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Abstract 

This por�olio details work undertaken towards fulfilment of the five competencies forming the 

Professional Doctorate in Health Psychology. 

Professional Prac�ce: The trainee worked in the roles of Assistant Psychologist, Senior Assistant 

Psychologist and Behavioural Psychologist at OPEN Health, an independent healthcare 

communica�ons organisa�on, and carried out independent private prac�ce to fulfil the 

competencies demonstrated in this por�olio. Professional prac�ce is evidenced throughout the 

por�olio 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 reflec�ons on 

professional prac�ce are detailed in the Prac�ce Log and Reflec�ve Commentary respec�vely. 

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 Interven�ons: Two case studies have been developed by the trainee detailing a 

one-to-one, face-to-face dental hygiene interven�on and an online mindfulness-based group 

interven�on. 

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 reflec�ve 

diary outlining a number of teaching and training experiences. 

Research: The trainee produced three original pieces of research contribu�ng to the health 

psychology evidence base. A systema�c review explored the exis�ng evidence for posi�ve 

psychology interven�ons in prostate cancer. Empirical paper one used a qualita�ve methodology to 

inves�gate the domains associated with pa�ent empowerment in healthcare. Empirical paper two 

built upon the evidence generated in empirical paper one and outlined the development, pilot 

tes�ng and psychometric evalua�on of a novel measure of pa�ent empowerment.  
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Por�olio introduc�on  
 

This por�olio 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 I am today have included posi�ons in public rela�ons, healthcare adver�sing and honorary 

posi�ons in healthcare services before moving into a health psychology role. I believe that these 

previous career experiences have equipped me with an array of skills and atributes that have 

allowed me to develop and grow as a well-rounded prac��oner during my Professional Doctorate 

training.  

 

My current posi�on is Behavioural Psychologist within the Pa�ent Engagement team at OPEN Health. 

OPEN Health is mul�-faceted healthcare communica�on and consultancy organisa�on that partners 

with pharmaceu�cal companies as clients. The work of the Pa�ent Engagement team focuses 

primarily on pa�ent experience and disease burden research, pa�ent and public involvment in drug 

development and clinical trial design, pa�ent engagement strategy consultancy and popula�on-level 

behaviour change interven�on design.  

 

My scope of interest within health psychology is not contained specifically to one area, and this is 

reflected in the variety of professional ac�vi�es I have undertaken while demonstra�ng my ability in 

the key competency areas. I developed a training plan at the start of the course that changed in a 

number of ways due to shi�s in opportuni�es and inevitably due to the Covid-19 pandemic, which 

shaped a significant por�on 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 Den�stry to deliver a bespoke lecture to a mixed cohort of 

students on managing dental anxiety. This also provided me with addi�onal teaching and training 

experience. In some ways, this was the competency I felt most confident in as I have a good amount 

of consultancy experience from my workplace roles.  

 

The behaviour change interven�ons (BCI) competency is presented through two case studies. I 

delivered a one-to-one, face-to-face interven�on with an individual referred to me through my 

professional network. The interven�on targeted increased tooth brushing, and was delivered over 

five sessions. In constrast to the consultancy, this was the ac�vity I was most nervous about 

comple�ng, as one-to-one interven�ons 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 
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interven�on with a team within my workplace. The interven�on was carried out remotely online and 

incorporated daily mindfulness prac�ce with the aim to improve psychological wellbeing scores and 

trait mindfulness.  

 

Throughout the training period I 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 mul�disciplinary team within my workplace, covering the principles of health 

psychology and how it is applied within the se�ng we work.  

 

I started my research competency by comple�ng a systema�c review into the evidence for posi�ve 

psychology interven�ons in prostate cancer. This topic was inspired by wan�ng to take a deeper dive 

into the evidence a�er developing a mindfulness-based interven�on through my workplace for those 

with prostate cancer. My two empirical papers were connected. I was given the opportunity through 

my workplace to dedicate some �me to looking into the opportunity to develop a measure of 

general healthcare service user empowerment. My first empirical paper was a qualita�ve 

inves�ga�on into the domains associated with empowerment in healthcare. U�lising this evidence 

along with a further review of the literature and exis�ng measures, my second paper describes the 

development, pilot tes�ng and psychometric evalua�on of the novel measure of pa�ent 

empowerment. 

 

My professional development, learnings and growth are captured in the Reflec�ve Prac�ce chapter 

of this por�olio. My Reflec�ve Prac�ce commentary presents my overall reflec�ons and meta-

reflec�ons looking back across my training period. My Prac�ce Log is presented in an accompanying 

document, which outlines the work I have completed on a weekly basis throughout the Professional 

Doctorate.  
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The order in which the competency ac�vi�es were completed differed from the original plan of 

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

 

Timeline Ac�vity Competency 

Throughout Prac�ce Log Professional prac�ce 

2020 Plan of Training Professional prac�ce 

2021 Systema�c 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 Interven�on Case Study 2 Behaviour change interven�ons 

Behaviour Chance Interven�on Case Study 1 Behaviour change interven�ons 

Empirical Paper 2 Research 

2024 Research Commentary Research 

Reflec�ve Prac�ce Commentary Professional prac�ce 

 

 

This por�olio presents evidence of competencies in the following order, with relevant appendices 

included within each chapter:  

 

1. Planning training in health psychology  

2. Consultancy  

3. Behaviour change interven�ons 

4. Teaching and training  

5. Research 

6. Professional prac�ce. 
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Planning Training in Health Psychology 
 

This sec�on contains the ini�al Plan of Training developed at the start of the Professional Doctorate 

training period, as well as the ini�al training �meline and a SWOT analysis. 
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Plan of Training 
 

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. I 

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 I 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 I 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, I 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 I will focus on within these training sessions will include: 

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

2) A focus 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 I 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. 

I 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 I 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. I 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. I 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 I 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, I 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. 

I 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, I 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 I 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, I 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, I 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 I 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, I will put together a formal 

proposal document and contract. These documents will outline all the key details, including: 

• When the session will be  

• Timings and how long it will last 

• A recommendation of a topic and teaching plan for the training session   

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

• What I will gain from hosting this session   

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

• A timeline 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, I 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. I will also provide a formal summary of the training session, 

outlining the information I delivered and the new knowledge and skills that the cohort are expected 

to have gained. Following this, I 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, I 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 I 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 I will assess their sleep behaviour, and the behavioural and environmental causes of 

any sleep concerns. I 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 I 

formulated and delivered the intervention, and a reflection on the intervention including any 

changes I would make if I 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. 

I 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. I 

will first conduct research which will comprise several stages. I 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 I 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 I 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 I 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 I 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 I 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. I 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, I 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, I 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 I 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 (LJMU) 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 I 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 I plan to undertake as part of my training I would like to 

explore attitudes to sickness absence due to mental health in workplace environments within the 

UK. Within the research I 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, I 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 LJMU 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. I 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, I will be adhering to a number of professional standards 

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

Any of the activities I 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. I 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 I 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 I will be supported by guidance from LJMU including regular supervision. I 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 I will be practising throughout my training, alongside keeping a 

continued professional development log. 

During my training period I will keep a practice log, which will document my professional activities 

each week, what I learned and any feedback I received. I will also maintain a reflective diary and 

ensure I 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 I 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 I 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, I have fewer training activities planned. This allows a realistic 

timeframe in the later stages of the professional doctorate to ensure I 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 I need to, I can reschedule the dates I have planned to complete them. 

Within the timeline, I have planned to begin research activities in early 2020. I 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 I will be able to 

extend the time I need to complete it if necessary, without delaying the completion of my overall 

training. 

The research projects I have outlined in my plan are all designed to be completed outside of my role 

at OPEN Health. Although this means that I won’t have the opportunity to save time by meeting this 

competency in my workplace, for example by utilising any research I will be conducting with 

pharmaceutical clients, a strength of this approach is that I 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. I 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 I 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 I work with are suitably protected. Having worked in a professional industry for 

five years I feel that I 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 I 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 I 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, I 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 I will need to take a lot of care to ensure that my 

role is clearly defined, and I can demonstrate that the work I have completed is my own, individual 

work. I 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 I will be learning and developing in a number of areas, I will 

need to dedicate time to ensure I am suitably competent and knowledgeable in multiple areas. Were 

I to focus my activities on one particular area of health psychology, I may be able to save time in 

learning around this subject area and potentially combining multiple competencies together. 
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However, although I 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 I can. 

Another weakness within my plan of training is that many of the activities I have included will be 

completed outside of my full-time role at OPEN Health. This could be a weakness, as it means I 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 I 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 I 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. I 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 I might otherwise be unfamiliar with. 

 

I 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 I 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. I 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 I 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 I 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 I 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 I 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 I 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 I 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 I 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 I will need to ensure that I 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, I 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 I 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 I am confident in participating in 

group discussions and sharing my viewpoint, there will be times I 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 I completed by Health Psychology MSc in 2015, there is a risk that due to time passing, I may have 

forgotten some elements of the training I completed during this course. Although I have been 

maintaining and building upon my health psychology knowledge since the MSc, there are some 

areas that I have not practiced, such as the utilisation of certain software such as SPSS. To avoid this 

threatening the quality of my work, I will need to ensure that I engage in any additional training 

required to make sure that my knowledge is maintained in these areas, should I identify an area of 

weakness. 
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Delivering teaching and training is not an activity that I partake in regularly, and I 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 I have planned, 

I 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 I 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, I 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, I will ensure to seek regular supervision from both my university and workplace 

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

This sec�on 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 reflec�on on the delivery of this work can be found in the 

Teaching and Training Diary.
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Consultancy Case Study 
 

Introduc�on and background  

Den�stry in the UK has undergone a sea change over the past few decades, led by a shi� from a 

paternalis�c 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 shi� in dental care, it is increasingly important for dental professionals to understand and be 

confident in managing pa�ents who experience dental anxiety. This case study outlines a consultancy 

project in partnership with the University of Central Lancashire (UCLan) School of Den�stry 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 den�st. During a discussion with this person around pa�ent-centred approaches in 

den�stry and the current dental training curriculum in the UK, we reflected on the management of 

pa�ents with dental anxiety. They shared with me that many pa�ents present with anxiety and it can 

some�mes be difficult for newly qualified dental prac��oners with limited pa�ent exposure to 

recognise anxiety and feel confident in managing it. 

 

A ques�onnaire-based UK study reported that despite den�sts receiving training in managing 

anxious pa�ents during their degree, 65% of den�sts who par�cipated in the research shared they 

felt less than adequate in the use of psychological techniques (Ayn, Robinson, Nason, & Lovas, 2017). 

I 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 addi�onal educa�on on managing pa�ents 

with dental anxiety from a psychological perspec�ve. With this in mind, I decided to approach a UK 

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

 

U�lising the ‘Seven Cs of Consul�ng’ framework developed by Mick Cope (Cope, 2003), I followed a 

systema�c methodology to plan, manage, monitor, and evaluate the consultancy, which I will 

reference in this case study.  
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Establishing a consultancy rela�onship 

Before contac�ng a poten�al client, I felt it was important to carry out some background research to 

form an ini�al understanding of some of the poten�al needs associated with this client group. Firstly, 

I arranged a mee�ng with my registered den�st contact to hear more of their perspec�ve on the 

poten�al needs of university den�stry programmes in this area. Secondly, I 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 pa�ents 

with dental anxiety. Based on this preliminary research, I constructed a consultancy proposal 

(Appendix 1), which was enclosed in an introductory email (Appendix 2) to my poten�al client, Dr 

Charlote WIllmot, Senior Clinical Teacher at the UCLan School of Den�stry. Within this document I 

considered some of the details that a poten�al client may be interested in while considering a 

consultancy partnership, including project milestones and the an�cipated scope of the consultancy. 

The client responded with interest and I arranged a mee�ng 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 percep�on of the current situa�on, their goals and what power 

they have to influence the outcome. This builds the founda�on of a posi�ve client partnership, and a 

strong consultancy. When preparing for my first client mee�ng, I aimed to ascertain their current 

percep�on of the consultancy need, any goals they hoped to achieve from the poten�al consultancy 

work, and if there were any addi�onal stakeholders that needed to be included in the planning and 

execu�on of the work. Drawing from my previous experiences in providing consultancy and 

managing client rela�onships, I priori�sed building a rela�onship based on trust, integrity and open 

communica�on.  

 

In the beginning stages of the consultancy during which I was preparing to make ini�al contact with 

the client, I felt hesitant in how to best approach this rela�onship. Upon reflec�on, my uncertainty 

was around the level to which my poten�al 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 

ar�culate this. Cope suggests a client rela�onship 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 I 

could ascertain that having a mutual professional connec�on established a slight familiarity that 

would not have existed in a cold contact, but I was s�ll uncertain as to the push versus pull dynamic. 

Our ini�al conversa�on allowed me to understand that the client was interested in my proposal and 
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therefore the push versus pull felt quite balanced. This informed the tone of my further 

communica�ons. During the call, I made sure to establish ways of working including modes of 

communica�on and the level of contact the client could expect from me. The format of a video call 

meant that a visual connec�on could be made with the client, allowing for body language including 

eye contact, non-verbal listening cues and posi�ve facial expressions to be conveyed. This allowed 

me to build a rapport with the client, and I closed the call feeling confident we had established a 

friendly working rela�onship.  

 

According to Earll and Bath’s chapter in ‘Health Psychology in Practice’, it is important to clarify the 

role of the stakeholder within their organisa�on, including understanding whether any other 

stakeholders need to be involved in the consultancy process upfront (Earll & Bath, 2004). Successful 

management of a client rela�onship means understanding the key stakeholders involved in their 

work and naviga�ng 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 le� 

par�ally sa�sfied (Cope, 2003). For this client, an important stakeholder was the target student body 

of the university, and I recognised that it would be crucial for me to pay close aten�on 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. I began this process by 

gathering informa�on from the client on the educa�onal needs of the students, as well as the 

desired outcomes for the client themselves. In this stage, I aimed to mirror the process consulta�on 

model (Schein, 1999) in which the consultant and the client work together to iden�fy the problem 

and through the leadership of the consultant, collaborate on a solu�on that the client feels a sense 

of ownership of. During this process, I began to elicit and priori�se 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 fi�h 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 fi�h year BDS students would have clinical experience, they are 



Consultancy Case Study 30 

likely to have only seen approximately 30 pa�ents, and none of these pa�ents will have had a high 

level of dental anxiety. This meant that I needed to ensure my content was accessible to all levels of 

clinical experience. I considered this to be a key priority when forming the content of the lecture and 

opted to begin with a ‘back to basics’ introduc�on of what anxiety is, and how it might manifest in 

the dental se�ng. I also honoured this requirement by ensuring I provided defini�ons to any words 

or concepts I considered may be unfamiliar to the group and allowing for ques�ons to be asked 

throughout the lecture.  

 

When consul�ng with my client, I also made sure to discuss what success would look like from the 

client perspec�ve, and I asked what the desired outcome would be in terms of how their students 

approach pa�ents with dental anxiety. This informed me of the client’s expecta�ons 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, I 

prepared a consultancy agreement containing the agreed scope of work, as well as assurance and 

posi�oning on regulatory compliance, confiden�ality, 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 I 

made sure to discuss the arrangements first with the client before solidifying the details in wri�ng. I 

found this nego�a�on process a challenge during the first call, as it was my first live interac�on with 

the client, and I needed to balance gauging their level of interest while discussing more specific 

parameters and the poten�al scope of the consultancy. In previous consultancy experience working 

as part of a large company, the ini�al client contact would usually have been established and 

solidified before very specific details of the scope of the project were defined. On reflec�on, an 

alterna�ve 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 I opted to combine the two so as not to ask for too much 

�me from the client upfront, but the alterna�ve approach is something I will consider in the future. 

Once I finalised the contract, I shared it with the client and invited them to review and confirm if any 

changes were needed. The client was sa�sfied 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 cri�cal phase, which covers the 

development of a sustainable solu�on that is measured against clear success criteria. Based on the 

mee�ng I had with the client to understand their needs, and the scope defined in the contract, I 

began to construct top-level recommenda�ons 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 objec�ves and content outline to 

the client. I felt it to be an important checkpoint in the client rela�onship and in the consultancy 

planning, as the client would be able to sign off in wri�ng on some of the agreed parameters and 

outcomes that had been discussed. Cope describes the development of a successful consultancy 

solu�on to be a process of managed crea�vity between the consultant and the client (Cope, 2003). 

By including this checkpoint within the process of building a solu�on, I allowed the client to be 

directly involved with the journey of developing the materials, thus ensuring a collabora�ve 

approach.  

 

Earll and Bath advise that measurable aims and objec�ves need to be clearly specified to the client 

(Earll & Bath, 2004). Therefore, I 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, I moved on to researching and 

developing the final lecture materials. The lecture was to be hosted virtually, using Microsoft Teams. I 

drew upon my own experiences of delivering teaching and training, as well as the educa�on I have 

received on teaching methodologies, combined with addi�onal research into the educa�on of dental 

students to develop the lecture materials.  

 

I ini�ally aimed to develop an interac�ve lecture that combined didac�c teaching with peer-group 

learning and par�cipa�on. According to a recent scoping review of dental training in the UK, didac�c 

teaching is widely used to convey theore�cal informa�on in dental schools, and the content is o�en 

enhanced by audio-visual means during teaching sessions (McGleenon & Morison, 2021). 

Addi�onally, educa�onal research shows that dental students indicate a preference for visual 

learning and place high value on engaging content (Murphy, Gray, Straja, & Bogert, 2004; 

Schönweter, Lavigne, Mazurat, & Nazarko, 2006). During one communica�on, my client shared that 

the nature of teaching such a mixed group of students meant that some of the group may have 

reserva�ons in ac�vely par�cipa�ng in front of other members of the group. This meant that I had to 

develop engaging ac�vi�es that could be completed anonymously. I opted not to u�lise any peer-
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learning as it felt it would not be appropriate in this se�ng. I u�lised the ‘Polls’ feature built into 

Microsoft Teams as a tool to support student engagement and interac�vity. Using this feature, I 

devised anonymous polls that would generate percentage-based answers and word clouds. I felt it 

was important to retain these interac�ve elements as research into online learning engagement 

strategies has shown that online collabora�on and peer-to-peer engagement are rated by students 

to be educa�onally beneficial (Mar�n & Bolliger, 2018). This would also maximise the likelihood of 

students fully atending to the lecture contents, which would be important in order for change to 

happen.   

 

I 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 qualita�ve and quan�ta�ve studies and 

reviews outlining evidence of successful interven�ons in dental anxiety, and many relevant insights 

from pa�ents with dental anxiety on their experiences in the dental se�ng. Based on this literature 

review, I priori�sed what I considered to be the most important topics, which included: an overview 

of anxiety; how and why anxiety may manifest in the dental se�ng; how anxiety can be recognised; 

and how dental anxiety can be best managed by the dental team using behavioural and 

communica�on techniques.  

 

Research shows that triggers of dental anxiety can be different in adults versus children, and it is 

important for each pa�ent group to be managed accordingly (Morgan et al., 2017; Shindova & 

Belcheva, 2021; Vanhee, Mourali, Botenberg, Jacquet, & Vanden Abbeele, 2020). The dental team 

can learn to recognise pa�ents with dental anxiety through observing their behaviour and 

communica�on (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 

effec�ve in a number of se�ngs, and I provided the students with a range of behavioural and 

prac�cal tools that could apply to their prac�ce (Appukutan, 2016; De Jongh, Adair, & Meijerink-

Anderson, 2005; Newton, Asimakopoulou, Daly, Scambler, & Scot, 2012; Wide Boman, Carlsson, 

Wes�n, & Hakeberg, 2013). The use of storytelling and gamifica�on has shown to be successful in 

reducing dental anxiety in paediatric pa�ents, and so I opted to include informa�on on addi�onal 

resources that the dental team could provide to pa�ents (Abbasi et al., 2021; Alsaadoon, Sulimany, 

Hamdan, & Murshid, 2022). 

 

While building the lecture materials, it was important to ensure that the interven�ons and guidance I 

recommended were appropriate and relevant for an NHS se�ng. Many published behavioural 
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interven�ons, while successful, are not necessarily feasible to carry out in a �me and resource-

restricted environment. Including these interven�ons in the lecture would run the risk of not 

providing accessible or relevant informa�on and may reduce buy-in from students. I also made sure 

to closely follow the agreed structure and outline of the materials that had been agreed with the 

client. I planned to set up a call with the client should I 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 cer�ficate for their 

atendance. In order to meet this need, I researched the requirements of the UK General Dental 

Council for verifiable CPD, ensured that my content met those criteria, and created and distributed 

cer�ficates to atendees following the lecture. I was keen to fulfil this request as I have never 

delivered CPD to healthcare professionals and trainees, and I knew it would be good experience for 

me to research and carry out this process. This request was out of scope of the ini�al consultancy 

agreement, however, due to the pro bono nature of this work and my personal interest in wan�ng to 

gain this experience, I didn’t feel it necessary to raise this with the client. Reflec�ng back on this 

decision, I know that if I was charging a fee for this work, I would have felt comfortable in addressing 

that this was out of scope, even if I was not adjus�ng the fee or contract accordingly.   

