabled

To understand the basics of Health Psychology.

To understand the functions of twgpsychological
models of behaviour change.

Maintaining a holistic approach to mental health
&

1. What proportion of adults meet the daily
recommended guidelines for physical activity?
A) 55% B)65% C) 75%

2. True or False: Good sleep habits can help w
mental health

#notanotherlockdownquiz

’ Key is adapting a new behaviour and maintaining it long-term.
-—
The Health Belief Model Task
As part of an intervention to improve employee wellbeing, you
Individual Modifying factors Likelihood of are trying to improve physical activity levels among a workforce.
perceptions action
In breakout rooms, consider either

* the modifying factors/ demographics that could influence
how someone thinks about/ carries out a behaviour

+ The barriers to carrying out the behaviour 'l.‘l

Example: Employees often sit at their desk at lunch and check for
any incoming emails.
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COM-B model COM-B model

« Inner circle/ hub = sources of
behavior that cause and maintain

« Result of a study undertaken by 30 researchers in change/ prevent change

health psychology and implementation science

* Evaluated existing frameworks and created one
that covered more functions and behaviour models

* Introduced in 2011

* Middle Circle = Intervention
Functions

* Outer Circle — policy categories

. How icati
ngs ? understanding? stimulate feelings or initiate action?

understanding?

Providing information
on good sleep hygiene

Prohibiting sales of
alcohol to under 18’5 Adding images to

cigarette packets

Adding omscreen
prompts for GPs to
ask about stress.

ccation o
e a0 0 panavio”

G e O

rewar

How
W
aspiretoy

Smoking cessation
vouchers
Sharing stories

- sugartan
(@
«*“’\:\;ﬁ" '
Teaching mingfulnes

B
o techniques

Encouraging walking
meetings

How can we teach skills? How can we teach skills?

Learning outcomes — session one

« Consider how your own service or To understand the basics of Health Psychology.

innovation uses evidence to influence long

term behavior change. How can this be To understand the functions of twgpsychological
strengthened? models of behaviour change.
, Feedback survey - session one

References

* Mastin, D., Kennedy, L., &Peszka, J. (2018). 0209 The Relationship Between
Sleef) H&iene and Positive and Negative Facets of Mental
th. SLEEP, 41(Suppl1), A81.

Hea

* Michie, S., Van Stralen, M. M., & West, R. (2011). The behaviour change
wheel:'a new method for characterising and designing behaviour change
interventions./mplementation science &1), 42.
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Appendix D

Intervention functions worksheet

How can the physical
or social context be

changed?

How can rules be used to reduce

opportunity?

How can we increase knowledge or
understanding?

Oy

0
@V
c
u-
=
<

Physical

How can we teach skills?

How can we use communication to
stimulate feelings or initiate action?
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Appendix E
Case two, session two slides

wr

#
@

* To understand the first two stages in creating
H an intervention based on the behaviour
Learmng change wheel

Outcomes

 To be able to apply the two stages to an
example intervention

Stage 2: identify
Stage 1: Understand the behaviour L

Identify.
- Define the problem in
behavioural terms.
- Selecttarget behaviour
- Specify target behaviour
- Identify what needs to change

- Intervention functions
Policy categories

mode of delivery

behaviour change techniques

What behaviour?

Where does this behaviour occur?

Who is involved in performing the
behaviour?

Unrealistic
work targets

Sleeping
patterns

Employers
visibly
working
through lunch

Family
challenges at
home
Stress
Management

L

earning Outcomes

Session one: To understand what
Health Psychology is and to be aware
of two behaviour change models

Session two/three: To be able to
apply a psychological model of
behaviour change to an intervention

Session three: To understand basics
of how to measure the success of an
intervention

Recap

* Inner circle/ hub = sources of
behavior that cause and maintain
change/ prevent change

* Middle Circle = Intervention
Functions

* Outer Circle — policy categories

61

Stage 1: Understand the behaviour

- Define the problem in
behavioural terms
- Select target behaviour
- Specify target behaviour
- Identify what needs to change

What behaviour? | Stress management techniques |

Where does this behaviour occu®? Athome, at work, in public places

behaviour?

Employees |

Who is involved in performing the |

Concentrate intensively on one or two behaviours

Look at:

 Existing Research

* Local knowledge

* Own expertise in working with target audience
* Discussions with stakeholders

« Discussions/ focus groups with target audience
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Likelihood of
changing behaviour

Potential target

Impact of behaviour
change

spilloverscore
(impact on other
)

Measurement score
(how easy is it to
measure)

behaviours

* What is the impact of changing this behaviour?

* How easy is it to change the behaviour?

«  Will there be any impact on other behaviours as a result?

Record final target behaviour here:

* How can | measure changes?

Rate as ising but h
promising, very promising

Potential target

Impact of behaviour  Likelihood of
change changing behaviour

Measurement score
(how easy isit to

Spilloverscore
(impact on other

STAGE 1: Understand the behaviour
behaviours

behaviours) measure)
" s — — s Who needs to perform thebehaviour- Everyone
Increasing Promising Unpromisingbut | Very promising Promising What oes the parson need to do differentiy- spend 15-20
mindfulness worth considering . ;
etice minutes walking around work schedule
P When will they do it?- Before work/ at lunch time/ after work
Increasing physical | Very promising. Promising Promising Promising Where will they do if2- Outside/ on a treadmill

activity throughout

How often will they do if?- Every working day
the day

With whom will they o it- Alone/ with colleagues/ with
family/ with friends

Record final

COM-B components What needs to happen for the

target behaviour to occur?

Isthere aneed for change?

Capability Physical
Psychological
Capability
Opportunity Physical
Social
Motivation Behaviour
Motivation Reflective
Opportunity
Automatic

COM-B components What needs to happen for the

target behaviour to occur?

Is there aneed for change?

Physical Capability

Psychological
capability

Physical opportunity

Social opportunity

Automatic motivation

Reflective motivation

Capability Physical Have the physical capability to | No change needed - no staff
walk for 15 minutes have any physical disabilities
Psychological Know when is appropriateto | No change needed as this
take time out to walk knowledge is sufficient S 2 sy iErEmEe G
Opportunity Physical Have the time to walk around | Change needed as staff often
working hours work through lunch
Identify:
Social See senior staff members Change needed as senior staff ¥
changing their behaviourto | add pressure
notice as the norm - Intervention functions
Motivation Reflective Believing that consistent No change needed as focus. - Policy categories
physical activity will reduce | groups identified staff are
aware of this
Automatic Establish routines and habits | Change neededto establish
for physical activity around | habit
working hours
<
s 5 < £
- 9 8 c S 3
5 2 H 5 £ g
g 3 g S 2 2
1 2 g 3 b =
2 & £ S & ]

A trordability
P racticability

E ffectiveness (and cost effectiveness)
A cceptability

S ide Effects/ safety

E auity
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Education

2.1 TEACHING DIARY

How can the physical
or social context be
changed?

How i
understanding?

opportunity?

Providing information
on good sleep hygiene

Prohibiting sales of
alcohol to under 18

Does this meet the APEASE criteria? e
ing omscreen
prompts for GPs to

Yes, to some extent ask about stress

Persuasion

Incentivisation

Coercion

Not acceptable to staff

Training

Sharing stories

Restriction

Environmental Restructuring

Sugar tax

Modelling

s
&
«
oo
S
5

Enablement

Teaching mindfulnes)
techniques

Encouraging walking

Selected intervention functions:

meetings
® How can we teach skills?

Creating documents
that recommend/
mandate practice

Increasing or reducing
financial cost through tax

Establishing rules or
principles of behaviour/
practice

Stage 1: Understand the behaviour

Intervention Functions

Training

stimulate feelings or initiate action?

Adding images to
cigarette packets

o
ation &

ate a0 ng“‘. penavion’?

G e o

rew?!

Smoking cessation

+ Define the problem in behavioural terms—
Stress management in the workplace

Identify:

Designing/ controlling the

hysical environment i i
physi vire * Select target behaviour— Increasing *

physical activity throughout the day

Using print, electronic,
telephonicor o
broadcast media

Specify target behaviour — Walking for 15-
20 minutes around working hours

+ Identify what needs to change— Physical
and social opportunity and automatic
motivation

Making or changing
laws

Delivering a service
(e.g. support services)

Learning outcomes — session one

Stage 2: identify intervention
options

Stage 3: Identify content and
implementation options

ety « To understand the first two stages in creating an
intervention based on the behaviour change
wheel

* To be able to apply the two stages to an
example intervention

Identify:
- behaviour change techniques

- Intervention functions mode of delivery

- Policy categories.

The Behaviour Change Wheel -Susan Michie, Lou Atkins and Robert West

Intervention Functions COM-B component Most frequently used BCT's

Instruction on how to perform
a behaviour

Training Physical opportunity

Automatic Motivation

Michie, ., Van Stralen, M. M., & West, R. (2011). The behaviour change wheel: a new method for
characterising and designing behaviour change interventions Implementation science, 6(1), 42.

Intervention functions

Does this meet the APEASE
iteria?

Unlikely to be effective

Feedback on the behaviour

Not practicable to deliver

Self-monitoring of behaviour

Yes

Modelling Social opportunity Demonstration of the Not relevant
Automatic Motivation behaviour
Enablement Physical opportunity Social support Yes
Social opp
Automatic motivation Goal setting (behaviour) Yes
Goal setting (outcome) Yes

COM-B component Most frequently used BCT's  Does this meet the APEASE

Physical opportunity
Automatic Motivation

Instruction on how to perform
abehaviour

Feedback on the behaviour

Self-monitoring of behaviour

Modelling Social opportunity Demonstration of the
Automatic Motivation behaviour

Enablement Physical opportunity Social support
Social p———
Automatic motivation oal setting (behaviour)

Goal setting (outcome)

Selected BCTs: Selfmonitoring of behaviour, social support, goal setting (behaviour), goal setting (outcome)
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Selected BCTs: Self monitoring of behaviour, social support, goal setting (behaviour), goal setting (outcome)
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Appendix F

Case one, session three slides

‘ \R.:a' Learning Outcomes

Session one: To understand what
Health Psychology is and to be aware
of two behaviour change models

Session two/three: To be able to

#
@

e

apply a psychological model of
behaviour change to an intervention

Session three: To understand basics
of how to measure the success of an
intervention

Recap

R Capability
* Inner circle/ hub = sources of

behavior that cause and maintain
change/ prevent change

* Middle Circle = Intervention
Functions

Motivation Behaviour

« Outer Circle — policy categories

Opportunity

Understanding the behaviour Behaviour Change Techniques

An active component of an intervention designed to
Stage 1: Understand the behaviour 78 %1907y ntervention S change behaviour.
Identify:

Identify: It should be:

- behaviour change techniques
- Intervention functions. - mode of delivery

- Policy categories Observable
Replicable
Irreducible

Active within the intervention

Behaviour Change Techniques

PROMPTS/ NUDGES GOAL SETTING

Work to identify individual,
Introduce something new to remind an
individual to carry out the behaviour achievable goals
& A & ‘ Play to strengths

DEMONSTRATION OF THE
SELF-MONITORING BEHAVIOUR

Help individul o estabish a methodito S ST N Sy
help monitor behaviour e s '

Act as/ create a role model

What behaviour change

techniques can you think of? A fordabily

P racticability

. ffectiveness (and cost effectiveness

What have you used in the E ¢ )
past? A cceptability

S ide Effects/ safety

What has/ hasn’t been E quity

effective?
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Identify Behaviour Change Techniques

Mode of delivery Does this meet the APEASE criteria?
Intervention Functions COM-B component Most frequently used BCT's  Does this meet the APEASE
criteria?

Training Physical opportunity Instruction on how to perform | No- the behaviouris simple | "2c¢ t© Face | Individual

Automatic Motivation abehaviour and so this wouldn’t be Group
effective. Distance Population level | Broadcast Media v
Feedback on the behaviour Radio
Outdoor media Billboard
Self-monitoring of behaviour .
oster
Print medi N
Modelling Social opportunity Demonstration of the rint media ewspaper
Automatic Motivation behaviour Leaflet
Enablement Physical opportunity Social support Digital media Internet
Social i Mobile app
vatic Goal setting (behaviour)
Automatic motivation Individual level | Phone Phone helpline
Goal setting (outcome) Miobile phone text

Individually accessed computer programme:

Evaluating an intervention

Understanding the behaviour

* Has the intervention had the outcomes you hoped for?
SR 2 e e enton STeseldenary contantand * Useful for finding IF effect was achieved and HOW it was achieved.

: Understand the behaviour
options implementation options

* Should be considered before and throughout he process

Identify:

Identify:

- havi h hni N P
- Intervention functions S + Can work backwards to evaluate effectiveness of existing

- Policy categories interventions

Evaluating an intervention Evaluating an interventio
* Measure before and after the intervention + Consider the APEASE criteria.
* Identify exa'ctly what you will be measuring « Make whole intervention personcentred, INCLUDING the evaluation
Boauareof, « When reating measures, oakat:
* Social desirability bias
* Interacting factors TIME LENGTH OF MEASURE IMBER OF MEASURES

Acknowledge limitations

Do your participants have the Will your participants stay
time to complete or is ther motivated to complete long
Measuremen faster way?

Measurements Interventio Measurements taken 6 months
taken atstart ntenvention

measures?

taken at end following end of

LITERACY LEVEL FORMAT VALIDATED MEASURE

dedina . " Has the measui
0 understand 4n you measure whatyou validated and used inother
eed using simple tick boxes? = o5

intervention

Compare measures to assess effectiveness

Final Thoughts for the series

* Make your intervention theory based

* Take a person-centred approach

* Consider how evaluation will work from
the start

* Always try to APEASE

65



Appendix G

Session three, worksheet one
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Mode of delivery

Does this meet

Face to face

Distance

the APEASE
criteria?
Individual
Group
Population level Broadcast media | TV
Radio
Outdoor media Billboard
Poster
Print media Newspaper
Leaflet
Digital media Internet
Mobile app
Individual level Phone Phone helpline
Mobile phone
text

Individually accessed computer

programme

Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to
designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.
Full taxonomy with definitions accessed here
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Session three, worksheet two

2.1 TEACHING DIARY

Intervention

function

COM-B

component

Individual BCTs

Does the BCT meet
the APEASE
criteria
(affordability,
practicability,
effectiveness/ cost
effectiveness,
acceptability, side-
effects/ safety,

equity)?

Education

Most frequently used BCTs:
Information about social and
environmental consequences
Information about health
consequences

Feedback on behaviour

Feedback on outcome(s) of behaviour
Prompts/ cues

Self- monitoring of behaviour

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Cue signalling reward
Satiation

Information about antecedents
Re-attribution

Behavioural experiments
Information about emotional
consequences

Information about others’ approval

Persuasion

Most frequently used BCTs:
Credible source
Information about social and

environmental consequences
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Information about health
consequences

Feedback on behaviour
Feedback on outcome(s) of the

behaviour

Less frequently used BCTs:
Biofeedback

Re-attribution

Focus on past success

Verbal persuasion about capability
Framing/ reframing

Identity associate with changed
behaviour

Identification of self as role model
Information about emotional
consequences

Salience of consequences
Information about others’ approval

Social comparison

Incentivisati

on

Most frequently used BCTSs:
Feedback on behaviour

Feedback on outcome(s) of behaviour

Monitoring of behaviour by others

without evidence of feedback

Monitoring outcome of behaviour by
others without evidence of feedback

Self-monitoring of behaviour

Less frequently used BCTs:
Paradoxical instructions
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Cue signalling reward

Remove aversive stimulus
Reward approximation
Rewarding completion
Situation-specify reward
Reward incompatible behaviour

Reduce reward frequency
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Reward alternate behaviour
Remove punishment

Social reward

Material reward

Material reward (outcome)
Self-reward

Material reward

Material reward (outcome)
Self-reward

Non-specific reward
Incentive

Behavioural contract
Commitment

Discrepancy between current behaviour
and goal

Imaginary reward

Coercion

Most frequently used BCTs:
Feedback on behaviour

Feedback on outcome(s) of behaviour
Monitoring of behaviour by others
without evidence of feedback
Monitoring outcome of behaviour by
others without evidence of feedback

Self-monitoring of behaviour

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Remove access to the reward
Punishment

Behaviour cost

Remove reward

Future punishment

Behavioural contract
Commitment

Discrepancy between current behaviour
and goal

Incompatible beliefs

Anticipated regret

Imaginary punishment
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Training

Most frequently used BCTs:
Demonstration of the behaviour
Instruction on how to perform a
behaviour

Feedback on the behaviour

Feedback on outcome(s) of behaviour
Self-monitoring of behaviour

Behavioural practice/ rehearsal

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Habit formation

Habit reversal

Graded tasks

Behavioural experiments
Mental rehearsal of successful
performance

Self-talk

Self-reward

Restriction

No BCTs linked to this function because
they are focused on changing the way
that people think feel and react rather
than the way the external environment

limits their behaviour

Environme
ntal

restructurin

g

Most frequently used BCTs:
Adding objects to the environment
Prompts/ cues

Restructuring the physical

environment

Less frequently used BCTs:
Cue signalling reward
Remove access to the reward
Remove aversive stimulus
Satiation

Exposure

Associative learning

Reduce prompt/ cue

Restructuring the social environment
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Modelling Most frequently used BCTs:

Demonstration of the behaviour

Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to
designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.
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Appendix |
BCT taxonomy table

Behaviour change techniques within the behaviour change technique taxonomy

1. Goals and planning
1.1. Goal setting (behaviour)

1.2. Problem solving

1.3. Goal setting (outcome)
1.4. Action planning

1.5. Review behaviour goal(s)
1.6. Discrepancy between
current behaviour and goal
1.7. Review outcome goal(s)
1.8. Behavioural contract

1.9. Commitment

2. Feedback and
monitoring
2.1. Monitoring of behaviour

by others without feedback
2.2. Feedback on behaviour
2.3. Self-monitoring of
behaviour

2.4. Self- monitoring of
outcome(s) of behaviour

2.5. Monitoring of outcome(s)
of behaviour without feedback
2.6. Biofeedback

2.7. Feedback of outcome(s)

of behaviour

3. Social Support
3.1. Social support

(unspecified)
3.2. Social support (practical)
3.3. Social support

(emotional)

4. Shaping knowledge
4.1. Instruction on how to

perform the behaviour
4.2. Information about
antecedents

4.3. Re-attribution

4.4. Behavioural experiments

5. Natural consequences

6. Comparison of
behaviour
6.1. Demonstration of the

behaviour
6.2. Social comparison
6.3. Information about others’

approval

7. Associations
7.1. Prompts/ cues

7.2. Cue signalling reward
7.3. Reduce prompts/ cues
7.4. Remove access to the
reward

7.5. Remove aversive
stimulus

7.6. Satiation

7.7. Exposure

7.8. Associative learning

8. Repetition and
substitution
8.1. Behavioural practice/

rehearsal

8.2. Behaviour substitution
8.3. Habit formation

8.4. Habit reversal

8.5. Overcorrection

8.6. Generalisation of target
behaviour

8.7. Graded tasks

9. Comparison of
outcomes
9.1. Credible source

9.2. Pros and cons
9.3. Comparative imagining of

future outcomes

10. Reward and threat
10.1. Material incentive

(behaviour)
10.2. Material reward

(behaviour)

12. Antecedents
12.1. Restructuring the

physical environment
12.2. Restructuring the
social environment

12.3. Avoidance/ reducing
exposure to cues for the
behaviour

12.4. Distraction

12.5. Adding objects to the
environment

12.6. Body changes

13. Identity
13.1. Identification of self as

role model

13.2. Framing/ reframing

13.3. Incompatible beliefs
13.4. Valued self- identity
13.5. Identity associated

with changed behaviour

14. Scheduled
consequences
14.1. Behaviour cost

14.2. Punishment

14.3. Remove reward

14.4. Reward approximation
14.5. Rewarding completion
14.6. Situation-specific
reward

14.7. Reward incompatible
behaviour

14.8. Reward alternative
behaviour

14.9. Reduce reward
frequency

14.10. Remove punishment

15. Self-belief
15.1. Verbal persuasion

about capability
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5.1. Information about health
consequences

5.2. Salience of
consequences

5.3. Information about social
and environmental
consequences

5.4. Monitoring of emotional
consequences

5.5. Anticipated regret

5.6. Information about

emotional consequences

10.3. Non-specific reward
10.4. Social reward

10.5. Social incentive

10.6. Non-specific incentive
10.7. Self-incentive

10.8. Incentive (outcome)
10.9. Self-reward

10.10. Reward (outcome)
10.11. Future punishment

11. Regulation
11.1. Pharmacological

support

11.2. Reduce negative
emotions

11.3. Conserving mental
resources

11.4. Paradoxical instructions

15.2. Mental rehearsal of
successful performance
15.3. Focus on past
success

15.4. Self-talk

16. Covert learning
16.1. Imaginary punishment

16.2. Imaginary reward
16.3. Vicarious

consequences
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Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to
designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.
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Appendix J

Case two qualitative evaluation

19. Most of it was a reminder of stuff lve done before but Id not really thought of a lot of it
in terms of actually develop and communicate and evaluate our new offer.

