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Portfolio Abstract
Julie Marie Davies

Professional Doctorate in Health Psychology, 2026

This portfolio documents the work I have completed during my Professional Doctorate in
Health Psychology (2023-2026) at the University of Staffordshire. The work was completed
across two placements. Initially, I worked as a Senior Specialist Speech & Language Therapist
and a trainee Health Psychologist at an NHS Trust in the Northwest of England. I then moved
to a two-year secondment as a Lecturer in Speech & Language Therapy at a University in the
Northwest of England. Additional external opportunities were also sought to support

completion of the programme.

The portfolio is divided into six chapters:
1. Professional Skills in Health Psychology
2. Research from Design to Dissemination
3. Systematic Review

4. Consultancy in Health Psychology

5. Teaching and Training in Health Psychology

6. Health Psychology Interventions

Within each chapter, I present evidence of my development in the form of research
manuscripts, case studies and reflective commentaries. These outline the work undertaken and
the experience and skills I have developed over the course of the doctorate. Further details of

the chapter contents are provided in the introduction.



Introduction

This portfolio presents the work completed during my Professional Doctorate in Health
Psychology at the University of Staffordshire between 2023 and 2026. The

portfolio demonstrates the development of the core competencies required for Stage 2 training
in Health Psychology, including professional skills, research, teaching and training,

consultancy, and health psychology interventions.

During the doctorate I worked in several roles that allowed me to apply health psychology
theory across clinical, academic, and multidisciplinary healthcare settings. These roles
provided opportunities to integrate behaviour change theory into clinical practice with young

people, families, and healthcare professionals.

For much of the doctorate, I worked as a Speech and Language Therapist within a Cleft Palate
Team in the Northwest of England, supporting patients with a cleft condition and their
families. In this role I delivered individual therapy, group interventions, and worked closely
within a multidisciplinary team. This setting provided opportunities to apply health

psychology approaches to support families’ engagement with therapy and ongoing healthcare.

Alongside this role, I worked as a Trainee Health Psychologist within a Tertiary Paediatric
Fatigue Service (TPFS), supporting young people experiencing chronic fatigue. This involved
working with young people and their families to address behavioural and psychological factors
influencing symptom management and engagement with treatment. Across both services, [
introduced colleagues to behaviour change theory and shared health psychology approaches to

support engagement with healthcare.

During the later stages of the doctorate, I moved into an academic role as a Lecturer in Speech

and Language Therapy at a university in the Northwest of England. In this role, I delivered
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teaching to undergraduate and postgraduate students. This provided opportunities to share

behaviour change theory and health psychology principles with students and academic staff.

Across these roles, my responsibilities included delivering therapy and behaviour change
interventions, facilitating group programmes, working within multidisciplinary teams,

teaching and training healthcare professionals and students, and conducting research.

The chapters within this portfolio demonstrate how these competencies were developed across

research, clinical practice, consultancy, and teaching.

Overview of Portfolio Chapters

Chapter 1: Professional Skills in Health Psychology

Chapter one presents a reflective account of the professional skills developed during the
doctorate. Drawing on a reflective diary kept throughout training, the chapter
explores my development as a Health Psychologist, including ethical practice,

multidisciplinary working, communication, and reflective practice.

Chapter 2: Research from Design to Dissemination

Chapter two presents my empirical research project titled Exploring the Lived Experiences of
Young People with Cleft Lip with or without Palate Through Participatory Photovoice. This
qualitative study used a participatory image-based approach to explore the experiences of
young people with a cleft condition. The chapter includes a manuscript prepared for

dissemination alongside a reflective commentary describing the research process.

Chapter 3: Systematic Review

Chapter three presents a systematic review titled Empowering Perspectives: A Review of

Image-Based Participatory Methods among Young Adults with Long-Term Health Needs. The

Vi



review explores the use of participatory visual methods in research with young people
living with long-term health conditions. A reflective commentary outlines the process of

conducting the review and the skills developed.

Chapter 4: Consultancy in Health Psychology

Chapter four presents a consultancy case study undertaken with a local dental practice. As part
of this consultancy, I developed a leaflet to support families with young children to improve
dental care practices. The chapter outlines the development of the resource and its

implementation within the practice.

Chapter 5: Teaching and Training in Health Psychology

Chapter five presents a case study of teaching and training activities delivered during the
doctorate. These included training for healthcare professionals working within cleft services in
the Northwest of England and colleagues working within a cleft service in Egypt. I also
delivered teaching to undergraduate and postgraduate students and academic staff at the

University of Staffordshire.

Chapter 6: Health Psychology Interventions

Chapter six presents two health psychology interventions delivered during the doctorate. The
first was a one-to-one intervention delivered within speech and language therapy practice,
working with a mother to support engagement with therapy for her son’s speech sound

development using the COM-B model of behaviour change.

The second was a group-based intervention developed with clinical nurse specialists to
improve oral health behaviours among young people with cleft conditions.

Behaviour change principles informed the development of resources that were later shared
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across the hospital trust and used during Oral Health Week and continue to be used by the

clinical nurse specialist team.

viii



Table of completion

Module Completion

Professional Skills in Health Psychology January 2026

Research from Design to Dissemination June 2025

Systematic Review January 2026
Consultancy in Health Psychology January 2025

Teaching & Training in Health Psychology June 2025

Health Psychology Interventions:

1:1 Intervention June 2024

Group Intervention

January 2026




Chapter 1: Professional SKkills in Health Psychology



1.1 Reflexive Report
Introduction

I began my Professional Doctorate in Health Psychology in September 2023 after twenty-eight
years as a Specialist Speech and Language Therapist (SLT) in the Northwest, North Wales, and
Isle of Man Cleft Network. Entering the doctorate was exciting, yet daunting, as [ navigated a
new professional identity while drawing on decades of experience. My first two years included
placements with the cleft service and the Tertiary Paediatric Fatigue Service (TPFS) at a
regional children’s hospital. More recently, I transitioned into an academic role as Lecturer

in Speech and Language Therapy at a university in Manchester. Balancing these roles

required clear boundaries but enabled me to integrate health psychology into practice and

education.

Within the cleft team, I collaborated with dental therapists, clinical psychologists, and nurse
specialists to design interventions to reduce caries in children with cleft conditions. Piloting
the COM-B model (Michie et al., 2011) with families allowed me to embed behaviour change
into SLT practice and share these approaches with colleagues. This helped me move beyond a
traditional SLT perspective and develop my identity as a health psychologist, particularly

through participatory and co-produced approaches.

My TPFS placement broadened my perspective further. Working with psychologists,
physiotherapists, and occupational therapists to support young people (YP) experiencing
fatigue and anxiety required adaptability. Using the Activity, Sleep & Rest Management
(ASARM) app (McDermott et al., 2012), and contributing to anxiety and low mood

workbooks, pushed me outside my comfort zone. Although navigating a new



Multidisciplinary Team (MDT) and unfamiliar IT systems was challenging, I
grew more confident contributing psychological insights to clinical discussions. These
experiences reinforced my adaptability, resilience, and awareness of systemic issues in

healthcare delivery.

As a Lecturer, [ underwent a major professional shift. Moving from small-

scale clinical training to leading undergraduate and postgraduate teaching meant overcoming
imposter feelings and developing new pedagogical skills. Teaching phonetics, cleft care, and
voice, introducing simulation-based learning, and adapting materials for diverse learners
strengthened both my communication skills and confidence. This role also highlighted the

importance of embedding equality, diversity, and inclusion in teaching practice.

Throughout my doctorate, I maintained a reflective diary aligned with HCPC (2024) and BPS
(2021) standards. I began with Rolfe’s (2001) framework but transitioned to Gibbs’ Reflective
Cycle (1988) for deeper analysis of critical incidents. I also drew on Schon’s (1983) reflection
in-and-on-action and Finlay’s (2002) work on reflexivity to examine assumptions and
decisions. These frameworks supported my growth as a reflective practitioner and

helped identify areas for ongoing professional development.

Professional Competencies

Teaching and Training

When I started the Professional Doctorate, my teaching experience was mainly rooted in my
clinical SLT role. I had delivered in-service training and occasionally

supported family workshops, but I had never taught formally in higher education.

My early teaching experiences were both exciting but daunting. A memorable turning

point was being asked to deliver a COM-B lecture at the University of Staffordshire when the



scheduled speaker was unavailable. Although nervous, I prepared quickly and delivered the
session successfully. The positive feedback confirmed that I could communicate complex
psychological concepts clearly under pressure. Using Schon’s (1983) reflection-in-action, I

recognised how much I had grown in my ability to adapt to unpredictable situations.

As the doctorate progressed, my teaching responsibilities increased. Within the cleft service, |
trained colleagues in behaviour change models such as COM-B (Michie et al.,

2014), embedding health psychology principles into SLT practice. These sessions were
interactive and grounded in clinical scenarios, helping colleagues apply theory to real

cases. Feedback highlighted the practicality of the COM-

B framework and reinforced the value of tailoring teaching to the clinical context.

This aligned with Bandura’s (1977) social learning theory, as colleagues learned through

observation, discussion, and modelling.

Securing a secondment as Lecturer in SLT marked a major shift. Teaching undergraduate and
postgraduate modules in phonetics, cleft care, and voice required me to develop new
pedagogical strategies. Initially, anxious about teaching at this level, I grew more

confident over time. I began incorporating interactive case studies, peer discussions, and

simulation-based learning, moving from passive lectures to more active and applied methods.

Teaching in Egypt pushed me even further outside my comfort zone. Delivering two two-hour
sessions to clinicians, both in person and online through the cleft charity Bridging the

Gap, required careful cultural adaptation. I reshaped examples on the spot to ensure
relevance, which strengthened my confidence in adapting teaching across different

contexts. Although I was nervous beforehand, the engagement and warmth from

participants boosted my confidence in delivering international training.



As a Lecturer, I also adapted materials for students with additional needs, ensuring accessible
and inclusive resources. These experiences reflected Brookfield’s (1995) principles of
reflective teaching, particularly responding to learner diversity and creating inclusive

environments.

Overall, I can see a clear trajectory in my teaching and training competency. I progressed
from delivering small-scale clinical training to confidently teaching diverse learners,
integrating health psychology into SLT education, and delivering sessions
internationally. These experiences strengthened my communication skills, broadened my
professional identity, and deepened my commitment to participatory and

inclusive teaching. Moving forward, I plan to consolidate this growth by completing

a teaching qualification and further embedding participatory methods

into my teaching practice.

Interventions

One of my main motivations for undertaking the Professional Doctorate was to embed health
psychology principles into clinical practice and develop the skills needed to deliver
interventions addressing the broader psychosocial needs of families. At the start, my
intervention skills were firmly rooted in SLT, and I felt uncertain about applying psychological
models. Over time, I grew in confidence, moving from tentative use of behaviour-change
frameworks to designing structured interventions, co-producing group programmes, and

delivering training internationally.

Early in the doctorate, I began using the COM-B model within SLT sessions to support
families struggling with adherence. For example, I worked with a family reluctant to use a
communication aid following surgery. COM-B reframed the conversation away from

compliance and towards capability, opportunity, and motivation, encouraging collaboration
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and reducing resistance. Using Gibbs’ (1988) cycle, I recognised how reframing questions can

change dynamics and build trust.

I also designed and delivered a structured one-to-one intervention for a young boy on my
caseload, combining behaviour-change principles with speech therapy techniques. This
involved setting clear goals, measuring outcomes, and adapting strategies in real

time. Applying COM-B helped me understand that the mother’s reduced attendance stemmed
from uncertainty about supporting practice at home. Reflecting in action (Schon,

1983), I adapted the session to teach her practical strategies, which increased her

confidence and engagement. Seeing measurable improvements reinforced the value of
integrating theory into practice, which I illustrated as author of a textbook chapter on cleft

titled “Speech, Language and Communication Needs,” (McCool, 2025).

Group interventions provided further learning. Working with dental therapists, clinical

nurse specialists and clinical psychologists, I co-designed an intervention to reduce caries rates
in children with cleft conditions. We spoke with nurses and families to understand barriers to
dental-care adherence, and their feedback directly shaped the content. This felt like genuine
co-production, and reflecting on the process helped me appreciate how participatory

approaches ground interventions in lived experience rather than imposing them from above.

Alongside practical experience, I engaged in Continuing Professional Development (CPD) to
strengthen my intervention toolkit. Training in Motivational Interviewing and Compassion-
Focused Therapy introduced new techniques I later applied in clinical work. These

courses enhanced my confidence and highlighted that CPD is not just about acquiring skills

but also reflecting on how they align with my values and practice.



Supervision also provided space to reflect on complex cases such as safeguarding and
adherence. Using structured reflection models helped me learn from these experiences and

plan what I would do differently next time.

Consultancy

At the outset of the consultancy module, I felt apprehensive. Unlike teaching or

intervention work, consultancy was an area where I had limited experience, and I worried it
might feel abstract or detached from practice. However, through persistence, networking, and
supervision, | secured opportunities that strengthened my consultancy skills

and demonstrated how health psychology expertise can influence practice and policy beyond

direct clinical work.

My first consultancy experience was with a local dental practice, where I delivered training
and created resources on oral health for children. Drafting the contract was a steep learning
curve; initially, I focused on meeting the client’s needs without considering how my work
might be used. I had not thought about protecting my materials or controlling their future

use. With supervision, I redrafted the contract to set clear boundaries and ensure

both parties were protected. Delivering the training was rewarding. I designed a leaflet and
workshop integrating behaviour-change principles, and feedback was positive. The leaflet was
later shared across Manchester Foundation Trust and showcased during Oral Health

Week, demonstrating how consultancy can have a wider impact when done well.

A second significant consultancy experience involved the charity Changing Faces. I negotiated
their involvement in a future research funding bid linked to my Professional Doctorate,
balancing financial constraints with the need to acknowledge and compensate the charity
appropriately. Securing their agreement felt like a milestone and showed I could manage

complex negotiations, build trust, and navigate financial and contractual details professionally.
7



Using Gibbs’ (1988) cycle, I recognise how much my confidence has grown in asserting

boundaries and ensuring fairness in partnerships.

Through these experiences, I learned that consultancy is not simply about sharing expertise; it
requires adaptability, clarity, and effective communication. I began to appreciate the
importance of contracts as tools that set expectations, define boundaries, and protect both the
practitioner and the organisation. Supervision was invaluable, helping me reflect on decisions,

learn from challenges and refine my approach.

Looking back, consultancy has shifted from an area of uncertainty to one where I now feel
confident approaching organisations and offering my skills. I have seen how consultancy can
extend the reach of health psychology, influence practice at systemic levels, and strengthen
partnerships with charities and clinical services. Moving forward, I plan to expand this
competency by exploring opportunities to offer consultancy internationally within future

research projects.

Research

Empirical Study

Research has been a cornerstone of my Professional Doctorate, shaping my identity as a
health psychologist and reinforcing my commitment to participatory approaches. Building on
my longstanding work in cleft care, my interest in participatory methods began during my
MSc, where I explored photo-elicitation, completed Participatory Action Research

(PAR) training and secured £1,000 funding to facilitate PAR discussions with research
participants. These experiences laid the foundation for my empirical study using Photovoice

within a PAR framework to empower young people with visible



difference. The study aimed to amplify their voices, challenge stigma, and inform clinical

practice.

Securing ethics approval was an important milestone. The process was

iterative, involving multiple revisions to consent forms and safeguarding protocols.

Although I sometimes felt frustrated, Gibbs’ (1988) cycle helped me recognise how this
strengthened my understanding of ethical reflexivity (Finlay, 2002). Balancing autonomy with
protection was not straightforward, and I came to appreciate ethics as an ongoing commitment

rather than a single hurdle.

Recruitment also presented challenges. Responses were slow, and I felt anxious about meeting
sample requirements. Drawing on Schon’s (1983) reflection-in-action, I adapted

my recruitment approach by using social media and charity networks. Reflecting afterwards,

I realised the importance of contingency planning and building multiple recruitment pathways

from the outset.

The study outputs were highly impactful. Together with participants, we co-produced two
videos: one for peers and one to inform clinicians. Presenting these at the Craniofacial Society
of Great Britain and Ireland (CFSGBI) conference was a defining moment. Seeing young
people co-present and receiving a standing ovation reinforced the systemic impact of
participatory research. Internationally, presenting and chairing psychological sessions at the
Kyoto conference in Japan enabled me to amplify young voices on a global stage. Clinicians
reported that the videos prompted them to rethink aspects of their practice, offering tangible

evidence of change.

Beyond the core study, I sought opportunities to extend the reach and sustainability of
my work through grant writing and collaboration. Applying for the Division of Health

Psychology conference bursary initially felt daunting, but the process strengthened my
9



confidence in articulating the significance of my research. Presenting at the conference was
another turning point, helping me to see dissemination not just as sharing findings but as

shaping dialogue and building networks.

Securing British Psychological Society (BPS) funding to visit colleagues overseas enabled
collaboration with Professor Martin Persson in Sweden. Joining his research

team sparked discussions about replicating my Photovoice study across five EU countries
using Erasmus funding. Reflecting with Gibbs’ cycle, I recognised how international

collaboration validated the wider relevance of my work and expanded its potential impact.

Most recently, I applied for a VTCT Foundation postdoctoral grant to extend my study beyond
cleft conditions to all visible differences. The VTCT Foundation supports research and
services that improve the lives of people with visible differences and promotes collaboration
through its network, The Appearance Collective. I was delighted to be awarded £140,000 for
my proposed ‘Celebration of Difference’ project, which aims to amplify diverse voices and
challenge stigma across contexts. This reflects my long-term aspiration to embed participatory

health psychology into wider service innovation.

I am also collaborating with the University of Missouri on a reciprocal Photovoice project.
Their team will replicate my study with young people, while I will replicate their project with
carers. Comparing experiences across contexts will offer insights into how participatory visual
methods reveal both shared and culturally specific aspects of lived experience,

highlighting Photovoice’s adaptability for international practice.

Alongside these developments, I contributed to wider research activity, including a scoping
review of therapy for bilateral cleft lip and palate with my SLT research group, and a paper

with colleagues at the University of Bristol published in the Cleft Palate Craniofacial
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Journal. Together, these experiences reflect the breadth of my research engagement and my

growth in working across disciplines and contexts.

Systematic Review

Alongside my empirical study, I undertook a systematic review on image-based participatory
methods (Photovoice and photo-elicitation) within Participatory Action Research for young
adults with chronic conditions. At the outset, I found refining search terms and Boolean
operators challenging, and the volume of irrelevant papers overwhelming. Meetings with
supervisors and sessions with the university librarian were invaluable in honing my strategy,

and completing an online course strengthened my approach.

The review was registered on the Open Science Framework (2011) and involved screening
over 2,500 papers using Rayyan.ai (2025), a web-based tool for systematic screening. I was
surprised by how many initially met the criteria, and narrowing the pool to 37 papers was
demanding. Reflecting using Mezirow’s (1997) theory, I recognised my assumptions had

shifted; I learned to see reviewing as both a technical and intellectual process.

The findings highlighted a rapid increase in the use of participatory visual methods in health
research over the past decade, situating my work within a growing contemporary

movement and confirming its timeliness.

Beyond conducting my own review, I acted as a second reviewer for other systematic reviews,
gaining further experience in applying inclusion criteria, resolving conflicts, and refining
methodological judgement. These opportunities strengthened my skills in critical appraisal and

synthesis and highlighted the collaborative nature of rigorous review work in research.

Looking back, I can see how my research competency has developed from cautious

beginnings to confident leadership. I have built skills in ethics, recruitment, dissemination,

11



systematic reviewing, and grant writing. More importantly, I have learned to situate my work
within wider networks, collaborate across disciplines and countries, and advocate for
participatory approaches nationally and internationally. Moving forward, I aim to continue this
trajectory by securing further postdoctoral funding, publishing more, mentoring others in

participatory methods, and embedding co-production across diverse contexts.

Professional Skills

Throughout my Professional Doctorate, I have developed my Professional Skills through
reflective learning and the integration of theory with practice. I have strengthened my ethical
and legal decision-making, inclusive and collaborative approaches, communication with
stakeholders, and commitment to ongoing CPD. These experiences have shaped a more
confident and reflective professional identity. This provides the overarching context for the

individual competencies that follow.

Systems for Legal, Ethical and Professional Standards in Health Psychology

Maintaining legal, ethical, and professional standards has been central to my development
throughout the Professional Doctorate. As a trainee health psychologist, I have had to navigate
complex situations involving the balance between participant autonomy and safeguarding,
adherence to organisational protocols, and alignment with HCPC (2024) and BPS (2021)
standards. These experiences taught me that ethical practice is not a single requirement but a

continual process of reflection, accountability, and resilience.

During my Photovoice study, the ethics process became a central learning point. Multiple
revisions to consent forms and safeguarding materials required me to think carefully about
how my decisions influenced the young people involved. Using Finlay’s (2002) reflexivity, I

recognised how my values shaped these decisions, particularly the balance between promoting

12



young people’s autonomy and ensuring their safety. This experience highlighted that ethical
practice in participatory research evolves throughout the project and requires ongoing

attention.

Safeguarding has also been a recurring theme in my clinical work. For example, during a
speech and language therapy session, a parent disclosed information raising concerns about
her child’s safety. I stayed calm, listened carefully, and followed safeguarding protocols,
documenting the disclosure and escalating it to the appropriate team. Using Gibbs’ (1988)
cycle, I recognised how essential it is to hold the child’s welfare at the centre

while maintain trust with families. This incident highlighted that safeguarding requires

procedural knowledge as well as the ability to think clearly under pressure.

Managing professional boundaries has been another key area of learning. Transitioning from
Speech and Language Therapist to trainee health psychologist created grey areas, particularly
within the TPFS team, where colleagues occasionally asked for speech therapy advice during
psychology sessions. At first, setting boundaries felt awkward, but I became more

confident explaining my role and clarifying what I could and could not do. This

showed that accountability involves not only actions but also transparent communication

about scope of practice.

I have also had to navigate different organisational IT systems that required careful attention
to data protection and confidentiality. These new systems initially felt daunting, but

with supervision, [ have become more confident. These experiences have emphasised the
importance of GDPR (2016) compliance and the responsible handling of patient and student
data. Reflecting on these challenges, I can see how they have strengthened

my confidence, resilience and ability to adapt across different contexts.

13



Providing Advice and Guidance

Throughout the doctorate, I increasingly found myself in situations where colleagues, families,
and external organisations sought my advice. At the start, I sometimes questioned whether I
had the authority to guide others, particularly when working alongside experienced clinicians.
Over time, I realised that my training in health psychology and my participatory approach

offered perspectives that were both valued and impactful.

Within the cleft service, I introduced the COM-B framework to SLT colleagues. Initially
unsure how the team would respond, I found the model provided a practical and collaborative
structure for conversations about behaviour change. Delivering training sessions using case
vignettes and group exercises helped colleagues apply the framework to real scenarios.
Feedback indicated that COM-B felt less confrontational and more

constructive, highlighting the importance of tailoring advice to the audience.

I also provided guidance directly to families. For example, when supporting a mother who felt
unsure about practising therapy at home with her child, I used COM-B to explore capability,

opportunity, and motivation. By listening to her concerns and offering practical strategies, she
felt more confident supporting her child. This demonstrated that advice is most effective when

it empowers families to make decisions that fit their circumstances.

Consultancy work further expanded my experience of providing guidance at a systemic
level. In my consultancy with a dental practice, I designed training and resources that
translated health psychology principles into accessible formats for non-specialist

audiences. The uptake of my leaflet across Manchester Foundation Trust demonstrated how
well-structured guidance can influence practice beyond my immediate role and strengthened

my confidence in contributing to wider service development.

14



Reflecting with Gibbs’ (1988) cycle, I can see how my confidence in offering advice has
grown. I began hesitant to guide others but now feel able to advise colleagues, families, and
organisations while evaluating the impact of my input. These experiences strengthened my
professional identity as a health psychologist and highlighted the value of tailoring guidance to
context, maintaining reflexivity, and ensuring advice supports autonomy rather than directing

behaviour.

Communication Skills in Different Contexts

Developing communication skills across diverse contexts has been one of the most significant
aspects of my Professional Doctorate. At the outset, I relied on my established SLT style, but
over time I have learned to adapt my approach to suit families, colleagues, students, and

international audiences.

In clinical practice, I came to appreciate that communication is not only about conveying
information but also about how conversations are framed and received. For example, when
supporting a mother reluctant to use a communication aid with her child, I applied the COM-B
framework to guide the discussion. What mattered most was not the intervention itself, but the
way | communicated it, shifting the tone from directive to collaborative. By asking open
questions and listening to her concerns, I reduced defensiveness and created space for
dialogue. She later reported feeling more confident, showing that effective communication is

about empowerment rather than persuasion.

Working within several multidisciplinary teams, such as the TPFS and cleft

service, required me to adjust my communication for professionals from different
backgrounds. Early on, I often felt particularly unsure how to position myself among
experienced psychologists. Over time, I have learned that effective communication

means balancing technical detail with clarity and accessibility. I also recognise the importance
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of active listening, summarising key points, and using shared terminology to support
collaborative decision-making. These strategies have helped bridge disciplinary perspectives

and ensure my contributions are relevant and constructive.

My role as a Lecturer demands a different set of communication skills. Teaching
undergraduate and postgraduate students requires me to communicate complex material

with pedagogical clarity and adapt to diverse learning needs. I therefore incorporate into my
teaching; interactive case studies, peer discussions, and simulation-based learning to
encourage deeper engagement, alongside adapting resources for students

with additional needs to ensure accessibility. Feedback from the students confirms these
approaches improve understanding. This role has emphasised to me that, effective educational

communication involves creating inclusive entry points for all learners.

I also communicated with wider audiences through conferences and consultancy. Presenting at
the CFSGBI conference alongside young people was a defining moment, as it required me

to support their contributions while ensuring the audience understood their lived experiences.
Internationally, presenting at the Kyoto conference in Japan and collaborating with colleagues
in Sweden and Missouri has required me to adapt communication styles for cross-cultural
contexts. These experiences have highlighted the need for clarity, simplicity, and cultural

sensitivity when sharing psychological concepts internationally.

Reflecting on these experiences using Gibbs’ (1988) cycle, I can see how my communication
skills have evolved from discipline-specific explanations to flexible, context-sensitive
strategies. | have learned to tailor my communication to families, clinicians, students, and
international audiences, ensuring my approach remains inclusive, empowering, and

clear. Moving forward, I aim to build on this by continuing to embed participatory
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communication practices in teaching and dissemination and by mentoring others in effective,

reflective communication strategies.

Team Working Skills

Working effectively within teams has been a defining feature of my Professional Doctorate.
From the outset, I understood that health psychology practice rarely occurs in isolation, and
my placements in the cleft service, TPFS team and university would require close
collaboration with colleagues from a wide range of disciplines. These experiences have taught
me the importance of clear communication, respect for boundaries, and valuing different

professional perspectives.

Within the cleft team, I worked alongside dental therapists, clinical psychologists, and nurse
specialists to co-design interventions aimed at reducing caries rates in children with cleft
conditions. These collaborations required attentive listening, contributing health psychology
perspectives, and ensuring that the cleft nurses voices shaped the intervention

design. Reflecting using Gibbs’ (1988) cycle, I recognise the need to balance assertiveness

with humility, contributing confidently while respecting others’ expertise.

My placement in the TPFS team has further strengthened my teamwork skills. Initially, I felt
uncertain about how to position myself within an established multidisciplinary team, but

I gradually became more confident at articulating my role. I now contribute to clinical
meetings, support the rollout of the ASARM app, and collaborate with

physiotherapists, occupational therapists and psychologists on intervention design. These
experiences have reinforced Schon’s (1983) reflection-in-action, as I often adapt my

contributions in real time to ensure they are relevant and accessible.
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Confidentiality was another important area of learning. Working with families in both cleft and
TPFS contexts requires careful handling of sensitive information and ensuring discussions
respected professional standards. I have become more confident documenting cases
appropriately and contributing in ways that uphold confidentiality while supporting

collaborative problem-solving.

Beyond clinical placements, my role as a Lecturer requires teamwork in an academic context.
Working with colleagues to design modules, deliver simulation weeks,

and coordinate workshops has exposed me to different team dynamics. These

experiences have highlighted to me the importance of flexibility, shared decision-making, and

integrating health psychology perspectives into educational practice.

Reflecting on these experiences, I can see how teamwork has shaped my development across
clinical, academic, and consultancy contexts. I have learned to collaborate confidently with
diverse professionals, maintain clear boundaries, and adapt my communication to support

shared goals.

Service User and Carer Involvement

Involving service users and carers has been at the heart of my Professional Doctorate journey.
From the outset, I wanted my research and practice to amplify the voices of young people and
families, ensuring their perspectives shaped both interventions and dissemination. These
experiences have taught me that meaningful involvement goes beyond consultation; it requires

co-production, humility, and a willingness to share ownership.

My Photovoice study exemplified this, as the young people with cleft conditions were not
simply participants but co-researchers who contributed to the design, analysis, and outputs.

Together, we co-produced two videos, one aimed at empowering peers, and another designed
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to inform clinicians. Presenting these at the CFSGBI conference alongside the young
people was a defining moment. Their voices were heard directly by clinicians, and the
standing ovation reinforced the systemic impact of authentic involvement. Using Gibbs’
(1988) cycle, I now recognise the importance of creating spaces where young people

can speak for themselves rather than be spoken for.

Beyond research, I now integrate service user perspectives into clinical practice. Using
tools like the COM-B questionnaire has created opportunities for families to express
challenges and priorities in their own words. Families report feeling more engaged in decision-

making, demonstrating that advice is most effective when truly collaborative.

Reflecting on my development, I can see how my understanding of service user and carer
involvement has deepened. I entered the programme committed

to participatory approaches but now have practical experience of co-production across
research, intervention design, and dissemination. These experiences have strengthened my
professional identity as a health psychologist and reinforced the importance of humility,
reflexivity, and shared ownership. Moving forward, I aim to embed service user involvement
in all aspects of my work and support others in developing participatory approaches that

celebrate diversity and empower marginalised voices.

Issues Associated with Equality, Diversity and Inclusion

My work with families has shown equality, diversity, and inclusion are not only about
representation but also about identifying and addressing the practical barriers that prevent
access to services. For example, one mother I supported was a single parent with three other
children. Her ability to attend hospital appointments was limited by school drop-offs, lack

of childcare, and transport difficulties. This breakdown in communication and logistics meant

she struggled to engage with services despite wanting to. Reflecting using Gibbs’ (1988) cycle,
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I realise now that inclusion requires looking beyond referral pathways to

understand the everyday realities that shape a family’s ability to participate.

I have also worked to address language barriers in therapy services. I adapted resources to be
multilingual and accessible, enabling families to contribute meaningfully when English was
not their first language. I explored more flexible formats for interventions, including hybrid
sessions and home-based support, to make participation more feasible for families

with competing responsibilities. These adaptations have taught me that inclusion is not about

treating everyone the same, but tailoring support to diverse needs and circumstances.

My international work offered a deeper understanding of inclusion in a different

context. Teaching in Egypt highlighted how culture, family roles and healthcare

structures shape communication, participation, and learning. I noticed differences in who felt
comfortable speaking, how questions were asked, and which examples resonated. This helped
me appreciate that inclusion involves more that adapting materials; it requires an
understanding of the wider cultural and organisational contexts people are navigating. The

experience reinforced to me the need to approach inclusion with curiosity and humility.

In academic contexts, I have adapted teaching for students with additional learning

needs, such as dyslexia and hearing loss. I have created accessible resources using clear
instructions, subtitles, appropriate coloured backgrounds and suitable fonts, and have worked
closely with module leads to understand students’ preferred communication methods. These
experiences align with Brookfield’s (1995) principles of reflective teaching, emphasising

the importance of responding to learner diversity and designing inclusive learning

environments.

Reflecting across these experiences, | have come to understand EDI as an active, ongoing

practice that requires attention to context, flexibility, and a commitment to removing barriers.
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Whether in clinical, research, international, or academic settings, inclusive practice means
listening closely, adapting thoughtfully, and ensuring that support is accessible, equitable, and

respectful of the diverse needs of individuals and communities.

Engaging in Continuing Professional Development (CPD)

Engaging in CPD has been a continuous thread throughout my Professional Doctorate, both as
a requirement of HCPC registration (HCPC, 2024) and as a personal commitment
to ongoing growth. I actively seek opportunities which will broaden my clinical and academic

skills while aligning with my participatory ethos and international collaborations.

Throughout the programme, I presented at conferences including a poster at the Division of
Health Psychology conference in Cardiff, an oral presentation at the CFSGBI conference,
and two oral presentations at the 15th International Congress on Cleft Lip/Palate and Related
Craniofacial Anomalies in Kyoto, Japan. Although these conferences varied in disciplinary
focus, each reinforced the importance of staying engaged with current debates and

innovations relevant to health psychology practice (BPS, 2021).

International collaborations were another form of CPD. Working with Professor Martin
Persson in Sweden and colleagues at the University of Missouri has expanded my
methodological repertoire and increased my understanding of how participatory approaches
adapt across cultures. These experiences have helped shape my vision for future research

and has prepared me for cross-national projects.

Teaching-related CPD has been equally valuable. Completing the New to Teaching course as
part of my lecturing role has given me a structured foundation in pedagogy, assessment, and
inclusive practice. The course has strengthened my confidence in delivering lectures and

workshops and has helped me to embed strategies to support diverse learners.
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Clinical CPD has included in-house training in Compassion Focused Therapy (CFT)

and external training in Motivational Interviewing (MI). These approaches have enriched my
clinical toolbox, offering me practical strategies to support families experiencing self-
criticism, shame, or ambivalence around behaviour change. Integrating CFT (Gilbert, 2010)
and MI (Miller & Rollnick, 2013) has reinforced to me the importance of empathy,

collaboration, and reflective listening, values that align closely with my participatory practice.

Methodological training was another key area of development. I have gained experience

in participatory methods such as Photovoice (Wang & Burris, 1997) and have adapted

the SHOWed technique (Werremeyer, 2020) to analyse participant

photographs. I have also developed skills in systematic reviewing through using tools like
Rayyan.ai (2025). These experiences have broadened my research toolkit and highlighted to

me the importance of methodological flexibility and innovation in health psychology.

Reflecting across these experiences, CPD has deepened my confidence, extended my skills
across clinical, academic, and research contexts, and supported my development as an
autonomous practitioner. I plan to continue this commitment by seeking training aligned with
participatory and cross-cultural research, further developing my academic teaching, and

contributing to CPD opportunities for others.

Organisational and Systemic Issues

My placements have highlighted how systemic structures and organisational processes directly
shape psychological practice. In the cleft service, I have seen how commissioning models and
service design can unintentionally constrain impact. Families are often expected to attend
hospital appointments at fixed times, yet barriers such as transport, childcare, and
communication difficulties often prevent attendance. These challenges often mean that some

families who want support are unable to access it. Reflecting on this, |
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realise that organisational flexibility, such as hybrid appointments, outreach, or community-

based provision, can be as important as the intervention itself.

Within TPFS, I have observed how systemic pressures such as long waiting lists and limited
staffing affects the delivery of care. Recruitment delays have created gaps in provision,
increasing workload for staff and prolonging waiting times for families. Experiencing this
first-hand has illustrated how bureaucracy and resource allocation influence not only service

capacity but also staff wellbeing and equity of access.

Transitioning into an academic role has required navigating a different set of organisational
structures, from commissioning and service pressures in clinical work to academic
governance, curriculum design, and student experience. These new dynamics have highlighted
the need for adaptability and an understanding of how systemic factors shape practice in

higher education as well as healthcare.

Development as a Health Psychologist

Looking back over the past two and a half years, I can see how I have grown in confidence
and professional identity. [ began the doctorate as a SLT wanting to integrate health
psychology into clinical practice. Now, I feel ready to step into the role of a health
psychologist with a skill set spanning research, teaching, consultancy, and interventions, all

underpinned by ethical practice and an understanding of the systems we work in.

This journey has involved challenges that pushed me to develop, from navigating recruitment
difficulties in my Photovoice study to adapting to academic teaching and negotiating
consultancy contracts. Each experience required me to pause, reflect, and learn. Frameworks
such as Gibbs’ Reflective Cycle (1988) and Schon’s reflection-in-action (1983) have helped

me make sense of these challenges and turn them into learning opportunities. Through this
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process, I have developed the ability to make informed decisions in complex
situations, communicate clearly across audiences, and maintain professional and

ethical standards.

Looking ahead, I am excited about what comes next. With the postdoctoral funding I have
secured, I hope to develop my qualitative methodological skills while working alongside
academic supervisors and young people with visible differences. Extending this work from
cleft to the wider visible difference community will enable me to continue developing
participatory research that is meaningful and impactful, giving underrepresented young

people a broader platform to shape future practice.

Following my visit to Copenhagen, Professor Martin Persson invited me to join his research
team exploring VR-based interventions. I will continue working with him on upcoming cross-
national projects, including meetings in Amsterdam in 2026 and Bulgaria in 2027. These
collaborations will help amplify young people’s voices and embed coproduction within

international health psychology practice.

This Professional Doctorate journey has been transformative. It has been far more than
meeting a set of competencies; it has been a process of integrating theory, critical reflection,
and applied practice in ways that have reshaped my professional identity. I now feel ready for
autonomous practice and committed to contributing to meaningful change through research,
education, and consultancy. I move forward with the skills, confidence, and vision to work in

ways that are collaborative, inclusive, and impactful.
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Exploring the Lived Experiences of Young People with Cleft Lip with or

without Palate Through Participatory Photovoice.

Abstract

Objective:

This study explored the experiences of young people (YP) with cleft lip with or without palate

(CL#£P) using participatory photovoice methodology.

Design:

A qualitative design using ‘Photovoice,’a visual, participatory research method was employed

to collect data.

Participants:

Twelve YP with CL£P (3 with bilateral/ 9 with unilateral cleft lip and palate), aged 17-25
years (mean age=19.6), were recruited via two charities: the UK-based Cleft Lip and Palate
Association and Face Equality International, a global alliance of non-governmental

organisations.

Results:

Participants generated 145 photographs with accompanying written reflections. Using an
adapted version of reflexive thematic analysis, incorporating collaborative interpretation and
participant feedback, six initial categories were developed: Memories, Relationships/Journeys,

Treatments, Thoughts and Feelings, Change, Perspective, and Opportunities and Awareness.

These were refined into five overarching themes: /. Memories that Shaped Who We Are Today
(with subthemes: Reflection on the Past and Navigating Change) 2. The Social Journey

Through a Childhood with a Cleft. 3. Thoughts and Feelings About Treatment. 4. Perspective:
29



Reframing Difference through Metaphor and Meaning. 5. The Value of Connection and the

Power of Awareness.

These themes informed two co-produced educational resources: a clinician-focused video to
enhance cleft care through lived experience, and a public-facing video to raise awareness,

challenge stigma, and empower other YP with CL+P.

Conclusions:

Participatory methods provided valuable insights, fostered resilience, and may inform
improvements in cleft care and public understanding. Further research should explore whether
similar or contrasting themes are developed by YP with CL+P in other cultural or geographic

contexts.

Keywords

Participatory Action Research, Photovoice, Cleft, Co-Researchers
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1. Introduction

Cleft lip and/or palate (CL£P) is a common congenital anomaly, affecting approximately 1-2
per 1,000 live births.! It can impact facial appearance and function, including speech, feeding,
and hearing. CL+£P is considered a visible difference, an appearance that noticeably deviates
from societal norms, which can influence social experiences and psychological well-being.?
While many individuals with CL+P lead fulfilling lives,* a significant minority face
psychosocial challenges, including appearance-related concerns and social difficulties.* Young
people (YP) with visible differences often report teasing or bullying,” which can affect self-

confidence,® self-esteem,* and contribute to anxiety and depression.’

YP with CL+P frequently feel different from peers and express a desire to look more like
others.* This sense of difference arises not only from physical traits but also from social
reactions. Cultural stigma can intensify these challenges, with harmful beliefs, such as
attributing CLP to curses, leading to shame, exclusion, and reduced support.® Stigma can also
disadvantage YP in education, employment, and relationships,* with gender norms further

influencing distress, particularly among girls and young women.

Despite these risks, growing up with CL£P can foster resilience and shape identity.’ Few
studies have directly examined identity in this group, but existing qualitative work reveals a
complex self-perception. Swedish young adults with repaired CL+P described themselves as

210

“normal yet different,”"” reflecting a nuanced identity that integrates their condition without

being defined by it.*

Some research presents a more positive view, with YP reporting equal or greater satisfaction
with appearance compared to peers.'"1? Gee et al. (2020)'? suggest that adjustment to visible
difference is shaped by individual traits (e.g., optimism), family emotional climate,

sociocultural context, and developmental stage. Access to psychological support also plays a
31



role; those receiving emotionally attuned care may better manage social and self-image
challenges.!! Inconsistencies in findings may reflect methodological limitations, such as a lack
of longitudinal studies.* These factors help explain the wide range of psychosocial outcomes

among YP with CL+P.

Although many show resilience, adolescents and young adults with CL+P often experience
heightened appearance concerns, social anxiety, and stigma.* Much early research relied on

clinician or parent reports,'!!?

which may not fully capture lived experience. More recent
studies have begun incorporating YP’s perspectives through interviews and self-report,”!? but
this remains limited, especially for older adolescents and young adults navigating identity
formation, independence, and complex social roles. This developmental stage can intensify the
psychosocial impact of visible difference. To address this, participatory, youth-led approaches

are needed to prioritise YP’s voices and deepen understanding of their experiences and

identities.

Equally important is understanding what YP want clinicians to know about their cleft journey.
This is not only ethical but essential for improving care. YP are experts in their own
experiences, and their insights can highlight overlooked aspects of care. Knowing what
matters to them, being listened to, treated with empathy, and having emotional wellbeing
acknowledged, can help clinicians build more supportive relationships. This is especially
important in cleft care, which spans many years and involves multiple professionals. When

clinicians are attuned to lived realities, care becomes more empathetic and effective.