 

When psychologists engage in interprofessional collabora�on as consultancy, it is vital to be able to 

remain adherent to ethical standards, and prac�ce within your scope (Arredondo, Shealy, Neale, & 

Winfrey, 2004). This means that considera�on must be made to poten�al challenges and an�cipated 

situa�ons in which an ethical dilemma may present itself. I felt it important to clarify any poten�al 

professional boundaries upfront. Therefore, I ensured to include an upfront communica�on within 

the lecture to outline that my material will only cover psychological and behavioural management of 

anxiety in the dental se�ng, and I cannot advise on pharmacological solu�ons, e.g., seda�on. I 

developed a verbal ac�on plan with my client which addressed the risk of a student asking a 

ques�on that may be beyond my scope of prac�ce. This involved sta�ng my professional scope and 

deferring the inquiry to my client, who would be present during the lecture and could field any 

clinical ques�ons 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 par�cular focus on the 

human factors that need to be managed. A consultancy solu�on o�en involves challenging the 
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current status quo. Led by Cope’s framework, I considered both tangible and intangible change 

factors that could influence the effec�veness of the consultancy project. The key tangible element to 

this process was to ensure that students would atend and engage with the lecture itself, providing 

them with the opportunity for behaviour change. By providing a CPD cer�ficate, and cra�ing an 

engaging lecture �tle and outline, I created an incen�ve for students to atend the lecture, ensuring a 

condi�on where this tangible change element had a good chance of being implemented. I 

considered the key intangible change factor to be students’ mo�va�on and inten�ons to change 

their current behaviour with regards to the management of dental anxiety. In order to ensure a 

change was made, I needed to address any pre-exis�ng beliefs in the students that may hinder the 

change process. I planned to begin the lecture by sharing an overview of the reasons why beter 

management of anxious pa�ents would have a benefit to the dental team as well as to the pa�ent, 

with the aim to target any exis�ng personal a�tudes, and to follow this with informa�on on how the 

anxious pa�ent can be supported in a regular NHS se�ng, to highlight that the students can make a 

difference, targe�ng 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 (Mar�n & Bolliger, 2018). Applying the 

behavioural solu�ons within the lecture to real-life examples of how anxious pa�ents 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 prac�ce. Finally, I ensured to emphasise the importance of 

adap�ng any communica�on techniques to their own style of communica�on, in order to increase 

the likelihood of the students adop�ng 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 

den�sts from the UCLan School of Den�stry. I joined the video call early in order to set up the 

interac�ve elements including polls and encountered a problem. The func�onality for the Microsoft 

Teams Polls add-on wasn’t configured for use on the client’s pla�orm and the client was unable to 

add it. Ini�ally I felt concerned that the lecture would not be as engaging, and that my slides 

wouldn’t be accurate to the ac�vi�es. I managed to quickly come up with an alterna�ve solu�on, 

and asked students to use the interac�ve responses on Teams (for example, ‘thumbs up’) to engage 

with the ac�vi�es instead. This meant that I needed to adapt the ques�ons I was asking the group to 

evoke ‘yes’ or ‘no’ answers only. As I had five minutes to spare before the lecture began, I edited the 
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relevant slides to remove any instruc�ons rela�ng to the Polls feature. This allowed me to feel more 

in control of the situa�on, and I was thankful to have the spare �me to make this change. Upon 

reflec�on, this was a key learning moment. In future, I will endeavour to test the exact technology 

set-up beforehand to troubleshoot any issues of this nature. The lecture was given as planned, and I 

felt confident in my delivery of the material. 

 

Following the lecture, I 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 ini�al objec�ves and how these were met, and provide recommenda�ons to the client. 

The ini�al recommenda�on of the consultancy was to host the lecture to equip students with 

knowledge and skills in this area of learning. I provided the client with recommenda�ons for the 

future, in order to ensure a las�ng change. These included the recommenda�on to repeat this 

training in future years and with future cohorts, as well as to host a more interac�ve face-to-face 

session where students can put their skills into prac�ce in a safe se�ng through the use of role-plays 

and other group ac�vi�es.  

 

Evalua�ng the process 

A key stage of Cope’s model is ‘Confirm’. This is the fi�h stage of the process and outlines the need to 

ensure that the an�cipated change has taken place, using quan�ta�ve and qualita�ve measures. In 

order to measure the success of the consultancy, it was important to gain feedback from both the 

students and the client. The evalua�on of a consultancy project must be clearly linked to the ini�al 

aims and objec�ves (Earll & Bath, 2004). Therefore, the consultancy could only be deemed successful 

if the students found the lecture informa�ve and beneficial to their prac�ce, and if the client felt that 

the lecture met the needs of the School of Den�stry. I developed an online feedback form, which 

was shared with the students by my client a�er the lecture. Thirteen students completed the form 

and the results were posi�ve. 100% of respondents felt more confident in managing pa�ents 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 I had shared the final report with the client, I asked for 

their final feedback and reflec�ons on the consultancy process. I provided them with feedback 

prompts, and the client gave writen feedback (Appendix 8). I was pleased to receive posi�ve 

feedback on both the overall consultancy process and on the final report. The client noted that the 

lecture was informa�ve and supported the students in developing their clinical prac�ce to support 
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the community of anxious pa�ents, which confirmed that the client also believed that the aim of the 

consultancy had been met. 

 

The penul�mate phase of Cope’s framework is ‘Con�nue’. Cope defines this as a process of ensuring 

that change will be sustained using learnings that emerge from the transi�on, the skills of the change 

agents and the sharing of new knowledge and skills. The framework suggests evalua�ng whether 

there are any barriers to sustained change, such as poten�al push back from administra�on on the 

client side (Cope, 2003). As the client was on board with the consultancy deliverables throughout 

and communicated that their posi�on on the importance of this par�cular educa�on was echoed by 

their colleagues in the School of Den�stry, I believed there to be no barriers in this respect. Secondly, 

Cope suggests that knowledge transfer must take place in order to maximise the con�nua�on 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 prac�ce, I believe that a strong opportunity for con�nua�on 

of this change has been created.  

 

The final stage of Cope’s framework is ‘Close’. This stage covers the end of the consultancy 

rela�onship. Cope emphasises the importance of understanding and reflec�ng on the final 

outcomes, considering new learnings and inves�ga�ng any future consultancy opportuni�es (Cope, 

2003). At the end of the guest lecture, I 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 sa�sfac�on and a 

con�nued rela�onship. The close of the consultancy was marked by the client’s final feedback on the 

consultancy report, in which they men�oned an opportunity for a con�nued rela�onship, and 

further consultancy work in the future. I ensured to end our current engagement with a posi�ve 

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

 

Final reflec�ons  

Documen�ng 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 opportuni�es for change. 

There are some key areas of growth for the future that I can recognise. Cope suggests contrac�ng 

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, I carried out a substan�al amount of the 

clarifica�on stage before the contract was signed. Upon reflec�on, an alterna�ve approach would 
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have been to carry out more of a high-level clarifica�on process in order to establish details to inform 

the contract, before moving on to a more in-depth clarifica�on phase. Although the consultancy 

went ahead as planned, this decision created an unnecessary risk where I was carrying out work 

including researching the problem and asking the client clarifica�on ques�ons without a consultancy 

agreement in place. In future consultancy work, I will endeavour to carry out the clarifica�on phase 

of the work a�er a contract is in place, to protect my �me. 

 

Another key reflec�on on my consultancy was during the contrac�ng phase. Once I had developed 

the proposed contract, I felt a lack of confidence and a feeling of awkwardness when presen�ng this 

to my client. I didn’t expect to have this feeling, as I have carried out this process numerous �mes in 

the past as an employee of a healthcare communica�ons company. Upon reflec�on, the dis�nc�on 

here is that I have previously contracted the work of an en�re team of people, whereas in this 

project I was contrac�ng en�rely my own work, and it felt more personal. It encouraged me to reflect 

further on my own percep�ons of the value of the work I was offering and ques�on whether I had 

any unhelpful beliefs that may be limi�ng my confidence in this area. 

 

I decided to offer this consultancy pro bono, so I could focus on the process of consultancy itself and 

use it as a learning experience as part of the Professional Doctorate. I 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 mul�tude 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 I am confident that my learnings from this consultancy will benefit me for the 

rest of my career.  
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Appendix 1. Dental anxiety consultancy proposal  
 
 

 
 

 

 

 
 
 
 
  



Consultancy Case Study 41 

Appendix 2. Ini�al email to client   
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Appendix 3. Consultancy contract 
 

CONSULTANCY AGREEMENT 
 
 
This Agreement is entered into effec�ve as of 17th October 2022, between , University of 
Central Lancashire (hereina�er "CLIENT") and Helena Morris, hereina�er “CONSULTANT.”) 
The Client wishes to engage Consultant to develop an educa�onal solu�on to meet the needs of the Client 
under the following terms and condi�ons:  
 
1. RATE 
100% pro-bono.  
 
2. PAYMENT SCHEDULE AND TERMS  
N/A  
 
3. CONSULTANCY PROJECT SCOPE  
The Consultant’s responsibili�es shall include, without limita�on, the following ac�vi�es (hereina�er 
collec�vely referred to as "Services"):  

• Discussion and liaison with the Client to evaluate the Client’s needs and the needs of the associated 
student group  

• The development of tailored recommended educa�on material, informed by the evalua�on of the 
Client needs to provide students with an understanding of how to recognise and manage dental 
anxiety  

• Liaison with the Client to refine and amend educa�onal material content  
• The delivery of a one hour educa�onal session to students  
• The evalua�on and summary of the final deliverable, summarised in a final writen report 

 
The evalua�on, 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:  

- Up to 1 hour discussion with Client  
- Email correspondence 

1 week 
 

Development of first draft of recommended educational materials outline 
- To be developed in Word for the purpose of detailed review 

1 week 

Client review and amends to educational materials. To include:  
- Up to 1 hour discussion with Client as needed 
- Email correspondence 
- Updates to educational materials outline 

10 days  
 

Development of final educational materials. To include:  
- Client final review of materials 
- Email feedback to be provided by the Client  
- Final refinement of materials by the Consultant as necessary  

1 week  

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 �meline is only an es�mate. Consultant will undertake all reasonable efforts to perform services within the 
�meframe(s) iden�fied above. Client acknowledges and agrees that Consultant’s ability to meet schedules will 
be dependent upon Client mee�ng its obliga�ons to provide materials, approvals, and/or instruc�ons to 

Personal identifiable details redacted
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Consultant in a �mely 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 altera�on or devia�on from the above specifica�ons involving extra or third party costs will be executed 
only upon approval with the Client. Any delay in the comple�on of the project due to ac�ons or negligence of 
Client, unusual transporta�on delays, unforeseen illness, or external forces beyond the control of the 
Consultant, shall en�tle the Consultant to extend the comple�on/delivery date, upon no�fying the client, by 
the �me 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 na�onal and local 
laws, regula�ons 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 iden�fied 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 inten�onal misconduct. Client agrees, at its sole defence, to indemnify and 
defend the Consultant from and against any damages, claims or suits by third par�es against the Consultant 
arising from the performance of the Consultant’s Services hereunder unless caused by the Consultant’s 
inten�onal misconduct. 
 
8. TERM AND TERMINATION 
This Agreement will commence upon the last date of signature below. The Agreement will then remain 
effec�ve un�l 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 �me by either party: 
(i) effec�ve immediately upon no�ce, or by the mutual agreement of the par�es, or (ii) if any party becomes 
insolvent, files a pe��on in bankruptcy, makes an assignment for the benefit of its creditors, or (iii) if any party 
breaches any of its material responsibili�es or obliga�ons under this Agreement, which is not remedied within 
ten (10) days from receipt of writen no�ce by the other party of such breach. 
 
9. ASSIGNMENT 
Neither party may assign this Agreement or any interest herein, or delegate any of its du�es hereunder, to any 
third party without the other party’s prior writen consent. Any atempted assignment or delega�on without 
such consent shall be null and void. 
 
ACCEPTANCE OF AGREEMENT: 
The above specifica�ons and condi�ons are hereby accepted and effec�ve 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: 

• Recall and explain of the psychological mechanisms of anxiety including why it occurs and 
some common triggers in the dental setting  

• Recognise patients with anxiety and understand how to communicate with them about 
their anxiety 

• 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 

• Welcome and introduction  
• Dental anxiety overview  

o What is anxiety? Back to basics 
o Why should the dental team care about dental anxiety?  
o Fear contagion and stress 

• Dental anxiety in the real world  
o Dental anxiety in adults 

 Recognising dental anxiety 
 Measuring dental anxiety 
 Causes and triggers of anxiety in the dental setting  

o 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  

o Dental anxiety in children 
 Recognising and managing dental anxiety in children  

• Dental anxiety scenarios: what tools could you use based on our discussion today?  
• Conclusions and summary 
• 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 
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Appendix 5. Lecture slides 
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Appendix 6. Student CPD cer�ficate 
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Appendix 7. Consultancy report  

 
Prepared for: Dr , 
University of Central Lancashire 
(UCLan) 

Prepared by: Helena Morris, 
consultant 

Date of preparation: 28th 
November 2022 

 

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. 

 

Execu�ve summary  

Anxiety is a common phenomenon experienced by pa�ents in the dental se�ng1, and dental fear 

and anxiety can have a direct impact on the oral health of pa�ents2. Research has shown that dental 

students may not appreciate the importance of the den�st-pa�ent rela�onship, par�cularly with 

pa�ents who are dentally anxious, and could benefit from further integra�on of communica�on skills 

within dental training programmes.3 

 

Following a consultancy process, a guest lecture was developed and delivered to a cohort of UCLan 

School of Den�stry students, to provide addi�onal training in managing pa�ents with dental axiety. 

The success of the consultancy was measured through student feedback. Students responded 

posi�vely to the lecture and felt it was relevant to their prac�ce and improved their confidence in 

managing dentally anxious pa�ents. 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 objec�ve defined within this consultancy project was to provide addi�onal training to a 

cohort of UCLan dental students on the mechanisms of anxiety in dental pa�ents, and how to 

recognise and manage the anxious pa�ent using psychological and behavioural techniques. An ini�al 

scoping mee�ng was conducted to outline key priori�es for UCLan and the student cohort. Following 

this, three earning objec�ves were defined: 

 

By the end of the lecture, students should be able to; 

• Recall and explain of the psychological mechanisms of anxiety including why it occurs and 

some common triggers in the dental setting  

• Recognise patients with anxiety and understand how to communicate with them about their 

anxiety 

Personal identifiable details redacted
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• 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 fi�h year 

Bachelor of Dental Surgery (BDS) students. Therefore, the learning materials were based on recent 

literature in the field of psychology in the dental se�ng and assumed no prior knowledge on the 

mechanisms of anxiety or the management of anxious pa�ents, to ensure a founda�on of baseline 

knowledge was provided.  

 

The lecture materials were developed in line with the General Dental Council (GDC) enhanced 

con�nuing professional development (CPD) guidance in order to qualify as verifiable CPD for the 

lecture atendees. Two GDC CPD development outcomes were targeted: 

• 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. 

• 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 Microso� Teams, with up to 40 students atending. Following the 

lecture, CPD cer�ficates 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’ perspec�ve.  

 

Thirteen students shared their feedback, outlined below: 

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

‘excellent’, and 15.38% as ‘good’.  

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

relevant to them. 

• 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.  

• Students le� addi�onal free-text feedback including: 

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

o “Very informative and useful, thank you!” 

o “Really useful. Thank you.” 

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

o “Was very beneficial.” 

o “The content and delivery were really engaging and informative. I think this has given me 

a good understanding to take forward into my future practice. Thank you so much!” 

o “Fantastic lecture, full of very helpful tips, thank you.” 

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

 

Student responses were posi�ve across each feedback ques�on, confirming that: 

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

2) A�er the lecture, students felt more confident in managing pa�ents with dental anxiety.  
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Recommenda�ons 

The ini�al aims of the consultancy were met, as evidenced by the student feedback. Student 

comments reflect that there is an appe�te for addi�onal educa�on on managing dental anxiety using 

behavioural techniques, and that it is beneficial to their clinical prac�ce.  

 

Following the success of this delivery, the following recommenda�ons could be made to UCLan 

School of Den�stry:  

1) Incorporate further training on behavioural management of dentally anxious pa�ents into 

the curriculum of future cohorts. 

2) Repeat this annual training from a health psychology perspec�ve as an op�onal guest lecture 

for future cohorts. 

3) Provide face-to-face training, or training in smaller groups to encourage inter-student 

interac�vity and the opportunity for new skills to be prac�ced in role-plays. 

4) Provide addi�onal training sessions on more specialist behavioural management for specific 

pa�ent popula�ons (e.g., pa�ents with learning disabili�es). 
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Appendix 8. Client feedback 
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Behaviour Change Interven�ons 
 

This sec�on contains two case studies. The first outlines a one-to-one, face-to-face behaviour change 

interven�on focusing on oral health behaviours and tooth brushing. The second covers an online 

group interven�on targe�ng increased psychological wellbeing and trait mindfulness.  
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Behaviour Change Interven�on Case Study 1:  
An individual interven�on to increase tooth brushing 

 

This case study outlines an assessment, formula�on, interven�on and evalua�on carried out with a 

private prac�ce client. The client, Sam1 was referred to me through a connec�on who had shared my 

contact details and informa�on 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 therapeu�c rela�onship, I engaged with supervision 

to discuss the opportunity to provide this interven�on. I made sure to reflect on my scope of prac�ce 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 par�cular focus on SOPs 1, 2, 6, 7 and 9. 

 

Assessment 

All sessions were conducted in-person. The ini�al session was used to conduct an assessment and begin 

to develop a formula�on. We began with introduc�ons, rapport building, and I outlined boundaries of 

confiden�ality, safeguarding and my role as a health psychologist in training. I answered ques�ons and 

discussed the client agreement document before gaining consent (appendix 1). I used a biopsychosocial 

approach to conduct a semi-structured assessment interview in order to gain a holis�c overview of 

Sam’s situa�on (Belar & Deardorff, 2009; Engel, 1977). This approach allows the prac��oner to 

understand a broad range of factors that influence and maintain a person’s presen�ng problem (Bull & 

Dale, 2021). I obtained background informa�on and history, including informa�on on their current 

situa�on and experiences, thoughts, feelings, beliefs, the impact of their lifestyle and social world, and 

any strengths that would help them to succeed in this interven�on. A comprehensive assessment is 

vital in order to reach a shared understanding with the client and to guide appropriate interven�on 

planning (Johnstone & Dallos, 2013). Sam had struggled to maintain a consistent oral hygiene rou�ne 

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 rou�ne was hinged upon another person’s such as a partner or family member. The sensory 

experience of tooth brushing o�en felt overwhelming to Sam, which they linked to au�sm, and they 

also had fears rela�ng 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 impac�ng their self-esteem and said they would some�mes wake in the night worrying that 

their teeth would rapidly decline in health. 

 

 
1 Name changed for anonymity purposes. 
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According to the Bri�sh Psychological Society (BPS) the professional prac�ce 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 trus�ng 

rela�onship 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 

automa�c and fited into their daily rou�ne. Based on the informa�on they had shared, we agreed to 

schedule four weekly sessions with a review of progress a�er this, to consider whether addi�onal 

sessions needed to be scheduled. 

 

Formula�on  

The aim of a case formula�on is to understand the presen�ng problem in terms of causal history and 

present condi�ons of maintenance, drawing on theory, research and explanatory models, to develop a 

workable interven�on programme (Nikcevic, Kuczmierczyk, & Bruch, 2009). I used the five Ps 

framework (Macneil, Hasty, Conus, & Berk, 2012) in order to conceptualise the informa�on gathered 

during assessment (Table 1). The clinical applica�on of the biopsychosocial model means all categories 

of informa�on received about the person must be considered, allowing for the integra�on of 

informa�on that may seem conflic�ng or contradictory at first (George & Engel, 1980). This allows the 

prac��oner 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). I 

considered this to be a par�cularly useful approach for this formula�on as it allowed me to draw out 

previous experiences and childhood factors which I perceived to be relevant to a thorough 

understanding of Sam’s situa�on.  

 

Table 1. formula�on 

Predisposing 

factors  

Biological: Distressing experience age 8: broken front tooth, crown fitted. 

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 

factors 

Biological: Recent perceived tooth discoloration. Dentist recently suggested they 

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 

factors 

Biological: Occasional mouth ulcers that make teeth brushing painful. Lack of 

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 

factors 

Biological: Good general physical health, mental health and current oral health  

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. 