20. Evaluating the intervention - this is something | had been "making up" using common
sense and personal experience.

21. That there are models of behaviour change which are useful for my work.

22. Intrigued to learn more about recall bias and social desirability bias

23. Benefits of intervention in workplace.

Will you do anything differently as a result of attending?

1. Reflect on my learning and use models presented.
2. | will research behaviour change technique and try and understand them better

3. Yes this is something that we can use to analyse, develop and evaluate our
work

4. More knowledge of how to help others to create a new change.

5. Use the Apease tool.

1. HOW to monitor and evaluate. Are there specific systems to help with this or is it a matter
of an excel spreadsheet and then interpreting data and typing each individual one into a
report for each individual and then collating the data of a whole project or project period on
excel and then writing more reports?

More time to talk about the APEASE
There has been so much valuable information to take in - it's all been really interesting.

Unsure sorry

1. Some sort of handout with links to resources
Just having more time to take it all in. There isn’t anything you can improve

Unsure
Any other comments?

1. Thankyou

2. Thank you | am really learning a lot and apologies for not putting enough time in between
sessions to do the necessary reflection.

3. Thank you - it's all been very helpful and | look forward to spending more time looking at,
reflecting on and using the resources.

4. Thank you Kate
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Appendix K

Case four slides

Motivating
behaviour
change

KATE ATHERTON - 25/02/2022

. 1o D(!S'ANDAS'EC"SOF
f a0 Y E HEALTH BELIEF MODEL
0”0'01 TO APPLY TO
PRACTIC|

SeSSion ). YO UNDERSTAND BARRIERS TO
a i mS 02 BEHAVIOUR CHANGE

TO UNDE! ART
D). AND HOW TO WORK Wi
O SOMEQME O SET AN
[l L

BT
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't;:altgio = — L
aviour -
support mental & & o - ‘;‘
healthand et ‘;‘ \€
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5 .« @ Ad gﬁ
PERCEIVED BENEFITS VS . = &
PERCEIVED BARRIERS * BARRIERS TO
— BEHAVIOUR &'
e CHANGE Ik
A
ol b

CUES TO ACTION
S Seumisie SELF
T ey EFFICACY

Having faith in one’s ability to make 2
«change can hove 3 big impact on one's.

.........

Health Belie
Model

@ e ©

Exitence of
depremion sad
E‘ ’-;‘sl ' Q
T Pacsarattty Yeac,

76



8
s

2.1 TEACHING DIARY

G ot Vo

SMART Goals
Specific
Measurable
Attainable
Relevant

Time bound

Can

SPECIFIC. MEASURABLE.

* Goals should be measurable to
g0 $0 you can track progress
and stay focused.

* Canyou trackchanges over

What do Iwanttodo?
Who would be involved?
Where do Ineed todo it?

How often do | need to doiit? time?
* Do need anything todo it? * If you make changes, is there a
way you can quantify it?
NHS
e 5 L]
ACHIEVABLE. RELEVANT.
* Agoalshould be realistic toan .it'si t that the
individual. It should be a mmmwﬁ
challenge but still possible. aligns with other relevant goals.
* Instead of looking at the big Ask yourself:
picture, can you see smaller * Doesthis seem worthwhile?
goals that could improve health * Ig it the right ime?
alittle bit?
* Consider barriers _
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INHS

Moriey Core
Helena is a self-confessed couch potato. She wakes up every morning,

/ goes to her 4 hour shift as a receptionist and comes home to spend
/ ° the rest of the day in front of the TV, ignoring texts from friends. She

knows that she needs to get up and do more exercise like she used to
* Every goal should include a
deadline to prevent other
things taking priority.

= EXercise

Pl

when she was a runner, but she just doesn't have the motivation to
move after she sits down on the sofa. She's noticed her mood is
ing worse and lately she's been feeling out of breath just walking

* What can you do today? 00000 up the stairs. She was worried about this and went to her
« What can you aimforina o0o0o@e O doctor who ruled out anything serious but recommended
sl seseee  etcna wants f o this ot s streEfing iobe mofivrod
na IS 5 o
'm':l;ywamronne . g . She says to herself "tomorrow | will go for a big run but it's

too late today” and sits back in front of the TV.
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Appendix K

Case five video links

Video One — Why do we need fruit and veg and what is a portion size?

https://lyoutu.be/MEPIMtCyLzM

Video Two — Setting SMART goals and tracking habits

https://lyoutu.be/FunLzVth38M
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2.2 Teaching and Training Case
Study

Learning outcomes achieved:
4. Demonstrate the systematic acquisition and understanding of teaching skills and professional

practice.

5. Plan, deliver and critically evaluate a training programme for the development of new knowledge,
applications or understanding in Health Psychology.

6. Carry out teaching to contribute to the development of new knowledge, applications or

understandings of Health Psychology.
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Overview

This Case Study describes and evaluates a five-part teaching series completed in fulfilment of the
Teaching/ Training competency. The series was delivered over five consecutive weeks between 9t
October 2020 and 6" November 2020.

Finding client group and assessing training needs

| had previously provided a short teaching series as part of the Innovation Agency’s coaching
programme. The Innovation Agency is an Academic Health Science Network for the North West
Coast and acts as an “innovation arm of the NHS ” (Innovation Agency, 2020). After delivery of the
first session, which focused on an introduction to behaviour change for innovators, | was
approached by the course facilitator to provide a similar series to their own staff as part of a

consultancy agreement.

I noticed that | could turn this opportunity into a bigger series and requested that | provide this. Due
to time restraints, | suggested four face-to-face sessions and one pre-recorded session, spaced
weekly. The contract was drawn up and agreed (see Consultancy case study). Due to the constraints

provided by lockdown, it was agreed that face-to-face sessions were to be provided via Zoom.

By way of background, the client group were employees of the Innovation Agency. Job roles included
Project and Programme Managers, Patient Involvement and Engagement, Head of Coaching,
Engagement and Events Lead and a Clinical Champion/ Physiotherapist. A person’s existing
knowledge is an important aspect of initiating the learning process (Taylor & Hamdy, 2013) and it
was important to understand where the students stood on the subject. | therefore shared a
questionnaire which asked students two initial questions to self-evaluate their own knowledge: “How
would you describe your knowledge of health behaviours?” and “How would you describe your
knowledge of behaviour change techniques?”. Though this question was primarily to gauge the level
at which to pitch my sessions, | also thought forward to evaluation and decided to ask the same
questions upon completion to understand if any learning had taken place. Outcomes for the two

questions can be seen below (where 1 = No knowledge, and 10= | am an expert):

How would you describe your How would you describe your
knowledge of health behaviours? knowledge of behaviour change
6 techniques?
9 O w 6
B E 4 B E 5
g3 3 58 4
Qo C Q C 3
ES 2 £Esg
ol T iaala Il
0 i 5 N1 N
1 2 3 4 5 6 7 8 9 10 1 2 3 4 5 6 7 8 9 10
Rating Rating

Students were asked what they were hoping to gain from the sessions and if there was anything

specifically that they would like to learn. Students generally wanted to understand behaviour change
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and how this could be applied to their role in supporting projects, though there were some more

specific scenarios (see Appendix A for full responses).

Planning the series

| built the series based on the information given by the client, the content of the previous series and
responses received from students. | was asked to produce learning outcomes prior to delivery of the

sessions, to which | produced the following:

Learning Outcomes

1. Introduction to Health Psychology

- Tounderstand what Health Psychology is and where it is used.
- To know what a health behaviour is.
- To understand the barriers to carrying out a health behaviour including how

socioeconomic differences can impact

2. Introduction to models of behaviour change

- To understand the basic mechanisms of 2-3 models of behaviour change

3. COM-B behaviour change wheel

- To understand facets of the behaviour change wheel

- To be able to apply elements to real life applications

4. Applying the COM-B model to an intervention

- To be able to create an intervention based on facets of the behaviour change wheel

5. Evaluating the effectiveness of an intervention (provided as a pre-recorded video)

- To be able to apply evaluative measures to understand whether an intervention is

effective

It was acknowledged that the learning outcomes were an initial draft and that they could change
slightly once | started to build and deliver the series. | chose to produce the sessions alongside
delivery so that any discussions and my own sense of the group’s understanding of the materials
could be factored into the next session, to personalise the series. Looking back on this, though it
made the period of delivery much busier, it helped me to personalise the sessions to the cohort. | do
understand that this isn’t always possible and that this means | can’t use this content for a different

cohort, however, the skeleton of the sessions is transferrable.

Initial Research
| started by recapping doctorate training sessions and looking at teaching theory. Prior to the previous
teaching series, | had sat down with the course facilitator who is a qualified teacher. She had

explained some teaching techniques and my understanding from this session was that anything |
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produce should include a level of interactivity. | had done this in the previous series but still felt that
| was talking “at” the cohort so knew | needed to do more. | also thought back to times in which |
have conducted engagement sessions as part of my job role and felt that the more successful
sessions are those in which | have asked questions and fostered discussion, rather than just run
through details of the project. Finally, | thought about my own learning experiences in the past. |
prefer more interactive sessions with applications to real life situations, and often find | don’t come
away with much learning from lecture-style experiences. However, | am mindful that people learn in
different ways (Fleming & Mills, 1992; Honey & Mumford, 1989; Kolb, 1993) and so | wanted to
include a mix of talking, practical tasks and discussion.

The theory of andragogy suggests there are six key principles that influence adult learning (Knowles,
Holton lii, & Swanson, 2005). | considered each principle, how this could impact on students’ learning

throughout the series and how | could address any barriers:

- The need-to-know — Adults need to know why they need to learn something. Students
should be made aware of why the content is useful to them both prior to and during the
sessions. A short paragraph detailing the benefits of learning about behaviour change and

what it can enable was requested and provided as below:

Learning about health psychology and behaviour change can help us to understand the

underlying factors that might lead a person to behave in a certain way. If we understand

these mechanisms, we can create better interventions that enable long term change and
we can consider how to address disparities and inequalities. Behaviour change can be

applied to a huge number of health outcomes, a few of which I've listed below:

e Public health outcomes (including weight management, smoking cessation, and
other health promoting behaviours)

e Management of long-term conditions

e Pain management

e Stress reduction

- Self-concept — Adults have a need to be seen by others as being capable of self-direction.
Effort should be made to foster a self-directed learning environment through regular
feedback and discussion as well as requests for future learning.

- Previous experiences and knowledge — Adults have a range of experiences and teaching
techniques should reflect this by using discussion and problem solving. Care should be taken
to challenge opinions and not to devalue experience but instead build on this.

- Readiness to learn — Adults are more likely to be ready to learn. From the questionnaire,

most students are ready to learn about behaviour change.
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- Orientation to learning — Adults are motivated to learn due to the perception that the
learning will help them in real-life situations. They learn best when they are presented in the
right context. Examples and tasks should be used. regularly to show how to apply the
knowledge to concepts that are familiar to them.

- Motivation — Adults are likely to be intrinsically motivated but this motivation can be met with
barriers such as negative self-concept, inaccessibility of opportunities and time constraints.
Time constraints specifically were identified as a barrier when arranging the sessions so care

should be taken to ensure all content is useful.

| also used Kolb’s experiential learning cycle (Kolb, 1984) to provide structure to the sessions. In
fostering adequate reflection of both previous experiences and the application of new knowledge,
experiential learning theory suggests new knowledge can be developed. As it was clear from the
gquestionnaire that knowledge was low, | knew that sessions would include an aspect of lecture-style
presentation to introduce the subject and key themes, particularly when introducing any behavioural

models.

Concrete Experience

"Real-life examples, group-based and individual tasks and
discussions"

Active Experimentation Reflective Observation

"Encourage students to reflect on where "Class-based discussion and questioning
learning can be used" learning throughout"

Formulation of Abstract Concepts
"Talk through theory and providing examples"

Figure 3. Kolb’s experiential learning cycle (Kolb, 1984), including summary of how each stage was

implicated into session planning.

Firstly, | decided that all sessions would use relatable examples and would also include an element
of individual or small-group-based tasks. This would foster discussion of personal experiences and
allow for a self-directed learning environment. It would also take into account that quieter voices

could be heard, allowing for all students to input their own experiences into the session.

Secondly, | would foster class-based discussion. This would introduce a second level of reflective

observation and it would reinforce how the information could be applied to different experiences. |
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would use questions where possible to encourage reflection to take place within the group and guide

them in the right direction where applicable.

Thirdly, as before, | would ensure a mix of lecture-style presentation both before and after tasks, to
provide context and to reinforce the “need to know”. Effort would be made to keep these as short as

possible, whilst considering the amount of information that was to be relayed.

Finally, | would encourage active experimentation through the suggestion of further reading, use of

case studies and application of knowledge to their own challenges.

Online learning
Another important factor to consider was that sessions could only be provided online. | identified

several barriers and facilitators:

Facilitators Barriers

aids, such as sticky notes.

Breakout rooms can facilitate group-based tasks | Inability to easily provide visual and tactile learning

to a task. software.

Annotate function allows facilitator to “write on a | Inability to see all learners at once due to

board” and allows multiple students to contribute | limitations provided by video conferencing

resources technology

No paper and physical handouts, saving | Poor internet connectivity and lack of suitable

Ability to record sessions (with permission) to
upload for those unable to attend and for future
reflection

Ability to have more notes — this could be both a
pro and a con as it could benefit what the facilitator
can remember but it could also make the sessions
too structured and robotic

Table 1. Barriers and facilitators to learning in an online environment

Building and delivering the series

As sessions were built and adapted alongside delivery, outcomes of discussions and learning
experiences could be reflected in future sessions. Learning outcomes were explained at the start of
each session and recapped. Learning outcomes broadly remained similar but were modified for
sessions three to five due to time constraints and the nature of content. Final learning outcomes and
content design and delivery are explained below. Slides from each session with links to video

recordings can be found in Appendices B-G.

Session One - Introduction to Health Psychology

- To understand what Health Psychology is and where it is used.

- To know what a health behaviour is.
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- To understand some barriers and facilitators to carrying out a health behaviour including

how barriers including socioeconomic differences can impact.

Session one started by defining Health Psychology and where you might find a Health Psychologist
in practice. From experience, health psychology is still little-known, so | thought it important to
provide this. | wanted to establish previous experiences and knowledge and see how the group
worked together so set a task to note known heath behaviours together. It was clear that there was
some initial understanding of what constituted a health behaviour, and | was pleasantly surprised at
how interactive the group was. From experience, it can sometimes be challenging to get most
members of the group to speak up in group-based activity and | think that by allowing students to
use the ‘annotate’ function, they could answer anonymously. This could have negated any worries

of being seen as less knowledgeable and for me, this function is definitely a strength of online

{
What is a health behaviour? ul

An activity undertaken by an individual for the purpose of maintaining or enhancing their health,

learning.

preventing health problems, or achieving a positive body image

mindfulness

brushing teeth/hygiene

learning or building capacity GP visits/health visits

wakikoaome trying new things
watching comedy monitoring your own data

Figure 3. Outcomes of group-based task

This session also covered barriers and facilitators to health behaviours, including a focus on
socioeconomic differences, adverse childhood experiences and personality. This was to provide a
base in which to build information and knowledge that would ultimately be referred to throughout

the rest of the series.

A realisation from this session was that | had failed to account for lateness, introductions and
general chat. | had planned a one-hour session, including only lecture style delivery and three
group-based tasks. | allowed some time for students to take a personality test in order to make the
content more relatable. This was met positively and led to a lot more discussion than | had
anticipated and | was also faced with some technical difficulties. This meant that the lecture-style
parts of the session felt extremely rushed, particularly near the end, and | ended up negating a
group-based task encouraging active experimentation in favour for fast-paced information delivery.
Though | did explain the task and suggest that students took the time away from the session to
reflect, this, to me, was unacceptable. | therefore modified the following sessions, planning for

around 40-45 minutes for delivery and allowing more time for discussion.
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Session Two — Introduction to models of behaviour change

To understand the basics of three theories of behaviour change:

e The Health Belief Model
e Self-determination theory
e COM-B Model

Session two built on session one by introducing a few models of behaviour change briefly. | was
initially going to introduce the Health Belief Model (Rosenstock, 1974), Self-determination Theory
(Deci & Ryan, 2008), the COM-B model (Michie, Van Stralen, & West, 2011) and the Theory of
Planned Behaviour (Ajzen, 1991), but as | started building the sessions this felt too much,
especially with the reduced time. | chose to remove the Theory of Planned Behaviour as it was a
model that was less familiar to me than the others and it consisted of more layers so would have

required more time.

| was nervous for this session as | had focused so much on how information-heavy the first session
was. | was concerned about drop out because of this. However, | recognised this as an opportunity
to improve. To ensure | had prepared with enough time and that there were no obvious questions
or opportunities for discussion that | had not identified, | delivered the session to my partner who

does not come from a health or psychology background.

For the session itself, | ran through each theory by introducing the concept with the basic model,
then explaining further using relatable examples (see figures below) to support orientation to
learning. This was also something that | had learned would be useful from experience. Due to time
constraints, | didn’t include a task for self-determination theory but | did refer students to further

reading if they were interested in learning more.

