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This portfolio details work undertaken towards fulfilment of the five competencies forming the

Professional Doctorate in Health Psychology.

Professional Practice: The trainee worked in the roles of Assistant Psychologist, Senior Assistant
Psychologist and Behavioural Psychologist at OPEN Health, an independent healthcare
communications organisation, and carried out independent private practice to fulfil the
competencies demonstrated in this portfolio. Professional practice is evidenced throughout the
portfolio as the trainee demonstrates their work in line with the HCPC standards of proficiency and
relevant codes of conduct including those outlined by the BPS. Evidence of and reflections on

professional practice are detailed in the Practice Log and Reflective Commentary respectively.

Consultancy: The trainee sought independent consultancy work by engaging with the University of
Central Lancashire to deliver a bespoke lecture to a cohort of dental students on managing dental
anxiety. A case study, consultancy report and contract are enclosed detailing the process and

outcomes.

Behaviour Change Interventions: Two case studies have been developed by the trainee detailing a
one-to-one, face-to-face dental hygiene intervention and an online mindfulness-based group

intervention.

Teaching and Training: A five-part teaching series designed to increase health psychology knowledge
and understanding was conducted and documented in a case study, accompanied by a reflective

diary outlining a number of teaching and training experiences.

Research: The trainee produced three original pieces of research contributing to the health
psychology evidence base. A systematic review explored the existing evidence for positive
psychology interventions in prostate cancer. Empirical paper one used a qualitative methodology to
investigate the domains associated with patient empowerment in healthcare. Empirical paper two
built upon the evidence generated in empirical paper one and outlined the development, pilot

testing and psychometric evaluation of a novel measure of patient empowerment.



No portion of the work referred to in the thesis has been submitted in support of an application for

another degree or qualification of this or any other university or other institute of learning.



There are many people | would like to acknowledge and thank who have played a significant role in
everything | have achieved over the course of this Professional Doctorate. Firstly, | would like to
express my gratitude to my academic supervisors, Professor Helen Poole, Dr Rachel Tarling and
Professor Mark Forshaw for all of their support throughout my training. Your advice, feedback and
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This portfolio contains evidence of my experience and proficiency across the key competency areas
required for the Professional Doctorate in Health Psychology. My professional experiences leading up
to where | am today have included positions in public relations, healthcare advertising and honorary
positions in healthcare services before moving into a health psychology role. | believe that these
previous career experiences have equipped me with an array of skills and attributes that have
allowed me to develop and grow as a well-rounded practitioner during my Professional Doctorate

training.

My current position is Behavioural Psychologist within the Patient Engagement team at OPEN Health.
OPEN Health is multi-faceted healthcare communication and consultancy organisation that partners
with pharmaceutical companies as clients. The work of the Patient Engagement team focuses
primarily on patient experience and disease burden research, patient and public involvment in drug
development and clinical trial design, patient engagement strategy consultancy and population-level

behaviour change intervention design.

My scope of interest within health psychology is not contained specifically to one area, and this is
reflected in the variety of professional activities | have undertaken while demonstrating my ability in
the key competency areas. | developed a training plan at the start of the course that changed in a
number of ways due to shifts in opportunities and inevitably due to the Covid-19 pandemic, which

shaped a significant portion of my experience during the training period.

My consultancy competency was achieved through developing a professional partnership with the
University of Central Lancashire School of Dentistry to deliver a bespoke lecture to a mixed cohort of
students on managing dental anxiety. This also provided me with additional teaching and training
experience. In some ways, this was the competency | felt most confident in as | have a good amount

of consultancy experience from my workplace roles.

The behaviour change interventions (BCl) competency is presented through two case studies. |
delivered a one-to-one, face-to-face intervention with an individual referred to me through my
professional network. The intervention targeted increased tooth brushing, and was delivered over
five sessions. In constrast to the consultancy, this was the activity | was most nervous about
completing, as one-to-one interventions are outside of the scope of my day-to-day role in my

workplace. The second case study demonstrates the delivery of a mindfulness-based group



intervention with a team within my workplace. The intervention was carried out remotely online and
incorporated daily mindfulness practice with the aim to improve psychological wellbeing scores and

trait mindfulness.

Throughout the training period | have gained experience delivering a number of teaching and
training sessions both in person and online, and these are detailed within my Teaching and Training
Diary. To fulfil this competency, my Teaching and Training Case Study outlines a series of training
sessions delivered to a multidisciplinary team within my workplace, covering the principles of health

psychology and how it is applied within the setting we work.

| started my research competency by completing a systematic review into the evidence for positive
psychology interventions in prostate cancer. This topic was inspired by wanting to take a deeper dive
into the evidence after developing a mindfulness-based intervention through my workplace for those
with prostate cancer. My two empirical papers were connected. | was given the opportunity through
my workplace to dedicate some time to looking into the opportunity to develop a measure of
general healthcare service user empowerment. My first empirical paper was a qualitative
investigation into the domains associated with empowerment in healthcare. Utilising this evidence
along with a further review of the literature and existing measures, my second paper describes the
development, pilot testing and psychometric evaluation of the novel measure of patient

empowerment.

My professional development, learnings and growth are captured in the Reflective Practice chapter
of this portfolio. My Reflective Practice commentary presents my overall reflections and meta-

reflections looking back across my training period. My Practice Log is presented in an accompanying
document, which outlines the work | have completed on a weekly basis throughout the Professional

Doctorate.



The order in which the competency activities were completed differed from the original plan of

training, so | have included a table below that outlines the order in which they were carried out:

Timeline Activity Competency

Throughout | Practice Log Professional practice

2020 Plan of Training Professional practice

2021 Systematic Review Research

2022 Teaching and Training Case Study Teaching and training
Consultancy Case Study Consultancy

2023 Empirical Paper 1 Research
Teaching and Training Diary Teaching and training
Behaviour Chance Intervention Case Study 2 Behaviour change interventions
Behaviour Chance Intervention Case Study 1 Behaviour change interventions
Empirical Paper 2 Research

2024 Research Commentary Research

Reflective Practice Commentary

Professional practice

This portfolio presents evidence of competencies in the following order, with relevant appendices

included within each chapter:

S A o

Planning training in health psychology
Consultancy

Behaviour change interventions
Teaching and training

Research

Professional practice.



Planning Training in Health Psychology

This section contains the initial Plan of Training developed at the start of the Professional Doctorate

training period, as well as the initial training timeline and a SWOT analysis.



Placement overview

My current workplace role is Assistant Health Psychologist within OPEN Health, which is a private
healthcare communications organisation specialising in patient communication, research, branding,
and market access in partnership with pharmaceutical companies and healthcare charities. My role

sits within the Patient Engagement practice.

As an Assistant Health Psychologist working in this environment, my day to day role is varied. |
partake in the development of patient support programmes, which largely include digital
psychological interventions targeted at patient populations living with a certain health condition,
such as a specific form of cancer or rare disease. Another aspect to my role is research, and | am
regularly involved in data collection such as qualitative interviews or focus groups with patients,
qualitative data analysis and the dissemination of research results. A third aspect to my role is
consultancy and business development, meaning | am often involved in presenting proposals to
potential new pharmaceutical clients to advocate for the inclusion of health psychology research
and practice within their business model, with the aim to enhance the quality of life of their patient

populations.

Teaching and training competency outline

Series of five training sessions with OPEN Health employees

My practice at work has recently grown due to members of the wider organisation joining our team.
The Patient Engagement practice now comprises research specialists, account management,
copywriters and designers as well as Health Psychologists. To increase knowledge within the team
and improve the offering from our team to our clients, | plan to host a series of five educational
sessions with new members of the practice. The purpose will be to educate them on health
psychology, its remit, what my team of health psychologists do and how health psychology benefits

our clients, their patients and the wider healthcare arena.

The aim of this training programme will be to ensure that all new members of the Patient
Engagement practice at OPEN Health understand the basic principles of health psychology and how
it applies in our setting. Not only will this benefit the team’s understanding of our roles as

psychologists and trainee psychologists, but it will allow the team to seek out new settings in which
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health psychology can be applied to projects with our clients, and to spot unmet needs that could

benefit from input from a Health Psychologist.

Some of the content that | will focus on within these training sessions will include:

1) The principles of health psychology and where it is applied

2) Afocus on two key models or theories in health psychology, e.g. the theory of planned
behaviour

3) An activity to discuss why a Health Psychologist would be relevant in certain settings

4) An overview of the work that my team of health psychologists does within our organisation,
and some of the activities that we do on a regular basis

5) An overview of research in health psychology, and how it has helped to solve some of the

problems that our clients have approached us with.

To assess the initial training needs of the group | will send out a short survey with questions to gauge
the participants’ existing knowledge base. The training programme with then be structured around
their needs as a group. There will be between 5-7 individuals in the training group, and the session
will be designed for interactive learning where possible, with an even split of teaching, group
discussion and learning exercises. To support the training programme, PowerPoint slides will be
developed, and handouts will be given so that the attendees can do further reading between each

session should they wish.

| will aim to host one session each week of approximately an hour long, and the training sessions will
be observed by my workplace supervisor who is a Registered Health Psychologist. During the
sessions she will be taking notes of my performance and will compile a written assessment. During
the final session there will be a quiz to test the learning of the team. At the end of the training
programme, the attendees will be given a questionnaire, which | will use to gain feedback on the
session.

Training output: Teaching and training case study, teaching diary.

Training session with dental students

This piece of work will be focused around delivering a one-off training session to a group of 13-15
dental students. | will be aiming to offer a cohort of first year dental students training at University
of Central Lancashire (UCLan) a guest lecture on a health psychology issue relating to practising
dentistry. | will aim either for one of the dentistry course supervisors, or for a third party qualified

teacher to be present to observe the session.
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Before developing the training materials | will discuss with a programme lead at UCLan to assess the
existing knowledge of the students and to gain an understanding of any current health psychology-
related material that will be taught as part of their dentistry degree (outlined further in ‘consultancy
competency outline’). One proposed subject matter for this session is the biopsychosocial model
and how this can be a useful tool for dental practitioners. With this, | would use practical examples
from existing research to demonstrate how this model can be applied, and in what ways it would be

beneficial to their practice.

| will develop a review sheet that will be given to all attendees at the end of the session and will ask
them to provide both quantitative and qualitative anonymous feedback on various metrics relating
to the training, including its usefulness, relevance and effective delivery. This feedback will be
reviewed afterwards to assess whether the training session was successful and completed its

objectives, and it will allow me to reflect on my teaching and training competency.

The teaching method for this session will be less interactive and more of a desk learning, or ‘chalk
and talk’ style, due to the larger size of the group. To support the learning, | will develop a handout
to share with the group, containing the key messages from the day and references for where they
can access further information.

Training output: Teaching diary.

Consultancy competency outline

Training session with dental students

To demonstrate my competency in this area | plan to approach a cohort of dentistry students to
offer a training session (outlined further in ‘teaching and training competency outline’). In order to
establish a professional working relationship and to propose my offer of consultancy, | will reach out
to the Senior Clinical Teacher at the School of Dentistry at UCLan to make initial contact, and to
establish a key client contact. My initial email will be an introduction and informal proposal of the
training session, outlining the benefits of this session for the dental students and also how this will
benefit me as part of my professional doctorate portfolio. Following this initial email contact, if the
client is interested in this activity, | will propose a telephone conversation to discuss details further
and to allow the client to express their expectations and desires relating to the teaching session, and
to discuss a potential teaching plan for the session. During this conversation | will explore whether
the cohort are expected to receive any other health psychology-related training during their course

and establish where an unmet need may exist in their training, to ensure that the session will be
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appropriate, relevant and beneficial for the students. This conversation will form the basis for the
formal proposal and contract. After this initial telephone consultation, | will put together a formal
proposal document and contract. These documents will outline all the key details, including:

e When the session will be

e Timings and how long it will last

e Arecommendation of a topic and teaching plan for the training session

e What UCLan School of Dentistry students can expect to gain from this session

¢  What I will gain from hosting this session

e What information the client can expect to receive ahead of the session

e Atimeline for next steps

These documents will be shared with the client over email, and the client will be asked to respond to
confirm in writing that they are happy with, and agree to, to the terms of the contract. Following

this, the training session will be delivered as outlined in ‘teaching and training competency outline’.

After the session has been completed, | will make contact with the client over email to thank them
for their participation in this activity, and to ask for any formal feedback on both the consultancy
process, and the training session itself. | will also provide a formal summary of the training session,
outlining the information | delivered and the new knowledge and skills that the cohort are expected
to have gained. Following this, | will develop a complete case study to outline the process, which will
include critical reflection on the process and how it could be improved for future consultancy
activities.

Training output: Consultancy contract and report, consultancy case study

Behaviour change interventions competency outline

Workplace sleep intervention

To demonstrate this competency, | will be offering a sleep intervention to professionals working
within my office building. Intervention will be offered to organisational teams outside of my area of
the business, to avoid any potential professional conflict and to ensure the intervention is not
offered to anyone that | already have a personal relationship within the workplace. This ‘sleep clinic’
will be aimed at those self-reporting insomnia symptoms who aren’t receiving other clinical
interventions, e.g. from their GP, and would like to improve their sleep. The intervention will take

place in a one-to-one, face-to-face setting.
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For each client | will assess their sleep behaviour, and the behavioural and environmental causes of
any sleep concerns. | will also identify specific objectives and personal goals with the client to
establish what they would like to achieve from the intervention. Intervention designs will be based
on established theory and methodology, and will likely encompass psychoeducation on sleep
hygiene, mindfulness and breathing and CBT techniques. Clients will receive approximately six
sessions each, but this may vary depending on the initial assessment and client goals. The
intervention structure will be developed along with supporting materials that the client can take

away with them.

A case study will be written based on one client, outlining my assessment of their needs, how |
formulated and delivered the intervention, and a reflection on the intervention including any
changes | would make if | were to do it again.

Training output: Intervention case study 1

Online group intervention

A pharmaceutical company, Client D has approached my organisation, OPEN Health, in February
2020 to develop an online psychological intervention to be offered to patients living with diffuse
large B-cell lymphoma (DLBCL) that have been prescribed a novel immunotherapy that is
manufactured by Client D. Client D is interested in sponsoring the development of a psychological
intervention based on their insights that their patient group often experiences anxiety linked to
relapsed or refractory cancer and commencing a new treatment pathway, and some experience

PTSD linked to their previous line of oncology treatment.

The intervention will be designed and developed in full by OPEN Health on behalf of Client D. It will
then be supplied to appropriate healthcare professionals within the NHS at relevant treatment
centres, who will give suitable patients access to the online platform. The intervention will be

designed to be self-led, so that the patients can access it online, at times most suited to them.

| have been given the role of health psychology lead on this project and will develop and formulate
each step of the intervention under supervision of a registered health psychologist within my team. |
will first conduct research which will comprise several stages. | will review existing patient research
undertaken by Client D, conduct a literature review to understand the psychological needs of this
group, undertake a ‘social listening’ exercise to understand the questions and concerns that are

being raised online, and conduct patient interviews followed by a thematic analysis to gain a rich
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understanding of their psychological needs. Based on these findings | will formulate an intervention

that best suits the needs of this population.

The intervention will most likely include a series of video content, written articles or podcasts. For
each of these | will write the psychological content, and it will be presented in a report before the
online intervention is built. This will be reviewed by my workplace supervisor, Client D, and

potentially an advisory board of healthcare professionals for validation. Any changes or comments

on my intervention will be documented.

Third parties from within my organisation or specialists outside my organisation will be involved with
the production and delivery of this intervention, for example, digital specialists to create an online
platform, or voiceover artists to record podcasts, however | will oversee this process in full, and

ensure it is in line with the overall intervention design.

The intervention will be designed so that its effectiveness can be evaluated through screening and
patient reported outcomes pre- and post-intervention. This will likely take the form of an online self-
report questionnaire, which will be embedded into the online platform. For the purposes of my
portfolio, the client name and product name will be redacted from the case study.

Training output: Intervention case study 2.

Research competency outline

Systematic review

To demonstrate my ability to review systematically a body of health psychology knowledge | intend
to complete a systematic review of positive psychology interventions in prostate cancer. As positive
psychology is still a relatively new area of research compared with more traditional domains, there

have been a number of empirical research papers published in recent years exploring the impact of

positive psychology interventions as they apply to various populations and settings.

One application of positive psychology interventions that | find particularly interesting is in prostate
cancer. As prostate cancer, even in advanced stages, is increasingly able to be managed as a chronic
condition, traditional psychological interventions targeted at acute forms of cancer are not always
appropriate in this setting. Several studies have explored the effects of positive psychology
interventions in men living with prostate cancer. | feel that it would be beneficial to explore this

research in a systematic review to provide an overview of the research in this area.
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The review will be written for submission to an appropriate journal for publication, such as the
British Journal of Health Psychology, that particularly welcomes systematic review submissions.
Because of this, the review procedure will follow the guidelines of the journal, and it will be written
to the journal’s specifications. Whilst completing this review, | will also document the process to
inform a full research commentary covering all my research activity throughout my training.

Training output: Systematic review, research commentary.

Research project 1

For my first area of novel research, | would like to take a qualitative approach and use semi-
structured interviews with a sample of around 10-12 practising physiotherapists in London, to
investigate the day-to-day implementation of the biopsychosocial model. It has been recommended
by NICE in recent years that physiotherapists should utilise the model, and some research has been
conducted focusing on how it is used in specialist areas. Within this research project | would like to
build upon existing research in this area either by taking a closer look on a specialist area within
physiotherapy, to gain an understanding of how physiotherapists perceive the biopsychosocial

model to help their practice, and the perceived benefit to patients.

Ethical approval with be sought from Liverpool John Moores University (LIMU) Research Ethics
Committee before the study begins. The research will be submitted to an appropriate journal for
publication, and research activity will all be logged in an ongoing practice diary and will be used to
build a reflective commentary on the research | have conducted throughout the course of the
professional doctorate.

Training output: Empirical paper 1, research commentary.

Research project 2

For the second novel piece of research that | plan to undertake as part of my training | would like to
explore attitudes to sickness absence due to mental health in workplace environments within the
UK. Within the research | would like to explore the extent to which adults hold different attitudes to
taking sick days from their place of employment for mental health reasons as opposed to physical
health. In particular, | would be interested to explore the extent to which participants who have
experienced mental health difficulties would feel comfortable taking sickness absence from work

and disclosing that it was for mental health reasons.

Before starting the research, ethical approval with be sought from the LIMU Research Ethics

Committee. The participants for this study will be recruited on a voluntary basis using an
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opportunity sample of employees working within a number of organisations of various natures in
the UK. | aim to collect data through an online self-report questionnaire from adults working in
office environments, and questions will be chosen to explore the strength of attitudes along with
another domain such as personality. Responses will be converted into quantitative data for
statistical analysis and the final empirical paper will be submitted to an appropriate journal for
publication.

Training output: Empirical paper 2, research commentary.

Professional practice overview

Throughout my training and beyond, | will be adhering to a number of professional standards

deriving from my workplace, the HCPC, the BPS and LIMU.

Any of the activities | will be submitting as part of my portfolio that have been conducted through
my work placement at OPEN Health will be underpinned by a professional code of conduct. | will
also receive regular supervision from my workplace supervisor, and take part in weekly MDT team
meetings, during which my team shares learnings that can benefit our practice. Within my
workplace environment | receive regular training and updates, including training on important
professional issues that could impact my practice such as GDPR standards and regulations on
pharmaceutical industry communications, as well as client-required training on adverse events

reporting and patient-oriented programmes.

My practice will follow the HCPC guidance on conduct and ethics for students, the BPS code of ethics
and conduct, and | will be supported by guidance from LIMU including regular supervision. | believe
it is my responsibility, throughout my career, to continue to learn and develop my skills as a
professional, and this includes knowing when is appropriate to ask for advice or support from
colleagues. This is something | will be practising throughout my training, alongside keeping a

continued professional development log.

During my training period | will keep a practice log, which will document my professional activities
each week, what | learned and any feedback | received. | will also maintain a reflective diary and
ensure | am reflecting on my practice on a very regular basis, practising both reflection and meta-
reflection.

Training output: Reflective practice commentary, training log.
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Original training timeline

A Gantt chart outlining the initial timeline for my training over the course of the professional doctorate can be seen below.
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SWOT analysis

Strengths

One of the key strengths to this training plan is that the timing has been considered carefully and the
training activities are spread evenly throughout the first two years of training, as far as opportunities
allow. Each research project is separated so that there are no overlaps, which | feel is very
important. Planning to work on multiple research projects at the same time could be a threat to the
quality of the research, as | would have limited time to complete both projects at once and research

can be very time consuming in nature.

Towards the end of the plan, | have fewer training activities planned. This allows a realistic
timeframe in the later stages of the professional doctorate to ensure | have time to complete the
final write-up required for my portfolio. Additionally, many of the activities are flexible in terms of

time, and should | need to, | can reschedule the dates | have planned to complete them.

Within the timeline, | have planned to begin research activities in early 2020. | believe this is a
strength of the plan as research can often be unpredictable and timings can extend further than
expected due to unforeseen circumstances. Starting the research early means | will be able to
extend the time | need to complete it if necessary, without delaying the completion of my overall

training.

The research projects | have outlined in my plan are all designed to be completed outside of my role
at OPEN Health. Although this means that | won’t have the opportunity to save time by meeting this
competency in my workplace, for example by utilising any research | will be conducting with
pharmaceutical clients, a strength of this approach is that | will have complete control over the

research, including the design, protocol and timings.

The research projects themselves are varied, both in the nature of the research and in the initial
proposed methodology. | perceive this to be a strength of the plan, as it allows me to demonstrate
my competency in both qualitative and quantitative research methods and allows me to expand my

knowledge base in multiple areas.

The activities within my plan of training are all underpinned by professional guidance and
compliance, as outlined in ‘professional practice overview’. Abiding by the HCPC guidance on
conduct and ethics for students, the BPS code of ethics and conduct and professional regulations

within my workplace will ensure that the work | do both within and outside of the realms of my
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training complies with the standards upheld by appropriate professional bodies, and that the clients
and patients that | work with are suitably protected. Having worked in a professional industry for
five years | feel that | have a suitable understanding of professional practice and procedures, and

that this will be of benefit during my training.

One strength of this plan is that it allows me the opportunity to complete training in other settings
outside of my full-time role at OPEN Health. Operating on an individual basis delivering consultancy
and training and partnering with another organisation will be beneficial for my personal and
professional growth. These experiences will allow me to gain additional knowledge and insight into
new ways of working and challenges associated with different health-related industries. It will also
allow me to practice within new subject areas that | do not have regular exposure to in my full-time

employment and to maximise learning opportunities.

Weaknesses

One weakness of my training plan is that my proposed research projects are only at the early stages
of conception, and | haven't yet fully scoped out the research questions or methodology. This is a
weakness as it means there is a potential risk that, after further exploration of the projects, an issue
could arise that could mean my research areas of focus may have to be altered. In order to reduce
this risk, | will need to further scope out my research ideas as soon as possible and have discussions

with my university supervisor on the feasibility of these ideas.

A second weakness identified with this plan is that my group behaviour change intervention will
involve a number of other colleagues. This means | will need to take a lot of care to ensure that my
role is clearly defined, and | can demonstrate that the work | have completed is my own, individual
work. | will need to have conversations with my university supervisor to ensure that the nature of
other colleagues’ involvement is acceptable and will meet the criteria outlined for the doctorate

programme.

One further aspect of my plan that could be considered a weakness is that that it covers multiple
areas of health psychology and isn’t focused on one single area of specialty. This could be a potential
weakness as it means that, although | will be learning and developing in a number of areas, | will
need to dedicate time to ensure | am suitably competent and knowledgeable in multiple areas. Were
| to focus my activities on one particular area of health psychology, | may be able to save time in

learning around this subject area and potentially combining multiple competencies together.
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However, although | would like to be as efficient as possible during my training, my primary aim is to

gain as much experience as possible and to learn as much as | can.

Another weakness within my plan of training is that many of the activities | have included will be
completed outside of my full-time role at OPEN Health. This could be a weakness, as it means | will
need to manage my time carefully and balance training activities with work responsibilities, and this

could lead to time constraints at particularly busy periods of both training activities and work.

A final weakness linked to my plan relates to my teaching and training competency activity. As | am
planning to complete this with OPEN Health employees, this will be classified as internal training. A
potential weakness of this approach is that potential client priorities and deadlines could mean that
participants fail to attend some of the sessions that they will have agreed to attend. A requirement
of this case study is that the scaffolded learning training programme is carried out with a consistent

cohort of participants, and so | will need to minimise the risk of drop-out as part of my plan.

Opportunities

The training activities in this plan cover different areas of health psychology, from mental health, to
sleep, to interventions for long-term illnesses. | interpret this feature to be an opportunity to expand
my knowledge and expertise in a wide range of fields and to gain a broader understanding of

techniques, research, theories and insights into areas that | might otherwise be unfamiliar with.

| feel that there are many opportunities for further teaching and training opportunities based on the
activities within my plan. If the internal health psychology training programme within OPEN Health is
successful, an opportunity to repeat the programme with other areas of the business may arise. This
would allow me to expand on the initial programme by applying learnings and reflections, and to
further improve my teaching and training abilities. There are around six other teams of this size
within other divisions of the company in London and surrounding areas, so it is feasible that | could
develop bespoke plans based on the existing knowledge of these teams and continue to practice and

improve on my teaching and training abilities.

There is also an opportunity to expand on the teaching session with dental students both from a
training and a consultancy perspective. If the training session is successful, this could lead to further
opportunities to host training sessions with other groups of dental students perhaps from other year
groups within the university. It would also give me the opportunity to use this consultancy model to

reach out to other groups of healthcare professionals for which this training would be relevant, and
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to develop bespoke training programmes. Combining one of my teaching and training sessions with
a consultancy exercise has also allowed an opportunity for efficiency. This has allowed me to
combine learnings and to be able to demonstrate multiple competencies within one project.

As a graduate member of the British Psychological Society, and the Division of Health Psychology,
there are opportunities for further training and experiences to expand upon my training plan. | aim
to attend the Division of Health Psychology Annual Conference 2020, which will allow me to learn
about new and upcoming research, network with other professionals in the field, and to listen to
presentations and talks which will hopefully allow me to reflect on my own training and presentation

skills and to learn new techniques.

My current role within OPEN Health means | work closely with a team dedicated to research. This
allows me the opportunity to become involved with any upcoming internal or external research
projects that | am available to take part in, to develop my skills in this area. The nature of the work is
fast-paced, and there will also be regular opportunities to take part in online group intervention
work over the course of my training. This means that | should have further means of demonstrating

these competencies should any of my existing activities within this plan become threatened.

A further opportunity that comes with my role is linked to working within a team of Health
Psychologists. The two registered Health Psychologists within my team have different backgrounds
and a breadth of experience between them, which means | have daily opportunities to learn from
them. My workplace supervisor also works in clinical role within the NHS one day a week, and we
have discussed the opportunity for me to look into voluntary experience at the hospital she works
at, which would develop my clinical practice skills. OPEN Health is also part of a larger network of
healthcare communications, consultancy and research organisations, which gives me the
opportunity to work with professionals from other fields, building on my professional skill set and

providing a further opportunity for learning.

As outlined in more detail within ‘Strengths’, the activities within my plan will afford me the
opportunity to gain knowledge and experience in areas of health psychology outside of my usual
day-to-day practice. This could give me a chance to discover new strengths and capabilities, as well
as to find new areas of practice that | am interested in, which could shape the direction of my

career.
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Threats

Within the research competency, the threat exists that one of my areas of research could be
undertaken and published by another researcher before | complete the write up of my paper.
Although publication is not a requirement within the professional doctorate, it would be preferable
to complete a novel review that could contribute publicly to the body of knowledge within health

psychology.

A further threat that | have identified is associated with the group intervention outlined in my plan.
The scope of this intervention is quite substantial, and it is being invested in by a pharmaceutical
company at a European level. If the intervention is successful, it will be executed in five markets
within Europe, but with this comes a pressure for the intervention to comply with the constraints
and desires of stakeholders within these markets. This could threaten my ability to retain complete
ownership of the intervention, and | will need to ensure that | have maximum visibility as the health
psychology owner of this intervention within my own organisation to allow me to execute this fully.
A related concern is that the priorities or strategic direction of Client D could change, and that this
project could be cancelled or significantly change to the point of it being inappropriate to use as a
case study for the behaviour change intervention competency. Although this is relatively unlikely to
happen once a contract is agreed, | need to remain aware of other opportunities to meet the group

intervention competency as a contingency plan.

On a personal level, certain traits of my personality mean that in some situations | naturally spend
more time listening, observing and thinking or reflecting within group discussions rather than
contributing to the discussion itself as it is happening. Although | am confident in participating in
group discussions and sharing my viewpoint, there will be times | will need to consciously push
myself to do this, as not engaging to my maximum potential in these settings could pose a threat to

me getting the most out of the doctoral training programme.

As | completed by Health Psychology MSc in 2015, there is a risk that due to time passing, | may have
forgotten some elements of the training | completed during this course. Although | have been
maintaining and building upon my health psychology knowledge since the MSc, there are some
areas that | have not practiced, such as the utilisation of certain software such as SPSS. To avoid this
threatening the quality of my work, | will need to ensure that | engage in any additional training
required to make sure that my knowledge is maintained in these areas, should | identify an area of

weakness.
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Delivering teaching and training is not an activity that | partake in regularly, and | am not completely
confident in a public speaking setting, potentially due to lack of regular experience. To minimise the
risk of this affecting my success with the teaching and training competency activities | have planned,
| will aim to schedule additional teaching opportunities where possible throughout my training plan

and capture these in my teaching and training diary.

A final perceived threat to my training plan is that, although | have received training on one-to-one
intervention design during my MSc and have worked on group intervention designs during my work
at OPEN Health, | have limited experience delivering interventions on a one-to-one basis. This lack of
experience could threaten the success of my behaviour change intervention programme. To
minimise this risk, | will ensure to seek regular supervision from both my university and workplace

supervisors, and to ensure | am not practising outside the realms of my capability.
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Consultancy

This section contains one case study outlining a piece of consultancy work, with accompanying
consultancy agreement, deliverables and report included in the appendices. As the core deliverable
of this consultancy was a lecture, further reflection on the delivery of this work can be found in the

Teaching and Training Diary.
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Introduction and background

Dentistry in the UK has undergone a sea change over the past few decades, led by a shift from a
paternalistic biological model of health and disease to more of a biopsychosocial approach that takes
into account the psychological and social factors that contribute to health (Deep, 1999). Dental fear
and anxiety is a health concern that affects around 36% of adults in the UK (Beaton, Freeman, &
Humphris, 2014), and can have a direct impact on oral health (McGrath & Bedi, 2004). In line with
this shift in dental care, it is increasingly important for dental professionals to understand and be
confident in managing patients who experience dental anxiety. This case study outlines a consultancy
project in partnership with the University of Central Lancashire (UCLan) School of Dentistry to

provide a lecture to a group of trainee dental professionals on the topic of dental anxiety.

The contact to my client was established through a member of my professional network who is a
registered dentist. During a discussion with this person around patient-centred approaches in
dentistry and the current dental training curriculum in the UK, we reflected on the management of
patients with dental anxiety. They shared with me that many patients present with anxiety and it can
sometimes be difficult for newly qualified dental practitioners with limited patient exposure to

recognise anxiety and feel confident in managing it.

A questionnaire-based UK study reported that despite dentists receiving training in managing
anxious patients during their degree, 65% of dentists who participated in the research shared they
felt less than adequate in the use of psychological techniques (Ayn, Robinson, Nason, & Lovas, 2017).
| established that it could be beneficial for a lecture or training seminar to be delivered to dental
students from a health psychology specialist to provide additional education on managing patients
with dental anxiety from a psychological perspective. With this in mind, | decided to approach a UK

dental school with an offer to provide consultancy in this area.

Utilising the ‘Seven Cs of Consulting’ framework developed by Mick Cope (Cope, 2003), | followed a

systematic methodology to plan, manage, monitor, and evaluate the consultancy, which | will

reference in this case study.
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Establishing a consultancy relationship

Before contacting a potential client, | felt it was important to carry out some background research to
form an initial understanding of some of the potential needs associated with this client group. Firstly,
| arranged a meeting with my registered dentist contact to hear more of their perspective on the
potential needs of university dentistry programmes in this area. Secondly, | undertook a period of
desk research to examine the structure and content of UK Bachelor of Dental Surgery (BDS)
programmes to gain a deeper understanding of the current curriculum in terms of managing patients
with dental anxiety. Based on this preliminary research, | constructed a consultancy proposal
(Appendix 1), which was enclosed in an introductory email (Appendix 2) to my potential client, Dr
Charlotte WIlIimot, Senior Clinical Teacher at the UCLan School of Dentistry. Within this document |
considered some of the details that a potential client may be interested in while considering a
consultancy partnership, including project milestones and the anticipated scope of the consultancy.

The client responded with interest and | arranged a meeting to further discuss their needs.

According to Cope’s framework, the first ‘C’ of consultancy to focus on is the client. It describes the
process of understanding the client’s perception of the current situation, their goals and what power
they have to influence the outcome. This builds the foundation of a positive client partnership, and a
strong consultancy. When preparing for my first client meeting, | aimed to ascertain their current
perception of the consultancy need, any goals they hoped to achieve from the potential consultancy
work, and if there were any additional stakeholders that needed to be included in the planning and
execution of the work. Drawing from my previous experiences in providing consultancy and
managing client relationships, | prioritised building a relationship based on trust, integrity and open

communication.

In the beginning stages of the consultancy during which | was preparing to make initial contact with
the client, | felt hesitant in how to best approach this relationship. Upon reflection, my uncertainty
was around the level to which my potential client may or may not be interested in my proposal, and
if there may be an unbalanced power dynamic. Cope’s framework helped me to understand and
articulate this. Cope suggests a client relationship can be mapped onto two axes of dynamics; the
first being familiarity and the second being push vs pull, i.e., the extent to which the consultant is
selling versus their consultancy being sought by the client. Ahead of my first call with the client |
could ascertain that having a mutual professional connection established a slight familiarity that
would not have existed in a cold contact, but | was still uncertain as to the push versus pull dynamic.

Our initial conversation allowed me to understand that the client was interested in my proposal and

Consultancy Case Study 28



therefore the push versus pull felt quite balanced. This informed the tone of my further
communications. During the call, | made sure to establish ways of working including modes of
communication and the level of contact the client could expect from me. The format of a video call
meant that a visual connection could be made with the client, allowing for body language including
eye contact, non-verbal listening cues and positive facial expressions to be conveyed. This allowed
me to build a rapport with the client, and | closed the call feeling confident we had established a

friendly working relationship.

According to Earll and Bath’s chapter in ‘Health Psychology in Practice’, it is important to clarify the
role of the stakeholder within their organisation, including understanding whether any other
stakeholders need to be involved in the consultancy process upfront (Earll & Bath, 2004). Successful
management of a client relationship means understanding the key stakeholders involved in their
work and navigating balancing the needs of the consultant, the client, and their stakeholders. Cope
refers to this as the ‘three legged stool’, and states that problems can occur if one stakeholder is left
partially satisfied (Cope, 2003). For this client, an important stakeholder was the target student body
of the university, and | recognised that it would be crucial for me to pay close attention to the needs

of the students alongside the needs of my client and the university itself.

Defining the consultancy scope

Cope names the second ‘C’ of consultancy ‘Clarify’ (Cope, 2003). During this stage, it is important to
determine the exact and specific nature of the problem that is being addressed, who is to be
included in the change, and what may pose a risk to this change happening. | began this process by
gathering information from the client on the educational needs of the students, as well as the
desired outcomes for the client themselves. In this stage, | aimed to mirror the process consultation
model (Schein, 1999) in which the consultant and the client work together to identify the problem
and through the leadership of the consultant, collaborate on a solution that the client feels a sense
of ownership of. During this process, | began to elicit and prioritise the needs of my client as well as

the needs of the target student group.

One of the client requirements was that the lecture material should be applicable to a varied
audience of students, all with different levels of clinical experience. The student group would
comprise dental therapists along with fourth and fifth year BDS students, and some of these students
would be qualified and experienced dental nurses who are now training in dental surgery. My client

also shared that while the fourth and fifth year BDS students would have clinical experience, they are
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likely to have only seen approximately 30 patients, and none of these patients will have had a high
level of dental anxiety. This meant that | needed to ensure my content was accessible to all levels of
clinical experience. | considered this to be a key priority when forming the content of the lecture and
opted to begin with a ‘back to basics’ introduction of what anxiety is, and how it might manifest in
the dental setting. | also honoured this requirement by ensuring | provided definitions to any words
or concepts | considered may be unfamiliar to the group and allowing for questions to be asked

throughout the lecture.