 
Interven�on design and delivery 

It can be helpful to combine the five Ps framework with another tool that focuses on interven�on 

strategies in order to develop a full formula�on (Bull & Dale, 2021). Based on the formula�on, I u�lised 

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 situa�on 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 

interven�on. The COM-B model places a significant emphasis on health-related behaviours, and I 

considered it to offer enough complexity to suit this interven�on, while providing a model that would 

lend itself well to being understood easily by my client. I also considered my own personal experience 

with u�lising different models for formula�on and interven�on design and felt comfortable in using 

COM-B for this purpose. I used the model to determine that the interven�on should focus primarily on 

psychological capability, and reflec�ve and automa�c mo�va�on, with two suppor�ve BCTs focusing on 

the opportunity COM-B domain to provide a holis�c interven�on. 
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In designing interven�ons to improve tooth brushing, the interac�on between the client and the 

prac��oner 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 prac�ce within the scope of 

your own ability and training. Therefore, I felt comfortable in using an integra�ve approach, drawing 

upon principles of mo�va�onal interviewing and some aspects of cogni�ve behavioural therapy (CBT) 

to support interven�on delivery. 

 

Detailed session notes are included in appendix 7. 

 

Interven�on session 1 

I shared a summarised diagram of the formula�on in a COM-B format with Sam (appendix 3), 

explaining that this was a working document based on ini�al indica�ons of factors that could be useful 

to target. We discussed that this could be adapted together as our shared understanding of the 

situa�on evolves. I u�lised a mo�va�onal interviewing approach (Miller & Rollnick, 2012) to engage 

Sam in sharing their understanding, posi�oning them as the expert in their own lives. I used the elicit-

provide-elicit technique to verbally share details from the five Ps formula�on. Sam presented as 

psychologically minded and reflec�ve, and I provided some brief psychoeduca�on on how behaviour 

can be viewed through the COM-B lens. While exploring the formula�on, Sam described finding it very 

interes�ng to view their situa�on in this way. They thought it captured their situa�on well and added 

more details and informa�on. 

 

We discussed how we could address the informa�on in the formula�on. I 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 ac�on planning and problem solving. Then, over 

the next sessions, focus on some of their beliefs and mo�va�on related to tooth brushing and its 

outcomes, increase their self-efficacy with carrying out the behaviour through learning and prac�sing 

an ‘in the mouth’ rou�ne, gaining more informa�on on health consequences, and put systems in place 

to support them including social support, behavioural cues and incen�visa�on.  

 

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 ini�ally 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 forma�on 

and automa�city 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 automa�c 

tooth brushing feels as a behaviour (0-10 scale). Star�ng or increasing posi�ve health behaviours can be 

difficult as they o�en do not have an immediate effect, thus lacking a direct psychological link between 

the ac�on and the outcome (Claessen et al., 2008). Support and encouragement from others, and self-

incen�visa�on were encouraged to increase perceived rewards. As homework, Sam agreed to engage 

with their housemates and seek social support and encouragement in s�cking to their new rou�ne. 

They also agreed to consider incen�ves to reward their behaviour. These two BCTs targeted social 

opportunity and automa�c mo�va�on, respec�vely. Sam ini�ally suggested a powerful personal 

incen�ve could be to have their teeth whitened in six months’ �me, should they achieve their goal. 

Sam’s main ac�on 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 automa�city.  

 

Interven�on 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 

par�cularly mo�vated to complete the behaviour during the mornings, as this is the �me of day they 

would typically brush most consistently in the past. Sam was keen to share that they had booked a 

den�st and hygienist appointment a�er feeling mo�vated by their consistency with the desired 

behaviour over the past week. Targe�ng reflec�ve mo�va�on, we reflected on their accomplishment, 

then explored Sam’s beliefs around their rou�ne through mo�va�onal interviewing ques�ons with the 

aim to reframe tooth brushing as an ac�vity 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 alterna�ve water temperatures to 

address the sensory experience. Targe�ng physical and psychological capability, and automa�c 

mo�va�on, I also shared informa�onal videos (appendix 4) on effec�ve 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 rela�ng 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 informa�on rela�ng to the poten�al 

for reducing dental caries and improving tooth brushing technique have been used as cri�cal 

components of published tooth brushing interven�ons (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 �me, 

and to con�nue to work on carrying out the tooth brushing behaviour, recording frequency and 

reflec�ng on automa�city between each of the subsequent sessions.  

 



Behaviour Change Interven�on Case Study 1 62 

Interven�on session 3 

Sam came to this session sharing that they had felt a posi�ve shi� in how automa�c tooth brushing felt 

as part of their morning rou�ne. However, they were s�ll having some ambivalent thoughts in the 

evening, which made them debate whether or not they should carry out the behaviour. Implemen�ng 

tooth brushing into a new rou�ne where there is a current lack of behaviour is considered to be 

implemen�ng a high level novel script element, requiring significant mo�va�on (Aunger, 2007). To work 

on reflec�ve mo�va�on, I supported Sam to carry out a decisional balance exercise (appendix 5), which 

has been shown to increase goal commitment and increase mo�va�on for con�nued change (LaBrie, 

Pedersen, Earleywine, & Olsen, 2006; Plotnikoff, Blanchard, Hotz, & Rhodes, 2001). A�er comple�ng 

the exercise Sam noted that the ‘pros’ of the new behaviour all relate to relieving a psychological 

burden and reducing nega�ve emo�ons for them and reflected that their new rou�ne could be 

beneficial for their mental health as well as their oral health. We discussed the health informa�on 

videos. Sam shared that the informa�on on health consequences had had a big effect on them, and 

they had learned more informa�on about how oral health can have an impact on the whole body, 

which they found uncomfortable and impac�ul. Over the next week, Sam agreed to focus on 

consistency with their ‘in the mouth’ brushing rou�ne, and to keep a thought record, to pay aten�on 

to the nature of any ambivalent thoughts occurring rela�ng to their evening tooth brushing.  

 

Interven�on 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 �me. We focused on revisi�ng Sam’s goals and se�ng new goals for the future to 

support behavioural maintenance. Targe�ng psychological capability, I supported Sam in ac�on 

planning and problem solving rela�ng to any situa�ons in the future that might make it more difficult to 

carry out the behaviour and encouraged Sam to set themselves an incen�ve rela�ng to their new goal. 

When addressing future planning, Sam described how their new tooth brushing rou�ne had made 

them feel “more like a proper member of society”. We spent some �me focusing on self-image and self-

iden�ty rela�ng to the behaviours in ques�on, 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 �me. They expressed that they felt significantly more confident in maintaining this 

behaviour than they had at the start of the interven�on, 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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Evalua�on  

In order to evaluate interven�on effec�veness, two measures were obtained. We used a self-report 

measure of perceived automa�city of the behaviour on a scale from 0-10, where 0 describes a 

conscious effort being needed to carry out the behaviour each �me, and 10 describes the behaviour 

feeling completely automa�c as though a habit has formed. This was Sam’s main reported personal 

measure of success, and it was directly relevant to their own evalua�on of whether the interven�on 

was successful. At the end of the interven�on, Sam said that for the first �me in a long �me they felt in 

control of their oral health, and they didn’t have persistent worried thoughts about their teeth. Sam’s 

automa�city score started at 1 pre-interven�on, and increased to 8 between week one and two, then 

steadily increased to 9 by week four. Sam atributes this to a number of factors but in par�cular due to 

their increased self-monitoring and new knowledge on the effects of poor oral hygiene. An objec�ve 

measure of behavioural frequency was also used. Sam’s tooth brushing increased from 9 �mes per 

week up to 14 �mes per week during interven�on week two, but then decreased to 12 �mes per week 

by week four. They atribute this decrease to some changes in their other rou�nes during the week, and 

this was targeted with ac�on 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 interven�on during the 

interven�on 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 a�er the interven�on ended.  

 

Final reflec�ons  

Sam was a client who I perceived to be reflec�ve and mo�vated to change, which I believe made for a 

successful interven�on. I found the process of delivering, reflec�ng upon and wri�ng a case study of 

this interven�on to be an invaluable experience contribu�ng to my professional growth. The scope of 

the behaviour change work at my core workplace placement is typically focused on group-level and 

online interven�on delivery, so I endeavoured to take on addi�onal independent learning and seek an 

appropriate level of supervision and guidance to ensure I was prac�sing within my scope of capabili�es, 

assessing for any risks and priori�sing client wellbeing, in line with HCPC SOP 1 – prac�se safely and 

effec�vely within your scope of prac�ce (Health & Care Professions Council, 2023). Psychologists and 

trainees should undertake regular supervision to ensure their safe and effec�ve prac�ce (BPS, 2018). I 

u�lised supervision as well as seeking addi�onal generalised guidance and peer-support from 

colleagues, reading research and guidance around best prac�ce, and u�lising accredited training 

materials to deepen my understanding of how to translate my experience and knowledge into the 1:1 

se�ng. Ensuring that I adhered to the HCPC and BPS guidelines was pivotal to guiding my prac�ce and 

the support that I sought along the way.  
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This reflec�ve prac�ce has allowed me to iden�fy 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 direc�ng their 

journey, following a set plan. New informa�on came along during each session, evolving the 

formula�on, which took the interven�on in slightly new direc�ons as new priori�es emerged or new 

insights were unlocked. When Sam expressed their nega�ve thoughts impac�ng their night-�me 

brushing at the end of session 2, I felt I had failed to pick up on this sooner. I used this informa�on to 

structure some of the discussion and ac�vity during session 3 to address this and was glad I made this 

decision as Sam expressed that this helped them take a step back and look at these thoughts through a 

cri�cal lens. If I were to repeat this, it may have also been beneficial to u�lise a measure linking to the 

psychological burden and impact of Sam’s previous situa�on, through a standardised scale such as the 

Oral Health Impact Profile-14 (OHIP-14) (Slade & Spencer, 1994), as this could be an effec�ve measure 

of change. There are numerous learnings I have taken from this experience working with Sam, that I will 

take forward with me and build upon as I con�nue to grow and evolve in my prac�ce.  
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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 (LJMU) 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 confiden�ality: 

The trainee complies with GDPR and confidentiality regulations as per LJMU 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. 
 
Atendance 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 Evalua�on: 
I 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. 

 
 

 

 

 

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

 

 

Client’s Name: 

 

 

Client’s Signature:     Date: 

 

 

 

I consent to data collec�on and use for Professional Doctorate Por�olio submission, research, 

evalua�on and publica�on:     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: 

• Crisis Advice Line: 0845 608 0525, 

• Sane Line 0845 767 8000, 

• Samaritans 116 123 or 

• Umbrella Crisis Nightline 020 7226 9415, a night-�me phone line for anyone with 
difficul�es rela�ng 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 �me, 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/ 
facilitator 

BCT 
Code 

Behaviour Change Technique 

Physical 
Capability 

Lack of ‘in the 
mouth’ routine 
 
  

6.1 Demonstration of the behaviour - Provide an observable 
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 
Capability 

Lack of self- 
monitoring of 
tooth brushing 
behaviour  
 

2.3 Self-monitoring of the behaviour - Establish a method for 
the person to monitor and record their behaviour as part 
of a behaviour change strategy 

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 
avoidance due to 
sensory aversions 
 
Flexible schedule 
and financial 
means allows for 
creation of new 
routine with new 
equipment 

1.2 Problem solving – Prompt the person to analyse factors 
that influence the behaviour and generate strategies to 
overcome barriers/increase facilitators (coping planning) 

1.4 Action planning  – Prompt detailed planning of the 
performance of the behaviour: context, frequency, 
duration and intensity 

12.1 Restructuring the physical environment - Change, or advise 
to change the physical environment in order to facilitate 
performance of the wanted behaviour or create barriers to 
the unwanted behaviour 

Reflective 
Motivation 

Ability to set 
personal goals 

1.1 Goal setting (behaviour) – Goal setting to increase self-
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 
motivated by 
health 
consequences  
 
 
 
 

5.1 Information about health consequences - Provide 
information about health consequences of performing the 
behaviour - why tooth brushing is important and the 
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 
brushing must be 
linked to other 
responsibilities 
and chores 

13.2 Framing/reframing - Suggest the deliberate adoption of a 
perspective or new perspective on behaviour (e.g. its 
purpose) in order to change cognitions or emotions about 
performing the behaviour (includes cognitive structuring) 

Automatic 
Motivation 

Fear triggered by 
cold water in 
mouth when 
brushing teeth 
associated with 
fear of exposed 
nerve 

5.1 Information about health consequences - Provide 
information about health consequences of performing the 
behaviour - why tooth brushing is important and the 
consequences of not tooth brushing – with focus on 
prevention of nerve exposure due to cavities (no visual 
information) 

Mental rehearsal of successful performance - Advise to 
practise imagining performing the behaviour successfully in 
relevant contexts 

Lack of consistent 
tooth brushing 
routine, lack of 
habit 

8.3 Habit formation - Prompt rehearsal and repetition of the 
behaviour in the same context repeatedly so that the 
context elicits the behaviour 

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 
Opportunity  

Lack of physical 
cues to tooth 
brushing 

7.1 Prompts/cues – Introduce or define environmental or 
social stimulus with the purpose of prompting or cueing 
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 
Opportunity 

Social support 
available in 
household, 
opportunity for 
social influence 
and modelling  
 
Regular tooth 
brushing 
perceived as 
social norm 

3.2 Social support (practical) - Advise on practical help (e.g. 
from friends, relatives, colleagues, buddies or staff) for 
performance of the behaviour 
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Appendix 3. Client COM-B formulation sheet 
 
 
 
COM-B Model  
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

Capability 

•Developing an 'In the mouth' routine 
by revisiting techniques  

•Increasing attention and self-
monitoring the behaviour

•Planning exactly when, where and 
how tooth brushing will be carried 
out

•Addressing sensitivites to sensory 
aspects of brushing by trying new 
toothbrush, toothpaste and water 
temperatures

Opportunity 
•Creating physical and temporal (time-

based) cues for tooth brushing 
•Increasing social support from others in 

household 

Motivation

•Setting personal goals and rewards
•Increasing motivation linked to health 

consequences through learning new 
health information 

•Un-linking tooth brushing from other 
responsibilities and chores

•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?  
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Appendix 6:  Client outcome measure charts  
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Appendix 7. Session notes  

 

Assessment session 

We began the assessment session with introduc�ons, rapport building and ensuring Sam was 

comfortable with the logis�cs. We discussed the client agreement document, atendance, maters of 

confiden�ality and safety and my scope as a trainee. Obtained consent and le� space for any 

ques�ons. Sam presented as keen to con�nue and I began an ini�al intake discussion and interview 

to understand Sam’s situa�on. Interview took a biopsychosocial approach. Explored reasons for 

seeking support, history, current situa�on and difficul�es, and current goals and mo�va�ons. We 

discussed beginning with four interven�onal 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 rela�onships with friends and family, and in their spare �me reads, cycles 

and plays football. Sam expressed that they have an inconsistent tooth brushing rou�ne, 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 

forma�on. Avoidance behaviour mo�vated by fears of discovering an exposed tooth nerve, linked to 

previous nega�ve dental-related experiences in childhood. Au�sm impac�ng sensory tolerance, self-

described as mild.  

 

Sam displayed excellent insight into precipita�ng and perpetua�ng factors. The Covid-19 lockdowns 

removed regular social interac�ons that mo�vated the behaviour. New den�st said Sam may need a 

filling in the future, triggering fear of worsening oral health and new sense of perceived tooth 

discolora�on. 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 �me (though typically mornings) and some�mes a few days 

can go by without brushing. Avoidance provides a func�on of perceived extra free �me. Tooth 

brushing is cogni�vely associated with other self-care ac�vi�es and chores (e.g. running errands 

outside of the house), meaning Sam feels the burden of these addi�onal ac�vi�es in associa�on 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-�me rou�ne in general.  

 

Sam expresses having good general physical, mental and oral health currently. They exhibit high self-

efficacy, high levels of insight and self-reflec�on, ability to modulate affect and a mo�va�on to 

change. Sam expresses feeling pressures of societal norms and perceived s�gma 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 ini�al session numbers and 

shared with Sam. 

 

Interven�on session 1 

Shared and explored the formula�on together. Provided psychoeduca�on on how behaviour can be 

viewed through the COM-B lens before we looked at the details of the formula�on. Sam agreed with 

formula�on and provided more details. Used mo�va�onal interviewing techniques including open 

ques�ons, summarising and reflec�ng to elicit more informa�on on their current thoughts and 

beliefs rela�ng to the behaviour. Sam said it was interes�ng to view their situa�on in these 

categories, and that they think the content of the COM-B diagram seemed like the right behavioural 

aspects to be targe�ng. Sam expressed that they were keen to explore the health informa�on, and 

said they love to watch children’s style anima�ons to learn new things. Noted to explore video 

informa�on rather than writen. Allowed space for storytelling to elaborate on the current 

formula�on and for Sam to provide more context. Sam shared that they had increased their levels of 

social consump�on 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 mo�vated them to take beter care of their oral health for cosme�c reasons.  

 

Discussed outcome measures. Sam expressed that the most valuable progress measure to them was 

to measure a subjec�ve self-report feeling of automa�city (0-10 scale) rela�ng to the behaviour. 

They had men�oned their goal was to brush twice daily, so we also agreed on a second outcome 

measure of behavioural frequency per week. Took ini�al measure from them of both outcomes over 

the past week. Sam shared that they had already felt more mo�vated to engage in the behaviour 

since the assessment, and their frequency had increased. I took a self-report measure from Sam of 

their baseline pre-assessment behaviour too, as I felt this would be a valuable reflec�on 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 

�me considering this.  

 

Discussed goal se�ng, how to set helpful goals. Sam shared that ideally they would brush and floss 

twice a day. Discussed se�ng 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 rou�ne just yet un�l 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 

rou�ne would be the most challenging �me of the day to stay on track. Began exploring ac�on 

planning, with a par�cular focus on the evening rou�ne. 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 realis�c ac�on 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 posi�ve rela�onships 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, par�cularly during the evening rou�ne. I 

set Sam the task of becoming more aware of their tooth brushing frequency, and keeping a brief 

behavioural diary to begin self-monitoring how o�en they were brushing their teeth. They were 

asked to keep a note each day when they get in bed of how many �mes they’ve brushed their teeth 

that day, even if it was zero.   

 

Interven�on 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 o�en than not, before the temporal cue 

happens. Sam expressed that since they had been monitoring tooth brushing, they iden�fied an 

addi�onal 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. I encouraged 

Sam over the next week to pay aten�on to this experience, and to check in with how their mouth 

felt at intervals of a few minutes a�er 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 transi�on 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 poten�al barriers or 

facilitators to the behaviour. Sam shared that they had been considering buying a new electric 

toothbrush with a �mer 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 den�st and 

hygienist. I felt it important to spend �me exploring this, as they had previously expressed this to be 

a challenging task during assessment. They shared that their mo�va�on to complete this task a�er 

our last session had taken them by surprise. We explored their thoughts and emo�ons at the point of 

booking the appointment and immediately a�er. My client reflected that they felt pride and a sense 

of accomplishment at this task, and I u�lised an evidence-based compliment to focus a moment on 

their achievement. As Sam had previously used minimising language, ‘my problem is ridiculous; I 

should just be able to do it’, I was par�cularly interested to note how they might respond to this. I 

perceived them to respond posi�vely and I considered this to be an effec�ve component of our 

conversa�on in that moment.  

 

We spent some �me 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’ rou�ne. I asked some 

guiding ques�ons 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 ac�vity 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 men�oned about wan�ng to develop an ‘in the mouth’ 

rou�ne, and wan�ng to learn more about oral health in order to mo�vate them. I shared the 

thumbnails of two videos containing relevant health and behavioural informa�on to support them. I 

also included one ‘bonus’ video that was an anima�on style video aimed at children as Sam had 
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expressed a fondness for this style. Sam expressed an excitement and an�cipa�on to engage with 

these videos and said they will put aside �me that evening to watch. Sam had expressed to me that 

they regularly use breathwork and medita�on, so I encouraged Sam to use a visualisa�on technique 

while they were in a state of relaxa�on to visualise their ‘in the mouth’ rou�ne being successfully 

carried out, a�er watching the video on best prac�ce 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. I 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.  

 

Interven�on session 3 

I 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 automa�c. Sam is finding it more difficult to 

complete the behaviour in the evening due to nega�ve 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 I explained the purpose and ac�vity 

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 reflec�on that that they all relate to emo�ons 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 men�oned feeling an increase in feelings of self-care and self-

respect linked to their increased tooth brushing. 

 

Checked in on the health behaviour informa�on videos shared during the previous session and 

reflected on Sam’s experience of this, any reflec�ons and feelings rela�ng to the content. Sam shared 

that the health behaviour impact video had had a big impact on them. They had learned new health 

informa�on that mo�vated 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 rou�ne 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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Interven�on session 4 

During the final session, Sam was keen to share straight away that they had atended appointments 

with both their den�st and a hygienist in the past week. Sam was pleased they had atended 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 return in 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 informa�on 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-interven�on levels and said that they felt proud of their progress. Sam reflected that 

they ‘had come so far’ since the first �me we met, and I affirmed their efforts and successes, and 

highlighted their strengths rela�ng to engaging with the interven�on. They shared that they were 

able to look at some of their thoughts rela�ng to avoiding teeth brushing through an objec�ve lens 

a�er they spent �me reflec�ng on the decisional balance exercise. 