Individual Modifying tactors Likelihood of action
perceptions Demographics

* Disproportionate effect on older Perceived benefits vs perceived
people, people with pre-existing barriers
conditions and BAME Benefits Barriers
communities «  Not catching COVID * Can'tsee famil
Perceived susceptibility/ + Location «  Not spm:lf'lg friends/ m,,unzl
severity + Personality COVID to others + (Can’t earn money
“I'm young and healthy, it « Beliefs * Lockdownstopped + Masksare
won't affect me” uncomfortable
“It’s just the flu”
“It has a 99% survival rate”

“Over 42,000 people in the UK Perceived threat
have died from COVID-19"
“Almost 50% of all deaths
were in people >75"

Cues to action
Daily Figures
Local Lockdowns
Being contacted by track and trace
Seeing others socially distance

Likelihood of
behaviour

Figure 4. Applying the Health Belief Model to social distancing during the coronavirus pandemic
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Amotivation

People not
taking any
external
demand

“Fm not going
to run, | can’t
and it’s
pointless”
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External
Regulation

People
participating in
an activity
because of
external forces

“1 run because
my doctor told
me that | have to
exercise”

Introjected
Regulation

People taking in
an external
demand, but not
accepting it as
their own —they
go along with a
task because they
think that they
should

“I run so people
think | am fit”

Identified
Regulation

People accepting
the importance
of the behaviour
for themselves
and their values

“I should run
because it is
important to me
to feel fitter”

Integrated
Regulation

People
integrating a
behaviour with
their sense of
who they are- a
behaviour
becomes truly
autonomous

“l am a runner
because it is
good for my
LEELGET
mental
wellbeing”

Figure 5. Explaining the spectrum of motivation using the example of running

Capability

If | am able to ride a bike...

If | feel comfortable cycling...

Motivation

Opportunity
If | own a bike...
If | have the time...
If | have a companion...

Figure 6. Applying the COM-B model to riding a bike

Behaviour

Intrinsic
motivation

People engaging
in a behaviour
simply because
they enjoy it in
itself

“l am a runner
because | enjoy
the runner’s
high”

This was also the first session in which | used breakout rooms to encourage smaller group

discussion. This task involved reflection on how the Health Belief Model could be applied to

different circumstances and | found it interesting and rewarding that students were referring to
differences discussed in the previous session. | found that breakout rooms worked well, but

students needed a little more time as not all managed to run through the model.

The second task involved discussing where they had seen successful examples of different
intervention functions in real life events and interventions. | decided to do this task as a whole
group, annotating as answers were discussed, but it turned into more of a discussion on why it had
been used successfully instead of how. | saw this as an opportunity to foster a self-directed
learning environment and didn’t redirect this back to the initial task. | think this is an example of why
lesson planning shouldn’t be to a strict schedule, especially within a group of adults with knowledge

and previous experience.

| ran out of time again, rushing the final couple of slides slightly. | understood that | still needed to

improve on the balance between lecturing and interactive teaching but, again, | needed to
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introduce three new concepts so it was important to talk more. | think if | had a chance to re-plan
and re-deliver session three, | would have either split it into separate sessions or removed another

theory to allow more time for reflection and discussion whilst remaining in time limits.

Session Three — COM-B model session one

- To understand and identify a target behaviour using the COM-B model.

- To identify suitable intervention functions to move forward.

Session three originally aimed to introduce the COM-B model in more detail. When | started to create
the session | realised that the process of creating an intervention was too large for one session so |
modified the learning outcomes of sessions three and four to include application of the intervention
as a two-part series. This didn’t move away from the original learning outcomes much but instead

gave some more structure to the sessions.

The session started with a brief recap of the model from the previous week followed by an
introduction to the APEASE criteria (Affordability, Practicability, Effectiveness and cost effectiveness,
Acceptability, Side effects/ safety and Equity). | chose to introduce these criteria earlier as | felt that
they needed to be considered at every stage, particularly for the cohort, consisting mainly of Project

Managers overseeing innovations into the NHS.

The rest of the session covered the first two stages of the model, leaving stage three to its own
session. | did this as | knew that the group wanted to understand more about behaviour change
techniques specifically from the initial questionnaire and because they can be used more briefly

where time is of issue.

As the use of annotation in the first session provoked positive discussion, | chose to run the first task
as one group. The task itself didn’t provoke much out-loud discussion but all students took part,
coming up with a number of suggestions. | explained the difference between deficits leading to the

behaviours and the behaviours themselves and verbally checked their understanding to confirm this.
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2. Selecting a target behaviour
“Behaviours are part of a system”

Shops providing
affordable healthy
food

Patient's food

choices Health professionals

providing correct advice

Figure 7. Outcome of group-based task

As | moved through each stage, there was some valuable reflection from one of the students who
wanted to apply the model to effect system change on behaviours that weren't related to health.

Though it didn’t evoke discussion through the rest of the group, it felt beneficial to discuss this.

The second task of the session asked the group to identify deficits in capability, opportunity and
motivation. To get around the issue of time constraints hampering open discussion in breakout rooms
as identified previously, | split the group into three and assigned each group different components
which | think worked well. However- as they focused mainly on one aspect, they didn’t always
consider the others and whether their own suggestions could apply elsewhere. Despite this, the
group discussion was a chance for more reflective observation which solidified where each
suggestion could sit. | used annotation to turn the screen into a whiteboard so that everything could
be seen clearly as we moved through the task.

CAPABILITY OPPORTUNITY

* Lack of awareness of range of fruit « Avalability of healthy foods to buy
and vegetables locally

* Current eating habits
* Mental Health

Figure 8. outcome of breakout room task using annotation
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Completion of this task took longer than | had allocated time for and | ran out of time to cover all of
the learning outcomes of the session. However, as the group was engaged in relevant conversation,
it felt wrong to move on to rush so | suggested that this be covered in the fourth session. | asked for
suggestions of specific components to address in the following session to make it more relevant and

self-directed to the group and psychological capability was identified at this point.

Session Four — COM-B model session two
- To identify suitable intervention functions and policy categories for an intervention.
- To understand and identify suitable behaviour change techniques.

- To understand and identify a suitable mode of delivery.

Planning session four was complicated as | had to squeeze in the delivery of content on
intervention functions to make up for time lost in the previous week. As the session relied on the
outcome of the previous week’s task, | reintroduced what we had discussed initially. | identified

three deficits, including one within psychological capability, to move forward.

| continued to use the deficits and real-life examples to explain concepts introduced throughout
stages two and three of the process but this session included a lot more talking than | would have
liked. I think if | had a longer or extra session, | would have been able to spend more time on
practical aspects. | also think that this stage showed flaws in online learning, as in a face-to-face

session | would have used worksheets and less text-heavy slides (see Figure 9).

1. Identify intervention functions

Intervention Functions

Does this meet the APEASE criteria?

Education

COM-B component

Prychological apakility
{knowledge of importance of
fruit and weg intake)

Policy categories

Communicationf marketing

e

Guidelnes

e

Regulation

Mot practicable far this tamget group

Legisiation

Mot practicable far this tamget group

Service Pravision

Mot suitable for this comparent

Training

sustomiatic Motivation {bad
habits)

Guidelnes

Fiscal Mieasures

s
Mot practicable For this tanget group

Regulation

Mot practicable For this tanget group

Legisiation

Mot practicabbe for this taget group

Service Provisicn

e

Modelling

Automatic mothation [bad
hahits]

Cammiunication marketing

e

Service pravisian

Mot in this context

Enablement

Psychological Capabiity
{knowledge of importance of
ruit and weg intakie)

Automatic Motivation {habits)

Piyshca | Oppoetunity {lack of
ftime]

Guidelnes

e

Fiscal Mieasures

Mot practicable For this tanget group

Regulation

Mot practicable For this tanget group

Legizlation

Enviranmental social planning

Mot practicabls For this tanget group
Yes

Service Pravision

es

Figure 9. Working through a worksheet- an example of a text-heavy slide.

The use of matrices and worksheets received some negative feedback, with one participant saying
that they were struggling to keep up, though they did say that they found the content relatable to
what they were currently working on (this participant was absent for the two previous sessions).

Providing worksheets before was something | had considered, but from a previous teaching series
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in which | had done the same, when | brought up the worksheet the students hadn’t read the email
and so hadn’t brought the sheets along. Potentially in the future it could be something that |
introduce at the start, advising students to look out for worksheets, but | would also have to
consider either availability of printing facilities or the difficulty of flipping between screens. | did,
however, provide a breakdown of behaviour change techniques (see Appendix H) which | shared

mid-session.

Though session four wasn’t the final session, as it was the last face-to-face session and the last on
the COM-B model, | provided a summary of the previous sessions and asked if there were any
questions on the series to date. Some students wanted more information for them to research further
in their own time which was valuable to me as it meant that | had managed to engage them enough
to want them to know more. There was also reflective observation at the end within the group around
how behaviour change fits within their own work and within culture change. | opted to send an email
after session five with links to all sessions, useful worksheets and tables and further reading (see

Appendices I-L)

Session Five - Evaluating the effectiveness of an intervention (provided as a pre-recorded
video)

- To understand the concept and domains of the Theoretical Domains Framework.

- To understand methods to evaluate an intervention.

- To understand what can influence reliability of an evaluation.

The final session was provided as a pre-recorded video. | added the Theoretical Domains Framework
to the session to complement the COM-B model as an optional step should the students want to

understand more. The framework was introduced and domains were explained using an example

that was used in previous sessions:

TDF — Psychological Capability

An awareness of the
Knowledge existence of something

Skills (cognitive and An ability acquired
interpersonal) through practice

. An ability to retain
Memory, attention and information, focus selectively

decision processes or choose between two or
more alternatives

Behavioural Regulation Aimed at managing or
changing actions @

Figure 10. Introduction of theoretical domains using examples
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The second part of the session focused on how to evaluate an intervention and included a brief
introduction as to why it would be helpful for them to evaluate systematically, time periods for
measures to be taken, interacting factors and biases to consider and types of self-reporting measures
that could be used. This completed the final stage in understanding behaviour change theory,

applying it to interventions and considering evaluation.

The video was uploaded to YouTube and shared. Analytics show that this session wasn’t well
attended. Though it was less than 25 minutes in length, there was no interactivity and no
accountability to be there in person for a session. As it was pre-recorded, there was also no set time
to attend so could get pushed aside. However, it can also be said that pre-recorded sessions allow
more flexibility in that a student can learn when and at the pace that they want (Luongo, 2018;
O’Callaghan, Neumann, Jones, & Creed, 2017).

Another factor that may have influenced attendance here was time. For the first four sessions,
students had time set aside in their working day to attend the sessions. However, this time was not
available for the final session which is why it was pre-recorded. Though | was aware that students
were still able to watch in their working hours, other work may have taken priority over this. This is
supported by the literature, where videoconferencing methods to CPD can act as a barrier to learning
as it does not allow prioritisation over other workplace demands (Ducat, Burge, & Kumar, 2014).
Although the face-to-face sessions were still provided online, the physicality of a live session as

mentioned earlier may have increased accountability.

Although in this case holding the final session as a pre-recorded video was inevitable, | would avoid
this in future and treat anything similar as additional learning materials for those who wish to learn
more. If this was unavailable, | could use more interactive tools such as quizzes and worksheets,

however my issue was that the video wasn’t accessed in the first instance.

Evaluation

In order to provide a thorough evaluation of the series, | used a combination of student feedback
surveys, detailed feedback and self-reflection. Content was also checked by my doctoral supervisor

before each session and video recordings were shared after completion.

Student Feedback

In total, 11 students responded to the questionnaire before the sessions and seven after. The survey
afterwards asked the same two questions as before, “How would you describe your knowledge of
health behaviours?” and “How would you describe your knowledge of behaviour change
techniques?”. Average rating for question a) rose from 4.4 to 7.7 and average rating for question b)

rose from 4.5to 7.7, showing an increase in knowledge and/or confidence as a result of the sessions.

The survey also included a matrix of statements in which students were asked to rate the extent to
which they agreed on a scale of five (see Table 2.) and three further questions: “What is the biggest

thing that you have taken away from the series?”, “Is there anything you will do differently as a
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result?” and “How could this series have been improved?”. There was also a space for further
comments. For full survey and results see Appendix M.

Table 2.

Results from question four in feedback survey

Strongly Slightly  Neither Slightly  Strongly

agree agree agree disagree disagree

nor
disagree

The content was interesting 6 1

The content was easy to 5 1 1

understand

The sessions were engaging 4 3

The subject was relevant to me 5

The delivery of the sessions was 6 1

effective and clear

The objectives of each session 6 1

were clearly identified

The objectives of the sessions were 5 2

met (if not, please explain below)

The host was clear and easy to 6 1

understand

There was a suitable level of 6 1

interaction

There was one response within the matrix where eight of nine checkboxes lay in ‘strongly disagree’
and one in ‘slightly disagree’. They had provided no further feedback. However, | saw this is a
misread of the question as | had received no negative feedback throughout the sessions from all
students, no further feedback privately and all other students rated on the other end of the scale. For

this reason, | have reversed the responses in the table.

Written responses to other questions were positive, with students generally enjoying the sessions
and finding what they had learned to be useful. Students had intentions to use the sessions to

improve their work-related planning and in their own life in one case.

Some students felt that the time constraints were an issue and wanted more time to run through the
sessions. One participant wished for the sessions to be delivered slower and in less detail to facilitate
absorption of the content. Whilst | agree that more time was needed to cover the material and | had
identified this myself at the start of and throughout the series, | did see some room for improvement
in what | did with the time | was given. | understand that time will likely be a barrier for adult learning,
particularly in the course of employment, and | shouldn’t neglect quality of content to fit in all of the
information that | want to cover. Adults attending a short course in behaviour change won’t be
expecting to be experts and | want to acknowledge this for future teaching opportunities. | think |
could have either covered one less model and split the COM-B model into three sessions, removing
evaluation as a learning objective; or removed session two entirely and just covered the COM-B

model.
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| asked for some more detailed feedback from one student with whom | had arranged the sessions

and who had provided me with teaching feedback previously. Her response can be seen below:

“I have really enjoyed working with Kate over the past months this is due to the enthusiasm,
passion and knowledge Kate brings to each session. Kate has been able to provide exciting and
interactive content that has intrinsically motivated participants. Kate is competent in using online
platforms to teach and has developed a good flipped teaching style.

Kate has supported and tailored the needs of the organisation within her lessons and brought
the context back to the relevance of the participants. Kate’s resources allowed participants to
delve into content and work at individual pace. The resources will be a great asset to the
learning of the organisation. Each session was successful in meeting the anticipated learning
outcomes. The programme was sequential and each session started with an appropriate recap

of the last checking learning throughout.”

Ongoing Feedback

As well as requesting feedback via survey completion, | made sure to recap and check understanding
throughout. This was done using tasks and discussion and by asking students if they understood the
content after delivering an information-heavy slide. Though | understood that students might not
always speak up if they were struggling, | wanted to give extra time and opportunity and there were
times in which students did ask questions.

Final Thoughts

The interactivity of a few members of the group was valuable and helped my confidence as a
teacher. The fact that they were outwardly reflecting and saying how they would use the knowledge
was rewarding. Students can benefit from group reflection and peer challenge of the learning
process (Adelopo, 2017). Their reflection also helped me to reflect on my own teaching and how |
could have made the sessions more relevant to the group to begin with. | noted that some
questions and ponderings across the sessions focused on how content | was covering was
transferrable to their role in effecting system change and adoption of innovations. Though my role
was to introduce health psychology, | could have used more examples that were relevant to them
as providing context to learners is important in identifying their knowledge deficits and increasing
motivation to learn (Cooper & Richards, 2017). However, the risk here would have been that the
connections may have been less obvious as this would have meant focusing less on more simple

health behaviours.

To improve the sessions, | could use both an example of a health behaviour relevant to their own
life and one relevant to their role of supporting innovation and systemic change. As time constraints
were identified as an important limiting factor, for this to be effective, | would need to arrange more

time if these sessions were to be repeated with similar groups.
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Another challenge of this experience was constraints provided by lockdown and the use of video.
The biggest challenge was that, especially when slides were ‘projected’, | couldn’t see faces and it
was hard to gauge interest and understanding in the subject matter without this. My experience is
echoed in the literature, where Luongo (2018) looked at educators’ experience of online learning.
Some students saw a lost human connection and one expressed that human emotion and body
language can be lost in an online environment. However, it's worth noting that this study also saw
positives in the experience and found that it helped other students to express their opinions where
they otherwise wouldn’t do so. Although | got around this somewhat through using tasks and
asking questions, and Zoom has a “raise hand function”, | think it would have been easier to read

the room if it were in person.

Teaching in a pandemic using online learning tools also came with its positives. A feature of online
learning | found useful was the “annotate” function. Fostering group discussion was important in
creating a collective understanding of the topic (Mercer & Howe, 2012) and this tool allowed the
class to contribute to shared tasks in a way that | possibly wouldn’t have considered doing had it
not been for the situation. This meant that students who otherwise wouldn’t have contributed were
able to put forward answers anonymously, which, as mentioned above, has been echoed in
literature (Luongo, 2018). Though this meant that | didn’t know if someone wasn’t contributing to
the task and so | couldn’t tell if there was a lack of understanding, | think it was a novel

replacement of brainstorming and fostered self-concept through group reflective observation.

Another positive of using video learning which could be unhelpful to future teaching was that | was
able to have more notes with me than | could have had in person. | was conscious of this and tried
to deliver the session as naturally as possible using extra examples which, looking back at footage,
I am happy that | was able to. | think if | had fewer notes, | could have delivered the session in
more of a reactive way to the group discussion and if | have this opportunity again, this is

something | will try to do differently.

A final benefit of delivering sessions online was the ability to record and upload the sessions. | saw
this as beneficial for the cohort as recordings can help students to recap where information is not
comprehended fully (McCredden & Baldock, 2009). It also meant that those unable to attend could
catch up. It was of benefit to me as | was able to watch myself back and understand the strengths

and weaknesses of the session to see where | could improve.

In general designing and delivering this teaching series possibly helped me to learn more than the
students themselves. It helped to consider learning theory and building the sessions increased my
own knowledge in the subject. Increasing this knowledge- both through researching for content and
through my own self-reflection with the cohort- increased my confidence in delivering training, and
a valuable lesson | have learned in this process is that | don’t have to know everything to provide

an informative and engaging teaching series.
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Appendices

Appendix A

Initial Questionnaire Responses (Q4 and Q5)

Q4. What are you hoping to gain from these sessions?

Q5.

=

9.

10.

11.

Understand bh in health scenario

I would like to gain a better understanding of current health behaviours, behaviour change
tools and also develop the approach to supporting change, not just within projects but also
in my own approach.

Greater understanding of behaviour change in myself and others

I am hoping for any insight to assist with the longevity of my working in a positive frame of
mind, and to support me when | am facilitating workshops

Expand knowledge to help engagement with both patients and staff to progress positive
behavioural change.

An understanding of the subject areas and techniques available.

| am just really interested in psychology and specifically behaviour, | have no specific
hopes, just interested to learn more.

I would like to become more knowledgeable about behaviour change and how to enable
action... | talk a lot about change management and understanding change, but | know | can
learn more about better language to use with people | am coaching. Coaching is all about
helping people think metacognitively, so I'd love to know more about helping them to take
action.

Understanding of behaviour change theories and principles- and how these translate into
the healthcare setting.

Better understanding of techniques and how this can be shared with SME who are working
in the health and social care settings.

General knowledge about behaviour change techniques and how to apply them.