When consulting with my client, | also made sure to discuss what success would look like from the
client perspective, and | asked what the desired outcome would be in terms of how their students
approach patients with dental anxiety. This informed me of the client’s expectations and allowed us

to form a joint vision of a goal for the consultancy as a whole.

Developing a contract

Based on the requirements and deliverables that were discussed during the first client call, |
prepared a consultancy agreement containing the agreed scope of work, as well as assurance and
positioning on regulatory compliance, confidentiality, liability and closure (Appendix 3). It is
important that nothing in a consultancy contract is a surprise to the client when they see it, so |
made sure to discuss the arrangements first with the client before solidifying the details in writing. |
found this negotiation process a challenge during the first call, as it was my first live interaction with
the client, and | needed to balance gauging their level of interest while discussing more specific
parameters and the potential scope of the consultancy. In previous consultancy experience working
as part of a large company, the initial client contact would usually have been established and
solidified before very specific details of the scope of the project were defined. On reflection, an
alternative approach could have been to have two shorter calls; the first to connect with the client
and gauge interest, and the second to discuss the specific details of the consultancy ahead of
contract development. During this process | opted to combine the two so as not to ask for too much
time from the client upfront, but the alternative approach is something | will consider in the future.
Once | finalised the contract, | shared it with the client and invited them to review and confirm if any
changes were needed. The client was satisfied with the contract and returned a signed version on

the same day.
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Planning and managing the consultancy

The third stage of Cope’s framework is ‘Create’ (Cope, 2003). This is a critical phase, which covers the
development of a sustainable solution that is measured against clear success criteria. Based on the
meeting | had with the client to understand their needs, and the scope defined in the contract, |
began to construct top-level recommendations for the lecture content. The first key milestone of the
consultancy planning was to develop a proposed lecture outline document (Appendix 4). The
purpose of this was to present a lecture overview, aims, learning objectives and content outline to
the client. | felt it to be an important checkpoint in the client relationship and in the consultancy
planning, as the client would be able to sign off in writing on some of the agreed parameters and
outcomes that had been discussed. Cope describes the development of a successful consultancy
solution to be a process of managed creativity between the consultant and the client (Cope, 2003).
By including this checkpoint within the process of building a solution, | allowed the client to be
directly involved with the journey of developing the materials, thus ensuring a collaborative

approach.

Earll and Bath advise that measurable aims and objectives need to be clearly specified to the client
(Earll & Bath, 2004). Therefore, | ensured that the overall aims of the consultancy were
communicated in the contract and discussions, while the aims of the lecture itself were enclosed in
the lecture outline document. Once this was approved by the client, | moved on to researching and
developing the final lecture materials. The lecture was to be hosted virtually, using Microsoft Teams. |
drew upon my own experiences of delivering teaching and training, as well as the education | have
received on teaching methodologies, combined with additional research into the education of dental

students to develop the lecture materials.

| initially aimed to develop an interactive lecture that combined didactic teaching with peer-group
learning and participation. According to a recent scoping review of dental training in the UK, didactic
teaching is widely used to convey theoretical information in dental schools, and the content is often
enhanced by audio-visual means during teaching sessions (McGleenon & Morison, 2021).
Additionally, educational research shows that dental students indicate a preference for visual
learning and place high value on engaging content (Murphy, Gray, Straja, & Bogert, 2004;
Schonwetter, Lavigne, Mazurat, & Nazarko, 2006). During one communication, my client shared that
the nature of teaching such a mixed group of students meant that some of the group may have
reservations in actively participating in front of other members of the group. This meant that | had to

develop engaging activities that could be completed anonymously. | opted not to utilise any peer-
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learning as it felt it would not be appropriate in this setting. | utilised the ‘Polls’ feature built into
Microsoft Teams as a tool to support student engagement and interactivity. Using this feature, |
devised anonymous polls that would generate percentage-based answers and word clouds. | felt it
was important to retain these interactive elements as research into online learning engagement
strategies has shown that online collaboration and peer-to-peer engagement are rated by students
to be educationally beneficial (Martin & Bolliger, 2018). This would also maximise the likelihood of
students fully attending to the lecture contents, which would be important in order for change to

happen.

| conducted a review of the relevant literature in this area and synthesised a broad range of research
to create the lecture content. There are several recent qualitative and quantitative studies and
reviews outlining evidence of successful interventions in dental anxiety, and many relevant insights
from patients with dental anxiety on their experiences in the dental setting. Based on this literature
review, | prioritised what | considered to be the most important topics, which included: an overview
of anxiety; how and why anxiety may manifest in the dental setting; how anxiety can be recognised;
and how dental anxiety can be best managed by the dental team using behavioural and

communication techniques.

Research shows that triggers of dental anxiety can be different in adults versus children, and it is
important for each patient group to be managed accordingly (Morgan et al., 2017; Shindova &
Belcheva, 2021; Vanhee, Mourali, Bottenberg, Jacquet, & Vanden Abbeele, 2020). The dental team
can learn to recognise patients with dental anxiety through observing their behaviour and
communication (Zimmermann et al., 2011) and dental anxiety can be measured through formal
instruments if needed (Yon et al., 2020). Behavioural management of dental anxiety has shown to be
effective in a number of settings, and | provided the students with a range of behavioural and
practical tools that could apply to their practice (Appukuttan, 2016; De Jongh, Adair, & Meijerink-
Anderson, 2005; Newton, Asimakopoulou, Daly, Scambler, & Scott, 2012; Wide Boman, Carlsson,
Westin, & Hakeberg, 2013). The use of storytelling and gamification has shown to be successful in
reducing dental anxiety in paediatric patients, and so | opted to include information on additional
resources that the dental team could provide to patients (Abbasi et al., 2021; Alsaadoon, Sulimany,

Hamdan, & Murshid, 2022).

While building the lecture materials, it was important to ensure that the interventions and guidance |

recommended were appropriate and relevant for an NHS setting. Many published behavioural

Consultancy Case Study 32



interventions, while successful, are not necessarily feasible to carry out in a time and resource-
restricted environment. Including these interventions in the lecture would run the risk of not
providing accessible or relevant information and may reduce buy-in from students. | also made sure
to closely follow the agreed structure and outline of the materials that had been agreed with the
client. | planned to set up a call with the client should | believe that the materials needed to deviate

from the original plan, but this was not necessary.

During the consultancy process, my client suggested that the lecture should meet the criteria of
verifiable CPD for the students and requested that the students received a CPD certificate for their
attendance. In order to meet this need, | researched the requirements of the UK General Dental
Council for verifiable CPD, ensured that my content met those criteria, and created and distributed
certificates to attendees following the lecture. | was keen to fulfil this request as | have never
delivered CPD to healthcare professionals and trainees, and | knew it would be good experience for
me to research and carry out this process. This request was out of scope of the initial consultancy
agreement, however, due to the pro bono nature of this work and my personal interest in wanting to
gain this experience, | didn’t feel it necessary to raise this with the client. Reflecting back on this
decision, | know that if | was charging a fee for this work, | would have felt comfortable in addressing

that this was out of scope, even if | was not adjusting the fee or contract accordingly.

When psychologists engage in interprofessional collaboration as consultancy, it is vital to be able to
remain adherent to ethical standards, and practice within your scope (Arredondo, Shealy, Neale, &
Winfrey, 2004). This means that consideration must be made to potential challenges and anticipated
situations in which an ethical dilemma may present itself. | felt it important to clarify any potential
professional boundaries upfront. Therefore, | ensured to include an upfront communication within
the lecture to outline that my material will only cover psychological and behavioural management of
anxiety in the dental setting, and | cannot advise on pharmacological solutions, e.g., sedation. |
developed a verbal action plan with my client which addressed the risk of a student asking a
guestion that may be beyond my scope of practice. This involved stating my professional scope and
deferring the inquiry to my client, who would be present during the lecture and could field any

clinical questions if they wished to.
The fourth stage of Cope’s model is ‘Change’, which he describes as a process of understanding the

fundamental aspects that drive and underpin the change process, with a particular focus on the

human factors that need to be managed. A consultancy solution often involves challenging the
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current status quo. Led by Cope’s framework, | considered both tangible and intangible change
factors that could influence the effectiveness of the consultancy project. The key tangible element to
this process was to ensure that students would attend and engage with the lecture itself, providing
them with the opportunity for behaviour change. By providing a CPD certificate, and crafting an
engaging lecture title and outline, | created an incentive for students to attend the lecture, ensuring a
condition where this tangible change element had a good chance of being implemented. |
considered the key intangible change factor to be students’ motivation and intentions to change
their current behaviour with regards to the management of dental anxiety. In order to ensure a
change was made, | needed to address any pre-existing beliefs in the students that may hinder the
change process. | planned to begin the lecture by sharing an overview of the reasons why better
management of anxious patients would have a benefit to the dental team as well as to the patient,
with the aim to target any existing personal attitudes, and to follow this with information on how the
anxious patient can be supported in a regular NHS setting, to highlight that the students can make a

difference, targeting their current perceived level of behavioural control.

Research with students has shown that engagement with real-world scenarios increases
engagement, and this is an important factor for change (Martin & Bolliger, 2018). Applying the
behavioural solutions within the lecture to real-life examples of how anxious patients may present
based on research allowed for the learnings to be sustainable, as the students were provided with
tools that they can use in their ongoing practice. Finally, | ensured to emphasise the importance of
adapting any communication techniques to their own style of communication, in order to increase
the likelihood of the students adopting these techniques into their everyday language, maximising

the opportunity for long-term change.

The final deliverables and outcomes

The lecture was delivered to a group of 40 students along with some teaching staff and registered
dentists from the UCLan School of Dentistry. | joined the video call early in order to set up the
interactive elements including polls and encountered a problem. The functionality for the Microsoft
Teams Polls add-on wasn’t configured for use on the client’s platform and the client was unable to
add it. Initially | felt concerned that the lecture would not be as engaging, and that my slides
wouldn’t be accurate to the activities. | managed to quickly come up with an alternative solution,
and asked students to use the interactive responses on Teams (for example, ‘thumbs up’) to engage
with the activities instead. This meant that | needed to adapt the questions | was asking the group to

evoke ‘yes’ or ‘no’ answers only. As | had five minutes to spare before the lecture began, | edited the
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relevant slides to remove any instructions relating to the Polls feature. This allowed me to feel more
in control of the situation, and | was thankful to have the spare time to make this change. Upon
reflection, this was a key learning moment. In future, | will endeavour to test the exact technology
set-up beforehand to troubleshoot any issues of this nature. The lecture was given as planned, and |

felt confident in my delivery of the material.

Following the lecture, | developed a consultancy report, and shared this with my client (Appendix 7).
The purpose of the report was to summarise the consultancy process and what was delivered, reflect
back on the initial objectives and how these were met, and provide recommendations to the client.
The initial recommendation of the consultancy was to host the lecture to equip students with
knowledge and skills in this area of learning. | provided the client with recommendations for the
future, in order to ensure a lasting change. These included the recommendation to repeat this
training in future years and with future cohorts, as well as to host a more interactive face-to-face
session where students can put their skills into practice in a safe setting through the use of role-plays

and other group activities.

Evaluating the process

A key stage of Cope’s model is ‘Confirm’. This is the fifth stage of the process and outlines the need to
ensure that the anticipated change has taken place, using quantitative and qualitative measures. In
order to measure the success of the consultancy, it was important to gain feedback from both the
students and the client. The evaluation of a consultancy project must be clearly linked to the initial
aims and objectives (Earll & Bath, 2004). Therefore, the consultancy could only be deemed successful
if the students found the lecture informative and beneficial to their practice, and if the client felt that
the lecture met the needs of the School of Dentistry. | developed an online feedback form, which
was shared with the students by my client after the lecture. Thirteen students completed the form
and the results were positive. 100% of respondents felt more confident in managing patients with
dental anxiety following the lecture, which confirmed that the fundamental aim of the consultancy

had been met. Full student feedback is documented within the consultancy report (Appendix 7).

Once the lecture had been delivered and | had shared the final report with the client, | asked for
their final feedback and reflections on the consultancy process. | provided them with feedback
prompts, and the client gave written feedback (Appendix 8). | was pleased to receive positive
feedback on both the overall consultancy process and on the final report. The client noted that the

lecture was informative and supported the students in developing their clinical practice to support
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the community of anxious patients, which confirmed that the client also believed that the aim of the

consultancy had been met.

The penultimate phase of Cope’s framework is ‘Continue’. Cope defines this as a process of ensuring
that change will be sustained using learnings that emerge from the transition, the skills of the change
agents and the sharing of new knowledge and skills. The framework suggests evaluating whether
there are any barriers to sustained change, such as potential push back from administration on the
client side (Cope, 2003). As the client was on board with the consultancy deliverables throughout
and communicated that their position on the importance of this particular education was echoed by
their colleagues in the School of Dentistry, | believed there to be no barriers in this respect. Secondly,
Cope suggests that knowledge transfer must take place in order to maximise the continuation of the
efforts delivered by the consultant (Cope, 2003). By providing the students with knowledge and skills
that can be directly applied to their own practice, | believe that a strong opportunity for continuation

of this change has been created.

The final stage of Cope’s framework is ‘Close’. This stage covers the end of the consultancy
relationship. Cope emphasises the importance of understanding and reflecting on the final
outcomes, considering new learnings and investigating any future consultancy opportunities (Cope,
2003). At the end of the guest lecture, | stayed on the call with the client and reflected on the
delivery and consultancy so far, which was a good opportunity to gain some immediate client
feedback. The client commented that she would be happy for me to return the following year to
deliver another guest lecture for a new cohort, which was a great sign of client satisfaction and a
continued relationship. The close of the consultancy was marked by the client’s final feedback on the
consultancy report, in which they mentioned an opportunity for a continued relationship, and
further consultancy work in the future. | ensured to end our current engagement with a positive

interaction and plan to re-contact the client in the future to gauge the opportunity for more work.

Final reflections

Documenting and analysing the consultancy as a whole for the purposes of this case study has
allowed me to reflect throughout the process, and track learnings and opportunities for change.
There are some key areas of growth for the future that | can recognise. Cope suggests contracting
the client before moving into the ‘Clarify’ stage of the consultancy, where the change process is
scoped out in detail (Cope, 2003). During this consultancy, | carried out a substantial amount of the

clarification stage before the contract was signed. Upon reflection, an alternative approach would
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have been to carry out more of a high-level clarification process in order to establish details to inform
the contract, before moving on to a more in-depth clarification phase. Although the consultancy
went ahead as planned, this decision created an unnecessary risk where | was carrying out work
including researching the problem and asking the client clarification questions without a consultancy
agreement in place. In future consultancy work, | will endeavour to carry out the clarification phase

of the work after a contract is in place, to protect my time.

Another key reflection on my consultancy was during the contracting phase. Once | had developed
the proposed contract, | felt a lack of confidence and a feeling of awkwardness when presenting this
to my client. | didn’t expect to have this feeling, as | have carried out this process numerous times in
the past as an employee of a healthcare communications company. Upon reflection, the distinction
here is that | have previously contracted the work of an entire team of people, whereas in this
project | was contracting entirely my own work, and it felt more personal. It encouraged me to reflect
further on my own perceptions of the value of the work | was offering and question whether | had

any unhelpful beliefs that may be limiting my confidence in this area.

| decided to offer this consultancy pro bono, so | could focus on the process of consultancy itself and
use it as a learning experience as part of the Professional Doctorate. | think this was a good decision
for this project, but it means that a challenge in the future will be to develop a pricing model for

future consultancy work.

Carrying out this consultancy process has developed my skills in a multitude of areas and given me a
deeper understanding of the requirements of a successful consultancy partnership. Sharing insights,
research, and learnings from the field of health psychology with other healthcare professionals is a

vital skill to have, and | am confident that my learnings from this consultancy will benefit me for the

rest of my career.

References
Abbasi, H., Sagib, M., Jouhar, R,, Lal, A., Ahmed, N., Ahmed, M. A., & Alam, M. K. (2021). The efficacy
of little lovely dentist, dental song, and tell-show-do techniques in alleviating dental anxiety

in paediatric patients: a clinical trial. Biomed Research International, 2021.

Consultancy Case Study 37



Alsaadoon, A. M., Sulimany, A. M., Hamdan, H. M., & Murshid, E. Z. (2022). The Use of a Dental
Storybook as a Dental Anxiety Reduction Medium among Pediatric Patients: A Randomized
Controlled Clinical Trial. Children, 9(3), 328.

Appukuttan, D. P. (2016). Strategies to manage patients with dental anxiety and dental phobia:
literature review. Clinical, cosmetic and investigational dentistry, 8, 35.

Arredondo, P., Shealy, C., Neale, M., & Winfrey, L. L. (2004). Consultation and interprofessional
collaboration: Modeling for the future. Journal of Clinical Psychology, 60(7), 787-800.

Ayn, C., Robinson, L., Nason, A., & Lovas, J. (2017). Determining recommendations for improvement
of communication skills training in dental education: a scoping review. Journal of Dental
Education, 81(4), 479-488.

Beaton, L., Freeman, R., & Humphris, G. (2014). Why are people afraid of the dentist? Observations
and explanations. Medical Principles and Practice, 23(4), 295-301.

Cope, M. (2003). The seven Cs of consulting: The definitive guide to the consulting process: Pearson
Education.

De Jongh, A., Adair, P., & Meijerink-Anderson, M. (2005). Clinical management of dental anxiety:
what works for whom? International dental journal, 55(2), 73-80.

Deep, P. (1999). Biological and biopsychosocial models of health and disease in dentistry. Journal-
Canadian Dental Association, 65, 496-497.

Earll, L., & Bath, J. (2004). Consultancy: What is it, how do you do it, and does it make any
difference? Health psychology in practice.

Martin, F., & Bolliger, D. U. (2018). Engagement matters: Student perceptions on the importance of
engagement strategies in the online learning environment. Online Learning, 22(1), 205-222.

McGleenon, E. L., & Morison, S. (2021). Preparing dental students for independent practice: a
scoping review of methods and trends in undergraduate clinical skills teaching in the UK and
Ireland. British dental journal, 230(1), 39-45.

McGrath, C., & Bedi, R. (2004). The association between dental anxiety and oral health-related
quality of life in Britain. Community dentistry and oral epidemiology, 32(1), 67-72.

Morgan, A. G., Rodd, H. D., Porritt, J. M., Baker, S. R., Creswell, C., Newton, T., ... Marshman, Z.
(2017). Children's experiences of dental anxiety. International journal of paediatric dentistry,
27(2), 87-97.

Murphy, R. J., Gray, S. A., Straja, S. R., & Bogert, M. C. (2004). Student learning preferences and
teaching implications. Journal of Dental Education, 68(8), 859-866.

Newton, T., Asimakopoulou, K., Daly, B., Scambler, S., & Scott, S. (2012). The management of dental

anxiety: time for a sense of proportion? British dental journal, 213(6), 271-274.

Consultancy Case Study 38



Schein, E. H. (1999). Process consultation revisited: Building the helping relationship: Addison-Wesley
Reading, MA.

Schonwetter, D. J., Lavigne, S., Mazurat, R., & Nazarko, O. (2006). Students’ perceptions of effective
classroom and clinical teaching in dental and dental hygiene education. Journal of Dental
Education, 70(6), 624-635.

Shindova, M. P., & Belcheva, A. B. (2021). Dental fear and anxiety in children: A review of the
environmental factors. Folia Medica, 63(2), 177-182.

Vanhee, T., Mourali, S., Bottenberg, P., Jacquet, W., & Vanden Abbeele, A. (2020). Stimuli involved in
dental anxiety: What are patients afraid of?: A descriptive study. International journal of
paediatric dentistry, 30(3), 276-285.

Wide Boman, U., Carlsson, V., Westin, M., & Hakeberg, M. (2013). Psychological treatment of dental
anxiety among adults: a systematic review. European journal of oral sciences, 121(3pt2),
225-234.

Yon, M. J. Y., Chen, K. J,, Gao, S. S., Duangthip, D., Lo, E. C. M., & Chu, C. H. (2020). An introduction to
assessing dental fear and anxiety in children. Paper presented at the Healthcare.

Zimmermann, C., Del Piccolo, L., Bensing, J., Bergvik, S., De Haes, H., Eide, H., . .. Humphris, G.
(2011). Coding patient emotional cues and concerns in medical consultations: the Verona
coding definitions of emotional sequences (VR-CoDES). Patient Education and Counseling,

82(2), 141-148.

Consultancy Case Study 39



Appendix 1. Dental anxiety consultancy proposal
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Appendix 2. Initial email to client

Subject: Guest lecture/training seminar - dental anxiety

Date: Sunday, 18 Septernber 2022 at 16:17:47 British Surmmer Time
From: Morris, Helena

Tﬂ: Fer sonal wlenlmae oelhls TR TE

Attachments: Dental Anxiety Guest Lecture Proposal_Sept22_v1.0 pdf

[Personal identifiable deta

Dear

Your contact details were kindly shared with me by 5o =l ST ETS ERE S R R ETe 56

. By way of intreduction, my name is Helena Marris; I'm a Health Psychologist in
Training, currently completing a doctoral programme in Health Psychology at Liverpool John Moores
University. | have worked in healthcare communications for the past six years and also have an M5cin
Health Psychology.

I'rm contacting you to offer to provide a one hour guest lectureftraining seminar for one of your cohorts in
the school or one of the DECs on the topic of managing patients with dental anxiety.

| understand that the prevalence of patients with dental anxiety is high, and that trainee dentists could
benefit fram gaining a deeper understanding of the mechanisms of anxiety, as well as some behavioural
solutions including communication frameworks that may help to improve their confidence and make
efficiencies in their clinical practice.

Should you be interested in me hosting this session, | have attached a PDF with more information on my
proposal, along with my initial suggested outline of lecture content. Of course, this framework is purely a
suggested starting point and it would be great to weork around your specific requirements and tailor the
content to complement the scope of your training programme.

| would be offering this pro bono as part of my doctoral programme invalves the demonstration of
teaching and training competency in a number of settings.

It would be fantastic to discuss this further with you over a video call if this would be of interest to you -
please let me know. | look forward to hearing from you.

Best regards,
Helena

Consultancy Case Study
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Appendix 3. Consultancy contract

CONSULTANCY AGREEMENT

This Agreement is entered into effective as of 17" October 2022, between , University of
Central Lancashire (hereinafter "CLIENT") and Helena Morris, hereinafter “CONSULTANT.”)

The Client wishes to engage Consultant to develop an educational solution to meet the needs of the Client
under the following terms and conditions:

1. RATE
100% pro-bono.

2. PAYMENT SCHEDULE AND TERMS
N/A

3. CONSULTANCY PROJECT SCOPE
The Consultant’s responsibilities shall include, without limitation, the following activities (hereinafter
collectively referred to as "Services"):
e Discussion and liaison with the Client to evaluate the Client’s needs and the needs of the associated
student group
e The development of tailored recommended education material, informed by the evaluation of the
Client needs to provide students with an understanding of how to recognise and manage dental
anxiety
e Liaison with the Client to refine and amend educational material content
e The delivery of a one hour educational session to students
e The evaluation and summary of the final deliverable, summarised in a final written report

The evaluation, discussion and liaison Services may be performed via telephone, email, telephone call or
remote video call. In each instance, the Consultant shall perform the Services only upon the Client’s approval
and directly pursuant to the scope of the Services approved by the Client.

4. PROJECT TIMELINE
Activity Timing

Evaluation of Client need. To include: 1 week
- Upto 1 hour discussion with Client
- Email correspondence
Development of first draft of recommended educational materials outline 1 week
- To be developed in Word for the purpose of detailed review
Client review and amends to educational materials. To include: 10 days
- Upto 1 hour discussion with Client as needed
- Email correspondence
- Updates to educational materials outline
Development of final educational materials. To include: 1 week
- Client final review of materials
- Email feedback to be provided by the Client
- Final refinement of materials by the Consultant as necessary

Delivery of one hour educational session to student group 1 day; specific date defined
by the Client
Development and delivery of final report 1 week

This timeline is only an estimate. Consultant will undertake all reasonable efforts to perform services within the
timeframe(s) identified above. Client acknowledges and agrees that Consultant’s ability to meet schedules will
be dependent upon Client meeting its obligations to provide materials, approvals, and/or instructions to
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Consultant in a timely manner as contemplated under this agreement. Any delays in Client’s performance or
changes in the Services that the Client requests may delay Consultant’s delivery of the Services.

5. COMPLETION/DELIVERY OF PROJECT

Any alteration or deviation from the above specifications involving extra or third party costs will be executed
only upon approval with the Client. Any delay in the completion of the project due to actions or negligence of
Client, unusual transportation delays, unforeseen iliness, or external forces beyond the control of the
Consultant, shall entitle the Consultant to extend the completion/delivery date, upon notifying the client, by
the time equivalent to the period of such delay.

6. COMPLIANCE WITH LAWS AND REGULATIONS; REPRESENTATIONS AND WARRANTIES

In the performance of the Services hereunder, Consultant shall comply with all applicable national and local
laws, regulations and guidelines. Consultant shall also comply with Client's polices when on Client premises.
The Consultant represents and warrants to the Client that (i) it will provide the Services identified in this
agreement in a professional manner and in accordance with all reasonable professional standards for such
services, (ii) except for third party materials and Client Content, the Services and deliverables will be the
original work of the Consultant.

7. LIMITATION OF LIABILITY; INDEMNIFICATION

Consultant shall not be liable to Client for any loss incurred in the performance of their Services hereunder
unless caused by Consultant’s intentional misconduct. Client agrees, at its sole defence, to indemnify and
defend the Consultant from and against any damages, claims or suits by third parties against the Consultant
arising from the performance of the Consultant’s Services hereunder unless caused by the Consultant’s
intentional misconduct.

8. TERM AND TERMINATION

This Agreement will commence upon the last date of signature below. The Agreement will then remain
effective until either the services under this Agreement are completed and delivered, or the project is
terminated by either party as set forth below. This Agreement may be terminated at any time by either party:
(i) effective immediately upon notice, or by the mutual agreement of the parties, or (ii) if any party becomes
insolvent, files a petition in bankruptcy, makes an assignment for the benefit of its creditors, or (iii) if any party
breaches any of its material responsibilities or obligations under this Agreement, which is not remedied within
ten (10) days from receipt of written notice by the other party of such breach.

9. ASSIGNMENT

Neither party may assign this Agreement or any interest herein, or delegate any of its duties hereunder, to any
third party without the other party’s prior written consent. Any attempted assignment or delegation without
such consent shall be null and void.

ACCEPTANCE OF AGREEMENT:
The above specifications and conditions are hereby accepted and effective as of the last date of signature
below. The Consultant is authorised to execute the project as outlined in this Agreement.

CLIENT’S SIGNATURE:
PRINT NAME:
DATE:

CONSULTANT’S SIGNATURE:
PRINT NAME:
DATE:
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Appendix 4. Dental anxiety lecture outline

Title
“I hate the dentist!” — recognising and managing dental anxiety using psychological and
behavioural techniques

Delivery date: 09/11/22 Time: 12:30 - 13:30 GMT

Overview

One in three people experience at least a moderate level of dental anxiety. This session will
provide a psychological overview of how members of the dental team can better communicate
with and manage anxious patients using simple behavioural techniques, with the aim to reduce
stress for both the practitioner and patient, boost efficiency and improve health outcomes.

Aim

To provide a psychological understanding of the mechanisms of anxiety in dental patients, and
how to recognise and manage the anxious patient using psychological and behavioural
techniques.

Learning objectives
By the end of the session, attendees should be able to:
e Recall and explain of the psychological mechanisms of anxiety including why it occurs and
some common triggers in the dental setting
e Recognise patients with anxiety and understand how to communicate with them about
their anxiety
e Recall and apply practical and behavioural interventions to help manage a patient’s
anxiety in their own practice

Target GDC development outcomes for CPD
A) Effective communication with patients, the dental team and others across dentistry,
including when obtaining consent, dealing with complaints, and raising concerns when
patients are at risk
D) Maintenance of skills, behaviours and attitudes which maintain patient confidence in your
and the dental professions and put patients' interests first.

Outline
e Welcome and introduction
e Dental anxiety overview
O What is anxiety? Back to basics
0 Why should the dental team care about dental anxiety?
0 Fear contagion and stress
e Dental anxiety in the real world
0 Dental anxiety in adults
= Recognising dental anxiety
= Measuring dental anxiety
= Causes and triggers of anxiety in the dental setting
0 Managing dental anxiety in adults
=  Working with the tools we have
= Addressing the patient’s anxiety
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=  Communicating with the anxious patient
=  Practical considerations and behavioural adaptations
0 Dental anxiety in children
= Recognising and managing dental anxiety in children
e Dental anxiety scenarios: what tools could you use based on our discussion today?
e Conclusions and summary
e Questions and close

Previous knowledge assumed

No previous psychological knowledge of anxiety is needed. This is designed as Continued
Professional Development to supplement the ongoing training of dental professionals and
trainees.

Logistics
Remote session, delivered by MS Teams call.
A CPD certificate will be provided upon completion.

Training provider
Helena Morris, BSc, MSc, MBPsS
With training in Health Psychology, Helena has 7+ years of experience working in healthcare

communications. She is currently completing the final stages of a Professional Doctorate in Health

Psychology with Liverpool John Moores University.

Contact: H.c.morris@2020.ljmu.ac.uk

Consultancy Case Study
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Appendix 5. Lecture slides

= What is anxiety? Back to basics

= Why should the dental team care about managing
the anxious patient?

Outline for * Recognising dental anxiety
today’s

Recognising and

| el = managing dental anxiety
dentist! using behavioural
techniques

= Causes and triggers of dental anxiety
= Managing anxious patients

session + Communication

= Environmental considerations

= Managing children with dental anxiety

= Resources for patients

5* November 2022
Helena Morris

Final stages of
Doctorate of Health
Psychology at Liverpool

How confident do you feel in
managing patients with
dental anxiety?

A little bit
about me...

Trained in applied
health psychology in
the Dental Setting, and
teaching and training
health psychology
research and
techniques

A 4
What is anxiety?

+ Anxiety is a state of being characterised by feelings of unease, tension, worried thoughts and
physical changes®

What is anxiety and
 It’s a natural, inherent human response to situations that could be perceived as stressful. In an

h oW can we evolutionary sense, anxiety and fear can help you stay alert and respond efficiently to threats
reco g n | se |t ? « Threat perception is a component of our nervous system that keeps us safe, but in the modern

‘ world, sometimes our stress responses can be unhelpful

\' Up to 60% of adults worldwide experience some level of dental anxiety>*#

N

-
Three Physiological Why should the dental team care about
components - Incressad nearirae managing the anxious patient?

of a nxiety « Pulsation inthe carotid and
Temporal aeries For your patients.
. mouth or excessive saliva
o + Poorer oral health: poorer oralfunction and higher incidence of oral disease s
Behavioural + Broader psychosocial impact: Long-standing aniety can lead to psychological and social problems®
* Hyperactivity, pacng

+ Spesking fastsr, sumbling over
words

+ Mustletension, reslesmess
« Sweating
+ Strong startle response.

Cognitive
* Irrational befiefs and cognitive

disortions [camsrophisng,
cemarophisne For yourself and your team..

overgeneralsation) + Nausss
+ Negative fesings (apprehension, + Outburss of emations . tionships: better c ication, increased trust, reduced complaints
dread) + Skring on the edge of the chair + Efficiency: managing aniety can improve efficency and reduce no-shows
* Impact on sensory processng leaning forwards. + Reduced stress: A British study found that 91% of dentists (n=415) said they felt stressedwhen
« Avoidance treating dentally anxious patients®
“They're gaing “rwant get
LA and
to take all my 5“"‘;9!‘; 4 brush my testh and
teethout!” [1ibein et
canstant pain” do everything you're
supposedto do except
visitthe dentist”

A4
Recognising dental

anxiety

Fear contagion

* It’s evolutionarily adaptive for us to pick up on fear
from others, for our own safety

[renr——
freapn)
« It can happen intrinsically, or from fear-related Dk ceenad foll. hands up. which one of you knegs
behaviours being modelled by others. The fear can BB I CAMINA T PV SRRl
be temporary or can become more permanent R .
(anxiety) o ‘the last dentist put his knee on my chest’.
‘ Femup!
* Anxious patients are more likely to have parents Source: Tuter

\ who are anxious about visiting the dentist!

N
-

e o199
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. y - iy e ey
Sxquestions. Mep ¥2p Ep T =Th

= Evidence for validity and reliability in S ———
many UK samples

na o Fa oy
() e [) v (] dmee (] e O

* Numerous translations available
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Causes and triggers of anxiety in the dental setting

will make them fe

Feelng
judged/condescension
from dertist

el
ashamed about ther
ord heslith

Root canal Teatment

Articipated pain Blood-relared injury

Thefesding of being Unexpected = Sound of dri
injected procedures

Managing dental anxiety: working with the
tools you have

= Behaviouralinterventions by the dental team: actions change cognitions

= Behaviouralinterventicns for the treatment of dental anxiety can decrease anxiety and increase the
acceptance of dental care?

* The causes and trigzers of anxiety can vary, so the management &n't one-size-fits all

= Aswellas considering refe rring a highly anxious patient to a specialist, it might be appropriate to
suggest they speak to their GP about access toa psychologist. Remember, patients may experience
stigma, embarrassment and shame relating to their anxiety, and may not fully utilse mental health
resources

Addressing the patient’s anxiety

| an sEnseyouref
tense Would it be helpful
we had a chat sbour the
edure firs, nd an
concernsyoumight have?

m
understand

Many people have
concernssimilar to
yours

Shared decision making

- All patients appreciate well managed shared decision making, but you may need to tailor your
approach to anxious patients.

* Research on anxious patient perspectives shows they want to make shared decisions and not
passively receive treatment. However, they want to fee| the dentist knows what they're doing.
You need to take control of the conversation and invite the patient to contribute where they
can.

Prognosis: an henest prognosis can reduce long-term anxiety and build trust. if the
treatmert fails it won't cause the same level of anxiety because they were prepared that it
might happen.

Tailored treatment plan: share information on any discomfort they might feel after, as well
s cogs, treatment time, how many appointments are needed, risks, benefits etc.
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Causes and triggers
of anxiety in the
dental setting

Managing patients
with dental anxiety

Addressing the patient’s anxiety: some dos
and don’ts

Feeling understood and supported increases patient satisfaction and collaboration.

Ask operrended questionsto Minimise their fears by saying thines
like “there’s nathing ro be affaid of*

understand the causes or triggers of
their ardety

Acknow ledge their fears andtake
them ser ibusly

Dismiss or ignore ther arxiety.
Recognising and normaiising ther
fears worft make itworse Its ikely
Use active ligening (syecomaa, to reducetheir anisty

nodding repesting important
information] and sxpress ympathy

Anxiety-informed communication

« Clear, honest, open communication with sympathy, OEE O O

understanding and patience can go a long way to addressing
and managing your patient s anxicty

- Non-verbal communication: calm voice, eye contact, smiling
{even behind a mask!]

+ Positive judgment: can reduce shame and enhance se -
esteem in patients, which in turn can reduce anxiety. In
research, patients have described it as ‘life changing’ to heara
dentist sy “we ‘ve seen it all” and “this wasn't as bad as you
explained it, I've seen worse than this*

+ Positive reinforcement: praise even small efforts, including
them being open with you about their concerns.

+ Cognitive r=structuring: can you ask open questions and gently
challenge their beliefs?

Yo
comiortable.

Providing information

* Ahigh level of predictability, e.g. how long things will take, how long you will use the drill for,
etc. can reduce anxity

Show

*Tell the patient what will *Show or demanstrate the * Carry out the pracedure
appen

exaety a3 you explained

« Share ocstursl +Kep instruments. away and demanstrated
nlarmation, But s Trom theis mauth

sensary inkrm ation +Patients may not want

*Dan't avoid patetialy see images of real teeth o1

trigg ering werds e drl e 1o e thei own
Lmeth with a mirrat {unless

it inacemary]
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Enhancing contral to relieve anxiety
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Addressing specific fears

RELAXATION AS &
COPING SKILL

In 2duits, cognitve disract increasing expesure
[thinking bout something 20 fear-nducing stimul

ekse) can heip, but o
sultizinformed thatitis
ikely to reduce anxety

Encourage patientsto practice
relaaation sthome sz wel a5
during their appointment

» Graduallyinereasing
eatment

» Breathing techniques

. 5 » Progressive muscle

Listen to music pibkioeh

» ‘wiggle your toes during
this procedure’

» Mindfuiness

Dental anxiety in
children and
adolescents

I Recognising and measuring anxiety

How anxiety might manifest

+ Beharing hestarty or cautiousy, not smiling or charting

+ Crying, clinging to parent, refusing to open ther mouth

+ Defending themssives physically and trying to dsrupt treament in some cases

Measuring anxiety

* Among thevas asesameant method options avalable todsy, sef-report asesment, paretal proxy
assessment, observation-based assessment, and physiblog Cal assessment are the four major types for
dentalfear and aniety in chitren

* Modified Child Dental Arxiety Scale®

« Childrers Experiences of Dental Arxiety Measure (CEDAM)?