 

We revisited their exis�ng goals and Sam set a new behavioural goal for the future, that involved 

maintaining current tooth brushing levels and incorpora�ng flossing into their new rou�ne 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 incen�ve, which was to begin tooth whitening a�er six months 

of their new rou�ne being put into prac�ce. 

 

We then focused on coping planning for the maintenance phase of their new behaviour and explored 

situa�ons where they may find it more difficult to s�ck to their new rou�ne over the next few 

months. Sam considered that the �mes they might struggle the most would be when all of their 

housemates were away, and �mes when they might be on annual leave from work for more than a 

few days at a �me. We worked through an ac�on planning exercise, considering these two situa�ons, 

and Sam planned the details of how they could maintain their tooth brushing rou�ne in these two 

contexts. They made a plan for crea�ng addi�onal environmental cues in these scenarios, and 

seeking social support from a trusted friend to encourage their habits during these �mes. 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 �me as they felt significantly 

more confident in their tooth brushing rou�nes and able to self-monitor and set small goals to 

maintain the behaviour. 
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Behaviour Change Interven�on Case Study 2: 
A remote mindfulness group interven�on 

 

Background 

This case study outlines the development, delivery and evalua�on of an online, group mindfulness 

interven�on. The client group comprised staff members who were part of the Pa�ent 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 cul�vated by 

paying aten�on to the present moment as non-reac�vely, and non-judgmentally as possible (Kabat-

Zinn, 2015). There is evidence to suggest that mindfulness-based interven�ons can have a moderate 

effect on emo�on regula�on (Kral et al., 2018), stress reduc�on (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 interven�ons are being u�lised in workplace 

se�ngs to improve performance and enhance the wellbeing of employees (Good et al., 2016; Olano 

et al., 2015). Within the workplace, mindfulness-based interven�ons have been shown to increase 

workplace func�oning, 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 formula�on  

A mindfulness component is o�en included in many psychological interven�ons designed by the 

Pa�ent Engagement team, and the benefits of mindfulness are known by the group. However, I had a 

baseline anecdotal understanding that the majority of the team do not regularly prac�ce 

mindfulness in their own lives, though many have said they would like to be able to. As the team was 

experiencing a par�cularly busy period with a high workload and high stress, I conceptualised the 

idea of assessing the appe�te for a mindfulness prac�ce group, with the aim to increase trait 

mindfulness and improve psychological wellbeing. 

 

While the benefits of mindfulness are o�en widely acknowledged, evidence suggests that certain 

biopsychosocial barriers exist to individuals incorpora�ng mindfulness prac�ce into their everyday 

life and par�cipa�ng in mindfulness-based interven�ons. 

• Practical barriers: Key prac�cal barriers are related to �me, including a lack of spare �me and a 

lack of dedicated �me within a daily rou�ne to prac�ce mindfulness (Birnbaum, 2008).  

• Individual barriers: Person-related barriers include a lack of mo�va�on, lack of social support, 

difficulty ini�a�ng and maintaining prac�ce, and ambivalence about mindfulness prac�ce 
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(Birnbaum, 2008; Kennedy, Haley, & Evans, 2022; Toivonen, Hermann, White, Speca, & Carlson, 

2020).  

• Knowledge barriers: Knowledge-related barriers include misconcep�ons and knowledge gaps 

rela�ng to what mindfulness is, the benefits of mindfulness and a lack of understanding of how 

to prac�ce mindfulness (Duggan & Julliard, 2018; Toivonen et al., 2020).  

In order to supplement this informa�on, I conducted a further informal assessment with the target 

group to gauge whether the barriers emerging in research were also present in this popula�on. I 

hosted individual, voluntary, confiden�al brief consulta�ons with five members of the team to gauge 

their appe�te for a mindfulness interven�on, and to probe poten�al barriers to mindfulness prac�ce. 

I informed the team of my inten�ons to host these confiden�al conversa�ons with the aim to 

poten�ally offer a mindfulness interven�on, and gained consent from those who volunteered 

themselves to use the informa�on they shared with me to inform a poten�al interven�on.  

 

From this consulta�on process, it was clear that there was a desire and mo�va�on to increase their 

own mindfulness prac�ce and abili�es with the goal to improve general psychological wellbeing, and 

for some, to become ‘more mindful’. Through discussions, I interpreted this second goal as a desire 

to increase trait mindfulness, and to increase frequency of state mindfulness. The assessment 

mee�ngs provided me with a solid understanding of a cross-sec�on of the group’s previous 

experiences, current prac�ce, a�tudes, and beliefs related to mindfulness. Key barriers to 

implemen�ng mindfulness prac�ce included �me restric�ons, a lack of dedicated �me and space, 

low self-efficacy rela�ng to performing the behaviour, a lack of understanding as to how to begin 

prac�sing mindfulness, and some s�gma associated with medita�on. I u�lised the assessment 

informa�on 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 interven�on design (Figure 1.) 
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Figure 1. COM-B targets for behaviour change 

 

Interven�on design and delivery  

As the team were in various loca�ons, in different �me zones and employing flexible working hours, I 

opted to deliver this interven�on online. This allowed for a broader number of team members to 

par�cipate and allowed the group to align the interven�on with their own schedule.  

There are various models and theore�cal frameworks to support robust interven�on design. The 

Theore�cal Domains Framework (TDF) provides a comprehensive, theory-informed approach to 

iden�fying determinants of behaviour, which can support interven�on design (Atkins et al., 2017). 

The TDF builds on the systems iden�fied in COM-B, and use of COM-B can help iden�fy the TDF 

domains that are pivotal to behaviour change (Cane, O’Connor, & Michie, 2012). I used this to further 

define the interven�on (Table 1) and iden�fy relevant behaviour change techniques from a well-

established taxonomy (Michie et al., 2013).  
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Table 1. Interven�on func�ons and behaviour change techniques  

COM-B 
component 

Barriers  Selected 
intervention 
functions 

TDF domain and constructs Behaviour 
change 
techniques  

Psychological 
capability 

Lack of skills 
in practising 
mindfulness 

Education 
 
Training 
 
Enablement 

Knowledge 
• Knowledge 
• Procedural knowledge 
 
Skills 
• Skills 
• Competence / ability / skill 

assessment 
• Practice/ skills development  
 
Behavioural regulation 
• Action planning 

4.1 Instruction on 
how to perform 
the behaviour  
 
12.5 Adding 
objects to the 
environment 

Social 
opportunity  

Perceived 
stigma 
 
Lack of social 
support 

Enablement 
 
Modelling  

Social influences 
• Social support 
• Group identity  
• Group norms 

3.1 Social support  
 

12.2 
Restructuring the 
social 
environment  
 
6.3 Information 
about others’ 
approval 

Physical 
opportunity  

Lack of 
dedicated 
time and 
supportive 
resources 

Enablement Environmental context and 
resources 
• Resources/ material 

resources  
• Person x environment 

interaction 

7.1 Prompts/cues  
 
12.5 Adding 
objects to the 
environment 

Automatic 
motivation  

Lack of habit   Enablement Behavioural regulation 
• Habits 

8.3 Habit 
formation 

Reflective 
motivation 

Beliefs about 
consequences 
 
Low self-
efficacy 

Education Beliefs about capabilities 
• Self-efficacy 
• Perceived behavioural control  
• Empowerment 
 
Beliefs about consequences 
• Beliefs  
• Outcome expectancies 
 
Behavioural regulation 
• Self-monitoring 

 
Intentions 
• Transtheoretical model and 

stages of change 

5.1 Information 
about health 
consequences  
 
2.3 Self-
monitoring of the 
behaviour  
 
2.4 Self-
monitoring of 
outcomes of the 
behaviour 
 
1.4 Action 
planning  



Behaviour Change Interven�on Case Study 2 86 

Eighteen people that comprised the Pa�ent Engagement team were invited to par�cipate in a four 

week mindfulness prac�ce group and eight opted in to take part. Six par�cipants 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 – prac�ce within the legal and ethical 

boundaries of your profession, (Health & Care Professions Council, 2023) before beginning the 

interven�on, I made sure to inform all poten�al par�cipants on my role as a Trainee Health 

Psychologist, and gained consent from all par�cipants to take part, and for me to include their 

anonymised data in my por�olio. It was important to ensure that par�cipants understood that this 

interven�on was voluntary and op�onal for them, and that there was no expecta�on for them to 

par�cipate from our company. I also informed them of how their data would be stored securely, and 

pseudonymised with a code that only they would know.  

 

The interven�on was designed to include six key components. 

 

1) Informa�on mee�ng 

A virtual informa�on mee�ng was held the week before the interven�on began, to explain the aims 

and format of the interven�on, provide upfront informa�on and �me for ques�ons. I provided 

training and guidance on how to prac�ce mindfulness using the provided mindfulness podcasts. The 

group was encouraged to put aside a dedicated ten minutes at a point in �me of their choice, both 

before work and a�er work, to listen to prac�ce mindfulness for five minutes each �me, using the 

guided audios. Employees were encouraged to close their email applica�on and set their Microso� 

Teams status to 'do not disturb' so that they wouldn’t be interrupted by calls, messages or emails 

during their mindfulness prac�ce. Repea�ng the behaviour twice a day promoted habit forma�on 

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

 

As the group were in different �me zones with varying schedules and working hours, I encouraged 

the group to create their own electronic calendar reminders to prompt the behaviour twice a day at 

their chosen �mes, but to ensure that the se�ng and �me of day was consistent for them 

individually, to further promote habit forma�on (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 implementa�on of interven�ons of 

this nature (Byron et al., 2015). I perceived the informa�on mee�ng to have been well received by 

the group. They were engaged in the conversa�on and felt all their ques�ons 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 medita�on guidance by audiotape has been documented to be a 

successful mode of delivery in controlled mindfulness research (Klat, Buckworth, & Malarkey, 2009; 

Toneato & Nguyen, 2007). The group was provided with a selec�on of seven recorded guided 

mindfulness podcasts, which included a range of mindfulness approaches including breathwork, 

body scan and visualisa�on techniques (mindfulness podcast transcripts in Appendix 1).  

 

The guided mindfulness medita�ons were writen as scripts, then individually recorded by a 

voiceover ar�st, and saved as individual mp3 audio files. The purpose of these podcasts was to 

provide a guided mindfulness medita�on for the listener. Each audio was between 3-10 minutes 

long. The mindfulness podcast content included varied techniques including body scan, visualisa�on 

and breathing exercises, to provide the listeners with a range of op�ons to suit them, and to allow 

them to listen to different audios each �me if they wish. 

 

3) Psychoeduca�on materials on the benefits of mindfulness 

Informa�on on the benefits of mindfulness was provided (Appendix 2). Psychoeduca�on as part of a 

mindfulness-based programme has been shown to enhance par�cipants’ percep�ons of the 

credibility of mindfulness itself (Del Rosario & Beshai, 2022). I opted to provide psychoeduca�on 

materials on what mindfulness is, the consequences of mindfulness as a behavioural prac�ce, and 

some introductory mindfulness exercises. I used publicly available online materials from Mind, a 

reputable provider of mental health educa�on, as this is a trusted source that staff members were 

likely to be aware of and trust.  

 

4) Weekly messages 

I understood that mo�va�onal communica�on has been shown to improve adherence to health 

behaviours, and increase par�cipa�on in interven�ons (Palacio et al., 2016; Toivonen et al., 2020). 

Therefore, I set up a private Microso� Teams channel with the group members, as the group were 

familiar with this pla�orm and use this daily in their work. A Teams channel using our company 

account would also offer a secure and private online loca�on for the par�cipants to communicate, 

ensuring their data was managed securely, in line with HCPC SOP 6 – understand the importance of 

and maintain confiden�ality (Health & Care Professions Council, 2023). Within this channel, I sent 
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three messages per week that prompted ac�on planning, and peer support, and provided 

encouragement and some psychoeduca�on on the benefits of regular mindfulness prac�ce 

(Appendix 3). 

 

5) Messages and open forum in group Teams channel 

Peer support is a widely u�lised and recommended technique to facilitate las�ng behaviour change 

(Boothroyd & Fisher, 2010; McEvoy et al., 2018). U�lising the Microso� Teams channel, I encouraged 

the group to share their experiences of regular mindfulness prac�ce. I prompted group discussions 

and input to facilitate social support and establish a group iden�ty, as aligned with BCTs iden�fied in 

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

 

6) Mindfulness tracking 

I provided each person with a mindfulness tracker document (Appendix 4) and encouraged the group 

to track their behaviour by �cking a box each �me they completed their mindfulness prac�ce. 

Recording their par�cipa�on in the daily ac�vi�es allowed for self-monitoring, and has been u�lised 

in successful interven�ons of this nature (Klat et al., 2009). The document also contained space for 

reflec�ons a�er each prac�ce. I encouraged the group to reflect on their thoughts and feelings a�er 

their mindfulness prac�ce, using prompts within the document, to facilitate self-monitor the 

outcomes of the behaviour, which is another BCT iden�fied in the u�lised behaviour change 

taxonomy (Michie et al., 2013). 

 

Evalua�on  

Seven par�cipants completed the interven�on to the end, while one dropped out a�er the ini�al 

informa�on mee�ng as they felt unable to build the mindfulness prac�ce into their schedule.  

The Mindful Aten�on 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 interven�on began, the group were asked to complete this measure to provide a baseline 

score of trait mindfulness, and they completed it again one week a�er the end of the interven�on 

(week five). The group also completed the 14-item Warwick-Edinburgh Mental Well-being Scale 

(WEMWBS) (Tennant et al., 2007) before and a�er the interven�on, following the same �mings as 

the MAAS. The WEMWBS scale is used to measure subjec�ve 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 par�cipants were asked to generate a six-

string pseudonym for data confiden�ality.  
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Five par�cipants showed an increase in their MAAS scores at the end of the interven�on, though 

individual scores decreased for two par�cipants. 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 shi� in 

scores is modest. Evidence has shown that increased trait mindfulness through regular medita�on 

prac�ce is highly variable to the individual (Kiken, Garland, Bluth, Palsson, & Gaylord, 2015) and a 

longer interven�on may be needed to show an increase in scores across the group. WEMWBS 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 cau�on 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 addi�onal external factor influencing these 

scores. See Appendix 5 for individual par�cipant scores.  

 

Figure 1. Mean MAAS scores pre- and post-intervention  

 
Figure 2. Mean WEMWBS scores pre- and post-intervention  
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I also collected op�onal anonymous qualita�ve feedback on the interven�on from the group. Three 

par�cipants provided voluntary feedback, and all gave posi�ve comments on their experience: 

• “The mindfulness felt like the end of a yoga class each time and it was very relaxing. I am going 

to do it regularly!” 

• “Glad I took part in this group. It was hard to focus at the start but I noticed it get easier as the 

weeks went on and I could clear my mind more. Thanks for setting this up.” 

• “Good experience and I already feeling the benefits. The information on mindfulness and the 

podcasts were brill.” 

 

Final reflec�ons  

U�lising 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 interven�on components and selec�on of behaviour change techniques. Mean scores for 

both outcome measures increased, and the final qualita�ve feedback provided by three group 

members was posi�ve and showed that the interven�on had had a perceived beneficial impact on 

those individuals. One member noted that they had recognised a posi�ve change in their ability to 

focus on the mindfulness prac�ce, and it could be that the reflec�ve prompts within the tracker may 

have facilitated this understanding, though this is not confirmed. Informal feedback received from 

some of the group members a�er the interven�on 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 prac�ce. Conversely, there were some aspects of the interven�on which were not as 

successful as hoped. Only two members of the group contributed to the Teams chat. Upon reflec�on, 

there could be a number of reasons for this lack of engagement with the peer support aspect of the 

interven�on. Firstly, it was made clear that this was op�onal, which could have made some members 

disregard it, par�cularly if they are not familiar with having reflec�ve discussions of this nature. 

Secondly, I have reflected that the prompts could have been more direc�ve, and I could have u�lised 

some ini�al closed ques�ons to ignite the discussion, followed by more broad, open ques�ons once 

the group became more comfortable. Addi�onally, MS Teams channels within the workplace are 

typically very transac�onal and not forums for reflec�ons or longer discussions, so the context may 

have been prohibi�ve to this BCT.  

 

I have learnt a lot through delivering this interven�on in the workplace, and if I were to repeat this, 

there are some changes I would consider. Firstly, I would consider incorpora�ng a follow-up measure 

a number of weeks a�er the interven�on ended to repeat the outcome measures, to check in on 
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whether independent mindfulness prac�ce had been con�nued over a more long-term period. This 

would allow for insights into whether a sustained change had been made. As the interven�on only 

took place during the working week (Monday - Friday), it meant that a regular mindfulness habit was 

not necessarily being commited to on the weekends, although it was encouraged. The mindfulness 

tracker only covered working days. An adapta�on could be to include weekends to allow group 

members the op�on of con�nuing the habit across a seven day week. Implemen�ng the interven�on 

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

 

I felt disappointed when one par�cipant dropped out at the start of the interven�on due to concerns 

they would not be able to integrate the prac�ce into their daily rou�ne, and it prompted me to 

cri�cally reflect on the interven�on design. The interven�on was fairly complex in the sense that it 

had a number of components. Upon reflec�on, if I were to repeat this interven�on it is likely that I 

would consider reducing the number of components and streamline the interven�on more. Some 

components were beter 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 interven�on. In order to enhance the interven�on, it may have also been beneficial to 

conduct assessment interviews with all of the par�cipants who opted in, as this would have been 

achievable given the final group size and may have illuminated more targets for behaviour change.  

Reflec�ng on the design, delivery and evalua�on of this interven�on through this case study has 

cemented many learnings for me, which I will take with me when developing future interven�ons.  
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Appendix 1.  Mindfulness podcast transcripts  

 

Guided visualisa�on – a walk in the forest 

Script  

Spending �me in nature…has long been known…as a source of healing…wisdom…and relaxa�on… 

For the next 15 minutes…we are going to take some �me… to enjoy some of the benefits…that can 

come…from tuning into the natural world around us…This is a guided visualisa�on 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 no�ce your breathing….I’d like you to imagine…that 

with each breath you take…you are inhaling ease…and relaxa�on into your body…and each �me 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 �me you 

breathe out, sinking more and more deeply into relaxa�on. 

[PAUSE FOR 8 SECONDS] 

If at any moment…you no�ce your mind star�ng to wander away… just try to focus back on the 

breath…and the sound of my voice.  

[PAUSE FOR 5 SECONDS] 

I would like you to imagine yourself…at the beginning of a forest trail…It is a beau�ful 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…, no�cing the so� ground beneath your feet as 

you walk.  

[PAUSE FOR 5 SECONDS] 

You also no�ce 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], 

invigora�ng your mind and body.    
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[PAUSE FOR 10 SECONDS] 

As you con�nue to walk…, you now become aware…of any smells that might be around you… The 

smell from any fallen leaves you may no�ce 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 con�nue walking down the trail …no�cing all the things you can hear…smell…see… and feel.  

[PAUSE FOR 10 SECONDS] 

If you no�ce 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 so�,…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 glin�ng off 

the surface…or litle leaves and s�cks gently washing past…Can you see anything else in the water?  

[PAUSE FOR 5 SECONDS] 

What smells can you no�ce 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… No�ce what sensa�ons 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 

relaxa�on in your body in this moment…Enjoy this feeling for a litle 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,…no�ce 

again the sounds you can hear…as you walk up the track. Are there any new sounds this �me? 
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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 �me that you feel stressed…and in need of 

relaxa�on 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 medita�on 

Script  

O�en we find our mind running away from us…and we lose focus and aten�on 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 

aten�on…back to the present moment…to focus on the here and now.  

[PAUSE FOR 5 SECONDS] 

Begin by making yourself comfortable…by si�ng in a chair… with the botoms of both feet…placed 

flat on the floor…your spine straight and tall…your hands si�ng 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 �mes …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 no�ce…any areas of tension in your body,…any areas…where you 

might be holding onto some stress…Each �me you breathe out,…imagine you are breathing out that 

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

[Roots] 

Con�nuing to gently breathe in…and out…I’d like you now…to focus on your feet…Gently push…the 

botoms 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 con�nue to press your feet into the ground…and take root,…no�ce 

any tension that happens in your ankles,…calves,…thighs…and butocks…Con�nue to no�ce…how it 

feels…to press your feet…into the ground…for a few more moments.  

[PAUSE FOR 5 SECONDS] 

If you no�ce at any �me…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 aten�on…back to 

the sensa�ons…in your feet and legs.  

[PAUSE FOR 5 SECONDS] 

[Trunk] 

Now…move your aten�on from your feet…..to your legs….. stomach and chest…imagine this area is 

like the trunk of your tree….Here I want you to take a deep breath in through your nose…and 

no�ce… your stomach and chest expanding and filling with air…..Then breathe out through your 

mouth…and no�ce your stomach and chest…defla�ng and emptying.  

I want you take another deep breath in through your nose…and this �me…no�ce your shoulders 

gently li�ing….now breathe out through your mouth…and no�ce your shoulders…moving back 

down.  