Is there anything specifically you want to learn?

No

If what I've done previously for behaviour change around transport/travel is transferable to
health.

How to positively approach behaviour change when there are different styles and
approaches across one group.

How behaviour change methodology can be used to help in disease prevention and
population health applications.

| am really interested in Neuro-linguistic programming right now and would love to know
more about that. Also, | have read about changing habits but I still have a hard time getting
through the "21 days" to change part.

Techniques for successfully delivering business change in the current ‘remote' working
environment.

No.

No.
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Appendix B

Session one slides

Learning Outcomes

n
4

hology

|

Learning outcomes — session one

* To understand what Health Psychclogy is and
where it is used.

* To know what a health behaviour is

* To understand some barriers and facilitators to
carrying out a health behaviour including how
barriers including sociceconomicdifferences can
impact

hat is health ps
Analysis and
Promotion impravement
.and of the
maintenance healthcare

of health Where can system and

THOUGHTS health policy

—— you find
Health
Psychology? e

TR ; Prevention for those who
METIENS : of liness areill or
disabled

‘Wha

What is a health behaviour? Maintaining a holistic approach to mental health

I @ - —
® - e ./ ™~

Key is adapting a new behaviour and maintaining it long-term.

Barriers and Facilitators Socioeconomic Differences

Physical environment

Social norms

Cost of health protective behaviours

Availability of time

Life Stressors

Awareness of influence of lifestyle on health

Lack of perceived control

Expectation of a shorter life span

Higher likelihood of 4 or more ACES
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Learning outcomes — session one

* To understand what Health Psychology is and
where it is used.

+ To know what a health behaviour is

¢ To understand some barriers and facilitators to
carrying out a health behaviour including how

barriers including socioeconomic differences can
impact

101



1.2 TEACHING AND TRAINING CASE STUDY

Appendix C

Session two slides

Learning Qutcomes

Egi
g
Introduction

del: | he beha

The Health Belief Model

Learning outcomes — session two

Individual
perceptions

Medifying factors

+ To understand the basics of three theories of Likelihood of action

behaviour change:
* The Health Belief Model
= Self determination theory
« COM-B Model

Percelved

How can the Health Belief Model be used to
understand mindfulness practice?

Individual
perceptions
Percaivad benefits vs perceived
barriers Individual
perceptions

Modifying factors Likelihood of action

Benaits
percelved susceptibllity/
v * cawteammoney

+ Beliefs * Lockdownstopped +  Masksare
uneamfortable

“I'm young and heat

threat

Percelved threat

Cues to action

Likelihood af
behaviour

Autonomous motivation

The activity itse

Assumes by nature people are active and
self-motivated but they can become passive

What is self-
determination

and disaffected.
SDT accounts for the different types of

motivation which result from interaction
between inherent active nature and the
social environments that support or thwar!

theory?

Amotivation External
Regulation

Introjected
Regulation

People takingin

“Fm not gaing
1o run, | can’
andit's
pointle me thatlhaveto  should
exercise”
“ run so people
think 1 am fit"

Identified
Regulation

People accepting
the importance
of the behaviaur
for ther

and their valu

“I should run
because itis
importantto me
to feel fitter”

Integrated
Regulation

People
integratinga
behaviaurwith
nse of
0 they are-a
behaviour
ruly
autonemot

“Iam a runner
because tis
good formy
health and
‘mental
wellbeing”

Intrinsic
motivation

People engaging
in a behaviour
imply because
they enjoyitin
itself

“I am a runner
because | enjoy
the runner’s

high”

Reduced
likelihood
of burnout

Decreased
cngarette use
and
increased
vitality

Increased
needs Increased
satisfaction at physical
work activity
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The Three Basic Psychological Needs e pEAE S

People need ta learn and master different skills. When people feel like they have the skills needed, they are more
likely to take actions to help them achieve their goals.
Q
Competence g Autonomy e L )
People need to feel People need to feel in People need to experience a
confident that they have the control of their behaviours sense of belonging and
skills needed. and feel a sense of choice. attachment.

Relatedness

Autonomy

People need to experience a sense of belonging and attachment

People need to feel in control of their behaviours

* There are different types of motivation —
autonomous and controlled

« Type of motivation is more important than
the amount of it in pi ng outcon

« The process from controlled to autonomous

tudy undertaken by
1 is called internalization.

hers in health psychology and
. implementation science
What is the

* Evaluated existing frameworks and created
COM-B model?

one that covered mare functions and

itate autonomous motivation, the

* Individual differenc

* Introduced in 2011
and nomi
factor:

hould also be considered.

COM-B model

COM-B model

* Inner circle/ hub = sources of
behavior that cause and maintain
change/ prevent change

* Middle Circle = Intervention
Functions

* Outer Circle — policy categories

Opportunity

COM-B model

S T
~ \
or social context be. " opportunity? | understanding? stimulate feelings or initiste action?
Rk g \
\
\
\ \ A
o iy,
W B G 3 -
aspiretep ""““-'--aﬁwm,mmr

Motivation

o
L
h""m""»eq' >,

°"°'«.',,'/

| How can we teach skills?
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orsocialcontextbe . opportunity? | understanding? timulate feelings orntisteaction?
changed? 3 \ B .
e \ PO|IC\/ categories
h Prohibiting sales of | Providing
alcohol to under | Informationon Adding images to
N 18 | good sleep hygie clgarette packets
Adding on-screen N
prompts for GPs to Creating documents
ask about stress

"l of
‘M,.,,\w‘ that recommend,
mandate practice

Designing/ cantrollingthe
physical environment

Canwe L g0
N ard e
pieray PG ORI or
toto—] Using print, electronic,
telephonicor
broadeast media

Smoking cessation
vouchers Increasing or reducing
financial cost through tax

Sharing storles

Making or changing
Sugar tax

Gon

laws
- Establishing rules or
o B e crp t
o Tooching m‘””'@:r:"%e . principles of behaviour/ _ »
et B vz oty practice i Servce prei® Deliveringa service
e Encouraging | techniques oy =
o / - -
o alking meetings | pow can we teach skils?

(.2, support services)

Learning outcomes — session two

* To understand the basics of three theories of
behaviour change:
* The Health Belief Model
+ Self determination theory
+ COM-B Model
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Appendix D

Session three slides

EQE
w An
Introduction

to Health
Psychology

h- ru‘Th

COM-B model

Learning outcomes — session three

= Inner circle/ hub = sources of
behavior that cause and maintain
change/ prevent change

+ Middle Circle = Intervention
Functions

* To understand and identify a target
behaviour using the COM-B madel

* To identify suitable intervention
functions to move forward

= Outer Circle — policy categories

COM- Bmode\ COM-B model

A frordability

P racticability

E ffectiveness (and cost effectiveness)
A cceptability

S ide Effects/ safety

E auity

COM-B model

Stage 1: Understand the behaviour

| Healthy eating

- Define the problem in
behavioural terms
- Select target behaviour
- Specify target behaviour
- Identify what needs to change

At home, at work, social situations, out

Where does this behaviour occur?
and about

What behaviour?

Who is involved in performing the

Adults with a high cardiovascular risk
behavi

2. Selecting a target behaviour

2. Selecting a target behaviour
“Behaviours are part of a system”

k"‘""‘:“’:l’:ﬁ * How much of an impact will changing the behaviour
able healthy i
food have on the desired outcome?

* How likely is it that the behaviour can be changed?

Health professionals * How likely is it that the behaviour will have a positive
providing correct advice 5 &
or negative impact on other related behaviours?

* How easy will it be to measure the behaviour?
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2. Selecting a target behaviour

I target

Eating mare healthy
ods

Eatingless

unhealthy foods

Very promising

Impact of behaviour

promising

unpromising

Very promising

Cutting out sugar

Very promising

unpromising

unpromising

Very promising

Buying heart
healthyfood

Record final target behaviour here:

Rate

promising, very pramising

COM-B model

Opportunity

COM-B model

e 1: Understand the

3. Specify target behaviour

Who needs to perform the behaviour?
Patients with elevated cardiovascular risk

STAGE 1: Understand the behaviour

What does the person need to do differently?
Eat more fruit and veg each day

When will they do it?

At meal times

Where will they do it?

At home/ at work/ out socially

Specify target behaviour

Identify what nee

How often will they do it?
Every day

With whom will they do it?
Alone/ with household

CAPABILITY OPPORTUNITY MOTIVATION

Identify intervent|
optio

- Intervention function
- Policy Categol

A ffordability

P racticability

ion

E ffectiveness (and cost effectiveness)

A cceptability
S ide Effects/ safety

E quity

* Lack of awarenessof range of fruit .
and vegetables

ity of healthy foods to buy
locally

* Current eating habits
+ Mental Health

Incentivisation
Environmental
restructuring

Enablement

Education
Parsuasian
Coercion

Restriction
Modelling

Physical Capability

Psychological
capability

Physical opportunity

Social appertunity

Automatic motivation

Reflective motivation

1. Identify intervention function

meet the APEASE criteria?

Intervention Functions

Education

Persuasion

Incentivisation

Coercion

Training

Restriction
Environmental Restructuring

| Madelling

Enablement

Learning outcomes — session three

* To understand and identify a target
behaviour using the COM-B model

* To identify suitable intervention
functions to move forward

@
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Appendix E

Session four slides

Learning Outcomes

Egi
g
Introduction

to Health

CAPABILITY OPPORTUNITY MOTIVATION

Learning outcomes — session four

Lac . v .
vegetables * Cancerns over cost * "l don't need te sat that many vegetables”
Lack tood . Lk .
sroups 5
. + Childhood experiences with food cause
* To identify suitable intervention relniomsip wihoat + Lackottie toprepare heaithy oo
Pacr mental stamina + Nocantrel over decsion making for fod shop/

functions and policy categories for an
intervention

relationship with body image

+ To understand and identify suitable
behaviour change techniques

. . + Poar eating habits
. i i . othe + bental eaith

* To understand and identify a suitable haalth conditicns] + Sorialite focuses an esting meslzouta lot + Supermarket deals on unheal

Childhaod experiences with foad + Useof sugsr/indulgent foods

mode of delivery

+ Plckyaating behaviours {e.g. doesnit ke
wagstables)

CAPABILITY OPPORTUNITY MOTIVATION

Unaveare of mportance ofsstingrufveg
Lack of time 1o prepare heatthy food rvention
Poar euting habits

§ I

c 5 c 5E
5 ] E c s £ 5 2 - e c
= El Z £ g £€ = § ] < g
3 g £ g 2 - S ] s o]
g 2 § 5 § SE H 8 ] H g
COM-8 components | 5 < £ 5] & & e = COM-B components | T 5 2 g &

Physical Capability

Psychalogical
capability

Physical oppertunity

Physical Capability

Paychol

Physical apportunity

Sacial opportunity socal opportunity

Automatic mativation
Automatic mativation

Reflective motivation Reflective motivatian

1. Identify intervention functions

Intervention Functions COM-8 component/s Does this meet the
APEA!

A ffordability

P racticability Education [ ————r— s
Persuasion Subemalicmothvetion | pror wetinghebitl No - not acceptable
E frectiveness (and cost effectiveness) . .
Wncentisation S Wo—not affordable
A cceptability Coertion -'vlwr("txwlc":wwm"»t‘m in:w acceptable )
Training i fiimaia | ¥es (o physcal apporturity]
e ot s tenten s e
S ide Effects/ safety Restriction Sl oy okl ety o (TP —p———
| sde effects
i Environmental Restructuring e e . oot sfactive
E quity
Modeling [r—————— e
Enablement ; o s e g Tt | ¥
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2. Identify Policy Categories

Incentivisation
Envirenmental
restructuring

Enablement,

Training
Restriction

Palicy Categories

Cammunication/
Marketing

Creating documents
that recommend/
mandate practice

Designing/ contrallingthe
~ physical enviranment

Guidelines

Fiscal Measures
Using print, electronic,
telephonicar
broadcastmadia

Increasing or reducing Regulation

financial cost through tax

Legislation
Making or changing

laws
Environmentalf social

planning

Establishingrules or
principles of behaviour/

eI {e.g. support servicas)
£ R .
H 5 g - 1. Identify intervention functions
3 H [ € B ER- 2 -
Policy Categories 3 B & £ £ 2% E g Intervention Functions  COM. c Does this meet the APEASE criteria?

Communication/
Marketing

Education
[mamiedge
ratandves makal

Guidelines

[y ———

o sumatie For s compenent
[

Traini [y T———)
Fiscal Measures - e

[ e ——

Regulation

Maodelling

Legislation

Enablement

o ot o s gt e
Environmental/ social

planning

[ i prmctcabin o i gt greo

eptickot
P e Ver
Service Provision '

Sarvia ecen e

COM-B model

An active component of an intervention designed to
change behaviour.

), automatic motivation (poor Identify:

) It should be:

be
*  Observable

* Replicable

¢ Irreducible

*  Active within the intervention

2. guideline:

Identify Behaviour Change Techniques

Intervention Functions. COM-B component Most frequentlyused BCT's  Does this meet the APEASE
criteria?

Education [rrm——— oy

Perchological
impariancs o

Pt s

Salf o

Modkliog [P —rr———] | Demmstration of the benour

DEMONSTRATION OF THE [Um——
SELF-MONITORING BEHAVIOUR

ualto establish a method to

Prysical Cpertiy {1 )

Traieg ot Motestion (oad hatits] struction on how 1o perlrm a beharion

Damonstration of he banwsar

ual how best Fediach o e behwwiour

ur Fadlach o bahaiou outcomes

Intervention Strategy

Mode of Delivery

inctio: Policy categori Intervention Strategy

Mode of delivery Does this meet the APEASE

Education Psycholagical Capability Communication/marketing. | Whowilldeliver, how willyou | | F2¢¢ 10 Face | Individual
guidelines use the BCTs? Group )
Distance Population level | Broadcast Media ™v
Training Physical Opportunity | Guidelinesf service provision Radio
Psycholagical Capability Outdoor media Billboard
+ Poster
Modelling i ¢ i L] Print media Newspaper
Leaflet
Enablement Physical Opportunity Guidelines, Digital media Internet
Psycholagical Capability Service provision Mabile app
Autamatic Motivation Individual level | Phone Phone helpline
Mobile phane text
[ Individually accessed computer programme
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Intervention Dimensions COM-B model

1. Content — What was delivered?

2. Provider — Who delivered it?
Psychological capal

3. Setting — Where was it delivered? g

4. Recipient — To whom was it delivered?
5. Intensity — Over how many contacts was it delivered?
B. Duration — Over what period of time was it delivered?

7. Fidelity — To what extent was it delivered as intended?

Learning outcomes — session three

+ To identify suitable intervention

functions and policy categories for an
intervention
* To understand and identify suitable

behaviour change techniques

+ To understand and identify a suitable
mode of delivery
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Appendix F

Session five slides

Learning outcomes — session five

+ To understand the concept and
Framework

Egﬁ ‘
domains of the Theoretical Domains
w An @
Introduction * To understand methods to evaluate
to Health an intervention
Psychology

* To understand what can influence
reliability of an evaluation

SE

S Theoretical
Beliefs abou
capa es

An ability acquired through
practice.

Domains
Framework

Skills (physical)

Behavioural

regulation

Erse) Environmental Reinforcement
contextand resources

TDF — Psychological Capability TDF — Social Opportunity

An awareness of the
Knowledge existence of something

Interpersonal processes that can
lead a person to change their
thoughts, feelings or behaviour

skills {cognitive and An abllity acquired
interpersonal) through practice

Anability to retain Social influences

Memory, attention and Information, focus selectively

decision processes or choose between two or
more alternatives

® o
M I

TDF — Reflective Motivation

- Confidence that things will
Optimism change for the better

Behavioural Regulation Aimed at managing or
changing actions

TDF — Physical Opportunity

Any circumstances of a person’s situation
that encourages or discourages the
development of skills and abilities,

independence, social competence and Social/ professional role and Personal qualities and
A i i f R behaviours of an individual in a
Environmental context and adaptive behaviour identity social or work setting

Acceptance of outcomes of a

Beliefs about consequences behaviour in a given situation

resources -
Acceptance of ability, talent or

Beliefs about capabilities o :
P ! facility to put to constructive use

. . Intentions Conscious decisions to
perform a behaviour
Goals Mental representations of
outcomesto be achieved
Reinforcement response and a .

TDF — Automatic Motivation
stimulus . .
A reaction by I
which a person .
Emotion deals with a -
personally . .

significant matter .

A relationship or
contingency
between the
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Evaluating an intervention

Evaluating an intervention

* Has the intervention had the
outcomes you hoped for?

+ Useful for finding IF effect was
achieved and HOW it was achieved.

* Should be considered before and
throughout the process

Compare

+ Can work backwards to evaluate
effectiveness of existing interventions

Evaluating an intervention Evaluating an intervention

« Consider the APEASE criteria.