Managing children
with dental anxiety
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Environmental adjustments

@ 11
L> o
i S i Sugzestthey bring a

Offer soothing music, or Use pleasant, ambient : =
for the patient to bring smdlseg kvender friend or family mamber
therr own headphones which can lower cortisol that helps them to feel

relxaionand mored exe

distraction

Box breathing

Breathe In

Dental fear and anxiety in children can cause poor co-operation
during appointments, which can compromise treatment outcomes,
create stress for dental staff and can cause discord between
dentists and parents of patients!

Dental
anxiety in
children and
adolescents

In April 2019 - March 2020, the most common reason for hospital
admission in 5 to 9-year-olds was tooth decay?

Dental anxiety in childhood is a significant predictor of dental
avoidance in adulthood!

[

Paediatric triggers of anxiety

Seeing needle Drill vibrati

Seeing adrill The char eeing blood Tasting b

Dental pain

Communication and practical tips

Providing information
+ Youcan adapt the communication and practical tipswe discussed earlier to children. Many of them still
apply, particularl giing them control over things Ike the environment

« Children dor't have uniform information needs and oftenwart to know nformation sven i its
unpleasant to hear. Give them the option sothey can say vesor no

Fear contagion and the impact of family and caregivers
+ Parerts/caregivers are normally present, so consider the impact of fear contagion

+ Addressthiswiththe parem/carsgiver if appropriste - can someone eke attend the appointments
instead? Can they wait outsde?

+ Managing the parert/caregiver can be dfficult. it may be appropriate to sensitwely address any andety-
inducing commentstha they makein from of the child
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Communication and practical tips

Modelling
* Modeling is aform of social learning where an observer imtates the behaviour of arole modsl
+ Thiscanbe done by showing avideo, and can reduce fear of the unknown*

* The person they see nesds to be similar age, gender and level of aniety, they need to see them enter and
leave the dentist without any negative consequences, and be rewarded for non-amdous behav iour®

Resources for
patients

« if achild come with sblings, non-arxious sibling can go first to model positive behaviour

Positive associations with dentistry

* Exposing children to pasitive information regarding dentistry: positive images or storybooks of enjoyable
‘dental activities can reassure them and psychologically prepare them for their dentalvisits. The use of siories
In heakhcare has several goaks: edugating patients and ther families promoting speCific traits, and enhancing
certain behaviours?

Coping with a fear of the
dentist

Some resources that
can be shared

asdiaa pssnizinue:

MBS msources an denialansty
* Ehcsgians vidsos of dennal pracedurs for S iiasssn, § spamprie

what s being discued e fme de 8 sty

Questions? e

Thank you for joining

L

= You will receive a short feedback form to please complete {2-5 mins completion time)

- Once you have completed the feedback form, verifiable CPD certificates will be sent to you
individually by email

E H.c.morris@2020.ljmu.ac.uk
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Appendix 6. Student CPD certificate

CERTIFICATE
of

CONTINUING PROFESSIONAL
DEVELOPMENT

This is to certify that

INSERT NAME HERE

GDC registration number: INSERT

has participated in the following training session:

Recognising and managing dental anxiety using
behavioural techniques

Aim: To provide a psychological understanding of the mechanisms

of anxiety in dental patients, and how to recognise and manage
the anxious patient using behavioural techniques.

Targeted GDC development outcomes: A; D.
This CPD activity has been guality assured.

| can confirm that the Date of CD activity: 09/11/2022
information contained in this
certificate is full and accurate. No. of CPD hours: 1

Training provider:
Helena Morris, BSc, MSc, MBPsS
Health Psychologist in Training
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Appendix 7. Consultancy report

Prepared for: Dr , | Prepared by: Helena Morris, Date of preparation: 28"
University of Central Lancashire consultant November 2022
(UCLan)

This report presents the outcomes of a consultancy project conducted by Helena Morris in

partnership with University of Central Lancashire School of Dentistry in November 2022.

Executive summary

Anxiety is a common phenomenon experienced by patients in the dental setting?, and dental fear
and anxiety can have a direct impact on the oral health of patients2. Research has shown that dental
students may not appreciate the importance of the dentist-patient relationship, particularly with
patients who are dentally anxious, and could benefit from further integration of communication skills

within dental training programmes.?

Following a consultancy process, a guest lecture was developed and delivered to a cohort of UCLan
School of Dentistry students, to provide additional training in managing patients with dental axiety.
The success of the consultancy was measured through student feedback. Students responded
positively to the lecture and felt it was relevant to their practice and improved their confidence in
managing dentally anxious patients. The success of this lecture delivery suggests students could

benefit from ongoing training of this nature in the future.

Consultancy overview and process summary

The key objective defined within this consultancy project was to provide additional training to a
cohort of UCLan dental students on the mechanisms of anxiety in dental patients, and how to
recognise and manage the anxious patient using psychological and behavioural techniques. An initial
scoping meeting was conducted to outline key priorities for UCLan and the student cohort. Following

this, three earning objectives were defined:

By the end of the lecture, students should be able to;
e Recall and explain of the psychological mechanisms of anxiety including why it occurs and
some common triggers in the dental setting
e Recognise patients with anxiety and understand how to communicate with them about their

anxiety
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e Recall and apply practical and behavioural interventions to help manage a patient’s anxiety

in their own practice.

The cohort for this lecture comprised Dental Therapy (BSc) students along with fourth and fifth year
Bachelor of Dental Surgery (BDS) students. Therefore, the learning materials were based on recent
literature in the field of psychology in the dental setting and assumed no prior knowledge on the
mechanisms of anxiety or the management of anxious patients, to ensure a foundation of baseline

knowledge was provided.

The lecture materials were developed in line with the General Dental Council (GDC) enhanced
continuing professional development (CPD) guidance in order to qualify as verifiable CPD for the
lecture attendees. Two GDC CPD development outcomes were targeted:

e Development outcome A: Effective communication with patients, the dental team and others
across dentistry, including when obtaining consent, dealing with complaints, and raising
concerns when patients are at risk.

e Development outcome D: Maintenance of skills, behaviours and attitudes which maintain

patient confidence in you and the dental profession and put patients’ interests first.

The lecture was delivered via Microsoft Teams, with up to 40 students attending. Following the

lecture, CPD certificates were delivered to all students who provided email addresses for receipt.

Guest lecture delivery

Date: 09/11/2022 Time: 12:30 - 13:30 GMT Duration: 1 hour
Consultancy activities Status
Initial consultation call to scope needs of UCLan and student cohort Complete
Development of lecture outline with client review Complete
Development of final lecture materials Complete
Delivery of one hour guest lecture Complete
Student feedback requested and obtained Complete
CPD certificates disseminated Complete
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Results: student feedback

Following the lecture, students were shared a feedback form and asked to share opinions on three

key success outcomes in order to measure the success of the lecture from the students’ perspective.

Thirteen students shared their feedback, outlined below:

o 84.62% of students rated the speed and clarity of delivery of the lecture materials as

‘excellent’, and 15.38% as ‘good’.

e 100% of respondents strongly agreed that the lecture materials were appropriate and

relevant to them.

e When students were asked “After the lecture, to what extent do you agree that you feel more

confident in managing patients with dental anxiety?’, 69.23% strongly agreed, and 30.77%

agreed.

e Students left additional free-text feedback including:

o
o
o
o
o
o

o

“The lecture was very clear, concise and well delivered by Helena.”

“Very informative and useful, thank you!”

“Really useful. Thank you.”

“A very well presented synopsis of theory and practice. Thank you very much!”

“Was very beneficial.”

“The content and delivery were really engaging and informative. | think this has given me
a good understanding to take forward into my future practice. Thank you so much!”
“Fantastic lecture, full of very helpful tips, thank you.”

“Extremely enjoyed the lecture and the way Helena presented the information.”

Student responses were positive across each feedback question, confirming that:

1) Students understood the materials and felt they were relevant to them

2) After the lecture, students felt more confident in managing patients with dental anxiety.
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Recommendations

The initial aims of the consultancy were met, as evidenced by the student feedback. Student

comments reflect that there is an appetite for additional education on managing dental anxiety using

behavioural techniques, and that it is beneficial to their clinical practice.

Following the success of this delivery, the following recommendations could be made to UCLan

School of Dentistry:

1) Incorporate further training on behavioural management of dentally anxious patients into
the curriculum of future cohorts.

2) Repeat this annual training from a health psychology perspective as an optional guest lecture
for future cohorts.

3) Provide face-to-face training, or training in smaller groups to encourage inter-student
interactivity and the opportunity for new skills to be practiced in role-plays.

4) Provide additional training sessions on more specialist behavioural management for specific
patient populations (e.g., patients with learning disabilities).

References

1. Beaton, L., Freeman, R., & Humphris, G. (2014). Why are people afraid of the dentist?
Observations and explanations. Medical Principles and Practice, 23(4), 295-301.

2. MocGrath, C., & Bedi, R. (2004). The association between dental anxiety and oral health-
related quality of life in Britain. Community dentistry and oral epidemiology, 32(1), 67-72.

3. Ayn, C,, Robinson, L., Nason, A., & Lovas, J. (2017). Determining recommendations for

improvement of communication skills training in dental education: a scoping review. Journal

of Dental Education, 81(4), 479-488.
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Appendix 8. Client feedback

Dental anxiety guest lecture consultancy: client feedback

[Personal identifiable details redacted| . P
Client name: Dr_ Senior Clinical Q‘;‘-'@

Teacher, University of Central Lancashire 1828

University of

Central Lancashire

Date: 30/11/2022 UCLan

Please provide feedback on the consultancy process as a whole:

Helena has made the whole process seamless, from the initial concept to understanding the needs
and background of the students to building the learning outcomes and finally to delivery which was
of an excellent calibre. | was well informed in the whole process and would be thrilled to have
Helena provide us with further training in the future,

Please share feedback on the consultancy report:

The report is very comprehensive and reflects exactly the process that was completed. The feedback
provided from the students demonstrates the quality of the final presentation and exactly how
useful this informative session was, to supporting the community of anxious patients and the dental
undergraduates in their developing clinical practice.
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Behaviour Change Interventions

This section contains two case studies. The first outlines a one-to-one, face-to-face behaviour change
intervention focusing on oral health behaviours and tooth brushing. The second covers an online

group intervention targeting increased psychological wellbeing and trait mindfulness.
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This case study outlines an assessment, formulation, intervention and evaluation carried out with a
private practice client. The client, Sam?! was referred to me through a connection who had shared my
contact details and information about my role as a trainee Health Psychologist with them. Sam
contacted me and explained that they were interested in support with dental health behaviours,
specifically tooth brushing. Before entering into a therapeutic relationship, | engaged with supervision
to discuss the opportunity to provide this intervention. | made sure to reflect on my scope of practice as
a trainee, and consider the BPS Code of Ethics and Conduct (BPS, 2018), and HCPC Standards of

Proficiency (Health & Care Professions Council, 2023), with a particular focus on SOPs 1, 2, 6, 7 and 9.

Assessment

All sessions were conducted in-person. The initial session was used to conduct an assessment and begin
to develop a formulation. We began with introductions, rapport building, and | outlined boundaries of
confidentiality, safeguarding and my role as a health psychologist in training. | answered questions and
discussed the client agreement document before gaining consent (appendix 1). | used a biopsychosocial
approach to conduct a semi-structured assessment interview in order to gain a holistic overview of
Sam’s situation (Belar & Deardorff, 2009; Engel, 1977). This approach allows the practitioner to
understand a broad range of factors that influence and maintain a person’s presenting problem (Bull &
Dale, 2021). | obtained background information and history, including information on their current
situation and experiences, thoughts, feelings, beliefs, the impact of their lifestyle and social world, and
any strengths that would help them to succeed in this intervention. A comprehensive assessment is
vital in order to reach a shared understanding with the client and to guide appropriate intervention
planning (Johnstone & Dallos, 2013). Sam had struggled to maintain a consistent oral hygiene routine
ever since their teenage years, and the behaviour was inconsistently reinforced and modelled during
childhood. They had had some periods where their habits were more consistent than others, typically
when their routine was hinged upon another person’s such as a partner or family member. The sensory
experience of tooth brushing often felt overwhelming to Sam, which they linked to autism, and they
also had fears relating to discovering an exposed nerve in a tooth while brushing, likely caused by a
distressing childhood experience of a broken tooth. Sam had growing concerns about their oral health
that was impacting their self-esteem and said they would sometimes wake in the night worrying that

their teeth would rapidly decline in health.

! Name changed for anonymity purposes.
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According to the British Psychological Society (BPS) the professional practice of psychologists is
underpinned by four key ethical values; respect, competence, responsibility and integrity (BPS, 2018).
During the assessment interview it was important to work towards forming the beginnings of a trusting
relationship with the client based on these values (Andrasik, Goodie, & Peterson, 2015). Sam shared
that their long-term goal was to brush and floss their teeth twice a day, in a habit that felt completely
automatic and fitted into their daily routine. Based on the information they had shared, we agreed to
schedule four weekly sessions with a review of progress after this, to consider whether additional

sessions needed to be scheduled.

Formulation

The aim of a case formulation is to understand the presenting problem in terms of causal history and
present conditions of maintenance, drawing on theory, research and explanatory models, to develop a
workable intervention programme (Nikcevic, Kuczmierczyk, & Bruch, 2009). | used the five Ps
framework (Macneil, Hasty, Conus, & Berk, 2012) in order to conceptualise the information gathered
during assessment (Table 1). The clinical application of the biopsychosocial model means all categories
of information received about the person must be considered, allowing for the integration of
information that may seem conflicting or contradictory at first (George & Engel, 1980). This allows the
practitioner to ensure a person-centred approach, with a broad understanding of the individual. The
five Ps approach can provide a comprehensive overview of a client’s problems (Bull & Dale, 2021). |
considered this to be a particularly useful approach for this formulation as it allowed me to draw out
previous experiences and childhood factors which | perceived to be relevant to a thorough

understanding of Sam’s situation.

Table 1. formulation

Predisposing Biological: Distressing experience age 8: broken front tooth, crown fitted.
factors Distressing experience age 14: crown failed, exposed nerve for multiple days —
prolonged nerve pain, limited eating, developed an associated fear of
discovering an exposed nerve while brushing. Autism, self-described as mild
impacting sensory aversion to tooth brushing experience

Psychological: Inconsistent behavioural reinforcement during childhood.
Avoidance behaviour - cold water in mouth when brushing teeth triggers fear of
discovering an exposed nerve

Social: Lack of behavioural modelling of tooth brushing in childhood from

parents. Tooth brushing has rarely been an independent activity since childhood
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- often hinged to others’ routines. Parent modelling of inconsistent oral health

behaviours. Parent with dental anxiety

Precipitating Biological: Recent perceived tooth discoloration. Dentist recently suggested they
factors may need a filling

Psychological: Increased fear of worsening oral health

Social: Covid-19 lockdowns removed regular social activities that were a

consistent cue for tooth brushing, leading to reduced brushing

Perpetuating Biological: Occasional mouth ulcers that make teeth brushing painful. Lack of
factors consistent behavioural routine ‘in the mouth’

Psychological: Sensory aversion to wet hands and temperature changes of
mouth and hands. Generalised distrust of dentists. Functional behaviour of
avoidance providing them with more free time. Belief that brushing teeth means
other activities and chores must be completed too

Social: Distance from bathroom within household. Lack of positive reinforcement

from new dentist. Lack of morning and night-time routines to anchor behaviour

Protective Biological: Good general physical health, mental health and current oral health
factors Psychological: High self-efficacy. Ability to reflect, insight into behaviours. Ability

to modulate affect. Fear of worsening oral health. Perceived social stigma and
societal norm around teeth brushing
Social: Good relationships with family, friends and community groups. Social

support in home. Financial means. Hobbies and leisure activities.

Intervention design and delivery

It can be helpful to combine the five Ps framework with another tool that focuses on intervention
strategies in order to develop a full formulation (Bull & Dale, 2021). Based on the formulation, | utilised
the COM-B model and behaviour change techniques taxonomy v1 (Michie et al., 2013; Michie, Van
Stralen, & West, 2011) to conceptualise the factors that contribute to Sam’s current situation along
with drawing out which factors could be targeted in order to increase regular tooth brushing behaviour.
Appendix 2 outlines a list of behaviour change techniques (BCTs) that were incorporated into the
intervention. The COM-B model places a significant emphasis on health-related behaviours, and |
considered it to offer enough complexity to suit this intervention, while providing a model that would
lend itself well to being understood easily by my client. | also considered my own personal experience
with utilising different models for formulation and intervention design and felt comfortable in using
COM-B for this purpose. | used the model to determine that the intervention should focus primarily on
psychological capability, and reflective and automatic motivation, with two supportive BCTs focusing on

the opportunity COM-B domain to provide a holistic intervention.
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In designing interventions to improve tooth brushing, the interaction between the client and the
practitioner is a key enabler to the behaviour, with encouragement and respect as vital components
(Claessen, Bates, Sherlock, Seeparsand, & Wright, 2008). It is also vital to practice within the scope of
your own ability and training. Therefore, | felt comfortable in using an integrative approach, drawing
upon principles of motivational interviewing and some aspects of cognitive behavioural therapy (CBT)

to support intervention delivery.

Detailed session notes are included in appendix 7.

Intervention session 1

| shared a summarised diagram of the formulation in a COM-B format with Sam (appendix 3),
explaining that this was a working document based on initial indications of factors that could be useful
to target. We discussed that this could be adapted together as our shared understanding of the
situation evolves. | utilised a motivational interviewing approach (Miller & Rollnick, 2012) to engage
Sam in sharing their understanding, positioning them as the expert in their own lives. | used the elicit-
provide-elicit technique to verbally share details from the five Ps formulation. Sam presented as
psychologically minded and reflective, and | provided some brief psychoeducation on how behaviour
can be viewed through the COM-B lens. While exploring the formulation, Sam described finding it very
interesting to view their situation in this way. They thought it captured their situation well and added

more details and information.

We discussed how we could address the information in the formulation. | suggested that we begin with
defining outcome measures and what success looks like for Sam and begin to focus on how the new
behaviour can be carried out and monitored through action planning and problem solving. Then, over
the next sessions, focus on some of their beliefs and motivation related to tooth brushing and its
outcomes, increase their self-efficacy with carrying out the behaviour through learning and practising
an ‘in the mouth’ routine, gaining more information on health consequences, and put systems in place

to support them including social support, behavioural cues and incentivisation.

Sam shared that they would ideally like to create a long-term goal of brushing and flossing twice a day.
We discussed what a manageable first goal could be, as it is important to encourage clients to aim for
small and manageable behaviour changes to avoid the discouragement of failure to achieve goals that
may be initially out of reach (Gardner, Lally, & Wardle, 2012). Sam decided on brushing twice a day,
with the aim to add in flossing once they had achieved this goal. Success to Sam was habit formation
and automaticity in the behaviour of tooth brushing twice a day. Therefore, we opted to use two
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measures; 1) a weekly brushing frequency score and 2) a self-report weekly score of how automatic
tooth brushing feels as a behaviour (0-10 scale). Starting or increasing positive health behaviours can be
difficult as they often do not have an immediate effect, thus lacking a direct psychological link between
the action and the outcome (Claessen et al., 2008). Support and encouragement from others, and self-
incentivisation were encouraged to increase perceived rewards. As homework, Sam agreed to engage
with their housemates and seek social support and encouragement in sticking to their new routine.
They also agreed to consider incentives to reward their behaviour. These two BCTs targeted social
opportunity and automatic motivation, respectively. Sam initially suggested a powerful personal
incentive could be to have their teeth whitened in six months’ time, should they achieve their goal.
Sam’s main action between this session and the next was to carry out the desired tooth brushing

behaviour, record frequency of brushing and reflect on the feeling of automaticity.

Intervention session 2

We first checked in on the outcome measure scores. They noted that they had brushed their teeth
more regularly than they had done in the past three months or more. Sam also shared that they felt
particularly motivated to complete the behaviour during the mornings, as this is the time of day they
would typically brush most consistently in the past. Sam was keen to share that they had booked a
dentist and hygienist appointment after feeling motivated by their consistency with the desired
behaviour over the past week. Targeting reflective motivation, we reflected on their accomplishment,
then explored Sam’s beliefs around their routine through motivational interviewing questions with the
aim to reframe tooth brushing as an activity independent of other chores. Sam was keen to share they
had successfully sought support from their housemates and had also been considering environmental
changes since the previous session. We explored how Sam could experiment with some changes
including a different toothbrush, different flavoured toothpastes and alternative water temperatures to
address the sensory experience. Targeting physical and psychological capability, and automatic
motivation, | also shared informational videos (appendix 4) on effective brushing techniques and health
consequences as Sam expressed not being sure if they were brushing correctly, and avoidance can be
linked to low self-efficacy relating to carrying out the behaviour well (Bandura, 1977). One video
provided modelling and broke the behaviour down into manageable steps in order to develop a script
for the ‘in the mouth’ behaviour. The provision of health behaviour information relating to the potential
for reducing dental caries and improving tooth brushing technique have been used as critical
components of published tooth brushing interventions (Marshman et al., 2021). We concluded by
discussing Sam’s focus for the following week. They agreed to watch the videos again in their own time,
and to continue to work on carrying out the tooth brushing behaviour, recording frequency and

reflecting on automaticity between each of the subsequent sessions.
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Intervention session 3

Sam came to this session sharing that they had felt a positive shift in how automatic tooth brushing felt
as part of their morning routine. However, they were still having some ambivalent thoughts in the
evening, which made them debate whether or not they should carry out the behaviour. Implementing
tooth brushing into a new routine where there is a current lack of behaviour is considered to be
implementing a high level novel script element, requiring significant motivation (Aunger, 2007). To work
on reflective motivation, | supported Sam to carry out a decisional balance exercise (appendix 5), which
has been shown to increase goal commitment and increase motivation for continued change (LaBrie,
Pedersen, Earleywine, & Olsen, 2006; Plotnikoff, Blanchard, Hotz, & Rhodes, 2001). After completing
the exercise Sam noted that the ‘pros’ of the new behaviour all relate to relieving a psychological
burden and reducing negative emotions for them and reflected that their new routine could be
beneficial for their mental health as well as their oral health. We discussed the health information
videos. Sam shared that the information on health consequences had had a big effect on them, and
they had learned more information about how oral health can have an impact on the whole body,
which they found uncomfortable and impactful. Over the next week, Sam agreed to focus on
consistency with their ‘in the mouth’ brushing routine, and to keep a thought record, to pay attention

to the nature of any ambivalent thoughts occurring relating to their evening tooth brushing.

Intervention session 4

We reflected on Sam’s thought record from the previous week, then as this was our final planned
session, we discussed whether more sessions might be needed, and it was mutually agreed that they
were not at this time. We focused on revisiting Sam’s goals and setting new goals for the future to
support behavioural maintenance. Targeting psychological capability, | supported Sam in action
planning and problem solving relating to any situations in the future that might make it more difficult to
carry out the behaviour and encouraged Sam to set themselves an incentive relating to their new goal.
When addressing future planning, Sam described how their new tooth brushing routine had made
them feel “more like a proper member of society”. We spent some time focusing on self-image and self-
identity relating to the behaviours in question, and Sam reaffirmed that their new behaviours fit with
their concept of self. This felt an important change moment for Sam, and is an important principle to
consider in behaviour change (Claessen et al., 2008). We completed the final outcome measures and
Sam reviewed their progress charts (appendix 6) and considered the changes in their scores. Sam
expressed pride in their progress and felt they did not need any further support in the form of any
more sessions at this time. They expressed that they felt significantly more confident in maintaining this
behaviour than they had at the start of the intervention, and that they felt comfortable in being able to

monitor their behaviour and set small goals to ensure they stay on track.
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Evaluation

In order to evaluate intervention effectiveness, two measures were obtained. We used a self-report
measure of perceived automaticity of the behaviour on a scale from 0-10, where 0 describes a
conscious effort being needed to carry out the behaviour each time, and 10 describes the behaviour
feeling completely automatic as though a habit has formed. This was Sam’s main reported personal
measure of success, and it was directly relevant to their own evaluation of whether the intervention
was successful. At the end of the intervention, Sam said that for the first time in a long time they felt in
control of their oral health, and they didn’t have persistent worried thoughts about their teeth. Sam’s
automaticity score started at 1 pre-intervention, and increased to 8 between week one and two, then
steadily increased to 9 by week four. Sam attributes this to a number of factors but in particular due to
their increased self-monitoring and new knowledge on the effects of poor oral hygiene. An objective
measure of behavioural frequency was also used. Sam’s tooth brushing increased from 9 times per
week up to 14 times per week during intervention week two, but then decreased to 12 times per week
by week four. They attribute this decrease to some changes in their other routines during the week, and
this was targeted with action planning. Sam felt comfortable that they could maintain their progress. It
is also important to consider that a key factor behind the success of the intervention during the
intervention period could be the momentum and support of the weekly sessions, therefore it was
important to ensure that Sam felt they had enough resources and skills to self-manage and maintain

the behaviour after the intervention ended.

Final reflections

Sam was a client who | perceived to be reflective and motivated to change, which | believe made for a
successful intervention. | found the process of delivering, reflecting upon and writing a case study of
this intervention to be an invaluable experience contributing to my professional growth. The scope of
the behaviour change work at my core workplace placement is typically focused on group-level and
online intervention delivery, so | endeavoured to take on additional independent learning and seek an
appropriate level of supervision and guidance to ensure | was practising within my scope of capabilities,
assessing for any risks and prioritising client wellbeing, in line with HCPC SOP 1 — practise safely and
effectively within your scope of practice (Health & Care Professions Council, 2023). Psychologists and
trainees should undertake regular supervision to ensure their safe and effective practice (BPS, 2018). |
utilised supervision as well as seeking additional generalised guidance and peer-support from
colleagues, reading research and guidance around best practice, and utilising accredited training
materials to deepen my understanding of how to translate my experience and knowledge into the 1:1
setting. Ensuring that | adhered to the HCPC and BPS guidelines was pivotal to guiding my practice and

the support that | sought along the way.
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This reflective practice has allowed me to identify a number of learnings. One of my key learnings was
to be flexible to the client and to allow myself to be led by Sam’s progress rather than directing their
journey, following a set plan. New information came along during each session, evolving the
formulation, which took the intervention in slightly new directions as new priorities emerged or new
insights were unlocked. When Sam expressed their negative thoughts impacting their night-time
brushing at the end of session 2, | felt | had failed to pick up on this sooner. | used this information to
structure some of the discussion and activity during session 3 to address this and was glad | made this
decision as Sam expressed that this helped them take a step back and look at these thoughts through a
critical lens. If | were to repeat this, it may have also been beneficial to utilise a measure linking to the
psychological burden and impact of Sam’s previous situation, through a standardised scale such as the
Oral Health Impact Profile-14 (OHIP-14) (Slade & Spencer, 1994), as this could be an effective measure
of change. There are numerous learnings | have taken from this experience working with Sam, that | will

take forward with me and build upon as | continue to grow and evolve in my practice.

References

Andrasik, F., Goodie, J. L., & Peterson, A. L. (2015). Biopsychosocial assessment in clinical health
psychology: Guilford Publications.

Aunger, R. (2007). Tooth brushing as routine behaviour. International dental journal, 57(S5), 364-376.

Bandura, A. (1977). Self-efficacy: toward a unifying theory of behavioral change. Psychological review,
84(2), 191.

Belar, C. D., & Deardorff, W. W. (2009). Clinical health psychology assessment.

BPS. (2018). Code of ethics and conduct. Leicester: British Psychological Society.

Bull, E., & Dale, H. (2021). Assessment in Health Psychology clinical practice. In Health Psychology in
Clinical Practice (pp. 98-116): Routledge.

Claessen, J. P., Bates, S., Sherlock, K., Seeparsand, F., & Wright, R. (2008). Designing interventions to
improve tooth brushing. International dental journal, 58(S5), 307-320.

Engel, G. L. (1977). The need for a new medical model: a challenge for biomedicine. Science, 196(4286),
129-136.
Gardner, B., Lally, P., & Wardle, J. (2012). Making health habitual: the psychology of ‘habit-
formation’and general practice. British Journal of General Practice, 62(605), 664-666.
George, E., & Engel, L. (1980). The clinical application of the biopsychosocial model. American journal
of Psychiatry, 137(5), 535-544.

Health & Care Professions Council, H. (2023). Standards of Proficiency: Practitioner Psychologists.
Retrieved from https://www.hcpc-uk.org/standards/standards-of-proficiency/practitioner-
psychologists/

Behaviour Change Intervention Case Study 1 64



Johnstone, L., & Dallos, R. (2013). Introduction to formulation. In Formulation in psychology and
psychotherapy (pp. 21-37): Routledge.

LaBrie, J. W., Pedersen, E. R., Earleywine, M., & Olsen, H. (2006). Reducing heavy drinking in college
males with the decisional balance: Analyzing an element of Motivational Interviewing.
Addictive behaviors, 31(2), 254-263.

Macneil, C. A., Hasty, M. K., Conus, P., & Berk, M. (2012). Is diagnosis enough to guide interventions in
mental health? Using case formulation in clinical practice. BMC Medicine, 10, 1-3.

Marshman, Z., El-Yousfi, S., Kellar, 1., Dey, D., Robertson, M., Day, P., ... Innes, N. (2021). Development
of a secondary school-based digital behaviour change intervention to improve tooth brushing.
BMC Oral Health, 21, 1-9.

Michie, S., Richardson, M., Johnston, M., Abraham, C., Francis, J., Hardeman, W., ... Wood, C. E.
(2013). The behavior change technique taxonomy (v1) of 93 hierarchically clustered
techniques: building an international consensus for the reporting of behavior change
interventions. Annals of Behavioral Medicine, 46(1), 81-95.

Michie, S., 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), 1-
12.

Miller, W. R., & Rollnick, S. (2012). Motivational interviewing: Helping people change: Guilford press.

Nikcevic, A. V., Kuczmierczyk, A. R., & Bruch, M. (2009). Formulation and treatment in clinical health
psychology: Routledge.

Plotnikoff, R. C., Blanchard, C., Hotz, S. B., & Rhodes, R. (2001). Validation of the decisional balance
scales in the exercise domain from the transtheoretical model: A longitudinal test.
Measurement in Physical Education and Exercise Science, 5(4), 191-206.

Slade, G. D., & Spencer, A. J. (1994). Development and evaluation of the oral health impact profile.
Community dental health, 11(1), 3-11.

Behaviour Change Intervention Case Study 1 65



Appendix 1. Client agreement

Client Agreement

Helena Morris, Health Psychologist in Training is registered on the Professional Doctorate in Health
Psychology, at Liverpool John Moores University (LIMU) and receives supervision from Professor
Helen Poole and Dr Rachel Tarling.

As a Health Psychologist in Training, Helena is permitted to conduct Health Behaviour Interventions,
via talking therapies, adopting appropriate intervention models and techniques. The Health
Psychologist in Training, may offer bespoke 1-1 individual sessions or group based interventions.

You will agree an intervention relevant to your needs with the Health Psychologist in Training, and
this will include agreement surrounding frequency, duration, costs if occurred. It will also clarify your
expectations and intervention tasks to be carried out in between sessions.

Agreed number of sessions: 4 sessions with a review for additional sessions if needed

Type of intervention offered: Behavioural intervention targeting increasing oral health behaviours,
specifically teeth brushing, through talking therapy

Frequency: Weekly
Fee per session: No fee requested

Client Records and confidentiality:

The trainee complies with GDPR and confidentiality regulations as per LIMU policy, the Health and
Care Professions Council (HCPC) guidance on conduct and ethics, and the British Psychological Society
(BPS) code of ethics and conduct. Client notes are maintained in accordance with the Data Protection
Act 2018. Client notes are minimal. Any request for a copy or sight of these records under the
Freedom of Information Act 2000 can be made in writing to the Co-Programme Directors for the
Professional Doctorate in Health Psychology. Computer records are kept on a very secure IT system,
accessed only by the Trainee and their supervisory team.

Some of the data collected is made anonymous and may be used to evaluate the intervention and to
support the evidence for a Professional Doctorate in Health Psychology portfolio submission. In such
circumstances, all personal identifiable data is removed from any text.

Any personal information that you share during the intervention is confidential, unless the Trainee
has concerns about the immediate safety of yourself or anyone else, in which case they will discuss
this with Professional Doctorate supervisors (as named above) and may need to involve other people.
If this becomes necessary, we will try to talk to you about this first.

Attendance at sessions:

In order for this intervention to be consistent and effective, it is important that you attend regularly.
If you are not able to attend a booked appointment, please give as much prior warning as possible
so that this appointment can be offered to another client. We understand that sometimes there are
genuine emergencies that prevent clients attending appointments and cannot be foreseen. Should
this happen, please make contact within 24 hours of your scheduled appointment to explain the
reason for not attending. If you do not make contact further appointment sessions maybe cancelled.
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Complaints Procedure, Monitoring and Evaluation:

| encourage clients to provide both positive and negative feedback in order to improve my
intervention offer. An evaluation form will be distributed at the end of intervention. Anonymous
data on outcomes may be collected and used for evaluation purposes and for Professional Doctorate
evidence submission. You can decline to consent to this.

If you feel you have cause to complain about the intervention you have received, you can contact

the co-directors of the Professional Doctorate in Health Psychology. Making a complaint will not

adversely affect the service you receive.

| understand the above points and am willing to proceed with therapy:

Client’s Name:

Client’s Signature: Date:

| consent to data collection and use for Professional Doctorate Portfolio submission, research,

evaluation and publication: Yes / No
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Taking Care of Yourself

Remember to give yourself time and space to make use of the therapy and ensure you are
getting enough rest and nourishment.

Sometimes during the course of therapy, difficult emotions can come up or events can
happen in the week which can cause more distress. Your safety and support is very
important to us.

If emotions are becoming very overwhelming it is important that you let someone know how you
are feeling. Think about who you could tell (e.g. a friend or relative), in order to support you.