A growing body of literature supports this approach. Feragen and Stock (2017)'* argue that
psychosocial outcomes can only be fully understood by engaging directly with patients. Stock
and Feragen (2016)'° show how YP’s narratives reveal nuanced experiences often missed in
clinician or parent reports. Davies et al. (2025)'® found that YP nearing the end of cleft care
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had clear views on what they valued and what they wished clinicians better understood. These

findings reinforce the importance of creating space for YP to share their perspectives.

Involving YP in service development not only empowers them but improves care quality.
McWilliams et al. (2024)!7 found that young adults transitioning from child to adult services
often felt unprepared and unsupported. Their insights highlighted the need for better
communication, emotional support, and continuity of care. Evidence from mental health
services also supports youth involvement. Allan and Travers-Hill (2019)'® found that YP
involved in staff recruitment felt empowered, and both staff and candidates reported enhanced
relevance and inclusivity in service delivery. These findings show how YP’s involvement can

align services with their values and expectations.

This is echoed in cleft literature on visible difference. Rumsey and Harcourt (2005)!° argue
that patient-centred approaches are essential for addressing body image concerns and
promoting wellbeing. Together, this evidence makes a strong case for prioritising YP’s voices,
not only to understand their journeys but to ensure cleft care is responsive to their needs and

aspirations.

A participatory approach, emphasising collaboration and empowerment, was therefore
appropriate for this study.?’ This methodology positions participants as co-researchers,
working with researchers to define issues and interpret findings.?!' In health and community
contexts, Participatory Action Research (PAR) has been used to amplify marginalised voices
and challenge power dynamics.?? Youth Participatory Action Research (YPAR) builds on this
by centring adolescents as experts in their own lives, enabling them to identify research
questions, collect data, and develop action plans.?!*>?* This approach fosters empowerment
and generates contextually relevant insights. To date, no published research has applied a
YPAR framework with YP born with CL+P.
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Photovoice is a PAR-informed method that explores personal and social dimensions of
experience.?>** Participants use photography to document meaningful aspects of their lives,
followed by reflective discussions to interpret and contextualise the images. This visual,
narrative-based approach is well-suited to YP, offering a creative way to express thoughts and
emotions that may be hard to verbalise. Photovoice has been widely used in adolescent mental
health research, where it fosters critical thinking, self-reflection, and confidence. 2>

Participants often gain new skills and feel more capable of sharing their ideas with adults and

decision-makers.?’ It also shows promise as a therapeutic tool in group settings.?®

Despite its relevance, Photovoice has not yet been applied within a YPAR framework in cleft
care. Guest et al. (2025)%° used photo-elicitation interviews to explore social media
experiences of adults with visible differences, highlighting the potential of visual methods to
elicit rich narratives. However, this study focused on adults and did not use a participatory

approach.

This study therefore applied a YPAR approach using Photovoice to explore the lived
experiences of YP with CL+£P. It addressed two research questions: “What’s having a cleft
meant for YP in their lives?” and “What do YP with CL£P want clinicians to know about their
cleft journey?” By centring YP’s voices and involving them in the research process, this study
aimed to generate rich, reflective narratives and contribute to more empathetic, responsive,

and YP-centred cleft care.
2. Method
2.1. Design

A participatory action research (PAR) study,*” to engage YP with CL+P as co-researchers

using Photovoice ! to understand their self-perceptions, lived experiences, and empower them
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to advocate for change. Qualitative methods including focus groups, photography,
videography and written reflections were used to collect data. Data were analysed using an
adapted reflexive thematic analysis (RTA) approach,*? informed by the Photovoice SHOWED
technique,®® and conducted collaboratively with the YP. Ethical approval was granted by the

*#% ethics committee.
2.2. Participants

YP were recruited via the UK-based charities; Face Equality International and CLAPA,
through websites and social media. Inclusion criteria: aged 1625, English-speaking, and born
with CL+P. Sixteen was chosen as the minimum age for independent consent, and 25 as the

upper limit to include those discharged from cleft services.>

Twelve co-researchers (aged 17-25) participated, including White and Asian individuals. Nine
had UCLP and three had BCLP; seven were female and five male. While not following RTA
strictly, the analysis was guided by its principles, particularly researcher reflexivity and
interpretive theme development. Braun and Clarke (2022)*? argue that sample size should
reflect research context and aims. In line with Photovoice literature,*® 12 participants were
deemed sufficient to generate meaningful patterns and explore shared lived experiences. (see

Table 1 for participant characteristics.)
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Table 1: Participant Characteristics

Participant Age Gender Cleft Type
A 22 Female UCLP

B 20 Female UCLP

C 25 Male UCLP

D 20 Female BCLP

E 19 Male UCLP

F 22 Male UCLP

G 17 Female UCLP

H 24 Female UCLP

I 18 Female BCLP

J 19 Female BCLP

K 17 Male UCLP

L 22 Male UCLP
Key: UCLP= Unilateral cleft lip and palate BCLP= Bilateral cleft lip and palate.

2.3. Procedure

Eligible YP attended an online focus group to meet the research team, photographer, and
videographer, and to co-develop research questions. Sessions were audio-recorded and

transcribed verbatim. Participants received a £30 Amazon voucher.

All twelve provided informed consent for participation and anonymous use of their
photographs and narratives. They then attended two face-to-face (F2F) workshops at ***.
Each participant received a £100 Amazon voucher and travel reimbursement per workshop,

with lunch and refreshments provided.
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Workshop 1: Photography Training

A professional photographer led a session on smartphone photography. The project aims and
research questions were refined based on the focus group feedback. Participants were asked to
take five photographs per week for five weeks, each accompanied by a short-written reflection
addressing:

1. “What has having a cleft meant for you in your life?”

2. “What do you want clinicians to know about your cleft journey?”

Photographs and narratives were uploaded to a shared drive in real time, allowing participants
to view and reflect on each other’s contributions. A total of 145 photographs and reflections

were collected.

Workshop 2: Video Production
Prior to the second workshop, the first author compiled all photographs and narratives into a

document and printed A4 packs for each participant.

The session began with a PowerPoint presentation to introduce the objectives and structure of
the day. Each participant was given time to familiarise themselves with the submitted
photographs. Through whole-group discussion, participants sorted the photographs into six
‘piles,” each representing a different category. These photographs were then further divided
into whether they would feature in the clinician or public-facing video. Consensus was

reached at each stage.

Video Development
In the afternoon, participants created two storyboards: one for the clinician-facing video and
one for the public-facing video. Each storyboard specified whether a photo would be paired

with voiceover, text, or silent visuals. Co-researchers collaboratively developed scripts and
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selected their level of involvement (e.g., appearing on camera, narrating, or operating

equipment). Filming was conducted with professional videographers.

Post-production was also collaborative. Co-researchers attended two online sessions to edit
and refine the structure, tone, and content of the videos. The final videos retained the six
original categories agreed upon by the co-researchers. This participatory video-making process
aligns with Sitter’s (2015)*® model, ensuring co-researchers retained creative control, felt

emotionally safe, and contributed meaningfully throughout.

2.4. Interviewer

The lead researcher’s background is speech and language therapy with a specialism in
cleft conditions. A reflexive diary was therefore completed throughout the study to reflect on
any personal experiences that may influence the study>’ and to ensure quality qualitative
analysis.*® Supervision discussions also took place between the first author/interviewer and the
39

third author to reflect when refining the YP’s themes.

2.5. Analytical Strategy
Online focus group analysis

An online focus group took place with all 12 participants. Research questions were discussed
and refined by the attendees. The session was audio recorded and transcribed verbatim. The
transcript served as a reference point to ensure the questions accurately reflected the exact

wording and intentions of the participants.
Workshop 2: Analysis of data

The workshop was structured in accordance with the principles of Photovoice,** while
drawing on key elements of RTA®?to guide the analytical process. Although RTA? was not

followed procedurally, its core principles, reflexivity of the researcher, familiarisation of the
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data, identifying patterns, grouping narratives, and collaboratively naming themes guided the
process. The SHOWED method?%* structured verbal ‘coding,” and collaborative reflection

(see Table 2).

Table 2: The SHOWED technique and explanation

S See: What is SEEN here? (Describe what the eye sees)

H Happening: What is really HAPPENING? (The unseen story behind

the images)

(0] Our lives: How does this relate to our lives?

W Why: Why does this problem/strength exist? Or why are things this
way?

E Educate: How could this image EDUCATE people?

D Do: What can we DO about this? (What will I or we do about it?)

Familiarisation with the data began during the five-week photo-taking period as participants
uploaded photographs and narratives to a shared drive. Co-researchers collectively sorted
photographs and narratives into thematic groupings, marked them with colour-coded stickers,
and collaboratively named each category. This process generated six participant-led

preliminary themes (Table 3), which formed the basis for the video storyboards.
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Table 3: Preliminary Themes

Memories
Relationships/Journeys
Treatments, thoughts and feelings
Change

Perspective

Opportunities and Awareness

Re-theming occurred during the write-up stage. The full dataset, including images, captions,
transcripts, and video content, was re-analysed to consolidate overlapping categories and
enhance conceptual clarity. The researcher refined the material into five overarching themes
(Table 4&5). A critical-realist epistemological position was taken during the analysis.*’ This
approach enables the analyst to interpret the YP’s perceived reality and views, to develop an
understanding of their experiences.*' A member-checking process ensured the revised structure
remained faithful to participants’ original interpretations, preserving the participatory ethos

while enhancing clarity for academic dissemination.
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Table 4: Researcher refined themes

Memories that shaped who we are today: Two subthemes:
Reflection on the past

Navigating change

The social journey through a childhood with a cleft condition
Thoughts and feelings about treatment

Perspective: Reframing Difference through Metaphor and Meaning

The value of connection and the power of awareness
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Table 5: Example photovoice images for each theme and accompanying narratives

1)Memories & 2) Change

3) Relationships/Journeys

4) Treatments, Thoughts & Feelings

Memories that shaped who we are today

The social journey through a childhood with a cleft condition Thoughts and feelings about treatment

Subtheme: Reflection on the past Subtheme: Navigating change

5) Perspective

6) Opportunities & Awareness

Perspective: Reframing Difference through Metaphor and Meaning

The value of connection and the power of awareness

UfewsthCleft

ufowithcloft

| Refined Theme




3. Results

3.1 Memories that Shaped Who We Are Today

For the YP in this study, cleft was not just a past medical condition but a continuous part of

their identity. Co-researchers described their cleft journey as central to how they understood
themselves and the world. Their memories, sometimes painful, also carried pride, resilience,
and meaning. This theme is explored through two subthemes: Reflection on the Past and

Navigating Change.

3.1.1 Reflection on the Past

Participants reflected on their cleft journeys through memories of childhood and adolescence,
often anchored in symbolic objects and emotional moments. These reflections were not just
recollections but tools for making sense of identity. One participant used a childhood teddy

bear to express the enduring presence of their cleft experience:

“...this bear has all of my surgeries, all of my highs, lows and heartbreaks... I can't pull it
apart from the rest of my life.” (Co-researcher-C)

This sense of continuity was echoed by others, who looked back with pride:
“It’s amazing to... realise how far I've come.” (Co-researcher-A)

Symbolic items like hospital bands, toys, and instruments helped situate medical experiences

within growing up. These objects provided emotional grounding:

’

“It’s such a normal thing[teddy] ... yet means so much more to me.’
(Co-researcher-J)

Music was also a key coping tool:

“Music... helped calm my nerves and anxiety before appointments”
(Co-researcher-A)

Some memories were softened by humour. One participant recalled their mother’s light-
hearted support:
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’

“...she told me I looked like a Moomin when my face was swollen.’
(Co-researcher-G)

Others reflected on more difficult moments, such as losing a pet shortly after discharge:

“He saw me through most of my cleft journey... I lost two huge parts of my life at once.” (Co-
researcher-D)

Even small details, like flowers seen on a hospital-bound bus ride, became emotional
touchstones. These reflections challenged the idea that cleft treatment is defined solely by

hardship:

“...believe it or not I do have many happy memories of this journey.” (Co-researcher-D)

Together, these narratives show that cleft experiences are not confined to clinical milestones.
They form a mosaic of joyful, sad, humorous, and formative moments that shape identity.
Several reflections were included in both the public- and clinician-facing videos, helping

communicate the emotional depth of early experiences to wider audiences.

3.1.2 Navigating Change

Participants described the intense pace of change during adolescence, when major treatments

coincided with emotional and social transitions. One participant captured this vividly:

“Life can sometimes feel like it's going too fast... With cleft you face change a lot..it can feel
overwhelming.” (Co-researcher-G)

Small achievements, like drinking from a straw again, were seen as meaningful milestones:

’

“Although I still can't inflate a balloon, I can now drink from a straw...’
(Co-researcher-J)
Many described a shift over time from hiding their cleft to embracing it:

“I remember always cropping my photos... But now... I am in love with my cleft side.” (Co-
researcher-A)

“I now wear lipstick with pride... it highlights the unique beauty in my smile.” (Co-
researcher-D)

Others reflected on the emotional cost of hiding their difference and the liberation of visibility:
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“The more I hid... the more I also dulled the positives... My life became... more colourful...
when I... felt that I could be visible.” (Co-researcher-D)

How change was communicated by professionals also had lasting impact. One participant

recalled being told:

“...at my final post-op appointment [ was told I'm ‘as good as I'm going to get’. This was the
strangest feeling.” (Co-researcher-D)

Though likely meant to reassure, the comment felt final and unsettling, marking a shift from

patient to person and raising complex emotions.

These reflections show that living with a cleft involves both visible changes and internal
growth. Several stories were included in the co-produced videos, offering clinicians insight
into the emotional impact of treatment transitions, and showing other YP that self-acceptance

is a gradual, personal journey.

3.2 The Social Journey Through a Childhood with a Cleft Condition

This theme explores the relational and communal aspects of growing up with a cleft. Co-
researchers emphasised that their journey was not experienced in isolation but shaped by
relationships, with family, friends, peers, and the cleft community, which influenced how they

saw themselves and felt seen.

Family, especially parents, were described as emotional anchors. One participant reflected on

their parents’ anxiety following diagnosis:

“My mum found the 12-week scan that I had a cleft... She was very nervous about it, as was
my dad.” (Co-researcher-J)

Another acknowledged the emotional toll on parents of treatment:

“Its not easy to sit and watch their child be in pain... and not be able to take it away.” (Co-
researcher-A)

Siblings were often quiet supporters:

“She never... made a fuss that I was getting more attention... It takes a strong person to go
through a cleft journey... but a stronger sibling...”

45



(Co-researcher-A)

Friendships fostered belonging. Understanding peers helped participants feel accepted:

“Having understanding friends... who didn 't make me feel bad was amazing.” (Co-
researcher-A)

Even small gestures of kindness mattered:

“I couldn't swim with my friends... but [ was so happy to still be included...”
(Co-researcher-C)

The cleft community became a source of pride and identity. Discovering them reduced

feelings of isolation:

“Knowing I'm not alone is the reason I not only love my cleft but am proud of it.” (Co-
researcher-K)

Cleft community online forums, charity events, and peer-led spaces offered humour and
solidarity:

“Life does go on... You will laugh and dance in streets... You will live a life that s not all cleft
cleft cleft!” (Co-researcher-A)

As participants matured, these relationships helped them express their experiences:

“I often felt like having a cleft was all I talked about... Now... I feel such a sense of
pride...” (Co-researcher-H)

Some used metaphor to describe their journey:

“Like dried flowers, we find beauty in resilience in our unique journey. Each petal tells a
story...”" (Co-researcher-H)

Many of these reflections were included in the co-produced videos, where participants
highlighted relationships as central to their cleft experience. These narratives show that the
cleft journey was not only medical but deeply social, shaped by those who walked alongside

them and by evolving self-understanding through connection.

3.3 Thoughts and Feelings About Treatment

This theme explores the emotional landscape of cleft treatment, from early interventions to

discharge. Co-researchers described how treatment shaped not only their appearance and
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health but also their emotions, identity, and autonomy. Their reflections revealed fear,

frustration, pride, and gratitude, emotions that evolved over time.

Treatment was rarely passive. Anticipation before appointments could be intense:

“All of the anxiety rushing around in my head made everything around me go funny... I felt a
rush of fear... until I left the appointment room I never felt free.” (Co-researcher-A)

This quote, featured in the clinician-facing video, helped to convey the emotional toll of

routine care.

A recurring theme was lack of involvement in decisions, especially in childhood:

“[As a child]I was kept in the dark about treatments... Once I went into adult treatment [
felt... this weight on my shoulders.” (Co-researcher-A)

Some reclaimed autonomy and control through self-expression:

“After years of treatment... I started getting tattoos... to make me feel more like me.”” (Co-
researcher-C)

To cope, participants developed personal strategies. One found comfort in journaling:

“I’ve been emptying my thoughts... into a diary since [ was 9...”
(Co-researcher-D)

Others relied on rituals and sensory comforts:

“Hot chocolate and my favourite music... helped with releasing all the strong emotions.” (Co-
researcher-H)

Even childhood rewards held meaning:

“Ice creams after surgeries... Now I love ice cream... it gives me a sense of comfort.” (Co-
researcher-H)

Treatment also disrupted education:
“My academic life definitely took a hit... I always felt behind.” (Co-researcher-I)
Despite this, still many expressed pride in their resilience:

“Although I may look different... it does not mean I will achieve any less...” (Co-researcher-
G)

Discharge from care was emotional. Some felt relief, others grief:
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“A lot of people thought I'd be happy to be 'free' but it was actually a day I'd been
dreading...” (Co-researcher-D)

“So much of my identity was fixed to hospitals... I was worried who I was going to be without
them.” (Co-researcher-B)

One participant captured the lasting impact:

“I’ll never be post-cleft... My cleft is woven into my life... each thread... contributes to the
whole picture.” (Co-researcher-F)

3.4. Perspective: Reframing Difference through Metaphor and Meaning

This theme explores how co-researchers used metaphor and symbolism to process cleft
difference. These reflections revealed how perspective can evolve, transforming appearance-
related challenges into meaning, strength, and beauty. Metaphors were not just creative, they

were tools for identity and self-understanding.

One participant described their face as nearly symmetrical, with one feature slightly off:

“My face could almost be perfect... but something is just out of place.”
(Co-researcher-E)

This reflection acknowledged discomfort while moving toward acceptance, highlighting the

tension between societal ideals and personal growth.

Another used a rain-soaked pavement to explore the dual nature of their scar:

“There are always two sides... The pavement represents my scar ... a reminder of my journey
and my strength...” (Co-researcher-B)

This reframed the scar as a symbol of resilience, not a flaw.

A third participant described themselves as a yellow flower in a pink bouquet:

“In the bouquet of pink flowers, I am the single yellow one...This used to make me
uncomfortable... But now I see being different as special.” (Co-researcher-D)

This metaphor traced a journey from discomfort to pride, showing how identity is shaped by

how difference is interpreted over time.

Some reflected on being seen only through their cleft and discomfort:
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“Although cleft makes me who I am... some people think of me as too different...” (Co-
researcher-I)

This highlighted that identity is not formed in isolation, it’s influenced by how others respond,

label, or overlook difference.

Others used everyday moments to challenge assumptions. One participant reflected on a rainy

day with friends:

“Just because something is perceived a certain way doesn 't mean it’s set in stone... cleft
shouldn t stop you...” (Co-researcher-J)

This metaphor subtly compared social discomfort to the perceived limits of visible difference,

reflecting growing confidence to resist limitations and embrace life.

Together, these reflections show that reframing difference is an ongoing process. Through
metaphor, co-researchers expressed emotions that might otherwise remain unspoken. Their
words, many featured in the co-produced videos, offered new ways to understand pride,

resilience, and identity.

3.5. The Value of Connection and the Power of Awareness

This theme explores how connection and raising awareness became powerful sources of
strength and purpose. Relationships with peers, family, and the cleft community offered not

just support, but a foundation for healing, identity, and advocacy.

Participants often described emotional security in knowing someone was there:

“I know that there are people who I can call on for help... Just having that knowledge...
allowed me to feel better about myself.” (Co-researcher-K)

Support was especially important during discharge. Having a named contact helped ease the

transition and maintain continuity.

Peer support and involvement in organisations like CLAPA and Changing Faces were

described as transformative. One participant reflected:
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“As part of the charity CLAPA... meeting other people with cleft... and being able to help the
kids was amazing...” (Co-researcher-C)

These experiences often sparked a desire to give back. Participants described sharing their

stories as empowering:

“Through my volunteering with Changing Faces... I am helping to campaign for change... |
know how it feels and would never want anyone to experience the same.” (Co-researcher-D)

Others found meaning in sharing online:

“I love posting about my journey... It brings me happiness... which may make one person feel
less alone.” (Co-researcher-A)

These reflections show how advocacy and connection are intertwined. Participants were not

only supported but became supporters. This cycle helped shape identity and purpose.

The co-produced videos reflected this theme, with participants using their own voices and
images to speak to public and professional audiences. These acts of storytelling were

affirmations of resilience and community.

Together, these narratives show that connection and advocacy are not side effects of the cleft

journey, they are central to how many co-researchers made sense of their experiences.

4. Discussion

This Participatory Photovoice study explored the lived experiences of YP with CL+P, asking:
“What has having a cleft meant for you in your life?”” and “What do you want clinicians to
know about your cleft journey?” Through collaborative analysis, co-researchers grouped
photographs and narratives into six categories, later refined into five overarching themes that
informed two co-produced videos aimed at clinicians and peers, offering insight into the

emotional, social, and developmental dimensions of growing up with a cleft.

A consistent thread throughout was that cleft was not viewed as a discrete medical issue that
ended with treatment, but as a lifelong influence, shaping identity, resilience, and personal
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values. In early reflections, participants described how childhood memories remained vividly
present, often symbolised by objects like hospital wristbands, soft toys, or musical
instruments. These artefacts anchored emotional experiences and helped situate medical care
within the broader landscape of growing up. In this way, memory became not just a form of

recall but a powerful narrative tool for identity-building.

This resonates with the finding that YP with CL£P often experience their condition as both
‘normal yet different,” a dual reality reflected in how they remember and reinterpret formative
events.'? Similarly, it has been observed that people with visible differences often view their
appearance-related experiences as a ‘double-edged sword,” balancing distress with
empowerment and meaning-making.?’ In the current study, participants spoke about both the
challenges and the joy threaded through their cleft journey, noting, for example, that “cleft life

has its challenges... but believe it or not I do have many happy memories.”

Some reflections carried humour and warmth, such as recalling the comfort of a childhood toy
or the routine of having ice cream after surgery, a simple ritual that took on symbolic value
and was featured in the clinician video. These memories were not trivial; they offered insights
into how YP, self-soothed, marked progress, and remembered being cared for. Others shared
how music helped manage pre-operative anxiety or how journaling provided a long-term
outlet for emotional processing. These accounts highlight the value of emotionally attuned

coping strategies in long-term care contexts.*?

As participants moved from childhood into adolescence and beyond, they described how
change, both physical and emotional, became a defining feature of their cleft experience.
Some discussed the challenges of adapting to a changing appearance, while others noted how
even small achievements, like learning to drink from a straw again post-surgery, marked

moments of pride and self-efficacy. These everyday milestones stood as quiet evidence of
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progress and were sometimes included in the public-facing video to help normalise and

celebrate such moments.

A number of participants described learning to embrace visible difference over time. One
reflected on how they used to crop photos to hide the cleft side of their face but now saw it as
a unique feature they could celebrate. Another spoke about wearing lipstick with pride, a
symbolic act of visibility, femininity, and self-acceptance. These shifts, while deeply personal,
were often made possible through social support and self-reflection, reinforcing the idea that

change in this context is not merely physical, but emotional and psychological too.

Importantly, participants also reflected on how change was communicated by healthcare
professionals. One co-researcher described being told at their final post-op appointment that
they were “as good as [they were] going to get.” Though possibly meant as reassurance, the
phrase felt emotionally final and subtly implied that further progress was unlikely. For this
participant, it marked a jarring shift from patient to person, one that was not necessarily
accompanied by adequate emotional preparation. This aligns with findings that highlight the
emotional disruption that can occur when YP transition out of routine cleft care without

structured psychosocial support.!®!7

Together, these reflections on memory and change suggest that growing up with cleft is not
only marked by visible treatment milestones, but also by subtler, more internal changes in how
participants saw themselves, how they responded to others’ perceptions, and how they made
sense of their place in the world. These stories, many of which were woven into the co-

produced videos, highlight the importance of listening to lived experience advocacy

Another key area of reflection was participants’ emotional relationship with cleft treatment.

While surgery and care were often necessary and appreciated, the process could feel
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overwhelming, disempowering, or emotionally complex, especially in childhood. These
insights challenge a purely clinical framing of treatment, revealing how it intersects with

identity, agency, and emotional development.

Many participants described anticipatory anxiety before appointments, with one co-researcher
likening the experience to a rush of fear and adrenaline. This quote was included in the
clinician-facing video to highlight how routine care can carry a heavy emotional toll. This
aligns with findings that pre-treatment anxiety is common among adolescents with cleft,

particularly when they feel uninformed or excluded from decision-making. +?

A recurring theme was the absence of choice in early treatment decisions. Some participants
described feeling “kept in the dark” as children, only to be suddenly expected to take full
responsibility as they entered adult-care. This reflects wider concerns about the emotional

challenges of transitioning from child- to adult-led services.'®!”

As they grew older, participants found personal ways to reclaim control. One described getting
tattoos as an intentional act of autonomy, a theme also explored in the public-facing video.
Others shared coping strategies like journaling, music, or sensory comforts that helped them
manage emotional overwhelm. These insights reflect the importance of everyday coping
mechanisms in managing the long-term demands of visible difference and healthcare

involvement.®

The disruption caused by treatment extended into education and social life. Several
participants spoke of missing school and struggling to keep up, which sometimes contributed
to a sense of falling behind. Still, many reframed these challenges through the lens of

resilience: “Although I may look different... it does not mean I will achieve any less.” This
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duality, of disruption and determination, illustrates the ‘double-edged’ nature of visible

difference, where hardship and growth often coexist.?

Discharge from cleft services was a particularly emotional turning point. While some
welcomed the end of appointments, others described feelings of loss, identity uncertainty, and
anxiety about who they would be without ongoing care. One participant reflected: “So much of
my identity was fixed to hospitals and cleft treatment I was worried who I was going to be
without them.” These accounts highlight the need for more emotionally sensitive discharge

planning, as echoed in recent studies advocating for better end-of-care support.'%!7

Despite these complexities, participants found meaning in their treatment journey, not because
it was easy, but because it shaped who they became. As one co-researcher put it, “/ 've realised
I’ll never be post-cleft, because I’ll never be post-human... My cleft is woven into my life.”
These reflections, featured in both videos, show that cleft care isn’t just about outcomes, it’s
about the personal, emotional, and symbolic work YP do to make sense of their experiences

over time.

A further theme explored how YP with CL£P made sense of difference through metaphor,
symbolic imagery, and creative language. These reflections were not abstract; they provided
powerful insights into how participants emotionally processed appearance-related challenges
and reframed their experiences over time. In this sense, metaphor became a tool not just for

description, but for healing, empowerment, and self-understanding.

Several co-researchers used visual metaphors to describe how they felt about their appearance
and how these feelings evolved. One described their face as “almost perfect... but something is
Jjust out of place,” reflecting an internal negotiation between discomfort and acceptance. This

quote, though simple, captured how social ideals around symmetry and ‘normality’ shape self-
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perception, a dynamic often navigated by YP with unilateral cleft who feel ‘normal yet

different.’!?

Other metaphors, such as a rain-soaked pavement or a yellow flower in a pink bouquet,
expressed duality, pride and vulnerability, visibility and difference. These symbolic contrasts
offered a way to express complex emotional shifts that might otherwise remain unspoken.
Participants described how these perspectives had changed with time and confidence,
gradually transforming discomfort into pride. This aligns with the idea that meaning making
through visual and narrative expression helps people with visible differences reinterpret their

experiences in more empowering ways.?’

Participants also challenged the idea that they should be defined solely by their cleft. As one
put it, “Although cleft makes me who I am, I feel as though some people think of me as too
different rather than wanting to get to know me.” This desire to be understood beyond
appearance reflects broader findings that emphasise the importance of recognising the person

behind the diagnosis, especially in contexts of long-term treatment and visible difference.®*?

These reflections suggest that perspective is not static. It evolves through social encounters,
self-reflection, and storytelling. Even small, everyday moments, such as getting caught in the
rain with friends, became meaningful in challenging internalised assumptions about what
someone with a cleft ‘can’ or ‘should’ do. Participants were not only reclaiming their identities

but actively reshaping the cultural narratives around cleft difference.

Many of these metaphors and reflections were included in the co-produced videos, allowing
participants to share these insights in their own words and images. This form of expression
was particularly powerful, not just for public engagement, but for reframing how clinicians

and others understand the emotional complexity of living with a visible difference.
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The role of relationships in shaping how participants experienced and understood their cleft
was also discussed. Growing up with a visible difference was rarely navigated alone; instead,
it was experienced in constant relationship with others, parents, siblings, friends, clinicians,
and members of the wider cleft community. These relationships offered both emotional
support and key moments of recognition that helped participants build confidence and a sense

of belonging.

From early childhood, family support was pivotal. Parents were often described as emotional
anchors who bore the worry, made difficult decisions, and provided comfort through countless
procedures. One participant shared their appreciation of this shared journey, reflecting that it
was “not easy to sit and watch their child be in pain... and not be able to take it away.”
Another acknowledged the emotional weight of their parents' experience even before birth, as
their cleft was identified during prenatal scans. Similarly, siblings were described as quiet
witnesses to the process, whose patience and presence were deeply valued. These insights
highlight the importance of understanding the broader emotional ecosystem surrounding a

child with cleft, including the often-under-recognised impact on caregivers.*?

Friendships outside the family were crucial in helping participants feel included, especially
when treatment or recovery meant missing out on everyday activities. Being invited to social
events, even when they couldn't fully participate, was remembered as deeply affirming. This
quote, “I couldn t swim with my friends, but I was still included in the celebrations,” was
chosen by co-researchers for the public-facing video, highlighting how small gestures of

inclusion can have a lasting emotional impact.

Beyond individual relationships, the broader cleft community was described as transformative.
Many participants credited charity events, online forums, and residential camps with helping

them feel understood and proud of their cleft identity. As one co-researcher shared, “Knowing
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I’'m not alone is the reason I not only love my cleft but am proud of it.” This echoes the idea
that shared experience plays a key role in reducing isolation and affirming self-worth in those

with CL+P.10

As participants matured, connection evolved into advocacy. Some began mentoring younger
children, volunteering at events, or speaking publicly about their experiences. This shift from
receiving support to providing it, was described as empowering and meaningful. For many;, it
represented a full-circle moment: transforming personal challenges into opportunities for
helping others. Many individuals with visible differences often use their experiences to foster

connection and raise awareness, particularly through social platforms.?’

The co-produced videos were a culmination of these connections, offering a space where
participants spoke directly to clinicians and peers. By telling their stories visually, narratively,
and on their own terms, the YP demonstrated that connection and awareness are not peripheral
to the cleft experience, they are central. This reciprocal dynamic of being supported and
supporting others, was not just a by-product of their cleft journey, but a core part of how they

understood themselves and their place in the world.

These findings reinforce the need for cleft services to create more participatory, youth-led
spaces for dialogue, peer connection, and co-production. Involving YP as “experts by
experience” not only strengthens ethical practice but also enhances research, policy, and
service design by ensuring that those with lived experience shape the systems that support

them. 43
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5. Future Research

Future research should continue to be co-designed with YP with CL+£P, building on this study’s
participatory model to ensure their voices shape both the questions asked and the ways

findings are shared.

Replicating this research in other countries and cultural contexts could deepen understanding
of how YP’s experiences are influenced by differences in healthcare systems, social attitudes,
and support networks. Comparative studies could help identify shared priorities across

contexts, as well as culturally specific challenges.

Future work might also explore longitudinal approaches, following YP over time to better
understand how identity, wellbeing, and healthcare needs evolve, particularly during

transitions such as leaving paediatric care or entering adulthood.

Involving YP from marginalised or underrepresented communities will also be critical in

making cleft research more inclusive and responsive to diverse lived experiences.

6. Implications

The findings from this study highlight the need for cleft care to account not only for clinical
outcomes, but also for the emotional and psychological impact of treatment across the
lifespan. YP described treatment as a formative experience, with moments like discharge or
transition to adult services carrying significant emotional weight. Clinicians should be
supported to communicate sensitively, particularly at these milestones, with attention to how

language may be received.

Involving YP in the design and evaluation of cleft services is vital. Their participation in this

study, as co-researchers, analysts, and storytellers, demonstrated the value of youth voice in
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shaping more relevant and inclusive care. Services should consider sustained opportunities for

youth engagement, including peer support, clinician training, and transition planning.

This study also affirms the value of participatory and arts-based methods, such as Photovoice
and co-produced video, which enabled YP to articulate their experiences in powerful, personal
ways. Future research should explore the use of these outputs in clinical education and peer

outreach.

Finally, greater efforts are needed to reach underrepresented groups in cleft research. Future
studies should focus on widening access and participation to reflect the full diversity of

experiences across the cleft community.

7. Limitations

This study had several limitations. First, while efforts were made to include diverse voices, all
co-researchers were English-speaking and engaged with support networks such as CLAPA,
which may have shaped their experiences. YP who are more socially isolated or disengaged
from services may hold different perspectives that were not captured here. Second, although
the participatory approach strengthened the authenticity of the findings, the final thematic
structure was refined by the lead author, introducing an element of researcher interpretation.
While member-checking helped to ensure the themes remained grounded in participants’
intent, this process reflects the balance between co-production and academic rigour. Finally, as
with most qualitative studies, the findings are context-specific and may not be generalisable to

all YP with CL+P, particularly across different cultural or healthcare systems.

8. Conclusion

In addressing the research questions: “What has having a cleft meant for you in your life?”

and “What do you want clinicians to know about your cleft journey?” this study has
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illuminated the complexity, strength, and insight within YP’s lived experiences of CL+P.
Through a Participatory Photovoice approach, co-researchers framed cleft not as a condition
that defined them, but as a thread interwoven with identity, relationships, and personal growth.
Their reflections, on memory, change, treatment, difference, and connection, challenge narrow

clinical narratives and offer a richer, more human picture of what it means to live with a cleft.

By creating space for YP to speak in their own words and images, this study highlights the
importance of seeing them not just as patients, but as experts in their own right. The two co-
produced videos exemplify this: translating lived experience into tools for education, empathy,

and empowerment.

The findings support a shift in cleft care, towards greater co-production, relational support,
and emotional continuity across the treatment journey and beyond. Future practice must
recognise the enduring impact of cleft on identity and wellbeing and actively involve YP in

shaping the care and communities that support them.

The videos made during the process of this study go part way to achieving this goal

(https://www.staffs.ac.uk/research/impact/young-people-living-with-cleft-palate).
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2.2 Qualitative Research: Reflective Commentary
1. Introduction

This commentary accompanies my report,

“A Participatory Research Project to Explore the Lives of Young People with Cleft Lip +/-
Palate (CL/P).”
It reflects on what worked, what I learned, and how using Participatory Action
Research(PAR) and photovoice shaped the process. I also consider how my assumptions,

positionality, and role as a researcher influenced the journey (Finlay, 2002; Schon, 1983).

2. Research Design
The decision to adopt a participatory approach stemmed from a desire to shift power
dynamics and centre the voices of Young People (YP) with CL/P. Traditional research
often marginalises participants by positioning them as subjects rather than
collaborators.
In contrast, McIntyre (2008) and Juujirvi and Lund (2015) advocate for Participatory
Action Research (PAR) as a tool for empowerment and social change, an approach that
values participants as active contributors to the research process.
PAR was chosen because it aligns with inclusion, co-production, and action. It allows
participants to shape the research, ensuring the findings are relevant and meaningful
(Pettican et al., 2022). Photovoice, used alongside PAR, enables participants to express

complex emotions visually and narratively (Wang & Burris, 1997).

My aim was not only to better understand their lived experiences but also to contribute to a

shift in how these concerns are acknowledged and addressed within clinical and social
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contexts. From the outset, I recognised that this approach would require flexibility, open-
mindedness, and a willingness to share control with participants as co-researchers. But this
was exactly what I wanted, positioning YP as co-researchers ensured the perspectives we
heard were truly their own.

The project also built on my MSc work using photo-elicitation, which revealed how visual
methods unlock rich, personal narratives and deepen participant engagement. Photovoice
felt like a natural next step, empowering YP to lead the storytelling process and ensuring

their perspectives were authentically represented throughout.

3. Data Collection
Reflection
Recruitment started with YP I’d already met through my work as a research associate and
during my MSc. These were the same individuals who had first voiced concerns around
appearance and social perception, concerns that originally inspired this study. Their
connection with CLAPA and their previous involvement in research meant they were
enthusiastic about continuing this journey through PAR and Photovoice.
While I was genuinely excited to keep working with these committed YP, I also wanted to
involve new voices. I was thrilled when Face Equality International agreed to share the
invitation online. Their support, alongside CLAPA and the young people’s enthusiasm,
meant I quickly recruited a full group of 12 co-researchers. It was a real mix, some returning,
some brand new, but they all brought different perspectives. Because some of us already
knew each other, the first meeting felt relaxed and welcoming, which really helped the newer
participants settle in and get involved.
The photography workshop was a key moment. It gave the group technical confidence, but

more importantly, it brought everyone together. As Youell and Youell (2011) explain,
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building rapport makes space for trust and better communication, and that was exactly what
I hoped to achieve. I wanted the sessions to feel informal, supportive, and collaborative.
Although I offered a small financial incentive, I honestly think the bigger motivation was
the chance to work together on something that truly reflected their lived experiences.

The feedback after that first session was warm, and positive. A few of the YP formed new
friendships, and one couple even got together. That meant so much to me, it showed that the
research space we’d created was supportive and affirming in more ways than I’d imagined.

At first, a few participants weren’t sure what to photograph. I’d expected that, but what I
hadn’t predicted was how powerful the shared photo drive would become. Once the first
images went up, their confidence seemed to grow. It sparked conversations, ideas, and a real
sense of community. What started as a simple upload tool became a space for peer learning

and shared reflection, something I’ll now definitely plan for in future projects.

Justification

I chose the 16-25 age group because they were likely to have completed most of their
cleft care and could reflect more openly on their lived experiences (Davies et al.,
2025). Ethical practice really mattered to me—not just as a requirement, but as a way
of showing respect. Offering incentives felt important as a way to recognise their time
and the emotional effort involved in sharing personal experiences. Getting consent at

each stage helped build trust and keep the process transparent and participant-led.

Challenges
Coordinating a group of young people from different parts of the country came with a few
logistical challenges. Train strikes clashed with the workshop dates, so I had to make last-

minute changes and offer extra support. Some participants needed gentle reminders or
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check-in calls on the day to make sure they arrived on-time. One participant with autism
found the idea of attending in-person overwhelming, so I worked with the photographer to
deliver a personalised online session just for him.

That small adjustment made a big difference, he joined the next in-person workshop feeling
much more confident and comfortable. It reminded me how vital it is to work closely with
collaborators and be flexible in supporting individual needs. I learned that accessibility isn’t
just about things like travel, buildings, or technology, it also means supporting emotional
readiness and helping participants feel safe and included. In future, I’d plan for more tailored
support and better backup options for unexpected disruptions.

Since many participants were meeting for the first time, I used icebreakers at the start of
each session, something my tutor suggested. They worked really well. As Barbour (2007)
and Liamputtong (2011) explain, these activities can reduce anxiety and help build early

group trust. In this case, they helped create a relaxed, welcoming space right from the start.

4. Data Analysis

Reflection

The second workshop, where participants analysed the data together, was one of the most
powerful moments of the project. I had to step back and trust them to lead the process,
something I was initially nervous about, especially with a tight filming schedule. But my
concerns quickly faded. The YP showed incredible focus and teamwork. They co-developed
themes, storyboards, and filmed both videos, all in one day. Their motivation, creativity, and

shared commitment turned the workshop into a real highlight of the whole project.
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Justification

I chose reflexive thematic analysis (Braun & Clarke, 2022) for its flexibility and fit with
PAR. To make it accessible, we adapted it for co-researchers without formal training.
Instead of following all six phases rigidly, we used Padlet to share data, spotted similarities
between narratives and photos, grouped them, and co-defined themes. Using SHOWED
(Werremeyer et al., 2020) helped YP reflect and develop themes grounded in their lived
experiences and shaped the storyboards for two collaborative videos. I learned that adapting

research methods can be both rigorous and empowering when done with care and intention.

Learning

I learned how important it is to create a safe space for open discussion. Collaborative
analysis not only produced rich data, it empowered participants and encouraged critical
thinking (Wang & Burris, 1997). I had to genuinely trust my co-researchers. Their lived
experience gave them insights no outside researcher could offer.

Their focus and shared purpose made it clear that stepping back was not just appropriate, it
was essential to the research’s integrity. That said, our success was also helped by the
supportive tools we used. I had suggested using the SHOWED method, storyboards, and
Padlet as ways to scaffold the group’s thinking, and these worked really well to make
engagement accessible and structured.

This experience taught me that creating the right conditions matters. In future projects,
especially with less proactive groups, I’d add more structure, things like prompt cards,
theme-sorting activities, or more regular check-ins. I’'ll continue to use creative tools to
support engagement, such as storyboarding and Padlet. I’ve learned that facilitation doesn’t
mean stepping back completely, it’s about knowing when to guide and when to let others

lead.
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5. Writing Up

Reflection

Writing the report meant balancing academic rigour with the emotional weight of the
participants’ stories. Since the themes came directly from the co-researchers, I felt confident
the analysis reflected their lived experiences. But I also realised that my role didn’t stop at
facilitation, I had to shape their insights into a coherent, academically sound narrative.
With support from my supervisors and training in qualitative methods, I felt well placed to
interpret and present their contributions meaningfully. Writing became an ethical as well as
technical task. The photographs were powerful, each one full of meaning and emotion. This
reaffirmed my belief in PAR: it empowers participants and generates rich, impactful data.
I’m committed to continuing this approach and embracing my role in amplifying participant

voices through thoughtful, rigorous analysis.

Justification

Direct quotes and images were used to preserve the authenticity of the participants’ stories.
The discussion was structured around the six original themes, but as I immersed myself in
the data, it became clear that some overlapped. With the YP’s permission, I revised the
structure to five themes to better reflect their insights, while staying true to their
contributions.