Remember to make sure that your spine is straight and you are si�ng 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 no�ce the sensa�ons in your trunk filling and emptying with air by placing your 

hands on your belly and chest.  

[PAUSE FOR 5 SECONDS] 

Con�nue to breathe in…and out…like this now for a few more �mes… no�cing the sensa�on of your 

trunk gently filling and emptying with air.  

[PAUSE FOR 5 SECONDS] 

Now…I’d like you to move your aten�on away from your trunk…towards your head and mind…Now 

it’s �me 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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Con�nuing to breathe in…slowly through your nose…and out through your mouth,…open your 

eyes…and  no�ce three things you can see around you. 

[PAUSE FOR 5 SECONDS] 

Now…no�ce three things you can hear. 

[PAUSE FOR 8 SECONDS] 

Now…no�ce one thing you can taste…in your mouth…It may be…that you can’t taste anything in 

your mouth right now…..simply just no�ce that.  

[PAUSE FOR 5 SECONDS] 

Now…no�ce one thing you can smell…Again…you may not be able to smell anything…but simply 

no�ce that.  

[PAUSE FOR 5 SECONDS] 

Finally…no�ce 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 no�ce 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 aten�on 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 �me 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 so�…. 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 si�ng in your chair…. What do you no�ce about it? 

Maybe adjus�ng your body so that you are si�ng with your legs uncrossed and feet flat on the 

floor…… are you si�ng upright but not s�ff? 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] 

 



Behaviour Change Interven�on Case Study 2 99 

Take a few moments to get in touch with the movements of your breath… and the sensa�ons in the 

body…..bringing your awareness to the physical sensa�ons of how your breath is coming into the 

body….no�ce how your breath comes in…. through your nostrils…..past the back of your throat… 

down into the lungs….and no�ce how it goes out….  

[PAUSE FOR 5 SECONDS] 

As you breathe in the air moves into your lungs….your chests li�s slightly…. And your belly may 

gently push out…..making room for more air to fill the botom of your lungs…. As you breathe out 

no�ce how your belly goes back in… towards your spine….like you’ve let the air out of a small 

balloon….. no�ce 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 sensa�on of your breath…. As you breathe in and as you breathe 

out…. no�cing 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 aten�on 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, 

planning….daydreams….. dri�ing along…..this is perfectly okay…… it’s simply what our minds do…… 

[PAUSE FOR 5 SECONDS] 

And when you’re ready….bringing your awareness back in the room….. where you are si�ng….. 

maybe rolling your shoulders a litle 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 

aten�on in a different way than you usually do….  

[END OF SCRIPT] 

 

Deep relaxa�on 

Script 

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

distrac�ons…. 

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 sensa�ons of your bodily movement… the movement of your abdomen 

raising and falling as you breathe.......  

[PAUSE FOR 5 SECONDS] 

No�ce how your body takes control of your breathing for you, allowing you to dri� into a state of 

relaxa�on.......deep relaxa�on……  

[PAUSE FOR 5 SECONDS] 

You may find that your eyelids are feeling a litle heavy....... Feel the area around your eyes relax and 

so�en, 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 

res�ng on......... Feel your body relaxing and sinking down deeper as you exhale.......  

[PAUSE FOR 5 SECONDS] 

Take a moment to draw your aten�on 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 dri� into an even deeper state of 

relaxa�on.......  

[PAUSE FOR 5 SECONDS] 

Con�nue to breathe deeply.... feel the weight of your head and relax your neck muscles.... let your 

shoulders so�en 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 relaxa�on…. the more you 

allow your body to relax the more your body is preparing to dri� into a deep and tranquil sleep....... 

Feel the weight of your arms, and let them relax right down to the �ps 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 s�ll 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 �me 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 s�ll 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 so�ly… 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 �me-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…. si�ng or lying 

down…gently closing your eyes…I'd like you to really pay aten�on to your 

breathing…slowly…inhaling through your nose… and exhaling through your mouth…you can do this 

as many �mes as you are comfortable… Every �me you exhale….I want you to imagine one of your 

worries… leaving your body… Now let's do this together a few more �mes… 

1…..breathe in 1…2…3………….and………….out…1..2…3…. 

1…..breathe in 1…2…3………….and………….out…1..2…3…. 

1…..breathe in 1…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 I invite you take a journey….. a journey through a peaceful place…I 

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?…. I want you to imagine this peaceful place is 

surrounded by a beau�ful 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… 

con�nue 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 nega�ve feelings and worries are slowly 

releasing into the water……through the botom 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…some�mes 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 �me as a way to relax and rejuvenate 

yourself….. without any distrac�ons…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 beau�ful….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... I want you to slowly wiggle your fingers… and 

toes…… and gently open your eyes… 

[END OF SCRIPT] 

 

Finding your inner light  

Script  

Start by setling into a comfortable posi�on and allow your eyes to close or if you feel comfortable, 

keep them open with a so�en gaze... 

Bring your aten�on to your breath….take your �me…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 aten�on to no�cing each breath 

in as it enters your nostrils….. travels through your lungs….. and causes your stomach to 

expand……slowly let your aten�on dri� 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 aten�on dri�s… that’s ok… bring 

your aten�on back by following the sound of my voice…  

Some�mes 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 floa�ng under a bridge… 

[PAUSE FOR 5 SECONDS] 

It’s perfectly normal to find yourself lost in thought or distracted… when prac�cing 

mindfulness….and if you do…. gently return your aten�on to your breathing… and con�nue le�ng 

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 paterns is part of this process… if you do no�ce any paterns of thoughts…acknowledge 

these paterns exist… and let them pass you by…  

[PAUSE FOR 5 SECONDS] 

Now return your aten�on to the sensa�on 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 o�en get overrun with nega�ve thoughts… that can impact the way we feel…. and we may lose 

sight of the posi�ve things in our life… Bringing aten�on to these posi�ve things, allows us to find 

our inner light even when nega�ve thoughts seem overwhelming…… 

[PAUSE FOR 5 SECONDS] 

At this present moment… I would like you to try to think of something posi�ve 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 posi�ve thing ….and no�ce 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 posi�ve 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 mater how we feel… it is possible to give ourselves a boost of 

posi�vity….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 posi�ves 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 aten�on back to your breathing....back to the present 

moment.… allow yourself to no�ce 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 

distrac�ons, 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 �me…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…..  

No�ce 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…no�ce 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 floa�ng ….con�nue 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 aten�on 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 no�ce any visual paterns that might be occurring 

[PAUSE FOR 5 SECONDS] 

If thoughts begin to arise…. gently turn you aten�on back to this space… 

It can o�en be difficult to fully switch off when trying to relax….some�mes 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 con�nue to rise….you now have a distrac�on from racing 

thoughts…..and you can return to this point of focus at any �me if you no�ce yourself ge�ng caught 

up in thoughts…. 

[PAUSE FOR 5 SECONDS] 

No�ce any lights or flashes that may be occurring in this space... you may see different 

colours…swirling paterns….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 �mes, 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 �me….stay lying or si�ng….look around 

the room… and observe your surroundings….. for a few more minutes….  

[END OF SCRIPT]  
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Appendix 3.  Interven�on communica�ons 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. I 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 I 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 I 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 just a 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 I won’t be asking to see this 
tracker.  

4) I 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, I 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. I will send 
a reminder in the morning 
����  
 
Please get in touch if you have any questions. 
Thanks, 
Helena  

Week 1  Action planning  Message in 
MS Teams 
intervention 
group 

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

Hi everyone, how is your mindfulness practice? Mindfulness 
is a great tool that can be practiced anywhere, at any time. I 
encourage you all to see if you can start incorporating some 
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 
prompt 

Message in 
MS Teams 
intervention 
group 

Hi everyone! It’s the last day of our first week of mindfulness! 
Remember, this group is a space to share your experiences if 
you would like to. How has this week been for you? Does 
anyone have any reflections they would like to share?  

Week 2 Self-monitoring 
of behaviour  

Message in 
MS Teams 
intervention 
group  

Hello everyone, how is your mindfulness practice going? 
Don’t forget to track when you complete your mindfulness 
practice each day using the tracker document. This can be a 
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 
and 
psychoeducation  

Message in 
MS Teams 
intervention 
group 

Well done everyone for staying on track and practising 
mindfulness regularly. Repeating a behaviour like this at the 
same time each day and in the same setting is very helpful in 
forming a long-term habit. Make sure to try and complete 
your practice in the same context each day.  

 Message in 
MS Teams 
intervention 
group 

We’re well into week two of mindfulness! How are you all 
finding it? Does anyone have any feedback they’d like to 
share with the group about their experience so far? 

Week 3 Prompt to 
complete 
behaviour  

Message in 
MS Teams 
intervention 
group 

Today is the start of a new mindfulness week! Don’t forget to 
put ten minutes aside each morning before you start your 
work day to take some time to be in the present and centre 
yourself. 

Psychoeducation  Message in 
MS Teams 
intervention 
group 

Mindfulness has many positive benefits, including reducing 
stress and improved general health. Read more here: 
https://positivepsychology.com/benefits-of-mindfulness 

Reflective 
motivation 

Message in 
MS Teams 
intervention 
group 

Did you get a chance to take a look at the article I linked 
above? Why not take five minutes to consider how some of 
these benefits could apply to you, and feel free to share your 
thoughts in the group.  

Week 4 Prompt to 
complete 
behaviour 

Message in 
MS Teams 
intervention 
group 

Just one week of our group mindfulness practice left, how is 
everyone feeling? Taking five minutes to be present and 
practice mindfulness is also a great way to separate the 
working day from your evening. 

Psychoeducation Message in 
MS Teams 
intervention 
group 

Incorporating mindfulness practice into your daily routine can 
have many benefits. One of the benefits of mindfulness in the 
workplace has shown to be reduced work-related stress. 

Prompt peer 
support and 
reflections 

Message in 
MS Teams 
intervention 
group 

We have two days left of our group mindfulness activity. Has 
anyone noticed a change in how they feel while practising 
mindfulness this week compared to during week one? 

Post-
intervention  

Outcomes 
measures 

Email to 
intervention 
group  

Hi everyone, 
 
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 Prac�ce Tracker 

Mindfulness Prac�ce Tracker 
 
Use this space to keep track of your mindfulness prac�ce and any reflec�ons you have each �me. 
Use the reflec�ve prompts below to help you. 
 
 
 
 
 
 
Week 1 
 
 AM AM reflections PM PM reflections 

Monday     
 

Tuesday   
   

Wednesday     
 

Thursday     
 

Friday    
   

 
 
 
 
Week 2 
 
 AM AM reflections PM PM reflections 

Monday     
 

Tuesday   
   

Wednesday     
 

Thursday     
 

Friday    
   

 
 

Mindfulness prompts 
How did you feel before vs. a�er mindfulness prac�ce?          How did you feel during the mindfulness prac�ce?  
What thoughts did you have during the prac�ce?                     How easy/difficult did you find it?  
Did you have any unexpected thoughts or feelings?  



Behaviour Change Interven�on Case Study 2 116 

 
 
 
Week 3 
 
 AM AM reflections PM PM reflections 

Monday     
 

Tuesday   
   

Wednesday     
 

Thursday     
 

Friday    
   

 
 
 
 
Week 4 
 
 AM AM reflections PM PM reflections 

Monday     
 

Tuesday   
   

Wednesday     
 

Thursday     
 

Friday    
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Appendix 5.  Individual par�cipant scores 

 

Par�cipant 1. 

        
 
Par�cipant 2. 

        
 

Par�cipant 3. 
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Par�cipant 4. 
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Teaching and Training 
 

This sec�on contains a case study, which describes my experience designing, delivering and 

evalua�ng a five-part teaching series on the fundamentals of health psychology to a mul�disciplinary 

team within my workplace. Also contained in this chapter is a Teaching and Training Diary, which 

hosts descrip�ons of and reflec�ons on a number of teaching and training sessions I have delivered 

throughout the Professional Doctorate. 
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Teaching and Training Case Study 
 

Competency in teaching and training is a vital skill for a Health Psychologist. The ability to disseminate 

scien�fic informa�on, and to share knowledge with healthcare professionals and pa�ents alike, is 

crucial to the field. Working within a mul�disciplinary team in healthcare communica�ons and pa�ent 

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 se�ng 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 pharmaceu�cal clients and 

pa�ent advocacy organisa�ons on how health psychology may support their business. I 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 I gauged the baseline knowledge 

level of the group as a whole and presented informa�on in a way that was appropriate to the audience 

collec�vely. A�er careful considera�on, I opted not to use a formal measure of baseline knowledge. 

Before planning and developing the training sessions, I 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 conversa�ons and shared project work. I used this 

experience to assess the training needs of the group.  

 

A�er considering the collec�ve baseline knowledge of the group, I decided to develop the training 

course with an assump�on of no prior knowledge of health psychology from the atendees. Although 

some atendees were trained in health psychology, the course was developed primarily to upskill 

members of the wider mul�-disciplinary team, so that collec�vely, 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 priori�sed, 

while those trained in health psychology could join as a refresher course, and to apply their exis�ng 

knowledge to the current workplace se�ng. Upon reflec�on on this decision, I consider it to be the 

correct choice; a�er comple�ng the training sessions, atendees 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 mul�-disciplinary team shared that they learned a 

lot of new informa�on.  

 

Cra�ing the content outline  

Drawing from my experience of receiving educa�on and training in health psychology, referring to 

handbooks such as Jane Ogden’s ‘Health Psychology’ (Ogden, 2012), consul�ng with psychologists in 

the team and considering the professional relevance of various knowledge areas to the training group 

in ques�on, I developed learning objec�ves for five training sessions (Appendix 1). Due to the varying 

backgrounds and knowledge levels of the training group, I dedicated training session one to a wide-

scoping introduc�on to health psychology as a field. Subsequent sessions then focused on health 

beliefs and significant theories and models within health psychology; health literacy; the applica�on 

of health psychology in the pharmaceu�cal industry and research methods. The content was designed 

to facilitate knowledge building over the course of the programme by introducing informa�on, 

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 connec�ons between the 

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

 

Developing a training programme  

There is an ever-growing evidence base guiding effec�ve teaching methodology. In order to develop 

an effec�ve training programme, it is helpful to consider the learning styles and individual differences 

of the training group. Kolb’s experien�al learning theory (Kolb, 1984) outlines a four-stage cycle of 

cogni�ve processes that occur in order for an individual to acquire knowledge. The stages move from 

the individual having a concrete experience, to reflec�ve observa�on on the experience, to abstract 

conceptualisa�on, i.e., learning from the experience, and then to ac�ve experimenta�on involving 

tes�ng out what was learnt. I made sure to allow the students to experience these stages of learning 

throughout the programme by engaging them with ac�vi�es that required thinking and par�cipa�on 

to provide a concrete experience, allowing the learner to immerse themselves into the subject mater. 

I encouraged reflec�on during the teaching sessions by asking for ques�ons and involvement 

throughout, and then recapping what had been learnt at the end of the session, allowing students to 

share any addi�onal thoughts. Reflec�on 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 mater had increased. 

As the sessions progressed, more opportuni�es for abstract conceptualisa�on arose. Theore�cal 

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 theore�cal understanding of the new concepts that had been 

presented. The fourth stage of Kolb’s experien�al learning theory, ac�ve experimenta�on, is ac�vated 

when students apply their learnings to their real-world roles, and I prepared students for this by 

drawing links between their new knowledge, and their current responsibili�es 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 informa�on op�mally through varying modali�es. 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; ac�vists learn by par�cipa�ng in a hands-

on style, theorists learn by understanding the theory behind why something is the way that it is, 

pragma�sts learn by drawing connec�ons to how this learning can be put into prac�ce in the real 

world, and reflectors learn by observing others, gathering informa�on, and drawing conclusions. In 

order to ensure that my programme was as accessible as possible, I used this framework to ensure 

that there was space for all four types of learning to occur within my training programme. I 

endeavoured to allow for group discussion and par�cipa�on, while allowing others to reflect and read 

informa�on on screen. When theories and models were shared, I made sure to introduce real-life 

comparisons. When teaching a group remotely, I 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 educa�onal success of the student (Dinçol, Temel, Oskay, Erdoğan, & Yılmaz, 

2011), and that exposing students to a variety of teaching styles can s�mulate learning and flexibility 

in learning (Cavanagh & Coffin, 1994). 

 

When considering the most appropriate teaching approaches, I also assessed the previous learning 

experiences of the group. All atendees had experience of undergraduate and some postgraduate 

university teaching in scien�fic subject areas that meant they were likely have been exposed to a 

number of teaching styles and se�ngs, par�cularly a didac�c approach. With this in mind, I devised 

the training programme to combine short periods of didac�c teaching for efficiency, with interac�ve 

experiences involving the whole group. With an undergraduate level of educa�on noted as a baseline, 

the seven principles of good prac�ce in undergraduate educa�on (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 compe��on between 

themselves. I u�lised 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 collabora�on in the shared goal of learning. Chickering and Gamson (1987) also define learning as 

“not a spectator sport”. Although some short periods of didac�cism were required, I put a focus on 

ac�ve learning, encouraging students to relate concepts to past experiences and current issues in their 

work. Building on this, teaching theory also advises that presenta�on of emo�onal 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 applica�ons, for example, of 

behaviour change, health literacy and research ethics were discussed and shared during the training 

programme.  

 

In drawing upon and integra�ng teaching styles into the training programme, I was aware of my own 

preferred personal style of teaching, mindful of the no�on that a teacher who is adop�ng their own 

preferred style will have more successful outcomes (McKimm & Jollie, 2007). I am more confident in 

teaching in the style of a facilitator for learning rather than as an expert impar�ng 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 prepara�on for this training programme meant that I 

was able to draw from many valuable methodologies and u�lise 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. I didn’t 

an�cipate that learning would be hindered by the virtual environment, as workplace opera�ons had 

moved online 12 months earlier due to the pandemic, and previous research has shown virtual 

learning to be at least equivalent to tradi�onal face-to-face learning in terms of effec�veness (George 

et al., 2014). The nature of delivering these sessions virtually meant that I had to make certain prac�cal 

considera�ons that would not have applied in a face-to-face se�ng. Remote delivery meant that it 

was more difficult to gauge the engagement level of the group using visual cues, par�cularly if 

atendees did not have their camera turned on during the session. Therefore, I made sure to pause 

o�en to ask if the group had any ques�ons and sought frequent verbal input throughout the sessions. 
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The Community of Inquiry theore�cal framework (Garrison, Anderson, & Archer, 1999) was a key 

model of learning that I consulted when designing this learning programme for online delivery. This 

framework posits that the three elements of social presence, cogni�ve presence and teaching 

presence are crucial components of a successful educa�onal experience in an online learning 

environment. Facilita�ng social presence through affec�ve engagement, open communica�on and 

group cohesion is key to crea�ng a virtual climate that encourages ques�ons, contribu�ons and 

cri�cisms of ideas from the students (Garrison, 2011; Rogers & Lea, 2005). Cogni�ve presence can be 

encouraged through cri�cal discourse of a problem including conceptualisa�on, reflec�on and 

ques�oning to facilitate cri�cal thinking and the construc�on 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, facilita�on and direc�on of cogni�ve and social processes (Anderson, 

Liam, Garrison, & Archer, 2001). To embed this theory into my prac�ce, I drew from Garrison’s 

principles that guide teachers to create and sustain a community of enquiry. These principles include 

planning for the crea�on of open communica�on, establishing purposeful inquiry dynamics and 

sustaining respect and responsibility (Garrison, 2011). Aiming to develop a community of inquiry in 

the online se�ng allowed me to priori�se and focus my inten�ons and behaviours throughout the 

programme with the goal of elici�ng social and cogni�ve presence. 

 

Crea�ng suppor�ve teaching materials  

In order to support the verbal delivery of the training programme, I developed a series of PowerPoint 

slides for each training session (Appendix 2). Within these slides I aimed to include a combina�on of 

both text-based informa�on and visuals including imagery and diagrams. Mayer’s cogni�ve theory of 

mul�media learning reasons that people have a limited capacity for informa�on processing in verbal 

and visual channels, and for meaningful informa�on processing to occur, the learner must be able to 

select, organise and integrate new informa�on with prior knowledge (Mayer, 2008). Therefore, it 

understood it to be important to balance the use of verbal and visual informa�on in a conscious way 

to maximise the learning poten�al of the student group. Rudolph outlines twelve principles of 

mul�media design to effec�vely engage the learner in the learning process, including collated 

published theories on visual presenta�on of informa�on and direc�ng aten�on (Rudolph, 2017). I 

aimed to incorporate learnings from these theories including the signalling principle (signpos�ng 

informa�on with call-outs and gradual presenta�on of informa�on on the slides), the spa�al con�guity 

principle (presen�ng images and related words as close together as possible) and the temporal 

con�guity principle (verbalising instruc�ons and informa�on in tandem with a visual presenta�on of 

the subject mater).  
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When developing the training programme, I also made careful considera�on to the language I used in 

both the materials and my own delivery. All atendees were either na�ve 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. I was also mindful of the individual differences principle in Mayer’s cogni�ve theory of 

mul�media learning that posits that the instructor should speak in a conversa�onal style rather than 

a formal style, to enhance learning (Mayer, 2009). I made sure not to make any avoidable assump�ons 

of knowledge of technical or health-related terms or acronyms, to ensure the programme was as 

accessible as possible to a wide audience.  