After hours, contact:
e Crisis Advice Line: 0845 608 0525,
e Sane Line 0845 767 8000,
e Samaritans 116 123 or

e Umbrella Crisis Nightline 020 7226 9415, a night-time phone line for anyone with
difficulties relating to a mental health problem, open every night from 12:30am -
6am

In the unlikely event that the feelings get worse and if you feel that you are at risk of
harming yourself, or others, at any time, please make an urgent appointment with your
GP or go immediately to Accident and Emergency and ask for an urgent mental health
assessment.
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Appendix 2. Behaviour change techniques utilised

Target behaviour barrier/ BCT Behaviour Change Technique

facilitator Code

Physical Lack of ‘in the 6.1 Demonstration of the behaviour - Provide an observable

Capability mouth’ routine sample of the performance of the behaviour, directly in
person or indirectly e.g. via film, pictures, for the person to
aspire to or imitate (includes ‘Modelling’)

9.1 Credible source - Present verbal or visual communication
from a credible source in favour of or against the
behaviour

Psychological | Lack of self- 2.3 Self-monitoring of the behaviour - Establish a method for
Capability monitoring of the person to monitor and record their behaviour as part
tooth brushing of a behaviour change strategy
behavi .. - -
ehaviour 2.4 Self-monitoring of outcomes of behaviour - Establish a
method for the person to monitor and record the
outcome(s) of their behaviour as part of a behaviour
change strategy
Behaviour 1.2 Problem solving — Prompt the person to analyse factors
avoidance due to that influence the behaviour and generate strategies to
sensory aversions overcome barriers/increase facilitators (coping planning)
1.4 Action planning — Prompt detailed planning of the
Flexible schedule p g P . P &
. . performance of the behaviour: context, frequency,
and financial . . .
duration and intensity
means allows for
creation of new 12.1 | Restructuring the physical environment - Change, or advise
routine with new to change the physical environment in order to facilitate
equipment performance of the wanted behaviour or create barriers to
the unwanted behaviour
Reflective Ability to set 1.1 Goal setting (behaviour) — Goal setting to increase self-
Motivation personal goals monitoring and behavioural intentions

1.3 Goal setting (outcome) — Set or agree on a goal defined in
terms of a positive outcome of wanted behaviour

1.5 Review behaviour goals — Review behaviour goals jointly
with the person and consider modifying goals or behaviour
change strategy in light of achievement

1.7 Review outcome goals — Review outcome goals jointly with
the person and consider modifying goals in light of
achievement

Desire to be 5.1 Information about health consequences - Provide
motivated by information about health consequences of performing the
health behaviour - why tooth brushing is important and the
consequences consequences of not tooth brushing

9.3 Comparative imagining of future outcomes - Prompt or

advise the imagining and comparing of future outcomes of
changed versus unchanged behaviour
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Belief that tooth | 13.2 | Framing/reframing - Suggest the deliberate adoption of a
brushing must be perspective or new perspective on behaviour (e.g. its
linked to other purpose) in order to change cognitions or emotions about
responsibilities performing the behaviour (includes cognitive structuring)
and chores
Automatic Fear triggered by | 5.1 Information about health consequences - Provide
Motivation cold water in information about health consequences of performing the
mouth when behaviour - why tooth brushing is important and the
brushing teeth consequences of not tooth brushing — with focus on
associated with prevention of nerve exposure due to cavities (no visual
fear of exposed information)
nerve Mental rehearsal of successful performance - Advise to
practise imagining performing the behaviour successfully in
relevant contexts
Lack of consistent | 8.3 Habit formation - Prompt rehearsal and repetition of the
tooth brushing behaviour in the same context repeatedly so that the
routine, lack of context elicits the behaviour
habit 10.7 | Self-incentive — Plan to reward self in future if there has
been progress in the behaviour
10.9 | Self-reward - Prompt self-praise or self-reward if there has
been effort and/or progress in the behaviour
Physical Lack of physical 7.1 Prompts/cues — Introduce or define environmental or
Opportunity | cues to tooth social stimulus with the purpose of prompting or cueing
brushing the behaviour. The prompt or cue would normally occur at
the time or place of performance - identify cues that be
used to remind them to brush their teeth
Social Social support 3.2 Social support (practical) - Advise on practical help (e.g.
Opportunity | available in from friends, relatives, colleagues, buddies or staff) for
household, performance of the behaviour

opportunity for
social influence
and modelling

Regular tooth
brushing
perceived as
social norm
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Appendix 3. Client COM-B formulation sheet

COM-B Model

eDeveloping an 'In the mouth' routine
by revisiting techniques
eIncreasing attention and self-
monitoring the behaviour
o ¢ Planning exactly when, where and
Capa of] ity how tooth brushing will be carried
out
¢ Addressing sensitivites to sensory
aspects of brushing by trying new
toothbrush, toothpaste and water
temperatures

e Creating physical and temporal (time-
based) cues for tooth brushing

e Increasing social support from others in
household

Opportunity

*Setting personal goals and rewards

e Increasing motivation linked to health
consequences through learning new
health information

e Un-linking tooth brushing from other
responsibilities and chores

e Forming a consistent habit through
repeating tooth brushing regularly in the
same context
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Appendix 5. Decisional balance exercise

Not changing

Changing

1. What are the advantages of
the tooth brushing habits you
had originally?

4. What are the advantages of
the new behaviour?

2. What are the disadvantages
of your previous habits?

3. What is the downside of
changing your habits?

Behaviour Change Intervention Case Study 1

73




Appendix 6: Client outcome measure charts

Tooth brushing activity
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Appendix 7. Session notes

Assessment session

We began the assessment session with introductions, rapport building and ensuring Sam was
comfortable with the logistics. We discussed the client agreement document, attendance, matters of
confidentiality and safety and my scope as a trainee. Obtained consent and left space for any
guestions. Sam presented as keen to continue and | began an initial intake discussion and interview
to understand Sam'’s situation. Interview took a biopsychosocial approach. Explored reasons for
seeking support, history, current situation and difficulties, and current goals and motivations. We
discussed beginning with four interventional sessions, and checking in at that point as to whether

they think more are needed.

Sam is a 33 year-old woman who works in a hybrid office/home-based role in the technology
industry. They have good relationships with friends and family, and in their spare time reads, cycles
and plays football. Sam expressed that they have an inconsistent tooth brushing routine, and it is
something they have found difficult on and off throughout their life. Sam would like to create a
consistent tooth brushing habit (twice a day) that fits into their lifestyle. Sam had inconsistent
reinforcement and modelling of tooth brushing behaviours in childhood, dental anxiety and
inconsistent oral health behaviour displayed by parents, and inconsistent independent habit
formation. Avoidance behaviour motivated by fears of discovering an exposed tooth nerve, linked to
previous negative dental-related experiences in childhood. Autism impacting sensory tolerance, self-

described as mild.

Sam displayed excellent insight into precipitating and perpetuating factors. The Covid-19 lockdowns
removed regular social interactions that motivated the behaviour. New dentist said Sam may need a
filling in the future, triggering fear of worsening oral health and new sense of perceived tooth
discoloration. Sam experiences occasional mouth sores (unrelated to brushing) that can make
brushing painful, and has a sensory aversion associated with brushing (wet hands, changes in
temperature of mouth). They have inconsistent brushing habits, and although they typically brush
their teeth once a day, this is not at a set time (though typically mornings) and sometimes a few days
can go by without brushing. Avoidance provides a function of perceived extra free time. Tooth
brushing is cognitively associated with other self-care activities and chores (e.g. running errands

outside of the house), meaning Sam feels the burden of these additional activities in association with
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teeth brushing. At home, Sam lives on a different floor to the bathroom, and does not have a

consistent morning or night-time routine in general.

Sam expresses having good general physical, mental and oral health currently. They exhibit high self-
efficacy, high levels of insight and self-reflection, ability to modulate affect and a motivation to
change. Sam expresses feeling pressures of societal norms and perceived stigma associated with lack
of tooth brushing, and a fear of poor oral health. Sam has social support within their home from
housemates and financial security. Client agreement updated with initial session numbers and

shared with Sam.

Intervention session 1

Shared and explored the formulation together. Provided psychoeducation on how behaviour can be
viewed through the COM-B lens before we looked at the details of the formulation. Sam agreed with
formulation and provided more details. Used motivational interviewing techniques including open
guestions, summarising and reflecting to elicit more information on their current thoughts and
beliefs relating to the behaviour. Sam said it was interesting to view their situation in these
categories, and that they think the content of the COM-B diagram seemed like the right behavioural
aspects to be targeting. Sam expressed that they were keen to explore the health information, and
said they love to watch children’s style animations to learn new things. Noted to explore video
information rather than written. Allowed space for storytelling to elaborate on the current
formulation and for Sam to provide more context. Sam shared that they had increased their levels of
social consumption of alcohol and smoking levels in recent months, to a level of engaging in these
once or twice per week. This was not a behaviour they wanted to change currently but expressed

that it had motivated them to take better care of their oral health for cosmetic reasons.

Discussed outcome measures. Sam expressed that the most valuable progress measure to them was
to measure a subjective self-report feeling of automaticity (0-10 scale) relating to the behaviour.
They had mentioned their goal was to brush twice daily, so we also agreed on a second outcome
measure of behavioural frequency per week. Took initial measure from them of both outcomes over
the past week. Sam shared that they had already felt more motivated to engage in the behaviour
since the assessment, and their frequency had increased. | took a self-report measure from Sam of
their baseline pre-assessment behaviour too, as | felt this would be a valuable reflection point for

them to see progress. Sam said they found it difficult to recall frequency of previous behaviours, as
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they felt they weren’t completely aware of the true frequency of their brushing and had to spend

time considering this.

Discussed goal setting, how to set helpful goals. Sam shared that ideally they would brush and floss
twice a day. Discussed setting small, achievable goals, and what may be feasible. Sam felt brushing
twice a day was a manageable goal as they typically brush once a day, and that they would not aim
to incorporate flossing into their routine just yet until they had achieved their first goal. They set a
goal to brush once before 11am and once before they went to sleep at night. They felt their evening
routine would be the most challenging time of the day to stay on track. Began exploring action
planning, with a particular focus on the evening routine. Sam engaged in problem solving, to explore
barriers to the behaviour in the past, what had been helpful, what had made it more difficult.
Worked to develop a clear and realistic action plan for how the behaviour would be carried out in the
morning and in the evening. Discussed cues to behaviour and if they had any in place, including any
physical and environmental cues. Sam expressed that they had tried to set alarms on their phone,
but expressed feelings of resistance to these. Explored what the best cues would be, and Sam opted
for temporal cues linked to waking up and going to the bathroom in the morning, and going to the
bathroom at night. We explored how Sam could use the positive relationships with their housemates
as a form of social support. Sam expressed they would share their goals with their housemates and
would seek encouragement in performing the behaviour, particularly during the evening routine. |
set Sam the task of becoming more aware of their tooth brushing frequency, and keeping a brief
behavioural diary to begin self-monitoring how often they were brushing their teeth. They were
asked to keep a note each day when they get in bed of how many times they’ve brushed their teeth

that day, even if it was zero.

Intervention session 2

Session began by checking in on outcome measure scores. Sam expressed that they are having the
thought that prompts them to do the behaviour more often than not, before the temporal cue
happens. Sam expressed that since they had been monitoring tooth brushing, they identified an
additional barrier in the mornings. When they brushed their teeth, they said it felt like it takes hours
for their mouth to return to feeling ‘neutral’, which was the state they required it to be before having
breakfast, and this thought had prevented them from brushing their teeth in the past. | encouraged
Sam over the next week to pay attention to this experience, and to check in with how their mouth
felt at intervals of a few minutes after they brush their teeth, to explore this belief further and to

‘fact check’ this, which they were keen to do.
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Sam seemed excited to share that they had made changes to their physical environment to support
the new behaviour. When working from home, they had began working at a desk instead of working
from their bed and had found the transition to the desk in the morning to be a very helpful cue to
the behaviour. We discussed other aspects of the environment that could be potential barriers or
facilitators to the behaviour. Sam shared that they had been considering buying a new electric
toothbrush with a timer on it to support the behaviour, and we discussed their thoughts and beliefs
around this. We explored whether using a different temperature of water or a non-mint toothpaste
may improve the sensory experience of brushing for them, and Sam said they were keen to

experiment with this.

Sam was also eager to share with me that they had booked a check-up with both a dentist and
hygienist. | felt it important to spend time exploring this, as they had previously expressed this to be
a challenging task during assessment. They shared that their motivation to complete this task after
our last session had taken them by surprise. We explored their thoughts and emotions at the point of
booking the appointment and immediately after. My client reflected that they felt pride and a sense
of accomplishment at this task, and | utilised an evidence-based compliment to focus a moment on
their achievement. As Sam had previously used minimising language, ‘my problem is ridiculous; |
should just be able to do it’, | was particularly interested to note how they might respond to this. |
perceived them to respond positively and | considered this to be an effective component of our

conversation in that moment.

We spent some time exploring Sam’s beliefs that mean their tooth brushing is linked to a necessity to
complete a number of other tasks and chores, as part of a wider ‘self-care’ routine. | asked some
guiding questions to explore their thinking and to encourage them to reflect. Sam expressed that
ideally they didn’t want tooth brushing to be linked to the other chores, but that they had just ended
up thinking this way. We discussed reframing tooth brushing as an activity that is independent of
these other tasks, and Sam said that this would make the task of tooth brushing seem less

burdensome to them.

We then discussed what Sam had originally mentioned about wanting to develop an ‘in the mouth’
routine, and wanting to learn more about oral health in order to motivate them. | shared the
thumbnails of two videos containing relevant health and behavioural information to support them. |

also included one ‘bonus’ video that was an animation style video aimed at children as Sam had

Behaviour Change Intervention Case Study 1 78



expressed a fondness for this style. Sam expressed an excitement and anticipation to engage with
these videos and said they will put aside time that evening to watch. Sam had expressed to me that
they regularly use breathwork and meditation, so | encouraged Sam to use a visualisation technique
while they were in a state of relaxation to visualise their ‘in the mouth’ routine being successfully
carried out, after watching the video on best practice with brushing. At this point, Sam expressed
that while they had been monitoring their behaviour more, they had become aware of feeling a
reluctance to perform the behaviour during the evenings. | encouraged Sam to start to monitor these
thoughts and feelings over the next week, so that we could explore them more during the next

session.

Intervention session 3

| gained consent for audio recording the session for the purposes of supervision and Sam expressed
being happy for this to be done. Sam shared that they felt they had made great progress as their
morning tooth brushing was feeling much more automatic. Sam is finding it more difficult to
complete the behaviour in the evening due to negative and ambivalent thoughts that they are
working to counter. Introduced the decisional balance exercise to explore Sam’s thoughts about the
behaviour more. Sam expressed an interest in this exercise and | explained the purpose and activity
in more detail. Worked through the decisional balance exercise, exploring: the advantages of the
original habits, the disadvantages of the original habits, downside to new behaviour and advantages
of the new behaviour. Sam was using change talk during this exercise. Sam read out their ‘pros’ of
the new behaviour and had a reflection that that they all relate to emotions and relief of a
psychological burden that has the capability of improving or maintaining their mental health, which
they place a lot of value in. Sam mentioned feeling an increase in feelings of self-care and self-

respect linked to their increased tooth brushing.

Checked in on the health behaviour information videos shared during the previous session and
reflected on Sam’s experience of this, any reflections and feelings relating to the content. Sam shared
that the health behaviour impact video had had a big impact on them. They had learned new health
information that motivated them to brush their teeth more including the link between oral health
and the rest of the body. The video on correct brushing technique made Sam realise they do know
how to correctly carry out the behaviour, and typically do follow the same routine in their mouth,
but they could create more of a habit by being more mindful and monitoring their behaviour more

closely while carrying it out. Checked in on the outcome measure scores over the past week.
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Intervention session 4

During the final session, Sam was keen to share straight away that they had attended appointments
with both their dentist and a hygienist in the past week. Sam was pleased they had attended these
appointments. They said they entered the room with more confidence than they normally would,
and said they felt they could ‘look them in the eye’ and say they were brushing their teeth. They had
also discussed their oral health with dental professionals and put a plan in place to returnin 6
months for another session with hygienist. Sam shared that they had discussed their new teeth
brushing behaviour with the dental team, and received some further health information and
guidance on teeth brushing, which had made them feel more confident that they were now taking

good care of their teeth.

We revisited the outcome measures and logged their final scores from the previous week. Reviewed
progress charts. Sam reflected that they felt good that their tooth brushing frequency had not
dropped to pre-intervention levels and said that they felt proud of their progress. Sam reflected that
they ‘had come so far’ since the first time we met, and | affirmed their efforts and successes, and
highlighted their strengths relating to engaging with the intervention. They shared that they were
able to look at some of their thoughts relating to avoiding teeth brushing through an objective lens

after they spent time reflecting on the decisional balance exercise.

We revisited their existing goals and Sam set a new behavioural goal for the future, that involved
maintaining current tooth brushing levels and incorporating flossing into their new routine within the
next three months. We discussed how they could set small goals themselves to achieve this bigger
goal. They also set themselves a new incentive, which was to begin tooth whitening after six months

of their new routine being put into practice.

We then focused on coping planning for the maintenance phase of their new behaviour and explored
situations where they may find it more difficult to stick to their new routine over the next few
months. Sam considered that the times they might struggle the most would be when all of their
housemates were away, and times when they might be on annual leave from work for more than a
few days at a time. We worked through an action planning exercise, considering these two situations,
and Sam planned the details of how they could maintain their tooth brushing routine in these two
contexts. They made a plan for creating additional environmental cues in these scenarios, and
seeking social support from a trusted friend to encourage their habits during these times. Sam

shared they felt “more like a proper member of society” since increasing their tooth brushing.
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Discussed what this means to Sam, and how the new behaviours relate to their sense of self
(congruence). Discussed this being our last planned session and whether Sam felt they would like any
further sessions. Sam felt they did not need any further sessions at this time as they felt significantly
more confident in their tooth brushing routines and able to self-monitor and set small goals to

maintain the behaviour.
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Background

This case study outlines the development, delivery and evaluation of an online, group mindfulness
intervention. The client group comprised staff members who were part of the Patient Engagement
team at OPEN Health, my primary workplace placement during the Professional Doctorate.
Mindfulness has been described as as moment-to-moment, non-judgmental awareness cultivated by
paying attention to the present moment as non-reactively, and non-judgmentally as possible (Kabat-
Zinn, 2015). There is evidence to suggest that mindfulness-based interventions can have a moderate
effect on emotion regulation (Kral et al., 2018), stress reduction (Zhang, Lee, Mak, Ho, & Wong,
2021) and quality of life (de Vibe et al., 2017), along with reducing symptoms of depression and
anxiety (Blanck et al., 2018). Increasingly, mindfulness interventions are being utilised in workplace
settings to improve performance and enhance the wellbeing of employees (Good et al., 2016; Olano
et al., 2015). Within the workplace, mindfulness-based interventions have been shown to increase
workplace functioning, and have a moderate effect on stress, anxiety, depression and burnout

(Glomb, Duffy, Bono, & Yang, 2011; Lomas, Medina, Ivtzan, Rupprecht, & Eiroa-Orosa, 2019).

Needs assessment and formulation

A mindfulness component is often included in many psychological interventions designed by the
Patient Engagement team, and the benefits of mindfulness are known by the group. However, | had a
baseline anecdotal understanding that the majority of the team do not regularly practice
mindfulness in their own lives, though many have said they would like to be able to. As the team was
experiencing a particularly busy period with a high workload and high stress, | conceptualised the
idea of assessing the appetite for a mindfulness practice group, with the aim to increase trait

mindfulness and improve psychological wellbeing.

While the benefits of mindfulness are often widely acknowledged, evidence suggests that certain
biopsychosocial barriers exist to individuals incorporating mindfulness practice into their everyday

life and participating in mindfulness-based interventions.

e Practical barriers: Key practical barriers are related to time, including a lack of spare time and a
lack of dedicated time within a daily routine to practice mindfulness (Birnbaum, 2008).
e Individual barriers: Person-related barriers include a lack of motivation, lack of social support,

difficulty initiating and maintaining practice, and ambivalence about mindfulness practice
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(Birnbaum, 2008; Kennedy, Haley, & Evans, 2022; Toivonen, Hermann, White, Speca, & Carlson,
2020).

e Knowledge barriers: Knowledge-related barriers include misconceptions and knowledge gaps
relating to what mindfulness is, the benefits of mindfulness and a lack of understanding of how

to practice mindfulness (Duggan & Julliard, 2018; Toivonen et al., 2020).

In order to supplement this information, | conducted a further informal assessment with the target
group to gauge whether the barriers emerging in research were also present in this population. |
hosted individual, voluntary, confidential brief consultations with five members of the team to gauge
their appetite for a mindfulness intervention, and to probe potential barriers to mindfulness practice.
| informed the team of my intentions to host these confidential conversations with the aim to
potentially offer a mindfulness intervention, and gained consent from those who volunteered

themselves to use the information they shared with me to inform a potential intervention.

From this consultation process, it was clear that there was a desire and motivation to increase their
own mindfulness practice and abilities with the goal to improve general psychological wellbeing, and
for some, to become ‘more mindful’. Through discussions, | interpreted this second goal as a desire
to increase trait mindfulness, and to increase frequency of state mindfulness. The assessment
meetings provided me with a solid understanding of a cross-section of the group’s previous
experiences, current practice, attitudes, and beliefs related to mindfulness. Key barriers to
implementing mindfulness practice included time restrictions, a lack of dedicated time and space,
low self-efficacy relating to performing the behaviour, a lack of understanding as to how to begin
practising mindfulness, and some stigma associated with meditation. | utilised the assessment
information and behavioural barriers to map the behavioural targets for change using the COM-B

model (Michie, Van Stralen, & West, 2011) in order to inform the intervention design (Figure 1.)
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Figure 1. COM-B targets for behaviour change
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Intervention design and delivery

As the team were in various locations, in different time zones and employing flexible working hours, |
opted to deliver this intervention online. This allowed for a broader number of team members to
participate and allowed the group to align the intervention with their own schedule.

There are various models and theoretical frameworks to support robust intervention design. The
Theoretical Domains Framework (TDF) provides a comprehensive, theory-informed approach to
identifying determinants of behaviour, which can support intervention design (Atkins et al., 2017).
The TDF builds on the systems identified in COM-B, and use of COM-B can help identify the TDF
domains that are pivotal to behaviour change (Cane, O’Connor, & Michie, 2012). | used this to further
define the intervention (Table 1) and identify relevant behaviour change techniques from a well-

established taxonomy (Michie et al., 2013).
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Table 1. Intervention functions and behaviour change techniques

Behavioural regulation
e Self-monitoring

Intentions

e Transtheoretical model and

stages of change

COM-B Barriers Selected TDF domain and constructs Behaviour
component intervention change
functions techniques
Psychological | Lack of skills Education Knowledge 4.1 Instruction on
capability in practising e Knowledge how to perform
mindfulness | Training e Procedural knowledge the behaviour
Enablement | Skills 12.5 Adding
e Skills objects to the
e Competence / ability / skill environment
assessment
e Practice/ skills development
Behavioural regulation
e Action planning
Social Perceived Enablement | Social influences 3.1 Social support
opportunity | stigma e Social support
Modelling e Group identity 12.2
Lack of social e Group norms Restructuring the
support social
environment
6.3 Information
about others’
approval
Physical Lack of Enablement | Environmental context and 7.1 Prompts/cues
opportunity | dedicated resources
time and e Resources/ material 12.5 Adding
supportive resources objects to the
resources ° Person x environment environment
interaction
Automatic Lack of habit | Enablement | Behavioural regulation 8.3 Habit
motivation e Habits formation
Reflective Beliefs about | Education Beliefs about capabilities 5.1 Information
motivation consequences e Self-efficacy about health
e Perceived behavioural control | consequences
Low self- e Empowerment
efficacy 2.3 Self-
Beliefs about consequences monitoring of the
e Beliefs behaviour
e (Qutcome expectancies
2.4 Self-

monitoring of
outcomes of the
behaviour

1.4 Action
planning
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Eighteen people that comprised the Patient Engagement team were invited to participate in a four
week mindfulness practice group and eight opted in to take part. Six participants were based in the
UK, while one was in France and one was in the USA. The majority were female, with one male.

In line with the HCPC Standard of Proficiency (SOP) 2 — practice within the legal and ethical
boundaries of your profession, (Health & Care Professions Council, 2023) before beginning the
intervention, | made sure to inform all potential participants on my role as a Trainee Health
Psychologist, and gained consent from all participants to take part, and for me to include their
anonymised data in my portfolio. It was important to ensure that participants understood that this
intervention was voluntary and optional for them, and that there was no expectation for them to
participate from our company. | also informed them of how their data would be stored securely, and

pseudonymised with a code that only they would know.

The intervention was designed to include six key components.

1) Information meeting

A virtual information meeting was held the week before the intervention began, to explain the aims
and format of the intervention, provide upfront information and time for questions. | provided
training and guidance on how to practice mindfulness using the provided mindfulness podcasts. The
group was encouraged to put aside a dedicated ten minutes at a point in time of their choice, both
before work and after work, to listen to practice mindfulness for five minutes each time, using the
guided audios. Employees were encouraged to close their email application and set their Microsoft
Teams status to 'do not disturb' so that they wouldn’t be interrupted by calls, messages or emails
during their mindfulness practice. Repeating the behaviour twice a day promoted habit formation

(Gardner & Rebar, 2019), which was an important goal for many of the participants.

As the group were in different time zones with varying schedules and working hours, | encouraged
the group to create their own electronic calendar reminders to prompt the behaviour twice a day at
their chosen times, but to ensure that the setting and time of day was consistent for them
individually, to further promote habit formation (Cloughesy, Mrazek, Mrazek, & Schooler, 2010). It
was also emphasised that the mindfulness group was supported by the senior leadership team, as
buy-in from leadership is shown to be a facilitator to successful implementation of interventions of
this nature (Byron et al., 2015). | perceived the information meeting to have been well received by

the group. They were engaged in the conversation and felt all their questions had been answered,
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gauged by verbal feedback. One person shared, “that meeting made me feel motivated to get started

and put aside some ‘me time’ every day for this”.

2) Self-guided mindfulness podcasts

The provision of mindfulness meditation guidance by audiotape has been documented to be a
successful mode of delivery in controlled mindfulness research (Klatt, Buckworth, & Malarkey, 2009;
Toneatto & Nguyen, 2007). The group was provided with a selection of seven recorded guided
mindfulness podcasts, which included a range of mindfulness approaches including breathwork,

body scan and visualisation techniques (mindfulness podcast transcripts in Appendix 1).

The guided mindfulness meditations were written as scripts, then individually recorded by a
voiceover artist, and saved as individual mp3 audio files. The purpose of these podcasts was to
provide a guided mindfulness meditation for the listener. Each audio was between 3-10 minutes
long. The mindfulness podcast content included varied techniques including body scan, visualisation
and breathing exercises, to provide the listeners with a range of options to suit them, and to allow

them to listen to different audios each time if they wish.

3) Psychoeducation materials on the benefits of mindfulness

Information on the benefits of mindfulness was provided (Appendix 2). Psychoeducation as part of a
mindfulness-based programme has been shown to enhance participants’ perceptions of the
credibility of mindfulness itself (Del Rosario & Beshai, 2022). | opted to provide psychoeducation
materials on what mindfulness is, the consequences of mindfulness as a behavioural practice, and
some introductory mindfulness exercises. | used publicly available online materials from Mind, a
reputable provider of mental health education, as this is a trusted source that staff members were

likely to be aware of and trust.

4) Weekly messages

| understood that motivational communication has been shown to improve adherence to health
behaviours, and increase participation in interventions (Palacio et al., 2016; Toivonen et al., 2020).
Therefore, | set up a private Microsoft Teams channel with the group members, as the group were
familiar with this platform and use this daily in their work. A Teams channel using our company
account would also offer a secure and private online location for the participants to communicate,
ensuring their data was managed securely, in line with HCPC SOP 6 — understand the importance of

and maintain confidentiality (Health & Care Professions Council, 2023). Within this channel, | sent

Behaviour Change Intervention Case Study 2 87



three messages per week that prompted action planning, and peer support, and provided
encouragement and some psychoeducation on the benefits of regular mindfulness practice

(Appendix 3).

5) Messages and open forum in group Teams channel

Peer support is a widely utilised and recommended technique to facilitate lasting behaviour change
(Boothroyd & Fisher, 2010; McEvoy et al., 2018). Utilising the Microsoft Teams channel, | encouraged
the group to share their experiences of regular mindfulness practice. | prompted group discussions
and input to facilitate social support and establish a group identity, as aligned with BCTs identified in

the behaviour change taxonomy (Michie et al., 2013).

6) Mindfulness tracking

| provided each person with a mindfulness tracker document (Appendix 4) and encouraged the group
to track their behaviour by ticking a box each time they completed their mindfulness practice.
Recording their participation in the daily activities allowed for self-monitoring, and has been utilised
in successful interventions of this nature (Klatt et al., 2009). The document also contained space for
reflections after each practice. | encouraged the group to reflect on their thoughts and feelings after
their mindfulness practice, using prompts within the document, to facilitate self-monitor the
outcomes of the behaviour, which is another BCT identified in the utilised behaviour change

taxonomy (Michie et al., 2013).

Evaluation

Seven participants completed the intervention to the end, while one dropped out after the initial
information meeting as they felt unable to build the mindfulness practice into their schedule.

The Mindful Attention Awareness Scale (MAAS) (Brown & Ryan, 2003) is a well-established 15-item
scale designed to measure an individual’s tendency to be mindful of moment to moment experience.
Before the intervention began, the group were asked to complete this measure to provide a baseline
score of trait mindfulness, and they completed it again one week after the end of the intervention
(week five). The group also completed the 14-item Warwick-Edinburgh Mental Well-being Scale
(WEMWSBS) (Tennant et al., 2007) before and after the intervention, following the same timings as
the MAAS. The WEMWABS scale is used to measure subjective wellbeing in adults, including the
ability to maintain a sense of autonomy, self-acceptance, personal growth, purpose in life and self-
esteem. Data was collected through Question Pro and participants were asked to generate a six-

string pseudonym for data confidentiality.
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Five participants showed an increase in their MAAS scores at the end of the intervention, though
individual scores decreased for two participants. The mean score increased by 0.14 (PRE: M = 3.18,
SD =.75; POST M = 3.32, SD = .86; see Figure 1). While MAAS scores increased overall, the shift in
scores is modest. Evidence has shown that increased trait mindfulness through regular meditation
practice is highly variable to the individual (Kiken, Garland, Bluth, Palsson, & Gaylord, 2015) and a
longer intervention may be needed to show an increase in scores across the group. WEMWABS scores
were variable, though the mean score increased by 0.85 (PRE: M =43.29, SD = 4.72; POST M = 44.14,
SD = 6.26; see Figure 2). On an individual level, two people showed a decrease in scores. It is
important to note that the WEMWBS scores should be interpreted with caution as the authors
recommend a sample of 30, though for this purpose it is beneficial to observe trends. Through
observing the data, it was noted that the same two individuals showed a decrease in both MAAS and
WEMBWS scores, which suggests there could be an additional external factor influencing these

scores. See Appendix 5 for individual participant scores.

Figure 1. Mean MAAS scores pre- and post-intervention
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Figure 2. Mean WEMWBS scores pre- and post-intervention
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| also collected optional anonymous qualitative feedback on the intervention from the group. Three

participants provided voluntary feedback, and all gave positive comments on their experience:

e “The mindfulness felt like the end of a yoga class each time and it was very relaxing. | am going
to do it regularly!”

e  “Glad I took part in this group. It was hard to focus at the start but | noticed it get easier as the
weeks went on and | could clear my mind more. Thanks for setting this up.”

e “Good experience and | already feeling the benefits. The information on mindfulness and the

podcasts were brill.”

Final reflections

Utilising the TDF as a complementary framework alongside the COM-B model was useful as it
allowed me to pinpoint specific influencers of behaviour, which facilitated the development of
specific intervention components and selection of behaviour change techniques. Mean scores for
both outcome measures increased, and the final qualitative feedback provided by three group
members was positive and showed that the intervention had had a perceived beneficial impact on
those individuals. One member noted that they had recognised a positive change in their ability to
focus on the mindfulness practice, and it could be that the reflective prompts within the tracker may
have facilitated this understanding, though this is not confirmed. Informal feedback received from
some of the group members after the intervention ended confirmed that the mindfulness tracker
was well received, and along with the calendar reminders, helped the group to stay on track with
their twice daily practice. Conversely, there were some aspects of the intervention which were not as
successful as hoped. Only two members of the group contributed to the Teams chat. Upon reflection,
there could be a number of reasons for this lack of engagement with the peer support aspect of the
intervention. Firstly, it was made clear that this was optional, which could have made some members
disregard it, particularly if they are not familiar with having reflective discussions of this nature.
Secondly, | have reflected that the prompts could have been more directive, and | could have utilised
some initial closed questions to ignite the discussion, followed by more broad, open questions once
the group became more comfortable. Additionally, MS Teams channels within the workplace are
typically very transactional and not forums for reflections or longer discussions, so the context may

have been prohibitive to this BCT.

| have learnt a lot through delivering this intervention in the workplace, and if | were to repeat this,

there are some changes | would consider. Firstly, | would consider incorporating a follow-up measure

a number of weeks after the intervention ended to repeat the outcome measures, to check in on

Behaviour Change Intervention Case Study 2 90



whether independent mindfulness practice had been continued over a more long-term period. This
would allow for insights into whether a sustained change had been made. As the intervention only
took place during the working week (Monday - Friday), it meant that a regular mindfulness habit was
not necessarily being committed to on the weekends, although it was encouraged. The mindfulness
tracker only covered working days. An adaptation could be to include weekends to allow group
members the option of continuing the habit across a seven day week. Implementing the intervention

to be adaptable to a seven-day week may have shown improved results.

| felt disappointed when one participant dropped out at the start of the intervention due to concerns
they would not be able to integrate the practice into their daily routine, and it prompted me to
critically reflect on the intervention design. The intervention was fairly complex in the sense that it
had a number of components. Upon reflection, if | were to repeat this intervention it is likely that |
would consider reducing the number of components and streamline the intervention more. Some
components were better received by the group than others, and it is possible that aspects such as
the open forum Teams channel for group discussions could be removed or re-thought in order to
improve the intervention. In order to enhance the intervention, it may have also been beneficial to
conduct assessment interviews with all of the participants who opted in, as this would have been
achievable given the final group size and may have illuminated more targets for behaviour change.
Reflecting on the design, delivery and evaluation of this intervention through this case study has

cemented many learnings for me, which | will take with me when developing future interventions.
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Appendix 1. Mindfulness podcast transcripts

Guided visualisation — a walk in the forest

Script

Spending time in nature...has long been known...as a source of healing...wisdom...and relaxation...
For the next 15 minutes...we are going to take some time... to enjoy some of the benefits...that can
come...from tuning into the natural world around us...This is a guided visualisation called...’A walk in
the forest’.

[PAUSE FOR 5 SECONDS]

[Guided Visualisation]

Make yourself comfortable...and when you’re ready...gently allow your eyelids to close. As you sit or
lie there...with your eyes gently closed... start to notice your breathing....I'd like you to imagine...that
with each breath you take...you are inhaling ease...and relaxation into your body...and each time you
exhale,...all the tension...is draining out of your body...With each breath out...your body is beginning
to sink down...more and more comfortably...into the chair...Take five breaths like this, each time you
breathe out, sinking more and more deeply into relaxation.

[PAUSE FOR 8 SECONDS]

If at any moment...you notice your mind starting to wander away... just try to focus back on the
breath...and the sound of my voice.

[PAUSE FOR 5 SECONDS]

| would like you to imagine yourself...at the beginning of a forest trail...It is a beautiful clear
day...Before you, you see a long forest trail...winding gently off into the distance...You see there are
tall, leafy trees on either side. These trees are all the colours of autumn... deep reds, yellows,
oranges and browns...

[PAUSE FOR 5 SECONDS]

You look up...to see the sun shining through the tree tops...warming your forehead...cheeks...and
nose.

[PAUSE FOR 5 SECONDS]

You start to slowly walk along the quiet forest trail..., noticing the soft ground beneath your feet as
you walk.

[PAUSE FOR 5 SECONDS]

You also notice the cool air on your face...neck...and hands....You take a few deep breaths in...to enjoy
the fresh, clean air...passing in through your nose...[3 seconds] and out your mouth [3 seconds],

invigorating your mind and body.
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[PAUSE FOR 10 SECONDS]

As you continue to walk..., you now become aware...of any smells that might be around you... The
smell from any fallen leaves you may notice around you...the aroma of any other plants that might be
in the forest,...or maybe there is no smell at all,...just crisp,...clean air.

[PAUSE FOR 5 SECONDS]

There is no one else around you... and the forest is quiet except for the sounds of nature around
you... This might be the gentle rustling of leaves...or perhaps the sound of a bird...far off in the
distance...

[PAUSE FOR 5 SECONDS]

You continue walking down the trail ...noticing all the things you can hear...smell...see... and feel.
[PAUSE FOR 10 SECONDS]

If you notice your mind has started to wander...simply try to focus back on your breathing...and the
sounds of my voice.

[PAUSE FOR 5 SECONDS]

As you keep walking,...you gradually become...more and more aware...of the sound of soft,...trickling
water...You come across a stream,...gently bubbling alongside the trail...There is a bench by the
stream...where you sit... and rest for a short while...

[PAUSE FOR 5 SECONDS]

You take a few moments to watch the water pass by...What do you see?...Maybe the light glinting off
the surface...or little leaves and sticks gently washing past...Can you see anything else in the water?
[PAUSE FOR 5 SECONDS]

What smells can you notice here...? Perhaps the fresh, damp smell of the moss...along the edge of
the stream...or something else?

[PAUSE FOR 5 SECONDS]

Imagine placing your hand in the cold water... Notice what sensations you experience as you dip your
hand into the chilly forest stream...is it refreshing or soothing?...

[PAUSE FOR 10 SECONDS]

Why not spend a few more moments by the stream... and simply enjoy the feelings of calm...and
relaxation in your body in this moment...Enjoy this feeling for a little longer....breathing in the fresh
forest air and breathing out any tension and stress.

[PAUSE FOR 10 SECONDS]

When you’re ready...begin walking back up the trail towards the entrance....As you do so,...notice

again the sounds you can hear...as you walk up the track. Are there any new sounds this time?
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[PAUSE FOR 5 SECONDS]

Are there any smells?

[PAUSE FOR 5 SECONDS]

What can you see around you?

[PAUSE FOR 15 SECONDS]

As you approach the end of the trail...remember that this walk in the forest...and the feelings of
peace and calm...are always here to come back to...any time that you feel stressed...and in need of
relaxation during your day.

[PAUSE FOR 5 SECONDS]

Return and Conclude

Now...when you are ready... wiggle your fingers and toes...and slowly open your eyes...And come
back to full consciousness.

[END OF SCRIPT]

Grounding tree meditation

Script

Often we find our mind running away from us...and we lose focus and attention on the task at
hand...We can become stressed...imagining what may happen in the future,...or thinking back...on
things that may have happened in the past...This simple technique...will help you...to bring your
attention...back to the present moment...to focus on the here and now.