The revised themes were: “Memories that shaped who we are today” (with subthemes:
“Reflection on the past” and “Navigating change”), “The social journey through a childhood
with a cleft,” “Thoughts and feelings about treatment,” “Perspective: Reframing Difference
through Metaphor and Meaning:” and “The value of connection and the power of

awareness.”
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It showed me the importance of staying reflexive throughout. It reminded me that while my
role was to honour participant-led insights, I also had a responsibility to shape them into a
clear academic narrative.

The findings echoed existing literature on psychosocial experiences of YP with CL/P
(Feragen & Stock, 2016; Ardouin et al., 2021) but also emphasised the vital role of peer
support. Several co-researchers described how CLAPA’s mentoring and events helped
reduce isolation and build confidence. That really stayed with me. Since then, I’ve actively
prioritised signposting CLAPA’s services in my clinical work, something I hadn’t done as
consistently before. This experience genuinely changed my thinking. It reminded me that
supporting young people means more than clinical intervention, it’s also about creating

space for emotional connection and peer belonging.

Challenge

Writing up the findings was challenging, every story felt important. I prioritised content that
reflected the collective themes and addressed the research questions. I reflected on my
positionality, not just as a researcher, but as a clinician, and how that shaped my
interpretations (Finlay, 2002). As clinicians, we often assume we’re doing a good job, so it
was difficult, but important, to hear that this wasn’t always their experience. It challenged

my assumptions and reminded me to truly listen.

6. Video Production:
Reflection
Creating the two videos was one of the most emotional and meaningful parts of the project

for me. When I received the first draft, I felt an overwhelming sense of responsibility, I
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wanted the films to reflect the YP’s voices honestly and powerfully. I was nervous. Would
they feel proud of it? Would they feel heard?

The co-researchers’ emotional investment really struck me, some joined editing sessions in
their own time, and their reactions, including tears, were incredibly moving I realised then
how much this project meant to them, and how much trust they’d placed in me. I felt
humbled and incredibly honoured.

It also changed how I work. I slowed down, became more present, and really leaned into the
responsibility of doing justice to their stories. It reminded me that meaningful participation
isn’t just about asking for input, it’s about creating emotionally safe spaces where people
feel valued and involved (Cantarero-Arevalo & Nergaard, 2025).

The videographers’ sensitivity in handling such personal stories was inspiring. This whole

experience deepened my belief in the power of truly participatory work.

Justification

The decision to create two videos, one for clinicians and one for the public, was my idea,
based on a belief that video could communicate the lived experiences of young people (YP)
more powerfully than written reports. One was designed to support clinical understanding;
the other aimed to raise awareness and reduce stigma more broadly.

I guided the YP throughout the process, helping shape content, framing their messages, and
supporting them through editing, while always ensuring they remained in control of what
was said and shown. It felt important to give them a medium where their own words and
images could speak directly to others. Participatory video is recognised for promoting youth
voice, agency, and confidence (Cantarero-Arevalo & Nergaard, 2025; Rowland & Ott,

2024), and this project really reinforced that for me.
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The collaborative editing sessions also became powerful reflective spaces. I’ve come away
from this feeling more confident using creative methods to amplify participant voices in

meaningful, accessible ways.

Challenges

Looking back, trying to finalise the thematic analysis, storyboard, and film all in one day
was too much. It left little space for creativity, emotional processing, or flexibility, especially
given the personal nature of the content. In future, I’d build in a buffer session, even half a
day, to allow for last-minute adjustments and emotional readiness.

Post-production brought more challenges. Coordinating editing sessions without formal
incentives was difficult, but the co-researchers were incredibly committed. Their willingness
to stay involved meant the final videos genuinely reflected their voices. It reminded me how
important continued collaboration is in participatory research, not just during data collection,
but through to dissemination. As Cantarero-Arevalo and Nergaard (2025) and Kendal et al.
(2017) note, sustained engagement and shared decision-making are key. This taught me to

plan more realistically and make space for creativity.

Justification
Letting YP speak directly through video felt powerful, it gave them a voice with
professionals and the public, hopefully influencing policy and practice (Wang & Burris,

1997).
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7. Dissemination Plans

Reflection

Dissemination was a key goal from the beginning. The co-researchers were passionate about
raising awareness and educating others, which strongly shaped our strategy. They wanted
their voices to reach both clinicians and the wider public, especially through social media.
For me, it was just as important. | felt passionately that their insights shouldn’t stay within
academic circles. It felt like the right thing to do, to honour their time, trust, and emotional
effort by making sure their voices were heard widely. I also saw it as a chance to challenge
assumptions in clinical practice and promote more empathetic, patient-centred care.
Watching the co-researchers lead this part only deepened my belief in the power of

participatory dissemination.

What’s been achieved?

Looking back, I’'m honestly blown away by what we achieved. We created two videos, one
for clinicians to support better cleft care, and one for the public, aimed at challenging stigma
and sharing empowering stories. I remember thinking, “I really hope these are received in
the spirit we created them,” and they really did.

Attending the CFSGBI conference in Newcastle (April 30—-May 2, 2025) with four of the
YP and two supervisors was a huge moment. On day one, we joined the Clinician Excellence
Network and shared the clinician-focused video. I watched cleft professionals really take it
in, and their feedback was so encouraging. Some even completed a survey, which we’re now
analysing.

The next day, we gave our joint oral presentation and showed part of the second video. I still

get goosebumps thinking about the standing ovation and winning the President’s Prize. It
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was emotional and affirming. It made me proud of the YP and reminded me why I believe
in co-production, it’s powerful and it works.

We also created an art installation using the YP’s photographs and captions. Seeing their
work displayed so beautifully, taking photos beside it, it was such a joyful, personal
moment.

Before the conference, I visited Professor Martin Persson in Sweden (thanks to BPS
funding). He was so excited about the project, he wants to replicate it across five EU
countries. Now we’re exploring funding opportunities, which is incredibly exciting. That
trip really made me realise just how far this work can go, and how participatory research,

when done well, can genuinely create change.

Future Plans

Dissemination became one of the most meaningful parts of this project for me. From the
start, I knew I didn’t want the work to sit in a folder somewhere. It had to reach people,
especially the YP who trusted us with their stories, and the clinicians who could really learn
from them.

I’ve really enjoyed sharing the work in different ways, through CLAPA, social media, and
the University of Staffordshire’s platforms. It’s felt important to get the voices of the YP out
there, not just in research circles but more widely. I’ve reached out to organisations like Face
Equality International and Changing Faces to try and broaden the impact. I’m also planning
to submit the paper to CPCJ and present in Japan, Cardiff, and Staffordshire.

Reflecting now, I’ve realised how much I care about finding the right voice for each
audience. Journals are essential, but so are films, talks, tweets, even conversations in clinic.
I want this work to live on beyond me, and I’m proud to help carry it forward, making sure

that YP with cleft are heard and involved in the decisions that affect them.
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8. Overall Reflection

This project has been transformative, not just for the YP, but for me too. I’ve learned the
value of humility, listening, and co-creating. The YP’s resilience and creativity really
challenged my assumptions and deepened my understanding of life with a visible
difference.

One big learning was needing more time for analysis and video production, so I’ll build that
into future funding bids. I also want to make a conscious effort to recruit more diverse voices
into future projects, especially from communities that may be underrepresented or less
connected to support networks. I plan to do this by reaching out through inclusive and
accessible communication and collaborating with individuals who are trusted within those
communities. I’d love to eventually take this work into other European countries and include

voices from different backgrounds.
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Abstract

This systematic review examines how image-based participatory methods, specifically
photovoice and photo-elicitation, visual methods that involve participant-generated
photography and image-based interviews, have been used within Participatory Action
Research (PAR) frameworks to engage young adults aged 16 to 25 living with chronic or long-
term health conditions. A total of 37 peer-reviewed studies were included following searches
of PsycINFO, Medline, PubMed, CINAHL, and Scopus, with additional reference list checks.
Grey literature was excluded. Quality appraisal indicated high methodological quality (CASP
scores ranged from 8-10/10), and confidence in findings was assessed using

GRADE-CERQual.

Thematic synthesis showed that photovoice and photo-elicitation enabled young adults to
assert autonomy through visual storytelling, express experiences of stigma and identity. These
methods fostered empowerment and engagement, informing service design and youth-led
advocacy. However, challenges such as safeguarding privacy in visual data, limited sample
diversity, and sustaining engagement highlight why these approaches matter: despite barriers,
they uniquely enable young adults to influence service delivery and policy. Together, they
demonstrate the transformative potential of youth-led visual methods, offering actionable
insights for practitioners and decision-makers working with young adults with chronic

conditions.

Keywords

Participatory Action Research (PAR), Photovoice, Photo-elicitation, Chronic health
conditions, Youth engagement, Empowerment, Visual methods, Qualitative synthesis, Health

equity, Systematic review.
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Background

Photovoice and photo-elicitation are increasingly used visual methods within qualitative health
research, particularly in the context of Participatory Action Research (PAR) (Table 1). In
photovoice, participants take photographs to represent their experiences, then discuss and
analyse them to generate insights and action (Wang & Burris, 1997). Photo-elicitation uses
photographs, either participant-generated or researcher-provided, as prompts during interviews
to evoke deeper reflection and dialogue (Harper, 2002). While both methods centre visual
storytelling, photovoice typically includes collective analysis and advocacy components,

whereas photo-elicitation focuses more on individual reflection during interviews.

Rooted in community-based participatory research traditions, these methods have been applied
across diverse health contexts including disability (Dassah et al., 2017), mental health (Han &
Olifte, 2016), HIV (Teti et al., 2018), and youth engagement (Fountain et al., 2021). PAR
frameworks emphasise co-learning, shared decision-making, and action-oriented outcomes
(Baum et al., 2006; Israel et al., 1998; Wallerstein & Duran, 2006). Within these frameworks,
image-based methods offer a flexible and culturally responsive means of engaging
participants, particularly young people, whose voices are often marginalised in traditional
research (Jacquez et al., 2013; Krane et al., 2021). Photovoice has been shown to foster
autonomy, emotional expression, and social connection, whilst also contributing to advocacy

and service design (Budig et al., 2018; Hatala et al., 2020; Minthorn & Marsh, 2016).
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Table 1: Comparison of Photovoice, Photo-Elicitation, and Participatory Action
Research (PAR) (see in Supplementary Material)

Despite growing interest in participatory visual methods, their use with young adults aged 16—
25 living with chronic or long-term health conditions remains underexplored (Stephens et al.,
2023; Wicks et al., 2019). This developmental stage characterised by identity formation,
increasing autonomy, and transitions in education, employment, and health care, is especially
complex for those managing a chronic condition (Hanghgj et al., 2016; Wicks et al., 2019).
Yet, youth perspectives remain underrepresented in health research (Azzopardi et al., 2019;
Viner et al., 2015). Participatory visual approaches offer a promising avenue for capturing

these experiences in ways that are authentic, inclusive, and potentially transformative.

This systematic review synthesises evidence on how photovoice and photo-elicitation have
been applied within Participatory Action Research (PAR) frameworks to engage young adults
with chronic conditions. By integrating findings across diverse contexts, it contributes to the
growing literature on inclusive, youth-centred research and highlights the potential of visual
participatory methods in advancing health equity. The review examines methodological
approaches, participant experiences, and reported outcomes, with the aim of informing future

research, practice, and policy.

Previous reviews of participatory visual methods within health research have focused on
children and families (Gonzalez et al., 2025), adolescents aged 10—-19 in mental health
contexts (Stephens et al., 2023), and adults in broader healthcare settings (Halvorsrud et al.,
2022; Adeboye et al., 2025). However, no synthesis has addressed young adults aged 16-25
living with chronic conditions, a group navigating distinctive transitions to adult services

while forming identity and autonomy. Addressing this gap, the present review clarifies
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methodological strengths and limitations, explores participant experiences, and identifies

implications for practice and policy in youth health research.

Methods

Protocol Registration

This systematic review was conducted in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) guidelines (Page et al., 2021). The review
protocol was prospectively registered with the Open Science Framework (OSF) and is publicly
accessible at https://osf.io/zn3a6. The registration includes detailed information on the
review’s aims, search strategy, inclusion and exclusion criteria, screening procedures, data

extraction, and synthesis plan.

Positionality Statement

Recognition of each contributing author’s positionality, perspectives, and backgrounds is an

important element of reflexive practice (Alvesson & Skoldberg, 2018; Nilson, 2017).

The first author is a speech and language therapist and a professional doctoral student in health
psychology. Her clinical and academic work focuses on youth voice, psychosocial wellbeing,
and inclusive research practices. She brings experience in working with young people with
long-term health conditions and a commitment to participatory approaches that centre lived

experience.

The second author has a background in health psychology with expertise in appearance-

focused research and systematic reviewing.

The third author is a health psychologist with expertise in health research and meta-syntheses.
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All authors engaged in ongoing reflexive discussion throughout the review process to examine

assumptions, consider alternative interpretations, and enhance interpretive rigour.

This systematic review aims to explore inclusive, participatory approaches to service design

and health equity for young adults living with chronic conditions.

Search Strategy

The search strategy was designed to identify peer-reviewed literature reporting on the use of
image-based participatory methods, specifically photovoice and photo-elicitation, within
Participatory Action Research (PAR) frameworks involving young adults aged 16-25 living

with chronic or long-term health conditions.

Search terms were developed using the SPIDER framework (Sample, Phenomenon of Interest,
Design, Evaluation, Research type), which is well-suited to qualitative evidence synthesis
(Cooke, Smith, & Booth, 2012). This framework was selected for its ability to capture
experiential and interpretive data, particularly in studies involving complex social phenomena

and participatory designs.

Searches were conducted across five databases to ensure broad disciplinary coverage:
PsycINFO (via EBSCOhost), MEDLINE (via Ovid), PubMed, CINAHL (via EBSCOhost) and
Scopus (via Elsevier). To enhance comprehensiveness, backward citation searching was also
employed; reference lists of included studies were reviewed to identify additional relevant

sources not captured in the initial database search.

Grey literature was excluded to maintain a focus on peer-reviewed empirical studies.

Boolean operators and field codes were adapted for each database to optimise sensitivity and
specificity. The search strings included combinations of terms such as photo* OR “photo

elicitation” OR photovoice, AND “participatory action research” OR PAR OR participatory
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AND “chronic illness” OR “chronic condition” OR “long-term condition,” AND “young

adult” OR adolescent OR youth OR teenager OR “emerging adult.”

Search results were exported to Rayyan, a web-based tool designed to facilitate systematic

review screening and deduplication (Ouzzani et al., 2016).

Inclusion and Exclusion Criteria

To be eligible for inclusion, studies had to be peer-reviewed empirical articles or methods
papers published in English from the year 2000 onwards. This threshold was chosen to ensure
the review captures studies situated in modern healthcare environments and participatory
research practices, which have developed considerably since the early 2000s (Wang & Burris,
1997). They were required to report on the use of photovoice or photo-elicitation within a
Participatory Action Research (PAR) or participatory framework, involving young adults aged
16-25, or with a mean age within this range, who were living with chronic or long-term health
conditions. Studies employing similar visual participatory methods, such as photo-story, photo
novella, or participant-generated imagery, were considered where they adhered to PAR
principles and positioned participants as active contributors to the research process. Only

studies reporting qualitative or mixed-methods findings were included.

Studies were excluded if they involved participants outside the specified age range without
disaggregated data, did not focus on individuals with chronic or long-term health conditions,
or used visual methods outside of a participatory framework. Publications were also excluded
if they lacked qualitative data, or were editorials, commentaries, theoretical papers, or any
type (scoping, literature, systematic) of review. Studies published in languages other than
English, those published prior to 2000, or grey literature such as dissertations, theses,

conference abstracts, and reports.
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Data Extraction (Selection and Coding)

Following use of Rayyan’s deduplication tool, all identified records underwent a two-stage
screening process. Title and abstract screening were conducted manually by the first author,
with a second reviewer, an independent professional doctoral student in health psychology
with a background in applied health research and qualitative methodology, independently
screening 20% of the records to support consistency and rigour. This threshold was selected to
balance methodological robustness with feasibility, in line with emerging guidance suggesting
that partial double-screening may be appropriate in resource-constrained contexts
(Waffenschmidt et al., 2019). Informal inter-rater agreement checks indicated a high level of
consistency between the two reviewers, and no substantive disagreements were identified that

required third-reviewer adjudication.

Full-text screening was then conducted for all studies deemed potentially eligible, with 20% of
these full texts also independently screened by the second reviewer to further enhance
reliability. In addition, backward citation searching was employed to identify any relevant

studies from the reference lists of included articles.

Data extraction was carried out by the first author using a structured form developed
specifically for this review. To minimise bias and enhance rigour, extraction procedures were
guided by the review protocol and supported through ongoing peer debriefing and regular
discussions with the second reviewer. Extracted data included publication metadata (authors,
year, country), participant characteristics (age range, health condition, gender, setting),
methodological details (type of image-based method, PAR framework, recruitment,
facilitation, ethical considerations), implementation features (session structure, equipment,

participant roles), reported outcomes (empowerment, engagement, impact on services or

86



policy), analytical approach (type of analysis, participant involvement), and any documented

challenges or facilitators.

Discrepancies in extracted data were discussed and resolved through consensus. The final
dataset was used to inform the thematic synthesis and subsequent CERQual confidence

assessments.

Quality Appraisal

All included studies were appraised using the Critical Appraisal Skills Programme (CASP)
Qualitative Checklist (CASP UK, 2024), a widely used tool for evaluating qualitative and
participatory designs (Table 2). The checklist covers key domains such as clarity of research
aims, appropriateness of methodology, recruitment strategy, data collection, reflexivity, ethical

considerations, rigour of analysis, and relevance of findings.

Appraisal was conducted by the first author, with 20% of the included studies independently
assessed by a second reviewer to enhance consistency and methodological rigour.
Discrepancies were resolved through discussion, and a third reviewer was available for
adjudication if required. Studies were not excluded based on quality scores; rather, appraisal

outcomes were used to inform the interpretation and weighting of findings during synthesis.

Confidence in Findings

Confidence in the synthesised findings was assessed using the GRADE-CERQual (Confidence
in the Evidence from Reviews of Qualitative Research) approach (Lewin et al., 2018), which
provides a transparent framework for evaluating qualitative evidence. CERQual assessments
were conducted post-synthesis to evaluate confidence in each thematic finding, based on
methodological limitations of contributing studies, coherence of the finding across studies,

adequacy of the data supporting the finding, relevance to the review question.
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Each theme was rated as having high, moderate, low, or very low confidence, with
justifications documented. These ratings were used to guide the strength of conclusions and

recommendations.

Data Synthesis

Extracted qualitative data, including participant quotes, author interpretations, and reported
outcomes, were analysed using thematic synthesis, following the approach outlined by
Thomas and Harden (2008). This involved inductive, line-by-line coding of findings, the
development of descriptive themes, and the synthesis of higher-level interpretations that

offered deeper understanding of the data.

Themes were examined in relation to several key dimensions, including the type of

participatory method used, such as photovoice or photo-elicitation, the outcomes reported,
which often centred on concepts like empowerment, identity, and communication, and the
contextual factors shaping each study, such as the health condition addressed, the research

setting, and the roles participants assumed within the process.

Secondary Interpretive Analysis

Following thematic synthesis, the themes were revisited to explore recurring ideas,
methodological innovations, and conceptual insights across the included studies. This
interpretive phase focused on understanding how participatory methods supported youth
voice, agency, and inclusion within health-related contexts. A narrative synthesis was then
developed to integrate findings and highlight broader implications for participatory research

involving young people.
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Confidence ratings for each theme, previously assessed using the GRADE-CERQual approach
(Lewin et al., 2018), were applied at this stage to inform the strength of conclusions and

recommendations. Justification for these ratings were documented to ensure transparency.

Results

A total of 2,426 records were identified through database searches. Backward citation
searching of included studies did not identify any additional records. After removing 147
duplicates, 2,279 records were screened by title and abstract. Of these, 129 full-text articles
were assessed for eligibility. Following application of the inclusion and exclusion criteria, 37

studies were included in the final review (Figure 1).

Figure 1: PRISMA 2020 Flow Diagram (see in Supplementary Material)

The included studies spanned a range of chronic and long-term health conditions. These
comprised autism spectrum disorder (k = 5), HIV/AIDS (k = 6), cancer (k = 3), cerebral
palsy/disability (k = 6), diabetes (k = 2), chronic pain (k = 2), mental health challenges (k = 5),
asthma (k = 3), inflammatory bowel disease (k = 3), congenital melanocytic naevus (k = 1),
and substance addiction (k = 1). Studies were conducted across diverse geographic and
cultural contexts, and all employed photovoice or photo-elicitation within a participatory

framework.

Table 3 and 4 provide a summary of the characteristics of the 37 included studies, detailing
study design, participant demographics, health conditions, participatory frameworks, methods
used and reported outcomes. This table supports the thematic synthesis by contextualising the

diversity and scope of the reviewed literature.

Table 3: Study Characteristics of the 37 included studies. (see in Supplementary Material)
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Table 4: Summary of PAR-Related Features in the 37 Included Studies. (see in

Supplementary Material)

Building on the contextual overviews provided in Table 3 and 4, the thematic synthesis
revealed seven overarching domains that reflect key dimensions of participant experience and

methodological practice. Themes are presented below accompanied by illustrative examples.

a) Empowerment and Autonomy. Across the review, image-based participatory methods
were consistently reported to foster empowerment among young adults. Participants described
gaining confidence, autonomy, and a sense of control over their narratives. Photovoice and
photo-elicitation enabled young people to articulate complex emotional and health-related
experiences, often in ways not accessible through traditional verbal approaches.
Empowerment was expressed through self-advocacy, emotional literacy, identity formation,
and decision-making in health contexts. For example, young people with autism described
strengths and self-determination (Krutt et al., 2018, Davidson & Pfeiffer, 2024, Lam et al.,
2020, Teti et al., 2016), while young people living with HIV reported resilience and critical
consciousness (Vindevogel & Kimera, 2023, Kimera & Vindevogel, 2022, Petinger et al.,
2025, Orth & van Wyk, 2022). Adolescents with chronic pain and IBD reflected on self-
efficacy and disclosure confidence (Carter et al. 2023, Carter et al. 2020, Rouncefield-Swales
et al., 2020, Feingold et al., 2021). Cancer survivors and youth with visible differences
explored identity reconstruction and body image (Wallis et al., 2022, Guest et al., 2024, Yi,
Kim & An, 2015, Elbaz et al., 2024). Youth with depression described increased awareness of

emotional imagery and personal agency (Dean et al., 2025).

b) Engagement and Participation. High levels of engagement were reported across studies,
with young people actively involved as co-researchers, storytellers, analysts, and advocates.
Engagement was facilitated through peer support, creative expression, and participatory
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analysis. Several studies involved young people in shaping research questions, interpreting
data, and disseminating findings. For example, youth-led analysis and public exhibitions were
central to studies on asthma and cancer (Evans-Agnew, 2016, Gaines et al., 2022, Uchima et
al., 2021). Virtual platforms supported engagement during COVID-19 (Davidson & Pfeiffer,
2024, Donovan et al., 2022, Dean et al., 2025). In studies involving autistic youth and those
with disabilities, engagement was enhanced through structured activities and peer networks
(King et al., 2022, Lam et al., 2020, Williamson et al., 2020, Walker et al., 2020). Youths with
HIV and chronic pain participated in multi-session formats and peer-led discussions (Petinger
et al., 2025, Mayman et al., 2024, Carter et al. 2023). Engagement was also evident in studies
involving advisory groups and co-design processes (Janssens et al., 2025, Jackson et al.,

2022a, Gibson et al. 2017).

c) Identity and Self-Understanding. Photovoice and photo-elicitation provided a powerful
medium for exploring identity among young adults with chronic conditions. Participants
reflected on their experiences of illness, disability, and recovery, often linking these to broader
social and cultural narratives. Themes of self-discovery, body image, and personal growth
were prominent. Adolescents with visible differences described positive body image and
identity acceptance (Guest et al., 2024), while young people with depression and chronic
illness explored emotional imagery and self-concept (Dean et al., 2025, Carter et al., 2020).
Cancer survivors and youth with IBD reflected on posttraumatic growth and identity
negotiation (Y1, Kim & An, 2015, Rouncefield-Swales et al., 2020 Wallis et al., 2022). Autistic
youth and those with physical disabilities described reframing of their strengths and self-worth
(Teti et al., 2016, Elbaz et al., 2024, Gibson et al., 2017, Krieger et al., 2021). Young people
living with HIV discussed self-esteem and life purpose in the context of stigma and resilience

(Orth & van Wyk, 2022, Kimera & Vindevogel, 2022).
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d) Social Connection and Support. Social relationships played a central role in shaping
young people’s experiences across studies. Participants highlighted the importance of peer
networks, family, romantic partners, and community organisations in supporting their
wellbeing. Couple-based studies explored reciprocity and emotional support (Carter et al.
2023), while others focused on peer bonding and friendship dynamics (King et al., 2022,
Rouncefield-Swales et al., 2020, Feingold et al., 2021). Youth with HIV and chronic pain
described the value of peer-led support groups and youth clubs (Vindevogel & Kimera, 2023,
Kimera & Vindevogel, 2022, Mayman et al., 2024, Donovan et al., 2022). Family support was
a recurring theme in studies involving diabetes, IBD, and visible differences (Owusu et al.,
2023, Williamson et al., 2020, Guest et al., 2024, Elbaz et al., 2024). Community engagement
and advisory boards also contributed to a sense of belonging and shared purpose (Walker et

al., 2020, Gibson et al. 2014, Evans-Agnew, 2016).

e) Advocacy and Influence. Photovoice and photo-elicitation were used not only as research
tools but also as platforms for advocacy and change. Participants acted as advocates and
change agents, contributing to exhibitions, reports, and policy recommendations. Several
studies demonstrated how youth-generated images and narratives informed service design,
public education, and health policy. For example, youth-led asthma projects resulted in policy
presentations and community education (Evans-Agnew, 2016, Uchima et al., 2021), while
HIV-focused studies led to school outreach and resilience strategies (Vindevogel & Kimera,
2023, Kimera et al., 2020, Petinger et al., 2025). Mental health and transition studies produced
recommendations for youth-led reform and tailored services (Jackson et al., 2022b, Janssens et
al., 2025, Velez-Grau, 2019). Community forums and exhibitions were used to disseminate
findings and promote change in rural and underserved settings (Walker et al., 2020, Gaines et

al., 2022, Williamson et al., 2020).
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f) Methodological and Ethical Considerations. Ethical reflexivity and researcher
positionality were key features across studies. Challenges related to consent, anonymity,
emotional safety, and power dynamics were frequently reported. Studies involving young
people with visible differences, mental health conditions, and HIV highlighted the need for
trauma-informed and culturally sensitive approaches (Guest et al., 2024, Dean et al., 2025,
Kimera & Vindevogel, 2022, Orth & van Wyk, 2022). COVID-19 restrictions impacted
participation and required adaptations to virtual formats (Davidson & Pfeiffer, 2024, Donovan
et al., 2022). Accessibility and logistical barriers were noted in studies involving youth with
disabilities (Gibson et al. 2014, Krutt et al., 2018, Elbaz et al., 2024). Several studies used
advisory boards, peer facilitators, and co-design methods to enhance ethical engagement and
reduce researcher-participant hierarchies (Williamson et al., 2020, Carter et al. 2020, Lam et

al., 2020, Jackson et al., 2022a).

g) Barriers and Facilitators to Participation. Participation was shaped by a range of
practical and emotional factors. Barriers included scheduling conflicts, stigma, emotional
fatigue, and limited access to resources. Facilitators included peer support, structured
activities, researcher rapport, and creative outlets. Young people with diabetes and chronic
pain described challenges accessing care and managing symptoms (Owusu et al., 2023,
Donovan et al., 2022). Autistic youth reported sensory barriers and social anxiety (Krieger et
al., 2021, Davidson & Pfeiffer, 2024). Studies involving HIV-positive youth highlighted
stigma, fear of disclosure, and marginalisation (Kimera & Vindevogel, 2022, Orth & van Wyk,
2022, Petinger et al., 2025). Facilitators such as peer mentorship, youth clubs, and community
engagement were effective in sustaining participation and promoting wellbeing (Walker et al.,

2020, Mayman et al., 2024, Lam et al., 2020, Vindevogel & Kimera, 2023).
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Collectively, these themes highlight the multifaceted impact of image-based participatory
methods in health research with young adults. They highlight the importance of inclusive,

flexible, and ethically grounded approaches that centre youth voice and lived experience.

Confidence in Synthesised Findings: GRADE-CERQual Assessment

To assess the confidence in the synthesised findings, we applied the GRADE-CERQual

approach.

Table 5: GRADE CERQual Confidence Assessments for Included Studies (see in

Supplementary Material)

This enabled a transparent evaluation of each theme based on methodological limitations,
coherence, adequacy, and relevance. Themes such as Empowerment and Autonomy and
Advocacy and Influence were supported by high-quality, consistent data across multiple
studies and were rated as having high confidence. In contrast, themes such as Barriers to
Participation received moderate ratings due to limitations in sample diversity and
transferability. These ratings informed the strength of our conclusions and provide a robust

foundation for the subsequent discussion of their broader implications.

Discussion

This systematic review synthesised evidence on the use of photovoice and photo-elicitation
within Participatory Action Research (PAR) frameworks to engage young adults aged 16-25
living with chronic or long-term health conditions. The review identified 37 peer-reviewed
studies spanning diverse health conditions, cultural contexts, and methodological approaches.
While the included studies varied in context, condition, and methodological approach, they
collectively demonstrate the transformative potential of image-based participatory methods in

amplifying youth voice, fostering empowerment, and informing service and policy innovation.
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Rather than simply documenting experiences, these methods enabled young people to actively
shape research processes and outcomes, challenging traditional hierarchies and deficit-based

narratives in health research.

The CERQual confidence ratings provide important context for interpreting these findings,
strengthening conclusions around empowerment and advocacy while highlighting the need for
further research on barriers to participation. Building on this evidence base, the discussion
explores both the benefits and challenges of applying photovoice and photo-elicitation,
integrated within seven overarching themes: empowerment and autonomy; engagement and
participation; identity and self-understanding; social connection and support; advocacy and
influence; methodological and ethical considerations; and barriers and facilitators to
participation. Before examining these themes in detail, it is important to consider how
participatory principles and methodological diversity shaped the studies included in this

review.

Participatory Principles and Methodological Diversity

The included studies demonstrated considerable variation in how participatory frameworks
were applied. While some studies adhered closely to structured models such as Community-
Based Participatory Research (CBPR) or Experience-Based Co-Design (EBCD), others
adopted more flexible, youth-led approaches. Despite this diversity, most studies shared a
commitment to participatory principles, centering youth voice, promoting co-learning, and
facilitating action-oriented outcomes. This aligns with PAR’s ethos of redistributing power and
validating lived experience as legitimate knowledge (Baum et al., 2006; Wallerstein & Duran,

2006).

These variations in participatory practice provide the foundation for interpreting the thematic

insights that follow.
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Empowerment and Autonomy

Photovoice and photo-elicitation were consistently reported to foster empowerment among
young adults, particularly in relation to autonomy, emotional literacy, and self-expression.
These methods enabled participants to communicate complex health-related experiences in
ways that verbal approaches often could not, offering a sense of control over how their stories
were constructed and shared (Harper, 2002; Wang & Burris, 1997). Empowerment was not
only an outcome, but a process embedded in the participatory design, with young people

actively shaping the research through their roles as co-researchers, analysts, and advocates.

Across the studies, empowerment manifested through self-advocacy, identity formation, and
decision-making in health contexts. For example, young people with autism described
strengths and self-determination (Krutt et al., 2018; Davidson & Pfeiffer, 2024; Lam et al.,
2020; Teti et al., 2016), while youth living with HIV demonstrated resilience and critical
consciousness through visual storytelling (Vindevogel & Kimera, 2023; Kimera &
Vindevogel, 2022; Petinger et al., 2025; Orth & van Wyk, 2022). Adolescents with chronic
pain and IBD reflected on self-efficacy and disclosure confidence (Carter et al., 2023; Carter
et al., 2020; Rouncefield-Swales et al., 2020; Feingold et al., 2021), and cancer survivors and
youth with visible differences explored identity reconstruction and body image (Wallis et al.,
2022; Guest et al., 2024; Y1, Kim & An, 2015; Elbaz et al., 2024). Youth with depression

described increased awareness of emotional imagery and personal agency (Dean et al., 2025).

These findings align with developmental theories that emphasise autonomy and identity
formation during adolescence and emerging adulthood (Viner et al., 2015). They also reflect a
shift away from deficit-based narratives often associated with chronic illness and disability,
toward more strengths-based and person-centred representations (Budig et al., 2018).
Empowerment in this context was relational, shaped by opportunities for collaboration,
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recognition, and peer support, suggesting that image-based participatory methods can act as

catalysts for both personal growth and collective transformation.

Engagement and Participation

Across the reviewed studies, young adults demonstrated high levels of engagement when
involved as co-researchers, storytellers, analysts, and advocates. This engagement was not
simply a methodological feature but a reflection of meaningful participation, where young
people contributed to shaping research questions, interpreting data, and disseminating
findings. The participatory nature of photovoice and photo-elicitation created spaces for
creative expression, peer connection, and collaborative analysis, which were particularly

effective in fostering sustained involvement.

Youth-led analysis and dissemination were central to studies on asthma and cancer, where
participants presented findings through exhibitions and policy forums (Evans-Agnew, 2016;
Gaines et al., 2022; Uchima et al., 2021). During the COVID-19 pandemic, virtual platforms
enabled continued engagement, demonstrating the adaptability of visual methods in remote
contexts (Davidson & Pfeiffer, 2024; Donovan et al., 2022; Dean et al., 2025). Structured
activities and peer networks supported engagement among autistic youth and those with
disabilities (King et al., 2022; Lam et al., 2020; Williamson et al., 2020; Walker et al., 2020),
while multi-session formats and peer-led discussions were effective in studies involving HIV

and chronic pain (Petinger et al., 2025; Mayman et al., 2024; Carter et al., 2023).

Importantly, engagement was not uniform but context-dependent, shaped by the relational
dynamics, facilitation strategies, and support structures embedded in each study. Advisory
groups and co-design processes (Janssens et al., 2025; Jackson et al., 2022a; Gibson et al.,

2017) played a key role in enhancing ownership and relevance. These findings suggest that
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participatory visual methods, when thoughtfully implemented, can foster authentic youth

engagement and contribute to more inclusive and responsive research practices.

Identity and Self-Understanding

Photovoice and photo-elicitation offered young adults a powerful medium through which to
explore and express their identities in the context of chronic or long-term health conditions.
Rather than simply describing their experiences, participants used visual methods to reflect on
how illness, disability, and recovery shaped their sense of self, often linking these reflections
to broader social, cultural, and emotional narratives. This process of visual storytelling enabled

participants to engage in identity work that was both introspective and relational.

Studies involving adolescents with visible differences highlighted themes of body image and
identity acceptance (Guest et al., 2024), while young people with depression and chronic
illness used imagery to explore emotional states and self-concept (Dean et al., 2025; Carter et
al., 2020). Cancer survivors and youth with IBD described posttraumatic growth and identity
negotiation, often using photography to reframe their experiences and assert personal meaning
(Y1, Kim & An, 2015; Rouncefield-Swales et al., 2020; Wallis et al., 2022). Autistic youth and
those with physical disabilities reflected on their strengths and self-worth, challenging deficit-
based representations and promoting more affirming narratives (Teti et al., 2016; Elbaz et al.,
2024; Gibson et al., 2017; Krieger et al., 2021). In studies involving young people living with
HIV, participants discussed self-esteem and life purpose in the face of stigma and

marginalisation (Orth & van Wyk, 2022; Kimera & Vindevogel, 2022).

These findings suggest that image-based participatory methods can facilitate identity
exploration in ways that verbal interviews alone may not. The visual medium allowed
participants to externalise internal experiences, navigate complex emotions, and construct

narratives that reflected both vulnerability and resilience. This aligns with broader
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understandings of adolescence and emerging adulthood as critical periods for identity
development, particularly for those managing chronic conditions (Viner et al., 2015). By
enabling young people to define and represent themselves on their own terms, photovoice and
photo-elicitation supported processes of self-understanding that were empowering,

emotionally resonant, and deeply personal.

Social Connection and Support

Social relationships played a central role in shaping young people’s experiences across the
reviewed studies. Photovoice and photo-elicitation created opportunities for participants to
reflect on and strengthen connections with peers, family members, romantic partners, and
community organisations. These relationships were not only sources of emotional support but

also facilitated engagement, resilience, and advocacy.

Couple-based studies explored themes of reciprocity, emotional intimacy, and mutual
understanding in the context of chronic pain (Carter et al., 2023), while others highlighted the
importance of peer bonding and friendship dynamics, particularly among youth with
disabilities and long-term conditions (King et al., 2022; Rouncefield-Swales et al., 2020;
Feingold et al., 2021). Peer-led support groups and youth clubs were especially valuable for
young people living with HIV and chronic pain, offering safe spaces for shared experience and
collective empowerment (Vindevogel & Kimera, 2023; Kimera & Vindevogel, 2022; Mayman

et al., 2024; Donovan et al., 2022).

Family support was a recurring theme, particularly in studies involving diabetes, IBD, and
visible differences, where parents, siblings, and extended networks played key roles in
emotional and practical care (Owusu et al., 2023; Williamson et al., 2020; Guest et al., 2024;
Elbaz et al., 2024). In several studies, community engagement and advisory boards contributed

to a sense of belonging and shared purpose, reinforcing the value of collective action and
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inclusive research environments (Walker et al., 2020; Gibson et al., 2014; Evans-Agnew,

2016).

These findings emphasise how participatory visual methods can help young people explore
and express the social relationships that shape their everyday lives and wellbeing. By enabling
young people to explore and express their social worlds, photovoice and photo-elicitation
supported not only individual reflection but also the strengthening of interpersonal and
community ties. This relational emphasis is particularly important for young adults navigating
the complexities of chronic illness, where social support can significantly influence wellbeing,

identity, and engagement in care.

Advocacy and Influence

Photovoice and photo-elicitation were used not only as tools for data collection but also as
platforms for advocacy, enabling young people to act as change agents within their
communities and health systems. Across the reviewed studies, participants contributed to
exhibitions, reports, and policy recommendations, using their images and narratives to raise

awareness, challenge stigma, and influence service design.

Youth-led asthma projects, for example, resulted in policy presentations and community
education initiatives (Evans-Agnew, 2016; Uchima et al., 2021), while studies focused on HIV
produced school outreach programmes, resilience strategies, and visual resources for stigma
reduction (Vindevogel & Kimera, 2023; Kimera et al., 2020; Petinger et al., 2025). In mental
health and transition studies, young people developed recommendations for youth-led reform
and tailored services, contributing to more responsive and inclusive care models (Jackson et

al., 2022a; Janssens et al., 2025; Vélez-Grau, 2019).
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Community forums, exhibitions, and photobooks were frequently used to disseminate
findings, particularly in rural and underserved settings (Walker et al., 2020; Gaines et al.,
2022; Williamson et al., 2020). These outputs not only amplified youth voice but also created

tangible artefacts that could be shared with stakeholders, policymakers, and service providers.

The advocacy dimension of these methods reflects the core principles of PAR, where research
is intended to generate action and social change. By positioning young people as experts in
their own lives, photovoice and photo-elicitation supported the development of youth-
informed interventions and policy recommendations. These findings highlight the potential of
visual participatory methods to bridge the gap between lived experience and systemic
transformation, particularly when young people are supported to lead dissemination and

dialogue.

Methodological and Ethical Considerations

Ethical reflexivity and researcher positionality were key features across the reviewed studies,
reflecting a growing awareness of the complexities involved in participatory visual research
with young adults. Challenges related to consent, anonymity, emotional safety, and power
dynamics were frequently reported, particularly in studies involving sensitive health
conditions or marginalised populations. These issues highlight the importance of trauma-
informed and culturally responsive approaches when working with youth in participatory

frameworks.

Studies involving young people with visible differences, mental health conditions, and HIV
highlighted the need for careful ethical planning and ongoing dialogue around privacy,
representation, and emotional wellbeing (Guest et al., 2024; Dean et al., 2025; Kimera &
Vindevogel, 2022; Orth & van Wyk, 2022). The COVID-19 pandemic introduced additional

considerations, with researchers adapting to virtual formats that required new strategies for
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safeguarding and engagement (Davidson & Pfeiffer, 2024; Donovan et al., 2022).
Accessibility and logistical barriers were also noted, particularly in studies involving youth
with disabilities, where physical, sensory, and technological constraints impacted participation

(Gibson et al., 2014; Krutt et al., 2018; Elbaz et al., 2024).

To address these challenges, several studies incorporated advisory boards, peer facilitators,
and co-design methods to reduce hierarchical dynamics and promote ethical engagement
(Williamson et al., 2020; Carter et al., 2020; Lam et al., 2020; Jackson et al., 2022a). These
strategies helped to centre youth voice and ensure that research processes were inclusive,

respectful, and responsive to participants’ needs.

Overall, the findings highlight that ethical considerations in participatory visual research
extend beyond procedural safeguards. They involve ongoing reflexivity, relational
accountability, and a commitment to co-creating safe and empowering spaces for young
people to share their experiences. As such, ethical practice in this context is not a static

checklist but a dynamic and collaborative process.

Barriers and Facilitators to Participation

Participation in image-based participatory research was shaped by a range of practical,
emotional, and contextual factors. While many studies reported high levels of engagement,
sustaining participation over time was often challenging. Common barriers included
scheduling conflicts, health-related absences, emotional fatigue, and limited access to
resources. These issues were particularly evident in studies involving young people with
fluctuating health conditions or competing life demands (Owusu et al., 2023; Donovan et al.,

2022; Wallis et al., 2022).
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Sensory barriers and social anxiety were reported by autistic young people, affecting their
comfort and ability to engage fully in participatory sessions (Krieger et al., 2021; Davidson &
Pfeiffer, 2024). In studies involving HIV-positive adolescents, stigma, fear of disclosure, and
marginalisation were significant obstacles to open participation and image-sharing (Kimera &
Vindevogel, 2022; Orth & van Wyk, 2022; Petinger et al., 2025). These findings highlight the
need for sensitive facilitation and flexible research designs that accommodate diverse needs

and experiences.