 

In addi�on to the materials presented during the training sessions, I also developed and shared, via 

email, a reference list of sources I had cited, as well as a short list of further reading resources should 

the atendees be interested in learning more (Appendix 3). This allowed atendees to con�nue their 

learning between the training sessions and provided them with trusted sources of informa�on. 

 

Delivering the training programme  

The teaching sessions were arranged to be delivered on a fortnightly basis, and I planned for each 

session to last no longer than 40 minutes. The workplace environment means that mee�ngs and video 

calls are o�en scheduled on the hour, and it was likely that atendees had another engagement 

following shortly a�er the training session. On occasion, colleagues need to leave mee�ngs and calls 

early to allow for 5-10 minutes to prepare for the next call. I an�cipated that allowing a poten�al 20-

minute break in calls would mean that atendees would be able to focus for the dura�on of the session, 

without needing to leave early to prepare for their next commitment, maximising their learning 

poten�al.  

 

The sessions were atended by between eight and eleven members of staff collec�vely. There were 

eight consistent atendees, which allowed for scaffolded learning and knowledge progression to be 

built from session to session. On two occasions, addi�onal staff members to the core eight could not 

atend the live session, and so watched a recording of the session a�erwards to catch up on the 

content. When this happened, I encouraged the staff members to reach out to me with any ques�ons 

they had, to ensure they were comfortable with the content before they atended the next session.  

 

 

 



Teaching and Training Case Study 127 

Session 1 reflections: Introduction to Health Psychology 

At the start of the first session, I encouraged the group to reflect on their current level of understanding 

of what health psychology is, and what it means to them. I used MURAL, a virtual whiteboard 

technology, to present an illustra�on of a ladder, with the rungs numbered from one to ten. I 

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 quan�fied score of their knowledge that I could measure again in the final session. 

 

While delivering the first session, as a product of the work-from-home se�ng, my personal internet 

connec�on was not performing adequately, and my audio connec�on was intermitent during Teams 

calls earlier in the day. Because of this, I decided to turn off my video camera once I started slide-

sharing during the teaching session, to limit the amount of broadband usage, in an effort to minimise 

disrup�on. This decision meant that the audio connec�on and presenta�on worked well and there 

were no interrup�ons to communica�on. However, I did not communicate my reasons for turning the 

video camera off to the group of atendees. Upon reflec�on, I believe I 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 reduc�on in the availability of visual cues and body language, and 

poten�ally a reduced sense of presence and togetherness (Liang, da Costa Junior, & Piumarta, 2020). 

Although the internet difficul�es were beyond my control, if this were to happen again, I would 

vocalise why I 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, I shared an introduc�on to health beliefs and behaviour change theory. Before this 

session began, I reflected on the levels of par�cipa�on in session one, and how they could be 

enhanced. I was aware that atendees may be more reluctant to par�cipate in discussions in the virtual 

environment as I had observed a reduc�on in contribu�on levels since moving from face-to-face 

mee�ngs to online. I intended to give the par�cipants as many op�ons to vocalise ques�ons or 

thoughts as possible. At the beginning of each session, I encouraged atendees to raise a virtual hand, 

contribute verbally or use the ‘Chat’ func�on of Teams if they have any ques�ons. At the end of each 

presenta�on slide I again asked if anyone had any ques�ons before we moved on and le� at least five 

minutes at the end of each training session for any further ques�ons.  
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During this session I noted that the group was reluctant to par�cipate in the interac�ve parts of the 

training session where open ques�ons were asked. Because of this, the session ended ten minutes 

earlier than I had an�cipated, as I had factored in �me for par�cipa�on that wasn’t u�lised in full. 

Some subject mater experts were in atendance, including a Senior Psychologist and the Head of 

Health Psychology and Research. This could have impacted other atendees’ confidence to offer 

answers to ques�ons as they may have felt reluctant to speak up in this se�ng. In addi�on, as the 

sessions were being recorded, it is possible that some students may have been reluctant to contribute 

verbally, due to their par�cipa�on feeling more permanent.  

 

To target this, I adapted the way I asked ques�ons in the following sessions in two ways. Firstly, I 

allowed slightly more silent �me a�er answering a ques�on, to leave enough space for atendees to 

think of an answer and then contribute, and secondly, I prepared some example answers to my 

ques�ons 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. Reflec�ng on the adapta�ons I 

made in order to encourage more par�cipa�on and ques�on answering, I felt that this had been 

effec�ve. Leaving longer silences a�er asking ques�ons ini�ally felt uncomfortable, but it meant that 

at least one person each �me offered an answer, and perhaps the group needed that extra �me to 

build confidence to answer, or to think of a suitable response. When responses were limited, I shared 

some example answers first, which also felt to be effec�ve as it encouraged atendees to build upon 

the example answer I shared. When reflec�ng on this session once it had ended, I felt confident that 

it had been delivered successfully. This topic was one that I felt the most comfortable in discussing and 

delivering, as it is a topic I am passionate about. Upon reflec�on, I think this helped me to feel relaxed 

and confident, and in turn, encouraged the atendees to relax and engage more. At this point in the 

training programme, I also felt that the atendees 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, I covered the applica�on of health psychology within the pharmaceu�cal industry. 

During this session, I referred back to some of the health psychology models that I 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. I suspected that 

this was due to the applica�on of health psychology to the pharmaceu�cal industry being a topic that 

they are more familiar with than the topics of previous sessions. I also felt that the group had gained 

confidence in their knowledge and understanding of health psychology, and felt more able to volunteer 

thoughts, sugges�ons and answers to ques�ons.  

 

Session 5 reflections: Health Psychology Research  

Session five was the final session. During this session I focused on the topic of research, followed by a 

ten minute recap and quiz based on the previous sessions. I ended the session by revisi�ng the 

‘confidence ladder’ that was presented during session one. Before I began teaching the content on 

research, I prepared the atendees for the quiz at the end, so they knew that par�cipa�on was 

required. At around fi�een minutes into delivering this session, I found myself speaking increasingly 

quickly. At this point I considered that I may have overes�mated the amount of material we were able 

to cover in this session. I covered all the content that I intended to cover, but upon reflec�on, I may 

have created a sense of rushing and urgency. If I were to repeat this session in the future, I would 

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

 

The quiz covered topics from all of the previous sessions and the atendees were able to 

enthusias�cally answer all of the ques�ons. I 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, I asked atendees 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, atendees reflected 

on their learning, and it gave them a valuable opportunity to ac�vely 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, I gathered a number of data points. The 

most important measure was the assessment of whether the learning objec�ves of each session were 

met, and the atendees gained an increased understanding of health psychology. I assessed this in a 

number of ways. Throughout the training programme, I referred back to informa�on and concepts 

shared during previous sessions and asked ques�ons 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 informa�on from the previous sessions and were able to answer ques�ons on 

these topics. The confidence ladder scores provided a valuable insight into the student perspec�ve. 

The confidence scores of all students increased between session one and session five, sugges�ng 

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, a�er the final session I emailed all atendees 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 observa�ons. 

Seven atendees completed feedback forms and the feedback was posi�ve in all domains (Appendix 

3). Four atendees shared addi�onal writen feedback in the free text response box provided, which 

commented on the sessions being engaging, the presenta�on style being clear and no�ng 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 addi�onal comment 

was shared on this score, but upon reflec�on, I feel this may be directed towards the speed of my 

delivery in the second half of session 5, as I was rushing to cover all the material I had planned. Most 

students strongly agreed that they had expanded their knowledge of health psychology, that the 

sessions were interes�ng, and the materials used were of good quality.  

 

The training course was also atended 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 writen feedback a�er 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 reflec�ons  

This process, from concep�on to delivery, has given me the confidence, skills and knowledge to apply 

theore�cal teaching frameworks to the development of a training programme. I have increased my 

understanding of best prac�ce in teaching and gained confidence in overcoming any unexpected 

hurdles and adap�ng my training style to the needs of the student group. 

 

From reflec�ng on previous teaching and training experiences, I know that my style of speaking is calm, 

informal when I am relaxed. I am aware, however, that I can some�mes take a few minutes to relax 

into the session, and if I am feeling nervous I can be inclined to talk faster. This is something I prepared 



Teaching and Training Case Study 131 

for ahead of the sessions by focusing on relaxa�on for a few minutes prior to the training star�ng to 

ensure I was in a prepared mindset, but I was keen to reflect on my style in prac�ce. As I had recorded 

the training sessions via Teams, I was able to watch back and reflect on my delivery. I observed that, 

as I had an�cipated, I spoke quite quickly at the beginning of the training sessions, but as I relaxed into 

the session I slowed to a more comfortable pace. I also noted that I faced my second monitor where 

my slides were being shown more o�en at the start of each session. I believe that this was a sign of 

being nervous too, because as I relaxed, I focused more towards the Teams call and the camera, which 

was more engaging. Across the five sessions, I gradually became more confident in teaching, and this 

was also observed when I watched back the video recordings.  

 

If I were to repeat this training programme in the future, I would make some small adjustments. As 

the input from students was variable from session to session, I would make sure to prepare addi�onal 

ac�vi�es to increase engagement, that I would be able to u�lise if needed. I would also spend a couple 

more minutes at the beginning of the session trying to engage the group in a more informal, welcoming 

conversa�on. I feel this would be appropriate given the size of the group and could perhaps build 

confidence in the atendees being ac�ve vocal par�cipants in conversa�ons throughout the training. 

 

Overall, the experience of delivering, documen�ng and reflec�ng on this training programme has 

offered me extremely valuable learnings and insights into best prac�ce teaching and training, and how 

I can con�nue to improve and develop my teaching methods throughout my career.  
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Appendix 1. Teaching and training programme learning objec�ves 

 

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 
2 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 
3 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 
4 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  
5 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. Presenta�on files collated 

Session 1 - Introduc�on to health psychology 
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Session 2 – Health beliefs and changing behaviour 
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Session 3 – Health literacy 
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Session 4 – Applied health psychology in pharma  
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Session 5 – Research in health psychology   
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Appendix 3. Follow-up emails to students 

Session 1 follow-up 

 
 

Session 2 follow-up 
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Session 3 follow-up 

 
 

Session 4 follow-up 
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Session 5 follow-up 
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Appendix 4. Student confidence ladder scores 

 

Training session 1 scores 

 

 

Training session 2 scores 

 

Student identities have been anonymised for privacy. 

 

  



Teaching and Training Case Study 147 

Appendix 5. Student feedback 

Q1. Please rate the following quali�tes of the training provider’s delivery: 

 
Q2. To what extent do you agree with the following three statements?: 

 
Q3. Please share any addi�onal comments you may have: 

• “Interesting and insightful, very well presented.” 

• “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, I really appreciated the quiz questions at the end to recall 

important concepts and learning about a new concept for me, snowball sampling. Very interesting.” 

• “Very well presented with verbal clarity and thoughts organised in a easy to digest way. Thank you.” 

• “Fantastic sessions. Helena has a very calm, professional and friendly presentational style and is 

always well prepared, knowledgeable and engaging.” 

  

0 0

1 1

5

0 0 0 0

7

0 0 0 0

7

0 0 0

2

5

0

1

2

3

4

5

6

7

Very Poor Poor Fair Good Excellent

Speed and clarity of delivery Knowledge of the material

Organisation and preparation Ability to keep the group focused

0 0 0 0

7

0 0 0

2

5

0 0 0

1

6

0

1

2

3

4

5

6

7

Strongly disagree Somewhat disagree Neither agree nor
disagree

Somewhat agree Strongly agree

I expanded on my knowledge of health psychology

The sessions were interesting and engaging

The materials used in these sessions were of good quality
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Appendix 6.  Professional observer feedback 

 



Teaching and Training Diary 149 

Teaching and Training Diary 
 
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 I 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 �me 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 con�nued skill 

development. It opened my eyes to the many ways that a teacher can deliver learning materials 

through adap�ng their methodology to suit the student group and surrounding context, and set me 

up well for my future experiences of delivering teaching and training. I was able to reflect on pre-

conceived no�ons 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 presenta�on 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 presenta�on skills hosted at my workplace, I was 

asked to deliver an informa�onal presenta�on about myself las�ng up to 10 minutes. The purpose of 

this was to share informa�on about myself that the group may not know, and to receive feedback on 

my delivery. When planning the content of this presenta�on, I felt ini�ally apprehensive about 

having such a vague brief, so I focused mainly on making sure the informa�on was as interes�ng as 

possible, and easy to understand. I presented my short talk to a group of around twelve colleagues 

from my workplace, as well as a professional training provider. I felt confident when delivering the 

presenta�on and reflected that this was linked to feeling very comfortable with the subject mater 

itself. I received posi�ve peer feedback as well as professional feedback from the external training 

provider. 
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The session was also video recorded, and I was given the opportunity to reflect on my delivery. The 

prospect of watching my presenta�on back was daun�ng, 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. I endeavoured to make more eye contact with individuals in the audience or 

student group next �me, as non-verbal communica�on such as eye-contact and open body language 

are key communica�on tools, and have been show to enhance engagement in the teaching se�ng 

(Bambaeeroo & Shokrpour, 2017). The professional trainer fed back that I came across as confident 

and calm, which was very reassuring as I had previously never had professional feedback on my 

presenta�on style. At the close of the session, an anonymous peer vote was cast on the best 

presenta�on of the day, and I was pleased to have been voted second place, which boosted my 

confidence in my presenta�on skills. This presenta�on opportunity provided me with beneficial 

experience at the start of the first year of the Professional Doctorate, and made me feel confident 

moving forward. 

 

Bri�sh Healthcare Business Intelligence Associa�on BHBIA industry training webinar: ‘Crea�ng 

truly pa�ent-centric materials’.  

02/07/2020 

My workplace was invited to host an industry training webinar with a focus on pa�ent centricity for 

the Bri�sh Healthcare Business Intelligence Associa�on (BHBIA), and myself and a colleague were put 

forward by a senior member of staff to lead this. The BHBIA is a professional associa�on for 

organisa�ons involved in UK healthcare business intelligence and market research, with a focus on 

legal and ethical compliance, informa�on dissemina�on and educa�on on best prac�ce within the 

professional community. The audience was a combina�on of approximately 70 delegates from both 

pharmaceu�cal companies and healthcare communica�ons businesses. 

 

A�er mee�ng with my colleague to discuss poten�al topics, we decided to split the webinar into two 

sec�ons, and each host a sec�on of the training session for 25 minutes. The objec�ve of the training 

session was to provide peer educa�on to the industry on best prac�ce in crea�ng pa�ent-facing 

materials. When preparing the training materials, I focused on providing informa�on on health 

literacy, and how an understanding of health literacy is important in order to make useful and 

accessible materials for pa�ents. My colleague and I 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 le� with a strong founda�onal knowledge. It is highly beneficial to communicate 
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specific objec�ves to the learner at the start of the session, in order to increase engagement and set 

the direc�on 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 I began remote working due to the Covid-19 pandemic, I had 

some experience of presen�ng informa�on and talking to small audiences over a video call, but I had 

not yet provided any teaching or training in this virtual se�ng. In order to ensure my methods were 

appropriate for the se�ng, I spent some �me reviewing literature into effec�ve training in this 

se�ng. In recommenda�ons 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, I opted to include interac�ve elements into the session, to allow the atendees to reflect 

on how accessible the pa�ent materials they develop are, and created space for peer discussion.  

 

On the day of the session I felt quite apprehensive and nervous about making a mistake or stumbling 

my words, as I was aware that the session was being recorded and distributed as a webinar to the 

BHBIA network. Thankfully, the session went smoothly and I 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 ini�ally in�mida�ng, but 

it allowed me to think on my feet and I felt confident with the answers I provided. Following the 

webinar, atendees were asked to provide formalised feedback to the BHBIA. We received a mean 

value score of 8.1, which is considered ‘excellent’, and atendees commented that the session was 

useful, relevant and insigh�ul. Full feedback can be found in Appendix 2. One piece of feedback 

noted that the slides could have been more visual, which is something I noted to take into account 

during future training. Other atendees reported that they appreciated the specific, real-world 

examples, and this is also something I have endeavoured to consider in every future training 

opportunity.  

 

Introduc�on to Health Psychology: a series of five training sessions 

Hosted between 10/05/2021 – 20/07/2021 

I hosted a series of five training sessions for a team of 8-10 colleagues in my workplace, with the 

objec�ve to provide an introduc�on to health psychology and its applica�ons. Each session was up to 

40 minutes long, and was delivered via video call due to the Covid-19 pandemic. Learning objec�ves 

for the series of five training sessions can be found in Teaching and Training Case Study Appendix 1, 

and presenta�on 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 por�olio. Therefore, further 

documenta�on, reflec�ons and feedback on this experience is included in more detail in the case 

study. 

 

Session 1: Introduc�on 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. I 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 

ac�vely engaging the student in the learning process (Yan & Brown, 2017). Therefore, I opted to 

include an informal self-report measure of the atendees’ 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 par�cipated in the confidence self-report 

scoring ac�vity. It was interes�ng 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, I was surprised to find that I felt more nervous training 

colleagues and peers that I was acquainted with than I would strangers, and this provided me with 

an interes�ng point of reflec�on.  

 

Session 2: Health Beliefs and Changing Behaviour 

The objec�ve of session two was to provide an understanding of health beliefs and some behaviour 

change theory. I was conscious that some of these concepts would be completely new to the group 

and wanted to ensure maximum engagement and learning.  

 

A�er planning the first session, I found it much easier to plan session two as I had a structure and 

research process to follow. Mukhtar, Javed, Arooj and Sethi note that some of the limita�ons of 

online learning include a lack of student feedback on whether the materials are being understood 

(Mukhtar, Javed, Arooj, & Sethi, 2020). I felt that this was par�cularly important during this session, 

given the novel nature of the material to the group. During the session I incorporated moments to 

confirm the group were understanding the material and opened for ques�ons at regular intervals. 

The delivery of the session went well, however it finished earlier than I expected as I found the group 

was quieter than I an�cipated. I reflected that this may be due to the online environment and 

considered ways to enhance interac�vity and engage the group further in the next session. 
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Session 3: Health Literacy 

I developed the third training session with a focus on health literacy. This allowed me to spend �me 

immersing myself in research into health literacy, and I learnt of some new measures to understand 

the health literacy score of writen materials. 

 

During this session, I was able to u�lise learnings from delivering the previous two sessions in order 

to enhance my teaching style. I had reflected on the importance of leaving purposeful silences and 

space for others to un-mute and join in a conversa�on, and I deduced that it was necessary to leave 

longer than I would normally do in a face-to-face se�ng, 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 interac�ve ac�vi�es for the 

first �me. When the session ended, I 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 pharmaceu�cal 

industry. Going into this session I felt a lot more relaxed and confident, with the experiences of the 

other training sessions behind me. Ahead of delivering this session, I felt that I had developed an 

effec�ve process of prepara�on, through developing and reviewing the materials, visualising any 

areas that I felt could be difficult, and preparing my physical space. 

 

The group appear to have relaxed into the environment and the group se�ng during this session and 

were more interac�ve. According to Giorgdze and Dgebuadze, an interac�ve teaching approach 

means students not only interac�ng with the teacher, but interac�ng with other students. They 

emphasise that the use of interac�ve teaching methods ensures full par�cipa�on of students, and 

helps students to retain informa�on for longer periods of �me than passive learning would offer 

(Giorgdze & Dgebuadze, 2017). I gained some posi�ve feedback on my delivery of this session from 

two of the atendees, who shared that the interac�ve 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 fi�h training session was on the topic of health psychology research. Ahead of this session I 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 ques�ons to 

demonstrate their learning and how each concept builds on their exis�ng knowledge base (Gewin, 

2020). I u�lised this learning to build in direct ques�ons 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, I gained some valuable 

experience in ac�ve �me management as I had prepared more content than �me allowed for, and 

needed to manage this during the session to ensure all important topics were covered. I also 

developed an anonymous feedback form to gather insights into the series of sessions from the 

student group at the end. Students provided posi�ve feedback sta�ng that they now felt more 

confident in their knowledge and understanding of health psychology, and I received useful feedback 

from my workplace supervisor. 

 

Midlands Health Psychology Network Careers Webinar 

05/12/2021 

Through a peer in my professional network, I was invited as a guest speaker to host a 15-minute talk 

at the Midlands Health Psychology Network careers webinar. The objec�ve was to provide 

informa�on 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. I was hesitant before accep�ng this 

invita�on as I had never delivered a talk of this style before, but I knew it would be a great 

development opportunity for my teaching and training skills. I approached this as an educa�onal 

session for the group, so as to ensure the content was well thought-out, and as accessible as 

possible.  