+ Make whole intervention person-centred, INCLUDING the evaluation

SELF REPORTING BIAS RECALL BIAS INTERACTING FACTORS LENGTH OF MEASURE NUMBER OF MEASURES

rcaused by a person’s

d for approval/ social inability to a
desirability past event

FORMAT

Evaluating an intervention ) ) ]
Learning outcomes — session five

+ Evaluation should be considered and planned

from the start. l * To understand the concept and
* Multiple measures/ time points where possible. / ‘:0"‘3'”5 0; the Theoretical Domains
ramewor
* Consider the APEASE criteria when planning your - -

intervention too: * To understand methods to evaluate

+ Affordability -~ -~ an intervention

+ Practicability * To understand what can influence
+ Effectiveness and Cost Effectiveness ? | [N reliability of an evaluation

+ Acceptability

Side effects/ safety
* Equity
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Appendix G

Links to session recordings (shared with permission)

Session One: https://youtu.be/LISbAUO4POs

Session Two: https://youtu.be/B3dhkNbG6VA

Session Three: https://youtu.be/W3UHM simnw

Session Four: https://youtu.be/kiLHYWUS6mMY

Session Five: https://youtu.be/H2 PKirPG5Y
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Appendix H

Behaviour change techniques handout

Behaviour change techniques within the behaviour change technique taxonomy

1. Goals and planning
1.1. Goal setting (behaviour)

1.2. Problem solving

1.3. Goal setting (outcome)
1.4. Action planning

1.5. Review behaviour goal(s)
1.6. Discrepancy between
current behaviour and goal
1.7. Review outcome goal(s)
1.8. Behavioural contract

1.9. Commitment

2. Feedback and
monitoring
2.1. Monitoring of behaviour

by others without feedback
2.2. Feedback on behaviour
2.3. Self-monitoring of
behaviour

2.4. Self- monitoring of
outcome(s) of behaviour

2.5. Monitoring of outcome(s)
of behaviour without feedback
2.6. Biofeedback

2.7. Feedback of outcome(s)

of behaviour

3. Social Support
3.1. Social support

(unspecified)
3.2. Social support (practical)
3.3. Social support

(emotional)

4. Shaping knowledge
4.1. Instruction on how to

perform the behaviour
4.2. Information about
antecedents

4.3. Re-attribution

4.4. Behavioural experiments

5. Natural consequences

6. Comparison of
behaviour
6.1. Demonstration of the

behaviour
6.2. Social comparison
6.3. Information about others’

approval

7. Associations
7.1. Prompts/ cues

7.2. Cue signalling reward
7.3. Reduce prompts/ cues
7.4. Remove access to the
reward

7.5. Remove aversive
stimulus

7.6. Satiation

7.7. Exposure

7.8. Associative learning

8. Repetition and
substitution
8.1. Behavioural practice/

rehearsal

8.2. Behaviour substitution
8.3. Habit formation

8.4. Habit reversal

8.5. Overcorrection

8.6. Generalisation of target
behaviour

8.7. Graded tasks

9. Comparison of
outcomes
9.1. Credible source

9.2. Pros and cons
9.3. Comparative imagining of

future outcomes

10. Reward and threat
10.1. Material incentive

(behaviour)
10.2. Material reward
(behaviour)

10.3. Non-specific reward

12. Antecedents
12.1. Restructuring the

physical environment
12.2. Restructuring the
social environment

12.3. Avoidance/ reducing
exposure to cues for the
behaviour

12.4. Distraction

12.5. Adding objects to the
environment

12.6. Body changes

13. Identity
13.1. Identification of self as

role model

13.2. Framing/ reframing

13.3. Incompatible beliefs
13.4. Valued self- identity
13.5. Identity associated

with changed behaviour

14. Scheduled
consequences
14.1. Behaviour cost

14.2. Punishment

14.3. Remove reward

14.4. Reward approximation
14.5. Rewarding completion
14.6. Situation-specific
reward

14.7. Reward incompatible
behaviour

14.8. Reward alternative
behaviour

14.9. Reduce reward
frequency

14.10. Remove punishment

15. Self-belief
15.1. Verbal persuasion

about capability
15.2. Mental rehearsal of

successful performance
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5.1. Information about health
consequences

5.2. Salience of
consequences

5.3. Information about social
and environmental
consequences

5.4. Monitoring of emotional
consequences

5.5. Anticipated regret

5.6. Information about

emotional consequences

10.4. Social reward

10.5. Social incentive

10.6. Non-specific incentive
10.7. Self-incentive

10.8. Incentive (outcome)
10.9. Self-reward

10.10. Reward (outcome)
10.11. Future punishment

11. Regulation
11.1. Pharmacological

support

11.2. Reduce negative
emotions

11.3. Conserving mental
resources

11.4. Paradoxical instructions

15.3. Focus on past
success
15.4. Self-talk

16. Covert learning
16.1. Imaginary punishment

16.2. Imaginary reward
16.3. Vicarious

consequences
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Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to
designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.
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Appendix |

Debriefing email

From: Kate Atherton <kateatherton.healthpsychology@gmail.com>
Date: Fri, 6 Nov 2020 at 14:01

Subject: Session Five

Hi everyone,

As promised, you can find session five of the behaviour change teaching series here -
https://youtu.be/H2 PKirPG5Y

The slides are also attached, as are the empty worksheets and tables.

I would be grateful if you could fill out the feedback questionnaire here (it should only take 5 minutes):

https://www.smartsurvey.co.uk/s/HAFIMN/

For ease of access, you can find all sessions below:
Session One: https://youtu.be/LI3bAUO4PQs
Session Two: https://youtu.be/B3dhkNbG6VA
Session Three: https://lyoutu.be/W3UHM_sImnw
Session Four: https://youtu.be/kiLHYWUS6mMY

Session Five: https://youtu.be/H2_PKirPG5Y

Further reading
Self-determination theory (including lots of research!) - https://selfdeterminationtheory.org/research/

You can find more information on the behaviour change wheel, including a link to the book, here -

http://www.behaviourchangewheel.com/about-wheel

I've provided some examples below of where the wheel has been used in community, workplace and

population health settings, to both create and evaluate interventions:
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Stand More AT Work (SMArT Work): using the behaviour change wheel to develop an intervention to
reduce sitting time in the workplace -
https://bmcpublichealth.biomedcentral.com/track/pdf/10.1186%2Fs12889-018-5187-1

Improving medication management in multimorbidity: intervention using the Behaviour Change Wheel -
https://implementationscience.biomedcentral.com/track/pdf/10.1186/s13012-015-0322-1

Designing an intervention to improve sexual health service use among university undergraduate
students: a mixed methods study guided by the behaviour change wheel -
https://bmcpublichealth.biomedcentral.com/track/pdf/10.1186%2Fs12889-019-8059-4

National policies for the promotion of physical activity and healthy nutrition in the workplace context: a
behaviour change wheel guided content analysis of policy papers in Finland -
https://bmcpublichealth.biomedcentral.com/track/pdf/10.1186%2Fs12889-017-4574-3 ( This paper looks
at existing interventions, so works backwards to understand how they work)

Using the behaviour change wheel to explore infant feeding peer support provision; insights from a
North West UK evaluation -
https://internationalbreastfeedingjournal.biomedcentral.com/track/pdf/10.1186/s13006-019-0236-7

Once again, thank you for coming along to the sessions and if you have any questions, just let me know.
Please feel free to share with anyone who couldn't attend.

Best wishes,

Kate Atherton
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Appendix J

Linking COM-B components to intervention functions

COM-B Intervention functions

Capability

Knowledge Educate about ways of enacting the desired
behaviour or avoiding the undesired one

Skill Train in cognitive, physical or social skills
required for the desired behaviour or to avoid
the undesired one

Strength Train or enable development of mental or

physical strength required for the desired
behaviour or to resist the undesired one

Stamina/ endurance

Train or enable endurance required for desired
behaviour or sustained resistance to undesired
one

Opportunity

Time Train or restructure the environment to
reduce time or demand or competing time
demands for desired behaviour (and additionally
use restriction to reduce undesired behaviour)

Resources Restructure the environment to increase

social support and cultural norms for desired
behaviour (and additionally use restriction to
reduce undesired behaviour)

Location/ physical barriers

Train or restructure the environment to
provide cues and prompts for desired behaviour
(and converse for undesired behaviour)

Interpersonal influences/ cultural
expectations

Restructure the social environment or use
modelling to shape people’s ways of thinking

Motivation

Plans Educate, train to form clearer personal rules/
action plans, and train to remember and apply
the rules when needed

Evaluations Educate or persuade to create more positive
beliefs about desired, and negative ones about
undesired, behaviour

Motives Persuade, incentivise, coerce, model or

enable to feel positively about the desired
behaviour and negatively about the undesired
one

Impulses/ inhibition

Train or enable to strengthen habitual
engagement in the desired behaviour or weaken
the undesired one

Responses

Model desired behaviour to induce automatic
imitation

Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to

designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.

Appendix K

Identifying BCT’s worksheet
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Intervention

function

COM-B

component

Individual BCTs

Does the BCT meet the
APEASE criteria
(affordability,
practicability,
effectiveness/ cost
effectiveness,
acceptability, side-

effects/ safety, equity)?

Education

Most frequently used BCTs:
Information about social and
environmental consequences
Information about health
consequences

Feedback on behaviour
Feedback on outcome(s) of
behaviour

Prompts/ cues

Self- monitoring of behaviour

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Cue signalling reward
Satiation

Information about antecedents
Re-attribution

Behavioural experiments
Information about emotional
consequences

Information about others’ approval

Persuasion

Most frequently used BCTs:
Credible source

Information about social and
environmental consequences
Information about health
consequences

Feedback on behaviour
Feedback on outcome(s) of the

behaviour
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Less frequently used BCTs:
Biofeedback

Re-attribution

Focus on past success

Verbal persuasion about capability
Framing/ reframing

Identity associate with changed
behaviour

Identification of self as role model
Information about emotional
consequences

Salience of consequences
Information about others’ approval

Social comparison

Incentivisatio Most frequently used BCTs:

n Feedback on behaviour

Feedback on outcome(s) of
behaviour

Monitoring of behaviour by others
without evidence of feedback
Monitoring outcome of behaviour
by others without evidence of
feedback

Self-monitoring of behaviour

Less frequently used BCTs:
Paradoxical instructions
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Cue signalling reward

Remove aversive stimulus
Reward approximation
Rewarding completion
Situation-specify reward
Reward incompatible behaviour
Reduce reward frequency
Reward alternate behaviour
Remove punishment

Social reward
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Material reward

Material reward (outcome)
Self-reward

Material reward

Material reward (outcome)
Self-reward

Non-specific reward
Incentive

Behavioural contract
Commitment

Discrepancy between current
behaviour and goal

Imaginary reward

Coercion Most frequently used BCTs:
Feedback on behaviour

Feedback on outcome(s) of
behaviour

Monitoring of behaviour by others
without evidence of feedback
Monitoring outcome of behaviour
by others without evidence of
feedback

Self-monitoring of behaviour

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Remove access to the reward
Punishment

Behaviour cost

Remove reward

Future punishment
Behavioural contract
Commitment

Discrepancy between current
behaviour and goal
Incompatible beliefs
Anticipated regret

Imaginary punishment

Training Most frequently used BCTs:
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Demonstration of the behaviour
Instruction on how to perform a
behaviour

Feedback on the behaviour
Feedback on outcome(s) of
behaviour

Self-monitoring of behaviour

Behavioural practice/ rehearsal

Less frequently used BCTs:
Biofeedback

Self-monitoring of outcome(s) of
behaviour

Habit formation

Habit reversal

Graded tasks

Behavioural experiments
Mental rehearsal of successful
performance

Self-talk

Self-reward

Restriction No BCTs linked to this function
because they are focused on
changing the way that people think
feel and react rather than the way the

external environment limits their

behaviour
Environment Most frequently used BCTs:
al Adding objects to the environment
restructuring Prompts/ cues

Restructuring the physical

environment

Less frequently used BCTs:
Cue signalling reward
Remove access to the reward
Remove aversive stimulus
Satiation

Exposure

Associative learning

Reduce prompt/ cue
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Restructuring the social environment

Modelling Most frequently used BCTs:

Demonstration of the behaviour

Taken from: Michie, Susan, Lou Atkins, and Robert West. "The behaviour change wheel." A guide to
designing interventions. 1st ed. Great Britain: Silverback Publishing (2014): 1003-1010.
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Appendix L
Worksheets from slides

Defining the problem in behavioural terms

What behaviour

Where does the behaviour occur?

Who is involved in performing the

behaviour?

Selecting a target behaviour (rate as unacceptable, unpromising but worth considering, promising,

very promising)

Potential Impact of Likelihood of Spillover score Measurement score

target behaviour behaviour (impact on other | (how easy is it to

behaviours change change behaviours) measure?)

Selected behaviour(s):
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COM-B analysis

COM-B What needs to happen for the target Is there a need for a
component behaviour to occur? change?

Physical
Capability

Psychological
Capability

Physical

Opportunity

Social

Opportunity

Reflective

Motivation

Automatic

Motivation

Behavioural Diagnosis (where are the deficits?):
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Identify intervention functions (see “linking COM-B components to intervention functions” table)

Intervention

Functions

COM-B component/s (as identified in Does this meet the

your com-b analysis and using the APEASE criteria?

matrix)

Education (e.g. Psychological capability
(knowledge of importance of eating fruit/
veg))

Persuasion

Incentivisation

Coercion

Training

Restriction

Environmental

Restructuring

Modelling

Enablement

Selected intervention functions:
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Identify policy categories

Intervention Functions COM-B component/s (as identified in your com-b Policy categories Does this meet the

(identified in previous section) analysis and using the matrix) APEASE criteria?

E.g. education E.g. Psychological capability (knowledge of importance of

fruit and veg intake)

Selected policy categories: Communication/ marketing, guidelines, service provision
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Identify Behaviour Change Techniques (See “BCT taxonomy table” “identify BCT’s” table for most

frequently used)

Intervention

Functions

E.g Education

COM-B component

E.g. Psychological capability
(knowledge of importance of

fruit and veg intake)

Most frequently

used BCT’s

E.g. information about

health consequences

Prompts/ cues

Does this meet
the APEASE

criteria?

Selected BCTs
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Identify Mode of Delivery

Mode of delivery Does this meet the APEASE

criteria?

Face to Individual
Face

Group

Distance | Population | Broadcast | TV
level Media

Radio

Outdoor Billboard

media
Poster
Print Newspaper
media
Leaflet
Digital Internet
media
Mobile app
Individual Phone Phone helpline

level

Mobile phone text

Individually accessed computer
programme
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Appendix M

Feedback survey results

Q1. This series provided four live zoom classes and one pre-recorded video. Please select

how you engaged with the sessions:

Session Attended Watched Looked at Not engaged Not engaged
Number live video slides only but planning
to
1 6 1
2 6 1
3 5 1
4 6 1
5 3 1 2 1
Q2. and Q3.

How would you describe your
knowledge of health behaviours?

6
w O
o5 4
82 3
8 2
Z o
2 1
0 i
1 2 3 4 5 6 7
Rating

8

9

10

Number of
respondents

ORLrNWhUIO

How would you describe your
knowledge of behaviour change
techniques?

I I [
5 6 7 8
Rating

1 2 3 4 9 10

Q4. Please take a look at the following statements and rate the extent to which you agree.

(Please note Strongly agree is on the left and strongly disagree is on the right)

Strongly Slightly  Neither Slightly  Strongly
agree agree agree disagree disagree
nor
disagree
The content was interesting 6 1
The content was easy to 5 1 1
understand
The sessions were engaging 4 3
The subject was relevant to me 5
The delivery of the sessions was 6 1
effective and clear
The objectives of each session 6 1
were clearly identified
The objectives of the sessions 5 2
were met (if not, please explain
below)
The host was clear and easy to 6 1
understand
There was a suitable level of 6 1

interaction

Q5. What is the biggest thing that you have taken away from the series?



Q6.

Q7.

Q8.

24.

25.
26.

27.

28.

1.2 TEACHING AND TRAINING CASE STUDY

| really liked the thought of the COM-B model. The session (4 | think?0 where we looked in
detail at the Capability, Opportunity and Motivation was really good using healthy eating as
a practical example. It made it a lot easier to understand and actually relate to!

Such a useful set of tools

| am planning to use what I've learned to craft interventions and guidance that meet the
needs of my stakeholders and help them understand how to craft interventions that are
likely to be more successful.

a good solid understanding of behaviour change techniques, theory and practice. Raised
my awareness of people's behaviours and how this can influence achieving personal
health change.

This was already an area of interest for me and | really enjoyed the sessions

Is there anything you will do differently as a result?

5.

It probably wasn't a goal of the training, but | think it will make me recognise the reason for
lots of my own behaviours surrounding food! :)

I'm now building behaviour change into planning of a future work programme

Yes -- LOTS! I'm going to ask myself questions about the specifics of changes (replicable,
irreducible, etc,) and the techniques | use to support change (hudges, goal setting, etc.)
Think much more from a person centred approach. Change implementation style of
projects and innovations.

| have already thought about how we can use some of the techniques in sessions | am
working on

How could this series have been approved?

rpODN

Maybe spread over more sessions? | felt like we always had a lot to talk about in the break
out sessions and then afterwards when we all discussed what we'd come up with in the
chats. | think we ran out of time in session 3! Either a bit longer per session, or tag an extra
one on

Improved? only doing them in person

More time :)

There was a lot of content, which was all really good. But for new people to this area the
sessions could may be have been delivered slightly slower and covered less detail so that
we would have a bit more time to take it in and absorb it.

Any other comments?

rpODN

Great course that was well delivered. Kate was really engaging and the subject matter was
really interesting. | would recommend it to people :)

Thank you

Thanks Kate -- I'm smarter for having participated.

Very good slides, great content, well presented - an enjoyable and beneficial course in
exploring behaviour change.
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3. CONSULTANCY

This section includes one case study. It is linked to the teaching and training case study

(section 2.2) and demonstrates the achievement of the following learning outcomes:
7. Assess requests for consultancy and establish the needs of a Client group.

8. Plan, manage, monitor and evaluate consultancy in Health Psychology at the forefront of

professional practice.

9. Formulate recommendations to Clients based on evidence collected and disseminate

information effectively to Clients on the processes and outcomes of consultancy.
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3.1 Consultancy Case Study

Learning outcomes achieved:
7. Assess requests for consultancy and establish the needs of a Client group.

8. Plan, manage, monitor and evaluate consultancy in Health Psychology at the forefront of

professional practice.
9. Formulate recommendations to Clients based on evidence collected and disseminate

information effectively to Clients on the processes and outcomes of consultancy.
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Overview

This Case Study describes and evaluates work undertaken in fulfilment of the Consultancy
competency. Contact commenced in June 2020, the contract was agreed in August 2020 and the
work was delivered between 9" October 2020 and 6™ November 2020 In line with the Client’s in-
house training programme. The Client was The Innovation Agency, an Academic Health Science
Network for the North West Coast which acts as an “innovation arm of the NHS ” (Innovation
Agency, 2020). They work with innovative small and medium-sized businesses to deliver
transformation and improvement in healthcare across Cheshire, Merseyside, Lancashire and South

Cumbiria.

Consultancy Framework

I chose to use the Seven Cs of Consulting framework (Cope, 2010) to run the consultancy project
(see Figure 1). The framework is centred around seven phases that a project should follow and

stages can be undertaken jointly, independently, or run in parallel.

Figure 1. Seven Cs framework

\o\
o
/

It is important to note that for this project, the Client requested training sessions only specifically in
this area, and they did not request assistance with organisational change, therefore there were
some stages of the model that did not hold as much relevance, particularly “continue”.
Nevertheless, | did examine each phase, and using the Seven Cs, ensured that | took a systematic

approach to the project. The model will be referred to throughout this case study.
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Introductions and contract negotiation

Assessing request for consultancy: “Client”

By way of background, | provided a short teaching series early-to-mid 2020 as part of the Client’s
coaching programme, under my employment at Damibu. After providing the first session in which |
introduced Health Psychology and behaviour change models, | was approached by the course
facilitator who requested that | provide a similar series internally. The Client provides internal
training to their staff on a weekly basis and she wanted me to provide some sessions based around
health psychology and the COM-B model. The hoped outcome was that employees could use
knowledge in behaviour change to support their Clients in delivering innovation to the NHS
effectively.

Though the Client initially requested three sessions, | identified that there was an opportunity to
turn the sessions into a more detailed series, providing a more substantial background to health
psychology and delivering the COM-B model stage by stage; something which required more than
the three sessions suggested. | had an established relationship with the Client through the
provision of the earlier teaching series and the course facilitator was aware that | was enrolled on
the Professional Doctorate. | mentioned the consultancy competency and suggested that | could
provide the series in fulfilment of this if they were comfortable in doing so.

In this case, as | had undertaken similar work previously for the Client in the capacity of my work
for Damibu, | had some information already and knew what the company offered. However, | did
arrange a meeting with the Client and this, together with email communication, was used to
establish if and how to move forward.

| requested payment of £200 for the series in part renumeration of time spent preparing and
delivering the series under the premise that | would be required to take annual leave to run each

session. The Client was happy to move forward in this way without negotiation.

Understanding time restraints as demonstrated by the Client, | suggested that | could provide four
one-hour sessions face-to-face and a final fifth session as a pre-recorded video for attendees to
watch at their convenience. This was agreed via telephone and | advised that a contract would be

drawn and submitted prior to continuation of any work.