[PAUSE FOR 5 SECONDS]

Begin by making yourself comfortable...by sitting in a chair... with the bottoms of both feet...placed
flat on the floor...your spine straight and tall...your hands sitting loosely in your lap... When you’re
ready...gently allow your eyelids to close.

[PAUSE FOR 5 SECONDS]

As you sit there with your eyes closed...I'd like you to become aware of your breathing... Breathe in
slowly and deeply...through your nose...and then slowly breathe out...through your mouth...Repeat
this a few more times ...breathing slowly and deeply... in through your nose...and then slowly breathe
out through your mouth.

[PAUSE FOR 5 SECONDS]

As you breathe in and out...try to notice...any areas of tension in your body,...any areas...where you
might be holding onto some stress...Each time you breathe out,...imagine you are breathing out that

tension...and feeling more relaxed.
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[PAUSE FOR 5 SECONDS]

[Roots]

Continuing to gently breathe in...and out...I'd like you now...to focus on your feet...Gently push...the
bottoms of your feet...into the floor... Imagine that you...are like a tree...and that your feet...are roots
planted into the ground...As you continue to press your feet into the ground...and take root,...notice
any tension that happens in your ankles,...calves,...thighs...and buttocks...Continue to notice...how it
feels...to press your feet...into the ground...for a few more moments.

[PAUSE FOR 5 SECONDS]

If you notice at any time...that your mind has started to wander...try to focus back on your
breathing...In through your nose...and out through your mouth...Then turn your attention...back to
the sensations...in your feet and legs.

[PAUSE FOR 5 SECONDS]

[Trunk]

Now...move your attention from your feet.....to your legs..... stomach and chest...imagine this area is
like the trunk of your tree....Here | want you to take a deep breath in through your nose...and
notice... your stomach and chest expanding and filling with air.....Then breathe out through your
mouth...and notice your stomach and chest...deflating and emptying.

| want you take another deep breath in through your nose...and this time...notice your shoulders
gently lifting....now breathe out through your mouth...and notice your shoulders...moving back
down.

Remember to make sure that your spine is straight and you are sitting tall in your chair....this will give
your lungs the best possible chance to fill and empty with air.

[PAUSE FOR 5 SECONDS]

It can also help to notice the sensations in your trunk filling and emptying with air by placing your
hands on your belly and chest.

[PAUSE FOR 5 SECONDS]

Continue to breathe in...and out...like this now for a few more times... noticing the sensation of your
trunk gently filling and emptying with air.

[PAUSE FOR 5 SECONDS]

Now...I'd like you to move your attention away from your trunk...towards your head and mind...Now
it’s time to use your mind to reach out with your awareness...like the branches of a tree...into the
world around you.

[PAUSE FOR 5 SECONDS]
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Continuing to breathe in...slowly through your nose...and out through your mouth,...open your
eyes...and notice three things you can see around you.

[PAUSE FOR 5 SECONDS]

Now...notice three things you can hear.

[PAUSE FOR 8 SECONDS]

Now...notice one thing you can taste...in your mouth...It may be...that you can’t taste anything in
your mouth right now.....simply just notice that.

[PAUSE FOR 5 SECONDS]

Now...notice one thing you can smell...Again...you may not be able to smell anything...but simply
notice that.

[PAUSE FOR 5 SECONDS]

Finally...notice three things you can feel....Perhaps the clothes against your skin......the air on your
face and hands...or the chair...against your back and thighs.

[PAUSE FOR 5 SECONDS]

Take a few more moments to notice anything else from the five senses...and when you are
ready...begin to gently wriggle your fingers and toes ...and have a stretch.

Remember you can use this tree exercise to refocus and bring your attention back to the present
moment whenever you feel your thoughts are taking you away.....You can also make this exercise...as
short or as long as you like.....just by spending more or less time at each stage.... you can use this
exercise...almost anywhere.....

[END OF SCRIPT]

3 minute breathing space

Script

Find a quiet space..... make yourself as comfortable as you can.... allowing your gaze to be soft.... or
somewhat unfocused if your eyes are open..... at any point you can close your eyes if you want to.
Start by bringing your awareness to how you are sitting in your chair.... What do you notice about it?
Maybe adjusting your body so that you are sitting with your legs uncrossed and feet flat on the
floor...... are you sitting upright but not stiff? Adjust yourself as best as you can.... allow the crown of
your head to point towards the ceiling and your chin to lower slightly... Remember.... Always feel
welcome to adjust your body when you need to do...

[PAUSE FOR 5 SECONDS]
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Take a few moments to get in touch with the movements of your breath... and the sensations in the
body.....bringing your awareness to the physical sensations of how your breath is coming into the
body....notice how your breath comes in.... through your nostrils.....past the back of your throat...
down into the lungs....and notice how it goes out....

[PAUSE FOR 5 SECONDS]

As you breathe in the air moves into your lungs....your chests lifts slightly.... And your belly may
gently push out.....making room for more air to fill the bottom of your lungs.... As you breathe out
notice how your belly goes back in... towards your spine....like you’ve let the air out of a small
balloon..... notice your lungs gently release the air back out through the back of your throat and out
of your nose....

Take a few minutes to feel the sensation of your breath.... As you breathe in and as you breathe
out.... noticing your breath as it comes in.... and out.....

[PAUSE FOR 5 SECONDS]

There is no need to try and control your breath in any way...... just pay attention and watching the
breath as it comes in and goes out....

Breathe in....1...2....3.....and out.....1...2...3...... let's try that again... breathe in...1....2....3......and
out...1..2..3.....

[PAUSE FOR 5 SECONDS]

And ..... sooner..... or later.... Your mind will wander away from the focus on the breath to thoughts,

[PAUSE FOR 5 SECONDS]

And when you’re ready....bringing your awareness back in the room..... where you are sitting.....
maybe rolling your shoulders a little bit..... wiggling your fingers and toes....and then opening your
eyes... tell yourself that you will come back to this.... As you teach your body and mind to pay
attention in a different way than you usually do....

[END OF SCRIPT]

Deep relaxation

Script

Begin by making yourself as comfortable as you can be...... If you can, find a quiet space without
distractions....

Now, start by taking a deep breath in through your nose.... then slowly breathe out through your

mouth.... Take a few moments to focus on the natural rhythm of your breathing.... breathe slowly
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through your nose..... and out through your mouth.... Don’t try to control the pace.... just let it
happen....

[PAUSE FOR 5 SECONDS]

Whilst breathing....feel the sensations of your bodily movement... the movement of your abdomen
raising and falling as you breathe.......

[PAUSE FOR 5 SECONDS]

Notice how your body takes control of your breathing for you, allowing you to drift into a state of
relaxation....... deep relaxation......

[PAUSE FOR 5 SECONDS]

You may find that your eyelids are feeling a little heavy....... Feel the area around your eyes relax and
soften, and let your eyes gently close if you feel comfortable.......

I'd now like you to become aware of your body, and the weight of it against the surface you are
resting on......... Feel your body relaxing and sinking down deeper as you exhale.......

[PAUSE FOR 5 SECONDS]

Take a moment to draw your attention to the different areas of your body... bring your awareness to
each part of your body....you can allow yourself to let them go and drift into an even deeper state of
relaxation.......

[PAUSE FOR 5 SECONDS]

Continue to breathe deeply.... feel the weight of your head and relax your neck muscles.... let your
shoulders soften as you exhale....

[PAUSE FOR 5 SECONDS]

Now move your awareness to your chest and torso..... feel the breaths entering and leaving your
body..... with every breath....let any tension melt away.....into deep, deep relaxation.... the more you
allow your body to relax the more your body is preparing to drift into a deep and tranquil sleep.......
Feel the weight of your arms, and let them relax right down to the tips of your fingers and finger
nails....

If thoughts come into your mind, that's ok...... Let the thought enter your mind, then release it and
let it go as you breathe out.....

Allow yourself to just focus on the present moment.....

Feel the length of your legs and let them sink down and relax...from your thighs...... to your knees......
right down to your feet and your toes....... Release any tension and let your body lie still as you
breathe deeply in...... 1...2..3..and out....... 1..2.3...

[PAUSE FOR 5 SECONDS]
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Images from your day may appear in your mind...... allow the image to enter your mind and then let
the images or thoughts fade away...... allow yourself this time to completely calm your mind and
body, knowing that any thoughts you have can be dealt with later.......

Feel your breaths deepen.......

How are you feeling..... are you feeling relaxed and heavy.....Lie still and concentrate on slow,
rhythmic breathing........ allow yourself to feel heavier with every breath.......

Your mind is clear....... Let your body relax into a state of tranquillity........

[PAUSE FOR 5 SECONDS]

Now... gently...and softly... open your eyes... and take another deep breath... bringing your awareness
back in to the room..... you might want to stretch out your arms...and legs.... And allow yourself to
feel refreshed... ready for the rest of your day....

[END OF SCRIPT]

Overthinking? — 5 minutes time-out

Script

When your mind is racing and you need a moment to calm your thoughts... taking five minutes to
meditate can make a difference... Start by making yourself comfortable.... sitting or lying
down...gently closing your eyes...I'd like you to really pay attention to your
breathing...slowly...inhaling through your nose... and exhaling through your mouth...you can do this
as many times as you are comfortable... Every time you exhale....I want you to imagine one of your

worries... leaving your body... Now let's do this together a few more times...

1....breathein 1..2..3............. and............ out...1..2...3....
1....breathein1...2...3..........and............. out...1..2...3
1....breathein1...2...3..........and............. out...1..2...3

[PAUSE FOR 5 SECONDS]

Throughout your listening journey...if your mind wanders off...remember... that is ok...try to bring It
back by focusing on my voice.

[PAUSE FOR 5 SECONDS]

Whilst focusing on your breathing | invite you take a journey..... a journey through a peaceful place...|
want you to picture this place...what does it look like? Who is with you or are you alone? ... What
kind of colours do you see? Is the place warm or cold?.... | want you to imagine this peaceful place is
surrounded by a beautiful blue lake... with clean and pure water.....

[PAUSE FOR 5 SECONDS]
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Imagine yourself taking steps towards the clean, blue water... you start by soaking your feet in...the
coolness... or... the warmth of the water calms.....and relaxes you...... Whilst soaking your feet...
continue taking deep breaths in... and out... As you inhale and exhale...you can feel the fresh, clean
air inside of your lungs....the air going through your lungs....to your chest and all around your body.....
it feels so cleansing...

Now imagine... with every breath you breathe out... any negative feelings and worries are slowly
releasing into the water......through the bottom of your feet...imagine all the worries and stresses
leaving your body with each breath...let them go... just for this moment...

Breath in....1..2...3.....and out....1..2...3.... and again...breath in...1...2..3...and out..1...2..3....

[PAUSE FOR 5 SECONDS]

Just like a lake... our mind can also be filled with a depth of lots of thoughts...sometimes these
thoughts can swirl around your mind... and can become overwhelming... Allow yourself to gently
observe these thoughts...as they come... then to let them go... back into the water....

Take this present moment to reflect on this... use this time as a way to relax and rejuvenate
yourself..... without any distractions...any unhelpful thoughts crowding your mind.... allow yourself to
be in this moment... in YOUR peaceful place... feeling..... calm....and relaxed..... whilst walking through
the beautiful....blue...ocean.... take these five minutes... just for you....

[PAUSE FOR 5 SECONDS]

And when you're ready....tell yourself you will revisit this peaceful place....take a mental imagine of
this place....... It is your safe place... it will always be here for you....

[PAUSE FOR 5 SECONDS]

Slowly taking a deep breath....when you’re ready... | want you to slowly wiggle your fingers... and
toes...... and gently open your eyes...

[END OF SCRIPT]

Finding your inner light

Script

Start by settling into a comfortable position and allow your eyes to close or if you feel comfortable,
keep them open with a soften gaze...

Bring your attention to your breath....take your time...focus on your breath....begin by taking several
long slow deep breaths..... Breathing in from your nose....... 1...2...3.... and exhale out from your
mouth...1...2...3 breathe in....1...2....3 and breathe out...1....2...3.... breathe in....1...2....3 and breathe
out..1...2..3....
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Allow your breath to find its own natural rhythm..... bring your full attention to noticing each breath
in as it enters your nostrils..... travels through your lungs..... and causes your stomach to
expand......slowly let your attention drift away from your breath.... and observe your thoughts arising
naturally...

[PAUSE FOR 5 SECONDS]

In this relaxed state.... Listen to the sound of my voice...and if your attention drifts... that’s ok... bring
your attention back by following the sound of my voice...

Sometimes we might not like our thoughts... but it can be helpful to try not to judge them or their
content... and instead observe them from afar.... If a thought arises... observe it with curiosity for a
moment.... and then let it gently pass you by... like a log floating under a bridge...

[PAUSE FOR 5 SECONDS]

It’s perfectly normal to find yourself lost in thought or distracted... when practicing
mindfulness....and if you do.... gently return your attention to your breathing... and continue letting
your thoughts come and go.....

[PAUSE FOR 5 SECONDS]

You may find that the same thoughts keep arising....this is completely normal...being aware of
thought patterns is part of this process... if you do notice any patterns of thoughts...acknowledge
these patterns exist... and let them pass you by...

[PAUSE FOR 5 SECONDS]

Now return your attention to the sensation of breathing.... Breathe in for 1...2...3... and out for 3 and
out.... and again...breathe in..1...2..3... and in and out 1...2..3...

We often get overrun with negative thoughts... that can impact the way we feel.... and we may lose
sight of the positive things in our life... Bringing attention to these positive things, allows us to find
our inner light even when negative thoughts seem overwhelming......

[PAUSE FOR 5 SECONDS]

At this present moment... | would like you to try to think of something positive you have experienced
recently, or something you are grateful for .... This could be anything from a nice cup of tea.... to
receiving a smile from a stranger...

[PAUSE FOR 5 SECONDS]

Try to picture this positive thing ....and notice how it makes you feel.... How does this make you
feel...? Acknowledge this feeling.... Where do you feel it in your body?

[PAUSE FOR 5 SECONDS]

Now think of one more positive thing... that you are grateful for... it could be the sunshine... the

warmth of your clothes... or something about yourself that you like....
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[PAUSE FOR 5 SECONDS]

Sit with that warm feeling... and allow it to expand and grow within you... in your body....

[PAUSE FOR 5 SECONDS]

It is important we realise that no matter how we feel... it is possible to give ourselves a boost of
positivity....or to shine a small light in our lives... We might not always be able to control the outside
world... but by focusing on the positives that have been...that could be...and that are...we realise we
have the strength to influence our mind...and our feelings...

Take a moment to think about this...

[PAUSE FOR 5 SECONDS]

When you’re ready...gently return your attention back to your breathing....back to the present
moment.... allow yourself to notice the natural rise and fall of your stomach...take a deep breath
in.....hold it....and release.....and again.... gently breathe in.... and out.... gently open your eyes...
remember to tell yourself you will return to this mindfulness audio again.....

[END OF SCRIPT]

Calming your mind

Script

Begin by making yourself as comfortable as you can be... If you can find a quiet space without
distractions, where you feel comfortable enough feel safe in your surroundings....

Start by taking a deep breath in through your nose... then slowly breathe out through your mouth...
Take a few moments to focus on the natural rhythm of your breathing... breathe slowly through your
nose... and out through your mouth... Don’t try to control the pace.... just let it happen......

[PAUSE FOR 3 SECONDS]

Take your time...focus on your breath....begin by taking several long slow deep breathes..... Breathing
in from your nose for three counts.......1....2....3.... and exhale out from your mouth...1...2...3 breathe
in....1...2....3 and breathe out...1....2...3.... breathe in....1...2....3 and breathe out...1....2...3....

Allow your breath to find its own natural rhythm.....

Notice any areas of tension within your body...and with each breath out...let these areas relax , take
several deep breaths....with each breath out, feel your body becoming more relaxed...notice how
your muscles become looser and looser... sink deeper into this state with each breath out ...

Breathe in 1.....2....3....and out 1....2....3, breathe in 1....2.....3 and out 1...2....3....feel your body
loosening with each breath out ....it’s normal to begin to feel your body sinking into your bed....or
even floating ....continue to take deep breaths...... and allow yourself to become more and more

relaxed with each breath....
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[PAUSE FOR 5 SECONDS]

Now your body is calmer...you may find your mind wandering....try and focus your attention on the
darkness behind your closed eyes....

Imagine you are looking out through a point between your eyebrows....focus on this point....look
deep into this space and notice any visual patterns that might be occurring

[PAUSE FOR 5 SECONDS]

If thoughts begin to arise.... gently turn you attention back to this space...

It can often be difficult to fully switch off when trying to relax....sometimes our thoughts can seem
impossible to get away from...instead of wishing them away...try and focus on looking deep into this
space ....although thoughts may continue to rise....you now have a distraction from racing
thoughts.....and you can return to this point of focus at any time if you notice yourself getting caught
up in thoughts....

[PAUSE FOR 5 SECONDS]

Notice any lights or flashes that may be occurring in this space... you may see different
colours...swirling patterns....or maybe a purely black void...try not to force anything....simply become
curious of whatever is happening behind your closed eye...breathing deeply .... Become more and
more intrigued.....

[PAUSE FOR 5 SECONDS]

When you’re ready...tell yourself that you will use this technique to help you focus and stay present
in the moment..... slowly coming back to your breathing... take slow deep breath.... Breathe in
1..2...3...and out 1...2..3...feel free to do this several times, and if you like, try and focus on the space
behind your eyes if you're finding it difficult to concentrate.... Deep breaths in..1..2.3... and out
1..2.3...

And when you’re ready.....Slowly open your eyes....take your time....stay lying or sitting....look around
the room... and observe your surroundings..... for a few more minutes....

[END OF SCRIPT]
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Appendix 3. Intervention communications to group

Timing

Rationale

Mode of
delivery

Content

Pre-
intervention

Introductory
email to wider
team

Email to
whole
Patient
Engagement
team

Hi everyone,

I've spoken to many of you already, but I'm happy to share
that I'll be start a four-week mindfulness practice group,
open to anyone in the team to join in. Busy periods in work
and busy lifestyles can soon have us feeling increased stress,
and regular mindfulness practice is a great way to manage
stress and increase wellbeing. | have attached a PDF with
information from Mind about the benefits of mindfulness on
mental wellbeing.

What is the mindfulness practice group?

Mindfulness can be practiced at any time, anywhere, but to
get into a habit of being mindful, it’s great to have some
dedicated time put aside to practice. The mindfulness group
will get you into a routine of regular mindfulness practice (on
your own, remotely, using guided audio podcasts) in short
periods of time that can fit into your daily workday routine. If
you're not a regular practitioner of mindfulness (or even if
you are!) why not give it a go and see if trying something new
for a few minutes a day can have a positive impact on how
you feel. This will all take place remotely so that wherever
you are, you can join in.

If | join the group, what will happen?

If you think you'd like to join the group, I'll first ask you to fill
in a confidential and anonymous short questionnaire. After
that, the fun begins! I'll share with you some mindfulness
audio clips and ask you to put 5-10 minutes aside before you
start work each day, and at the end of your working day to
listen to a guided mindfulness audio. We'll set up a Teams
chat for those who are joining, and | will be sending check-in
messages and encouragement, and giving you some
information on mindfulness and how you can incorporate it
into your life as we go. At the end of the four weeks I'll ask
you to fill in the questionnaire again, and we will check in and
see if you notice any benefits, and reflect on how you feel
about mindfulness and whether it's something that you think
is a beneficial addition to your life.

If you have any questions or you'd like to join the group,
please send me a message/email and I'll then send the group
more information and we can get started!

Thanks everyone,
Helena

After
information
meeting

Instructions
reminder and
links to relevant
materials

Email to
intervention

group

Hi everyone,

Thank you very much for your interest in taking part in the
mindfulness practice group, and for attending the
information meeting. Please find some information below to
recap next steps:
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1) Before we begin, please complete the following
questionnaire

2) Please put aside 10 minutes before the start of your
working day, and again at the end of your working
day. Listen to a mindfulness podcast of your choice
for 5 minutes in the morning before you begin work,
and at the end of the day when you log off from
work. There are a host of podcasts in the link here.
Some of these are longer than 5 minutes, so feel
free to either listen to the full audio, or justa 5
minute section for your dedicated practice.

3) Keep a personal record of completing the
mindfulness practice each time using the
Mindfulness Practice Tracker sheet to keep yourself
on track, and to note any thoughts, feelings and
reflections each time. This is a personal log, just for
your own benefit, and | won’t be asking to see this
tracker.

4) | will set up a Teams chat for those in the group. As
discussed, after each mindfulness practice, if you
feel comfortable, please share in the group any
reflections you have. Otherwise, please stay tuned in
the Teams chat for reminders, updates and
mindfulness information as we go.

5) At the end of the four weeks, | will send you a link to
a second questionnaire similar to the one linked
above, to measure progress or changes.

The plan is to begin our mindfulness practice on Monday, so
get ready to begin before work starts on that day. | will send

a reminder in the morning @

Please get in touch if you have any questions.

Week 1

Thanks,
Helena

Action planning Message in | Today is the first day of our mindfulness practice! Before you
MS Teams begin, take a minute to think through the steps you will take
intervention | in order to complete the practice.
group

What time of the morning will your practice take place?
Where will you sit?

How will you make sure you are not disturbed during those
dedicated few minutes?

How will you make yourself comfortable and relaxed?
Thinking through the steps we are going to take before
starting a regular behaviour like this helps us to stay on track
with our plans.

Psychoeducation | Message in Hi everyone, how is your mindfulness practice? Mindfulness
MS Teams is a great tool that can be practiced anywhere, at any time. |
intervention | encourage you all to see if you can start incorporating some
group mindful moments in your day to day life, and why not try to

continue your practice over the weekends? Some people set
aside specific tasks to focus in on the present moment — this
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could be as simple as while you’re washing the dishes, or
going for a walk outside.

Peer support Message in Hi everyone! It’s the last day of our first week of mindfulness!

prompt MS Teams Remember, this group is a space to share your experiences if
intervention | you would like to. How has this week been for you? Does
group anyone have any reflections they would like to share?

Week 2 Self-monitoring Message in | Hello everyone, how is your mindfulness practice going?
of behaviour MS Teams Don’t forget to track when you complete your mindfulness

intervention | practice each day using the tracker document. This can be a
group great way to keep yourself on track, and also to notice any
changes in how you feel — is it getting any easier? Are any
new thoughts or feelings arising during week two? @
Encouragement | Messagein | Well done everyone for staying on track and practising
and MS Teams mindfulness regularly. Repeating a behaviour like this at the
psychoeducation | intervention | same time each day and in the same setting is very helpful in
group forming a long-term habit. Make sure to try and complete
your practice in the same context each day.
Message in | We're well into week two of mindfulness! How are you all
MS Teams finding it? Does anyone have any feedback they’d like to
intervention | share with the group about their experience so far?
group

Week 3 Prompt to Message in | Today is the start of a new mindfulness week! Don’t forget to
complete MS Teams put ten minutes aside each morning before you start your
behaviour intervention | work day to take some time to be in the present and centre

group yourself.

Psychoeducation | Message in | Mindfulness has many positive benefits, including reducing
MS Teams stress and improved general health. Read more here:
intervention | https://positivepsychology.com/benefits-of-mindfulness
group

Reflective Message in Did you get a chance to take a look at the article | linked

motivation MS Teams above? Why not take five minutes to consider how some of
intervention | these benefits could apply to you, and feel free to share your
group thoughts in the group.

Week 4 Prompt to Message in | Just one week of our group mindfulness practice left, how is
complete MS Teams everyone feeling? Taking five minutes to be present and
behaviour intervention | practice mindfulness is also a great way to separate the

group working day from your evening.

Psychoeducation | Message in Incorporating mindfulness practice into your daily routine can
MS Teams have many benefits. One of the benefits of mindfulness in the
intervention | workplace has shown to be reduced work-related stress.
group

Prompt peer Message in | We have two days left of our group mindfulness activity. Has

support and MS Teams anyone noticed a change in how they feel while practising
reflections intervention | mindfulness this week compared to during week one?
group
Post- Outcomes Email to Hi everyone,
intervention | measures intervention
group Thank you for taking part in the mindfulness practice group.

As mentioned, please could you complete the questionnaire
linked here. Please do let me know if you have any questions,
or any additional feedback beyond the questionnaire.

Many thanks,
Helena
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Appendix 4. Mindfulness Practice Tracker

Mindfulness Practice Tracker

Use this space to keep track of your mindfulness practice and any reflections you have each time.
Use the reflective prompts below to help you.

Mindfulness prompts
How did you feel before vs. after mindfulness practice? How did you feel during the mindfulness practice?
What thoughts did you have during the practice? How easy/difficult did you find it?
Did you have any unexpected thoughts or feelings?

Week 1

CI O o oy

Week 2

(1 O o o
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Week 4
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Appendix 5. Individual participant scores

Participant 1.

Changes in MAAS scores

4.50

4.00
4.00 3.80 -

3.50
3.00
2.50

2.00
MAAS PRE MAAS POST

e P01

Participant 2.

Changes in MAAS scores

4.50
4.00
3.50
3.00
250 2.33
2.00
MAAS PRE MAAS POST

Participant 3.

Changes in MAAS scores
4.50
4.00

3.50

2.80
3-00 2-60

2.50

2.00
MAAS PRE MAAS POST

e P03

Behaviour Change Intervention Case Study 2

55

50

45

40

35

55

50

45

40

35

55

50

45

40

35

Changes in WEMWABS scores

39

39

WEMWABS PRE

P01

WEMWSBS POST

Changes in WEMWABS scores

42

\9

WEMWABS PRE

Changes in WEMWABS scores

51

WEMWABS POST

52

WEMWABS PRE

e P03

WEMWABS POST

117



Participant 4.

Changes in MAAS scores
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Participant 7.

Changes in MAAS scores
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Teaching and Training

This section contains a case study, which describes my experience designing, delivering and
evaluating a five-part teaching series on the fundamentals of health psychology to a multidisciplinary
team within my workplace. Also contained in this chapter is a Teaching and Training Diary, which
hosts descriptions of and reflections on a number of teaching and training sessions | have delivered

throughout the Professional Doctorate.
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Competency in teaching and training is a vital skill for a Health Psychologist. The ability to disseminate
scientific information, and to share knowledge with healthcare professionals and patients alike, is
crucial to the field. Working within a multidisciplinary team in healthcare communications and patient
support afforded me the valuable opportunity to upskill and educate my team of colleagues on the
principles of health psychology and how it is applied within the setting we work in. A recent restructure
of our department meant that some members of the team had never worked with health psychologists
before, and most team members are required to be able to consult with pharmaceutical clients and
patient advocacy organisations on how health psychology may support their business. | approached
the senior leadership team with a proposal to host a series of five training sessions to ensure the whole

team had at least an elementary level of understanding and knowledge of health psychology.

Assessing training requirements

The team comprised commercial consultants, copywriters, researchers and project managers, all with
various levels of understanding of health psychology, as well as psychologists and assistant
psychologists of various backgrounds. It was important to ensure | gauged the baseline knowledge
level of the group as a whole and presented information in a way that was appropriate to the audience
collectively. After careful consideration, | opted not to use a formal measure of baseline knowledge.
Before planning and developing the training sessions, | had the opportunity to work closely with each
individual member of the team, and naturally developed an understanding of their level of health
psychology understanding from workplace conversations and shared project work. | used this

experience to assess the training needs of the group.

After considering the collective baseline knowledge of the group, | decided to develop the training
course with an assumption of no prior knowledge of health psychology from the attendees. Although
some attendees were trained in health psychology, the course was developed primarily to upskill
members of the wider multi-disciplinary team, so that collectively, the team’s understanding of health
psychology was increased and they had a shared baseline level of understanding. Thus, it felt vital to
ensure everyone’s needs were considered and the knowledge base of the wider team was prioritised,
while those trained in health psychology could join as a refresher course, and to apply their existing
knowledge to the current workplace setting. Upon reflection on this decision, | consider it to be the
correct choice; after completing the training sessions, attendees who were trained in health

psychology commented that they found it to be a helpful knowledge refresher, and some even learned
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something new. Meanwhile, members of the wider multi-disciplinary team shared that they learned a

lot of new information.

Crafting the content outline

Drawing from my experience of receiving education and training in health psychology, referring to
handbooks such as Jane Ogden’s ‘Health Psychology’ (Ogden, 2012), consulting with psychologists in
the team and considering the professional relevance of various knowledge areas to the training group
in question, | developed learning objectives for five training sessions (Appendix 1). Due to the varying
backgrounds and knowledge levels of the training group, | dedicated training session one to a wide-
scoping introduction to health psychology as a field. Subsequent sessions then focused on health
beliefs and significant theories and models within health psychology; health literacy; the application
of health psychology in the pharmaceutical industry and research methods. The content was designed
to facilitate knowledge building over the course of the programme by introducing information,
terminology, and concepts from the first session, referring back to these items in later sessions and
adding depth. This purposeful technique of building upon previous knowledge in each session means
that learning can happen in manageable steps, with students making connections between the

concepts with the support of a teacher (Fani & Ghaemi, 2011).

Developing a training programme

There is an ever-growing evidence base guiding effective teaching methodology. In order to develop
an effective training programme, it is helpful to consider the learning styles and individual differences
of the training group. Kolb’s experiential learning theory (Kolb, 1984) outlines a four-stage cycle of
cognitive processes that occur in order for an individual to acquire knowledge. The stages move from
the individual having a concrete experience, to reflective observation on the experience, to abstract
conceptualisation, i.e., learning from the experience, and then to active experimentation involving
testing out what was learnt. | made sure to allow the students to experience these stages of learning
throughout the programme by engaging them with activities that required thinking and participation
to provide a concrete experience, allowing the learner to immerse themselves into the subject matter.
| encouraged reflection during the teaching sessions by asking for questions and involvement
throughout, and then recapping what had been learnt at the end of the session, allowing students to
share any additional thoughts. Reflection on a broader scale was encouraged at the end of session five,
when students were asked to reflect on whether their confidence of the subject matter had increased.
As the sessions progressed, more opportunities for abstract conceptualisation arose. Theoretical

frameworks were introduced and discussed in session two, and then recapped and referred to in future
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sessions, to allow students to build a theoretical understanding of the new concepts that had been
presented. The fourth stage of Kolb’s experiential learning theory, active experimentation, is activated
when students apply their learnings to their real-world roles, and | prepared students for this by

drawing links between their new knowledge, and their current responsibilities in the workplace.

It was likely that members of the group would also have different learning styles and preferences, and
so would receive and process new information optimally through varying modalities. Building upon
Kolb’s theory of learning styles, Honey and Mumford developed the Manual of Learning Styles (Honey
& Mumford, 1986). This theory proposes four learning styles; activists learn by participating in a hands-
on style, theorists learn by understanding the theory behind why something is the way that it is,
pragmatists learn by drawing connections to how this learning can be put into practice in the real
world, and reflectors learn by observing others, gathering information, and drawing conclusions. In
order to ensure that my programme was as accessible as possible, | used this framework to ensure
that there was space for all four types of learning to occur within my training programme. |
endeavoured to allow for group discussion and participation, while allowing others to reflect and read
information on screen. When theories and models were shared, | made sure to introduce real-life
comparisons. When teaching a group remotely, | considered that it would be difficult to tailor my
teaching to the learning styles of each person individually, so concluded that allowing for all styles to
be explored was the next best approach. Research also suggests that tailoring to individual learning
styles isn’t pivotal to the educational success of the student (Dingol, Temel, Oskay, Erdogan, & Yilmaz,
2011), and that exposing students to a variety of teaching styles can stimulate learning and flexibility

in learning (Cavanagh & Coffin, 1994).

When considering the most appropriate teaching approaches, | also assessed the previous learning
experiences of the group. All attendees had experience of undergraduate and some postgraduate
university teaching in scientific subject areas that meant they were likely have been exposed to a
number of teaching styles and settings, particularly a didactic approach. With this in mind, | devised
the training programme to combine short periods of didactic teaching for efficiency, with interactive
experiences involving the whole group. With an undergraduate level of education noted as a baseline,
the seven principles of good practice in undergraduate education (Chickering & Gamson, 1987) were
also consulted in the development of the training course. The authors theorise that learning is
enhanced when the students feel part of a team rather than a sense of competition between
themselves. | utilised this principle by encouraging students to discuss ideas between themselves, and

to respond to each other’s thoughts. This allowed students to learn from each other and forged a sense
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of collaboration in the shared goal of learning. Chickering and Gamson (1987) also define learning as
“not a spectator sport”. Although some short periods of didacticism were required, | put a focus on
active learning, encouraging students to relate concepts to past experiences and current issues in their
work. Building on this, teaching theory also advises that presentation of emotional material and
allowing students to find relevance in the materials to current events and ‘real life’ scenarios can
deepen learning (Persellin & Daniels, 2015). Therefore, real-world applications, for example, of
behaviour change, health literacy and research ethics were discussed and shared during the training

programme.

In drawing upon and integrating teaching styles into the training programme, | was aware of my own
preferred personal style of teaching, mindful of the notion that a teacher who is adopting their own
preferred style will have more successful outcomes (McKimm & Jollie, 2007). | am more confident in
teaching in the style of a facilitator for learning rather than as an expert imparting knowledge, and so

I made sure to adopt this style as it applies well to small groups of students.

According to Vaughn and Baker, using a variety of teaching styles can encourage adaptability and
lifelong learning in students (Vaughn & Baker, 2001). Deepening my understanding of pivotal teaching
and learning theories during my research and preparation for this training programme meant that |
was able to draw from many valuable methodologies and utilise the most suitable approaches

throughout the teaching of the programme.

Remote learning and delivery

Because of work-from-home government and company-wide guidance due to the Covid-19 pandemic,
all sessions needed to be delivered remotely using Microsoft Teams video calling technology. | didn’t
anticipate that learning would be hindered by the virtual environment, as workplace operations had
moved online 12 months earlier due to the pandemic, and previous research has shown virtual
learning to be at least equivalent to traditional face-to-face learning in terms of effectiveness (George
etal., 2014). The nature of delivering these sessions virtually meant that | had to make certain practical
considerations that would not have applied in a face-to-face setting. Remote delivery meant that it
was more difficult to gauge the engagement level of the group using visual cues, particularly if
attendees did not have their camera turned on during the session. Therefore, | made sure to pause

often to ask if the group had any questions and sought frequent verbal input throughout the sessions.
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The Community of Inquiry theoretical framework (Garrison, Anderson, & Archer, 1999) was a key
model of learning that | consulted when designing this learning programme for online delivery. This
framework posits that the three elements of social presence, cognitive presence and teaching
presence are crucial components of a successful educational experience in an online learning
environment. Facilitating social presence through affective engagement, open communication and
group cohesion is key to creating a virtual climate that encourages questions, contributions and
criticisms of ideas from the students (Garrison, 2011; Rogers & Lea, 2005). Cognitive presence can be
encouraged through critical discourse of a problem including conceptualisation, reflection and
questioning to facilitate critical thinking and the construction of meaning (Moore, 2019). Teaching
presence has been labelled as the unifying force in developing a community of inquiry (Moore, 2019)
and is defined by the design, facilitation and direction of cognitive and social processes (Anderson,
Liam, Garrison, & Archer, 2001). To embed this theory into my practice, | drew from Garrison’s
principles that guide teachers to create and sustain a community of enquiry. These principles include
planning for the creation of open communication, establishing purposeful inquiry dynamics and
sustaining respect and responsibility (Garrison, 2011). Aiming to develop a community of inquiry in
the online setting allowed me to prioritise and focus my intentions and behaviours throughout the

programme with the goal of eliciting social and cognitive presence.

Creating supportive teaching materials

In order to support the verbal delivery of the training programme, | developed a series of PowerPoint
slides for each training session (Appendix 2). Within these slides | aimed to include a combination of
both text-based information and visuals including imagery and diagrams. Mayer’s cognitive theory of
multimedia learning reasons that people have a limited capacity for information processing in verbal
and visual channels, and for meaningful information processing to occur, the learner must be able to
select, organise and integrate new information with prior knowledge (Mayer, 2008). Therefore, it
understood it to be important to balance the use of verbal and visual information in a conscious way
to maximise the learning potential of the student group. Rudolph outlines twelve principles of
multimedia design to effectively engage the learner in the learning process, including collated
published theories on visual presentation of information and directing attention (Rudolph, 2017). |
aimed to incorporate learnings from these theories including the signalling principle (signposting
information with call-outs and gradual presentation of information on the slides), the spatial contiguity
principle (presenting images and related words as close together as possible) and the temporal
contiguity principle (verbalising instructions and information in tandem with a visual presentation of

the subject matter).
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When developing the training programme, | also made careful consideration to the language | used in
both the materials and my own delivery. All attendees were either native or fluent English speakers
with high literacy skills. This gave me a gauge as to how best to communicate the materials in terms of
language. | was also mindful of the individual differences principle in Mayer’s cognitive theory of
multimedia learning that posits that the instructor should speak in a conversational style rather than
a formal style, to enhance learning (Mayer, 2009). | made sure not to make any avoidable assumptions
of knowledge of technical or health-related terms or acronyms, to ensure the programme was as

accessible as possible to a wide audience.