Facilitators of participation included peer mentorship, youth clubs, structured activities, and
strong researcher-participant rapport. These elements helped to build trust, reduce anxiety, and
create safe spaces for expression and reflection (Walker et al., 2020; Mayman et al., 2024;
Lam et al., 2020; Vindevogel & Kimera, 2023). Creative outlets such as photography,
storytelling, and group discussion were also effective in sustaining engagement, particularly

when participants were given autonomy over how and what to share.

Overall, these findings suggest that successful implementation of photovoice and photo-
elicitation with young adults require careful attention to both practical arrangements, such as
accessibility, timing, and equipment, and the quality of relationships and support provided
throughout the research process. Flexible approaches, trauma-informed facilitation, and
culturally responsive support structures can help mitigate barriers and promote meaningful
involvement. When these conditions are met, participatory visual methods can offer young

people a powerful and affirming space to share their experiences and contribute to change.

Implications for Research, Practice, and Policy

This review affirms the value of image-based participatory methods in amplifying youth voice
and fostering inclusive research practices. Photovoice and photo-elicitation provided rich,

authentic insights into the lived experiences of young adults with chronic conditions,
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supporting both personal empowerment and broader systemic change. These methods enabled
participants to move beyond passive roles, contributing actively to data generation,

interpretation, and dissemination.

For researchers, the findings highlight the importance of integrating youth-centred approaches
into study design. This includes involving young people in advisory groups, using member-
checking to validate interpretations, and adopting trauma-informed facilitation strategies that
prioritise emotional safety and autonomy. Participatory visual methods should be considered
not only for their expressive potential but also for their capacity to support co-learning and

shared decision-making.

Practitioners can draw on youth-generated data to inform service design, particularly in areas
such as transition planning, psychosocial support, and inclusive care environments. The visual
outputs produced through photovoice, and photo-elicitation offer tangible resources that can
be used in training, education, and service improvement initiatives. These methods also
provide opportunities to engage young people in shaping the services they use, fostering a

sense of ownership and relevance.

Policymakers are encouraged to consider the insights generated through participatory visual
research when developing youth health policies and programmes. The findings demonstrate
that young adults with chronic conditions have valuable perspectives on identity, resilience,
and care experiences, which can inform more equitable and responsive policy frameworks.
Visual methods can also support advocacy efforts by making youth experiences visible and

accessible to decision-makers.

Future research should explore longitudinal applications of photovoice and photo-elicitation,
assess their impact on health outcomes, and extend their use to underrepresented populations

and conditions. Ethical protocols must continue to evolve to address the complexities of visual
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data, particularly in relation to privacy, consent, and cultural sensitivity. Ultimately, the
success of these methods depends not only on methodological rigour but on genuine

partnerships with young people as co-creators of knowledge.

Strengths and Limitations

A key strength of this systematic review is its rigorous and transparent methodology. The
review adhered to PRISMA guidelines, was pre-registered on the OSF, and followed
structured procedures for screening, data extraction, and quality appraisal. The use of thematic
synthesis, supported by GRADE-CERQual confidence assessments, enabled a thoughtful and

systematic interpretation of findings across diverse studies and contexts.

Another strength lies in the focus on a specific and underrepresented population, young adults
aged 16-25 living with chronic or long-term health conditions. By synthesising studies that
centre youth perspectives, this review contributes to the growing evidence base for inclusive,

participatory methodologies in health research, service design, and equity-focused practice.

However, several limitations should be acknowledged. The inclusion criteria restricted the
review to peer-reviewed studies published in English from the year 2000 onwards. This may
have excluded relevant research conducted from underrepresented regions or those published
in culturally specific journals, potentially narrowing the cultural scope of the synthesis. The
exclusion of grey literature, while supporting methodological rigour, may also have omitted

innovative or community-led projects that are not formally published.

The diversity of included studies, spanning a wide range of health conditions, settings, and
participatory frameworks, presents both a strength and a challenge. While this breadth
enriches the synthesis, it complicates direct comparisons and may limit generalisability. The

review did not apply a culturally specific framework to guide synthesis, which may affect the
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relevance of findings for certain populations. Although reflexivity was embedded throughout
the review process, future collaborations with community advisors or cultural consultants

could enhance contextual relevance and inclusivity.

Finally, the review highlights gaps in longitudinal evaluation, outcome measurement, and
reporting of ethical protocols. Future research should address these gaps by incorporating
follow-up data, assessing the impact of visual methods on health outcomes, and ensuring

transparent reporting of ethical engagement strategies.

Conclusion

This review addresses a critical gap in youth-centred health research by synthesising evidence
on the use of visual participatory methods within Participatory Action Research (PAR)
frameworks. Drawing on 37 peer-reviewed studies, it demonstrates how photovoice and
photo-elicitation have been used to engage young adults aged 1625 living with chronic or
long-term health conditions. These methods consistently supported empowerment, emotional
expression, identity exploration, and meaningful engagement, positioning participants as co-

researchers and contributors to service design, advocacy, and policy development.

By focusing specifically on young adults with chronic conditions, the review offers new
insights into how participatory visual methods can support identity development, resilience,
and agency in underrepresented populations. It highlights the adaptability of these approaches
across diverse health conditions and settings, including clinical, community, and virtual
environments, and their capacity to capture experiences that may be difficult to express

through verbal methods alone.

At the same time, the review identifies important challenges. Ethical considerations around

privacy, consent, and cultural sensitivity were prevalent, and sustaining engagement over time
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was often difficult due to emotional burden, logistical barriers, and competing life demands.
These findings highlight the need for flexible, ethically responsive research practices that

prioritise participant safety, autonomy, and meaningful involvement.

Photovoice and photo-elicitation offer valuable opportunities to advance health equity, inform

service development, and promote participatory approaches in research. Future studies should

continue to refine methodological strategies, explore longitudinal impacts, and expand the use

of visual methods across underrepresented populations and conditions. Researchers, clinicians,
and policymakers are encouraged to embrace these approaches not only as tools for data

collection, but as platforms for empowerment, advocacy, and meaningful change.
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Table 1: Comparison of Photovoice, Photo-Elicitation, and Participatory Action Research (PAR)

and dialogue.

based, flexible

use of images.

Method Definition Key Features Participant Roles Typical Outcomes Challenges
Photovoice Participants take Visual Co-researchers, Empowerment, Emotional burden,
photographs to represent storytelling, photographers, emotional expression, logistical constraints,
their experiences, followed | collective analysts, advocates. | service design, policy ethical concerns (privacy,
by group discussion and analysis, influence. consent).
analysis to generate advocacy,
insights and action. community
engagement.
Photo- Photographs are used as Individual Interviewees, Rich narratives, Privacy concerns,
Elicitation prompts during interviews reflection, reflective emotional insight, conceptualising
to evoke deeper reflection interview- participants. identity exploration. meaningful images,

limited advocacy
component.

Participatory
Action

Collaborative research
framework that emphasises
co-learning, shared

Empowerment,
inclusion,
iterative cycles

Co-researchers,
decision-makers,
collaborators.

Contextually relevant
insights, service

Power dynamics,
sustaining engagement,
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of reflection
and action.

improvement, social
change.

balancing structure with
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Figure 1: PRISMA 2020 flow diagram for new systematic reviews
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Table 2: Methodological Quality Assessment (CASP)

Source Was there | Isa Was the Was the Was the Has the Have ethical Was the Is there a will Total
a clear qualitative research recruitment | data relationship | issues been data clear the
statement | methodology | design strategy collected between taken into analysis statement | results
of the appropriate? | appropriate | appropriate | inaway researcher consideration? | sufficiently | of help
aims of to address to the aims that and rigorous? findings? locally?
the the aims of of the addressed | participants
research? the research? the been
research? research adequately
issue? considered?
Krutt etal. (2018) | Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Can't tell (0) Yes (1) Yes (1) Yes (1) Yes (1) 8/10
(80%)
Owusu et al. Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(2023) (90%)
Gibson et Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Can’ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) 8/10
al. (2014) (80%)
Davidson & Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
Pfeiffer (2024) (100%)
Wallis et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Can't tell (0) Yes (1) Yes (1) Yes (1) Yes (1) 8/10
al. (2022) (80%)
Graber et al. Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(2024) (90%)
King et al. (2022) Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Evans- Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
Agnew (2016) (90%)
Krieger et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2021) (90%)
Vindevogel & Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
Kimera (2023) (90%)
Carter et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2023) (100%)
Guestetal. (2024) | Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Uchima et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2021) (90%)
Jackson et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2022) (90%)
Carter et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2020) (100%)
Werremeyer et Yes (1) Can’t tell (0) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 8/10
al. (2020) (80%)
Gaines et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2022) (90%)
Rouncefield- Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
Swales et (90%)
al. (2020)
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Donovan et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2022) (100%)
Jackson et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2022) (100%)
Mayman et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2024) (100%)
Kimera & Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
Vindevogel (2022) (100%)
Yi-Frazier et al. Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Can’ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) 8/10
(2015) (80%)
Lam et al. (2020) Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Williamson et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2020) (90%)
Teti et al. (2016) Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Can’ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) 8/10
(80%)
Feingold et Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) No (0) Yes (1) Yes (1) Yes (1) Yes (1) 8/10
al. (2021) (80%)
Orth & van Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
Wyk (2022) (90%)
Kimera et Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2020) (90%)
Deanetal. (2025) | Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Elbaz etal. (2024) | Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Gibson et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2017) (100%)
Petinger et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 10/10
al. (2025) (100%)
Velez-Grau (2019) | Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
(90%)
Janssens et Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2025) (90%)
Walker et Yes (1) Yes (1) Yes (1) Can’ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
al. (2020) (90%)
Yi, Kim & Yes (1) Yes (1) Yes (1) Can'ttell (0) | Yes(1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) 9/10
An (2015) (90%)
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Table 3: Study Characteristics of the 37 included studies

Study (Author, Year,

Country)

Krutt et al., 2018,
USA

Owusu et al., 2023,
Ghana

Gibson et al., 2014,
Canada

Davidson & Pfeiffer,
2024, USA

Wallis et al., 2022,
Australia

Graber et al., 2024,
India

King etal., 2022,
Canada

Evans-Agnew, 2016,
USA

Krieger et al., 2021,
Switzerland

Vindevogel & Kimera,

2023, Uganda

Carter et al., 2023,
UK & Canada

Guest et al., 2024,
UK

Uchima et al., 2021,
USA (Hawai‘i)

Jackson et al., 2022,
Canada

Carter et al., 2020,
UK

Health Condition

Autism Spectrum Disorder

Type 1 Diabetes

Complex disabilities

Autism Spectrum Disorder (+

mental health)

Cancer

Substance addiction

Cerebral palsy

Asthma

Autism Spectrum Disorder

HIV

Chronic pain

Congenital melanocytic naevus

Asthma

Mental health (transition)

Inflammatory Bowel Disease

120

Age Range

18-26

14-24

23 (case study)

18-34

22-25

19-24

16-21

15-18

15-21

14-21

18-25

15-17

14-18

18-24

14-25

Setting

Community centre

Community,
clinics, homes

Community
(shopping trip)

Community, virtual

Community, home

Rehab, community

Residential camp

School,
community

Community, public
spaces

Clinic, community

Remote interviews

Home, charity
events

Virtual sessions

Focus groups,
interviews

Clinics, hospital
visits



Werremeyer et al.,
2020, USA

Gaines et al., 2022,
USA

Rouncefield-Swales
et al., 2020, UK

Donovan et al., 2022,
USA

Jackson et al., 2022,
Canada

Mayman et al., 2024,
South Africa

Kimera & Vindevogel,
2022, Uganda

Yi-Frazier et al.,
2015, USA

Lam et al., 2020,
USA

Williamson et al.,
2020, USA

Teti et al., 2016, USA

Feingold et al., 2021,
USA

Orth & van Wyk,
2022, South Africa

Kimera et al., 2020,
Uganda

Dean et al., 2025, UK

Elbaz et al., 2024,
Canada

Gibson et al., 2017,
Canada

Petinger et al., 2025,
South Africa

Mental illness (college)

Cancer

Inflammatory Bowel Disease

Chronic pain

Mental health

HIV

HIV/AIDS

Type 1 Diabetes

Autism

Intellectual/Developmental

Disabilities

Autism

Inflammatory Bowel Disease

HIV (mental wellness)

HIV (stigma)

Depression

Physical disabilities

Complex impairments

HIV (transition)
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18+

High school &

undergrad

14-25

14-24

18-24

14-19

14-21

14-18

19-25

19-24

18-23

14-23

1519

1519

14-21

18-25

14-23

13-19

Campus
counselling centre

Community,
galleries

Clinics, hospital
visits

Virtual meetings

Community-based

Public health
facility

ART clinic

Online/mobile

Transition program

Urban community

ASD centre

IBD clinic

Youth-friendly
clinics

Hospital-based
peer group

Online interviews

Rehab program

Home &
community

Transition facility



Velez-Grau, 2019,
USA

Janssens et al.,
2025, Belgium

Walker et al., 2020,
USA

Yi, Kim & An, 2015,
South Korea

Mental health (suicidality)

Asthma, T1DM, Obesity

Cerebral palsy

Childhood cancer survivorship
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1517

15-21

14-21

20-27

Mental health
clinic

Hospitals, rehab
centres

Rural community

Advocacy
foundation



Table 4: Summary of the PAR-Related Features in the 37 Included Studies

Study
(Author,
Year,
Country)

Krutt et al.,
2018, USA

Owusu et
al., 2023,
Ghana

Gibson et
al., 2014,
Canada

Davidson &
Pfeiffer,
2024, USA

Wallis et
al., 2022,
Australia

Method
Used

PAR

k

Photovoice Yes

Photovoice Yes
+

interviews

Photo-
elicitation
+

Yes

interviews

Photovoice Yes

Photo-
elicitation
+

Yes

interviews

Framewor

Participant Empowermen Engagement

Role

Informants
(co-
creators)

“Warriors”
(co-
researcher
s)

Participant
(co-
analyst)

Co-
researcher
S

Participant
(case
study)

t Outcomes

Expressed
strengths, self-
advocacy

Condition
acceptance,
planning,
social support

Control,
choice, social
connection

Shared
experiences,
coping
strategies

Identity
reconstruction
, autonomy

Outcomes

High
engagement,
symbolic
expression

Mixed (some
disengageme
nt, secrecy)

High
engagement,
meaningful
interaction

High
engagement,
virtual
participation

Moderate
engagement,
fluctuating

123

Impact on
Policy/Practic

e

Program design
recommendati
ons

Coping
strategies

framework

Informed future
research design

Inclusive
service
recommendati
ons

OT insights

Analysis Type

Thematic
coding

Thematic
analysis

Mixed methods

Grounded
theory

Thematic
analysis

Challenges
Reported

Scheduling,
caregiver
influence

Insulin access,
stigma,
financial
burden

Accessibility,
logistics

COoVID
restrictions,
sensory barriers

Emotional
burden, shifting
roles

Support
Structures

Camera
ownership,
researcher
support

Support
groups,
family,
romantic
partners

Peer
support,
researcher
rapport

Peer
support,
technology

Partner,
family



Graber et
al., 2024,
India

King et al.,
2022,
Canada

Evans-
Agnew,
2016, USA

Krieger et
al., 2021,
Switzerlan
d

Vindevogel
& Kimera,
2023,
Uganda

Carter et
al., 2023,
UK &
Canada

Photo-led Yes
interviews

Photo-
elicitation

Yes

Photovoice Yes

Photo-
elicitation
+

Yes

interviews

Photovoice Yes

Photo- Yes
elicitation

interviews

Co-
researcher
s (peer-led)

Co-
researcher
S

Co-
researcher
s, policy
influencers

Co-
researcher
S

Co-
researcher
s, change
agents

Co-
researcher
S, e-
Advisory
group

Self-love,
resilience

Self-discovery,
peer bonding

Advocacy,
critical
consciousness

Environmental
awareness,
social
navigation

Critical
consciousness
, resilience

Reciprocity,
emotional
maturity

High
engagement,
mentoring

High
engagement

High
engagement,
policy
presentation

Moderate
engagement

High
engagement,
peer-led
analysis

High
engagement

124

Recovery
model
recommendati
ons

Life skills
program design

Asthma policy
recommendati
ons

Autism-friendly
environment
recommendati
ons

Youth-informed
resilience
strategies

Transition care
implications

Reflexive
thematic

Thematic
analysis

Critical
discourse

Case study
thematic

Thematic
analysis

Reflexive
thematic

Stigma, relapse,

gender barriers

Emotional
intensity, social
anxiety

Discrimination,
school design

Social anxiety,
sensory
overload

Stigma, poverty

Disclosure
fears, fertility
concerns

Peer
networks,
rehab
services

Peer
support,
structured
activities

Peer groups

Trusted
persons,
structured
environmen
ts

Peer
support,
youth-
friendly
spaces

Partner
support



Guest et
al., 2024,
UK

Uchima et
al., 2021,
USA
(Hawai‘i)

Jackson et
al., 2022,
Canada

Carter et
al., 2020,
UK

Werremey
eretal.,
2020, USA

Gaines et
al., 2022,
USA

Rouncefiel
d-Swales

Photo-
elicitation
interviews

Yes

Photovoice Yes

Photovoice Yes

+

interviews

Interviews Yes
+ mapping
+ photo

elicitation

Photovoice Yes
+ group

therapy

Photovoice Yes

Interviews Yes
+ maps +

Co-
researcher
s, self-
advocates

Co-
researcher
S,
advocates

Co-
researcher
s, change
agents

Co-
researcher
s,
storytellers

Co-
researcher
S,
participant
S

Community
researcher
S,
advocates

Co-
researcher

Positive body
image, identity
acceptance

Cultural
identity,
advocacy

Self-advocacy,
autonomy

Identity
management,
disclosure
confidence

Emotional
processing,
reduced
anxiety

Cultural
awareness,
reflection

Identity
negotiation,

Moderate
engagement

High
engagement,
SHOWeD
analysis

High
engagement

Moderate
engagement

Moderate
engagement,
SHOWED

High
engagement,
exhibitions

High
engagement

125

Psychosocial
support
implications

Asthma
education
suggestions

Youth-led
reform
recommendati
ons

Disclosure
resources

Campus
mental health
support

Public
awareness
raised

Friendship
resource

IPA

Participatory
thematic

Constant
comparison

Interpretive
Description

Mixed methods

Content
analysis

Interpretive
Description

Appearance
stigma

Environmental
triggers, stigma

Systemic
barriers, stigma

Stigma,
rejection

Attrition,
adherence
decline

Rural barriers,
stigma

Stigma,
isolation

Family,
peers,
charity
network

Community
, family

Peer
support

Friends,
partners

Peer
support

Peer
feedback

Trusted
friends



etal.,
2020, UK

Donovan et
al., 2022,
USA

Jackson et
al., 2022,
Canada

Mayman et
al., 2024,
South
Africa

Kimera &
Vindevogel
, 2022,
Uganda

Yi-Frazier
etal.,
2015, USA

Lam et al.,
2020, USA

photo-
elicitation

Photovoice
+focus
groups

Photovoice
+ SHOWED
+ focus
groups

Photovoice
+ focus
groups

Photovoice
+ group
sessions

Modified
Photovoice
via
Instagram

Photovoice
+ PAR

Yes

S,
storytellers

Co-
researcher
S,
storytellers

Yes (YPAR) Advocates,

Yes

Yes

Partial

Yes

co-analysts

Lived
experience
experts

Co-
researcher
S,
advocates

Contributor
S,
storytellers

Co-

researcher
s, analysts,
presenters

social
connection

Joy

identification,

gratitude

Policy
advocacy,
transition
visioning

Coping
strategies,
resilience

Critical

consciousness

, self-agency

Humour as
coping

Self-
expression,
advocacy

High
engagement

High
engagement,
collaborative
analysis

Strong
engagement

High
engagement

Moderate
engagement

Full
engagement
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Peer support
potential

Transition
service

recommendati

ons

Psychosocial
intervention
insights

Community
photobooks,
exhibitions

Tech-based
intervention
potential

Inclusive
service
implications

Thematic
analysis

Participatory
thematic

Inductive
content

Thematic
participatory

Thematic +
visual coding

Thematic +

constructivist

Isolation,
stigma,
suicidality

Service gaps,
stigma

Stigma,
isolation,
suicidality

Stigma,

marginalisation

Tech access,
privacy

Misrepresentati

on, exclusion

Peer
support,
pets

Peer
mentorship

Family,
youth clubs

Peer
support,
family

Peer
interaction

Family,
community



Williamson
etal.,
2020, USA

Teti et al.,
2016, USA

Feingold et
al., 2021,
USA

Orth & van
Wyk, 2022,
South
Africa

Kimera et
al., 2020,
Uganda

Dean et al.,
2025, UK

Elbaz et
al., 2024,
Canada

Photovoice
+

interviews

Photovoice

+

interviews

Photovoice
+

interviews
+ focus
groups

Photovoice
+

discourse
analysis

Photovoice
+

hermeneut
ic analysis

Photo-
elicitation
+

interviews

Photo-
elicitation
+

interviews

Yes

Partial

Yes

Yes

Yes

Partial

Yes

Co-
researcher
S,
storytellers

Contributor
S,
storytellers

Co-
creators,
advocates

Co-
creators,
storytellers

Co-
researcher
S,
advocates

Contributor
S,
storytellers

Co-
creators,
storytellers

Self-

determination,

cultural pride

Strengths-
based
reframing

Narrative
development,
resilience

Self-
acceptance,
resilience

Self-worth,
activism

Imagery
awareness,
treatment
preferences

Self-efficacy,
autonomy

High
engagement

Full
participation

Moderate
engagement

High
engagement

Moderate
engagement

High
engagement

High
engagement

127

Employment
initiatives

Clinical
implications

Transition
protocol

Mental

wellness model

School/home
interventions

Therapy

recommendati

ons

Transitional
care model

Thematic
analysis

Thematic
analysis

Inductive
thematic

Discourse
analysis

Phenomenologi

cal
hermeneutics

Reflexive
thematic

Discourse
analysis

Cultural
barriers

Communicatio

n barriers

Mental health,
stigma

Stigma,

disclosure fears

Stigma,
injustice

Negative

imagery, stigma

Socialisolation,

skill gaps

Family,
advisory
board

Peer
support

Family, IBD
community

Family,
peers

Peer group,
health
workers

Individual
therapy

Peer
groups,
therapy



Gibson et
al., 2017,
Canada

Petinger et
al., 2025,
South
Africa

Velez-
Grau,
2019, USA

Janssens
etal.,
2025,
Belgium

Walker et
al., 2020,
USA

Yi, Kim &
An, 2015,
South
Korea

Photo-
elicitation
+
interviews
+
observatio
ns

Photovoice
+ focus
groups

Photovoice
+ focus
groups

Interviews
+

Photovoice

Photovoice
+ focus
groups

Photovoice
+ group
discussion

Yes

Yes

Yes

Yes

Yes

Yes

Co-
creators,
co-analysts

Co-
researcher
S,
advocates

Co-
researcher
S,
storytellers

Co-
designers,
storytellers

Co-
researcher
S,
advocates

Co-
researcher
S,
storytellers

Interdependen
ce, agency

Self-
management,
resilience

Self-reflection,
identity,
resilience

Autonomy,
voice in care,
trust-building

Advocacy,
community
awareness

Posttraumatic
growth,
identity,
advocacy

High
engagement

High
engagement

High
engagement,
peer-led

High
engagement,
multi-stage

High
engagement,
action-
oriented

High
engagement,
peer-led
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Assemblage
theory for rehab
ethics

Transition
support model

Clinical insights
for youth
suicidality

Transition
program
recommendati
ons

Community
forum action
plan

Educational
tool for stigma
reduction

Assemblage
analysis

Reflexive
thematic

Thematic
analysis

Thematic
analysis

Content
analysis

Thematic
analysis

Communicatio
n barriers

Stigma, pill
fatigue

Stigma, family
rejection, lack
of autonomy

Stress, lack of
info, rigid
transfer age

Accessibility,
isolation, poor
equipment

Stigma,
isolation, fear of
rejection

Family, AAC
partners

Peer
groups,
WhatsApp

Peer
support,
therapy

Family, GP,
transition
coordinator

Parent
groups,
adapted
sports
leagues

Family, peer
survivors,
faith



Table 5: GRADE CERQual Confidence Assessments for Included Studies

Study Methodological Coherence Adequacy Relevance Confidence
Limitations
Gibson et al. Moderate (small High Moderate (rich High (directly Moderate
(2014) sample, (triangulated data butonlytwo | relevantto
feasibility focus). data, consistent participants). youth
findings). participation).
Krutt et al. Moderate (small High (clear Moderate (rich Moderate to Moderate
(2018) sample, limited themes, strong data butonly 3 High
diversity). participant participants).
voice).
Owusu et al. Low to Moderate | High (themes High (47 High (directly High
(2023) (well-conducted, | well-supported participants, relevant to
but some by quotes and diverse data). youth coping
sampling visuals). strategies).
limitations).
Wallis et al. Moderate - High -Clear Moderate -Deep | High -Directly Moderate
(2022) Single case limits | thematic data from one relevant to
generalisability, development participant; occupational
butrich across time; limited breadth. adaptationin
longitudinal data findings align young adults
and triangulation with theoretical with chronic
with photos frameworks. illness.
strengthen
credibility.
Graber et al. Low to Moderate | High-Themes High - Rich data High - Highly High
(2024) -Strong design well-supported from 15 relevant to
and analysis; by quotes and participants with resilience and
some limitations photos; clear varied recovery in
in sample conceptual backgrounds. youth in low-
diversity and clusters. resource
transferability. settings.
Davidson & Moderate - High - Clear Moderate to High - Directly Moderate to
Pfeiffer (2024) | Smallsample, themes and High - Good relevant to High
limited subthemes; depth, though participation
geographic consistent limited and mental
diversity, but across generalisability. healthin
strong participants. autistic youth.
participatory
design.
King et al. Moderate - High - Clear Moderate - Deep | High-Directly | Moderate
(2022) Small sample thematic insights from 5 relevant to
size and potential | structure; participants, but youth with
selection bias; findings align limited diversity. disabilities in
rich data with existing immersive
collection and literature on programs.
analysis. youth
development
and social
bonding.
Evans-Agnew Low to Moderate | High-Rich, High - Large High - Highly High
(2016) - Strong layered findings; sample, detailed relevant to
participatory clear contrast photo texts and health
design and between youth transcripts. disparities,
critical analysis; voice and policy youth voice,
some limitations discourse. and school
in health policy.
generalisability.
Krieger et al. Moderate - High - Well- Moderate - Rich High - Directly Moderate to
(2021) Small, gender- developed data from 6 relevant to High
homogeneous themes; clear participants; community
sample; strong link between limited participation in

analytic rigour
and contextual
depth.

environment and
participation.

transferability.

autistic youth.
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Vindevogel & Low to Moderate | High-Rich, High - Deep High - Directly High
Kimera (2023) | - Strong layered findings insights from relevant to
participatory aligned with multiple youth
design and Ungar’s social sessions, diverse resilience, HIV,
ethical rigour; ecological themes, and and social
some limitations resilience participant-led ecological
in generalisability | framework. analysis. supports.
due to purposive
sampling from a
peer support
group.
Carter et al. Moderate - High - Clear Moderate to High - Highly Moderate to
(2023) Strong qualitative | thematic High - Rich data relevant to High
rigour; limited structure; strong from 7 couples; chronic pain,
diversity (mostly alignment with some limitations youth
female developmental in partner relationships,
participants, one and relational demographics. and
Canadian theory. psychosocial
couple). development.
Guest, Moderate - High - Clear Moderate - Rich High - Directly | Moderate
Williamson & Small, themes around data from 4 relevant to
Harcourt homogeneous identity, support, | participants; psychosocial
(2024) sample (White and coping; well- | limited diversity adjustmentin

females engaged
with a charity);
strong IPA and

grounded in
positive body
image literature.

and
generalisability.

adolescents
with visible
differences.

reflexivity.
Uchimaetal. Moderate - High - Clear Moderate - Rich High - Highly Moderate to
(2021) Strong themes (e.g., reflections and relevant to High
participatory ‘aina, safe visuals; limited asthma
design; small havens, generalisability management,
sample size; emotional due to small, youth voice,
virtual format triggers) with localised and culturally
due to COVID-19 strong cultural sample. responsive
may have limited grounding. health
depth. education.
Jackson et al. Moderate - High - Four clear | Moderate - Rich High - Directly Moderate to

(2022)

Strong qualitative
rigour; small
sample; limited

themes:
accessibility,
coordination,

participant
quotes and
insights; limited

relevant to
youth mental
health

High

diversity. independence, transferability transitions and
support. due to sample service design.
size.
Carter et al. Low to Moderate | High-Three High - Large High — Highly High
(2020) - Strong interlinked sample for relevant to
interpretive themes: totellor | qualitative work; youth identity,
design; limited not to tell, rich data from chronic illness,
ethnic diversity; controlling the interviews, and peer
mostly Crohn’s flow, reactions maps, and relationships.
disease. to telling. photos.
Werremeyer High — Small Moderate — Low to Moderate | Moderate - Low to
et al. (2020) sample (n=10 Clear findings on | - Limited data Relevant to Moderate
completed); high anxiety due to small mental health
attrition; limited reduction; mixed | sample and lack interventions
generalisability; results on of follow-up. in youth, but
no objective depression and not specific to
adherence adherence. chronic
measures. physical
conditions.
Gaines et al. Low to Moderate | High - Six clear High - Rich High - Highly High
(2022) - Strong themes (risk dataset (238 relevant to
participatory factors, photos); diverse youth
design; no group marketing, thematic engagement,
discussion support, coverage; cancer
sessions; healthcare, community disparities,
potential bias experiences, feedback and rural
from prior cancer | metaphors). included. health.

education.
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Rouncefield- Low - Strong High - Clear High - Large High - Directly High
Swales et al. interpretive meta-theme and | sample for relevant to
(2020) design; person- three subthemes | qualitative work; psychosocial
centred (sustaining, rich narratives; aspects of
approach; forming, letting creative methods | chronic illness
limited ethnic g0). used. in youth.
diversity.
Donovan et Low - Strong High - Clear High - Rich High - Directly High
al. (2022) design; clear alignment qualitative data; relevant to
procedures; between data full participation; | youth with
ethical rigour; and findings; saturation chronic pain
diverse team; themes well- reached. and resilience-
participant supported. building.
involvement in
analysis.
Jackson et al. Moderate - High - Themes Moderate to High - Highly Moderate to
(2022) Small sample clearly derived High - Rich data, relevant to High
size; some from participant though limited by | youth mental

participants

reflections and

sample size and

health

missed photo group setting. transitions and
submissions; consensus. service design.
strong
participatory
design.
Mayman etal. | Lowto Moderate | High-Themes High - Large High - Directly High
(2024) - Strong ethical well-supported sample; relevant to
procedures; by quotes and recurring adolescent HIV
clear analysis; images; themes; detailed care and
some contextual consistent transcripts. mental health
limitations. narrative. in LMICs.
Kimera & Low - Strong High - Clear High — Multiple High - Directly High
Vindevogel participatory alignment sessions; diverse | relevantto
(2022) design; ethical between data, data sources; youth
rigor; iterative analysis, and saturation empowerment,
sessions; conclusions; achieved. HIV stigma,
participant-led rich quotes and and
dissemination. thematic clarity. participatory
methods in
LMICs.
Yi-Frazier et Moderate - Moderate to Moderate - Rich High - Moderate
al. (2015) Innovative but High - Themes data from Relevant to
limited consistent engaged adolescent
engagement; across participants; chronic illness,
40% dropout; interviews, focus | limited by small digital
some group, and photo | sample and engagement,
participants used | analysis. partial and
memes rather participation. participatory
than personal health
photos. research.
Lam et al. Low - Strong PAR | High-Rich High - 90 photos, | High - Highly High
(2020) design; inclusive thematic transcripts, relevant to
practices; development; interviews; autistic youth,
participant-led clear alignment saturation participatory
analysis and between photos, | achieved. research, and
dissemination. captions, and well-being.
discussions.
Williamson et | Low - Strong High - Clear Moderate — High - Highly Moderate to
al. (2020) community- alignment Small sample relevant to High
engaged design; between SEM (N=8); but depth marginalised
CAB framework, data, | of engagement populations,
involvement; and themes; rich | and triangulation cultural health
culturally participant with CAB adds equity, and
sensitive consent | narratives. robustness. participatory
process. methods.
Tetietal. Low - Well- High - Strong High - Rich High - Directly | High
(2016) structured thematic clarity; qualitative data; relevant to
Photovoice consistent saturation autistic youth,
process; multiple | findings across achieved; diverse | strengths-
sessions; data sources. examples of based
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individual and strengths and approaches,
group interviews. coping. and
participatory
research.
Feingold et al. | Moderate - High - Rich High - 209 Moderate to Moderate to
(2021) Strong design, thematic photos, 24 High - Highly High
but sample development; interviews; relevant to IBD
skewed toward clear alignment strong transitions, but
white, affluent between photos, | triangulation; limited
families; some interviews, and high inter-coder generalizability
attrition. analysis. reliability. due to sample
homogeneity.
Dean et al. Low - Strong High - Clear Moderate to High - Directly | High
(2025) qualitative thematic High - Rich data relevant to
design, reflexive structure; strong from 19 adolescent
thematic alignment participants; depression,
analysis, co- between data saturation mental
developed and achieved; diverse | imagery, and
interview guide, interpretations. imagery and intervention
and ethical narratives. development.
rigour.
Orth & van Low - Well- High - Strong High - Large High - Highly High
Wyk (2022) executed conceptual sample (N=43); relevant to
photovoice; clarity; well- saturation HIV-positive
rigourous integrated model | reached; rich adolescents in
discourse of mental quotes and LMICs; informs
analysis; COREQ | wellness. visual data. psychosocial
checklist used. interventions.
Kimera et al. Moderate - High - Deep Moderate - Rich High - Directly | Moderate to
(2020) Strong thematic data but small relevantto HIV | High
participatory analysis; clear sample size; stigma in youth
design; small link between limited diversity. in SSA; informs
sample; limited stigma types and stigma-
generalisability outcomes. reduction
due to selection strategies.
from a support
group.
Elbaz et al. Low - Strong High - Clear Moderate - Rich Moderate to Moderate to
(2024) design, ethical alignment data but small High - Highly High
rigour, between data, sample size relevant to
triangulation, and | theory (MDH- (N=5); however, youth with
reflexive PPH), and saturation was physical
thematic findings. approached. disabilities in
analysis. transitional
care, though
context-
specific to
Canada.
Gibson et al. Low - Innovative High - Deep High - Large High - Directly | High
(2017) and rigorous conceptual sample (N=19); relevant to
post-critical integration; rich diverse data youth with
design; strong narrative and sources; strong complex
theoretical thematic analytic depth. disabilities and
grounding. structure. rehabilitation
practice.
Petinger et al. Low - Well- High - Clear High - Large High - Highly High
(2025) executed thematic sample (N=24); relevant to HIV
photovoice; structure; strong | rich quotes and care
strong thematic alignment images; transitions in
analysis; ethical between visuals, saturation LMICs; informs
rigour. narratives, and achieved. adolescent-
findings. friendly service
design.
Janssens et Low - Strong High - Clear High - Diverse High - Directly | High
al. (2025) design, ethical thematic sample (n=18), relevant to
rigour, structure; strong rich quotes, and healthcare
triangulation, and | alignment photovoice transition
thematic analysis | between data images; across
using NVivo. and findings. common
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saturation chronic
achieved. conditions.
Walker et al. Low to Moderate | High-Clear Moderate to High - Highly High
(2020) - Strong themes High - Rich data relevant to
adherence to supported by from 15 rural youth
photovoice photos, quotes, participants; with CP and
methodology; and community triangulation with | physical
some limitations forum focus groups and | activity
in generalisability | outcomes. surveys. access.
due to small,
localised
sample.
Vélez-Grau Moderate - High - Deep Moderate - Rich High - Highly Moderate to
(2019) Small sample thematic qualitative data, relevant to High
(n=4); however, analysis; strong but limited adolescent
depth of alignment generalisability mental health
engagement and between photos, | duetosample service
ethical rigor were | narratives, and size. experiences
strong. findings. and suicide
prevention.
Yi, Kim & An Moderate - High - Clear Moderate - Rich High - Highly Moderate to
(2015) Strong thematic qualitative data relevant to High
participatory structure; strong | and visual psychosocial
design and alignment materials, but adjustment
ethical rigour; between photos, | limited and

however, small
sample size and
limited
geographic
diversity (all
participants from
Seoul or nearby).

narratives, and
findings.

generalisability
due to sample
characteristics
(well-adjusted,
long-term
survivors).

survivorship in
young adults’
post-childhood
cancer,
especially in
East Asian
contexts.
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3.2 Systematic Review: Reflective Commentary

Initial ideas and rationale for the review

As a speech and language therapist and a professional doctoral in health psychology student,
I’ve always cared deeply about making sure young people’s voices are not just heard but truly
listened to. Especially those living with long-term health conditions, whose experiences often

get lost in the noise of clinical pathways and service pressures.

In my clinical work, I’ve seen how young people with conditions like cleft lip and palate face
challenges that go far beyond the physical. Yes, there are surgeries and appointments, but
there’s also self-esteem, social belonging, and communication struggles that don’t always get

the attention they deserve (Stock et al., 2015).

My research brings together Photovoice and Participatory Action Research (PAR) with young
people aged 16-25 who have cleft conditions. Photovoice, as Wang and Burris (1997) describe,
is a method that hands the camera, and the narrative, back to participants. It allows them to
document their lived experiences through photography, sparking dialogue and, hopefully,

change.

PAR, with its emphasis on collaboration and co-learning, fits naturally with how I see my role
as a practitioner-researcher. I’'m not here to extract data, I’'m here to co-create knowledge. I
want research to be inclusive, equitable, and genuinely useful, and PAR gives me a framework

to work toward that (Baum, MacDougall, & Smith, 2006).

I was drawn to these methods because they challenge the usual power dynamics in research

and healthcare. Instead of treating young people as passive subjects, photovoice and PAR
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invite them to be co-researchers, sharing insights in ways that matter to them. This feels
especially important during adolescence and young adulthood, when identity, autonomy, and

social roles are all in flux (Arnett, 2000).

That’s what led me to this systematic review. After completing my empirical study, [ wanted to
step back and see how others had used photovoice and photo-elicitation with young people
living with chronic or long-term health conditions. I was curious: What worked? What didn’t?

What could I learn?

By synthesising the evidence, I hoped to reflect critically on my own study, spot best practices,
and see where my work sat within the wider field. It also gave me space to think more deeply
about the theoretical and ethical dimensions of participatory visual methods, and how they can
help make health research more responsive, inclusive, and human (Flicker et al., 2008;

Jacquez, Vaughn, & Wagner, 2013).

Pre-registering the review and screening and searching titles

From the very beginning, I was determined to approach this systematic review with rigour,
transparency, and a healthy dose of organisation. I followed the PRISMA 2020 guidelines
(Page et al., 2021), which gave me a clear roadmap for reporting and helped me stay
consistent, even when things got a bit overwhelming. Registering the protocol on the Open
Science Framework (OSF) felt like a milestone. It wasn’t just about ticking a box; it gave me a

space to document my decisions, reflect on my rationale, and hold myself accountable.

And just to keep things interesting, | was also preparing to present my Professional Doctorate
study in Japan at the same time. The timing wasn’t ideal, but somehow, juggling the write-up
with international travel and conference nerves added a kind of momentum. Completing data

extraction alongside international travel highlighted the importance of realistic time planning!
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Still, it reminded me why I care so much about this work, sharing it with others, learning from

different perspectives, and staying connected to the bigger picture.

I decided to focus on peer-reviewed studies published in English from 2000 onwards. This
wasn’t just a random cut-off, it reflected the growing use of participatory visual methods in
health research over the past two decades (Fountain et al., 2021), and it helped keep the review
manageable. I did wrestle a bit with the decision to exclude non-English and grey literature. I
knew it might narrow the cultural scope, and I still wonder what rich insights I might have
missed. On reflection, excluding grey literature may have limited cultural diversity and
grassroots insights. In future reviews, [ would consider including grey literature or non-
English studies, even if this increases complexity, to capture a broader range of participatory
practices. But in the end, I prioritised methodological quality and replicability, knowing that I

had to draw the line somewhere.

To shape the search strategy, I used the SPIDER framework (Cooke, Smith, & Booth, 2012),
which is tailor-made for qualitative synthesis. Unlike PICO, which is great for clinical trials
but not so much for lived experience, SPIDER helped me capture the richness of participatory
research. It guided me in defining the sample (young people aged 16-25), the phenomenon of
interest (photovoice and photo-elicitation), and the research type (qualitative and mixed

methods).

I searched five major databases, PsycINFO, MEDLINE, PubMed, CINAHL, and Scopus,
using carefully constructed Boolean search strings tailored to the review’s focus. I also
conducted backward citation tracking to identify additional studies that may not have appeared
in the initial search. Although this step did not uncover any additional relevant studies, its
inclusion added depth to the review; I felt it demonstrated a commitment to thoroughness and

transparency in the search process.
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Once I had my pool of studies, I used a structured data extraction form to gather key details:
participant demographics, methodology, outcomes, and ethical considerations. This helped me
stay organised and made it easier to compare studies consistently. Managing over 2,000 papers
was challenging. In future, I would pilot the search strategy more extensively to reduce
irrelevant hits and streamline screening. I would also allocate dedicated time blocks for

screening to avoid fragmented progress.

Quality Appraisal

For quality appraisal, I turned to the CASP Qualitative Checklist (CASP UK, 2024), which
helped me assess clarity of aims, methodological appropriateness, and ethical rigour. I also
used the GRADE-CERQual approach (Lewin et al., 2018) to evaluate confidence in the
synthesised findings, looking at coherence, relevance, and limitations. While CASP worked
well, I might combine it with other tools like Joanna Briggs Institute Checklist for Qualitative
research for broader applicability and deeper appraisal of methodological consistency (Joanna

Briggs Institute, 2017).