Drawing and negotiating the contract: “Client”

| drew up a simple contract which detailed the nature of the contract; standards of conduct; time
scales; payment; illness, disability or death; modification of agreement; intellectual property and
confidentiality; and early termination (see Appendix A). | had previously drawn a contract for a
separate, unrelated piece of work and | used this as a base alongside a number of contract

templates to ensure that | had included everything that was required.

| understood that consultancy work cannot always be predictable (Michie et al., 2004) and | needed
the contract to reflect that. | therefore only provided a brief description of the work undertaken,

which allowed for further discussion surrounding learning objectives:
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“The Consultant agrees to provide five 1-hour training sessions including one pre-recorded
webinar. The sessions will be grounded in Health Psychology and behaviour change, the content

of which will be agreed with the Client prior to commencement.”

The contract was submitted to the Client on 18t June 2020. As the work to be delivered was a
teaching series to complement an in-house training programme, an in-depth delivery plan with

timescales was not required.

Following submission of the contract, the Client asked for an outline of the sessions, including draft
learning outcomes. | drew the learning outcomes based on the initial request from the Client and by
building on content of the series previously delivered. The sessions were to include a general
introduction and to introduce a number of theories with a focus on the COM-B model. Learning

outcomes produced are set out below:

1. Introduction to Health Psychology

- To understand what Health Psychology is and where it is used.

- To know what a health behaviour is.

- To understand the barriers to carrying out a health behaviour including how socioeconomic

differences can impact

2. Introduction to models of behaviour change

- To understand the basic mechanisms of 2-3 models of behaviour change

3. COM-B behaviour change wheel
- To understand facets of the behaviour change wheel

- To be able to apply elements to real life applications

4. Applying the COM-B model to an intervention

- To be able to create an intervention based on facets of the behaviour change wheel

5. Evaluating the effectiveness of an intervention (provided as a pre-recorded video)

- To be able to apply evaluative measures to understand whether an intervention is effective

| suggested to the Client that learning outcomes could change but would not differ greatly from the
set agreed. Outcomes were agreed in June without negotiation following which the Client
proceeded to agree and plan for the sessions internally. The series was approved on 17" August
2020 when dates were set weekly commencing 9t October 2020. The contract was signed and

agreed without amendments on 18" August 2020.
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Delivery of the consultancy

The terms of this consultancy contract were to deliver a teaching series. As such, full details
surrounding delivery of the work are set out within the teaching/ training case study. For the

purpose of this case study, | will provide a brief overview of the process followed.

Assisting recruitment
| was asked by the Client to provide a brief overview of why attending the sessions would be
beneficial to employees. This was part of contract negotiations but it was mostly used to recruit the

Client group:

Learning about health psychology and behaviour change can help us to understand
the underlying factors that might lead a person to behave in a certain way. If we
understand these mechanisms, we can create better interventions that enable long
term change and we can consider how to address disparities and inequalities.
Behaviour change can be applied to a huge number of health outcomes, a few of
which I've listed below:

e Public health outcomes (including weight management, smoking cessation,
and other health promoting behaviours)

e Management of long-term conditions
Pain management

e Stress reduction

Establishing group needs: “Clarify”

Following agreement of the contract, | set out to establish the needs of the Client group in line with
the “Clarify” stage of the Seven Cs of Consultancy. To do this, | shared a questionnaire with the
Client which | requested be distributed to those invited to the series. | understood from prior
communication that participants would likely come from a range of backgrounds, and where some
may be clinical, others would have no experience clinically at all. | therefore asked for participants’
job roles alongside two further questions; “How would you describe your knowledge of health
behaviours?” and “How would you describe your knowledge of behaviour change techniques?”.
Understanding the level at which to pitch content allowed me to tailor the sessions specifically to
those attending. In order to fully establish needs and tailor the experience further, | also asked
participants what they were hoping to gain from the sessions and if there were any specific areas of
interest. General consensus among responses was that there was an interest in improving
knowledge of behaviour change and the application of this to current and future projects. This

confirmed that the teaching series was warranted and wanted within the organisation.

Planning and delivery: “Create” and “Change”

To ensure that Client needs were met at every stage of the process, | opted to create and deliver
the sessions concurrently, meaning that “create” and “change” were addressed together. Sessions
broadly remained in line with learning outcomes previously provided to the Client as it was
understood that they were the basis on which the contract was agreed. However, by running these

two phases alongside each other, | was able to monitor group learning and thus their ongoing
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needs. This also meant that any sessions that overran could be remedied. Learning outcomes

were therefore slightly modified for sessions three to five.

Sessions were rooted in learning theory, using the theories of andragogy (Knowles et al., 2005) to
tailor to adult needs and Kolb’s experiential learning cycle (Kolb, 1984) to structure the sessions.
Using learning theory when planning, alongside survey results, meant that | was able to think
critically to meet the needs of the group. | have detailed how the theories were used in the teaching
and training study but | found that it not only helped me to identify how to create the content and
pitch the sessions at the right level, it also helped me to organise my own thought processes.
Evidence based teaching methods have been assessed to produce better learning outcomes
(Dunn et al., 2013) and | think that without this structure and the use of theory, the series would

have risked not meeting the needs of participants and thus the Client.

Due to the coronavirus pandemic, the sessions were unfortunately not able to be provided face to
face. As such, they were designed to be delivered using Zoom videoconferencing software; utilising
its features to provide an interactive learning experience. Again, | have reflected on the impact of
this on delivery of the sessions in the teaching and training case study, but it was worth noting here
as | was required to add this stipulation into the consultancy contract. Having to work around social
distancing measures is entirely novel but learning to use technology can strengthen the provision of

long-distanced consultancy work, especially teaching and training.

Delivery of session content itself ran smoothly and | used outcomes of the session prior to inform
delivery of the subsequent sessions whilst remaining broadly in line with the learning objectives as
agreed. Though the contract provided for five 1-hour sessions; session five consisted of a 20-
minute video. | chose to provide this as a shorter video with the understanding that all other
sessions were complemented with discussion and tasks and that participants would need time to
reflect either by pausing the video during or after they had watched the recording. As mentioned in
the teaching and training case study, pre-recorded sessions do allow more flexibility (Luongo,
2018; O’Callaghan et al., 2017), but student engagement can lack as a result if motivation is
lacking (Islam et al., 2020). Literature does suggest a blend of the two (Azlan et al., 2020), which is
what | did here, but in running the last session in this way, accountability to engage could have
been reduced as participants would have known that they did not need to enter any further
discussion at a future date. It therefore may have been more suitable in this instance to build into

the contract the provision of a pre-recorded session at the start or in the middle of the series.

Evaluation of outcomes: “Confirm” and “Continue”

Outcomes were evaluated using a questionnaire distributed both before and after the sessions, and
through the monitoring of group-based tasks and discussion throughout the course. The questions
asked prior to starting the course were put to all attendees again at completion, together with
additional questions surrounding content delivery, achievement of objectives and presentation of
myself as a teacher. A comprehensive breakdown of these evaluation measures can be found in

the teaching and training case study.
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With regards to the two evaluation questions, average ratings increased substantially. For the
question “how would you describe your knowledge of health behaviours?”, rating increased from
4.4 to 7.7 out of 10 and for “How would you describe your knowledge of behaviour change
techniques?”, rating increased from 4.5 to 7.7 out of 10. This confirmed an increase in perceived

knowledge in application of behaviour change techniques and behaviour change generally.

In order to confirm whether the change in knowledge could be translated to real-life change, the
survey also included the question “Is there anything you will do differently as a result?”. Responses
indicated a general intention to look at projects with a different approach in light of their learnings,
with some participants putting this into action already. Responses to this question can be found
below:

“I'm now building behaviour change into planning of a future work programme”

“Yes—LOTS! I'm going to ask myself questions about the specifics of changes (replicable,

irreducible, etc,) and the techniques | use to support change (nudges, goal setting, etc.)”

“Think much more from a person-centred approach. Change implementation style of

projects and innovations.”

—_—

“I have already thought about how we can use some of the techniques in sessions

I am working on”

e

A potentially influencing factor that may have an impact in long-term change here is prosocial

motivation, which is a motivation driven by an effort to benefit other people (Grant, 2008). Although
| didn’t directly measure this, | used conversation with participants, initial survey responses and
discussion through services to identify that participants in this case wanted to help others
(participants often reflected in person that any learning would help them to support their clients to
build behaviour change into their interventions). Research also suggests that when people perceive
change as meaningful for their Clients, their motivation to sustain change is higher (Van der Voet et
al., 2017). As participants in this case saw opportunity to add behaviour change theory to influence
how they support their Clients to adopt change themselves, it is hoped that any change will be
effected.

Though participants had intention to change, in order to measure whether long-term change has

taken place, it would have been useful to build a repeated evaluation after into the contract, and
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this is something that | intend to bring to any future projects. It has been suggested that long-term
measures on a regular basis could in themselves act as a maintenance intervention (Foxx, 2013)

and so taking these measures could also support change.

Consultancy Report: “Continue” and “Close”

Following completion of the work, | compiled a short consultancy report which summarised the
work delivered and highlighted the increase in perceived knowledge as measured by the change in
rating for the two evaluation questions (see Appendix B). This was submitted to the Client and

approved without amendments.

As the Client did not request a detailed report, | produced this separately to evidence how | would
have prepared this comprehensively (see Appendix C). This includes breakdown of the work

undertaken and future recommendations.

Evaluation

Preparing for and delivering a consultancy project was completely novel to me and | was grateful
that the process ran smoothly so | could learn the basics. Equally, | think that a project providing
more complications would have been just as beneficial and would have equipped me with the
knowledge of how to handle it at an early stage in my career. | think one reason that | was able to
act autonomously throughout the project was that there was a low stake in it for the Client- financial

cost was low and there was no requirement for organisational change following completion.

| believe another great influencing factor on this was the relationship between myself and the
Client. I had worked with the Client before under contract from my employer, though | had not
interacted with employees in this nature previously. In this way, the Client knew what | was able to
do and approached me to do the work initially. Due to this existing relationship, | felt that there was
an element of trust which underpinned contract negotiations. Trust has been identified as useful to
allow for flexible contracting (Savolainen & Ikonen, 2015) and in this case it definitely allowed for
ease of negotiations and openness to the nature of content to be delivered.

However, | should acknowledge that the situation in this circumstance may be rare. Reaching out
to potential new Clients with no prior relationship would have presented as more of a challenge to
me. Cold calling new organisations is an aspect of my role that | don’t enjoy. | often struggle not to
take any rejection personally, feeling like a negative response often means that | should have done
something different to start off. Whilst researching in an attempt to understand this, | identified that
individuals who are highly agreeable are more likely to feel rejection when a sale is unsuccessful
(Furnham & Fudge, 2008). As someone who scores highly in agreeableness in accordance with
the Five Factor Model of personality (McCrae & Costa Jr, 2008), this could offer an explanation as
to why | feel this way and avoid cold calling where | can. However, if | am to progress as a
Consultant, | should work on building a resilience and reflecting on why a rejection is not a highlight
of my own personal flaws. An aspect to reflect on to build this is in my own experience as a
potential customer; if | receive a cold call or email, | often don’t give more than a thought to the

sender and instead briefly skim the content and delete if not relevant.
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Following initial receptiveness for future projects with Clients of zero-acquaintance, trust
development may also be more of a challenge. A study undertaken by Belkin and Rothman (2017)
found that emotional expression can be an important influence, and that expressions of happiness
can positively influence trust and the Client-consultant relationship generally. The same study
found initial inferences of sociability, morality and competence to be important shapers of trust-
related judgements. It would therefore be important to be aware of these stereotypes when
initiating new relationships and to take steps to express these on first contact. It would also be
beneficial to draw down on these factors throughout any consultancy process and beyond to

maintain rapport and create mutually beneficial, long-standing relationships.

Asking for renumeration in exchange for the teaching sessions was something that | felt
uncomfortable with. Even though | had to take annual leave to be able to deliver the sessions and
spent around 10 hours preparing and delivering each one, | felt that my expertise wasn’t worth the
cost of £200 that was requested, and | was worried that asking for money would result in the Client
taking away the opportunity. Not feeling “good enough” seems to be a personal running theme
throughout the doctoral programme, and sits well in line with impostor phenomenon (IP) (Clance &
OToole, 1987). IP is generally accepted as a part of academia (Cisco, 2020), and is noted more
amongst women (Jostl et al., 2015; Vaughn et al., 2020) and although it is something | am aware of
and aiming to actively address, | have personally noticed it impact on my self-esteem and
motivation to seek out opportunities due to fear of rejection as highlighted earlier. In this case, |
managed to push through these feelings of self-doubt to request renumeration and although it fell
below minimum wage in terms of hours worked, the outcome highlighted that | do have the

knowledge and skills to deliver teaching and training.

A trait of IP is that successes are seen as “luck” (Clance, 1985) and so reflecting on the work
surrounding it, the fact that the Client requested the work themselves, and the positive feedback
received will be important so | can look back at this if | am put in a similar position when
undertaking consultancy work in the future. Although some literature has found a significant
association between reflective practice and perceived self-competence (Loades & Myles, 2016), it
has also been linked to an under-evaluation of competence amongst trainees (Hitzeman et al.,
2020), and so | need to be aware that my own anxieties and lower exposure to such experiences

should be taken into account when reflecting.

Running the consultancy project in line with the seven Cs consulting model was a challenge,
particularly as the proposed project was simple- the Client had specifically requested delivery of a
teaching series. However, using the model as a loose structure did mean that | established the
Client’s needs and put a detailed process of evaluation in place; something that | may not have
considered doing before. It's definitely something that | can see the benefit of moving forward,
using “rapid mapping” to quickly evaluate suitability for uptake of any new consultancy project as

well as planning the project with the steps in mind.

Overall, this project has taught me to take things systematically from start to finish. This is

something that has appeared throughout the doctorate repeatedly and was in fact also a central
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part of my teaching series. Taking things systematically, especially at the start of my career, will
ensure that | cover everything that | need to, and that everything | do is justified by evidence and,

eventually, experience.

141



3.1 CONSULTANCY CASE STUDY

References

Azlan, C. A., Wong, J. H. D., Tan, L. K., Huri, M. S. N. A, Ung, N. M., Pallath, V., Tan, C. P. L.,

Yeong, C. H., & Ng, K. H. (2020). Teaching and learning of postgraduate medical physics using
Internet-based e-learning during the COVID-19 pandemic—A case study from Malaysia. Physica
Medica, 80, 10-16.

Belkin, L. Y., & Rothman, N. B. (2017). Do | trust you? Depends on what you feel: interpersonal
effects of emotions on initial trust at zero-acquaintance. Negotiation and Conflict Management
Research, 10(1), 3-27.

Cisco, J. (2020). Using academic skill set interventions to reduce impostor phenomenon feelings in
postgraduate students. Journal of Further & Higher Education, 44(3), 423-438.
https://doi.org/10.1080/0309877X.2018.1564023

Clance, P. R. (1985). Imposter phenomenon: When success makes you feel like a fake. Peachtree.

Clance, P. R., & OToole, M. A. (1987). The imposter phenomenon: An internal barrier to

empowerment and achievement. Women & Therapy, 6(3), 51-64.

Cope, M. (2010). The seven Cs of consulting : the definitive guide to the consulting process (Third
edition. ed.). Harlow, England : Financial Times Prentice Hall.

Dunn, D. S., Saville, B. K., Baker, S. C., & Marek, P. (2013). Evidence-based teaching: Tools and
techniques that promote learning in the psychology classroom. Australian Journal of Psychology,
65(1), 5-13. https://doi.org/10.1111/ajpy.12004

Foxx, R. M. (2013). The Maintenance of Behavioral Change: The Case for Long-Term Follow-Ups.
American Psychologist, 68(8), 728-737. https://doi.org/10.1037/a0033713

Furnham, A., & Fudge, C. (2008). The Five Factor Model of Personality and Sales Performance.
Journal of individual differences, 29(1), 11-16. https://doi.org/10.1027/1614-0001.29.1.11

Grant, A. M. (2008). Does intrinsic motivation fuel the prosocial fire? Motivational synergy in

predicting persistence, performance, and productivity. Journal of applied psychology, 93(1), 48.

Hitzeman, C., Gonsalvez, C. J., Britt, E., & Moses, K. (2020). Clinical psychology trainees' self

versus supervisor assessments of practitioner competencies. Clinical Psychologist, 24(1), 18-29.

Innovation Agency. (2020). About Us. Retrieved 31/12/2020 from
https://www.innovationagencynwc.nhs.uk/about-us

Islam, M., Kim, D.-A., & Kwon, M. (2020). A Comparison of Two Forms of Instruction: Pre-
Recorded Video Lectures vs. Live ZOOM Lectures for Education in the Business Management
Field. Sustainability, 12(19), 8149.

142



3.1 CONSULTANCY CASE STUDY

Jostl, G., Bergsmann, E., Liftenegger, M., Schober, B., & Spiel, C. (2015). When will they blow my
cover? Zeitschrift fir Psychologie.

Knowles, M. S., Holton lii, E. F., & Swanson, R. A. (2005). The Adult Learner : The Definitive
Classic in Adult Education and Human Resource Development. Taylor & Francis Group.
http://ebookcentral.proquest.com/lib/ljmu/detail.action?doclD=232125

Kolb, D. A. (1984). Experiential learning: Experience as the source of learning and development.
FT press.

Loades, M. E., & Myles, P. J. (2016). Does a therapist's reflective ability predict the accuracy of
their self-evaluation of competence in cognitive behavioural therapy? Cognitive Behaviour
Therapist, 9.

Luongo, N. (2018). An examination of distance learning faculty satisfaction levels and self-

perceived barriers. Journal of Educators Online, 15(2), 75-87.
McCrae, R. R., & Costa Jr, P. T. (2008). The five-factor theory of personality.

Michie, S., Abraham, C., & British Psychological, S. (2004). Health psychology in practice. Malden,
MA, USA : Blackwell Pub.

O’Callaghan, F. V., Neumann, D. L., Jones, L., & Creed, P. A. (2017). The use of lecture
recordings in higher education: A review of institutional, student, and lecturer issues. Education and
Information Technologies, 22(1), 399-415.

Savolainen, T., & lkonen, M. (2015). Trust as Intellectual Capital in Pursuing Flexibility in Business
Contracting. Flexibility in Contracting, 209.

Van der Voet, J., Steijn, B., & Kuipers, B. S. (2017). What’s in it for others? The relationship
between prosocial motivation and commitment to change among youth care professionals. Public
Management Review, 19(4), 443-462.

Vaughn, A. R., Taasoobshirazi, G., & Johnson, M. L. (2020). Impostor phenomenon and

motivation: women in higher education. Studies in Higher Education, 45(4), 780-795.

143



3.1 CONSULTANCY CASE STUDY

Appendices

Appendix A

Consultancy contract

Consultancy Contract — Behaviour Change Training

This Agreement has been drawn up to help protect the interests of: Innovation Agency (the “Client”)

and Kate Atherton, Health Psychologist in Training (the “Consultant”).

This contract is made on this date, 18.08.2020, between Innovation Agency, hereafter known as
the Client, and Kate Atherton, hereafter known as the Consultant (individually the Party and

collectively the Parties to this Agreement).
The Client and Consultant agree as follows:
BACKGROUND

A. The Client is of the opinion that the Consultant has the necessary qualifications,
experience and abilities to provide the services to the Client.

B. The Consultant is agreeable to providing the services to the Client as set out in the terms
and conditions of this agreement.