In addition to the materials presented during the training sessions, | also developed and shared, via
email, a reference list of sources | had cited, as well as a short list of further reading resources should
the attendees be interested in learning more (Appendix 3). This allowed attendees to continue their

learning between the training sessions and provided them with trusted sources of information.

Delivering the training programme

The teaching sessions were arranged to be delivered on a fortnightly basis, and | planned for each
session to last no longer than 40 minutes. The workplace environment means that meetings and video
calls are often scheduled on the hour, and it was likely that attendees had another engagement
following shortly after the training session. On occasion, colleagues need to leave meetings and calls
early to allow for 5-10 minutes to prepare for the next call. | anticipated that allowing a potential 20-
minute break in calls would mean that attendees would be able to focus for the duration of the session,
without needing to leave early to prepare for their next commitment, maximising their learning

potential.

The sessions were attended by between eight and eleven members of staff collectively. There were
eight consistent attendees, which allowed for scaffolded learning and knowledge progression to be
built from session to session. On two occasions, additional staff members to the core eight could not
attend the live session, and so watched a recording of the session afterwards to catch up on the
content. When this happened, | encouraged the staff members to reach out to me with any questions

they had, to ensure they were comfortable with the content before they attended the next session.
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Session 1 reflections: Introduction to Health Psychology

At the start of the first session, | encouraged the group to reflect on their current level of understanding
of what health psychology is, and what it means to them. | used MURAL, a virtual whiteboard
technology, to present an illustration of a ladder, with the rungs numbered from one to ten. |
encouraged the group to write their name next to their level of current knowledge, with ten being the
highest. Whilst allowing the group to reflect on their current level of understanding, this also allowed

me access to a quantified score of their knowledge that | could measure again in the final session.

While delivering the first session, as a product of the work-from-home setting, my personal internet
connection was not performing adequately, and my audio connection was intermittent during Teams
calls earlier in the day. Because of this, | decided to turn off my video camera once | started slide-
sharing during the teaching session, to limit the amount of broadband usage, in an effort to minimise
disruption. This decision meant that the audio connection and presentation worked well and there
were no interruptions to communication. However, | did not communicate my reasons for turning the
video camera off to the group of attendees. Upon reflection, | believe | didn’t communicate this due
to feeling nervous, and this may have caused some confusion. A virtual teaching environment with
video cameras turned off means a reduction in the availability of visual cues and body language, and
potentially a reduced sense of presence and togetherness (Liang, da Costa Junior, & Piumarta, 2020).
Although the internet difficulties were beyond my control, if this were to happen again, | would
vocalise why | was going to turn my camera off for part of the session in efforts to retain a sense of

togetherness with the group.

Session 2 reflections: Health Beliefs and Changing Behaviour

During session two, | shared an introduction to health beliefs and behaviour change theory. Before this
session began, | reflected on the levels of participation in session one, and how they could be
enhanced. | was aware that attendees may be more reluctant to participate in discussions in the virtual
environment as | had observed a reduction in contribution levels since moving from face-to-face
meetings to online. | intended to give the participants as many options to vocalise questions or
thoughts as possible. At the beginning of each session, | encouraged attendees to raise a virtual hand,
contribute verbally or use the ‘Chat’ function of Teams if they have any questions. At the end of each
presentation slide | again asked if anyone had any questions before we moved on and left at least five

minutes at the end of each training session for any further questions.
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During this session | noted that the group was reluctant to participate in the interactive parts of the
training session where open questions were asked. Because of this, the session ended ten minutes
earlier than | had anticipated, as | had factored in time for participation that wasn’t utilised in full.
Some subject matter experts were in attendance, including a Senior Psychologist and the Head of
Health Psychology and Research. This could have impacted other attendees’ confidence to offer
answers to questions as they may have felt reluctant to speak up in this setting. In addition, as the
sessions were being recorded, it is possible that some students may have been reluctant to contribute

verbally, due to their participation feeling more permanent.

To target this, | adapted the way | asked questions in the following sessions in two ways. Firstly, |
allowed slightly more silent time after answering a question, to leave enough space for attendees to
think of an answer and then contribute, and secondly, | prepared some example answers to my

guestions that could serve as prompts to begin a discussion.

Session 3 reflections: Health Literacy

Session three focused on health literacy, its importance and how an understanding of health literacy
can be applied to the work that the team does on a day-to-day basis. Reflecting on the adaptations |
made in order to encourage more participation and question answering, | felt that this had been
effective. Leaving longer silences after asking questions initially felt uncomfortable, but it meant that
at least one person each time offered an answer, and perhaps the group needed that extra time to
build confidence to answer, or to think of a suitable response. When responses were limited, | shared
some example answers first, which also felt to be effective as it encouraged attendees to build upon
the example answer | shared. When reflecting on this session once it had ended, | felt confident that
it had been delivered successfully. This topic was one that | felt the most comfortable in discussing and
delivering, as it is a topic | am passionate about. Upon reflection, | think this helped me to feel relaxed
and confident, and in turn, encouraged the attendees to relax and engage more. At this point in the
training programme, | also felt that the attendees were becoming increasingly comfortable and

engaged, as they knew what to expect from the programme.

Session 4 reflections: Applied Health Psychology in Pharma

During session four, | covered the application of health psychology within the pharmaceutical industry.
During this session, | referred back to some of the health psychology models that | had introduced
during session two and was pleased to note that the group responded well to this and had retained an

understanding of these models. This demonstrated that a knowledge base was being built throughout
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the training programme. The group were also even more vocal during this session. | suspected that
this was due to the application of health psychology to the pharmaceutical industry being a topic that
they are more familiar with than the topics of previous sessions. | also felt that the group had gained
confidence in their knowledge and understanding of health psychology, and felt more able to volunteer

thoughts, suggestions and answers to questions.

Session 5 reflections: Health Psychology Research

Session five was the final session. During this session | focused on the topic of research, followed by a
ten minute recap and quiz based on the previous sessions. | ended the session by revisiting the
‘confidence ladder’ that was presented during session one. Before | began teaching the content on
research, | prepared the attendees for the quiz at the end, so they knew that participation was
required. At around fifteen minutes into delivering this session, | found myself speaking increasingly
quickly. At this point | considered that | may have overestimated the amount of material we were able
to cover in this session. | covered all the content that | intended to cover, but upon reflection, | may
have created a sense of rushing and urgency. If | were to repeat this session in the future, | would

remove some of the lower priority content to allow for a better pace of delivery.

The quiz covered topics from all of the previous sessions and the attendees were able to
enthusiastically answer all of the questions. | was pleased with their learning and felt a sense of
achievement that they had gained knowledge and showed evidence of progression. Following the
recap and quiz, | asked attendees to revisit the ‘confidence ladder’ that was presented during session
1, and to share an update on their score. The benefits of this were two-fold. Firstly, attendees reflected
on their learning, and it gave them a valuable opportunity to actively consider the knowledge they had
gained. Secondly, it allowed me to understand how much their knowledge had increased, as a measure

of success for the training course.

Measuring success

In order to measure the success of the training programme, | gathered a number of data points. The
most important measure was the assessment of whether the learning objectives of each session were
met, and the attendees gained an increased understanding of health psychology. | assessed this in a
number of ways. Throughout the training programme, | referred back to information and concepts
shared during previous sessions and asked questions in order to gain a sense of whether knowledge
had been retained. The responses from students inferred that they had retained an understanding and

had built knowledge between the sessions. The informal quiz in session five also demonstrated that
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students had retained information from the previous sessions and were able to answer questions on
these topics. The confidence ladder scores provided a valuable insight into the student perspective.
The confidence scores of all students increased between session one and session five, suggesting
students felt an increased confidence in their understanding of health psychology and how it can be

applied (see Appendix 4).

To gain more formal feedback, after the final session | emailed all attendees with a link to a digital
feedback form. The form was designed to collect anonymous feedback on the content and delivery of
the training programme, the level of knowledge gained, and any other comments or observations.
Seven attendees completed feedback forms and the feedback was positive in all domains (Appendix
3). Four attendees shared additional written feedback in the free text response box provided, which
commented on the sessions being engaging, the presentation style being clear and noting some new
knowledge that had been gained. My lowest feedback score was a 3 out of 5 (‘fair’) from one student,
when asked ‘Please rate the training provider’s speed and clarity of delivery’. No additional comment
was shared on this score, but upon reflection, | feel this may be directed towards the speed of my
delivery in the second half of session 5, as | was rushing to cover all the material | had planned. Most
students strongly agreed that they had expanded their knowledge of health psychology, that the

sessions were interesting, and the materials used were of good quality.

The training course was also attended by my workplace supervisor, who is a Registered Health
Psychologist, and the Head of Health Psychology and Research within my department. She observed
the training and provided written feedback after the final session had been delivered (Appendix 6).
The feedback received from this qualified observer was very helpful in my understanding of how the

programme was perceived by others, and how it could be improved.

Final reflections

This process, from conception to delivery, has given me the confidence, skills and knowledge to apply
theoretical teaching frameworks to the development of a training programme. | have increased my
understanding of best practice in teaching and gained confidence in overcoming any unexpected

hurdles and adapting my training style to the needs of the student group.
From reflecting on previous teaching and training experiences, | know that my style of speaking is calm,

informal when | am relaxed. | am aware, however, that | can sometimes take a few minutes to relax

into the session, and if | am feeling nervous | can be inclined to talk faster. This is something | prepared
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for ahead of the sessions by focusing on relaxation for a few minutes prior to the training starting to
ensure | was in a prepared mindset, but | was keen to reflect on my style in practice. As | had recorded
the training sessions via Teams, | was able to watch back and reflect on my delivery. | observed that,
as | had anticipated, | spoke quite quickly at the beginning of the training sessions, but as | relaxed into
the session | slowed to a more comfortable pace. | also noted that | faced my second monitor where
my slides were being shown more often at the start of each session. | believe that this was a sign of
being nervous too, because as | relaxed, | focused more towards the Teams call and the camera, which
was more engaging. Across the five sessions, | gradually became more confident in teaching, and this

was also observed when | watched back the video recordings.

If | were to repeat this training programme in the future, | would make some small adjustments. As
the input from students was variable from session to session, | would make sure to prepare additional
activities to increase engagement, that | would be able to utilise if needed. | would also spend a couple
more minutes at the beginning of the session trying to engage the group in a more informal, welcoming
conversation. | feel this would be appropriate given the size of the group and could perhaps build

confidence in the attendees being active vocal participants in conversations throughout the training.

Overall, the experience of delivering, documenting and reflecting on this training programme has
offered me extremely valuable learnings and insights into best practice teaching and training, and how

| can continue to improve and develop my teaching methods throughout my career.
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Appendix 1.

Teaching and training programme learning objectives

Session

Title of session

Learning objectives

1

Introduction to
Health
Psychology

After attending this session, attendees should be able to...

Explain what the field of health psychology is, broadly, and how
it is defined

Describe the relationship between psychology and health
Describe the premise of the biopsychosocial model of health
and how it differs from the biomedical model

Recall some of the different roles health psychologists can be
employed in

Health Beliefs
and Changing
Behaviour

After attending this session, attendees should be able to...

Define health beliefs and health behaviour

Recall the purpose of models of behaviour change

Explain an overview of the Theory of Planned Behaviour and a
reason why it might be used

Explain an overview of the COM-B framework, and define
capability, opportunity and motivation

State the purpose of the behaviour change wheel and describe
its categories

Health Literacy
and
Communication
in Healthcare

After attending this session, attendees should be able to...

Define health literacy and convey its relevance in healthcare
State examples of the impact of poor health literacy on health
outcomes

Recall examples of readability and accessibility guidelines
Name one tool that can be employed to measure the
readability and accessibility of written materials

Applied Health
Psychology in
Pharma

After attending this session, attendees should be able to...

Outline some overarching benefits of working with a health
psychologist

State some examples of how health psychology can benefit the
pharmaceutical industry as well as patients

Identify how health psychology is applied within some of the
work that we do at OPEN Health

Health
Psychology
Research

After attending this session, attendees should be able to...

Recall the fundamental principles to be considered when
designing research

Describe multiple ethical principles in psychological research
Analyse the ethical integrity of a piece of research

Critically analyse a psychological research paper to a basic level
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Appendix 2. Presentation files collated

Session 1 - Introduction to health psychology

Introduction to Health Psychology

2021

Where did
health
psychology
come from?

The biomedical model:

« iliness arises from biologica
changes

illness should be treated
with pharmacological
treatment, vaccination,
surgery, chemotherapy or
radiotherapy to change the
physical state of the body

+ The responsibility for
treatment is of the HCP

The mind and the body
function independently of
one another (the mind-body
split)

« ie. the mindis abstract and
holds feeling and thoughts,
and the body is physical
matter

In health psychology:

* Humans are seen as complex
systems, illness is caused by a
number of factors

The individual isn’t a passive
victim to ill health, people can
be responsible for influencing
their own health and illness

* The whole person should be
treated, not just the physical
changes that have happened

* Health and illness exist on a
continuum

« Psychological factors are not
only a consequence of illness,
but they can contribute to it at
all stages from healthy through
toill

Overview of our five sessions

1) Introduction to health psychology
2
3) Health literacy and communication in healthcare
4
5) Health psychology research

Health psychology models and changing behaviour

Applied health psychology in pharma

Confidence ladder

My understanding of health psychology, what it is, and
how it can be applied.

Defining health psychology

“Health is a state of complete physical, mental and social well-being und not
merely the absence of disease or infirmity.”

- WHO current definition of health

“The goal of health psychology is to study the psychological processes
underlying health, illness and health care, and te apply these findings to the
promotion and maintenance of health, the analysis and improvement of the
health care system and health policy formation, the prevention of iliness and
disability, and the enhancement of outcomes for those who are ill or disabled.”

- British Psychological Society description of health psychology

io-

- Pee Physcal ™

The relationship between psychology and health

Quality of
life

biopsychosacial
model of

[ Geneties pysiogical

"Neurochemistry SIS g oy
iliness

reacions. Medcation

Adherence

Heuith as o continuum with psychological factors piaying a rofe at each stage (Cgden, 2012)
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Applying health psychology What we've covered today

A brief background of * Where did it come from?
health psychology * What is the biomedical model and why was it challenged?
De"";'v"cr:o‘l’;;ﬂ“h - Definitions ofheaith and heaith psychology

The relationship between
psychology and health

Looking at health using the =¥ ical, envi and biological factor
biopsychosocial model heaith
How health psychology can |3 ini ‘ behviour
be applied and praventing liness

Understanding and explaining health:

* The role of behaviours in the development of illness

= Predicting unhealthy behaviours

= The link between psychology and physiology (e.g. stress, pain)

= The experience of illness (alleviating physical and psychological
symptoms)
= How we can manage illness (e.g. behaviour change)

= Psychological factors that are finked to the heaith continuum

Putting the theory into practice:

= Promoting healthy behaviours — targeting beliefs that predict
behaviours

. Prevenl\'r\ﬁ illness — changing beliefs and behaviours, modifying
stress, bel

avioural interventions during illness

Thank you

Session 2 — Health beliefs and changing behaviour

Overview of our five sessions

=

Introduction to health psychology
Health beliefs and changing behaviour

Hea |th Beliefs and Changing Behaviou r 3) Health literacy and communication in healthcare
Applied health psychology in pharma

Lt

2

2021

=

Health psychology research

Health beliefs and health behaviour

Health behaviour = any action relating to preventing/detecting disease,
orinfluencing health and wellbeing®

Health beliefs = any belief that is related to health

Health beliefs are:
* Important in understanding illness variation

* A key predictor of health behaviour

1 Gncnmen, 1957
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Attribution theory

“I didr't get that jobdueto “I didni't get that jobdue

Internal vs external mypoor interview answers”  © to imervewer prejudice”
Wy faiure wil sways w twasiustatslurefor
Stable vs unstable toliow me” thatjob ony”
- “Th ofthat failurealso "It doesvt sffecta
Global vs specific i are - "

offects other thingsin my ife” other areasof my IFe"

Controllable vs
uncontrollable

“The Gauseof menot getting~ vs.
thejob was controllable by
me”

”I didnit get that jobdue
to interviswer prejudice”

eger, 1955, el 1971

Risk perception

Unrealistic optimism

- “Compared to other people your age, how at risk are you of this health problem?”
— most people believe they are less likely*

Risk compensation
= “I smoke butit's fine because | go to the gym”

Self-affirmation theory?
- Some people are less persuaded bvclirsllc data —they can ignore unwelcome
l

information or find a reason to rejec
= People are motivated to protect their sense of self-integrity

- Self-affirmation technigues can help 1o reduce the tendency 1o resist threat
information?

L Weinciia, X, 7. Harrs & Magpes T3, 3. Kares & Egian, 2008

Theory of Planned Behaviour

Beliefs about

outcomes
Evaluation of the
outcomes

Attitudes towards
the behaviour

Beliefs about

important others’
attitude to
behaviour

Behavioural
intervention

Subjective
norms

Motivation to
comply with others

Internal control

factors.

External control

factors

Perceived
behavioural
control

Asien & Madden 1986; Azjen, 1988

Behaviour

B srces o vobvne

Bl e o

| | Fulicy catogories

Michie, Van Stralen & West, 2011

The behaviour change wheel
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Internal External

Health locus
of control

Applying tl
|

EL][5)
uncontrollable
dimension to health

Norman & Bennet

COM-B

= Behaviour occurs as a result
of interactions between three
necessary conditions: [
+ Capabilities
* Opportunities
+ Motivation

My health is controlled by * My health is not controlled by
me me

Positive health results can
come from my own efforts
and willpower

« My health is subject to my
environment

* My health is at the mercy of
other forces:
* Healthcare professionals
+ Fate or chance
« Supernatural or spiritual forces

EXTERNAL
[

Models of behaviour change

Qur thoughts, beliefs and past experiences all influence our behaviour.

Social cognition models have been developed to examine the process of

behaviour change. They can:

* Provide an approach for understanding why someone might
perform/not perform a behaviour, and why there is variation between
peaple

* Provid

formation on how to change health behaviours

Capability

Opportunity

e, Vanswaen 8 We, 2011

Behaviour change wheel: Choosing an
intervention function

Tapabilly Cpparlunily Wiolvalion
Educafion ~ v
Perauasian v
Incantves v
‘Coercion v
Training - E v
Restrictiony -

Environmertal + v
restucluring

Wosdeling - v
Enablament - - v
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Behaviour change wheel: Choosing a policy
category

Guidelnee _Emdron-  Communcatcns  Logileon  Servico  Reguiion  Fioel
i srkeling pmisian e
soelsl
dlanring
Evfucarien < “ - .
Persuazion ‘ - v < -
Inneriives 4 v v , v v
Coercion . v v v . v
Training < v K - -
Resiriction ’ v -
Enren- - - < -
rental
rasrctuing
adeling - v
Enstlament « . “

What we've covered today

1T =102 11400« What are heatth beliefs and hedlth behaviours?
beliefs * Some examples of heath belief concepts.
R TG [ T -« Cognition and behaviour
behaviour change? * Social cognition models.
The Theory of Planned N
Behaviour
* Thelinks between capabilty, opportunty, motivation and
e COM-B model M Ciat
3= BV BT T8 o Understanding the behaviour change wheel and how it
| can be used

Session 3 — Health literacy

Health Literacy and Communication
in Healthcare

2021

Teaching and Training Case Study

Behaviour change wheel: interventions and policies

Tabie 1 Getnmions of Interventions and pollces
[ Eampes

Thank you

Overview of our five sessions

1) Introduction to health psychology

2) Health beliefs and changing behaviour
3) Health literacy and communication in healthcare
4) Applied health psychology in pharma

5) Health psychology research

What does
health
literacy mean
to you?
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Health literacy definition

‘ ‘ “Health literacy is people having the skills (language, literacy
and numeracy), k ledg i ding and confii to

access, understand, evaluate, use and navigate health and

Why is health literacy important?

social care information and services. Health literate health

and social care organisations are also critical to improved # Thossmast in need of hesith information havethe leest accessta €

health literacy” # Heaith texts are written & levels that exceed average public reading skills

Raynar, 2002 1 Roatandser 3, 2015;2 Puad etal, 207

Health literacy is a key determinant of health Health literacy is a key determinant of health

People with low health literacy compared to the general population:
- Are 1.5- 3xmore likelyto experience hospitalisation or death, and to have depression
“ Make more use of A&E and have longer inpatient stays

ited health literacy predicts:

+ Poor diet

+ Lack of physical activity

+ Limited knowledge and undersmnding of dissase of symptoms

+ Poor adherenceto medication

Less participation in disesse detection activity (&2 streening)

Less participation in disease prevention actions (.2 sunscreen use)

Risker heaith choices e.g. smoking, drug abuse

Mareworkplace accidents

Diminished management of chronic conditions such = disberes, HIV
and azhma

Less effetive Use of the emergency services

Increased hospitalisation, ncreased morbidiry and premarure desth

Some population groups have been identified as experiencing disproportionately low or

inadequate health literacy. These are:

- More disadvantaged socioe conomic groups

- Migrantsand pecple from ethnic minorities

Older people

People with long-term health conditions

- Disabled people (including those who have long-term physical, mental, intellectualor
sensory impairment)

WHD 2012, Pl Heaith Engtand (20151 WHO 2013, Publc Health Engiand (3015]

Health literacy in context Health literacy in context

I ! = anose bleed

“Xerostomia”

Annual immunisation agains fiu is 3 very important heakh protection measure
for many of our patients - those who are over 65 and those who have
increased risk factors such as lung disease, heart disease, dicbetes, kidney
diseass, neurological disemse, and those with aweskened mmune system. A
weath of evidence supports the safety and effectiveness of immuniation.

For further informaion visit NHS Choices v nhs Uk

The Practice will be running special L clinics dedicated to giving flu injections
and wihere appropriate pneumococal and shinglesvacenations 1o our
patients. It takes around two weeks fter thevaccneto develop mmunity 0
theseclinics enable Usto reach more of oUr patients as soon as possibleafter
the vaccine becomes availzble.

! = a bruise

=adry mouth

Plezsering the surgery on 01782 333333 tomake an sppoitment ¥ you
would like to have an nfluenzavaccination.

HesthLramey Mazes (2020)

Readability and accessibility guidelines Newest Vital

Nutrition Facts

Teaching and Training Case Study

General guidelines

Short familiar words and sentences.
Everyday, personal language
Repeat important points

Be conversational

Focus onwhat the patient needs to know

and needs to do

Speech-specific

Avoid technical jargon
Usea siow, steady pace

Usethe teach back approach o ensure paiems

understand what they’ve been toid

Encourage questions “what questions doyou

have?"

Print-specific

One ides per paragraph

Short headingsthar zand out

Bresk copy imo readzble bitesize chunks
Usebold totake the reader to keywords
Type = large as possible

Lemve biank pace

Use bullets for lists

Pictures and graphs don't necessariy
help if they' re too complac

Sign (NVS) priv e et

I you st the entire container, how many.
calories will you eat?

1Fyou e 3llowed 1o ems0 grams of
carbohydrates 25 a s ack, how much ice
cream could you have?

Your doctor advises youta reduce the amount
of aturated fat in your diet. You usually have

P
ice cream, how many grams of szt rated fat
would you be consuming each day?

I you usuallyeat 2,500 calories in a day, what
P aiow v g
you be eating if you eat one serving?
Precend that you are shergic to the following
substances: penicilin, pesnuts, |atex gloves,
and bee stngs. Is 52 for you to ssfthis e
cream?

{1f patient respands 1o} why not?

Amount per serving

FaiCal 120
- mDv
Total Fat 139 20%
Sol Fal 8y a0s,
Cholesteral_z6mg 2%
Sogium S5y 2%
Total Carbohydrate 309 %
Dietory Fiser 25
Sugars Z3g
Protein 4 &%

coctagn Dy Vahont (D) 3 v o1 &
210 calove i, Your iy vabs may

o figher o wer Gupeciog 90 o
caboe o

Ingredients: Crmam. Sxim Wik, L

Sugar, Water, Broun Suge,
MBal, Peant Cil Sogar, Buter, Sak.
‘Caragescan, Vanila Exiract




Checking readability and accessibility

* HemingwayApp.com
+ Works like Grammarly. Measures readability, suggests how to simplify sentences and
make your writing more clear. Provides estimated reading level and read time

+ Readabilityscore.com
* Paste text into the tool and t gives you a readability level

+ Fleisch Reading Ease Score
+ A score out of 100, where 100 isthe highest leve| of readability.
* A score of B0+ matches reading age 11
+ Can be viewed in Word as part of Spelling and Grammar checks.

* Co-creation with patients

Thank you

Session 4 — Applied health psychology in pharma

Applied Health Psychology in Pharma

2021

What we've covered today

Understanding health » What does health literacy mean?
literacy * Why & health Iiteracy important?

Understanding the impact
of health literacy on
communication

* Understanding how health lkeracy directly mpacts heakh
* Looking & heath fteracy i context

Readability and » Improving accessibility in
accessibility guidelines ‘communication

LRI « Newest Vital Sign (NVS)
accessibility » Tools and techniques we can use to improve our work

Overview of our five sessions

1) Introduction to health psychology

2) Health beliefs and changing behaviour

3) Healthliteracy and communication in healthcare
4) Applied health psychology in pharma

5

Health psychology research

Teaching and Training Case Study

The benefits of working with a
health psychologist

# Bridgingthe gap to patients, HCPs and phamaceutical companies

& Communication with patients and HCPs
o Intarprating patient outcomes and defivering them to pharmain
a usefulway

» Protecting patients’ wellbeing by adhering to codes of conduct [BPS,
HePe stc)

 Kknowladge of ABF | code and reguiar oFD

» consant work with patients, phama and PAGS: anundemtanding of
the landscape of patient needs

» Research skills
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How health psychology can benefit the How health psychology can benefit the
pharmaceutical industry as well as patients pharmaceutical industry as well as patients

+ Undemstanding hom 12 maximise efective

patent3ICP esmmumeatian -

Benefits for patients Benefits fo :

+ Heaith commurication skills and health Sttt nefits for pharma
ey

» Knzwdedge of the heltheare landscape

clinical and
research skills

Understanding.
human behaviour

Uncerst anding human

» Training in paychol agical the rapies and
modaities o deliver paychakgial
nlerventions

» Qualitative and quantitative ressarch skills

- Designing and carrying out research

» Inerpreting and presenting data

» i bispsychasacial appraach
* Understanding the pycholagical aspects
of heahth andilines
g unederstand and imrpret the
patient’s beavious, thoughts and bekiefs
Encouraging behaviow change

How we apply health psychology in OPEN Health

f areas redacted]
jere used across the PE and PCO teams
d

ing - conducting literature reviews, social

h and patient and caregiver interviews to gather
en of disease for those living the conditions

mending appropriate validated instruments for
-commendations and working with the client

bpment to include the research findings
bntent ~ involved in the briefing

e app content for patients, including mindfulness
ional messaging

Straegic consultaney

What we've covered today

USRS s Bridging acommunicationsgap
with a health psychologist EEF R GENE (2314

NGRS ENE N EE] B » Healthcare communicat ons knowledge Th an k yo u
(EUEIRETERN NG * Understanding human behaviour
(UEEET RN GO = Clinical and research skills:

Understand how health I . .
psychology is applied atient journey mapping, patient Support programmes,

T Cr R research, patient communication, PAG insights
A 1 : [Client edacted]
that OPEN Health does EEEEIRE IS TS I

Session 5 — Research in health psychology

Overview of our five sessions

1) Introduction to health psychology
2) Health beliefs and changing behaviour
Hea |th Psychology Resea rch 3) Health literacy and communication in healthcare
4)  Applied health psychology in pharma
2021

5) Health psychology research
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Research design in psychology

There are lots of things o consider when designing aresearch protoco), including:

Research question or
hypothesis

Experimental - Incusion/excusion criteria Primary vs secondary dats
+ £ Smmnyegennen qusepimer, . Sampling process Quantitative [numerical)
= + g comenence samaiing el selecad + Cotecmon: £ e ermenal S, Sne
comparison groups * Ambgic.
- Eg independent groups, mpeaid messums - sample sze Qualitative [non-numerical}
+ Colecon: £ atsenaton, mendews o

Nor-experimental o B
= o
s + Rncheis £ coment sy themasc

e pwpa——

Being critical of research Ethical principles in psychological research

Some mportant ethical considerations for plnning znd conducting psychological ressarch:

‘Some questions to consider... Assessing validity ;
+ Istherea dear rationale for why the ressarchwas done? Face validity: does e et messre e @ Right to withdraw Hﬁ Debriefing &
A smpre ks, 3 | E

+ How many partiipants were there? Was the sampie representative?

face valus?

Carsenting freely and valustariy
Given enaugh infarmation 1 engbie

Infarmed of the right to wit el

timewith no adverss ansequences

nature of the imvestigation

N biases 2 Eenlogical vabdity: can
= Coaidiue s pis/ w:hmﬂ:mm"‘:‘dm them ta make an informed daice PartiGpants should knaw haw o Detbrieing & partulariy relevant f any
- == 5 = ings of real 7 infarmatian shauld cover: gims, data withdraw information has been withthed or there
Eor=rd e C e s RS e calection, Pk time commitme has Been any dezmptian
+ Hasthe data been analysed and interpreted correctl? Terupral vaRcRty: can the fdings ey, reveardh ouisames and benefits
e generalises 13 time periodh in the N =
+ Couldtherebe othervarishlesthat haven't been considersd? futume? 5 . 3 s &
Protecting participants Deception FARY Confidentiality o
* Isthe research relizble? Will results be consistent if & wasreplicated? = { LA
Testretast methods, inter-c bserver methods or statistical wols can - The skl sy . andshauid ariybeused ¢ Mustafhers 1 data pratection laws
Ethical issues or concems... nagreater than they woukd encourter in whes e are s Shesialivés s the féseach takas, place: e, Dath
mssess refabiity ardinary ife Deception & inapprapriate i when Protecion Act {2018} in the UK

revesled, paridpants are ikely ta feel
disemlant o have abjections

Recap and quiz: introduction to health psychology Recap and quiz: health beliefs & changing behaviour

Sesion1 coverad... Session2 coverad..
Quick quiz Quick quiz
T — P ——
Bioogient franr of et that et Theany of Pl
Youmigh asmider wihe kg Benious
A gl spgraseh
PR TS——
Lo 2. Name 2 peychological example The Theory of Plsnned Behavi S b
~ Factors influencing ilness onset [e.g. beliefs, stress behaviour) & o . ouralinteri jnation of several g oun s ety
- infiuencing i o ing, social heakh befiefs, including control factors, atitudes towards the betnicur
support) behayiour and subjective norms
- The COM-B model
The biopsychasacial model of health ~ Behaviour occurs as aresut of interactions between capabilty,
- Considerng biological, psychological and socil factars how they opportuniy and motiation

interact, and how they influence heakth and wellbeing. = Thebehaviour change wheel and how i can be used

Recap and quiz: health literacy and communication Recap and quiz: applied health psychology in pharma

Session 3 covered... Sesiond covered..
Quickquiz Quick quiz
1. Can you name one other
e It o i it st
et Peyenigin o the e
) patient, o the phar maceutical
2. Mame ane cther readabilty or —— = mpany?
sceesstilty ansderaton that w and its
you can maje: patients
Readability and accessibility guidelines * Paient benefits include: patient-centric support, afocuson Gol,
- Consider i ter ion, general i P R
lkeracy andhesith lteracy (eg. aveiding jargon, short sentences) * Pharma benefits incude offering holistic cre, potential increesed
rescribing, evidence of patient eqperience for funding or HTA
Checking readablity and accessibility pr e e = ng.
* Hemingway App omissions
* ReadabilityScore.com is applied within OP
* Flesch Reading Ease Score = PIM, PSPs, research, patient communication, PAS insghts
L oandser 3 2005 consultancy etc
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'What we've covered today .
»-’
J

» Things to consider when designing research, &.. research queston or
Ihypotheses, approach, design of the study, sample and recruitment, data
collection and analyss

» Being critical of research

Confidence ladder

= Informed consent, right o withdraw, debriefing
= Protecting participants, deception, confidentiaiity

atitis, and
how it can be applied.

Recap of our five o s os, §
sessions ehaviowr, hesth ftaracy appied heath psychology and ressarch

Thank you
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Appendix 3. Follow-up emails to students

Session 1 follow-up

Health psychology session 1 - follow up references and reading

ﬁ Helena Morris ) Reply | % ReplyAll | <P Forwad | ER | -
f :

© " [Redacted]

Hi averyane,

Trsasak yona for Jobrig our first training session: linn 1o hewtth prychelogy| Belos are wme references and links to forther reading materials if wo're interested is

beaming mone about what we talked about today, and plesss 1end me an emal or & mesage B you have ay iollow up questions. During the: next sewion we'll be foousing on
Razalth paychaoloqy models and bethaviow change.

Thania,
Hedena

mmmmmm

Ergel, G. L. [1977). The need for & nirw mdical modsl: & challergn lor Bosedicine, Scoiesce, 198(4388), 17136

w  Ogdem, ). (H012) Headth piychaions: A4 teathoak: & fextbood, MeGras-Hill Education {UK),

= Lehtan, B. ), Daskd, 0, B, B Graber, J. A [2007]. Bethinaking thit blogaychosoctal iadel of Raalth: Undesiinding hisalth &5 & dynamic system. Sachdl o Pevsanallng
Popchedopy Compass, Ti{3), eid1RE
it et ey, veben come e Tl 101118, K27

s Lakhas, §, [PO04), The Blopaycherocial madel of health and llnes. Opeaiiov-M). [Aocemied Jongany J0U0 of Mfpe/ (inw, orgloosdaallesl BSES 0,200 ],

* MRkl Cormint, mestichonk. efisg oo et el Resbindl UniHTATAGURGE (it SN, (0 SCamartn o il ittt el el

v Sul, .M., buges, T., & Mastin, R. (2010} T blepaychenscial model ated Bt ute of Eteary ks health o - of Mralth parchology and behevicral mdlclne,
15837,
2L i e o, U Bl
il =l ir - Bkl - 2 S Tl T g nctl pg- P 15T iy - hemad B o hiolingry s lpperveRnsne ol s el i) of - e bl AT B -o0RirPEY ST o bideal pld o+ - ity -orespa g g - b 1 1

o hobaey Sl Ieorrr hosoc talhimode i T-Tu

Halens Marris | Senlef Assinant Health Pryehaloghn | Patkent Engigemant

VL P e B Pt 08 e e 0] Ml ey B e gl 0P

O OPEM HEALTH

Session 2 follow-up

Health psychology session 2 - follow up references and reading

. Re Rephy A1 | =2 Fosward bl

Helena Morris €3 Reply | % Roply &
' [Redacted]

i B,

Thanks 60 eeprpons whe joinesd (e haali prychology session o ondary on Realth belirfs and changing behaviour, Beloe ars some relerences s ks 1o furthes rasding materisls i

youl'ne inberestesd in learning more about what s balled about, Please send me an smail or 3 mesuage 1T you have any Tollos op quastions, or nes! any help accrning any of e papen,
1l nandd an vt stion: sreammed thortly fior the next wemdon, which =il fzoun on hestth BReracy snd L]

Wiy tharis,

Helma

Baderances g hurifue readiog:

= Asjen, L {198 dari L ity ool Bebariour. Chicags, iL: Doy Preia.

= agren, I, B Madden, T, L {1986). Predictios of goal-diecied behavion Artitudes, inestion, b i bphavioral control, Joureal of sxperieestel socil gaychology, 22150,
4334T,

w  Gochmn, D 5. [1957). Provider d of Ieaith Besbariien . i Hasuboed of Featth Bebavior LV Springer, Beilen, A

®  Harrh, P, B, B Epton, T, (2000} The impact of wi-affemation on kel cognition, heslth behavioar and other health-related reponses; & rarratiee review. Sociod and
Pevicnsiity Prychology Compoa, Bk, 383474

o Hurris, PR, B Mapgser, L [T005). 5ol affirmsation and the bled procesting of threatenisg health i information. Py ity and Sochal sty Buleti, B[], 1250-1141.

& Mighis, §o, Van Bralen, W, M B West, B [0 ), The behaiour change whest; 3 niee mepthod Tor characherhing ang g b change Inter i g2y b
cimer, #{1], 1-1%

&  Morman, P and Beneetn, P (P90) Meslth loous of conteol s Pawlih bebavion, in W Conner and P, Horma (sdh). Prediciing Meslih Seavioier Repsorch g Proct ioe with
Saciol Cogoition Modein. Beckdngham: (pen Uinberity Pres.