This phase was, admittedly, time-consuming. There were moments when I felt like I was
swimming in data. But it was also deeply rewarding. It gave me a clearer sense of how
participatory methods are actually used in practice, not just in theory, and helped me reflect on
what works, what doesn’t, and what could be done better. It also reminded me of the
importance of reflexivity, especially when interpreting data from diverse cultural and clinical

contexts (Alvesson & Skoldberg, 2018).

Reflecting on the planning and methodology phase, it became clear that this was far more than
a technical exercise. It served as an intensive learning experience in qualitative synthesis,

deepened my engagement with participatory research, and provided a solid foundation for the
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remainder of the review. While the process was demanding at times, it ultimately strengthened

my confidence and capability as a researcher.

Completing the synthesis

Completing the synthesis was definitely one of the most challenging yet rewarding parts of
this review. I didn’t just want to summarise findings; [ wanted to make sense of them in a way
that felt meaningful. I chose Thomas and Harden’s (2008) thematic synthesis approach
because it allowed me to move beyond summarising findings to generating new insights. I
started with line-by-line coding of the extracted data. This was painstaking work, but it gave
me time to really engage with the material and appreciate the different ways studies
approached participatory visual methods. From there, I grouped codes into descriptive themes,
which helped me see recurring patterns, and then developed analytical themes that addressed
the bigger questions driving the review. Thematic synthesis was rewarding but time intensive.
In future, I would explore using NVivo (QSR International, 2020) to support coding and

reduce manual workload, while maintaining reflexivity.

I kept an audit trail of decisions and wrote reflexive notes along the way, partly to stay
organised, but also to check in with myself about how my own assumptions might be shaping
interpretation. I even had a couple of informal chats with colleagues in Japan to sense-check
emerging ideas, which was reassuring and helped me challenge my thinking. Looking back,
the process was intense, I screened over 2,000 papers using Rayyan.ai, often on the flight to
and from Japan for the conference, but it gave me a deeper understanding of the field and
strengthened my confidence in qualitative synthesis. It reminded me that participatory
approaches take time and care, but that effort is what makes the findings feel authentic and

worthwhile.
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Challenges Along the Way

As with any substantial project, this review came with its fair share of challenges. One of the
most significant was navigating the diversity of health conditions, cultural contexts, and
research designs represented across the studies. This variation enriched the review and offered
valuable insights, but it also made direct comparisons more complex. Navigating diverse
cultural contexts made me realise the importance of cultural reflexivity in participatory
research. This will influence how I design future studies, ensuring frameworks that actively

incorporate cultural sensitivity and inclusivity.

Thematic synthesis helped identify patterns, yet I had to remain cautious not to overgeneralise

findings drawn from such varied settings (Thomas & Harden, 2008).

Another challenge was the decision to exclude grey literature. I was aware that this might
mean missing out on innovative, community-based work, particularly projects led by youth or
grassroots organisations. However, I prioritised peer-reviewed studies to maintain a consistent
level of methodological quality. This decision reflects a familiar tension in qualitative
synthesis: balancing inclusivity with rigour (Booth, Sutton, & Papaioannou, 2016). I still find
myself wondering what insights might have emerged from non-Western or Indigenous

contexts, where participatory methods are often deeply embedded in local practices.

Ethical considerations were also central throughout the review. Many of the studies addressed
sensitive topics such as HIV, mental health, and visible differences. Engaging with young
people’s experiences was often emotionally affecting, and I had to be mindful not to let my

own responses shape the interpretation of data. Reflexivity became essential. Conversations
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with peers and moments of deliberate reflection helped me stay grounded and respectful of the

narratives shared (Guillemin & Gillam, 2004).

The participatory nature of the studies added another layer of complexity. In several cases,
young people were involved as co-researchers, intentionally disrupting traditional researcher-
participant hierarchies. While this is a strength of PAR, it made it more difficult to assess
methodological consistency across studies. Some demonstrated deep collaboration, while
others used participatory language without fully embracing co-production. This raised
important questions about how participatory research is defined and enacted in practice (Cargo

& Mercer, 2008).

Finally, there were practical challenges, particularly in managing the volume of data and
maintaining consistency during screening and extraction. Tools like Rayyan helped streamline
the process, but decisions around inclusion and coding still required careful judgement. |
learned the value of documenting decisions clearly and revisiting them when uncertainties

arose, which helped maintain transparency and coherence throughout.

What I learned

Although I had completed my empirical research before starting the systematic review,
engaging with the broader literature gave me the opportunity to reflect more deeply on my
own study and its place within the wider field. My research, which used Photovoice and
Participatory Action Research (PAR) with young people aged 16-25 who have cleft
conditions, had already shown me how visual methods can empower participants to share their

stories, build confidence, and explore their identities in meaningful ways.

The review allowed me to step back and examine how other researchers have used photovoice

and photo-elicitation with young people living with a range of chronic or long-term health
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conditions. This helped me contextualise my findings and appreciate the diversity of
approaches and outcomes across different settings. I was particularly struck by how
consistently visual methods supported emotional expression, advocacy, and youth-led

dissemination, elements that also emerged strongly in my own study.

I was especially inspired by studies where young people were involved as co-researchers,
contributing to research design, data analysis, and dissemination. These examples reinforced
the importance of genuine collaboration and youth leadership, which I had aimed to foster in
my own work. They also prompted me to think more critically about how power is shared in
participatory research, and how researchers can support young people in taking active,
meaningful roles (Flicker et al., 2008; Jacquez, Vaughn, & Wagner, 2013). In future projects, I
plan to integrate member-checking and youth advisory input earlier in the process to

strengthen co-production and ensure findings resonate with participants.

The review also deepened my understanding of the ethical complexities involved in visual
research. Issues such as consent, privacy, and cultural sensitivity were prominent across the
studies I reviewed, and they echoed some of the challenges I encountered in my own project.
Reading about how other researchers navigated these issues helped me reflect on my own

ethical decisions and consider ways to strengthen future practice (Guillemin & Gillam, 2004).

Finally, the review highlighted the adaptability of visual methods across different contexts,
including virtual platforms, a consideration that became especially relevant during the
COVID-19 pandemic. This insight broadened my thinking about how to make participatory

research more accessible and responsive to young people's needs (Davidson & Pfeiffer, 2024).

Overall, the systematic review was a valuable opportunity to consolidate what I had learned

through practice, deepen my theoretical understanding, and identify areas for growth. It
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reaffirmed the value of participatory visual methods and strengthened my commitment to

inclusive, youth-centred research.

Writing up for dissemination and Journal Choice

Disseminating the findings from this systematic review felt like more than just an academic
obligation, it felt like a responsibility to the young people whose experiences were represented
in the studies I reviewed. I wanted to ensure that the work reached audiences who value
methodological innovation, participatory approaches, and accessibility. That’s why I selected
the International Journal of Qualitative Methods (IJQM) as my target journal for submission

guidelines.

As a peer-reviewed, open-access journal, [JQM focuses on qualitative and mixed methods
research and encourages submissions that offer methodological insight across disciplines.
Their emphasis on accessible language and relevance to a broad readership aligns well with
the aims of my review, particularly its focus on participatory visual methods and youth

engagement.

Beyond academic publication, I’'m committed to ensuring that the findings reach those who
can apply them in practice. I recognise the importance of making research accessible to
professionals working directly with young people, especially those involved in service design,
transition planning, and youth engagement. If published, I hope to share key insights with
youth advisory groups and clinical teams, and to explore creative ways of translating findings

into formats that resonate with non-academic audiences.

For me, dissemination is not just about sharing results, it’s about sparking dialogue. I hope this
review contributes to ongoing conversations among researchers, practitioners, and

policymakers about the value of youth-centred, participatory approaches in health research. I
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also see dissemination as a form of accountability: by sharing findings in accessible and
meaningful ways, I aim to honour the contributions of young people and ensure their voices

continue to shape future research and practice (Israel et al., 1998; Wallerstein & Duran, 2006).

Planning how to share the findings was important, but the actual process of writing up was
another learning curve. Translating complex synthesis into clear, accessible language took
time and several drafts, but it helped me clarify my thinking and make sure the findings could
speak to both academic and practice audiences. This stage felt like bringing everything
together. It was about turning detailed analysis into a coherent narrative that others could

follow.

Overall reflections

This review has significantly shaped how I think about research. It reinforced that methods
like photovoice and photo-elicitation are not just tools for data collection, they are approaches
that foster connection, trust, and empowerment. These methods create space for young people
to express themselves in ways that traditional interviews often cannot, helping them feel seen
and heard. They also bring fresh, often overlooked perspectives into health research and

service design (Jacquez et al., 2013; Wang & Burris, 1997).

Having completed my empirical study using photovoice and PAR with young people with cleft
conditions, the review offered a valuable opportunity to critically reflect on my own approach.
It helped me recognise where my work aligned with broader trends and where it contributed
something distinctive. I revisited decisions | made during the study, how I facilitated sessions,
supported emotional safety, and involved participants in analysis, with a more informed and

reflective practice.
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Looking ahead, I plan to apply these insights more deliberately in future research, moving
beyond participatory intention towards more consistent and meaningful co-production. I hope
to continue working closely with youth advisory groups, using member-checking to support
accurate interpretation, and exploring creative, accessible ways to share findings that matter to
participants. I’'m also more attuned to the importance of flexibility, whether that means

adapting methods for virtual formats or tailoring dissemination to different audiences.

Ultimately, this review has deepened my commitment to inclusive, youth-centred research. It
has shown me that participatory visual methods can do more than generate insights, they can
build relationships, challenge traditional power dynamics, and support meaningful change.
Looking ahead, I will block out time for each review stage and schedule reviewer input in
advance to avoid delays. I also plan to document decision rationales more systematically,

which proved invaluable during this review.

Final Thoughts

Reflecting on this review, I feel a genuine sense of pride in what I’ve accomplished. It was
challenging at times, requiring persistence and careful judgement, but also incredibly
rewarding. Through the process, I’ve deepened my understanding of participatory visual
methods, strengthened my skills in qualitative synthesis, and grown both personally and

professionally as a researcher.

Most importantly, this experience has reaffirmed the purpose that led me to this work in the
first place: to elevate the voices of young people and contribute to making health research

more inclusive, responsive, and empowering (Harper, 2002).

144



References

Alvesson, M., & Skoldberg, K. (2018). Reflexive methodology: New vistas for qualitative
research (3rd ed.). Sage Publications.

Arnett, J. J. (2000). Emerging adulthood: A theory of development from the late teens through
the twenties. American Psychologist, 55(5), 469—480. https://doi.org/10.1037/0003-
066X.55.5.469

Baum, F., MacDougall, C., & Smith, D. (2006). Participatory action research. Journal of
Epidemiology and Community Health, 60(10), 854—857.

Booth, A., Sutton, A., & Papaioannou, D. (2016). Systematic approaches to a successful
literature review (2nd ed.). Sage.

Cargo, M., & Mercer, S. L. (2008). The value and challenges of participatory research:
Strengthening its practice. Annual Review of Public Health, 29, 325-350.
https://doi.org/10.1146/annurev.publhealth.29.091307.083824

CASP UK. (2024). CASP Qualitative Studies Checklist. https://casp-uk.net/casp-tools-
checklists/qualitative-studies-checklist/

Cooke, A., Smith, D., & Booth, A. (2012). Beyond PICO: The SPIDER tool for qualitative
evidence synthesis. Qualitative Health Research, 22(10), 1435-1443.

Davidson, A., & Pfeiffer, B. (2024). Community participation challenges for young adults with
autism spectrum disorders during COVID-19: A Photovoice study. Community Mental
Health Journal, 60(1), 60—71. https://doi.org/10.1007/s10597-023-01199-7

Flicker, S., Maley, O., & Ridgley, A. (2008). e-PAR: Using technology and participatory
action research to engage youth in health promotion. Action Research, 6(3), 285-303.
https://doi.org/10.1177/1476750307083711

Fountain, S., Hale, R., Spencer, N., Morgan, J., James, L., & Stewart, M. K. (2021). A 10-year
systematic review of photovoice projects with youth in the United States. Health
Promotion Practice, 22(6), 767-777. https://doi.org/10.1177/15248399211019978

Guillemin, M., & Gillam, L. (2004). Ethics, reflexivity, and “ethically important moments” in
research. Qualitative Inquiry, 10(2), 261-280.
https://doi.org/10.1177/1077800403262360

Harper, D. (2002). Talking about pictures: A case for photo elicitation. Visual Studies, 17(1),
13-26.

International Journal of Qualitative Methods. (n.d.). Author submission guidelines. Retrieved
from https://journals.sagepub.com/pb-
assets/cmscontent/IJQ/71398 OA MS guidelines [JQM.pdf

Israel, B. A., Schulz, A. J., Parker, E. A., & Becker, A. B. (1998). Review of community-based
research: Assessing partnership approaches to improve public health. Annual Review of
Public Health, 19(1), 173-202. https://doi.org/10.1146/annurev.publhealth.19.1.173

145



Jacquez, F., Vaughn, L. M., & Wagner, E. (2013). Youth as partners, participants or passive
recipients: A review of children and adolescents in community-based participatory
research. American Journal of Community Psychology, 51(1-2), 176—-189.

Joanna Briggs Institute. (2017). Critical appraisal tools. https://jbi.global/critical-appraisal-
tools

Lewin, S., Booth, A., Glenton, C., Munthe-Kaas, H., Rashidian, A., Wainwright, M., ... &
Noyes, J. (2018). Applying GRADE-CERQual to qualitative evidence synthesis
findings: Introduction to the series. Implementation Science, 13(Suppl 1), 2.
https://doi.org/10.1186/s13012-017-0688-3

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, 1., Hoffmann, T. C., Mulrow, C. D., ...
& Moher, D. (2021). The PRISMA 2020 statement: An updated guideline for reporting
systematic reviews. BMJ, 372, n71. https://doi.org/10.1136/bmj.n71

QSR International. (2020). NVivo (Version 12) [Computer software].
https://www.qgsrinternational.com/nvivo-qualitative-data-analysis-software/home

Stock, N. M., Feragen, K. B., & Rumsey, N. (2015). “It doesn’t all just stop at 18
Psychological adjustment and support needs of adults born with cleft lip and/or palate.
Cleft Palate-Craniofacial Journal, 52(5), 543-554. https://doi.org/10.1597/13-275

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative research in
systematic reviews. BMC Medical Research Methodology, 8(1), 45.
https://doi.ore/10.1186/1471-2288-8-45

Wallerstein, N., & Duran, B. (2006). Using community-based participatory research to address
health disparities. Health Promotion Practice, 7(3), 312-323.
https://doi.org/10.1177/1524839906289376

Wang, C., & Burris, M. A. (1997). Photovoice: Concept, methodology, and use for
participatory needs assessment. Health Education & Behavior, 24(3), 369-387.

146


https://doi.org/10.1136/bmj.n71
https://doi.org/10.1597/13-275
https://doi.org/10.1186/1471-2288-8-45

Chapter 4: Consultancy in Health Psychology

147



4.1 Consultancy Case Study

Introduction

Consultancy is a formal relationship in which one party seeks assistance from another. The
consultant facilitates a process that enables both the consultant and the client to reach,
collaboratively, a mutually acceptable solution to a potential problem (Earll & Bath, 2004).
The consultant's role during this process is to ensure the consultation process empowers the
client (Earll & Bath, 2004), so that the client feels comfortable sharing information and

collaborating.

The framework used for this consultancy was based on the five-stage model by Earll and Bath
(2004). This framework was chosen as it emphasizes a collaboration that is empowering for
the client and is solution focused. It also aligns well with the units for the Stage 2 Health

Psychology competency (Patel, 2015).

The five stages proposed by Earll and Bath (2004) are:

e Assess requests for consultancy.

e Plan the work and negotiate the contract.

e Establish, develop, and maintain working relationships with clients.
e (Conduct and monitor the consultancy.

e Evaluate the impact of the consultancy.

This case study will be based on each stage but will consider Earll and Bath's (2004)
recommendation that the initial plans should be flexible so that the consultant can respond to

any unforeseen changes and developments, that may occur, during the consultancy process.
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Assess requests for consultancy

My consultancy opportunity arose when a local dental Practice Manager (AM) contacted me
through a dental colleague (JM). Having heard about my intervention work at the Royal
Manchester Children’s Hospital (RMCH) to reduce caries in children under five, AM
expressed interest in how this behaviour change work could benefit her practice's patients. I
proposed offering this support as part of my consultancy competency for Stage 2 training. We
arranged an online meeting to discuss and ‘co-explore’ (Lippitt & Lippitt, 1986) what I could

provide.

Earll and Bath (2004) state how it is important to understand why you have been contacted to
help in the first place. During the meeting, I was able to identify that the dentists in the
practice had reported an increase in caries rate in their young patients and a reduced amount of
time in their day-to-day practice to address these issues with the families. As AM had
contacted me so that I could share my knowledge and skills, I took on the role as described by
Schein (1987) of ‘expert.’ It was then following this meeting, that I decided that the most
appropriate model of consultancy to follow was the Professional Expertise model (Schein,
1987). This was because AM had approached me to help her with an issue that she had already
highlighted as a problem, and which she believed I could help her address after hearing about

the successful work taking place with the patients at RMCH.

At the meeting, AM explained the pressure on the dental team to see patients quickly, which
limited their ability to fully inform parents about dental care. She asked if I could create a
leaflet similar to one, I had developed for RMCH, covering topics like dummy use, brushing,
diet, and bottle use with links to self-help videos. I explained that the RMCH leaflet was
designed for children with clefts, but I could adapt it for her practice. After reviewing and

discussing the RMCH leaflet online, AM agreed it was exactly what she wanted and suggested
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I visit the practice to explain the newly designed leaflet to her staff. We also agreed I would
offer a training session for the staff on using behaviour change theory to educate patients and
share with them the leaflet and its links to self-help videos. This project felt achievable,

aligned with my experience, and something [ was eager to take on, so I agreed to proceed.

However, one disadvantage of the Professional Expertise Model (Schein, 1987), is that it has
the potential to disempower the client (Doody, 2014), as using this approach may result in AM
being less involved in the production of the training and leaflet. I was very mindful of this so
endeavoured throughout the consultancy to involve AM in the decision-making processes by

sending her the PowerPoint and the leaflet for her thoughts and approval (Stryker, 2011).

It is also important during the early stages of consultancy, to identify the client (Earll & Bath,
2004). I used Schein’s (1987) system to identify and categorise the client(s) within my project

(Table 1).

Table 1: Client’s identified using Schein’s (1987) categorising system.

Client Type Client within the practice Explanation

Contact Client AM AM was the ‘Contact Client’
because she had approached

me, ‘the Consultant,’ directly.

Primary AM AM was identified as the
‘primary’ client because she

owned the problem and wanted

help to try and solve it.
Intermediate Dentists The dental practice
Dental Therapists professionals
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Hygienists were identified as the
‘intermediate client’ because
they became involved in the
project through their
participation in
a targeted training day designed
to enhance their understanding
of behaviour change
theory and its application with
their patients. By distributing
an informative leaflet, they will
offer their patients
practical guidance on dental
care, ultimately saving time

during consultations.

Ultimate Patients and Families I felt the ‘ultimate’ clients were
the patients and families
themselves because their welfare
and interest must be considered
when planning this consultancy.
Also, they are ‘ultimate’
recipients of the benefits of the

intervention.

I also identified during this process that the dental professionals in the practice (receptionists
to dentists) would also be ‘stakeholders,’ as discussed by Schein (1987), as they would
ultimately be using the leaflet produced and implementing the behaviour change, so they were

incredibly important if this intervention was to be successful. AM was also identified as the
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‘sponsor’ of this consultancy work as she was my main point of contact and would provide me

with access and permission to proceed with the consultancy work.

Following an online meeting with AM, where we discussed the content of the training, the
leaflet to be produced and negotiated a possible timeframe for completion, I drafted a
consultancy plan that identified the aims and objectives of the consultancy work. Wickham
and Wilcock (2012) highlight that dedicating time and effort to developing a well-structured
consultancy plan yields significant benefits, as it ensures that the objectives of the consultancy
are clearly communicated and helps manage client expectations. I proposed a possible
timeframe for completion of the consultancy, taking into consideration AM’s hopes that this
would be completed as soon as possible. I identified a day, from those provided by AM, which
suited both AM and myself to visit the practice, provide the training, and deliver the finished
leaflet (Earll & Bath 2004). I then called AM to discuss the draft plan, confirm the date of my
visit, and gather her input and agreement. This also served to maintain open communication
and ensure she felt actively involved throughout the process. The process of formulating this
draft also confirmed to me that this was an appropriate piece of consultancy and that I felt
equipped to deliver it in the timeframe proposed (BPS, 2009). AM during this telephone
conversation agreed that this would be a suitable piece of work and that she was comfortable

for me to proceed in developing a contract.

Plan the work and negotiate the contract.

The development of a contract is an iterative process (Earll & Bath, 2004) and the consultant
needs to be prepared for changes to be made as the consultancy develops. I also needed to be
mindful that this was the first time that both AM and I had embarked on any consultancy

work, so it was a learning experience for us both. However, together we developed a positive

relationship and had a shared understanding of the goal we were trying to achieve, which is
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important at this stage of the consultancy process (Earll & Bath, 2004). The phone call that
took place with AM, highlighting the aims and objectives was a very useful discussion,
because it enabled me to produce a clear contract. This contract included the aims and
objectives of the project, the deliverables, the roles and responsibilities of myself and the

client and the time frame to which this work would be delivered (Table 2).

Table 2: A summary of the aims, timelines, and objectives, for the consultancy project

Aims of the consultancy project:

e To provide a training session on behaviour change related to general dental care, brushing
of teeth, diet, bottle use, and dummy use for the patients that attend the practice.

e To design a leaflet with access to self-help videos that can be given to patients in the
practice.

Timeline of consultancy project:

02/09/24: Contact made by AM asking if I would be interested in a consultancy
project on improving dental care for her patients at her dental practice and
online meeting agreed.

05/09/24: Online meeting with AM to outline AM’s requirements.

16/09/24: Telephone conversation with AM to discuss and confirm the plan,
deliverables and agree that I would produce a contract.

01/10/24: Contract sent to AM for approval.

11/10/24: Contract approved by AM.

18/10/24: Contract submitted for approval to the university.

06/11/24: Contract approved by university.

07/11/24: Contract signed by AM.

14/11/24: Presentation and leaflet shared with AM via email and approved.

21/11/24: The agreed date for training — and sharing of leaflet with AM.
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Agreed Objectives/deliverables:
16/09/24:

e Agreed to design a 1-hour face-to-face training session for the dental staff in
the Practice (Dental Surgeons, Dental Nurses, Dental Hygienists, Dental Therapists,
Receptionists, and Practice Manager) on behaviour change related to general dental
care, brushing of teeth, diet, bottle use, and dummy use for the patients that attend the
practice.

e Agreed to design a leaflet that will contain QR codes to access videos of how to brush
your child’s teeth, a healthy diet, and the reasons for stopping bottle use and dummy
use in children, which can be given to parents at their child’s routine dental
appointments.

e To design and deliver a PowerPoint presentation to support the face-to-face training.
The PowerPoint presentation will then be made available to the practice via email.

e To provide a handout of the PowerPoint presentation. This will be given in paper form
to all attendees on the day of the training.

e To provide the Client with an electronic PDF copy of the leaflet containing video QR
codes via email following the training session.

14/11/24:
e Presentation and leaflet to be shared with AM.

21/11/24:

e Date for training and delivering of the leaflet. PDF version of the leaflet to be provided
on a memory stick which could be downloaded onto the practice computer software.

21/11/24:

e End of consultancy.

The success of a consultancy project is reported by Block (2011) to depend very much on
stating the roles and responsibilities of both the client and consultant so that there are no
misunderstandings. My responsibilities were stated in the agreed contract, along with
following the code of ethics and conduct outlined by the British Psychological Society (BPS)
(BPS, 2009). The client's responsibilities were highlighted in advance to avoid

misunderstandings (Crowther & Lancaster, 2008), and included the inviting of the dental

154



practice staff, booking of a room, and provision of equipment for the presentation. It was also
made clear that the leaflet designed would remain the property of the consultant, however, in
the interest of promoting good dental hygiene for all patients it would be available to the client

as an electronic PDF to distribute to their patients for educational purposes.

The timeline for the delivery of this consultancy project was quite tight, as the client was keen
to provide the training and leaflet to her staff as soon as possible, but it was achievable.
However, I did realise that although I kept to tight deadlines, I often needed to chase the client
for a response. I learned that emails were not the best approach and that calling the client
directly was a better solution. In future consultancy projects, I will discuss with the client, the

best way to contact them if [ need a timely response and write this in the contract.

This consultancy work was provided free of charge, and this was agreed at the beginning of
our discussions. Providing the leaflet and training for free I felt was important as firstly [ was a
trainee, and this was the first time that I had produced a piece of work like this, and ethically it
was to benefit the dental health of children which I felt very strongly about and did not want
financially to benefit from. However, in the interests of my consultancy skills, I did

hypothetically price the project.

Establish, develop, and maintain working relationships with clients.

A successful consultancy is built on a partnership, with the relationship between both parties
serving as its foundation (Cope, 2010). Therefore, timely communication, I learned was
essential to foster a good working relationship. The consultancy involved communication in
several forms. An online virtual conversation to discuss if the consultancy idea was viable,
written communication via email, a face-to-face presentation, and the telephone. Using

different forms of communication to be a good communicator, is reported by Nelson (2008) to
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be the key to a successful consultancy project. Throughout these conversations, I used open
questions to try and encourage the client to fully explain their goals and expectations (Cohen,
2001). As well as verbal and written communication, I found listening also incredibly
important. I, therefore, practised active listening. I listened to the client and tried to understand
from their viewpoint (Rogers & Farson, 1979) what was needed from the training. I listened to
the amount of detail that was needed in the leaflet so that it would save the dentist time during
the clinical appointment, whilst still providing the right amount of information to benefit the
patient and their dental health. I paraphrased, checked, and summarised throughout to make

sure that [ had understood and to avoid any misunderstandings (Egan, 2009).

I developed a very trusting relationship with the client and when I was finding it difficult to
contact her via email, she provided me with her mobile number, and we conversed using
WhatsApp which was an especially useful tool. WhatsApp enabled me to see when she had
viewed my message and led to a timely reply, which due to the tight deadline was extremely
useful. In hindsight, establishing clear protocols for contacting the client regarding urgent
matters should have been discussed and agreed upon at the outset of the consultancy.
Additionally, addressing the potential consequences of non-responsiveness on the timely
delivery of the work would have been beneficial. This proactive approach could have
supported a more effective management of work-life balance, as being available on

WhatsApp, 24/7, 1 appreciate would not suit all clients.

Finally, the face-to-face presentation prompted lively discussions, thoughtful questions, and an
exchange of valuable information with the practice team. After the training session, I

distributed feedback forms and received excellent responses.
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Conduct and monitor the consultancy.

Monitoring of the consultancy work being produced is important for the smooth running of the
project (Earll & Bath, 2004). It was especially important to me that the client saw me as
competent, so keeping to the agreed deadlines was crucial (Lippett & Lippett, 1986). I knew
that I had the videos produced already as these had been made as part of my group
intervention. The client had asked for a leaflet as they felt it was a visual way of enhancing
engagement and would mean that the dental professionals had a time-saving resource that they
could easily distribute to patients. However, | had never designed a leaflet. I, therefore, chose
Canva software, as it allowed the creation of a professionally engaging design without the
need for advanced graphic design skills. The content was agreed between myself and the
client, with the focus being to present advice in a simple, patient-friendly, and accessible way.
I therefore dedicated a whole week to designing the leaflet. In my current position as a speech
and language therapist, I often provide training using PowerPoint, so I knew that writing a

presentation would not take me as long.

Once I had created the leaflet and the presentation, I emailed them to the client and when I had
done this, I followed it up with a WhatsApp message to prompt her and highlight to her that I
had sent the information. In this message, I asked her to contact me if there were any concerns
and that if I did not hear from her, I would assume she was pleased with the information sent.
The client reported back that this approach she liked, as it meant that she did not have to
remember to contact me, which took the pressure off her when she was busy managing the
practice. This form of communication was effective with this client (Nelson, 2008), however,
this mode of communication and the idea of ‘always being available,” may not suit all clients.
Some clients may prefer more structured communication channels, such as scheduled updates

or formal meetings, to maintain clear professional boundaries and a clear work-life balance.
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Evaluate the impact of the consultancy.

Earll and Bath (2004) report that the evaluation of the project needs to be linked to the aims
and objectives of the project. I used a very simple feedback form on the day of the
presentation and asked the dental professionals to complete it before the end of the day. Ten
professionals attended the meeting, and ten feedback forms were returned, which I felt was an
excellent response. The design of the feedback form was reported by one member of the dental
team as being novel and easy to complete. On reflection making the form simple and more
engaging may have been the reason that I had a 100% return rate as it required minimal effort

and time to complete.

Dental professionals reported an updated understanding of how dummies, bottles, and frequent
snacking affect speech development and dental health. They enjoyed the videos and showed
great interest in the COM-B behaviour change model (Michie et al., 2011), which has further
reinforced my enthusiasm for its community benefits. The dental employees shared challenges
in changing patients' dental behaviours, sparking discussions about a dummy tree, juice
consumption, and ways to encourage parents to offer water between meals. They also found
the video of the dental therapist brushing a child’s teeth particularly helpful for parents

struggling to manage toothbrushing.

I also felt that this piece of work had taken a little pressure off the dentists as they shared with
me how much stress they were under to complete dental assessments in a short space of time.
The leaflets were described as an excellent way to provide parents with information, allowing
them to be signposted to relevant videos and resources. This approach offers a solution for

sharing information that the staff would typically provide themselves but are unable to due to

the time constraints of their current appointment schedules. I then had a post-session meeting
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with the client to discuss her thoughts on the presentation and leaflet provided. She was
incredibly pleased with the whole experience and said that she was very satisfied with the
leaflet and the presentation. Earll and Bath (2004) discuss that the ‘impact’ of the consultancy
project can be measured by the ‘client satisfaction.” I was therefore pleased that I had
provided a good service. On 11/12/24 1 also received an email from the client to say that they
had thoroughly enjoyed the training and that the dentists had been distributing the leaflet and

had received positive feedback from the patients.

I therefore believe that the consultancy has been a success and will hopefully improve the

outcome of the dental health of the children who attend that practice.

Reflective Summary

The consultancy process went as planned, including meetings, training session, and leaflet
delivery. However, challenges arose in maintaining clear communication, particularly in
obtaining timely feedback due to a tight deadline. Reflecting on this, I now see the importance
of establishing clear expectations from the outset, including preferred communication methods

and response times, to improve time management.

The client provided very positive feedback on the training session and leaflet. However, on
reflection, with more time, more frequent updates during the leaflet's development could have
enhanced their sense of involvement. This experience highlighted the need to avoid tight

deadlines in future projects to allow for better collaboration and updates.

Reflecting on this experience, I recognise how crucial flexibility, adaptability, and effective
communication are in building and maintaining productive working relationships. I also came

to appreciate the importance of sharing information thoughtfully. During the training, I noticed
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that the dentists gained new insights about dummy and bottle use, knowledge I assumed they
already possessed. This realisation highlighted the importance of questioning my own
assumptions about others' prior knowledge and ensuring that all information is included, to

support learning and understanding.

This project has been a valuable learning experience, and I look forward to future

opportunities in consultancy work.
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4.2 Consultancy Contract

CONSULTING AGREEMENT

This Contract is for training purposes only, it is not a legal document, and by signing this
you are not legally bound by the contents.

PARTIES

This Consulting Agreement (hereinafter referred to as the “Agreement™) is entered into
between the client, [Client Name & Address] hereinafter referred to as the “Client”), and
Julie Davies, with an address of University of Staffordshire, College Road, Stoke-on-Trent,
ST4 2DE (hereinafter referred to as the “Consultant™) (collectively referred to as the
“Parties”).

CONSIDERATION

A) The Client agrees that the Consultant will provide the “services” attached hereunder.

B) The Client agrees that the Consultant has the necessary qualifications to provide the
documented “services.”

C) The Client understands that the consultancy work will be written up as part of the
Consultant’s Professional Doctorate in Health Psychology and that confidentiality
provision is as documented within the Confidentiality section of this agreement.

1. SERVICES

1.1 The Consultant’s services are summarised below:

1.1.1 To design a 1-hour face-to-face training session for the dental staff in the practice
(Dental Surgeons, Dental Nurses, Dental Hygienists, Dental Therapists,
Receptionists, and Practice Manager) on behaviour change related to general dental
care, brushing of teeth, diet, bottle use, and dummy use for the patients that attend
the practice.

1.1.2  To design a leaflet that will contain QR codes to access videos of how to brush
your child’s teeth, a healthy diet, and the reasons for stopping bottle use and
dummy use in children, which can be given to parents at their child’s routine dental
appointments.

163



1.1.3 To design and deliver a PowerPoint presentation to support the face-to-face training
(defined in Clause 1.1.1). The PowerPoint presentation will then be made available
to the practice via email.

1.1.4 To provide a handout of the PowerPoint presentation. This will be given in paper
form to all attendees on the day of the training.

1.1.5 To provide the Client with an electronic PDF copy of the leaflet containing video
QR codes via email following the training session.

2. ROLES & RESPONSIBILITIES

2.1 The Client will be the main point of contact and will provide support to the Consultant
throughout the Term of this Agreement.

2.2 The Client will recruit staff and provide a room and equipment to enable the delivery
of the training and PowerPoint slides.

2.3 The Client will be sent via email the PowerPoint presentation and leaflet for comment
and will provide feedback within 5-10 working days.

3. EXPENSES

3.1 The Consultant will not receive a fee from the Client for the “services” detailed above.
3.2 The Consultant will not receive any expenses incurred in attending the face-to-face
training day or any expenses incurred providing the outlined “services.”

4. TERM

4.1 This Agreement shall be effective on the date of signing this Agreement (hereinafter
referred to as the “Effective Date”) and will end three calendar months later
(“Termination Date.”) The Term is subject to earlier termination as provided in this
Agreement or may be extended with written consent of the Parties.

4.2 In the event that either Party wishes to terminate this Agreement prior to the
completion of the Services, that Party will be required to provide 7 days' written notice
to the other Party.
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5. TERMINATION

This Agreement may be terminated in case the following occurs:

5.1 Immediately in case one of the Parties breaches this Agreement.
5.2 At any given time by providing written notice to the other party 7 days prior to
terminating the Agreement.

6. RELATIONSHIP BETWEEN THE PARTIES

6.1 The Parties agree that the Consultant in this Agreement is an independent
contractor.

6.2 Under no circumstances shall the Consultant be considered an employee.

6.3 This Agreement does not create any other partnership between the Parties.

7. EXCLUSIVITY

7.1 The Parties agree and understand that this Agreement is not exclusive and that the
Parties are entitled to enter into other similar agreements with other parties.

8. INTELLECTUAL PROPERTY

8.1 The Parties agree that all work created by the Consultant in terms of her performing
the services and related material (the “Intellectual Property”) will remain the property
of the Consultant, however, the leaflet designed for the training will be available to the
Client as an electronic PDF to distribute to their patients for educational purposes.

9. CONFIDENTIALITY

9.1 All terms and conditions of this Agreement and any materials provided during the term
of the Agreement must be kept confidential by the Consultant, unless the disclosure is
required pursuant to process of law.

9.2 Disclosing or using this information for any purpose beyond the scope of this
Agreement, or beyond the exceptions set forth above, is expressly forbidden without the
prior consent of the Client.
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10. DISPUTE RESOLUTION

10.1 In the event of any dispute or difference whatsoever arising out of or in
connection with this Agreement, the Parties will attempt to resolve this dispute or difference
through friendly consultation.
10.2 Any dispute or difference whatsoever arising out of or in connection with this
Agreement not resolved in accordance with Clause 10.1 shall be submitted to Arbitration
in accordance with, and subject to the laws of, England.

11. LIABILITY

11.1The Consultant’s liability or the amount of any indemnity, damages, or compensation
payable by the Consultant on any claim or claims whatsoever concerning or relating,
directly or indirectly to anything supplied or provided including but not limited to claims
based on negligence, misrepresentation (other than fraudulent misrepresentation), breach
of contract, or warranty, shall not in aggregate exceed the monies actually received by the
Consultant under this Agreement.

12. GOVERNING LAW

12.1 This Agreement shall be governed by and construed in accordance with the laws of
England.

13. SEVERABILITY

13.1 In the event that any provision of this Agreement is found to be void and unenforceable
by a court of competent jurisdiction, then the remaining provisions will remain to be
enforced in accordance with the Parties’ intention.

14. ENTIRE AGREEMENT

14.1 This Agreement contains the entire agreement and understanding among the Parties
hereto with respect to the subject matter hereof and supersedes all prior agreements,
understandings, inducements and conditions, express or implied, oral or written, of any
nature whatsoever with respect to the subject matter hereof. The express terms hereof
control and supersede any course of performance and/or usage of the trade inconsistent
with any of the terms hereof.

15. AMENDMENTS
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15.1 The Parties agree that any amendments made to this Agreement must be in writing and

must be signed by both Parties to this Agreement.
15.2 As such, any amendments made by the Parties will be applied to this Agreement.

16. SIGNATURE AND DATE

16.The Parties hereby agree to the terms and conditions outlined in this Agreement and
such is demonstrated throughout by their signatures below:

CLIENT CONSULTANT
Name: XXXX Name: Julie Davies
Signature: Signature:

Date: Date:
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Chapter 5: Teaching & Training in Health Psychology
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5.1 Teaching and Training in Health Psychology

Case Study

Introduction

This case study outlines the delivery of five training sessions on “Behaviour Change Theory
(COM-B) and its application to clinical practice.” Participants included healthcare
professionals (Speech and Language Therapists (SLT’s), dental staff, phoneticians, Clinical
Nurse Specialists (CNS’s)), academic staff, and health psychology students from the
University of Staffordshire. Sessions were delivered face-to-face and in hybrid formats, using
lectures and small-group workshops. The teaching aimed to increase understanding of health
psychology and provide practical tools to support behaviour change. Table 1 summarises each

session.

Background and Context

The teaching programme was developed in response to identified clinical and academic needs.
Five sessions were designed around specific learning outcomes and tailored to each group. |
delivered sessions face-to-face with SLTs and CNSs, at a local dental practice (clinical and
administrative staff), at the 2024 University of Staffordshire conference, and in Egypt (online
and in-person). Sessions followed Stefani’s (2009) systematic approach (Figl):
assessing/identifying needs, designing content, selecting/creating materials, and assessing

learning outcomes.
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Fig 1: Stefani’s (2008) Systematic Approach to teaching.

Assess student
characteristics
and learning
needs

Assess the Plan learning

outcomes outcomes

Implement
learning and
teaching
strategies

Design the
teaching
sessions

[ used Kolb’s (1984) experiential learning cycle to teach professionals from varied
backgrounds about the importance of behaviour change theory in clinical practice. This was
appropriate as participants brought distinct practical experiences and disciplinary perspectives.
It was also appropriate as Kolb’s (1984) model also encourages reflection, engagement with
new concepts, and application to professional contexts. I also used Biggs’ (2015) 3P Model to
improve outcomes by aligning learning objectives with attendees’ prior knowledge, teaching

methods, and assessment strategies, creating a cohesive and effective learning experience.
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Table 1: Teaching Opportunities

Trainees (both MSc &

Session (and Title / Topic Area | Learners Group Size | Type of session IDuration of Session Delivery mode (e.g.,
date) (e.g., workshop, online/face to face)
lecture, 1:1)

Session 1: How health Cleft Nurse Specialists 6 Workshop 1 hour Face-to-face
07/05/24 psychology can

support Clinical

Nurse Specialist's.
Session 2: Behaviour Change | Speech & Language 35 Lecture & 1 hour Face-to-face
20/06/24 Theory as a tool to | Therapists Workshop

enhance Speech &

Language Therapy
Session 3: Behaviour Change | Academic staff and 9 Workshop 45 minutes Face-to-face
57/06/24 Theory as a tool to | Health Psychology
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enhance clinical

those on the Professional

practice Doctorate).
Session 4: Health Dental Professionals - (1 | 10 Workshop 1 hour Face-to-face
21/11/24 Psychology & practice manager, 2
COM-B dentists, 1 receptionist, 4
dental nurses and 2
hygienists.)
Session 5: Management of Phoneticians in Egypt 30 (15 Lecture & 2 hours Face-to-face
Cleft Lip & Palate online and | Workshop )
27/01/25 15 in- & Online
person)
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Assessment of Teaching/Training Needs

Assessing and identifying learning needs and student characteristics is the first critical step in
designing effective teaching sessions (Stefani, 2009). For this programme, training needs were
assessed through discussions with the organiser for each session, these included a lead SLT,
CNS, dental practice manager, organisers of the University of Staffordshire conference, and

cleft colleagues in Egypt.

Understanding learners’ prior knowledge is essential, as it shapes how they engage with new
material and impacts learning success (Hailikari et al., 2008). By identifying learners’ existing
knowledge and training needs early, I aimed to align content with their expectations and build
on what they already knew, fostering engagement, effective learning, and Continuing
Professional Development around Behaviour Change Theory (BCT) and COM-B (Michie et
al., 2011). This reflects Michie and Abraham’s (2004) view that assessing training needs
prevents dissatisfaction and improves engagement by tailoring delivery to learners’ skills and
backgrounds. To gauge prior knowledge, I consulted organisers; while some participants had a
little knowledge, none had received formal clinical COM-B or BCT training, though all were

keen to learn more.

I also contacted organisers in advance to gather information about specific learning needs,
access requirements, or preferred engagement styles. This supported compliance with the
Equality Act (2010), which requires educators to anticipate and make reasonable adjustments.
Inclusive practice is especially important in adult education, where diversity is the norm
(Hockings, 2010). While fixed learning styles are debated, using a range of strategies tailored

to learners is key to engagement and retention (Newton & Miah, 2017).
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The dental practice requested PowerPoints in advance. Dental attendees included both clinical
and administrative staff who wanted to familiarise themselves with terminology and asked for
real-life BCT examples relevant to dental settings to aid understanding. SLTs requested
handouts to support understanding, as some colleagues attending had dyslexia, therefore
handouts would enable brief notetaking and ease cognitive load during the session. This aligns
with Motagi & Dharwadkar (2018), who found handouts enhanced comprehension and
notetaking. Also supported by the British Dyslexia Association (2019) and Mortimore &

Crozier (2006), who advocate early access to materials for learners with dyslexia.