NATURE OF THE CONTRACT

The Consultant agrees to provide five 1 hour training sessions including one pre-recorded webinar.
The sessions will be grounded in Health Psychology and behaviour change, the content of which

will be agreed with the Client prior to commencement.
STANDARDS OF CONDUCT

Both parties agree to be bound by the ethical codes of conduct published by the British

Psychological Society and the Health and Care Professions Council.
TIME SCALES

Preparatory work will be commenced by the Consultant upon the date of this Agreement. Session
dates will be arranged and agreed between the Client and the Consultant within no more than 14
days from commencement of the Agreement. Any changes in session dates due to unforeseen

circumstances will be agreed between Parties.

The Consultant will inform the Client if work should be delayed due to illness and commitments
arising from the Consultant’s main place of employment. The Client will keep the Consultant

informed of any delays which may impact upon the Consultant’s ability to carry out the work.

COMPENSATION AND PAYMENT
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The Consultant agrees to provide the work detailed in this Agreement for a fee of £200.00. In
addition the Consultant will be reimbursed for reasonable and necessary expenses incurred by the
Consultant in connection with providing the Services. All expenses must be pre-approved by the
Client.

The Client will be invoiced when the Services are complete. Invoices submitted by the Consultant

to the Client are due within 30 days of receipt.
ILLNESS, DISABILITY OR DEATH

In the case of a medically certificated long-standing illness or disability which prevents either party
from continuing with this arrangement, the contract shall terminate. In the case of incapacity or
death of the main point of contact provided by the Client, the Client will make reasonable
arrangements to locate and arrange for an alternative point of contact. In the case of incapacity of
the Consultant will result in either a temporary suspension of the contract or in termination of the
contract, to be decided by the Consultant depending upon his/her circumstances. Death of the
Consultant shall result in termination of the contract. In all cases, any fees paid will be non-

refundable.
MODIFICATION OF AGREEMENT

Any amendment or modification of this Agreement or additional obligation assumed by either Party
in connection with this Agreement will only be binding if evidenced in writing signed by each Party

or an authorised representative of each Party.
INTELLECTUAL PROPERTY AND CONFIDENTIALITY

Any intellectual property created by the consultant for the work undertaken set out in this

Agreement is owned by the Client, or is held on trust by the Consultant for the Client.

The Consultant shall keep confidential all Confidential Information disclosed to it and shall take all
necessary precautions against unauthorised disclosure of the Confidential Information. The
Consultant shall not directly or indirectly disclose, permit access to, transmit or transfer any
Confidential Information to any third party without the prior written consent of Client. The Consultant
shall not use or copy any Confidential Information except as may be reasonably required to perform

the Services.

TERMINATION

Either Party may terminate this Agreement at any time by providing the other Party with a thirty
(30) day written notice.

Either Party may terminate this Agreement at any time, with or without notice, if the other Party
breaches any material term of this Agreement.

Authorised to sign for and on behalf of Innovation Agency (The Client):
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Signature d\/w MOU/

Date 18.08.2020

Name in CAPITALS __ JULIETTE KUMAR

Position in Organisation __ASSOCIATE DIRECTOR FOR IMPROVEMENT AND
EDUCATION

Consultant:

Ko

Signature
Date 26/08/2020
Name in CAPITALS KATE ATHERTON
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Appendix B

Brief end of consultancy report

END OF CONSULTANCY REPORT

The contract provided for five one-hour training sessions including one pre-recorded webinar. The
sessions were to be grounded in Health Psychology and behaviour change, the content of which

was to be agreed with the Client prior to commencement.

It was agreed that sessions would be arranged on a weekly basis from 9t October 2020. Learning

objectives were loosely set prior the sessions.

On commencement of the sessions, learning objectives broadly remained the same but session
three and four were combined to run through each stage of the behaviour change wheel and a
basic introduction to the theoretical domains framework was included into session five. Feedback
suggested that all participants agreed that learning objectives were clearly identified and met
throughout.

Two questions were asked of participants both before and after the sessions: a) how would you
describe your knowledge of health behaviours and, b) How would you describe your knowledge of
behaviour change techniques? Particpants were asked to rate their knowledge on a scale of 1-10.
11 participants responded to the questionnaire before the sessions and seven after. Average rating
for question a) rose from 4.4 to 7.7 and average rating for question b) rose from 4.5 to 7.7, showing
an increase in knowledge and or confidence in behaviour change and behaviour change

techniques as a result of the sessions.

Signed:

Kb

2" January 2021
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Appendix C

Detailed end of consultancy report

CONSULTATION REPORT:
DELIVERY OF TRAINING IN
HEALTH PSYCHOLOGY

Work undertaken: October 2020

Consultant: Kate Atherton, MSc, MBPsS
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EXECUTIVE SUMMARY

This report provides an overview of a five-part training series provided to the Client; consisting of four
virtual training sessions and one pre-recorded webinar. Sessions were grounded in Health Psychology and
behaviour change and equipped participants with the knowledge to build and evaluate a basic behaviour

change intervention, and to identify barriers and facilitators to behaviour change.

Learning about health psychology and behaviour change can help us to understand the underlying factors
that might lead a person to behave in a certain way. If we understand these mechanisms, we can create
better interventions that enable long-term change and we can consider how to address disparities and
inequalities. Behaviour change can be applied to a huge number of health outcomes, including those listed

below:

e Public health outcomes (including weight management, smoking cessation, and other
health promoting behaviours)

e Management of long-term conditions

e  Pain management

e Stress reduction

As an academic health science network, Innovation Agency NWC support SMEs to deliver transformations
and improvements in healthcare. Successful adaption of innovations into organisations, systems or on a
public health scale requires behaviour change, and it is important that employees of Innovation Agency
NWC are able to understand how to effect this when supporting businesses to develop and deliver their

innovations.

IDENTIFYING NEEDS AND DEFINING LEARNING OBJECTIVES

The Consultant considered the Client’s initial brief to provide training in health psychology and use of the

COM-B model to build interventions when identifying appropriate learning objectives. To tailor the series to
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the needs of participants, the Consultant distributed a short questionnaire which included questions on job
role, existing knowledge in behaviour change and behaviour change techniques and expectations of
content. Participants generally wanted to understand behaviour change and how this could be applied to
their role in supporting projects, though there were some more specific scenarios (see future

recommendations).

Results from the survey were considered alongside initial instruction from the Client to define a loose set of

learning objectives which were shared with the Client prior to commencing the work.

SESSION CONTENT

On commencement of the sessions, learning objectives broadly remained the same but session three and
four were combined to run through each stage of the behaviour change wheel and a basic introduction to
the theoretical domains framework was included into session five. Interactive elements were used
throughout to enable participants to reflect on their learning alongside real life experiences. Feedback
suggested that all participants agreed that learning objectives were clearly identified and met throughout.

Each session is outlined below:
Session One.

e To understand what Health Psychology is and where it is used.
e To know what a health behaviour is.
e To understand some barriers and facilitators to carrying out a health behaviour including how
barriers including socioeconomic differences can impact.
Session one provided an introduction to health psychology as a subject and explored barriers and

facilitators to undertaking health behaviours. This provided participants with a base on which to build

knowledge and reflect throughout the series.
Session Two

e To understand the basics of three theories of behaviour change:
o The Health Belief Model
o Self-determination Theory
o COM-B Model

Session two built on session one by introducing a number of behaviour change models in preparation for

the detailed application of one model in sessions three and four.

Session Three

e To understand and identify a target behaviour using the COM-B model.

e Toidentify suitable intervention functions to move forward.
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Session three was the first of two sessions used to introduce the COM-B model in more detail, teaching

participants how to apply the first two stages of the model to real-life situations.
Session Four

e To identify suitable intervention functions and policy categories for an intervention.
e Tounderstand and identify suitable behaviour change techniques.
e To understand and identify a suitable mode of delivery.

Session four introduced the final stages of the COM-B model, running with the examples identified by

participants in the previous session.
Session Five

e Tounderstand the concept and domains of the Theoretical Domains Framework.
e Tounderstand methods to evaluate an intervention.
e To understand what can influence reliability of an evaluation.

Due to availability of sessions, session five was provided as a pre-recorded video. This session introduced
the theoretical domains framework as an optional tool to use alongside the COM-B model, and introduced

techniques for successful evaluation of an intervention.

EVALUATION

Feedback suggested that all participants agreed that learning objectives were clearly identified and met

throughout.

Two questions were asked of participants both before and after the sessions: a) how would you describe
your knowledge of health behaviours and, b) how would you describe your knowledge of behaviour change
techniques? Participants were asked to rate their knowledge on a scale of 1-10. 11 participants responded
to the questionnaire before the sessions and seven after. Average rating for question a) rose from 4.4 to 7.7
and average rating for question b) rose from 4.5 to 7.7, showing an increase in knowledge and or

confidence in behaviour change and behaviour change techniques as a result of the sessions.

FUTURE RECOMMENDATIONS

Participants responded positively to the training series and planned on building behaviour change theory
into their roles in supporting stakeholders to effect change. To evaluate that this learning is applied to
practice, it is suggested that employees are encouraged to regularly reflect on the support offered to their
Clients to identify where they have been able to include behaviour change theory, and that this also be built

into any evaluation of services.

It's acknowledged that due to time restraints, there were aspects of the series that were delivered in brief.

To encourage person-centred design further, it is suggested that any future training include discussion of
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barriers and facilitators to behaviour change, including socioeconomic differences and their impact on

health and ability to change health behaviour.
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4. BEHAVIOUR CHANGE
INTERVENTIONS

This section contains two pieces of work: a One-to-One Intervention Case Study, which
describes and reflects on my experience in designing, delivering and evaluating a face-to-
face sleep hygiene intervention; and an Online Intervention Case Study, describing and
reflecting on my experience in designing, delivering and evaluating a group intervention,
delivered online. Both case studies demonstrate the achievement of the following learning

outcomes:

10. Assess, formulate, intervene and evaluate in a formal behaviour change intervention

with an individual client where the intervention is delivered face to face.

12. Work with clients, respecting them, respecting professional boundaries and laws and

codes of conduct, and reflecting on the experience in a structured fashion.
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4.1 One-to-one Intervention

Case Study

Learning outcomes achieved:
10. Assess, formulate, intervene and evaluate in a formal behaviour change intervention with an

individual client where the intervention is delivered face to face.

12. Work with clients, respecting them, respecting professional boundaries and laws and codes of

conduct, and reflecting on the experience in a structured fashion.
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Background

Alex! is a 47-year-old female with a diagnosis of PTSD and stroke-associated depression. At the point
of intervention, she was experiencing low mood, anxiety, suicidal ideation, pain and disability caused

by long-term conditions including Fibromyalgia, Lupus and Raynaud’s disease.

Professional Practice and Seeking Supervision — a Foreword.

It is important to note that Alex, as is the case with many other patients accessing a community
mental health team (CMHT), presented as high risk. Aligning with HCPC and BPS standards of
conduct, | made sure to take reasonable steps to mitigate this risk. | utilised weekly clinical
supervision and MDT discussion throughout this process to carefully assess and manage this risk.
Whist Alex did present with suicidal ideation and ongoing self-harm behaviour, this was chronic, and
Alex shared a number of protective factors. There was no indication throughout our time working
together that Alex was in danger. Understanding my own boundaries as an Assistant Psychologist, |
was careful to keep within my scope of practice and at no point did | make a clinical decision without
input from my Clinical Supervisor. Protected time was given for discussion surrounding this
intervention in addition to my usual weekly hour-long supervision due to the nature of the work

undertaken. Throughout the intervention, Alex also remained under the care of the wider CMHT.

Assessment and Formulation

Initial sessions were used to conduct a detailed assessment and formulation. | chose to use a
cognitive behavioural therapy (CBT) model in formulation (Williams & Garland, 2002), taking a
biopsychosocial approach (Borrell-Carrio et al., 2004) to obtain a holistic view of Alex’s ongoing

difficulties.

Alex presented with low mood, lack of motivation and suicidal thoughts which had worsened following
the first lockdown. She shared with me details of abuse she had experienced as a child. She
understandably held a lot of anger around this, and it was evident that thinking about it took up a lot of
space in her mind. She spoke of reporting the abuse a number of years prior to our meeting but being
unable to continue with the process due to her mother becoming ill and Alex subsequently suffering a
stroke. Though Alex spoke of her suicidal thoughts, she also shared with me a number of protective

factors, including her sister and young niece and her faith.

At the next session, | offered Alex some support around the reporting of her abuser and we spent
some time completing a referral form to a local charity. It was suggested that they could support Alex

in the reporting of her crime and with further therapeutic support.

As Alex wanted support with her low mood, | explained to her the CBT model. As we discussed the
relationship between thoughts, emotions, behaviours and physical symptoms, Alex expressed that

she had never made this link before and exclaimed that having it displayed in front of her helped her

1 Names have been changed to protect anonymity
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to see the link in her own experience. We discussed how the cycle can be broken at any point, and
how behavioural activation was one way to do this. Alex shared that she enjoyed gardening, knitting
and listening to music and doing things for others. We spoke about why Alex struggled to do any of

the things she enjoyed.

| asked Alex the ‘miracle question’ to understand her values. She expressed that the first thing she
would notice would be that her pain was gone. We explored goals and Alex said that she wanted to
be able to screenwrite again and feel better about life. | asked Alex what was stopping her and she
cited that it was partly her disability and partly time. Understanding that Alex was unemployed, |
probed this more and it appeared that much of Alex’s days were taken up sleeping. She
acknowledged that she did want to change and a good night’s sleep made a big difference. For her,
sleep became affected during lockdown when her habits changed and she couldn’t see anyone. Alex
didn’t do anything specific to wind down- she would have a late dinner and would watch television in
her living room or bedroom until she felt tired, which was around 2am, both of which have been

identified as maladaptive to sleep according to definitions of sleep hygiene? (Stepanski & Wyatt, 2003)

Using this information, | prepared a formulation:

Presenting problem Low mood, suicidal thoughts, ongoing pain.

Predisposing factors | Previous history of stroke and pulmonary embolism, history of sexual and

physical abuse, loss of father at young age.

Precipitating factors | Introduction of lockdown measures led to increased social isolation and
loss of routine. Anticipated winter period when she experiences more pain
and low mood.

Perpetuating factors | Presence of chronic illnesses including chronic pain leading to disability.
Low psychological awareness and motivation to maintain self-care. Poor
sleep schedule leading to perception of no time. Lives alone at distance
from sister and niece who is protective factor. Hasn'’t reported abuser and

continues to hold anger about this.

Protective factors Able to use public transport to travel. Ongoing support from GP and
Consultant for physical conditions. Open to new experiences. Has hobbies.
Lives near some family members and friends, strong Christian faith, pet

cat.

| understood that if Alex managed to practice better sleep hygiene, and if this in turn helped her to get
to sleep and wake up earlier, she could potentially find more time to partake in pleasurable activities,

which could improve mood. Improving sleep itself could also have an impact on low mood and pain

2 “A set of general recommendations about lifestyle (eg, diet, exercise, substance use) and
environmental factors (eg, light, noise, temperature) that may promote or interfere with sleep. Sleep
hygiene may include some education about what constitutes “normal” sleep and changes in sleep
patterns with aging.” (Edinger et al., 2021)

156



4.1 BEHAVIOUR CHANGE INTERVENTION ONE CASE STUDY

(Haack et al., 2020; Scott et al., 2021), thus enhancing motivation. Further, understanding the
potential link of poor sleep and suicidal risk (Bernert & Joiner, 2007), a sleep intervention could also

have a positive impact on Alex’s level of presenting risk.

At the next session, | explained my formulation and asked Alex her thoughts of participating in an up-
to-12-week sleep hygiene intervention with the primary goal of giving her more time in her day to do
things pleasurable to her to help her mood. It was acknowledged that although improvement of low
mood was in itself important for Alex and would help to reduce self-harm behaviours and suicidal
thoughts, it may also help to reduce pain (Stroemel-Scheder et al., 2020). Therefore, improvement of

pain was to be seen as a secondary outcome.

Alex was happy with what was discussed and wanted to continue with the intervention. Detailed

exploration of Alex's current sleeping practices indicated several barriers to sleep:

1. If Alex had no set plans, she would not get up. Alex didn’t think that she would be able to get
up if she added more plans to her day due to her ongoing fatigue, which differed daily.

2. Alex worried that someone would break into her house at night (she lived alone). This could
sometimes lead to her struggling to get to sleep.

3. Alex experienced pain through the night but she did say that she could often manage this with
painkillers.

Designing the intervention

| used the COM-B model with the Theoretical Domains Framework (Michie et al., 2011) to identify
where change was needed and in what domains and identified that, to improve sleep hygiene
practices, there should be a focus on improving psychological capability and reflective and automatic
motivation (Appendices a-c). | worked through the relevant stages of the model to produce four

intervention components (Table 2).

Psychoeducation sessions on sleep hygiene and mindfulness with information sheets

| understood from conversations surrounding sleep habits that Alex had lower health literacy and
would benefit from education to improve knowledge and provide a base for building skills. Evidence
suggests that although sleep hygiene education alone can improve sleep, other interventions such as
CBT-1 and mindfulness based therapy can be more effective (Chung et al., 2017; Ong & Moore,
2020), and mindfulness training can be effective for sleep problems specifically in those with
fibromyalgia (Amutio et al., 2018). Although it was not possible for me to deliver these interventions
with the training and resources available to me, | took aspects of these approaches. | produced a
sleep hygiene education session to raise awareness of helpful techniques and any current behaviours
that may be unhelpful; and a mindfulness session to introduce the concept generally for low mood

and anxiety, and as a relaxation technique in the evenings.

As Alex had shared with me that she struggled with memory, | also produced information sheets. For

session plans and information sheets (Appendices d-g).

157



4.1 BEHAVIOUR CHANGE INTERVENTION ONE CASE STUDY

Goal setting and sleep diary

Goal-setting has been identified as an effective behaviour change technique, particularly when
delivered in person (Armitage et al., 2021), thus | included this component in the intervention. The
same paper concluded that the effectiveness of goal setting is strengthened when accompanied by
monitoring the behaviour or outcome. Self-monitoring can be effective in improving sleep hygiene
(Mairs & Mullan, 2015), thus | wanted to introduce a sleep diary to understand Alex’s current sleep
patterns and impact on daily mood and pain, and to track changes. As Alex struggled to write due to
stroke-associated weakness, | adapted a questionnaire (Appendix h) which she could complete on
her phone. The plan was to introduce the diary to be used for one week after delivery of

psychoeducation, and again for one week at the end.

Weekly check in sessions
| planned weekly sessions with Alex as a space for her to share and reflect on progress and

challenges. In this way, we could identify barriers and reformulate together.