= Public Health England, [101%), Achlrving bebaviour chompe, & guide for local govr PHE putd Fatrieved drom hitp: [/ el ac. ol Beturdour
Ehdagn | Vi, B -chai i plel_pchbidni_ Bt chanis_ ecal_in

= Bewle, C 0 (1988), The puy gy of nald-ad L g the misgrity of the weld, in In e reriad pry oy Vel 21, ppe 261- M. Academic Prew.

= Wsirateln, W D (1983, Red bt sl llris RacepUibiiny, Hen'h sych i 11,
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Session 3 follow-up

9 Helena Morri © ey | © Reph | > formerd || 6B
& |7 | [Redacted]

Hi svaryens,

Thank you for joining today’s training sestion on health Literacy, Below are some references and links that were shared today, as well as soene further
reading materisls should you be interested in learning mone. Please get in towch if you have any follaw up questions.

Thanks,
Helena

References and further reading:

= Public Health England. (2015). Local action on health inequalities: Improving bealth literacy to reduce health inequalities. [PHE
publications gateway rumber: 2013319). Retrieved from:
Pttps: // ngeats. publivhing. ervics. gov. ub/ poverniment /uploads forbem  uploads fattachmant_datsfile/460710/45_Health Literacy-

= Eaynar, D T. (2012). Health literscy: |3 it time to shift our focus from pathent to provider]. BMJ: British Medicel Journal, J44(T852), 7-T.

*  Rowlandi, G., Protheros, J., Winkley, J., Richardson, M., Seed. P. T., & Rudd, R. (1015). A mismatch between population health Liberacy
and the complexity of health information: an obtervational shudy. Brittsh Journal of General Proctice, &5(635), e379-0386.

*  Rudd, R E., Andersen, J. E., Oppenheimer, 5., & Math, C. (2007). Health literacy: An update of medical and public health literature,
chapter 6. Review of adult learning and literacy, 7, 175-204.

« '‘World Health Orgarnization Regional Office for Eurape. (2013), Health literscy: the solid facts, Retrisved
from: hitps://apps.whe.int/ins/ handle 10665/ 126411

*  Bithp /Vwere healthliteracy. org.uk

® Ptkp: / wewte, hoalthliteracyplace. org. ul

*  https:

Helena Merris | Senfor Asststant Health Peychologist | Patient Engagement

Session 4 follow-up

Health psychology session 4 - follow up references and reading

4
B Helena Maorris © 9> @
% ' IRedacted] 17:48
Hi everyone,

Thank you for joining this afternoon’s training session, which covered health psychology in the
pharmaceutical industry. | have shared references and some additional reading below. As usual, please do
get in touch if you have any questions or would like any further information.

Thanks,
Helena

References and further reading:

+ Antonuccio, D. 0., Danton, W. G., & McClanahan, T. M. (2003). Psychology in the prescription era:
building a firewall between marketing and science. American Psychologist, 58(12), 1028,
Case study: M:\NBD\Case studies

+ Health psychology team credentials: MANBD\Patient creds

+ Association of the British Pharmaceutical Industry Code of Practice:
https:/ /www.abpi.org.uk/reputation/abpi-2021-code-of -practice

« British Psychological Society Code of Ethics and Conduct: https: //www.bps.org. uk/news-and-
policy/bps-code-ethics-and-conduct

Helena Morris | Senior Assistant Health Psychologist | Patient Engagement
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Session 5 follow-up

2 minute feedback please! - Health psychology sessions; feedback, session 5 references and further reading
‘! Helena Morrs O hey | & Ry Al | > fowad | B
""" [Redacted]
Hi eweryone,

Thank you for attending the final in our series of five training sessions on health psychology. If you are interested in learning more about research in
hwalth psychology and some of the topics we discussed, | have shared links below following up from today's session:

= [BPS Code of Human Research Ethics: https:/ /fwoww. bps.org.uk/nerws -and-policy / bps-code-human-research-sthics
* Ressarch methods knowledge base: hitps: / eonjaintly. com/kh/

= BPFS qualitative methods in prychology rescurces: hitps:/ e, bps. cng, ub/ mamibgr-micros e qualitative-methods: prychology-
section/ resources

To sveryone who has attended the full seres of five health prychology training sessions - | would really appreciate if you could pleass share any
feedback you have an any of the session wing the link below,

This showld only take up to bwo minutes of your time and all feedback is anocnymous.

Prttps: £ Fljmupsych. gualtrics. com/ fed farm SV _dmiwig 2 pSrbaViwey

Mary thanks,

Helena

Helena Morris | Senior Assistant Health Psycholegist | Patient Engagement
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Appendix 4. Student confidence ladder scores

Training session 1 scores

"My understanding of health psychology, what it is, and how it can be applied."
Confidence ladder Comments

e
mema

cmmew
Py

Training session 2 scores

"My understanding of health psychology, what it is, and how it can be applied."

Confidence ladder Comments

Bty EATDAG O TU 1 B RO 0 T

Student identities have been anonymised for privacy.
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Appendix 5. Student feedback

Q1. Please rate the following qualitites of the training provider’s delivery:

7 7 7
6
5 5
5
4
3
2
2
1 1
1
00 0 0 00 0 0 .ooo .oo
0
Very Poor Poor Fair Good Excellent
B Speed and clarity of delivery B Knowledge of the material

M Organisation and preparation M Ability to keep the group focused

Q2. To what extent do you agree with the following three statements?:

7

6

5

4

3

2

2
1

1
0 0 0 0 0 O 0 0 O 0 .

0

Strongly disagree Somewhat disagree  Neither agree nor Somewhat agree Strongly agree
disagree

B | expanded on my knowledge of health psychology
B The sessions were interesting and engaging

B The materials used in these sessions were of good quality

Q3. Please share any additional comments you may have:

e “Interesting and insightful, very well presented.”

e “Helena delivered an excellent presentation that really engages the audience. Her real-world examples
made it easy to not only understand the concepts that she was presenting, but also how to apply those
concepts in the future. In today's session, | really appreciated the quiz questions at the end to recall
important concepts and learning about a new concept for me, snowball sampling. Very interesting.”

e “Very well presented with verbal clarity and thoughts organised in a easy to digest way. Thank you.”

e  “Fantastic sessions. Helena has a very calm, professional and friendly presentational style and is

always well prepared, knowledgeable and engaging.”
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Appendix 6. Professional observer feedback

OPEMN HEALTH

Helena Morris - Teaching and Training Feedback

Provided by: Dr Sumira Riaz, Head of Health Psychology and Research, OPEN Health

Helena prepared and facilitated a series of training sessions focusing on health psychology modeds
and principles. After observing Helena's teaching and training across the course she hosted for
OPEN Health, | am pleased to share feedback on her performance in this capacity.

Helena delivered five training sessions to serve as an introduction to the basics of health psychology
for the Patient Engagement team. The content of the course was interesting, targeted and
appropriate for the group it was delivered to. The group were relatively naive to the principles of
health psycholegy: therefore it was important that the sessions were relevant and specific. The
presentations that were shared were engaging, and perhaps could anly be improved by reducing the
amount of text on the slides. It is a difficult balance to provide enowgh insights and not averwhelm
the listeners.

Helena incorporated activities to engage the group and encouraged active participation. The group
was sometimes quiet, however, Helena could perhaps have done more 1o encourage verbal
participation by using longer purposeful silences and requesting individuals to share their thoughts
where appropriate. It is important to remember that these sessions were presented in a virtual
format, therefore balancing interaction and participant can be challenging virtually.

In terms of delivery, Helena was articulate and presented at a good, steady pace. She had good
knowledge of the materials and was well prepared to answer any questions.

Helena asked the group to reflect on the knowledge they had gained at the end of the course, and
all attendees shared that they had learnt something new and felt more confident in their
understanding of health psychology, which was a testament to the success of this training
programme,

wasiwd, openhealthgroup. com

OFEN Heakd® Commoriation, LR, The Weighbnidge, Brewery Couniyaed, High Sinee, Mk, S rghamabane SLFIFF | 1 =88 [2) D6 A& 102
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Proficiency in teaching and training is a key competency for a Health Psychologist, as it allows for
current research and best practice to be accurately and responsibly disseminated, facilitating
learning within the field and beyond. In order to continuously learn and develop this skillset, regular
and purposeful documentation and reflection is vital. This reflective diary describes a series of
teaching and training experiences that | participated in throughout my time undertaking the
Professional Doctorate, including reflections on planning, delivering and evaluating teaching and

training programmes with a variety of student groups and audiences.

My teaching and training experiences throughout my time studying the Professional Doctorate are
underpinned by the lectures we received on teaching and training during the first year of the
programme. These lectures and the discussions that followed deepened my understanding of the
broad landscape of learning and teaching theory, and the importance of continued skill
development. It opened my eyes to the many ways that a teacher can deliver learning materials
through adapting their methodology to suit the student group and surrounding context, and set me
up well for my future experiences of delivering teaching and training. | was able to reflect on pre-
conceived notions around how limited teachers are by the engagement of students themselves, and

expanded my insight into how teachers can maximise learning through a variety of means.

Delivering a personal presentation in the workplace

17/02/2020

The first opportunity to develop teaching and training skills came along during the second month of
the Doctorate. As part of a wider training day on presentation skills hosted at my workplace, | was
asked to deliver an informational presentation about myself lasting up to 10 minutes. The purpose of
this was to share information about myself that the group may not know, and to receive feedback on
my delivery. When planning the content of this presentation, | felt initially apprehensive about
having such a vague brief, so | focused mainly on making sure the information was as interesting as
possible, and easy to understand. | presented my short talk to a group of around twelve colleagues
from my workplace, as well as a professional training provider. | felt confident when delivering the
presentation and reflected that this was linked to feeling very comfortable with the subject matter
itself. | received positive peer feedback as well as professional feedback from the external training

provider.
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The session was also video recorded, and | was given the opportunity to reflect on my delivery. The
prospect of watching my presentation back was daunting, but the group discussion and feedback
gave me a valuable insight into the visual aspect of speaking to a group, and how body language can
engage the audience. | endeavoured to make more eye contact with individuals in the audience or
student group next time, as non-verbal communication such as eye-contact and open body language
are key communication tools, and have been show to enhance engagement in the teaching setting
(Bambaeeroo & Shokrpour, 2017). The professional trainer fed back that | came across as confident
and calm, which was very reassuring as | had previously never had professional feedback on my
presentation style. At the close of the session, an anonymous peer vote was cast on the best
presentation of the day, and | was pleased to have been voted second place, which boosted my
confidence in my presentation skills. This presentation opportunity provided me with beneficial
experience at the start of the first year of the Professional Doctorate, and made me feel confident

moving forward.

British Healthcare Business Intelligence Association BHBIA industry training webinar: ‘Creating
truly patient-centric materials’.

02/07/2020

My workplace was invited to host an industry training webinar with a focus on patient centricity for
the British Healthcare Business Intelligence Association (BHBIA), and myself and a colleague were put
forward by a senior member of staff to lead this. The BHBIA is a professional association for
organisations involved in UK healthcare business intelligence and market research, with a focus on
legal and ethical compliance, information dissemination and education on best practice within the
professional community. The audience was a combination of approximately 70 delegates from both

pharmaceutical companies and healthcare communications businesses.

After meeting with my colleague to discuss potential topics, we decided to split the webinar into two
sections, and each host a section of the training session for 25 minutes. The objective of the training
session was to provide peer education to the industry on best practice in creating patient-facing
materials. When preparing the training materials, | focused on providing information on health
literacy, and how an understanding of health literacy is important in order to make useful and
accessible materials for patients. My colleague and | prepared some slides to accompany the session
(Appendix 1). We considered the needs of a broad audience comprising people of varying
backgrounds and professions, and so opted to cover some of the fundamentals of the topic to ensure

the audience left with a strong foundational knowledge. It is highly beneficial to communicate
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specific objectives to the learner at the start of the session, in order to increase engagement and set
the direction for the training (Swargiary & Roy, 2023). Therefore, we began by defining the purpose

of the webinar, and sharing some key learning outcomes.

As this was almost four months since | began remote working due to the Covid-19 pandemic, | had
some experience of presenting information and talking to small audiences over a video call, but | had
not yet provided any teaching or training in this virtual setting. In order to ensure my methods were
appropriate for the setting, | spent some time reviewing literature into effective training in this
setting. In recommendations following a literature review, Sun and Chen emphasise the importance
of encouraging students to relate the discussion to their own experiences, and for educators to
facilitate an environment where students are able to learn from one another (Sun & Chen, 2016).
Therefore, | opted to include interactive elements into the session, to allow the attendees to reflect

on how accessible the patient materials they develop are, and created space for peer discussion.

On the day of the session | felt quite apprehensive and nervous about making a mistake or stumbling
my words, as | was aware that the session was being recorded and distributed as a webinar to the
BHBIA network. Thankfully, the session went smoothly and | was able to deliver my talk as planned.
At the end of the session, there was a live Q&A with the audience. This was initially intimidating, but
it allowed me to think on my feet and | felt confident with the answers | provided. Following the
webinar, attendees were asked to provide formalised feedback to the BHBIA. We received a mean
value score of 8.1, which is considered ‘excellent’, and attendees commented that the session was
useful, relevant and insightful. Full feedback can be found in Appendix 2. One piece of feedback
noted that the slides could have been more visual, which is something | noted to take into account
during future training. Other attendees reported that they appreciated the specific, real-world
examples, and this is also something | have endeavoured to consider in every future training

opportunity.

Introduction to Health Psychology: a series of five training sessions

Hosted between 10/05/2021 — 20/07/2021

| hosted a series of five training sessions for a team of 8-10 colleagues in my workplace, with the
objective to provide an introduction to health psychology and its applications. Each session was up to
40 minutes long, and was delivered via video call due to the Covid-19 pandemic. Learning objectives
for the series of five training sessions can be found in Teaching and Training Case Study Appendix 1,

and presentation slides can be found in Teaching and Training Case Study Appendix 2. This series of
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sessions has been documented as a case study within my portfolio. Therefore, further
documentation, reflections and feedback on this experience is included in more detail in the case

study.

Session 1: Introduction to Health Psychology

The audience for this series of training sessions was a mix of copywriters, commercial consultants,
researchers and project managers, along with psychologists and assistant psychologists. | understood
there to be a broad range of understanding of psychology, and began with a ‘back to basics’
approach, to ensure a solid baseline of knowledge. Self-assessment is considered beneficial in
actively engaging the student in the learning process (Yan & Brown, 2017). Therefore, | opted to
include an informal self-report measure of the attendees’ understanding of health psychology during

this session, in order to revisit this at the end of the series.

The group responded well to the training session and participated in the confidence self-report
scoring activity. It was interesting to hear that they were engaged in learning and were keen to
reflect back on their confidence scores at the end of the series of training sessions to see if their
scores had changed. In terms of delivery, | was surprised to find that | felt more nervous training
colleagues and peers that | was acquainted with than | would strangers, and this provided me with

an interesting point of reflection.

Session 2: Health Beliefs and Changing Behaviour

The objective of session two was to provide an understanding of health beliefs and some behaviour
change theory. | was conscious that some of these concepts would be completely new to the group

and wanted to ensure maximum engagement and learning.

After planning the first session, | found it much easier to plan session two as | had a structure and
research process to follow. Mukhtar, Javed, Arooj and Sethi note that some of the limitations of
online learning include a lack of student feedback on whether the materials are being understood
(Mukhtar, Javed, Arooj, & Sethi, 2020). | felt that this was particularly important during this session,
given the novel nature of the material to the group. During the session | incorporated moments to
confirm the group were understanding the material and opened for questions at regular intervals.
The delivery of the session went well, however it finished earlier than | expected as | found the group
was quieter than | anticipated. | reflected that this may be due to the online environment and

considered ways to enhance interactivity and engage the group further in the next session.
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Session 3: Health Literacy

| developed the third training session with a focus on health literacy. This allowed me to spend time
immersing myself in research into health literacy, and | learnt of some new measures to understand

the health literacy score of written materials.

During this session, | was able to utilise learnings from delivering the previous two sessions in order
to enhance my teaching style. | had reflected on the importance of leaving purposeful silences and
space for others to un-mute and join in a conversation, and | deduced that it was necessary to leave
longer than | would normally do in a face-to-face setting, as body language cannot be used as a cue
from either the teacher or the student, and therefore, more overt cues such as deliberate pauses are
needed to infer that there is a clear space for someone else to speak. This felt awkward at first but
worked well and some new members of the group offered answers to interactive activities for the

first time. When the session ended, | was pleased with the delivery and engagement.

Session 4: Applied Health Psychology in Pharma

The fourth training session of this series focused on applied health psychology in the pharmaceutical
industry. Going into this session | felt a lot more relaxed and confident, with the experiences of the
other training sessions behind me. Ahead of delivering this session, | felt that | had developed an
effective process of preparation, through developing and reviewing the materials, visualising any

areas that | felt could be difficult, and preparing my physical space.

The group appear to have relaxed into the environment and the group setting during this session and
were more interactive. According to Giorgdze and Dgebuadze, an interactive teaching approach
means students not only interacting with the teacher, but interacting with other students. They
emphasise that the use of interactive teaching methods ensures full participation of students, and
helps students to retain information for longer periods of time than passive learning would offer
(Giorgdze & Dgebuadze, 2017). | gained some positive feedback on my delivery of this session from
two of the attendees, who shared that the interactive discussions prompted them to think further on
the topic. This was very beneficial as a piece of feedback to reflect on, as it encouraged me to

implement more discussion moments in future training sessions.
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Session 5: Health Psychology Research

The fifth training session was on the topic of health psychology research. Ahead of this session | felt
it was important to gather feedback and insights in the students’ experiences; both on their learnings
and their experiences of the teaching itself. Gewin recommends asking students precise questions to
demonstrate their learning and how each concept builds on their existing knowledge base (Gewin,
2020). | utilised this learning to build in direct questions in the form of a quiz during my final training
session with the group, to ensure that students were able to recall and link the concepts they have
learnt throughout the training programme. During the delivery of the session, | gained some valuable
experience in active time management as | had prepared more content than time allowed for, and
needed to manage this during the session to ensure all important topics were covered. | also
developed an anonymous feedback form to gather insights into the series of sessions from the
student group at the end. Students provided positive feedback stating that they now felt more
confident in their knowledge and understanding of health psychology, and | received useful feedback

from my workplace supervisor.

Midlands Health Psychology Network Careers Webinar

05/12/2021

Through a peer in my professional network, | was invited as a guest speaker to host a 15-minute talk
at the Midlands Health Psychology Network careers webinar. The objective was to provide
information on Stage 2 health psychology training, and to share my personal experiences of the
Professional Doctorate as well as my own career path to date. | was hesitant before accepting this
invitation as | had never delivered a talk of this style before, but | knew it would be a great
development opportunity for my teaching and training skills. | approached this as an educational
session for the group, so as to ensure the content was well thought-out, and as accessible as

possible.

When developing an online education session, Gewin advises that keeping things succinct is even
more important than it is in a face-to-face session. They recommend reducing your goals, identifying
a few specific things you want the students to learn, and providing a more direct focus in the online
space (Gewin, 2020). | considered this approach to be suitable for this session, as it allowed me to
focus my session plan on five specific points of information: education, employment, choosing a
training route, my experiences on the Professional Doctorate, and my learnings and reflections

(Appendix 3).
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The constructivist theory of learning posits that learners construct knowledge and meaning from
their experiences and reflecting on those experiences, and that effective learning is grounded in a
real-world context (Shah Ph & Kumar, 2019). Additionally, through a constructivist approach, the
teacher inquires about students’ understandings of learning material before sharing new information
(Bada & Olusegun, 2015). This approach aligned well with the objectives of my session, and | opted
to ask open questions to the group around their initial understanding and experiences within health
psychology before | began sharing information and experiences of my own. When developing the
materials for the session, | considered the use of slides and a presentation to accompany my talk.
Burke and James advise that visual novelty is not pivotal to engagement, and it is dependent on the
nuance of the content and whether novelty is added (Burke & James, 2008). Therefore, based on the
nature of the content of this session, | opted not to develop any visual stimuli, and to present just

verbally.

The audience included around 20 MSc psychology students, Trainee Psychologists and Registered
Psychologists. | felt confident while delivering this talk on the day and felt that not using slides
allowed for a more informal and conversational session. The session was well received by the group
and | gained feedback from peers and the hosts at the end of the session, who found the talk to be
informative. The attendees shared that the information | provided was truly beneficial for their
understanding of health psychology training. When reflecting on this experience, it felt like a critical
turning point for me in terms of confidence and self-efficacy, as delivering this without any
supporting materials or slides meant | was fully reliant on my own verbal delivery. | reflected that my
confidence in teaching and presenting information to groups had developed significantly over the
past year. The success of this session also encouraged me to consider the extent to which supporting
materials are needed in future training sessions, to ensure that conscious decisions are made to

include content that adds value to the session, rather than including slides as a default.

Neurofibromatosis Community Research Dissemination Conference

09/10/2022

| was invited to partner with a pharmaceutical client to share qualitative research findings on the
patient experience of neurofibromatosis through a 45-minute educational session at a patient and
caregiver-centric conference hosted in a regional conference centre. The audience was a
combination of paediatric patients, their families, patient advocacy group leaders and healthcare

professionals specialising in neurofibromatosis.

Teaching and Training Diary 155



Bada and Olusegun recommend that utilising the constructivist approach of encouraging teacher and
learner to share authority, and embedding learning in social experience through discussions and
interaction can maximise learning (Bada & Olusegun, 2015). In order to engage the attendees in this
active learning approach, we opted to alternate between sharing segments of research findings and
taking live questions from the audience in an ABAB format. A session plan can be found in Appendix

4.

When it came to the day of the session, | felt intimidated by the initial thought of being on a stage
and using a microphone in this context. | reflected on how best to maintain a calm and personable
style of speaking in this setting, so as to maximise communication despite feeling nervous. | used
breathing techniques and eye contact to remain focused and engaged with the audience, and after
the first interactive panel session, began to relax. During this session, | was able to utilise skills and
learnings taken from the series of five training sessions | hosted previously with the team of
workplace colleagues. | practiced allowing more space for responses when asking questions, which
facilitated a better discussion. The educational session ran slightly over time, but was successful in
delivery and garnered a lot of interaction from the audience. We received good feedback from some
attendees immediately after the session ended, and my client provided me with very positive verbal
feedback and thanks. Reflecting on this gave me a great sense of achievement, as | had overcome
certain perceived personal barriers that had made me feel nervous and it allowed me to feel more

confident when speaking to larger groups in the future.

Consultancy partnership: Dental anxiety lecture for Trainee Dentists

09/11/2022

As part of a consultancy opportunity with the University of Central Lancashire (UCLan) School of
Dentistry, | delivered a 60-minute lecture to a group of trainee dentists. The objective was to provide
education on the management of dental anxiety in patients in the clinical setting, from a behavioural
perspective. My client requested the format to be a virtual lecture via Microsoft Teams, to maximise

accessibility and attendance from multiple student year groups.

| developed the session outline with the aim to provide a combination of theoretical knowledge on
anxiety with practical and applicable behaviour change techniques and low-intensity interventions
that dental professionals could use to support patients experiencing dental anxiety (Consultancy

Case Study Appendix 4). When designing the accompanying PowerPoint slides (Consultancy Case
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Study Appendix 5), | referred to published research in teaching to ensure my presentation was as
effective as possible. Brock and Joglekar concluded in their research that lower textual density in
slides and added non-textual elements stimulated positive student feedback (Brock & Joglekar,
2011), while Strauss, Corrigan and Hofacker advise that slides containing relevant visual elements,
when accompanied by instructor narration, use both the visual and verbal channels of a student’s
working memory, thus improving the chances of increasing knowledge (Strauss, Corrigan, &
Hofacker, 2011). After considering the subject matter of the lecture, | concluded that utilising slides
with a small amount of text, and visual elements to accompany my teaching would be the most
effective solution. | noted the importance of applying the learnings to realistic and relevant contexts
in order to maximise the potential for learning (Martin & Bolliger, 2018; Strauss et al., 2011). |
endeavoured to relate all learnings back to real-world scenarios and to provide clear examples of
specific interventions so that students could directly and immediately apply their learnings to their

practice.

When it came to the delivery, a technical problem meant that | was unable to use the ‘Polls’ feature
of Microsoft Teams as | had planned to. | was able to think on my feet and adapt my plan accordingly,
to use a different feature, but ensure the learning objectives were still met. Following the lecture, my
client provided positive feedback and shared that they would like to invite me to deliver this lecture
again in the future to more student groups. | also requested feedback from the students after the
lecture and received positive responses on the content and delivery of the lecture (Consultancy Case
Study Appendix 7). This was a valuable experience in developing training materials for trainee
healthcare professionals in a university setting, and | was able to utilise this opportunity as a

consultancy case study for the Professional Doctorate.

Final reflections on teaching and training

Reflecting back on my teaching and training experiences throughout my time on the Professional
Doctorate, | am grateful to have had a variety of opportunities to develop my knowledge, skills and
confidence with various student groups in multiple settings. Considering my initial teaching and
training experiences at the beginning of the Professional Doctorate in comparison with more recent
sessions, | now feel more comfortable and competent in my abilities. | have also had the opportunity
to reflect on and put into practice various educational theories across this time. | have learned the
value of immersing myself in approaches such as constructivism, which | find is a helpful perspective
to ground my teaching practice in. This has allowed me to develop a collaborative style of teaching,

which takes into account the student’s previous experiences and encourages autonomy and
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initiative. Through reviewing literature and reflecting on feedback received from students and
audiences across each teaching experience, | have also developed my knowledge and proficiency in
specific techniques such as utilising effective supportive materials such as slides, and encouraging

group discussions to facilitate learning.

The impact of the Covid-19 pandemic meant that many of my teaching and training experiences in
2020 and 2021 were in an online setting. This provided me with useful experience in navigating the
online and virtual environment when it comes to teaching, and gave me insight into how to adapt to
challenges such as the use of new technology, engaging students through distance learning, and
adapting teaching techniques to suit this setting. When the restrictions of the pandemic lifted, | was
pleased to be able to return to face-to-face delivery of training and education sessions in order to
maximise my experiences and learnings in this area. In my current workplace, many meetings and
workshops are currently held in a hybrid setting with some attendees in person, and others dialled in
virtually. I'm grateful to have had a breadth of experiences to allow me to continue to adapt to an

ever-changing world post-pandemic.

Through the process of logging my experiences in teaching and training, | have also identified some
areas for further development. Although | have gained some valuable experience in teaching trainee
healthcare professionals, | would benefit from further experience with different professions in
different settings in order to advance my capabilities. | would also like to increase my confidence,
through continuing to accept opportunities to provide teaching and training. | endeavour to keep
abreast of research and theory relating to teaching, as this process has taught me how vital it is to

base your practice in theory.
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Appendix 1. BHBIA training session webinar slides — creating patient centric materials

Session introduction

W,

///////////2

What makes materials patient-centric? |s Pharma any good at developing
patient-centric materials? This session will challenge you to think about the
assets that patients see.

BHBIA Qommees w1 o e e

What is the purpose of this webinar? What will you take away from this session?

= We will ask you to think about how you and your colleagues approach

Pharma is increasingly focussing on patient centricity. BUT... patient/caregiver communications and research.

How ‘patient friendly’ are communications from the pharmaceutical » You will be reviewing both good and bad communications to explore this
industry? yourself.

Do they consider the health literacy of the target population? * You will leave with guiding principles to focus your minds on patient

comms in the future.

* You will be able to ensure patient and caregiver comms and research are
clear, well understood, genuinely valuable and useable.

BHBIA [ L LT T —— BHBIA [ LI N Te T T re——"

Things to consider when developing patient information:

Language...
Content...
Accuracy...
Design...
Format... OPEN HEALTH

FTI B et

These elements also apply when looking at stimulus for patients/caregivers, _ :
how we ask questions and how we provide outputs to be shown more widely Health Literacy/Reading age
to patient populations.

BHBIA o L T T ——
Which newspaper do the following excerpts come from? “Mr Cameron was said to be ‘pretty hacked off’ yesterday, after his bike was
stolen outside his local branch of Tesco in West London. The Conservative
What reading age are they aimed at? leader left his bicycle padlocked to a short bollard at the supermarket in
Portobello Road at about 6.30pm on Wednesday as he was ‘picking up a few
bits of salad’. But when he emerged it had disappeared after thieves had
apparently lifted it clear. ”
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What does this mean?

« The average reading age in the UK is about 9 years old.

“This is the moment David Cameron saw his £1.000 mountain bike had been + The Sun aims at. a reading age of 9.

half-inched as he shopped in Tesco. He stood sadly as locals jokingly pointed + The GP?"‘j‘a“ ams at a reading age ﬂf_|4-

the finger of suspicion at London Mayor Boris Johnson, who had his own cycle + 1.7 million adults in England have literacy levels below
nicked recently. those expected of an 11-year-old.

Mr Cameron, in blue T-shirt, white shorts and trainers, had nipped into a

Metro store to get salad. He left his silver and black Scott bike chained to a

31t tall post - but yobs simply lifted it off.” Remember, writing to the average reading age of the UK is not
about intelligence - it's about comprehension....being
inclusive and writing to how people read.

BHBIA fo LT ToR——— BHBIA Qs <1 s e e

What is health literacy?

Health literacy is the ability to read, understand
and act on health information.

It is important to understand that health literacy
requires a range of skills and resources associated

with how we process health-related information OPEN HEALTH

FTI

There is a difference between health literacy,

general literacy and intellectual ability Reviewing materials

The capacity to obtain, interpret and understand
basic health information and then to use such
information and services to enhance health.

BHBIA

Reviewing patient materials:

For this exercise I’'m going to show you on some screen a variety of patient
materials that | would like you to review.

Think about:

+ Feel free to use the chat function to feedback on your thoughts

BHBIA Qarnes w1 ms s

Chamathersgy
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Malaria

Key facts

Transmission

Symptoms

What did you think?

BHBIA fo TR T

Guiding principles...

When developing any materials for patients or caregivers...

+ Don’t discriminate based on general literacy (consider reading age) or
health literacy

Short words, sentences and paragraphs

+ Simple vocabulary - explain technical words in brackets

+ Use active language, e.g. | kicked the ball vs the ball was kicked by me

+ Write how you speak - contractions, friendly/informal tone where possible

BHBIA Qarnes w1 ms s

Guiding principles...

And most importantly...

wherever you can, involve patients.

BHBIA Qs w1 ms s

COVID-19 is accelerating the rise of digital health...

s {in a Health Union survey of 2,214 peaple [iving with chronic health cor erns) said they
or planto have 2 teleheslth appointment since the start of the coronavirLs pandemic. This
suney, which was fielded Apri 1417

More than doubke - from the 23 of respondents from Health Union's first COVID-19 survey figkded inmarch
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Pravention

Indoor spraying with residual insecticides

OPEN HEALTH

FTI

Guiding Principles

Guiding principles...

Use bullet points

Spacing-out makes it easier for people to
read and less intimidating

Use human-friendly imagery - relatable
Accessible and appropriate formats

Use infographics and other visuals to help
convey information where appropriate

OPEN HEALTH

raTi o

Channels for Communication & Support

Tools to support patient engagement

VIDED /
APPS ANIMATION e ABIES

IEE WEBSITES g VIRTUAL @

BHBIA
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Personalising support

Digital tools enable a more personalised experience ... creating User Personas

aids designing with the user in mind

BHBIA

OPEN HEALTH
= -

THANK YOU!
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In summary

When creating truly patient centric materials...

Wwol Wl W2

Audience Pain Point Content

BHBIA
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Appendix 2. BHBIA webinar feedback

Email feedback from BHBIA webinar hosts and collated delegate feedback

L2 HPersonal identifiable details redacted
Sent: 13 July 2020 1005
1["HPersonal identifiable details redacted

|+ HPersonal identiiiable details redactedfl=Ig] =] LQPersonal Gentiable derals redactead
Subject: Webinar delegate feedback

Hi 5 and Helena,

We've now got the results of the delegate feedback - please see attached plus my comments below.

We will send the slides out this week (pdf format). ©F~ don't worry about sending a different slide set but please
could you just remind me of the mames of those tools that you mentioned and what they were for — and | can add
that into the email, for those who are interested.

Feedback

As a percentage of the attendees, the response rale is very good and the feedback itself is really positive. The
mean ‘value’ score of 8.1 is really excellent — right at the top of the range we get for our webinars (the feedback is
always quite variable as it's impossible to please everyone and often the averages are much lower than this) -
you did a greal job at pitching it at a level that was valuable for the majority.

It could be interesting to consider whether there are other topics like this that take a slightly deeper dive into an
aspect of patient research, for potential future webinars. And cerainly we'll keep in mind when encouraging
people to tune into past webinar recordings that this is one of the particularly useful ones.

We also had some nice comments in chat'Q&A at the end:
= Great session, thanks all!
= Great presentation - thanks everyone
» Thanks all - very insightful
* Thank you to™ " and Helena it was a great presentation, really interesting for me. Thank you for covering
miy question so well!

Many thanks again for sharing your time and expertise with our members.

Personal identifiable details redacted|

British Healthcare Business Intelligence Association
Registered Office: Ground Floor, 4 Victoria Square, 51, Albans, Hertfordshire, AL1 3TF
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Delegate feedback (N=12)

Prompt

Responses

Was the webinar
pitched at the
right level?

‘Yes, it was about right’ (n=9)
‘No it was too elementary’ (n=3)

What, if anything,
did you find most
useful about this
webinar?

“Learning how to use patient-friendly wording as we can often slip into more

HCP-friendly wording in patient materials!”

o ‘It was very useful to spread consciousness about the reading level of
patients and how to address this correctly.”

o “liked the specific examples”

e “It was a good reminder of the main principles when designing patient-
related materials. Good to hear an update on COVID-19 impact and thoughts
in channel of communication going forwards

e  “Practical sessions giving us the chance to look at materials rather than all

being theoretical”

What, if anything,
was not
useful/would you
have liked to
change?

e  “I would have liked to have seen the presentation focus on a more advanced
aspect of patient communications. The slides they showed could have been
condensed into one intro slide as the basics of patient research before moving
onto key issues.”

e  “would have been great to see a before and after”

e “Idon't feel anything was not useful, | do feel that they could have covered
more on this topic. Like some more about patients in other countries besides
the UK and if there are more things we could do to create more patient
centric materials. | think they could have covered more ground.”

e “I think the slides could have been more visual; i also felt it could have been
more strategic, felt was on a very tactical level”

e  “Nothing”

e  “Nothing”

e ‘I did not feel the need to change anything.”

e ‘I guess ideally more time to review and comment on things - was a little
whistle stop!”

Please let us have
any other
feedback/
comments/
guestions

o ‘I felt it was pitched at the right level, paced well and insightful. Clearly
knowledgeable speakers”

e  “Excellent webinar. The platform worked well, the presenters were excellent,
questioning was straightforward using "chat" and all questions were really
well handled by both presenters and BHBIA team.”

o “Really interesting and practical webinar, with some great tips to take into
the workplace”

Please rate the
overall value of
attending this
webinar out of 10

Mean score = 8.1
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Appendix 3. Midlands Health Psychology Network (MHPN) Careers Webinar Session Plan

Date: 05/12/2021

Timing: 15 minutes

Mode of delivery: remote (Zoom)

Attendees: Primarily MSc Health Psychology students and Trainee Psychologists

Objectives:
1. To provide information on my education and career path so far, and what led me to enrolling
on the Professional Doctorate
2. To deliver an overview of my experiences of the Professional Doctorate so far, and how | aim
to meet the competencies
3. To host a Q&A with the group and answer questions on my experiences, to allow for a
deeper understanding of the Stage 2 taught route in health psychology

Information provided to attendees:

Helena Morris is a Trainee Health Psychologist currently completing Stage 2 training via the
DHealthPsych Professional Doctorate at Liverpool John Moores University (LIMU). Based in London,
Helena works as a Senior Assistant Health Psychologist within the Patient Engagement team at OPEN
Health, a healthcare communications and market access company. In this talk, Helena will share her
experience of the Professional Doctorate, reflecting on her journey so far — including how she is
meeting the Stage 2 competencies and adapting to remote training.