In Egypt, phoneticians requested training in SLT management of cleft patients. They were
eager to hear how BCT and COM-B were applied in the UK and asked for real-life examples
to aid understanding. They also requested hybrid delivery, PowerPoints a week in advance,

and handouts for notetaking to support those with less confident English.

Plan Learning Outcomes

The second stage of Stefani’s (2009) model emphasises the importance of planning clear,
purposeful learning outcomes. These guide instructional design and assessment, ensuring
alignment between teaching content, delivery, and how learning is measured. According to
Biggs and Tang (2011), well-constructed outcomes promote constructive alignment, enhancing

engagement and achievement.

When developing learning outcomes, I referred to Bloom’s Taxonomy (Krathwohl, 2002) to
ensure coverage of a range of cognitive levels, from basic recall to higher-order thinking. This
enabled me to structure learning in a progressive way, starting with remembering and

understanding, then moving into applying, analysing, evaluating, and creating. This was
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especially important in supporting learners to integrate BCT and the COM-B model into their

clinical practice, encouraging not only comprehension but confident, practical application.

2

Several sessions began with foundational outcomes such as “Define behaviour change theory’
and “Describe the key principles of health psychology,” which helped learners build essential
conceptual knowledge. Later learning outcomes were intentionally more complex. In all
sessions learners were asked to apply COM-B to their own cases, evaluate evidence, or
propose implementation strategies. For example: “Propose realistic strategies for applying the
COM-B model” (Session 1) and “Evaluate current research evidence using behaviour change
theory” (Session 5). These outcomes supported critical thinking, knowledge transfer, and

sustained engagement, key features of deep learning (Biggs & Tang, 2011).

To illustrate this, Table 2 maps each learning outcome against Bloom’s cognitive and

knowledge domains (Krathwohl, 2002).
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Table 2: Specific Learning Outcomes

Session

Learning Outcomes

Bloom’s Taxonomy Level* — Cognitive Process
Dimension

Bloom’s Taxonomy Level* — Knowledge Dimension

Session 1: Clinical
Nurse Specialists

(This session
supports the CNS’s
in progressing from
basic recall of key
concepts to
creating strategies
that apply COM-B
in practice)

Describe the key concepts of
health psychology and explain
how they relate to patient
behaviour and clinical
decision-making.

Remembering - Learners are expected to recall or
recognise key information, terms, or basic concepts.

Factual — Recalling definitions and recognising relevance.

Summarise the findings from
the recent dental pilot study
and interpret their relevance to
nursing practice with their
patients with cleft.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words

Conceptual — Understanding the significance of theory in
context.

Explain the COM-B model,
including its components
(Capability, Opportunity,
Motivation), and discuss how
each influences behaviour
change.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words

Conceptual — Making connections between theory and client
behaviours.

Propose realistic strategies for
applying the COM-B model to
improve patient outcomes
within your clinical setting.

Creating - Learners demonstrate comprehension by
interpreting, summarising, or explaining concepts in
their own words

Metacognitive — Requires critical thinking and self-reflection
on therapy use.

Session 2: Speech
& Language
Therapists
(SLT’s)

(SLT’s will begin
by recalling key
concepts, then
move towards
analysing the
impact of

Define behaviour change
theory and identify its
relevance to speech and
language therapy practice.

Remembering - Learners are expected to recall or
recognise key information, terms, or basic concepts.

Factual — Recalling definitions and recognising relevance.

Explain why behaviour change
theory is important for
supporting client progress and
adherence to therapy.

Understanding - Learners are expected to recall or
recognise key information, terms, or basic concepts.

Conceptual — Understanding the significance of theory in
context.

Describe the COM-B model
and relate each of its
components to client
communication behaviours.

Understanding - Learners are expected to recall or
recognise key information, terms, or basic concepts.

Conceptual — Making connections between theory and client
behaviours.

Analyse how using the COM-B
model could support more

Analysing - Learners break down information into
parts and explore relationships, patterns, or causes.

Metacognitive — Requires critical thinking and self-reflection
on therapy use.
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behaviour change

effective therapy planning and

theory within client engagement.

speech and

language therapy.)

Session 3: Define key concepts of Remembering - Learners are expected to recall or Factual — Involves basic recall of theoretical definitions.
Academic staff & | behaviour change theory and recognise key information, terms, or basic concepts.

MSc and their application in healthcare

Professional Explain the relevance of Understanding - Learners demonstrate Conceptual — Links theory with educational and clinical
Doctorate Health behaviour change theory to comprehension by interpreting, summarising, or outcomes.

Psychology health psychology students and | explaining concepts in their own words.

Students at
University of
Staffordshire
(Workshop)

(Academic staff
and students build
from defining core
concepts to
applying behaviour
change theory to
teaching and
clinical education.)

as a refresher for academic staff
and introduce them to how it
can improve patient care.

[Nlustrate the COM-B model
using clinical education
examples that demonstrate its
practical use.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words.

Conceptual — Understanding through applied examples.

Analyse how behaviour change
theory can support health
psychologists working in
healthcare to improve client
engagement.

Analysing - Learners break down information into
parts and explore relationships, patterns, or causes.

Metacognitive — Requires critical analysis of practice and
teaching.

Apply COM-B principles to
enhance client engagement to
improve patient outcomes.

Applying - Learners break down information into
parts and explore relationships, patterns, or causes.

Procedural — Involves transferring knowledge to new
professional settings.

Session 4: Dental
Practice

(This session
moves learners
from recalling
health psychology
principles to
applying COM-B
using practical

Describe the key principles of
health psychology that
influence patient behaviour in
dental care.

Remembering - Learners are expected to recall or

recognise key information, terms, or basic concepts.

Factual — Involves basic recall of theoretical definitions.

Interpret findings from the
dental pilot study and evaluate
how they apply to your practice
context.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words

Conceptual — Links theory with educational and clinical
outcomes.

Explain the COM-B model and
describe how each component
contributes to behaviour
change in dental patients.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words

Conceptual — Understanding through applied examples.
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tools and
resources.)

Design a practice improvement
strategy based on COM-B that
supports better oral health
behaviours.

Creating - Learners generate new ideas, plans, or
strategies by combining elements in novel or
innovative ways.

Metacognitive — Requires critical analysis of practice and
teaching.

Use the patient leaflet provided
to facilitate behaviour change
conversations during dental
appointments.

Applying - Learners use knowledge in real-world
situations or implement procedures in a professional
context.

Procedural — Involves transferring knowledge to new
professional settings.

Session 5:
Phoneticians in

Egypt

(This session
supports learners in
applying and
evaluating
behaviour change
theory in
therapeutic
contexts for
children with cleft.)

Explain key approaches to
managing children with cleft
lip and palate, including
multidisciplinary input.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words

Conceptual — Understanding clinical processes and systems.

Compare and contrast different
therapeutic techniques used in
cleft management based on

evidence and context.

Understanding - Learners demonstrate
comprehension by interpreting, summarising, or
explaining concepts in their own words.

Conceptual — Evaluating different conceptual frameworks.

Apply appropriate therapy
dosage principles using clinical
guidelines and patient needs.

Applying - Learners use knowledge in real-world
situations or implement procedures in a professional
context.

Procedural — Using clinical knowledge in practice.

Analyse methods for measuring
therapy outcomes and their
implications for service
delivery.

Analysing - Learners break down information into
parts and explore relationships, patterns, or causes

Procedural — Evaluating tools and applying outcomes.

Evaluate current research
evidence in cleft care and
identify areas for improvement
using behaviour change theory.

Evaluating - Learners make informed judgments
based on criteria and evidence, including critique
and reflection.

Metacognitive — Requires judgement and reflection on
practice.

Apply behaviour change
principles to enhance therapy
planning and delivery in cleft
management.

Applying - Learners use knowledge in real-world
situations or implement procedures in a professional
context.

Procedural — Applying knowledge into tailored action.

*Blooms Taxonomy Level (Krathwohl, 2002)
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Teaching Session Structure & Content

The third stage of Stefani’s (2009) model involves designing sessions aligned with intended
learning outcomes. Effective design is key to engaging learners and achieving educational
goals (Biggs, 2015). I aimed to promote deep learning by encouraging active engagement,
reflection, and application. This aligns with Biggs’ 3P model (1993), which highlights the
interaction of learner characteristics, teaching methods, and outcomes, favouring intrinsic
motivation over rote memorisation. I used real-life clinical examples, collaborative
discussions, and critical thinking activities. These strategies are supported by Copeland et al.
(2000), who found that impactful lectures are clear, engaging, and case-based. This approach

aimed to foster understanding and transferable skills for participants own clinical settings.

Development of slides

When developing my slides, I began each session by stating the learning outcomes. This aligns
with structured teaching models (Rosenshine, 2012) and constructive alignment theory (Biggs
& Tang, 2011), which emphasise clear expectations, targeted activities, and aligned
assessment. Stating outcomes helped focus learners, clarify session purpose, and guide
teaching. In the Egyptian context, I shared slides in advance to check language suitability. The
organiser confirmed no changes were needed, as participants’ English proficiency was

excellent.

Session Delivery

Throughout all sessions, I regularly referred back to the learning outcomes to ensure they were
being addressed and achieved. In Session 4, for example, I introduced Behaviour Change
Techniques (BCT), explained their relevance, presented the COM-B model, and explored its
clinical application. This was followed by guided group discussion and reflection to deepen
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understanding. Slides were adapted for each audience using appropriate case studies, for
example, SLT-focused scenarios in Session 2 and oral health examples in Session 4, ensuring

the content felt relevant and meaningful.

Each session also included opportunities for small-group work using printed worksheets to
consolidate participants’ understanding of the COM-B model. In the Egypt session, I
demonstrated how COM-B could support early speech change in very young children.
Participants observed both live and recorded therapy, online and in-person. This served as a
form of modelling (Bandura, 1977), showing how behaviour change strategies could empower
parents and promote earlier, developmentally appropriate intervention in settings where

therapy typically begins later.

To support continued learning, I provided handouts, reference lists, and resources such as the
Keyworth et al. (2020) questionnaire (Sessions 1, 2, 5) to adapt for their own practice and a
dental leaflet (Sessions 1, 4). Providing supplementary materials enhances autonomy,

reinforces concepts, and support different learning styles (Islam, 2015).

To support diverse learning preferences, I used PowerPoint slides, clinical case examples, and
video demonstrations (specifically in the Egyptian sessions). Group activities encouraged
collaborative learning, aligning with Knowles’ (1984) adult learning principles and Kolb’s
(1984) experiential learning cycle. These promoted learning through doing, reflecting, and
applying. I also shared my contact details after each session to support continued engagement,
reflecting best practice in promoting learner autonomy and building educator-learner

relationships (Merriam & Bierema, 2013).

When adapting training for Egypt, I considered cultural differences in educational
expectations. While UK-based learners are typically more familiar with interactive formats,
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the session organiser said some Egyptian participants preferred more traditional, lecture-style
presentations. I therefore balanced direct instruction with structured group discussions and
shared materials in advance. This aligns with culturally responsive teaching, which promotes

adapting delivery to learners’ cultural and educational norms (Gay, 2018).

Due to language differences and hybrid delivery in Egypt, I used clear, concise language in
slides and handouts. Materials were emailed in advance to support understanding and help
participants familiarise themselves with content, enabling more confident engagement during

the session.

Each session lasted around 60 minutes, except for the Egyptian training, which was delivered
in two one-hour blocks to suit their professional development schedule and support effective
learning. Sessions were divided into varied activities every 15 minutes, as research shows that
shorter, focused segments paired with active learning improve attention and retention (Bunce

et al., 2010; Patterson et al., 2019).

In Egypt, technological limitations posed challenges, Zoom’s audio failed when sharing
videos. To adapt, I shared the content via WhatsApp, ensuring both online and in-person
participants could access the material. This solution preserved the session’s flow and

demonstrated the need for flexible, responsive approaches in hybrid teaching environments.

In addition to visual resources, I spoke slowly, used clear, simple language, paused to check
understanding, and paraphrased key points (Race, 2019). For written materials, I used
dyslexia-friendly slides with minimal text to reduce overload (Clark & Mayer, 2016; British

Dyslexia Association, 2019).
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Implementation of learning and teaching strategies

The fourth stage of Stefani’s (2009) approach focuses on implementing effective teaching
strategies. I tailored content to each audience while promoting interdisciplinary learning, e.g.,
dentistry (Session 4), cleft care (Sessions 1, 2, 5), and health psychology and chronic
conditions (Session 3). I used case-based learning throughout to support experiential learning
and real-world application, aligning with Miller’s Pyramid of clinical competence (Miller,
1990). For larger groups, such as the SLTs, I rearranged seating to support interaction and peer

discussion.

Interactive learning was a central feature of all sessions. I encouraged open discussion
between participants and used breakout groups to explore clinical cases, an approach shown to
enhance reflection and engagement (Copeland et al., 2000). Small-group work fosters
collaboration, critical thinking, and learner satisfaction, particularly in healthcare education
(Burgess et al., 2020). This was well suited to experienced practitioners, enabling them to
apply theory to real-world practice. This approach reflects Kolb’s (1984) experiential learning
and Vygotsky’s (1978) constructivism, emphasising learning through action, dialogue, and

prior knowledge.

To maintain engagement, I built in regular breaks, especially during the hybrid Egyptian
sessions. This reduced cognitive load from managing both digital and in-room stimuli and
gave time to process content. Bradbury (2016) notes adult attention spans decline after 10—15
minutes, making sustained lecturing less effective. In settings with varied cultural and
linguistic backgrounds, breaks also supported informal discussion and clarification. Clear
timings were set for each break, helping maintain structure, focus, and cohesion, particularly

important for managing the hybrid format in Session 5.
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To enhance engagement and apply theory in practice, I used clinical case studies explored in
small groups using the COM-B model (Michie et al., 2011). Groups identified the capabilities,
opportunities, and motivations influencing behaviour in each scenario. This reflects Kolb’s
(1984) experiential learning cycle by combining real-world experience with reflection,
conceptual understanding, and experimentation. In healthcare education, this supports
progression up Miller’s (1990) Pyramid of Clinical Competence, from ‘knowing’ to ‘showing
how’. For the large SLT group, I adapted the format by asking each row of participants to turn

and discuss with the row behind, promoting peer-led discussion in a limited space.

In the Egyptian training, which included in-person and online participants, I used physical
groups for those onsite and breakout rooms for online attendees. Despite logistical challenges,
this hybrid format promoted collaboration. Each group, on-return, shared insights with the
wider audience, aligning with constructivist pedagogy, where learning is built through
dialogue, shared experience and real-world engagement (Vygotsky, 1978). Group feedback
also reflects collaborative learning theory, which values peer-to-peer explanation for deeper
understanding (Topping, 2005). Although large groups can reduce participation (Pollock et al.,
2011), this structure fostered inclusive, socially rich learning and enabled productive

discussion.

Throughout my teaching, I adapted communication based on group size, format, and learner
background. In small groups (e.g., Session 1), I used informal, discussion-based dialogue. In
large groups (e.g., Session 2), I clearly outlined the session structure and repeated key ideas to
aid focus. In hybrid sessions (e.g., Session 5), | alternated input between online and in-person
participants. Written resources included pre-reading to support English terminology and pre-
shared, dyslexia-friendly PowerPoint slides. These adjustments demonstrate varied strategies
to support inclusive, effective communication (see Table 3).
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Table 3: Summary of Teaching Strategies

Session Audience Teaching Learning Reasoning
Strategies Used | Theory /
Framework
Applied
All Sessions All groups - PowerPoint - Adult Learning | Teaching used cleft-specific and speech and language therapy clinical
presentation Theory examples in sessions 1,2 and 5, dental examples for session 4 and more
- Handouts for (Knowles,1984) | generic health condition examples in session 3 for the trainee health
reinforcement - Reflective psychologists and academics. Therefore, all were directly relevant to the
- Group work Practice (Schon, | learners’ daily practice, fostering learning in context (Lave & Wenger,
- Peer discussion | 1983) 1991).
- Reflective - COM-B
feedback (taught content) | This approach for all sessions was highly active and practice-based,
collected (Michie et al., which enhances retention in adult learners (Knowles, 1984).
2011)
Session 1 Clinical Nurse - Presentation - Situated Teaching used cleft-specific clinical examples directly relevant to CNS’
Specialists - COM-B Learning (Lave | daily practice, fostering learning in context (Lave & Wenger, 1991). The
(Cleft) questionnaire & Wenger, COM-B questionnaire enabled nurses to reflect on their practice (self-
(self- 1991) assessment), promoting ownership of learning and personal insight. The
assessment) - Active approach was highly active and practice-based, which enhances retention
- Cleft-specific Learning in adult learners (Knowles, 1984).
clinical case - Self-
examples Assessment
Strategy
Session 2 Speech and - Clinical - Experiential Learners were exposed to real therapy examples demonstrating change
Language examples of Learning (Kolb, | through COM-B, placing them in the “concrete experience” and
Therapists therapy change 1984) “reflective observation” stages of Kolb’s learning cycle (Kolb, 1984).
via COM-B - Social Discussion and group work allowed observation and modelling of peers'
- Group Learning Theory | problem-solving approaches (Bandura, 1977), enhancing learning
discussion (Bandura, 1977) | through social interaction.
- Peer working - Collaborative
Learning
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Session 3 Health - Medical case - Constructivist | Learners built knowledge by applying COM-B to medical scenarios in
Psychology examples Theory unfamiliar contexts, encouraging deep processing (Vygotsky, 1978).
Students and - Workshop (Vygotsky, Small-group workshops to identify capability, opportunity and
Academics identifying 1978) motivation (COM-B) used real-world problem-solving (Barrows, 1986),
COM-B factors | - Problem-Based | supporting development of practical reasoning and application.
- Group and peer | Learning (PBL)
working (Barrows, 1986)
- Experiential
Learning
Session 4 Dental - Dental-specific | - Contextual Learning was framed through directly applicable dental scenarios and
Professionals COM-B Learning materials (like the patient leaflet), making knowledge immediately
and Admin Staff | examples - Applied translatable to their own setting. Instructional design principles were
- Leaflet used Behavioural evident in structured presentation and material support. Teaching of
for discussion Theory (COM- | COM-B as applied theory helped learners consider how to influence
- Presentation B) (Michie et al., | patient behaviour (Michie et al., 2011).
and Q&A 2011)
- Instructional
Design
principles
Session 5 Phoneticians - Observation of | - Reflective Participants reflected on observed sessions involving children’s therapy,
(Egypt) online therapy Practice (Schon, | aligning with Schon’s (1983) model of reflective practice. Breakout
sessions 1983) rooms and small group discussion encouraged peer sharing across
- Breakout room | - Collaborative cultures and professions. The teaching methods worked well for an
discussions Learning international group because they allowed participants to adapt ideas to
- Small group - Cross-Cultural | their own context and learn from each other (Merriam & Bierema,
workshops Adult Learning | 2013).
-social learning
theory (Bandura,
1977)
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Training Materials

To support structured and effective delivery, I developed detailed lesson plans and used
Microsoft PowerPoint in all sessions. PowerPoint helped organise content and reduce
cognitive overload, especially when presenting complex clinical material (Clark & Mayer,
2016). For Sessions 2—5, participants requested slides in advance to aid comprehension,
particularly for those less confident with English. Across Sessions 1-5, I used annotated
COM-B case studies (Michie et al., 2011), withholding suggested answers until after group
discussion. This reflects Vygotsky’s (1978) emphasis on peer interaction as a foundation for
learning and aligns with active learning principles, which involve learners in analysing,
discussing, and applying information rather than passively receiving it (Bonwell & Eison,

1991; Freeman et al., 2014).

To avoid cognitive overload, I kept slides simple, especially for the Egyptian sessions. I used
accessible fonts (Calibri, Times New Roman, Arial), large text, and minimal content in
manageable chunks (Blome et al., 2017). Visuals were included to reduce load and maintain
focus. This aligns with Clark and Mayer’s (2016) multimedia learning principles. Layouts
were adapted to learner needs, for example, high-contrast, dyslexia-friendly formats in Session
2 (British Dyslexia Association, 2019), and simplified text and visuals in Egypt to support

comprehension among non-native English speakers.

To further support learning, I provided handouts and coloured pens (C =red, M = yellow, O =
green) for annotating COM-B clinical scenarios. For the dental team and CNS’s I shared the
oral health leaflet. These multimodal aids were to promote deeper learning and participation

(Wongkietkachorn et al., 2014) and support diverse learner needs.
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Assessment of learning outcomes

The fifth stage of Stefani’s (2009) model focuses on assessing learning outcomes. Assessment
was embedded throughout using formative strategies such as group discussions, case study

analysis, and post-session feedback.

In each session, participants applied theory to clinical case studies using the COM-B model
(Michie et al., 2011), identifying behavioural influences in terms of capability, opportunity,

and motivation. Responses were shared during group feedback, reinforcing understanding.

In the dental and CNS session, we explored how a patient-facing leaflet could enhance
patients’ psychological capability (provide clear, accessible information), opportunity
(practical suggestions for home), and motivation (relatable messaging to boost confidence and
action). Participants discussed how best to distribute the leaflet and identified families who

might benefit, such as those with irregular dental attendance.

In Egypt, participants reflected on how COM-B could support maternal involvement in
therapy. They mapped barriers such to psychological capability (limited understanding of
therapy goals), social opportunity (cultural roles), and automatic motivation (low prioritisation

of speech needs), suggesting culturally appropriate strategies.

In the SLT session, we explored using the Keyworth et al. questionnaire to measure change. |
shared a speech therapy example and how I had used COM-B to guide parent coaching. We

co-adapted the tool and discussed how to apply it clinically.

In health psychology, participants discussed chronic conditions and used COM-B to identify

barriers and generate behaviour change strategies to support long-term self-management.
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Conclusion

Across all five teaching and training sessions, I found the experience deeply fulfilling and
professionally enriching. Working with a diverse range of professionals allowed me to engage
with varied perspectives, challenges, and learning styles. I genuinely enjoyed each session and

felt privileged to contribute to others’ development while growing in my own practice.

These experiences helped refine my teaching skills, particularly in facilitating engagement in
both small and large groups. Whether teaching face-to-face or online, I became more attuned
to how people learn and developed strategies to promote participation, collaboration, and

critical thinking.

A key lesson was the importance of thoughtful preparation. Tailoring content to the needs,
backgrounds, and professional contexts of each audience made the sessions more meaningful.

Relevance and practicality helped foster connection and engagement.

Decisions about content and facilitation were informed by each learner group and grounded in
educational theory. I used case-based discussion to support experiential learning (Kolb, 1984)
and applied COM-B to explore clinical behaviour change (Michie et al., 2011). Across
sessions, visually structured slides, including annotated case examples, diagrams, and minimal

on-screen text, were used to support understanding and guide interactive discussion.

I thoroughly enjoyed delivering these sessions and was particularly inspired by the
engagement in Egypt, where I have since been invited back to continue with further

psychological intervention work.
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5.2 Evaluation and Reflective Commentary of Teaching & Training Sessions

Introduction

Reflecting on my experience delivering five teaching sessions (Table 1), I’ve recognised how
much I’ve grown, not just in confidence, but in planning, adapting, and evaluating my
teaching. Each session posed new challenges, audiences, and learning opportunities. I’ve used
Kolb’s Experiential Learning Cycle (1984) to guide this reflection, helping consider what

happened, what I learned, and how I’1l apply it in future practice.

Reflection supports not only personal development but is widely seen as good teaching
practice. Schon (1983) highlights reflection as key to becoming a better practitioner, while
Brookfield (2017) emphasises, reflecting on both successes and failures helps teachers be

more responsive and inclusive.

This commentary evaluates five interdisciplinary sessions delivered to healthcare
professionals and students: speech and language therapists (SLTs), a dental team, clinical nurse
specialists (CNS), academic staft/ health psychology students, and Egyptian phoneticians.
Sessions focused on applying Behaviour Change Theory (BCT), specifically the COM-B
model (Michie et al., 2011), to enhance clinical and academic practice. Delivered in both face-
to-face and hybrid formats, sessions aimed to foster critical thinking, collaboration, and

practical use of psychological theory.

I draw on three main sources for reflection: participant feedback, peer observation, and
academic literature. Feedback methods varied by group, for instance, creative visual formats
in face-to-face sessions and online forms for the hybrid Egyptian session. As Brookfield
(2017) notes, feedback is most effective when it feels relevant and easy to complete. Informal

peer observation also offered insights, especially when a colleague observed me applying
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COM-B (Michie et al., 2011) within my teaching. All groups provided verbal feedback. As
suggested by Schon (1983) and Race (2019), reflection helps me identify what worked, areas

for improvement, and how to adapt my teaching going forward.
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Table 1: Summary of Teaching Sessions Delivered

Session [Date Audience Delivery (Group (Title Key Feedback
Format [Size Activities Method
1 07/05/24 |Clinical Nurse[Face-to- |6 How health [Scenario- Visual
Specialists  [face psychology [based feedback
(CNSs) (UK) can support form
Clinical
Nurse
Specialist's.
2 20/06/24 |Speech and |Face-to- |35 Behaviour |Case-based  |Visual
Language face Change discussions, [feedback
Therapists  |(UK) Theory as a |group work  [form, peer
(SLTs) tool to observation
enhance
Speech &
Language
Therapy
3 27/06/24 |Academic and|Face-to- 9 Behaviour |Lecture with |Verbal
Health face Change case study feedback,
Psychology |(UK) Theory as a [application Visual
Students tool to
nhance feedback
.. form
clinical
practice
4 21/11/24 |Dental Face-to- (10 Health Interactive Visual
Professionals [face Psychology |leaflet review, [feedback
(UK) & COM-B |discussion form
S 27/01/25 |Egyptian Hybrid [30 (15 |[Management|Lecture/ Google
Phoneticians [(live in |online [of Cleft Lip h Form,
Egypt + |& 15 in-|& Palate Y lerbal
Zoom) [person) d§m0n§trat10n, feedback
discussion.
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Evaluation of Teaching Sessions

Successes

Relevance and Engagement

One of the most rewarding aspects of these sessions was witnessing collaboration and peer
learning across professional groups. This was especially evident in Session 2 and 4 with the
SLTs and dental team, where animated discussions emerged as we applied the COM-B model
to clinical scenarios. The SLT group linked shifts in parental motivation, driven by confidence
in home therapy, to their own practice, bringing the model to life through shared reflection
(Vygotsky, 1978; Topping, 2005). The Dental team became engaged after introducing a patient
leaflet. Both highlighted the value of contextualised learning, as participants could

immediately see the model’s relevance to their practice (Knowles, 1984).

Written feedback reflected this impact. One SLT noted, “I didn t realise how much COM-B
could link to my therapy planning, I've already got ideas I want to try.” A dental nurse added,
“Really liked the practical examples, the leaflet is something I can actually use tomorrow.”
These responses highlight how making theory relevant supports learning (Lave & Wenger,

1991).

Each session was tailored to its professional group, using real-life examples to connect theory
with practice. This aligns with interprofessional education (IPE), which emphasises grounding
learning in meaningful, practical contexts (Patel et al., 2025). The approach proved effective:
both the dental team and CNSs engaged with the oral health leaflet, many noting they could
use it immediately. SLTs were especially responsive to applying COM-B in therapy planning,

22 of 35 gave feedback, highlighting its value. The Egyptian phoneticians’ session was
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interactive, with thoughtful discussion on cultural differences in cleft care. However, only 4 of
30 completed feedback, suggesting digital methods may not suit international hybrid settings,
especially where language or internet access may be barriers, something I’ll reconsider in

future sessions.

Interactive and Experiential Learning

Breakout groups and case-based discussions were highly effective in the SLT session, where
participants applied the COM-B model to real clinical cases. Each group identified
behavioural factors and shared therapy strategies. Engagement was strong, 22 of 35 gave
feedback, with comments like, “Applying COM-B to real client examples was really useful”

and “The group discussions helped me think more practically.”

The CNSs responded similarly. In their smaller group, we explored behaviour change in cleft
care through focused, reflective discussion. Feedback showed real-life examples helped link
COM-B to daily challenges, one CNS noted the session offered “a new way of thinking about

behaviour and motivation in patients and families.”

In the health psychology and academic workshop, MSc students, doctorate trainees, and
academics, brought diverse perspectives to case discussions. All 9 participants gave feedback

and said verbally that clinical examples made the session accessible and engaging.

The SLT session also included peer observation, where the observer noted how the group work

encouraged broad participation, supporting inclusive learning.

Across all five sessions, it was clear that analysing real clinical scenarios brought theory to

life, especially when learners could share and apply their expertise. These experiences
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reinforced the value of active, relevant, discussion-based learning in healthcare education,
supported by Kolb’s (1984) experiential learning theory and Burgess et al. (2020) on the

benefits of group learning for engagement and critical thinking.

Inclusivity and Accessibility

Ensuring accessibility was a priority, especially in the Egyptian phoneticians’ session, where
language and format could pose barriers. With all groups I spent time designing high-contrast
visuals, using clear, dyslexia-friendly fonts, and simplifying slides. I also shared the slides in
advance, allowing participants to familiarise themselves with the content. This reflects
inclusive teaching practices that support diverse learning needs (Karagiannopoulou &
Entwistle, 2019). In Egypt, although only 4 of 30 completed the feedback form, several
verbally mentioned that receiving the slides early helped with understanding terminology. This
reinforced the importance of designing sessions with diverse needs in mind from the outset,
especially in international hybrid contexts where language and internet access can present

barriers to participation.

Adaptability and Problem-Solving

The hybrid session in Egypt presented unexpected challenges, particularly with Zoom’s
limitations, as audio cut out during video demonstrations. I quickly shared the videos via
WhatsApp, ensuring all participants, both online and in-person, could access the material.
Despite the disruption, the session stayed on track, and feedback reflected appreciation for
efforts to maintain accessibility. This reinforced the importance of flexibility in hybrid

teaching, especially across international contexts with varying tech access. As Rapanta et al.
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(2020) explain, responding in real time to technological issues is a crucial part of maintaining

teacher presence and learner engagement in online and hybrid environments.

A second example came during the SLT session with 35 participants in a space not suited for
breakout work. I adapted by encouraging “row-based” discussions, where participants turned
to those in front or behind them. This preserved collaboration and kept engagement high.
Feedback showed that learners valued working through clinical scenarios with peers. This type
of shared, experiential learning is supported by Vygotsky (1978) and Lave and Wenger (1991),

and this experience demonstrated how small adjustments can keep learning meaningful.

In the dental session, I had originally planned a theory-heavy presentation. However, after
speaking with the practice manager, I realised this group included both clinical and non-
clinical staff. I therefore adjusted the session to be more practical, focusing on applying COM-
B to a patient-facing leaflet, which resulted in inclusiveness for all attending. The change
resulted in high engagement, feedback from all 10 attendees noted that the content felt directly
relevant to their roles. This responsive approach aligns with Brookfield’s (2017) concept of
learner-centred teaching, where content and delivery are adapted to learners’ needs and

experience.

These experiences highlighted that even well-prepared sessions require flexibility. Adapting
group work, content, or delivery on the spot is a key part of effective teaching, especially

when training diverse professional learners.

Positive Participant Feedback

Collecting feedback across the five sessions was a valuable part of the process, highlighting

what worked well and where improvements were needed. I used different feedback methods
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depending on the group and delivery mode, which gave insight into both participant

experiences and the effectiveness of the feedback approach itself.

For the face-to-face sessions (Sessions 1-4), I used a visually engaging, paper-based form
featuring icons (heart, bin, feet, suitcase, and thinking bubble) to make it feel accessible and
informal. This was well-received by the SLTs, dental professionals, CNSs, and
academic/health psychology group. It was also effective: 22 of 35 SLTs, all 10 dental
participants, 6 CNSs, and 9 academic staff and students completed the forms. SLT’s valued

applying COM-B to real cases, while the dental team appreciated practical, take-away tools.

In contrast, only 4 of 30 participants responded to the Google Form used in the Egyptian
hybrid session (Session 5), despite clear instructions and a QR code link. This variation
highlighted key factors: limited WIFI access, possible language barriers, and perhaps unclear
instructions for the context. In future, I’ll build time into the session for live feedback, offer it
in English and Arabic, or revert to the more engaging paper-based format. Overall, the
feedback gathered showed strong satisfaction, with recurring verbal comments about clear

content, relevant examples, and valuable group discussions.

This supports Kirkpatrick’s (2006) training evaluation model, and Oudbier et al. (2024) who
identify learner reaction as a key indicator of immediate success. These reflections will shape
how I approach feedback in future, ensuring the method suits the group both culturally and

practically.
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Challenges

Technological Limitations in Hybrid Delivery

Managing the hybrid format was a steep learning curve. I felt quite anxious about keeping
both online and in-person participants equally engaged, and a few technical issues occurred.
For example, when I played a video, the audio didn’t come through on Zoom, even though it
worked in the room. I hadn’t anticipated Zoom’s limitations with screen switching, and it
disrupted the session’s flow. I shared the video via WhatsApp as a quick fix, but it wasn’t ideal

and left me feeling split between two audiences.

Looking back, I see how vital it is to thoroughly test every element, especially in hybrid
delivery. These challenges are common, as hybrid teaching often brings extra pressure (Blome
et al., 2017). If I did it again, I’d seek technical support or co-deliver with someone else, so I
could focus on participant interaction and content. That would then hopefully make the session

run more smoothly and so more inclusive for everyone involved.

Language and Cultural Barriers

Working with the Egyptian phoneticians was culturally rich and professionally valuable but
came with communication challenges. While the phoneticians spoke good English, the parents
in the case studies did not. I had to deliver therapy via an interpreter while ensuring the
phoneticians could observe, understand, and relay key information to parents, especially about

home practice.

This added complexity to both clinical and teaching elements. I briefed the interpreter in

advance, simplified my language, paused to explain my rationale, and used culturally relevant
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images to support speech work. These steps made therapy more engaging and accessible. The
experience deepened my awareness of cross-cultural communication and the value of

collaboration with local professionals for effective, family-focused care (Patel et al., 2025).

To prepare for future work in Egypt, I’ve set a SMART goal: by year-end, I’ll complete a
course on working with interpreters and source a guide on adapting communication in

multilingual or cross-cultural teaching.

Managing Large and Diverse Groups

Facilitating discussions in large groups, especially in a hybrid format, had its challenges. I
found that splitting learners into smaller groups, giving them a clear task, and asking them to
nominate a spokesperson helped make sessions more inclusive. I didn’t assign formal roles
like timekeepers or note-taker, as groups tended to organise themselves, but providing

something to write with and space to talk encouraged everyone to take part.

One moment that stood out was during the SLT session, where I already knew some attendees
from clinical work. I noticed that one typically reserved participant shared a really insightful
example during a small group discussion about applying the COM-B model. Because I was
familiar with the clinician, I could ask questions relevant to her experience, which clearly

helped her confidence to contribute in the group.

This reinforced the importance of creating an inclusive, safe environment, something
supported by Burgess et al. (2020), who highlight how even minimal structure and familiarity

can promote engagement and equity.
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Personal Confidence and Performance Anxiety

Delivering a live session in Egypt was a nerve-wracking experience. I remember the
butterflies in my stomach as I stood at the front of the room, knowing I was being observed by
peers, both in person and online. Although I had prepared thoroughly, rehearsed the session,
and sought peer support beforehand, the nerves still hit me just before I began. After the
session, [ used Gibbs' Reflective Cycle (Gibbs, 1988) to unpack the experience and consider

what had helped and what I could do differently next time.

On reflection, I realised that strategies, especially rehearsing and having a clear structure, did
help once I got going. After a few minutes I settled into the session and felt more confident
when learners interacted and asked questions. The positive feedback from participants and
organisers helped shift my self-doubt into a sense of achievement. Being invited back

reinforced that I’'m developing as a confident and capable educator.

Next time, I think I’ll feel less anxious, now that [ know the phoneticians better and
understand what they value in a session. To build on this, I’ve set a SMART goal: before my
next trip, I’ll deliver a practice run to peers for feedback on pace, clarity, and presence. I’ll
also check the tech thoroughly and build in five minutes of calm time; small things that make

a big difference.

Reflection on Feedback and Observer Input

Feedback from both participants and my peer observer played a crucial role in helping me
reflect and evaluate the effectiveness of my teaching across all five sessions. It offered
different perspectives and helped identify what worked well and where improvements could

be made.
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In the SLT session, participants responded positively to the clarity of learning outcomes and
the opportunity to reflect on their own practice. Comments such as “coaching parents in
therapy strategies” and “making the implicit more explicit” showed that the content was
understood and prompted deeper clinical thinking. One participant noted their intention to
“check understanding and watch [parents] deliver to the child,” which reassured me that the
session supported meaningful application. These insights strengthened my confidence in using

case-based learning and group work to link theory to practice.

Verbal feedback from the health psychology workshop confirmed that grounding theory in
relatable examples made the session more engaging. Participants appreciated working through
real case studies and hearing how I’d applied COM-B in SLT. One suggestion was to reduce
printed handouts and share more materials digitally. This prompted me to reflect on resource

delivery and balance accessibility with sustainability.

From the Egyptian phoneticians, brief but encouraging Google Form responses showed 100%
found the COM-B section useful and wanted further training. Despite the low response rate,
the consistency suggested the session resonated well, reinforcing my confidence in adapting

teaching to international contexts.

Finally, the peer observation described my delivery as “warm, confident, and inclusive,”
highlighting my ability to explain complex concepts clearly and use COM-B group work

effectively. This reinforced that my facilitation style supports collaboration and clarity.

Together, this feedback helped me recognise key strengths, real-life relevance, clarity, and

interaction, while prompting useful refinements to enhance future delivery.
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Summary of Changes to Make on Reflection

Reflecting on the five teaching sessions, feedback and observation helped me identify changes

to strengthen future delivery and make sessions more inclusive, relevant, and effective.

One key learning was the importance of tailoring case studies to the professional group. In the
SLT session, one participant found the medical example less relevant, which made me realise
that even well-intentioned content can feel disconnected from learners’ practice. I adapted
examples for the other groups, using cleft-related scenarios with CNSs and oral health
examples with dentists. These adjustments led to more engagement and clarified the link

between theory and practice, in line with adult learning principles (Knowles, 1984).

I also learned to ask learners how they prefer to receive resources. In the health psychology
workshop, one participant preferred digital over printed materials. I plan to include a short pre-

session preference check to support flexibility and learner autonomy (Brookfield, 2017).

Although engagement was strong, I noticed that a few quieter participants didn’t contribute as
much during full-group discussions. In future, I’d like to trial tools like Mentimeter or Padlet

to offer inclusive ways of participating (Mayhew et al., 2020).

Participants, especially in the SLT, dental, and Egyptian sessions, requested access to
PowerPoint slides. I now plan to also provide short post-session summary sheets to further

support reflection and retention of information (Meyer, Rose, & Gordon, 2014).

Case-based discussions consistently sparked strong engagement. I’d like to build on this by

creating more space for peer-led activities, inviting participants to bring their own cases or
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reflect on using theory in practice. This supports shared learning and professional identity

development (Topping, 2005; Ten Cate & Durning, 2007).

Delivering the hybrid session in Egypt reminded me of the importance of cultural awareness. I
relied on clear visuals and simple language and plan to keep using these strategies while
liaising more with Egyptian colleagues, to ensure sessions are culturally appropriate (Gay,
2018). To support families involved in future therapy sessions, I’d also like to create simple,
bilingual resources, such as picture-based sheets, or short videos, to help reinforce key ideas

and build confidence across different languages.

These changes reflect my growing understanding of how to adapt to learner needs, enhance

inclusion, and extend learning impact.

Conclusion

Delivering these five interdisciplinary teaching sessions has been a professionally enriching
experience. | have learned to adapt my teaching style to different audiences, manage hybrid
formats, and foster inclusive, interactive learning environments. Feedback and reflection have
played a crucial role in shaping my development, and I now feel more confident in designing
and delivering impactful, learner-centered training. Moving forward, I am committed to
continuous improvement and look forward to applying these insights in future teaching

sessions.
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6.1 Individual One-to-One Intervention Case Study

Individual face-to-face case study

Introduction

It is important for a parent to be involved in their child’s learning and development (Alias &
Ramly, 2021), particularly in the development of their child’s speech and language (S&L)
(Roberts & Kaiser, 2012). When a child requires speech and language therapy (SLT),
empowering a parent to regularly attend appointments and practice their child’s therapy at home,
from my own personal experience, as a speech and language therapist, can be problematic.
Research has shown that increasing parental knowledge and understanding of their child’s S&L
difficulties is important for success in therapy (Alias & Ramly, 2021). Empowering a parent to
feel confident and providing them with the knowledge and understanding as to why they are

practising activities is therefore crucial.

This case study therefore looks at combining behaviour change theory with traditional SLT
management. It describes an intervention using the COM-B behaviour change framework
developed by Michie et al. (2011). The intervention took place face-to-face with K’s mother
over eight sessions. The goal being to improve parental confidence and knowledge so that she
could support her son with his SLT. Traditional SLT with K took place alongside these sessions.

K is a young boy, aged three years, who had a repaired cleft of the palate. A cleft palate can
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affect speech development and production (Scherer et al., 2008). This can lead to problems being

understood and can affect a child’s confidence if unresolved (Merrick & Roulstone, 2011).

K’s mother was selected for this intervention following a routine SLT assessment at Royal
Manchester Children’s Hospital (RMCH). At this routine assessment K was found to have
speech sound errors which would benefit from SLT intervention. Through discussion with his
K’s mother, it was identified that she wanted to support her son but struggled with understanding
and engaging with therapy. We agreed that it would be beneficial to explore these issues with
her, so she could support her son with his speech development. I explained to her that I would
like to use a health psychology behaviour change model called the COM-B (Michie et al., 2011)
to help identify areas we could target, to increase her confidence and engagement with her son’s
SLT. I asked her permission to use these therapy sessions as part of my 1:1 health psychology

intervention and obtained written consent.