 

When developing an online educa�on 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, iden�fying 

a few specific things you want the students to learn, and providing a more direct focus in the online 

space (Gewin, 2020). I considered this approach to be suitable for this session, as it allowed me to 

focus my session plan on five specific points of informa�on: educa�on, employment, choosing a 

training route, my experiences on the Professional Doctorate, and my learnings and reflec�ons 

(Appendix 3).  
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The construc�vist theory of learning posits that learners construct knowledge and meaning from 

their experiences and reflec�ng on those experiences, and that effec�ve learning is grounded in a 

real-world context (Shah Ph & Kumar, 2019). Addi�onally, through a construc�vist approach, the 

teacher inquires about students’ understandings of learning material before sharing new informa�on 

(Bada & Olusegun, 2015). This approach aligned well with the objec�ves of my session, and I opted 

to ask open ques�ons to the group around their ini�al understanding and experiences within health 

psychology before I began sharing informa�on and experiences of my own. When developing the 

materials for the session, I considered the use of slides and a presenta�on 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, I opted not to develop any visual s�muli, and to present just 

verbally. 

 

The audience included around 20 MSc psychology students, Trainee Psychologists and Registered 

Psychologists. I felt confident while delivering this talk on the day and felt that not using slides 

allowed for a more informal and conversa�onal session. The session was well received by the group 

and I gained feedback from peers and the hosts at the end of the session, who found the talk to be 

informa�ve. The atendees shared that the informa�on I provided was truly beneficial for their 

understanding of health psychology training. When reflec�ng on this experience, it felt like a cri�cal 

turning point for me in terms of confidence and self-efficacy, as delivering this without any 

suppor�ng materials or slides meant I was fully reliant on my own verbal delivery. I reflected that my 

confidence in teaching and presen�ng informa�on to groups had developed significantly over the 

past year. The success of this session also encouraged me to consider the extent to which suppor�ng 

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 Dissemina�on Conference  

09/10/2022 

I was invited to partner with a pharmaceu�cal client to share qualita�ve research findings on the 

pa�ent experience of neurofibromatosis through a 45-minute educa�onal session at a pa�ent and 

caregiver-centric conference hosted in a regional conference centre. The audience was a 

combina�on of paediatric pa�ents, their families, pa�ent advocacy group leaders and healthcare 

professionals specialising in neurofibromatosis. 
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Bada and Olusegun recommend that u�lising the construc�vist approach of encouraging teacher and 

learner to share authority, and embedding learning in social experience through discussions and 

interac�on can maximise learning (Bada & Olusegun, 2015). In order to engage the atendees in this 

ac�ve learning approach, we opted to alternate between sharing segments of research findings and 

taking live ques�ons 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, I felt in�midated by the ini�al thought of being on a stage 

and using a microphone in this context. I reflected on how best to maintain a calm and personable 

style of speaking in this se�ng, so as to maximise communica�on despite feeling nervous. I used 

breathing techniques and eye contact to remain focused and engaged with the audience, and a�er 

the first interac�ve panel session, began to relax. During this session, I was able to u�lise skills and 

learnings taken from the series of five training sessions I hosted previously with the team of 

workplace colleagues. I prac�ced allowing more space for responses when asking ques�ons, which 

facilitated a beter discussion. The educa�onal session ran slightly over �me, but was successful in 

delivery and garnered a lot of interac�on from the audience. We received good feedback from some 

atendees immediately a�er the session ended, and my client provided me with very posi�ve verbal 

feedback and thanks. Reflec�ng on this gave me a great sense of achievement, as I 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 Den�sts 

09/11/2022 

As part of a consultancy opportunity with the University of Central Lancashire (UCLan) School of 

Den�stry, I delivered a 60-minute lecture to a group of trainee den�sts. The objec�ve was to provide 

educa�on on the management of dental anxiety in pa�ents in the clinical se�ng, from a behavioural 

perspec�ve. My client requested the format to be a virtual lecture via Microsoft Teams, to maximise 

accessibility and atendance from mul�ple student year groups.  

 

I developed the session outline with the aim to provide a combina�on of theore�cal knowledge on 

anxiety with prac�cal and applicable behaviour change techniques and low-intensity interven�ons 

that dental professionals could use to support pa�ents experiencing dental anxiety (Consultancy 

Case Study Appendix 4). When designing the accompanying PowerPoint slides (Consultancy Case 
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Study Appendix 5), I referred to published research in teaching to ensure my presenta�on was as 

effec�ve as possible. Brock and Joglekar concluded in their research that lower textual density in 

slides and added non-textual elements s�mulated posi�ve student feedback (Brock & Joglekar, 

2011), while Strauss, Corrigan and Hofacker advise that slides containing relevant visual elements, 

when accompanied by instructor narra�on, use both the visual and verbal channels of a student’s 

working memory, thus improving the chances of increasing knowledge (Strauss, Corrigan, & 

Hofacker, 2011). A�er considering the subject mater of the lecture, I concluded that u�lising slides 

with a small amount of text, and visual elements to accompany my teaching would be the most 

effec�ve solu�on. I noted the importance of applying the learnings to realis�c and relevant contexts 

in order to maximise the poten�al for learning (Mar�n & Bolliger, 2018; Strauss et al., 2011). I 

endeavoured to relate all learnings back to real-world scenarios and to provide clear examples of 

specific interven�ons so that students could directly and immediately apply their learnings to their 

prac�ce. 

  

When it came to the delivery, a technical problem meant that I was unable to use the ‘Polls’ feature 

of Microsoft Teams as I had planned to. I was able to think on my feet and adapt my plan accordingly, 

to use a different feature, but ensure the learning objec�ves were s�ll met. Following the lecture, my 

client provided posi�ve feedback and shared that they would like to invite me to deliver this lecture 

again in the future to more student groups. I also requested feedback from the students a�er the 

lecture and received posi�ve 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 se�ng, and I was able to u�lise this opportunity as a 

consultancy case study for the Professional Doctorate. 

 

Final reflec�ons on teaching and training 

Reflec�ng back on my teaching and training experiences throughout my �me on the Professional 

Doctorate, I am grateful to have had a variety of opportuni�es to develop my knowledge, skills and 

confidence with various student groups in mul�ple se�ngs. Considering my ini�al teaching and 

training experiences at the beginning of the Professional Doctorate in comparison with more recent 

sessions, I now feel more comfortable and competent in my abili�es. I have also had the opportunity 

to reflect on and put into prac�ce various educa�onal theories across this �me. I have learned the 

value of immersing myself in approaches such as construc�vism, which I find is a helpful perspec�ve 

to ground my teaching prac�ce in. This has allowed me to develop a collabora�ve style of teaching, 

which takes into account the student’s previous experiences and encourages autonomy and 
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ini�a�ve. Through reviewing literature and reflec�ng on feedback received from students and 

audiences across each teaching experience, I have also developed my knowledge and proficiency in 

specific techniques such as u�lising effec�ve suppor�ve 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 se�ng. This provided me with useful experience in naviga�ng 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 

adap�ng teaching techniques to suit this se�ng. When the restric�ons of the pandemic li�ed, I was 

pleased to be able to return to face-to-face delivery of training and educa�on sessions in order to 

maximise my experiences and learnings in this area. In my current workplace, many mee�ngs and 

workshops are currently held in a hybrid se�ng with some atendees in person, and others dialled in 

virtually. I’m grateful to have had a breadth of experiences to allow me to con�nue to adapt to an 

ever-changing world post-pandemic.  

 

Through the process of logging my experiences in teaching and training, I have also iden�fied some 

areas for further development. Although I have gained some valuable experience in teaching trainee 

healthcare professionals, I would benefit from further experience with different professions in 

different se�ngs in order to advance my capabili�es. I would also like to increase my confidence, 

through con�nuing to accept opportuni�es to provide teaching and training. I endeavour to keep 

abreast of research and theory rela�ng to teaching, as this process has taught me how vital it is to 

base your prac�ce in theory.  
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Appendix 1. BHBIA training session webinar slides – crea�ng pa�ent centric materials  
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Appendix 2. BHBIA webinar feedback  

 
Email feedback from BHBIA webinar hosts and collated delegate feedback 
 

 
 
 
 
 
 
 
 
 

Personal identifiable details redacted

Personal identifiable details redacted
Personal identifiable details redacted Personal identifiable details redacted

Personal identifiable details redacted

Personal identifiable details redacted

Personal identifiable details redacted
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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!” 

• “It was very useful to spread consciousness about the reading level of 
patients and how to address this correctly.” 

• “liked the specific examples” 
• “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 

• “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? 

• “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.” 

• “would have been great to see a before and after” 
• “I don't feel anything was not useful, I 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. I think they could have covered more ground.” 

• “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” 

• “Nothing” 
• “Nothing” 
• “I did not feel the need to change anything.” 
• “I guess ideally more time to review and comment on things - was a little 

whistle stop!” 
Please let us have 
any other 
feedback/ 
comments/ 
questions  

• “I felt it was pitched at the right level, paced well and insightful. Clearly 
knowledgeable speakers” 

• “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.” 

• “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)  
Atendees: Primarily MSc Health Psychology students and Trainee Psychologists  
 
Objec�ves: 

1. To provide informa�on on my educa�on 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 I aim 
to meet the competencies  

3. To host a Q&A with the group and answer ques�ons on my experiences, to allow for a 
deeper understanding of the Stage 2 taught route in health psychology  

 
 
Informa�on provided to atendees:  
Helena Morris is a Trainee Health Psychologist currently completing Stage 2 training via the 
DHealthPsych Professional Doctorate at Liverpool John Moores University (LJMU). 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: 

• Educa�on and training 
o Undergraduate and Stage 1 training experiences  

• Employment experiences in health psychology  
o Previous experiences 
o My current placement of employment during the Professional Doctorate 

• Choosing a route that works for you  
o Why I chose the Professional Doctorate route  
o Researching and applying for Stage 2 training 

• The Professional Doctorate at LJMU 
o The applica�on process and star�ng the programme 
o The structure of the programme at LJMU  
o How I am mee�ng the competencies 

 Teaching and training  
 Consultancy 
 Behaviour change interven�ons 
 Research 
 Professional skills  

• Learnings and reflec�ons  
o The biggest challenges for me  
o My learnings and reflec�ons so far  

• Q&A  
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Appendix 4. Neurofibromatosis research dissemina�on session plan 

 

OBJECTIVES 

1. To provide an overview of qualita�ve research into the pa�ent clinical and psychological 

experience of neurofibromatosis from pre-diagnosis, to treatment and ongoing maintenance and 

monitoring 

2. To provide the pa�ent and caregiver community with an opportunity to reflect and comment on 

the pa�ent journey research  

3. To collate further insights into the emo�onal 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. 

 



 

 

 

 

 

Research 
 

This sec�on contains three separate pieces of research. The first is a systema�c review exploring 

posi�ve psychology interven�ons in prostate cancer. The second is a qualita�ve explora�on of the 

domains associated with pa�ent empowerment in healthcare. The third outlines the development, 

pilot tes�ng and psychometric evalua�on of a novel measure of pa�ent empowerment. Addi�onal to 

this is a Research Commentary, which covers a reflec�ve analysis of my research experiences and 

learnings throughout my �me on the Professional Doctorate. 
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Research Commentary 
 

Reflec�ng on my research experience during the Professional Doctorate, I am grateful for the 

numerous opportuni�es I have had to hone my skills and knowledge, and to note a significant 

increase in confidence in my abili�es. 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 in�midated me 

ini�ally, and some of my earliest reflec�ons on this journey focused on how I might gain confidence 

in my research abili�es. Looking back, I am pleased to iden�fy numerous areas of growth. A common 

thread of this commentary pulls on the journey through which I have pushed myself out of my 

comfort zone, allowing me to gain confidence, obtain experience and develop valuable research 

skills. Within this commentary I will focus on my development as a researcher across the three 

pivotal research ac�vi�es during the Professional Doctorate alongside my professional experience in 

my workplace placement.  

 

Systema�c literature reviews 

When developing my Plan of Training at the beginning of the Professional Doctorate, I made the 

choice to select my systema�c review project as the first piece of work to focus on. I 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 conduc�ng a systema�c review through their Health 

Psychology MSc programme, while it wasn’t a requirement during the �me I completed the MSc, and 

I had yet to complete one through my workplace. Because of this, I felt that I was unprepared or 

lacked poten�al important knowledge, and so decided to complete this research first before any 

other Professional Doctorate assignment. Upon reflec�on, my anxiety associated with the prospect 

of the systema�c 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, I delayed star�ng my review for many months. I’m 

proud to reflect that I have since learned to recognise this mindset that I can ini�ally take when 

facing the start of a significant project, and while these feelings can s�ll arise, I 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 ini�al feelings when challenged with a 

new project, ensuring I am allowing myself to start the work in a more posi�ve mindset.  
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The prospect of carrying out such a systematic piece of research felt huge to me as I began my ini�al 

explora�on into how to complete one. Reading guidance papers, course materials and textbooks 

such as ‘Doing a Systema�c Review’ (Boland, Dickson, & Cherry, 2017) on the steps required 

in�midated me, as I felt I could make one mistake without realising and compromise my en�re 

research. In hindsight, I now believe the beauty of a systema�c review is that its systema�c nature 

guides you through the journey, encouraging a rigorous standard of research.  

 

Comple�ng and submi�ng my PROSPERO registra�on felt like a milestone, as this was an unfamiliar 

process, and I was keen to begin conduc�ng my searches straight away. I was grateful to receive the 

advice of a librarian at LJMU with queries rela�ng to my searches. This was an invaluable resource, 

and they helped me to refine my database searches, and source ar�cles from overseas that I had 

difficulty accessing. I also benefited from contac�ng one of the key researchers in my targeted field, 

to request access to data I could not source. The process of reviewing and synthesising the data was 

rewarding, and by this stage I was pleased to note that I couldn’t relate to the extreme apprehension 

I felt at the beginning of the process.  

 

I gained a lot of valuable feedback from my university supervisors when I submited my dra�s of the 

systema�c review. My supervisors encouraged me to include a quality assessment of the papers I 

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 conduc�ng this type of assessment. I was relieved to 

submit and pass this piece of work, and it le� me with a lot of learnings to reflect on as a researcher. 

Through regular reflec�on on my abili�es and confidence in this area and pu�ng emphasis on ac�ve 

experimenta�on (Kolb, 1984) when conduc�ng reviews, I can see development in concrete skills 

evidenced by more efficient work and beter feedback from supervisors in my workplace. I have since 

worked on numerous literature reviews and two systema�c reviews in my workplace, and the 

experience that I gained when working on this first review has been extremely beneficial. I 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 conduc�ng qualita�ve research 

Designing and conduc�ng qualita�ve research is an area that I felt much more comfortable with than 

systema�c reviews at the start of the Professional Doctorate. Through my workplace placement, I 

have had the opportunity to regularly conduct a wide variety of research ac�vi�es, ranging from 

commercial market research to academic research writen for scien�fic publica�on. I have gained 
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experience in designing and conduc�ng primary qualita�ve research through qualita�ve interviews, 

focus groups and advisory boards, and these have offered me many individual opportuni�es that 

have helped me to grow as a researcher. In July 2022 I 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 I had assisted with research in paediatric popula�ons, 

this was the first �me I had led a project with a paediatric sample. When developing the discussion 

guide, I spent �me researching best prac�ce guidance and published examples of other work in this 

popula�on and sought advice from colleagues with experience in this area. While I had this wealth of 

guidance, this was also a lesson in trus�ng my own judgment and ins�ncts professionally. Due to the 

age range, I opted to tailor the interview guide to segment ques�ons appropriately for three 

different age brackets and was required to jus�fy this decision to my client’s medical review board. I 

also learnt to translate and apply client-facing, complex research ques�ons to appropriate research 

materials suitable for the popula�on. 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, I had two 

separate qualita�ve 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 

qualita�ve explora�on of the subject area to determine appropriate domains to be included in the 

scale (empirical paper 1) and second, the ini�al development and pilo�ng of the new scale (empirical 

paper 2). Despite my qualita�ve 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-genera�ng. 

Upon reflec�on, this caused me to feel as though I had less scope to discuss ideas with others, but I 

u�lised mee�ngs with my university supervisor to ensure I had appropriate support.  

 

I noted a feeling of confidence when developing my interview discussion guide, which I can atribute 

to the learnings and experience I have gained through my workplace projects. Developing the 

applica�on to submit my research to the University Research Ethics Commitee (UREC) for 

propor�onate review allowed me to interrogate my proposed research design, and I made changes 

including shi�ing from u�lising focus groups to individual interviews for data collec�on, to allow for 

more in-depth insights. My ini�al ethics applica�on was rejected, and I was encouraged to revisit my 

screener ques�ons to ensure I was not asking for unnecessary data beyond the purpose of screening. 
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I was disappointed by the rejec�on but learnt a valuable lesson rela�ng to the design of research 

screeners. A�er my revised applica�on was approved, I began adver�sing for, screening and 

recrui�ng par�cipants, and subsequently arranging remote interviews with par�cipants across the 

UK. Recrui�ng par�cipants was frustra�ng, as I received a number of applica�ons from outside of the 

UK due to the nature of URLs being shared across the internet. If I were to repeat this based on my 

experience, I would use a more stepwise recruitment approach, widening my reach more gradually 

to try and avoid this situa�on.  

 

I enjoyed the data collec�on 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. I was able to fully connect with the research ques�on and 

felt that this translated into effec�ve interviews with my par�cipants. I found that because I was 

reflec�ng a�er each interview, I gained learnings on how to approach certain topics or ques�ons, 

and how to elicit the most in-depth responses from my par�cipants, which I could then carry forward 

into the next interview. For example, I found it helpful to place a stronger emphasis on se�ng up the 

tone of the interview, spending slightly longer outlining the desire for par�cipants to be completely 

honest and posi�oning them as the ‘experts’ on this topic, which I reflected elicited more open 

responses. 

 

When analysing the data, I opted to use NVivo for the first �me, which streamlined the process and 

supported the iden�fica�on of themes. I was grateful for Braun and Clarke’s release of their book 

‘Thematic Analysis: A Practical Guide’ (Clarke & Braun, 2021), which allowed me cri�cally assess my 

understanding of thema�c analysis, and to ensure I was aligned with their method. I felt confident in 

wri�ng up this research a�er 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 

so�ware that I will use each �me I carry out qualita�ve analysis based on this experience.  

 

Quan�ta�ve methods and developing a novel measurement scale 

For my second empirical paper as part of the Professional Doctorate, I embarked on a project to 

develop, pilot test and carry out psychometric inspec�on of a novel empowerment scale, building 

upon the qualita�ve research conducted as part of empirical paper 1. This research project was one 

of the most personally rewarding, and I gained a wealth of confidence and research skills through the 

process. I was excited to develop the scale, and to be given this level of responsibility from my 

workplace to create an innova�ve tool that could be u�lised to measure healthcare empowerment. 
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This opportunity also allowed me to include some quan�ta�ve research methodology into my 

Professional Doctorate por�olio, which wasn’t ini�ally planned as part of my research competency in 

my Plan of Training.  

 

Through workplace projects I have had experience in developing surveys tailored to specific research 

ques�ons and felt comfortable in the process of developing and assessing ques�ons for 

interpretability, ambiguity, face validity and content validity. However, the process of developing a 

scale using a combina�on of exis�ng and novel items, grounded in evidence was a new challenge for 

me. I also felt challenged by the prospect of factor analysis, as this is something I hadn’t carried out 

since my undergraduate psychology degree. I felt somewhat comfortable with using SPSS to carry out 

the analysis, as I have had experience through my workplace in carrying out survey data analysis 

alongside previous academic projects. I reflected upon this and noted that I felt mo�vated and 

excited by these challenges, which was far removed from the fear I felt upon star�ng my systema�c 

review. I spent quite a lot of �me researching and re-learning various methods of factor analysis 

through textbooks and desk research before I had researched and developed the dra� scale items, to 

ensure I felt confident in the whole process from the start. 

 

I 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 ra�onale behind their 

recommenda�ons to either add, remove or adapt scale items from the ini�al dra� list. This gave me 

a great insight into the decision processes of others and their interpreta�on of the scale items, 

allowing me to evaluate an accumula�on of evidence and apply this to my final research decisions 

with regards to the scale. 

 

The pilot tes�ng process was another new challenge. As I was aiming to reach a sample of at least 

300 people with a limited budget, I opted to learn how to use Amazon Mechanical Turk (MTurk) to 

recruit par�cipants. This was daun�ng at first, as I didn’t find the pla�orm to be par�cularly user-

friendly to the lay-person or researcher, but it proved successful in reaching a wide variety of people 

in combina�on with social media recruitment and snowballing. Reflec�ng on this process, I would 

consider using this method again for research with broad sample inclusion criteria. 

 

A�er developing, pilot tes�ng and analysing the data from this scale, I felt a shi� in my self-efficacy 

rela�ng to this type of research. Approaching this unfamiliar methodology with an inquisi�ve 

a�tude meant I could designate �me to thoroughly understanding the ‘why’ behind each step. This 
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in turn meant that I was confident in the ra�onale 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 I write this commentary, my immediate next plans are to begin to submit my systema�c 

review, empirical paper 1 and empirical paper 2 to the journals they were developed for.  