Key discussion points:
e Education and training
0 Undergraduate and Stage 1 training experiences
e Employment experiences in health psychology
O Previous experiences
0 My current placement of employment during the Professional Doctorate
e Choosing a route that works for you
0 Why I chose the Professional Doctorate route
0 Researching and applying for Stage 2 training
o The Professional Doctorate at LIMU
O The application process and starting the programme
0 The structure of the programme at LIMU
0 How | am meeting the competencies
= Teaching and training
= Consultancy
= Behaviour change interventions
=  Research
= Professional skills
e Learnings and reflections
0 The biggest challenges for me
0 My learnings and reflections so far
e Q&A
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Appendix 4. Neurofibromatosis research dissemination session plan

OBJECTIVES

1. To provide an overview of qualitative research into the patient clinical and psychological

experience of neurofibromatosis from pre-diagnosis, to treatment and ongoing maintenance and

monitoring

2. To provide the patient and caregiver community with an opportunity to reflect and comment on

the patient journey research

3. To collate further insights into the emotional experiences of people living with neurofibromatosis

AGENDA

Activity

Outline

Introduction and objectives

Introduce the outline and objectives of the session including the
content to be covered, and format of interactive discussions
throughout

Insights sharing: Pre-diagnosis
and diagnosis experiences

Share key highlights from the research into the patient experiences
pre-diagnosis, and the diagnostic experience

Q&A discussion with attendees 1

Open to questions from attendees, to discuss the pre-diagnosis and
diagnosis research findings

Insights sharing: Treatment,
testing and ongoing monitoring

Share research findings relating to treatment options for
neurofibromatosis, how patients engage with these, and how the
condition is monitored on an ongoing basis

Q&A discussion with attendees 2

Open to questions from attendees, to discuss the treatment, testing
and ongoing monitoring research findings

Insights sharing: The practical and
psychosocial impact of
neurofibromatosis

Share key insights from the research relating to the psychosocial and
practical impact of life with neurofibromatosis

Q&A discussion with attendees 3

Open to questions from attendees, to discuss the practical and
psychosocial impact of neurofibromatosis research findings

Insights sharing: The caregiver
perspective

Share key highlights from the research on the caregiver perspective, in
the paediatric setting

Q&A discussion with attendees 4

Open to questions from attendees, to discuss the caregiver perspective
research findings

Summary and close

Summarise learnings from the session and close.

Client-identifiable information has been redacted for the purposes of confidentiality.
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This section contains three separate pieces of research. The first is a systematic review exploring
positive psychology interventions in prostate cancer. The second is a qualitative exploration of the
domains associated with patient empowerment in healthcare. The third outlines the development,
pilot testing and psychometric evaluation of a novel measure of patient empowerment. Additional to
this is a Research Commentary, which covers a reflective analysis of my research experiences and

learnings throughout my time on the Professional Doctorate.



Reflecting on my research experience during the Professional Doctorate, | am grateful for the
numerous opportunities | have had to hone my skills and knowledge, and to note a significant
increase in confidence in my abilities. I’'m thankful to have the opportunity to work with a team of
psychologists, many of whom have strong academic research backgrounds, and to have been able to
learn from their experience. Research was an area of the Professional Doctorate that intimidated me
initially, and some of my earliest reflections on this journey focused on how | might gain confidence
in my research abilities. Looking back, | am pleased to identify numerous areas of growth. A common
thread of this commentary pulls on the journey through which | have pushed myself out of my
comfort zone, allowing me to gain confidence, obtain experience and develop valuable research
skills. Within this commentary | will focus on my development as a researcher across the three
pivotal research activities during the Professional Doctorate alongside my professional experience in

my workplace placement.

Systematic literature reviews

When developing my Plan of Training at the beginning of the Professional Doctorate, | made the
choice to select my systematic review project as the first piece of work to focus on. | was slightly
daunted by the prospect of carrying out this research and was aware that a number of my peers on
the Professional Doctorate had experience conducting a systematic review through their Health
Psychology MSc programme, while it wasn’t a requirement during the time | completed the MSc, and
| had yet to complete one through my workplace. Because of this, | felt that | was unprepared or
lacked potential important knowledge, and so decided to complete this research first before any
other Professional Doctorate assignment. Upon reflection, my anxiety associated with the prospect
of the systematic review meant that my mindset was one of fear of failure, rather than curiosity
associated with my research topic and learning a new skill. For these reasons, alongside the
turbulence of the early COVID-19 pandemic, | delayed starting my review for many months. I'm
proud to reflect that | have since learned to recognise this mindset that | can initially take when
facing the start of a significant project, and while these feelings can still arise, | know how to best
manage and channel them through labelling and challenging the thoughts in turn. This was a helpful
learning that has allowed me to step back and reflect on my initial feelings when challenged with a

new project, ensuring | am allowing myself to start the work in a more positive mindset.
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The prospect of carrying out such a systematic piece of research felt huge to me as | began my initial
exploration into how to complete one. Reading guidance papers, course materials and textbooks
such as ‘Doing a Systematic Review’ (Boland, Dickson, & Cherry, 2017) on the steps required
intimidated me, as | felt | could make one mistake without realising and compromise my entire
research. In hindsight, | now believe the beauty of a systematic review is that its systematic nature

guides you through the journey, encouraging a rigorous standard of research.

Completing and submitting my PROSPERO registration felt like a milestone, as this was an unfamiliar
process, and | was keen to begin conducting my searches straight away. | was grateful to receive the
advice of a librarian at LIMU with queries relating to my searches. This was an invaluable resource,
and they helped me to refine my database searches, and source articles from overseas that | had
difficulty accessing. | also benefited from contacting one of the key researchers in my targeted field,
to request access to data | could not source. The process of reviewing and synthesising the data was
rewarding, and by this stage | was pleased to note that | couldn’t relate to the extreme apprehension

| felt at the beginning of the process.

| gained a lot of valuable feedback from my university supervisors when | submitted my drafts of the
systematic review. My supervisors encouraged me to include a quality assessment of the papers |

had included in the review, which enhanced the rigor of the review, and taught me the importance of
this assessment as well as the methodology of conducting this type of assessment. | was relieved to
submit and pass this piece of work, and it left me with a lot of learnings to reflect on as a researcher.
Through regular reflection on my abilities and confidence in this area and putting emphasis on active
experimentation (Kolb, 1984) when conducting reviews, | can see development in concrete skills
evidenced by more efficient work and better feedback from supervisors in my workplace. | have since
worked on numerous literature reviews and two systematic reviews in my workplace, and the
experience that | gained when working on this first review has been extremely beneficial. | now feel
confident in the process, and in my judgments as a researcher, while understanding where to seek

the input of others as appropriate.

Designing and conducting qualitative research

Designing and conducting qualitative research is an area that | felt much more comfortable with than
systematic reviews at the start of the Professional Doctorate. Through my workplace placement, |
have had the opportunity to regularly conduct a wide variety of research activities, ranging from

commercial market research to academic research written for scientific publication. | have gained
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experience in designing and conducting primary qualitative research through qualitative interviews,
focus groups and advisory boards, and these have offered me many individual opportunities that
have helped me to grow as a researcher. In July 2022 | was tasked with leading the development of
primary research materials including an interview discussion guide for people aged 7-16 living with
neurofibromatosis across Europe. Although | had assisted with research in paediatric populations,
this was the first time | had led a project with a paediatric sample. When developing the discussion
guide, | spent time researching best practice guidance and published examples of other work in this
population and sought advice from colleagues with experience in this area. While | had this wealth of
guidance, this was also a lesson in trusting my own judgment and instincts professionally. Due to the
age range, | opted to tailor the interview guide to segment questions appropriately for three
different age brackets and was required to justify this decision to my client’s medical review board. |
also learnt to translate and apply client-facing, complex research questions to appropriate research
materials suitable for the population. Individual novel experiences such as this have been invaluable

throughout my workplace placement, enriching my experience on the Professional Doctorate.

For my two pieces of empirical research to submit as part of the Professional Doctorate, | had two
separate qualitative research projects outlined in my Plan of Training. However, an opportunity arose
in my workplace to carry out an independent research project with the aim to develop a novel scale
to measure healthcare service user empowerment. This could be conducted in two stages; first a
qualitative exploration of the subject area to determine appropriate domains to be included in the
scale (empirical paper 1) and second, the initial development and piloting of the new scale (empirical
paper 2). Despite my qualitative research experience within the workplace, the idea of designing and
carrying out this research without the structure of my workplace felt vulnerable at first. While this
was also a work project, no other employees were allocated to it as it was not revenue-generating.
Upon reflection, this caused me to feel as though | had less scope to discuss ideas with others, but |

utilised meetings with my university supervisor to ensure | had appropriate support.

| noted a feeling of confidence when developing my interview discussion guide, which | can attribute
to the learnings and experience | have gained through my workplace projects. Developing the
application to submit my research to the University Research Ethics Committee (UREC) for
proportionate review allowed me to interrogate my proposed research design, and | made changes
including shifting from utilising focus groups to individual interviews for data collection, to allow for
more in-depth insights. My initial ethics application was rejected, and | was encouraged to revisit my

screener questions to ensure | was not asking for unnecessary data beyond the purpose of screening.
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| was disappointed by the rejection but learnt a valuable lesson relating to the design of research
screeners. After my revised application was approved, | began advertising for, screening and
recruiting participants, and subsequently arranging remote interviews with participants across the
UK. Recruiting participants was frustrating, as | received a number of applications from outside of the
UK due to the nature of URLs being shared across the internet. If | were to repeat this based on my
experience, | would use a more stepwise recruitment approach, widening my reach more gradually

to try and avoid this situation.

| enjoyed the data collection process and noted how rewarding it felt to be carrying out primary
research based on an area of my interest, having been able to conduct extensive background
research and review all relevant literature. | was able to fully connect with the research question and
felt that this translated into effective interviews with my participants. | found that because | was
reflecting after each interview, | gained learnings on how to approach certain topics or questions,
and how to elicit the most in-depth responses from my participants, which | could then carry forward
into the next interview. For example, | found it helpful to place a stronger emphasis on setting up the
tone of the interview, spending slightly longer outlining the desire for participants to be completely
honest and positioning them as the ‘experts’ on this topic, which | reflected elicited more open

responses.

When analysing the data, | opted to use NVivo for the first time, which streamlined the process and
supported the identification of themes. | was grateful for Braun and Clarke’s release of their book
‘Thematic Analysis: A Practical Guide’ (Clarke & Braun, 2021), which allowed me critically assess my
understanding of thematic analysis, and to ensure | was aligned with their method. | felt confident in
writing up this research after analysing the data extensively and prepared my paper for submission
to Health Promotion International. The use of NVivo for analysis was a helpful tool, and it is now a

software that | will use each time | carry out qualitative analysis based on this experience.

Quantitative methods and developing a novel measurement scale

For my second empirical paper as part of the Professional Doctorate, | embarked on a project to
develop, pilot test and carry out psychometric inspection of a novel empowerment scale, building
upon the qualitative research conducted as part of empirical paper 1. This research project was one
of the most personally rewarding, and | gained a wealth of confidence and research skills through the
process. | was excited to develop the scale, and to be given this level of responsibility from my

workplace to create an innovative tool that could be utilised to measure healthcare empowerment.
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This opportunity also allowed me to include some quantitative research methodology into my
Professional Doctorate portfolio, which wasn’t initially planned as part of my research competency in

my Plan of Training.

Through workplace projects | have had experience in developing surveys tailored to specific research
guestions and felt comfortable in the process of developing and assessing questions for
interpretability, ambiguity, face validity and content validity. However, the process of developing a
scale using a combination of existing and novel items, grounded in evidence was a new challenge for
me. | also felt challenged by the prospect of factor analysis, as this is something | hadn’t carried out
since my undergraduate psychology degree. | felt somewhat comfortable with using SPSS to carry out
the analysis, as | have had experience through my workplace in carrying out survey data analysis
alongside previous academic projects. | reflected upon this and noted that | felt motivated and
excited by these challenges, which was far removed from the fear | felt upon starting my systematic
review. | spent quite a lot of time researching and re-learning various methods of factor analysis
through textbooks and desk research before | had researched and developed the draft scale items, to

ensure | felt confident in the whole process from the start.

| worked with a team of psychologists within my workplace to review and validate decisions as part
of the scale development process. Each reviewer was asked to share the rationale behind their
recommendations to either add, remove or adapt scale items from the initial draft list. This gave me
a great insight into the decision processes of others and their interpretation of the scale items,
allowing me to evaluate an accumulation of evidence and apply this to my final research decisions

with regards to the scale.

The pilot testing process was another new challenge. As | was aiming to reach a sample of at least
300 people with a limited budget, | opted to learn how to use Amazon Mechanical Turk (MTurk) to
recruit participants. This was daunting at first, as | didn’t find the platform to be particularly user-
friendly to the lay-person or researcher, but it proved successful in reaching a wide variety of people
in combination with social media recruitment and snowballing. Reflecting on this process, | would

consider using this method again for research with broad sample inclusion criteria.
After developing, pilot testing and analysing the data from this scale, | felt a shift in my self-efficacy

relating to this type of research. Approaching this unfamiliar methodology with an inquisitive

attitude meant | could designate time to thoroughly understanding the ‘why’ behind each step. This
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in turn meant that | was confident in the rationale behind each methodological decision, beyond just
learning that something is ‘the right thing to do’ in a given context. This gave me a great sense of
accomplishment, and the confidence to approach new forms of data analysis with this mindset in the
future. As | write this commentary, my immediate next plans are to begin to submit my systematic

review, empirical paper 1 and empirical paper 2 to the journals they were developed for.

Professional practice and ethics in research

Working on research projects as part of a multidisciplinary team within my workplace has allowed
me to develop my professional skills related to research, including tailoring messages to different
audiences, playing to the team’s strengths and implementing reflexivity on behalf of our team and

our clients when designing a protocol.

There have been times when | have needed to challenge a client’s request in order to prioritise the
ethical standards of the research and protect the wellbeing of potential participants, either through
enhanced screening, reduced burden on the participant or a complete adaptation of research
methods. As outlined in the HCPC Standards of Proficiency (Health & Care Professions Council, 2023)
and the BPS Code of Ethics and Conduct (BPS, 2018), Health Psychologists must practise within the
legal and ethical boundaries of their profession and act in accordance with the four key principles;
respect, competence, responsibility and integrity. In these situations | have had to navigate some
tricky conversations with clients, and this has allowed me to grow as a professional. | have left each
conversation feeling more confident and authentic in the way | am communicating these messages.
Feeling increased confidence in this remit benefited me through the ethical review process for both
pieces of empirical research for the Professional Doctorate, as | felt | had practice in critically
assessing my decisions and testing to see if there is justification for every decision that will impact

the participant.

My work at OPEN Health is consultancy-oriented, meaning that | am required to act as an expert
advisor to our clients. Through various workplace experiences throughout my time on the
Professional Doctorate, | have learnt to balance the input and requirements of pharmaceutical
clients, healthcare professionals, patient advocacy groups and internal stakeholders while making it
my primary concern to ensure that the safety and wellbeing of any research participants is not
compromised. | have learned that it is helpful to gain buy-in from important stakeholders at the

beginning of a research project by outlining important ethical considerations upfront such as
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informed consent, legal and ethical boundaries, and safeguarding, as aligned to the HCPC Standards

of Proficiency (Health & Care Professions Council, 2023).

Broadening my research experience within my workplace

The nature of my work means that | have the opportunity to work with different populations as part
of research projects, including mental health, oncology and rare disease, and to conduct research
with patients, caregivers and healthcare professionals in various countries globally. This breadth of
experience has allowed me to learn how to tailor research design, for example, considering the
context of culture and social norms relating to health and the discussion of health-related topics, and
to seek expert input relating to the disease area, country or culture in question, including engaging

patient advocacy groups and developing research in partnership with those groups.

Through working with various internal and external teams as part of my work placement, | have also
been exposed to new research methodologies such as ethnography and social listening, and new
software to support qualitative analysis, and have worked with various approval boards including the

NHS Research Ethics Committee in partnership with pharmaceutical clients.

As my career has progressed throughout my workplace placement, | have experienced working on
research projects in both the roles of Assistant Psychologist and Behavioural Psychologist.
Transitioning from a junior to a mid-level role in this setting gave me the opportunity to become a
lead researcher on projects. This pushed me to gain confidence in my decision making, and to also
learn to take on a reviewer role in research design and analysis. Through paying close attention to
the HCPC Standards of Proficiency (Health & Care Professions Council, 2023) and the BPS Code of
Ethics and Conduct (BPS, 2018), | have ensured that my decisions are aligned to the guidance set out

by these professional bodies, and have also ensured that | am seeking regular supervision.

Competence in research understanding, development and delivery is paramount as a Health
Psychologist. The weight of the importance of this competency has intimidated me at times, but
consequently, the focus | have put onto gaining experience and developing a positive mindset with
regards to continuous learning as a researcher will hopefully stand me in good stead throughout the

rest of my career.
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Professional Practice

This section contains a Reflective Practice Commentary, detailing my reflections on my learning,
progress and growth over the span of Professional Doctorate training period. Accompanying this is a
comprehensive Practice Log, detailing the work undertaken during this period on a weekly basis. The

Practice Log can be found in a separate accompanying document.
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It feels like a significant milestone to be reflecting on my time working towards the Professional
Doctorate. My journey has been filled with turning points, from everyday occurrences that made a
new concept ‘click’ for me, to sometimes daunting experiences that have taught me immeasurable

amounts, altering the way | see things both as an individual and as a future Health Psychologist.

| believe that one of the most important tools in a psychologist’s toolkit is reflective practice, and |
reflect on the abundance of learnings, challenges and moments of growth over my time on the
Professional Doctorate with immense gratitude. The concept of reflective practice was first
introduced to me during my master’s degree, when | was encouraged to complete a reflective diary,
and | still consider it to be one of the best tools | have been given as a trainee psychologist. | began
my reflective diary during the first week of the doctorate, using Gibbs’ Reflective Cycle (Gibbs, 1988)
to provide a framework and prompts for my reflective practice. This commentary draws upon my
reflective diary and practice log to illustrate my reflections on six distinct experiences that have

shaped my learning and development.

Building professional, communication and therapeutic skills through research activities
While | have reflected in depth on my research experience and growth in my Research Commentary,
there have also been some pivotal research experiences and learnings that have had more of a

widespread impact on my professional skills and development.

In October 2020 | assisted my workplace supervisor in the facilitation of a virtual advisory board with
haematologists and people living with immune thrombotic thrombocytopenic purpura (iTTP). The
purpose was to collect data to explore the unmet holistic and psychological support needs of this
population. Assisting with the facilitation helped me to understand the ‘in-the-moment’ decisions my

supervisor was making. | reflected:

“This made me more aware of the challenges she faced: adhering to an approved discussion
guide, receiving prompts from our client for questions to ask, monitoring the online chat
function, being aware of timings, writing on the online whiteboard and above all this being
present and compassionate while listening to speakers but moving the conversation in the

right direction based on the research questions.” — reflective diary, 09/10/20

| recall feeling in awe of the skill level it takes to make this look seamless and natural, and not being

able to imagine myself facilitating an advisory board or focus group so smoothly.

A year later in October 2021, | had led some workshops, advisory boards and focus groups of my

own, and felt much more competent in this area. | was tasked with assisting a similar focus group
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behind the scenes, but a few moments before it began, the co-facilitator dropped out and | instead

had to lead half of the focus group:

“I was meant to be in a support role rather than a facilitator role. 10 mins before the advisory
board started, [my manager] told me the client didn’t want to co-host and | would have to do
it, alongside [my manager]. | didn’t feel nervous, | felt ready and confident to give it a go and
do a fairly good job, although | hadn’t prepared for this. It’s interesting to think that this time
last year | would not have had the confidence in my ability to do this.”

— reflective diary, 01/10/21

In December 2023, after a lot more experience, | co-facilitated another very similar advisory board
with a colleague, and it prompted me to reflect in the moment on my growth. | noted that | prepared
appropriately by immersing myself in the objectives and discussion points but didn’t ‘over prepare’
out of anxiety or nerves. The focus group went well, | was able to think on my feet and felt confident

and relaxed communicating with the group:

“The advisory board was really enjoyable because | was confident, felt comfortable with the
scope of the research and was able to direct the conversation, which made me feel relaxed

and | think make me do a better job as a consequence.” — reflective diary, 01/12/23

This thread of learning and development has been crucial to my understanding of and self-efficacy
relating to skill building as a trainee Health Psychologist. While this example is specific to the
facilitation of focus groups and related research activities, | now have a different perspective on my
own ability to learn and develop new skills more broadly, and feel more confident that | am able to
put my mind to learning new skills, despite how daunting the prospect may seem at the start of the

journey.

Conducting individual research interviews has also had a significant impact on my communication
skills in a broader sense. During the first two months of the doctorate, | spent a day conducting semi-
structured research interviews with my workplace supervisor and another Health Psychologist in my
team. This became a day of training, where | was able to listen in on interviews my supervisor
conducted, and seek feedback on my interviews while she listened in. We were interviewing people
living with polycythaemia vera and their caregivers to understand their lived experience of the

condition and their unmet needs.

“At the end of one patient interview, [researcher] asked if they had any questions, and the
patient asked whether their interview sounded normal, and wanted to check they’d answered
OK. They said they were nervous all day before the interview. This made me think more about

the power imbalance discussion from yesterday [during a Prof Doc lecture], and how the
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patient likely perceived a power imbalance. The patient commented that [researcher] made
them feel relaxed. Shows how the power imbalance feelings can be eased, e.g., she started
off the conversation by having a chat about favourite TV programmes.”

— reflective diary, 14/02/20

The above reflection describes a short conversation that gave me a window into someone’s
perception of the power dynamic in this situation, and it is a learning that stayed with me. | find
myself reminded of the vulnerability of this exchange, and it has shaped how | open up any
conversation with a patient or research participant as it reminds me to centre a down-to-earth,
human connection upfront, to be mindful of the power imbalance, and to aim to foster a
comfortable environment for what can sometimes be a vulnerable conversation for them. On the

same day, | also gained valuable insights from conducting interviews myself:

“Carer was really reassured and pleased to hear that her interview was going to help other
people. Carer said | had been very kind and thanked me. | reflected on what I did that would
have seemed kind. | think it was that | made her feel heard and understood. When she got
upset, | acknowledged that what she was sharing must have been very difficult and gave her
space.”

— reflective diary, 14/02/20

Although this was just one day of training, | reflect back on it now as a turning point for my
confidence in this area. It provided a gateway to reframing these conversations in a way that allows
for more of an authentic connection to be established with the other person in a professional way,
that can be conducive to better outcomes and a more comfortable experience for them. This was an
important learning that aligns well to HCPC Standard of Proficiency 7; communicate effectively
(Health & Care Professions Council, 2023). This experience and subsequent learnings have had a
broad impact on my professional skills and can be applied to clinical practice, therapeutic skills and

building a therapeutic alliance.

Research interviews have also prompted wider learnings related to my communication and clinical
skills. In April 2021 | was part of a research programme in conjunction with a pharmaceutical client
and some NHS Trusts across the UK testing the acceptability of a supportive app for patients with

treatment resistant depression. The research screening calls required me to probe suicidal ideation

and to screen participants based on specific risk criteria.

“This was the first time | had screened patients who were at a noted risk of suicide and it

gave me an understanding of how to discuss suicidality sensitively, and the risk assessment
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and escalation processes involved in working with a high-risk group of research participants.”

— practice log, 26/04/21
| reflected:

“At first, | felt uncomfortable asking patients that | had never interacted with before whether
they had suicidal thoughts in the past two years as part of the screener. | needed to spend
time reflecting on the patient perspective and discussing with my supervisor. | learnt not to
be afraid of using the word ‘suicide’ and to be comfortable in discussing it.”

— reflective diary, 27/04/21

Although | had prepared by discussing the escalation processes with the research team and related
psychiatrists, and following the protocol for screening, | didn’t feel a complete sense of ownership or
ease related to this activity. | felt uncomfortable with my lack of experience and knowledge in this
area, which prompted me to attend a Suicide Prevention Summit hosted by the BPS, in order to
expand my professional development. The summit provided various perspectives on best practice for
psychologists and those in the mental health field when speaking about suicide, and this was a very
beneficial educational experience. It provided me with a good understanding of the impact of

language relating to suicide, risk assessment, mitigating risk, and the relevant research in this space.

After this training, | felt better equipped and more confident in this area. Some of the discussions
directly addressed the uncomfortable feeling that can arise when discussing suicidality, and it
allowed me to acknowledge this feeling and prevent it from becoming a barrier to addressing this
topic. As | reflect back on the apprehension | felt during those first screening calls, | know that |
would feel much more comfortable in a similar situation now. Beyond this, | feel that this experience
taught me the importance of continuously assessing your skills, seeking appropriate training and
professional development opportunities, and ensuring that you are practising safely and effectively
within your scope of practice as per HCPC Standard of Proficiency 1 (Health & Care Professions

Council, 2023).

Implementing behaviour change interventions
When starting the doctorate, | had limited experience in delivering 1:1 behaviour change
interventions, and | felt uncomfortable having this gap in knowledge and experience. After the very

first day of the course, | reflected:

“I was quiet during the afternoon session. | would like to have made more contributions to
the group discussion, but I’'m feeling inadequate compared to the others as | don’t work 1:1

with clients in a therapeutic setting.” — reflective diary, 16/01/20
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A discussion during the afternoon session centred on therapeutic modalities and techniques, and |

recall thinking that | had little value to add to the conversation.

A few months later, it was reassuring to discuss my lack of confidence in my 1:1 skills and experience
with members of my cohort, as others shared that they also felt the same. We decided to set up
some video calls where we could role play therapeutic scenarios and discuss shared learnings, and |
learnt a lot from my peers during that time. During the first year of the course, | was grateful to
receive training on a number of modalities such as acceptance and commitment therapy,
motivational interviewing and solution-focused brief therapy, and | sought additional training on

cognitive behavioural therapy key skills.

During a lecture towards the end of that year, | took part in a formal role play scenario in front of the

rest of my cohort and university supervisors:

“Today'’s session focused on clinical skills and we had a series of role plays on scenarios given
us, taking turns to be the practitioner and the client and giving group feedback. | prepared a
rough structure of some questions beforehand, and my turn as therapist was first, which
gave me no time to be nervous. | received positive feedback from the group on my 30-minute

session and built confidence.” — practice log, 10/12/20

Receiving feedback from my supervisors and peers during this session gave me a confidence boost
and prompted me to reflect on my learnings over that year, the skills that | had developed, and how |

can put them into practice in this setting.

Over the next two years, | had the opportunity to design a number of population-level behaviour
change interventions through my workplace, and | became more confident in formulation and
intervention design. When it came to developing and delivering the 1:1 intervention used as a case
study as part of the doctorate, | considered my learnings and preparedness in this area. Ahead of the

assessment session | reflected:

“I feel quite nervous about starting this series of sessions because it’s not something |
normally do as part of my job. | do feel confident that | can navigate it and that I'm as
prepared as | can be for now, but it’s definitely out of my comfort zone.” — reflective diary,

23/03/23

Although | was nervous and felt out of my comfort zone, | can now see the marked growth in my
confidence compared to how | felt going into role play scenarios of 1:1 BCls two years prior.

Reflecting on my growth since the first day of the Prof Doc, | am now able to see a more nuanced
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picture of the skills | have and the areas in which Id like to grow and gain more experience in the

future.

Over the past few years, | have had many formal and informal learning opportunities relating to
intervention formulation, design and delivery, and specific therapeutic modalities. My confidence has
increased, and | also feel more able to see the bigger picture of how my learnings and experiences
from my workplace can be utilised in the 1:1 setting. Delivering individual interventions is a skill that |
will continue to seek further opportunities to develop. | would like to gain more experience in this
area after completing the doctorate in order to become a more well-rounded professional in this

space.

Midlands Health Psychology Network careers talk
In November 2021, | was invited to be a speaker at an online careers webinar for the Midlands

Health Psychology Network. Upon being asked to speak, | noted:

“I felt apprehensive about this because it would put me out of my comfort zone, but | also
knew I was able to do it. | immediately knew | should say ‘yes’ to this, so | did. In the past |
think | would have turned this down, but someone saw me do a recent talk and thought |
would be suitable, so it made me think ‘if they think | can do it and I think | can do it then
what is there to lose?’ I’'m hoping to build my confidence more in public speaking, so | should

accept this opportunity.” — reflective diary, 19/11/21

As highlighted in the above reflective diary entry at the time, being asked to speak at this event
prompted reflection and meta-reflection; | recognised my growth in confidence and self-efficacy
across the previous two years and felt proud that this had spurred me to immediately accept this
opportunity. | recall feeling surprised that | genuinely felt excited about the prospect of it. The task
itself was to speak about my experience on the doctorate so far as well as my career and journey into
health psychology, and to answer questions from other trainees, undergraduates, and MSc students.
The preparation for the talk required me to take stock of my journey so far, and this was a pivotal
moment at the half-way point of my doctorate experience where | first realised and reflected on
what | had learnt and how | had progressed up until that point. Upon further reflection, | understand
now that verbalising my experiences as part of the talk and answering the questions of others
cemented my learnings and allowed me to feel more confident in my progress and ability as a trainee

Health Psychologist.

Unprecedented times and prioritising wellbeing
| can’t reflect on what influenced me during my time on the Professional Doctorate without

mentioning Covid-19. Enrolling in January 2020, my experiences on the doctorate were significantly
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shaped by the pandemic, with plans changing in ways | couldn’t have imagined when applying for the
course. My cohort experienced only a handful of in-person sessions before the first lockdown began
and face-to-face discussions shifted to video calls and online lectures. Adjusting to working remotely
on the doctorate and in my workplace was a significant challenge. | reflected on how difficult | found
the shift to work in isolation, communicating only through emails and video calls, and to retain focus

and motivation while a global health crisis was unfolding.

“Working remotely is not for me. | enjoy picking up energy from other people. You can get that
slightly on the phone but it’s not the same. You can’t connect with people in the same way. |

struggle a lot with motivation remotely.” — reflective diary, 27/04/20

In my previous reflections | can recognise how challenging | found these circumstances. My progress
until mid-2021 was slower than | had planned, and | found it increasingly more difficult to ‘catch up’
with my initial Plan of Training (PoT), leading to a cycle of guilt, anxiety and avoidance. This way of
working wasn’t sustainable; | began to experience feelings of burnout and | knew | needed to make

some changes.

In order to practice safely and effectively it’s important for practitioner psychologists to maintain
their own mental and physical health, and this is specifically acknowledged in HCPC Standard of
Proficiency 3 (Health & Care Professions Council, 2023). Since identifying a need for change, | made
an effort to adjust my own health behaviours and to address my progress through supervision. Mid-
way through 2021, | discussed my situation with my university supervisor and we “re-set”. |
reconsidered my Plan of Training, adjusting my goals in line with the present, and | reduced my
placement working hours from five to four days per week. Upon reflection, this was a turning point
that pushed me to consider what it means to truly prioritise your mental and physical health in order
to maintain a high standard of professional effectiveness. Alongside reducing my working hours and

seeking support, | found new strategies that helped me to more effectively manage my workload in

these new circumstances and to maintain a healthy work-life balance.

This personal experience, and more broadly the experience of working through the height of the
pandemic taught me a number of lessons. Notably, | gained a better understanding of the
importance of using supervision to discuss all aspects of professional practice beyond discrete
problems and challenges relating to practical work. | also learnt to reflect on which aspects of my
work | find most rewarding and gained a better understanding of the extent to which | value face-to-
face interactions with the people | work with. Overall, this was a significant catalyst for self-

reflection, and | am grateful for all the learnings during this time.

Management in the workplace
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During my time completing the doctorate, | began line managing interns and Assistant Psychologists.
Though | had previous management experience in other roles, this was my first time managing in a
psychology role and it took me a while to feel confident in this position, though | knew | needed to
instil confidence in my team in order to perform well in this role. When | began managing the first

intern, | made the following reflection:

“I am still feeling an imposter when it comes to managing, meaning I’'m speaking with less
confidence. | feel as though I’'ve been arbitrarily picked out of me and [line report] to manage
them (i.e., the roles could have been reversed) which isn’t true. | need to reflect on this

more.” — reflective diary, 22/04/21

Almost three years on from this original reflection, | have had the experience of managing five
members of the psychology team. | now have a completely different perspective and the above way
of thinking feels quite alien to me. Through reflections and experience in this position, | am now able
to better recognise how | can offer support and guidance to the Assistant Psychologists that |
currently manage, and it feels much more natural. Although my workplace provides general
management training, | feel this is an area of professional skill in which it can be difficult to gauge
your own abilities, as it can be challenging to obtain objective or concrete feedback. In order to feel
more confident in this position, during the first year | spent time reflecting on the qualities of line
managers I'd had over the past ten years that | found to be most beneficial. | concluded that it is very
important to me to be my most authentic self, while maintaining professional boundaries as
appropriate to a supervisory position. | also found it a helpful practice to spend time understanding
the personalities, preferences and working styles of my line reports, so | can tailor my
communication style in a way that best suits them. My later reflections demonstrate that | can now

more effectively put these skills into practice, and feel more confident in this role:

“I need to speak to [line report] tomorrow about the feedback the project team received on
[client project detail redacted]. | have spent some time thinking about how to best talk about
the comments, how [line report] might feel and what she can do moving forward in
situations like this. | feel a bit nervous about the conversation, but | think it will be productive

and helpful once we have talked it through.” - reflective diary, 11/12/23

Although this conversation centred around me discussing some negative feedback that my line
report and their project team had received, | was able to frame the conversation constructively, and |
felt that | was supporting them in a way that would help them to learn and grow from this
experience. As my career moves forward, | will ensure that | regularly reflect on how | can better

support my team and seek feedback where appropriate to implement positive changes.
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Expanding professional skills

A common theme in my reflective diary was confidence, which has consequently been a common
thread throughout this reflective commentary. Specifically, | have worked towards and been put in
positions that have supported me to build confidence in applying health psychology in practice and
trusting my professional decisions. When | began the doctorate, as | know is common for many other

trainees, | felt a sense of imposter syndrome. | reflected:

“I feel like | have less health psychology experience than the others, though | know this isn’t
true in practice. Need to remember | have a lot of valuable skills and they [programme

leaders] chose me knowing my experience.” — reflective diary, 16/01/20

Though | can still feel imposter syndrome at certain times, the frequency of this feeling has
significantly reduced, and | now feel a lot more confident in who | am as a future Health Psychologist,
and my capabilities. Looking back on my reflections in this area, | can see a pattern of change. After
gaining confidence through practising clinical role plays, almost 12 months after the above reflective

diary entry | reflected:

“I felt a shift in thinking, about how I only need to be comfortable in practicing with the tools
I have, and | am still learning new tools.” — reflective diary, 10/12/20
This shift in thinking allowed me to shake off some level of imposter syndrome and to be able to

critically review my own abilities through a more positive lens.

In January 2023 | was promoted in my workplace to the role of Behavioural Psychologist. | moved
into a mid-level position within our team and began to take on more responsibilities and leadership
across health psychology projects. This new position made me consider the weight of responsibility |
had to uphold the values and standards of the HCPC (Health & Care Professions Council, 2023) and
BPS (BPS, 2018), and to advise non-psychologists across the wider multi-disciplinary team on best
practice when working on our projects, considering ethical issues and the wellbeing of the patients
and research participants that we work with. As my work is consultancy-based, | am frequently
required to advise our research sponsors and clients on health psychology solutions. Practising this in
my role has meant | have learnt to think on my feet, to come up with novel solutions and to answer
guestions on the spot, and | believe this has increased my confidence in my decision-making abilities.
I now feel able to make appropriate judgments while knowing when to seek further advice or

supervision if a challenge moves out of my current scope of practice.

The consultancy-based nature of my work has also meant that I've had the opportunity to work with
a broad spectrum of people of different ages, across different countries and cultures, with many

different health conditions. And by consulting on and managing patient and public involvement in
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clinical research design, conducting market research activities, and developing patient, caregiver and
healthcare professional interventions, | have been able to gain a good understanding of the role of
health psychology in a number of settings. I’'m grateful to have had the opportunity to learn about
countless health conditions including rare diseases and long-term conditions, and to have gained an
understanding of how health psychology can support those living with these conditions through
many different cross-sections of the healthcare experience from an individual to a systemic level. As
health psychology can be applied to so many settings, | believe it is a key skill for a Health
Psychologist to be able to effectively adapt and tailor evidence-based solutions to novel challenges,

and | am committed to continuing to develop this skill.

Conclusions

| feel privileged to have been given the opportunity to complete the Professional Doctorate in Health
Psychology. During the first day of the doctorate, the head of the course asserted that as trainees, we
had already learnt a lot of the theory, skills and tools that are needed in order to become an effective
Health Psychologist. They impressed upon us that Stage 2 was about putting these skills into practice
and building confidence, and that upon completing the doctorate each member of the cohort would
qualify as their own unique, authentic version of a Health Psychologist. Hearing this perspective gave
me the freedom to explore what practising as a Health Psychologist means to me, through ongoing
reflection, learning, and meta-reflection. | now hope that with these skills, and with continuous

reflective practice, | can embody my own authentic version of a Health Psychologist.
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