The processes of assessment, formulation, implementation, and evaluation with K’s mother are
discussed within this case study. The case study is accompanied by a reflective report and a

supervisor’s assessment of my communication skills.

Assessment

I began the session by introducing myself and making sure that both K and his mother felt
comfortable in the therapy room. K was quite nervous, so I spent time playing with him whilst

informally chatting with his mother to gain both their confidences. It is important to gain trust
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and build a rapport when embarking on a therapeutic assessment and intervention as this will

benefit the therapist/client relationship (Leech, 2005).

I spoke to K’s mother about my plan for our first session but also took this opportunity to explore
with K’s mother her hopes for the therapy sessions. I used open questions to find out how she
was feeling about SLT. I listened, affirmed, reflected, and summarized her thoughts throughout
the consultation (Miller & Rollnick, 2013). K’s mother spoke about not understanding the reason
for certain speech therapy activities and because of this lacked confidence in delivering them by
herself at home. She also spoke about juggling appointments with school drop-offs as she had
two other children and was a single parent. K’s family had a history of poor attendance for SLT
and had been discharged from local SLT, so we needed to make sure that appointment times

were suitable.

I therefore felt it appropriate to identify the behaviours that had prevented K’s mother engaging
with SLT through the behaviour change framework developed by Michie et al. (2011) (COM-
B) (Table 1&2). The COM-B model of behaviour change suggests that to engage in a behaviour
then a person must be Capable (C) both physically and psychologically, have the Opportunity
(O) and the Motivation (M) to evidence the behaviour. To personalise this for K’s mother, I
adapted a version of the behaviour change framework COM-B questionnaire (Keyworth et al.,
2020) and used this to identify K’s mother’s capability, opportunity, and motivation to support

change in her child’s speech.
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Table 1: A summary of the components of the COM-B Model

Category Sub-category Definition
Opportunity Physical (Environmental) The environment
Opportunity provides the
opportunity to
engage in the activity.
Social Opportunity Support from family
and friends provides
the opportunity to
engage in the activity.
Motivation Conscious Motivation The desire to want to

make change.

Automatic Motivation

The ability to do
something without
thinking.

Physical Capability

The physical skills to
engage in the activity.

Psychological Capability

The knowledge to
engage in the activity.

Table 2: A summary, synopsis, and rationale for the
questionnaire used with K’s mother.

use of the adapted COM-B

Measure

Synopsis

Rationale

Adapted
Questionnaire
(Keyworth et al., 2020)

COM-B

This is a 6-item questionnaire
with a 10-point scale
developed for this particular
child and their family. It
identifies 3 factors that need
to be present for any
behaviour to occur/change;
capability, opportunity, and
motivation.

| chose to use this theoretical

model to frame my
intervention and to
understand how | could

support K’s mother to provide
therapy practice for K at
home. By exploring the three
components:

Capability: an individual’s
psychological and physical
ability to participate in an

activity.
Opportunity: external factors
that make a behaviour
possible.
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Motivation: the thoughts and
beliefs that may impact
behaviour,

| would then be able to
identify areas that may need
attention if behaviour change

is to occur.

Alongside the health psychology (HP) assessment, I also completed a standard SLT assessment;

to ascertain the speech difficulty and parental perceptions of the affect it was having on K. This

involved K’s mother completing two further questionnaires (Table 3).

Table 3: A summary, synopsis, and rationale for the use of the Intelligibility in Context

Scale (ICS) and the Speech & Resonance Quality of Life Questionnaire (SPAR-QL) used

with K’s mother.

Intelligibility in Context
Scale (ICS) (MclLeod et al.,
2012)

7-item questionnaire where
parents rate the degree to
which their child’s speech
is understood by different
communication partners.
Measured on a 5-point
scale.

This is a questionnaire that
is used routinely at the cleft
unitin Manchester.

It is quick to complete
which is useful during a
time-restricted
assessment session.

Speech & Resonance
Quality of Life
Questionnaire

(SPAR-QL)

(Underwood & Fromberg,
2018)

This is a 10-item
unpublished Quality of Life
questionnaire measured on
a 4-point scale, developed
specifically for use with
parents and children with
cleft.

| chose to wuse this
questionnaire as it is
routinely used at the cleft
unit.

It also invites parents to
share how they feel about
their child’s speech in
different contexts.

I explained the reasons for these being administered and K’s mother was happy to complete
them. The first was the Intelligibility in Context Scale (ICS) (McLeod et al., 2012). This asks
questions such as “Do you understand your child’s speech? “Do other family members?” “Do

strangers.” This allowed me to gauge how K’s speech was understood by different people.
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The second questionnaire was the Speech and Resonance Quality of Life Measure (SPAR-QL)
(Underwood & Fromberg, 2018). This is a questionnaire that invites the parent to say how they
feel about their child’s speech and although not published is used at all cleft centres around the

UK.

Once the COM-B questionnaire and the two SLT questionnaires were completed, K and his
mother appeared far more relaxed, and K was beginning to engage with me. I therefore felt that
it was an appropriate time to formally assess K’s speech. The aim was to identify the speech
errors that were affecting K’s intelligibility (Table 4) so the Great Ormond Street Speech

Assessment (GOS.SP.ASS) (Sell et al., 1999) was used.

Table 4: A summary, synopsis, and rationale for the use of the GOS.SP.ASS with K

GOS.SPASS ’98 (revised) | A speech assessment | This is a protocol used in all
(1999) protocol for speech disorders | cleft centres in the UK.
associated with cleft palate | Itis part of our routine speech
and/or velopharyngeal | and language therapy
dysfunction assessment atthe cleftunitin
Manchester.
Formulation

The responsibility of any clinician engaged in a person's care is to provide compassionate and
respectful support, deliver evidence-based treatment, and empower the individual to want to
make change (McCrossan et al., 2022). Formulation involves the analysis of the clients’

behaviours, emotions, and thoughts. It identifies the possible effects of the environment on an
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individual and through this process enables the therapist to identify and prioritise those issues

that need to be addressed during treatment (Corrie & Lane, 2018).

From the adapted COM-B, a diagrammatic formulation was designed and shared with K’s
mother. She reported it reflected her thoughts and beliefs and that she found the diagram helpful
(Figure 1). Collaboration also appeared to enhance our therapeutic relationship as K’s mother
became far more invested in the assessment and therapy process following the sharing of this
information. She said she felt listened to and that her concerns and issues had been taken into

consideration.
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Figure 1: Formulation using COM-B model.

Capability
Psvchological: K's mother did not v
think that she had the knowledge or ‘“m_n
skills to support her son with his "“‘m\_
therapy activities at home. S~
* ‘-..\!
Motivation Behaviour
Automatic: K's mother said that she To EMpOWer and support K s_ﬂ_lc_:therto
would find it difficult to consciously - y.| continue with t!le therapy %Ctl‘ﬂtles at
remember how to correct her son’s home to remediate her son’s sound
speech at home. EITOrs.
- g
Opportunity

Environment: K’s mother said that she
needed support from me to understand
how to engage in the therapy activities
at home.

Using the COM-B questionnaire, [ was able to see that K’s mother did not believe that she had
the Psychological Capability to support her son with therapy at home as she did not have the
knowledge, confidence or understanding of what she was doing. She also needed support in
recognising when K was making the speech errors as she could not hear them herself
(Automatic motivation). The final area highlighted from the COM-B was her lack of

knowledge of how to implement the activities at home (Physical/Environmental

Opportunity).
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The ICS and SPAR-QL allowed me to gauge how concerned K’s mother was with her son’s

speech and enabled me to discuss her concerns and goals for therapy.

The GOS.SP.ASS enabled me to identify K’s speech sound errors, so that I was able to plan the

SLT activities, which I could demonstrate to K’s mother alongside her HP session.

Intervention

Designing and planning

From the formulation I then designed and planned an intervention. This was a six-week
intervention with K’s mother, based on the findings of the COM-B questionnaire (Figure 1). Six
weeks was chosen as this is the standard length for a treatment programme for SLT (Law et al.,
2017). Using the COM-B (Michie et al., 2011), I was able to identify the most relevant and
appropriate behaviour change techniques (BCT’s) (Michie et al., 2018) to support the

intervention, these are summarised in Table 5.

To overcome issues with attendance, we agreed that 8.30am would be a good time for K’s
mother, as her ex-partner would take her other children to school so that she felt relaxed to

attend.

It was agreed that we would arrange six therapy sessions, but the session plans would be flexible
to accommodate any variation in progress made by K’s mother. There were two extra sessions

one at the beginning, for assessment, and one at the end for re-assessment.
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The COM-B identified that K’s mother lacked knowledge of how to conduct therapy at home
and did not notice the errors in her son’s speech. K’s mother would therefore be encouraged to
take part in the therapy sessions to try and increase her awareness of the speech sound errors,
and each activity would be explained to increase her knowledge and understanding. Following
each session, discussion would take place to identify opportunities available for her to practice
at home. At the start of each following session the plan was to identify any progress made and

re-evaluate our approach if practice had not been successful.

The therapy sessions with K’s mother were a week apart. This was to enable her to implement
the activity learnt in the previous session. It was also so we could maintain regular contact so
that communication was timely, and therapy could be progressed according to K’s mother’s
confidence with the activities, and the progress K was making with the SLT (See Table 5 for

intervention plan).
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Table 5: Summary table of assessment and six-week intervention plan

Session Therapy session COM-B Behaviour Therapy Session content Delivery & Outcome of
Change Activity session
Techniques
Assessmen | Assessment using: Identified: Share the results of the The assessments were
t: Session 1 e Adapted COM-B questionnaire, completed with K’s mother
COM-B Psychological the ICS and the SPAR- and scored whilst she was
e ICS capability, QL with K’s mother. present.
e SPAR-QL
e GOS.SP.ASS Automatic Explain the goals of The findings of the COM-B
Motivation, therapy to K’s mother questionnaire, the ICS and
& and the benefits these the SPAR-QL were then

Environmental
Opportunity.

would have on K’s
speech.

Identify any concerns
K’s mother may have
with attendance or the
implementation of
therapy at home.

explained to her.

Following this the speech
assessment with K was
completed and the results
were explained to K’s
mother.

The therapy session was
then planned together with
K’s mother taking into
consideration the goals we
were targeting to effect
change which had been
identified from the COM-B
questionnaire.
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We then identified with K’s
mother the sound errors
which were making K’s
speech unintelligible in his
connected speech. This was
to increase her awareness of
the speech error, so she
knew what to listen out for
when K was talking.

Therapy:
Session 1

Share the formulation
and the intervention
plan with K’s mother.

Involve K’s mother in
her son’s therapy
session.

Provide a full
explanation
throughout the
therapy session to
increase K’s mother’s
knowledge and
understanding.

Jointly with K’s mother
begin sound work with
K.

Psychological
Capability:

Increase K’s
mothers’
knowledge and
understanding
of how to
present
therapy
materials
through
demonstration,
collaboration
and getting K’s
mother
involved.

Automatic
Motivation:

Behaviour
Change
techniques
used:

-instruction
on how to
perform the
behaviour
(4.1)

demonstrati
on of the
behaviour
(6.1)

-behavioural
practice/

Firstly,
demonstrate
activity to K’s
mother and the
reasons why
this is taking
place.

Whilst
demonstrating
get Mother to
listen out for
the errors in K’s
speech.

Involve K’s
mother in the
therapy
activity.

Talk about the pictures
to be used during the
therapy session with K’s
mother.

Demonstrate therapy
activity to Mother with
Child K.

Ask her to have a turn
during the therapy
session so | can observe
her understanding.

Brainstorm when she is
going to practice at
home over the next
week.

Discussed therapy strategy
for today’s session with K’s
mother which she
understood. Initially K
reluctant to engage with the
therapist and hid under his
chair. K’s mother therefore
encouraged Kto come out
from under his chair. Having
K’s mother’s involvement
and seeing her interact with
her son proved very helpful
in encouraging Kto
participate, but also
highlighted to me her
frustration with his
behaviour.

We then had a very
successful session. Having
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Ask her to
become
involved in the
activity once it
has been
demonstrated
so she can feel
confident to
recognise the
errors when
they are made.

Environmental
Opportunity:

Discuss ways
K’s mother can
engage in
therapy
activities at
home.

rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT
delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-prompts
and cues
throughout
the therapy
session to
guide K’s
mother (7.1)

-Verbal
persuasion
about
capability
(15.1) e.g.,
telling K’s

Speech &
Language
Therapy
activity:

Familiarise K

with the target
pairs e.g., ‘key
and ‘tea’

)

K’s mother involved and then
taking the lead in the therapy
session meant that K
became a lot more
interested in the therapy
activities and engaged well.
K’s mother reported how
useful it was to take part as it
helped her understand the
activity and meant that she
could confidently practice at
home. | encouraged K’s
mother to ask questions
throughout so that | could
assess her understanding
and confidence with the
activity.
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mother that
she could
doit.

After each
session

Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)
Therapy: Review the reported Automatic Review Firstly, Talk about the therapy Once again K arrived at the
Session 2 progress by K’s mother | Motivation: behaviour demonstrate activity to be used session and hid under the
made over the goals (1.5). activityto K’s during the therapy chair. Reassured K’s mother
previous week at Review how the mother and the | session with K’s mother. | that this often happens as K
home. practice has -instruction | reasons why very aware of his speech
gone athome on how to this is taking Demonstrate therapy difficulties so a little
Review K’s mothers and how well performthe | place. activity to Mother with reluctant to engage.
understanding of the K’s mother behaviour Child K.
therapy activities from | feels sheisin (4.1) Whilst K’s mother explained that
last week. realising when demonstrating | Ask her to have a turn engagement is better at
Khasmadean | - get Mother to during the therapy home as she tends to
demonstrati | listen out for practice with him when his
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Plan together the next
session, identify
targets and explain to
K’s mother why these
have been chosen.

Explore K’s mother’s
understanding,
opportunities to
practice over the
coming week and
ways she can support
her son during
everyday life at home
with his sound system
to encourage
generalisation of the
target sounds into his
everyday talking.

errorin his
speech.

Psychological
Capability:

Discuss how
confident K’s
mother has
beenin
delivering the
therapy.

Environmental
Opportunity:

Discuss the
opportunities
she has had for
delivery and
identify is there
isaneedto
explore more
opportunities.

Psychological
Capability:

Through
demonstration
increase K’s

on of the
behaviour
(6.1)

-behavioural
practice/
rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT
delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-prompts
and cues
throughout
the therapy
session to
guide K’s
mother (7.1)

the errors in K’s
speech.

Involve K’s
mother in the
therapy
activity.

Speech &
Language
Therapy
Activity:

Sorting activity
/k/ and /t/
words.

session so | can observe
her understanding.

Get her to feedback
when she has heard her
son make the error so |
can monitor her
awareness.

Brainstorm when she is
going to practice at
home over the next
week.

Speech & Language
Therapy Activity:

Can K hear the
difference in the words
and identify them?

Sorting activity. Khas to
put all the /k/ words in
one pile and all the ‘t’
words in one pile

Discuss with K’s mother
the reasons for sorting
and recognising

siblings are doing their
school homework. She
reported that K is quite proud
of his speech and language
therapy homework as it
makes him feel grown up.

When the activities were
explained and demonstrated
to his mother and his mother
started leading the session K
very soon came out from
under his chair and wanted
to play. | could see thatK’s
mother was pleased with
this and that it gave her
greater confidence to
continue.

K’s mother reflected at the
end of the session about
how she had enjoyed being
involved and leading the
therapy activities and how
much easier it seemed once
you understood the rationale
behind the therapy activities.

| fed back to her how well
she had conducted the
therapy session and that |
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mother’s

understanding

of the next
stage in the
therapy
process.

-Verbal
persuasion
about
capability
(15.1) e.g.,
telling K’s
mother that
she could
doit.

After each
session

Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)

feedback on
behaviour
(2.2),

Encourage
K’s mother
to feedback

could already see progress
in K’s speech. This seemed
like a small breakthrough as
K’s mother became a lot
more relaxed, chatty, and
engaged with the therapy
session. | felt that this
feedback really supported
and benefitted our
therapeutic relationship.
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therefore
self-
monitoring
of behaviour
(2.3).

Self-
incentive as
Mother can
see the
progress
being made
and feels
more
confidentin
delivering
therapy
(10.7)

Self-reward
(10.9)

Therapy:
Session 3

Review how the
therapy activities have
gone this last week.

Identify the
opportunities for
practice at home.

Psychological
Capability:

Understanding
of the therapy
activity.

Environmental
Opportunity:

Review
behaviour
goals (1.5).

-instruction
on how to
perform the
behaviour
(4.1)

Firstly,
demonstrate
activityto K’s
mother and the
reasons why
this is taking
place.

Plan together the
therapy activity to be
used during the therapy

session with K’s mother.

Demonstrate the best
way to deliver the
therapy activity to K’s
mother.

K and his mother arrived
promptly for the session. |
reinforced how pleased | was
that she was able to attend
regularly and arrive on time.
K once again hid under the
chair, but he soon came out
as he was curious and
interested in the therapy
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Plan today's therapy
session with K’s
mother. Explain the
goal of therapy for this
week to increase her
understanding and to
aid planning of the
activities.

Demonstrate the
activity and then
encourage K’s mother
to take part and lead
the session with K.

When to
practice at
home.

Automatic
Motivation:

How to listen to
the errors and
how to respond
to K.

demonstrati
on of the
behaviour
(6.1)

-behavioural
practice/
rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT
delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-prompts
and cues
throughout
the therapy
session to

Whilst
demonstrating
get Mother to
listen out for
the errors inK’s
speech.

Involve K’s
motherin the
therapy
activity.

Speech &
Language
Therapy
Activity:

Production of
sound in
isolation and
thenin
consonant
vowel (CV)
words e.g.,
‘key’

Ask her to take a turn
following demonstration
to gage understanding.

Get her to feedback
when she has heard her
son make the error
whilst observing the
demonstration. Discuss
ways of modelling back
to him to increase his
awareness of the error
he has made.

Speech & Language
Therapy Activity:

Obtain articulatory
placement for /k/

K to imitate the therapist
producing the target
word e.g., ‘key’

activities that had been
made into games using
planes, trains, and cars (his
love at the moment.) This
information had been given
to me by his mother when we
had brainstormed ideas that
might help K engage with
therapy.

K’s mother reported that she
had struggled with practice
this week. We brainstormed
why this was. She had spent
time looking after her father
who lived a few miles from
her house. We discussed
ways if this happened again
that she could support her
son with speech practice.
We identified that when she
was in the car that she could
practice and that it did not
need to be athome satata
table. His mother was
pleased with this idea and
said that she had never
thought about practising this
way. | explained that
exploring new opportunities
together had been very
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guide K’s
mother (7.1)

-Verbal
persuasion
about
capability
(15.1) e.g.,
telling K’s
mother that
she could
doit.

After each
session

Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)

feedback on
behaviour
(2.2),

useful as we had identified
another opportunity for
practice.

During this session K was
able to produce /k/ in
isolation and in CV words. |
reinforced to K’s mother how
successful she was being
supporting her son with his
speech and how well he was
progressing because of her
support.

K’s mother seemed pleased
with this feedback and
pleased that we had
identified another way of
practising. She reflected how
this has ‘taken the pressure
off her’ as sometimes time
was very short at home with
all her other family
commitments.

This joint understanding of
goals for therapy but
recognition of the demands
on her time seemed to
further benefit the
therapeutic relationship and
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Encourage
K’s mother
to feedback
therefore
self-
monitoring
of behaviour
(2.3).

Self-
incentive as
Mother can
see the
progress
being made
and feels
more
confidentin
delivering
therapy
(10.7)

Self-reward
(10.9)

K’s mother ‘s keenness to
continue.

Therapy:
Session4

Review how the
practice had gone this
week at home.

Discuss whether the
therapy materials had

Psychological
Capability:

Therapist to
explain the
reasoning

Review
behaviour
goals (1.5).

-instruction
on how to

Firstly,
demonstrate
activityto K’s
mother and the
reasons why
this is taking

Plan together the
therapy activity to be
used during the therapy
session with K’s mother.

Kand his mother once again
arrived on time. This time
when entering the therapy
room K did not hide under
the chair when he came into
the session which was a very
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been appropriate in
engaging K.

Discuss opportunities
to practice at home.

Plan today's therapy
session with K’s
mother. Explain the
goal of therapy for this
week is to encourage
independent
production to increase
her understanding and
to aid planning of the
activities.

Demonstrate the
activity and then
encourage K’s mother
to take part and lead
the session with K.

Aim forKiis
independent
production of the
target words.

behind
encouraging K
to startto
independently
produce the
target sound to
increase
mothers
understanding.
Environmental
Opportunity:

When to
practice at
home.

Automatic
Motivation:

How to listen
for the errorsin
his production.

perform the
behaviour
(4.1)

demonstrati
on of the
behaviour
(6.1)

-behavioural
practice/
rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT
delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-prompts
and cues

place to
increase her
understanding.

Whilst
demonstrating
get Mother to
listen out for
the errors inK’s
speech.

Involve K’s
motherin the
therapy
activity.

Speech &
Language
Therapy
Activity:

Kto
independently
produce the /k/
and/g/ CV
words.

Demonstrate the best
way to deliver the
therapy activity to K’s
mother.

Ask her to take a turn
following the
demonstration to gage
understanding.

Get her to feedback
when she has heard her
son make the error
whilst observing the
demonstration. Observe
if K’s mother is using the
modelling techniques
discussed with her last
week.

Speech & Language
Therapy Activity:

Can K produce the
words independently
without the therapist or
mother first modelling
the word.

positive change. He came
with a game of his own that
he wanted to use during the
session with the therapy
activities.

K’s mother reported that lots
of practice had taken place
at home and that she had
taken the therapy games into
pre-school, and they had
been practising with K there
too.

Following demonstration
and discussion of the
activities with K’s mother,
which she picked up very
quickly, K’s mother very
confidently took the lead
with the therapy session.

K was keen to participate in
the therapy activities. | noted
that K’s mother was using
the modelling techniques
discussed throughout the
session and that because of
this K was starting to self-
correct his own speech. K’s
mother reported how she
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throughout
the therapy
session to
guide K’s
mother (7.1)

-Verbal
persuasion
about
capability
(15.1) e.g.,
telling K’s
mother that
she could
doit.

After each
session

Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)

Incorporated a game
that Khad broughtin
from home into the
therapy session.

now felt very confident and
that she had found ways like
involving pre-school and
other family members, so
practice at home this week
had been very successful.
We discussed how well she
was supporting her son and
how much progress he was
making because of her
support.

She reflected how much she
was enjoying the sessions
and how motivated she was
by her son’s progress.

A very successful session.
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feedback on
behaviour
(2.2),

Encourage
K’s mother
to feedback
therefore
self-
monitoring
of behaviour
(2.3).

Self-
incentive as
Mother can
see the
progress
being made
and feels
more
confidentin
delivering
therapy
(10.7)

Self-reward
(10.9)

Identificatio
n of self as a
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role model

(13.1) as
mother is
now
confidently
taking the
lead with
therapy and
Kis
positively
responding
to this
confidence.
Therapy: Review how the Psychological Review Firstly, Plan together the Once again punctual
Session 5 practice had gone this | Capability: behaviour demonstrate therapy activity to be attendance. Kcame in very
week at home. goals (1.5). activity to K’s used during the therapy | confidently and there was no
Explanation to mother and the | session with K’s mother. | hiding. K’s mother was
Discuss opportunities | K’s mother of -instruction | reasons why extremely happy with the
to practice at home. the reason for on how to this is taking Demonstrate the best progress they had made that
the specific performthe | placeto way to deliver the week and was excited to
Plan today's therapy therapy behaviour increase her therapy activity to K’s demonstrate how they were
session with K’s materials this (4.1) understanding. | mother. doing to me. | fed back how
mother. Explain the session to lovely it was to see this
goal of therapy for this | increase her - Whilst Ask her to take a turn excitement and enthusiasm.
week to increase her understanding. | demonstrati | demonstrating | following the
understanding andto | Automatic on of the get Mother to demonstration to gage K had brought in another
aid planning of the Motivation: behaviour listen out for understanding. game again from home, so
activities. Ask her to (6.1) the errors inK’s we incorporated this into the
continue to speech. Fewer | Discuss with herif sheis | therapy session.

listen out for

errors are

noticing the errors more
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Demonstrate the
activity and then
encourage K’s mother
to take part and lead
the session with K.

Aim: Independent
production of target
words.

the errors in K’s
speech.

Environmental
Opportunity:

Review
success with
opportunities
to practice at
home.

-behavioural
practice/
rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT
delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-prompts
and cues
throughout
the therapy
session to
guide K’s
mother (7.1)

-Verbal
persuasion
about
capability

occurring so
listening for
themis
becoming

more complex.

Involve K’s
mother in the
therapy
activity.

Speech &
Language
Therapy
Activity:

Independent
production of
/k/, /g/, It/ and
/d/ words.

easily in K’s speech now
that she has been
working with him so
closely.

See if she is continuing
to use the modelling
techniques with K.

Speech & Language
Therapy Activity:

Can Kindependently
produce the /k/ vs. /t/
words and the /g/ vs. /d/
words independently in
the therapy session.

Mother reported that they
had been practicing well
over the last week. She
spoke about the
opportunities she had to
practice and how she had
remembered to model
correctly to K throughout the
day which meant that she
could see pleasing progress
with her son’s speech. She
spoke about being highly
motivated to continue and
was enjoying the positive
feedback from other family
members as to how well she
was doing.

K by the end of the session
today was able to produce
the /k/ and /g/ words 80% of
the time. K’s mother was
able to identify exactly when
the errors were occurring
and prompted him
independently of the
therapist which was
excellent to see. | fed this
back to K’s mother who was
extremely pleased and
reported how confident she
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(15.1) e.g.,
telling K’s
mother that
she could
doit.

After each
session

Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)

feedback on
behaviour
(2.2),

Encourage
K’s mother
to feedback
therefore
self-
monitoring

was in her ability to
recognise the errors now.

Ideas to try at home over the
next week were discussed
with K’s mother and how to
incorporate these into
everyday activities.
Explanation was given as to
why this was needed so that
we could begin to encourage
generalisation of the target
sound into his everyday
speech. K’s mother reported
how this made sense and
that she would try hard this
week.
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of behaviour
(2.3).

Self-
incentive as
Mother can
see the
progress
being made
and feels
more
confidentin
delivering
therapy
(10.7)

Self-reward
(10.9)

Identificatio
nof selfas a
role model
(13.1) as
mother is
now
confidently
taking the
lead with
therapy and
Kis
positively
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responding

to this
confidence.
Therapy: Review how the Psychological Review Demonstrate Encourage K’s mother to | Kand his mother arrived
Session 6 practice had gone this | Capability: behaviour the therapy independently plan the promptly for our penultimate
week at home. goals (1.5). activity to K’s therapy activity to be therapy session
Reinforce mother and the | used during the therapy | Kraninto the therapy room
Discuss the reasons for -instruction | reasons why session with guidance and sat down ready for the
opportunities K’s repetition at on how to this is taking from the therapist. session which was fabulous
mother has had to home. performthe | placeto to see.
practice at home. behaviour increase her Get K’s mother to
Automatic (4.1) understanding. | demonstrate heridea K’s mother reported that she
Plan today's therapy Motivation: for the therapy session. | was sad that the therapy
session with K’s - Whilst Therapist to encourage sessions were coming to an
mother. Explain the Reinforce to demonstrati | demonstrating | and support K’s mother | end as she had enjoyed
goal of therapy for this | Mother the on of the get K’s mother | through this transition to | them. She said she was keen
week to increase her importance of behaviour to listen outfor | independently to return next week for the
understanding and to correcting K’s (6.1) the errors in K’s | supporting her son with re-assessment as she knew

aid planning of the
activities.

Demonstrate the
activity and then
encourage K’s mother
to take part and lead
the session with K.

Aim: Independent
production of all /k/

errors at home.

Environmental
Opportunity:

Identify ways
she can
practice in their
normal routine.

-behavioural
practice/
rehearsal
(8.1)

-Credible
source (9.1)
aslama
qualified
SLT

speech so that
| can gage that
she is still
hearing them.

Discuss with
K’s mother the
aim for therapy
and see if she
can
independently
think of ways

his speech.

Give positive
reinforcement
throughout to increase
her confidence. Discuss
the reasons for her
choices to explore her
understanding of the
aims and goals of this
therapy session.

she felt confident in
delivering and finding
opportunities for therapy
practice now and she knew
that K had made progress,
but she wanted to see
exactly how much progress
she had made on the
assessments.

K’s mother was happy to
lead and plan the therapy
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and /g/ words in

connected speech.

delivering
the info.

- offered
praise for
things done
correctly
(10.10).

-reduce
prompts
and cues as
K’s mother
working
independen
tly today.
(7.3)

-Verbal
persuasion
about
capability
(15.1) e.g.,
telling K’s
mother that
she could
doit.

After each
session

that we can
achieve thisin
the therapy
session.

Discuss K’s
mother's ideas
and ways we
can
incorporate
these into the
therapy
activities.

Speech &
Language
therapy Activity

K’s mother to
encourage K to
produce /k/
and /g/ words
versus /t/ and
/d/ words in
connected
speech, 100%
of the time

Further encourage her
to give Ka good model
when he is chatting to
her at home. Make sure
that she continues to
feel confident in
identifying the errorsin
K’s connected speech.
Identifying errors in
connected speech is
harder than during a
structured therapy
session as often you are
doing other activities
whilst naturally chatting.

Ask her to continue
using the modelling
techniques with K, as
this will help K
generalise his new
sounds.

Speech and language
therapy goal:

Can K produce the
contrasting words /k/,

session today with my
guidance. She showed great
confidence in presenting the
therapy activities but also
took initiative during the
session when Kwas losing
his attention. She switched
the activity from sitting down
to jumping up and down
when he had said the word
properly. This meant that she
was able to bring him back
on task and continue the
practice. | really praised this
reaction. K’s mother said
that she had used this idea a
lot at home and how
successful she had found it.

The reason for using this
technique she said was
because practice had been
variable over the last week.
The reason for this was
discussed. K’s mother
confided in me that there
were lots of social issues at
home. | empathised with K’s
mother, saying that |
understood how difficult she
must be finding it managing
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Goal setting
(1.1),

problem
solving (1.2)
and

action
planning
(1.4)

feedback on
behaviour
(2.2),

Encourage
K’s mother
to feedback
therefore
self-
monitoring
of behaviour
(2.3).

Self-
incentive as
Mother can
see the
progress
being made
and feels

/gl vs. It/ /d/

consistently and
correctly during the
therapy session

her young family by herself. |
also explained how
privileged | felt that she had
trusted me to enough to
confide in me. | explained
that life often makes extra
demands on our time, not to
become anxious as Kwas
doing very well and that she
also had the support of
myself and pre-school if she
needed it.

K’s mother said how
reassured she was, how
confident she was in
supporting her son and how
much she had enjoyed the
therapy sessions.

She agreed to return next
week so we could reassess
her progress on the adapted
COM-B questionnaire, the
ICS and review the progress
K had made with his speech
using the GOS.SP.ASS and
the SPAR-QL.
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more
confidentin
delivering
therapy
(10.7)

Self-reward
(10.9)

Identificatio
nof selfasa
role model
(13.1) as
mother is
now
confidently
taking the
lead with
therapy and
Kis
positively
responding
to this
confidence.

Re-
assessment

Session 8

Repeat with K’s
mother the
e Adapted COM-
B
e ICS

Repeat the

Adapted COM-
B results:

All sections are
scored out of
10.

Re-assessment took
place this week using
the adapted COM-B
questionnaire with K’s
mother.

The ICS with K’s mother.

Kand his mother arrived on
time. This is a significant
improvement from previous
planned blocks of therapy.

| thanked K’s mother for her
regular attendance. She
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e (GOS.SP.ASS
With K and ask his
mother to complete
the

e SPAR-QL
on K’s behalf.

K’s mother
scored:

10/10on all
parts of the
COM-B

(See Graph 1
for full results)

The SPAR-QL with K’s
mother.

The GOS.SP.ASS with K.

reported that because she
understood why she was
doing the activities and that
there was opportunity to
explore different ways of
delivering the therapy
activities with me that it had
motivated her to continue.

K’s mother then went on to
say how with the practice
she had seen great change in
K’s speech and how this had
motivated her further to
continue practising.

Kwas happy to come into
the therapy session and sat
well whilst his mother
completed the adapted
COM-B questionnaire, the
ICS, and the SPAR-QL.

Kthen completed the
GOS.SP.ASS with great
confidence.

K’s mother reported how
pleased she was with her
son’s progress and how
skilled and confident she felt
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in supporting him now
following the 6 therapy
sessions.

The results of the
assessments were then fed
backto K’s mother.

The COM-B showed that K’s
mother had made significant
progress in the areas of
Psychological Capability,
Automatic Motivation and
Environmental Opportunity
and that this had resulted in
increased confidence in
delivering the speech and
language therapy practice at
home. (See Graph 1)

The ICS and SPAR-QL
showed that K’s mother and
family no longer had
concerns with K’s
intelligibility and K’s mother
reported how pleased she
and the extended family
were with the progress that
he had made with therapy
(Graph 2 & 3). | did reiterate
that Kwould not have made
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the progress we were seeing
if K’'s mother had not
practised at home and taken
on board all the strategies
discussed. | also went on to
say the importance of
regular attendance for
therapy and how K’s mother
had also facilitated this. |
highlighted how much | had
seen her grow in confidence
in delivering the therapy for
her son, how she was
constantly looking for
opportunities to practice and
model good speech, that she
was recognising when he
made the errors now and
that these together had
contributed significantly to
the progress made.

We then completed the
GOS.SP.ASS and the results
showed that K was now able
to say all /k/ and /g/ words at
sentence level and in
connected speech (see
Graph 4).
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K’s mother was thrilled with
this outcome.

K’s mother reported that she
was very aware of her son’s
speech sounds now and far
more confident and able to
correct him if his speech
lapsed in the future. She did
also say though that
because a good relationship
had been forged between
mother and therapist that
she would have no concerns
contacting me in the future if
she wanted to discuss her
son’s speech progress. | said
how good this was to know
and how much | had enjoyed
the sessions with her as well.
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Delivery

The intervention took place weekly for six sessions and each session lasted for approximately
one hour. The hospital sent text reminders to K’s mother’s phone of the appointment date/time

which meant that attendance was good.

Initially the therapy sessions needed to address K’s mother’s knowledge and understanding of
the rationale behind the therapy activities. The aim being to build her confidence when engaging
in the therapy session. K’s mother reported that she found her son’s behaviour during the therapy
sessions challenging. She reported that engaging K in therapy activities at home was easier as
they tended to practice alongside his siblings completing their homework. K’s mother and I
therefore discussed possible adjustments we could make to improve the therapy session at
RMCH. We agreed to tailor the therapy materials to K’s interests with guidance from K’s mother.
Promoting autonomy in therapy sessions by sharing control over the content of therapy is

reported as beneficial in the NICE (2021) guidelines.

Throughout, I made sure that K’s mother felt comfortable and relaxed, that she felt listened to,
her challenges in implementing therapy at home were understood, that she was part of the
decision-making process, and that I explained the activities clearly. She understood that the aim
was to improve her confidence in delivering therapy and that the regular practice would have

the added benefit of improving her son’s communication (NICE, 2021) (Diagram 1)
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Diagram 1: Summary of NICE Guidance (NICE, 2021, p. 4)

X. Hodgson / APCP Journal Volume 12 Number 2 (2021)
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Figure 1: Visual Summary of NICE GUIDANCE NG204: Babies, Children and Young People’s experience
of healthcare

At the end of each session, we discussed goals to be achieved over the following week. I made
sure that these goals were realistic, could fit in with her busy homelife, that positive change
could be measured and that the therapy goals were timely (Michie et al., 2008). The intention
being that K’s mother felt in control and invested in the therapy for her son. Then at the start of
each of the following sessions we reviewed the goals, discussed what had been successful, what
she had found difficult and how we could address these issues so that they did not keep

occurring.

At the end of each session, I summarised the therapy activities for K’s mother and the reasons
for the activities. We discussed how much practice was needed and when this would happen.

Each week was quite different according to the schedule she had with the rest of the family and
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sharing contact of the children with her ex-partner. This sharing of goals and decision making
was important, but the decisions were patient-centred and identified through collaboration. This

flexible approach worked well with K’s mother and is supported in the literature (Resnicow et

al., 2022).

From Session 4 onwards K’s mother became a lot more confident with the therapy activities and
managing K’s behaviour. She reported that following the plan outlined after each session was
helpful and that she was enjoying delivering the therapy sessions at home. In turn this was
having a positive knock-on effect on K’s behaviour. She reported how she was able to hear the
errors in her son’s speech now and felt confident to correct him and find other ways of
encouraging him when he was struggling. This in turn was helping her son make progress with
his speech which she could hear, which was further inspiring her to continue with the therapy
activities. I reinforced how much progress she had made and how well she was supporting her

son with his speech, and how much I could see progress in K’s speech too.

Therapeutic Ending

Following the six therapy sessions reassessment took place using the revised COM-B
(Keyworth et al.,, 2020), and the two parent questionnaires. The GOS.SP.ASS was also
readministered with K to see if his speech had improved alongside the HP intervention with his

mother.

Following the reassessment, I shared the results with K’s mother, and we reflected
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on the therapy sessions, what she had achieved, how well she had supported her son, the
improvement that had been made in her understanding and confidence in delivering therapy
activities and the ways she could continue to support her son’s speech development to avoid any

relapse.

Finally, I discussed with K’s mother ways that she could continue to support her son. She now
had the knowledge of how to deliver therapy, the activities, and the confidence to contact me in
the future if she had any concerns with K’s progress. The cleft service at RMCH, is a life-span
service, so K will not be discharged from the cleft team until he is 18+ years. This means that

K’s mother can contact me at any time whilst he is undergoing treatment.

Evaluation

It is important to evaluate the outcomes of any intervention to understand whether it has been
effective, to demonstrate impact and to inform the clinician for future therapy sessions. It is also

a requirement of the Health and Care Professions Council (HCPC) (RCSLT, 2024).

The first evaluation is of the COM-B assessment used with K’s mother. The graph below shows
the improvements made with the HP intervention using the COM-B model. An improvement is
made in all categories but particularly in the areas targeted by the intervention; psychological
capability, automatic motivation and physical (environmental opportunity) (Graph 1). The most
significant improvement being with psychological capability (the knowledge to support her son)

and automatic motivation (the ability to hear the speech errors).
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Graph 1:

A graph to show K's mother's COM-B results pre- and post-
intervention
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The SPAR-QL results were then re-evaluated (Graph 2). This is an assessment that looks at
parental concern with their child’s speech. An improvement was seen with K’s mother being

rarely or never concerned about her son’s speech following the intervention.

Graph 2:

A graph to show changes in parental concern using the
Speech and Resonance Quality of Life Measure (SPAR-QL)
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The ICS results were re-evaluated pre and post intervention. This also showed an improvement

in the types of people able to understand K’s speech (Graph 3)

Graph 3:

Intelligibility in Context Scale (ICS) Results
(Pre and post intervention)

Do you Do immediate Do extended Do your child's Do other Do your child's Do strangers
understand family members of friends acquaintances  teachers understand
your child? members your family  understand understand understand  your child?

understand  understand  your child?  yourchild?  your child?
your child?  your child?

Understanding of K's speech
o B NW s

Different People

M Pre-Intervention W Post-Intervention

Finally, the GOS.SP.ASS was readministered with K to see if using the COM-B model with K’s
mother had had any secondary benefits on her son's speech. Graph 4 shows a significant

improvement in the speech sounds /k/ and /g/ following the intervention.
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Graph 4:

A graph to show pre- and post speech results for K on the
GOS.SP.ASS
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The use of the COM-B alongside a traditional SLT session has proven to be very successful in
positively impacting a parent's confidence and ability to deliver therapy at home. K's mother
reported that she had increased knowledge of the reasons for the therapy activities, she knew
when to provide therapy and had increased motivation to attend the therapy sessions and conduct
therapy at home. This confidence and ability in K’s mother facilitated progress in K’s speech.
Together we had remediated her son’s sound errors, had made him fully intelligible and
noticeably more confident. This successful therapeutic relationship and joint working is further

corroborated by the feedback given by my supervisor who observed the first session.

Summary

The incorporation of the COM-B with the standard SLT questionnaires and assessments,
improved collaboration, joint planning, goal setting, reviewing and action planning with K’s
mother. It increased her knowledge and understanding of therapy, improved her confidence with

the delivery of therapy at home and positively enhanced the therapeutic relationship between
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parent and therapist. Additionally, this then led to positive changes in K’s speech which was an

excellent outcome.

251



References

Alias, A., & Ramly, U. (2021). Parental Involvement in Speech Activities of Speech Delayed Child at
Home. (In 2nd International Conference on Technology and Educational Science, ICTES

2020) (pp. 217-222)). Atlantis Press.

Corrie, S., & Lane, D. (2018). Constructing stories, telling tales: a guide to formulation in
applied psychology. New York: Routledge.
Keyworth, C., Epton, T., Goldthorpe, J., Calam, R., & Armitage, C. J. (2020). Acceptability,
reliability, and validity of a brief measure of capabilities, opportunities, and motivations
("COM-B"). British Journal of Health Psychology, 25, 474-501.
Law, J., Dennis, J. A., & Charlton, J. J. V. (2017). Speech and language therapy interventions
for children with primary speech and/or language disorders. The Cochrane Database
of Systematic Reviews, (1),
Article CD012490.https://doi.org/10.1002/14651858.CD012490

Leech, M. (2005). Rapport: A key to treatment success. Complementary therapies in clinical

practice, 11(5), 262-265. https://doi.org/10.1016/j.ctcp.2005.05.005

McCrossan, T., Lannon, R., Tarling, R., Dooher, M., Forshaw, M., & Poole, H. (2022). Utilising
the 'COM-B' bio-psychosocial approach to aid diabetes management. Practical diabetes,

39, 27-30a. https://doi.org/10.1002/pdi.2396

McLeod, S., Harrison, L. J., & McCormack, J. (2012). The intelligibility in Context Scale:
Validity and reliability of a subjective rating measure. Journal of Speech, Language, and

Hearing Research, 55(2), 648—656. http://jslhr.asha.org/cgi/content/abstract/55/2/648

252


https://doi.org/10.1016/j.ctcp.2005.05.005
https://doi.org/10.1002/pdi.2396
http://jslhr.asha.org/cgi/content/abstract/55/2/648

Merrick, R., & Roulstone, S. (2011). Children's views of communication and speech-language
pathology. International Journal of Speech-language pathology, 13(4), 281-290.

https://doi.org/10.3109/17549507.2011.577809

Michie, S., Atkins, L., & West, R. (2018). The behaviour change wheel. A guide to designing

interventions. UK: Silverback.