Table 2. Intervention functions aligned with the COM-B model

Intervention Behaviour change | Intervention TDF construct Com-B construct
component techniques function
Psychoeducation e Instruction on . e Knowledge |e Psychological
sessions on sleep how to perform | - Educatpn e Skills capability
a behaviour * Eersbulasmn e Goals
hygiene and e Information * Enablement | | peinforcem
mindfulness about ent
emotional e Beliefs
1. One session consequences about
_ _ e Restructuring consequenc
discussing unhealthy physical es

sleep habits and environment

discussing healthy
sleep hygiene
practices as adapted
from NHS.uk “10 tips
to beat insomnia”
(NHS.uk, 2021)

2. One session on
mindfulness,
developed using
existing session
resources in my
service which are
rooted in DBT.
(Appendix c)
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Information sheets Instruction on e Education Knowledge Psychological
on sleep hygiene how to perform | e Enablement Beliefs capability
a behaviour about
and mindfulness Information consequenc
See Appendices d-f abouF es
emotional Memory,
consequences attention
Restructuring and decision
physical processes
environment
Goal setting Goal setting e Persuasion Behavioural Psychological
Information e Enablement regulation capability
about Beliefs Reflective
antecedents about motivation
Habit capabilities
formation/ Optimism
reversal Intentions
Goals
Sleep diary Information . Edupatlon Knowledge Reflective
about e Environment Memory, motivation
antecedents al attention .
Self-monitoring restructuring and decision Autqmaﬂc
of behaviour e Enablement processes motivation
Self-monitoring
of outcome
Prompts/ cues
Weekly check in Feedback on e Persuasion Knowledge Psychological
sessions behaviour/ e Enablement Skills capability
outcome Beliefs Reflective
Problem about motivation
solving capabilities
Action planning Optimism
Review Beliefs
behaviour about
goals consequenc
Social support es
Monitoring of Intentions
emotional Goals
consequences
Self-belief

Intervention delivery

This section provides an overview of the intervention and focuses on the first few sessions as

introduction of the intervention content.

Session one — sleep hygiene psychoeducation

We talked about current sleep routines and options for standardising Alex’s schedule, which has been

linked to sleep improvement (Edinger et al., 2021). Alex’s beliefs surrounding her ability to practice

good sleep hygiene continued to be low. She expressed that sometimes she fell asleep in the middle
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of the day, and she was worried that this would impact on her new routine. | validated her feelings
surrounding this, naming her physical diagnoses as barriers to quality sleep and we explored what
happened for her after she had a good night’s sleep. We discussed how sleep hygiene was important

in the management of these conditions, but how associated symptoms could also interact with this.

Session two — mindfulness psychoeducation

This session commenced with a discussion about Alex’s week. She had been sleeping well and had
followed more of a routine, although she acknowledged that this was assisted by her commitments to
her church. Alex shared that she had been having hot showers nightly and had stopped watching TV
30 minutes before bed, opting to listen to bible readings. She expressed that she found this routine

difficult, but wanted to maintain consistency.

After delivery of mindfulness psychoeducation, Alex told me that she would check whether she could
practice mindfulness with her church leaders, and explained that it may go against her faith. We
explored this, and following the session it felt important to reflect on this as this barrier hadn’t occurred
to me (Appendix i).

Session three — goal setting and sleep diary

At the start of the session, Alex exclaimed that she felt happier and less stressed, which she attributed
to getting enough sleep. Over the last week, she had been going to bed at 1am and waking up at 10am.
She also shared that she had required less pain relief. Alex shared that normally, during colder months,
her pain is much worse, but that she felt more able to wait longer before taking medication. We talked

about mindfulness and explained that it wasn’t an option for her.

During this session | asked Alex about what she enjoyed and she shared that she wanted to be able
to get up earlier to engage in her old hobby of screenwriting. We talked about how this could be
possible and, although Alex was eager to change her routine, she struggled with motivation. She
shared that it would be easier to take a gradual approach, changing sleep and wake times by a small
amount at a time. Although sleep-based literature in this area is sparse, this approach is supported in
behaviour change literature; setting small achievable goals has been shown as effective in enabling
long term behaviour change (Michie et al., 2011). Allowing Alex to take control of how she would
change her routine was important for her autonomy, which is vital in behaviour change (Ryan et al.,
2008).

Alex decided that she would continue to practice good sleep hygiene and aim to start her bedtime
routine and wake up 30 minutes earlier over the following week. | introduced the sleep diary during this

session, and Alex agreed that she would fill this out once a day using her phone.

Intervention sessions 4-8
During these sessions, we discussed where Alex was struggling and what had happened in her day-to-
day life. I think these sessions helped somewhat to keep Alex on track by giving her the space to reflect

(Appendix i).

160



4.1 BEHAVIOUR CHANGE INTERVENTION ONE CASE STUDY

Evaluation

To understand the effectiveness of the intervention, | used both quantitative and qualitative measures.
As is required of my service, | used the CORE-OM and CORE-10 questionnaires to understand
psychological distress and wellbeing. | used the CORE-OM measures at the start and end of the
intervention, and the CORE-10 after session 4. (see Figure 1).

It is important to highlight that, prior to our final session, Alex discovered news that had a psychological
impact on her. Understandably this could have influenced the outcome measures which were completed
in this session; the Core outcome score saw only a small reduction, despite the Core-10 showing more
positive results. It's important to consider that, although outcome measures ask the responder to recall
the past two weeks, there is a potential that recall bias may affect accuracy. This potential is heightened
in the case of people with PTSD, who have been shown to harbour attentional biases towards negative
information (Fani et al., 2012). Alex had also already told me that she was nervous for the intervention

to end, which could have led to reduction in mood.

30

25

20

15

10

Total Wellbeing Problems Functioning Risk

Start = End

Figure 1. Comparison of CORE-OM results taken at the start and end of the intervention

| had also intended to use the sleep diary as a second quantitative measure. | had considered using
SMS-reminders as a BCT to encourage compliance in line with evidence (Choe et al., 2015), but chose
not to use these following a conversation with my supervisor in which it was suggested that they could
take too much responsibility away from Alex, enforcing reliance. For this reason, | completely dismissed
them, rather than taking that suggestion into account alongside evidence. if | were to repeat this, | would
incorporate reminders, as evidence does support this (Liu & Willoughby, 2018; Stawarz et al., 2015). |
think it's important to listen to other viewpoints, but | could use this as a space for reflection,

understanding that | have my own expertise.
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The week following introduction of the sleep diary, Alex cancelled the session as she planned to report
her abuse to the police. It was positive that Alex felt empowered to do so, as it was something that
clearly impacted on her mental health. Alex subsequently cancelled a number of sessions and two
sessions were not scheduled over the festive period. When Alex did return, she shared that she did not
use the diary as things changed for her every day and she struggled with her memory. | explored
whether Alex had felt some unease around failing to use the diary and she agreed that she had felt the
need to please me. | used this time to reassure Alex that | would not judge her, and although | explained
what the diary was for, we agreed that it was not helpful for her, and we could discuss sleep in sessions
instead. Although it felt uncomfortable for me to bring up the issue of non-attendance, | do know that it
was important to address, even just to help Alex process why she may have opted to do different things,
and to remove barriers for future attendance.

| think that if | were to do this again, | would work with Alex in a person-centred way to understand any
barriers and hesitations to the sleep diary. Getting Alex more involved in this process, and ensuring that
she knew that | wouldn’t think badly of her for not maintaining it, may have also stopped the gap in
sessions. Looking back, | know that | could have considered using a validated sleep scale instead, such
as the Sleep Quality Scale (Yi et al., 2006) which | could have worked though with Alex in session and
which would have helped me to understand sleep initially. | also could have introduced a more accurate
objective measure, such as an activity tracker or a mobile phone app, although | understand that these

results would need to be interpreted with caution (Piccinini et al., 2020).

| would also have used more measures to understand other outcomes. Although pain was a secondary
outcome of the intervention, | did not measure this quantitively. | am aware of a number of measures
that are available and are easy to deliver, such as the Numerical Pain Rating Scale or the Brief Pain

Inventory as recommended by The British Pain Society (2019).

| used weekly check-in sessions to ask how Alex’s sleep and mood had been and what she had done
the week prior. As the sessions went on, although Alex did hit setbacks, generally | noticed an
improvement in her mood, pain, sleep and how much she engaged with the world, though | was aware
that reporting of her abuser could have interacted with these outcomes. | kept in mind Alex’s reflection
of wanting to please people, including myself, and understood that although it was important to her, she
told me that she wouldn’t do anything she didn’t want to do. At the time | interpreted this as her saying
‘no’ when she didn’t want to do something, but on reflection this could also mean that she might indicate
she would try something and then not do it, as with the sleep diary and at times her sleeping schedule.
It was important to make Alex aware that | was not there to judge her. This was why weekly check-ins
were important. Without keeping these qualitative measures, the intervention would have appeared

unsuccessful.

Due to the nature of the service, | was unable to take delayed evaluation measures. This means that |
was unable to identify whether Alex had managed to maintain change. Considering the circumstances
of the last session, this was particularly hard for me. | wrote an end of intervention letter which described

the intervention and detailed what would happen next (Session Eight, Appendix j). This letter not only
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allowed me to show how | had listened to her over the three months and to highlight her progress, but
it helped me to feel more confident that she knew how to continue moving forward in spite of her worries
of ending the sessions, and that she was able to access support should her mental health deteriorate.

Final reflections

Throughout the intervention process, | regularly used self-reflection and clinical supervision to
understand what | had done well and what could be improved, as well as to carefully monitor ongoing
risk. This process also allowed me to have an ongoing formulation, which gave some flexibility in how
the intervention was delivered. For example, week six identified that a barrier to Alex’s sleep was that
she wasn’t doing anything with her day, and | was able to reintroduce physical activity as a sleep
hygiene technique and doing small things to fill days. | was also able to provide further education on

achievable-goal-setting when it became apparent that Alex was focusing on making big changes.

Overall, I am pleased with the outcome of this intervention. | learned a lot about practically applying
intervention techniques and managing real life expectations. When Alex stopped attending the
sessions, | couldn’t help but feel that the intervention had failed. Selfishly, | felt that this would impact
on my doctoral training, however, it was important for me to reflect on this and put Alex first.
Interventions are not a one-size-fits-all and designing and delivering this intervention helped me to
understand that expecting it to work perfectly was unrealistic. Looking at the bigger picture, Alex made
improvements in her sleep hygiene, which she maintained for at least the length of the intervention.
Although parts of the intervention, including mindfulness practice and the sleep diary, were
unsuccessful, having weekly check-ins helped me to identify this and work with Alex to keep moving
forward with other intervention components. Managing to look at the bigger picture was an important
step for me, as | am often aware of my tendency to focus on the negative. This is something that | will

take forward.
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Appendices

Appendix a — Identification of com-b components in which change is required

Com-B components

What needs to happen for
the target behaviour to

occur?

Change needed?

Physical capability

Is physically able to sleep at

N/A - has some disturbance

healthy sleep schedule

these times which could be ascribed to
fibromyalgia
Psychological capability Know how to structure a Yes

Physical opportunity

Has the time and a place to

sleep

No change needed — bed
comfortable, has pain but

managed by pain killers

Social opportunity

Not relevant

N/A

hygiene habits

Reflective motivation Hold beliefs that improving Yes
sleep hygiene will allow her to
get up earlier and improve
quality of life

Automatic motivation Have established sleep Yes

Appendix b- identification of relevant theoretical domains

Com-B

component

TDF construct

What would this involve?

Psychological

capability

Knowledge

An understanding of the importance of good

sleep hygiene and what this involves

Skills

mindfulness

Develop skills required to support sleep e.g.

Memory, attention and

decision processes

Remember to stick to routine every day — has
struggled with previous direction around doing

things for pleasure
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Behavioural regulation Develop skills of goal setting, sleep monitoring

and evaluation

Reflective Social/ professional role Not applicable

motivation Beliefs about capabilities Believing in abilities to change sleep routine

and get out of bed earlier

Optimism Confidence that she can stick to new schedule

and that desired goals will be attained

Beliefs about Belief that changing routine will improve mood
consequences and availability of time
Intentions Intention to change routine
Goals A want to change routine to improve mood
Automatic Reinforcement Develop new routines
motivation Emotion Not relevant

Appendix c - Identification of relevant intervention functions

Intervention Function Does the intervention meet the APEASE criteria

Education Yes

Persuasion Yes

Incentivisation Not practicable, effective or acceptable- not a specific outcome
Coercion Not acceptable for individual intervention

Training Not practicable- limited timescales and practitioner availability
Restriction Not relevant for this behaviour

Environmental restructuring | Yes

Modelling Not practicable due to timescales and available resources
Enablement Yes
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Appendix d — Mindfulness session guide
WISE MIND

| thought that | would start by introducing something called the wise mind, have you heard of it
before?

Comes from a therapy called DBT, and this says that there are three emotional states: reasonable
mind, emotional mind, and wise mind.

The reasonable mind is calculated and acts with no emotion before. So times you might need your
reasonable mind might be when you’re working out a bill, or following a recipe, or buying a train ticket.

It just looks at the facts and nothing else.

The emotional mind is completely run by emotions. It distorts facts to fit with how we’re feeling and it
makes it really difficult for us to think rationally and logically. It can come with really distressing

thoughts and can lead to behaviour that we wouldn'’t do if we didn’t feel these strong emotions.
Venn diagram

Sometimes, we can live more in our emotional mind and sometime more in our reasonable mind. And
there are pros and cons of both. Ideally, we want to be living in our wise mind, which is a mix of the
two, so we can consider what we want and also what is rationally the best decision. Does that make

sense?

If not — t-shirt scenario. Wise mind might see the first pair t-shirt in the shop and buy that, because it
fits and you can afford it. The emotional mind might see a t-shirt and think that’s amazing I love it, and
buy it even though you can'’t afford it, or you buy the wrong size because they don’t have yours. Now
wise mind would pick a top that you really liked, but that you could also afford.

Wise mind is something that we can aim to move towards in mindfulness and I'll talk more about wise

mind in some of our other sessions as well.
MINDFULNESS INTRO

Mindfulness just means paying attention to what is happening in the present and observing what’s

happening without any judgement. It can be really effective for depression and anxiety.

The human mind wanders off on tangents and that's completely normal. When we’re not able to bring
our mind back to what we want to focus on, that's were it can cause problems, for example when we
can’t stop thinking about things in the past that upset us, or worrying about the future, or when we’re

not able to focus on what we’re doing.

Mindfulness is all about learning to notice when the mind has wandered off and then choosing to bring

it back by paying attention to what is happening in the moment and choosing what we focus on. It's

169



unlikely that after learning more about it today you’ll be a master, it's a skill that needs regular

practice.
BOAT AND ANCHOR

There’s a nice analogy called the boat and anchor. Strong emotions can make us feel like we'’re in a
storm and we’re being battered by waves that we can’t control. We can’t stop the waves, they’re
inevitable, but what we can do is learn how to stay afloat or even learn to surf them. What
mindfulness does is it helps you to drop an anchor when things are bad, so when you're feeling really
strong emotions, and that anchor keeps us steady until the emotion passes. And emotions always
pass, that’s the nature of them. In time with practice, you can get better at noticing these moments,

and staying in the present.

In mindfulness its helpful to have an anchor to come back to which helps us to just ground ourselves
in the present moment. When our minds wander, which they always do, we don’t want to struggle
against them and instead all we do it accept what we’re thinking and then refocus on the anchor.
Anchors can be your breath, they can be points of contact, so where your body is touching say a

chair, or even your clothes, they can be sounds around you, and they can also be things you can see.

TWO TYPES

There are two types of mindfulness - informal and formal. Formal practice can involve breathing
techniques and regular set practice, and informal focuses on just bringing awareness into your day to
day life. Practicing both is ideal but everyone is different and some people can find formal mindfulness

really difficult.

EXERCISES

Would you like to try a 3 minute exercise with me?
Run through breathing exercise

How did you find it? What did you notice? Was it difficult?

MINDFULNESS PRINCIPLES
There are 3 skills, observing, describing and participating.

Observing — attending to thoughts, emotions and behaviours without doing anything, including

stopping them.

¢ You can use your five senses to observe what’s going around you fully.. | will talk
some more about how you can do this towards the end of the session.
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o To observe what’s going on inside, you can take notice of your emotions, but the key
is to just notice. It can be really easy to judge ourselves for having strong emotions,
feelings of jealousy, or anger, or anxiety. But actually everybody experiences
emotions, and everybody has thoughts. Our thoughts don’t make up who we are.

¢ The most common mindfulness practice to start with is observing your breath. You
can think of your breath as an anchor- you will always have it. If you feel like you
can’t focus on anything, draw your attention to your breath first and notice how it
feels.

Describing — describing these things in words and that important to communicate them but also for
self control.

¢ When you do something, or a feeling or thought pops up, tell yourself what is
happening. For example you could say in your mind “I am thinking about what
happened yesterday”, or “| am feeling sad”, or “My heart is beating faster than usual”.
It's a way of noticing unhelpful thoughts are just thoughts, and not facts.

¢ We can’'t describe what is going on in someone’s head.

Participating — To participate without self consciousness, so giving all of your attention to what you're

doing in that moment

e To participate fully is to become one with the experience and almost forgetting
yourself, which can be classed as an informal meditation.

Every day mindfulness exercise

Is there anything you do that you feel you can completely immerse yourself in and you can just focus
on that?

To practice these principles, we can also look at HOW skills

How skills look at how we can observe, describe and participate. I've mentioned these as I've

described observe, describe and participate. Keeping these in mind can make things easier

NON-JUDGEMENTAL

e Taking a non-judgmental outlook is important in reducing anxieties around
thoughts.

¢ It's important to look at things as neither good nor bad, they're just things. You can
replace things that are good or bad with just “itis”.

o If you forget something, you can just say to yourself “I forgot to do this”, and accept
that it isn’t a bad thing to forget something!

o If you're kinder to yourself in this way, you can really easily make a mental note to
write it down next time without causing you any distress.
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e Making judgements can have damaging effects on your emotions, and they can also
affect relationships with others too. There is always something going on under the
surface. You don’t have to react to everything.

e Do you think you can listen without agreeing or disagreeing, or liking or disliking?
Have you found yourself making any judgements today?

FOCUS ON ONE THING

A big part of participate is to focus on one thing in a moment. Try to not split your attention between
different activities. You might think that you need to multitask but actually it does end up taking longer,

and it isn’t done as efficiently.

If your thoughts stray to what’s going on, worries for the future, something that happened last month,
just use that non-judgemental acceptance and say, this is just a thought, I'm doing this right now. You

can always arrange a specific time to worry too.
BE EFFECTIVE

Finally be effective. Mindfulness allows us to slow down so we can think about how to react to the
actual situation and to do what is actually needed or called for. It can be tempting to give someone a
piece of our mind or completely withdraw, but that isn’t usually the best thing you can do for yourself

or others, especially in the long run.

Say have sheet with mindfulness practice on, might feel silly but keep at it.
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Appendix e — Mindfulness information sheet one
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Have you ever found that when you are trying to do something, your mind is busy
thinking of something else? It might be worrying about something that could
happen or thinking about what happened in the past. It could be thinking about
something you need to do, or just daydreaming. When this happens, you’re not
focused on the here and now.

Mindfulness is about choosing to focus on the now and observing what’s

happening without any judgement. This information sheet gives a quick introduction

in how you can use mindfulness in a way that works for you.

What is mindfulness?

Mindfulness is all about learning to notice when the mind has wandered off and then choosing to bring it back to
what is happening around you. It can be really helpful if you are struggling to cope with unhelpful thoughts and
emotions. Just like driving a car, or playing a sport, mindfulness is a skill that takes time to learn and it needs

regular practice.

Practicing this awareness helps us to understand that our thoughts a