 

Professional prac�ce and ethics in research 

Working on research projects as part of a mul�disciplinary 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 implemen�ng reflexivity on behalf of our team and 

our clients when designing a protocol.  

 

There have been �mes when I have needed to challenge a client’s request in order to priori�se the 

ethical standards of the research and protect the wellbeing of poten�al par�cipants, either through 

enhanced screening, reduced burden on the par�cipant or a complete adapta�on 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 prac�se 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 situa�ons I have had to navigate some 

tricky conversa�ons with clients, and this has allowed me to grow as a professional. I have le� each 

conversa�on feeling more confident and authen�c in the way I am communica�ng 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 I felt I had prac�ce in cri�cally 

assessing my decisions and tes�ng to see if there is jus�fica�on for every decision that will impact 

the par�cipant. 

 

My work at OPEN Health is consultancy-oriented, meaning that I am required to act as an expert 

advisor to our clients. Through various workplace experiences throughout my �me on the 

Professional Doctorate, I have learnt to balance the input and requirements of pharmaceu�cal 

clients, healthcare professionals, pa�ent advocacy groups and internal stakeholders while making it 

my primary concern to ensure that the safety and wellbeing of any research par�cipants is not 

compromised. I have learned that it is helpful to gain buy-in from important stakeholders at the 

beginning of a research project by outlining important ethical considera�ons 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 I have the opportunity to work with different popula�ons as part 

of research projects, including mental health, oncology and rare disease, and to conduct research 

with pa�ents, 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 rela�ng to health and the discussion of health-related topics, and 

to seek expert input rela�ng to the disease area, country or culture in ques�on, including engaging 

pa�ent advocacy groups and developing research in partnership with those groups.  

 

Through working with various internal and external teams as part of my work placement, I have also 

been exposed to new research methodologies such as ethnography and social listening, and new 

so�ware to support qualita�ve analysis, and have worked with various approval boards including the 

NHS Research Ethics Commitee in partnership with pharmaceu�cal clients. 

 

As my career has progressed throughout my workplace placement, I have experienced working on 

research projects in both the roles of Assistant Psychologist and Behavioural Psychologist. 

Transi�oning from a junior to a mid-level role in this se�ng 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 aten�on to 

the HCPC Standards of Proficiency (Health & Care Professions Council, 2023) and the BPS Code of 

Ethics and Conduct (BPS, 2018), I have ensured that my decisions are aligned to the guidance set out 

by these professional bodies, and have also ensured that I 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 in�midated me at �mes, but 

consequently, the focus I have put onto gaining experience and developing a posi�ve mindset with 

regards to con�nuous learning as a researcher will hopefully stand me in good stead throughout the 

rest of my career.  
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Professional Prac�ce 
 

This sec�on contains a Reflec�ve Prac�ce Commentary, detailing my reflec�ons on my learning, 

progress and growth over the span of Professional Doctorate training period. Accompanying this is a 

comprehensive Prac�ce Log, detailing the work undertaken during this period on a weekly basis. The 

Prac�ce Log can be found in a separate accompanying document.  
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Reflec�ve Prac�ce Commentary 
 

It feels like a significant milestone to be reflec�ng on my �me 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 some�mes daun�ng experiences that have taught me immeasurable 

amounts, altering the way I see things both as an individual and as a future Health Psychologist. 

I believe that one of the most important tools in a psychologist’s toolkit is reflec�ve prac�ce, and I 

reflect on the abundance of learnings, challenges and moments of growth over my �me on the 

Professional Doctorate with immense gra�tude. The concept of reflec�ve prac�ce was first 

introduced to me during my master’s degree, when I was encouraged to complete a reflec�ve diary, 

and I s�ll consider it to be one of the best tools I have been given as a trainee psychologist. I began 

my reflec�ve diary during the first week of the doctorate, using Gibbs’ Reflec�ve Cycle (Gibbs, 1988) 

to provide a framework and prompts for my reflec�ve prac�ce. This commentary draws upon my 

reflec�ve diary and prac�ce log to illustrate my reflec�ons on six dis�nct experiences that have 

shaped my learning and development.  

Building professional, communica�on and therapeu�c skills through research ac�vi�es 

While I 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 I assisted my workplace supervisor in the facilita�on of a virtual advisory board with 

haematologists and people living with immune thrombo�c thrombocytopenic purpura (iTTP). The 

purpose was to collect data to explore the unmet holis�c and psychological support needs of this 

popula�on. Assis�ng with the facilita�on helped me to understand the ‘in-the-moment’ decisions my 

supervisor was making. I 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.” – reflec�ve diary, 09/10/20 

I recall feeling in awe of the skill level it takes to make this look seamless and natural, and not being 

able to imagine myself facilita�ng an advisory board or focus group so smoothly.  

A year later in October 2021, I had led some workshops, advisory boards and focus groups of my 

own, and felt much more competent in this area. I was tasked with assis�ng a similar focus group 
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behind the scenes, but a few moments before it began, the co-facilitator dropped out and I 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 I would have to do 

it, alongside [my manager]. I didn’t feel nervous, I felt ready and confident to give it a go and 

do a fairly good job, although I hadn’t prepared for this. It’s interesting to think that this time 

last year I would not have had the confidence in my ability to do this.”  

– reflec�ve diary, 01/10/21 

In December 2023, a�er a lot more experience, I co-facilitated another very similar advisory board 

with a colleague, and it prompted me to reflect in the moment on my growth. I noted that I prepared 

appropriately by immersing myself in the objec�ves and discussion points but didn’t ‘over prepare’ 

out of anxiety or nerves. The focus group went well, I was able to think on my feet and felt confident 

and relaxed communica�ng with the group: 

“The advisory board was really enjoyable because I was confident, felt comfortable with the 

scope of the research and was able to direct the conversation, which made me feel relaxed 

and I think make me do a better job as a consequence.” – reflec�ve diary, 01/12/23 

This thread of learning and development has been crucial to my understanding of and self-efficacy 

rela�ng to skill building as a trainee Health Psychologist. While this example is specific to the 

facilita�on of focus groups and related research ac�vi�es, I now have a different perspec�ve on my 

own ability to learn and develop new skills more broadly, and feel more confident that I am able to 

put my mind to learning new skills, despite how daun�ng the prospect may seem at the start of the 

journey.  

Conduc�ng individual research interviews has also had a significant impact on my communica�on 

skills in a broader sense. During the first two months of the doctorate, I spent a day conduc�ng semi-

structured research interviews with my workplace supervisor and another Health Psychologist in my 

team. This became a day of training, where I 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 

condi�on 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.”  

– reflec�ve diary, 14/02/20 

The above reflec�on describes a short conversa�on that gave me a window into someone’s 

percep�on of the power dynamic in this situa�on, and it is a learning that stayed with me. I find 

myself reminded of the vulnerability of this exchange, and it has shaped how I open up any 

conversa�on with a pa�ent or research par�cipant as it reminds me to centre a down-to-earth, 

human connec�on upfront, to be mindful of the power imbalance, and to aim to foster a 

comfortable environment for what can some�mes be a vulnerable conversa�on for them. On the 

same day, I also gained valuable insights from conduc�ng interviews myself: 

“Carer was really reassured and pleased to hear that her interview was going to help other 

people. Carer said I had been very kind and thanked me. I reflected on what I did that would 

have seemed kind. I think it was that I made her feel heard and understood. When she got 

upset, I acknowledged that what she was sharing must have been very difficult and gave her 

space.”  

– reflec�ve diary, 14/02/20 

Although this was just one day of training, I reflect back on it now as a turning point for my 

confidence in this area. It provided a gateway to reframing these conversa�ons in a way that allows 

for more of an authen�c connec�on to be established with the other person in a professional way, 

that can be conducive to beter outcomes and a more comfortable experience for them. This was an 

important learning that aligns well to HCPC Standard of Proficiency 7; communicate effec�vely 

(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 prac�ce, therapeu�c skills and 

building a therapeu�c alliance.  

Research interviews have also prompted wider learnings related to my communica�on and clinical 

skills. In April 2021 I was part of a research programme in conjunc�on with a pharmaceu�cal client 

and some NHS Trusts across the UK tes�ng the acceptability of a suppor�ve app for pa�ents with 

treatment resistant depression. The research screening calls required me to probe suicidal idea�on 

and to screen par�cipants based on specific risk criteria.  

“This was the first time I 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.” 

– prac�ce log, 26/04/21 

I reflected: 

“At first, I felt uncomfortable asking patients that I had never interacted with before whether 

they had suicidal thoughts in the past two years as part of the screener. I needed to spend 

time reflecting on the patient perspective and discussing with my supervisor. I learnt not to 

be afraid of using the word ‘suicide’ and to be comfortable in discussing it.”  

– reflec�ve diary, 27/04/21 

Although I had prepared by discussing the escala�on processes with the research team and related 

psychiatrists, and following the protocol for screening, I didn’t feel a complete sense of ownership or 

ease related to this ac�vity. I felt uncomfortable with my lack of experience and knowledge in this 

area, which prompted me to atend a Suicide Preven�on Summit hosted by the BPS, in order to 

expand my professional development. The summit provided various perspec�ves on best prac�ce for 

psychologists and those in the mental health field when speaking about suicide, and this was a very 

beneficial educa�onal experience. It provided me with a good understanding of the impact of 

language rela�ng to suicide, risk assessment, mi�ga�ng risk, and the relevant research in this space.  

A�er this training, I felt beter 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 I reflect back on the apprehension I felt during those first screening calls, I know that I 

would feel much more comfortable in a similar situa�on now. Beyond this, I feel that this experience 

taught me the importance of con�nuously assessing your skills, seeking appropriate training and 

professional development opportuni�es, and ensuring that you are prac�sing safely and effec�vely 

within your scope of prac�ce as per HCPC Standard of Proficiency 1 (Health & Care Professions 

Council, 2023). 

Implemen�ng behaviour change interven�ons 

When star�ng the doctorate, I had limited experience in delivering 1:1 behaviour change 

interven�ons, and I felt uncomfortable having this gap in knowledge and experience. A�er the very 

first day of the course, I reflected: 

“I was quiet during the afternoon session. I would like to have made more contributions to 

the group discussion, but I’m feeling inadequate compared to the others as I don’t work 1:1 

with clients in a therapeutic setting.” – reflec�ve diary, 16/01/20 
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A discussion during the a�ernoon session centred on therapeu�c modali�es and techniques, and I 

recall thinking that I had litle value to add to the conversa�on. 

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 therapeu�c scenarios and discuss shared learnings, and I 

learnt a lot from my peers during that �me. During the first year of the course, I was grateful to 

receive training on a number of modali�es such as acceptance and commitment therapy, 

mo�va�onal interviewing and solu�on-focused brief therapy, and I sought addi�onal training on 

cogni�ve behavioural therapy key skills. 

During a lecture towards the end of that year, I 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. I prepared a 

rough structure of some questions beforehand, and my turn as therapist was first, which 

gave me no time to be nervous. I received positive feedback from the group on my 30-minute 

session and built confidence.” – prac�ce 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 I had developed, and how I 

can put them into prac�ce in this se�ng.  

Over the next two years, I had the opportunity to design a number of popula�on-level behaviour 

change interven�ons through my workplace, and I became more confident in formula�on and 

interven�on design. When it came to developing and delivering the 1:1 interven�on used as a case 

study as part of the doctorate, I considered my learnings and preparedness in this area. Ahead of the 

assessment session I reflected: 

“I feel quite nervous about starting this series of sessions because it’s not something I 

normally do as part of my job. I do feel confident that I can navigate it and that I’m as 

prepared as I can be for now, but it’s definitely out of my comfort zone.” – reflec�ve diary, 

23/03/23  

Although I was nervous and felt out of my comfort zone, I can now see the marked growth in my 

confidence compared to how I felt going into role play scenarios of 1:1 BCIs two years prior. 

Reflec�ng on my growth since the first day of the Prof Doc, I am now able to see a more nuanced 
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picture of the skills I have and the areas in which I’d like to grow and gain more experience in the 

future.  

Over the past few years, I have had many formal and informal learning opportuni�es rela�ng to 

interven�on formula�on, design and delivery, and specific therapeu�c modali�es. My confidence has 

increased, and I also feel more able to see the bigger picture of how my learnings and experiences 

from my workplace can be u�lised in the 1:1 se�ng. Delivering individual interven�ons is a skill that I 

will con�nue to seek further opportuni�es to develop. I would like to gain more experience in this 

area a�er comple�ng the doctorate in order to become a more well-rounded professional in this 

space. 

Midlands Health Psychology Network careers talk 

In November 2021, I was invited to be a speaker at an online careers webinar for the Midlands 

Health Psychology Network. Upon being asked to speak, I noted: 

“I felt apprehensive about this because it would put me out of my comfort zone, but I also 

knew I was able to do it. I immediately knew I should say ‘yes’ to this, so I did. In the past I 

think I would have turned this down, but someone saw me do a recent talk and thought I 

would be suitable, so it made me think ‘if they think I can do it and I think I can do it then 

what is there to lose?’ I’m hoping to build my confidence more in public speaking, so I should 

accept this opportunity.” – reflec�ve diary, 19/11/21 

As highlighted in the above reflec�ve diary entry at the �me, being asked to speak at this event 

prompted reflec�on and meta-reflec�on; I 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. I recall feeling surprised that I 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 ques�ons from other trainees, undergraduates, and MSc students. 

The prepara�on 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 I first realised and reflected on 

what I had learnt and how I had progressed up un�l that point. Upon further reflec�on, I understand 

now that verbalising my experiences as part of the talk and answering the ques�ons of others 

cemented my learnings and allowed me to feel more confident in my progress and ability as a trainee 

Health Psychologist. 

Unprecedented �mes and priori�sing wellbeing  

I can’t reflect on what influenced me during my �me on the Professional Doctorate without 

men�oning 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 I 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 shi�ed to video calls and online lectures. Adjus�ng to working remotely 

on the doctorate and in my workplace was a significant challenge. I reflected on how difficult I found 

the shi� to work in isola�on, communica�ng only through emails and video calls, and to retain focus 

and mo�va�on while a global health crisis was unfolding. 

“Working remotely is not for me. I 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. I 

struggle a lot with motivation remotely.” – reflec�ve diary, 27/04/20 

In my previous reflec�ons I can recognise how challenging I found these circumstances. My progress 

un�l mid-2021 was slower than I had planned, and I found it increasingly more difficult to ‘catch up’ 

with my ini�al Plan of Training (PoT), leading to a cycle of guilt, anxiety and avoidance. This way of 

working wasn’t sustainable; I began to experience feelings of burnout and I knew I needed to make 

some changes. 

In order to prac�ce safely and effec�vely it’s important for prac��oner 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 iden�fying a need for change, I made 

an effort to adjust my own health behaviours and to address my progress through supervision. Mid-

way through 2021, I discussed my situa�on with my university supervisor and we “re-set”. I 

reconsidered my Plan of Training, adjus�ng my goals in line with the present, and I reduced my 

placement working hours from five to four days per week. Upon reflec�on, this was a turning point 

that pushed me to consider what it means to truly priori�se your mental and physical health in order 

to maintain a high standard of professional effec�veness. Alongside reducing my working hours and 

seeking support, I found new strategies that helped me to more effec�vely 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, I gained a beter understanding of the 

importance of using supervision to discuss all aspects of professional prac�ce beyond discrete 

problems and challenges rela�ng to prac�cal work. I also learnt to reflect on which aspects of my 

work I find most rewarding and gained a beter understanding of the extent to which I value face-to-

face interac�ons with the people I work with. Overall, this was a significant catalyst for self-

reflec�on, and I am grateful for all the learnings during this �me.  

Management in the workplace 
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During my �me comple�ng the doctorate, I began line managing interns and Assistant Psychologists. 

Though I had previous management experience in other roles, this was my first �me managing in a 

psychology role and it took me a while to feel confident in this posi�on, though I knew I needed to 

ins�l confidence in my team in order to perform well in this role. When I began managing the first 

intern, I made the following reflec�on: 

“I am still feeling an imposter when it comes to managing, meaning I’m speaking with less 

confidence. I 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. I need to reflect on this 

more.” – reflec�ve diary, 22/04/21 

Almost three years on from this original reflec�on, I have had the experience of managing five 

members of the psychology team. I now have a completely different perspec�ve and the above way 

of thinking feels quite alien to me. Through reflec�ons and experience in this posi�on, I am now able 

to beter recognise how I can offer support and guidance to the Assistant Psychologists that I 

currently manage, and it feels much more natural. Although my workplace provides general 

management training, I feel this is an area of professional skill in which it can be difficult to gauge 

your own abili�es, as it can be challenging to obtain objec�ve or concrete feedback. In order to feel 

more confident in this posi�on, during the first year I spent �me reflec�ng on the quali�es of line 

managers I’d had over the past ten years that I found to be most beneficial. I concluded that it is very 

important to me to be my most authen�c self, while maintaining professional boundaries as 

appropriate to a supervisory posi�on. I also found it a helpful prac�ce to spend �me understanding 

the personali�es, preferences and working styles of my line reports, so I can tailor my 

communica�on style in a way that best suits them. My later reflec�ons demonstrate that I can now 

more effec�vely put these skills into prac�ce, 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]. I 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. I feel a bit nervous about the conversation, but I think it will be productive 

and helpful once we have talked it through.” - reflec�ve diary, 11/12/23 

Although this conversa�on centred around me discussing some nega�ve feedback that my line 

report and their project team had received, I was able to frame the conversa�on construc�vely, and I 

felt that I was suppor�ng them in a way that would help them to learn and grow from this 

experience. As my career moves forward, I will ensure that I regularly reflect on how I can beter 

support my team and seek feedback where appropriate to implement posi�ve changes.  
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Expanding professional skills 

A common theme in my reflec�ve diary was confidence, which has consequently been a common 

thread throughout this reflec�ve commentary. Specifically, I have worked towards and been put in 

posi�ons that have supported me to build confidence in applying health psychology in prac�ce and 

trus�ng my professional decisions. When I began the doctorate, as I know is common for many other 

trainees, I felt a sense of imposter syndrome. I reflected:  

“I feel like I have less health psychology experience than the others, though I know this isn’t 

true in practice. Need to remember I have a lot of valuable skills and they [programme 

leaders] chose me knowing my experience.” – reflec�ve diary, 16/01/20 

Though I can s�ll feel imposter syndrome at certain �mes, the frequency of this feeling has 

significantly reduced, and I now feel a lot more confident in who I am as a future Health Psychologist, 

and my capabili�es. Looking back on my reflec�ons in this area, I can see a patern of change. A�er 

gaining confidence through prac�sing clinical role plays, almost 12 months a�er the above reflec�ve 

diary entry I reflected:  

“I felt a shift in thinking, about how I only need to be comfortable in practicing with the tools 

I have, and I am still learning new tools.” – reflec�ve diary, 10/12/20 

This shi� in thinking allowed me to shake off some level of imposter syndrome and to be able to 

cri�cally review my own abili�es through a more posi�ve lens. 

In January 2023 I was promoted in my workplace to the role of Behavioural Psychologist. I moved 

into a mid-level posi�on within our team and began to take on more responsibili�es and leadership 

across health psychology projects. This new posi�on made me consider the weight of responsibility I 

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 mul�-disciplinary team on best 

prac�ce when working on our projects, considering ethical issues and the wellbeing of the pa�ents 

and research par�cipants that we work with. As my work is consultancy-based, I am frequently 

required to advise our research sponsors and clients on health psychology solu�ons. Prac�sing this in 

my role has meant I have learnt to think on my feet, to come up with novel solu�ons and to answer 

ques�ons on the spot, and I believe this has increased my confidence in my decision-making abili�es. 

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 prac�ce.  

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 condi�ons. And by consul�ng on and managing pa�ent and public involvement in 
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clinical research design, conduc�ng market research ac�vi�es, and developing pa�ent, caregiver and 

healthcare professional interven�ons, I have been able to gain a good understanding of the role of 

health psychology in a number of se�ngs. I’m grateful to have had the opportunity to learn about 

countless health condi�ons including rare diseases and long-term condi�ons, and to have gained an 

understanding of how health psychology can support those living with these condi�ons through 

many different cross-sec�ons of the healthcare experience from an individual to a systemic level. As 

health psychology can be applied to so many se�ngs, I believe it is a key skill for a Health 

Psychologist to be able to effec�vely adapt and tailor evidence-based solu�ons to novel challenges, 

and I am commited to con�nuing to develop this skill. 

Conclusions 

I 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 effec�ve 

Health Psychologist. They impressed upon us that Stage 2 was about pu�ng these skills into prac�ce 

and building confidence, and that upon comple�ng the doctorate each member of the cohort would 

qualify as their own unique, authen�c version of a Health Psychologist. Hearing this perspec�ve gave 

me the freedom to explore what prac�sing as a Health Psychologist means to me, through ongoing 

reflec�on, learning, and meta-reflec�on. I now hope that with these skills, and with con�nuous 

reflec�ve prac�ce, I can embody my own authen�c version of a Health Psychologist.  
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