Michie, S., Johnston, M., Francis, J., Hardeman, W. & Eccles, M. (2008), From Theory to
Intervention: Mapping Theoretically Derived Behavioural Determinants to Behaviour

Change Techniques. Applied Psychology, 57, 660-680. https://doi.org/10.1111/.1464-

0597.2008.00341.x

Michie, S., van Stralen, M. M., & West, R. (2011). The behaviour change wheel: a new method
for characterising and designing behaviour change interventions. Implementation

Science, 6(42). https://doi.org/10.1186/1748-5908-6-42

Miller, W., & Rollnick, S. (2013). Motivational Interviewing: Helping People Change (3rd
ed.). New York: The Guildford Press.

NICE. (2021). NICE GUIDELINE SUMMARY NG204: Babies, children and young people's
experience of healthcare (Volume 12 Number 2). APCP Journal.

https://apcp.csp.org.uk/sites/default/files/journal/2022-

01/NICE%20GUIDELINE%20SUMMARY %20NG204.%20Babies%2C%?20children

%20and%20young%20people%E2%80%99s%20experience%200f%20healthcare.pdf

RCSLT. (2024). Outcome measurement- overview. https://www.rcslt.org/speech-and-

language-therapy/guidance-for-delivering-slt-services/outcome-measurement/

Resnicow, K., Catley, D., Goggin, K., Hawley, S., & Williams, G. C. (2022). Shared Decision

Making in Health Care: Theoretical Perspectives for Why It Works and For Whom.

253


https://doi.org/10.3109/17549507.2011.577809
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1186/1748-5908-6-42
https://apcp.csp.org.uk/sites/default/files/journal/2022-01/NICE%20GUIDELINE%20SUMMARY%20NG204.%20Babies%2C%20children%20and%20young%20people%E2%80%99s%20experience%20of%20healthcare.pdf
https://apcp.csp.org.uk/sites/default/files/journal/2022-01/NICE%20GUIDELINE%20SUMMARY%20NG204.%20Babies%2C%20children%20and%20young%20people%E2%80%99s%20experience%20of%20healthcare.pdf
https://apcp.csp.org.uk/sites/default/files/journal/2022-01/NICE%20GUIDELINE%20SUMMARY%20NG204.%20Babies%2C%20children%20and%20young%20people%E2%80%99s%20experience%20of%20healthcare.pdf
https://www.rcslt.org/speech-and-language-therapy/guidance-for-delivering-slt-services/outcome-measurement/
https://www.rcslt.org/speech-and-language-therapy/guidance-for-delivering-slt-services/outcome-measurement/

Medical Decision Making, 42(6), 755-764.

https://doi.org/10.1177/0272989X211058068

Roberts, M. Y., & Kaiser, A.P. (2012). Assessing the effects of a parent-implemented language
intervention for children with language impairments using empirical, Journal of Speech,
Language and Hearing Research. 55, 1655-1671. https://doi.org/10.1044/1092-
4388(2012/11-0236.

Scherer, N. J., Williams, A. L., & Proctor-Williams, K. (2008). Early and late vocalisation skills
in children with and without cleft palate. International Journal of Pediatric
Otorhinolaryngology, 72, 827-840.

Sell, D., Harding, A., & Grunwell, P. (1999). GOS.SP.ASS.'98: an assessment for speech
disorders associated with cleft palate and/or velopharyngeal dysfunction (revised).
International Journal of Language and Communication Disorders, 34(1), 17-33.

Underwood, 1., & Fromberg, M. (2018). Speech and Resonance Quality of Life Measure (SPAR-

OL). Unpublished.

254


https://doi.org/10.1177/0272989X211058068

6.2 Individual One-to-One Intervention Reflective Commentary

Background

I have practised SLT since qualifying in 1997, however, combining this with a behaviour change
model such as COM-B is very new to me. Recently several papers have been published where
speech and language therapists have used COM-B in their practice with positive outcomes
(Gibbard et al., 2021; Leafe et al., 2024). I was therefore excited to have the opportunity to use

it within my own practice.

I met K’s mother in a cleft clinic. During this clinic, K’s mother reported how concerned she
was with her son’s speech but did not know how to support him. It was during this appointment

that I considered helping K’s mother as part of my 1:1 HP intervention.

I read K’s case notes in detail. The family had a history of poor attendance, so I was a little
unsure whether they would attend for my intervention. However, I decided to contact K’s mother
and explained that I primarily wanted to work with her but alongside this would be
implementing a block of therapy for K. This I believe was the start of my positive therapeutic
relationship with K’s mother, as she was pleased that I was taking her concerns seriously. I
therefore spent several weeks discussing how I would combine HP and SLT successfully with

my supervisor/ course leader and came up with an exciting plan.

Assessment and Formulation
I enjoyed planning the assessment. Initially I was unsure whether to use the 5P formulation

framework (Johnstone & Dallos, 2014) which looks at presenting issues, perpetuating factors,
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predisposing factors, and protective factors as this had been mentioned in lectures. However,
after much thought I decided to stay with my original idea of using the COM-B, as I was looking
forward to using the adapted questionnaire devised by Keyworth et al. (2020). I also wanted to
use COM-B as it seemed to be very much ‘in vogue’ within the SLT world as Helen Stringer
(SLT and Lecturer at Newcastle University) had been using COM-B in her practice, had written
several papers using COM-B (Stringer et al., 2023; Baker et al., 2024) and was speaking at a

conference | was attending.

Having been a speech and language therapist for several years, being apprehensive prior to an
assessment session was a feeling I had not experienced for some time. I had listened to K’s
mother, and we had worked out the best day/time to attend. An 8.30am appointment every
Monday was decided upon. The hospital sent her a text message to remind her and this together
with the trust and mutual respect that we were building, meant that K’s mother attended all 8
sessions (2 assessment and 6 therapy). This success emphasised the importance of building a

parent/therapist relationship (Leach, 2005).

I adapted the COM-B questionnaire (Keyworth et al., 2020) to identify ways of changing K’s
mother’s behaviour, so she could support her son’s SLT. Interestingly, I found using the
questionnaire in my assessment session helpful as it enabled me to broach with K’s mother, in
a non-confrontational way, her capability, motivation, and opportunity to succeed with therapy

practice at home.
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I found producing a visual diagram of the outcome of the COM-B assessment (Figure 1) very
beneficial for both of us. K’s mother said that it was encouraging to see that we had identified

ways of changing her behaviour to support her son with his speech.

Figure 1: Formulation using COM-B model.
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think that she had the knowledge or Ny
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therapy activities at home. S
» "u.\‘
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Automatic: K's mother said that she To Smpower and support K 5_1:(_1-:_:ther to
would find it difficult to consciously -+ p| continue with ﬂ_—’le therapy activities at
remember how to correct her son’s home to remediate her son’s sound
speech at home. errors.
* v
Opportunity

Enwvironment: K's mother said that she
needed support from me to understand
how to engage in the therapy activities
at home.

I planned the sessions carefully, as I wanted to succeed in supporting K’s mother with
understanding and gaining the knowledge needed to implement the therapy activities at home.
I wanted to help her recognise when K was producing speech errors, as she said she found it
difficult to hear the errors. I wanted to identify ways in which she could incorporate the therapy
activities into her busy lifestyle as a single mum.
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Intervention

Following the assessment and formulation the six therapy sessions began. The first three therapy
sessions were particularly difficult as K did not like attending the therapy sessions at the
hospital. I could see that this was frustrating his mother, so I tried to put her at ease by explaining
that this type of behaviour was common and a sign the child felt uncomfortable (Illingworth et
al., 2019). I explained that it was my role to make sure that they both felt relaxed in the therapy
session. This explanation seemed to further benefit our therapeutic relationship and I could see

K’s mother relax and gain confidence each week.

Involving K’s mother in the planning of each week's session also helped with improving K’s
engagement and behaviour. His mother knew what would motivate him, so we brainstormed
ways of incorporating these into the therapy sessions. This joint planning, demonstration, and
opportunity for her to follow the techniques discussed gave K’s mother knowledge and helped
her recognise ways to support her son with the therapy activities at home. This increase in
knowledge (Psychological Capability) was one of my goals for K’s mother. She then grew in
confidence and began to offer original ways she might work with her son at home, thereby
achieving another goal of the COM-B, identifying opportunities to practice at home
(Environmental Opportunity). I also noted that K’s mother responded well to positive praise
when she identified the errors in her son’s speech. Her increased confidence in recognising her
son’s speech errors she said encouraged her to continue with the intervention. We were now
motivating K’s mother to recognise the errors in her son’s speech, a further goal of our

intervention (Automatic Motivation).
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I found following the same format for each therapy session with K’s mother and the use of
BCT’s to guide the planning of each session extremely helpful. K’s mother also seemed to
benefit from a structured format; 1) a review of the previous week (BCT 1.5), 2) an explanation
of the purpose of the activity and problem solving together (BCT 1.2) 3) a demonstration (BCT
4.1), 4) getting K’s mother involved in delivering the activity (BCT 8.1) and 5) action planning
for the week ahead (BCT 1.4). This routine not only helped us work together but developed K’s

mother’s confidence. This routine also had a positive effect on K’s behaviour.

Brainstorming with K’s mother ways to motivate her son also seemed to increase her confidence
as K’s mother was providing me with information rather than the other way around. We were
now working as a team. K’s mother’s idea of bringing in games from home to use during the
therapy session also helped greatly. She was able to see me demonstrate the therapy activity
using these games, which she could then replicate at home. I voiced to K’s mother what a great
idea that had been and how motivating it had been for K. She was pleased that it had been a
useful strategy to adopt and said it had helped her identify further opportunities to practice at

home.

Building a good rapport with K’s mother meant she felt confident to confide in me. She
explained how difficult it was to practice due to other demands on her time. I felt this was a
further positive turning point in our therapeutic relationship as rather than giving up on therapy,
as she had done in the past, we were able to explore her concerns and find ways she could

incorporate therapy into her everyday activities.
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The therapy sessions were a great success with K’s mother and had a very positive outcome on
K’s speech too. K’s mother said that she felt empowered to support her son as she now had the

knowledge, confidence, and ability to affect positive change in his speech.

Evaluation

I repeated the assessments used at the start of the intervention to evaluate change. The
questionnaires were quick to complete which meant I could score them and share the results
with K’s mother. Sharing the therapy plan, activities and results with K’s mother worked well
and resulted in both of us feeling proud of the achievements made during the therapy sessions.
K’s mother was able to take ownership for the progress and was able to identify how changing

her behaviour had resulted in a positive change in her son’s speech.

The COM-B model really added to my traditional SLT session. It helped me identify, with K’s
mother, obstacles to her therapy practice and possible solutions. It made me focus on providing
K’s mother with the knowledge and skills to succeed with therapy. This has informed my future

clinical practice as I have seen the benefits of using the COM-B within SLT.

Summary

This has been a highly successful block of therapy using the COM-B model and so I will be
using it in my future SLT sessions. I have also trained my colleagues in the use of COM-B, and
they are planning to incorporate it in their assessment and formulation too. I am looking forward
to learning more about theoretical frameworks during the intervention lectures, as I really do

think that they positively add to the whole therapeutic experience and outcome.
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6.3 Group Intervention Case Study

Empowering Clinical Nurse Specialists Through a Group-Based Behaviour Change
Intervention to Deliver Consistent Oral Health Advice for Children with Cleft Lip and
Palate

Background

Dental caries is a common childhood disease and a significant public health issue, particularly
for children born with a cleft. These children experience an increased risk due to both
structural and behavioural factors. Anatomical differences can make oral hygiene difficult,
while frequent hospital appointments, feeding challenges, and disrupted routines further

compromise oral health (Grewcock et al., 2022).

Early childhood tooth decay can cause pain, impaired speech development, eating difficulties,
and reduced self-esteem and socialisation (Bagramian et al., 2009). Poor oral health may also
delay or complicate cleft surgery because infections and dental disease can affect surgical

outcomes (Hall et al., 2012)

Audit data from Royal Manchester Children’s Hospital highlight the scale of this problem:
only 58% of 5-year-old children with cleft had healthy teeth and gums when starting school.
Alarmingly, some children as young as three required full dental clearances (removal of all
milk teeth), with serious implications for nutrition, quality of life, and longer-term oral

development. These findings highlight the urgent need for a preventative approach.

Before COVID-19, oral health advice was routinely delivered by Clinical Nurse Specialists
(CNSs) during weaning visits. However, pandemic disruption led to inconsistent delivery and
content, reducing opportunities for early intervention and potentially contributing to rising

caries rates. CNSs play a central role in family support during the first year of life and are
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ideally placed to provide consistent, evidence-based oral health advice. As trusted
professionals who see the families frequently, they have a unique opportunity to influence

parental health behaviours at a critical developmental stage.

Evidence shows that staff training combined with standardised resources strengthens health
message delivery. Structured training and behaviour change techniques (BCTs) improve health
professionals’ ability to communicate lifestyle advice in areas such as smoking cessation and
diet (Keyworth et al., 2020; Presseau et al., 2019). Within paediatric contexts, parental recall
and adherence improve when information is delivered consistently and reinforced through
multiple modalities, such as written materials and video demonstrations (Hoek et al., 2021).
Empowering CNSs with clear resources and reinforcing parental knowledge through take-

home materials could address multiple barriers to effective oral health promotion.

In summary, rising rates of caries among young children with cleft, compounded by service
disruption during COVID-19, created an urgent need for a targeted intervention. By focusing
on CNSs as key agents of change and grounding the approach in behaviour change theory, this
project sought to strengthen early preventive oral health practices with potential long-term

clinical and psychosocial benefits.

Assessment

A thorough assessment explored barriers and enablers affecting CNSs’ ability to provide
effective oral health advice during the 12-month weaning visit. This stage aimed to identify
baseline behaviours and contextual factors before designing training and resources (Michie &
Abraham, 2004). The COM-B model (Michie et al., 2011) was used as a diagnostic framework
to consider how Capability, Opportunity and Motivation interact to influence behaviour,

ensuring a comprehensive understanding of factors shaping practice.
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Needs identification

Discussions with the dental team revealed rising caries rates among young children with cleft
and inconsistencies in oral health advice provided during weaning visits. Historically,
information given at this stage was sufficient, but recent audit data indicated an increase in

caries prevalence, suggesting previous strategies were no longer as effective.

This assessment aimed to identify potential barriers and enablers without making assumptions,

providing a foundation for future intervention design.

Selection of assessment framework

COM-B (Michie et al., 2011) was chosen for its systematic approach to behaviour analysis
(see Table 1). It considers that Behaviour (B) occurs through interactions between Capability
(C), Opportunity (O), and Motivation (M), which ensured that the assessment captured a

comprehensive picture of the factors shaping the CNSs’ practice.

Table 1: A summary of the components of the COM-B Model

Category Sub-category Definition

Physical Capability The physical skills
required to perform the
behaviour.

Psychological Capability The knowledge,
coghitive processes,
and mental skills
needed to perform the

behaviour.
Physical (Environmental) Environmental factors
Opportunity that make the

behaviour possible.

265



Motivation

Social Opportunity

Support influences and
cultural norms that
support the behaviour.

Reflective Motivation

Conscious decision-
making, intentions, and
beliefs about the
behaviour.

Automatic Motivation

Emotional responses,
habits, and impulses
that influence the
behaviour.

A validated COM-B questionnaire (Keyworth et al., 2020) was adapted for the cleft service

and administered to all six CNS’s. Using a 10-point Likert scale, it assessed knowledge and

skills (Capability), resources and time (Opportunity), and motivation to deliver oral health

advice (Motivation). Table 2 summarises the rationale for using this adapted COM-B

questionnaire.

Table 2: Rationale for Using the Adapted COM-B Questionnaire

Measure

Synopsis

Rationale

Adapted COM-B
Questionnaire

(Keyworth et al., 2020)

A 6-item questionnaire using
a 10-point scale, adapted for
use with Clinical Nurse
Specialists (CNS’s). It
assesses three domains
necessary for behaviour
change: Capability,
Opportunity, and Motivation.

IThe COM-B model provided a
structured way to explore
CNSs’ perceptions of
delivering oral health advice.
Exploring each domain
highlighted specific areas for
support:

- Capability: knowledge,
skills, and confidence to
integrate oral health
promotion into practice.

- Opportunity: organisational
and environmental factors,
such as time, resources, and
competing clinical priorities.

- Motivation: professional
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values and readiness to
engage.

Using this framework
ensured the intervention was
tailored to their context,
making implementation more
practical and sustainable.

Informal feedback during questionnaire completion provided contextual insights. CNSs

elaborated on ratings, sharing practical challenges and suggestions.

Results of the assessment

All six CNSs completed the questionnaire. Findings are summarised in Table 3.

Table 3. COM-B assessment of CNSs’ delivery of oral health advice

COM-B Findings
domain

Interpretation

Capability CNSs reported good knowledge of oral
health basics but expressed uncertainty
about the level of detail to provide. They
highlighted a need for up-to-date,
standardised information to ensure
consistency across the team.

Psychological and Physical
capability present but weakened
by lack of standardisation.

Opportunity | Weaning visits had been disrupted
during the COVID-19 pandemic and had
not returned to pre-pandemic regularity.
Time constraints during visits limited
depth of discussion.

Physical opportunity reduced by
time pressures and service
disruption. Social opportunity
limited because team advice
varied, reducing consistency and
confidence.

Motivation All respondents valued early oral health
advice and expressed strong
commitment to supporting families. They
described feeling frustrated when unable
to provide comprehensive guidance.

Overall motivation was high:
Reflective motivation was strong
and helped drive change, but
frustration with limited resources
weakened Automatic Motivation.

Overall motivation was high, but frustration with limited resources weakened automatic

motivation. Barriers included gaps in capability (inconsistent knowledge and materials) and

opportunity (time constraints and disrupted service delivery). These findings informed the

intervention design, focusing on strengthening capability and opportunity.

267




Group assessment and discussion

Findings were shared in a facilitated group session, enabling CNSs to reflect collectively. They
acknowledged variation in advice and agreed standardisation was needed. Time pressure
emerged as a shared challenge, as parents often wanted guidance on numerous issues not just

oral health during this visit.

This collaborative assessment approach fostered ownership and engagement, aligning with

evidence that participatory assessment strengthens sustainability (Franz, 2012).

Rationale for intervention design

The assessment showed CNS motivation was high, but frustration arising from limited and
inconsistent resources weakened automatic motivation. Capability was compromised by the
absence of standardised, up-to-date materials, and Opportunity was restricted by time

pressures and inconsistent service delivery.

According to the Behaviour Change Wheel, these deficits can be addressed through education
(updating and standardising knowledge), enablement (providing tools and resources), and
environmental restructuring (creating time-efficient resources such as leaflets and videos)

(Michie et al., 2011).

Linking assessment results to COM-B, clarified the intervention focus: standardising oral
health advice, reducing variability in practice, and providing resources that strengthen
capability and restore automatic motivation by making delivery easier and more habitual,

while extending communication beyond time-limited visits.

This evidence-based formulation guided the next stage of the intervention design.
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Formulation

Formulation was a central step in translating assessment findings into a shared understanding
of the problem and guiding the development of evidence-based strategies (Michie & Abraham,
2004). Using the COM-B framework, barriers and enablers were mapped to intervention
functions and Behaviour Change Techniques (BCTs), ensuring the design was theoretically

grounded and responsive to the CNS team’s identified needs.

Mapping barriers to COM-B

The assessment highlighted three key findings (Figure 1). First, the CNSs demonstrated strong
‘motivation’ to provide oral health advice, but frustration caused by limited and inconsistent
resources weakened ‘automatic motivation.” Second, ‘psychological and physical capability’
was compromised by the absence of standardised, up-to-date materials, leading to variability
in the information given to parents. Third, ‘physical opportunity’ was limited by the disruption
of weaning visits during the COVID-19 pandemic and the time pressures inherent in short
clinical consultations, while ‘social opportunity’ was reduced because advice varied across the

team, affecting confidence and consistency.

Organising these findings within the COM-B model provided a structured way to identify

which elements of behaviour needed support and which strategies were most appropriate.
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Figure 1: Formulation using COM-B model.

Capability
Psychological: Uncertainty and
variability in advice due to lack of
standardised materials.

Physical: Skills present but
unsupported by consistent resources.

Opportunity Behaviour

Physical: Time constraints during
weaning visits; disrupted service
delivery post-COVID.

Social: Reduced consistency
across the team, limiting
confidence and shared
expectations for delivering oral
health advice.

Motivation

To empower CNS team to
consistently deliver
standardised oral health advice
during the 12-month weaning
visit, ensuring parents receive
clear, evidence -based
guidance.

~

Reflective: Strong professional
commitment to oral health advice.
Automatic: Frustration when

unable to provide comprehensive
guidance due to resource gaps. /

Linking COM-B to Behaviour Change Techniques

To address these barriers, intervention functions and Behaviour Change Techniques (BCTs)
were selected using the Behaviour Change Wheel and associated taxonomy (Michie et al.,
2011). Education and training were prioritised to update and standardise knowledge,
enablement provided practical tools and resources, and environmental restructuring introduced

time-efficient materials such as leaflets and videos. Behaviour Change Techniques were
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mapped to these functions, including instruction, modelling, prompts and feedback (Michie et

al., 2013). Table 4 summarises this mapping process.

Table 4. Mapping COM-B findings to Behaviour Change Techniques

COM-B domain

Capability
(psychological)

Capability
(physical)

Opportunity
(physical)

Opportunity
(social)

Motivation
(Automatic)

Identified
issue
Variability in
knowledge;
lack of
standardised
materials

Skills present
but need
reinforcement
for consistent
delivery
Limited time
during visits;
disrupted
service
delivery

Inconsistent
advice across
team reduces
confidence

Frustration
with lack of
resources

Intervention
function
Education;
Training

Training

Environmental
restructuring;
Enablement

Enablement;
social support

Feedback;
Persuasion

Selected BCTs

Instruction on how
to perform the
behaviour (4.1);
Information about
health
consequences
(5.1)
Demonstration of
behaviour (6.1)

Prompts/cues (7.1);
Adding objects to
the environment
(12.5)

Social support
(practical) (3.2)

Feedback on
behaviour (2,2)

Planned
application
Updated aide-
memoire;
training on oral
health guidelines

Role-play during
sessions;
modelling
correct advice
using videos.
Patient leaflet
with QR codes
linking to videos;
toothbrush and
toothpaste
packs

Group
discussion and
collaborative
resource
development
Group reflection
and feedback
sessions

The intervention targeted multiple aspects of COM-B in an integrated way. Videos modelled

correct behaviours and extended advice beyond the clinic, strengthening capability and

opportunity. Updating the aide-memoire and producing a patient leaflet ensured consistent

advice across the team, supporting capability, opportunity and reducing frustration, which

helped reinforce motivation. Group reflection and feedback sessions further addressed social

opportunity and automatic motivation by providing positive reinforcement and affirming
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progress. Together these strategies created a coherent intervention that addressed capability,

opportunity, and motivation simultaneously.

Collaborative formulation

The formulation process was co-produced with CNS’s during a feedback session, enabling
them to shape decisions about resources such as the leaflet, videos and aide-memoire. This
collaborative approach ensured the intervention was contextually relevant and acceptable,

promoting ownership and sustainability (Franz, 2012). Engaging CNSs in decision-making

increased the likelihood of successful and sustained implementation.

Rationale for intervention focus

Formulation highlighted capability and opportunity as the primary targets for change, with
motivation supported through feedback and resource provision. Producing a standardised
leaflet, videos, and updated aide-memoire was directly informed by COM-B analysis.
Incorporating BCTs such as prompts, modelling, and feedback, aligned the intervention with

evidence for effective behaviour change in healthcare settings (Michie et al., 2013).

In summary, formulation integrated assessment findings with theory to provide a clear
rationale for intervention design. It mapped barriers to practical techniques co-developed with

the CNS team, creating a strong foundation for implementation.

Intervention Design and Implementation

The intervention was designed to address the key barriers identified in the assessment: gaps in
the psychological capability due to lack of standardised materials and physical capability
requiring reinforcement for consistent delivery; limited physical and social opportunity caused

by time pressures and inconsistent advice; and the need to sustain strong professional
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motivation by reducing frustration and supporting confidence. Grounded in the COM-B model
(Michie et al., 2011) and informed by Behaviour Change Techniques from the Behaviour
Change Wheel (Michie et al., 2013), the programme combined education, enablement and
environmental restructuring. It was delivered through four structured group sessions with the
CNS team and supported by co-produced resources, including an updated aide-memoire, a
parent leaflet with embedded QR codes linking to oral health videos, and provision of
toothbrush and toothpaste packs. This multi-modal approach ensured theoretical coherence,
practical relevance, and collaborative development to maximise engagement and

sustainability.

Overall structure

The programme ran over three months, allowing CNSs to trial resources during multiple
weaning visits. Four face-to-face sessions were scheduled alongside existing team meetings at
the Children’s Hospital to minimise disruption. Each session lasted 60-90 minutes and had a
distinct purpose; initial training and assessment, collaborative resource development, training
in resource use, and feedback with reassessment. This staged approach enabled nurses to apply

learning between sessions and share experiences, embedding changes into daily practice.

This multi-modal design aligns with evidence that combining education with environmental
restructuring increases the effectiveness of professional behaviour change interventions

(Presseau et al., 2019).
Session 1: Initial training and problem identification
The first session served as both an introduction and the assessment phase. Audit data

demonstrating rising caries rates in children with cleft were presented to highlight the clinical
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importance of early oral health promotion. The COM-B model was introduced as a framework

for understanding barriers and enablers, and CNSs reflected on its relevance to their practice.

Evidence-based oral health practices in cleft and Nursing Standards were reviewed and group
discussion highlighted variation in advice, reinforcing the need for standardisation. The
adapted COM-B questionnaire (Keyworth et al., 2020) was administered and consent for

participation obtained.

Session 2: Feedback on COM-B results and collaborative resource development

The second session shared COM-B results and the intervention formulation, illustrating how
identified barriers mapped onto strategies. CNSs reported that this feedback was affirming
and highlighted challenges around time and resources. The group then co-produced resources,
updating the existing aide-memoire to ensure consistency and incorporating evidence-based
details such as fluoride concentration and prompts for healthy snacking. A parent leaflet was
designed with QR codes linking to short videos, enabling families to revisit advice at home.
Toothbrush and toothpaste packs were prepared for distribution during weaning visits to

reinforce messages and encourage immediate application.

Session 3: Training in use of new materials

The third session introduced the finalised resources and focused on building confidence in
their use. CNSs viewed six oral health videos featuring a dental therapist demonstrating key
practices, including toothbrushing technique, bottle cessation, healthy snacking, dummy use,

brushing routines, and finding a local dentist.

Nurses practised integrating these resources into routine visits, using the updated aide-

memoire and role-playing common parental questions. This training aimed to strengthen
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capability and opportunity by standardising oral health messages and providing practical
experience in using the new materials. CNSs reported feeling more confident and consistent in

their advice, reinforcing motivation to deliver clear, evidence-based guidance.

Session 4: Post-intervention feedback and re-assessment

The final 90-minute face-to-face session, held at the Children’s Hospital after three months of
resource use, focused on reflection and evaluation. A second COM-B questionnaire was

administered to evaluate changes in perceived capability, opportunity, and motivation. All six
CNSs rated each domain at the maximum score of 10, indicating substantial improvements in

confidence and perceived ability to deliver oral health advice.

Structured feedback discussions followed, supported by a feedback form. CNSs reported
positive parental responses to the videos and leaflet, which reduced pressure during time-
limited consultations. Nurses described feeling more equipped to deliver clear, consistent

advice, and the aide-memoire was highlighted as particularly useful in standardising practice.

This session also provided an opportunity for the team to share strategies for integrating the
materials into their workflow, reinforcing capability, opportunity and motivation. The re-
administration of COM-B served as a self-monitoring technique, while the group discussion

practical social support.

Theoretical integration

The intervention was underpinned by the COM-B model, guiding both assessment and design.
Functions from the Behaviour Change Wheel, including education, training, persuasion,
environmental restructuring, and enablement, were operationalised through BCTs such as

instruction, modelling, prompts, and feedback (Michie et al., 2013).
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Group-based delivery drew on principles of group dynamics, recognising that collaborative
problem-solving and peer discussion enhance ownership and sustainability (Franz, 2012).
Involving CNSs at every stage, from assessment to co-design of materials (Table 5), ensured

contextual relevance and acceptability.

Table 5: Summary of materials developed

Updated aide-memoire Provided prompts for CNSs to ensure
consistent advice.

Parent information leaflet Contained QR codes linking to six oral health
videos.
Oral health videos Featured a dental therapist demonstrating

key practices such as tooth brushing, bottle
use, snacking, and dentist access.

Toothbrush and toothpaste packs Reinforced advice and encouraged
immediate application.

Together, these resources addressed barriers across all COM-B domains and provided a

practical, theory-driven means of embedding oral health promotion into routine clinical care.

In summary, the intervention combined training, co-produced resources, and iterative feedback
to strengthen CNSs’ ability to deliver consistent, evidence-based oral health advice. The use of
theory-driven strategies and collaboration with the CNS team enhanced feasibility and
acceptability, laying the foundation for evaluation and long-term impact on oral health

outcomes for children with cleft.

Evaluation

The evaluation phase aimed to assess changes in CNSs perceived capability, opportunity, and

motivation for delivering oral health advice, as well as the acceptability and the feasibility of
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the resources developed. It used questionnaires and group discussions to assess changes in
CNSs’ confidence and explore how the resources worked in practice. This approach provided
both measurable data and practical insights into feasibility and acceptability

(Michie et al., 2011; Cane et al., 2012).

In addition to the COM-B questionnaire and feedback forms, a structured group discussion
was held during the final session to capture experiences in depth. This participatory approach
ensured evaluation went beyond numerical ratings to identify contextual barriers and
facilitators to implementation. Table 6 summarises this approach and its contribution to the

evaluation.

Table 6: Evaluation of structured Group Feedback Discussion

Measure Synopsis Rationale

Structured Group Feedback |A facilitated group discussion|Group discussions enabled

Discussions at the end of the intervention, [CNSs to share their
where CNSs reflected on experiences, highlight
their confidence, resource  |barriers, and suggest
usability, and parents’ refinements. This

receptivity. This qualitative  |participatory process
method captured insights not|supported ownership of the
easily obtained fromrating |intervention and provided
scales. richer data on feasibility and
acceptability. It also ensured
that the evaluation went
beyond numbers to capture
the specific barriers to the
implementation of the oral
health advice in clinical
practice.
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Measures Used

The COM-B questionnaire (Michie et al., 2011) administered during the assessment phase was
re-administered post-intervention, allowing direct comparison of pre-and post- intervention
scores across psychological and physical capability, physical and social opportunity, and
reflective and automatic motivation. Likert-scale ratings (1-10) provided a simple measure of

change.

In addition, feedback was gathered through a structured group discussion during the final
session, where CNSs reflected on confidence, usability of materials, and parental responses.
Uptake of materials was also monitored, including leaflet distribution, QR-code usage, and

provision of toothbrush/toothpaste packs (Cresswell et al., 2013).

Findings

Graph 1 presents mean scores for each COM-B domain, comparing pre-and post-intervention
ratings. All domains increased to the mean maximum score of 10/10, demonstrating complete
confidence and perceived ability to deliver oral health advice. Qualitative feedback reinforced
these findings: one nurse commented “The videos make it so much easier to explain things.”
Another reflected, “The leaflet takes the pressure off during visits because families can look
back at the information later.” Material uptake was high: all families at the weaning visit
received the leaflets and toothbrush/toothpaste packs, and discussion around the information

viewed on the videos indicated that parents accessed the supplementary content at home.
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Graph 1: Mean Pre- and Post-Intervention COM-B Scores

Application of the COM-B questionnaire with CNS
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Critical Analysis

A key strength of this intervention was its grounding in behaviour change theory, specifically
the COM-B model and Behaviour Change Techniques (Michie et al., 2011). This theoretical
underpinning ensured strategies were systematically aligned with identified barriers and
enablers. Co-development with the CNS team was another major strength, fostering
ownership, acceptability, and engagement. The multi-modal approach, combining training,
collaborative resource design, and practical tools, supported capability and confidence while
reinforcing motivation. Group-based delivery created opportunities for peer learning and

social support, which are known to enhance sustainability in professional practice.

There are important considerations for future implementation. Feedback relied on discussion
and self-report, which provided valuable insights but did not capture parental perspectives or

service-level outcomes. The three-month timeframe offered only short-term insights into
279



feasibility and acceptability, leaving longer-term integration and sustainability unknown.
Despite strategies to reduce time pressures during weaning visits, these remained a challenge

and could influence consistency of delivery

Overall, the intervention strengthened CNS capability and confidence in delivering consistent
oral health advice. Future development should focus on scaling to other teams, incorporating
parent and child outcomes, and evaluating sustainability over time to enhance robustness and

inform wider service improvement.

Future Plans

Future evaluation will include audits of parental retention of oral health information at 18
months and caries outcomes when children reach three years. The aim is to expand the
intervention to other cleft centre hospital sites to increase sample sizes and undertake larger
audits at 18 months and 3 years. Incorporating parent and child outcome measures will
provide a more comprehensive assessment of the intervention’s effectiveness and inform

service-wide implementation.

Conclusion

This intervention strengthened CNSs capability and confidence in delivering consistent oral
health advice. Standardising messaging and multi-modal resources addressed key behavioural
barriers and supported motivation. Grounding the approach in behaviour change theory and

co-producing resources ensured feasibility and relevance to practice.

The process also enhanced my skills in intervention design and collaborative working,
marking an important professional milestone and laying the foundation for future service

improvements to benefit children with cleft.
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6.4 Group Intervention Reflective Commentary

Background

Although I have been training as a Health Psychologist for some time, leading a group
intervention was a completely new experience. I felt a mix of excitement and nerves
beforehand, curious to see how COM-B would work in a group context with the nurses in the
cleft team (Michie, Van Stralen, & West, 2011; Keyworth et al., 2020). I had previously only
used COM-B in a smaller 1:1 setting, so this felt like stepping into the unknown. My aim for
the group intervention was to support Clinical Nurse Specialist’s (CNSs) working with
families of children with cleft lip and palate in making oral health advice as effective and
consistent as possible. I was interested in how the group format could foster peer learning and
shared problem-solving among the nurses. Unlike 1:1 sessions, groups provide opportunities
for peer discussion, shared problem-solving, and mutual encouragement. I felt both
anticipation and anxiety before the first session, wondering how experienced nurses would

respond and whether I could create a safe space where everyone felt comfortable contributing.

Formulation and Assessment

Planning the intervention required balancing the nurses’ needs with the realities of their busy
clinical schedules. While I felt reasonably confident because of my prior experience with
COM-B, I quickly realised that facilitating a group would demand different skills than I had
used in 1:1 sessions. Administering the adapted COM-B questionnaire (Keyworth et al., 2020)
in Session 1 helped me understand the nurse’s perceived capability, opportunity, and

motivation to deliver oral health advice (Michie et al., 2011).

The assessment highlighted that although the CNSs understood the importance of oral health,

they often lacked confidence in giving consistent advice or using the resources effectively.
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Some nurses expressed feeling unsure about addressing parental resistance or navigating
challenging conversations. These insights guided the co-development of materials, including
leaflets, QR-code videos, and a structured aide-memoire. I wanted these resources to be

practical and easy to use during routine appointments (Ezhumalai et al., 2018).

I reflected on the tension between theory and practice throughout the sessions. With limited
time, I needed to find the right balance between explaining the theory behind the intervention
and keeping content practical and easy to use. | wanted interactive co-produced sessions with
space for discussion and shared decision-making. At times, I questioned whether the content
was sufficient, but I also felt excited to see nurses shaping the sessions and taking ownership
of their learning. To achieve this balance, I combined collaborative discussion with hands-on
practice and demonstration, which helped keep the sessions engaging without overwhelming

the CNSs.

Intervention Delivery

Building relationships and facilitation skills

Building rapport with the nurses was central to engagement. I focused on active listening,
asking open-ended questions, and reflecting back what participants said. I felt relieved when
nurses began opening up, sharing experiences and challenges. They reported that this approach
made them feel more confident and willing to try new strategies. Using motivational
interviewing techniques such as affirming, summarising and emphasising autonomy helped
strengthen trust and foster engagement within the group (Westra & Aviram, 2013; Miller &
Rollnick, 2013). I felt encouraged as the CNSs began to take ownership of the learning
process, setting personal goals, sharing experiences, and identifying practical ways to integrate

standardised oral health advice into their weaning visits. Techniques like reinforcing self-
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efficacy and eliciting change talk further supported the nurses in recognising their capacity to

implement these strategies effectively.

Group dynamics and engagement

The small group size made discussion manageable but required attention to individual
differences. Some nurses were initially hesitant to speak, which made me feel anxious about
whether the session would flow smoothly. Introducing scenario-based discussions, practice
with resources, and peer demonstrations helped break the ice. I particularly remember a
moment when one participant shared a creative tip for motivating parents; this sparked
contributions from others, and I felt proud watching the group start to function as a team

(Tuckman, 1965).

Professional hierarchies sometimes affected participation, with more experienced nurses
dominating discussions early on. I consciously encouraged collaboration and invited quieter
members to share their thoughts, creating a space where everyone felt heard (Leach, 2005). I
noticed humour and informal conversation reduced tension and increase engagement, which I
hadn’t considered before in a professional group setting. These moments reminded me that
facilitation involves reading the room and adjusting in real time, a skill I improved

significantly during this intervention.

Applying COM-B and BCTs in practice

I structured sessions to integrate behaviour change techniques. Each session included
reviewing previous progress, discussing the purpose of activities, problem-solving together,
demonstrating behaviours, practising, and planning how to apply them in consultations. Seeing
nurses engage with the process and suggest adaptations themselves was exciting; it felt like the

theory was coming alive in the room. Involving nurses in thinking about ways to motivate

285



parents and tailor activities to their practice increased engagement and gave them a sense of
ownership. I felt a mix of pride and relief seeing the practical application of COM-B and BCTs

work effectively in real time.

I also reflected on how structured formats seemed to benefit nurses who initially appeared
anxious about contributing. The routine provided predictability and a sense of safety, which in
turn encouraged participation. Witnessing their growing confidence reminded me of the

importance of both structure and flexibility in intervention delivery.

Critical Incidents and Adaptation

During one session, a nurse expressed discomfort giving advice about sugar consumption,
citing resistance from parents. Initially, I felt unsure how to respond, but reflecting on the
situation helped me introduce role-play exercises and discussion of motivational strategies.
This allowed nurses to try approaches safely and increased their confidence (Michie et al.,

2011; Michie et al., 2014).

Discussion with the Lead Nurse during this period was invaluable. It helped me navigate the
balance between encouraging participation and maintaining professional boundaries. |
remember feeling reassured during these discussions, realising that adapting the intervention,
with for example, what the CNS’s wanted to be included in the aide-memoire was both
necessary and effective. These experiences emphasised the importance of reflection-in-action
(Schoén, 1991) and reminded me that flexibility is a core part of effective facilitation. I also
noticed that moments of self-doubt often led to meaningful reflection and improvement, which

was personally rewarding.

286



Evaluation

Evaluation included post-intervention COM-B assessments, qualitative feedback, and
monitoring resource usage (Michie et al., 2011). COM-B scores improved across all domains,
with nurses reporting increased capability, opportunity, and automatic motivation to deliver
oral health advice. Feedback showed the materials were user-friendly and helped standardise

messaging to parents.

Resource uptake was high: all families received leaflets and toothbrush/toothpaste packs, and
video usage was gauged as to the feedback parents were giving the CNS’s during follow-up
appointments. I felt proud seeing tangible evidence that the intervention made a real difference
in both nurses’ practice and families’ access to information (Cane et al., 2012; Michie et al.,

2011).

Strengths included co-developing the sessions with nurses, practicality, and integrating
behaviour change theory in an engaging, relevant way (Michie et al., 2011). Limitations
included reliance on self-report, short follow-up, and lack of parent/child outcome measures,
so long-term effects remain unknown (Michie et al., 2014; Sree et al., 2022). Reflecting on
these limitations made me more aware of the importance of comprehensive evaluation and
iterative improvement. I also realised that even small gains in confidence and capability can be

meaningful in practice, which was a reassuring insight.

Future Plans

Looking ahead, I plan to follow up on how well parents remember advice and how this affects
children’s oral health, expand to more hospital sites to assess feasibility, and use digital tools

for parent feedback alongside structured observation (Thomas et al., 2021).
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I am especially excited about presenting this intervention at the Cleft and Craniofacial
International Conference in Japan. I anticipate a mixture of nerves and excitement, and I hope
the international audience will offer feedback that will inform future iterations. Reflecting on
the process, I feel increasingly confident in designing interventions that are grounded in theory
but remain practical and adaptable for real-life settings. I am also motivated to continue
developing facilitation skills, particularly around managing group dynamics and fostering peer

learning.

Conclusion

Running this group intervention has been a huge learning experience. It taught me a great deal
about reflective practice, adaptability, and translating theory into practice. Nurses’ capability,
opportunity, and motivation improved, supported by co-developed resources and active
engagement (Michie et al., 2011; Cane et al., 2012). Although further evaluation is needed, the
process strengthened my skills in designing, facilitating, and reflecting on interventions, and it
provides a strong foundation for future Health Psychology projects. I also feel a sense of
personal growth, recognising how my confidence as a facilitator has increased and how I can
support participants to learn from each other in meaningful ways. Moments of surprise, pride,
and occasional anxiety throughout the intervention reminded me how valuable reflective
practice is, not just for improving the intervention itself but also for my ongoing professional

development.
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